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The results of all investigations must be reported
to the administrator or his designated
representative and {o other officials in accordance
with Slate law (including to the Stale survey and’
certification agency) within & working days of the
incident, and if the alleged viotation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy/precedure, it was
determined the facility failed to report an
allegation of sexual abuse to the State Agency,
which was investigated by the Adull Protective
Services {APS), for one resident (#8), in the
selected sampie of fourleen residents.
Additionally, the facility failed to ensure a
tharough investigation was completed related to
an elopement incident for ane resident (#15}, not
in the 'selected sample.

Findings include:

1. Areview of the facility's policy/procedure for
"Resident Abuse, Negleci, Mistreaiment,
Exploitation and Misappropriation of Property,”
dated September 2004, revealed incidents shail
be thoroughly investigated and documented by
the Administrator, Director of Nursing {DON), or
designee and reporied to the appropriate State
Agencies.

A record review revealed the facility admilted
Resident #9 on 11/08/11 with diagnoses jo

4. if the alligations are verilied, appropriate
corrective action will be initiated.

5. Any reported incident of abuse will be reported
to the Administrator and Director of Nursing
immediately. Corrective aclions will occur to
ensure the safety of all individuals involved.

8 Within 5 working days, the facility will report its
hindings to the appropriate agencies.

7. All alleged incidenis of abuse will be reported
by the Administrator to the QA comimittee for
review monthly for a period of 12 months.

8. Concerning resident #15 no elopement occurred
per definition. "Elopement” means an occurrence
in which a resident leaves a facility without
following facility policies and procedures {see
attachment A). Resident #15 was not a missing
resident according to the facility's "Missing
Resident Policy” {see attachment C) due to the
fact that her location was known at all imes.

{see attachment B)
(confinued on page 3}
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include Senite Dementia, Depression, and
Diabeles.
On 04/24/12, during an initial tour of the facility, 9. A behavior was observed by {3} nurses at the
Resident #9 reported to the surveyar, that ¢n nurses station and a housekeeper in the hall in
11/09/11, Resident #7 placed his/her hand on which resident #15 went to the front doot which
Resident #9's knee and then siid hisfher hand up is by the nurses station, and was looking for
to his/her "private area " Resident #9 revealed “her dog”. She was never out of sigh! of
hefshe reporied the alleged incident to the staff employees and her location was being
on 11/09/11. Adull Protection Services (APS) moniored. Resident #15 never et go of the
investigated this alleged incident on 12/21/11, and door handle o the front door.
the facility investigated the alleged incident on
12/22/11. Both APS and the facilily found the 10. Resident #15 was quickly redirecled by the
allegation 1o be unsubslantiated; however, the slaff due to ali staff being aware she was
facility failed to notify the State Agency about the identified as a sisk for wandering.
aliegation of sexual abuse.
An interview with the DON, on 04/27/12 at 2:.00 11. Care plan for resident #15 was updated 1o
PM, revealed the facility did not follow reporting encourage walks outside with activity
guidelines related to the abuse/neglect policy, personnel as weather allows.
when the facility did not report Resident #9's
allegation of sexual abuse to the State Agency .
An interview with the Administrator, on 04/27/12 12. Other residents at risk for wandering have been
at 2.05 PM, revealed the allegation of sexual identified through obtaining resident history upon
abuse was not reported to the Siate Agency, even admission. Nursing staff assess for exhibition of
though APS entered the facility on 12/24/11 and wandering behavior every shiff and as needed.
investigated the altegation.
An interview wilh the Facility's Owner, on 13. Quarterly assessment for exhibition of
04127112 at 2,05 PM, revealad Resideni #5's wandering behavior is performed through the
allegaticn of sexual abuse was not reporied to the MDS process. Residents identified at risk for
State Agency. No further explanation was behavior are care ptanned and interventions .
provided. put into place.
2. Areview of the facility's policy/procedure,
“Wander Alert Policy,” revised 07/06/11, revealed
the wander alent bracelet systemn will be used for {eonfinued on page 4}
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F 225 Continued From page 3

safety of residents wilh behaviors of wandering
placing them at risk for elopement. Resident
hislery will be obtained on admission for history of
wandering. Resident behavior will be menitored
for signs of wandering or risk of elopement.
Wander alert will be used only on those residents
identified with history or behavior of wandering
placing them at risk for elopement. A master
listing of residents with wander alert will be
maintained at the nursing station. Wander alert
will be monitared for placement and proper
functioning daily and documented en the Daily
Reading Report. Wander afert will be monitored
for placement and proper funclioning every shift
and documented on the Treatment Administration
Record (TAR).

A record review revealed the facility admitted
Resident #15 on 12/16/11 with diagnoses to
include Senile Dementia, Anemia, and Hip Jaint
Replacement. A review of the the admission
MDS, dated 12/29/11, and a review of the
quarterly Minimum Data Set, (MDS), dated
03115712, revealed the resident had a Brief
Interview for Mentaf Status {BIMS) score of "5."
The resident was assessed as severely
cognitively impaired and neverfrarely made
decisions. The facifity placed a code atert
bracelet on the resident's wrist on 12/16/11 and
initialed every 15 minute safety checks.

A review of the comprehensive gare plan
"Alteration in mood and behavior AED:
wandering, history of faking off wanderguard,
easily annoyed, aggravaling others, harseplaying.
inappropriate voiding in trash can,” dated
02/07/12, revealed interventions of safety checks
as ordered and a wanderguard for safety.

F 225 {continued from page 3)

14. Wanderalerts are ulilized for residents wha
are identified at risk for wandering behavior as
per facility "Wanderalent Policy". There is a
master list of residents with wanderalerts at
the nurses staticn which is updated by the RN
on duty with follow-ups as needed.

15. Residents with wanderalerts are placed on
every 15 minutes safety checks where nursing
staff monitor focation and ensure wanderalert
is in place per facllily "Safety Check Policy"

{see attachmenl E).

16. The Maintenance Director checks wanderalert
systern monthly to ensure system is

functioning correctly.

17. The Maintenance Director gives the
maintenance report {0 the Administrator
monthly. The Administrator presents the
report to the QA committee manthly for 12

months.

18. Resident behaviors wiil be documented and
the Director of Nursing and the Administralar
notified concerning behavior reporl. Resident
behaviors will be reviewed by Resident
Services Director. The Resident Services Director
will submit monthly report to the Administrator.

{continued on page 5)
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On 03156/42, the facility assessed the resident as 19. The Administrator will submit the repen to the
displaying wandering behavior one to three days QA committee for review monthly for 12
during the review period. A review of the Cerified months. 0513112012

Nurse Aide {CNA) care guide revealed the
residenl was identified as a wander alert and was
on safety checks every 15 minutes.

Observation, on 04/25/12 at 1:45 PM, revealed
Resident #15 walked oul the fron{ door of the
facifity and a male staff walked the resident back
into the facility. There was no alarm sounding
when the resideni exited the building, and no
alarm sounded when the male staff assisted the
resident back into the facility.

An interview wilh Licensed Practical Nurse (LPN)
#1, on 04/26/12 at 1:05 PM and 2:00 PM,
revealed Resident #15 went out the front door
afler a physician exited the building. She slated
Resident #15 caught the door when the physician
exited the building, and hefshe was an the front
porch talking about a dog he/she saw over at the
bank. LPN #1 was at the desk when she noficed
the housekeeper bringing the resident back into
the building. The resident had a code alert
bracelet (wander guard) in place and she couid
not recall if an alarm sounded when the resident
exited the buiiding. Afer being brought back into
the facility, Resident #15 was assisted into the
dining room area and a new code alert {(wander
guard) was applied. She reported to the DON,
the family and the physician; however, she not
document anything related to the incident, on
04/251 2, because she did not see anything. She
revealed she looked up and saw the housekeeper
bring the resident back into the building and he
slated thal Resident #15 went out the door after

FORM CM5-25587(02-99} Previcus Versicns Obsolete EventiD-SIZPH FacdtyD 100092 If continuation sheet Page § of 16




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

PRINTED: 05/11/2012

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1] PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEO
. A BLILDING
. B VANG
185271 0472712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
. 1002 GLENVIEW DR.
GLENVIEW HEALTH CARE FACILITY
GLASGOW, KY 42141
4310 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 REGULATORY OR LSC {DENTIFYING INFORMAT:ON) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 225 Continued From page 5 F 225

the physician. Upon admissicn to the facility, the
resident was determined o be a wander risk, and
the code afert was applied at the time. She
revealed when Resident #15 wenl cut the froni
door and the staff brought the resident back in, it
was considered an elopement.

An interview with the Housekeeper, on 04/26/12
at 2:15 PM, revealed he observed lhe resident
walk out the door. Resident #15 was on the front
porch, holding the door open and he/she stated
heishe wanled to get his/her dog. He saw LPN
#1 at the desk along with two other people and he
did not recall hearing an alarm sound. Normally i
residents walked by the decors with a code alerl in
piace, it wenl off. If they sat on the couch, the
atarm wenl off.

An interview with two CNAs, on 04/27/12 a1 9:40
AM and 10:00 AM, revealed they were familiar.
with Resident #15 and lhey were aware he/she
wandered in the facilily. They stated the resident
went o the docrs but they had not observed the
resident go out the doors. The CNAs stated the
resident had a code alert bracelet in place and
helshe was on every 15 minute safety checks.
They slated the resident was fairly easy to
redirect when he/she was by the exit doors.

An interview with the DON, on 04/27/12 at 4.25
PM. revealed, upan admission, they get a history
an the residents. A wander alert bracelet was
placed on the resident who was identified as a
wanderer and 15 minute safety checks were
starled. The nurses also had a place on the
TARs to document the code alerl bracelets being
in place and working. When Resident #15 was
admilted to the facility, the resident’s family
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informed the facitity about histher history of
wandering. Resident #15 was placed on 15
minute safely checks and a code alert bracelet
was applied to the resident's wrist. Resident #15
was monitored by the staff with the 15 minute
checks. She was told the housekeeper came up
the hall and {he resident was in his site the whole
time. The resident caught the door as the
physician was leaving the buiiding. They did not
hear an alarm sounding because he/she took the
code alert bracelet off. Resident #15 continued
on the 15 minute checks and the staff were
instructed to do an "extra glance” to ensure the
code alert bracelet was in place.

The facility was unable to provide evidence of an
invesiigation regarding Resident #15's elopement
on 04/25/12. The facility provided two
post-behavior care plans, dated 04/26/12, related
to the wandering behavior and removing the
wander guard. There was no evidence of
interviews with the staff or the residents who
witnessed Resident #15 exiting the building.

An interview with the facility's owner, an 04/27/12

at 5:28 PM, revealed an atarm did not sound

related to the incident invalving Resident #15.

She stated the resident removed the code alen

bracelet and the staff was in communication with

the nurse. The resident remained on 15 minute

checks and the staff were directed not to do

anything different. She stated there was no

investigation because she did not feel it was an

elopement. She stated the resident had his/her

hand on the front door and the staff had the

resident in their sight.
F 281 483.20(k){3){i}) SERVICES PROVIDED MEET F 281  483.20{k}{3)i)
s5=p PROFESSIONAL STANDARDS {continued on page 8}
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The services provided or arranged by the facility
must meet professional standards of quality.
This REQUIREMENT is not met as evidenced 1. On 04-22-2012 at 11:32am, CMT #1 failed to
by: administer the resident's medications in
Based on observation, interview, record review, accordance with MD orders. CMT #1 foilowed
and review of the facility's policy and procedure, i faciity policy "Medicine Administration Qut of
was determined the facility failed fo ensure Time Compliance” {see altachment F} on
services provided by the facility met professional 04/22/2012 by notifying LPN #2 and the ARNP
standards of quality for one resident (#16), not in who was at the facility at the time {ARNP is
the selected sample. On 04/24/12 at 11:32 AM, nuese pracitoner from primary physician’s office}.
during a medication pass, Certifted Medication Resident #1& did refuse ali medications during
Technician (CMT} #1 failed to administer the the medication administration pass despite
resident's medication in accordance with the multiple attempts from multiple statf and the
physician's orders. ARNP.
Findings include:
A review of the facility's policy/procedure, 2 No medications were adminisiered to resident
"Medication, Administration of Oral," undated, #16 because of resident refusal {0 take
reveated routine medications should ke medications.
administered within 60 minutes befare or afier the
scheduled medication pass time as directed per
facility policy.
A review of the Medication Administration Record 3. ARNP completed a progress note dated
{MAR), dated April 2012, revealed Flexaril 10 mg 04/24/2012 in which she noted medications that
tab at 9:00 AM and the following medications due were |ale and attempts o administer the
at 10:00 AM: Bisoprolol 5 mg tab, Digoxin .125 medications, including her altempts to give
mg tab {3} 1ablets, Diltiazern HCL 60 mg tab, resident #18 her prescribed medications. ARNP
Potassiurn Chloride 10 miliequivalents (1) noted resident #16"s refusal and and "try meds
capsule, Colace 150 mg/15 milliliters {mt), and in am™” at next scheduwed administration time.
Lactulose solution 10 grams {gm}/15 ml -30 m].
An observation during the medication pass, on
04/24/12 at 14:32 AM, revealed CMT #1 offered {continued on page 9)
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Resident #16 Bisoprolot 5 milligrams (mg) tablet,
Digoxin .125 mg (3} tablets, Ditazepam HCL 60 4. No ather resident medications were administered
mg (1) tablet, Flexaril 10 mg {1} tablet, Potassium out of time compliance on this specific
Chloride 10 milliequivalents (1} capsule, Colace medication administration pass.

150 mg/15 milliliters (ml), and Lactulose solution
10 grams {gm}/15 ml -30 mi. Resident #16
refused all medications and CMT #1 tried 1o
encourage the resident to take his/her
medications, but hefshe continued to refuse.

Aninterview with CMT #1, on 04/24/12 at 2:10 5. Staff Development Nurse and the Nurse

PM, revealed she had one hour before or one Consultant from the pharmacy completed a
hour after the scheduled time tc administer the Medication Adminisication Time Compliance
medications. She revealed there were a couple inservice with all nurses and cmis on 05/15/2012
of difficult residents during the medication pass regarding the facility's policy and procedures
and she was "running behind " She was aware of "Medication Administration Quiside of Time
she was out of compliance during administration Compliance’.

of the residents’ medications. They were

expecled to inform the nurse if she was unable to 6. The Director of nursing will track any reports of
administer the medications timely. She stated she medications given out of {ime compliance. A
informed Licensed Praclical Nurse {{ PN) #2 monthly repont witl be given o the Administrataor.

about not being able to administer Resident #16's
medications as ordered.

An interview with LPN #2, on 04/27/12 at 2:25 7. The Administrator wilt submit the monthly report
PM, revealed she was informed by CMT #1 thal to the QA committee on a monthly basis for
she was unable to administer Resideni #16's review for 12 months. 054317120132

medicalions in a timely manner. The Advance
Praclice Registered Nurse (APRN)} was in the
facility and aware they were out of compliance,
and was also aware the resident refused histher
medicaticns. The CMTs usually informed the
nurses aware whenever they were fate with
administration of medications. They were
expected to adminisier lhe resident’s medication
as ordered by the physician, and at the correct
time
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An interview with the Director of Nursing (DON}),
on 04/27/12 at 4:25 PM, revealed CMT #1 was
out of compliance with administration of the
medications and the staff were expecied to
administer medications as ordered. The CMTs
should let the nurses know if they were running
behind, so the physician could be notified.
F 282 483.20(k)(3)(i) SERVICES BY QUALIFIED F282  483.20(k)3))
ss=p PERSONS/PER CARE PLAN

The services provided or arranged by the facilily
must be provided by qualified perscns in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facility failed to ensure services
were pravided by qualified persons in accordance
with each resident's written plan of care for one
resideni (#1), in the selected sample of fourteen
residents. Resident #1 was transferred from the
whee!chair to the shower chair with the
assistance of two staff members; however, the
care plan indicated the resident required the
assistance of three staff members for transfers.

Findings include:

A review of the facility's "Care Plan®
policy/procedure, undated, revealed a resident's
needs would be provided for by a developed plan

of care.

A record review revealed the facility admitted

1. Resident #1 was transferred from wheeichair
to shower chair wilh assist of 2. Care plan
indicated assist of 3 for transfers,

2 Resideni #1 was care planned for assisi of 3
for transfers. On 04/24/2012 at 3:20pm (lime
of observation) 3 staff members were available
for the iransfer yel surveyor asked one staff
member {LPN) to wait outside of shower room
due to "space limitalions”.

3 Resident #1's fransfer assessment was
reassessed with care plan revision on
D5416/2012,

4. All residents plan of care regarding transfer
assistance were reviewed by Asst Director of
Nursing and CMAs on 05/16/2012 with care
pian fevisions as necessary.

{continued on page 11)
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Resident #1 on 05/23/11, with a re-admission
date of 02/28/12, with diagnoses to include Distat
Radius Fracture, Intertrochanteric Fracture, and
Osteoarthritis.

A review of the quarterly Minimum Data Set
{MDS), dated 01/19/12, revealed the facility
identified the resident as moderately cognitively
impaired and required extensive assistance with
transfers.

A review of the Risk for Falls Care Pian, dated
06/04/11, revealed the facility identified the
restdent required an assistance of three staff for
transfers, ambulation, and toifeling. A review of
the Fall Risk Assessment, dated 03/26/12,
revealed the resident was at high risk for falls. A
review of the Assignment Sheet, undated,
reveaied the resident required the assistance of
three staff.

An observation, on 04/25/12 at 3:20 PM, revealed
Cerlified Nurse Aide (CNA)} #4 and CNA #5
transferred Resident #1 from the wheelchair to
the shower chair.

A phone interview with CNA #4, on 04/27/12 at
2:40 PM, revealed she transferred Resident #3
from the wheelchair to the shower chair with the
assistance of CNA #5. She was not aware the
resident was care planned for the assistance of
three staff.

A phone interview with CNA #5, on 04/27/12 at
3:00 PM, revealed she was aware the resident
required assistance of three staff for fransfers:
however, there was not enough staff available at
the time. She revealed she was suppose to follow

5. On 05/31/2012 the Staff Development Nurse /
Director of Nursing will inservice all nursing
siaff regarding the importance of following the
plan of care for each resident.

B. Included in the above inservice will be ifaining
on notifying the nurse or the Director / Asst.
Director of Nursing regarding any resident
change in status.

7. The resident care plans will be updated by the
nurse as needed. The MDS nurse will review
any change in status during the MDS process
with the care plan team.

8. The Asst. Director of Nursing will review alt
updates weekly and reporl to the Director of
Nursing.

9. The Director of Nursing will submit the report to
the Administrator monthly. The Adminisirator
will submit the report to the QA committee

monthiy for review for 12 months. 05/31/2012
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F 282 Continued From page 11
the assignmeni sheel.

An interview with the Director of Nursing {DON}),
on 04/27/12 at 4:05 PM, revealed Resident #1
required assistance of three staff {or the
mechanicat lift) for transfers. She revealed staff
ware expected 1o follow the assignment sheets.
Staff shouid also report any changes so the
resident could be reassessed.

F 323 483.25(h) FREE OF ACCIDENT

ss=g HAZARDS/SUPERVISION/DEVICES

The facifity must ensure that the resident
environmen{ remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices o
prevent accidents.

This REQUIREMENT is not me! as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policies/procedures, it
was determined the facility failed to ensure each
resident received adequate supervision and
assistance devices to prevent accidenis for three
residents (#1, #4, and #13), in the selected
sample of fourleen residents. Resident #13
wandered into a resident's room and climbed into
the bed with Resident #4. There was no staff
supervision on the unit and Resident #13's bed
alarm did not sound. Additionally, staff were
observed to transfer Resident #1 with the
assistance of two staff members; however, the
facility had assessed the resident to require the

F 282

F 323

483.25(h)

1. Bed alarm was utilized on resident #13 due to
history of wandering. Per facility policy and
precedure "Wheelchair / Bed Alarms” the bed
alarms are monitored for ptacement and checked
for functioning every shift and documented by
nurse on trealment record. Resident #13's
alarm was checked earlier in the shift and was
working properly. Safety checks were ulilized
every 15 minutes according to facility policy and
procedures and were performed correctly Due
to staff deligence of making rounds and
performing safety checks. resident #13 was
found quickly before further incident. Resident
#13 was removed from the room and resident
#4 was immediately assessed by nurse.

{continued on page 13}

FORM CMS-2567102-99) Previcus Versons Obsclete Evenl ID. $J2P 1%

Facrny 1D 100012

If continuation sheel Page 120f 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/11/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B YANG
188271 04/27/2012
NAME OF PROVIDER OR'SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
GLENVIEW HEALTH CARE FACILITY 1002 GLENVIEW DR,
‘ GLASGOW, KY 42144
{X4)1D SUMMARY STATEMENT OF DEFICIENCIES s PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET GH
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

F 323 Continued From page 12
assistance of three staff members with transfers.

Findings include:

Areview of the facility's policy and procedure for
"Safety Checks," dated 10/23/06, revealed the
facility would offer extra assessment opportunities
for special resident situations. These assessment
apporiunities would promote and maintain
resident safely.

1. Arecord review revealed the facility admitted
Resident #13 on 02/08/12, with a re-admission
date of 04/11/12. The resident's diagnoses
included Alzheimer's Disease, insomnia,
Dementia, Anxiety, and Depression.

A review of the admission Minimum Data Set
{MDS), dated 02/20/12, reveaied the facilily

identilied the resident as severely cognitively
impaired with behaviors to include wandering.

A review of the care plan for "Alteration in Mocd
and Behavior," dated 02/17/12, revealed the
facility identilied that Resident #13 exhibited the
foliowing behaviors: disrobing during the night
and trying to pull the staff into the bed with
himfher, sexual comments, combative behavior,
wandering, sexual aggression toward staff. and
frequent masturbation. Further review of the care
plan revealed staff were 1o check the resident
every fiffteen minutes and when passing the
resident’'s room, for needs and safety. A review of
the care plan for "Falis," dated 02/24/12, revealed
the resident had a bed atarm for safety. Staff
were to check the placement and funcl:oning of
the alarm every shift and as needed.

F 323  {continued from page 12)

CNA #3 was on the unit at the time of occurence.
Kiosk in frant dining room is considered to be
part of the building designated as L.ong Hail. The
nursing home has 2 halls, Long Hail and Shor
Hail, with one nurses station for both units.

Resident #13 was immediately placed under 1.1
constant supervision until he was discharged
from the facility on 04/20/2012,

Resident #4 was transferred to the local ER for
evaluation. Residenl #4 was shortly returned to
facility after medical personne! deemed no injury
had occurred.

Local authorities, Adull Protective Services and
state agencies were contacled on 02/20/2012
regarding the incident. Investigations were
compieted by the facility, local authorities and
Adult Protective Services and it was determined
that the facility acted appropriatety and that no
injury had cccurred to resident #4. A completed
report of the facilily investigation was sent {o the
appropriate state agency.

2. The Staff Development Nurse inserviced the
nursing staff an 04/20/2012 on the facility's
abuse policy and procedures,

{continued on page 14)
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2. A record review revealed the facility admilted
Resident #4 on 08/26/11 with diagnoses to
include Alzheimer's Disease and Dementia.

Areview of the quarterly MDS, dated 02/21/12.
reveaied the facility identified the resident as
severely cognitively impaired and required tolal
assistance with bed mobility. The resident was
non-ambulatory.

A review of the nurse's notes, dated 04/20/12 at

bed with Resident #4. Further review revealed
Resident #13 was "on ail fours" hovering over
Resident #4.

Acreview of the facilily's investigation, dated
04/27/12, revealed staff documented a safety
check on Resident #13, on 04/20/12 at 3:00 AM.
noting the resident was asleep. According to the

approximately 3:12 AM and entered Resident
#4's room, The bed alarm for Resident #13 did
not sound. Staff was not on the unit at this time.
At approximately 3:21 AM, staff found Resident
#13 in Resident #4's bed, on top of him/her.

A phone interview with Certified Nurse Aide
{CNA) #3, on 04/26/12 at 3:30 PM, revealed she
was the aide working on 04/20/12. She revealed
priar to the incident with Resident #43 and
Resident #4, Resident #13 had been in histher
bed asleep. She reveated Resident #13 was
checked 15-20 minutes prior to finding him/ker in
the bed with Resident #4. CNA #3 admitted
Residenl #13's bed alamm did not sound, and she
was not on the unit at the time of the incident,
She stated that she was charting on the kiosk in

3:25 AM, revealed Resident #13 was found in the

investigation, Resident #13 exited hisfher room at

3. The Staff Development Nurse inserviced the
facility staff on 04/23/2012 on the facility's
abuse policy and procedures,

4. As per facilily guidelines a siaff member is to
be present an each hall at all times. The
facility did update the documentation
guideline in accordance to kiosk charling.
The staff member assigned to remain cn the
hail will document any resident care provided
on the kiosk in the middle of each hall. inservice
completed on 04/20/2012.

5. Resident #1 was transferred from wheelchair to
shower chair with assist of 2. Care plan
. indicated assist of 3 for fransfers.

{conlinued on page 15}
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F 323 Continued From page 14
the dining room; however, she stated she should
have been charting on the kiosk located on the
unit.

A phone interview with Licensed Practical Nurse
(LPN)#3, on 04/27/12 at 9:30 AM, revealed she
was the nurse working on 04/20/12. She revealed
a staff member was suppose o be on the unit at
all times, but CNA #3 was charting on the kicsk in
the dining room, not on the unit. She further
revealed Resident #13's bed alarm soundeg
earlier in the shift; however, it did not sound prior
ta finding him/her in the bed with Resident #4.
She revealed the alarm was “wrinkfed" in the bed
causing it not to function properiy.

An interview with the Director of Nursing {DON),
on 04/27/12 al 4:.05 PM, revealed the bed alarm
did not function properly during the incident, on
04/20/12. She revealed CNA #3 was the only aide
on the unil. She expected CNA #3 1o use the
kiosk on the hall, not the dining room.

3. Arecord review revealed the facility admitted
Resident #1 on 05/23/11, with a re-admission
date of 02/28/12 with diagnoses to include Distal
Radius Fraclure, Intertrochantenc Fracture, and
Osteoarthritis.

A review of the quarterly MDS, dated 01/19/12,
revealed the facility identified the resident as
moderately cognitively impaired and required
extensive assisiance with transfers.

A review of the Risk for Falls Care Plan, dated
06/04/11, revealed the facility identified the
resident required the assistance of three staff
members for transfers, ambulation, and toileting.

Faz3 {continued from page 14)

6. Resident #1 was care planned for assist of 3
for transfers. At 3:20pm on 04/25/2012 {time of
observation) 3 staff members were available at
shower room entrance for fransfer. The
surveyor asked the 3rd staff member (LPN) to
wait outisde of the shower room due 1o "space
limitations”. Resident #1's transfer assessment
was reassessed wilh care plan revisions on
05/16/2012.

7. 0n 05/16/2012 all resident plan of care regarding
transfer assistance were reviewed by Asst.
Director of Nursing and CNAs. Care plan
revisions were completed as necessary.

8. On 05/31/2012 the Staff Development Nurse /
Director of Nursing wilf inservice the nursing
staff on the importance on following the plan
care and on notifying the nurse, Direclor/Asst.
Director of Nursing of change in resident status.

9. The care pfan will be updated by the nurse as
needed. The MDS nurse will review any changes
made through the MDS process with the care
plan team,

10. The Asst. Director of Nursing will review the
changes weekiy and will report to the Director

{conlinued on page 18}
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A review of the Fall Risk Assessment, dated

03/26/12. revealed the resident was at high risk
for falls.

An observation, on 04/25/12 at 3:20 PM, revealed
CNA #4 and CNA #5 transferred Resident #1
from the wheelchair to the shower chair.

A phone interview with CNA #4, on 04/27/12 al
2:40 PM, revealed she transferred Resident #1
fram the wheeichair to the shower chair with CNA
#5. She revealed the resident required 2-3 staff
assistance for transfers. She was not aware the
resident was care planned for assistance of three
staff.

A phone interview with CNA #5, on 04/27/12 at
3:00 PM, revealed she was aware the resident
required assistance of three staff for transfers;
however, there was not enough staff available at
the time.

An interview with the DON, on 04/27/12 at 4:05
PM, revealed Resident #1 required assistance of
three staff {or the mechanical lift) for transfers.
She reveaied the staff were expected Lo follow
the assignment sheets. Staff should also report
any changes so the resident could be
reassessed.

F 323 {continued from page 15)

of Nursing. The Director of Nursing will submit
a repon to the Administrator monthly.

11. The Administrator will submit the report
monthiy to the QA committee for review for
12 months,

05/31/2012
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Deficiencies were cited with the highest
deficiency identified at "¢ level,

K018 NFpa 101 LIFE SAFETY CODE STANDARD K018 1. The Maintenance Director repaireqd gapsin
S8=E carridor doors 10 rooms 3.6.10.18,20 and 21 1

Doars profecting corridor openings in other then resist any Passage of smoke, .

required enclosures of vertical openings, exits, or 2 The Maintenance Director checked alf corridor

hazardous areas are substantial doors, such as doors throughout the building to ensure there

those constructed of 1% inch solid-bonded core are na impediments to the closing of the doors

wood., or capable of resisting fire for a least 20 to resist the Passage of smoke.

minutes. Doors in sprinkiered buildings are only 3 The Maintenance Director will chegk alt doors

fequired lo resist the Passage of smoke. There is monthly and document condition of doors ang

no impediment to the ¢losing of the doors Doors fepair as needed.

are provided with a means suitabie for keeping 4. The Mainlenance Director wilt submit repon

the door closed. Duich doors meeting 19.36 36 to theAdministrator and the findings will be

are permitted.  19.3.6.3 recorted monthly in QA meeting for 12 months. 663072012

Roller laiches are prehibited by CMS regulations
™ &l health care fagilities

T~ s STANDARD s not mel as evidenced by:
Based on gbservation and interview, it was
getermined the facility failed to ensure there were
no impediments 1o the closing of corridor door_s fo
resist the passage of smoke, in accordance with
NFPA slandards. The deficiency had the
potential to affect four {4) of hve (5} smoke
compartments, residents, staff, and visitors, The
facilily is licensed for sixly {60} beds and the

If continuation sheet Page 2of 31
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census was fifty five (55) on the day of the
survey.

The findings include:

Observations, on 04/24/12 between 11:00 AM
and4.00 PM, with the Maintenance Director
revealed the corridor doors to rooms 3,6,10, 19,
20, and 21 had a gap too large around the jamb
and would not resist the passage of smoke.

Interviews, on 04/24/12 between 11:00 AM and
4:00 PM, with the Maintenance Direclor

confirmed the abservation of the doars having too -

large a gap lhat wouid not resist the passage of
smoke.

Reference: NFPA 101 (2000 edition)

19.3.6.3.1" Doors prolecting corridor openings in
other than required enclosures of verlical
openings, exits, or hazardous areas shall be
substantial doors, such as thase construcied of
13/4-in. {4.4-cmy thick, solid-bonded core woaod
or of construction that resists fire for not less than
20 minutes and shall be constructed loresist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doaors and Fire Windows, shall
not be required. Clearance between the bottom
of the door and the floor covering not exceeding
tin. (2.5 cm} shall be permitted for corridor
doors.

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

combustible Malerials,
Exceplion No. 2 ing

SMoxe

‘83gap Doors shall be provided with 3 means

Suitable for keeping the door closed |hat 15

aztepiable 1o the autnority Rraving jurisdiction.

Trecevice useg shall be capable of keeping

"2 2ser fiy closed if 5 farce of 5 ibf (22 N) is

LR fateh edge of the door Rolier

C"Es sha he crohibited on corndor doors in

= 738 netfuly protected Dy an approved

LAl sprinkler system in accordance with

- 4100 LIFE SAFETY CODE STANDARD K 0251 The Maintenance Director repaired the smcke

3= partitions extending above the ceiling located

S~zee S8°rers are constructed to provide at in the short hall. Noted penetrations by pipes

£25%a zne naif hour fire resistance rating in and wires were repaired with a material rated

aLesieance wih § 2 Smake barriers may €qual o the partition and will resisl the

®7T nale atan amnum wall Windows are passage of smoke. Completed 04/27/2017.

'ed by fre-rated glazing or by wired glass Began tacking up wire on sprirkler pipes on
0510112012, Completed by 06/30/2012

S

Irsern

canels and steel frames A minimum of two
Secarate compartments are provided an each
fz5* Dampers are not required in duct
cErgratses of smose barners in fully ducted

g vertialng and air conditioning systems,

Teal
1937319375 191.63.19.1.6.4

This STANDARD s not met as evidenced by
Based on observations and interview, it was

2. The Maintenance Director will check all smoke
partitions 1o ensure the barriers will resist the
passage of smoke between smoke
companments in accordance with NFPA

standards.

{continued on page 5)
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K025 Continued From page 4
delermined the facility failed to maintain smoke
barriers that would resist the passage of smoke
between smoke compariments in accordance
with NFPA standards. The deficiency had the
potential to affect two (2) of five {5) smoke
compartments, residents, staff and visitors. The
facHity is licensed for sixty {60} bed with a census
of fity five (55) on the day of the survey.

The findings incfude:

Observation, on 04/24/42 at 12:20 PM. with the
Maintenance Director revealed the smoke
partitions extending above the ¢eiling lacated in
the Short Hall were noted to have penetrations by
pipes and wires. The spaces around the
penetrations were not filled with a materiaf rated
equal to the partition and could not resist the
passage of smoke.

interview, on 04/24/12 at 12:20 PM, with the
Maintenance Direclor revealed they were not
aware of the penetrations.

Reference: NFPA 107 {2000 Edition}.

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
floors and smake barriers shall be protected as
follows:

{a} The space between the penetrating item and
the smoke barrier shall

1. Be filied with a material capable of maintaining
the smoke resistance of the smake parrier, or

K 025 3. The Maintenance Direclor will check all smecke
partitions monthly 1o ensure compliance and
will report findings ta the Administrator monthly
and wiil be monitored by the QA committee
monthly for 12 months. 06/30/2012
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2. Be protected by an approved device designed
for the specific purpose.
{b) Where the penetrating item uses a steeve to
penelrate the smoke barrier, the sleeve shall be
sotidiy set in the smoke barsier, and the space
belween the item and the sleeve shall
1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpose.
{c) Where designs take transmission of vibration
inlo consideration, any vibration isalation shall
1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.

K027 MNFPA 101 LIFE SAFETY CODE STANDARD

S8=E
Daor epenings in smoke barriers have at least a
20-minute fire protection rating or are al feast
1%-inch thick solid bonded wood core. Non-rated
proteclive plafes that do nol exceed 48 inches
from the botlom of the door are permitted
Horizontal sliding doors comply with 7.2.1 14,
Daors are self-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
latching is not required.  19.3.7.5, 19.3.78,
19.3.7.7

This STANDARD is nol met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure access
doors in smoke barriers were installed in
accordance with NFPA Standards, The deficiency
had the polential to affect four {4} of five (5}
smoke compariments, residents, staff. and

K 027 1. The Maintenance Director repaired the cross-
corridor doors located in the middie hall and at
the dining room so that they seal and close all
the way so that doors do not have gaps.
Completed on 04/25/2012.

2. The Maintenance Director checked docrs in
smaoke barriers to ensure that they are
instatled in accordance with NFPA standards.

3. The Maintenance Director instalied a WB-FR
standard [ire raled access door in attic.

4. The Maintenance Director will check doors in
smoke barriers to ensure that they are
instafled in accordance with NFPA standards. 06/30/2012
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visitors. The facility is ficensed for sixty (60} beds
with a census of fifty five {35} on the day of the
survey,

The findings include:

Observation, on 04/24/12 at 12:20 Ph, with the
Maintenance Director revealed one {1) unrated
homemade smoke barrier access doors located
in the smoke partitions above the ceiling in the

atlic area throughout the facility.

Interview, on 04/24112 a1 12:20 PM, with the
Maintenance Director revealed he was nof aware
the door in the attic must be rated for use.

Observation, on 04/24/12 between 2:00 PM and
2:30 PM, with the Maintenance Director reveated
the cross-corridor doors localed in the Middle
Hall, and at lhe Dining Room, do not seal, or
close all the way when tested, leaving a gap
farger than one half of an inch at the top

Interview, on 04/24/12 belween 2:00 PM and 2:30
PM., with the Maintenance Director revealed they
were unaware the doors did not ¢lose and seal
property.

Reference: NFPA 101 {2000 Edition}

19.3.73

Any required smoke barrier shall be construcied
in accordance with Section 8.3 and shall have a
fire resistance rating of not fess than 1/2 haur
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Reference: NFPA 10t (2000 Edilion})
Continuity 8.3.2
Smoke barriers required by this Code shall be
continuous from an oulside wall 1o an outside
wall, from a floor fo a floor, or from a smoke
barrier to a smoke barrier or a combination
thereof. Such barriers shall be continuous
through alf conceated spaces, such as those
found above a ceiling, including interstitial
spaces.
Reference: NFPA 101 {2000 edition)
8.3.4.1* Doors in smoke barriers shalf close the
opening leaving
only the minimum clearance necessary for proper
operation
and shall be without undercuts, louvers, or grilles.
K029 NFPA 101 LIFE SAFETY CODE STANDARD K029
55=0D

One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4 1
andfor 16.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
oplion is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are seif-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bollom of the doar are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:

1. The Maintenance Director will place door
ciosure on the kitchen door from the dining
by 06/30/2012.

2. The Maintenance Director inspected the antire
buitding to ensure that all doors requiring seif
closing devices has them as required by
NFPA standards,

3. The Maintenance Director will check all door
closures monthly to ensure compliance with
NFPA standards.

{continued on page 9)
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K028 Continued From page 8 K 029 4. The Maintenance Director will report findings
Based on observation and interview, it was monthly to the Administrator and will be
delermined the facitity failed to meet the discussed in the monthly QA commitiee
requirements of Protection of Hazards in meeting for 42 months. 0613042012

accordance with NFPA Standards. The
deficiency had the potential 1o affect one (1} of
five (5} smoke compartments, residents, staff and
visitors.

The findings inciude:

Qbservation, on 04/24/12 af 1:56 PM, with the
Maintenance Direclor revealed the door to the
Kitchen from the Dining Room did not have a self
closing device,

tnterview, on 04/24/12 al 1:56 PM, with the
Maintenance Director revealed lhey were not
aware the door was required 1o be self closing.

Reference:
NFPA 101 (2000 Edition}.

18.3 2 Protection from Hazards.

18.3.2.1 Hazardous Areas. Any hazardous areas
shall be safequarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accerdance with 8.4.1, The automatic
extinguishing shali be permitted to be in
accordance with 19.3.5.4. Where the sprinkler
oplion is used, the areas shall be separaled
from other spaces by smoke-resisting partitions
and doors. The doors shali be self-closing or
automalic-closing. Hazardous areas shall
include, but shail not be restricled 1o, the
following:
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K029 Continued From page 9

(1) Boiler and fuel-fired heatar rooms

{2} Central/buik laundries farger than 100 #2

(9.3 m2}

{3} Paint shops

{4) Repair shops

{5) Soiled linen rooms

{6) Trash collection rooms

{7} Rooms or spaces larger than 50 12 (4.6 m2},

inciuding repair shops, used for storage of

combustible supplies

and equipment in quantities deemed hazardous

by the authority having jurisdiction

(8} Laboratories employing flammabie or

combustible materials in quantities less than

those that would be considered a severe hazard.

Exception: Doors in rated enclosures shalf be

permitled to have nonrated, factory or

field-applied

proteclive plates extending not more than

481n. {122 cm) above the Lottom of the door,
K039 NFPA 101 LIFE SAFETY CODE STANDARD

K 029

K039 1. The exit access signs in he back dining room

S55=D will be removed.
Width of aistes or corridors {clear and 2. The point of egress for the back dining room
unobsiructed) serving as exit access is al least 4 will be the front door access as allowed within
feet. 19233 NFPA guidelines.
This STANDARD is not met as evidenced by: 3. Staff inservicing will occur to ensure all staff
Based on cbeervation and interview, it was are trained on the updated egress policy and
determined the facility failed to ensure exit access procedures.
was maintained, per NFPA standards. The
deficiency had the potential 1o affect one {1) of 4. Updated evacuation plans will be posted
five {5) smoke compariments, residents, staff and according to NFPA guidelines. 07/24/2012
visitors. The facility is ticensed for sixty (60} beds
with a census of fifty five {55} on the day of the
survey.
FORM CMS-2567{02-99} Prawicus Vers.ons Obso'ete EventlD S1zp21 Facity 10 100012 If continuation sheet Page 10 of 31
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The findings include:

Observation, en 04/24/12 at 2:10 PM, with the
Maintenance Director revealed exit access lo the
public way from 1he dining room to be less than
the minimum requirement in width. The exit
access path petween the fwo buildings narrows
due to building placement, and two (2} air
conditioning units projecting into the path.

Interview, on 04/24/12 at 2:10 PM, revealed the
facility did not reatize exit access had a minimum
width requirement.

Reference: NFPA 101 {2000 edition}

7.3.2* Measurement of Means of Egress.

The width of means of egress shall be measured
in the clear at the narrowest point of the exit
compenent under consideration.

Exception: Projections not more than 31/2 in
(8.8 cm) on each side shall be permitted at 38 in
{96 cm) and below,

7.3.4 Minimum Width.

7341

The width of any means of egress shall be not
less than that required for a given egress
component in Chapter 7 or Chapters 12 through
42, and shall be not fess than 36 in. {91 cm).
Exceplion No. 1*: The width of exit access
formed by furniture and movable partitions,
serving not mose than six peopie and having a
fength not exceeding 50 ft (15 mj}, shail be not
less than 18 in. {45.7 cm} al and below a height
of 38 in. (36 cm), or 28 in. {71 cm) above a height
of 38 in, {96 cm), provided that widlhs not less
than 36 in. {1 cm) for new exit access and 28 in,
{71 cm) for existing exit access are provided
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K039 Continued From page 11 K039
without moving permanent walis,
Exception No. 2. This requirement shall not apply
{0 doors as otherwise provided forin 7.2.1.2,
Exception No. 3: In existing buitdings, the width
shall be permitted to be not less than 28 in. (71
cm}.
Exception No. 4: This requirement shall not apply
to aisles and aisle accessways as otherwise
provided in Chapters 12 and 13.
Exception No. 5; This requirement shall not apply
1o industriat equipment access as otherwise
provided in Chapter 40.
K050 NFPA 101 LIFE SAFETY CODE STANDARD K350 1. Fire drils will be conducted al least quarterly
88=F on each shift and at unexpected times under

Fire drilfs are held at unexpected times under
varying conditions, at least quareriy on each shifi.
The staff is famitiar with procedures and is aware
that drills are pant of eslablished routine.
Responsibility for planning and conducting drills is
assigned cnly to competent persans wha are
qualified 10 exercise leadership. Where drilis are
conducted between 9 PM and § AM a coded
announcement may be used instead of audible
alarms.  19.7.1.2

This STANDARD is not mel as evidenced by:
Based on Fire Drill record review and interview, it
was delermined the facility faited to ensure fire
drifls were conducted quarterly on each shifi at
unexpected times, in accordance with NFPA
standards. The deficiency had the potential to
affect five {5} of five {5) smake compariments,
residents, staff, and visitors. The facilily is
licensed for sixty {60) beds and the census was
fifly five {55} on the day of the survey

varied conditions on all shifts.

2. Maintenance Direclor perfarmed fire dritls on
05/17/2012 and 05/24/2012 for missed fire drills
in the quarers listed.

3. The Maintenance Director will check all fire
drills performed to ensure fire drills were
canducled quarterly on each shift at
unexpected times.

4. The Maintenance Director will perform fire drills
Quarterly on each shift at unexpecied times.

5. The Maintenance Director will submit record of
fire drilis to the Administrator monthly and be
monitored monthly by the QA committee for
12 months,

06/30/2012
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K050 Continued From page 12

The findings include:

Fire Drilt record review, on 04/24/12 at 11:48 AM,
with the Maintenance Director revealed the fire
drills were not being conducted quarterly and at
unexpected {imes under varied conditions. The
third shifi fire drils were foutinely being

conducted between 5:15 AM and 5:45 AM.
Further record review revealed the facHity failed 1o
pertorm a fire drill in the 3¢d quarer of 2011, on
first shift, and they also did not perform a fire drill
in the 1st quarter of 2042 an first shifi,

Interview, on 04/24/12 at 11:48 AM. with the
Maintenance Diractor revealed he was unaware
the fire drills were not being conducted as
required on third shift. Further interview revealed
the faciiity did realize they had missed the fire
drills in the quarters listed and performed one for
each shift as soon as they realized they had been
missed.

Reference: NFPA Standard NFPA 101 18.7.1.2.
Fire drills shall be conducted at feast quarterly on
each shift and af unexpected times under varied
conditions on ali shifts.

K058 NFPA 101 LIFE SAFETY CODE STANDARD

58=E
I lhere is an aulomatic sprinkfer system, it is
installed in accordance with NFPA 13, Standard
for the nstallation of Sprinkler Systems, to
provide complete coverage for alf porions of the
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
tnspection, Testing, and Maintenance of

K 050

K 058

t. The facility's automatic sprinkler system will be
madified 1o provide coverage over the front
entrance and the Short Hall exit,

2. The Mainlenance Director will inspect the
system monthiy to ensure compliance with
NFPA s{andards.

{continued on page 14)
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Water-Based Fire Protection Systems. 11 is fulty
supervised. There is a reliable, adequate waler
supply for the system. Required sprinkler
systems are equippad with water Now 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 automatic sprinkler
system, in accordance with NFPA Standards. The
deficiency had the potential to affect twe {2) of
five (5} smoke compartments, residents, staff,
and visitors. The facility is licensed for sixty {60)
beds with a census of fifty five {55) on the day of
the survey.

The findings include:

Observation. on 04/24/12 between 11:00 AM and
4:00 PM, with the Maintenance Direclor revealed
the facility had combustible porches that
extended out four {4) foot or greater and were
not sprinkler protecled. The porches were
located at the Front Entrance, and the Short Hall
Exit. .Further abservation revealed a wooden
trellis type roof also outside the Short Hall Ext,
and it was not sprinkter protected.

Interview, on 04/24/12 between 11:00 AM and
4:00 AM, with the Maintenance Direclor revealed

3. The Maintenance Director will monitor the
sprinkier system monthly and reper findings 1o
Administrator, who will review findings with the

QA committee monthly for 12 months. 07/20/2012
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K056 Continued From page 14

they were not aware the porches or the Irellis roof
needed to be sprinkler protected.

Reference: NFPA 13 (1998 Edition) 5-13 8.1

Sprinklers shall be installed under exterior roofs
or canopies exceeding 4 Ft. (1.2 m) in widlh.
Exception: Sprinklers are pemitled {o be omilteg
where the canopy or roof is of noncombustible or
limited combustible construction.

Reference. NFPA 13 (1999 Edition} 513 8.1

Actual NFPA Standard: NFPA 101, Table 19,1 62
angd 19.3.5.1. Existing healthcare faciliies with
construction Type V {111) require complele
sprinkler coverage far all panis of a facility.
Actuat NFPA Standard: NFPA 101, 19.3.5.1.
Where required by 19.1.6, health care facifities
shall be protecled throughout by an appraved,
supervised automalic sprinkler system in
accordance with Section 9.7

Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
automatic sprinkier system required by another
section of this Code shall be in accordance with
NFPA 13, Standard for the Instaliation of Sprinkter
Systems.

Actuat NFPA Standard: NFPA 13, 5-1.1. The
requirements for spacing, location, and position
of sprinklers shall be based on the following
principies:

(1) Sprinklers instalied throughout the premises
{2) Spiinklers located so as not to exceed
maximum protection area per sprinkler

(3) Sprinklers positioned and lacated so as te
provide satisfaclory performance with respect ta
activation ime and distribution.

K 056
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K062 NFPA 101 LIFE SAFETY COGE STANDARD K 062 1. Maintenance Director worked with outside
$8=D agency who specializes in sprinkfer systems.
Required automatic sprinkler systems are Sprinkler heads of mixed response ratings in
continuously maintained in reliable operating the atlic over the shon hait, the janitors closet
condition and are inspected and tested in the front hall, the front dining room have
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, been reptaced. Completed 05/14/2012.
9.75
This STANDARD is not met as evidenced by. 2. Sprinkler company replaced the sprinkler
Based on cbservation, and interview, il was head in the employee ounge bathroom.
determined the facility failed to maintain the Compieted 05/14/2012.
sprinkler system in accordance with NFPA 3. Maintenance Director removed items in the
standards. The deficiency had ihe potential to Oxygen room, and in the medical records
affect five (5) of live {5} smoke compartments, storage room lacated in the basement. No
residents, staff and visitors. The facility is Hems are within 18 inches of sprinkler heads.
heensed for sixty {(60) beds with a census of fifty Completed 04/25/2012,
five (55) on the day of the survey.
The findings Include:
Observations, on 04/24/12 between 11:00 AM 4. The Maintenance Director wiil inspect alt
and 4:00 PM, with the Maintenance. Director sprinkler heads in the building monthiy to
reveaied sprinkler heads of mixed response ensure compliance with NFPA standards,
ralings were located in the attic over the Short
Hail, the Janilars Closet in the front hall, and the
front Dining Room.
interview, on 04/24/12 between 11:00 AM and 5. The Maintenance Direcior wili check sprinkler
4:00 PM, with the Mainienance Director revealed heads maonthly and repont findings to the
the facility was not aware of the mixed response Administralor monthly who wil discuss at the
sprinkler heads, and not sure why the sprinkler manthly QA committee for 12 months. 06/30/2012
coempany contracied to maintain the sprinklers
had not discovered the problem
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K062 Confinued From page 16 K 062

Observation, on 04/24/12 at 2:19 PM, with the
Maintenance Director revealed the sprinkler
heads located in the employee lounge bathroom,
to have paint on the heads decreasing their ability
to react as intended.

Interview, on 04/24/12 at 2:19 PM. with the
Maintenance Director revealed they were not
aware that the sprinklers heads had been
painted.

Observation, on 04/24/12 at 225 PM, with the
Maintenance Director revealed storage within 18
inches of a sprinkler head located in the axygen
room, and in the Medical Records storage room
localed in the basement.

Interview, on 04/24/12 a1 2:26 PM, with the
Maintenance Director revealed he was aware
items could not be stored within 18 inches of a
sprinkler head, but not sure who ptaced the items
S0 close.

Reference: NFPA 13 {1999 Edition)

5-5.5.2" Obstructions to Sprinkler Discharge
Paitern Development.

5-5.5,2.1 Continuous or noncontiguous
obstructions less Than or equal to 18 in.

{457 mm} below the sprinkler deflector

That prevent the pattern from fully developing
shall comply With 5-5.5.2.

2-2.1.1" Sprinklers shall be inspected from the
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K 082

K 066
§8=D

Continued From page 17

ficor tevel annually. Sprinklers shaii be free of
corrosion, foreign malerials, paint, and physical
damage and shall be instalfed in the proper
orientation {e.g., upright, pendant, or sidewalh).
Any sprinkler shalt be replaced that is painted,
Corroded, damaged, loaded, or in the improper
ofienfation.

hydraufic design basis, the system area of
operation shall be

permitted to be reduced without revising the
density as indicated

in Figure 7-2.3.2.4 when all of the following
condilions

are salisfied:

(1) Wet pipe system

(2} Light hazard or ardinary hazard occupancy
(3) 20-fi (6.1-m) maximum ceiling height

The number of sprinklers in the design area shall
never be

less than five, Where quick-response sprinkiers
are used on a

sloped ceiling, the maximum ceifing height shatl
be used for

determining the percent reduction in design area
Where

quick-response sprinklers are installed, al}
sprinkiers within a

comparntment shall be of the quick response type.

Exception: Where circumstances reguire the use
of other than ordinary

temperalure-rated sprinklers, standard response
sprinklers shail be

permitted to be used.

NFPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations are adopted and include no
less than the following provisions:

K 062

K 066

1. The Maintenance Director removed improper
ashtray located at resident smoking area and
replaced it with approved ashiray,

FORKE CMS-2567(02-55 Prevous Versions Obsolets

Event 1D 552p21
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K066 Continued From page 18 K 066 2. The Maintenance Director wilt check smoking
{1} Smoking is prohibited in any room, ward, or ‘ devices monthly to ensure they meet NFPA
compariment where flammable liquids, standards.
combustibie gases, or oxygen is used or stored 3 The Maintenace Director will repon findings
and in any other hazardous location, and such .10 the Administrator and findings will be
area is posted with signs that read NO SMOKING reviewed at the monthly QA commiltee for
or with the international symbo! for no smoking. 12 months, 06/30/2012

{2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

(3) Ashtrays of noncombustible material and safe
design are provided in alt areas where smoking is
permitted.

{4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily available 1o ail areas where smoking is
permitted.  19.7.4

This STANDARD is not met as evidenced by
Based on observation and interview, it was
determined the facility failed to ensure the use of
approved ashirays in the designated smoking
area, in accordance with NFPA standards. The
deficiency had the potential to affect one {1} of
five {5} smoke companments, residents, stalf,
and visitors. The facilily is licensed for sixty (60)
beds and the census was fifty five (55) on the day
of the survey.

The findings include:

Observation, on 04/24/12 at 11:56 AM, with the
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K086 Continued From page 19 K 066

Maintenance Director revealed the ashirays
located at the resident smoking area were not of
the approved type. They did not have a metal
container with a self-closing lid 1o dump ashirays.

Interview on 04/24712 at 11:58 AM, with the
Mainlenance Direclor revealed he was not aware
of the requirement far self-closing ashirays.

Reference: NFPA Standard 101 {2000 Edition).

19.7.4 Smoking (4}

Metal containers with seH-clpsing cover devices
into which ashtrays can be emptied shall be
readily available to alt areas where smoking is

permitted.

K076 NFPA 101 LIFE SAFETY CODE STANDARD K078 1. The Maintenance Director placed signage on

$5=D the outisde doer indicating liquid oxygen was
Medical gas slorage and administration areas are being stored in the basement medical recards
protected in accordance with NFPA 99, Standards room.
for Health Care Faciiities.
(a) Oxygen storage focations of greaters than 2. The Mainienance Director checked all oxygen
3,000 cu.ft are enclosed by a one-hour storage areas for signage indicating liquid
separation. oxygen was being stored.
{b) Locations for supply systems of greater than
3,000 cu ft. are vented 1o the outside. NFPA 99
43112 19324
This STANDARD is not met as evidenced by: {continued on page 21}
Based on observation and interview, it was
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K076 Continued From page 20
determined the facility failed 1o ensure oxygen
eylinders were slored in accordance with NFPA
standards. This deficiency had the potential to
affect one (1) of five {5) smoke compartments,
residents, staff, and visitors. The facility is
licensed for sixty {60) beds with a census of fifty
five (55} on the day of the survey,

The findings include:

Observalion, on 04/24/12 at 3:56 PM, with the
Maintenance Director revealed there was no
signage on the outside, indicaling liguid oxygen
was being stored in the basement Medicai
Records Roem.

Interview, on 04/24/12 at 3:56 PM, with the
Maintenance Director reveaied they were not
aware the oxygen tanks needed signage
indicating they were in the room.

Reference: NFPA 99 {1999 edition)

8-3.1.11.2

Storage for nonflammable gases greater than
8.5 m3 {300 #3) but fess than 85 m3 {3000 A3)
{A) Storage tecations shall be outdoors in an
enclosure or within an enclosed interior space of
nencombustible or kimited-combustible
conslruction, with doors {or gates outdeors} that
can be sequred against unauthorized enlry.

(B) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stored with any flammable
gas, liquid, or vapor.

(C) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibfes or
materials by one of the following:

K076 3. The Maintenance Director will check signage
monthly and report findings to the
Administrator and fingings will be reviewed
in the monthly QA meetng for 12 months. 06/30/2012
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K076 Continued From page 21

K130
§8=D

(1) A minimum distance of 5.1 m {20 ft}

{2} A minimum distance of 1.5 m {5 fi} if the
entire storage location is protected by an
autornatic sprinkler system designed in
accordance with NFPA 13, Standard for the
Instaliation of Sprinkler Systems

(3} An enclosed cabinet of noncomkustible
construction having a minimum fire protection
rating of % hour. An approved flammable liquid
storage cabinet shall be permitted to be used for
cylinder storage.

8-3.1.11.3 Signs. A precautionary sign, readable
from a distance of 5 ft (1.5 m}, shall be
conspicuously displayed an each daor or gate of
the storage raom or enclosure. The sign shall
include the following wording as a minimum:
CAUTION OXIDIZING GAS(ES) STORED
WITHIN NO SMOKING

NFPA 101 MISCELLANEQUS

OTHER LSC DEFICIENCY NOT ON 2786

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility faited to maintain doors
within a required means of egress in accordance
with NFPA standards. The deficiency had the
potential to affect one (1} of the five {5} smoke
compartments, residents, staff, and visitors. The
facilily is ficensed for sixty {60} beds with a
census of fifty five {55) on the day of the survey.

K076

K 130 1. The Maintenance Director removed the slide

boll type lock on the employee founge door on
04/25/2012.

2. The Maintenance Director had conversation
with Life Safety Cods Inspector in which Life
Safety Code Inspector commented that top of
dryers were very clean, buf bottom of dryers
revealed a build-up of linl. Maintenance
Director removed the buitd-up of lin from the
lower portion of dryers on 04/24/2012.

{continued on page 23)
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K130 Continued From page 22 K 130

The findings include:

Observation, on 04/24/12 at 1:49 PM. with the 3. The Maintenace Director checked the entire
Maintenance Director revealed an unapproved buitding to ensure that unapproved locks were
tock {slide boll lype} was instalted on door te the not being utifized in the building,

Employee Lounge.

Interview, on 04/24/12 1:45 PM, with the 4. The Maintenance Direcior will check monthiy
Maintenance Direclor revealed he had never for unapproved locks and report monthly to
noticed the lock on the door, and would have it the Administrator. The findings wilf be

removed. manitored monthly in QA meeting for 12 manths,
Observation, an 04/24/12 at 3:28 PM. with the 5. The faundry stalf wil check tint build-up and tog
Maintenance Director reveated a heavy build up cleaning of areas every 2 hours.

of lint in the top of the dryer, in the Laundry

Room.

Interview, on 04/24/12 at 3:28 PM, with the 6. The Hsk/Laundry supervisor will submit records
Maintenance Director revealed he was not aware monthly to the Administrator and will be reviewed
the lint build up was so excessive. in the monthly QA meetng for 12 months. 06/30/2012

Reference: NFPA 101 {2000 Edition)

182224

Doors within a required means of egress shall not

be equipped with a latch or fock that requires the

use of a too! or key from the egress side.
K 143 NFPA 10t LIFE SAFETY CODE STANDARD K 143
58=D

Transferring of oxygen is:

. The Maintenance Director turned on the fan in

-

{a) separaled from any portien of a faciity

wherein patients are housed, examined, or the window of the medical records room in the
lrealed by a separation of a fire barrier of 1-hour basement and cleaned area of storage around
fire-resistive construclion; the fan.

{b) in an area that is mechanically ventilated, (continued on page 24}
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K 143 Continved From page 23 K 143 2, The Maintenance Director will ensure mechanical
sprinklered, and has ceramic or concrete flooring; * fan is working daily and will report findings to
and the Administrator monthly
{c)in an area posted with signs indicating that 3. Findings will be reviewed at the monthly QA
transferring is occurring, and that smoking in the meeting for 12 months. 06/30/2012

immediate area is not permitted in accordance
with NFPA 99 and the Compressed Gas
Associalion. B6.2.52

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined Ihe facility failed to assure the room
being used to transfer or stare liquid oxygen had
ventilation per NFPA requirements. The
deficiency had the potential to affect one (1) of
five (5) smoke companments, residents, staff and
visilors. The facility is licensed for sixty (60} beds
with a census of fifty five {55) an the day of the
survey.

The findings include:

Observalion, on 04/24/12 at 3:56 PM, with the
Maintenance Director revealed the Medical
Records Sterage Room in the basement. which
oxygen was being transferred or stored did not
have ventilation.

Interview, on 04/24112 at 3:56 PM, with the
Maintenance Direclor revealed the tanks were
delivered and picked up by a supply contractor
from this room. Further interview at the exit
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conference reveated the room allegedly had a
mechanical fan in the window but was not turned
on. This could not be confirmed due 1o the
abundance of storage in the room.

4-3.1.1.2 Storage Reguirementis (Location,
Conslruction, Arra ngement}.

fa} * Nonflammable Gases {Any Quantily:
tn-Storage, Connected, or Both)

1. Sources of heat in storage focations shal! be
protected or focated so that cylinders or
compressed gases shall not be heated lo the
aclivation point of integral safely devices. In no
case shall the temperalure of the cylinders
exceed 130°F (54°C). Care shall be exercised
when handling cylinders that have been exposed
to freezing temperalures or containers that
contain cryogenic liquids lo prevent injury o the
skin,

2.* Enclosures shall be p for supply systems
cylinder stosage or manifold locations for
oxidizing agents such as oxygen and nitrous
oxide. Such enclosures shall be constructed of an
assembly of buifding materials with a fire-resistive
rating of at least 1 hour and shall not
communicate directly with anesthelizing locations.
Other nenflammable (inert) medical gases may
be stored in the enclosure. Flammable gases
shali not be stored with oxidizing agents. Storage
of full or empty cylinders is permitted. Such
encfosures shall serve no other purpose.

3. Provisions shall be made for racks or
fastenings lo pratect cylinders from accidentai
damage or dislocation.

4. The electric instaltation in storage localions or
manifold enclosures for nenflammable medical
gases shall comply with the standards of NFPA
70, National Electrical Code, for ordinary

K 143
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locations. Efectric wall fixtures, sw and re shall be
installed in fixed focations not f 152 cm4 the floor
as a precaution against their physical damage.

5. Storage locations for oxygen and nitrous oxide
shalt be kept free of ftammabie materials [ also
4-31.1.2(2) 7).

6. Cylinders containing compressed gases and
containers for voiatile liquids shalf be kept away
from radiators, steam piping, and like sources of
heat.

7. Combustible malerials, such as paper,
cardboard, plastics, and fabrics, shall not be
stored or kept near supply system cylinders or
manifolds containing oxygen or nitrous oxide,
Racks for cylinder storage shall be permitied to
be of wooden construction. Wrappers shall be
removed prior to storage.

Exception: Shipping crates or storage carions for
cylinders.

8. When cylinder valve protection caps are
supplied, they shall be secured tightly in place
unless the cyfinder is connecied for use.

8. Conlainers shall not be stored in a tightly
closed space such as a closel f

Copyright NFPA 99

8-2.1.2.3(c)}.

10. Location of Supply Systems.

a. Excepl as permitted by 4-3.1.1.2{a) 10¢,
supply syslems for medical gases or mixlures of
these gases having lotal capacities {connected
and in storage) not exceeding the quantities
specified in 4-3.1.1.2(b} 1 and 2 shal! be jocated
cutdoors in an enclosure used only for this
purpose or in a room or enclosure used ondy for
this purpose situated within a building used for
other purposes.

b. Storage facitities thal are outside, but adfacent
1o a building wall, shall be in accordance with

K 143
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NEPA 50, Standard for Butk Oxygen Systems at
Consumer Sites.

<. Locations for supply systems shall not be used
for storage purposes other than for centainers of
nonflammable gases. Sterage of fulf or empty
containers shall be permitted. Other
nonflammable medicat gas supply systems or
storage locations shafl be permitted to be in the
same focation wilh axygen or nitrous oxide or
both. However, care shall be taken to provide
adequate ventifation to dissipate such other
gases in order to prevent the development of
oxygen-deficient atmospheres in the event of
funclioning of cylinder or manifoid pressure-relief
devices.

d. Air compressors and vacuum pumps shall be
located separately from cyfinder patieni gas
systems or cylinder sterage enclosures. Air
campressors shail be inslalied in a designated
Mechanical equipment area, adequately
ventifated and with required services.

a. Walls, floors, ceilings, roofs, doars, inferior
finish, shelves, racks, and supports of and in the
locations cited in 4-3.1.1.2¢a) 10a shall be
constructed of noncombustible or
limited-combustible materials.

b. Locations for supply systems for oxygen,
nitrous oxide, or mixtures of these gases shail not
communicate with anesthetizing locations or
storage tocations for Rammable anesihetizing
agents.

¢. Enclosures for supply systems shall be
provided with doors or gates lhat can be locked.
d. Ordinary electrical walt fixtures in supply rooms
shall be installed in fixed locations not fess
than5fi(1.5 m) above the fioor to avoid physical
damage.
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e. Where enciosures (interiar or exierior) for
supply systems are located near sources of heat,
such as furnaces, incinerators, or boiler rooms,
they shall be of construction that profects
cyiinders from reaching temperatures exceeding
13 O°F (54°C). Open eiectrical conductors and
transformers shall not be located in close
proximity to enclosures. Such enclosures shail
not be located adjacent to storage tanks for
flammable or combustiple liquids.

f. Smoking shall be prohibited in supply syslem
enclosures.

Copyright NFPA

g. Heating shall be by steam, hot water, or other
indirect means. Cylinder temperatures shalf not
exceed 130°F {54°C).

tb} Additional Storage Requirements for
Nonflammable Gases Greater Than 3000 f (85
mi}.

1. Oxygen supply systems or storage locations
having a totat capacity of more than

20,000 {5686 m (NTP), including uncennected
reserves on hand at the site, shall comply with
NFPA 50, Standard for Bulk Oxygen Systems at
Consumer Sites.

2. Nitrous oxide supply systems or slorage
locations having a total capacity of 3200 lp (1452
kg} { ft (793 m (NTPY or mare, including
unconnected reserves on hand at the site. shall
comply with CGA Pamphlet G-8 I, Standard for
the Installation of Nitrous Oxide Systems at
Consumer Sites.

3. The walls, floors, and ceilings of locations for
supply systems of mare than 3000 fi {85 m totat
capacity (connected and in storage) separating
the supply system location from other
eccupancies in a building shall have a fire
resislance rating of at leasl 1 hour. This shalt also
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apply to a common wall or walls of a supply
system location attached to a building having
other occupancy.

4. Locations for supply systems of more than
3000 ft {85 m fota! capacily {connected and in
storage) shall be vented to the guiside by a
dedicated mechanical ventilation system or by
natural venting. If natural venting is used, the vent
apening or openings shalt be a minimum of 72 in.
{0.05 m in total free area.

{c} Storage Requirements for Nonflammable
Gases Less Than 3000 {85 m- Doors 1o such
locaticns shall be provided with fauvered
openings having a minimum of 72 in. (0.05 min
tolal free area. Where the location of the supply
system door opens onto an exit access corridor,
louvered openings shall not be used. and the
requirements of 4-3.1.1 .2(b}3 and 4 and the
dedicated mechanical ventilation system required
in4-3.1.1.2(b)4 shall be complied with.

K 147 NFPA 101 LIFE SAFETY CODE STANDARD K 147 1. Dietary Director removed the items stored in
§S8=E front of the electrical panet located in the
Electricat wiring and equipment is in accordance Dietary Manager's office on 04/24/2012.

with NFPA 70, National Electrical Code, 912

This STANDARD is not met as evidenced by: 2. Powerstrip located in the storage room off the
Based on observation and interview, it was kitchen was removed and Maintenance Director
determined the facility failed to ensure electrical instalfed ptug in space on 05/01/2012.

wiring was maintained in accordance with NFPA

standards. The deficiency had the potentiai to 3. Maintenance Director removed powerstrip in
affect four (4) of five {5) smoke compartments., Med Room on 04/24/2012.

residents, staff, and visitors. The facility is

licensed for sixly (60) beds with a census of fifty 4. Maintenance Director removed powersirip in
five {55) on the day of the survey. room #29 on 04/26/2012,
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of receptacles shail be determined by the
intended use of the patient care area. There shati
be sufficient receptacles located so as to avoid
the need for extension cords or muttiple autlet
adapiers.

110-26. Spaces

About Electrical Equipment. Sufficient access
and working space shall be provided and
maimained around all electric equipment to
permit ready and safe operation and maintenance
of such equipment. Enclosures housing electrical
apparatus that are controlled by lack and key
shall be considered accessible to qualified
persons,

K 147
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