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A review of the Comprehensive Care Plan, dated
02/13/13, revealed staff should serve Resident
#18 a Therapeutic Diet {with no dark green leafy
vegetables and no added salf}.

An observation of the lunch meal, on 02/26/13 at
1:05 PM, revealed the meal card instructions
revealed Resident #18 should not receive dark,
green, leafy vegetables. Observation of Resident
#18's plate revealed Resident #18 was served
spinach,

2. Arecord review revealed Resident #21 was
admitted to the facility with diagnoses to include
Afrial Fibrillation, Hypertension, and
Cardiomyopathy.

A review of the Comprehensive Care Plan, dated
04/25/12, revealed staff should provide diet as
ordered.

A review of the Physician's Orders, dated
02/2013, revealed an order for no green leafy
vegetables.

An observation of the junch meai, on 02/26/13 at
12:51 PM, revealed the meal card instructions
stated Resident #21 should not receive dark
green leafy vegetables. An observation of
Resident 21's plate revealed the resident was
sarved spinach.

An interview with State Registered Nurse Aide
(SRNA) #3, on 03/01/13 at 2:20 PM, revealed
there was a double check system in place to
ensure residents recaived their meals and
assistive devices as ordered. She stated the -
Kitchen staff was supposed to check the trays
with the meal card when the frays ware prepared

have the potential to be affected.

3) Dietary staff were inserviced
related to dietary instructions on
the tray cards. There will be a
designee assigned to review each
meal prepared at the point of
service in the dining rooms.

4) Residents with green, leafy
vegetable restrictions will be
inonitored by the dietitian through
the QA process by monitoring five
of the affected resident’s meals on
Monday, Wednesday and Friday
for one week, the following
Tuesday, Thursday for one week.
Five residents who receive
coumadin will be monitored
monthly thereafter. If the monthly *
QA process identifics a concern, all
dietary and nursing staff will be
reinserviced.

5) Correction completion date:
4/10/13
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and nursing staff was supposed to check the
trays with the meal card when the trays were
served to the residents.

An interview with the Dietary Manager, on
03/01/113 at 2:42 PM, revealed the facility staff
should have checked the meals cards to the trays
for accuracy before delivering the meal trays to
the residents.

An interview with the Registered Dietician, on
02/28/13 at 3:42 PM, revealed the physician's
orders should have been followed related o the
residents’ diet orders. The staff who prepared the
plates should have reviewed the meal card and
followed the instructions on the card.

An interview with the Director of Nursing, on
03/01/13 at 2:14 PM, revealed staff should have
checked the meal cards with the frays before the F309
trays were served to the residents to ensure the —
residents had received the ordered diet.

F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 309 :
$8=D | HIGHEST WELL BEING 1) To ensure care plans were )
followed for the residents #18 and |

Each resldent must receive and the facility must #21 affected by the deficient i

provide the necessary care and sarvices to atiain
or maintain the highest practicable physical,
mental, and psychosoclal well-being, in

practice, dietary staff were

|
; ; . | ’
inserviced one on one regarding |
I

accordance with the comprehensive assessment following tray card instructions
and plan of care. which are derived from the care
plans.

2) All residents taking Coumadin

have the potential to be affected b
. H - 3 y
This REQUIREMENT is not met as evidenced this practice.
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Based on observation, interview and record
review it was determined the facility failed provide
the necessary care and services to attain or
maitain the higest practicable physicial, mentat
and psychosocila well-being , in accordance with
the comprehensive assessment and plan of care
for two {2} residents (#18 and #21}), in the
satectad sample of sixteen {16) residents.
Observation of the noon meal revealed the facility
served Residents #18 and #21 spinach even
though there was a physician order for the
residents not to receive green leafy vegetables
due lo the effect the vegetables can have ona
rasidents’ prothrombin time (blood clotting time})
and the residents were on Coumadin {biood
thinner).

Findings include:

1. Arecord review revealed Resident #18 was
admitted to the facility, on 02/06/13 with diagnosis
to include Metabolic Encephalopathy, Atrial
Fibriftation, Malaise and Fatigue, Encephalopathy,
Hypertension, Hypoxemia and Acute Kidney
failure.

A review of a physician's order, dated 02/2013,
revealed Residant #21 was ordered Coumadin 3
mg. and 4mg. alternating every other day and
should not receive dark, green, leafy vegetables.

A review of the Comprehensive Care Plan, dated
02/13/13, revealed staff should serve Resident
#18 a Therapeutic Diet {with no dark green leafy
vegetables and no added sait).

An observation of the lunch meal, on 02/26/13 at
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Coumadin orders. Dietitian will
ensure tray card instructions are
accurate for no green, leafy
vegetable restrictions as it relates to

resident’s care plans,

4) The dietitian will monitor five
residesnts monthly who take
coumadin to ensure that care plans
are in place as it relates to leafy
green restrictions. These five

residents tray cards will be

reviewed to ensure the tray card
reflects the restriction. The
monitoring of five residents will
continue monthly. If a problem is
identified through the QA process,

the responsible department
reinserviced.

5) Correction completion date:

3/29/13

will be ‘

|

33943
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1:05 PM, revealed the meal card instructions
revealed Resident #18 should not receive dark,
green, leafy vegetables. Observation of Resident
#18's plate revealed Resident #18 was served
spinach.

2. Arecord review revealed Resident #21 was
admitted to the facility with diagnoses to include
Atrial Fibrillation, Hyperlension, and
Cardiomyopathy.

A review of the Comprehensive Care Plan, dated
04/25/12, revealed staff should provide diet as
ordered.

Acreview of the Physician’s orders, dated
0212013, revealed an order for Coumadin 2 mg.
every day and no green leafy vegetables.

An observation of the lunch meal, on 02/26/13 at
12:51 PM, reveated the mea! card instructions
stated Resident #21 should not receive dark
green leafy vegetables. An observation of
Resident 21's plate reveated the resident was
sarved spinach.

An interview with State Regislered Nurse Aide
{SRNA) #3, on 03/01/13 at 2:20 PM, revealed 3
there was double check system in place to
ensure residents received their meals and
assistive devices as ordered. She stated the
kitchen staff was supposed to check the trays
with the meal card when the irays were prepared
and nursing staff should check the trays with the
meal card when fhe trays were served to the
residents.

An interview with the Dietary Manager, on
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03/01/13 at 2:42 P, revealed the facility staff
should have checked the meals cards for
accuracy hefore delivering the meal trays to the
residents.

An interview with the Registered Dietician, on
02/28/13 at 3:42 PM, revealed the physician's
orders should have been foliowed related to the
resident's diet order. The staff who prepared the
plates should have reviewed the meal card and
foliowed the instructions on the card. She siated
the reason the physician ordered no green leafy
vegetables was because the residents’ were on
Coumadin and the consumption of the green
leafy vegetables had the potential to affect the
resident's prothrombin time blood levels.

An interview with the Director of Nursing, on
03/01/13 at 2:14 PM, revealed staff should have
checked the meal cards with the frays before the
trays were served fo the residents to ensure the
residents had received the ordered diet.

F 323| 483.25(h) FREE OF ACCIDENT F 323 1323
ss=D | HAZARDS/SUPERVISION/DEVICES !
The facility must ensure that the resident 1) Resident #17 was no longer on
anvironment remains as free of accident hazards the low air loss mattress, thercfore, ’

as Is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

no corrective action was taken at
this time.

2) Any resident with a physician
order for a low air loss mattress has
This REQUIREMENT is not met as evidenced the patential to be affected by this
by: practice.

Based on ohservation and interview it was
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bruise on the tefl outer 3hin and a raised firm
area to the left forehead. X-rays were obtained
with negative results. Further record review
revealed there was no evidence the facility
assessed for the risks with the use of the low air
loss alternating matiress.

A review of a Falf Log and Post Fall Assessment,
dated 02/13/13 at 7:00 AM, revealed Resident
#17 was found on the floor next to the bed and
sustained an abrasion to the left knee. Further
record review revealed there was no evidence the
facility assessed for the risks with the use of the
fow air loss alternating mattress.

A review of a Post Fall Assessment, dated
02/15/13 at 12:30 AM, revealed Resident #17
was found on the floor a third time beside the bed
and heal/air condition unit. The resident
compiained of a headache and had a skin tear to
the right arm. Neuro checks were ordered and a
steri strip was applied to the skin tear. The air
mattrass was replaced with a perimeter mattress
at that ime. Further record review revealed
Resident #17 has had no falls from the bed since
the mattress was removed.

An interview with the Direclor of Nursing {DON}), ¥
on 03/61/13 at 1:45 PM, revealed the facility
assessed for the need of a specially air mattress
but did not conduct an assessment for the safe
use of an alternating air mattress that included
identified risks verses benefits. The DON stated
Resident #17 was removed from the altemating
air matiress because they thought the resident
was hearing the air movement in the matlress.
She revealed Residant #17 had not fallen from
the bed since the matiress was removed.
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determined the facility failed to ensure the
resident environment was free of accident
hazards as is possible for one (1) resident (#17},
not in the selected sample of sixtean (16}
residents. The facility failed to ensure there was
a system in place for an assessment for the safe
use of a low air loss alternaling air matiress for
Resident #17. Resident #17 sustained three falls
by the bed which resulted in minimal injuries.

Findings include:

1. Arecord review revealed Resident #17 was
admilted to the facility with diagnoses to include
Syncope, Malaise and Fatigue, Ischemic Heart
Disease, Psychosis, Dementia and Congestive
Heart Failure. A review of a Minimum Data Set
{MDS) quarterly assessment, dated 12/12/12,
revealed the facility had assessed the resident as
severely cognitively impaired, non-ambulatory
and required extensive assistance with bed
mobility and transfers.

A review of the Skin Breakdown Care Pian, dated
01/16/13, revealed stalf had identified shearing to
the upper left buttock of Resident #17. Further
review revealed on 02/05/13, the facility identified
a Stage lil to the left upper buttock and an
intervention was initiated for a low alr loss
alternating matiress to bed; however, review of
the record revealed there was no evidence the
facllity assessed the resident for the risk and
benefits refated to the use of the low air loss
afternating matiress.

A review of a Fall Log, dated 02/07/13 at 2:35 .
PM, revealed Resident #17 was found on the
floor next to the bed. The resident sustained a

order Tor a low air loss mattress
will be assessed for risk vs. benefit
prior to initiating the use of said
device. If the mattress is deemed
inappropriate, the physician will
be notified with the assessed
concerns.

4) To ensure the low air loss
mattresses are properly placed, an
assessment for risk vs. benefit will
be completed before
implementation by the nursing
staff. Mattresses will be
reassessed again within 24 hours
for the risk vs. benefit of its use,
then weekly for the duration of its
use. Reinservicing will take place
with the appropriate staff, inthe
event any concern is identified
during the assessment process.

5) Correction completion date:
3/29/13
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F 369 | 483.35(g) ASSISTIVE DEVICES - EATING
55=D | EQUIPMENT/AJTENSILS

The facility must provide special eating equipment
and utensils for residents who need them.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined the facility failed to
provide an adaptive cup with two handles for one
(1) resident (#22), not in the selected sample of
sixteen (16} residents.

Findings include:

A record review revealed Resident #22 was
admitted lo the facility with diagnoses to include
Diabetes Meliitis, Congestive Heart Failure, and
Osteoarthrosis.

A review of the Comprehensive Care Plan, dated
10/10/12, revealed staff should provide an
adaptive cup with two handles with meals for
Resident #22,

Observation of the nocn meal on 02/26/13 at
12:51 PM, revealed Resident #22's meal card
revealed the resident required the use of an
adaptive cup with two handles. Observation of
Resident #22 during the noon meal revealed the
resident was drinking from regular cups and there
was no adaptive cup noted on the meat iray.

An interview with the Dietary Manager, on
03/01/13 at 2:42 PM, revealed the staff was
expecled to check and foliow the meal cards
regarding adaptive devices. She stated in order

SUPERIOR CARE HOME
PADUCAH, KY 42001

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY)
1°369
F 369

1) Resident #22 was assessed by
therapy to determine if the adaptive
cup was still needed. The
equipment was discontinued and
therefore removed from the
residents care plan and tray card.

2) Any resident requiring special
adaptive equipinent or utensils have
the potential to be affected by this
practice.

3) Therapy will provide a log
listing all dietary adaptive
equipment monthly and PRN, as it.
changes, to the dietitian. The
dietitian will use the log to ensure
the resident care plans and tray
cards are correct. Dietary staff has!
been inserviced regarding \
providing adaptive equipment per
the tray card instruction at the
resident ineal. Nursing has been
inserviced regarding the tray card
instruction to ensure the correct
adaptive equipment is available to
the resident.
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SUMMARY STATEMENT OF GEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION

(X5)

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, inferview and review of
the facility's policy/procedure it was determined
the facility failed to ensure food was stored,
prepared and served under sanitary conditions.

Dating Food Items

1) Prepoured glasses of beverages;
and prepared fruit plates, etc. will |
be dated at point of preparation,
then refrigerated.

2) All residents have the potential
to be affected by this practice.

éﬁ?ﬁ& {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG iDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE AFPROFRIATE DATE
DEFICIENCY}
F 369 | Continued From page 9 F369; 4) Three resident’s requiring
for an adaptive device {o be changed or not used, adaptive equipment for meals will
speech therapy would have to reassess the be checked weekly by a dietitian
resident. for two weeks and then monthly
An interview wilh the Registered Dietician, on through the QA process.
02/28/13 al 3:42 PM, revealed the Speech
Therapy Depariment determined the need for
adaptive devices for a resident and the dietician 5) Correction completion date:
entered the information on the meal card. She 3/29/13 .
stated the staff should have reviewed the meal 31943
cards prior to the delivery of the meal tray to
ensure the adaptive equipment was on the tray.
An interview with the Director of Nursing, on
03/01/13 at 2:14 Pi, revealed staff should have
checked the meal cards with the trays before the
trays were served to ensure the resident received
the appropriaie adaptive devices.
F 371 | 483.35(i) FOOD PROCURE, Far1| F371
§S=F | STORE/PREPARE/SERVE - SANITARY
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e e vt onias one regarding dating prepoured
ems in the refrigera ni u . " ,
9 drinks and fruit plates, etc. A

A frash can was observed without a lid and
touching a food preparation counter. Frozen
chicken pieces were ocbserved lefi out for forty
minutes and then returned to the freezer. A build
up of dust was observed on areas of the ceiling
over the steam fable and the food preparation : .
area, and on the ceiling vents and the pot and 4) ASSlgned personnel on each
utensil rack over the food preparation area.
Additicnally the free standing oven was observed

follow up inservice has been
completed as well.

. - i
shift will check daity to ensure food '
and drink items are dated properly.

with a build up of grime on the door surface as A monthly QA check will be done
well as a build up of food debris between the to ensure appropriate follow up as
glass panels of the oven door. well

A review of the facility's Census and Condition, .

dated 02/26/13, revealed there were 79 residents 5) Correction completion date:

in the facility and one resident received tube 3/29/13

feedings.

Findings include: Dietary Cleanliness

1. Observations during the Initial tour of the
kitchen, on 02/26/13 at 10:00 AM revealed:

f
1} All areas of concern have been'

A. Pre-poured glasses of chocolate milk, cleaned thoroughly.

orange juice, apple juice and tea, a conlainer of , il
pureed fruit, three fruit plates, two contalners of 2) All residents have the potentia \

jello, a plate with cheese, letiuce, tomatoes and to be affected by this practice.
{unch meat and four small safads not labeled and
dated in the refrigerators.

B. A build up of dust on the areas of the 3) Additional personnel have been

ceiling over the steam table and the food hired and new cieaning schedules

preparation area, and on the ceiling vents and the have been implemented.
pot and utensi rack over the food preparation
area,
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C. Abuild up of grime on the door suiface
as well as a buitd up of focd debris between the
glass panels of the oven door of the free standing
oven.

An interview with the Dietary Manager, on
02/26/13 at 4:30 PM and 02/27/13 at 9:30 AM,
revealed the free standing oven was cleaned as it
was used and a deep cieaning was done every
three months. The Dietary Manager stated she
was responsible for overseeing the cleaning and
there was a cleaning schedule but it was not
being used now because the Registered Diefician
had them and was changing them. She revealed
the cellings in the kifchen were to be maintained
by the maintenance depariment and gave no
explanation of how maintenance staff knew when
to clean them.

An interview with the Registered Dietician (RD),
on 02/28/13 al 3:40 PM, revealed she expecled
the kitchen staff to ensure areas in the kitchen
were clean.

2. Observation of meal preparation area, on
02/26/13 starting at 11:30 AM, revealed a trash
can positioned partly underneath a food
preparation counter. The trash can was
overflowing with trash that was several inches
above the top of the can and touching the food
preparation counter. The overflowing trash
consisted of food items and empty food
packaging. Aflattened card board box that had
contained a chicken product was observed lying
on top of the counter near the trash can. Further
observation during the meal fray preparation, at
12:20 PM and at 12:38 PM, revealed a kitchen
staff member brought meat to the same counter

(%4) ID
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR £5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DRTE
DEFICIENCY}
F 371 i . . .
Continued From page 11 F 371 4) Cleanliness will be monitored

monthly through the QA process to
snsure results are maintained.

5) Correction compietion date:
3/29/13

Oven Cleanliness

1) The oven has been cleaned.

2) All residents have the potential
to be affected by this practice.

3) Additional personnel have been,
hired and new cleaning schedules *
have been implemented.

4) Cleanliness will be monitored
monthly through the QA process to
ensure results are maintained.

5) Correction completion date:
4//8/13
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and ground it in the food processor which was
tocated on the counter.
3. Areview of the facility's palicy, titled Frozen 1) The lid was replaced on the
Food Safety, no daie, revealed * in keeping with trash can and the card board was
the guidelines for food safety, frozen foods are disposed. Trash will be taken out
safe as lang as the food has not gotten warmer as needed throughout the day.
than forly degrees for more than two hours.
Therefore it is the policy of this facility when deep 2) Allresidents have the potential
frying frozen foods (for example Chicken Fried to be affected by this practice.
Steaks or breaded frozen vegetables} it is the
best practice to return the product to the freezer
between ba ing "
8an batch cooking 3) All dietary staff has been
Observation of meal preparation, on 02/26/13 at inserviced one on one and at a
12:20 PM, revealed a kitchen staff placed pieces follow up inservice related to the
of frozen chlckeq from a pia.st‘lc bag into the deep trash and the removal of all boxes
fryer and then laid the remaining pieces of frozen from the area
chicken in the plastic bag next to the deep fryer. '
At 12:30 PM, a staff member placed additional
chicken pieces into the deep fryer and again laid
the bag with the remaining pieces of chicken ?EX! 4) Cleanliness will be monitored
to the deep fryer. The pieces of chicken remained . :
lying next to ir}:e deep fF;yer untit 1:00 PM. momh’}_l the Ough the QA‘process to
Interview with the Dietary Manager, revealed it ensure results are maintained.
was "not the best practice" to leave the chicken
pieces out and returned the chicken pieces io the
freezer. 5) Correction completion date: '
o ) o 3/29/13
An interview with the Registered Dietician (RD},
on 02/28/13 at 340 PM, revealed frozen meat
should be returned to the freezer and not left out
between batch cooking. Frozen Food Safety
F 441 483.65 INFECTION CONTROL, PREVENT F 441
88=D | SPREAD, LINENS
The facitity must establish and maintain an !) D“?tary tanager was mserw?ed
Infection Control Program designed to provide a regarding frozen food safety policy.
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safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a} Infection Controt Program

The facility must establish an infection Controf
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procadures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preveniing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isofation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional praciice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced-
by:
Based on observation, interview and review of

(X4} {0 SUMMARY STATEMENT QOF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 441 | Continued From page 13 F441| 2) All residents have the potential

to be affected by this practice.

3) All dietary staff has been
inserviced one on one and at a
follow up inservice regarding
frozen food safety. The policy
related to frozen food safety has
been reviewed.

4) Food temperature will be taken
by the cook through the batch
cooking process to ensure food
does not exceed 40 degrees in a
two hour period.

5) Correction completion date;

3/29/13 :
L/
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the facility's policy/procedure it was determined
the facitity failed to follow isclation precautions for
one (1) resident (#6), in the selected sample of
sixteen {16) residents, and failed {o ensure an ice
scoop was stored appropriately when not in use.

Findings include:

A review of the facility's Infection Control Policy,
dated 09/04/12, revealed the policy was to
establish guidelines to minimize the effects of
infections of residents and employees in order to
provide a sanitary environment, to prevent the
development and transmission of diseases and
infections. The procedure revealed the facility
should investigate, control and prevent infections
in the facility, follow the guidelinas for
implementation of infection precautions by
utilizing standard (universal) precautions for the
handiing of body fluids or other polentially
infectious material, ulilize specialized precautions
with identified infections and educating staff
through crientation and scheduled in-service
training programs cn the infection control

program.

1. Arecord review revealed the facility
re-admitted Resident # 6 on 02/29/13 with
diagnoses to include Acute Kidney Failure,
Sepsis, Urinary Tract Infection, Clostridium
Difficile (C-Diff), Dysphagia, Anemia, Alzheimer's
Disease, Atial Fibriltation, Orthostatic
Hypotensicn, and Thrombocytopenia. The
resident was in contact isolation for the C-Diff at
the time of the following observation on 2/27/13.

An observation, on 02/27/13 at 10:10 AM during

Skin Assessinents

1) The two RN’s were inserviced
regarding infection control and the
c-diff policy and the protective
wear related to c-diff. They were
also inserviced regarding skin
assessment contact precaution as
well as how to perform skin
assessments to be sure that proper
infection control techniques are
being maintained.

2) All residents have the potential
to be affected by this practice.

3) An inservice with licensed
nursing personnel was held to
review the correct way to perform
skin assessments to be sure that
proper infection control techniques.
Also, inserviced was infection
control, the c-diff policy and the
protective wear related to c-diff,
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a skin assessment of Resident #6, revealed
Registered Nurse (RN} #1 and RN #2 washed
their hands with soap and waler and applied
gloves. Both of the RN's began the skin
assessment at the resident's bilateral feet and
moved up to the resident's abdominal area where
they removed the resident's incontinence brief,
RN # 1 examined and touched the resident's
frontal perineal and scrolal area; and RN #2
examined and touched the resident’s posterior
rectal area. Both of the RNs closed the resident's
incontinence brief and removed the resident’s
shirt and touched his/her abdomen and upper
bilateral extremities. RN #1 touched the
resident’s facial area, mouth, and ears. The RNs
removed their gioves and washed their hands
after completing the fult skin assessment. The
RNs failed to wear a gown during the skin
assessment, and both of the nurses failed {o
remove their gioves, wash their hands, and
re-apply clean gloves after contact with the
resident’s perineal and rectal area and prior fo the
examination of the resident's abdomen, bilateral
upper extremities, and facial area.

An interview with RN #1, on 03/01/13 at 2:05 PM,
revealed she usually completes a skin
assessment starting and the head and move
down to the toes but because the resident was
fully clothed she started at the feet. She stated
she did did not change gloves because the
resident was not soifed. An interview with RN #2,
on 03/01/13 al 2:20 PM, revealad she usually
always started out at the feel when completing a
skin assessment because it was easier to take off
their socks first and begin there. She stated she
usually washed her hands and changed gloves
after examining the perineal and rectal area but

receive skin assessment
competency training upon hire and
annually to ensure continued
infection control technique.
Monitoring of appropriate skin
assessment precautions will be
done for three months by the staff

development nurse. Seven licensed

personnel will be monitored
monthly to ensure all licensed
nursing staff has been reassessed
by the end of three months. If
concerns occur during the
monitoring process, staff will
receive reeducation on appropriate
precautions.

5) Correction compietion date:
3/29/13

Ice Pass Procedure

1) New ice carts with ice scoop
holders and ice chests have been
implemented.

2) All residents have the potential
to be affected by this practice,
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she did not this time. She stated she was
nervous and forgot. Both of the nurses revealed
they were aware of the facility's policies refated to
proper hand hygiene and gloving technique, as
well as the facility's policy for contact isotation
precautions with C-Diff. RN #1 and RN #2 were
unabie to provide an explanation as to why they
did not wear a gown during the skin assessment.

An interview with the infection Control/Staff
Devefopment Coordinator, 03/01/13 at 11:45 AM,
revealed all health care personnel were taught
infection control principles during orientation and
throughout the year and the facility reviewed and
updaled the staff as needed. She stated the
nursas should have worn gowns during any
procedure with a resident in contaci isolation for
C-Diff and because of the potential for exposure
and contamination in the perineaifrectal area.

An interview with the Director of Nursing, on
03/01/13 at 11:45 AM, revealed it was her
expectation that ail of the nursing staff foffow the
facility's policies and procedures for infection
control during care of the residents on contact
isolation for C-Diff.

2. Areview of facilily policy titled, “lce Machines
and Ice Storage Chests”, dated revised 10/2002,
revealed the ice scoop should be kept on a clean,
hard surface when not in use (e.g.,uncovered
stainless steel, plastic, or fiberglass tray).

An observation, on 03/01/13 at 10:30 AM,
revealed a red and white cooler on a white cloth
towel covered cart. The ice scoop was laying -
directly on the towel. A random resident passed
within arm's reach of the cart with the uncovered

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES ] PROVIDER'S PLAN OF CORRECTION x5
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DEFICIENCY)
Fd4a1| 3) Policies and procedures related

to the new ice carts have inserviced
with nursing personnel.

4) Staff will be inserviced at the
time of hire and annually on the
proper ice pass procedure. The
staff development nurse will
monitor the ice pass for appropriate
precautions for 30 days. This will
be accomplished by monitoring ten
ice passes duung the thirty days. If
a concern is identified during this
petiod, staff will be reinserviced on
the appropriate procedure.
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ice scoop and was observed to sneeze.

An interview with the SDC, on 02/28/13 at 9:20
AM, revealed the ice pass was usuaily done three
times a day {once on each shiff) and that the ice
scoop was normatly left laying unprotected on the
cart.
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K 000 | Gonfinued From page 1 K 000 ) Res@ent c}oors 1deqt1ﬁed as not
Fire) closing in a single motion have had
tie backs installed to hold privacy
Deficiencies were cited with the highest curtains out of the way of door
deficiendy identified at "F* level. s .
closure. Staff have been inservice
K018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 . . . . d
— regarding keeping the curtains in the

Doors protecling corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are subslantial doors, such as
those constructed of 1% inch sotid-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. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 18.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in alt health care facililies.

This STANDARD is not met as evidenced by:
Based on ohservation and interview, it was
determined the facility failed to ensure there were
no impediments to the closing of corridor doors to
resist the passage of smoke, in accordance with
NFPA standards. The deficiency had the
potential to affect three (3} of three {3) smoke
compantments, all residents, staff and visitors.

tied back position when not in use to
ensure proper door closure. Resident
doors identified with greater than the
allowable gap when closed have

been retrofitted to meet the standard.

4) Tying back the privacy curtains
when not in use will be monitored
quarterly through the QA process to
ensure results are maintained. The
retrofitted doors will be checked
quatterly to ensure the installed
equipment maintains the allowable

gap.

5) Correction completion date:
3/29/13

3/24/3

T
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The facility is certified far Eighty-Eight {88) beds
with a census of Seventy-Nine (79) on the day of
the survey. The facility failed to ensure five (5)
resident doors could be closed with a single
motion and nineteen (19} doors had over the
alfowable gap around the door jamb.

The findings include:

Observations, on 02/26/13 between 11:30 AM
and 4:00 PM with the Administrator and
Maintenance Supervisor, revealed the corridor
doors to the resident rooms were blocked from
closing. The rooms affected by this were rooms
#103 with a privacy curtain blocking door, #102
privacy curiain blocking door, #106 bed blocking
the door, #113 privacy curtain biocking door, and
#218 with a privacy curtain blocking the door.

interviews, on 02/26/13 between 11:30 AM and
4:00 PM with the Administrator and Maintenance
Supervisor, revealed they were unaware the
items were blocking the doors from closing.

Observations, on 02/26/13 between 11:30 AM
and 4:00 PM with the Administrator and
Maintenance Supervisor, revealed corridor doors
to rooms #103, #109, #108, #1086, #111, #119,
#118, #203, #204, #214, #215, #220, #216, #218,
#217, #2065, #212, #210, and #208 had a gap
targer than % inch around the jamb.

i Interview, on 02/26/13 between 11:30 AM and

4:00 PM with the Administrator and Maintenance
Supervisor, reveated they were unaware of the -
acceptable gap around the doors.
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Reference: NFPA 101 (2000 edition)

19.3.6.3.1* Doors protecting corridor openings in
other thdn required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
13/4-in. (4.4-cm) thick, solid-bonded core wood
or of consfruction that resists fire for not less than
20 minutes and shall ba constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance between the boitom
of the door and the floor covering not exceeding
1in. {2.5 cm} shali be permitted for corridor
doors.

Exception No. 1: Doors to toilet rooms,
hathrooms, shower rooms, sink closets, and
similar

auxiliary spaces that do not contain flammable or
combustible materials.

Exception No. 2: In smoke compariments
protecied throughout by an approved, supervised
automatic sprinkfer system in accordance with
19.3.6.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed 1o resist the passage of
smoke.

19.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that is
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping
the door fully closed if a force of 5 Ibf {22 N} is
applied at the Jatch edge of the door. Roller
latches shall be prohibited on corridor doors in
buildings not fully protected by an approved
aulomatic sprinkler system in accordance with
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19.2.6.3.3*

Hold-opsn davices that release when the door is
pushed or pulled shall be permitted.

A19.36.3.3
Doors should not be blocked opan by furiture,
door stops, chocks, tie-backs, drop-down or
. plunger-type devices, or other devices that

+ | necessitate manual unlatching or releasing action :
to close. Examples of hold-open devices that &QZZ
release when the door is pushed or pulled are
friction catches or magnetic catches.
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027

SS=F

1)} Cross-corridor doors on the 100
Door openings in smoke barriers have at least a and 200 halls have been retrofitted to
20-minute fire protection rating or are at least meet the 1/8” gap standard.

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

protective plates that do not exceed 48 inches

from the bottom of the door are permitted. . )
Horizontat sliding doors comply with 7.2.1.14. 2) All residents have the potential to

Doors are self-closing or automatic closing in be affected by this practice,
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
fatching is not required.  19.3.7.5, 19.3.7.6,

19377 3} Cross-corridor doors on the 100

and 200 halls have been retrofitted to
meet the 1/8” gap standard.

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

determined the facility failed to ensure cross 4} The cross-corridor doors will be
-corridor doors located in a smoke barrier would by .
t resist the passage of smoke in accordance with C:lecdkeg q'UEII t.edy o ensure the gap
NFPA standards. The deficiency had the standard rematns met.
potential to affect three (3) of three {3} smoke -
compartments, all residents, staff and visitors.
The facility is certified for Eighty-Eight (88) beds 5) Correction completion date: 373813
with a census of Saventy-Nine (79) on the day of 3/29/13 ’
H
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the survey. The facility failed to ensure two (2)
doors in the smoke harriers had a gap less than
1/8 inch where the doors meet.

The findings include;

Obsarvation, on 02/26/13 at 2:38 PM with the
Maintenance Supervisor, revealed the
cross-corridor doors located on the 100 and 200
hails would not close completely when tested,
leaving a gap of approximately one-quarter of an
inch or greater between the pair of doors and
would not resist the passage of smoke. Further
observation revealed the door for the ADR room
also had a gap larger than 1/8 of an inch.

Interview, on 02/26/13 at 2:38 PM with the
Maintenance Supervisor, revealed he was
unaware the doors would not close all the way
leaving a gap between the doors in the closed
position.

Reference: NFPA 101 (2000 edition)

8.3.4.1* Doors in smoke barriers shall close the
opening leaving

only the minimum clearance necessary for proper
operation

and shalt be without undercuts, louvers, or grilles,

Reference: NFPA 80 (1999 Edition}

Standard for Fire Doors 2-3.1.7

The clearance between the edge of the door on
the puli side shall be 1/8 in. {+/-} /16 in. (3.18
mm {+/-) 1.59 mm) for steel doors and shall not
exceed 1/8 in. (3.18mm)} for wood doors.

NFPA 10t LIFE SAFETY CODE STANDARD

K027

K 050

FORM CMS-2567(02-99} Previous Versions Obsolefe

Event 1D: ODP621

Facility 100 100312

If continuation sheet Page & of 15




PRINTED: 03/15/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING 01 - MAIN BUILDING 01 COMPLETED
185227 B.WING . 02/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CQDE
300 CLAY STREET
SUPERIOR CARE HOME
PADUCAH, KY 42001
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCGRY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 050 | Continued From page 6 K 050 _,KOS.O

88=F
Fire drills are held at unexpected times under

varying conditions, at least quarterly on each shift. 1) Future fire drills will be held at

The staff is familiar with procedures and is aware . .
that drills are part of established routine. unexpected times and under varied

Responsibility for planning and conducting drills is conditions.
assigned only to competent persons who are
qualified to exercise leadership. Where drills are

‘ 4+ 1 conducted between 9 PM and 6 AM a coded o .
announcement may be used instead of audible 2) All residents, staff and visitors

alarms.  19.7.1.2 have the potential to be affected by
this practice,

This STANDARD is not met as evidenced by: 3) Future fire drills will be held at
Based on interview and record review, it was unexpected times and under varied

determined the facility failed to ensure fire drills st Y .
were conducted quarterly on each shift at random conditions accmdmg to the life

times, in accordance with NFPA standards. The safety code standard.
deficiency had the potential to affect three (3} of
three {3) smoke compartments, all residents, staff

and visitors. The facility is certified for : . . .
Eighty-Eight (88) beds with a census of 4) F}re drill dates and times will be
Seventy-Nine {79) on the day of the survey. The monitored quarterly through the QA
facility failed to vary the fire drills to ensure they process to ensure the life safety code
are heing conducted at unexpected times. standard is being met.

The findings include;

Fire Drill review, on 02/26/13 at 10:55 AM with the 5) Correction completion date: 3/ 043
Administrator, revealed the fire drills were not 3/2913
' being conducted at random times on all shifts.
Second shift fire drills were conducted routinely
between 3:20 PM and 4:15 PM, and third shift .

routinely between 6:00 AM and 6:40 AM.

interview, on 02/26/13 at 10;55 AM with the
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Administrator, revealed she was unaware the fire
drills were not being conducted as required.
Reference: NFPA 101 {2000 edition})
19.7.1.2.
Fire drills shall be conducted at least quarterly on
each shift and at unexpected times under varied
5 | conditions on all shifts.
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K 051 K051

SS=E
A fire alarm system with approved components,
devices or equipment is installed according to
NFPA 72, National Fire Atarm Code, to provide
effective warning of fire in any part of the building.
Activation of the complete fire alarm system is by
manual fire alarm initiation, automatic detection or
extinguishing system operation. Pull stations in
patient sleeping areas may be omitted provided
that manual pull stations are within 200 feet of
nurse's stations. Pull stations are located in the
path of egress. Electronic or written records of
tests are available. A reliable second source of
power is provided. Fire alarm systems are
maintained in accordance with NFPA 72 and
records of maintenance are kept readily available.
There is remote annunciation of the fire alarm
system fo an approved ceniral station.  19.3.4,

1) The manual pull alarm at the back
of the facility near the break room
has been moved within five feet of
the exit door to meet the life safety
code standard.

2) Forty-four residents, staff and
visitors have the potential to be
affected by this practice.

3) The manual pull alarm at the back

9.6
of the facility near the break room
has been moved within five feet of
the exit door to meet the life safety
‘ code standard.
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K 051 | Continued From page 8 k 051/4) The manual pull alarm at the back
of the facility near the break room
has been moved within five feet of
This STANDARD is not met as evidenced by: the exit door to meet the life safety
Based on observation and interview, it was d dard. therefore. th dard
determined the facilily failed to ensure the code standard, theretore, the standar
building fire alarm systern was installed as is met and the alarm will not be
required by NFPA standards. The deficiency had moved. Quarterly Checks perfol‘med
. the polential to affect one {1} of three {3) smoke ) .
i 4 | compartments, forty-four (44) residents, staff and by a contlac'fed company will ensure
visitors. The facility Is certified for Eighty-Eight proper working order of all puil
. (88) beds with a census of Seventy-Nine {79) on alarms.
) the day of the survey. The facility failed to ensure
the one {1) exit had a manuai fire alarm pufi
station located within 5 feet. R X
5) Correction completion date: 3/23/13
The findings include: 3/29/13 .
QObservation, on 02/26/13 at 2:38 PM with the
Maintenance Supervisor, revealed the exit at the
back of the facility next to the break room did not
have a manual pull station located within 5 feet of
the exit door.
interview, on 02/26/13 at 2:38 PM with the
Maintenance Supervisor, revealed the door at
that exit had been moved back and the manual
pull station was located where the door used to
be.
Reference: NFPA 101 {2000 Edition).
\ 19.3.4.2* Initiation.
Initiation of the required fire alarm systems shall
be by manual means in accordance with 9.6.2 -
and by means of any required sprinkler system
waterllow alarms, detection devices, or detection
systems.
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K 051 | Continued From page 9 K051
Exception No. 1: Manual fire alarm boxes in
patient sleeping areas shall not be required at
exits if l6cated at all nurses' control stations or
other continucusly attended staff location,
provided that such manual fira alarm boxes are
visible and continuously accessible and that travel
. distances required by 9.6.2.4 are not exceeded.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 K056
S8=D

If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkier Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspecticn, Testing, and Maintenance of
Water-Based Fire Protection Systems. Itis fully
supervised. There is a reliable, adequaie water
supply for the system. Regquired sprinkler
systems ars equipped with water flow and tamper
switches, which are electrically connected to the
building fire atarm system. 19.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure the
building had a complete sprinkier system, in
accordance with NFPA Standards. The deficiency
had the potential to affect one {1) of three {3)
smoke compartments, forly-four {44) residents,
staff and visitors. The facility is certified for
Eighty-Eight (88) beds with a census of
Seventy-Nine {79) on the day of the survey. The
facility failed to ensure two {2) areas of the

1) The sun porch attached to room
204A and the room behind the dryers
have had sprinkier protection
installed to meet the life safety code
standard.

2) Forty-four residents, staff and
visitors have the potential to be
affected by this practice.

3) The sun porch attached to room
204 A and the room behind the dryers
have had sprinkler protection
installed to meet the life safety code
standard.
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K 056 | Continued From page 10 kossl4) The sun porch attached to room
building had proper sprinkler coverage. 204A and the room behind the dryers
have had sprinkler protection
The findlpgs include; installed to meet the life safety code
Ohservation, on 02/26/13 at 2:38 PM with the standard.
Maintenance Supervisor, revealed the sun porch
of room # 204A did not have sprinkler protection
i and the room behind the dryers did not have 5) Correction completion date: 3/ 24 /13

sprinkler protection.

interview, on 02/26/13 at 2:38 PM with the
Maintenance Supervisor, revealed he was not
aware that the areas listed did not have proper
sprinkler protection.

Reference: NFPA 13 (1999 Edition} 5-13 8.1

Actual NFPA Standard: NFPA 101, Table 19.1.6.2
and 19.3.5.1. Existing healthcare faciiities with
construction Type V {111} require complete
sprinkler coverage for all parts of a facility.

Actual NFPA Standard; NFPA 101, 19.3.5.1.
Where required by 19.1.6, health care facilities
shall be protected throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 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
NFPA 13, Standard for the Installation of Sprinkler
Systems.

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

{1} Sprinklers installed throughout the premises
{2} Sprinkiers located so as not to exceed

3/29/13
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maximum protection area per sprinkler
{3} Sprinkfers positioned and located so as to
provide satisfactory parformance with respect to . .
activation time and distribution. 1) qutegance dnec'to.r_has checked
all extinguishers and initialed the
Reference: NFPA 13 (1999 edition) extinguisher tags to meet the life
5-13.8.1. Sprinklers shall be instalied under safety code standatd
. exterior roofs or canopies exceeding 4 ft (1.2 m)
5 [ Inwidth.
Exception: Sprinklers are permitted to be omitted .
) where the canopy of roof is of noncombustible or 2) All residents, statf and visitors
. limited combustible construction. have the potentiai to be affected by
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD K D64

8S=F
Poriable fire extinguishers are provided in all
health care occupancies in accordance with
9.7.41. 19.3.5.6, NFPA 10

This STANDARD is not met as evidenced by:
Based on cbservation and interview, the facility
failed to maintain the installed fire extinguishers in
accordance with NFPA standards. The deficiency
had the potential to affect three (3) of three {3}
smoke compartments, all residents, staff and
visitors. The facifity is certified for Eighty-Eight
(88) beds with a census of Seventy-Nine (79} on
the day of the survey. The facility failed {o ensure
the fire extinguishers in the facility were being

v properly checked monthly.

Findings include:

Observation, on 02/26/13 at 2:38 PM with the
Maintenance Supervisor, revealed the ABC fire

this practice.

this task every 30 days.

3/29/13

3) Maintenance director has checked
all extinguishers and initialed the
extinguisher tags to meet the life
safety code standard. The
maintenance director will complete

4) The extinguisher check will be
monitored through the QA process
monthly to ensure compliance.

5) Correction completion date: 3/a4/13
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extinguishers located throughout the facility were
not being checked every 30 days.

Interview, on 02/26/13 at 2:38 PM with the
Maintenance Supervisor, revealed he was
unaware the fire extinguishers were supposed to
be checked at 30 day intervals.

Reference NFPA 10 {1998 Edition).

4-3.1* Frequency. Fire exiinguishers shall be
inspected when

initially placed in service and thereafler at
approximateily 30-

day intervals. Fire extinguishers shall be
inspected at more frequent

intervals when circumstances require.

4-3.2* Procadures. Periodic inspection of fire
extinguishers

shali include a check of at least the following
items:

{a) Location in designated place

{b} No obstruction to access or visibility

{c) Operating instructions on nameplate legible
and facing

outward

(d) *Safety seals and tamper indicators not
broken or missing

{e) Fullness determined by weighing or " hefting *
(f} Examination for obvious physical damage,
cofrosion,

leakage, or clogged nozzie

{g) Pressure gauge reading or indicator in the
operable

range or position

{h) Condition of tires, wheels, carriage, hose, and
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K 084 | Continued From page 13 K 064
nozzle
checked (for wheeled units) I} The generator will be checked
(i} HMIS label in place weekl Friday by th
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| WeEKly on kriday by the
aS=F maintenance director, When the
Generators are inspected weekly and exercised maintenance director is not available.
under load for 30 minutes per month in a designee will be responsible for

accordance with NFPA 98,  3.4.4.1, .
checking the generator and é

documenting said check.

2) All residents, staff and visitors °
have the potential to be affected by
this practice.

This STANDARD is not met as evidenced by:

Based on observation and interview, it was 3) The generator will be checked
determined the facility failed (o ensure the weekly on Frid ay by the
emergency generator was maintained in maintenance director. When the |

accordance with NFPA slandards. The deficiency . . . A
had the potential to affect three (3) of three (3) maintenance director is not available,

smoke compariments, all residents, staff and a designee will be responsible foy

visitors. The facility is cerlified for Eighty-Eight checking the . .
eneratot

{88) beds with a census of Seventy-Nine {79} on d & . & ; and

the day of the survey. The facility faited to check ocumenting said check.

the generator 2 weeks out of the year. !
k]

The findings include: 4) The generator checks will be

Observation, on 02/26/13 at 11:26 AM with the monitored monthly through the QA

Administrator, revealed the generator was not process to ensure compIiance.
being maintained on a weekly basis as required.
The generator was not checked the 1st week of

September 2012 or the 3rd week of October . .

201p 2 5) Correction completion date: 3/a9/13
3/29/13
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interview, on 02/26/13 at 11:26 AM with the
Administrator, revealed she was not aware the
generator was not checked when the
Maintenance Supervisor was off on Friday.

Reference: NFPA 110 (1999 Edition).

6-1.1*

The routine maintenance and operationat testing
program shall be based on the manufacturer's
recommendations, instruction manuals, and the
minimum requirements of this chapter and the
authority having jurisdiction

6-3.3

A wiritlen schedule for routine maintenance and
oparational testing of the EPSS shall be
established

6-4.1*

Level 1 and Level 2 EPSSs, including all
appurlenant components, shall be inspected
weekly and shall be exercised under load at least
monthly.

6-4.5

Level 1 and Level 2 transfer switches shall be
operated monthly. The monthly test of a transfer
switch shall consist of electrically operating the Y
transfer switch from the standard position to the
alternate position and then a return to the
standard position.
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