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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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LiIFE CARE CENTER O OREHEAD MOREHEAD, KY 40351
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES . 0 PROVIDER'S PLAN OF CORRECTION . 45)
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}
{F 000} | INITIAL COMMENTS . {F 000y
A second Onsite Revisit Survey (for the 05/14/15
. survey) was initiated on 06/24/15 and conciuded
" on 06/25/15. Based on the facility's acceptable
Flan of Correction {POC) and the onsite revisit
the facitity was determined to be in compliance on
05/22/15, as alleged. ;
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (7) 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 sbove are disclosable 90 days
following the date of survey whether or not a plan of correction is provided, For nursing homes, the abave findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. !f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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NAME 0F PROVIDER OR SUPPLIER | STREET ADDRESS. OITY, STATE, 20 C00S
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i
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Iy SUMMARY STATEMENT OF [ERICIENCIES 1 PROVIDER'Y #LAN OF CORRECTION _ 48
| BREFm {EACH DEFICIENGY MUST B8 PRECEDED BY FULL PREFE (EACH CORRECTIVE ACTION SHOULD BE COMPLETEN
L TAL REGULATORY OR LSC IENTIEYING INFORMATIGN TAG CROSE-REFERENCED TO THE APRROPRIATE BATE
P DEFICIENGY)
! {F 000} - INITIAL COMMENTS {F 000}
j - AMENDED
An orsite revisit was initiated on 05/49/1 & ang
s conciuded an 08/14/15 fer ihe Q2712148
“Re-cerfification Survey, Based on the faciiity's F 281
L acceptable Plan of Correction and the on-site .
revisit it was determined the deficiencies were #1 Medications were not given to un-
carrected on 05/09/15, as alleged. However, : sampled Resident A by licersed nurse 5/22/15
- nen-tomplance continued, as additional ceficiant on May 12, 2015, .
. bractice was identifiod at F281 at a Scope and ’
) Severity of a "D, Medications were immediately
F g 8; : g%é?ég@?gggg g¥;%%§s;§§voaa MEET Faet discarded by the ficensed nurse on May
T 14, 2015 and Resident A had no change

' The services provided or arranged by the facility in condition.

st meet professional standards of quality.

' Medical Director was informed that

i o ) ) Resident A did not receive medications
. é:w REQUIREMENT s rict met as svidenced that were left on the cart and was re- 5
Based on abservation, interviow, review of the educated that only i‘menﬁz‘ff nursing,

- faclily's poficy and review of the Cerders for : pharmacists and residents that self-
Medicare/Medicaid Servicos {CMS) Standards of administers medications can supsrvise ;
i}ractfa;e :0{ L?“%Z}f“? Gare f hag@zacy S%r vices, and store medication by the Director of |

Awas detarmined the faciity failed fo meet . NO new
professionat siandards of quality during » Nursing on May 14, 2015, and

- medication pags. orders noted,

Observation révesled Licensed Practical Rurse All residents have potential to be
(LPNJ #1 teft medications on lop of the affected.
medication cart i the hall, unattended and X L

" unsecured, while she enfered a resident's room. #2 A one-time audit of all medication |

| i et storage areas was completed by

* The findings inciude; . treatinent nurse, Assistant Director of

- Review of the Centers for Medicare/Madicaic :

" Bervices (CMS) Standards of Practice for Long

THLE {XO) DATE
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the Watitudion may be excusad from coreeoting providing i 1¢ determined fhat
Excent for nigsing homes, the finddings stated above s disciosable 80 days
For nursing hiomes, the ahove fndings and plans of correstion are disciosabie 14
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“top of an urattended medication cart in the halt

when she entered & room to check on o resident
: that was crying. Continued observation revealed

the Health information Management (HIM)
Diractor approached the medication cart and
proceedad (o lake a Medication Administration
Record (MAR) from the bock on top of the gar,

. During the process, she knocked the medioing

S cup over and spilied the pitis. The HEM Director
picked up the pills with her fingers, repiscad them

iy the cup, obtained the MAR and teft the area,

. Further observation revealed upon her refurn to

 the medication cart, and after infarventior: by the

State Agency Surveyor, LN #1 disposed of the
pills.

Coordinator, Assistant Director of
Nursing, Business Office Manager, :
Executive Director, Payroll Clerk, Dietary:
Managar, Staff Development ‘
Coordinator, Maintenance Director,
Activity Director, Unlt Manager, MDS
Agsistant, Health information Manager, :
Housekeaping Supendscr, Social
Services, and Direclor of Rehab,

CENTERS FOR MEDICARE & MEDICAID SERVICES
{ BTATEMENT OF DEFICIENCIES %1 FROVIDERSUPPLERCLA ! (2 RULTIPLE CONSTIRUCTION (23} DATE SURVEY j
: AL PLAN OF CORRECTION IDENTIFICATION NUMBER: i 4 BULDING COMPLETED I
G HERS LN 5
R-C i
; 185185 {8 oNG S _ O5/14/2045 f
| NAME OF PROVER OF BUPRLS | STREETADDRESS, CITY, STATE, Fip CODE
| | 933 NORTH TOLLIVER ROAG
IFE CARE CENTER OF MOREHE . .
| HrEC OF MOREHEAD | woREHEAD, KY 40351 |
R ip SUMMARY STATEMENT OF DEFICENCIES 10 FROVIDER'S PLAN OF CORRECTON ¢y {
BIERD: | (EAGH DEFICIENGY MUSY BE PRECEDED BY St PREFIX {EACH CORRESTIVE ACTION SHOULD &E COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATIONS TAG CRUSS-REFERENCED TO THE APPRCPRIATE BATE
DESCIERGY)
I 281 Continues From page 1 F 26t MNursing, and MDS Coordinator on May
Testrrs Carf@ Pharmacy Servlicés, SBection €, |14, 2015, to identiy any issues with
; Sué}ﬁacugn iifiﬂé "f\ﬂeqicaiion Ca.rts”,‘reveafed proper storage/monitoring of
: the following: "Medication carts must be o :  were identified
supervised at all times by the nurse administering medications. No issues ‘
- medications®, : syt .
; deation Regional Director of Clinical Service and
Review of ihe faciity's "Med Pass Frocedure", Director of Nursing audited all
" undated, revealed no medications were (o be left medication carts and alf medication
. unattended on top of the medication cart, rooms to identify any issues with
. . , . , . ieat ipervision on
Interview with the Director of Nursing (DON), on medication storage and sup dentified
08/14/16 at 6:51 PM, revealed the facility utilized May 14, 2015. No issues were identified.
 the Lippincott Manual of Nursing Practice as their ' . S
. standard of practice for policy devetapment and A one-time audit of nursing giving
; Brpectations for bagt nursing practics. The medications to 10 residents was
_ f?ei!gy (:!z'lcf ?ot pf?vide an a;iuai reference to & completed by the Director of Nursing,
- slandara of practice related to securing ) . ; Uni
Lo S 3 or af Nursing, and Unit
-medications on the medication cart, Assistant Director &t dentify if
Furthermore, a review of the Lippincott Manual of ! Manager on May 15, 2015, to iden v
i “Nursing Practice, Ninth dition, reveated no : i medications were stored and supervised |
| “standard of practice relsted 1o the topic.  per policy, No issues were identified.,
Observation, on O5/12/16 at 4:45 PM, revealed © §3 Regional Director of Clinical Services
LPN#T left threa (3) pills in 8 medicine SR on | te-educated Director of Nursing, MDS i
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i | NANE OF FROVIDER B SUPPLIER U STREET ADDRESE BTy STATE. 21 (008
: . 933 NORTH TOLLIVER ROAD
z & . HE
: LIFE CARE CENTER OF MOREMEAD MOREHEAD, KY 40354
! o FUMBARY STATEMENT OF DBFRo R ei e : no FROVIDER'S BLAN OF CORRECTION [,
PREFIX {EACH DEFICIENCY MUST BE PRECEGED By FEiLL . OPREFRE - {EAUM CORRECTIVE AGTION SHOULD 15 ©combETn
TAG REGULATORY DR LEC 1DENTIFYiNG INFORMATION) . oTAn - CROBE-REFERENCED TO THE APPROPRIATE e i
: ) DEFICIENCY) ]
F281. Continued From page 2 Faat regarding storage, bandling and
_ © monitoring of medications on May 14,
,Interview with LPN #1 URON her return {6 the 3015
- medication cart, on 05/12/15 at approximately : : '
;1::;5(} Ff;;y‘;; rzvgafﬁd she gﬁanﬁa& mgezc:{i;mm&tt_g; ihfz | The Health Information Manager and
: fhree H4 i he medicine cup fo the residan
i ; f {icensed nurse who was at the

Hfor which they were infended. She stated ihe

medication carl was in her view the entire tme medication carl during observation of

she was in the resident's room. However, she © Resident A were immediately re-
‘ rc;-?mrteg Sh . ﬁf ot see ;he F:m ii}j;ectqr S?é“ the " educated on May 12, 2015 by the
< ) , . " ‘
Pils and pick them up and replace them in the Director of Nursing rélated to storage, |

Seup. LEN #1 further stated she should not have
- left the medication cart and the open container of
pilis unatiended, buf should have lockad them . per policy.

Inside the carl when she had to waik away. ; . ) :
Continued inferview revealed LPN #1 thought she Director of Nursing/Assistant Director of

P oould see the cart at gif imes, but acknowledgad Nursing/Staff Development
that was nat the case in this insterice, Coordinator/Unit Manager/MDS

Coordinator 1o re-educate all staff,

which includes licensed nurses, nursing

handling and monitoring of medications

 Interview with the HiM Director, on 058/12/15 at
-5.23 PM, revealed she should not have handied

i the pills that spiled from the oup, and she should ; assistants, housekeeping, dietary,
|
14 F e up was ¢ -' | storage and monitaring of medications.

Cwant to leave them Haying loosely® on top of the

“medication cart, This will be completed by May 17, 2015,

Any staff member not educsted by May

; : !nierv;éew with the DON, on 05/14/15 at 6:51 PM, f 17, 2015, will not be aliowed to work :
revealed she was nol aware LPN #1 was net ; inning May 18, 2015, until they are
present at the cart. She stated medications begirning May 18, 2 :
: should abways be in dgirect sight of the nurse, and, : aducatad,

‘We shouldn't have distractions while ot med ' : , ich inelud
cart’. Continued interview revealed ihe Hin : - Alinewly hired staff, which Incluces
' Ditector shouldf not have been in contact with tha licensed nurses, nursing assistants,

| g}edj?ﬁ%z She zﬁaée;d the _;?ms s;hgu!d have . ; housekeeping, dietary, therapy,

- bean discerded and an not placed back on fop | : malntenance, -
- of the medication cart. | department heads, and! ance,
: : will be educated regarding medication

. Interview with the Administralor, on 05/14/15 5t storage, handling and monitoring per .

705 PM, revealed he had been made aware of

TOHRM CMS-ZSG?(G:Z-QQ) Previous Versions Chsolgte Evait 10 4RGm Fatility i 100376
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fiif?’ﬁsl:fi?'?vfg?‘d‘f OF MEALTH AND MUMAR SERVICES :
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i S"/'\‘{'{-fh'ifi?\*‘f OF DEF#IENCIES Eli)(?} i’ROVE!"E:"':?"S{}PPL5?—"E{’C“i i | oo LYIPLE £ : =D e yopasas
; | ANES PLAN OF CORREGT 0N NI A ot AERCL i [ (X2 MULTIPLE CONS TRUCT 0N FX3 DATE Sifvey |
o | | A, BUILDIAG | comPLEvED |
L j . S !
. ) _ | 185155 g BOWING __ e ore |
| [ s e s v i AR
| DLRESS. CITy 2 CODE ]
1 LIFE CARE CENTER OF MOREHEAD | a3 noR T ToLLVER ROAD |
:, - : MOREHEAD, KY 40351
P UMBARY STATEMENT OF UBF Io/RnCTE S ’ :
i B T e FrOENCIES . By : FROVIDER, T ‘
pRET ;ggég? o ENCY MUST BE PRECEDED BY UL PREFIX (ﬁﬁ;g; Eggﬁ?ﬁ%ﬁg &iﬁﬁff CEA s
5 WATORY ORUST IENTIFVING INFORMATION: ©OTAG . CROSSREFERENCES 10 THE ARRRLIL e ome
L o5 “ o et/ T 3, - - . rsb b
DEFICIENGY) A
F 281 VConziau&d Fra : |
m page 3 - 281 ;
e I 281 o policy by the SDC, ADON or UM
he incident at the medication cart on 05/13/15. ' i ‘
- He stated it was his expetiation for all : beginning May 18, 2015.
+ medications to be safely stored, hand! :
i . ed anc ‘ i
s administered according to acoepted professional # DON/ADON/SOC/UM/MDS Assistant

to observe licensed nurses during times
of administering medications to 10
residents a week for 4 weeks, then §
residents a week for 4 weeks, beginning
week of May 17, 2015, to ensure only
ficensed nurses, pharmacist and
rasidents that self-administers
medication are supervising or storing
medications during medications pasgs,
which will be documented on the
medication pass sudit form.

: slandards.

|

! _ i QA Team (consisting of Executive :

l | Director, Director of Nursing, Assistant :
Director of Nursing, MDS Coordinator,
Unit Manager, Dietary Manager, Activity

+ Director, and the Medica! Director} to

f review ali audits and make

" recommendations related to findings
weekly x 2 weeks beginning May 15,
2015 then at least monthly until this
issue is considered resolved. Continued |
QA monitoring of medication pass '
audits by DON, ADON, UM or SDC to
ensure handling, monitoring and storage
per policy will be on going in monthly
QA at feast quarterly,

ottt
s b o

#5 Date of Compliance: May 22, 2015
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f ; 185155 iBwiNG e {
NAKE OF PROVITIER OR SUBFLIER " " 1} STREET ADDRESS, CITY. STATE, Fi CODE
B33 NORTH TOLLIVER ROAD }
LIFE CARE CENTER OF EHEA H .
R ER OF MORENEAD | MOREHEAD, Ky 40351 f
XD SUMMARY STAYEMENT 0F DEFICIRMIES o PROVIDER'S FLAN OF CORRECTom © e
PREFI (EACH DEFICIENGY MUST B PRECEDED By FLLE o PHEFX FEACH CORRECTIVE AGTION SHOULD BE ' CO&%”L\??!UH
TAG REGLE ATDRY OR LG {OENTIEY NG !N{TGEMATI{Z‘N} : TAG {JﬁiﬁSﬁvﬁEITEREN{‘,EG TO THE APPROPIATE : DATE
3 v -BEFEIENDYY |
{F 000} INITIAL COMMENTS {F 000}
- AMENDED

 An ansite revisif was initiated on 08/12/15 gng

s concluded on 0814715 for the BY/2715 Faderal

Mornitoring Survey (FMS), Based on the faciitvs ©oOF282
acceplable plan of correstion i was delormined .

the deficiency was coreected on 0508415 as #1 Meadications were not given to un-

- alleged; however, an addilional deficient practice sampled Resident A by licensed nurse 5/22/15
“was cited at a Scope and Severity of an 0", on May 12, 2015,

Fzat 48320034 SERVICES PROVIDED MEET i Fazet
$6=0 PROFESSIONAL STANDARDS . | Medications were immediately

- , b discarded by the ficensed nurse on May
- The services provided Of arranged by the facility © 12,2015 and Resident A had no change

must mest professional standards of quality. _
. in conditlon.

- This REQUIREMENT is not met as evidenced s Medical Director was informed that

“bw: Resident A did not receive medications

: {Ba‘_s?ec.i it Qi}:tsewz«;timnj interview, ‘rea-vz'ew of the : that were left on the cart and was ro-
facility's policy and review of the Genters for . : educated that only licensed nursing,

 Maticare/Medicaid Services (CMS} Standards of

- Practice for Long Term Care Pharmacy Services, pharmacists and residents that self-

it was determined the Tacifity failed o meet : adrrinisters medications cen supervise )
professional standards of Guality during a ; : and store medication by the Director of
:: madication pass, _ ; : Mursing on May 14, 2015, and No new

' Observation revealed Licensed Practical Nurse orders noted,

{LPN) #1 left medications on lop of the
medication: cart in the halt, unattended and ;
Hnsecured, while she entersd g regident's room, : affected.

All residents have potential to be

#2 A one-time audit of all medication

" ! storage areas was completed by _
“eview of the Centars for Medicare/fedicaid ‘ ' ; irector of |
f : : : tment nurse, Assistant Director of |
 Bervices {CMS) Standards of Practios for Long treatme :
- Term Care Pharmacy Services, Sestion C,

. Sub-section fitled “Madication Carts”, revealed

The findings include:

-WMMM

/

|
|

bttt

ABORATORY DIRECTORS OR PROVIDERSUBEL IR R REPRESENTATIVE & SIGNATIRE TITLE {X8) DATE
&g, Lot g S
Loitr freny g e ELt s

wny deficiency sietament ending with an asterisk {*} denoies 4 defickency whith the ing ution may he excused from correcting providing it is determined that
hwr safeguards provide sutficlant protaction to the palients. {Sae inszructions‘j Exzopt for aursing homes, tha fndings stated above are disclosablie 50 tays
sfowing the date of survey whather or ot a plan of corection is provided, Par nirsing homes, the shove findings ane plans of coracton are giscosable 14
ays foliowing the date these documents are made availabia t the facilfty. ¥ deficlencles e Cied, an approved Plan of coreciion is requisits io continued

fogram parkicipation,
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| NAME OF PROVIDER OR SUPPLIER
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FROVIDER'S PLAK OF CORRECTION

+H

DDA TION

aj

by SUMMARY STATEMENT 01 DEFICIENCIES iy
PREFIX {EACH DEFICIENGY MUST pE PRECEGED 8Y £y PREFX [EACH CORBECTIVE ASTION SHOULD 48 2
TAG REGULATORY OR 180 BDENTIFYING IEURMATION, TAG CROBE-REFERENCED 70 YhHE AFPROPRIATE BATE
DEFICIENGY)
F 281 Continued From page 1 281 Nursing, and MDS Coovdinator on May

o gt e

"Medication carts muyst be

. the follawing:
fimes by the nurse administering

- supervised at ali
medications”

¢ Review of the facitity's “Med Pass Procedure”,
" undated, reveasled no medications were o ba joft
" unattended on top of the medication cart.

- Interview with the Direcior of Nursing (DON;), on

SDBMAE at 6:59 PM, ravesied the facHity ulifized
the Lippincott Manual of Nursing Practice as their
standard of practice for poticy development and

. exXpectations for best nursing practice. The

facility did not provide an aciual reference to o

- standard of practice related to seturing
madications on the medication cart, :
Furthermore, a review of the Lippincott Manual of

_Niirsing Practice, Ninth Edition, reveated no

. standard of practice related 1o the topic,

Observalion, on 0841245 at 4145 P, revealad
LPN #1 left throa (31 pills in a medicing CUR Of
-top of an unatiended medication cart in the hall
“when she entered s room to check Gn 4 resident
hat was erving. Continued observation revealed |
Cthe Mealth Information Management (Hinv)

- Director approached the medication car andg
proceeded to take a Medication Administration
- Record MAR]} from the book o1 tofr of the cart

: During the process, she knocked the medicine

cup over and spifled the pills. The HIM Dirsctar
picked up the ills with her fingers, repiaced them

“in the cup, obtained the MAR and teft the area.

- Further observation revesiad

| State Agency Surveyor, LEN

upon her returm to
the medication cart, and after intervertion by the
#1 disposed of the

_pilis.

_: Interview with LPN #4 upon her return o tha

P34, 2015, to identify any issues with
proper starage/manitoring of
medications. No issues were [dentified.

Regiohal Director of Clinical Service and
Birector of Nursing audited all
madication carts and all medication
rooms to identify any issues wit
medication storage and supervision on
May 14, 2015, No issues were identified,

A pne-time audit of nursing giving
medications to 10 residernts was
completed by the Director of Nursing,
Assistant Directar of Nursing, and Unit
Manager on May 15, 2015, to identify if

medications were stored and supervised :

per policy. No Issues were identifled.

#3 Reglonal Director of Ciinical Services
re~educated Director of Mursing, MDS
Cootdinator, Assistant Director of
Nursing, Business Office Manager,

Executive Director, Payroll Clerk, Dietary :'

Manager, Staff Development
Coardinator, Maintenance Director,
Activity Director, Unit Manager, MIDS

Assistant, Mealth Information Manager, -

Housekeeping Supervisor, Social
Services, and Director of Rehah,

e o,

|
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LIFE CARE CENTER OF MOREHEAD f MOREHEAD, KY 40351
(Rapin SUMMARY STATEMENT OF DEFICIENGE o i it : PEOVIDER'S BLAN 0 CORRESTION Copm
PREFY (EACH DEFIGIENCY MUST BE PRECEDED frv FULL PREFp; (EAGH CORRECTIVE ACTION EHOULD BE COMPLETIN
G REGULATORY OR LEC IDENTIFYING INEORMATION) Ctag CROBS-REFERENCED T YHE APPROBIATE: .o DA

DEFICIENCY)

F 281 ‘- cgntinufa{f From page 2 Faay regarding storage, handling and ;
medication cart, on 08/12/15 at approximately : " monitoring of medications on May 14,
50 PM, revealed she planned o administer the
- thres (3) pills in the medicine cup to the resident - 2015,
for which they were intended. She stated the ‘ alth Information Manager and
- Medication cart was In her view the enlire limg - The Health Infarmatio #

: Bhe was in the resident's foom. However, she ficenssed nurse who was at the

reported she did not see the HIM Director spill the ,f medication cart during observation of
“pills and pick them up and replace then in the ' © Resident A were immediately re-
cup. LPN #1 further stated sha should not have ’ educated on May 12, 2015 by the

left the medication cart and the osen container of

. . -1 g o stora 2,
- Pifls unattended, but should have tocked them Director of Nursing related 1o g

- inside the cart when she had o walk away. _;' handling and monitoring of medications f
Continued interview revealed LPN #3 thought she per policy. |
could sea the cart al ) fimes, but auknowledged 3 ) i
that wass niot the case in this instance. : © Director of Nursing/Assistant Director of ]
5 : - 5 ing/Staff Developraent ,
Interview with the HiM Director, on 0542/15 at Nursing/St It ger/MDS {
8123 PM, revesled she shouid not have handiad Coordinator/Unit Manage 1 staff :
e pills that spified from the cup, and she shouid © Coordinator to re-educate &l staff ' i
have tok{ L.EN #1 what happensd, She siated the © which includes Heensed nurses, nursing
~only reason she picff@d‘me oills u{f was she d;dn'! ;  assistants, housekeeping, distary, i
wan§ fo feawa t!_mm laying loosety” on top ofthe ; therapy, and maintenance, regarding
medication cart, - ’ o lications, i
© o storage and monftoring of medications, [
 Interview with the DON, on 05/14/15 ot B:51 PN, . This will be completed by May 17, 26153 ;
fevealed she was not aware LPN #1 e ot | Any staff member not educated by May |
FPresent al the cart, She stated madications : ‘ N 4 be aftowed to work
 should always be in dirsct sight of the nurse, and, - 17,2005, willnot 2015, cntil they are :
- "We shouldn't have disiractions whie onmeg . beginning May 18, g
cart”. Continued inferview revealed the HiM \ ; educated. {
: Direclor should not have heen in contact with the ; ich inciudes
medications. She stated the pilis sheuld have : All newly hired staft, which inchides
been discarded and and not placed back on top ; ficensed nurses, nursing assistants,
; of the medication cart, : housekeeping, dietary, thera p:y, j
. . . ; : : alntenance, ! i
| inferview with the Administrator, on 05/14/1 Bat | department heads, and m dication {
| 105 PM, revealed he hiad been made awars of | . will be educated regarding medic " !
. the incident at the medication cart on 057124 5 : storage, handling and monitoring per ; i
! He slated it was his expectation for afl : _ J f
FORM CMS-2867103-99) Provios Versions Obsoiete Event 1D DE72417 Facifity ID: 100378 # cortinuation shee! Page 3of 2 ;
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Q:i}mm}g i FOR MEDICARE & MEDICAID SERVICES OM;@RM APPROVED
A RMENT OF DEFsNs s DXV} PHROVIDE RIS I 1 I i TR 1 hot 123 NCY 023580341
[ AR FLAN OF CORRECTION ' ;;w;i;s(X?;gﬁéii':é?;m , ‘xﬂi Mi{i‘ V{P,Di'ﬁ FONETRUCTION fx;h:;i; swz—w‘fﬁ:ﬁ?
; E i AcBUNG _ | GOMPLETED ;
| L 185155 | 2 wive J R /
BT ey A e . I
: SUPPLIER L L 05M4/2015
f i STREEVADDRESS. CITY, STATE, 28 008 f
: | LWFE CARE CENTER OF MOREHEAD 2{ S33 NORTH TOLLIVER ROAD |
; — x _ MOREHEAD, KY 40359 5
PN (eAch R e OF PTG O o PROVDERS FLAN GF |
U SE U o e CRGY MUST BE FRECEDED &Y £ULL C ppe : o e i OF CORRECTION O w
AG REGULATORY OK LSC IDENTIFYING INFORMAT ION) O Cég@%ﬁ;g?ﬁgﬁg?’gf:g?;’_;%&;ﬁj;%%étg?f& cm»g{ﬁnm
e = < A PATE : AT
. DEFICIENCY ) ' _ " i
F 281 Continued From page 3 £ 281 ’ 7
medge(saééms lo be safely stored, handlad and ‘ pohg i,}v the ShC, ADON ar UM |
admmistered according o acospted professional beginning May 18, 2015. " {

. standards., : :
: . #4 DON/ADON/SDC/UM/MDS Assistant
' o observe licensed nurses during times
of administering medications to 10

residents a week for § weeks, then 5

residents a week for 4 weeks, beginning

week of May 17, 2015, to ensure only : !
Heensed nurses, pharmacist and {
residents that seff-administers

medication are supervising or storing f
medications during medications pass,

which will be documented on the

medication pass audit form,

Director, Director of Nursing, Asslstant
J : Director of Nursing, MDS Coardinator,
: . Unit Manager, Dietary Manager, Activity |
Directer, and the Medical Divector) to 5
review all audits and make !
recorrendations related to findings g
weekly x 2 weeks beginning May 15, i
2015 then at least monthly until this i
issue is considered resolved. Continued . ;
QA ronitoring of medication pass |
i
|

]
OA Team {consisting of Executive 1

! : © audits by DON, ADON, UM or SOC to
: ' ensure handling, monitoring and storage

per policy will be on going i monthly |

QA at least quarteriy. i

#5 Date of Compliance: May 22, 2015
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AND PLAN OF CORRECTION

100376

i (ME) MULTIPLE COMBTRULTION

i
i

I BoyWirEs

! A BUL DR,

R3DATE Sthavey
COMPLETED

|

;

f R-C
05114720185

HAMEE OF PROVIDER OF SUPPLIER

LIFE GARE CENTER OF MOREMEAD

STREET ADDRESS, CITY, STATE, ZIP CODE
833 NORTH TOLLIVER ROAD
MOREHEAD, KY 40351

(aji ., SuMbiARY STATEMENT OF DEFICIENCIES Es) PROVIDER'S PLAN OF CORREC TION x5y
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACHON SHOW, D & CuELETE
AT REGULATORY OR LSC IDEN TIEYING INEGRMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE BATE
DEFICIENCY)

i

#4 DONJADON/SDC/UM/LN to
monitor 10 residents a week for 4
weeks, then 5 residents a week for 4
weeks, heginning weelcof May 17,
2015, to ensure only licensed
nursing, pharmacist and residents
that self-administers medication are
supervising or storing medications
during medications pass.

QA Team {consisting of Executive
Director, Director of Nursing,
Assistant Director of Nursing, MBS
Coordinator, Unit Manager, Dietary
Manager, Activity Director, and the
Medical Director) to review all audits -
and make recommendations refated
to findings weekly x 2 weeks
beginning May 15, 2015 then at

least monthly until this issue is
cohsidered resolved. Continued QA
monitoring of medication pass

audits by DON, ADCGN, UM or SDC to
ensure handhing, monitoring and
sterage per policy will be on going in
monthly QA at least guarterly. '

#5 Date of Compliance: May 18,
2015
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02me2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIBR/CLA (X2} MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A, BUILDING COMPLETED
C
185155 | B wing - G2f12/2015
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS. GITY, STATE, 21 CODE j
933 NORTH TOLLIVER ROAD !
LIFE CARE CENTER OF MOREHEAD MOREHEAD, KY 40351 |
Xayin SUMMARY STATEMENT OF DEFIGIENCIES ity i PROVIDER'S PLAN OF CORRECTION P
PREFX {EACH DEFICIENGY MUST BE PRECEDED By FULL FREFIY (EACH CORRECTIVE ACTION SHOULLS BE { COMPLETION
TAG 1 REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CRUBS-REFERENCED TO THE APPROPRIATE DATE
) @ DEFICIENGY) :
F 000 | INITIAL COMMENTS F oo '
" ARecertification and Abbreviated Survey,
tinvestigating KY00022790, was initiated on ;
t02/10/15 and concluded on 021218, i
FRYD0022780 was unsubstantiated with no : ;
* deficiencies cited, Deficiencies were cited on the \ ?
i Recertification Survey. ‘ 5
F 323! 483 25(h} FREE OF ACCIDENT 5 , v et
e #1 On Febroary 11, 2015, a secur ity
S8=£ i HAZARDSfSUPERVISEON/QEVFCES eniry door Jock kevpad was placccir on
' The facifity must ensure that the resident ; South Wing Central ;‘ftﬂl‘ﬂ{ﬁféé} 103‘:‘ i}ﬂ“d
! : . ' g ing Central Supniy Closet
 environment remains s free of accident hazards - South Wing Cemral i sl is Nee
' as is possible; and each resident receives ‘maintenance (o ‘”“’“i“m a‘.’{ ; S
P P N g cident hazard as posgible,
; Adequate supervision and assistance devices 1o from accident hazard as po
' prevent accidents. ":Mcdicaf Director was notified of door
' “being unlocked on February 12, 2015 by
- April Gayheart, Direcior of Nusging, na
s new orders noted.
. This REQUI i no i d V . T
; izj? ® REQUIREMENT s ot met 5 evidence ¢ Noresident was sffected, All residents
: ) R . s . i " naieniia = aflt el
¢ Based on obsetvation, interview, record review finve the potential 1o be afizetec
and, review of the faciity's policy and oceduras
+and Material Safety Datg Sheets (MSDS), itwas 1 ' o
" determined the facility falled to ensure regidents' ;b2 {Jp Maroh 2, 20 2;3[, id; arens of the |
- environment remained as free from accident - facility was checked by t_ieﬂ o
*hazards as possible. Observation during the + housekeeping supervisor/ S’;ﬁ‘?‘*‘; ‘a " ;
Fenvirorimental tour revealed the facility failed to + Directive to identify any un ocke ;’f g :'
- ensure Virex disinfectant cleaner and Tena care ¢ that contains any chemicals or supplics X
P wash cream were securaddocked and not {including shower rooms, any closet :
" accessible to n esidents, and/or storage room). No issues were ‘
’ identified. z
' The finding include: :
: g © On March 4, 2013, Staff {)eyczlmpmegz ;
'Review of the facility policy entitled Hazardous Com-ciiaqmr completed a walking review
f Materials Storage Program, dated 09/19/13, . of all resident rooms to identify any
 revealed the facility would provide for safe . chemicals or hazards. No issues were
 Storage of hazardous materials and to protect the | :  noted. ;
ABORATORY DIRESTORS OR EROVIDER/SUPRLIER REPRESENTATIVES SIGNATURE TITLE o6 BATE

ot el A P

T

My deficiency statement ending with an agterisk (") denotes a deficlency which the |
dher saleguards provide sufficient protection to
Hiowing the dats of survey whether o not
ays following the date
rogram participation,

8 plan of correction is provided. For nursi

vent [0 4RQD1+

O CMS«ZSG?{GE-QQ) Provious Viersions Qbsolete

the patients. (Ses instructions. ) Except for nursing

T 0t o 5

netitution may bs excused from somretting providing it s determited that

hg homes, the

Facility iD: 180378

homes, the findings stated above are disclosabis 90 days
above findings and plans of correction are disclosable 14
these documents are made avallable to the fatility. If deficiencies are cited, an approved plan of correction is requisite to continued

# continuation éheét Page 10f4




) PRINTED: 021267201
DEPARTMENT OF HEALTH AND MUMAN SERVICES R;\g@ﬁg} Agéi%\fﬁ?i

CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 8938-030
STATEMENT OF DEFICIENDIES (X4 PROVIDERISUPFLIBR A (X2} MLLTIPLE CONSTRUGTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A BULDING COMPLETED

: S
C
185185 Bwane e, 0212120158
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, $TATE. 2P CODE
933 NORTH TOLLIVER ROAD
LIFE CARE CENTER OF MOREHEAD MORENEAD, KY 40351
xXarm BUMMARY STATEMENT O DEFICIENCIES o PROVIER'S BLAN OF CORAEGTION T
PREFIX (EACH DEFICIENCY MUST B PREGEDED Y FuLL . PREFIX (EACH CORRECTIVE ACTION SHOULD i . COMPLETION
Tag ! REGULATORY OR LEC IDENTIFYING INFORMATION) CoTas CROSS-REFERENCEN TO THE APEROPRIATE  © DRI
: : : DEFICIENGY) ;
f ; :
F 323 “' Continued From page 1 F 323 '
, safety and health of alt associates, residents and j #3 On March 2, 2013, Housekeeping
; associates of outsige contractors, . $u;)crvisor was egucated by i‘i;e
| ; Ixecutive Director that hazardous
- Revisw of the facility's "Residents Wander : ,’Enat.erials chould be stoved in a safc:,
; Identifier Los” jigt updated 04/15715 reveated five | Iocation to ensure that the }'831(3@12: 5
i (@g the fﬂfﬁ?{% QJQZW'QEQ?)U?) n @S"d@?’f werg gnvironment is free of accident hazard as
; On e wander list, and one (1}, Unsample 1 possible.
Resident A, resided on the South wing pail K .
: R fed » i ﬁla ]
i S0Om March 3,201 55 hO;‘}SER&ep”}g_ § :
. Observation on 02/11715, at 948 AM, revealed a : ‘were educated by the _i'-imssekceping ;
. central storage closet and a centrat Supply closet ' Supervisor that hazardous materials need t
I the haliway of the South wing of the facility “1o be stored in a safe focationfany cka.sel
contal torage doses e oSErEon of e st i e e
; sfo closel reveated it containe : " resident’s environment is free
. sevaral tioxes of one gallon botties of Virex ‘ " accident hazard as possible.
disinfectant cleaner of which two (2} boxes wers :
“opened and stored on the lower shelf of the O March 3, 2015, all staff wers re-
“closet. Continuec obsenvation of the Virex " educaied by e Staff Development
disinfectant cleaner label revealed in bold letters it . ' Coordinator regarding chemical storage,
i’ sta;ed, Do Not Drink”, and had & warning label to - ensuring all closets/supply r()o:ﬂ:s‘ a.l_ué)_
5 stating thf& Product was hazardous to hﬁ{nans. : | shower rooms are locked and %m?}fnt}& .‘
: &zsge;;if&%ggi??gg:Ecsaigggecg?fzt @’ f;i;i?gd ; resident environment is free of hazard as
i . ' ¢ possible,
- on the middie sheif of the closet, and severs! L pos
! boxes were stored on the floar of the closet, ¢ An audit of all storage rooms will be
' Continued observation of the Tena care crearn ‘ lot (dy times 4 weeks,
: ; 4 ;  completed weekly times 4 weeks,
*labef revesled it stated to ‘get immediate medical - 5 gg;g;‘mg week of March 2, 2015, then
: attention if Mgested”. . * monthly times 2 months by the
= _ N " Hoeusekeeping Supervisor (o ensure
* Review of the facility's MSDS sheet for the Virex - f;:::cm.e {miﬁg Séjg.@g in & location that
‘revealed it stated to avoid Contact with skin, eyes _ ;ia(;:gr;jsidﬂni’ < environment s free of
" and clothing and wash thoroughly after handiling. o " accident hazard as possible.
i In addition, it noted to keep out of the reach of i
children, Y Qtaff Dévgigptn@ﬂg Ccmdé;:i?r:e :o;udrt
o " . ' all resident rooms 2 x wee
' Review of the facility's MSDS sheet for the Tera ! ; fiiii’ m;mmg the week of March 2,
f Care wash cream revealegd it stated i the product " anis ’ then 1 x week times € weeks, to
§ Was exposed fo the &ves o get medical attention i Bﬁsw,’e chemicals are secure and
L &nd, If ingested to get immediate medical - o enviromment is free of hazards,

“ORM CMS-2567(02-99) Pravious Wersionz Obsofese Event ID:4RGD 1 Factity 13: 100376 if continuation shee: Page 2of 4



PRINTED: 02/26/004

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE]
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.039
STATEMENT DEFICIENDIES (X4 F‘RQWDER!&{!PPUER!CUA (%23 MULTHLE CONSTRUCTION [X3} DATE SURVEY
AN FLAN OF CORRECTION FDENTEFEC&T%ON NUMBER: A Bi!ff.?)?N{S_ . COMPLETED
c
185155 BWING o — 021212015

j STREET ADDRESS, 0TV, STATE. 21 CODE
933 NORTH TOLLIVER ROAD

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF MOREHEAD MOREHEAD, Ky 40354 i;
iy SUMMARY STATEMENT OF DEFIGENGES g oo FROVIDER'S PLAN OF CORRECTION e j
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FLLL . PREEH (EACH CORRECTIVE ACTION SHOULD B5 ! COMPiEYION
TAG ;  REGULATORY OR LSC IDENTIFYING INFORMATION) Totan ! C&OS&REF&RENC;D YO THE APPROPRIATE barE ;
, i s DEFICIENCY) 7
F 323 Continued From page 2 f F 323

#4 Resuits of the audit of siorage arcas

! attention. :
V; X will be reported to the 'i’t:;‘forl*{1arzc€t

- Review of the medical fecord revealed the facifity - Improvement Committee {which .
! admitted Unsampiled Resident A on 06713/ 3, ! includes Executive Divector, DE}“@GE‘O* of
" with diagnoses which included Dementia with ‘ Nursing, Housekeeping $§Jpﬁl“’1891’=

" Behavioral Disturbances, Depressive Disorder, ! ‘WMedical Director and Social Serviees)

! Anxisty ang Schizophrenia, Review of the monthly times 3 months or until
 Quarterly Minimunm Data Set (MDS) Assessment : commitlee determines issuc resolved, to
 dated 0112115, revealed the facility assessed roview results of al) audits and to make
Unsampled Resident A to have a Brief Interview : recommendationfrevisions to current

' for Mental Status (BIMS) score of four (4), which . plan if needed.

indicated severe coghitive impairment. {
\ 45 Completion Date Mareh 12, 2015,
Cinterview, on 02/11/15, at 9:55 AM, with

- Housekeeper #1 revealed she worked on the ;

; North hait: howsver, she slated all closets were e,

. be locked at &l times, ;

,Interview, on 02111715, at 10:00 AM, with

, H@usekeepef #2 revealed she did not know why
- the supply closet doars were Gpen. Continge
interview revealed ali Supply doors were

: Supposed {o be locked ag the chemicals could

i harm the residents (f swallowed,

| Infarview. on 02111716, at 10:15 AM, with the

s Environmentat Supervisor revealed both closet

i doors should have been iocked. She stated she

was not sure who left them unlocked, Per .

i intervigw, leaving the closet unlocked placed the . : ;

¢ facility's residents at risk of being harmed if they : |
s aceessed the chamicalk stored thers,

+ Executive Director revealed it was hig expectation .

' wandering resident could get the solutions and 7
; Qrink it causing them harm and the need for : K

‘ORM CMS-2567(02-05} Praviows Versians Obsolate Event I04RO011 Faclity 10 100378 # continuation shaat Page 3ofd




DEPARTMENT OF HEALTH

PRINTED: 0206/201!
AND HUMAN SERVICES FORM APPROVELD
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-038+
SYATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
| c
185185 B WING . Q211272015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITV. STATE., 919 O0nE :
933 NORTH TOLLIVER ROAD ;
LIFE CARE CENTER OF MOREHEAD MOREHEAD, KY 40351 rf
xan ! SUMMARY STATEMENT OF DEFICIENC G g i PROVIDER'S PLAN OF CORRECTION : (s
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED By FULL | OPREFIX (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
YAz REGULATORY DR LEC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TQ THE APFROPRIATE DATE
i DEFICIERCY) :
F 323, Continued From page 3 : F323
. medical atiention, : '
f i
i
;
FORM CMS-ZSG?{GE—QQ} Frevious Varsions Obsolute Everd 1y 4ROD T Faciity ity 100a7e

I continuation shest Paga 4of 4



PRINTED: 05/28/201%

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM ASPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 04 COMPLETED
R
185155 B. WING _ 05/13/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
LIFE CARE CENTER OF MOREHEAD 533 NORTH TOLLIVER ROAD
MOREHEAD, KY 40351
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CORRECTION {KE
PREE(X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) S TAG CROSS-REFERENCED TG THE APPROPRIATE  © DATE
: DEFICIENCY) :
{K 000} . INITIAL COMMENTS K 000},
Based upon observation, interview and record
review during the onsite revisit, the deficiencies
_were determined to be corrected on 05/09/15 as
: alleged.
UABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE %) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting provigding it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes. the findings stated above are disclosable 80 days
foliowing the date of survey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosabfe 14
days fellowing the date these documents are made available to the facility. #f deficiencies are cited, an approved plan of correction Is requisite to continued

program participation.

FORM CMS-2567{02-99) Previous Versions Obsolete Event iD: 4RQD22 Facility 1D: 100376




PRINTED: 02/26/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OME NO. 0938-0381
STATEMENT OF DEFICIENGIES {X1) PROVIDERISUPPLIERICLIA £X2) MULTIFLE CONSTRUGTION (X3} DATE SURVEY
ANL: PLAN OF CORRECTION IDENTIFICATION NUMBER: £, BUILDING 01 - MAIN BUILDING 04 COMPLETED
185155 | BOWANG 02/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
£ ¢ R 833 NORTH TOLLIVER ROAD
LIFE CARE CENTER OF MOREHEAD MOREHEAD, KY 40351
A SUMMARY STATEMENT OF DEFICIENCIES ‘ o , PROVIDER'S PLAK OF CORRECTION .
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL o OPRERIY (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE ABPROBRIATE . DAE
' “ DEFICIENCY)
K 000 ' INITIAL COMMENTS K 000
i CFR: 42 CFR 483.70(a)
' Building: 01
i Survey under: NFPA 101 (2000 Ediion)
' Plan approval: 1667, 1970
Facility type: SNF/NF
' Type of structure: Type Il Protected
g Smoke Compartment: Eight (8)
+ Fire Alarm: Compiete fire alarm with heat and
- smoke detectors in corridors and resident rooms
on Narth and South Wings, all corridors on East
and Wesl Wing (software upgrade: 2011)
Sprinkler System: Complete sprinider system
(dry)
| Generator: Type Il powered by Natural Gas with
. Propane backup. 5
i A Standard Life Safety Code Survey was
. conducted on 02/10/15. The Facility was found _
" not to be in compliance with the requirements for
- participation in Medicare and Medicaid. The :
- Census on the day of the survey was eighty-seven , ,
(87). The facility is ficensed for ninety-seven (97) _ f
- beds. The highest Scope and Severify was at an |
P leval, ;;
' The following demonstrate non compliance: ;
K 0181 NFPA 101 LIFE SAFETY CODE STANDARD Kotg
58=D !
. Doors protecting corridor openings in other than ;
LAEBQR&TOIS\;’ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TETLE 7 DATE
Sits_poron zs S/
Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correeting providing it is deterined that
for nursing homes, the findings stated above are distlesable 90 days

other safeguards provide suffigient protection 1o the patients. (Sse instructions.) Except
Tollowing the dete of survey whether or not @ plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
deys following the date these docments are made available (o the faclity. If deficiencies are cited, an approved plan of correttion is raguisite to continued

program paricipation.

Facility 1D 106376 i continuation sheet Page 1 .ef- 13
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PRINTED: 02/26/2015
FORM APPROVED
OMB NO, 0938.031.

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

TAG REGULATORY OR LSC IDENTIPYING INFORMATION)

STATEMENT OF DEFICIENCIES (X1} PROVIDERFSUPPLIER/CLIA (K2 MULTHLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTHFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185155 B. WING — 024012015
MNAME OF PFROVIDER OR SUPELIER STREET ADDRESS, CITY, 3TATE, ZIP CODE
! B33 NORTH TOLLIVER ROAD
LIFE CARE CENTER OF MORE D
R OF MOREHEA MOREHEAD, KY 4035+
X SUMMARY STATEMENT OF DEFICIENCIES w0 PROVIDER'S PLAN OF CORRECTION oy
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL BREFK (EACH CORRECTIVE ACTION SHOULD gE I DOMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE ~ DATE

BEFICIENCY)

K018 Continued From page 1

_ hazardous areas are substantial doors, such as

I those constructed of 1% inch solid-bonded core

. wood, or capable of resisting fire for at Jeast 20
rinutes, Doors in sprinklerad buildings are only
required fo resist the passage of smoke, There is
| o impediment to the closing of the doors. Doors |
_are provided with a means sultable for keeping
t the door closed. Dutch doors meeting 18.36.3.6
jare permitted.  16.38.3

' Roller latches are prohibited by CMS regulations
fin all heaith care facilities.

, This STANDARD is not met as evidenced by:

- Based on ohservation and interview, it was

{ determined the facility failed o ensure corridor

. doors would resist the passage of smoke,
“according fo National Fire Protection Asgsociation
| (NFPA) standards. The deficiency had the
- potential to affect two (2) of eight (8} smicke

' compartments, twelve {12) residents, staff and
! visitors,

' The findings inctude:

? i

, Observation on 02/10/2015 at 3-36 PN, with the

f Maintenance Director, revealed resident room

i doors 308, 309, 307, and 306 had a gap greater
than 14 inch befween the door facing and door

K018
_required enclosures of vertical openings, sxits, or

#1 The gap between the deor Tacing and
door jamb at top of the door of rooms
366, 307, 308, and 309 wili be corrected
by or before March 12, 2015, by the
facility maintenance departiment,

f{aﬂm 316 and 325 doors were repaired
on ebruary 11, 2015, by maintenance
and are able to latch,

#2 On March 4, 2013, all resident room
doors were checked to ensure doors
would resist the pussage of smoke and
Tatch properly.

13 Maintenance Director and
Maintenance Assistant were educated on
March 2, 2015, by the Executive

s Brector that alf doors should resist the

. passage of smoke and latch,

"Om March 3, 2013, alf staff was educated
; on completing work orders {or
maintenanice if doors are not Iatching
*properly by the StafT Development

{ Coordmator.

© An audit of tweniy doors will be

! completed weekly times 4 weeks,

i heginning week of March 2, 24135, then
~ mionthly times 2 months by the

© Maintenance Director or Maintenance

¢ Assistant ensure the doors regist the
. passage ol smoke and latch properly,

FORM CHIS-2567(02-89) Pravious Versions Obsolets
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K318

i

K018 Continued From page 2
‘ jamb at the top of the doors. Resident room
, doors 318 and 325 failed to latch when closed. g
 Interview with the Maintenance Director revealed - #4 Results of the audit of the doors will
I the doors were checked fag‘ compliznce but f " be reported to the Performance _
 mamntenance: had not identified the doors as ! Improvement Committee moenthly times ;
“having any problems, 3 months to ensure the doors resist the '
! . " passage of smoke and latch properly.
. The findings were confirmed with the 5 § passig
;’ Administrator during the exit conference. : . #5 Completion Date March 12, 2015,

. Reference: NFPA 101 (2000 Edition)

©18.3.6.3.1% Doors protecting corridor openings in

i other than required enclosures of vertical

; openings, exits, or hazardous areas shall be

' substantial doors, such as those constructed of

P 13M-in. {4.4-cm) thick, solid-bonded core wood or |
. of construction that resists fire for not less than
20 minutes and shall be constructed io resist the

| passage of simoke. Compliance with NFPA 80,
- Standard for Fire Doors and Fire Windows, shall _
' not be required. Clearance betwesn the bottor of
- the door and the floor covering not exceading 1
_In. (2.8 em) shall be permilted for corridor doors,

- Exception Ne. 1 Doors to toilet rooms,
 bathrooms, shower rooms, sink closets, and
~similar auxiliary spaces that do not contain
Hflammable or combustible materizis,

: Exception No. 2. In smoke compartments _
protected throughout by an approved, supervised |
i automatic sprinkier system in accordance with
_19.3.5.2, the door construction requirements of
+19.3.6.3.1 shall not be mandatory, but the doars

- shall be constructed to resist the passage of

“smoke,

19.3.6.2.2* Doors shall be provided with a means |
" Suitable for keeping the door closed that is

i acceptable to the authority having jurisdiction.
_The device used shall be capabie of keeping the : J
Event iD 4RQD2Y Faciity 1 100376 H continuation sheet Page 3 of 13
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K Q018 Continved From page 3 K18
; door fully closed i a force of 5 thf {22 Niis :
. applied at the latch edge of the door, Roller
" latches shall be prohibited on corridor doors in
 bulldings not fully protected by an approved
- automatic sprinkler system In accordance with ;
'19.35.2. ; :
; ?
. Exception No. 1: Doors to toflet rooms, i
“bathrooms, shower rooms, sink closets, and .
' similar auxifiary spaces that do not contain :
: flammable or combustible materials.
" Centers for Medicare and Medicaid Survey and
{ Cerification (S&C) Letter 07-18,

K 29:

K029, NFPA 101 LIFE SAFETY CODE S$TANDARD
8&=0
' One hour fire rated construction {with % howr
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4 1
“andlor 19.3.5.4 protects hazardous areas. When
; the approved automatic fire extinguishing system
_option is used, the areas are separated from
‘ other spaces by smoke resisting partitions and
- toors. Doors are self-closing and non-rated or
field-applied protective plates that do not axceed
1 48 inches from the bottom of the door are
; permifted. 18.3.2.1

This STANDARD s not met as evidenced by
- Based on observation and irterview, it wag :
| determined the facility failed to ensure hazardous -
~areas were protected, according to National Fire
| Protection Association (NFPA) standards. The
i deficiency had the potential to affect one {1)of

#1 Central Supply office door was
equipped with a sel~closure on February
117, 2015,

, The penetrations i the ceiling of the
“Central Supply office were repaired and
{ closed on February 10, 2015, when the
i Maintenance Director was made aware

. of the issue,

S #2 On Mareh 2, 2015, all storage
; rooms/offices were checked by the

" Maintenance Director or Maintenance

| Assistant to ensure afl arcas being used
! as storage have doors equipped with g

. self-closure, with no other concerns.

FORM CMS-2867(02-853 Previous Versions Obsolete Evant iD:4RQD723
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K 029 : Continued From page 4 K029

; eight (8) smioke compartments, twenty-eight (28)
| residents, staff and visitors,

! The findings include:

Observation on 02/10/2015 at 2:58 PM, with the

* Maintenanice Director, revealed the Central

- Supply office was being used for slorage of
medical supplies in boxes. Further observation

 revealed the room was not equipped with a

i seif-closer, and contained multiple pensirations of |
the ceiling from the removal of a tight fixture,

" Inteiview with the Maintenance Director revealed

- he was not aware the door needed a seli-closer

. Since the facility considered the room an office

“and not a storage room.

- The findings were confimed with the
Administrator during the exit corderence.

i Reference: NFPA 101 (2000 edition}

8.2.4.1 Where required elsewhere in this Code,
' smoke partitions shall be provided to limit the
; Iransfer of smoke.

+8.2.4.2 Smoke partitions shall extend from the
Hoor to the underside of the fioor or roof deck

. @bove, through any concealed spaces, such as
' those above suspended ceilings, and through

s interstitial structural and mechanical spacas,

" Exception:* Smoke paritions shaii be permitted
i o terminate at the underside of a monalithic or
. suspended ceiling system where the following
[conditions are met:

i
_{a) The cefling system forms a continuaus

 membrana,

H

On March 2, 2015, a facility audit of ail
rooms/offices was completed by the
Maintenance Director or Maintenance
Assistant checking for penetrations, with
1o other concerns.

#3 Maintenance Director and
Maintenance Assistant were educated on
March 2, 2015, by the Gxecutive
Divector that #ll storage rooms/offices
Hhat are used as storage must have a self-
;closure on the door,

‘Maintengnce Director and Maintenance
i Assistant were educated on March 2,

2005 by the Executive Director that all
penetrations are repaired immaediatedy.

;O March 3, 2015, all staff were
educated on completing work orders for

“maintenance if storage rooms/oifices are

- being used as sforage and do not have a

_seil-closure on the door and if they

" notice a penetrations in the Tacility.

. An audit of twenty rooms will be

* completed weekly times 4 weeks,

¢ beginning week of March 2, 2015, then
. monthly times 2 months by the

| Maintenance Director or Maintenance

* Assistant, to ensure that all storage

¢ rooms/officos being used as storage have
set-closures on the doors.

FORM CMS-2807(02.98) Previous Versions COhsolete Event ID:4RGD2Y
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(b) Asmoketight joint is provided between the top
- of the smoke partition and the bottom of the :
: suspended ceiling.

F{C) The space above the ceiling Is not Used a8 a
- plenum, ;
- 19.3.2.1 Hazardous Areus. Any hazardous areas
i shall be safeguarded by a fire barrier having a :
- 1-hour fire resistance rating or shall be provided
- with an automatic extinguishing system in
s accordance with 8.4.1. The automatic
extinguishing shali be permitted to be in
' accordance with 19.3.5.4. Where the sprinkler
. option is used, the areas shall be separated from
“other spaces by smoke-resisting partitions and
+doors. The doors shall be seif-closing or ,
- automatic-closing. Hazardous areas shall include, |
“but shalf not be restricted to, the following:
: (1} Boiler and fuel-firad heater rooms
{2} Centralbulk laundries larger than 100 fi2 (9.3
‘m2) :
{3} Paint shops
{4} Repair shons
1 {5) Sotled linen rooms
. (8) Trash collection rwoms
' (7) Rooms or spaces larger than 80 fi2 4.6 m2y),
s including repair shops. used for storage of
“combustible supplies and equipment in gquantities
" deemed hazardous by the authority having ;
 jurisdiction

[ {8) Laboratories employing flammable or
combustible materials in quantities less than
- those that would be considerad a severe hazard,

- Exception: Doors in rated enclosures 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

XHo SUMMARY STATEMENT OF DEFICIENCIES 3 PROVIDER'S PLAN OF CORRECTION § )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DBEFICENCY)
K029, Continued From page 5

K029

{ An audit of twenty rooms will be

; completed weekly times 4 weeks,
“begiming woek of March 2, 2013, then
P monthly times 2 months by the

: Maintenance Divector or Maintenance

" Assistant, fo ensure that all storage

! roorns/offices are free of pencirations.

4 Results of the andit of storage

" rooms/offices used as storage and audit

: of storage rooms/offices for penetrations

. will be reported to the Performance

* Improvement Commiltee monthly times

¢ 3 months to ensure all storage
rooms/oflices have selficlosares on the

* door and they are free of penetrations.

. #3 Completion Date March 12, 2015

FORM CMS-2587{02.99) Previous Versions Obsclete Event iID:4R0021
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K 0287 Continued From page 6 K 029°
i dQO?'.
K062 NFPA 101 LiFE SAFETY CODE STANDARD K082,

88=F
| Required automatio sprinkler systems are
- continuously maintained in refiable operating
' condition and are Inspected and tested

| This STANDARD is not met as avidenced by:
| Based on record review ang interview, it was
‘determined the facility faited to ensure automatic
| sprinkler systems were nspected, acgarding to
. National Fire Protection Association {NFPA)
standards. The deficiency had the potentisf to
- affect eight (8) of aight (8) smoke compartments,
! Ninely-seven (97) residents, staff and visitors, '

; The findings include:

- Record review of the automatic sprinkier
inspection and maintenance repors on
02110/2015 at 4:30 PM, with the Maintenance :
i Director, revealed the fast interior pipe inspection
for the automatic sprinkler system was performed
Lon 0Y/02/08. Inferview with the Maintenance '
» Director revealed he had discussed having an
- interior pipe inspection performed for the
automatic sprinkler system, but the outside
contractor had failed to conduct the reguired
| inspection,

- The findings were confirmed with the
i Administrator during the exit conference,

5

i

i

i..

i periodically.  18.7.8, 4.8.12, NFPA 13, NFPA 25 |
875 :

#1 The Interior pipe inspestion for the

autowatic sprinkler sysiem was 7
gompleted by Landmark Sprinkler ;
Company on Match 3, 2015, (see

attachment A)

#2 On March 3, 2015, the interior pipe
‘inspection for the automatic sprinkler

:system was completed yby Lmzﬁmaz'i.q .‘
: Sprinkler Company, with no concermns.

#3 Maintenance Director and
" Maintenance Assistant were ﬁ.ducated an
{ March 2, 2015, by the Executive o
Director that interfor pipe inspection for
 automatic sprinider system are o be
- conducted every § years.

" The Executive Director will monitor the

o completion of the interior pipe :
inspection {o ensure it is completed | {
evary 3 years. .: i

#4 Results of the iterior pipe inspecftlon
for the autematic sprinkler system will
ba reviewed in the Performance
Improvement Commities.

#5 Completion Date March 12, 2015,

FORM CMB-2567(02.98) Previous Versions Obsolate Event ID:4RQD2Y
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K 082 i Continued From page 7
: Reference: NFPA 25 {1998 Edition)

" examined internally for obstructions where
t conditions exist that could cause obstrusted

" the condition is one that could result in

. procedures that have been performed, the
system shall be examined internally for

| obstructions every 5 years. This investigation

- shall be accomplished by examining the inferior

FWo cross main flushing connections.
K064 . NFPA 101 LIFE SAFETY CODE STANDARD
58=¢
- Portable fire extinguishers are provided in ali
. health care occupancies in accordance with

L

8749 19355, NFPA 10

' This STANDARD is not met as evidenced by:

: Based on observation and interview it wag

, determined the facility failed to ensure fire

- extinguishers were maintained accarding to

 National Fire Protection Association {NFPA)
standards. The deficiency had the potential to

- affect two {2} of eight (8} smoke compartments,

fifty-two (52} residents, staff and visitors,

: The findings include:

| Observation on 02/10/2015 at 245 PM, revealed

i & fire extinguisher near room 325 which did not
_have a six (8) year service tag. Further
| observation revealed the fire extinguisher was

. 10-2.2% Obstruction Prevention. Systems shail be |

. Piping. If the condition has not been corrected or |

! obsiruction of piping despite any previous flushing

of a dry vaive or preaction valve and by removing |

A BUILDING 01 - MAIN BUILDING 01 CoMPLETED
|
B winG — f 021012015 |
STREET ADDRESS, CITY. BTATE, ZIP CODE E
833 NORTH TOLLIVER BOAD i
MOREHEAD, KY 40351
oo PROVIOER'S FLAN OF CORREGTION )
PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED T0 THE APPROPRIATE ;DA
GEFCIENCY) _
KOg2 ’
K064

#1 The six~year maintenance was
completest by Colling Fire i’mtecti‘cm on
© February 13, 2015, as well as placing
. “verifivation of serviee™ collar around
 the neck of the two fire extinguishers out
* of compliance. (see attachment 13)

#2 On March 2, 2013, all fire
ex{inguishers were checked by the
Maintenance Director or Maintenance
Assistant to ensure alf the facility’s fire
extinganshers had the six-year
maintenance completed within the last
six-years, with “verification of service”
collars focated around the neck of the
contamer, with ne concerns,
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K 084 . Continued From page 8 Kosa'
dated 2007, Interview with the Maintenance 43 Maintenance Director and
' Director, at the time of observation, revealed he Maintenance Assistant wers educated on
| felled on an outside confractor to perform March 2, 2015, by the Executive
méintenance and yearly inspection of fire Director that all of the facilities fire
| extinguishers. He stated he was unaware the fire | extinguishers are to have maintenance
extinguishers were out of compliance for the six ‘extinguishers are to have i _
| 6) year maintenance fevery six-years and each fire
y ' extinguisher iy to have a “verification of
Lo : 'serviee” collar located around the neck
‘Observation on 02/10/2015 at 2:56 PM, revealed Sevicc collr locate
1 a fire extinguisher near the Housekeeping Supply 07 the contatner.
. foom which did not have a six (8) year sarvice : Pl E o Tines
‘tag. Further observation reveage}dyﬁ'te fire ! - An audit of the facilities ﬁr‘e 4 weekl
oo . . i inguishers will be ¢ efed wee
 extinguisher was dated 2007, Interview with the  extinguishers will be comp . oi‘m-};h
Maintenance Director, at the time of observation, ; Limes 4 weeks, beginning o3 e b
| revealed he relied on an outside contracter t - 22015, then monthly times i manths by
| perform mainfenance and yearly inspection of fire  the Mainiehanice Director e ot all
extinguishers. He stated he was unaware the fire ; M?““?"f‘f“?‘f’f?f "’wn:lé:;:;?if b
- extinguishers were out of compliance for the six of the facilities five extinguisher oy
{6} vear maintenance . “verification of servige” collar .ioccm(
' ) . around the neck of container with proper
- The findings were confirmed with the dates.
Administrator during the exit cotference. , . :
? 9 #4 Results of the audit of the six-year : g
maintenance of the facilities fire
extingunishers will be reported 1o the
i Reference: NFPA 10 (1998 Edition), Perfoninance Iraprovement Committee i
monihly times 3 months to ensure all of ;
1 4-4.3* Six-Year Maintenance. Every 6 vears, the facilities fire exigﬁguéshers have . ;
. stored-pressure fire extinguishers that require a “verification ofse{vme ‘co!l‘az }OC-atfr o
! 12-year hydrostatic test shall be emiptied and areund the neck of contatner with prope
 subjected to the applicable maintenance dates.
_procedures. The removal of agent from halon . i _ o 12,2015
' agent fire extinguishers shafl only be done using #5 Completion Date Mareh 12, 2015.
- & listed halon ciosed recovery system. When the |
“applicable maintenance procedures are ' ‘
| pérformed during periodic recharging or ;
hydrostafic testing, the B-year requirement shall
* begin from that date.
FORM CMS-2807(02.09) Previsus Varsions Uhsoleie Evert ID; 4RGD21 Faciity &1 100878 # continuation sheet Page Sof 13
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K a84 ‘5 Continued From pags 9

~ Exception: Nonrechargeable fire extinguishers

I shall not be hydrostatically testad but shall be

s removed from service at a maximum interval of
. 12 years from {he date of marufacture,

’ Nonrechargeable halon agent fire extinguishers
' shait be disposed of In accordance with 4-3.3.3.

. 4-4.4% Maintenance Recordkeaping. Each fire
“extinguisher shali have a tag or labe securely

t attached that indicates the month and year the
| Mmaintenance was periormed and that identifies
. the persan performing the service,

' 4-4.4.1* Fire extinguishers that pass the ;
| applicable 6-year requirement of 4-4.3 shall have

. the maintenance information recorded on a ‘
" sullable metaffic label or equally durable material
- having a minimum size of 2 in. 4 172 (5.1 om
88 em). The new fabe) shall be affived to the
“shell by a heatiess process, and any old

- maintenance labels shall be removed. These
 labels shall be of the self-destructive type when
removal from g fire extinguisher is attempled.

- The label shall include the following information:

{8) Month and year the maintenance was
" performed, indicated By a perforation such as s
“done by & hand punch

'5 (b} Name or initials of person periorming the :
: maintenance and name of agency performing the

; Maintenance.

+ 4-4.4.2* Verification of Service (Maintenance or
i Recharging), Each extinguisher that has

, undergone maintenance that includes internal
“examination or that has been recharged {see
i 4-5.5) shall have a "Verification of Service" collar
located around the neck of the container. The

K064°

i
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K 064 Continued From page 10
; coilar shall contain a single circular piece of
 uninterrupted material forming a hole of a size
" that will not permit the collar assernbly fo move
s over the neck of the container unless the valve is
_completaly removed. The coilar shall not
interfere with the operation of the fire
 extinguisher. The "Verification of Service" collar
“shall include the month and year the service was
* performed, indicated by a perforation such as is
: done by a hand punch.

" Exception No. 1: Fire extinguishers undergaing
maintenance before Januvary 1, 1999,

! Exception No. 2 Cartridge/cylinder-operated fire
- extinguishers do not require a “Verification of
Service” collar.
K 143 ' NFPA 101 LIFE SAFETY CODE STANDARD
§8=D
Transferring of oxygen is:

- (a) separated from any portion of a faciity

wherein patients are housed, exarnined, or
lreated by a separation of a fire barrier of 1-hour
 fire-resistive conglruction,

(b} in an area that is Mmechanically ventiiated, i
. sprinklered, and has ceramic or conerete flooring; .

“and

(€} in an ares posted with signs indicating that
transferring is occurring, and that smoking in the
{ immediate area is not permitted in accordance

, with NFPA 89 and the Compressed Gas
‘Association.  8.6.2.52

K 084

K 143

. #1 The oxygen supply room door was

' replaced on February 26, 2013, by the
Eofacilities maimtenance with g 3-hour fire
. rated door that properly latches.

2 0n February 26, 2015, the oxygen
supply reom door was replaced with a
door with & 3-hour fire rating. E

On March 3, 2015, the oxygen supply
room door was checked to ensurs
fatching properiy.

No other roont in the facility is used o
stare OXyget.

i

i
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K 143 Continued From page 11 : K 143,

. This STANDARD ig not met as evidenced by:

' Based on observation and interview, it was j

: determined the facility failed to ensure oxygen

SUpply rooms were protected according to

' National Fire Protection Association (NFPA)

: standards, The deficiency had the potential to
affect one (1) of eight (8) smoke compartments,

ftwenty-eight (28) résidents, staff and visitors,

The findings include:

{ Observation on 02/10/2015 at 3:05 P, with the

- Maintenance Director, revealed the oxygen

| Supply room was being used for storage and
transferring of liquid oxygen. Further ohservation

, fevealed the room was equipped with 8 20 minute -
Hire rated door that failed to latch properly. \
Hnterview, revealed the Maintenance Director was
Unaware the door was not tatching properly and

' was not the correct fire rating.

The findings were confirmed with the
- Administrator during the exit conference.

- Reference: NFPA 9o (1999 Edition)

862572 Transferring Liguid Oxygen.
: Transferring of liquid oxygen from one container
i to another shall be accomplished at a iocation
. specifically designated for the transferring that is
' as follows:
i{a}) Separated from any portion of a facifity

treated by a separation of a fire barrier of 1-hour

#3 Maintenance Director and
Maintenance Assistant were educated on
‘March 2, 20135, by the Executive
iDirector that the oxygen supply room
cdoor needs to have a fire rating of at

§ least 45-nyinutes and the door needs 1o

Hatch properly.

; O March 3, 2015, &l staff was eduocated
fon completing work orders for ,

. maintenance if the oxygen room door ig
not latching correctly.

£ An audit of the oxygen supply room
+ door will be completed weekly times 4

weehs, beginning week of Mareh 2,

© 2015, then monthly thmes 2 months hy
¢ the Maintensnce Divector or

Maimntenance Assistani, {o ensure that the
door is latching properiy.

#4 Resulis of the new oxygen supply
room door will be reviewed in the
Performance Improvemeni Commiiiee,

Results of the audit of the axygen supply
room door will be reported to the :
Performance Improvement Commities
monthly times 3 months, to ensure the
door is latching properly,

#5 Completion Date March 12, 2015,

L , . wherein patients are housed, examined, or
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K 143, Continved From page 12 K143’

fire-resistive construction ;and
(b} Theareais mechanically ventilated, is
i sprinklered, and has ceramic or concrete flooring; .

and
'{c) The area is posted with signs indicating that !
| transferring is occurring, and that smoking in the | :
 Immediate area is not permitted. ‘ !

| Transferring shall be accomplished utilizing

_equipment designed to comply with the

performance equirements and producers of CGA :

i Pamphiet P.2 8, Trensfilling of Low-Pressure
Liquid Oxygen to be used for Respiration, and

“adhering to those procedures, The use and

| Operation of small portable Hauid oxygen systems
shall comply with the requirements of CGA

Pamphlet P-2.7, Guide for the Safe Storage,

# Harudling and Use of Porlable Liquid Oxygen

- Systems in Heaith Care Facilities,

i
F
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