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To the best of my knowledge and belief,
"as an agent of Wurtland Nursing &
Rehsbilitation Center, the following plan
of correction constitutes a written
allegation of substantial compliance with
Pederal Medioare and Medicaid

A Recertification Survey was conducted on
05/25-271 0 with deficiencies cffed at the highest
scope/severity of an "F". A Life Safety Code
survey was also conducted which regulted in
deficiencles wilh the highest scope/asverity of an
"F, In addition, & complaint investigation (ARQ

KY00014820) was investigated which was Requirements.
determined to be substantiated with a deficiency . .
clted. , Preparation and execution of this plan of
A3 iy-{iii - correction does not constitute an
;:53 rb?sés%)(ez%ggp(g@ ) Faes admission or agreement by the provider
ALLEGATIONS/INDIVIDUALS of the truth of the facts alleged or
conclusions set forth in the alleged
The facity must not employ individuals ' who have deficiencies. This plan of cotrection is
been found guilty of ebusing, neglecting, or prepared and/or executed solely becaunse
mistreating residenta by a court of iaw; or have it is required by the provisions of Federal
had a finding antered into the State nurse alde and State Law,
registry corceming abuse, neglsct, mistreatment '
of rasldents or miaappropriation of their property; 1138 the policy of Wurtland Nwsingand  06/26/10
and report any I(_nowladge it hes of alions by 8 Rehabilitation Cegter to ensure that all T)
court of Jaw &gainst an employee, which would alleged violations involving mistreatment,

indicate unfilness for service as a nurse alde or
other facillty staff to the State nurse aide reglstry
or licensing authorities.

neglect, or abuse, including injuries of
unknown source and misappropriation of
resident property are reported

The faoility must ensura that all alleged violations ilfnmad'mly to the administrator of thi

i i ; i facillty and to other officials in

involving mistreatment, naglact, or abuse, : Jance with State law through
including injuries of unknown source and a“‘::u hed e

misappropriation of resident proparty are reported established procedures.

immedistely 1o the administrator of the facility and s
to other officials in accordance with Btete law il Em reported the
‘through established procedures (including to the | o O s 10 4/8/10 and
State survay and cerlification agency). _ ¥ gimoflg‘iﬂma lice on

The facility must have evidence that ali alleged 2 X
violations are thoroughly.investigated, and must

prevant further potantial abuse while the
investigation is in progress.

Pl
LABORATORY DIREGTOR §OR PROVI EWR REPRESENTATIVES BIGNATURE TITLE 3 (X8) RATE

Administrator 06/25/10

Any defiolency statamant ending wilh an esterisk (*) denotes a deficienay which the Inshitution may be excused from comracting praviding it is detarmined that
other-safeguards provida aufiicient protaction to the patients. (See inatructions.} Except for nursing hamas, tha findings etated above ere disclosable 90 days
following the date of survey whather or not & plan of corraction ie provided. For nursing hames, the above findings and plans of comrestion are disclosable 14

days following the dale theze documents are made avallable to the facilily. If daficiancias ara eltad, an approved plan of comaction is frequiste to continued
pragram pastioipation.
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. \ ' The facility administrator and DON will
Lhﬁ];e:;ﬁr:;t?gg‘:fﬂ?:ggglsgg;:;be reportad receive additional ‘education regafdlng the
representative and to other officlals in accordance ;‘f::f;ﬁw ;ef :;::i: g m;? "32::?.?1;2“ 5
with State law (Including to the State survey and Quality 1 o °V X D?’ ecfo " 1o
certification agency) within & working days of the s /; 5;% mprovement Lirector by
Incident, and if the alleged violation is verifiad -
appropriate corrective action must be ?aken. The facility administrator reviewed the
investigative reports for the last 3 months
by 6/25/10 to ensure that proper reporting
Thie REQUIREMENT is not met as evidenced of any misappropriation had oceurred In
by: accordance with state law.
Based on interview and observation, it was
determined the facility falled to ensure that all The facility administrator will review all
alleged violations of misappropriation of residents' alleged violations for the next six weeks
property were reported to all appropriate officlals. to ensure that appropriate investigation,
incidents related to misappropriation of residents’ follow-up and appropriate reporting to all
property ware discoverad on 04/08/10 and officials in accordance with State Jaw =re
07/26/10 involving controlled substances. completed.
Howevar, the facility falled to seport both incidents
to local law enforcement agencles. The results of these reviews will be
Bl _ forwarded to the monthly Continuous
The findings include: Quality Improvement Committee (CQI)
_ for further review and continued
'| Prior to the standard survey conduated on compliance.
05/23-27110, the facility had repcrted to the State
Agency 2 series of thefts of controlled substances
halonging to residents at the facitity. On
03/22/10, the facility discovered Resident #13
was missing a card of thirty (30) tablats of
Percocet, a narcotic analgesic used for control of.
pain. On that occasion, the facility reported the
loss to the State Agency and to the State Police,
then initiated Its Internal investigation, but was b
unable to recover the madication or to identify a
parpetrator. The State Police responded, but also
falled to resolve the issue.
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F 225

" | the State Agency and inttiated its internal

Continued From page 2

On 04/08/10, the facility discoverad a second
theft of controlled substances when it was
determined that Resident #14 was missing a card
of thirty {30) Lortab 5/500, a narcofic anaigesic
used for control of pain. Again, the facility notified

investigation of the incldent. However, on that
ocoasion, the facility failad to notify local law
enforcement (i.e., the police) or the State’'s Drug
Enforcement Agency. Again, the medication was
never recoverad, and no perpetrator was
positively identified.

On 04/26/10, the facility discovered a third theft of
controiled substances when it was determinad
that Resident #1 was missing & card of thirty (30)
OxyContin 5 milligram fablets, @ narcotic
analgesic used for control of pain. The facillty
again responded by nolifying the State Agency
and initiated Its Internal Investigation. However,
on that occasion, the facllity agaln failed to notify
aither the law enforcement or the State's Drug
Enforcement Agency. That medication was also
naver racovered, and no perpstrator was ever
identified. '

During in interview with the facility's Director of
Nursing on 06/26/10, she explained that, following
all three thefts, pertinent nursing staff were' made
to submit to drug testing. However, none of the
staff tested poshive for the presence of opiates
(narcotics). In addition, the medication carts were
audited whigh resulted in no dlscovery of
additional losses. Numerous residents were
re-assassed for pain, and it was determined that
the three affected residents (Resident#'s 1, 13,
and 14) were never denied doses of their
madications as a result of the thefts. The facility
also put Into place more ripid measures for

F 226

FORM cms-aasﬂoz.gg) Previoua Varslons Obsoista Event |0:L2HH11

Fandity 10: 100440 if continuation shaat Page 3 of 10



08/25/10 14:40 FAX 6069205449

DMS

KY

@oos

PRINTED: 08/24/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
\ CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
AMND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING c
185261 6. WING 05/27/2010

NAME OF PROVIDER OR SUPPLIER

WURTLAND NURSING AND REHABILITATION CENTER

STREET ADDRESS, OITY, STATE, ZIP COOE
100 WURTLAND AVENUE
WURTLAND, KY 41144

{%4) 1D
PREFIX
TAG

SUMMARY STATEMENT QF DEFIGIENCIES
_ (EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULO BE,
CROS5-REFERENCED TO THE APPROPRIATE
OEFICIENGY)

(%5}
COMPLETION
DATE

F 225

F 241
88=D

| the third loss.

| theft".

| by:

Continued From page 3
accounting for its controlled substancas following

During further Interview with the Director of
Nursing on 06/26/10, she axplained thal the State
Police did visit the facility following the inftial theft
involving Resident #13's Percocet. 8he explained
that although the police filed a report of the
incident, they did not appear tc be too concerned
with the incident. She went on to explain that, as
a result of that, the facility declined to notify the
police following the second and third thefts.
When asked why the facility declined to notify the
State's Drug Enforcement Agency, she.explainad
that, following &n earlier incident of drug theft, the
facility did notify Drug Enforcement, but was told
by thé Agenoy that they were mare involved in
"drug trafficking" and not involvad with “drug

403.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents In a
manner and in an environmaent that maintains or
enhances aach resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met a2s evidenoed

Based on obsarvation, interview and record
reviaw, it was determined the faciiity failed to
ensure services were provided in @ manner which
enhanced each resident's dignity for two (2)
unsampled residents during meal service. One
(1) resident was fad by a Certifled Nursing
Assistant (CNA) who stood over the resident.
Another resident had to wait approximately forty
{40} minutes to be served whiis other residents at

F 225

F 241

" required based on resident preference and

It is the policy of Wartland Nursing and
Rehabilitation Center to promote care for
the residents in 2 mavner and in an
environment that maintaing or enhances
each resident’s dignity and respect jn full
recognition of his or her individuality.

06/26/10

The SRNA #5 was provided with a chair
to sit in during the evening meal service
on 5/25/10 by the ADON. SRNA #5 will
teceive one-on-one education by the Staff
Development Coordinator by 6/25/10 .
regarding the importance of sitting at eye
level with residents while assisting with
feeding.

The DON will review the current dining
room seating chart make changes as-
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|| resident sat with his/her head down and ne
-| interaction with staff or other residents was

the table were eating.
The findings Include:

Observation of the evaning meal on 05/25/10 at
318 PM revealad CNA #5 was standing over an
unsampled resident while feeding the resident. At
£:40 PM, after intervention by the Assistant
Director of Nursing (ADON), the CNA sat down
and finlshed faeding the resident the meal. -

During interview on 05/25/10 at 8:00 PM, CNA#5
revealed she did not remember being trained to
st down while feeding residents, She atated the
ADON brought her & chair, and she "kinda figured
it out.”

Interview with the ADON on 058/27/10 at B:10 AM
revealed the aides were trained to sit down while
faeding in Nursg Aide training. She statad the
facility reinforoed "person-centered care" in
dining. She could not say why CNA #5 was
standing to feed the resldent but acknowledged
the staff get nervous when they know they ars
being watched,

Continued observation of the evening maal
revealed an unsampled resident sitting at a table |
with three (3) othar residents. When the table
was first observed at 5:20 PM, two (2) residants
had been served and were eating At 5:40 PM,
the third resident was served. At 5:54 PM the
fourth resident was served. During the wait, the

obssrved. When questioned, the fourth resident
rasponded, "I'm a patient perzon.”

Interview with the Administrator and Nursing

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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F 241 | Continued From page 4 F 241

and habit, notify the Dietary Manager
regarding changes and update the dining
room process by 6/25/10.

The staff will receive additional education
by the Staff Develapment Coordinator by
6/25/10 regarding the importance of
provading care for residents in a manner
and in an environment that malntains or
enhances each resident’s dignity and
respect in full recognition of his or her
Individuality. Special emphasis was
placed on the dining experlence.

The DON and/or designec will monitor
meal service at least five (5) times per
woek for six weeks in order to ensure that
the dining experience is provided m a
manner that enhances each individual’s
dignity and respect in regards to his/her
individuality.

The results of these audits will-be
forwarded to the monthly CQl meeting
for further monitoring and continued
compliance.
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Management on 06/27/10 at 4:30 PM revealed
the facility knew they had sorme problams related
to efficient meal service. Gontinued interview
revealsd they tried to promote meal sarvice table

.| by table at eaoh sitting, but it was sometimes

difficult. Continued interview revealed the facilily
was working on “revamping"” dining room
procedures.

Observation of the lunch mea! on 05/27/10 at
12:00 PM revealed Resident #18 was sitting at a
table in the restorative dining raom with two (2)
unsampled residents who were being assisted
with their meals. Resident#18's tray did not
arfive untll 12:18 PM, at which time LPN #3
began asaisting Resident #18 with the meal.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent acoidents,

This REQUIREMENT is not met as evidenced
Based on observstion, Interview and record
review it was defarminad the facility failed to
ansure the resident environment remained free of
acoldent hazards.

The findings include:

On 05/25/10 at 8;00 AM, observation ravealed the

F 241

F 323

1t is the policy of Wurtland Nursing and
Rehabllitation Center to cnsure that the-
resident environment remains as free of
accident hazards as is possible; and each
resident receives adequate supervision
and assistance devices to prevent
accidents. o

The facility has purchased keypad locks:
for the central supply closet, biohazard
closet and soiled utility closer. These
locks were instalted by the Maintenance
Director on 6/11/10.

There were no adverse effects on any
resident due to this practice.

The Adminlstrator, Maintenance Director
and Housekeeping Director will conduct
ah environmental audit by 6/25/10 to
ensure that the resident environment
remains az free of accident hazards as
possible. Any identified issues will be

06/26/10
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keys to'the Central Supply room, the biohazard
rooms, and the dirty utility rogms were accessible
to residents. The keys to these rooms weare

. | suspended from strings on the door framas of
theee roomsa and were within reach of anyone.’

addressed and/or corrected during the
environmental audit.

The Administrator and/or designes will

Residents were constantly observed arnbulsting c':l;:nduct “.reekly environmental audits for
or propelling wheelchairs by these rooms. the next six weeks to ensure that the
environment remains as fre¢ of accident

Observation of the contents of the Centra) Supply hazards as is possible.

Room revealed toxic substances that were o

dangerous if ingested: bottles of iodine, liquid The results of these audits will be

soap, and bottles of peroxide. forwarded to the monthly CQI comunittee
. meeting for further monitoring and

Observation of the contents of the blohazard continued compliance.

room revealed contaminated trash and linen,
exposing a resident to sources of infection.

Interview with the Assistant Director of Nurses on
05/27M10 &t 10:15 AM revealed she was not
aware of any problem with unauthorized
individuals gaining access to these rooms.
Further Interview with the ADON revealed
alternative safety measures to prevent sccess to
these rooms by residents had not bsaen
consldered by the facility.

Interview with the Director of Nurses (DON) on
06/27/10 at 11:25 AM revealad she did not want . :
to consider other preventative safety measures to — '
prevent residents from gaining access to thege
rooms. Further interview with the DON revealed '
she did not think it was necessary to consider any
other prevenlative safaty measures.

Interview with the facility Administrator on 05/7/10
at 11:30 AM revealad he did not think it was
necessary to install keypads to these rooms
“since there has been no problem" with
unauthorized access.
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The facilily must require staff to wash their hands
after each direct resident contact for which
handwashing is indlcatad by accepted
professional practice.

This REQUUIREMENT is not met as evidenced

Based on observation, interview and record
review it was determined the facility falled to have
an offsctive Infection Control Program to prevent
the franamission of infection for one (1)
unsampled resident, During the evening meal, a
staff member was observed handling the
resident's sandwich with bare hands.

The findings include:

During the evening meal on 05/28/10 at 5:00 PM,
a Certified Madicstion Aide (CMA) was chserved
removing & resfdents sandwich from the paper
wrapper with bare hands. At :10 PM, the CMA
paused from feeding a second resident at the
same table, picked the sandwich up with bare
hands, and handed it to tha first resident.

During intsrview on 06/25/10 at 6:62 PM, the
CMA revealed she had been trained “a long time
ago” not to handle residents' food with bare
hands. She further stated sometimes it was hard
not to touch the food and she Just forgot.

Intarview with the Assistant Director of Nursing on
05/27/10 at 8:10 AM revealed the staff were
trained not to handle residents' food with bare
handa. She could not say why the CMA picked

wash their hands after each direct resident
contact for which handwashing is
indicated by accepted professional

" practice.

The CMA observed to be touching the
food with bare hands will receive one-on-
one education regarding handwashing by
the Staff Development Coordinator by
6/25/10.

The Director of Nursing or designee will
review the infection control reports for
the last 3 months by 6/25/2010. There
were no frends identified during this
revnew. .

The staff will receive additional education
by the Staff Development Coordinator by
6/25/10 regardiag the facility’s infection
control practices and protocols. Special
emphiasis was placed on handwashing
praotices.

The DON and/or designee will monitor
infection control protocols and '
handwashing practices at least three times
a week for the nexr six weeks in order To
ensure that proper infection control
techniques and appropriate handwashing
practices are observed by ataff.

The results of these audits will be
forwarded to the monthly CQI commitice
for further monitoring and continued

compliance.
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up the sandwich with bare hands but
acknowledged staff were nervous when they were
baing watched. 1t is the policy of Wurtland Nursing and ~ |06/26/10
F 485 ( 483.70(h} F 465 Rehabilitation Center to provide a safe,
85=F | SAFE/FUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON

The facility must provide a safe, functional,
sanltary, and comfortable environment for
resldent;t, gtaff and the public.

This REQUIREMENT 1is not met as evidenced
by: '

Based on observation, interview, and record
review it was determined the facility failed to
provide a safe environment for the residents.
Products used for the direct care of residents
wara found stored under inappropriate donditions.
Those conditions coutd fead to the deterioration of
the products, making their use with residents
potentially dangenous, '

The findings includs:

On 05/27/10 at 3:38 PM, observation of the
outdoor Central Supply Storage (CSS) shed
revealed the presence of no thermometer inside
the shed. Further observation revealed the shed
1o be built out of metallic material. Further
observation revealed three holes in the shed
door, which measured approximately four {4)
inches in diameter.

On 05/2710 at 3:38 PM, with the door open, the
temperature inside the shed was ragistered at 93
degrees Farenheit and 92 degrees Farenheit.

functional, sanitary, and comfortable
environment for residents, staff and the
public.

The sapplies in the outside building will
be relocated to an area inside of the
facility by 6/15/10.

Supplies were visually inspected to
ensure that no damage from excessive
heat or cold had occurred by the
Adminjsator and Central Supply
Coordinator by 6/25/2010.

There were no adverse effeots on any .
resident due to this practice.

The Administrator will provide additional
education to the Central Sopply
Coardinator by 6/21/10 regarding the
importance of storing supplies In an
appropriate area,

The Administrator and/or designee will
monitor the storage of supplies weekly
for six weeks to ensure that proper
storage guldelines are followed.

The results of these audits will be
forwarded to the monthly CQI committee
meeting for further monitoring and
continted compliance.

FORM CMS5-2667({02-90) Froviove Verelons Obsotete

Event ID:L2HH1Y

faciiity 1D: 100449

if continuation shaet Page 9 of 10




08/25/10 14:50 FAX 6080205440 DMS KY (do11

: ' : . . ' PRINTED: 06/24/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES _ QMB NO. 0938-0301
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERUCLIA {X2) MULTIPLE GONBTRUGTION ' 043) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
A BUILDING
B, WING ' c
186261 ' 05/27/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 100 WURTLAND AVENUE
WURTLAND NURSING AND REHABILITATION CENTER
WURTLAND, KY _41 144
*4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xg)
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE UATE
“ DEFICIENCY)
F 465 | Continued From page 9 F 465

Interview with the Manager of Central Supply
Stores on 05/26/10 at 2:40 PM revealed the
majority of CSS items were stored in the shed, as
the Central Supply Room Inside the facility “is
quite small and also serves as my office.” Further
interview with the €88 Manager revealed he
started his employment at the facliity on 05/08/10
and was told the temperatures were excessivaly
cold in winter, just as the shed was "very hot right
now". No fen or any other form of temperature
control was seen In shed at that time.

Review of the manufacturer's instructions on the
labels on the following items stored in the shed
revealed the following recommended storage
temperatures. For peroxide, mouthwash, suction
catheter tubing, oxygen maske, oxygen tubing,
and zinc oxide, room temperature was
recommendsd. For faclal moisturizer and
indwelling catheters, storage Instructions were to
protect the items from excessive cold or heat.
Disposable gloves were not fo hava direct contact
with the sun and were to ba stored in a cool dry
place. Glucose Control Test Strips-and lodoform
Packing wera not to be refrigerated or frozen.
Also observed was the storage of
sphygmomanomaters, which contained mercury

.| and which were not be stored at excessively high
or low temperatures.
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K 000 | INITIAL COMMENTS K 000| To the best of my knowledge and belief,
as an agent of Wurtland Nursing &
A Life Safaty Code survey was inltlated and Rehabilitation Center, the following plan
conciudad on 05/26/2010. The facllity was found . of correction constim":es a written )
not to meet the minimal requirements with 42 | nllegation of substantial compliance with
Code of the Federal Regulstions, Part 483.70. ‘| Federal Medicare and Medicaid
The highest scope and severity deficlency Requirements.
identified wae a " F". : .
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K012| Proparation and execution of this plan of
88=D correction does not constitute an
Building construction type and helght meets one admission or agreement by the provider
of the following. 19.1.6.2, 12.1.6.3, 18.1.8.4, of the truth of the facis alleged or
19.3.8.1 conclusions set forth in the alleged

deficiencies. This plan of comrection is
prepared and/or executed solely because”
it is required by the provisions of Federal

This STANDARD is not met as evidenced by: and State Law.

Based on observatlon and intervisw it was
determined the facility falled to ensure the outside

cenopy had an automatic sprinkier system, wl & we
according to NFPA standards. EQ ﬁ !

The findings include: Y JUNZ | Zma&id

It s the practice of Wurtland Nursing and 46 /26 /10
abilitarion Center to promote the

all residents in a manner and in
onment that maintains each

's safely.

Observallon on 05/26/10 at 9:37 AM, revealed g The Bitector of Maintenance contacted
approximate twenty (20) by ten (10) foot ==Gentry Fite in regards to the canopy’s
combustible {(wood) overhang at tha amoking needing to be spnnkled on 5/26/2010.
area of the facility. The Maintenance Supervisor
was present during the obaervation. Sentry Firc visited the faoility on

. 6/14/2010 to estimate sprinkling the
An Interview with the Maintenance Supervisor on canopies.
05/26/10 at 9:37 AM revealed the Maintanance
Supervisor was not aware the canopy should be Sentry Fire will install the sprinkdors by
sprinkler protectad. 6/25/10.

gifgr:qce: NFPA 13 1899 edition There were no adverse effects on any
ey jdent due to the canopies not bein,
8prinklars shall be installed under exterior roofs yes) ° © canop eing

or canopies exceeding 4 ft (1.2 m) in width. sprinkled.

LABORATORY OR'S OR PROVJRER/SURPLER REPRESENTATIVES SIGNATURE TITLE X6 DATE:
05.4% ' Adminiatrator 06/21/10

e —
Any deficlancy stetement ending with an asterisk (*} danotes a deficiency which the Inetitullon may be excuaed from corcooting providing it ie determinad {hat
other salequards provide eufficlant pratagiion te the patients. {See Insiructions.) Except for nursing hamaes, tha findings stated abave are disclosable 90 days
following the date of survey whether or.not a plan of corraotion is provided. For nursing homes, the above Nndings and plans of comection are disclosable 14
days following the date thase documents are made evailabla to the fecility. If deficiencles ara olted. an approved plan of gorreclion is requisile 1o continued |
program parlicipation.
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K 012 | Continued From page 1 Ko12) . )
Exception: Sprinklers are permitted to be omitted The Director of Maintenance will monitor
where the canopy or roof is of noncombustibfe or and note any issues and report them
limited combustible construction. ' during the monthly CQI meetings.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K082 .
88=E It ia the practice of Wurtland Nursing and  P6 [26/10

Raquired automatic sprinkler systems are
continuously malntalned in reliabla operating
condition and are inspected and tested
periodically. 19.7.8, 4.6.12, NFPA 13, NFPA
25,0.7.5

This STANDARD s not met as avidenced by:
Based on observation and interview it was
determined the facility faited to maintain the
sprinkler system acdording to NFPA standards.

The ﬂndi_ngs include:

Observation on 06/26/10 at 9:03 AM revealed
goven (7) dirty sprinkler heads which were
located in the kitchen area. The Maintenance
Supervisor and the Administrator were present
during the obaervation.

An interview with the Maintenance Supervisor on
05/26/10 at 9:03 AM revealed he was unaware of
the dirty-aprinkler heads. The Maintenance
Supervisor stated the sprinkler hoads were
cleaned as needed by housekeeping, but they
would change the policy 8o the sprinkler heads
would be cleaned more cften.

Further observation on 05/26/10 at 8:.08 AM
ravealed a valve for the sprinkler system
acceteralor was In the closed position,

An interview with the Maintanance Supervisor on

Rehabilitation Center to promote the
gafety of all residents-in 2 mannet and in
an environment that maintains each
rosident’s safety.

The Director of Maintenance coptactsd,
Sentry Fire in regards to the Accelerator
issue noted on 5/26/2010.

Senty Fire repaired the Accelerator on
6/14/2010.

The Director of Maintenance cleaned the
7 sprinkler heads In the kitchen area on
52772010,

There were no adverse effects on any
rasident due 1o the Accelerator not

working appropdately and 7 dirty
sprinkler heads. .

The Director of Maintenance will audit
the Accelerator and sprinkler heads
weekly for 6 weeks to ensure proper
working condition of Accelerator and
cleanliness of sprinkler heads.

The Director of Maintepance will monitor
and note any issues and report them
during the monthly CQT meetings.
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K 066
63=0

‘corsosion, foreign materials, paint, and physical

Continued From page 2

05/268/10 at 9:08 AM revealed he was unaware of
the closed aaceleratar valve. The maintenance
Supervisor called Sentry Fire,who performs
inspections of the system to ask about the vaive.
Sentry Fire tald the Maintenancs Supefvisar that
the valve needed to be open, and to open the
valve. Sentry Fire also directed the Maintenance
Supervisor to close the valve if air was heard
escaping from the valve. Air was nofed to be
heard escaping from the valve. The vaive was
closed and Sentry Fire was noticed. Sentry Fire
told the Maintenance Supervisor that they would
get someone there to wprk on the valve.

Refarence: NFPA 25 (1990 edition)
2-2.1.1* Sprinklers shall be inspected from the
floor tevel annually. Sprinklers shall be free of

damage and shall be installed In the proper
orientation (e.g., upright, pendant, or sidewall).
Any sprinkler shsil be replaced that Is painted,
corraded, damaged, loaded, or in the Improper
orientatlon,

NFPA 13 (1999 edition)

12-1 Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and a2re inspected and tested
periodically.

NFPA 101 LIFE SAFETY CODE STANDARD

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

(1) Smoking i prohibited in any room, ward, or
compartment where flammable liquids,
combuslibla gases, ar oxygen ls used or stored
and in any other hazardous location, and such

K 082

K 065 It is the practice of Wirtland Nursing and  P6/26/10

Rehabilitation Center to promote the
safety of all residents in a manner and in
an environment that maintains each
resident’s safaety.

The facility ordered new meta) self
closing ashtrays on 6/2/2010.
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area is posted with signs that read NO SMOKING
or with the internaticnal symbol for no smoking.

(2) 8moking by patients clagssified as not
respansibie is prohibited, except when under
direct supervision.

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

(4) Metal containers with self-closing cover
devices into which ashtrays can bs emptied are
readily avaitable to all 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 malntain a
smoking policy, according to NFPA standards.

The findings include:

During the Life Safaty Code survey on 06/26/10 at
9:40 AM, obsetvation at that time revesled there
were no metal containers with self-closing cover
devices, located in the smoking area, into which
ashtrays could be emptied. The smoking area
was located at the side of the building near the
kitchen. The Maintenance Supsrvisor was
present during the observation.

An inherviaw with the Maintanance Diractor on
05/26/10 at 9:40 AM revealed he was unaware of
the requirements for the metal containers with

The facility replaced existing ashtrays
with new self closing ashtrays on
6/4/2010.

There were 1o adverse effects on any
resident due to the type of ashtrays which
the facility had previously used.

The Director of Housekeeping will audit
10% of smoking areas weekly for 6
weeks to ensure proper ashtrays are in
use. .

The Director of Housekesping will
monitor and Dote any issues and report
them during the monthly CQI meetings.
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self-closing devices.

Reference: NFPA 101 (2000 edition)

19.7.4* Smoking.

Smoking regulations ghall be adopted and shall
Include not less than the following provisions,

(1) Smoking sheil be prohibited in any room,

s ward, or compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and In any other hazardous location, and such
araas shall be postad with signs that read NO
SMOKING or shall be pogted with the
international eymbol for no smoking.

Exception: 'n health care ocoupancies where
smoking is prohibited and signs are prominently
placed at all major entranges, secondary signs
with language that prohibits smoking shall not be
required. ' .

(2) Smoking by patients classified as not
raspongible shall be prohlbited.

Exception: The requirement of 19.7.4(2) shall not
apply where the patient fs under direct
supervision. '

(3) Ashtrays of noncombustible material and safe
desigh shall be provided in all areas where
smoking is permittad,

(4) Metal containers with self-ciosing oover
devices into which ashtraye oan be emptied shall
be readily available to all areas where smoking is
pormitted. ’

K 086
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