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. 3. Al direct care nursing staff were -
F 225 Continued From page 1 F 228 - setviced by-thé Administrator on 4-
The results of all investigations must be reported 5'*]5_01.3 tg follow the fa‘g“t\f ab?;;
to the adminitr : - policy and report any abnormal skin
. F.s:t ator or his deslgpate'd Issues-immediately to the charge
representaliveand to olher officlals In accordance -
i nurse whether the origin of the
with Stata aw {including to the State survey and incident 1s known or unknown. An
parﬁﬁcation agency) within & working deys of the in-service by the DON Is schedufed
incident, and if the alieged violation is verified for 4-19-2013 for all direct care
appropriate corrective action must be taken. nursing staff, In-service content to
indude proper facility protocol for
repaorting, notification, and the .
investigation of incidents, Any
employee not present at thé .
scheduled DON In-setvice without
) . an excuse will be discipiined per
This REQUIREMENT is not met as evidenced personnef policy handbook by the
by: DON or Administrator. Any
Based on observation, interview, record roview employee unable to attend the 4-
and fagility polioy revisw it was determined the ::s‘j?;juggbgp'swqe will be
facifity failed to ensure an injury of unknown origin . A
wisre reported immadiately for one (1) resident ,,lv'elei?_ service with the DON within 1
(#11), in the selected sampls of ninetsen (18) 4, Random repeat skin assessments &
residents. Resident #11 who was cognitively audits of the weekly skin
impaired was obsérved to have bruising to the assessiments done by charge nurses
arm which had not been reported to the nurse so wil be completed on 5 residents
the source could bs ldentified., weekly by the RN unlt Supervisor for
two months thereafter, The LPN QI
_— . Coordinater or designee will conduct
Findings inolude: 5 random skin assessments/audits
. ] monthly to monitor for continued
A review of the facility's Abuse/Naglact policy, last compliance. Any problems identified
revised 01/30/13, revealed in order to protact the in the monitoting process will be
health and welfare of each resident to assute reporteq to the Director_ of Nursing,
each was free from abuse, exploitation and or Adminfstrator, or designee for
incidents of unknown source, staff would be :éltag{r’\c?lt‘lﬁnd;ra"tiégr ggfg&'ag%qnel
. ) !
aducated on what an Incident of unknown source policy handbook by the DON or
was, how lo recognize signs of abuse, and how to Administrator. 4-26-2013.
identify events, like bruising, lrends and palterns. 5, Completion Date: 4-26-2013
Arecord review revealed Resident #11 was
admitted to the Ffacility on 02/23/08 with diagnoses
fo include Damentia, Abnormal Posture,
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Parkinsons and Other Persistent Mental Disorder
with Behavior.

A review of the quanterly Minirmum Date Set
(MDS) assessment, dated 03/18/13, revealsd the
facility had assessed Resident #11 with a BIMS
scote of 3 revealing sevare cognitive impairment
and he/she required extensive asaistance with
{ransfers and activities of daily living and was
nonambulatory.

Qbsgrvation on 03/19/13 at 3:05 PM and on
03/20/13 at 9:30 AM, 10:30 AN, 11:30 AM and
1:45 PM revealed the resident was in the hall
area or dining room seated in a Broda chair with
an alarming seatbelt. Resident#11 had multiple
discolored areas that were visible on the right
forearm. Interview was attempted with the
resident during each observation; however, due
1o the resident's impaired cognitive status, he/she
could not provide any reliable information.

Observation on 03/20/13 at 2:30 PM, during a
skin assessment performed by Licensad Practical
Nurse {LPN) #3 and Registered Nurse {RN} #2,
revaaled Rasident #11 had two areas of bruising
to the rignt forearm. One area measured 8
centimeters {(cm) by 4 cm and was purple and red
with yellow around the perimeter. The other area
was irregular shaped and measured 3 emby 3
cm by 2.7 cm and was purple and biue. RN #2
and LPN #3 had no explanation as to the origin of
the bruising,

Areview of a weekly skin assessment
documentation, dated 03/18/13, revealed the
only area identified of the resident was a fading
diseoloration to the right forearm. Additionally,
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review of thg a bath shest which was completed
during bathing by the Certified Nurge Aidss
{CNA), dated 03/18/13, revealed no bruising and
stated "skin was Intact", )
An interview with CNA #4, on 03/21/13 at 2:35
PM, revealed shes first saw the bruises on
Resident#11's arm on Tuesday (03/19/13) and
thought she had tald RN #3,
An interview with RN #3, on 03/22/13 at 9.00 AM,
revealed he did not recall anyone reporting
bruising to Resident #11's arm and he would have
documented the brulsing if had been reported to
him,
An intervigw with the Director of Mursing (DON),
on 03/22/13 al 8:05 AM, revealed bruising of
unknown crigin should be reported immeadiately,
an incident form should be filled out and an
Investigation completed. She stated she did not . . .
feet the GNA reported the bruising to RN #3 and 1. Resident #7' physiclan was verbally
should have educated by the DITEC!IOT of Nursing
. and the LPN QI Coordinatar at the
F 241 | 483.16(a} DIGNITY AND RESPECT OF F241 quarterly QI meeting on 4-8-2013
ss5=D | INDIVIDUALITY regarding residents rights to privacy
and dignity. The physician was
The facility must promote care for residents in a mads aware that resldents must be
manner and in an environment that maintains or seen t'" the p"“"a?’_ Of their room, or
enhances each resident's dignity and respect in gie“'?agﬂ‘?gace' not in public areas of
fuli racognition of his or her individuality. 2. Al residents have the potential to
be affected by the deficient practice.
3, Altfacility physiclans will be
. educated via a certified fetter on the
This REQUIREMENT is not met a8 evidenced policy related to the Resident Care
by: And Dignity Physiclan Assessment
. . ; Policy written by the Administrator
Based on interview, record review, and review of cy Y 1
the facllity's policy/procedure, it was determined ;"AL“J%%?I? i}‘:hr:srggﬁm Efo':f:‘l;tg
the facliity failed to promote care for residents in & examining or questioning residents
Bvent 10; 7V3G1H Faclity ID; 100328 If conlinuation shesl Page 4 of 19
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] In the privacy of thelr room, or a
F 241 | Continued From page 4 F 241 private room In the fadility, not In
mannsr thatmaintained or enhanced each public Dlafes withiri the facility, The
resldent’s dighity and respect for one (1) resident physician’s will sign an affirmation
(#7), in the selecled sampls of nipeteen (18) of receipt and undsrstanding of the
residants letter/policy provisions which is to
: be returned to the Administrator by
o 4-25-2013. All nurses & CNA's will
Findings include: bz in-serviced on 4-19-2013 by the
Director of Nursing an the policy
Amsview of the Resident Rights Document, related to the resident’s rights to
undated, revealed a resident has the right to P”WC‘{ ?ng d:gnity,l that physician's
rsonal privacy, inclu ical treatment. are not 1o be examining or
pe privacy, including medical questioning residents in public
Actecord review revealed Resident #7 was ﬂﬁfﬁ:\g i“; g&%g‘d‘gggﬁ staff
admitted to lhe‘f:fcallty on 12M6/11. Areview of physicians and ensure the resident
the quarterty Minimum Data Set (MDS} Is taken to their room or a private
assessment, dated 01/21/13, revealed the facility roam In the facility to provide
assessed the resident as cognitively imact with a privacy when the physician is ready
BIMS score of 13, to examine or discuss cara,
4. Chgrge nurses on duly are to ensure
An interview with Resident #7, on 03/21/13 at ;‘;‘;ﬁ;“gﬁrg’eﬁ"fgg‘m”egu‘r? ne
9:15 AM, revealed the resident voiced concern physicians visit, QI Coordinator,
related lo visits wilh his/er personal physician. LPN, or deslgnee will randomly
The resident revealed the physician asked monitar compliance on 10 residents
him/her personal questions in the dining room. monthly. Any noncompliance
The resident fell it was "inappropriate.” dentifled in the monltoring process
will be reported to the
An intarvisw with Licgnsed Practioal Nuree (LPN) ?ggﬂs{;‘a;o':é 'grceal‘“;rr';'ggfmt‘” wil
#1, on 03/22/12 at 10:30 AM, revealed she had regarding the ssue and schedule 2
wt(nelsged physicians talking to the residents in meeting with the nancompliant
the dining room and in the hallway. She revealed physician and the Medicaf Director
they may ask if the residant had any issues and to resol\:-e the issue, If compliance is
would fistsn to the resident's lung sounds. not attained the noncompliant
physicrap will be terminated. "
An intervisw with the Director of Nursing (DON), 5. Completion Date: 4-26-2013 4-26-2013
on 03/22/13 at 2:50 PM, revealed shs had
wilnessed physicians talking to residents in the
dining room; however, they were supposed to
take thg resident to thalr room.
F 282 | 463.20(k){3)(ii) SERVICES BY QUALIFIED F 282
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PERSONS/PER CARE PLAN
LY

The servicas 5rovided or arranged by the facllity
must be provided by qualified petsons in
aceordance with each resident's written plan of
care. '

This REQUIREMENT is not met as evidenced
by.

Baged on chservation, interview, record reviaw,
and review of the facility's policy/pracedure, itwas
determined the facility failed to ensure services
wers provided by qualified persons in accordance
with each resident's written plan of care for two
{2) rasidents (#7 and #11), in the selocled sample
of nineteen (19) résidents. Resident #7 was care
planned for a chair pad alarm to the wheelchair
gs a safety intarvention from a previous fall. The
resident sustained a fall on 07/31/12 resulting in a
feft intertrochantaric femur fracture requiring
surgical intervention, it was datermined the chair
pad alarm was not in place at the time of the fall
to alert staff Resident #7 was attempting to rise.

Resident #11 was care ptanned to have skin
sleevas applied to the upper extremitiss whils in
the chair; however, obsarvations revealed this
intervention was not implemented.

Findings includs:

A review of the Resident Falls Policy/Procedure,
undated, revealed once a resident had been
identified as being at risk for falling and
interventions implemenied to minimize the risk,

1,

The date the Inddent
ocauired,7/31/2012, resident &7
was sent ta the hospital for
evaluation and treatment. Resident
# 7 15 no longer a resident of the
facility therefore no other corrective
action could be accomplished, Skin
sleeves were applied to bilateral
upper extremities on resident #11
while she was up in the Broda chair
immediately after being made
aware that they were not In place
by the state inspector during the |
annual survey on 3/20/2013. CNA's
and Nurses on duty on that same
date were verbally in-serviced by
the DON that care plan
interventions must be Implemented
and in place per the residents care
pian and Nurses Assistant
Assignment sheet/care plan. CNA's
were reminded of where to locate
their asslgnment sheetfcare plan
and the Importance of reading it to
kriow the appropriate care to
provide to the residents,

All residents have the potential to
be affected by the deflcient practice,
All residents care plans, Nurse
Assistant Assignment sheet/care
plans are being ravieweay, revised,
and updated, if indicated, by RN's
and LPN's regarding preventative,
protective, or safety Interventions
including visual checks to ensure the
interventlons are In place.
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3. The printing format of the Nurse
F262 | Continued From page 8 F 282 Assistant Assignment sheets/care

everything would be documentad in the resident's
chart. Tha réfident’s care plan would list al)
interventions that ware used to m}nii‘nize the
potential for a fafi, All direct care $taff would need
to know what interventions were nesdsd to
prevent an oceurrence, Awritten assignment
sheet was implemented monthly to alert direct
care staff.

A record review revealad Resident #7 was
originafly admitted to the facllity on 12/15/11 with
disgnosas to Include Sanile Dementla, Epilepsy,
and Generalized Musole Weakness.,

A review of the initial Minimum Data Set (MDS)
assessment, daled 12/27/11, revealed the facility
assasdad Resident #7 with a BIMS score of 13
revealing he/she was cognitively intact and
required extensive assistance with ambutation
and ransfer. A review of the Fall Incident
Investigation, dated 03/22/12, revealed the facility
agsessed the resident as needing a chair pad
alam to the wheelchair after a fall in the dining
room. A review of the Fall Risk Assessment,
dated 08/06/12, revealed the facility assessed the
reaident at high risk for falls,

A review of the Comprehensive Care Plan and
Nurse Assistant Assignment sheet, dated
06/068/12, revealed staff should placé a chair pad
alamn to the wheelchair.

A review of the Fall Investigation Form, dated
07/31/12 at 11:00 AM, revealed Resldent #7
sustaingd a fall in the dining room resulling in left
hip pain. Review of the Safety/Alarm Chack
shest, dated 07/31/12, revealed Certified Nurse
Aldes (CNA) #1 initialed she checked the

plan are belng revised to put ail

- pertinent Interventions related to
falls, safety devices, protective, or
Ppiavéntitive on dne page (the first
page of the Asslgnment sheets)
where it will isolate those
Interventions and be more reader
friendly. The RN Unit Supervisors
are responsible for the reviston of
the assignment sheets, LPN's and
RN’s are reviewlng all residents care
plans/Nurse Assignment shests fall,
safety, protective, or preventative
interventions and making revisions
and updates, (FIndicated, to reflect
the apprapHate care for the
resident’s current conditlon, The
Director of Nursing will in-gervice all
Nurse Aldes and Nurses on 4-19-
2012 regarding the revised format
for the Nurse Assistant Assignment
shaets/Care plans and on the preper
protocel/procedure regarding caré
planned Interventions related to
falls, safety, or protective devices.
Emphasis wiil ba placed on the
Importance of ensuring the care
planned [nterventions are
implemepted and the resident’s plan
of care Is followed. i.e. making sure
alarms are in place and working
ooprectly, skin sleeves, cushions,
and any other
protective/preventative devices are
in place per the care plan. Any
employee not present at the
scheduled DON In-service without
an excuse will be disciplined per
persannel policy handbook by the
DON or Administrator, Any
employee unable to attend the 4-
19-2013 DON in-service will be
rescheduled for

FORM CMS-2587{02-38) Pravious Vaisiont Obsolsle
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11 in-service with the DOR within 1
F 282 | Continusd From page 7 F 282} | week.

resident's Ghair pad alarm at 7:30 AM and again
at 9:30 AM. .
Aninterview with CNA #1, on 03/52113 at 10:20
AM, reveated the chair pad alarm was in the
wheolchair the morning of 07/31/12 per her
documentation; however, further review of the fall
investigation revealed the chair pad alarm was
notin the resident's whes!chair at the ime of the
fall.

An interview with the Dietary Aide, on 03/22/13 at
11:15 AM and 12:50 AM, revealed she witneseed
the fall invelving Resldent #7 on 07/31/12, She
was in the kitchen area preparing to serve lunch
when she looked up and saw the resident
standing behing another resident’'s wheelchalr,
aftempting to push it; however, she rovealed
there was no alarm sounding. She stated it was
just a few seconds and the resident had fallen in
the floor: howevar, she was unaware of how long
hefshe hag been standing prior to the fall,

An interview with the Business Managar, on
03122113 ot 1:45 PM, revealed her office was
directly across from the dining room. She was in
her office on 07/31/42 and vaguely remembered
when Resident #7 fell. She stated that she would
hava responded if an alarm sounded; howsver,
she verifiad there was no atarm sounding prior to
the fall,

An intarviaw with Licensed Practical Nurse (LPN)
#1, on 03/22/13 at 10:30 AM and 1:35 PM,
rovealed she was the nurae for Resident #7 on
07/31/12. She compleled the Fali [nvestigation
Form and documented the chair pad alarm was
not in the wheeichair at the time of the fall.

4. The LPN Staff Development
Coordinater wiil monitor compliance
by reviewing 10 random resident
care plans/assignment sheets and
visually ¢hecking to ensure the
intetventions are being Implemented
by staff waekly x 2 months, followed
by 10 random checks monthly. Any
non-compliance is to be reported to
tha Administrator or Directer of *
Nursing. Any problems identified in
the monitering process wili be
addressed by the BON or
Administrator with re-education

and/or disciplinary action, If

FORM CM5-2667{02-59} Previous Varsians Obsolate
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Although she could not remember dstails of the
incident, she verified if it was documentgd, it was
true. She revealed the CNAs were supposed to
ensure the alarms werg in the chalr when getting
& resident out of bed. She was responsible for
monitoring staff to ensure alarms were in place
and functioning; however, shs "apparently” did
not check the resident's alarm on 07/31/12, or
would have questioned why it was not in place.

An interview with the Director of Nursing (DON},
on 03/22/13 at 2:50 PM, revealed while lhe CNA
was responhsible for documentation of the alarm,
it was also the nurse's responsibility to monitor
placement and functioning of alarms. She
expectad the CNA to follow the resident's care
plan to ensure the chalr pad alarm was in place
and functioning.

A review of the Nuise's Note, dated 07/31/12 at
11:30 AM, révealed the resident was transported
to the emergency room for svaluation and
treatment. A review of the Emergency Room
Record, dated 07/31/12 at 12:08 PM, revealed
the clinical impression in the emergency room
included acute pain with a left intertrochanteric
hip fracture and left fernoral neck hip fracture. A
raview of the Radiclogy Report, dated 07/31/12,
revealed the x-ray of the left hip and femur
indicated a minimaliy displaced left femoral
intertrochanteric fracture. Review of the Surgical
Department Report, dated 08/02/12, revealed the
resident had an open reduction and internal
fixation of the intertrochanterie femur fracture. A
record review revealed the resident was
readmitted o the facility on 08/03/12.

2. Arecord review revealed Resident #11 was ;
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admitled fo the facility on 02/23/00 with diagnoses
to include Dementia, Abnormal Posture,
Parkinson's and Qther Persistent Mental Disorder
with Behavior.

A review of the quarterly MDS assessmant, dated
03/18/13, revealed the facility had assessed
Resident #11 with a BIMS score of 3 revealing
severe cognitive impairment and he/she required
extensive assistance with transfers and activifies
of daily fiving and was nonambulatory,

A review of Resident #11's Comprehensive Care
Ptan, titted “Potentiat lor Alteration in Skin
Integrity”, dated 01/03/13, revealed an
intervention for staff to apply skin sleeves o the
upper exfremities when the resident was in the
chair. A review of the Nurse's Assistant
Assignment sheet, dated 03/01/13, revealsd
Resident #11 was to have protective skin slgeves
while up in the Broda char,

Obhservations on 03/19/13 at 3:05 PM and on
03/20/13 at 9:30 AM, 10:30 AM, 11:30 AM and
1:45 PM revealed the resident in the hall area
andfor dining room seated in a Broda chair. The
resident’s bilateral forearms were visible as there
were no protective sleeves on the resident's
arms, There were muitiple discolored areas that
were visible on the resident’s right forearm.
interview was attempted with each observation;
however, due to the resident's impaired coghnitive
status, hefshe could not provide any reliable
information.

Observation on 03/20/13 at 2:30 PM, during a
skin azgessment performed by LPN #3 and
Registerad Nurss (RN) #2 revealad Resident #11
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had two areas of bruising o the right forearm.
One area was 6 centimeters (¢m) by 4 cm and
was purple and red with ysllow around the
perimeter. The other area was irregular shaped
with a 3 cm by 3 cm by 2.7 cm and was purple
and blue.

An interview with Certified Nurse Aide (CNA) #4,
on 03/20/13 at 1:45 PM revealed she was
providing care for Resident #11 on this date and
revealed she had not put profective sleeves on
Resident f#11 and had not seen the resident with
proteclive slgeves in a long time. CNA#4 verified
an intervntion on the Nurse Assistant
Assignmant sheet included "Skin Slseve on upper
exiremities while up in Broda chair”.

An interview with CNA #5, on 03/20/13 at 1:50
PM, revesled she was not aware the resident was
to have protective sleeves on the arms.

An interview and observalion on 03/20/13 at 2:30
PM with the DON verified Resident #11 did not
have the profective sleeves in place and she
axpected the staff lo ensure those protective
siegves were In place as per the resident's care
plan. Furthermore, she stated it waa the Nurses'
responsibility to ensure placement.

F 323 483.25(h) FREE OF ACCIDENT F 323
s8=G | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
anvironment remains as free of accident hazards
as is possible: and each resident receives
adequate supervision and assistance devices to
pravent accidents.
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A
This REQUIREMENT is not met'as evidenced )
by: ’
Based on observatien, interview, record review,
and review of the facility's policy/procedure, it was
determined the facility failed {0 ensure sach
resident recelved adequate supervision and
assistance devices to prevent accidents for two
(2) residents (#7 and #11), in the selected sample
of nineteen (18) residents. The facility assessed
Resident #7 at high risk for falls requiring a chair
pad atarm when up in the wheelchair. Resident
#7 sustained a fall, on 07/31/12, resulting in a [sft
intertrochanteric femur fracture requiring surgical
intervention, It was determined the residents’
chalr pad alarm was not in place at the fime of the
falt but the facility failed fo compiete a thorough
investigation of the falt and develop an action plan
1o carrect the identified concemns. [n addition, the
factlity failed to ensure a construction area in the
facility was supervised to prevent residents from
belng injured. Resident #11 wheeled self into the
construction area and caussd a ceiling tile to fall
and hit himsher in the shin causing a 13.5
centimeters {cm.) by 4 cm. skin tear.

Findings includs:

1. Areview of the Resident Falls
Policy/Pracedure, undated, revealed after the
resident had bean carefully assessed for fall risk
factors, Interventions would be implemented that
were individualized, according o the resident's
needs,

A record revigw revealed Resident #7 was

1. The date the incident oceuired,
7/31/2012, Resident #7 was sent to
the hospital for evaluation and
treatment. Resident #7 is no iongar
a resident of the Facility therefore no
other comective action could be
accomplished. LPN #2 was verbally
in-serviced by tha DON on
3/22/2013 regarding tha necessity
of all falls belng thoroughly
invastigated and documented. No
fall investigation Form should be
filed until it's campletely filled out
with spedific detailed documentation
tncluding any education given, LPN -
#1 was varbally in-serviced the
same day by the DON regarding
proper procedure/protoco! for the
fall investigation report,
Emphasizing that she must be
spedificin deseribing the fall and all
details on the form,

For resident #11, on 10/12/2012,
the date the incident occurred,
medical treatment was inlfiated and
it healed without any difficulty
noted. On 3/21/2013 ail
maintenance employees and the
front desk office employee was
verbally In-serviced by the DON
regarding any outside contractors
are to check In at the front offlce
and a maintenance employea s to
be notified to escart and suparvise
them while working inside the
facility, Maintenance employees
were also advised to secure or bioek
off any work areas, if Indicated.
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originaily admitied to the facility on 12/15/11 with
diagnoses to'include Sanile Dementia, Epilepsy,
and Generalized Muscle Weaknegs. A review of
the Intial Minimum Data Set (MDS) assessment,
dated 12/27/11, revealed the facility asssesed the
fesident as cognitively infact with a BIMS score of
13 and required extensive assistance with
ambulation and transfer.

A review of the Fall Risk Assessment, dated
06/06/12, revealed the facility assessed the
resident at high risk for falls. A review of the
Comprehensive Care Plan and the Nurse
Asslatant Assignment sheet, dated 06/06/12,
revealgd staff should place a chair pad alarm lo
the wheelchair, as a safety Intervention from &
previous fall.

Areview of ths Fall Investigation Form, dated
07/31112 at 11:00 AM, revesled Resident #7
sustained a fall In the dining room resulting in left
hip pain. Review of the Safety/Alarm Check.
sheet, dated 07/31/12, revealed Certified Nurse
Aide (CNA) #1 initialed she checked the
resident's chair pad alamn at 7:30 AM and again
at .30 AM.

An interview with CNA #1, on 03/22/13 at 10,20
AM, revealed the chair pad atarm was in the
wheelehalr the morning of 07/31/12 per her
documnentation; however, further review of the fall
investigation revealed the chair pad alarm was
not in the resldent's wheelchair at the time of the
fall.

An interview with the Diefary Aide, on 0:3/22/13 al
11:15 AM and 12:50 AM, revealed she witngssed
lhe_fall involving Resident #7 on 07/31/12. She

residents affected by the deficient
practice a fall risk assessment is
being conducted by LPN's and RN's
on all residents. The eare plan and
Nurse Assistant Assignment
sheet/care plan interventions
refated to falls, safety, prevention,
or protection will be raviewed,
revised, and updated, If indicated,
by LPN’s and RN's
Fall risk assessments are being
conducted by LPN's and RN's. All
care plans and Nurse Assistant
Asslgnment sheets/care plans are
being reviewed to ensure the fall,
safety, protective, or preventative
interventions are appropriate for the
restdent’s current condition and the
interventions are being implemented
by staff and are in working order,
The care plan & Nutges Assistart
Assignment Shest will be updated, if
indicated, to reflect the current
interventions, The LPN's and RN's
completing the fall risk assessments
are also responsible for reviewing,
revising, and updating the care
plans and Nurse Assistant
Assignment sheets, if indlcated, and
ensuring the implementation of
interventions. The printing format
for the Nurse Assistant Assignment
sheet is being revised to put all
pertinent interventions related to
falls, safety devices, protection, or
prevention on the first page of the
asstgnment sheets where it will
isolate those interventions and be
more reader friendly, The revision of
-the assignment sheets and print
format change is the responsibility
of the RN Unlt Supervisors, An in-
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service for 2l direct care nursing
F 323 | Continued From page 13 F 323 stalf is scheduled for 4/19/2013 by
was in the kifchen area preparing to serva lunch the Director of Nursing related to
when she looked up and saw the resident g;g’;ggg; %’?gigﬁﬂiﬂ%’;’é“%‘ for
" | . . . igalion
st:mdln‘g bethmd ahnﬂ?hher residentﬁs "f:\? :;?::Er‘ report, investigation of a fall, and
attempling 1o push it however, she \ implementation of the interventians,
there was no alarm sounding. She slated it was Education will also include the new
just & few sgconds and the resident had falien in printing format for the Nurse
the floor; howaver, she was unaware of how long Assistant Assignment sheets and the
he/she had been standing prior to the fail. importance of knowing those care
p!ianned interventions and ensuring
. . . : they are implemented on each
An interview \:-mh the Business Manager, on resident. Nursing staff will also be
03/22/13 at 1:45 PM, revealed her office was
: - . educated on completing the
directly across from the dining room. She was in investigation form in its entirety, to
her office on 07/31/12 and vagusly remembered ba specific with detailed
when Resident #7 fell. She stated that she would documentation, to ensure an
have respondad if an alarm sounded; howaver, intervention Is put in place
she verified there was no alarm sounding prior to immediately after a fall, and the
the fall, importance of ensuring all atarms
are in place and in working order,
. Emphasis will
An interview with Licensed Practical Nurge (LPN) mrgfo:;\si;fnvzzt%:g%; %r]'e eall.
#1, on 03/22/13 at 10:30 AM and 1:35 PM, The Dlrector of Nursing will prowde
revealed she was the nurse for Resident #7 on all of the listed in-service material
07/3112. $he completed the Fall Investigation on 4-19-2013, Any employee not
Form and documented the chair pad alarm was present at the scheduled DON In-
not in the whesichair at the time of the fall. ;?s’:l?cﬁnwgl‘:r“tthansgﬁuse will be
. pline € or
f\ltl:nough #he cm.ﬁd npt.remember detalls °f the Administrator per personne! policy
incident, she venfied if it was documented, it was handbook. Any smployee unable to
true. She revaaled the CNAs were supposed (o attend the 4-19-2013 DON in-
ensure the alarms were in the chair when getting service will be rescheduled for
a resident out of bed. She was responsible for 1:1 in-service with the DON within 1
monitaring staff to ensure alarms were in place week. LPN #1 and #2 were in-
and functioning; however, she "apparently" did serviced on 3/22/2013 by the DON
not cheek the residant's atarm on 07/31/12, or as stated above in answer #1, The
waould have questioned why it was not in place Administrator in-serviced CNA's and
place. Licensed Nurses on 4/5/2013
' . ' related to the procedure/protoco!
An interview with the Director of Nurslng (DON}, for outside contractors in the
on 03/22/13 at 2:50 PM, revealed while the CNA facility. Contractors are to check in
was responsible for documentation of the atarm, at the front desk office and the front
it was also the nurse's regponsibility to moniter desk employee will notify
FORM CM5-2562(02-99) Pravious Varsions Obsalel= Event I0): 2V3G 1t Fscifly ID: 100329 If canlintation shoet Page 14 of 19
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F 323 | Continued From pags 14 F 323 to the work area. Nursing staff were

placement apd functioning of alamms.
N,

A review of the Nurse's Note, datsd 67/31/12 at
11:30 AM, revealed the rasident was lransported
fo the émergency room for evaluation and
treatment. A review of the Emergency Room
Record, dated 07/31/12 at 12:06 PM, revealed
the clinical impression in the emergency room
included acute pain with a left intertrochanteric
hip fracture and left femoral neck hip fracture, A
review of the Radiology Report, dated 07/31/12,
revaaied the x-ray of the left hip and femur
indicated a minimaily displaced [eft femoral
intertrochantsric fraclure. Review of the Surgical
Depariment Report, dated 08/02/12, revealed the
rasident had an open reduction and internal
fixation of the intertrochanteric famur fraciure, A
record review revealed the resident was
readmitted to the fécility on 08/03/12,

A review of the Resident Falls Policy/Procedure,
undated, revealed as soon as possible, a
complete and thorough investigation would be
completed o determine contributory causes for
the fall and wha! other actions neaded to be
completed to minimize the potential for a future
fall.

Fuarther review of the Fall investigation Form,
dated 07/31/12, revealed the facility failed to
complete a thorough inveatigation of the fall
involving Resident #7 on 07/31/12 at 11:00 AM.
The investigation indicafed the chair pad alarm
was not in the resident's wheelchair at the time;
however, did not indicate an action plan to correct
the identified concern. The investigation did not
indicate a root cause of the resident's fall.

educated to always remove
resident’s from any work area and
a maintenange employee is to be
Supervising the contractar working
Inside the fadiily. Maintenance Is to
secure the area if indicated.
Maintenance personnel & the front
desk employee were in-serviced by
the DON on 3/21/2013 to the
protocol regarding sypervision of
oontractors working inside the
facility as stated above In answer
#1.

Post falls the LPN coordinator or RN
Unit Supervisor will complete a Fai
risk assessment, review the fall
investigation form ensuring it's filled
out completely with detailed
documentation Including any
education provided, ensure an
approprigta intervention has been
put in place, the care plan and
Nurse Asslgnment sheet has been
revised and updated to reflect the
new Intervention, Fall Investigation
reports wiil be taken to the next
morning meeting by the LPN Staff
Develapment Coordinator or
designee to ba discussed with the
10T, After the morning IDT
meeting, the Administrator, LPN Q1
Coordlinator, RN Unit Supervisors,
and the LPN SDC/Fall Coordinator
will meet to further discuss and
review that the appropriate
Interventions arg in placa and the
fall investigation form is completad,
All completed fall investigation
reports will be given to a nurse that
has not bean involved in discussion
of the fall for review to ansure all
components of the report has been
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. L, been Implemented to monitor for
An interview, with LEN #2, on 03/22/13 at 2:15 continued compliance, A
PM, revealed:she was responsible for reviewing Maintenance employze will
the fall investigation reparts far eempletion and oontinually supervise contractors
accuracy. She verified there was ho decumentsd , who are working inside the fadility.
interviews of the CNAs werking on the unit with : The Malntenance supervisor will
Resident #7 on 07/31/12, She was aware the monifor for continugd compliance.
chaic pad alarm did not sound during the fall; ﬁ"!ﬁ’éﬁ'"w"é’i’lﬁﬁiﬁéﬁﬁir o
however, she could not provide any documented Director of Nursing, Any problems
evidence thls was discussed at the lime of the identified In the monitoring process
fail. She reveated an in-gervice was scheduled fo will be addressed with re-education
discuss alarms. and/or disaplinary action, If
indlcated, per persgnnet policy
A review of the Mandatory Nursing Staff Meeting, B%"h‘:bmk by the Administrator or
dated 08/10/12, revezled "Alarms” ware _ .
discussed during the meetiag, ten days after the Completion Date; 4-26-2013 4-26-2013
fail; however, it did not detsil the content of the
mesting,
An Intervisw with the Registered Nurse (RN) Unit
Manager, on 03/22/13 at 2:00 PM, revealed she
was not aware, but should have been notified
about the resident's missing chair pad alarm on
07/31112, She stated she would have educated
the staff at that time; however, did not have the
infarmation. $he did not review the fall
investigation report as it was the responsibility of
LPN #2,
An interview with the DON, on 03/22/13 at 2:50
PM, revealed she was not aware of the issue with
the chalr pad atarm at the time of the fall. She
stated “Honestly, | did not know for awhile.” She
expected the nurse to make her aware of the
situalion o the staff involved couid be educated
immediately. She could nof provide eontent of the
mandatery mesting on 08/10/12, relaled to alarm
use, She further revealed LPN #2 was
responsible for ensuring the falt investigations
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were completed accurately, including interviews
with all sfaff or residents involved; however, she
verified the fall investigation for Resident #7 was
not thorough.

2. Araview of the facility's policy for Safe
Environment, undated, revealed "All work areas
shouid be secure with safety equipment to assure
the protection of employees, contractors, visitors
and residents”.

A record review revealed Resident #11 was
admitted to the facility on 02/23/09 with diagnoses
to include Dementia, Abnormal Posture,
Parkinson's and Olher Persistent Mentat Disorder
with Behavior.

Areview of the quarterly MDS assessment, dated
03/18/13, revaalad the facility had assessed
Resident #11 with a BIMS score of 3 revealing
severe cognitive impairment and hefshe required
extansive assistance with transfers and activities
of daily living and was nonambulatory.

Observation on 03/19/13 at 3:05 PM and on
03/20/13 at 8:30 AM, 10:30 AM, 11:30 AM and
1:45 PM revsaled the resident was in the hall
area andfor dining room seated in a Broda chair
with an alarming seatbelt. No reliable information
could he obtained from Resident #11 due to the
resident’s impaired cognitive status.

A review of the Nurse's Nole, dated 10/12/12 at
1:50 PM, revealed Resident #11 propeliad seif in
Broda chair into a conslruction area, A ceiling tile
fell hitting the resident on the left shin causing a
13.5 cm by 4 cm skin tear.
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A review of an accident/incident report, dated
10/12/12 at 1:50 PM, revealed the resident had : |
propelled self into consiruction area at nursing |
station and a celling tile fell and hit the resident's
left shin. The seclion of the accidentfincident
report, titied "Results of Investigation” revealed
"Someone is to be monitoring all construction
argas”,

An inferview with LPN #3, on 03/20¢13 al 2:40
PM, revealad she was on duty on 10/12/12 and
remembered when the ceifing tile fell and injured
Resident #11's leg. She stated a telsphone man
had been installing a line or something and the
area was not secured as he did not rope off the
area. She stated the injury looked bad and the
telephone man felt terrible.

An interview with the DON, on 03/21/13 at 1:30
PM. revesled that outside contractors wers to
check in with maintenance so work could be
monitorad for resident safaty but she did not
tocall what the dircumstances were at the time of
the incident.

An interview with Maintenance Direclor, on
03/22/13 at ©:30 AM, revealed the contraclors
usually stoppsd and checked in at the front door;
howsaver, he was not familiar with the incident
involving Resident #11.

An interview with a Unit Manager, on 03/21/13 at
4:40 PM, revealed she recalled Resident #11 had
wheeled self into the Jaddsr the contractor was
using and the csiling tile that was sitting on the
ladder fell and hit him/her on the lag,

An interview with the Administrator, on 03/21/13

FORM CMS-2587(02-98) Préviows Version: Obseleto Event 10:2V2G1 Facility 1D: 100328 It conlinuation sheet Page 16 of 1¢
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at 1:60 PM, revealed staff was made aware on
more than ons occasion that someons was to
help secure any area where work was going on
and that area should have been secured and was
not.
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nencomplisince with Title 42, Code of Federal -
Regulations, 483.70(a) ot s5q. (Life Safaty from
Fire). )
Deficiencies were cited with the highest
defictency identified at "F* lavel.
K 054 | NFPA 101 LIFE SAFETY GODE STANDARD K 054 K054
&8=D
All required smoke detectors, including those . On “]f::!‘": 22,2013 all baitery powsred
activating door hold-open devices, are appraved, s;m stectors wero tested and
e ! ' clearcd by the Center's mainicnancs
maintained, inspected and tested in accordance Staff
with ths manufacturer's specifications. 9.6.1.3 2. OnMarch 20,2013, the Cenler's
Mainténancs Supcrvisor and the
Bavironmental Surveyor for the OIG
glspected all smoke deteclor logs and
. ) ) ctermined that only throe (3} battery
This STANDARD I8 not met as ew@enged by: powered smoke detoctors located in the
Based on racord review and intarview, it was facility wera effected, .
determined the facility failed to ensure smoke 3. All battery powered smoke detectors
detectors were inspected and tested in have been placed on a scheduled
accordance with NFPA Standards. The deficienay Malatennco program fo be tested
d iah weekly ard cleaned monthly by &
had the potantial to affect three (3) of eight (8) membec of the facility mainfenance
smoke eompartments, sixteen (16) residents, pursonog],
staff and visitors. The facility is certified for 4. The Quality Assurance Director will
Ninety-Five (95) beds with a census of monitor corpliance by quarterly
Ninsty-Two (92) on the day of the suivey. The reviews of Maintenance Smoks
facility failed ¢ that the batt p Detector cleaning and testing logs and
adility failed to ensure that the battery powere with random on-sitc tosting and
smoke detectors in each resident room were inspections of ¢ach unit with a member
being preperly tested and cleaned, of the Cenfer’s maintenance personnel,
5. 32713 3/27/13
The findings include:
Record review, on 03/20/13 at 10:50 AM with the
Maintenance Supervisor, revealed there was no
documentation of Smoke Detector waekly tasting .
of monthly cleaning of the three (3) battery
powered smoke detectors located in the facility.
Interview, on 03/20/13 at 10:50 AM with the
FORM CM8-2557(02-88) Frevious Varsions Obsokle Bvenl 101 2v3aG24 Faghity t: {00329 It continuation sheet Page 2of 9
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Maintenance Supervizor, revealed he has
checked the detectors but there was no system
on checking the detectors.

Reference: NFPA 72 {1999 ed.)

7-4.1 Fire atarm system equipment shall be
maintained in

accordance with the manufacturer * s instructions.
The fraquency

of maintenance shall depend on the type of
aquipment

and the local ambiznt conditions.

Reference: NFPA 101 (2000 ed.)

4.6.12 Maintenance and Testing.

46.12.1

Whenever or wherever any device, equipment,
syslem, condition, arrangement, level of
protection, or any other feature is required for
compliance with the provisions of this Code, such
device, equipment, system, candition,
arrangement, level of protection, or other feature
shall thereafter be continuously maintained in
accordance with applicable NFPA requirements
of as direcled by the authority having jurisdiction.
4.6.12.2*

Existing life safety features obvious to the public,
i not required by the Code, shall be either
maintained or removed.

4.6.12.3

Equipment requiring periodic testing or operation
o ensure its maintsnance shalf be tested or
operated as spacified elsewhere in this Code or
as dirsctad by the authonity having jurisdiction.
4.6,12.4

Maintenance and tesling shall be under the
supervision of a responsibie parson who shall
ensure that testing and maintenance are made at
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K 084 | Continued Fram page 3 K 054 1. Ceiling fans blockios sprinklers in th
N " . &
spacified intarvals in accordance with applicable ng:;n 3;:;, ;ciivit?e:[’OﬂiDg:aBusinﬁs
NFPA stand¥ds or as diracted by the authority Office, and in the Lobby have been
having jurisdiction. : removed. The sprinkler bead blockegs
3 DARD {n bathrooms 202, 217,
K 056 | NFPA 101 LIFE SAFETY CODE STAN : K058 201.203,206,207,121.125, 128,115,116,
S8=F . . . . i and 110 are being corrected by a
If there is an automatic sprinkler system, ltis cortificd clectrcian removing cunent
installed in accordance with NFPA 13, Standard lighting and installing fiush mount
for the [nstallation of Sprinkler Systems, to lighting. The light fiture in the Soiled
provide complete coverage for all portions of the Utility Hail 1 has been moved to
s . L . remove the blockasy, The sprinkler
building. The system is properly maintained in heads in the dishwasher room, kitchon,
accordance with NFPA 25, $tendard for the in brck of dry storage; the locker room,
Inspection, Testing, and Maintenance of and tha records room are bsing
Water-Basad Fire Protection Systems. {tis fully extended below light fixtures, Sprinkder
supervised. There is a reliable, adequate water Pm'?:‘m 'jf'h“"lg ;ﬁdeﬂmmﬂ Iwel:ad:y
supply for tho system. Required sprinkier e froccer, | onen Wayand 1o
systems are equipped with water flow and tampar 2. OaMarch 20, 2013, the Center's
switches, which are electrically connected to the Maintenancs Supesvisor and the
building fire alarm system, 19.3.6 Environment Surveyor for the OIG
: {nspected all sprinkle heads in the
facllity identifying areas not proporly
sprinkler protected pad all sprinkle
heads with blackags.
3. A maiotenance staff in-service was
This STANDARD ig not mst s evidenced by: conducted by the Administrator on
Based on observations and interview, it was 4/10/13 on 5P“"H°£‘$§1 U‘g"‘:hwgs
determined the facility failed to ensure complste The maintenance schedule for the
) . . alarm system bas bésn changed to
sprinkler coverage in accordance with NFPA inchide monthly inspections by a °
standards. The deficiency had the potential to member of the Centor's Maintenunes
affect seven {7) of sight (8) smoke Staff for sprivkle head blockage to
compartments, all residents, staff and visilors, assure NFPA standards ars maintainad,
The facility is certified for Ninety-Five (95) bads 4. The Quality Assursncé Director will
with a census of Ningty-Two (82} on the day of Teview q“a“el'“’ “";ﬁ’;iﬂiy o
the survay. The facility falled to ensure the malntenanco logs of the arm
) i system to asstre compliance. The
sprinkler heads were not blocked by light Gxtures sprlnkls heads will be visually inspected
in twenty-two {22) areas, and two (2) aréas had by the Quality Assurance Director and
sprinkder coverage, the Administrator each six (6) months
. to check for sprinklc head obstruction
. . and any arcas that dgeg not have
The findings include: sprinkle head protzclion, 4122
5. 472213 /22/13
FORM GM6-2667(02-99) Praviaus Varsiens Obsolkale Evint {D;2v3G21 Factity ID: 100328 |f continuation sheet Page 4of 9




05-01-"13 09:11 FROM- Calvert City Conv, 1-270-395-4962 T-97% P0006/0012 F-742

PRINTED: 04/05/2013

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0361
STATEMENT OF DEFICIENCGIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION RUMBER: A BUILOING 61 - MAIN BUILBING 01 COMPLETED
185234 B.WING 03/20/2013
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, GITY, STATE, ZIP GODE

1201 FIFTH AVE

CALVERT CITY CONVALESCENT CENTER
CALVERT CITY, KY 42029

4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OFf CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX [EACH GORRECGTIVE AGTION §HOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE QATE
DEFICIENCY)
K058 | Continued From page 4 K 056

Cbservations, on 03/20/13 between 8:40 AM and
12:00 PM with the Maintenance Supsrvisor,
revealed the aprinkier heads located in resident
bathrooms #202, #217, #201, #203, #208, #207,
#121, #125, #128, #115, #1186, and #110 were
hlocked by light fixtures, within 1 foot of the
sprinkier head, extending below the sprinkler
heads, Further observation revealed the
sptinklers were blocked by light fixiures in the
soiled utility hali 1, dishwasher room, Kitchen,
back of dry storags, locker room, and the records
foom. Further celling fans were blocking
sprinklers in the Main office, Activities office,
Business office, and the far sprinkler head in the
Lobby.

Inferview, on 03/20/13 between 8:40 AM and
12:00 PM with the Maintenance Supervisor,
revealed he was unaware that the light fixtures
could block the spray pattern of the sprinkier
head.

Ohbservation, on 03/20/13 at 10:45 AM with the
Maintenance Supervisor, revealed the corridor
storage area next to laundry and the smatt
haliway nexl to the freezer did not have sprinkler
proteclion,

interview, on 03/20/13 at 10:45 AM with the
Maintenance Supservisor, revealed he was
unaware that the areas wete not properly
sprinkler protecled.

Reference: NFPA 13 (1999 ed.)

5-5.5.2.2 Sprinklars shall be positioned in
accordance with

the minimum digtances and special exceptions of

FORM CM5-2567(02-99) Pievious Vorsions Obsolete Evanl 10:2V3G21 Faclity 10 100329 Il continualion shest Page 5 of 9
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K 056 i Gontinued From page 5 K066
Seclions 5-6
through 5-11 so that they are located sufficiently
away from

ohstructions such as truss webs and chords,
pipes, cofumns,
and fixiures.

Table 5-8,5,1.2 Positioning of Sprinklers to Avoid
Obstrugtions to Discharge (SSUISSP)

Maximum Allowable Distance

Distance from Sprinklers to of Deflector
above Bottom of

Side of Obstruction {A} Obstruction (in.})
(8

Less than 1 ft 0

1 ftioless than 11t 8in, 24/2
1ft6in. to less than 2 ft 31/2
2 ftto léss than 2 ft 6 in, 5112
2ft6in. toless than 3 7112
fttoless than 3t 6 in. 91/2
3ftéin. 1o less than 4 1 12

4 fttolessthan 4 it 6 in. 14
418 in, to less than 5 ft 161/2
5 ft and greater 18

For 8t units, 1in. = 25.4 mm; 1 ft = 0,3048 m.
Note: For (A) and {B), refer to Figurg 5-6.5.1.2(a).
K 076 | NFPA 11 LIFE SAFETY COOE STANDARD K076
88=D
Medical gas storage and administralion areas are
protected in accordance with NFPA 98, Standards
for Health Care Facilities.

(a) Oxygen storage locations of greater than
3,000 ¢u.H. are enclosed by a one-hour
separation.

FORM CMS-2567(02-99} Prévious Versions Obsalels Event ID; fvaGi21 Facitily 10: 100324 ir continuation shest Page Gol @
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{b) Locations for supply systems of greater than
3,000 cu.ft. ate vented to the oulsids. NFPA 99
43112, 12324 .

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility falled to ensure oxygen
storage areas were protected in accordance with
NFPA siandards. The deficiency had the pofential
to affect one (1} of eight (8} smoke
compariments, residents, staff and visitors. The
facllity is cartified for Ninety-Five (95) beds with a
census of Ninety-Two (92) on the day of the
survey. The fagility failed to ensure oxygen
storage over 300 cu ft. was stored & feet away
from any combustibles and Ignition sources
located five (5) fsat from the foor.

The findings include:

Observalion, on 03/20/13 at 11;20 AM with the
Maintenance Supervigor, revealed nineteen (19}
oxygen tanks in the 100 hall med reom. The
oxygen tanks were being stored within five (5)
feat of combustible items and ignifion sources
were not located over five (5} fest from {he floor,

interview, on 03/20/13 at 11:20 AM with the
Maintenance Supervisor, revealed he was
unaware that over 12 e-cylinders stored in a
amoke compariment had requirernents on
storage,

1. On372V/13, al} oxypen storage bonles
excoeding the maxioum twelve (12)
botties in the 100 Hall Mcd Room wore
fransferred to the maintenan¢e building
Slorago Aroa.

2, On3720/13, an inspection of the oxygen
storage aroas for the East Wing (100)
and West Wing (200) was ¢onducted by
ths Ceater’s Maintenance Supervisor
and the Environmental Swveyor for the
OIG to determine compliance for
oxygen storage and it was found that the
East Wing (100 Hall Mcd Room)
storage was nof in compliance.

3. Inthe 100 Mcd Room and 200 Med
Room where medieal gas cylinders are
stored, the cylinder storage racks have
been modified to hold only twelve (§2)
cylinders. The nursing staff will b in-
serviced on April 19, 2013 by the
Center’s Maintenance Supervizor on
medical gas storags requlrements,

4. The QA Dircetos will monitor quarferly
the 100 Med Room and 200 Med Room
storage to asswre no moge than the
maximwn twelve (12) botiles are in

FORM GM6-2557(02.98) Previous Versions Obsalkla Event ID:2v3G21
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Reference:

NFPA 101 (2000 edition}

8-3.1.11.2

Storage for nonflammable gases greater than
8.6 m3 (300 M3} but less than 85 m3 (3000 {3)
(a) Storage locations shafl be outdoors in an
enclosure or within an enclosed intérior space of
noncombustible or limited-combustible
construction, with doors (or gates outdcors) that
can be secured against unauthorized entry.

{b} Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stered with any lammable
gas, liquid, or vapor,

(¢} Oxidizing gases such as oxygen and nitrous
oxide shall be separaled from combustibles or
materials by one of the following;

(1) A minimum distance of 6,1 m (20 ft}

(2) A minimum distance of 1.6 m (5 ft} if the entire
storage location is profected by an automatic
sprinkier system designed in acoordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems

(3) An enclosed cabinet of noncombustible
construclion having a minimum fire protection
rating of % hour. An approved flammable liquid
storage cabinet shall be permiited to be used for
cylinder storage.

{d) Liquefied gas container sforage shall camply
with 4-3.1.1.2(b)4.

{e} Cylinder and container storagé locations shall
meet 4.3.1.1.2(a)11e with respect to temperature
limitations.

{fy Electrical fixtures in storage focations shall
meet 4.3.1.1.2(a}11d.

(g} Cylindar protection from mechanical shock
shali meet 4-3.5.2.1(b)13.
{h) Cylinder or container restraint shall meet
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K 076 | Continued From page 8 K078
4-3.6.2.1(b)27.
(i) Smoking, open flames, electric heating
glements, and other sources of ignition shall be
prohibited within sterage
locations and within 20 ft (6.1 m) of outside
storage locations.
{i) Cylinder valve protection caps shall mest
4<3.5.2 1(b}14.
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