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F164; Conlinued From page 1 F 164 Nursing staff was re-educated on personal
privacy, confidentiality of records and

This REQUIREMENT Is not met as evidenced resident rights education completed on

by: . 03/06/2013 by the Director of Nursing

Based on observation, Intervlew, and review of Services and Assistant Director of

the facility's policy/procedure, it was determined Nursing Services

the facliity falled to ensure each resident had the & '

tight to persanal privacy for two residents (#4 and . N .

#7), in the selected sample of twelve (12) The Director of Nursing /Assistant

Director of Nursing will conduct

residents, related {o the utilization of a privacy
curlain during resident care and falfed to ensure
the confldentlality of clinlcal records for ane
resident {#15), not in the sefected sampls,

medication pass and resident care
observations three times a week for the
next four weeks, then three times a month
for two months. The Director of Nursing
will report findings to the Performance

Flndirigs include; .
Improvement Committee for the next

A review of the *Resident Rights and informatlon threc months for further

for Residenls Living in Kentucky®, undated, recommendations.

reveated the resident had the right to personal

privacy and confidentlality of his/her personal and Completion date 3/8/13

clinical racords.

1. An observation of catheter care, on 02/14M13 at
2:00 PM, revealed Certified Nurse Alde (CNA) #1
_ | provided care for Resldent #4; however, did not

pull the privacy curialn In front of the deoer leading
out into the haltway.

An Intervlew with CNA #1, on 02/15/13 at 9:07
AM, revealed she should have puiled the curlaln
between the door and the resident during
catheter care on 02/14/13.

An Interview with Licensed Practical Nurse (LPN})
#2, on 02/14/13 at 4:18 PM, revealed CNA #1
should have pulled the privacy curlain completely
around the bad while providing cere io the
resident. - - -
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2, An observation of Resident #7's skin
assessment, on 2/14/13 at 10:156 AM, revealed
Reglslered Nursa (RN) #1 did not ensure the
resident's privacy curtain was pulled completely
araund the bed, exposing the resident’s bitateral
lags and brjef to the resident’s roommate,

An intarview with RN #1, on 02/14/13 at 2:20 PM,
reveafed she did not realize the privacy curtain
was not completely drawn. She revealed she
should have cloesed the curlaln to ensure full
privacy for Resldent #7,

An Interview with the Director of Nursing (DON),
on 02/14/13 at 14:30 AM, revealed she expected
healthcare staff to ensure a rasident's privacy
was raspected and pull the curtaln so that a
resident is not exposed during a skin assessment
and or any type of nursing care.

3. An observation of & medication pass, on
02114113 at 9:35 AM, revealed LPN #1 (eft the
medication cart to administer medfcation to
Resident #16; however, she left the resident’s
Medicatlon Administration Record (MAR)
uncovered, on top of the medication cart,

An interview with LPN #1, on 02/15/13 at 10:00

AM, revealed she was supposed to cover the
MAR each time she leaves the medication cart, to
ansure privacy for the resident.

An Intarview with the Director of Nursing (DON),
on 02116113 at 12:36 PM, revealad she expectad
slaff to ensure resident Informatlon was covered
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F 164 | Continved From page 3 F 164 N
) 1D d R t
: when left unattended. - F241 Dignity and Respect
F 241 | 483.16(a) DIGNITY AND RESPECT OF F 241} [ PN #1 was re-educated b :
i y the Director
88=D | INDIVIDUALITY ' of Nursing Services on 2/27/2013 on
The facllity must promote cara for residants in a Dlgmt.y and respect sfpecnﬁc to knocking
mianner and in an epvironment that maintains or on resident doors before entering.
enhances each resident's dignity and respect in . .
full recognition of his or her individuality. The Director of Nursing and Assistant
- Director of Nursing monitored resident
care and medication pass on each shift for
five days starting on 2/19/2013. No other
This REQUIREMENT is not met as evidenced issues were identified. The Director of
by: _ Nursing reviewed S
Based on observation, Interview, and review of Dignity and Respect during the Resident
the faciiity’s policy/procedure, it was determined Council Meeting on 02/21/2013 no issues
the facliity falled to promote cars for residents in a or concems were addressed by the
manner that maintained or enhanced sach esidents at that time
resldent's dignity and respect, During a r :
medication pass, Licensed Practical Nurse (LPN) , -
#1 falled to knock on each resident's door prior to Nursing staff was re-educated on dignity
entering the room, ‘ and respect /resident rights on 03/06/2013
by the Director of Nursing Services and
|| Findings Include: Assistant Director of Nursing Services.
Areview of the "Resident Rights and Information The Director of Nursing /Assistant
for Rasidents Living in Kentucky", undated, Director of Nursing will conduct
revealed each resident shouki be treated wih medication pass and resident care
consideralion, respect, and fulf recognition of his observations three times a week for the
dignity and Individuallty, including privacy In next four weeks, then three times a month
trealment and In care for his personal needs. for two months. The Director of Nursing
. will report findings to the Performance
An observation of a medication pass, on 02/13/13 X ‘
at 6:12 AM and on 02/14/13 at 9:25 AM and 9:35 Improvement Committeo for the next
AM, revaaled LPN #1 did not knock on the three months for further
rasldent's doors of threa residants prior to entry. recommendations.
An Interview with LPN #1, on 02/16/13 at 10:00 Completion date 3703
AM, revealed she was supposed lo knock on the - - :
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F 241| Conlinued From page 4 : F 241| F281 Professional Standards

resident’s-door or make her presence known prior Resident #16 pi L
) picture was placed in the
to enlry, as it was the resldent's home. MAR/TAR on 02/19/13 hy the Health
An interview with the Director of Nursing (DON), * | Information Coordinator. LPN #1 was re-
on 0211613 at 12:36 PM, revealed she expected educated by the Director of Nursing
staff to knock on the resident’s door-prior to entry Service on 2/27/2013 on the five rights of
it the room. . medication administration to include
F 281 483.20{k){3)(i) SERVICES PROVIDED MEET F 281| resident identification. The Health
§5=D | PROFESSIONAL STANDARDS . Information Manager was re-educated by
. the Director of Nursing on timeline for
The services provided or arranged by the facility updating photos of new admissions on
must meet professional standards of quality, 2126/13.

Medication/Treatment Administration
- Records were reviewed by Health
This REQUIREMENT Is not met as evidenced Information Manager on 2/19/2013 all
. resident photos were current and no other

by e
Based on observalion, Interview, and review of issues were identified.

the facliity's policy/procedure, it was determined

the facliity falled fo ensure services provided by The Director of Nursing Services

the taciity mel professional standards of quality provided re-education to licensed nursing
for one resident (#18}, not in the selected sample. staff on policy and procedura for
Licensed Practical Nurse (LPN} #1 did notuse - Medication Administration to include
the Identiflers In place by the facllity to ensure - | resident identifiers, completed 3/6/2013.

medications were given to the right resident. _
' The Director of Nursing/Assistant

Findings include: Director of Nursing will conduct
" Medication Administration Record
Areview of the Medication Administration . reviews (hree times a week for the next

policy/procedure, undated, revealed to remember
the "fiva rights " of medication administration:
righi drug, right dose, right reskdent, right time,

four weeks, then three times a month for
two months. The Director of Nursing will
report the findings to the Performance

and right route, ! :
Improvement Committee for the next

An observation of a medleation pass, on 0211313 three months for further

at 9:25 AM, revealed LPN #1 prepared recommendations,

madication for Residant #16. During the : N
‘ Completion Date: 148113
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DEFICIENCY)
F 281} Conlinued From page 5 F 281 F323 Free Of Accident Hazards
obsarvation, LPN #1 stated she had never met
the resident belore; howaver, cantinued with the .
medication pass. Observation of the Medlcation gﬂ 2?;%2;? ;f ,;],El; Ud;sf ‘; w;::gﬁgfjf
Adminlstration Record (MAR), dated 02/01-26/13, °r’q“ ; I ;; h
revealed no pleture of the resident. of Nursing Serwces:. Was T'o-
educated on the residents’ environment
An Intarview with LPN #1, on 02/15/13 at 10:00 remains free of hazards to include locking
AM, revealed the identifiers used during a the medication cart when not in use by
medication pass inciuded the resident's plictura at Director of Nursing Services on 03/06/13,
the botfom of the MAR and the name plale
located outside the resident's door. Room reviews were conducied by the
Director of Nursing Services on 2/15/13
An !n{BWIew Wﬂh lhe DfrectOI‘.Of NUI‘Sing (DON), and no other concemns noted for
on 02/16/13 at 12:35 PM, revealed she expacled medications at bedside. The Director of
mdioalion, 0 ensura e Haht Mediedton was Nursing end Assistast Diroctor of Nursing
given to the right resident. She revealed the ;ongiuctedd me‘:;ﬁ'.“on P azsflgnfzgalcgh sll\l;ﬂ
identifiers included the name plate beside the Or iive days starting °‘.‘t. e DI 0
resident's door and the plcture of the resident at other issues were identified, The Director
the bottom of the MAR. of Nursing Services spoke with the .
F 323 | 483.26(h) FREE OF ACCIDENT F 323 residents' about medications at bedside
~ ssep| HAZARDS/SUPERVISION/DEVICES during Resident Council meeting
conducted 2/21/2013.
The facllity must ensure that the resident
environment remalns as free of accldent hazards Staff was re-education on medications at
asis possible; and each resldent receives bedside by Director of Nursing Services
adequate supervislon and assistance davices o and Assistant Director of Nursing
prevent accidents. Services completed 03/06/13, Family
notification was mailed on 3/4/2013 on
over the counter medications and
medications at bedside by Director of
Nursing Services, Licensed nurses were
This REQUIREMENT |s not met as evidenced re-educated on medication administration
by: to include locking the med cart when ot
Based on observation, Interview, record review, in use on 03/06/13 by the Director of
and review of the facllity's policy/pracedure, it was Nursing Services and Assistant Director
determined the facllity falled fo ensure the- of Nursing Services. o
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: Room reviews and Medication
F 323 Continued From page 6 F323) Administration Reviews will be
restdent environment remalnsd as free of conducted three times a week for four
?;;:[c;ent hazards as Is possible for one resident weeks, then three times a month for two
7}, notin the selected sample, Medlcations ’ tontt
were obsesved at the resident's bedside without a m%nt(}i::.(tio en_:;\r:re ?fhmedlcaho?ls are kept
physiclan's order. Additionaly, the facliity faited to at bedslde without the proper p T
ensure an unattended msdication cart was locked order and med carts are locked when not
during a medication pass. inuse by the Director of .
‘ Nursing/Assistant Director of Nursing.
Areview of a list of wandering resldents provided The Director of Nursing will report the
by the facllity revealed there were two wandering findings to the Performance Improvement
residents In the buliding, Committes for the next three months for
further recommendations,
1. Araview of the facllity's "General Rules for
Residents and Sponsors”, undated, revealed Completion Date: 3/8/13
residents are not permitted {o keep any
medications in their roorns. Responsible parties
are asked to check with the charge nurse on any
type of drops, cough medication, inhalants etc.,
before giving to the resident, -
Arecord review revealed Resldent #17 was
admiited to the facllity on 06/16/12 with diagnoses
.} to Include Difficuily Walking, Pneumonia,
Congestive Heart Failure, Hypocalcemia,
Chronic Kidnsy Disease and Atrlal Fibriliation. A
review of the Minimum Data Set (MDS), dated
01/14/13, revealed the facllily assessed the
resident as moderately cognitively impaired.
Observations, on 02/12/13 at 8:65 AM, on
02/13/13 at 9:35 AM and 2:45 PM, on 02/14/13 at
8:10 AM, and on 02/15/13 at 9:40 AM, revealed
an openad bag of Honey Lemon cough drops on
the night stand in the resident's reom. The facility
identifled two residents In the facliity with
wandering behavior,
Areview of the Physician's Orders, dated
FORM Ci45-2607{02-89) Previous Versions Obselels Evan{ ID; 006813 Facifity ID: 100405 K conlinvalion sheet Page 7 of 12
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F 323| Continued From page 7

February 2013, revealed Resident #17 did not
have an ordsr for the cotgh drops.

An interview with Reglstered Nurse (RN) #1, on
02/15/13 at 9:40 AM, verified the resident should
not have the cough drops at the bedside as
he/she doas not have an order for them. She
revealed the family may have brought the cough
drops to the resident,

An Interview with the Director of Nursing (DON)
on, 0211513 12:30 PM, revealed she would have
expecied the staff to report any madications
found at the bedside as it required a physician's
order.

2. Areview of the Madication Administration
policy/procedure, undated, revealed to keep the
medication cart locked when notin fult site.

An observation of a medication pass, an 02/13/13
1 at 2:40 PM, revealed Licensed Practical Nurse
(LPN} #3 left the side cabinet of the medication
cart unlecked and unattended white administering
medications to a resident. The cablnet contained
muitiple botties of Mitk of Magnesta {laxative) and
Mylanta (antacid),

An interview with the Director of Nursing (DON},
on 02/16/13 at 12:35 PM, revealed she expected
staff to lock the medication cart when [sit
unattended.

F 332 | 483.26(m){1) FREE OF MEDICATION ERROR
88=D! RATES OF 5% OR MORE

The facllity must ensure that It is free of
medicatlon error rates of five percent or greater,

F 323

F 332

F332 Medication Error Rate

Resident # 10 and Resident #16 were
assessed by the Director of Nursing
Services on 02/13/13 without change in
condition. LPN #1 was re-educated on
Medication administration to inciude
crushable meds, five rights of medication
administration on 02/27/13 by the
Director of Nursing Services.

The Director of Nursing and Assistant
Director of Nursing monitored medication
pass on each shift for five days starting on
2/19/2013. No other issues were
identified in these reviews. The Director .
of Nursing reviewed current resident
Medication Adminisiration Records on
02/21/13 and no other issues were
Identified. :

The Director of Nursing Services
provided re-education to licensed nursing
staff on policy and procedure for
Medication Administration, to include
crushable medications completed
3/6/2013.
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PROVIDER'S PLAN OF CORRECTION

Findings include;

A review of the Medication Admintstration
policy/procedure, undated, revealed not to crush
medications wilhout & physfclan's order and fo
remember the "five rights" of medication
administration: right drug, right dose, right
resident, right lime, and right routs, '

1. An observation of a medication pass for
Resident #10, on 02/45/13 at 8,12 AM, revealed
Licensed Practical Nurse (LPN) #1 administered
the following medication to the rasident, crushed
{n pudding: Pantoprazeole Sodium (Delayed
Release (DR) 40 milfigrams {mg) tabiet,

A raview of the Medication Administration Record
(MARY), dated February 2013, revealed the order
for Pantoprazole Sodium DR 40 mg {abjet every
twelve hours for Gasiroesophagea! Refiux
Disease (GERD). The MAR doss not specify to
crush the tablet,

An interview with LPN #1, on 02/156/13 at 10:00
AM, revesled she should not crush delayed
release medications. She thought alt of the

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES b (X8}
FREFIX (EACH DEFICIENGY MUST BE PREGEOED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COFLETION
TAG REGULATORY OR LSC IDENTIFYING IMFORMATION) TAG CROSS-REFERENCE&'IIE%\I’-I)EAPPROPRIATE DATE
. DEF
F 332/ Continued From page 8 F332| The Director of Nursing/Assistant
Director of Nursing will conduct
Medication Administration Record
This REQUIREMENT Is not met as evidenced reviews three times a week for the next
bgésed on observation, interview, record review, - four weeks then three times & month for
and review of the faoility's policy/procedure, it was | ::onft'?.ﬁg; g: g:;f%g?n‘f:mg will
determinad the fagility falled to ensure It was fres Inf . % Committes for the next
of medication errors of five (5) percent or greater. hrp ovemen a °mfu’:t“ ©€ 10r the Nex
The faclility had two medication errors out of forty three months for further
opportunities to equal & medication error rate of recommendatious.
five (6) percent, .
Completion Date 3/8/13
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F 332 { Continued From page Fa32 ¥364 Food Appearance

resident's medications could be crushed and she
“did not pay attention.” ’

2. An observation of a medication pass for
Resident #16, on 021 3/13 at 9:25 AM, revealed
Aspirin 81 mg was administered lo Resident #16
from the emergency box.

A review of the resident's physlclan's orders and
MAR, dated February 2013, revealed an order for
Aspirin Enterlc Coated (EC) 81mg delayed
release lablet every day. A revlew of the
Emergency Box Usage Sheet, revised 02/17/12,
revealed the contants of the box did not include
Asplrin EG 81mg teblets. '

An interview with LPN #1, on 02/15/13 at 10:00
AM, ravealed she did not "pay attention” {o the

resldent's specified order for Aspirin EC 81mg;

therefore, administered the Aspirin 81mg tablet
from the emergency box.

An Interview with the Dirsctor of Nursing {DON),
on 02/16/13 at 12:35 PM, revealed she expected
staff to check the MAR three llmes prior to
administration, o ensure the corract medication
was given, She also verifled delayed release
medicatiens should not be crushed.

F 364 1 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
55=E } PALATABLE/PREFER TEMP.

Each rasldent recelves and the facllily provides
food prepared by methods that conserve nulritive
value, flavor, and appearance; and food that is
palatable, attractive, and at the proper
lemperature,

Nutritional Services Director re-educated
the cook on 2/18/13 on foods prepared by
methods that conserve mutritive value,
flavor, and appearance; and food that is
palatable, attractive, and at the proper
temperature to include separating foods.
Dinnerware was ordered by the
Nutritional Services Director on 02/13/13.

The Director of Nursing reviewed
appearance bf food at the Resident
Council Meeting on 02/21/2013 no issues
or concerns were addressed by the
residents at that time. Meal service
reviews were conducted by the Nutritional
Services Director for five days starting
2/18/13, no concerns identified at that
time.

The Dietary department was re-educated
on foods prepared by methods that
conserve nutritive value, flavor, and
appearance; and food that is palatable,
attractive, and at the proper temperature to
include separating foods, on 02/28/2013.
The Cook received one on one re-

F364] education to include visual appearance of
food on 02/18/2013 by Nutritional
Services Director,
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Meal service reviews will be completed

F 3841 Continued From page 10 . F 364 three times a week for four weeks, then

ghis REQUIREMENT Is not met as evidenced three times a month for two months by the

v | Nutritional Services Director or

Based on observallon and interview, it was . . - os .
determinad the faclllty falled to ensure food Administrator. The Nutritional ﬁem“s
served to residents was atiractive in appearance. Director will repart findimgs to the

. -| Performance Improvement Committee for
Findings Include: the next three months for further
recornmendations, .

An observalion of the Iray line, on 02/12/13 at. :

11:20 AM, revealed the cook was "sloshing” Julce ‘ Completion Date; 3/8/13

fram the cabbage into other foods on the fray line.
The trays were not visually appetizing, as the
plate was visibly wet with cabbage juice.

An observation of the tray (ine, on 02/13/13 at
11:26 AM, revealed the cool prepared mulliple
{rays of chicken and dumplings with green beans.
There was excess julce from the chicken and
gresn beans In the plates, with no attempt to
separate the foods. Atest tray was obtained, on
02/13M13 at 12:00 PM, with chicken, dumplings,
and green beans. The test tray was observed wilh
the Nulritional Services Director {NSD} present.
Observation of the tray revealed a chicken patty
with walery Julce on tha plate with dumplings
poured over the chicken, There was juice from
the dumplings over into the green beans. The
foods were not separated and the appearance
was not appetizing,

An Interview with the NSD, on 02/13/13 at 12:00
PM, revealed she expected the presentation of
the food to be mors appetlzing. She stated the
chicken and dumplings should be in a bows;

: howaver, they ran out of bowls In the kilchen.

F 371 | 483.35{]) FOOD PROCURE, ‘ F 371
85=E | STORE/PREPARE/SERVE - SANITARY
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d Procure; Store/P /Server
F 371 | Continued From page 1 F 379 g::;f&" rocure; Store;trepareiServe
The facility must -
{1} Pracure food from sources approved or The thermometer was replaced inside th
e placed inside the
gﬁ?ﬁl‘:ﬁ?ﬁ :ﬁgsfaclory by Federal, State or local refrigerator on 2/12/2013. The cottage
{2) Store, prepare, distrlbute and serve food che:ese was fhsgardec.l on 2/12/2013,
under sanitary condifions Thickened liquids without dates were
discarded on 2/12/2013, Water around

water pitcher was cleaned on 2/12/013.
Vegetable oil was discarded on 2/12/2013.
Bologna was discarded on 2/12/2013,
Cook received one on one re-education on

This REQUIREMENT Is nol met as evidenced 2/18/13 on food service and preparation
bBy: d on ob o, Interv i review of by Nutritional Services Director o include
asea on observation, inlerview, and review o love use, hair net usage, drying of dishes.
the facllity's policy/procedure, it was determined g ge, drying
the facility failed to store, prepars, distribute, and : :
serva foc?él under sanilary%or?dltlen;ns | Meal SErvice FOVIEWS wars conducted by
’ the Nutritional Services Director for five
. ‘ days starting 2/18/13, Sanitation review
Findings Include: was completed on 2/18/2013 by the
1. Araview of the Cold Foad Storage policy, Nutritional Services Director. No issues
dated 07/08, revealed the Nulrition Services - were identified in this review.
Director (NSD) would snsure an accurate '
thermometer was kept in each refrigerator and Dietary Staff was re-education on
freezer, The NSD would ensure all items were 2/28/2013 by the Nutritional Service
stored properly in covered containers, labeled, Director, education included food service
and dated. procedures, hand washing, food
: appearance, food storage procedures,
Areview of the Dry Food Storage policy, dated proper temperature techniques, sanitation,
07/08, revealsd NSO should ensure lhe storage drying of dishes and hairnets
area was nat subject to contamination by )
leakage, :

Observatlons during the inltial four of lhe kitchen,
on 02/12/13 at 10:00 AM reveated:

A‘. No thermometer inside the rgfrlgerator.
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F'371 Continued From page 12 F 371 Meal service reviews wili be completed
B. .( 1) open container of coltage cheese In the threo times a week for four weeks, then
refrigerator, undated. _ three times a month for two months by the
' " | Nutritional Services Director or
C. (12)cups of thickened liquids in the s e .
refrigerator, uncovered and undated. . Administrator. Sanitation audits will be
conducted once a week for a month, then
D. Multiplé opened containers of thickened monthly for two months by the Nutritional
liquids In the refrigerator, undated. Services Director. The Nutritional
Services Director will report findings fo
E. (1) pitcher stored on a lower shelf with water the Performance Improvement Committee
visible around the pitcher. for the next thres months for further
recommiendations.
F. (1) bottie of vegetabls ol stored with the top
off, in the dry slorage area. Completion Date 3/8M13
G. (1) box of bologna in the freezer, exposed
with frost bulld up noted. _
-1 2. Areview of the Food Prsparation pollcy, dated
07/08, revealed tha NSD should ensure ali staff
practice proper hand washing technique and
praciice proper glove use, The Cook was
regponsible for food preparation procedures that
avold contamination.
Areview of the Staff Allire policy, dated 07/08,
ravealed all staff members should have thelr hair
confinad In a hair net or cap.
Observation of the tray line, on 02112113 at 11:20
AM revealed :
A. The cook verified the temperature of (11)
foods on the steam table; however, cleansd the
temperature probe with the same alcohol wips
batween foods,
B. The cook served food on wet plates, divided
Event ID: 03881 FaclEly {D: 100405 } continvation sheel Pagla 13018
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Continued From page 13
plates, and trays.

C. The cook left the tray line to get food from the
stove on multiple cccastons; hawever, did not
change his gioves or wash his hands.

D. The cook served food from the steam table
using his gloved hand, on multiple occaslons

E. The cook prepared, cooked, and served two
grilted cheese sandwliches using his solled gloved
hands, then want back to the fray line to setve
more food without a glove changs,

F. The cook did not completely cover his hair
with a halr net during the tray line observation on
02112113 at 11:20 AM and 02/1313 at 11:25 AM,

An interview with the NSD, on 02116/ 3 at 11:00
AM, revealed a thermomater should be in the
refrigerator at all imes. She revealed if
something Is opened in the refrigerator, it should
be daled., Liquids prepared for the next meal
should be covered, dated, wilh the residenl’s
name on it. She stated she "tiied” to chack the
refrigerator daily. Dinnerware should be stored
¢lean and dry. Any itamn in the dry storage area,
such as the vegetable oll, should be covered and
secured, Staff are expected fo ensure items in
the freezer are closed to avold “freezer bum®,
Staff should have multiple alcohol wipes when
obtaining food lemperalures. They should change
wipas hetween each food. items oul of the
dishwasher shouid afr dry completely before
using. She was aware the cook served food on
wet {rays and plates; however, stated he should
have let them dry first, If staff leave the tray line,
thay should always wash their hands and change

F 371

FORM CMS-2567(02-89) Previous Verslona Obsolsle Event ID:0GeB 1

Faifity (D: 100405 {¢ continvation sheal Page 14 of 10




’ RINTED; 03/01/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES P FORM APPRE%IES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES X1} PROVIOER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION {DENTIFIGATION NUMBER: . COMPLETED
A, BUILDING
185048 . Wine : 02/15/2013
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CiTY, STATE, ZIP CODE
; 2386 NASHVILLE ROAD
COLONIAL
. NIAL MANOR CARE AND REHABILITATION CENTER BOWLING GREEN, KY 42101
%4510 SUMMARY STATEMENT OF OEFICIENCIES ID PROVIDER'S FLAN OF CORREGTION x5
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 371| Continued From pags 14 F 371
F372 Garbage Disposal
gloves before coming back to serve food. Hair g P
nets should complately cover all the hair. She : s
The lid was ré-placed on the trash ean on
slated sha observed the cook on 02/12/13 and 211512013 by the Maintenance Director.

02/13/13; however, did not notice the cook’s hair
was not completely covered.

F 372 | 483.35())(3) DISPOSE GARBAGE & REFUSE F 37| Maintenance Director and Housekeeping

85=D | PROPERLY supervisor conducted audits of trash cans
‘ . _ for five days starting 2/18/2013. No
The facllity must dispose of garbags and refuss issues were identified in these audits,
properly.
‘ The Director of Nursing Service,

Assistant Director of Nursing and

Zhla REQUFR EMENT is not met as evidenced administrator conducted education with

Y staff on disposal of garbage completed

Based on observafion and inferview, 1t was ISpOs@ O BaTbage comp
3/6/2013 including securing lid

determinad the facility falled to dispose of L
placement.

garbage properly.

Findings Include; The Maintenance Director or _
‘ Housekeeping Supervisor will conduct

An obéervatfon, on 02/15/13 at 8:00 AM, revealsd reviews of trash disposal three tirpes a
one trash can without a lid on the north side. The week for four weeks, then three times a
trash can was pariially full, located outside near month for two months. The Maintenance

the oxygen tank slorage areas, Director will report findings to the
. ‘ Performance Improvement Committes for
An Interview wiih the Housekeeping Superviser, | - the next three months for further
on 02/16/13 at 8:45 AM, revealed slaff were recornmendations.
supposed to empty the trash outelde as soon as .
possible in the morning, and then again around ’ Completion Date 3/8/13

2:00 PM, She revealed each trash can was
supposed to have a lid; howaver, thay somalimes
get "blown away",

An Interview with tha Adminislrator, on 02/16/13

at 12:00 PM, revealed housekeeaping should have

‘| ensured the frash can Jid was In place after it was
empliad, He revealed there were plenly of trash
can lids at the facliity. : :
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| SPReAD, LiNens CONTROL, PREVENT F441) £ 441 Infection Control
The facllity must eslablish and meintaln an A McGreer’s assessment was conducted
Infection Control Program designed to provide a for resident # 7 by the Registered Nurse
safe, sanltary and comforlable environment and on 02/14/13 to assess for any
lo help prevent the development and {ransinlsslon complications related to infection conirol
of disease and infeclon, procedures specifically hand washing with
glove changes. The Infection Control
(a) Infectlon Conirol Program . Coordinator re- educated Registered
The facility must establish an Infection Cantrol Nurse #1 on performing routine hand
P1r0;gr amuundar which it - washing before and afier resident contact
i(n )Ihgvgi "?S.las, conlrols, and prevents infections and nse of gloves for potential or actual
(2) Decldes what procedures, such as isolation, ggl;géf]'; t‘;ﬂgﬁ‘ﬂ or body fémdstog by th
shoutd be appliéd to an individual resident; and . . #] was re-cducated by the
(3) Malntains a record of incidents and corrective Director of Nursing Services on 2/27/13
actions ralated to Infections. on proper medication administration to
include hand hypiene. LPN #3 was re-
{b) Preventing Spread of Infection educatead by the Director of Nursing
(1) When the Infection Control Program Services on the proper cleaning of the
determines that a rasident needs isolatlon to glucometer machine with bleach wipes on
prevent the spread of Infection, the facility must 02/21/13.
{solate the resident, ] .
(2) The facllity must prohibit employees with a Current residents were re-assessed by
communicable disease or infected skin leslons licensed nurses on 02/18/2013 using the
fr_om direct contact with residents or thelr food, If MoGreer’s assessment to assess for any
direct contact will transmit the disease. lications related infection control
(3) The facilily must require staff to wash their ;‘m:jp hine and ol ter tosting.
hiands after each direct resident contact for which ana washing and glicotneter testing.
hand washing s Indicated by accepted The infection control coordinator
professional practice, reviewed infection control reports for
trending with no noted concerns.
{¢) Linens
Personnel must handle, slore, process and
transport inens so as to prevent the spread of
Infection,
FORM CM3-2567(02-99) Pravipus Versions Obsclale Evenlil; CIGBBH_ Fachity 10; 1060405 Ifcontinu

allon sheei Page 16 of 19




PRINTED: 03/01/2013

DEPARTMENY OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES . {%$} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAN OF CORREGTION JOENTIFICATION NUMBER: COMPLETED
A, BULDING
186048 8- WNG 0211612013
MAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2I° CODE
2385 NASHVILLE ROAD
COLONIAL MANOR CARE AND REHABILITATION CENTER BOWLING GREEN, KY 42101
£X4} 1D " SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENGY)
F 4441 Ce ' Staff were re-educated by the Infection
Continued From pege 16 _ Fadt Control Coardinator on performing
This REQUIREMENT is not met as evidenced routine hand washing before and after
. resident contact and use of gloves for
Based on observation, interview, record review potential or actual exposure to blood or
and a raview of the facllity’s policies and body fluids completed on 3/6/12. The
procedures, it was determined Ihe facility falled to Director of Nursing Services provided re-
ensure licensed staff washed thelr hands and education to licensed nursing staff on
changed gloves as required to help prevent the policy and procedure for Medication
spread and transmission of disease when Administration, completed 3/6/2013 to
providing care {o one resident {#7) in the selected include glucometer cleaning procedu_re_
sample of twelve (12) residents and befare
leaving & resident's room after providing care. ; . .
Additionally, the factlity falled to enstire proper ‘gi]rl: c:? :r ;?gzg?ga]j:rgmft;gl tlhggziglfes a
handwashing during a medication pass and falled K for fi K Yth three i
to clean the glucometer machine with a bleach weo h ‘}r our wee fl-’l e’lt‘lh l: t'me; a
wipe per the glucometar equipment quick month for to months. Ihe observations
referance guide, will include performing routine hand
' washing before and after resideni contact
and use of gloves for potential or actual
The findings Include: exposure to blood or body fluids. The
‘ Director of Nursing/Assistant Diréctor of
Nursing will condnct Medication
1. An observatlon of a skin assessment hy Administration Record reviews three
Regfslel'ed Nurse (RN) #1. on 021413 at 10:15 fimes a week for the next four weeks’ then
A[M, revealed she washed her hands, applied three times 2 month for two months. The
gloves, bagan to examine residents bilateral feet, T i i . :
lower extremliies and parlally removed Resident i rector of Nursing wil report Bndlags to
#7's Incontinence brlef and examined the 7 e ther onm by pr u: ¢ fle furth
resident's perineaf area by touching the area with or the nexi three months for furter
gloved hands. RN #1 then reapplied the Tecommendations.
rasident’s incontinence brief and procesaded to .
touch the skin of the resident's back, abdomen, Compliance date: ' 3/8113
bilateral upper exiremities, and neck while siill
wearing the soiled gloves used to examine the
resident’s perineal area. RN #1 failed to remove
the gloves, wash her hands, and apply clean
gloves after contact with Resident#? perineal
area and prior to the examination of the resident's
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Continued From page 17
back, abdomen, bilateral upper exiremities, and .
neck, .

An interview canducted on 02/14/13 at 2,20 PM
with RN #1 revealed she was knowledgeable of
the facility's policies relaled to proper hand
hyglene and gloving techniques. However, RN
#1 stated {hat she was nervous because she was
being watched, and forgot to change her gloves
and wash her hands in accordance with facilily
policy during the observation,

An interview conducled with the Director of
Nursing (DON), on 2/14/13 at 11:30 PM, revealed
that all lcensed healthcare personnel were
instructed on policles and procedurss related to
Infection contrel during their orientation, and
reviewed annually during the competency fair.

2.7A review of the Medlcation Administration
policy, undated, revealed to follow infection
control praclices,

An observation of a medicatlion pass, on 02/13M13
at 9;12 AM, revealad Licensed Practical Nurse
{LPN) #1 did not wash her hands prior to
preparation of lhe medications, During
preparation, she obtained medicalions from the
package using her bare hand and edministered
the medication to a resident. An observation, on
02/14/43 at 9:25 AM, revesaled LPN #1 knocked
over a cup of medications on the med cart. She
plcked up the medicalion, placed it back Into tha
cup, and administered the medications fo a
resident.

F 441
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" | glucometer test, he walked out of the resident's

Continued From page 18

An Interview with LPN #1, on 02/15/13 at 10:00
AM, revealed she was supposed to wash her
hands prior to preparation of medications. She
revealsd It was difflcult, at imes, to get the .
medications Into the cup; however, sha should
hot use her hands. She stated if the medications
spllf onto the med cart, she should dispose of the
med|cations and obtaln new ones.

3. Arevlew of the Quick Reference Gulide,
revised 02/2010, revsaled 10 parcent (%) blsach
must be used lo clean and disinfect glucose
meter eguipment batween resldent use,

An observation, on 02/13/13 at 4:00 PM, revealad
LPN #3 cleaned the glucometer machine with an
alcohol wipe, In addilion, after completion of the

room wearing soiled gloves, He ook them off et
the nurse's station and washed his hands.

An Interview with the Director of Nursing (DON),
on 02/15/13 at 12:35 PM, revealed staff were
supposed to wash their hands prior lo and after a
medicatlon pass, She revealed they should not
use their hands to prepars medications, Staff
should dispose of medications if spilled onto the
med cart, The DON further revealed bleach wipes
should be used for cleaning the glucometer
imachine, not an alcohol wipe. She revealad
glovas shoukd be removed and hands should be
washed prlor to exiting a resident's room.

F 441
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Fire).

Deficlencles were citad with the highest
deflciency Identifled al " level.
NFPA 101 LIFE SAFETY CODE STANDARD

Dcor openings in smoke barriers have atleasta
20-minute fire protection rating or are at least
1¥-Inch thick solid bonded wood core. Nen-rated
protective plales that do not exceed 48 inches
from the bottom of the door are permiited.
Horizontal sfiding doors gomply with 7.2,1.14,
Doors are self-closing or automatlc closing In
accordance with 19.2,2.2.6, Swinging doors are
not required {o swing with egress and positive
latching is not required.  19,3.7.6, 19.3.7.6,
19.3.7.7

This STANDARD Is not met as evidencad hy;

Based on observation and interview, It was
determined the faclllty falled to ansure cross
~corridor doors focated In a smoke barrier would
resist the passage of smoke in accordance with
NFPA standards. The deflciency had the
potential to affact two (2) of thres (3) smoke
compartments, twenty-four {24) residents, staff
and visitors, The (acllily is ceftifled for Forty-Eight
(48) beds with a gensus of Forty-Six (46) on the
day of the survey, The facllity failed to ensure the
cross corridors doors would close properly with
the Installed door coordinators.

The findings include:

Observation, on 02/113/13 at 10:4% AM wilh the
Malntenance Supervisor, revealed the

K 600

months.

The Maintenance Director will conduct
audit of door closure during fire drills for
the next three months, Findings will be
reported by the Maintenance director to

K 027| the Performance Improvement Committee
for further recommendations for three

Completion date: 3/08/13
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K027 | Continued From page 2 K027
crosg-corridor doors located next to Director of K 029
Nursing Office had a gap betwaen them larger
than 1/8 of an Inch. The Maintenance Director closed the dry
Interview, on 02/13/13 at 10:48 AM with the storage door and removed strap on
Maintenance Supervisor, revealed he was 211322013,
unaware of the maximum affowable gap between .
the smoke doors. ) The Maintenance Director conducted
rounds of the facility on 2/13/2013 and no
Reference: NFPA 101 (2000 Edition}, other concerns were identified.
18.3.7.8". Requires doors In smoke barrlers to
ba seif-closing and resist the passage of smoke. The Maintenance Director and Dietary
' Staff were re-cducated on 2/28/2013 by
Refere.nge: NEPA 101 (2000 edition) the administraior on the proper use of seif-
gpaeﬁlr} al e%?.r?ﬁ E;n smoke barriers shall close the closing doors in relation to hazardous
anly the minimum clearance necessary for proper areas.
operation : YL , 4 Di
and shall ba without underculs, louvers, or grilles. The Maintenance Director and Dietary
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD Ko02g{ staff will monitor dry storage door for
$8=D ' closure three times a week for four weeks
Ona hour fire rated construction {with %4 hour then monthly for two mqnths. The '
fire-rated doors) or an approved automatic fire Maintenance Director will report findings
extinguishing system In accordance with 8.4.1 to the Performance Improvement
andfor 19.3.5.4 protects hazardous areas. When Committee for further recormmendations
the approved automatic fire extingulshing systam for three months,
option s used, the areas are separated from
ofher spaces by smoke resisiing partitions and : . 08/13
doors. Doors are self-closing and non-ratad or Completion date: . 308/
flald-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitied..  19,3,2,1
This STANDARD is not met as evidenced by:
Facility 1D: 100405 * ll continuation sheet Page 3 of
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. shall be safsguarded by a fire barrier having a

Confinued From page 3

Beased on observalion and Interview, it was
datermined the facllity failad to meet the
requirements of Proltectlon of Hazards in
accordance with NFPA Slandards, The
deficlency had the potentfal fo affect one (1) of
three (3) smoke compariments, no residents,
staff and visitors. The facllity is certifled for
Forty-Elght (48) bads with a census of Forfy-Six

{48) on ihe day of the survey. Tha facility falled fo|

ensure the door to the dry storage reom would
self-close,

The findings include;

QObservalions, on 02/13/13 at 10:64 AM with the
Maintenance Superviscr, revealed the door to the
dry storage room in the kitchen was tled open
with a plastic band, The room was not occupied
alr}d was unable to close without taking the strap -
off. :

Interview, on 02/13/13 at 10:54 AM with the
Maintenance Supervisor, rovealed he was
unawars the plastic tie had been Instafied and
was aware fhis door must be self-closing.

Refarence:
NFPA 101 (2000 Edition).

19.3.2 Protecilon from Hazards.
18.3.2,1 Hazardous Areas. Any hazardous areas

1-hour fire resislance raling or shall be provided
with an automaltic extingulshing system in
accordance with 8.4.1. The aulomatic
extinguishing shall be permitied to be In ‘
accordance with 10.3.6.4. Where the sprinkler

K020
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option is used, the areas shall be separated
from other spaces by smoke-resisting partilions
and doors. The doors shall bs self-closing or
automatic-closing. Hazardous areas shall
Include, but shall not ba restricted to, the
following:
{1} Boller and fuel-fired heater rooms

{2) Central/huik laundries larger than 100 ft2
(9.3 m2)

(3) Paint shops

(d) Repair shops
{6) Solled inen rooms

(6} Trash collaction rooms

{7) Rooms or spaces larger than 560 ft2 (4.6 m2},
Including repalr shops, used for storage of
combustible supplies

and equipment [n quantities deemed hazardous
by the authority having jurisdiction

(8) Laboratoriss employing flammmable or
combustible materials In quantities less than
those that would be considered a gevere hazard,
Exception: Doors in raled enclosures shall be
permilted to have nonrated, factory or
fleld-appled

protective platas extending not more than

48 in. (122 cm) above {he bottom of tha daeor.
NFPA 101 LIFE SAFETY CODE STANDARD

Exit access doors and exit doors used by heaith
care occupants are of the swinging type and are
at least 32 inches in clear width,  19.2.3.85

This STANDARD I[s not met as avidenced by:
Based on observation and interview It was
datermined the facitity failed to snsure exit

K029

K040
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discharge doors opened in the direction of egress
In accordance with NFPA standards. The ‘The Maintenance Director removed the

deflclency had the potential to affect one (1) of
three {3) smoke compartments, twenty-six (26}
residents, staff and visltors. The faclfily is

exit gate off the front deck on 2/13/2013.

cerlifled for Forty-Elght {48} bads with a census of The Maintenance director completed an
Forty-Six (48) on the day of the survey. The inspection of exits of the facility on. -
facility failed to ensure the gate off the front deck 2/13/2013. No other exits required repair.

swung In the outward position.
The Maintenance Director was re-

The findings include: educated by the Administrator on
03/04/2013 on exit doors shall swing in
Ohservation, on 02/13/3 at 11:22 AM with the C ‘
Maintenance Supenvisor, revealed the exit gata the direction of egress for safety purposes.
ggr!ehsesftrﬁglﬁggk at joom #13 swung agalnst the The Maintenance director will conduct
) : exit door audits monthly for three months.

Findings will be reported by the

interviaw, on 02/13/13 at 11:22 AM with the
‘ Maintenance director to the Performance

Maintenance Supervisor, revealed he was not

aware the exit discharge gate needed to open In Tmprovement Commitiee for further
the direction of egress. ‘ : ' recommendations for three months.
;I;I?'A; 21 {2000 edltion) ' Completion date: ' 3/08/13

Adcor shall swing In the direction of egress travel
where used In an exlt enclosure or where serving
a high hazard confenis area, unless it Is a door
from an Individual living unit that opens directly’
Into an exit enclosure,

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
58=F
if there Is an automatic sprinkler system, itis
inatalled in accordance with MFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portlons of the
bullding. The systern Is propedy maintained in
accordance with NFPA 26, Standard for the
{nspection, Testing, and Maintenance of
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Water-Based Fire Protectfon Systems. it is fully
supervised. There is a rellable, adequate water
supply for the systam, Required sprinkler
systems are aquipped with water flow and tamper
swiiches, which are electrically connected to the
building fire alarm systemn.  19.3.5

This STANDARD s not met as evidenced by;

Based on observations and interview, it was
determined the facllily falled {0 ensure complete
sprinkler coverage In accordance with NFPA
standards. The deficiency had the potential {o
affect three (3) of thrae (3} smoke comparimeanis,
all residents, staff and visitors. The facllily is
cettifled for Forty-Eight (48) bads with a census of
Forty-Six (48) on the day of the survey. The
facitity falled to ensure sixtesn (18) sprinkier
heads wera not blocked by light fixtures and a
celling fan

The findings include:

Observations, on 02/13/13 between 10:40 AM
and 12:00 PM with the Maintenance Supervisor,
revesled the sprinkler heads localed In rooms #
7, %6, #4, #2, #1, 43, #22, 821, #19, #16, #15,
and #24 were blocked by light fixtures, within 1
foot of the sprinkler head, extending below the
sprinkler heads. Further observation revealed the
sprinklers were blocked by Hght fixtures In the
laundry room, the sprinkler riser room, dry
storage room, and behind the south nurses’
station.

| Interview, on 02/13/13 betwean 10:40 AM and

The Maintenance Director relocated light
fixtures in rooms #7, #6, #4, #2, #1, #3,
#22, #21, #19, #16, #15 and #24. He also
replaced light fixtures in laundry room,
the sprinkler riser room, dry storage room,
and behind the south nurse’s station on
2/25/13, Ceiling fan in room #6 was
removed by the Maintenance Director and
replaced with florescent light fixture on
2/25/13.

The Maintenance Director conducted an
audif of the sprinkler heads throughout the
facility and relocated lights as needed to
be in compliance with NFPA 13, 5-
5.5.22.

The Maintenance Director was re-
educated by the administrator on 3/4/2012
on the maximum allowable distance of
sprinkler heads and an obstruction per
NFPA standards.

The Maintenance Director will conduct
Monthly audits of sprinkler heads for
three months. Findings will be reported
by the Maintenance director to the
Performance Improvement Committee for
further recommendations for three
months, '

Completion date: 3/08/13

FORAM CM$-2667(02-95} Previous Versions Obsclels

Event 1D:0GoB21

Facily iD; 100408

If continuallon sheet Page 7 of 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICAR

& MEDICAID SERVICES

PRINTED: 02/22/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECGTION

(1) PROVIDER/SUPPLIER/CLIA
[DENTIFICAFION NUMBER:

166048

{(%2) BULTIPLE CONSTRUCTION

A. BURDING
B. WING

04 - MAIN BUILDING 1

{#3) DATE SURVEY
COMPLETED

0214312013

NAME OF PROVIDER OR SUPPLIER

COLONIAL MANQOR CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP GODE
2368 NASHVILLE ROAD
BOWLING GREEN, KY 42104

X4 1D
FPREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

(2] PROVIDER'S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE’

TAG

DEFICIENCY)

(X5}
COMPLETION
DATE

K 068

Continued From page 7

12:00 PM with the Maintenance Supervisor,
revealed he was unaware that the light fixtures
could block the spray pattern of the sprinkler
head,

Reference: NFPA 13 (1888 ed.)

5-5.5.2.2 Sprinklers shall be positioned in
accordance with

the minimum distances and special exceptions of
Sections 5-6

through 6-11 go that they are located sufiiciently
away from

obstructions such as {russ wehs and chords,
plpas, columns,

and fixtures. .
Table 5-6.6,1.2 Posilioning of Sprinklers to Aveld
Obstructlons lo Discharge (SSW/SSP)

. Maximum Allowable Distance
Distance from Sprinklers to of Deflector
abovs Bottom of
Slde of Obstruction (A)
{B
Less than 1 ft _ 0
1fttoless than 1 ft & in, 2112
1ft6in. toless than 2 ff 3142
2 ftioless than 2 ft G in. 6142
2ft8in {olessthan 3 K 7142
3fttolessthan 3fiGin, 8112
38 1n, to less than 4 ft 12.
4fttolessthan4 it 8 in, 14
4ft6in.tolassthan 5 ft 161/2
6 ft and greater 18

Obstruction (in.)

For Si units, 1 In. = 25.4 mm); 1 ft= 0,3048 m,
Note: For {A) and (B), refer {o Figure 5-6.5,1.2(a).
Reference: NFPA 13 (1899 ed.)

5-6.3.3 Minimum Distance from Walls, Sprinklers

- K056
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shal] be located a minimum of 4 in. {102 mm)
from a wall,
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