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

PRINTED: 08/07/2012
FORM APPROVED
OMB NO. D938 0391

professional principles, and include the

appropriate accessory and cautionary

instructions, and the expiration date when
" applicable.

in accordance with State and Federal laws, the

facility must store all drugs and biclogicals in

locked compartments under proper temperature

controls, and permit only authorized parsonrel to
~have access to the keys.

The facility must provide geparately locked,
permanently affixed compartments for storage of |
. controlled drugs listed in Schedule || of the
- Comprehensive Drug Abuse Prevantion and
Control Act of 1976 and other drugs subject to
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F 000 INITIAL COMMENTS F 000
" Asstandard health survey was conducted from
05/22112 through 05/24/12 and a Life Safety
gcge_ survey was thm:jqu}dtgn g?"sy 12- The completion and submission of this plan
eficiencies were cited with the highest scope o ) e
and severity of an "F” with the fa cility having the ot LC‘?I‘I;(.?L{'{OI} does not.ic’ammute an-‘
“opportunity to correct the deficiencies before afjm‘%‘{m _that(ihe facitity agrees “f_l{h fhyﬁ
remedies would be recommended for imposition i cited deficiencies as stated in the 2567, The
F 43t 483.60(b), (d), (¢) DRUG RECORDS, F431 factlity is completing the pian of correcting
88=D LABEL/STORE DRUGS & BIOLOGICALS : because it is required by state and federal
The facility must employ or obtain the services of _ }?1; facility alleot I .
a licensed pharmacist who establishes g system vme fac; :ﬁy alieges comphance as of
~of records of receipt and disposition of al O/30/2012.
confrolled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all N :

: o 543 o / . -
controlled drugs is maintained and periodically F43] Drug Records Label/Store Drugs &
reconciled. Biological |

Nurses were re-educated on May 23"
Drugs and biologicals used in the facility must be - regarding signing off on the MARS when
labeled in accordance with currently accepied giving medication. (See attachment A)

Education was completed by MDS nurse.
An audit was completed of other resident’s
MARS during monthiy change over for June
ta ensure that no other residents were
affected.

LABORATORY DIRECTOR'S O PROVIDER/SUPPUER REPRESENTATIVE'S SIGHATORE
e
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TIiTLE (XE} DATE
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A &~ ) - ; B . S .
A}?y déﬁcs‘ency statement ending wilh an asterisk (*} denoles a deficigncy which the institution may be axcused from correcting providirg it is determinad fhat

other safeguards provide sufficient proteclion to the patients, {See instructions.}

Except for nursing homes, the findings stafed zbove ars dlsclosable 90 days

following the date of survgy whether or not a pfan of gorrection is provided. For nursing homes, the above findings ard plans of correction are disclosable 14
days following the dale these documents are made available to the facility, ¥f defigiencies are cited, 2n approved pfan of corraction is rsguisite to continued

program participation,
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- abuse, except when the facility uses single unit

_ quantity stored is minimal and a missing dose can’

package drug distribution systems in which the

be readily detected.

This REQUIREMENT is not met as evidenced

" by:

Based an observations, interviews. and record

review it was determinad, the facility failed to

develdp a policy and procedure to menitor the
disposition of controlled medications/substances

- In order to periodically reconcile the controlled

medication/substance sign off pharmacy form
with the Medication Administration Recerd {MAR].
I addition, Restdents #4 had a controlled ;

| medication/substance signed off on the pharmacy

record but, the medication/substance was not
signed off an the MAR.

The findings include:

1. Cbservations at the nursing station with the
DON and ADON, on 05/24/12 at 2:30 PM,

t revealed empty medication blister packages

visible through the slot of the paper shredding
box. The DON was asked if this was the normal
way staff disposed of empty medication biister
packages? The response by the ADON was, yes,

The ADON was asked at this time if the facity
. had a policy for eontrolled
- medications/substances. Her response was, ne.

The facility did net have a policy to address the

. disposal of blister medication packages when

they are empty. In addition, the facility had no
policy to recontile contralled

The facility developed a policy on 5/24/2012
regarding medications/substances. {Sece
attachment B), The Medical Director
reviews all new facility policies as part the
QA process policy was reviewed by Medical
Director at May QA meeting 5/30/2012,
The policy includes the disposal of blister
medications packages when empty. The
policy also includes reconciling controlled
edications / substances, The policy also
tncludes documentation of medications on
the MAR and Controlled Drug Record.

All nurses and KMA’s will be in-serviced
on this policy on 6/18/2012 by the DON and
ot ADON. This new policy is also part of
orentation for all new nurse’s and KMA’s,
(See attachment C),

Resident #4 remains in the facility and
resident’s pain is managed and controlled
according to physician orders. . Nurses
were re-educated at the June [8" in-service
to start a new MAR if sheet is full before
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F 431 Continued From page 2

medications/aubstances,

Interview with the pharmacy representative, on :
05/24/12 at 4:00 PM, revealad the pharmacy had
a policy for ordering and returning controlied '
medications to pharmacy. The pharmacy had no
policy to monitor the reconciliation of pharmacy
records with the MAR,

Review of the Narcotic Shift Count/Glucameter
Quality Check Verification form revealed, on
05/18/12 on second and third shift; an 05/20/12
on first shift, there were no check marks to
indicate the narcotic count was cerrect,

Interview with the DON, on 05/23/12 at 9:10 AM,
revealed the facility had no mechanism in place

to ensure medications were administered gs the
physician ordered. She stated, it would be a good
idea to randomly monitor the amount of a -
medication/substance left against the MAR.

2. Interview with the ADON for the skilled Unit, on
06/24/112 at 1:00 PM, revealed there were no
specific policies in place regarding documentation
of medications on the MAR and the Controlled
Drug Record.

Review of Resident #4's clinical record revealed
an admission date of 04/05/12, with an admission
diagnosis of Fractured Hip with Rehabilitation.
Review of the admission comprehensive
assessment, dated 04/22/12, revealed the
resident had frequent pain and required pain
medication. Review of the resident's admission
plan of care revealed the resident had a potential

for alteration in comfort, related to the diagnosis

F 431

monthly change over, All nurses were
counseled on documentation on the MAR by

the ADON and the MDS nurse,

The DON and or ADON will do random
weekly audits for two months after the June
18" in-service to monitor for compliance to
the new policy regarding
medications/substances, The sample size
will be 100% on each household. The results
of audit will be reported to the facilities
Quality Assurance Committee. Further
audits will be assigned at the diseretion of
the QA committee.

Ci39/12
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F 431 Continued From page 3
of recent surgery to hip and therapy. Review of
- the admission physician's orders, dated 04/05/12, :
revealed the resident was to have Hydrocodone
- 8/325mg, 1 tablet every 8 hours for pain, and 2
tablets every 8 hours for pain, if severs.

Review of the Resident's Medication _
Administration Record revealed the Hydrocodone
. had been given to Resident #4, on 5/18, 5/18,
and 5/22/12; Further review of the MAR revealed :
. multiple entries of pain medication, which had -
' been documented on the incorrect date, and
. revealed no more spaces on the MAR to
document,

However, review of the Controlled Narcotic Drug
record revealed the resident had also received
the Hydrocodone pain medication, on 5/20/12 at
8:00 AM and 8:00 PM, and again, on 5/21 at 8:00 :
- PM. In addition, the resident was also given two |
. tablets, on 8/21/12 at 9:00 PM, however this was
entered on the Narcotic sheet in the incorrect :
date. The date on the MAR was listed as 5/22/12 |
at 9:00 PM. '

. Observation of Resident #4, on 05/22/12 at 1:45 _

; PM, and again, on 5/23/12 at 10:00 AM revealed
the resident in the Physical Therapy department
participating in therapy.

Interview with Resident #4, on 05/22/12 at 4:30
PM, revealed the resident had a great deal of
pain with his/her hip fracture since admission,
and had been going to therapy daily.

Interview with the B Hall Unit Manager, on
05/23/12 at 11:00 AM, revealed the Nurse
probably ran out of room wn the MAR; however

F 431
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F 431 Continued From page 4 F431;
stated this should have been documented in the
MAR as well as the Narcotic sign out sheet. She
alse stated there should have been a new MAR
started to document the medication. The Unit
Manager stated Resident #4's pain was well
controlled now and had not exhibited any facial
expressions of being in pain.
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K 000 INITIAL COMMENTS

| CFR: 42CFR §483.70 {a)
BUILDING: 02
PLAN APPROVAL: 04/08/2010
' SURVEY UNDER: 2000 New
FACHLITY TYPE: SNF/NF

- TYPE OF STRUCTURES: One (1) story, Type V
(111)

- SMOKE COMPARTMENTS: Four (4) smicke ‘
compartments.

' FIRE BARRIER: The non-certified facitity and the
Skiiied Nursing Facility were separated by a
two-hour fire barrier,

FIRE ALARM: Complete avtomatic fire alarm
system with heat and smcke detectors.

SPRINKLER SYSTEM: Complete automatic (wet
and dryj sprinkler systern, The dry sprinkter
system covers the exterior canopies.

GENERATOR: Type tl generator, fuel scurce is
dieset.

A standard Life Safety Code survey was

. conducted on 05/23/12. Madonna Manor was

" found net to be in compliance with the
Reguirements for Participation in Medicare and
Medicaid.

MADGNNA MANOR VILLA HILLS, KY 41017
XA D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION X8|
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K 000

*The completion and subniission of this plan

-of correction does not constitute an

“admisston that the facility agrees with the
cited deficiencies as stated in the 2567, The

facility is completing the plan of correction
because it is required by state and federal
law.

The facility alleges compliance as of
6/30/2012.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE {RB| GATE

X Cxecybive 0, recdo- X Q/h’/’{?«

N W4

Aﬂy deficiency statement ending with é‘; aslerisk ("} denotes a deficlercy which the instithtion may oe excused from correcting prov?e;lng‘}t is determined thal

olher safeguards provide sufficient protection 1o the palients. (See insliuclions.) Excepl lor nursing nomaes, the lindings staled above are disciosable 80 days

following the dale of survey whether or not a plan of correstion is provided. Fer nursing homes, the above fimﬁgs'ﬁ'ndﬂfgggs‘m@ggﬁ'ﬁfga@agsabge 14
‘ b isfrequisie

days following the date these documents are made available Lo the facility. If deficiencies are cited, an aoproved hiaw

program participalion.
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K 000 Continued From page 1 K 000!
The findings that foltow demonstrate :
noncempliance with Title 42, Code of Federat
; Regutations, 483.70 (a) et. seq.
{Life Safety from Fire).
Deficiencies were cited with the highest
deficiency identified at an F level.
K025 NFPA 101 LIFE SAFETY CODE STANDARD K25
88=F-

Smoke barriers are constructed to provide at
teast a cne-hour fire resistance rating in
accordance with 8.3, Smoke barriers may

- terminate at an atrivm walt. Windows are

' protected by fire-rated gtazing or by wired glass
parets in appreved frames. A mirimum of two

. separate compariments are provided an each
ftocr. Dampers are not required in duct

" penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
18.3.7.3,18.3.7.5, 18163

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility faited toc maintain smoke
barriers that woutd resist the passage of smoke
between smoke compartments, in accordance

. with NFPA standards. The deficiency had the
potential to affect three (3} of the four {4) smoke
tompartments, residents, staff and visitors. The
facility is icensed for sixty (60} beds and the
census was fifty-four (54) on the day of the
survey.

K025 Smoke barriers in resident areas A, B,
C and the comimon area D have all been re-
inspected for breaches in the smoke barrier.
Breaches have been properly sealed on both
sides of the smoke barrier wall by the
Factlity Director. This work was completed
on or before 6/15/2012. The Facility
Maintenance Director will inspect the smoke
barners in resident areas A, B, C and the
commeon area 1D quarterly as part of his
rounds and immediately after any work is
done in these areas to monitor for
compliance.

ol 30/7
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K025 Continued From page 2

. The findings include:

15 PM, with the Facility Director revealed the
three (3} fire resistant rated smoke barriers
separating Resident Areas A, B and C from the
Common Area D, had been penetrated by newty

 instalted data tings above the ceilings. Further

“ chservations revaaled the fire rated seatant
initiatty apptied during the criginal construction
phase had failed. The spaces around the
penetrations were nct fitted with a materiat rated
equat fo the smoke barriar and could not resist
the passage of smoke.

Interviews, on 05/2312 between 1:45 PM and
: 2:15 PM, with the Facility Director reveated he
was unaware cf the penstrations in the smoke

understanding that the Contractor instalting the
new data tines was required to properly seal the

' penetrations as part of their scope of work, He
atso acknowledged that the seatant initially

faited since the Facitity had been issued an
; Qceupancy Permit and shoutd be reapptied to
, maintain the integrity of the fire rated smoke
barrier.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cabtes, wires,
air ducts, pneumatic tubes and ducts, and similar

Observations, on (05/23/12 between 1:45 PM and

- barriers and acknowtedged the penetraticns were
- & resutt of the newty installed data tines. it was his

- applied during the originat construction phase had

K 025
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K025 Ceontinued From page 3
- buitding service equipment that pass th rough
. floors and smoke barriers shali be protected as
foltows:
{a) The space between the penetrating item and
the smoke barrier shatt
1. Be fitled with a materiat capable of maintaining
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpese.
" {b) Where the penetrating item uses a steeve o
_ penetrate the smoke barrier, the steeve shali be
sofidty set in the smoke barrier, and the space
between the item and the sleeve shali
1. Be filled with a material capable of maintaining
" the smoke resistance of the smcke barrigr, or
Z. Ba protected by an approved device designed
_ for the specific purpose.
- (¢) Where designs take transmission of vibration
into consideration, any vibration isclation shatt

2. Be made by an approved deavice designed for
the specific purpose,
K052 NFPA 101 LtFE SAFETY CODE STANDARD
$3=F
A fire atarm system required for life safely is
instatted, tested, and maintained in accordance

72. The system has an approved maintenance
- and testing program comptying with applicable
requirements of NFPA70 and 72. 9814

- This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to test the fire alarm

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

. with NFPA 70 Naticnat Etectrical Code and NFPA :

COMPLETED
A BUILDING 02 - MAIN BLILDING 2011
B WING
08/23/2012
STREET ADDRESS, CITY, STATE, 2IP CORE
2344 AMSTERDAM ROAD
VILLA HILLS, KY 41017
n PROVIDER'S PLAN OF CORRECYIDN ; (x5
PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
K 025!
'
!
K52

- K052 Testing of the fire alarm system,

- Testing for the second quarter 2012 of the

~ fire afarm system wag completed on June

15" By SimplexCrinnell (see attachment
A). The Facility Maintenance Director will

- maintain a schedule of Guarterly inspectiong

t’:md documentation to SUpPOrt those

- mspecttons. The calendar and Inspectiotis

- results will be turned intp the facilities

- quality assurance commiiteee,

(3l
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K. 052 Continved From page 4

' system quarterly in accordance with NFPA
standards, The deficiency had the potential to
affect each cf the four (4) smoke compartments,
residents, staff, and visiters. The facitity is

ticensed for sixty (60} beds and the census was
fifty-four (54} an the day of the survey,

_ Findings inctude:

Record review of the Fire Atarm System, on
05/23/12 at 2:30 PM, with the Facility Director
reveated the Company contracted by the Facitity
to maintain the Fire Atarm System had made
numerous service runs 1o the Facitity since its
opening on Juty 1, 2011, Tha invoices for the
sarvice runs had been retained and were :
reviewed with the Facility Director: hawever, there
was no documentation that quarterty inspections
“were performed for the first fwo (2) quarters of
2012 and the tast two (2) quarters of 2011, in
"accordance with NFPA standards.

- Interview, on 05/23/12 at 2:30 PM, with the _
" Facitity Director revealed it was his understanding ;
that the Company contracted to maintain the Fire
. Atarm System had been performing the quarterty :
inspections. The invoices retainad for service
runs may have been mistaken for documentaticn
of the required quarterly inspecticn reports.

Reference: NFPA 101 (2000 edition).

- 9.6.1.4. Afire alarm system required for fife safety |
shat! be instatted, tested, and maintained in
accerdance with the applicable reguirements of

K052
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. Required automatic sprinkier systems are
- continuousty maintained in refiable operatirig
condition and are inspected and tested

9.7.5

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the facitity failed to have guarterly
inspections and testing performed on the
automatic sprinkler system in accordance with
- NFPA standards. The deficiency had the
potentiat to affect each of the four {4} smoka

facility Is ticensed for sixty (80) beds and the
census was fifty-four (54) on the day of the
survey.

. The findings inctude:

of quarterty inspections and testing being
performed on the automatic sprinkter system.

tnterview, on 05123/12 at 2:45 PM. with the
Facitity Director reveated the Facility had

sprinkler system. tt was his understanding that
the sprinkler company would perform the

periodically. 18.7.6,4.6.12, NFFA 13, NFFA 25,

compartments, residents, staff, and visitors. The

Record review of the Automatic Sprinkler System, |
on 05/23/12 at 2:45 PM, with the Facility Director
reveated the facitity did rot produce any evidence

contracted a company to maintain the automatic
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K 052 Ceontinved From page 5 K 052
NEPA 70, Nationat Electricat Code. and N FPA T2,
Nationat Fire Alarm Code.
K 082 NFPA1Q1 LIFE SAFETY CODE STANDARD KOsz,
88=F

K062 Testing of the Automatic Sprinkler
System

Testing for the second quarfer 2012
Automatic Sprinkler System was complsted
on June 13", By SimplexGrinnell (see
attachment B) The F acility Maintenance
Director will maintain a schedule of
quarterly inspections and documentation to
support those inspections. The calendar and
thspections results will be turned into the
facilitics quality assurance comumittee.

éc{ze/'f"'b
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K052 Continved From page &
inspections as reguired by NFPA standards.

Reference: NFPA 25 {1988 Editicn).

2-1 General. This chapter provides the minimum
requirements for the routine inspection, testing,
and maintenance of sprinkler systams. Tabte 2-1
shalt be used to determine the minimum required
. frequencies for inspection, testing, and
! maintenance.
Exception: Valves and fire depariment
connections shalt be inspected, tested, and
maintained in accordance with Chapter 9.

Tabte 2-1 Summary of Sprinkter System
trnspection, Testing, and Maintenance
ttem Activity Frequency Reference
(3auges (dry, preaction deluge systems)
Inspection Weekly/monthly 2-2.4.2
Controt valves inspectiocn Weekty/monthly Table
9-1
Alarm devices 'nspection Quarterty 2-2.6
Gauges {wet pipe systems) inspection Monthly
2-241
" Hydrautic nameplate Inspection Quarterty 2-2.7
Buildings Inspection Annually {prior to freszing
weather) 2-2.6
Hanger/sgismic bracing Inspection Annuatly 2-2.3 -
Pipe and fittings tnspacticn Annuatty 2-2.2
Sprinkders Inspection Annuatly 2-2.1,1
Spare sprinkters Inspection Annualty 2-2.1.3 :
- Fire department connections thspection Table 9-1
Vatves {ait types) Ingpection Table 91
" Alarm devices Test Quarterty 2-3.3
- Main drain Test Annuatly Tabte 9-1
! Antifreeze sofution Test Annuatly 2-3.4

K062

FORM CMS-2367(02-39) Pravious Versions Ohsolgle Event ID; |SEFZL

Facility 163 130288

if continuation sheelt Page 7 of 10




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

PRINTED: 06/04/2012
FORM APPROVED
CMB NO. 0938.0361

thereafter 2-3.1.1
Valves (all types) Maintenance Annuatly or as

. needed Tabte 9-1

as needed Chapter 10
K073 NFPA 101 LIFE SAFETY CQDE STANDARD

SS=E

This STANDARD iz not met as evidenced by:
Based on cbsarvation and inferview, it was
datermined the facility faited to ensure that npo

in accordance with NFPA standards. The
deficiency had the potenttat to affect each of the
four (4) smoke compartments, residents, staff
and visitors, The facitity is ticensed for sixty (60)
beds and the census was fifty-four {54} on tha
day of the survey.

‘The findings inctude:

‘Observations, on 05/23/12 betwean 10:00 AM
~and 11:30 AM, with the Facitity Director reveated
hanging deccrations mounted on the residents’
reom dacrs in various locations within Resident

 Areas A, Band C.

Interviews, on 05/23/12 between 10:00 AM

Obstruction investigation Maintenance 5 years or |

No furnishings or decorations of highly ftammabte -
character arg used. 18752 18763, 18.7.5.4 ;

combustible decorations were used in the facility,
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K 082 Continued From page 7 K062
Gauges Test 5 years 2-3.2 _ ' .
Sprinklers - extra-high temp. Test 5 years 2-3.1.1
. Exception No. 3 :
- Sprinkters - fast response Test at 20 years and
every 10 years thereafter 2-3.1.1 Exception No. 2 .
Sprinklers Test at 50 years and evary 10 years Ko73

All combustible decorations were removed
from resident doors in resident areas A, B, &
C.

A policy regarding decorations of highly
flammable character was sent out to all
current family members and has been added
to the admisston packet. Sce attachment C,
Staff was in-serviced on 6/8/2012 by facility
maintenance director that decorations of
combustible nature are not to be hanghig on
resident doors, unless they have been treated
with a flame retardant spray and tagged by
maintenance. This poltey will also be part of
orentation for new employees. Facility
Maintenance Director wil] monitor for
compliance during weekly rounding,
Families will also be reminded of the policy
at care plan conference. The Maintenance
Director will report results of weekly
rounding to QA committee monthly.

'

Gl %ofit

FORM CIMS-2557(02-39) Previcus Versions Cbsolete

Everst 1D 18EF21

Faciity 12: 106268 tf continvation sheel Page & of 10




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

PRINTED: 08/04/2012
FORM APRROVED
OMB NO. 0938-0391
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
2344 AMSTERDAM ROAD

“and11:30 AM, with the Facility Director revealed

. he was unaware hanging decorations were

“required to be treated with a flame-retardant
spray; and to have a written poticy for
documentation of wreaths and other decorations
ware being properly treated.

- Reference: NFPA 101 (2000 Edition)

18.7.5.4 Combustible decorations shall be
prohibited in any heaith care occupancy unless
they are flame-retardant. 1

Exception. Combustible decorations, such as

photographs ard paintings, in such limited

quantities that a hazard of fire development or
_spread is not present,

K 147 NFPA 101 LIFE SAFETY CODE STANDARD

8§8=D
* Electrical witing and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidencad by:
Based on observation and interview, it was
determined the facility failed to ensure electrical
wiring was maintained in accordance with NFPA
standards. The deficiency had the potential to
affect one (1) of four {4) smoke compartments,

- approximately ten (10) residents, staff, and ;
visitors. The facility is licensed for sixty (50) beds |

. and the census was fifty-four (54) on the day of
the survey.

The findings include:

MADONNA MANOR
VILLA HILLS, KY 41017
x4y 0 SUMMARY STATEMENT OF DEFICIENGIES R PROVIDER'S PLAN OF GORREGTION %54
PREFIX (EACH DEFICIENCY-MUST BE PRECEDED BY FULL PREFIX IEACH CORRECGTIVE ACTION SHOULD BE . COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | DATE
DEFICIENCY)
K073 Continued From page 8

KO?3j :

K 147 Electrical Wiring
The electrical out let located in the physical
therapy storage area has been changed from
K 147 a standard electrical outlet to a Ground Fault
Circuit Interrupter (GFCI) outlet. This wark
was completed on 5/25/2012. During
weekly rounding the Facility Director wil]
monitor medical equipment in wet areas for
proper outlets in those areas. The Facility
Maintenance Director checked all other
outlets to ensure proper outlets we installed,

The Facility Maintenance Director wil]

. monitor that a] equipment is plugged

| ged into
| only GFI breakers results of rounds will be
- Teported to the facility monthly QA

- committee.

cl3h
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K 147  Continued From page 9 K 147,

Qbservation, on 05/23/12 at 2:00 PM. with the
Facility Director revealed medical equipment (a
Hydrocollator} located in the Physical Therapy
Storage Room was plugged into a standard
electrical outiet, instead of a Ground Fault Circuit |
- Interrupter (GFCI) outlet as required in wet areas. -

interview, on 05/15/12 at 7:57 AM, with the
Maintenance Director revealed he was not aware
of the requirement for the Hydrocollatar
(containing water} to be protected by plugging it
into a {GFCl} outlet,

Reference; NFPA 98 (1999 edition)

13-3212D

Minimum Number of Receptacles. The number
of receptaclas shall be determined by the :
intended use of the patient care area. There shall |

. be sufficient receptacies located so as o avoid
the need for extension cords or muitiple outlet
adapters.
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