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E 000 | INITIAL COMMENTS o Preparation and executlon of this plan of
L 00 correction does not canstitute admission or
. agreement of any alleged deficlencies cited
OAt\B ?gg;‘f;; 1geg§:éf]§§23%§%'ggoy’%5 ‘,i,?tigated on in the document. This plan of correction is
deficlencies ¢ited at the highest scope and Er::pi:,(:;;s si’;ef‘:g::i; ;;;c;x:;r;dl::’der
severlty of a *D* with 1he facllity having the P o :
opportunily to correct deflclencies before Further Helmwood Healthcare Center
remedies would be recommended for Imposition. reserves the rights to dispute the
A Life Safety Code survey was conducted on deficiencies in any other forum If
09/05/13 with deficiencies cited at the highest necessary.
scope and saverity of an "F*.
An abbreviated survey to investigate KY 20602
was conducted 08/28/13 through 08/30/13 in
conjunction with the standard recerlification
survey. The Division of Health Care
unsubstantlated the allegation; however, related
deficiencies wera ciled. .
F 225 | 483.13(c)(1)(ii)-(iii), (c)(2) - (4) F 225
§8=011 INVESTIGATE/REPORT F 225:
ALLEGATIONS/INDIVIDUALS Initial and five day follow up report on
misappropriation of funds for Resldent #8
The facillly must not employ individuals who have was comploted and faxed 10 OIG and DCBS
been found gulity of abusing, neglecting, or \ '
miglreating residents by a court of law; or have on 8.30.2013. Elizabethtown Clty Police
had a finding entered Into the Stale nurse alde were also notified on 8.30.2013
registry concerning abuse, neglecl, mistreatment
of residents or misappropriation of their property; Staff were questioned regarding any other
and report any knowledge it has of actions by a resldents reports of missing money, Staff
court of law against an employas, which would have not been informed of any other
g:’}i;fg:g :titat?otrgltehse State nurse alde registry no other residents were affected.
The facility must ensure that all alleged violations Staff Development Coordlnator(SDC)
|nvo'v‘ng m]streatment’ neglect’ or abuge, lmmEdlaEEIY in Seerlced the administrator
including injurles of unknown source and and all department managers on
misappropriation of resident property are reported immediate notification to state agencles on
immediately to lhe adminisirator of the facillty and 8.30.2013 related to the facllity’s abuse
policg Al ciaff d by SDr an
T TIT‘EW“ ’ {X8) DATE

LABORATORY DIRECTOR'S OR PROVIRER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Aqy deflelbiEy statement ending with an aatew*)
other saleguardy provide suffivlent protection

o patlents, (Sea Instructiony.)

denotes a deficlency which the Instiiution may be excused from gorrecting providing It is lgeham"mmad lhat

Except for nursing homes, the findings atated above are disclogable 50 days
following ihe dale of survsy whethar or not a plan of correction la provided. For nursing homes, the above findings and plans of correction ara disclosable 14
days following the date these documents are mada available to the Facility. 1f deficlencles are cited, an approved plan of carreclion is raqulsite 10 continued

program paricipation.
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cerllfication agency) within 5 working days of the
Incldent, and If the alleged violation is veriflad
appropriate correclive aclion must be 1aken.

This REQUIREMENT is not met as evidsnced
by: :

Based on Interview, record review and review of
the faclifly's Abuse Investigation poligy, it was
determined the facillty falled to engure one (1) of
the two (2) allegations of mlsappropriation of
properly was iImmediately reported to the Office
of Inspector General (OIG) upon notice for
Resident #8, The facllity failed to report an
allegation reported lo them by Resident #8 whan
the resident told the facllily he/she was missing
twenly (20) dollars on 08/21/13 which was not
reported to the OIG until the resident nolified the
state surveyors during a combined standard
survey and an investigation for misappropriation
of propsrty on 08/30/13.

The findings include:

Review of the facility's policy Abuse
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BREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL BHEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE , BAE
, DEFICIENCY])
. {continued from p. 1)
F 225 Continued From page 1 _ F 225)4.1.2013 through 9.25.2013 on the abuse
g‘t”f[“gh establfgedr%;?c??ures (l:clt)xdlng to the continue to be In serviced regarding abuse
ale survey and certification agency). policy no less frequently than annually.
The facllity must have evidence that all alleged
violations are tharoughly investigated, and must Administrator/DON/SDC will monitor all
prevent further potential abuse while the reportable events to track and trend for
investigation Is in progress, misappropriation of funds through the
Quallty Assurance process monthly times 3,
The results of all investigations must be reporied and then quarterly thereafter.
to the administrator or his designated
representative and to other officlals In accordance -
with State law (including to the State survey and Findings will be reported to the Quality
Assurance committee for further revlew 9.27.2013

and recommendations.
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Investlgations, revised 12/2011, revealad all
reports or resident abuse, neglect, and injuries of
unknown source shall be promptly and thoroughly
Invastigated by the facillty rmanagement. All
suspected violations and all substantlated
incidents of abuse would be immediately reported
to appropriate state agencies and other antilies or
Individuals as may be raquired by law.

During Interview, on 08/29/13 at 9:45 AM, with
Resident #8 revesled he/she was missing twenty
(20) dollars which was replaced by the facility.
The resident also attended a Quality of Life
group meeting, on 08/29/13 at 10:00 AM, and
reported the missing monay. The resldent
revealed the money came up missing betwean
October 2012 and January 2013, but dig not
notify the facliity until 08/22/13 during the care
plan meeting.

Review of the clinical record revealed the faciiity
admitled Resident #8, on 10/02/13 with
diagnoses of Acute Kidnsy Failure, and
Alzheimer's Dementia. The facilily assessed the
resident on 08/14/13, utlizing the Minimum Data
Set (MDS), Brief Intarview for Mantal Status
(BIMS) that revealed a score of 15 Indicaling the
resident was cognitively intact and had no
behavioral or psychosocial concerns.

On 08/29/13 at 12:45 PM, the Adminisirator
reported the facllity did not report the allegation to
the OIG due to the elapsed time frame of the
migsing money.

Further Intervlew with the Administralor, on
08/29/13 at 4:18 PM, revealed the resident
reported the missing money during the care plan

meeting, which in turn wag reported to her. The
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Continued From page 3

Administrator revealed it was determined the
resldent did have money, but they were unable to
detarmine how much or when it disappeared due
1o the resident's condition at the lime, and the
Hime elapsed before it was reported, The
Administrator revealed she inltlally did not think it
was a reportable incldent; however, In hindsight
the Administrator felt the incident should have
been reported 1o the OIG upon inilial nofifleation
that the resldent waa missing monay. The
Administrator revealed she was aware of the
requirement for reporting.

483.60(a),(b) PHARMACEUTICAL SVC -
ACCGURATE PROCEDURES, APH

The facillty must provide routine and emergency
drugs and blologicals to iis residents, or obtain
them under an agreament describad in
§483.75(h) of this part. The facility may permit
unlicensed personnel 1o adminlster drugs if State
law permits; but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurale
acquiring, recelving, dispensing, and .
administering of all drugs and blologicals) to meet
{he nseds of each resident.

The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspacts of tha provision of pharmacy
services in the facility.

This REQUIREMENT s not met as evidenced

F 225

F 425 F425:

Expired medicatlons of Unsampled
Residant A and Unsampled Resident B were
immediately removed from the refrigerator
and destroyed per policy by the DON on
8.30.2013.

Refrigerator was checked by DONJADON
on §.30,2013, no other expired medications
were found.

All licensed nursing staff were In serviced
by the 5DC regarding facllity pollcy related
‘to the destruction of expired medications
on 9,18.2013, 9.20.2013, and 9.21.2013.

DON/ADON will randomly monftor
refrigerator for any explred medications
monthly times 3 months, and then
quarterly thereafter,

Findings will be reported to the Quality
Assurance Committee for follow up and

1ecommendations

(Xg)
COMPLETION
DATE

9.27.201
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Continued From page 4
by:

Based on ¢bservalion, record review, interview
and facility policy review, it was determined the
facliity falled to remove narcotica from available
stoek for two (2) of three (3) unsampled residents
and sixtesn (16} sampled resldents. Unsampled
Resident A had thrae (3) vials of explred Ativan
available in the refrigerator. Deceased
Unsampled Resident B's Alivan remalned In the
refrigerator,

The findings Include:

Review of the facillty's policy for Controlled
Substance, revised 12/2011, revealad when a
resident was discharged from the facility,
Scheduled Il drugs could not be retumned Lo the
pharmacy, but must be destroyed In accordance
with established policies. The policy statement
indicated the facilily shall comply wilh ail laws,
regulations and requirements related lo the
handling, storage, disposal and documentation of
Schedule Il and other controlled substances.

Review of the facllily's palicy for Discarding and
Destroying Medications, revised 12/2011,
revaaied medications that could not be returned
10 ihe dispansing pharmacy shall be destroyed,

QObservation during tour of the Medication Room
with Licensed Practical Nurse (LPN) #1, on
08/30/13 at 7:43 AM, revealed three (3), 2 mg/mi
vials of Lorazepam (Alivan}, that expired 10/2012
with & pharmacy label, and Identifted for
Unsampled Resident A remained accessible in
the refrigerator. In addition, deceased
Unsampled Resident B had Ativan 0.5 mg/mi
concentrale, 28,5 mi that remalned in the

refrigerator,

F 425
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F 425 | Continued From page 5 F 425

Review of the Monthly Survey of the Medication
Room Inspection, dated 12/12/12, as provided by
the consulting pharmacy revealed the facliity
manthly controlied substance storage in section 3
did not identity Unsampled Resident A with
outdated maedications. The monihly survey of the
medication room Inspeclion, dated 02/19/13,
revealed Unsampled Resident A was identified
with Lorazepam (Alivan), expired on 10/2012.
The medication room inspeclion, dated 04/16/13,
revealed the facility monthly controlled substance
storage in section 3, identified Unsampled
Resident A wilh Lorazepam 2 mg/ml Injectable,
expired 10/2012, three (3) vials. The monthly
survey of the medicaltion room, dated 06/14/13
and 08/15/13 did not identify the expired
Lorazepam (Ativan). In addition, the monthly
survay of the medication room, dated 08/15/13,
did not identify deceased Unsampled B's narcotic
medications remained accessible In the
refrigerator thirty-one (31) days after he/she had
expired.

Clinlcal record review of Unsamplad Resldent A
revealed the facilily admitted the resident on
06/22/10 with diagnoses of Epllepsy, Dysphagia,
Dementia without Behaviors, Impulse Contral
Disease and Symbolic Dysfunction.

Clinical record review of Unsampled Residant B
revealed the facliity admitted the resident on
04/03/13 with diagnoses of Mallgnant Neoplasm
of the Lung, Liver and Bone and Diabstes Melfitus
Il. The physiclan ordered Lorazepam (Ativan) on
07/14/13 for anxiety. Upon clinical record review,
Unsampled Resldent B passed away on
07/1613, forty six (46) days prior.
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Continued From page 6

[nterview with LPN #1 during tour of the
medication room, on 08/30/13 at 7:43 AM,
revealed they count tha narcotics with each shift
change. She reported the routine medication are
raturned to the pharmacy and the narcotics are
glven Yo the Director of Nursing (DON) or
Assistant Diractor of Nurging (ADON) for
disposal. She did report, once a regident was
discharged, then the medication are pulled and
sent back {o the pharmagcy or the DON was
notilled about the narcotics.

Interview with the ADON, on 08/30/13 at 8:25 AM,
revaaled the expirad medications were plcked up
by the pharmacy and the narcolics were
deslroyad by the ADON and the DON by putiing
them in an undesirable substance, She reported
the conslliting pharmacist did & monthly
Inspection report of the medication room. She
raported only the narcotics are disposed of by the
facility. She stated the expirad medicallons
should have been removed, She was not aware
explrad medications remained in the cabinet,
However, the pharmacy did provide a maonthly
inspeclion report.

Interview with the DON, on 0B/30/13 at 8:30 AM,
revealed lhe expired and discortinued narcotic
medications are disposed of by lhe facllity. The
pharmacy did not accept the narcotics. She
reportad the explred medication should be
removed when expired for disposal. She denied
being aware the explred madication remained in
the rafrigerator ten (10) months past expiration
and the deceased resident's medicalions
remalned In stock forty six (46) days.

483.85 INFECTION CONTROL., PREVENT
SPREAD, LINENS

F 425

F 441

F 441: See p. 8.

FORM CMS-2587(02-99) Previous Varalona Obsolete

Event ID; 080211

Facllity ID: 100576

I continuallon sheet Page 7 of 15

GFRCE OF

TSI OF ~£2;

SHDSEAVERS




DEPARTMENT OF HEALTH AND HUMAN SERVICES

=
<

e
>

L
ot
s =]

PRINTED: 09/13/2013
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
g P
STATEMENT OF DEFICIENCIES {(x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURvVEY
AND PLAN OF CORARECTION |DENTIFICATION NUMBER: A, BUILDING COMPLETED
185183 B, WING , 08/30/2013
STREET ADDRESS, CITY, 8TATE, ZIP CODE

NAME OF FROVIDER OR SUPPLIER

HELMWOOD HEALTHCARE CENTER

106 DIECKS DRIVE
ELIZABETHTOWN, KY 42701

FORM CMS-2667(02-90) Previous Versions Obsolale

RECEIVED

{‘&f;%_‘;gfg "Fé SOESIINE S s s
CeriLE UF INSPECTOR GENERAL

CIVIEION OF W24 T CARE Far iEs ANL SERVICES

{(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (xE)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE
DEFICIENCY)
F 441 | Continued From page 7 Fddl| ¢ 441
Licensed Practical Nurse #2, Licensed
L?:;?ggigomn;itl (}aas‘;tabrg?: gg:;&i@g%& dea Practical Nurse #3 and Certified Nursing
safe, sanitary and oz?nfo riable snvironment and Assistant #2 w'ere re edf.lcated to Infectlon
to help prevent the development and iransmission Control guldelines that included hand
of disease and Infection. washing and use of gloves by 50C on
9.1.2013, 9,9.2013 and 9.20.2013.
(&) Infection Canlral Program
The laciﬁty must establlsh an Infection Conirol Resldents #1, 43, and #9 were assessed by
Program under which It - - ) ) llcensed nurses on 8.18.2013, 9.19.2013
-(1 )U!l:Yl‘eait]i”gtates‘ C()nt!’ols, and p(’avents Infectlons and 9.23.2013 With no signs of infection
in -
%) Decidesy-what procedures, such as Isolation, noted.
should be applied to an Individual resident; and .
(3) Maintains a record of incldents and corractive All residents restding in the center benefit
actions related to infactions. from proper hand washing procedures and
the use of gloves. The SDC re educated all
(b) Preventing Spread of Infection the nursing staff on hand hygiene and use
(1) When the Infeclion Control Program of gloves on 9.1.2013 through 9.24.2013.
detarminas that a resident needs Isolation to Any concerns were addressed immediately.
prevent the spread of infection, the facllity must
lsolate the resldent. )
{2) The facilily must prohiblt employees with a SDC will complete observations of a
communicable disease or Infected skin lesions minimum of 2 licensed nurses and 2
from direct contact with resldents or their food, if certified nursing asslistants during meal
direct contact will lransmit the diseass. times and resident care to determine that
(3) The facility musl require staff to wash thelr hand washing procedures and use of gloves
hands aHer each direct resident contact for which are per pollcy weekly times 8 weeks, then
hand washing Is Indicated by accepted monthly times 1 month, and then quarterly
professional practics. thereafter.
ggfl;i?:::l must handie, store, process and These findings will be submitted to Quality
{ransport linens 5o as to prevent the spread of Assurance Committee quarterly times 3 for
infection. further review and recommendations. 9.27.2013
Evant ID: D80211 Facility ID: 100576 It continuation sheet Page B of 15
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Thls REQUIREMENT I3 not met as evidenced
by

Baged on observation, Interview and reveiw of
the facility policies, il was determined the facllity
falled to practice appropriate hand hyglene for
two (2) of the sixteen (16) sampled and one (1) of
ihree (3) unsampled residents (Residents #3, #9
and Ungamipled Resident C). Staff failed to
wagsh their hands between glove changes during
the individual medication pass for Resident #9
and Ungampled Resldent C. Stalf falled to wash
fhalr hands between glove changes during
Resident #3's catheter care.

The findings Include:

Review of the facliily's polley litted Personal
Proteclive Equipment-Using Gloves, revised
12/2011, revealed an objective to using gloves
was to prevent the spread of Infeclion. In addition
hands were to be washed after rernaving gloves.

Review of the facllity's policy litled Persanal
Proteclive Equipmant-Gloves, revised 12/2011,
revealed hands were to be washed afler
removing gloves.

Review of the facllity's policy regarding
Handwaghing/Hand Hygiene, raviewed 12/2011,
rovealed hands were fo be washed altor
remaving gloves.

1. Observation, on 08/29/13 at 7:42 AM, during
{he medication pass for Unsarmpled Resident C
revealed Licensed Praclical Nurse (LPN) #2 put
on gloves, removed the dressing from around the
gastrostomy tube (g-tube) site, cleansed around
the she and placed a dressing back over the
g-lube site. LPN #2 then removed her gloves, put
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on another pair of glovas without washing her
hands and administered the meadications to
Unsampled Resident C via g-tube.

Chbservation, on 08/29/13 at 8:27 AM, during the
medication pass for Residant #9 revealed LPN #3
put on gloves to adminlster oral medicatlons.

LPN #3 then remaved her gloves and put on
another set of gloves o administer ey drops to
Resident #9. LPN #3 did not wash her hands
betwean the changing of gloves.

Interview, on 08/30/13 at 1:15 PM, with Licensed
Practical Nurse (LPN) #2 revealed she put on
gloves to clean the gastrostomy site of
Unsampled Resident C then changed the gloves
to administer the medications down the g-tube,
She stated she then washed her hands when she
complated the medications, LPN #2 stated she
was not aware she needed to wagh her hands
helween glove changs. She stated she had bean
in-serviced on hand hyglens; however, she did
not wagh her hands between the glove change
for Unsampled Resident C.

Infarview, on 08/30/13 at 1:28 PM, with the
Asslstant Director of Nursing {(ADON) revealad
hands were to be washed between glove change.
She stated she had been in-serviced on hand
hyglene and the reason to wash your hands
between glove change was to prevent the spread
of Infection.

Inferview; on 08/30/13 at 1:40 PM, with the
In-8ervice Coordinator revealed the staff had
been in-serviced on washing thelr hands when
they changed gloves. He stated hand hygiene
was important to prevent infection. He revealed
you would not want to grab a dirty glove with a
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clean hand, as you would when removing the
second glove worn, and not wash your hands.
He stated hand waghing prevented cross
contamination between residenls.

Intarview, on 08/30/13 at 4:00 PM, with the
Diractor of Nursing (DON) revealad when gloves
ware changed ar removed, hands were (o be
washed. She revealed if you changed gloves
during 8 procedure it was because you were
going from an unclean area o a clean arsa which
would have you wash your hands. She stated the
stafl had been In-serviced on hand washing and
glove changes. The DON stated the Importance
of hand hyglene was {o protect the residents and
staff and to prevent the spread of infections.

2. QOhservation of indwelling catheter care
provided to Resldent #3, on 08/30/13 al 11:03
AM, revealed Licensed Practical Nurse (LPN) #1
and Certliflad Nurse Alde (CNA) #2 wore gloves
as they asslsted him/her to bed in preparation for
catheter care. Upon the resident’s return to
his/her bed, LPN #1 removed her gloves and
reapplied g palr of gloves. She did not completed
hand hygiene belween glove changs. She
changed her gioves & total of six (6) times before,
during and aflar catheter care.  She relumed the
wash baslin to ihe bathroom. She placed soiled
linens In a plastic bag wihout hand hygiene
before she put on the next pair of gloves. Each
fime the gloves were remaved, hand hygiene was
not completed prior to the next palr of donned
gloves.

inferview with LPN #1, on 08/30/13 at 2:55 PM,
revealed hand hygiene was to be done to prevent
crossg contamination and spreading of germs
during patient care. She raported hand washing
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or the use of gel should always be used before
the application of gloves and when changing
gloves. She reported, she only did hand gel after
she was completad with the care of the resident
when finlshed with the Indwelling catheter care.
She reported, she Just did not think about doing
ihe hand hyglene belween glove change since It
was the same patlent.
F 514 | 483.75()(1) RES F614
as=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE F514:
o Resldent #1's medical record was reviewed
The facillty must maintaln clinical records on each and DNR status was updated on 8.30.2013
;?:Ldfggg‘ ::g?)giﬁgﬂgf:f:gﬁﬁ52"555}0"al by DON. Orders were also checked to
accurately documented; readily accessible; and ensure that they were signed and dated.
syslemalically organized.
DON/ADON audited all other current
The clinical record must contaln sufficlent resldents’ medical records on 9.3.2013; no
information to Identify the resident; a record of the other records/residents were affected.
residenl's aseessments; the plan of care and
services provided; the results of any SDC In serviced all nursing staff regarding
preadmlission screening conductad by the State; DNR status and signing and dating orders
and progress notes. on 9.1.2013 through 9.11.2013.
This REQUIREMENT Is not met as evidenced DON/ADON/Medical Records Coordinator
by: will randomly monitor 8 charts per month
Based on Interview, record review, and areview times 3 months, and then quarterly
of the facllity's Medical Record Audit tool and the thereafter, to ensure that medical record i3
faciity's policies titled Do Not Resuscitate Order accurate.
and Advanced Direclives, it was determined the
facillty falled to maintain an accurate medical Findin :
gs will be reported to Quality
record for one (1) of sixleen (16) sampled . .
residents, Resident #1. The facllity staff failed to As";"rance chdmngc‘tee for further review
obtain authorization from Resident #1- or his/her ana recommendations. 9.27.2013
lagal guardlan before obtaining a physician's Do
Not Resuscitate (DNR) order. The facillty staft
FQIRM CMS-2867(02-98) Pravious Varsions Obzclate Event 1 Da0214 Faclity [D: 100576 If continuation sheel Page 12 of 15
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further falled to ensure all orders were dated

when Increasing a dose of medication for !
Reslident #1.

The findings include:

Review of the facilily's policy tifled Do Not
Resuscitate Ordar, Revised May 2013, revealed a
DNR form must be compleled and signed by the
resident or the resident’s legal
representative/surrogate and placed with the
advanced directives in the resident's medical

record.

Review of the {actiity's policy fitled Advance
Diractives, Revised May 2013, revealed Do Not
Hesuscltate was deflned ag a wrillen order that
the resident, legal guardian, health care proxy, or
representative had directed the authorizing
medical personnel to withhold cardiopulmonary
resuschtation (CPR) including adiflclal
rasuscitation and defibrillation, in case of
respiratary or cardiac fallure.

Review of the faclilty's Medical Record Audil Tool,
facility Form 1136P, undated, revealed It was the
rasponsibility of the Medical Records department
to ensure the completeness of the medlcal record
by reviewing the different areas included in the
chart, Areas of the medical record review
included: Advanced directlves, Advance directive
acknowladgment, Code Status and Physician's
ordera verified by & nurse.

Review of the medical recard for Reslident #1
reveaiad no authorizalion for a DNR order by the
rasident or the resident's legal representative.
However, the record had a Physician's Order
signed and dated 08/20/13 which contalned ihe
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order "DNR* for Resident #1. In addition, the
record contained a lelephone order to increase
the oral potassium Resident #1 was taking to 20
milllequivalents (mEq) dally. The order was
undated. The signed Physiclan's order, dated
08/20/13, revealed an order for Polassium 10
mEq by mouth every day. The Medication
Administration Record (MAR) listed the dose as
20 mEq by mouth every day during the
maedication abservation on 08/28A13.

Interview, on 08/29/18 at 11:30 AM, whh the
Director of Nursing (DON) revaaled the chart of
Resident #1 contained an order for DNR and no
documented authorization for the order. She
revealed there were some family dynamics which
had prevented the facilily from receiving the
authorization for the DNR order. She revealed
she understood the process for a resident to be
designated as DNR and the importance of having
the correct designalion on the resident's chart.

Interview, on 08/30/13 a1 8:30 AM, with Medical
Records revealed the resident’s chart was
audited using the Medical Record Audit Tool. She
| revealed there was not a DNR order for Resldent
#1, 8he rovealad tha nurses were responsible fo
roview the monthly Physlcian’s orders for
accuracy. Continued Interview revealed Medical
Records was responsible to ensure orders were
slgned and dated. Sha stated she had reviewed
wilh the nursing staff the process to sign and date
varbal and/or telephone orders.

Interview, on 08/30/14 at 2:03 PM, with the
Minimum Data Set (MDS) Nurse revealed the first
inclication a regldent was & DNR wasg the green
DNR sheet In the chart. She ravealed, if a grean
sheet was preseni not In the chart when she

Evenl 1D: DB0O211 Faciflty ID: 100578 If continuation sheet Paga 14 of 15
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looked, she would perform CPR on the resident if
indicated. There was no green shaet In the chart
of Resident #1. She revealed the importance of
knowlng the code stalus of a resident was so the
wishes of the regident would be honored.

Intervlew, on 08/30/13 at 2:45 PM, with Licensed
Practical Nurse (LPN) #2 revealed the cods
stalus of a resident may be found on the nurse
report sheet or as a pumple dot on the side of g
resident's chart ar from the slghed form on a
green shesl In the chant noting the resident was a
DNR. Continued Interview revealed it was
standard nursing practice to sign and dals a
physician's order when received. Shs stated the
importance of a dated order was for accuraey and
record keeping, and to know when the order was
recelved.

Interview, on 08/30/13 at 1:40 PM, with the
In-Service Coordinator ravealed the nursing staff
had been In-serviced on Physician's Orders.
However, the DNR physician order had not been
reviewed for Resident #1 and remained on the
current orders signed and dated 08/20/13. In
additlon, the In-Service Coordinator staled it was
“sloppy nursing* to not sign and date a physiclan
telephone/verbal order because it was standard
nursing practics. He revealed it was Important to
&lgn and date physiclan orders because you need
to know when the order was taken and it also
validated the order,
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K 000 | INITIAL COMMENTS - K 000| Preparation and execution of this plan of

correction does not constitute admisslon or
agreement of any alleged deficiencles clted

CFR: 42 CFR 483.70(a
(@) in the document. This plan of correction Is

BUILDING: 01 prepared and executed as requlred under
the provisions of faderal and state law.
PLAN APFROVAL: 1885 Further Helmwood Healthcare Center
' ‘ reserves the rights to dispute the
SURVEY UNDER: 2000 Exlsting . deficiencles In any other forum if
necessary.

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) Ground Floor
and a Basement, Type 11l (200)

SMOKE COMPARTMENTS: Six (6) smoke
- compartimenis.

FIRE ALARM: Complate flre alarm syslem with
forty four (44) heat and six (6) smoke detectars

SPRINKLER SYSTEM: Complete, automalic,
wet sprinkler system.

GENERATQR: Type Il generator installed in
1986. Fuel source Is dlsgeal.

A standard Life Safety Code survey was
conducted on 09/05/13. Helmwood Healihcare
Center was found not to be in compliance with
the Requiremsnts for Participation in Medicare
and Medicald.

The findings that follow demonsirate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) el seq. (Life Safety from
Fire).

(%) DATE

LABORATORY W Wﬁv% SIGNATURE TITLE . ‘
X ' Xfx&mﬁuaplmﬁv% l0/ //Q3

Any deficlency slatement ending with an asterisk (*)\dknoles a dellciency which the Institution may be excused from corracting providing ILis determlined that
other safeguards provide sufliclant protection to the palients. (See Ingtruciiona.) Except for nursing homes, the lindings stated above are discloaable 90 days
following the date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thess documenis are made avallable to the laclity. 1t deficlancles are cited, an approved plan of correction is requlsite to continued

program pariiclpation.
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Deflciencles were cited with the highest
daflclency Identiflad at *F* leval.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025] ¢ gos:
88=E Smoke partitions extending above the

Smoke barrlers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
lerminate at an atrium wall. Windows are
protected by tire-raled glazing or by wired glass
panels and steel frames. A minimum of two
separate compariments are provided on each
floor. Dampers are not regulred In duct
penétrations of smoke barrlers In fully ducted
heatlng, ventliating, and alr conditioning systems.
18.3.7.3, 18.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD Is not met as evidenced by:

Based on observations and Interview, It was
determined the facliity falled to maintain smoke
barriers that would resist the passage of smoke
beitween smoke compartments in accordance
wilh NFPA standards. The deficlency had the
potential to alfect five (5) of six (6) smoke
compartments, thirty nine (39) residents, staff and
Visitors. The facllity Is certiflad for sixly (60) beds,
with a census of fify seven (57) on the day of the
survey. The facility falled to ensure smoke
partitions were sealed to resist the passage of
smoke,

The findings Include:

Observation, on 09/05/13 at 10:25 AM, with the
Environmental Services Director revealed the

ceiling located In the North Hall, West Hall
and In the basement over the speéch room
were sealed by the Maintenance
Supervisor with appropriate related
material on 10.18.2013 to resist the
passage of smoke. Smoke partitions in the
Narth and West Halls were sealed to the
metal corrugated decking that separates
the attic space from the space below on
10.18.2013.

A review was conducted by the
Malintenance Supervisor on 9.19.2013 to
determine that no other opening exists In
the smoke wall barriers. There were no
additional penetrations to the smoke
barriers/partitions identified.

Re education was provided to
Environmental Services Supervisor and
Malntenance Supervisor on 9,18.2013 by
the ED regarding maintaining smoke
barrlers and partitions in accordance with
NFPA standards,

The Malntenance Supervisar will check
smoke barrler walls and partitlons monthly
times 2, then every 6 months, to valldate
that smoke barrler walls and partitlons
have no penetrations and are sealed with
fire reslstant materlals as needed. The
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K 025! Continued From page 2 - K025 results of these audits will be reviewed by
amake panitions extending above the celling the QA committee quarterly for further
located In the North Hall, West Hall, and In the review and recommendations.
10.18.2013

basement over the Speech Room had
penetrations of plpes and wires that were nol
soalad to resist ihe passage of smoke. Further
observation revealad the smoke partillons located
In tha North Hall and the West Hall wers not
compietaly sealed to the metal corrugated
decking that separated the atllc space fram the
space below. '

Interview, on 09/05/13 at 10:25 AM, with the
Environmental Services Director revealed she
was not aware the smoke partitions were not
soaled properly.

Reference: NFPA 101 (2000 edition)

18.3.7.3

Any required smoke barrier shall be constructed
In accordance with Section 8.3 and shall have a
flre resistance rating of not leas than 1/2 hour.
Excaption No. 1: Where an atrium is used,
smoks barriers shall be parmitted to terminale at
an atrlum wall constructed In accordance with
Exception No. 2 to 8.2.6.6(1). Not less than two
geparate smoke compartments shall be provided
on each floor,

Exception No. 2*: Dampers shall not be required
In duct penetratlons of smaoke barriers In fully
ductad heating, ventliating, and air condifioning
gystems where an approved, supervised
aulomatic sprinkler systemn In accordance with
19.3.5.3 has been provided for smoke
compariments adjacent to the smoke barrler.
Reference: NFPA 101 (2000 Editlon).

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,

alr ducts, pneumatic tubes and ducts, and similar
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building service aquipment that pasg through
floors and smoke barrlers shall be protected as
follows:

(a) The space belwesen the penetrating ltemn and
the smoke barrier ghall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrler, or

2. Be protected by an approved device designed
for the specific purpose.

{b) Whers the penetraling item uses a sleave to
penelrate the smoke barrier, the sleeve shall ba
solidly set in the smoke barrier, and the space
between the item and the sleeve shall

1. Be filled with a materiai capable of mainiaining
the smoke reglstance of the smoke barrler, or

2. Be protected by an approved device deslgned
for the specltic purpose.

(c) Where deslgns take transmission of vibratlon
into consideration, any vibration isolation shall

1. Be made on either side of the smoke barrier, or
2. Be made by an epproved device designed for
the specific purpose.

19.3.74 )
Not less than 30 net {12 (2.8 net m2) per patient In
a hospital or nursing home, or not less than 15
net t2 (1.4 net m2) per resldent in a limited care
facility, shall be provided within the aggregate
area of corridors, patient rooms, treatment
rooms, lounge or dining areas, and other low
hazard areas on each slde of tha smoke barrier.
On storles not housing bed or Iiterborne patients,
not lesg than 6 net fi2 (0,56 net m2) per ogcupant
shall be provided on each side of the smoke
barrler for the total number of occupants In
adjolning compartments.

19.3.7.5

Openings In smoke barrlers shall be protected by
fire-rated glazing; by wired glass panels and steal
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K 046
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.| testing of emergency battery lighting located In

Continued From page 4

frames; by subslantial doors, such as 13/4-In.
(4.4-cm) thick, solid-bonded wood core doors; or
by construction that resists fire for not less than
20 minutes. Nonrated factory- or fleld-applied
protective plates extending not more than 48 In.
(122 cm) above the bottom of the door shall be
permitied.

Exception: Doors shall be permitted to have fixed
fire window assembilies in accordance with
82322

NFPA 101 LIFE SAFETY CODE STANDARD

Emergency lighting of at Isast 1% hour duration Is
provided in accordance with 7.9, 19.2.9.1.

Thizs STANDARD is not met as evidenced by:

Based on obgervation, and Interview it was
determined the facility fajled to test emergengy
lighting in accordance with NFPA standards. The
deficiency had the potential to affect six (6) of six
(8) smoke compartments, residents, staff and
visltors. The facility Iz certified for sixty (60) bads
with & census of fifly six (57) on the day of the
survay. The facility falled to test emergency
battary lighting for 90 minutes annually.

The findings Include:
Observation, on 09/05/13 at 11:50 AM, with the

Environmental Services Director revealed the
facility did not have docurnentation for the annual

the facllity.

Interview, an 09/05/13 al 11:50 AM, with the
Environmental Services Director revealad they

K 025

K 046

K 046:

Testing for the emergency battery lighting
was completed on 9.17.2013 by the
Maintenance Supervisor,

The Malntenance Supervisor tested center
emergency lighting, no battery failure was
identified.

Environmental Services Supervisor and
Maintenance Supervisor were re educated
by the Executive Director on 9.18,2013 on
testing emergency lighting in accordance
with NFPA standards.

Malntenance Supervisor will test
emergency battery lighting for 30 seconds
monthly and 90 minutes annually, The
emergency battery lighting test results will
be discussed by Quality Assurance
Committee quarterly for further review and
recornmendations. 10.18.2013
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Continued From page 5
ware not aware documentatlon was to be kept for
emergency battery light tesling.

Refarance: NFPA 101 (2000 edition)

7.8.2.1* Emergency llumination shall be provided
for not less than 11/2 hours in the event of fallure
of normal lighting. Emergency lighting facillies
shall be arranged to provide initial illumination
that is not less than an average of 1 ft-candle (10
lux) and, at any point, not less than 0,1 ft-candle
{1 lux), measured along the path of egress at
floor lavel. lllumination Isvals shall be permitied to
decline to not less than an average of 0.6
ft-candle (6 lux) and, at any polint, not less than
0.06 ft-candle (0.6

Jux) at the end of the 11/2 haurs, A
maximum-to-minimum illumination uniformity
ratle of 40 to 1 ghall not be exceaded,

7.9.3 Perlodic Testing of Emergsncy Lighting
Equipment. A functional test shail be canducted
on avery required emergency lighting system at
J0-day intervals for not less than 30 seconds. An
annugl test shall be conducled on evary required
battery-powered emergency lighting system for
not less than

11/2 hours. Equipment shall be fully operational
for the duration of the test. Written records of
visual inspections and tests shall be kept by the
owner for inspection by the authorlty having
jurisdiction,

Exception: Self-testing/seli-diagnostic,
battery-oparated emergency lighting squipment
that automatically parforms a test for not less
than 30 seconds and diagnostle routine not less
than once evary 30 days and indicates failures by
a status indicator shall be exempt from the

30-day funcllonal test, provided that a visual

K046
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inspection Is performed at 30-day intervals,
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD 'K 0501 k050:
88=F Fire drill was conducted on the third shift at

Fire drills are held al unexpected times under
varying condllons, at least quarterly on each shift.
The sialf is famliar with procedures and ls aware
that drllls are part of established routine.
Responsibility for planning and conducting drills Is
assigned only to competent parsons who are
qualifled to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcemant may be used instead of audible
alarms.  18.7.1.2

This STANDARD s not met ag evidenced by:

Based on Interview and fire drill record review, it
was determined the facllity falled to ensure fire
drills were conducted quarterly on each shitt at
unexpected times, in accordance with NFPA
standards. The deficlency had the potentlal to
affect six (6) of six (6) smoke compartments,
resldents, staff and visitors. The facility is certifled
for sixly (60) beds with & census of fifty seven
(67) on the day of the survey. The facility failed to
ensure the fire drills were conducted quarterly at
unaxpectad timea.

The findings Include:

Flre Drill record raview, on 09/05/13 at 11:44 AM,
with- Environmental Services Director revealed
the facliily failed to conduct fire drills at
unexpected limes under varled conditions on third
shift,

4:30 am on 9.19.2013 by Malntenance
Department,

Environmental $ervices Supervisor and
Executive Director revised the fire drill
schedule for the remalnder of the calendar
year on 9.17.2013 to ensure drilis are
conducted an each shift and under varied
conditions and at unexpected times at least
quarterly.

Environmental Services Supervisor and
Malntenance Department were re-
educated by the Executive Director on
9.18.2013 regarding conducting fire drills at
least quarterly on each shift and at
unexpected times In accordance with NFPA
standards,

The Environmental Services Supervisor will
record dates and times of fire drills
conducted each month and bring to Quality
Assurance meeting quarterly for review

and further recommendations.
10.18.2013

FORM CMS-2687(02-89) Pravious Versions Obsolets

Evant 1D 0goazat

Facility 10: 100578

If continuation sheet Page 7 of 21




2013 3:01PM

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

/
/

No. 4337 P, 38/51

PRINTED: 09/11/2013
FORM APPROVED
OMB NO, 0938-0391

BTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERVCLIA
AND PLAN OF CORBECTION IDENTIFICATION NUMBER:

185163

{X3) DATE SURVEY

(2) MULTIPLE CONSTRUCTION
COMPLETED

A. BUILDING 01 - MAIN BUILDING 01

B. WING 09/05/201a

NAME OF PROVIDER OR SUPPLIER

HELMWOOD HEALTHCARE CENTER

STAEET ADORESS, CITY, STATE, ZIF CODE
106 DIECKS DRIVE
ELIZABETHTOWN, KY 42701

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

(X4) iD
PREFIX
TAG

PROVIDER'S PLAN QF CORRECTION
{EACH CORRECTIVE ACTION BHOULD BE
CROSS-REFEAENCED TO THE APPHOPRIATE
DEFICIENCY)

{XE)
COMPLETION
DATE

D
PREFIX
TAG

K 050 | Continued From page 7

Interview, on 09/05/13 at 11:44 AM, wiih the
Environmental Services Diractor revealed she
was unaware the fire drllls were not being
conducted as requlired.

Reference: NFPA Standard NFPA 101 19,7.1.2.
Fire drills zhall be conducled at least quarterly on
each shilt and at unexpected times under varied
conditlons on all shifts.

Referance: NFPA 101 Life Safety Code (2000
Editlan).

19.7* OPERATING FEATURES

19.7.1 Evacuation and Relocation Plan and Fire
Drills.

18.7.1.1 ‘

The administration of every health care
oceupancy shall have, In effect and avallable to
all supervisory personnel, written copies of a plan
far the proteclion of all persons in the event of
fire, far their evacualion to areas of refuge, and
for thelr evacuation from the bullding when
necessary. All employeas shall be periodically
Instructad and kept informed with respect to thelr
dufles under the plan. A copy of the plan shall be
readlly available at all timas In the telephone
operalor ' s position ar at the securily center.
The provisions of 19.7.1.2 through 19.7.2.3 shall
apply.

19.7.1.2"

Fire drills In healih care occupancles shall include
the transmisslon of a fire alarm signal and
simulalion of emergency fire conditions. Drills
shall be condueted quarterly on each shift to
familiarize facility personnel (nurses, intems,

K 050

maintenance engineers, and administrative staff}
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if there is an automatic sprinkler system, it Is
installed in accordance with NFPA 13, Standard
for the Installalion of Sprinkler Systema, to
provide complete coverage for all portions of the
buliding. The aystem is properly maintained in
accordance with NFPA 25, Standard for the
inspactlon, Testing, and Maintenance of
Waler-Based Fire Prolection Systems. Itis fully
supervised. There Is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
bullding lire alarm syslem. 12.3.5

Thig STANDARD Is not met as evidenced by:
Based on observatlon and Interview it was
daterminad the facility failed to ensure the
building had a complete sprinklar system
Installed, In accordance with NFPA Standards,
The deficiency had the potential to affect one (1)
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K 050 | Continued From page & K 050
with the signals and emergency action required
under varied conditlons. When drllls are
conducted belween 9:00 p.m. (2100 hoursg) and
6:00 a.m. (0600 hours), a coded announcement
shall be parmitted to be used inslead of audible
alarms.
Exception: Inflrm or badridden patients shall not .
be required to be moved during drills to safe
areas or to the exteriar of the bullding.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
S8xD ’ K 056:

The obstructed sprinkler heads located tn
the kitchen were replaced on 9.25.2013.

No other light fixtures were found to be
installed within 12 inches of a sprinkler
head, extendlng below the deflector of the
sprinkler head, and obstructing the
sprinkler from developing a full pattern.

Re education was provided to ESS and
Maintenance Supervisor on 9.18.2013 by
the ED regarding the placement of light
fixtures which can obstruct the sprinkler
from developing a full pattern.

The Maintenance Supervisor will monitor
the placement of light fixtures In relation to
sprinkler head placement monthly times 2,
and then guarterly. Results will be
monitored by the QA Commilttee for review

of six (8) smoke compartments, residents, staff and further recommendatlons. 10.18.2013
and visitors. The faclity Is certified for sixty (60)
bedsz with a census of fifly seven (57} on the day
of the survey. The facliity falied to ensure the
Event 1D: Da0221 Facllity 1D: 100676 If continuation gheel Page 8 of 21
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K 056! Continued From page 9 K 056
tacility had complets sprinkler coverage,

The findings include:

Obszarvation, on 09/05/13 at 12:45 PM, with the
Environmental Services Director revealed light
fixtures installed within twelve (12) inches of
sprinkler head, extending below the deflector of
the sprinkler head and obstructing the sprinkler
from developing a full pattern. The obstructed
sprinklar heads are located In the Klichen.

Interview, on 09/05/113 at 12:45 PM, with the
Environmental Services Diractor revealed the
light fixtures in the Kitchen had baen replaced a

few years ago.

Reforence: NFPA 13 (1999 Edition) 5-13 8.1

Actual NFPA Standard: NFPA 101, Table 19.1.8.2
and 19.3.5.1. Existing healihcars factfities with
canstruclion Type V {111} require complete
sprinkler coverage for all paris of a facliity.

Actual NFPA Standard: NFPA 101, 19.3.5.1.
Whers required by 19.1.6, health care facliities
shall be protected throughout by an approved,
supervised automatlc sprinkler system in
accordance with Saction 9.7.

Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
automatic sprinkler system required by another
section of this Code shall be in accordance with
NFFA 13, Standard for lhe Installallon of Sprinkler
Systems.

Actual NFPA Standard: NFPA 13, 5-1.1, The
requirements for spacing, location, and position
of sprinkiers shall be based on the following
principles:

(1) Sprinklers installed throughout the premises
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K 056

A fttoless than 41t 6 in. 14

Conlinued From page 10

{2} Sprinkiers located so as not to exceed
maximum protection area per aprinklar

(3) Sprinkiers positioned and located so as to
provide satlsfactory performance with respect to
activations ime and distribution,

Reference: NFPA 13 (1998 ad.)

5-5.5.2.2 Sprinklers shall be posilioned in
accordance with

the minimum distances and special exceptions of
Sectlons 5-6

through §-11 so that they are located sufficiently
away from

obstructions such as truss webs and chords,
pipes, columns,

and fixturas.

Table 5-6.5.1.2 Posltioning of Sprinklers to Avold
Obstructions to Discharge {(SSU/SSP)

Maximum Allowable Distance
Distance from Sprinklers to of Deflector
above Bottom of
Side of Obstruction (A) Obstruction (in.)
(B :
Less than 1t 0
1 fttoless than 11t 6 in. 212
1t 6 In. 10 less than 2 1t a2
2fttolessthan 216 In. 51/2
2 ft6in. toless than 31t 7172
3 Ntolesathan 3 1t 6 in. 9i/2
3ftéin.tolessthan 4l 12

41t 6 In. o logs than 5 ft 161/2
5 ft and greater 18

For Sl units, 1in. = 25.4 mm; 11t = 0.3048 m.
Note: For (A) and (B), refer lo Figure 5-8.5.1. 2(a)
Reference: NFPA 13 (1999 ed.)

K 056
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5-6 3.3 Minimum Distance from Walls. Sprinklers
shall be located a minimum of 4 In. (102 mm)
from a wall.
Reference: NFPA 13 (1999 Edilion)
7-2.3.2.4 Where listad quick-responge sprinklers
are uasd
throughout a system or portion of a system
having the same
hydraulic design basls, the system area of
operation shall be
permiited to be reduced without revising the
density as Indlcated
in Figure 7-2.3.2.4 when all of the following
condilions
are salisfied:
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062|K 062:
58=F The sprinkler system had the gauges on the

Required automatic sprinkler systems are
continuously maintained In rellable operating
condition and are inspected and tested
perlodically.  19.7.6, 4.6.,12, NFPA 13, NFPA 25,

8.7.6

Thiz STANDARD is not met as evidenced by
Based on observalion, intarview, and sprinkler
testing record review, it was determined the
faclity falled to maintain the sprinkler system In
accordance with NFPA standards, The deficiency
had the polentlal to aftect six (6) of six (6) smoke
compariments, residents, staff and visitors. The
facility is certilied for slxty (60) beds with a
census of fifty seven (57) on the day of the
survey. .

risers calibrated and/or replaced as needed
on 9.25.13 by Kelly Fire Protection Inc.

bocumentation will be maintained by 5%
that sprinkler system had gauges on risers
calibrated or replaced every 5 years. (5-

year inspection completed on 9.25.2013.}

Re education was provided to ESS and
Maintenance Department on 9.18.2013 by
the ED regarding the calibration of the
gauges on the risers and/or replacement
for the sprinkler system every 5 years

The ESS will monltor documentation for the
callbratlon or replacement of the sprinkler
rlser gauges every month times 2 and then
quarterly times 2. Findings will be

FORM CMS-2887(02-09) Pravious Varslons Obsolets Event ID: 080221
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o recommendations.

The findings Include: 10.18.2013

Sprinkler testing record review, on 09/05/13 al
10:40 AM, with the Environmental Services
Dlrecior revealad the fagilily did not have
documentation that the sprinkler system had the
gauges on the risers calibrated or replaced wilhin
the last five (5) yoars.

Interview, on 09/05/13 at 10:40 AM, with the
Environmental Services Diractor revealed she
was not awara the facilily was raquired to have
documentation for the calibration or replacement
of the sprinkler riger gauges.

Reference: NFPA 25 (1998 Editfon).

2-1 Genegral, This chapter provides the minimum
requlremants

for ihe routine Ingpection, testing, and
maintenance of

sprinkler systerns. Table 2-1 shall be used to
determine the

minimum required frequencles for )nspectlon
tosting, and

malntenance.

Exception: Valves and fire depariment
connections shall ba inspected,

tested, and maintalned in accordance with
Chapter 9.

Table 2-1 Summary of Sprinkler System
Inspaction, Tesling, and Maintenarice
Item Activity Frequency Reference
Gauges (dry, preaction deluge systems)
Ingpeclion Waskly/monthly 2-2.4.2

FORM GME-2567(02.93) Pravious Veralons Obsolate Event 10: 080221
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Continued From page 13

Control valves Inspection Weekly/monthly Table
9-1

Alarm devices Inapection Quarterly 2-2.6
Gauges (wet pipe systems) Inspection Monthly
2-2.4.1

Hydraulic nameplate Inspection Quarterly 2-2.7
Bulldings Inspection Annually (prior to freezing
weather)

2-25

Hanger/seismic bracing Inspection Annually 2-2.3
Plps and fittings Inspection Annually 2-2.2
Sprinklers Inspeclion Annuaily 2-2.1.1

Spare sprinklers Inspection Annuaily 2-2.1.3

Fire department connections Ingpection Table 8-1
Valves {all typas) Inspection Table 9-1

Alarm devices Test Quarterly 2-3.3

Maln drain Test Annually Table 9-1

Anlifreeze solution Test Annually 2-3.4

Gauges Test 5 years 2-3.2

Sprinklers - extra-high temp. Test 5 years 2-3.1.1
Exception No. 3

Sprinklers - fast response Test At 20 years and
every 10 years

thereafter

2-3.1.1 Exception No. 2

Sprinklers Test At 50 years and every 10 years
therealter

2-3141 :

Valves (all types) Maintenance Annually or as
needed Table 9-1

Qbstruction investigation Malnlenance 5 years or
as needed Chapter 10

NFPA 101 LIFE SAFETY CODE STANDARD

Generalors are inspected weekly and exergised

under load for 30 minutes per month In
accordance with NFPA 99,  3.4.4.1.

Ko0g2

K 144

K 144: See p. 15.
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This STANDARD is not met as svidenced by;
Based on obgervation and interview, It was
determined the facility failed to ensure emergency
genaratorg were mainiained In accordance with
NFPA standards. The deficiency had the

potential to affect slx (6) of six (6) smoke

compariments, residents, staff, and visitors. The
tacility ig certitied for sixty (60) beds with a

census of fifty seven (57) on the day of the

| survey.

The findings Include:

Observation, on 09/05/13 at 11:52 AM, with the
Environmental Services Director revealed the
facility did not have dacumentation for the
tranzfer imes, on the monthly generator tesling.

Interview, on 09/05/ 3 at 11:52 AM, with the
Environmental Services Direclor revealed she
was not aware the franster {imes were fo be
documented.

Refarence: NFFA 99 (1999 Edition).
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An emergency power generator test was
completed on 9,19.13 by the Maintenance
Supervisor. The start time of the testwas @
am and end time was 9:45 am; the transfer
to emergency power was 2 (two) seconds.
The generator was determined to be
functtoning properly. The Malntenance
Supervisor documented transfer timeina
numeric figure,

Re education was provided to the
Environmental Service Supervisor and the
Maintenance Supervisor on 9.18.2013 by
the Executive Director regarding recording
the transfer time in a numeric figure to
ensure that the emergency generator is
maintained in accordance with NFPA
standards.

The Enviranmental Services Supervisor and
Maintenance Supervisor will document
generator transfer times In numerle form
during each monthly emergency power
generator test,

The Environmental Services Supervisor will
monitor documentation of generator
transfer times every month times 2, and
then quarterly thereafter. This
documentation will be reviewed by the
Quality Assurance Committee for further

recommendations. | 10.19.2013
3-4.1.1.15 + Alarm Annunclator,
A remote annunciator, storage battery powered,
shall be provided to operate outslde of the
FORM CMS-2567(02:99) Previous Varsions Obsolets * Event 1D;D80221 Facility (D: 100576 If continuation sheel Page 15 of 21
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generating room in a location readily observed by
operafing personnel at a regular work station (see
NFPA 70, Nallonal Electrical Code, Section
700-12)) <

The annunclator shall indfcate alarm conditions of
the emergency or auxiliary power source as
follows:

a. Individual visual signals shall indicate the
following:

1. When lhe emergency or auxiliary powser source
iz operating to supply power to load

2. When the battery charger is malfunctioning

b. Individual visual signals plus a common
audible signal to warn of an engine-generator
alarm condition shall indicate the following:

1. Low lubrlcating oil pressure

2. Low water temperature (below those required
in 3-4.1.1.9)

3. Excessive water temperature

4, Low fuel - when the main fuel storage tank
containg less than a 3-hour operaling supply

5. Overcrank (failed to start)

8. Overspesd

Whare a regular work station will be unattended
perigdically, an audible and visual derangament
signal, appropriately labeled, shall be established
at a continuously monttored location. This '
derangement signal shall activate when any of
the conditions in 3-4.1.1.15(a) and (b) occur, but
need not display these condltions Individually.
[110: 3-5.5.2)

Reference: NFFA 110 (1999 Edition).
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5-3.1 The Level 1 or Level 2 EPS squipment
location shall he
provided with battery-powered emergency
llghting. The emergency

lighting charging systern and the normal service

room
llghting shall be supplied from the load side of the

transfer
switch,

~

Reference: NFPA 99 (1999 Edition)

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

(a) Malntenance of Alternate Power Source,
The generator set or other alternate power source
and agsoclated equipment, including all
appurtenant parts, shall be 3o maintained as to
be capable of supplying service within the
shortest time practicable and within the
10-gacond interval specifled In 3-4.1.1.8 and 3-
5.3.1.

(k) Inspectlon and Tesling. Generalor sets

shall be inspected and tasted In accordance with
3-4.4.1.1(b). ‘
Actual Standard: NFPA 110, 6-4.5 Level 1 and
Level 2 ransfer switches shall be operated
monthly. The monthly test of a transfer switch
shall consist of electrically operating the transfer
switch from the standard position to the alternate
position and then & return 1o the slandard
position,
Actual Standard: NFPA 99, 3-4.4.1.1 Maintenance
and Testing of Alternate Power Source and
Transfer Switches.

(a) Malntenance of Alternate Power Source.

The generalor sat or other alternate power source

K 144
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and associated equipment, including all
appurtenant parts, shall be so maintained as to
be capable of supplying service within the
shorlest 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} Inapection and Tealing.

1. Test Criterin. Generator gets shall be
tested twelve (12) imes a year with testing
Intervals between not less than 20 days or
exceeding 40 days. Generator sels serving
emergency and equipment systems shall be In
accordance with NFPA 110, Standard for
Emergency and Standby Power Systerns,
Chapter 6,

2, Taest Conditions. The scheduled test under
load conditlons shall include a complate
simulated cold start and appropriate automatic
and manual transfer of all essontial electrical
system loads.

3. Test Personnel. The scheduled tests shall
be conducted by competent personnel. The lests
are needad to keep the machines ready to
tunclion and, In addition, serve to detect causes
of malfunction and to traln personnel In operating
procedures.

Actual Standard: NFPA 99, 3- 3-4.4.2. A written
record of inspection, performance, exercising
period, and repairs shall be regularly maintained
and avallable for Inspection by the authorily
having Jurlsdiction.
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6-1.1*

The routine malntenance and operational tesling
program shall be based on the manufacturer's
recommendations, instruction manuals, and the
minlmum requirements of this chapter and the
authority having jurisdiction

6-3.3

A written schedule for routine maintenance and
oparational 1esting of the EPSS shall be
astablishad

6-4.1*

Level 1 and Level 2 EPSSs, including all
appurtenant components, shall be inapected
weekly and shall be exerciged under load at least
monthly.

6-4.5 .

Level 1 and Leve! 2 transfer swlchos shall be
operaled monthly. The monthiy test of a transfer
switch shall consist of eleclrically operating the
transfer switch from the standard position to the
alternate position and then a return to the
standard position.

Reference: NFPA 101 ( 2000 edition)

7.9.1.2 Where mainlenance of illumination
dapends on

changing from one energy source to another, a
delay of not

rmore than 10 seconds shall be parmitted,
Reference: NFPA 110 (1999 ed.)

§-7 Healing, Cooling, and Ventilating,

5-7.1* Consideration shall be given to properly
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slzing the venillation

or alr-conditioning systems to remove all the heat
rejocted to the EPS equipment room by lhe
anergy converter,

uninsulated or Insulated exhaust plpes, and othar
heat-producing

equipment.

§-7.2 Adequate ventilation shall be providad io
prevent temperatures

or temperature rises in the EPS and related
aceessory

equipment that exceed the recommendalions of
the

manufaciurer.

5-7.3 For the EPS equipment raom, the
ventilation or cooling

agquipment, or both, shall be sized so that the
ambilent tlempsrature

shall not exceed the EPS equipment
manufacturer ' a crileria

or allowable maximum temperatures.

Reference: NFPA 110 (1998 Edition)

5-2.1 The EPS ghall be installed in a separate
room for Level

1 Installations. EPSS equipment shall be
permilted to he

Installed in this room. The room shall have a
minimum 2-hour

fire rating or shall be located In an adequate
enclosure located

outside the building capable of resisting the
entrance of snow

or raln at a maximum wind velocily required by
local bullding
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codes. No other equipment, including
archltectural appurienances,
axcept those that servé this gpace, shall be
permitted
in this room,
Reference: NFPA 110 (1999 Edition).
5-12.6
The starling battery units shall be located as
close as praclicable lo the prime mover starter to
minimize voltage drop. Battery cables shall be
sized 10 minimize voltage drop in accordance with
the manufacturers ' recommendations and
accepted enginsering praclices.
Battery charger output wiring shall be
permanently connected. Conneclians shall not be
made al the battary terminals,
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