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F 000 | INITIAL COMMENTS F 000 |
Greenwood Nursing and Rehab Center
acknowledges recelpt of the Statement of
A Recerification Survey was conducted on . P

03/24/15 through 03/26/15 with deficiencles cited | Deficlencles and proposes this Plan of Correction

at a Scope and Severity of a "D", | to the extent that the summary of findings Is
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281/ factually correct and in order to maintain
ss=p | PROFESSIONAL STANDARDS | compllance with applicable rules and provisions
of quallty of care of residents. The Plan of
The servicas provided or arranged by the facility Correctlon Is submitted as a written allegation of

must meet professional standards of quality. compliance.

Greenwood's response to this Statement of
This REQUIREMENT Is not met as evidenced P

by: Deficlencles does not denote agreement with
Basad on observation, intarview, record raview the Statement of Deficiencies nor does It
reviaw of the facility's policies, and review of the constitute an admisslon that any deficlency Is
Kentucky Board of Nursing Advisory Opinion accurate, Further, Greenwood Nursing and
Statement (AQS)#14, it was determined the | Rehab Center reserves the right to refute any of
facllity falled to ensura services provided by the | the deficlencles on this

facility meet professicnal standards of quality for

ona {1) of twenty-four (24) sampled residents Statement of Deficlencles through Infarmal

ﬁ:i’:i:::‘l Lr: :s? n';hg:!:;: ?;d:;e:b::;ﬁ:“ Dispute Resotution, formal appeal procedure,
wound two (2) times dally. Observation on | and/orany other administrative or legal
03/25/15 revealed Registered Nurse (RN} #1 proceeding.

failed to follow the Physicians orders.

The findings include:

Review of the Kentucky Board of Nursing AQS
#14 Patent Care Orders, last revised 10/2010,
revealed ficansed staff (registered nurses and :
licensed practical nurses) should administer e
medication and treatment as prescribed by the

physician or advanced practice registered nurse.

Review of the facility's policy, "Wound Care
Protocol (Version Date: 1/10)" revealed "Wat to
Dry N5SS Drassings (Mechanical} number one (1)

LABORATORY DIRE DER/S!

PPLIER REPRESENTATIVE'S SIGNATURE TITL (8) OATE
g ,4/ g 5‘/ /
J 222 ol z .30/ "

statemanl ending with an asterisk (*) denotes a deflciency which the institution may be axcused from cotracting providing it 18 detenmined that
aleguards provide sufficlant protection to the patients, (See Instruclions.) Except for nursing homas, the findings stated above are disclosable 00 days
foliowing the date of survay whelher or nol a plan of comection is provided. For nursing homes, the abova findings and plans of corraciion are disclosable 14
days foliowing the dale these dacuments are made avallabls lo tha facility. If daficiencias are clied, an approved plan of comection is requisite to continusd
program padiclpation,
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score of 09 indicating the resident was
interviewable and as requiring extensive
assistance with all activities of daily living.

Raview of the Physician's Orders, dated
03/12115, ravealad a treatment order to clean
Resident #11's abdominat surgical wound with
normal saline and apply a wet to dry dressing
twice daily.

Review of the March 2015 TAR revealed "May
follow facility wound care protocol” and “Wet to
dry to abdomen wound twice daily" and the
nurses had initialed treatment as being complated
twice daily beginning on 03/12/15 through
03/26/15. The TAR did no include the part of the
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F 281 | Continued From page 1 F 281
"Cleanse wound thoroughly with normal saline or
with appropriate wound cleanser”,
Review of the facility's undated policy, "Receipt of
Physician's Ordars {Pages twenty-one and
twenty-two) revealed the nurse was to enter the
order on the resident’s Madication Administration
Record (MAR)/Treatment Administration Record
(TAR) in compliance with State and Federal
tegulations and such orders must be
countarsigned by tha prescriber within two (2)
days. Tag F-281
Record revisw revealed the facllity admitted Resident Number 11 Is no fonger in the facllity.
Rasidant #11 on 03/11/15 with dlagnoses which
included Muscular Wasting and Disusa Atrophy A bullding wide review was conducted of
NEC, Septic Shock, Opan Wound Abdominal residents’ requiring wound care on 3-26-15 to
Wall Anterier Complicated, and Cognitive D orders and TARs were in
Communication Deficit. Review of the Admission —— b:l fr e:s wera Identified
Minimum Data Set (MDS) assassment, dated congruence. No 1ssu '
03/18/15, revealed the facility had assessed -
Resident #11's cognition as moderately impaired The Staff Development Coardinator will re
with a Brief Interview of Mental Status (BIMS) inservice licensed nursing staff that when

performing a wound treatment for first time,
they must check TAR to MD Order for
consistency In transcription to ensure treatment
1s performed per MD order, This re-inservicing
was Initlated on Aprit 16, 2015 with expected
completion date of April 20, 2015. Any nursing
staff not educated by 4/20/15, wili be In-serviced
prior to thelr next shift. To assist with
compliance, wound care will be randomly
audited (by Nursing Unit
Coordinator/DON/ADON/Staff Development
Coordinator) on each hallway for compltance
per facllity protocol weekly far one month, then
bl-monthly for one manth, then monthly for
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physician's ordar that stated "to clean wound with three months starting April 17, 2015, Upon
normal saline”. identification of any potentlal concerns, the
Nursing Unit Coordinator/0ON/ADON/ Staff
Obgervation, on 63/25/15 at 6:00 AM of a Development Coordinator will take follow up
dressing change, revealed RN #1 removed a action as necessary,
dressing from Resident #11's abdomen and failed
to cleanse the abdominal wound with normal The results of wound care monitoring will be
saline prior to applying a new dressing as per the
Physician's Order. forwarded to the Executive QA Committee
monthly which Includes Administrator, Medical
Interview with RN #1, on 03/26/15 at 7:30 AM, Director, Director of Nursing, Staff
revealed she had not been cleansing the Development Coordinatar / QJ , Soclal Service
resident's wound with normal saline as per the Director, Rehab Director, Actlvity Director, MDS
Physiclan’s Order. RN #1 stated she had only Nurse, Treatment Nurse, Dletary Director,
been doing a wet to dry dress!ng’. She revealed Medlcal Records Director, Rehab Unit Director,
on 03/12/15 a new nursa transcribed the order on Lone Term Care Unit D
to the resident’s TAR and RN #1 had failed to 8 verm Care Unit Director, Housekeaping
identify the cleanse with normal salina part of the Director, Admission Director and Malntenance
order was not transcribad on to tha TAR. Director for three months for review,
Identification of trends, for follow-up actlon as
Interview with the Director of Nursing (DON), on deemed approprlate, and to determine need for
gﬁﬁg:ﬂ;ﬁﬁ &T;{;::m::mﬁ?ng and/or frequency of continued monitoring, Staff
treatments as per the facllity's policy as that was ll)evelupment Coordinator will provide yearly re-
their standard of practice. Orders were to be nserviclng of licensed nursing staff regarding
transcribed from the written order to the residents' checking TAR to MD Order for conslstency in
MAR or TAR and it was the responsibility of RN transcription to ensure treatment is performed
#1 to have identified the order had not been per MD order. ‘
accurately transcribed on to the TAR, l/
Interview with the Administrator, on 03/26/15 at | Af I
9:30 AM, revealad he expacled the Physician's Date of completion Is 4-20-15
Order to be followed.
F 282 | 483.20(k)(3)ii} SERVICES BY QUALIFIED F 282
55=p | PERSONS/PER CARE PLAN
The services pravided or arranged by the facility
must be provided by qualified persons in
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F-282
F 282 | Continued From page 3 F 282
accordance with each resident's written plan of Resident number 11 is no longer In the facility.
care,
A building wide review was conducted of
resldents’ requiring wound care on 3-26-15 to
;:‘Is REQUIREMENT is not met as evidenced ensure that MD orders and TARs were In
Based on observation, interview, record review congruence. No Issues were identified.
and raview of the facility's policy, it was
determined the facility's staff failed to follow a The Staff Development Coordinator will re-
care plan Intarvention related to prescribed Inservice licensed nursing staff that when
wound care for ana (1) of twenty-four (24) performing a wound treatment for first time,
sampled residents (Resident #11). they must check TAR to MD Qrder for
] conslstency In transcription to ensure treatment
The findings Include: Is performed per MD order, This re-Inservicing
Review of the facllity's policy titled, "Resident was Inltlated on April 16, 2015 with expected
Care Plan", dated 08/2012, revealed the facility completion date of Aprlil 20, 2015. Any nursing
should provide an interdisciplinary written care staff not educated by 4/20/15, will be in-serviced
plan based on the physician's orders and the prior to their next shift. To asslst with
assassment of the resldent needs. The compliance, wound orders will be monitored for
L L conssency by Narsig
should occur by participating discip
in the facliity at & team conference under the Eo:rdlnal:;'/‘Adr:Inlstratlve traatment nurse)
direction of the Registarad Nurse (RN) etween and MD order weekly for one
Coordinater, month, then bi-monthly for one month, then
‘ | monthly for three months starting Aprll 17,
Review of the facility's policy, “Wound Care 2014. Upon Identification of any potentlal
Protocal”, dated 01/2010, revealed "Wet to Dry concerns, the Nursing Unit
NS§ Dressings (Mechanical) number one {1) Coordinator/Administrative T o
“Cleanse wound thoroughly with normal saline or . — reatment Nurse/
with appropriate wound cleanser”. Development Coordinator will take follow
up action as necessary.
Review of Resident #11's Comprehensive Care
Plan for actual skin impairment related to an
abdominal surgical wound, dated 03/16/15,
ravealed an Intervention fo provide freatment as
orderad ar per facility skin care protocol.
Review of the Physician's Orders, dated
FORM CMS-2567{02-99) Previous Varskans Dbsolele Evont ID:Q3LOM Faciity ID: 100458 If continuation sheet Page 40of 7
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results of order monitoring will be
F 282 | Continued From page 4 F 282 The ¥

farwarded to the Executive QA Committee
which Includes the Administrator, Medical
Director, Director of Nursing, Staff Development
Coordinator, Social Service Director, Actlvity

03/12715, ravealed an arder to clean Resident
#11's abdominal surgical wound with normal
saline and apply a wet to dry dressing twice daily.

On 03/25/15 at 9:00 AM, an observation of a Director, MDS Nurse, Treatment Nurse, Dletary
dressing change for Resident #11 revealed RN Director, Madical Records Director, Rehab Unit
#1 removed a dressing from Resident #11's Director, Long Term Care Unit Director,

abdomen and failed to cleanse the abdominal
wound with nermal saline prior to applying a new
dressing as per the Physiclan's Order and facility

Housekeepling Director, Admission Director and
Malntenance Director monthly for three months

protocol. for review, Identification of trends, for follow-up

actlon as deemed appropriate, and to determine
Interview with RN #1, on 03/26/15 at 7:30 AM, need for and/or frequency of cantinued
revealed she had not been cleansing the monltoring. Staff Development Coordinator will
resident's wound with normal saline as per the then provide yearly In-serviclng of licensed
Physician's Order, She had only been doing a

nursing staff regarding checking TAR to MD
Order for consistency In transcription to ensure

interview with the Director of Nursing (DON), on treatment Is performed per MD order.
03/26115 at 8:10 A.M., revealad she expacted
nurses to follow Physicians orders and residents’
cara plan Interventions.

wet to dry dressing,

F 514 | 483.75(1)(1) RES F514| Dateof completionis 4-20-15
§5=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE
The facility must maintain clinical records on each
resldent in accordance with accepted professional % y
standards and practices that are complets; 7

accurately documented; readily accessible; and
systematically organized,

The clinical record must contaln sufficient
information to identify the resident; a record of the
rasidant's assessments; the plan of care and
sarvices pravided; the results of any
preadmisslon screening conducted by the State;
and progress notes.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
interview it was determined the facility failed to
ensure the clinical record for one (1) of
twenty-four (24) residents (Resident #11) was
accurately maintained. A Physiclan's Order
obtalned on 03/12/15 was not accurately
transcribed to the Treatment Administration
Record (TAR) resulting in prescribed treatment of
a wound not being carried out as ordered,

The findings include;

Interview with the Director of Nursing (DON), on
03/26/15 at 8:10 AM, revealed there was no
facility policy to addrass the malntenance of the
rasident clinical record related to accurate
documentation.

Record review ravealed the facllity admitted
Resident #11 on 03/11/15 with dlagnoses to
include Muscular Wasting and Disuse Atrophy,
Septic Shock, Open Wound Abdominal Wall
Antarlor Complicated and Cognitive
Communication Deficit.

Review af a Physician's Order, dated 03/12/15,
revealed a signed treatment order to clean
abdominal surgical wound with normal saline and
apply a wet to dry twica daily; however reviaw of
the March 2015 Treatment Administration Record
(TAR), revealed the order did not Include fo clean
the abdominal wound with normal saline, it only
stated to apply a wet to dry dressing to abdomen

| F-514

| completion date of April 20, 2015. Any nursing

Resident number 11 is no longer In facility.

A building wide review was conducted of
residents’ requlring wound care on 3-26-15 to
ensure that MD orders and TARs were In
congruence, No Issues were ldentifled.

The Staff Development Coordinator will re-
Inservice licensed nursing staff that when
performing a wound treatment for first time,
they must check TAR to MD Order for
consistency In transcription to ensure treatment
Is performed per MD order. This re-inservicing
was initlated on April 16, 2015 with expected

staff not educated by 4/20/15, will be In-serviced
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wound twice dally. Further review revealed the
initials of licensed staff indicated the treatment
was inltiated on 03/12/16 and had bean
completed twice daily through 03/26/15.

Obsarvation on 03/25/15 at 9:00 AM of a dressing
change, raevealed Registered Nurse (RN) #1
removed a dressing from Resident #11's
abdomen and falled to cleanse the abdominat
wound with normal saline prior to applying the wet
to dry dressing as per the Physician's Order,

Interview with RN #1, on 03/26/15 at 7:30 AM,
revealed she had not baen cleansing the
resident’s wound with nonmal saling as par the
Physiclan's Order. She stated she had only been
doing a wet to dry dressing. RN #1 revealed on
03/12/15 a naw nurse transcribed the order on to
the resident's TAR and RN #1 stated she failed to
identify the cleanse with normal saline pant of the
order was not transcribed on to the TAR.

Interview with the Director of Nursing, on
03/26/15 at 8:10 AM, revealed orders were to be
transcribed from the written order to the residents’
Medication Administration Record (MAR) or TAR
and it would have been the responsibility of RN
#1 on 0312115, to have checked and mada sure
the order was transcribed on to the TAR
accurately. She stated Resident #11's record
was not accurate because bacause part of the
ordar reflecting to cleanse the wound with normal
saline had not been transcribed to the TAR.

prior to thelr next shift. To assist with

F 514 compliance, wound orders will be monitored for

consistency (by Nursing Unit
Coordinator/Adminlistrative treatment nurse)
between TAR and MD arder weekly for one
month, then bi-monthly for one month, then
monthly for three months starting April 17,
2014. Upon Identification of any potentlal
concerns, the Nursing Unit
Coordinator/Administrative Treatment Nurse/
Staff Development Coordinator will take follow
up actlon as necessary,

The results of order monitoring will be
forwarded to the Executive QA Committee which
Inciudes the Adminlstrator, Medical Director,
Director of Nursing, Staff Development
Coordinator, Social Service Director, Activity
Director, MDS Nurse, Treatment Nurse, Dletary
Director, Medical Records Director, Rehab Unit
Director, Long Term Care Unit Director,
Housekeeplng Director, Admission Director and
Malntenance Director monthly for three months
for review, identification of trends, for follow-up
action as deemed approprlate, and to determine
need for and/or frequency of continued
monitoring. Staff Development Coardinator will
then provide yearly In-servicing of licensed
nursing staff regarding checking TAR to MD
Order for consistency in transcription to ensure
treatment Is performed per MD order.

Date of completion is 4-20-15

i
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Greenwood Nursing and Rehab Center
CFR: 42 CER 483.70(a) acknowledges recelpt of the Statement of
Deficiencies and proposes this Plan of Correction
BUILDING: 01 to the extent that the summary of findings Is
factually correct and In order to maintain
PLAN APPROVAL: 1877 campliance with applicable rules and provisions

of quallty of care of resldents. The Plan of

SURVEY UNDER: 2000 Existing Correctlon Is submitted as a written allegatlon of

FACILITY TYPE: SNFINF compllance.

TYPE OF STRUCTURE: One (1) story, Type lll Greenwood’s response to this Statement of

(211) Deflclencles does not denote agreement with
the Statement of Deflcliencles nor does It

SMOKE COMPARTMENTS: Nine (9) smoks constitute an admission that any deficlency is

compartments accurate, Further, Greenwood Nursing and

fu f
FIRE ALARM: Complets fire alarm system with Rehab Center reserves the right to refute any o

two (2) heat and fifty-two (52) smoka detectors. the deficiencles on this

SPRINKLER SYSTEM: Complele automatic wet Statement of Deflciencles through Informal

sprinkler systam. Dispute Resolution, formal appeal procedure,
and/or any other administrative or legal

GENERATOR: Type |l generator, installed in proceeding.

October 2010. Fusl source is diesal.

A Racadification Life Safety Code Survey was
conducted on 03/24/15. The facility was found not
to be in compliance with the requiremants for
participation in Medicare and Medicaid. The
facility is cartified for one-hundred twenty-eight
(128) beds with a census of one-hundred
twenty-seven (127) on the day of the survey,

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

Fire)
P ) _
OR PROVY RESENTA SIGNATURE .
S/

statement ending with an astarisk F) denotes a deficlancy which Lha Institution may ba excused from correcting providing it is determined that
uards provide sufficient protection ta the patients . {Sea Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
ng the date of survey whethar or not a plan of comrection is provided, For nuraing homes, the abova findings and plans of corraction ere disclosable 14
ays following the dala these documents are made avallable to the facility. If deficlenctes are clled, an approved plan of correction s requisite lo conlinued
program participation.

LABORATORY BIRECTO
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Deficlencies were citad with the highest
deficlancy identified at & "F" lavel,

K 058 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=D
If thera Is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
pravide complete coverage for all portions of the
building. The system is proparly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. Itis fully
suparvised. There is a rellabls, adequats water
supply for the system. Required sprinklar
systems are equipped with water flow and tamper
switches, which are electrically connactad to the
building firs alarm system. 18.3.5

This STANDARD s not met as evidenced by:

Based on observation and interview, it was
determined the facility failed to ensure the
bullding had a complete sprinkler system, in
accordance with National Fire Protection
Association (NFPA) Standards. The deficient
praciica has the potential to affect one (1) of nine
{9) smoke compartments, eight (8) residents,
staff and visitors. The facilily has the capacity for
one-hundred twenty-eight (128) beds and at the
time of the survey, tha cansus was one-hundred
twanty-seven (127). According to CMS S&C
13-55-LSC the enforcement implication would be
a fully sprinklered facility with major problems.

The findings include:

There are no specific residents Identifled In the

K058/ deficiency.

A Sprinkler was installed by Stewart Richey
Service Group on the 100 Hall middle exit door
to cover the requested area on 3/25/15.

The Director of Malntenance was In-service on
the requirements of K-056 by the adminlstrator
on 4/10/15,

The Director of Maintenance will complete a
Monthly audit to ensure that there is a sprinkler
In place on the 100 hall middie exit door along
with all other exit daors in the facllity

Audit findings will be reviewed monthly with the
Administrator the DON and the Medical Diractor
during the Executlve Quality Improvement
meeting which Includes the Adminlstrator,
Medical Director, Director of Nursing, Staff
Development Coordinator / Qi , Soclal Service
Director, Rehab Director, Actlvity Director, MDS
Nurse, Treatment Nurse, Dietary Director,
Medical Records Director, Rehab Unit Director,
Long Term Care Unit Director, Housekeeping
Director, Admisslon Directar and Maintenance
Director

Date of completion is 4/20/15.
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Continued From page 2

Obsarvation, on 03/24/15 at 2:35 PM, with the
Maintenance Supervisor revealed an exterior
porch roof, extending out greater than four (4)
foet that was constructsd of combustible wood
matarial and did not have sprinkler protection
installed balow the cailing. The porch roof was
located outslde the 100 Hail Side Exit.

Intarview, on 03/24/15 at 2:36 PM, with the
Maintenance Supervisor revealed he was not
awars the 100 Hall Side Exit did not have
sprinkler protection.

The census of one-hundred twenty-seven {127)
was verified by the Administrator on 03/24/15.
The findings were acknowledged by the
Administrator and verified by the Maintenance
Suparvisor at the exit intarview on 03/24/15.

Actual NFPA Standard:

Refarence: NFPA 101 (2000 Edition) 19.3.5
Extinguishment Requirements.

19.3.5.1

Where required by 19.1.6, health care facilities
shall be protactad throughout by an approved,
supervised automatic sprinkler systam In
accordanca with Section 9.7.

Exception: In Type | and Type Il canstruction,
where approved by the authority having
Jurisdiction, alternative protection measures shall
be pemitted to be substituted for sprinkler
protection in specified areas where the authority
having jurisdiction has prohibited sprinklers,
without causing a building to be classified as
nonsprinklerad.

19.3.5.2*

K 056
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Whera this Code permits exceptions for fully
sprinklered buiklings or smoke compartments,
the sprinkler systam shall mest the following
criteria;

(1) (tshall be in accordance with Sectlon 9.7.
(2) ftshall be elecirdcally connected to the fire
alarm system.

{(3) It shall be fully supervised.

Exception: In Type | and Type Il construction,
whera approved by the authority having
Jurisdiction, alternative protection measures shall
be permitted to be substituted for sprinkler
protaction In specified areas where the authority
having jurisdiction has prohibited sprinklars,
without causing a building to be classified as
nonsprinklered.

Referance: NFPA 101 (2000 Edition) 9.7
AUTOMATIC SPRINKLERS AND OTHER
EXTINGUISHING EQUIPMENT

9.7.1 Aulomatic Sprinklers.

9.7.1.14*

Each automatic sprinkler system ragquired by
another saction of this Coda shall ba in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.

Exception No. 1: NFPA 13R, Standard for the
Installation of Sprinkler Systems in Resldential
Occupancies up to and Including Four Stories in
Height, shall be permitted for use as specifically
referenced in Chapters 24 through 33 of this
Code.

Exception No. 2: NFPA 13D, Standard for the
Installation of Sprinkler Systems in One- and
Two-Famlly Dwsllings and Manufacturad Homes,
shall bs parmitted for use as provided in Chapters
24, 26, 32, and 33 of this Code.

K 056
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There are no specific residents identifled in the
deflclency.
Refarence: NFPA 13 {1508 Edition) 5-13 8.1
Sprinklers shall ba installed under exterior roofs sprinkler system main tamper switch was
;;z::g::ssi’;melggga:ag%m) :: I:gd:;me d replaced on 3/25/15 by Stewart Richey Service
whera the canopy of roof is of noncombustible of Group
limited combustible canstruction.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 The Director of Maintenance was In-service on
§8=F the requirements of K-062 by the administrator
Required automatic sprinkler systems are on 4/10/15.
continuously maintained in reliable operating
condition and are inspected and testsd The Director of Malntenance will complete a
periodically.  19.7.6, 4.8.12, NFPA 13, NFPA 25, weekly audit to ensure that the tamper switch s |
8.7.5 working and sounds when the wheel is tampered
with to ensure alarm does sound. |
Audit findings will be reviewed menthly with the i
2":;“" D:RD ls not mdelt asneriwdairt‘cad by: Administrator the DON and the Medical Director |
aeaaermi§2d°m??:§f|§1fzﬁedrlfm§:m: = during the Executive Quality Improvement |
elscironic supervision (tamper switches) for a meetings which Includes the Administrator,
water supply control valve instalied on the Medical Director, Director of Nursing, Staff
sprinkler systam in accordance with National Fire Development Coordinator, Social Service
Protaction Association {(NFPA) standards. The Director, Actlvity Director, MDS Nurse,
deficient practice has tha potential to affect nine Treatment Nurse, Dietary Director, Medical
{9) o'f‘ninde (9) smoke ?o:‘pa;u:emsl’ , Records Directar, Rehab Unit Director, Long
2:3'“‘; ;‘lorr:d rhzng;ﬁig ;:15 m’;::::;::‘f::a Terrn Care Unit Director, Housekeeplng Director,
one-hundred twenty-eight (128) beds and at the Admisslon Director and Maintenance Director.
time of the survay, the census was one-hundred %A‘—
twenty-seven {127). Date of completion Is 4/20/15,
The findings include;
Obsarvation, on 03/24/15 at 3.05 PM, with the
Maintenanca Supervisor revealad the sprinkier
system main valve tamper swilch falled to sound
FORM CMS-2567{02-63) Provious Veralons Obsalate Event [D: Q3LO21 Facility ID: 100498 i continuation sheet Page Sof 7
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an alarm to indicate the valve was closed,

Interview on 03/24/15 at 3:05 PM, with the
Maintenance Supervisor revealed he depended
on the sprinkler contractor to keep the tamper
switch working as requirad.

The cansus of ane-hundred twenty-seven (127)
was verified by the Administrator on 03/24/15.
The findings wera acknowledged by the
Administrator and verified by the Maintenance
Supervisor at the exit interview on 03/24/15,

Actual NFPA Standard:

Referance; NFPA 101 (2000 Edition) 19.3.5
Extinguishment Requirements,

18.3.5.1

Where required by 19.1.8, health care facilities
shal] be protacted throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7.

Exception: In Type | and Type Il construction,
where approvad by the authority having
Jurisdiction, altarnative protection measures shall
be permitted to be substituted for sprinkier
protaction in spacified areas where the authority
having jurisdiction has prohibiled sprinklers,
without causing a building to be classified as
naensprinklered.

19.3.5.2°

Whera this Code permits exceptions for fully

| sprinklered bulldings or smoke compartmends,
| the sprinkler system shall meet the following

| critaria:

i (1} It shall be in accordance with Section 9.7.
: (2) It shall be electrically connected to the fire
alamm systemn.

(3} It shall ba fully supervised.
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Excaption: In Typa | and Type Il construction,
where approved by the authority having
Jurisdiction, alternative protection measuras shall
be pemmitted to ba substituted for sprinkler
protaction in specifiad areas where the autharity
having jurisdiction has prohibited sprinklers,
without causing a building to be classified as
nonsprinklered.

Reference; NFPA 101 (2000 Edition) 9.7.2.1*.
Whaere supervised automatic sprinkler systems
are required by another section of this Code,
supervisory attachments shall be installed and
monitored for integrity In accordance with NFPA
72, National Flre Alarm Code, and a distinctive
supervisory signal shall be provided to indicate a
condition that would impair the satisfactory
operation of the sprinkler system. Monitoring
shall include, but shall not be limited to,
monitoring of control valves, fire pump power
supplies and running conditlons, water tank lavels
and temperalures, tank pressure, and air
pressure on dry-pipe valves, Supervisory signals
shall sound and shall ba displayed either at a
location within the protectad building that is
canstantly attended by qualified parsonnel or at
an approved, remotely located receiving facility.
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