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! madae aware of the decision. Il the resident was

, detarmined capable of self administration, a

| physician'a order was to b obtained and the

{ medications wers 1o be stored, in a secure

' lacation. The analysls was lo be placed in the

- medical record and the resident was lo be

; periodically re-evaluated, based on the resident's
: status,

1. Arecord review revealad Residont #16 was

! admitted 10 the facliity on 12/28/11 with a
diagnosis of Colastomy and a history of a Partial
Thyroldactomy and Golter.

A roview of tha physician's ordars, dated February
2013, revaaled an order for Flonase 0.05%, to be
administered as one spray, lo each nostrll, every

" 24 hours.

An absarvation during @ medication pass, on

| 02/07/13 at 9:45 AM, revealed Certified

_ Medication Technician (CMT) #2 handed the

| bottle of Flonase to Resident #18, who self

; administered the medication end never {uly

* placed the applicator tip In the nostrits, spraying
 the slda of his/er cheeks with each brief spray.

l An interview with CMT #2, an 02/0713 at 9:50

. AM, revealed she gave the resident the
applicator, as the resldent would not aliow stafl lo
administar the medication and stated there was
no physiclan order for the resident to

, self-adrainister the medication. The CMT was

l unawars of an assessmant that was to bo

i completed, prior to the residant self edministering
! any medication, to ansure the resldent was able
_to effactively administer the medication,

i
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LPN Supervisor on selif adménistration policy
and procedure,

have heen
re identified:

How othe jdents who
¢ his prac

All nursing stafi, Certifted Medication Aides l
were Interviewed and asked if any other i
residents have expressed a desire to self
administer their medications on 2/7/13 by the
Director of Nursing and LPN supervisor. I
[n addition, all interviewable residenls were
interviewed and asked if they expressed a
desire to scif administer their medications. .
One resident was {dentificd who expresseda !
desire to self administer Hetnasnl spray on i
2F1711 {o the Staff Development Nurse, The
resident was assessed utilizing the sell
administration analysis and reviewed with t
the interdisciplinary care plan team and

" deemed to be safe to self administer hernasal
spray. The resident also wrote oul B request
to self administer hemnasal spray, The
physiclan was notified of the assessment i

| results and the residents request and an arder

| was obtained from the physician ta allow the

" resident to sclf administer &er nasat spray by

the licensed nurse on 2/7/13 This was added |

to the residents plan of care by LPN I

Supervisor

res Impleme stems Alfer
to Prevepn - rrence: |

Re-education was initiated on the seif

administration of medication policy on :
2/11/13 by the staff development nurse, LPN |
supervisor and the Dircctor of Nursing. This
wili continue untif all the ficensed nurses and
Certified Medication Aides have been re- i
educated on the policy.

3
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The Director of Nursing will be responsible
1o provide or arranged for re-cducation for
any statf member who is on leave of absence
or is unable to attend the re-cducation.

In addition to the above inservicing a post
test will be given ta verify understanding of
the education provided. This was initiated on
2/25/13. A 100% score will be required lo
pass the test. All staff members 1o current
have passed the test with a 100% score.

The Director of Nursing will be responsibie
to provide or arrange for the post test to any
staff member who has been on feave or
unable to take the post test.

The facility will continue to include the
education on the policy for self
administration of medicetions during the
oricntation period, in additian the post test
will be addcd to the orientation process to
verify understanding of the cducation given.

Monltoring Measures to in On-
Compliance:

The Staff development Nurse, LPN Supervisor
and Social Services will interview the
interviewable residents monthly x 6 months to
verify ongoing compliance that atl residents
cxpressing a desire to self administer
medications have been assessed and evaluated
by the Intezdisciplinary Care Pian team for the
ability to do so.

The results will be reported to the Quality
assessment and Assurance committec monthly x
6 months for review of the findings.

If any concerns are identified by the commitice
the frequency or duration of the audit may be
increased. Re-cducation will be provided en an
individual basls if indicated.
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¢ A facillty must use the resuits of the assessmeni

' {0 develop, review and revise the rasident’s

" camprehensive plan of care,

I

! The facility must davelop a comprehensive care

_ptan for each residant that includes measurable

|‘ objeclives and timetables to meet a residont's

t medical, nursing, and mental and psychosoclal
needs that are identified in the comprehensive

| maseasment.

!

! The care plan must describe tha serviges thet are
to bo fumished to attain or malntain the resldent’s

" highest practicable phystcal, menlat, and

. psychosocial well-being as required under
§483.25; and any services that would otharwise

| be required under §483.25 but are not provided

| due to the resident's exercisa af rights under

" §483.10, including the right to refuse treatment

| under §483.10(b)(4).

|

- This REQUIREMENT is nol met as evidencad

i by:

i Based on interview, record review, and review of
the facility's policy and procedurs, it was
determined the facliity faited to develop a

! comprehensive caro plan for two residents {#3
and #4), In the sefected sampte of fiteen
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! An inlerview with the Director of Nursing (PON), : !
on 02/07/13 at 2:45 PM, revealed the DON slated |
| tha resident had nol been assessed for the ' !
| selt-admlnistration of the medicallon and would ) |
* have expected this 1o have been done, as well as ! :
: obtaining a physicien arder to that effect. i .
F 2791 483.20(d), 483.20(x)(1) DEVELOP Fa19 ga 0372013
5s=p | COMPREHENSIVE CARE PLANS 48 1 DEVELOP

COMPREHENSIVE CARE PLANS :

1t is the practice of Spring view Heaith and I
Rehab Center to use the results of asscssments

ta develap, review and revise the resident’s .
comprehensive plao of care to mect a residents
mcdical, nursing and mental and psychosocial
needs that arc identified in the camprehensive

© assessment.

|

1

! Corrective Mensures for Restdent Identified In
the deficiency: 1

F
! Resident # 4 had a care plan developed and
implemented for pain related to Peripheral
; Neuropathy and potential for UTF's on 2/8/13 by
i the MDS coordinator.

. Resident # 3 had a care plan developed and
| implemented for respiratory care relaled oxygen
use on 2/8/13 by the MDS coardinator.

i ther Residen T ntifled W
¢ May Have Been Impacted by the Pragtice:

l All residents comprehensive care plans were |
reviewed by the MDS coerdinator, LPN
Supeevisor, Staff Development Nurse and DON

: 1o verily that all residents have a plan of care for

i their assessed needs which included
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' residents. The facliity failed to develop care

| plans for Resident #4 related {o pain and a hislory
! of Usnary Tract Infections (UTi) and for Resident
. #3 retated to respiratory care.

£

' Findings include:

i

| A review of the facility's “CLINICAL PRACTICE

" GUIDELINES with TORIC: COMPREHENSIVE

CARE PLANS," dated 06/14/11, revealed " Iis

I the facliity policy that residents will have a plan of
care for assessed needs. The plan of care will bo

! stated cleary and will identity the residant

. problem, measurable goals to be achieved, which

| include timetables to mest resident's needs, and

{ the Interventions to be followad by staff in
providing the residant care. Each approach wili

{ {dentity tha discipline responsible for tha care

| delivary. The comprehensive cara plan will be

" raviewed by the intardisciplinary team at a care
ptan conference, The resident andfor responaible

i representalive will he encouraged to aftend. The

* plan of care will be reviewed al feast quarterly,
upon significant condition changa, end annuelly. ™

g 1. Arecord review revealed Rosident # 4 was
admitted fo the facility on 11/19/2012 with

I diagnosis of Parkinson's, Diabetes Mellilus Type

! I, Peripheral Neuropathy and General Dabllity,

A reviaw of the Minimum Dela St (MDS}
| assessment, dated 12/05/2012, revealed the
! resident had pain and when he/she experenced
paln it was at a level of "5” on a pain scate of
i 1-10. In addition, a review of a leb report, dated
! 01/11/2013, revealed the resldent had a Urlnary
' Tract Infection, However, a review of the

STATEMENT OF DEFICIENCIES {2y MULTIPLE CONSTRUCTION COMPLETED
THKIN NUMBER:
AMD PLAN OF CORRECTION OENTIFICATIO A BUILLING
B.WING
183309 02/0812013
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, Zif CODE
VIEW HEALTH & REHAB CENTER, INC T18 GOODWIN LAHE
SPRING VIEW HEAL i LEITCHFIELD, KY 42754
(X410 ] SUMMARY STATEMENT OF DEFICIENCIES : D ’ PROVIDER'S PLAN OF CORRECTION 125}
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED @Y FULL : PREFIX {EACH CORRECTIVE ACTHON SHOULD BE CWS‘F;“‘
YAG : REGULATORY OR LSC IDENTIFYING INFCRMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE
i DEFICIENCY) :
| |
F 279 Contlnued From page 3 F 279| F-279 (CO“”

potential for UTT's, pain and axygen usage to
verify complisnce. i

r lemented or S Iter
to Preve rendes

The MDS Coordinutor was reeducated on the
care planning policy and procedure on

2727/13 by the Quality Management Nurse . |
Re-education on the care planning policy and
procedure to include the licensed staff on the
units was initiated on 2/11/13 by the Director ¢
of Nursing, Staff Development Nurse and

LPN Supervisor. This education will

continue unti! all licensed siaff have received
the eduestion.

The Director of Nursing will be responsible

to provide or arrange education for any staff
member who is on leave or unabie to attend

the education sessions. %

itoring Mensures to Maintai ~goin
Compliance: i

The DON and LPN Supervisor will randomly ’
pudit three residents care plan from each unit
weekly (approximately) 10% to verify that

the comprehensive care plan includes ali the H
residents essessed needs. This will continue |
wegkly for B weeks, then every 2 weeks for 8
weeks, then monthly x 6 months to verify l

ongoing compliance,

The audit results witl be reported to the

monthly Quality Assessment and Assurance
commitiee for review and recommendation i
for 6 months. T any concerns arc identified I
the frequency or duration of the audits may

be increased. Re-education will be provided

on an individual basis il indicated. }

1
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| Comprehensive Care Plan for Resident # 4,

| dated 12/06/2012, revealed there was no care

. plan o address the resident's pain or Peripherat
| Neuropathy and there was no care plan related to i
! Resident #4's UTI or potential for UTL. |
i An interview with the MDS coordinater, on i i
! 02/0713 at 11:40 AM, revealed care plans had | ‘
_not been initiated on admission or since |
! admlssien even theugh the resident had : §

: complained of pain and had a UTi while at the ' ; .
_facility. ‘ ’

{2, Arecord review revealed Resident #3 was i
. admilted to the facillty on 11/26/12 wilh diagnoses : ‘
| to include Aspiration Syndrome, Neuropathy, |

* Heart Disease with Chronic Hypertension, and ! _
+ Edema. ' |

A review of the initial MDS assessment, dated :
1 12/03/12, revealed Resident #3 was on oxygen. i f

* Areview of the February 2014 Physician's orders

: ravealed 1o administer Oxygen at 3 liters a minute :
i per nasal cannufa as needed, however, review of f
" Resident #3's Comprehensive Cara Plan, dated :
1 12/12112, revealed there wes no care plan to |
! address tha resident's respiratory care. ; |

i An interview with the MDS Coordinator, on !

! 02/08/13 at 4:30 PM, revealad Resident #3 was l

. admilted on 11/26/12 with oxygen. She slated it ‘
was triggered on the MDS, but she just missed it : }
and did not develop a care plan for it. I

2 An interview with the Diractor of Nursing (DON}, ; !
' on 02/08/13 at 4:45 PM, revealed there should |
i have been a respiratory care plan implemented
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NAME OF PROYIDER QR SUPPLIER

SPRING ViEW HEALTH & REHAB CENTER, INC-

STREET ADDRESS, GITY, STATE, ZIP CODE
718 GOODWIN LANE
LEITCHFIELD, KY 42754

PROVIDER'S PLAN OF CORRECTION i

ss=p PROFESSIONAL STANDARDS

| The services provided or arranged by the fecility

musi mest professional standards of quelity.

This REQUIREMENT is not met as evidenced
by:

Based on observalion, resident and staff
interviews, and record review it was defermined
the facility failed to provide a regutarly scheduled
medicalion for one resident {#5}, in the selectad
sampis of 15, resulting In the resident not
recelving Pravastatin for 3 weeks.

Findings include:

_Arscord review revealed Resident #5 was
admitted to the facility on 01/21/13 with diagnoses

| to include Hypertension, Myacardial Inferction,

" and Hypercholesterolemia.

A review of Resident #5's admission orders,
dated 01/21/13, and January 2013 Medicatlon

" Administration Record revealed an order for

| Pravastatin 20 mg administered at the hour of
sleep, as needed for Hyperlipidemia, There was
! no evidence the admiiling nurse contacted the
admitting physician to clarify the order, This
resulted In the resident not recaiving the

! Pravastatin for the remaining 10 days in January.
A review of the February 2013 MAR, revealsd

* when the change over was made for the month of
February, the medication was left off of the

483.20(k)(3)()) SERVICES PROVIDED ;
MEET PROFESSIONAL STANDARDS |

It is the normal practice of Spring view Health
and Rehab to provide services or arrange for
services that meet professional standards of

quality.

Corrective Measures for thase Residents
identifled In the deficiency:

Resident # 5's physician was confacted by the
Director of Nursing on 2/8/13 and notified of the
request for a clarification order on Pravastatin.

;  An order was written for Pravastatin 20 mg po

I daily at bedtime on 2/8/13. No additional orders
I were given.

" Pravastatin 20 mg po at bedtime was ‘
¢ administered to Resident # 5 on 2/8/13 by the  §
l certificd medication technician,

How other residents who may have becn
ailected by this practice were identified;

i All residents physiclan orders were reviewed
l and compared 1o the Medication Administration !
Records by the Staff Development Nurse,
Director of Nursing, and LPN Supervisor. This
i was completed an 2/18/13 to verify sll orders
were transcribed cotrectly.

No issues were identified during the review.

(X410 SUMMARY STATEMENT OF OEFICIENCIES ! 0] ! (x5
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F 279 Conlinued From page 5 F 279 ,
i upon admission, i
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 2681
! ! F-281 '03/03/13
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res I mented m3
Pre 2-0¢C t

All licensed staff were reeducated on the
poticy and procedure for physician orders by
the Directar of Nursing, Staff’ Development
Nurse and LPN Supervisor. The Director of
Nursing will tie responsible to provide or
arrange for education for staff wha arc on
leave or unable to attend the education
sessfons.

All telephone orders will be brought to the
Daily AQA meeting and will be double
checked by the Director of Nursing, Staff
Development Nurse, and LPN Supervisor to
verify that all orders arc written correctly and
transcribed correctly.

The Dircctor of Nursing, Stafl Development
Nurse and LN Supervisor will double cheek
the physician arders and Medication .
Administration Records at the end of the
manth change aver for 6 months to verity
ongoing compliance.

Monitori ures t ain Op-goi
C .

A random audit of a minimum of & residents
{approx 10%) physlcians orders and
medication administration records will be
conducted to verify orders are written and
transcribed correctly. This witl be conducted
by the Director of Nursing, LPN Supervisor
and Staff Development Nurse, The audi will
be done monthly for 3 months.

The findings of the audit will be reported to
the Dircctor of Nursing for review and in
addition to the Quality Asscssment and
Assurance Commiitec {or review x 3 months.
If concerns are identified the duration or
frequency of the audit may be incseased and
or re-education/discipline may result.

f?dﬁ@ loa o f 78~
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February MAR by the 11-7 Charge Nurse which : !
resulted in the resident not receiving the ! !
Pravastatin far aight more days. l A
. An Interview conducted with the Director of
i Nursing (DON), on 02/08/13 al 1:30 PM revealed ; :
| the nurse who transcribed tha order to the MAR i
t should have catled and clarified the order with the :
! physiclan. The DON contacled the admitting
' physician and clarified the medication order. The '
physician gave a vercal ordar for Pravastatin 20
~mg at bedtime daily. The DON stated Resident
i #5 had not received the Pravastetin 20 mg for 18
: days. ;
F 332 483.26{m){1) FREE OF MEDICATION ERROR F 332 3/30/13
s5=D RATES OF 5% OR MORE F-a32 o

i The facility must enswre that it is free of
! medication error rates of five parcent or grealer,

| This REQUIREMENT s not mel as evidenced
' by:

Based on observation, interview, record review
and review of the faciiity’s policy/procadure, il was
determined the facilify failed to ensure it was {fres
of medication ertor rates of five (5} percent (%) or
' greater, Observations of four medication passes
with three Certifiad Medication Technicians {CMT)
and one Licensed Practical Nurse (LPN), on both
haliways and on two different shifts, revealed i
there ware 57 opporlunities with three medication
arrors, which resulted In a six percent (6%)
" medication error rate.

Fingdings Include:

| 483.25(m){|) FREE OF MEDICATION
ERROR RATES OF 5% OR MORE

i Tt is the normal pactice of Spring view Health
and Rehab to ensure the facility Is (ree of
medication error rates of five percent or greater. |

ryectiv es Reside ntified in

Resjdent # 17 was asscssed by the ficensed
nurse on 2/7/13 and did not have any scizure
activity, complaints, or adverse effects related 1o
the error. The physician was notifled end an

. order obtained lo give the Tritepial 600 mg upon
i arrival o the facility. The Trileptal was '

administercd by the nurse on 2/7/13 at 11:30am.

Resident # £8 The resident did not have any
. complatnis related to the Nystatin Swish and
i Swallow being given late on 2/6/13 as
1 documented by the licensed nurse, The i
| medication was located in the medication room
! by the staff development nurse and was
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; A raview of the facility's Medicalion Adminstration
! poiicy and procedure, dated 09/2010, ravealed

- *madications should he administered In

; accardance wilh written orders of the prescriber.”
! And "medications shoutd be given within 60
_minutes of the prescribed time frame.”

! 1. Arecord review rovaaled Residenl #17 was
" admitted to he facility with diagnoses of

] Dementla and a history of a Carabral Vascular
| Accident (CVA.)

1 A raview of the Fabruary 2013 physiclan’s orders

| and Medication Administration Record (MAR),
revealed an order for Trileptal 600 mliligrams

i {mg) per gastrostomy tuba (GT,) two times a day.

_ An observation and interview with LPN #5, during
| the madication pass, on 02/07/13 at 9:15 AM,

' revealed the LPN, did not adminlster Trileptal, as
- ordered, stating this was not in the medicatlon

; carl and the pharmacy would have to be

| informed.

_An Interview with LPN #5, on 02107413 at 12:00

i PM, revealed the Trileptat was stiil unavailabla.

' Sho stated the pharmacy was calfed, regarding
the missing medication and ithe pharmaciat statsd

i tha madication had been sent to he facility, on
02/08/13. The LPN stated she would need to cafl

_and inform the physician the maedication was not

| given.

2. Aracord review revealad Resident #18 was
i admitted 1o the facility, on 01/28/13, wilh a
I diagrosis of Chronic Obstructive Puimonary
" Disease (COPD.)

]
i
i
|

I

administered on 2/6/13 at 8 pm by CMT # | 10
Resident # 18. Resident # 16 was assesscd
ulilizing the self administration analysis form,
for self administration of medications on 2/7/13.
This was completed by the licensed nurse and
presented to the interdisciplinary tcam and was
determincd to be safe. The analysis was placed
in the medical record,

In addition, the resident wrofe a statement
gxpresaing the wish to self administer the nasai
spray only on 2/7/13. The resident did not voice
any unusual comptaints relating 1o the nasal
spray not being administered fuily in the nose.
The physician was notified of the occurrence
and an order was obtained on 2/7/13 by the
licensed nurse to allow self administration of the:
nasal spray for Resident # 16. This wss added to
the Interdisciplinary Care Pian on 2/7/13 by the
licensed nurse. !

CMT # 2 was re-sducated on 2/7/13 by the staff [
developroent nurse on self administration policy
and procedure. In addition was re-educated on
praper medication administration policy on |
2/11/13 by the Director of Nursing,

CMT # | was re-educated on proper medication
edministration utilizing the medicalion
administration policy on 2/11/13 by the
Director of Nursing.

LPN # 5 was re-cducated on proper medication
administration utilizing tho medication
administeation policy an 2/11/13 by the Dircctor
of Nursing.

ther idents Eden
Been :

Ma

Restdent residing on 100 and 200 ha}i have
the potentiat to be effected by the practice.
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F 332! Continued From page 8 F 332| F- 331 {cont) :
A roview of the 01/28/43 physiclan’s orders and ¢ Meas lemen tems

| Madication Adminiatration Record (MAR)

: vevealed an order for Nyatatin Swish and Swallow
. (for the treatment of Thrush,} o be given at five

| (53 milttters (m,) four (4} times a day.

| An observation during tha medication pass, on
02/06/13 at 4:47 PM, revealed Cerlifled

i Medication Technician (CMT) #1 failed to

| administer the medication and statad the

- medication "should ba defivered tonight.”

! Aninterview with the Director of Nursing (DON,)

; on 0210713 at 1:50 PM, revealed if a medication

! was not in the drawer, the stafl members should

_¢heck both wings and ensure the medicelion had

i not been ovarlooked and cail the "back-up

| pharmacy* and tell them what madication was

. missing and that the medicalion was needed
within one hour. If the medication had not amived

! at the facility within the hour, the staff member

: was 1o call the physician and oblain an order to

| give the medication whan avaliabla,

j 3. Arecord review revealed Restdent #16 was
admitled, on 12/28/11 with a diegnosis of

. Ostecarthritis and a history of & Partial

| Thyroldectomy.
A review of the physiclan's ordars for February

[ 2013, revealad an order for Flonase 0.05%,

, ordered lo be given as one spray, {o each nostrl,

! every 24 hours.

i An observation during a medication pass, on

| 02/07/13 at 3:45 AM, revealed CMT #2 gave the
. bottle of Fionaze to Resldent #16, who seif

| administered the medication and never fully

|

]

to Prevent Re-oscurrence:

Ali CMT'S and licensed staff will be ve-

| educated on proper medication ‘

| administration utilizing the medication
administration paliey. This was initiated on '

! 2711713 by the Director of Nursing,Staff I

I Developruert Nurse and LPN Supervisor and

+ will continue until ali stafl have been re-

{ educated. The Director af Nursing will be
responsible to provide or arrange education

| for staff on Jeave or unable to attend the

| session,

. All CMT'S and Llcensed staff will have a

l medication obscrvation conducted every 6 l
i months for 2 years, Then unnually ongoing

. thereafter (o verify ongoing compllance. This I
] will be conducted by the Director of Nursing,

" Pharmacy consultant, and stafT develapment

i nurse, l
4

!

Moniterin s Mal - ;
Compliance: ‘

Unannounced medication observations wifl d
! be conducted by the Staff Development I
I nurse, Pharmucy consultant, Director of
. MNursing on 3 different staff members per ‘
] maonth to include CMT'S and licensed
i nurses . The observations will be conducted

monthiy x 3 months to verify ongoing l
| compliance. The results will be reviewed by

the Director af Nursing and reported in the i
. monthly Quality Assessment and Assurance l
| Committee x 3 months. If any areas of
! concetn are identified the frequency and i
i duration of the abservations will be I
| increased. Re-cducation witl be provided on
' individual basis If Indicated. ;
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i

The facility must -
! {1} Procure food from sources approved or
" considered satistactory by Fedaeral, State or local
i autherities; and
' {2) Store, prepere, distribute and serve food
: under aanitary condilons
3

} This REQUIREMENT is no! met a3 evidenced

1 by:

; Based on observetion and Interview, it was

| dolermined the facility failed to store, prepare,

- distribute and aerve food under sanitary

. conditions. Observallons of the kitchen revealed
focd on the steam table ona hour and 45 minutes
* prior {o serving; a lerge plastic bag with

} approximately 20 heads of cabbage lying on the

STATEMENT OF DEFICIENCIES {X4) PROVIOER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} OAYE BURVEY
ANT! PLAN OF CORRECTICH IDENTIFICATION NUMBER: COMPLETED
A BUILDING
. WIN
185308 ik 02/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CTY, STATE, ZIP CODE
118 GOODWIN LANE
H R, |
SPRING VIEW HEALTH & REHAB CENTER, INC LEITGHFIELD, KY 42754
oy o SUMMARY ETATEMENT OF DEFICIENCIES HE™ PROVIDER'S FLAN OF CORREGTION [ om
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL " PRERX [EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC {0ENTIFYING INFORMATION} TAG CROSS-REFEREMCED TO THE APPROPAIATE DATE
3' : i DEFICIEMCY} l
1 I[ 1
F 332 | Continued From page 9 - F332, 1
placed the applicater tip in the nostrils, spraying i 3' :
! the side of hiser cheeke, with each brief spray. ! .
- An interview with CMT #2, on 02/07/13 8t 9:50 A l
E AM, revealed she gave the resident the applicator ; ;
" as tha resident would not allow staff to administer i ! !
1 the medication and staied {here wag no physician | : ‘
{ order for the resident to self-administer the ’ ; |
* medication. ; i
| An Interview with the DON, on 02/07/13 at 2:45 i | ;
! P, revealed the DON stated the resident had ; ]
 not been assessed for the seif-administration of | ' .
i the madication and should not have self ) |
administerad the medicalion. ; 1 i
F 371 | 483,35() FOOD PROCURE, L OF3M pap 03013
as<F | STORE/PREPARE/SERVE - SANITARY | 48335()FOOD PROCURE,

STORE/PREPARE/SERVE-SANITARY

1t is the normal practice of Spring view Health
and Rehab to store, prepare, distribute and serve:
fgod under sanitary conditions. :

Identified in the deflciency:

No residents were identified in the deficiency.

H her Res ho ma he
otentia flected identified: i

Residents who receive meal trays have the
potentlal to be affected by the practice. One |
resident was identified as rcceiving an enteral
feeding and does not receive a meal tray,

L
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i dumpster lids laft open and overflowing with
trash.

_Areview of the cansus and condition, dated

1 (2/06/13, revealed there were 65 residents in the
f building with ane of those residents being tube

1 fed and not utllizing the kitchen facilitles.

i Findings include:

' 1, An observation of the kilchen service area, on
02/08/13 at 10:00 AM, revealad the stoamar vat

; to contain Poltock Fish, prepared for the noon

| meal, with the tray line to start al 1145 AM,

. Aninterview with the Dletary Alde/Cock, on

| 02/08/13 at 10:05 AM, revealed the reason for

i placing the fish in the steamer was for the fish *to
' stay molst,”

i An interview with the Dietary Manager, on
02/08/13 at 10:40 AM, revealed the poicy of the

* {aciity was not lo have any food on the steamer

i mora than 30 minutes, prior to serving and she

! would have expecled this lo have baen folfowed.

2. An obsarvation of the kitchen, on 02J06/13 a1
10:35 AM, revealed approximately 20 heads of
| cabbage, in a targe clear bag, lying on the walk-in
" refrigerator fioor,

! An interviaw with the Dletary Manager, cn
! 02/06/13 a1 10:40 AM, revealed the delivery truck
fad just dropped off a load of vagelables and the

1 kitchen stalf stit neoded to bag the cabbage

| The Fish was immediately removed from the

! steam table, wrapped and placed in the gven

at 225 degrees.

Re-cducation of the Dictary Staff was

initiated 2/8/13 on no! placing any foad on

| the steam table more than 30 minutes prior to

* serving. This was conducted by the Dictary
Manager. The education will continue until

. alf Dictary StafT have completed the

| education. The Dietary Manager will be

I responsible to provide or arrange education
to any stafT member who is on leave or
unable to attend the scssions,

{ On 2/6/13 the cabbage in the large clear bag

! swas removed trom the refrigerator floor by
the Dictary Manager.

,  The Dictary Staff were re-educated on the

i delivery of food items being received to the
cooler freezer and dock area must be
promptly Jabeled, stored, dated and placed in

; the refrigerator. This was conducted by the

i Dictary Manager on 2/7/13. This will

i continue until ai! dietary staff have been re-
cducated, The Dictary Manager will be
responsible to provide or arrange for

I inservicing for staff on leave or unable 10

atiend the education sessions.

On 2/8/131the bags of frozen mixed
vegelables were sealed and the tids ol the

' boxes were closed by the Dictary Manager,
Re-education was initiated for the dictary

: staff on 2/8/11 that all food items must be

| kept seoled when not in & resealable

| container, The education was conducted by

" the Dietary Manager and will continue untif

i

I

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IO ENTIFICATION NUMBER: COMPLETED
A. BUILOING
185300 B.WNG 02/08/2013
NAME OF PROVIDER OR SUPPUIER ’ STREET ADDRESS, CITY, STATE, 2IP CODE
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(x4)10 SUMMARY STATEMENT OF DEFICIENCIES 1 ) PROVIDER'S PLAN OF CORRECTION s
PREFiX (EACH DEFICIENCY MUST OE PRECEDEO 8Y FULL ' PREFIX {EACH CORREGTIVE ACTION SHOULD BE ; co'-:)’:;rm
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‘ ! DEFICIENCY)
; i T
| ' |
F 371 | Contlnued From page 10 | F371 F.371 (cont) %
floor of the walk-in refrigerator; two boxes ] ;
contalning opened bags of frozen vegelablas In :
the freezer; mops stored on the floor and the | : :“ ur !T lemente Altered :
[l a rrdnce?
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T

F a7t ' Continued From page 11

" heads in Indlviduat bags, prior to placing them on

! the shelves. She also stated the dellvery drivers

" had baen made aware not lo leave such items on

i tha floor.

i 3, Observations of the walk-in freezer, on

| 02/06113 at 10:45 AM and 02/08/13 at 10:30 AM,
rovealed two boxes contafning frozen mixed

! vegetables, with the flaps of the boxes and the

" inside plastic bags, containing the vegetables,

| open to air,

!, An interview with the Dietary Manager, on

| 02/06/13 at 10:50 AM and 02/08/13 at 10:30 AM,
! revealed the opened bags shoutd have been

. secured to pravent freezer bum and the dietary

| staff had been trained to do this.

1 4. Qbservations of the mop and broom storage,

' on 02/06/13 at 10:50 AM and 02/08/13 at 10:30

. AM, revealed mops and brooms stored on the

; fioor. An overhead hanging rack, for the storage
of mops and brooms was mounted on the wall,

[ above the mops, and was emply.

i An interview with the Dietary Manager, on

[ 02/08/43 at 10:30 AM, revealed the storage area
had some recent maintenance work completed

| and just had the mounting rack reptaced. She

" stated she would have expecled the dietary staff

% to utilize the rack.

; 5, Observations of the dumpster area, on

| 02/06/13 at 10:50 AM and 02/08/13 at 10:20 AM,
revealed on 02/06/13, three out of eight iids to the

i dumpster were open, due to an overflow of trash

! and poorly fitting lids. On 02/08/13, one lid, out of

: eight was open and the container was almost

i

!

F371  F.371 (cont) |
all dictary staff have been re-educated. The

Dietary Manager will be responsible to

i provide education to any staff member who is !

I on leave or unable to attend the education :

. session.

; On 2/8/13 the map was removed from the mop |

I bucket by the Dietary Manager and placed on

the rack for proper storage.

| Re-education was initiated on 2/8/1 for the f

:  Dietary Staff in regards to the proper placement |

i of mops, brooms, dust pans and must be hung :

! up immediately afier use. This was conducted byl
the Dietary Menager, The re-education wili

i continue until alt Dictary Staff have been re- I

' educated. The Dietary Manager will be

. responsible to provide or arrange education for

i any staff member who is on leave or unable {o |
attend the education session.

The auditing of proper placement of mops,

| brooms, dust pans has been added to the kitchen

! audit toof and will be conducted drily by the
Dietary manager and Kitchen staff. i

On 2/6/13 the dumpster was emptied by the !

i Sanitation Department. New lids were placed on

| the dumpster by the Saniiation Department on l
2/6/13 and the lid closed. The dumpster fid was
re-closed on 2/8/13 by the Dictary Manager. |
Re-education for the Dictary Staff was initiated °

., 0m2/6/13 by the Dietary Manager (hat the ‘

|  dumpster lids must be closed at all times. This J

" will continue until all the staff are re-educated.

r The Dietary Manager will be responsible to {
provide or arrange for education for those on

' leave or unable to attend the education session.

i Re-cducation was initlated on 3/1/13 for the

i remaining disciplines in the facility on dumpstcr|

lids being closed at all times when not in use.

| The education Is being conducted by Dietary |

" Manager and Maintenance Director. The

i education will continue until all staff arg re- l

i educated. The Dietary Manager and

FORM CM5-2567{02.99) Pravious Yersions Chsolels
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F-371 (cont}

Maintenance Director wilt be responsible to
provide or arrange education for stalf on leave or
unable to attend the education session.

Monltoring Measures to Maintain On-going
Compliance:

The placement of food on the steam table will be
audited daily for one week by the Dictary Manager,
then 3 times per week for 4 weeks, then monthly 6
months to verify ongoing compliance. The resuits wilf
bz reporied the Quality Assessment and Assurance
Committee monthly x 6 months for review, If any
areas of concem are identified the frequency and or
duration of the audit may be increased. Re-education
will be provided en en individual basis if indicated.

A menitoring toof was developed and will be
completed on stock detivery days to the facility to
ensure that the produce is not placed on the
refrigerator floor, This was initiated on 2/12/13 by the
Dietary Manager. This will be ongoing and added to
the routine Kitchen auditing process and completed by
the Dietary Manager and Kitchen Stafl.

Auditing of the freczer was added to the Kitehen nudit
tool by the Dictary Manager on 3/1/13 and will he
checked daily ongoing by U Dictary Manager and
Kitchen staff to verify ongoing compliance with the
proper storage of frozen feods. The resulls will be
reporied the Quality Assessment and Assurance
committee monthly for 6 months for review and
further recommendations if indicated.

Manitoring for proper placement of mops, breoms,
dust pans, was added (o the Kitchen audit tool and will
be checked daily ongoing by the Dietary Manager and
Kitehen stalf to verify ongoing compliance,

Resufts will be reported to Qualily Assessment and
Assurance compnittee monthly for 6 months

for review and further recommendations if indicated.

Monitoring of the dumpsier to verify the lids are
closed and in good condition when not in use was
added to the kitchen audit tool. The dumpster iids will
be checked 3 times daily for 4 weeks, then daily
angoing thereafter. This was initiated on 2/8/13 by the
Dietary Manager. The audit will be completed by the
Dietary Manager and Kitchen stafY. The resuits witl be
reported to the Qualily Assessment and Assurance
Commiltee on a quarterly basis,

’oagy [Aa &b 15
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F 371 : Continued From page 12 F a74|
{ empty. ' l
i
| An Intarview with the Diatary Manager, en . : ;
| 02/08/13 at 10:30 AM, revealed several ; |
. disciplines utifized the dumpster area, yet they ‘ i
! had afl been ireinad to secura this area and ' !
 slated sha wou'd have expacted etafl to secure : ]
i the area. i i
F 441 | 483,65 INFECTION CONTROL, PREVENT F441' F-441 0y20/13
$8sD SPREAD, LINENS . INEE; TRO I
, J PREVENT SPREAD, LINENS

! The facllity must establish and maintaln an

* infaction Contra! Program designad ta provide a

| safe, sanitary and comfortable environment end

g 1o help prevent the development and transmission
of disease and infaction.

! {a} infection Cantrol Program

" The facillty must establish an Infection Control

1 Program under which it -

{ {1} Invesiigates, controls, and prevents infections

" In the faciiity;

; {2} Decides what procedures, such es isolation,

| should be apptied to an individual resident; and
{3) Maintains a record of incidents and corractive

I aclions ralated to infections.

: {b} Preventing Spread of Infection

. {1} When the Infection Control Program
determines {hat & resident needs Isalation to
prevent the spread of Infection, the facility must
isofate the resident.

! (2) The facilily must prohibil employees with a
_communicable disease or infected skin lesions

| from direct contact with residents or thair food, if
! direct contact will transmit the disease.

_(3) The facility mus! requise staff to wash their

; hands after each direct resklent contact for which

1

The facllity has an established infection control |
. program thet is designed to provide a safe, '
i sanitary and comfortable environment and to
help prevent the development and transmission !
of dig¢ase and infection,

 Correctlve Messures for those Reyidents |
i Identified jo the deficlency:

Resident # 3 's oxygen tubing was placed in a ‘
f plastic storage bag on 2/8/13 by the Director of |
Nursing for proper stotage.

i ho may hay n ]
‘ affecte his practice wer ified:

Twenly Twe residents {n the facility were |
i identified as utilizing oxygen by the Dircctor of
! Nursing on 2/8/13. All twenty two residents
. were reviewed to verify that all oxygen tubing |
| was propesly stored in a plastic bag. This was
! completed by the DON on 2/8/113.

| Measures Implemented gr Systems Altered '
o Prevent Re-ogcurrence;

i AN Nursing Staff wiil be re-cducated on the I
|
| |
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i hand washing is indicaled by accepted
professional practics.

{c}Linens

Pearsonnel must handle, sfore, procass and
iransport linens so as lo prevent the spread of
_infection.

; This REQUIREMENT is not met as evidenced
' by:

" Based on observation, staff interview and review
i of the facility's Clinical Practice guidelines, the

* facility failed to ensure infection control

" procedures were followed, regarding proper

! storage of oxygen lubing, for one resident (#3), in
| a selected sample of fifteen,

- Findings Include:

§ A review of the facllity’s Clinical Practice
Guidelines for Oxygen Therapy Cancentralor

i Set-Up, dated §1/01/2007, revealed if the

! sannula, mask, or ather device was not in use, it
should be stored in a plastic bag or container {o

| decrease risk of contamination,

|
A record raview revealed Resident #3 was

' admitted to the facility on 11/26/12 with diagnoses

i to include Hypertension, Heart Disease and
Chronic Edema,

I Observations of Resident #3's oxygen tubing, on
02/06/13 at 10:30 AM, 12:00 noon, 2:00 PM and

i 2:30 PM, on 02/07/13 al 9:45 AM, 1:35 PM, 3:00

i PM and 6:25 PM and on 02/08/13 at 9:15 AM end
2:15 PM revealed unbagged oxygen tubing was

i

Infection Control and Oxygen Therapy
concentrator set up Policy and Procedute
with emphasis ptaced an proper storage of
oxygen tubing. This was initiated on 2/11/13
by the staff development nurse, The
education wilt continue until alf staff are re-
educated. The Directar of Nursing will be
responsible to provide ar arrange for
education for any staff on leave or unable lo
atiend the scheduled sessions.

Manitoring Measures to Maintain On-going

mpli H

Audits of al} residents receiving oxygen wilk
have the tubing checked for proper storage in
a plastic bag. This audit will be conducted
daily x 4 weeks then 3 x per week for 4
weeks, then weekly thereafler x 6 months to
verify ongaing compliance with proper
storage of oxygen fubing. The audits will be
conducted by the staff developntent nurse,
LPN Supervisor and charge nurses,

Results of the audits will be reported to the
Director of Nursing for review. In addition
the results will be reparted to the Quality
Assessment and Assurance Committee x 6
months. If any concerns are identified, the
duration or frequency of the audit may be
increased. Re-education will be provided on
individual basis if indicated.
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F 441 | Conlinued From page 14

" obsarved lying in a chair on a soiled chux or on
" tha Noor.

]

| An interview with Cerlified Nurse Alde (CNA) #1
" and CNA #2, on 02/08/13 at 2:30 PM and 235
- PM respectlively, revealed ail oxygen tubing

| should be bagged whan not in use and ¥f found
; on the floar should ba thrown away and new

‘ fubing should be ohtalned,

. An interview with Stalf Development Coordinator,

| on 02/08/13 at 2:45 PM, revealad the staff have

' peen inserviced that when oxygen tubing Is not in
use it should be bagged In a plastic ¢lear bag and

j attached to the compressor or cylinder tank

! attached to the back of lha wheel chair. She

" stated “wa don't have a policy regarding tubing
storage, it's just our practice. The staff should

i have known fo bag the lubing If not in use, as
they have been inserviced on {t."

" An interview with the Director of Nursing (DON,)

. on 02/08/13 at 2:55 PM, revealad all staff have

{ been inserviced In tha proper storage of oxygen

" tubing when not in use. She stated she would
have expactad the staff ta have placed the tubing

: In a clear plastic bag and attached the bag to the

| compressor or cylinder tank on the back of the

" wheel chair. We don't have a pallcy regarding
storage of tubing, "its [usf our praclice.”

]

r

|
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K 000 : Continued From page 1 KCGO00: sybmission of this Plan of Correction does not
. Regulations, 483.70(a) et seq. (Life Safety from | constitute admission or agreement by the provider of
Fire). 3 the truth or the facts alleged or conclusions set forth in
‘ the Statement of Deficiencies. The ptan of correction is
. . . . | submitted solely because it is required by the provision
' Deficiencies were cited with the highest ! © of federal and state faw.
i deficiency identified at "F" fevel. ! . 3
K 018' NFPA 101 LIFE SAFETY CODE STANDARD K018| K-018 P

58=D

5 Doors protecting corrider openings in other than

- required enclosures of verlical openings, exits, or

t hazardous areas are substantial doors, such as

i those conslructed of 1% inch solid-bonded core

' wood, or capable of resisting fire for at least 20

- minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke, Thereis

! no Impediment to the closing of the doors. Doors

" ara providad with a means sultabie for keeping

i the door closed. Dutch doors meeting 19.3.6.3.6

| are permitted.  19,3.6.3

i Rolter latches are prohibited by CMS regulations
| in alt health care facilities.

l
This STANDARD is not met as evidenced by:
: Based on observation and interview, it was
! determined the facility failed to ensure doors
: protecting corridor openings ware constructed 1o
| resist the passaga of smoke In accordance with
! NFPA standards. The deficiency had the
. potential to aflect one (1) of four {4) smoke

i

|

It is the normal practice of Spring view Health
and Rehab Center to ensure doors protecting
corridor openings are constructed to resist the
passage of smoke in accordance with NFPA
standards.

Corrective Measures for those Residents
identified in the deficiency:

No residents were identified in this deficiency

How other residents who may have been

ected by this practj re identified:

Residents in 1 of 4 smoke compartments have
the potential to be affected by the practice.

Measures Implemented or Systems Altered
to Prevent Re-gceurrence;

New duors were ordered on 2/7/13 for rooms
#103,108,113,114, and 115 by the
admyinistrator. The new doors will be |
installed by 3/20/13 by the Maintenance .
Direetor,

A new latch was placed on reom # 116 by the
Maintenance Director on 2/27/13.

All remaining doors in the facility were
checked on 2/7/13 by the Maintenance
Director to verify no other doors were in ’
need of r¢placement. None were identified.
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K 018} Continwed From page 2

compartments, raesidents, staff and visitors. The
facility has seventy one (71) cerified bads wilh a
cansus of sixty five {85) on tha day of the survey.

The findings include:

Observation, on 02/07/13 between 9:00 AM and
2:00 PM, with the Maintenance Director revealsd
 the corridor doors to rooms #103, #108, #113,
t #114, and #1415 had a gep at the top of the door
» that would not resist the pasaage of smoke.
! Further observation revealad the corddor door to
; room #116 would not latch when tasted,

Interview, on 02/07/13 between 9:00 AM and 2:00
PM, with the Maintenance Direclor revealed he

1 was not aware the doors had a gap too lage.

! Further interview rovealed he was not aware the
deor to room #1168 would not laich.

_Interview, on 02/07/13 at 2:00 PM, with tha

. Administrator revealed sha was eware of the

" requiremant for cosridar doors; howaver, she was
* not aware of the doors that had teo larga of a gap
; at the top or the door lo rcom #116 would not

* latch.

i Referance: NFPA 101 {2000 edition)

H

ii 19.3.6.3.1* Doors protecting comidor openings in

| othet than required encicsures of vertical

: apenings, exits, or hazardous areas shall ba

" substantial doors, such as those constructed of
13/4-In, (d.4-cm) thick, solid-bonded core wood
or of construction thet resiats fire for not fess than
20 minutas and shall ba constructed ta resisl tha

- passage of smoke. Compllance with NFPA 80,

{ Standard for Flre Dooars and Fire Windows, shatt

K018 K018 (cont)

- The Maintcnance Director was re-educated
1 on 3/4/13 by the sdministrator on the
requirement af gaps on corridor doors to

resident rooms.

Mouitoring Measures {9 Malntaln On-going.
Comptiance:

The Maintenance Director or Mainlenance
asalstant witl audit all the corridor doors o
the resident rooms once very quarier ta
verify a gap has not occurred at the top of the
doar, The resuits of the audit will be reported
to the administrator and to the Quality

Assessment and Assurance Commiltee ona
quarterly basis to validate ongoing

|
|
|
i

compliance for a minimum of one year. i
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K018 Continued From page 3

| not be required. Clearance between the boltom

: of the dcor and tha floor covaring not axcasding

: 11In.(2.5 cm) shall be permitted for corridor

. doors,

: Exeepllon No. 1: Doors to leilet rooms,

* bathrooms, shower rooms, sink closats, and

* gimnilar

. auxiliary spaces that do not contain flammable or
. combustible meterials.

! Exceplion No. 2 In smoke compartments

i protected throughout by an approved, suparvised
i automatic sprinkler system in accordance with

1 19.3.5.2, the door construction requiremants of

; 19.3,6.3.1 shall not ba mandatory, but the doors
ahalf be constructed fo resist the passage of
smoke, '

19.3,6.3,2* Doors shal ba provided with a means
suitable for keaping the door closad that Is

i accaptable to the authorlly having jurisdiction,

! The devics used shail ba capable of keeping

tha door fully closed iIf a force of 5 ibf (22 N) Is
applied at the latch edge of the door. Rolfer
tatches shall ba prohibited on coridor doors in
buildings not fully protectad by an approved
automatic sprinklor system In accordance with
NFPA

standards.

K 0251 NFPA 101 LIFE SAFETY CODE STANDARD i
85=E '
Smoke barrlers ara constructed to provida at !
+ least a one half hour fire resistance rating in

| accordance wilth 8.3. Smcke barriers may

.| terminate al an alrlum wal!, Windows ara

protected by fire-rated glazing or by wired glass

panels and stesf frames. A minimum of two

separate compartments are provided on ¢ach

floor. Dampers are not raquired in duct

penetrations of smoke barrers in fully ducted

K025° K023 03/5/13

it is the normal practice of Spring view Health
and Rehab Center to maintain smoke barriers
that would resist the passage of smoke belween
sinoke compartments in accordance with NFTA
standards,

i Corr for those n

identified In the deficiency;

No residents were identified in this deficiency. |
i
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K025 Confinued From page 4 K025, K025 (cont)

heallng, ventilating, and air conditioning systems.
119.3.7.3, 18.3.7.5, 19.1.6.3, 19.1.6.4

Thig STANDARD is not met as evidenced by:
Based on observalions and interview, it was
determinad the facillty (ailed to malntain smoke
barriers that wouid resist tho passage ¢f smoke
between amoke compariments in accordance

' with NFPA standerds. The deficiency hed the

| potentfal to affect three (3) of four {4) smoke

: compariments, residents, stell and visitors. The
facllity Is certified for seventy one {¥1) beds with &
census of sixty fiva (65) on the day of the survey.

* The findings include:

i Observations, on 02/07/13 batwean 8:0¢ AM and

9:00 AM, with the Malntenance Director revealed
the smoke barriers, extending sbove the ceiling
had penstretions of pipes and the use of unrated
materal, The penetrallons were not flled with a

! material rated equal lo the partition end could not

! rasist the passage of smoke, The smoke partition
located by room #118 had been seated with
unrated expanding foam. The smoke partition

; localed by restoralive dining had a penetration

t around the maln sprinkier pipe.

AM, with the Maintenance Director revesled he
was not aware of the penetraiions.

Interview, on D2/07/13 at 2:00 PM, with the
Administrator revealed she was aware of the
requiraments for smoke battiers but not awere of

interview, on 02/07/13 between 8:00 AM and 9:00

| been

Hav other residenty who may haye bren
affected by this practice were Identified:

Residents in 3 of 4 smoke compartments have
the potentia! to be alTected by the practice, I

Measures Inaplemented or Systems Alfered

10 E[g!gm Re-occurrence;

The smoke partition located by room #118
was rescabed with red fire caulk on 3/1/13,
The penetration located by the restorative
dining area around the malin sprinkler pipe
was repaired with red fire caulk on 3/t/13,
These repairs were completed by the
Maintenance Director.

All remaining smoke barriers were checked
on 2/7/13 by the Maintenance Director and
no issues were identifled,

The Malntenance Director was re-cducated
by the administrator on 3/4/13 on wilizing
the required caulking for penctrations and no
arcas of penetration can be present,

ing Measures to Maintain On-goin

Complinnce;

The smoko barriers will he audited monthiy
by the Maintenance Director and the
Maintenance employee to validate ongoing
compiiance that proper cautking is being
utilized and no srcas of penetration are
present. The results will be reported to the
Quality Assessment and Assurance
committee for review for one year to verify
ongoing compliance,
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COMPLETION

K025

K 027
SS5=E

Continued From page 5
the penetrations.

Reference: NFPA 101 {2000 Edition}.

8.3.6.1 Pipes, condulls, bus ducts, cables, wires,
air ducls, pneumnatic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shali be protacted as
follows:

: {a) The space between the penstrating itam and
the smcke barrier shall

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

§ 2. Be protected by an approved davice designed
" for the specific purpose.

{b) Where the penetrating item uses a sleeve to
pengirate the smoke barrier, the sleave shall ba
solidly set in the smoke barrer, and the space

. between the item and the sleeve shall

1. Be filled with a matlerlal capable of maintaining
i the smoke resistance of the smoke barrfer, or

- 2, Be protected by an approved device dasigned
for the specific purpose.

{c) Where designs take transmission of vibration
into consideration, any vibration Isolation shall

1. Be made on either side of the smoke barrier, or

| 2. Be madea by an approved device designed for
| the specific purpose.
" NFPA 10t LIFE SAFETY CODE STANDARD

| Door openings In smoke barriers have at least a
20-minute fire protection rating or are al least

i 1¥%-inch thick solid bonded wood core. Non-rated

i protective plates that do not exceed 48 inches

! from the bottom of the door are permitted.

. Horizontal sfiding doors comply with 7.2.1.14.
Doors are self-closing or automatic closing in

i accordance with 19.2.2.2.6. Swinglng doors are

i
]
K025

K027 K027

- Tt is the normal practice of Spring view Health

I and Rehab Center to ensure that cross -corridor

! doors will resist the passage of smoke in
accordance with NFPA standards.

0375113
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K 027 : Continuod From page 6 K027, K-027 (cont)

not required to swing with egress and positive
- falching is not required.  19.3.7.5, 19.3.7.6,
“19.3.7.7

This STANDARD s not met as evidenced by:
Based on observation and interviaw, it was -
determined the facility failed {0 ensure cross
-corridor doors located in a smoke barrler would
resist the passage of smoke in accordance with
NFPA standards. The deficiency had the
potential to affect three (3) of four (4) smoke
compariments, residents, staff and visifors. The
facility is certified for seventy one {71) beds with a
census of sixty five (85) on the day of the survey.

Tho findings include:

Observation, on 02/07/13 at 1:38 PM, with the
Maintenance Director revealed the two {2) sets of
cross-corridor doors, focated [n the Main Hall
would not close completely when tested. This was
dua to the doors not having a coordinator to
ensure the door without the t-astragal would close
first after the initial close,

Interview, on 02/07/13 at 1:38 PM, with the

' Maintenance Director revealed he was nol aware
- the doorg needed a coordinator {0 ensure the

- doors would close properly in the event of an

- emergency.

interview, on 02/07/13 at 2:00 PM, with the

_ Administrator revealed she was not aware the

. doors needed a coordinalor to ensure the doors
would close properly in the event of an

: emergency.

Corrective Measures for those Residents
identifled in the deflciency:

No residents were identified in this deficiency.
H her residen
flected is practice were {dentified:

Residents in 3 of 4 smoke compartments have
the potential to be affected by the practice,

Measures Implemented or Systems Alfered

to Prevent Re-occurrence:

The two sets of cross-corridor doors located
in the main hall had coordinators installed by
the Maintenance Director on 3/4/13 to ensure
the door without the (-astragal will close first
after the initial close,

! The Maintenance Director was re-educated

' by the Administrator on 3/4/13 on the
requirement for doors to have a coordinator
to ensurc doors would close in the event of
an cmergency.

Monjtoring Measures to Maintain On-going
Compliance:

}
i
The Maintenance Director will audit alt the i

cross- corridor doors to ensurc that all are self .
closing, latch independently of each other and
resist the passage of smoke. This will be
conducted on a monthly basis ongoing. The
results will be reported the Quality Assessment |
and Assurance Committee for one year to verify |
ongoing compliance. i
1
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; ;
K 027 Continued From page 7 ! K 027!
f i
! . . i |
NFPA Standard: NFPA 101, 19.3.7.6*. Requires ; ! '
, doors in smoke barriers to be self-closing and ’ )
I resist the passage of smoke. | I
| Reference: NEPA 80 (1999 Edition) ! | |
| 2-4.1 Closing Devices. §
! 2.4 1.1 Where there is an astragal or projecting | t
i latch bolt that | '
! prevents the inective door from closing and i : |
latching before 8 | !
i the active door closes and latches, a coordinating i : :
! device shall ' I ’
. be used. A coordinating device shall not be | ‘
required where ' ; ’
_ @ach door closes and latches independently of i ! |
i the other. | i
K 020’ NFPA 101 LIFE SAFETY CODE STANDARD ‘ K 029] K-029 |03r5113
88=D|
One hour fire rated construction (with 34 hour : Corrective Measures for those

; fira-rated doors) or an approved automatic fire

: extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When

| the approved automatic fire exlinguishing system

. option Is used, the areas are separated from
other spaces by smoKe resisting partitions and

’ doors. Doors are self-closing and non-rated or

' fietd-applied protective plates that do not exceed

| 48 inches from the bettom of the door are

' permitted.  19.3.2.9

i
This STANDARD s not met as evidenced by:
Basad on observation and interview, it was

| identified in the deflciency:

idents I

i

i No residents were identified in this deficiency. |

| Howo reslden may h

p

affected by this practice were identifled: l

the potential to be affected by the

! Residents in 2 of 4 smoke compartments have

practice. |

' Megasures Implemented or Systems Alte

to Prevent Re-pceurrence:

! On 2/12/13 the 100 hall Janitor closct, 100

' hatl clean room, Server Room, and the 200 |

|‘ the Maintenance Director and the

Maijntenance empinyes

Hall Housekeeping Supply Room had Setf-
closures installed. These were instalied by .
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 determined the facilily falled to meet the

; requirerments of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potentiat to affect two {2) of

: four {4} smoke compariments, residents, staff
and visitors. The facliity is certified for seventy
one (71} beds with a ceneus of sixty five (65) on
the day of the survey. The facllity faifad to
provide self-closing devices for daors proteoling
hazardous areas,

The findings include;

Obsarvation, on 02/07/13 betwesan 9:00 AM and
2:00 PM, with the Maintenancs Director revealed
roems raquired to be self-closing or conteining a
hazardous amount of combustibles did not hava
self-closing devices o keep the door closed, The
rooms identified as hazardous requldng a
self-dosing device were the 100 Hall Janitor
Closat, 100 Halt Clean Room, Server Room, and
the 200 Hall Housekeeping Supply Rocm .

Interview, on 02/07/13 between 9:00 AM and 2:00
PM, with the Maintenance Diractor revealed he
was not aware the doors to these rocms ware

; requlred to be self-closing.,

Interview, on 02/07/13 at 2:00 PM, wilh the
_ Adminisirator revealed she was aware of the
roaquirameants for doors protecting hazardoys
- areas.

10413

t Dcors in barriers required 1o have a firo
resistance rating shall hava a 3/4-hour fire
protection rating and shall be self-closing or

| aulomatic-closing In accordance with 7,2,1.8.

|

K-029 (cont}

The Maintenance Director was re-educated
on the requirement for self-closers for roams
protecting hazardous combustibles on 3/4/13
by the Administrator.

Monitoring Measures fo Maintain On-going

Raoms that centain hazardous combustibles
will be monitored to verify that self closures
are present on the doors. This witl he
¢onducted monthly by the Maintenance
Director and the Maintenance cmployee. The
results of the findings will be reported to the
Quality Assessment and Assurance
committee for a minimum of one year to
validate ongoing compliance.
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Refarence:
NFPA 101 {2000 Edition).

. 19.3.2 Protection from Hazards. .
19.3.2.1 Hazardous Areas. Any hazardous areas
shafl be safeguarded by a fire barrfer having a

- 1-hour fira rasistance rating or shall be provided

+ with an automalic extingulahing system [n

. accordance with 8.4.1, The automatic

. extingulshing shalf be parmitted to be in
accordance with 19.3,6.4, Whera the sprinkier

- option is used, the areas shall ba separated
from other spaces by smoke-rasisting partitions
and doors, The doors shall ba self-closing or
automatic-closing, Hazardous araas shall
include, but shafl not be restricted to, tha

: following:

i {1) Boller and fuelfired heater rooms

" {2) Centralfbulk taundries larger than 100 ft2

. (8.3 m2)

{3) Paint shops

! {4) Rapair shops

(5) Solled linen rooms

(6} Trash collection rooms

{7) Rooms or spaces largar than 50 A2 (4.6 m2),

Including repair shops, used for storage of

combustible supplles

and equipment in quantities deemed hazardous

by the authorily having jurtediction

(8) Laboratories empioying flarnmable or

combustible materials in quantities less than

: those that would be considered B severa hezard.

| Exceplon: Doors In ratad enclosuras shall be

{ permitied to have nonrated, factory or

| field-applied

! protediive plates extending not more than

i
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" 48 in. (122 cm} above the botiom of the door,
K 045 NFPA 101 LIFE SAFETY CODE STANDARD K045 K-045 03/5/13
$8=0 . .
i oo : ; It is the normal practice of Spring view Health
i
I litlemination of means of egress, including exi ! and Rehab Center to ensure oxlts were equipped

| discharge, Is arranged so that fallure of any single
lighting fixture {bulb) will not leave the area In
darkness. (This does not refer o amergency

{ lighting in accordance with section 7.8,) 19,28

This STANDARD is not mei as evidencad by:
Based on observation and inlerview, it was
, datermined tha faciiily failed to engure exils were
_equipped with Jighling in accordance with NFPA
1 standards, The defclency had the potentiatto
! affect one (1) of four (4) smoka compartmenis,
residents, slaff and visitors, The facility is cedilied
| for seventy one (71} bads with a census of sixty
i five {65) on the day of the survey.

' The findings include:

Obaarvation, on 02/07/13 at 1:05 PM, with the
Maintenance Diractor revaaled an extedor exit
: with only one light bulb outside to light the egress
! path. The exit with only one light was located next
l to room #215,

! Interview, on 02/07/13 at 1:05 PM, with the
Maintenance Direclor ravaaled he was not aware

. the exit did not hava the required dlumination for
egrass lightlng.

interview, on 02/07/43 at 2:00 PM, with the
- Administrator revealed she was not aware the
* exit did not have the required Ilumination for
|

Identified In the deflclency:

with lighting in accordance with NFPA
standards.

No residents were identified in this deficiency.

How other residents wha may have heen
affected by this practice were (dentified:

Residenis in 1 of 4 smoke compartments have
the potential to he effected.

A Imp! r Systemy Alter:

. 19 Prevent Re-occurrenge;

¢ The Hght by the exit doar by roont ¥ 215 had
* a dual light installed on 2/12/13 by the

|
|
|

The Maintenance Director was re-educated

by the Administrator on 3/4/13 on the
requirement for illumination of means of

egress Is arranged so that fajlure of & single !
light will not leave the see in darkness. i

Monltoring Measures to Malntain On-going
Campllgnee;

All lighting by the exlis for egress will be
monitored quarterly by the Maintenance i
Director to verify ongoing compliance. The
audit results will be reported to the Quality
Asscssment and Assurance Committee
quarerly for | year.

Maintenance Director. i
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|
K 045? Continued From page 11
egress lighting.

Reference; NFPA 101 {2000 Edition)

| §9.2.8 llumination of Means of Egress.
Means of egresa shell be llluminated in
accordance with Section 7.8.

7.8 ILLUMINATION OF MEANS QF EGRESS
7.8.1 General,

7.8.1.14*

lilumination of maans of egress shall be provided
in accordance with Section 7.8 for every building
and structure whare requived in Chaptars 11
through 42. For the purposes of this requirement,
exit access shall include only designated stairs,

. misles, corridors, ramps, escaletors, and-

of this requiremant, exit discharge shalt inctude
only deslgnated stairs, aistes, corridars, ramps,
; escalalors, walkways, and exit passagewnys
| leading to a public way.
17.8.1.2
{Humination of means of egress shall be
| continuous during the time that the conditions of
{ occupancy require thal the means of egress be
: availebla for uge, Artificial lighting shalt be
. employed at such locations and for such periods
of ime as required to meintaln the ilumination {o
the minimurn criteria values herein specified.
: Exception; Automatic, motion sensor-typa
lighting switches shall be permitted within the
means of egress, provided that the ewitch
controllers are equipped for fall-safe gperation,
the tllumination timars are sel for a minlmum
15-minute duralion, and the motion sensor is
activaied by any occupant movement in the area
served hy the fighting units.

passageways ieading to an exit. For the purposes

K 045

|
]
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K 045 | Continued From page 12 ‘ K 045 i
7813 _ :

The fleors and other walking surfaces within an

exit and within the portions of the exit eccess and

exlt discharge designated in 7.8.1.1 shall be

Hluminated to values of at least 1 f-candie {10

- lux) measurad at the floor.

. Exceplion No. 1: In assembly occupancles, the

. iluminalion of the floars of exit access ahall ba et
{aast 0.2 R-candla {2 lux) during periods of :
performances or projections involving diracted '

light,

- Exception No, 2*; This requirement shalf not

apply where operations or processas raguire fow

Hghting levels. '

7814

Required ilflumination shall be arrangad go that

the failura of any single tighting unit does not

result in an illumination level of Ipss then 0,2

ft-candle (2 lux) in eny designated area. ) )

K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K046 K046 -03/5/13
SS=F

1
it is the normal practice of Spring view Health
and Rehab Center ta test emergency lighting in
accordence with NFPA standards.

Emargancy lighting of at least 134 hour duration is i
provided in accordance with 7,9.  18.2.9.4.

ures for fdents

ntifled In the defi :

No residents were idendified in this deficiency.

This STANDARD s not met as evidencad by:
. Based on observation, and interview it was
determined the facility falfed to test emergency
fighting in accordance with NFPA slandards. The
deficiancy had the potantial to affect four (4} of
four {4) smoke compartments, residents, staff
and visitors. The facility Is cartified for seventy
one {71) beds with a census of sixty fiva {(65) on
the day of the survey, The facilily failed to provide
amergency battery lighting far tha transfar switch
i focated Inside the building,

her h been
affect ractive were iden :

Residents in 4 of 4 smoke compartmenls have
the potential to be affected by the practice.

FOAM CW3-2507(02-99) Pravicus Varslons Chciete Event H0; 35021 Factiy 3 100148 if continuatien sheo) Pago 13 ¢f 23




PRINTED: 02/22/201)

DERARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENY OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PUAN OF CORRECTION JOEHTIFICATION NUMBER: COMPLETER
A BUILDIG 01+ MAIN BUILDING 01
B. WINQ
183309 02/07/2013
NAME OF PROYIDER OR SUPPLEER STREET ADDRESS, CITY, STATE, 2IP CODE
T o
SPRING VIEW HEALTH & REHAB CENTER, INC 18 GOODWIN LANE
LEITCHFIELD, KY 42754
(X410 SUMMARY STATEMENT OF DEFICIENCIES . 0 PROVIDER'S PLAN OF CORRECTION | o)
PREFIK (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE | camPLEnoN
TAG t REGULATORY OR LSG IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE L
; : DEFIGIENCY) ;
]
K 046 | Continued From page 13 {0 KO048! K-046 (cont) !
| The findings include: ‘ i ‘
i ! Measures Implemented or Systeras Altered
| Observation, on 02/07/13 at 8:50 AM, with the to Frevent Re-gecurrence:

| Malntenanca Directer revealed tha facility did not
1 have documentation for monthly testing, or the

| annuel lesting of emergency battery lighting

i tocated in the facility.

Interview, on 02/077/13 al 8:50 AM, with the
Malntenance Director revealed he was nol eware
documentation was to be kopl on emergency

. battery light fesling.

Interview, on 02/Q7/13 at 2:00 PM, with the
Administrator revealed she was not awaro of the
reguirement for emergency battery light testing.

Reference; NFPA 101 (2000 edition)

{for not {ess than 11/2 hours In the event of fajlure
of normal lighting, Emargency lighting facilitles
shalt be arranged to provide inlisl iflumination
that is not lass than an average of 1 R-candle {10
{ux) and, at any poinl, not less than 0.1 fl-candle
{1 ux), measured along the path of agress al

: floor level. Ilumination levels shalt be permlited {o

decline 1o not lass than an average of 0.6

- fi=candie {6 lux) and, at eny point, not less than
- 0.06 R-cendle (0.8

: fux) atthe end of the 11/2 hours. A
maximum-to-minimum illumination uniformity
ratio of 40 to 1 shall not ba exceeded.

7.9.3 Pariodic Tesling of Emergancy Lighting
- Equipment. A functionai test shali ba conducted
| on every required emergency lighting system at
; 30-day intervals for not foss than 30 seconds, An

* annual test shall be conducted on gvary required

|
e

7.9.2.1* Emergency illumination shall be provided

Testing for the emergency lighting for the
facility was completed on 2/20/13 by the
Maintcnance Director, An audit tool was
developed for testing to be conducted for 30
seconds monthly and also annually. The
Maintenance Director was ce~cducated by the
administrator on 3/4/13

on the requirement for documentation of
testing of emergency lighting in the facility.

[toring Mensures afntain On.gol

Compliance:

The Maintenance Director or Maintenance
cmployee will conduct the emergency
lighting teating in the facility monthly and
annually. The results will be documented on
the Maintenance audit tool,

Results of the audits wii! be reported to the
Quality Assessment and Assurance
Committee on a monthiy basis and will
continue far & minimum of 1 year to verify
ongoing compliance.
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K046 ' Continued From page 14 K048’
 battery-powered emergency lighting system for
! not lass than
11/2 hours. Equipmenit shall be fully operational
; for the duration of the test. Written records of '
! visual inspections and tests shalf be kept by the
ownar for inspection by ihe authority having
jurisdiction,
Exception: Self-testing/self-diagnostic,
bettery-operated emergency lighting equipment
ihat automatically performs a test for not less
than 30 seconds and diagnostic routine not less
than once avery 30 deys and Indicates fallures by
a status Indicator shall be exempt from the
30-day functional test, provided that a visual
inspection is performed at 30-day Intervals.
K 047 | NFPA 101 LIFE SAFETY GODE STANDARD K047! 1 ogy 03/5/13
58=D !
Exit and directional signs are displayed In It is the nomal practice of Spring view Health
accordance with section 7.10 with continuous and Rehab to ensure exit signs are maintained in

; lluminalion also served by the emergency tighting
“system.  19.2.10.1

This STANDARD is not met as evidenced by:
Based on observation and interview, It was

- determined the facility faited to ensure exit signs
were maintained in accordance with NFPA
standerds, The deficiency had the polential to
affect one (1) of four (4) smoke compariments,

" residents, staff and visitors. The facility Is certifled
for seventy one (71) beds with a census of sixly

_ five {65) on the day of the survey. The facility

" failed to ensure exits were clearly recognizable

" with proper exit signage.

' The findings include:

b

|
|
|
|

accordance with NFPA standards.

Lorrestive Measures for these Residents
identifled in the deficiency;
No residents were identified in this deficiency.

How other residents who may have been
i h i ntified;

Residents in 1 of 4 smoke compartments have
the potential to be affected by the practice.

Measures Implemented or Systems Altered ;
to Prevent Re-occurrence:

1
H
The electrician was contacted by the |
Maintenance Director and has been |
contracted to install proper exit signage |
above the doors in the kitchen this was |
completed on 2/28/13. Alf exit doors were i
checked on 2/7/13 1o verify that the '
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K 047 | Continued From page 15 K047! K-047 (cont)
Observation, on 02/07/13 &t 1:17 PM, with the appropriate exit doors had signage posted
Malntenence Director revested the exit doors °R:°’ cd“"uec;i';’; S‘:a’; ‘:;ﬂ;:‘:;‘:g‘:’;;" Diccctor.
io;:;tei;n t‘!;e KI!ch;n di‘: not '::: v:; an exit s;gn " Maintenance Director by the administrator on
fnct;?nlz:blgor maxing the path of egress cieary 3/4713 on the requirement for proper exit
. . sigdage.
E sipdage
Interview, on 02/07/43 at $:17 PM, with the r in ures to Maintain O
Maintenance Director revealed he was not aware 1 Compliance:

the exits did not hava proper gignage. 3 ,

| The exit signage in the facility will be audited
Interview, on 02/07/13 at 2:00 PM, with the . by the Meintenance Director or Maintenance
Administrator revaaled she was not aware the +  cmployee on a monthly basis angoing to

o verify compliance.
- exils did not have proper signage. The results of the audit will be reported 1o the

Quality Assessment and Assurance

. Referenca: NFPA 101 (2000 editton) :  Committee monthly for a minimum of | year.
7.10.1.2* Exits. Exits, other than main exterlor : i
exit doors : i
that obviously and clearly are identifiable as exits,

- shali be i

! marked by an approved sign readily visible from .

 any direction ' i
of exit access. !

K 054 | NFPA 101 LIFE SAFETY CODE STANDARD KOS4| pos4 PRTLIIR,
§8=F |

Ali required smoke detectors, Including those Tt is the normal practice of Spring vicw Health
activaling door heid-open dovices, ere approved, and Rehab Center to ensure thal smoke detectors

| mainteined, Inspected and fosted in accordance are inspected and tested in accordance with

! with the manufacturer’s specifications,  9.6.1.3 NFPA standards.

I ¢+ Corrective Me hose Residents

i : jdentifled in the de Ly:

i N

. This STANDARD s not met as evidanced by: : . . R e . ;
! fi fi .

| Based on smoke detector testing record revie No residents were identified in this deficiency

" and Interview, i was determined the faciily failed | How other residents who may have been
- to ensure smoke detectors ware Inspected and : . affected i i fled:

- testad In accordance with NFPA Stendards. The i

FORM CMS-2347{02-93} Prenfous Versiona Chsolale Evan! 10:38VG21 Faciity D 100145 {f continuation aheet Page 16 ol 22
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K 054 : Continued From page 16

! deficiency had the potential to affect four (4} of

; four {4) smoke compariments, residents, stafl

_ and visitors. The facility is certified for sevanly
one (71} beds with a census of aixty five (65) on

K054 K-054 (cont)

Residents in 4 of 4 smoke comperiments have
the potential to be affected by the praciice.

Alt
- the day of the survey, The facliily falted to ensure . . ta P":mglm_;gmrre“c:. £
“that tha battery powered smoke detectors in the ;
tacilily were being property tested and cleaned. i All smoke detectors in the facility were

tested and cleaned on 2/20/13 by the
Maintenance Direcior and the Maintenance
employee.

An audit tool was developed for weekly
testing and monthly cteaning of all smoke
detectors ta be completed by the Maintenance
Director and Maintenance employee.

The Maintenance Director was re-cducated
on 03/4/13 by the Administrator on the
requiremeni for conducting proper testing
and cleaning of smoke detectors and
maintaining documentation. ;

The findings include:

| Smoke detsctor lesting record review, on
02/07/13 al 9:20 AM, with the Maintenance
Director, revealed tha facility falled to provide
dacumentation of Smoke Detector weekly testing
or monthly cleaning of ihe battery operated
smoke delectors focated throughout the facliity.

Interview, on D2/07/13 al 9:20 AM, with the
: Maintenance Director revealed he was not aware

* the facility was raquired to keep documentation : anjtori res to Ma n-go
on the battery operated emoke deteclors, : ~ Compliance;

All smoke detectors in the facility will be
tested weekly and monthly clcaning
conducted and documented on the audit too
by the Maintcnance Director and
Maintenance employec to verify that all
smoke detectors are cleaned monthiy and
tested weekly,

. Intarviaw, on 02/07/13 al 9:20 AM wilh the

i Administealor, revealed she was not aware of the
i requirement.

i

| Reference: NFPA T2 (1999 ed.}

i 7-4.1 Firg afarm system equipment shall be

j maintained In The results will be reported in the monthly
| accordance with the manufacturer ' s Instructions. Quality Assessment and Assurance
i Tha fraquency committce for onc year to verify ongoing
i of maintenance shall depend on the type of compliance.
* equipment : v :
and the local ambient conditions. : : '
I;;JSS NFPA 101 LIFE SAFETY CODE STANDARD K 058i K-056 03/20/13

 IFthere Is an aulomalic sprinkter system, it is i t It is the norma) practice of Spring view Health

! Installed in accordance with NFPA 13, Standard : ¢ and Rehab Center to ensure the building has a i

| H H
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SUMMARY STATEMENT OF DEFICIENCIES

for the Instaliation of Sprinkler Systems, to

; provide complete coverage for all portions of the

" building. The system Is properly maintained in
accordance with NFPA 25, Standard for the

. Inspection, Testing, and Malntenance of

. Water-Based Fire Protection Systems, It is fully

i supervised. There Is a reliable, adequate water
supply for the system. Required sprinkler
syslems are equipped with water flow and tamper

| Switches, which are electrically connected to the

| building fire alarm system.  19.3.5

| This STANDARD is not met as evidenced by:
Based on observation end interview it was

| determined the facllity falled to ensure the

E bullding had a complete sprinkier system

! Instailed, in accordance with NFPA Standards.
The deficiency had the potential {o affect one (1)
of four (4) smoke compariments, residents, staff

- and visitars. The facility is certified for seventy

| one {71} beds with a census of sixly five (65) on

the day of the survay. The facility falled to ensure

the sprinkler heads were not blocked by fight

! finturas,

- The findings include:

Observation, on 02/07/13 at 1,40 PM, with the
Maintenance Director revealed a sprinkler head
was blocked by a light fixlure focaled in the room
#203, and the bathroom of room # 201,

[ Interview, on 02/07/13 at 1:40 PM, with the
Maintenance Diractor revealed he was not aware
I'of the blocked sprinkler head.

K 056i K-056 {cont)

H

| complete sprinkler system installed in
| accordance with NFPA standards,

Corrective Measures for those Resldents
identified in the deflciency:

How other residents who may have been

ffe is practice were ldentified:

Residents in 1 of 4 smoke compartments have
the potential to be affected by the practice,

Measures Implemented or Systems Altered
to Prevent Re-occurrence:

The sprinkler heads will be replaced by the
fire sprinkler company by 3/20/13 (o prevent
blockage of the sprinkler heads in room #203
and the bathroon: in #201.

All sprinklers in the facitity were audited by
the Maintenance Director on 2/7/13 to verify
that other sprinkler heads were not blocked
by lighting fixtures. A monthly audit tool
was developed for auditing of sprinklers to
ensure no blockages are present.

The Maintenance Director was re-educated
by the Administrator on 3/4/13 on the
requirement for proper placement of
sprinklers so as to prevent blocking of
sprinkler heads,

No residents were identified in this deficiency.

41D D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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Interview, on 02/07/13 at 2.:00 PM, with the
Adminlstrator revealed sha was not eware of the
blocked sprnkier head.

Reference: NFPA 13 (1999 Editlon) 5-13 8.1

i Actual NFPA Standard: NFPA 101, Table 19.1.6.2

! and 19.3.5.1, Existing healtheare facilitias with

* construction Type V {111) require complate

. sprinkler coverage for all parts of a fecllily.
Actug! NFPA Standard: NFPA 101, 12.3.5.1.

. Whare required by 19.1.6, health care facilities
shali be protected throughout by an epproved,
supervised automatic sprinkler system In
accordance with Saction 9.7,

Actual NFPA Standard; NFPA 101, 9.7.1.1, Each
automatic sprnkler systam required by another

. saction of this Code shall be in accordance with

* NFPA 13, Standard for the Installation of Speinkler

i Systems.

i Actual NFPA Standard: NFPA 13, 5-1.1. The

| requiremants for spacing, location, and position
of sprinklers shall be based on the following
principles:

l {1) Sprinklers installed throughout the premises

; (2) Sprirklers localed 5o as not to exceed

% maximum protection araa per sprinkler

, {3) Sptinklers positioned and fogated so as o
provide salisfaclory performance with respect to
activallon tima and distribution.

: Reference: NFPA 13 {1999 ed.)
5.5.5.2.2 Sprinklars shall be positioned In
accprdance with
the minimum distances and spaclal exceptions of
Sections 5-6
through 5-11 so that they are located sufficiantty

j
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K056 Continued From page 18 ' K 056
" away from

; obstructions such as truss webs and chords, ;
. pipes, cofumns, ‘ i
i and fixtures, .
| Table 5-6.5.1.2 Positioning of Sprinkiers o Avoid
" Obstructions to Discharge (SSU/SSP)

|

Maximum Allowable Distance ) ;

Distance from Sprinklers to of Deflector :
 above Bottam of i
| Side of Obstruction {A) Obstruction {in.}

i (B
'Less than 1 ft 0

1fttolessthan 1 R 6 in. 2172

1ft6in. to less than 2 f 31/2 i

2 ft to less than 2 ft 6 in. 5112 i
"2t6in. toless than 3 ft 71/2 i
,3ftolessthan 3 ft 6 in, g1/2 ?

"3ft6in. totessthend ft 12

4 fttoless than4 ft 6 in. 14

4ft6in.tolessthan5 It 161/2

5 ft and greater 18 ) i

For Sl units, 1 in. = 25.4 mm; 1/ = 0.3048 m. ; '

Note: For (A) and (B), refer to Figure 5-6.5.1.2(a). 3

Reference: NFPA 13 (1988 ed.} :

5-6.3.3 Minfmum Distance from Walls. Sprinklers

shall be located a minimum of 4 in. {102 mm) !

from a wall, :
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062; K-062 03720013
88=D i . . ; . :
Requlred automatic sprinkler systems are I Itis the normal practice of Spring view Health

and Rehab Center to maintain the sprinkler

i continuously maintained in reliable opereting System In aceordance with NFPA siandards

i condition and are inspected and tested

periodically.  19.7.6,4.6.12, NFPA 13, NFPA 25, | Correctlve Measures for those Restdents

9.75 ; id ¢d in the defici :

No residents were identified in this deficiency.
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K 062 Continued From page 20

I

]

| This STANDARD is not met as evidenced by:
Based on observatlon and inlerview, it was

determined the facilify falled to maintain the

sprinkler sysiem In accordance with NFPA

standards. The deficiency had the potential (o

affect two (2} of four (4) smoke compariments,

residents, staff and visilors, The facllity is cortified

for seventy one {71) beds with a census of sixty

five {65) on the day of the survey. The facllity

| faited tn ensure sprinkler heads located were not

blocked by curtains which prevented the water

- pattern from fully developing.

The findings include:

Obsarvalion, on 02/07/13 between 9:00 AM and
2:00 PM, with the Maintenance Director revealed
the sprinkler heads located in rooms #104, #115,
! #116, #1418, and #214 were blocked by privacy
_curtains when the curtains were not in use and

! stored against the wall.

_Interview, on 02/07/13 between 9:00 AM and 2:00

! PM, with the Malntenance Director revealed he

“ was not aware the curtains were blocking the
sprinkler heads when in the stored position.

i Interview, on 0/07/13 between 9:00 AM and 2:00
PM, with the Administrator revealed she was not

. aware the sprinkler heads were blocked by the
privacy curtains when in the stored position.

Reference: NFPA 13 {1999 Edition)

i §-5.5.2* Obstructions to Sprinkler Discharge
_Pattern Development.

,5-5.5.21 Continuous or noncontiguous

!

K 032! K-062 (cont)

|
i

t How ofher residents who may have been
. affected by this practice were identified:

Residents in 2 of 4 smoke compartments have |
the potential to be affected by the practice. :

Measures Implemented or Systems Altered

rence:

i Preve -gc

The privacy curtain tracks in rooms #104,

# 105, #1186, 118, #214 had a clip installed
i in the track to prevent the privacy curtains
! from being pushed back to far when not in

use and blocking the sprinkler heads. This

was completed on 3/8/13 by the Maintenance
k Director.

All rooms in the facility were checked {o
verify no other sprinkler heads were blocked
¢ by the privacy curtains on 2/7/13 by the
E Maintenance Director.

' The Maintenance Director was re-educated

. on the requirement that sprinkler heads must

i be in & position to avoid cbstruction by the
Administrator on 3/4/13.

i Monitoring Measures to Maintain On-golng
Compliance:

All sprinklers in the facility will be audited
monthly on an ongoing basis by the

{ Maintenance Director and Maintenance
employee to verify sprinklers are free from
blockage. ;
' The findings wilf be reported to the Quatity |
i and Assessment and Assurance Committec

on a quarterly basis for 1 year to validate
ongoing compliance. |
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OF DEFICIENCIES (X1} PROVIDER/SUPPUIER/CELA

{CENTIFICATION NUMBDER;

183309
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8. WING
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RAME OF PROVIDER OR SUPPLIER
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STREET ADDREBS, CITY, STATE, ZIP CODE
718 GOODWIN LANE

LEITCHFIELD, KY 42734

Elaclricel wiring and equipment is in accordance
- with NFPA 70, National Electrical Code, 9,4.2

This STANDARD is not met as evidencad by:
Based on observation and interview, it was

detarmined the faclity failed {o ansure electrical

; wiring was maintained In accordance with NFPA

: standards. The deficiency had the potentlal to

. affect two {2) of four {4) smoke compartments,

. residents, staff, and visitors. Thae facility is

- eertifiod for seventy one {71) beds with a census

+ of sixty fiva (65} on Ihe day of the survey. The

" facilily failad to maintain proper space around
electrical panels, and proper use of aquipment

. requiring a ground fault outlet,

- The findIngs inciude:

. Observalions, on 02/07/13 batwaan 9;00 AM and
: 2:00 PM, with the Maintenance Director revealed
| storage in frant of electrical paneis localed In the
+ Machanical Room outside of the Kltchen. Further
| abservallon revealed a hydrocollator lecated in

i tne Therapy Storage Room was not plugged into
. @ ground faull protected outiet.

" Interview, on 02/07/13 between 9:00 AM and 2:00

, PM, with the Malntanance Director revealed he

It is the normal practice of Spring view Health
and Rehab to ensure efectrical wiring is
maintained in accordance with NFPA standards,

Corrective Measures for those Resjdents
jdentified in th H

No residenta were identified in this deficiency.

How other residents who may have been,
affected by this practice were identified;

Residents in 2 of 4 smoke compartments have
the potentiaf to be affected by the praciice.

Measur r m3 Altered

Prevent Re-occurrence:

The storage in front of the electrical panels
located in the mechanical room outside of the
kitchen was removed on 2/8/13 by the
Dietary Manager and Maintenance ¢employee,
A ground fault protected outlet was instalied
in the therapy storage room on 2/12/13 by the
Maintenance Director,

The Meintenance Director was reeducaled on
storage requirements by slectrical panels and
proper use of equipment requiring a ground fault
outiet by the Administrator on 3/4/13.

Horing Meay a Mal
Compliance:

i -0

The mechanical room outside the kitchen will
be audited monthiy for 6 months by the

{X4}1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COURLETION
1A REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE QATE
DEFHCIENCY)
K062 Continued From page 21 i K 082
obstructions less Than or equal to 18 in.
{457 mm) below the sprinkigr doflector
That prevent the pattern from fully developing
: shalt comply With 5-5.5.2.
Ks;d? NFPA 101 LIFE SAFETY CQODE STANDARD K147 1 t47 03813
g
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was not aware the atorage in the Mechanizal
Room was oo closa to the slactrical panels.
Further Intordew revealed ha was not aware the
hydrocotlator was (o be plugged Into & ground
fault protected outial.

taintenance Director to verify that there is

no starage near the electrical panels.
Equipment will be audited in the facility on a
monthiy basis for 6 months to verify that
equipment {5 utilized in & proper ground fauly
outlet by the Maintenance Director or
Maintenance employee.

The findings of the audits will be teported to the
Quality Assessment and Assurance Committee
monthly 1o verify ongoing comptiance for &
minimum of 6 months,

Interview, on 02/07/13 at 2:00 PM, with the
Administrator revealed she was aware of the
requirements for storage around elactrical pangls,
but was not aware the hydrocollator was not
plugged Into a ground fault protected outlet,

Reference: NFPA 99 {1999 edition)
3-3.21.2D

Mintmum Number of Receptactes, The number
of receptaclas shell be determined by the
Intended use of the patient care area. Thete ahall
ba sufficlent recaplacles focaled so as to avold
the need for axlension cords or multiple oullet
adapters. : t

110-26. Spaces

Abaut Electrical Equipmant. Suflicient access .
and working space shail be provided and ! ;
maintained around all elactic equipment to i
permit roady and sefe operation and maintenance
of such aquipment. Enclosures housing electrical
apparatus that are controlled by iock and key
shalt be considered accessible to qualifiad
persans, :
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