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Any deﬁc?é(cy atatement ending vath an astarlsk {*) denoles & deflclen
other safeguards provide sufficlent protection 16 the patients. {See Ins
tallowing the date of survoy whather or not a plan of ¢orrection Js provi

cy which the instittiion maf be excused from correcting providing it iz determined that
tructions.) Exospt for numing hamas, the fndings statad abova are disclosabla 80 dayn
Idod, Fer nursing homes, the above findings and plans of comostion are diaclorable 14

days following the date those dosument= are made avalinble fo the faclity. If deficloncles are clied, an opproved plan of comoction fs reguizita to continuad
program participation,

{4} 1D SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S &
PREFIX {EACM DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (GACH CORRECTIVE Ao o RRECTION g
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 000 . INITIAL COMMENTS F 000
A Recertificalton Survey was conducted on
11/18/13 through 11/21/13 to determine the
facllfiy's compliance with Federai requirements.
The facifity faffed to meet minimum requirements
for recerlification with the highast $/S of a “F*, POC & 477
F 371 | 483.35() FOOD PROCURE, F371) 1(1_’01*"3;"{““ et i the eeaetnot proprly
_ N 12-pan o oeated in the freezer not pr AR
§8=F | STORE/PREPARE/SERVE - SANITARY stored was disoarded. The employee who saw ,12/29@‘3}3
o ) that the ham had been stored improperly
The fasilily must - was verbally soprimanded on 1171972013,
{1) Procure food from sources approved or Wa discussed the proper storage of meat
considered satlsfactory by Faderal, State or local for placement in the freezer. The roll of
IV, raw ground beef was removed from the
authorities; and
S cooler on 1171972013 properly covered,
(2) Store, prepare, distribute and serve food labelod and dated. The rafl was placed
under sanitary conditions on the proper fower shelf of the cooler,
The drippings in the coolor was cleancd
frora the pan and rofl of turkey, The
responaiblc cmployee was verbally
seprimanded on 11/{9/2013 for not
following proper sanitation and {nfection
: control standards.
This REQUIREMENT is not met as avidensed
by: Al 22 patients in the TCU unit conld
Basad on observation, Interview, and review of :‘“;" t:]':‘“‘ “Hef“’d "c“(: ""3‘ were dt“° .
the faclity's policy/procedure, It was determined 0‘; d‘::c‘,‘:g;’;ng’;;?c“:d"fogﬁg: o
tha facifity fatled to ensure food was stored under corrected, The rest of the coolers
sanpjtary conditions, and freezers were checked for complinnee
on 11192013, No other fssues were
Areview of the facility Census and Conditlon, noted.
dat[ed 11/19/13, re\le_aled & census of 22 The Direetor held a dopartment imeeting
residants with alf residents eating food from the on 1171972013 and diseussed the findings
kitchan, from the surveyors tour of the Kitchen and
the plan of carreation, Bvery employce
The findings Include: in tho depariment has re-read the Food
Safety and Sanitation Handbook. They have
. , . completed a test and sipgned the acknowledpement
Review of the Prevention of Contamination receipt agreeing to comply with the poticy aud
policy/procedura, revised 01/08, revealad raw procedures outlined in the handbook. All
meats were to be stored and covered with plastic new employees are required to read the
wrap or foil, Date and name with presant day of Pond Safcty and Sanitation Handbook, complete
o Continue on page 2 of 6
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The facility must employ or obtain the servicss of
a licensed pharmacist who establishes a system
of records of raceipt and disposition of all
controlled drugs in sufficient detall to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled,

Drugs and biologicale used in the facllity must be
labeled in accordance with currently accepted
professional principles, and include ths
appropriate accessory and cautlonary
instrugtions, and the expiration date when

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FLIL, PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY;)
the test and sign the scknowledgement receipt
F 371! Continued From page 1 F 371 agreting to comply with the policies and
storage ‘ procodures outhined in tha handbaok, Spesific
. employoe positions have been assigned
specific cookers and freezers to inapect
Observation, on 11/19/13 at 10:45 AM, revealed at the end of their shift for comp!ia?acce with
the following: proper covernge, labels, dates and shelf
piagemcnt. :ic storeroom elerk has been
1. One pan of "ham pleces” partially covered with essigned to inspect every walk-in coofor :
plastic wrap, located In the freezer, with o label :,?f‘ﬁﬁjf:;u“,;‘i':;;;%;:;;';,if’;‘j;;‘;f Soverage
of date, The meat was visibly coated with lce, labels, date and proper shetf placement, The
. supervisor working will verify complianac
2. A partlal roll of hamburger meat lying on top of daily. ARl will fnitial compliance on a dally log,
an empty box, located in the refrigerator, with no The Director or desi . ,
label or date. The roll was unsealed with a red at ':nm::ugx; Eiﬁ%;;ﬁfg‘;ﬂ;}; ﬁ:’;?
liquid noted on the end of the roll, dripping into a the Federal and State requircrients, The asslgned
pan with an unopened roll of ground turkey, TCU Dictician will report rny compiiance
is.sugs and process changes related to this
interview with the Director of Nutrition Services, ;ﬂﬂﬂon }n the January Quality As;uur‘mlceé‘
) s rocess Improvement meeting and the other
on ?1/21f13 at 10:45 AM, revealed meat in the 3 seheduled mectings for next ycar,
refrigerator or freezer should be covered, labeled,
and dated. Raw meat should be stored on the R
lower shelf, and should be sealed with plastic POCF431
wrap to avoid contamination, The saline selution bottle snd salinc flushes were .
F 431 | 483.80(b), (d), {¢) DRUG RECORDS, F 431 removod from the room of resident #1 on 1121/13  {12/20/2013
s8=0 | LABEL/STORE DRUGS & BIOLOGICALS dug 1o not having the capobility to be in a locked

drawer in the patient room as per Federal regulation
483.60 (d),

All residents rooms had the potentlal to be affectod
by this same deficienoy dus 10 no focked dratvers
available in the resident rooms. Al rooms werg
imimcdiately cheeked for safine solution or
flushes and any found were removed and bottics
wasted on 11/21/13,

The Dizeator had an in-service which tvas held
wice por day on 11722, 11425 and 11726 with
discussion on the hospital policy “Medication
Administration General” and Federaf Tag 431,
The discussion was centered on atorage of
medications. Policy statos “All medieations
stored at bedside must be kept out of sight of

Continued on page 3 of §
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applicabie,

In accordance with State and Federal laws, tha
facility must ators afl drugs and biologlesls in
locked compartments undar proper temperature
controls, and parmit only authorized personnet to
have access to the keys.

The facllity must provide separately logked,
permanently affixed compartments for storage of
cantrolled drugs listed in Schadule 1 of the
Comprehensive Drug Abuse Pravention and
Control Act of 1976 and other drugs subject to
abuse, except whan the facllity uses single unit
package drug distribution systems in which the
quantity stored & minimal and a missing dose can
be readlly detecled,

Thig REQUIREMENT ls not met as evidenced

by: .
Based on observation, interview, and review of

the facility's policy/procedure, it was determined

the faclity failad to ensure drugs and biclogitals

used In the facility were stored appropriately.

The findings include:

Areview of facllity policy titled "Medication
Administration, General", last revised August
2010 ravealed in the section titled "Rudes for
Medication Administration®, number 9, letter "h"
states all medloations stored at bedside must be
kept out of sight of visitors {i.e. Iooked in badside
table drawer),

Observation, on 11(19/13 at 9:05 AM, revealed

two (2} liter bottles of Normat Saline (NS) stored

visilors(i.e. locked in bedgide table drawer)"”,

" Staff was informad that due to the unit not

having any locked drawers we con
not lcave salin solution botties for patlent

care of flushes at the bedside sinco they arg
a medication, Tt was implementad bumediately
that for wet to dry dressings we use flushes and
dispose of any remaining saline, Ifa botilc of
ary 5iz0 has to be used it will need o have
any unused portion wasted.

Nurses at bed side reporting per shift wii]
manitor roems for flushes, and saling
bottlos, Any found will be removed and
properly discarded, Charge nurses and
Ditcator will monitor on daily rounds. Safety
officer was asked on 12/9/13 to please add
(if not there) to the quarterly safery audit

a response for no meds at hedside not loeked.
This process will be discussed and cvaluated
in the January Quelity Assumnee/Process
lmprovement meeting and in the other 3
Quarterly meotings for this next year under
Safity praetices,

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLISR/CLIA (X2) MULTIPLE CONSTRUCTION Q) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMEER; A COMPLETED
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at the bedslde in Rasident #1's room, In
additiong, there were three {3) ten (10) millititer
NS syringes stored in the window.

Observation, on 11/20/13 at 2:40 PM, revealad,
two (2} liter bottles of NS stored at the bedside in
Resident #1's room. In addition, thare were two
(2) ten (10) millifiter NS syringes stored in the
window,

Observation, on 11/24/13 at 10:30 AM, revealed
ona {1) liter bottle of NS stored at the bedside In
Resident #1's room. In addillon, there were two-
(2) ten (10) millliiter NS syringas stored in the
window,

Observation, on 11/21/13 at 10:45 AM, revealed
two (2) liter botties of NS stored at the bedside in
Resident #1's room. In addition, there were two
(2) ten (10} millifter NS syringes stored in the
window, ’

Interview with the Charge Nurse, on 11/24/13 at
10:34 AM, NS syringes should not be stored at
the bedside. Tha Charge Nurse stated that they
gtore NS solution for dressings at the bedsida,

Intarview with the Risk Manager, on 11/21/13 at
10:40 AM, revealed NS of any form should not be
stored at the bedside,

Interview with the Direetor of Transitionat Care,
on H2113 at 11:31 AM, revealed NS is a
medicatad solution and should not be stored at
bedside. The Director stated that there were no
iocking drawers In the residents' rooms so
unused solution should be discarded, The
Director stated that NS syringes are not {o ba
storad at bedside as well,
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XAyio SUMMARY STATEMENT OF DEFICIENCIES [s] ' - PROVIDER'S PLLAN OF CORREGTION (X5}
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F 441 | 483,65 INFECTION CONTROL, PREVENT F441] pOC T 441 122002013
880 | SPREAD, LINENS e . '1.3
The CNA kncw immcdiately after gmbbing
The facility must establish and maintain an her phone that she should not have done so
i trol P deslgned fo id with her gloves on prior o completing the
Infection Control Program des gned to provide o task. She immediately came to me after
safe, sanitary and comfortable environment and the task and told me she did something
to help prevent the developmant and transmission WIOng due to being nervous. We disetssed
of disease and Infection. eloan and dirty and that she should have
removed her gloves then washed her hands
. or at least used gn alcohol sanitizer then she
(a) infection Control Program o was £ro to use the phone. This discussion
The facllity must establish an Infestion’ Gontrol fook placs on 11/20/13 around 11:00 AM,
Program under which it - )
(1) investinates, controig, and prevents infactions All pationts havo the potential to be affected
in the faclity: by tho same dofisient practice if the CNA
(2} Decides what procedures, such as isolation, Sg;s;p:;tol}a‘t;'e‘;«;Lc:;-c:gtr:taf;?ﬁz:;rttl;e
should be applied to an individual residont: and '
{3) Malntains a record of Incldents and corrective For the CNA involved the Director and or
actions related to Infections. Charge Nursc will do unasnounced spot
audits for hand washing and breach of
(b) Proventing Sprea of Ifoction e po o s
{1) When the Infection Centrol Pr(?graﬂ"l foley eare, bath care, folcy outputs, oral
determines that a resldont neads isolation to care cte. The Direotor or Charge Nurse In
prevent the spread of infection, the Facility must the room watching with the permission of
isolata the resldent. the pati?lnt wilt he;p the CNA if nerves were
o . past of the reason for the non-compliance.
(2) The faciity must proh:b_:tfen:pl:yi:esiwst‘h a The audits on this CNA wil bo every 2
communleable dISQE?G or infected skin lasions Weeks on one aspoct of the care per
from diract contast with residants or their food, If Audit and when there arc 3 audits por
direct contact will transmit the diseasa, direct carc isswe with out deficiency
(3) The faciity must require staff to wash their audits will then continue quartesly for .
hands after each direct resident contact for which ::e 2’;& Anlyligf:os will be addreased with
hand washing is indicated by accepted ¢ ANA TRl lime,
professional praciice. . The Dircctor and Charge Nurse will do
tandon direet care sudits on RN's, LPN's
(c) Linens And other CNA's at Jcast montaly until no
Parsonnel must handle, store, process and ff!s“‘:?f‘gl’“.?{f’gf““:" h;!‘d‘] hygicac b
f Ilcnll ..c rector did an m-service
Irans?nrt iinens 56 as to prevant the spread o with the policy “Hand Washing Technique
‘lnfecuon. for Personuel”, Discussion was centered
on what to do if hands ars not visibly
soiled but eontaminated and when hands
continued on page 6 of 6
FORM ChS-2567(02-88) Prmvioua Veraions Obsstota Event ID:HUXT14 Faclity 1D 100766 I continuation shoeot Pagse Sof 6
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are visibly dirty or solled, In-service was
F 441 | Continued From page 5 F 4419| Presonled twice on 11722, {1/25 and 11/26.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facllity’s policy/procedure, it was determined
fhe facllity failed to ensure appropriate
handwashing during care for ona (1) of ten (10)
samplad residents (Resident #1),

The findings Include;

Review of the "Handwashing Technique for
Personnel” polisy/procedure, ravised 12/07,
reveaied when hands ware not visibly sofled but
were contaminated, they should be
decontaminated with an alcoho! bazed rub.
Situations Included after contact with body flulds,
excrations, mucous membranes, non-intact skin,
or wound dressings.

Observation, on 11/20/13 at 10:30 AM, revealed
State Registered Nurse Aldé (SRNA} #1 provided
catheter care for Resldent #1, Aflerwards, she
made a phone ¢all using a cell phone she
obtained from her pocket while wearing soiled

gloves, .

Interview with SRNA #1, an 11/20/13 at 10:35 AM,
revealad she should have removed the soiled
gloves and washed ber hands prior to making a
phone call.

Intarview with tha Director of Nursing (DON), on
11721113 at 10:40 AM, revealed she expected
staff to remove soiled gloves and wash hands
bafore completing another task.

+ meetings for this next year.

Any noncompliant issucs witl be discussed
real time with the individnal involved, A
genzral iand washing audit I comploted
monthly with several disciplines and wilt
continue to be donc, The noncompliant
issues wilt be discuased and evaluated

in the Jnauary Quality Assurance/Process
Improvement meeting and continge on

the agenda for the oflier thras quarterly
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%43 1D . SUMMARY STATRMENT OF DEFICIENGIES b : PROVIBER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENOY MUST RE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR L8 IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
K000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483,70(a)
BUILDING: 01,

PLAN APPROVAL: 1972,
SURVEY UNDER: 2000 Existing. :
FACILITY TYPE: SNF/NF,

TYPE OF STRUCTURE: Six (6) story, Type 1
(443),

SMOKE COMPARTMENTS: Three (3} smoke
compariments, :

FIRE ALARM: Complata fira alarm system
ihstalled In 1972 and upgraded In 2011, with 41
smoke deteclors and 5 heat  detectors.

SPRINKLER SYSTEM: Complete automatic waet
sprinkler systam installed in 1972 and upgraded
in 2010,

GENERATOR: Type | generator installed In 1972.
Fuel source is Diessl.

A standard Life Safety Code survey was
conducted on 11/19/13, Western Baptist
Transitional Care Unit was found in
nen-compllance with the requiremants for
participation In Medicare and Medicald, The
facllity is certified for Twanty-Four {(24) beds with
a census of Twenty-Two {22} on the day of the
survey,

The findings that foltow demonstrate

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

[PMZ; Dochiblond R nsplnme CNOMP Nas T 2 /z/J;?,//:j

Any deﬂc[éncy statomant ending with an azlerisk (*} donotes a deficizncy which the Instiidflon may be excusod from correcting providing 1 Is datermined that
other safeguards provide sufficlent protection te the patients . (See instructiona.} Excopt for nussing namas, the findings ztalad Above are disclosable 90 days
following the dato of survey whethor of not & plan of comeatlon Is provided, For nuralng homos, the above findings and plans of correction are diaclosabla 14
days foliowing the dato these documents are made avallabla to the faclity. i deficloncles are clted, an appraved plan of cemeclion la requishte 1o continued
program panicipation,

FORM CMS-2507102.98} Prenlous Versions Obealata Evenl iD:HUXT21 Facllity 1D 100769 : if continuation sheat Pogoe 1 of 8
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K000 | Continued From page 1 K 0G0
noncompliance with Title 42, Code of Federa|
Regulations, 483.70{a) ot seq. (Life Safety from
Flre).
Deficiencles wera cited with the highest
defich ! e . e
eficiancy !denleﬁed at "F” levei POC KOS
K 0621 NFPA 101 LIFE SAFETY CODE STANDARD K052 m\lo redidents i the facll ve Tound fo b
| 4§ Y WO 1«1
88=F o 4 1212012013

and visltors, The facility is certifled for

facllity had boen tested quarterly.

Twenty-Four (24) beds with a census of
Twenly-Two (22} on the day of the survey. The
facillty failed to ensure he fire alarm for the

A fire alarm system required for life safety s
installed, tested, and malntained In accordance
witly NEPA 70 Nalional Electrical Code and NFPA
72. The syslem hag an approved maintenance
and testing program complying with applicable
requiremants of NFPA70 apd 72, 9.6.1.4

This STANDARD is nol met as avidanced by:
Based on inlerview and fire alarm Inspection
review, the facllity failed to test the fire alarm
system quarterly per NFPA standards. The
deficiency had the potential to affect three (3) of
three (3) smoke compartments, all residents, staff

afTected by the identifying deficicney of the
fir alarm company not performing the
quarterly inspection a3 stated per the
tontract,

Residents with potential affect from the
deficiency have been identificd as thasa
residing i the Transitional Care Unil,

Pricmer inspected the fire alorm panels
found deficient during the survay on
£2/02/2013. Engincering has instituted a
new preventative maintenance schedule on
8 compuicr generated program to check the
fite atarm panels on a quarterly schedule
by a eertificd State Inspector starting on
March 0, 2014 and on the first of every
qusrter therenfter,

The engineering department will maintain
a lag of the PM and record all defisiencles
found, ‘This record will be reported under
Flre Safety and monitored by the Safety
Sub Committee during the bimonthly
meeting starting January 2014 to assure
compliance, These reaults will also be
reported quarterly starting In January
2014 to the TCU Quality Assurange/
Process Improvement Committeo for
review of compliance, Tt will continue
for the other 3 meetings scheduled for
nexi year.
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K052 Continued From page 2 K052
The findings include:
Fire alarm inspection review, on 11/19/13 at 3:50
PM with the Safety Officer, revealed the facility
failed 10 provide documentation to show the fire
alarm had been tasted since February 28, 2013,
The facility had an approved order for the fire
atarm company to complets the inspections
quarerly but the work had not been performed.
Interview, on 11/18/13 at 3:50 PM with the Safety
Officer, revealed sha was under the impresslon
the fire alarm panel had to be tested annually
since that Is what joint commission requirad.
Reference: NFPA 104 (2000 ed.)
8.6.1.4. A fire alarm system required for life
safety shall be Inslalled, tested, and maintained in
accordance with the applisable requiroments of
NFPA 70, National Electrical Code, and NFPA 72, L
National Fire Alarm Code. POC K 066
K068 | NFPA 101 LIFE SAFETY CODE STANDARD KO88|  wo residents in the freility were found to bo 12/20/2013
88=D . affected by the identified deficiency of
Smoking regulations are adopted and includé no muitiple olgarctte butts on the ground and
less than the foliowing provisions: ashtray reoeptacles of combustible material
being in use. “The cigarctte bults were
. e 4 removed from the pround in the deficient
(1) Smoking is prohibited in any room, ward, or area located In the smoking area by the
compartment where flammabla fiquids, power house on 11/19/2013 by the
combustible gases, or oxygen is used or stored cngir}eering department, The cntire
and in any other hazardous location, and such hospital grounds were surveyed on
area s posted with slgns that read NO SMOKING 11/15/2013 for cignreme butts by
or with the international symbol for no smoking The cngincering departmont and
] Y. . all butts found wore removed, Ashtrays
of non-combustible material and sofe
{2) Smoking by patlents classified as not design were ordered on 11/22/2013.
responsible is prohiblted, except when under Contirue on page 4 of §
direct supervision. )
FORM CHM5-2587(02-99) Previous Varsiont Obaalnln Even! ID:HUX721 Facliiy [ 100788 If continuation sheat Pagoe 3of 8
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, . PADUGAH, KY 42003
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. Residents with potentinl aff
K 08 3 p affect from the
066 | Conlinued From page 3 K088 deficiency have been identified as those
{3} Ashtrays of noncormbustible matenial and safe residing in the Transitional Care Unit.
dasign are provided In all areas where smoking I As for the gshiray containers that are
pormitted mede from combustible material will
>d, be discarded when the new armive to
eliminate the possibility of recurrsnce,
{4} Matal conlainers with seff-closing cover ¥
devicas Into which ashtrays can be emptied are To monitor for compliance with the
readily avallable to all areas where smoking is ;f“ﬁgg',w cigerctte butts a ;3:;'9
eV ¢ mointenance schedule haa
permitted, 19.7.4 been initiated on 11/19/2013 to survey
the entire hospital facility for cigarette
buits by the engincering department.
zha‘:ngmcering dopariment will
maintain o fog of the PM and record
:}I: desﬁcicncies found, To monitor
. i . e ashitray deficiency i
This STANDARD Is not mat as evidenced by! depnmnqﬂ 11£§Les?i°§ng:f: :ﬂsmng
Based on observation and interview, it was Preventative Mrintenance Task on
determined the facility failed to ensure the use of - & computer genernted program to
approved ashirays at an entrance, in accordance check ashitrays for non-combustible
with NFPA standards. The deficiency had the :;L‘i;:f] sggc;“ﬂe de:;tg[n °’; 5‘!
potential to affect one {1) of thrae (3) smoke and on {hc ﬁrstu o:‘ziicrynéonttlrfzmg.
cotmpartments, twenty-four (24) residents, staff thercafer,
and visitors. The facility is cartified for
Twanty-Four (24) bads with a census of Both records will be reported under Firc
Tuenty-Two (22) on the day of the curvey. Tho Cominites i v F oacety S
facitity falled to ensure ashtrays were being meeting starting January 2014 ti
properly used at the smoking area and the metal assuro compliance. The results and
bucket with self- closing lid was provided at the process changes will be reported to
smoking area. the TCU Jonuary 2014 Quality
Assurance/Proccss Improvement
o . _ mecting and the other 3 seheduted
Observation, on 11/19/13 at 4,05 PM with the
Safety Officer, revealed over fifty (60) cigarette
butlts an the ground at the resident amoking area.
Further obsarvation revealed there was not a
metal bucket with a self-closing Ild at the smoking
area for the ashtrays to ba emptled into.
Interview, on 11/19/13 at 4:05 PM with the Safety
Officer, revealed she was under the Impression
FORM, GM8-2567(02-09) Previous Vetsions Obsclete Evant D;HUXT2 Facity (D! 100766 If continuation sheat Page 4 of 8
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
AEGULATORY OR L8G IDENTIFYING INFORMATION}

n ' PROVIDER'S PLAN OF CORREGTION [ om
PREFIX {FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSE-REFERENCED T THE APPROPRIATE BATE

DEFICIENCY)

K 086

Conlinued Erom page 4

that if the smoking area was equipped with a
smoking pole then the metal bucket was not
requirad, Furthar interview revealed she was
unaware of the cigarette bufts being placed on
tha ground.

Refarence: NFPA 101 (2000 edition)

18.7.4¢ Smoking. Smoking regulations shall be
adopted and )

shall include not less than the following
provisions:

(1) Smoking shall be prohibited in any reom,
ward, or compariment

where flammable liquids, combustible gasss, or
oxygen is used or stored and in any other
hazardoug location,

and such areas shall be posted with signs that
read NO SMOKING or shall be posted with the
international

gymbol for no smoking.

Exception: In health care odeupancies where
smoking is prohibited

and slgns are prominently placed at all major
entrances, sesondary

slgns with language that prohibits smoking shall
not be raquired.

{2) Smoking by patients classified as not
responsible shall be

prohibited,

Exception: Tha requirement of 18.7.4(2) shall not
apply where the patient

Is under direct supervision,

{3) Ashtrays of noncombustlble material and safe
design

shall be provided in ail areas where smoking is
pormitted.

(4) Metal containers with self-closing cover
devices into ..

which ashtrays can be emptied shall be readify

K 066

FORM CMS-2587(02.88) Provious Verstons Obsoleta Event ID;RUX721
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K 066 | Continued From page 5 K 086
available
to alt areas where smoking is permitted. .
) é .
KS;S: NFPA 101 LIFE SAFETY CODE STANDARD K 164| POC K 154 12/20/2013

Whero a required automallc sprinkler system s
oul of service for more than 4 hours in a 24-hour
pertod, the authorlty having Jurisdiction is notlfied,
and the bullding s avacuated or an approved fire
walch system is provided for all pariles Jeft
unprotecied by the shutdows until the sprinkter
system has heen returned o service.  8.7.6.1

This STANDARD is not mét as evidencad by:
Based on Interview and facllity policy'and
procadiire review, tha fadility falled to devaiop a
firo walch policy th accordatice with NFPA
standards. The deficiency had the polentlal o
affact three (3) of three {3) smoke comparimaents,
alt residents, slaff and visitors. The facility Is
coedifled lor Twenty-Four (24) beds wilh g cerfsus

of Twenty-Two (22) on the day of tha survey. The '

faclilty falled to develop a fire walch poiicy for the
sprinkier system,

The findings include;

Policy and Procedure review, on 11/18/13 al 3:55
PM with tho Safety Officer, reveated the facllity
had no wrillen fire waitch policy for the sprinkier
syslem being down.

Interview, on 11/19/13 at 3:55 PM with tha Safety
Officer, revealed she was unaware that a policy

K134 NFPA 10}

No regidents In the faciiity were found
to be affected by the defisiency of there
Wiy no fiec watch policy for when the
sprinlkder system was not working,

A fire watch policy was ereaicd on

P 126783 by the Safcty Officer.

Residenis with potestiint affect
From the deficicney have been
ldentified y those residing in the
Transitional Care Enit.

The engineeting depariment was
in-serviced op 12/5/2003 o the
Fire Watch Pulicy and Fire Wateh
Rounds,

A preventalive mainienance schedule
was initiated on 12012013 us o
compttier peacrated program (o

review and revise the Fire Wateh
Palicy every three yoars starting
HI/26/2016 by the Policy Review
Cointhittee. The crgircering
dopariment will maintain g log of

cach Fire Watch camgploted and

record ull deficiensics found. This
reeord will be reported wnder Fire
Safety and monitored by the Salety
Sub committee during each bimonthly
meeting starting Ianuary 2014 to assure
comphianée. Findings and plan of
eorrcetions will also go to the TCU
Quinlity Assuranec/Process Improvement
Jasuary meeting and the other three
mectings scheduled for noxt year.

|
i
|
f
|

FORM CMS-256{02-39} Prvdous Vimlona Obsolnte
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NAME OF PROVIDER OR SUPFPUER STREET ADDRESS, CITY, STATE, ZIP CODE
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{4 Io SUMMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORRECTION X
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K 154 | Continued From pags 6 K 1584
for a fire watch was required for the sprinkler
system.
Reference; NFPA 101 (2000 edition)
9.7.8" Sprinkler Systam Shutdown,
8.7.6.1
Whare a raqulred aulomatie sprinkler system s
out of service for mere than 4 hours In 8 24-hour
peribd, the authotlly having Jurlisdiction shall be
rofifiad, and the bullding shall bb evacuated or an
approved fire watch shail be provided for alt
parlies loft unprotacted by the shutdown until the POCTK 155
sprinkier system has baen raturned to servige, T i
K 155 | NFPA 101 LIFE SAFETY CODE STANDARD K165/ K185 NFPA 101 12/20/3013
858<F

Whera a required fire aiarm system is out of
service for more than 4 hours in a 24<hour period,
the suthorlty having Jurisdiclion is notified, and the
bullding is evacualnd or an approved flre watch is
provided for all parfigs tefl unprotested by the
shuldown until the fire slarm systemn has been

‘| returned to service. $.6.1.8

This STANDARD (s not met as evidenced by:
Based on Intervlew and facllity policy end
procedure raview, tho facillty falled to develop a
fire watch policy (o snsure the aefety of
occupants of the building in case the fire alarm
system is out of service. The deficlency had the
potential lo affect three {3} of three (3) smoke
compariments, all residehts, staff and visllors.
The facility is certifled for Twanly-Four (24) bede
with a census of Twenty-Two (22} on the day of
the survoy, The faallity faifed to develop a fire
watch polley for the fire alarmm system.

Nn residents in the fncllity were found
1o be affected by the deficiency df these
was ho Tire watch poliey for when the
fire nlarnt system was nol functiening
for mose than 4 honrs in 7 24 hour

H1/26/13 by the Safety Officer,

Residents with potentiod affect
From the deficicney have been
idonttfied as those residing in the
“Trangitional Care Unlu

The engincering depanment was
in-serviced on [2/5/2013 on the
Fire Watch Policy and Firc Wateh
Rounds.

A preventative mainterance sehedule
was inftiated on F2/0122083 a5 8
computer encrated propeam lo
review anid revise the Fire Watch
Policy every threc years starting
1H26/2016 by e Policy Review
Commimnee. ~

| perind aftime. A fire watch policy was created an

FORM CMS-7567{02.99) Previosm Varsinne Obsolale
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Faclily 10D: 100780

If continuglieh sheol Page 7 of 8




12/18/20613

16:86 2785752217

DEPARTMENT OF HEALTH AND HUMAN SERVICES

WBH ADMIN

PAGE 24/24

PRINTED: 12/08/2013
FORMAPPROVED

The findings Inciude:

Policy sind Procedure review, on 11/19/13 ai 3:55
PM with the Safety Officer, revealed the facility
had no wrllten fire watch policy for the fire alarm
systern being down.

Interviaw, op 11/18/13 at 3:55 PM with the Safely
Officer, revealed she was unaware that & polloy
for g fire watch was required for the fire alarm
system,

Reference; NFPA 101 (2000 edition)

9.8.1.8"

Whare a required fire alarm system is out of
service for mora than 4 hours In a 24-hour period,
the authorily having jurisdiction shall be notified,
and the bullding shall be evacuated or an
approved fire watch shall be provided for alt
pariies left unprotected by the shutdown untll the
fire alarm syslam hag been retumed to service.

departmend will reaintain & log of
ench Fire Watch compleled and
record &l defigiencies found, This
recordd will be reported snder Firg
Safety and monitored by the Sofely
Continue on page R of &

Sub commiltee during cach himonthly
meeting starting January 2014 fo assure
compliance. Findings and plan of
corrections will also go to the TCLJ
Quality Assurance/Process Improvemen
Janunry mueting and the other three
mecetings seheduled for noxt year.
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