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An annual survey was con(‘ducied on 921?7!12 COMPLETION DATE OF February 9; ‘Pl_?il_\’}/’
through 02/09/12 to determine the facility's 2012 )

compliance with Federal requirements.The facility
was not in compliance with Federal requirements
with deficiencies cited at the highest
scope/severity of an "E." J
F 323 483.25(h) FREE OF ACCIDENT F323|F 323 =
s5=p | HAZARDS/SUPERVISION/DEVICES

- _ On February7, 2012, resident #1 had a 3}25 (70
The facility must ensure that the resident room audit completed and all unsecured

environment remains as free of accident hazards ., 4 h
as is possible; and each resident receives medications were removed from her

adequate supervision and assistance devices to room immediately. Resident was

prevent accidents. -educated on potential hazards of
unsecured medication left in room due
to wandering residents. A Physician
order was obtained on February16, 2012
by a RAI Nurse. She was found

This REQUIREMENT is not met as evidenced competent to keep topical medications at
by: bedside, She will be reassessed quarterly
Based on observation, interview, record review, or as needed. Resident was provided a
and review of the facility's policy/procedure, it was ‘ box with a lock to keep me Beations

determined the facility failed to ensure the
ity | She was able to do a return

resident's environment remained as free from ; h .
accident hazards as is possible related to demonstration with RAI Nurse on

medications left at the bedside for one resident locking and unlocking the box. The
(#1), in the selecled sample of fifteen residents. resident #1 voiced understanding of
Additionally, an obsefvalion during the survey keeping the medications secure and the
ravaaiad he:maticalion foom, atiashed forhe: - box locked when medications are not in
nursing station, was left unsecured for an it
undetermined period of time. The facility use. On February8, 2012 LPN#2 was
Identified 14 residents that were determined to be counseled by Director of Nursing
wanderers. regarding leaving nurse’s station

o unattended with medication room
The findings include: unsecured and nurses station gates

unlatched. The door to the medication
LABORAT ECTOR'S OR PROVIDER/SUPPLIER/REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/W il trathr feSrasey 252002

Any defliciency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcling praviding it is determined that
other safeguards provide sufficient protection 1o the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabla 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approvad plan of comection is requisita to continued
program participation.

FORM CMS5-2567(02-99) Pravious Varsions Obsolele Event ID:6FEP11 Facilty 1D, 100150 If continuation sheet Page 1 of 6



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

PRINTED: 02/24/2012
FORMAPPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PEAN OF CORRECTEON IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
186177 02/09/2012

GRAYSON

NAME OF PROVIDER OR SUPPLIER

MANQOR NURSING HOME

STREET ADDRESS, CITY, STATE, 2P CODE
505 WILLIAM THOMASON BYWAY

LEITCHFIELD, KY 42754

1. Areview of the facility's policy/procedure, "Self
Administration of Medication,” undated, revealed
"a resident may not be permitlad to administer or
retain any medication in his/her room unless so
ordered, in writing, by the physician and a
self-administration of medication assessment is
perfurmead by the RAI nurse.”

Arecord review revealed Resident #1 was
admitted to the facility on 03/28/11 with diagnoses
to include Congestive Heart Failure, Diabetes
Meiiitus, Chranic Airnwvay Obstruction and
Pasumonia. A review of the Quarterly Minimum
Data Set (MDS), dated 12/19/11, revealed no
evidence of a self-administration medication
assessment completed by the RA! nurse.

A review of the physician's orders, dated February
2012, ravealed no evidence of an order that
allowed Resident #1 to self-administer
madications or to have medications at histher
bedside.

An observation, on 02/07/12 at 3:00 PM, revealed
there were numaerous medications on the
resident's bedside table. These medications
included: "No More Fungus" {liquld medication
containing undecylenic acid), Orasof Oral
Anesthetic Gel with Banzocaine, Ocean Sinus
Irrigation Aerosol, and nail polish remover pads
with ethylacetate.

An interview with Licensed Practical Nurse (LPN)
#3, on 02/08/12 at 7:30 AM, revealed there was
ne avidence of a physician's order for Resident
#1 to self-administer medications, and the
resident was not assessed by the RA! nurge to
keap any medications at the bedside.

immediately locked and gates latched.
All resident’s rooms have been audited
by an Administrative Nurse to ascertain
that no other unsecured medications
were found in resident rooms, All nurse
stations medications room doors, facility
wide have been audited to ensure they |
were locked and gates at nurse’s stations:
were also locked,

The Staff Development Coordinator on
March 1, 2012 has in-serviced all staff
in the supervision and prevention of
accidents related to residents having
unsecured medications in their rooms.
The Staff Development Coordinator has
in-serviced all licensed nurses to ensure
the medication room is secured by
keeping the door closed and locked. All
staff has been in-serviced on keeping the
nurses station gates latched to ensure
safety of wandering residents,

An audit conducted by a charge nurse
concerning supervision and prevention
of accidents related unsecured to
medications in resident’s rooms has
been completed. The audits will be
completed weekly for 4 weeks and then
monthly until 100% compliance is .
achieved and then quarterly. This audit |
will be conducted as part of the f'aci!ity’s]

Quality Assurance Program. An audit |
|

(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES to PROVIDER'S PLAN OF CORRECTION o)
PREFEX [ {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
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) room at the nurse’s station was
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Additionally, she stated there were many
cognitively impaired and wandering residents in
the facility who could possibly have access to the
madications in the resident's room.

An interview with the Director of Nursing {DON3},
on 02/07/12 at 6:05 PM, revealed Resident #1
was not assessed to self-administer medication
and there was no physician's ordsr parmitting
medications at the resident’s bedside. The DON
further stated the facility identified fourteen
wanderers in the facility, who could have
accessed those medications in Resident #1's
roonm,

2. An observation, on 02/08/12 at 5:00 PM,
revealed two latching gates on either side of the
west one nursing station were completely open.
Further observation revealed the medication
raom was connected to the west one nursing
station. The door to the medication room was
cbserved to be open and unsecured, with all of
the contents of the medication room in full view.
There was no one available at the nursing
station/medication room for an undetermined
amount of time, unti 2 aurse returned at 5:07 PM,
Two resldents were cbserved to pass by the
unsecured nursing station/madication room
during this time.

Observation of the medication room revealed
there were clear boxes with residents’ names
printed on them. Further observation revealed
the boxes contained the following: Albulerol
(inhalation medication), Atrovent (inhalation
medication), tubes of antibiotic cream, Nystatin
powder (antifungal), Bethemethasone cream
{steroid), Hibiclens (disinfectant skin wash),

F ap3| has been conducted by the Director of
Nursing/House Supervisor concerning |
supervision and prevention of accidents
related to un-secured gates and unlocked-
doors at the nurse’s station and i
medication rooms, This audit will be
conducted daily times one week, then
weekly for four weeks and then monthly
until 100% compliance is achieved and
then quarterly. This audit will be
conducted as part of the facility’s
Quality Assurance Program.
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Asorbine Junicr (skin rub), Santyl cream (topical
medication), Mupirocine eream (topical
medication), Silvadene cream (topical
medication), Triamcinolone cream (topical
medication), laboratory test tubes that contained
reatting solutions, bottles of peroxida and nail
polish ramover,

An interview with LPN #2, on 02/08/12 at 5:08
PM, revealed she left the nursing station "o get
something to drink" and did not think she would
be gone very long. She stated the nursing station
gates should be jatched and the medication room
should be secured due to mulliple items which
could be harmful if any wandering resident
obtained them.

An interview with the DON, on 02/09/12 at 3:00
PM, revealed the nurses were awars 10 ensure
the medication room was to be kep! secured by
keeping the door closed and locked. The nursing
station gates waere to be kept closed, and it was
the responsibility. of the nurses and the nurse
aides to ensure the area was secure. The DON
stated there was not a facility poliey/procedure
spatcific to securing medication rooms or nursing
stations.

The facility had determined there were fourteen
residents with cognitive impairment and
behaviors of wandering.

483.35()) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
considered salisfactory by Federal, State or local
authorities; and

F 323

F 371

F 371

The Dietary manager on February 9,
2012 changed policy and procedure for
all Dietary Personnel to stop handling
money at the point of plating resident’s

3}25 2017

v
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{2} Store, prepare, distribute and serve food anas an put on hew gloves 1f contact
! under sanitary conditions with any non-sanitary items occurred.,
The Maintenance Director, on February
8, 2012 at 2:00 p.m. turned the steam
table's electrical breaker back on after
the Electrical Contractor installing the
This REQUIREMENT is not met as evidenced dishwasher that morning turned off
by: - steam table’s electrical breaker by
Based on ubservation, intarview and review of mistake.
the facility's policy/procedure, it was determined
the ’:;”"‘:J:"ﬁd tf: ens“mdf_‘t’_"d Wasngzepa’?dﬂa”d Dietary manager reviewed the entire
served under sanitary conditions. Dielary sta . i .
was abserved 10 handie monay and then return to ;O%d handglngoi:;;o;f:‘ss fac.‘my.m?zog
plating residents’ food without washing ar eor uary 7, -1he 'rev:ew nciuce
regloving her hands. Additionally, observation of handling money, pencils, pens, paper
a test tray revealed food temparatures that wero and all other non-sanitary items to
not in the appropriate temperature range. minimize contact by Dietary employees :
o of these items while handling food
The findings include: : : :
items. Also the Maintenance Director
A review of the facility's policy/procadure, reviewed all electrical breakers within
“Nutrition and Clinical Cars,” undated, revealed Dietary Department to make sure they
"Hot foods are to be he!d at the required had not been turned off accidently.
temporature of 140 degrees Fahrenheit (F} or
. . | . s n
2[9'22: Ed t\;;lelsl S;Ldti:e?::c??;ee th:;tzoof In-service Coordinator and Dietician
S:gice il y P : conducted in-service to all Dietary and
Nursing Staff February {4, 2012 that
An observation durlng lunch, on 02/07/12 at 11:28 included proper techniques for handling
AM, revealed dietary staff was plating food for food in a sanitary manner, Also the
residents from the steam table whenever the Dietician discussed the importance of
dietary staff received money from a guest who [T
purchased a lunch tray, The dietary staff handled maintaining proper food temperatures.
the money with both gloved hands and then ] .
returned to plating residents’ food trays without The Quality Assurance Director helped
stopping ta wash her hands or change her Dietary Supervisor setup daily check
gloves. offs of Sanitary Food Handling and
]
FORM CMS-2667(02-99} Previous Vorsions Obsolste Evant ID. BFEP11 Factdy iD: 100150 f continuation sheet Page 5of &
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An observation, on 02/08/12 at 1:22 PM, revealed
a test tray was obtained from the room service
cart where residents’ trays ware being passed.
Temperatures were obtained by the dietary
manager at that time and were as follows:
potatoes 112 degrees F, carrots 107 degrees F,
fish 108 degress £, and chicken 105 dagrees F,

An interview with the Distary Manager, on
02/07/12 al 11:45 AM, revealed she expected the
kitchen staff to wash their hands and changs
gloves if they contaminated their hands by
handling money for guest trays. There was no
avidence of a pollcy/procedure provided by the
facitity which addressed propar handwashing
procedures during food tray preparation. Further
interview with the Distary Manager revealed the
temperatures obtained on the test fray were
unacceptable,

An Interview with the Registered Dietician, on
02707112 at 5:40 PM, revealed she was unaware
the kitchen staff handled money for guest frays
during the resident food tray preparation without
washing their hands or changing gloves. She
expected the staff 1o wash their hands and
change gloves after handling any object that
coniamineted their hands,

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES el PROVIDER'S PLAN OF CORREGTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
. . . £
F 371 | Gontinued From page 5 F a74| Food Temps. This will be done daily

until 100% compliance then weekly,
then monthly and then quarterly. The
results will be reported to the Quality
Assurance Committee at least annually.

i
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kooo| GRAYSON MANOR NURSING
SURVEY COMPLETION DATE
CFR: 42 CFR 483.70(a) OF February 10,2012

K 000 | INITIAL COMMENTS

BUILDING: 01

PLAN APPROVAL: 1964, 2010
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

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

| SMOKE COMPARTMENTS: Eight (8) smoke
compartments

FIRE ALARM: Complete fire alarm system with
heat and smoke deteclors

[ SPRINKLER SYSTEM: Complete automatic dry ,
sprinkler system .

GENERATOR: Two {2) Type Il generators, fuel
source is diesel.

A standard Life Safety Code survey was
conducied on 02/09/12 through 02/10/12.
Grayson Manor Nursing Home was found not to
be in compliance with the raquirements for
participation in Medicare and Medicaid. The
facility is licensed for seventy two (72) beds with a
census of sixty nine (69) on the day of the survey. |

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal

| Regulations, 483,70(a) et seq. (Life Safety from
Fire) |

f

LABORATORY DIRE OR PROVIDER/SUPPLIE EPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/yﬂ !/M o i Fre 70 S Lryary 25,2002

Any deficienc s!atemenl ending with an astensk (*) denotes a deficiency which the inslitution may be excusad from correcting praviding it Is determined that
other safeguards pravide suflicient protection 1o the pabeats. ($ee instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether of nol a p'an of correction is ‘provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these decumants are made avaitable to the facility. If deficiancles are ciled, an approved pian of comection is requisite to continued
program participation.
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Deficiencies were cited with the highest
deficiency identified at "F" level. oL
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018' K018 312 zol

ss=£|
Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded cora
wood, or capable of reslsting fire for at least 20
minutes. Doors in sprinklered buildings are only
raquired to resist the passage of smoke. Thereis
no impediment to the closing of the doors. Doors
are provided with a means suitable far keeping
the door closed. Dutch doors meefing 19.3.6.3.6
are permitted,  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure doors
located in corridors were maintained in
accordance with NFPA standards. The deficiency
had the potential to affect one (1) of three (3)
smoke compartments, residents, staff, and
visitors. The facility is licensed for sixty (60) beds
with a census of fifty eight (58) on the day of the

Maintenance Director on February (3, ;
2012 removed hinged wooden gates on
resident’s rooms #32, 35, 37, 38, 490,
42, 45, 59, 62, 63 and 64.

Maintenance Director inspected all
resident’s room’s facility wide for
hinged wooden gates and removed all.

Administrator and Maintenance
Director conducted an In-Service on
Feb 29, 2012 that educated all
maintenance personnel regarding Life
Safety Code K 018 and specifically the
hinged wooden gates.

The Quality Assurance Director
helped the Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K018 and specifically hinged wooden
gates in resident’s doorways. Any
issue found that does not comply with
Life Safety Code K018 will be
reported immediately to the
Administrator. Quarterly inspections
regarding Life Safety code K018 will

FORM CMS-2567(02-99) Previous Versions Ohsolete Evant ID:6FEP21

Faality 10: 160150 H continuation sheat Page 2 of 26




PRINTED: 02/2412042

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
ABULDING g1 .MAIN BUILDING 01
8. WING
185477 02/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
GRAYSON MANOR NURSING HOME 505 WILLIAM THOMASON BYWAY
LEITCHFIELD, KY 42754
x| SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
e | REGULATORY GR LSC IDEXTIEYING INFORMATION] TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
K 018 | Continued From page 2 Kots| be reported to the Quality Assurance

SUrVey.
The findings include:

Observation, on 02/08/12 between 1:30 PM and
4:00 PM, with the Maintenance Director ravealed
the facility had instalied hinged wooden gates on
resident room #32, 35, 37, 38, 40, 42, 45, 54, 58,
62, 83, and 64 to prevent wandering residents
from entering these rooms. Further observation
revealed the gates when closed impede access

| to the room door to enable closure during a fire.

interview, on 02/G8/12 at 5:00 PM, with the
Maintenance Director revealed the facility had
placed the gates on the resident room
doorframes due to residents wandering into other
resident rooms,

Reference: NFPA 101 (2000 Edition).

18.,3.6.3 Corridor Doors.

18.3.6.3.1* Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, of hazardous areas shall be
substantial doors, such as those constructed of
13/4-In. {(4.4-cm) thick, solid-bonded core wood or
of construction that resists fire for not less than
20 minutes and shall be constructed to resist the
puassage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance between the bottom
of the door and the floor covering not exceeding 1
In. (2.5 cm) shall be permitted for corridor doors.
Exception No. 1: Doors to tollet rooms,
bathrooms, shower rooms, sink closets, and

Team at Jeast annually.
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K 018 | Continued From page 3

simitar auxiliary spaces that do not contain
fiammable or combustible malerials.

Exception No. 2: In smoke compartments
protected throughout by an approved, supervised
automatic sprinkler system in accordance with
19.3.5.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke.

19.3.6.32.2* Doors shal! be provided with a means
suitable for keeping the door closed that is
acceptable to the autharity having jurisdiction.
The device used shall be capable of keeping the
door fully closed if a farce of 5 Ibf (22 N) is
applied at the laich edge of the door. Rolfer
latches shalt be prohibited on corridor doors in
buildings not fully protected by an approved
automatic sprinklar system in accordance with
19.3.5.2.

Exception No. 1: Doors to toilet rcoms,
bathroams, showear rooms, sink closets, and
simitar auxiliary spaces that do not contain
flammable or combustible materials.

Exception No. 2: Existing rollar latches
demonstrated to keep the door closed against a
forca of 5 1bf (22 N) shalt be permitted to be kept
in service.

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=F
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows arg
protacted by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
seaparate compartments are provided on each
floor. Dampers are not required in duct

K018

K 025

K 025 3f2 s}zmz
Maintenance Director and his staff on
February 22, 24 & 27 of 2012 repaired
all smoke barriers that had
penetrations by wires, piping, open
doors and holes that had not been” ¢
repaired due to remodeling the attic.
All spaces around the penetrations 0‘

were filled with material rated equal t
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K 025 | Continued From page 4 K 025| the partition that could resist the

panetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 18.3.7.5,19.1.63, 15.1.6.4

This STANDARD Is not met as evidenced by:
Based on observations and interview, it was
determined the facility failed to maintain smoke
barriers that would resist the passage of smoke
between smoke compartments in accordance
with NFPA standards. The deficiency had the
potential to affect eight (8) of eight (8) smoke
compartmants, residents, staff and visitors. The
facility is licensed for seventy two {72} beds with a
census of sixty nine {69) on the day of the survey.

- The findings include:

Observation, on 02/09/12 at 2:00 PM, with the
Maintenanca Director reveaied the smoke
pariition extending above the celling located
throughout the facility, were noted o have
penetrations by wires, plping, open doors and
holes that have not baen repaired due to
remadeling the attic. The spaces around the
penetrations wera not filled with a material rated
equatl fo the partition and could not resist the
passage of smoke.

interview, on 02/09/12 at 2:00 PM, with the
Maintenanse Director revaaled they had been
working to make it safer by adding walk ways and
rated doors in the attic.

passage of smoke.

The Maintenance Director and
Administrator inspected thoroughly,
the entire facility, after the above work
was completed for any more smoke
barrier penetrations not properly
repaired.

Administrator and Maintenance
Director conducted an In-Service on
Feb 29, 2012 that educated all
maintenance personnel regarding Life
Safety Code K 025 and specifically the
proper integrity of smoke barriers.

The Quality Assurance Director
helped the Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K025 and specifically smoke barrier
penetrations, any issues found that do
not comply with Life Safety Code
K025 will be reported to Administrator
immediately. Quarterly inspections
regarding Life Safety Code K025 will
be reported to Quality Assurance
Team at least annually.
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K 025 | Continued From page 5

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipas, conduits, bus ducts, cables, wires,
air ducts, pneumatic fubes and ducts, and similar
building service egquipmant that pass through
floors and smoke barriers shall ba protected as
follows:

(a) The space betwean the panetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose.

{b} Where the penglraling ilem uses a slesve to
penetrate the smoke barrier, the sleeve shall be
solidly sef in the smoke barrier, and the space
between the item and the sleave shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose,

{c} Where dasigns take transmission of vibration
into consideration, any vibration isolation shall

1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.

K 027 | NFPA 101 LIFE SAFETY CODE STANDARD
8§S=F
; Door opanings in smoke barriers have at loast a
20-minute fire protection rating or are at least
1%-Inch thick salid bonded wood core. Non-rated
protective plates that do not exceed 48 inches
from the bottom of the door are permitied.
Horizontal sliding doors comply with 7.2.1.14,
Doors are self-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive

K025

Kozzl K027

Maintenance Director and his staff on
February 29, 2012 order parts to repair
the cross-corridor doors located next to
room #43. The Administrator on ',
February 28, 2012 ordered door
coordinators for all cross corridor
doots located throughout the facility.

3/35 ZolZ
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K 027 | Continued From page 6 K o271 Maintenance Director an

latching is notrequired.  19.3.7.5, 18.3.7.6,

18377

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure cross
~carridor doors located in a smoke barriar would
rgsist the passage of smoke. These doors must
close all the way and be smoke tight to help
pravent smoke from reaching other parts of the
building in the avent of an emergency. The
deficiency had the potential to affect eight (8} of
eight (8} smoke compariments, residents, staff,
and visitars. The facility is licensed for seventy
two (72) beds with a cansus of sixty nina {69) on
the days of the survey.

The findings include:

Obsarvation, on 02/08/12 between 1:30 PM and
4:30 PM, with the Maintenance Director revealed
the cross-corridor doors located next to room
#43, would not close completely when tested,
lsaving a gap of approximately one-quarter of an

| inch or greater between the pair of doors and

would not resist the passage of smoke. Further
observation revealed all of the cross corsidor
doors tocated throughout the facility hada T
astragal to limit smoke when the doors were
closed; however the doors ware not equipped
with a door cogrdinator 10 ensure the doors would
close properly.

interview, on 02/09/12 between 1:30 PM and 4:30
M, with the Maintenance Director revealed they
ware not aware the doors would not close all the

life safety code K027 and specifically
for door coordinators and proper
closure.

Administrator and Maintenznce
Director conducted an in-service on
Feb 29, 2012 that educated all
maintenance personnel regarding Life

proper closure of smoke resistant
doors.

The Quality Assurance Director

Quarterly inspections that look for
compliance with Life Safety Code
K027, any issues found that do not
comply with Life Safety Code K027,
such as the improper closing of smoke

immediately. Quarterly inspections
regarding Life Safety Code K027 will
be reported to Quality Assurance
Team at least annually.

Administrator review entire facility for

Safety Code K 027 and specifically the

helped the Maintenance Director Setup

doors will be reported to Administrator]
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K 027 | Continued From page 7 K 027
way leaving a gap bstween tha doors in the
closed position and acknowledged the doors
would not resist the passage of smoke in the
avant of an emergency. He was also not awara of
the door coordinators.
Reference: NFPA 101 {2000 edition)
8.3.4.1* Doors in smoke barriars shall close the
opening leaving
only the minimum clearance necessary for proper K 047
oparation
and shall be without undersuts, louvers, or grilles. . _3)25 2011
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD koa7| Contractor (Ready Electric) on
S5=D February 14, 2012, installed exit

Exit and directional signs are displayed in
aecordance with section 7.10 with continuous
illumination also served by the emergency lighting
system., 19.2.10.1

This STANDARD is not met as evidenced by:
Based on cbservation and interview, it was
determined the facility falled to ensure exit signs
were maintained in accordance with NFPA
standards. The deficiency had the polential o
affect one (1) of eight (B) smoke compartments,
residents, staff, and visitors. The facility is
ficansed for seventy two {72) beds with a census
of sixty nine (69) on the day of the survey.

The findings Inciude:

Ohservation, on 02/08/42 at 2:30 PM, with the

signage.

signage above all exits.

signage by the exit doors in the Dining
Room next to the Therapy Room.

Maintenance Director and

Administrator, on February 27, 2012,
reviewed and examined all exit doors
throughout the facility for proper exit

Administrator and Maintenance
Director conducted In-Service on Feb
29, 2012 that educated all maintenance
personnel regarding Life Safety Code
K 047 and specifically the proper exit

The Quality Assurance Director
helped Maintenance Director Setup
Quarterly inspections that look for
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K 047 | Continued From page 8

Maintenance Director revealed the exit doors in
the Dining Roam next to the Therapy Room did
not have exit signage 1o identify the exits.

interview, on 02/09/12 at 2:30 PM, with the
Maeintanance Director revealed he was not aware
the doors were required to have proper exit
signage.

Reference: NFPA 101 (2000 edition)

7.10.1.2* Exits. Exits, other than main exterior
exit doors

that obviously and clearly are identifiable as exits,
shall be

marked by an epproved sign readily visible from
any direction

of exit accass.

K 050 | NFFA 101 LIFE SAFETY CODE STANDARD
SS+F
Fire drills are held at unexpected times under
varying conditions, at Jeast quartery on gach shift.
The staff is familiar with procedures and Is aware
that drills are part of established routine,
Responsibility for planning and conducting drills is
assighed only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 8 PM and 6 AM a coded
announcement may be used instoad of avdible
alarms, 19.7.1.2

This STANDARD is not met as evidenced by:
| Based on interview and fire drill review it was

+

Ko47| compliance with Life Safety Code
K047 and specifically exit signage by
the exit doors, any issues found that do
not comply with Life Safety Code
K047 will be reported to Administrator]
immediately. Quarterly inspections !
regarding Life Safety Code K047 will
be reported to Quality Assurance

Team at least annually.

K 050
K 050

February 28, 2012.

unexpected times.

A fire drill on third shift was
conducted by the Maintenance
Director and Administrator, at 12:48
a.m. C.S.T. (an unexpected time), on

All fire drills on all shifts for the entire
facility will be conducted at

Administrator and Maintenance
Director conducted In-Service on Feb
29, 2012 that educated all maintenance

3}2 5/zorz.
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K050

Continuad From page 9

determined the facility failed to ensure fire drills
were conducted at unexpected times undar
varied conditions. The deficiency had the
potential to affect eight {8} of eight {8) smoke
compariments, residents, staff and visitors. The
facility is liconsed for seventy two (72) beds with a
census of sixty nine (63) on the day of the survey.

The findings include:

Fire Drilt review, on 02/09/12 at 1:30 PM, with the
Maintenance Director revealfsd the fire drilis were
not being conducted at unexpected times under
varied conditions. Third shift fire drills were baing
conducted predictably at 5:58 AM each quarier.
Furiher review revealed the taility failed to
document the time the fire drill was performed on
04/25M11 during 2nd shift.

Interview, on 02/09/12 at 1:30 PM, with the
Maintenance Director revealed they were
unaware the fire drills were not being conducted
as required.

Reference. NFPA Standard NFPA 101 19.7.1.2.
Fire dritls shall be conducted at least quarterly on
each shift and at unexpected times under varied
conditions on alf shifts. '

NFPA 101 LIFE SAFETY CODE STANDARD

A fire alarm system required for life safely is
installed, testad, and maintained in accordance
with NFPA 70 National Electrical Gode and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA70 and 72. 9.6.1.4

K05Q

K052

|

personne! regarding Life Safety Code
K 050 and specifically executing fire
drills at unexpected times.

The Quality Assurance Director will
help Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K050 and specifically conducting fire
drilis at unexpected times, any issues
found that do not comply with Life
Safety Code K050 will be reported to
Administrator immediately. Quarterly
inspections regarding Life Safety Codel
K050 will be reported to Quality
Assurance Team at least annually.

K 052

The fire alarm system was tested in the
Third Quarter of 201 1by a qualified
Company (Interstate Securities).

3}25}3011
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K 062 | Continued From page 10 k os2] The fire alarm system for the entire

facility has been tested in each of the
j quarters after skipping the 2 quarter
of 2011,

Administrator and Maintenance
Director conducted In-Service on Feb
29, 2012 that educated all maintenance
personnel regarding Life Safety Code
K 052 and specifically quarterly
inspections of the fire system.

This STANDARD is not met as avidenced by:

Based on interview and fire alarm Inspection The Quality Assurance Director will

review, the facility failed to test tha fire alarm help Maintenance Director Setup
system quarterly per NFPA standards. Tha Quarterly inspections that look for
deficiency had the potential to affect eight (8) of compliance with Life Safety Code
eight (8) smake compartments, residants, staff, . K052 and specifically quarte rly

and visitors. The facility is licensed for sevanty
two {72} bads with a census of sixty nine (69) on
the day of the survey.

inspections of the fire alarm system,
any issues found that do not comply
with Life Safety Code K052 will be

Findings include: reported to Administrator

. , ) immediately. Quarterly inspections
Fire algrm inspef:hon rewawt on 02/09/12 at 1:30 regar ding Life Safety Code K052 will
PM, with the Maintenance Director revealed the .
facility failed to provide documentation-to show be reported to Quality Assurance
the fire alarm had been tested in the second Team at least annually.
quarter of 2011,

Interview, on 02/09/12 at 1:30 PM, with the
Maintenance Director revealed the facility had :
contacted the company that performs the ‘
sprinkler inspections; however the company failed
to conduct the inspection during the second
quarter.

Actual NFPA Standard: NFPA 101, 8.6.1.4. Afire
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K 062 | Confinued From page

alarm system required for life safety shall be
installed, tested, and maintained in accordance
with the applicable requirements of NFPA 70,
Nationat Elactrical Code, and NFPA 72, National
Fire Alarm Code.

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD
88=0
if there is an aulomatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, t0
provide complete coverage for ali portions of the
building. The systemn i$ properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systams. It is fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkier
systems are equipped with water llow and tamper
swiiches, which are electrically connecled to the
building fire alarm system.  18.3.5

This STANDARD is not met as evidenced by:

Based on observation and interview, it was
determined the facility faflad to ensure the
building had a complete sprinkler system, in
accordance with NFPA Standards. The deficiency
had the potentiat to affect one (1) of eight (8}
smoke compariments, residents, staff, and
visitors. The facility is licensed far seventy two
{72) beds with a census of sixty nine (69) on the
day of the survey.

; The findings include:

K 052

K 056
K 056

porches.

Mid West Sprinkler Company I
completed on February 17, 2012 the

. installation of sprinklers on porches
outside the Dietary department and the
Dining Room by Therapy.

Maintenance Director and
Administrator, on February 13, 2012,
completed a thorough inspection of
entire facility for sprinkler coverage
according to K 056 and specifically to

Administrator and Maintenance
Director conducted an in-service on
Feb 29, 2012 that educated all
maintenance personnel regarding Life
Safety Code K 056 and specifically
sprinklers covering porches.

The Quality Assurance Director will
help Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K056 and specifically sprinklers

3[25)20!2
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K 056 | Continued From page 12 koss| coverage on porches, any issues found
that do not comply with Life Safety
Observation, on 02/09/12 2:30 PM, with the Code K056 will be reported to
Maintenance Director revealed one (1) porch to Administrator immediately, Quarterly
extend oyt four (4).1‘00: or greater, mad_e of ! inspections regarding Life Safety Code
w;‘t‘:“;*;b!?r L“a‘e”zh's{ a:‘d e “°tt s,g”’;:'er K056 will be reported to Quality
protecied. The poren Is localed outsids e Assurance Team at least annually,

Dining Room Exit next to the Therapy Room.
Further obsarvation revealed another 8'x8' porch
roof located outside the Dietary Storage area, that
did not have sprinkier protection.

Interview, on 02/09/12 at 2:30 PM, with the
Maintenance Diractor revealed they were not
aware the porches needed to be sprinkler
protecied,

Refarance: NFPA 13 (1999 Edition) 5-13 8.1

Sprinklers shall be installed under exterior roofs
or canopies exceeding 4 Ft, (1.2 m) in width,
Exception: Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible construction.

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
85=F
Requirad automatic sprinkler systems ara . K 062 ) Lol
continuously maintained in refiable oparating : 3} 25
condition and are inspected and tested 1 Mid West Sprinkler Company
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, inspected every sprinkler head in the
975 TP H .
facility in April 2010.Mid West
Sprinkler Company issued evidence
that the sprinkler heads had been
This STANDARD s not met as evidencsd by: checked 1o confirm if the Star

3
1
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K 062 | Continued From page 13 K osz| sprinkler heads in the facility were part
Based on observation, interview, and sprinkler of the recall and Gray.son Manor does
testing record review it was detarmined the facility not have any Star Sprinkler Heads
faifed to maintain the sprinkler system in associated with a recall. Maintenance
accordance with NFPA stan‘dards. T?e deficiancy Director put evidence in three ring
had the potentiat to affect eight (8) of eight (8) binder that holds ali evidence for

smoke compartments, residents, staff and . . o
visitors. The facilily is licansed for seventy two inspections related to the facl!lty.

(72) beds with a census of sixty nine (68) on the . Maintenance staff ordered privacy
day of the survey. curtains tracks on February 27, 2012 to

replace privacy curtains observed
during Life Safety Code inspection

The findings Include: that were too close to sprinkler heads.

Observation, and record review, an 2/09/12 Maintenance Director and

batwaen 1:30 PM and 4:30 PM, with the Administrator on February 27, 2012
Maintenance Director revealed the facility had compieted a thorough inspection of
STAR sprinkler heads focated throughout the | entire facility for sprinkler head

facllity and the attic that cauld be part of a recall.

The facility falled to produce svidence that the obstruction according to K 062 and

sprinkler heads had been checked to confitm if specifically obstruction by privacy
{ne Slar sprinkler heads in the facility were part of curtains, On February 27,2012
the recall, Maintenance Department ordered
Interview, on 2/09/12 between 1:30 PM and 4:30 privacy curtains tracks to replace all
PM, with lthe Maintenance Director revealed he pmfacy curtain trac‘k‘s too.close to .
was not aware of the recall and did not know If sprinkler heads facility wide. In April
the heads had been checked. 2010 Mid West Sprinkler Company

, has inspected the entire facility for
Observation, on 2/09/12 between 1:30 PM and sprinkler heads that were part of the
4:30 F_‘M, with mg Maintenar?ce Dlrect‘or revealed recat! and produced evidence to
the privacy curtains located in the resident rooms Administrator that states Grayson

would block the sprinkler head when the curtain

was not in use. Manor does not have any Star

Sprinkler Heads associated with a

Interview, on 2/09/12 between 1:30 PM and 4:30 recall.
PM, with the Maintenanca Director revealed he .
had never noticed the curtains were blocking the
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K 062 | Continued From page 14 K 062 Administrator and Mainfenance

sprinkler heads.
Reference: NFPA 13 (1958 Edition)

5.5.5.2* Obstructions to Sprinkler Discharga
Pattesn Devalopment.

5-5.5.2.1 Continvous or noncontiguous
obstructions Iess Than or equal to 18 in.

{457 mm) below the sprinkier deflector

That prevent the pattern from fully developing
shall comply With 5-5.5.2.

2-2,1.1* Sprinklers shall be inspectad from tha
floor level annually. Sprinklers shall be free of
corrosion, forelgn materials, paint, and physical
damage and shali be installed in the proper
orientation {e.g., upright, pendant, or sidewall}.
Any sprinkler shall be replaced thatis painted,
corroded, damaged, loaded, or in the improper
orientation.

hydraulic design basis, the system area of
operation shall be

permitted to be reduced without revising the
density as indicated :

in Figure 7-2.3.2.4 when al! of the following
conditions

are satisfied:

(1) Wet plpe system

(2) Light hazard or ordinary hazard occupancy
{3) 20-ft (6.1-m) maximum ceiling helght

The number of sprinklers in the design area shall
never he

less than five, Where quick-response sprinkiers
are used on a

Director conducted an in-service on
Feb 29, 2012 that educated all
maintenance personnel regarding Life
Safety Code K 062 and specifically
obstruction of sprinkler heads and
maintaining evidence that supports
certification of sprinkler heads.

The Quality Assurance Director
helped the Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K062 and specifically obstruction of
Sprinkler heads by privacy curtains
and keeping all inspections and
certifications as evidence for future
Life Safety Code Inspections, any
issues found that do not comply with -
Life Safety Code K062, such as
sprinkler head obstruction will be
reported to Administrator ;
immediately. Quarterly inspections
regarding Life Safety Code K062 will
be reported to Quality Assurance
Team at least annually.

:
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K 062

KO72
§5=F

Continued From page 15

sloped ceiling, the maximum cetling height shall
be used for

determining the percent reduction in design area.
Where

quick-response sprinklers are installed, all
sprinkiers within a

compartment shalt ba of the quick response type.
Exception; Where circumstances require the use
of other than ordinary

temperature-rated sprinklers, standard response
sprinklers shall be

permitted to be used,

Refgrence: NFPA 25 {1998 Edition).

10-2.2* Obstruction Prevention.
Systems shall be examined internally for

| abstructions where conditions exist that could

cause obstructed piping. If the condition has not
been correctad or the condition is one that couki
result in obstruction of piping despite any
pravious flushing procadures that have been
performed, the system shall be examined
internally for obslructions every 5 years, This
investigation shall be accomplished by examining
the interior of a diy valve or preaction valve and

by removing two cross main flushing connactions,

10-2.3* Flushing Procedure.

If an obsteuction investigation carrled out in
accordance with 10-2.1 indicates the presence of
sufficiant material {o obstruct sprinkiers, a
complete flushing program shall be conducled.
The work shall be done by qualified personnel.
NFPA 101 LIFE SAFETY CODE STANDARD

D PROVIDER'S PLAN OF GORRECRON o
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
K 062
¥
K 072 3‘25 zole
Laundry Director on February 13,
2012 removed all laundry carts from
K072| Thallways. |
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K072 | Continued From page 16 K o7z| Laundry Director, Maintenance
: . . Director and Administrator on
Msans of egress are continuously maintained free Feb 13.2012 1 ed all
of ail obstructions or impediments to full instant ebruary 13, inspected a
use in the case of fire or other emergency. No hallways for obstruction and removed
furnishings, decorations, or other objects obstruct all items.
exils, access to, egress from, or visibility of exits. -
| 7.1.10 The In-Service Coordinator conducted
an in-service on March 1, 2012 that
educated all facility staff regarding
Life Safety Code K. 072 and
* This STANDARD is nol met as evidenced by: specifically obstruction of hallways by
Based on observation and interview, if was linen carts. Also the Administrator and
determnped the facifity fa'iled {o maintain exit Maintenance Director conducted an in-
access in accordance with NFPA standards. The service on Feb 29, 2012 that educated
deficiency had the potential to affect eight (8) of - J a 4
eight (8) smoke compartments, residents, staff, al_i maintenance personnel regarding
and visitars, The facility is licensed for seventy Life Safety Code K 072 and
two {72) beds with a census of sixty nine (69) on specifically obstruction of hallways by
the day of the survey. linen carts.
The findings include: . .
e The Quality Assurance Director
Observation, on 02/08/12 betwaen 1:30 PM and helped Maintenance Director Setup
4:30 PM, with the Maintenance Director revealed Quarterly inspections that iook for
linen carts were being stosed in each corridor compliance with Life Safety Code
throughout the facility. K072 and specifically obstruction of
Intarview, on 02/05/12 between 1:30 PM and 4:30 hallways by linen carts, any. lssuc.as
PM, with the Maintenance Director revealed the found that do not comply with Life
facility routinely stored linen carts in the corridors. Safety Code K072, such as linen carts
obstructing hallway will be reported to
Referance: NFPA 101' {2000 Edilion) Administrator immediately. Quarterly
mgg:z :: Egr'::: :f;;fgg‘gﬁ?t :r;lg:sly inspections regarding Life Safety Code
maintained free of ali obstructions or K072 will be reported to Quality
impediments to full instant usa in the case of fire Assurance Team at least annually.
or other emergency.
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD Kore| K076 i_-,}z I3 /zo 2
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K 076} Continued From page 17 K076 . .
88=D Director of Nursing and Maintenance

Madical gas storage and administration areas are
protected in accordance with NFPA 89, Standards
for Haalth Care Facilities.

{a) Oxygen storage locations of greater than
3,000 cu. . are enclosed by a one-hour
separation,

{b} Locations for supply systems of greater than
3,000 cu.fl, are vented to the cutside. NFPA 92

4.3.1.1.2, 18.3.24

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility falled to ensure oxygen
cylinders were stored in accordance with NFPA
slandards. This deficiency had the potential to
affect one (1) of eight {(8) smoke compariments,
residents, staff, and visitors. The facility is
ticensed for seventy two (72) beds with a census

: of sixly nine (69) on the day of the survey.

The findings include:

Observalion, on 02/10/12 at 8:.50 AM, with the
Maintenance Direstor revealed an excess of 12
oxygen tanks ware stored within five {5) feet of
combuystible materials located in the oxygen
storage room. Thare was no signage indicating
full or empty tanks.

Interview, on 02/10/12 at 8:50 AM, with the

Director on February 13, 2012

removed the 12 oxygen tanks that
were stored within five {5) feet of
combustible materials and put signage '
indicating full or empty tanks.

Maintenance Director and
Administrator inspected the entire
facility for proper oxygen storage
which also included oxygen storage
signage.

The In-Service Coordinator and
Administrator conducted an in-service
on Marchl, 2012 that educated all
facility staff regarding Life Safety
Code K 076 and specifically the
proper storage of oxygen. Also the
Administrator and Maintenance
Director conducted an in-service on
Feb 29, 2012 that educated all
maintenance personnel regarding Life
Safety Code K 076 and specifically the|
proper storage of oxygen.

The Quality Assurance Director will
help Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K076, any issues found that do not
comply with Life Safety Code K076,
such as improper storage of oxygen

FORM CMS-2567{02-99) Pravious Versions Obsoleta

Event 10 8FEP21

Fachly 1D: 100150 If continuation sheet Page 18 of 26




PRINTED: 02/24/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: COMPLETED
A. BUILDING 01 - MAIK BUILDING 01
B. WING
185177 02/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
GRAYSON MANOR NURSING HOME 508 WILLIAM THOMASON BYWAY
LEITCHFIELD, KY 42754
Xayio | SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION ' o8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 076 ; Continued From page 18 koze| will be reported to Administrator

Maintenance Director revealed he was not aware
combustible material could not be stored within
five {5} feet of the oxygen tanks.

Reference: NFPA 88 (1999 edition)

8-3.1.11.2

Storage for nonflammable gases greater than
8.5 m3 (300 {3} but less than 85 m3 (3000 t3)
(A) Storage localions shall be outdoars in an
enclosure or within an enclosed interior $pace of
noncombustible or limited-combustible
construction, with doors {or gates outdoors} that

i can be secured against unauthorized entry.

{B) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stered with any flammable
gas, liquid, or vapor.

(C) Oxidizing gases such as oxygen and nitrous
oxide shall ba separated from combustibles or
matsrials by one of the following:

{1) A minimum distance of 6.1 m (20 ft)

{2) A minimum distance of 1.6 m (6 ft) if the
entire storage location is protected by an
automatic sprinkler system dasigned in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems

(3) An enclosed cabinet of noncombustible
construction having 2 minimum fire protection
rafing of % hour. An approvad flammable liquid
storage cabinet shali be permitted to be usea for
cylindar sloraga.

8-3.1.11.3 Signs. A precautionary sign, readable
from a distance of 5 ## (1.5 m}), shall be
conspicuously displayed on each door or gate of
the storage room or enclosure. The sign shall

Team at least annually.

immediately. Quarterly inspections
regarding Life Safety Code K076 will
be reported to Quality Assurance
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K 076 | Continued From page 19 K076
include the following warding as a minimurs:
CAUTION OXIDIZING GAS(ES) STORED
WITHIN NO SMOKING ‘
K 130 | NFPA 101 MISCELLANEOUS K 130
§8=D K 130 3]25 ol

OTHER LSC DEFICIENCY NOT ON 2786

This STANDARD is not met as evidenced by:
Based on observation and inlerview, it was
determined the facility failed to maintain doors
within a required means of egress In accordance
with NFPA standards. The deficiency had the
potential to affect one (1) of the eight {B) smoke
compartments, residents, staff, and visitors. The
facility is ficensed for seventy two {72} beds wilh 2
census of sixty nine (£9) on the day of the survey.

The findings include:

Observation, on 02/09/12 at 2:32 PM, with the
Maintenance Director revealed an unapproved
lock (stida bolt type) was installed on the egress
side of the Therapy Room doot, and the cross
corridor doors outside the Therapy Room,

Interview, on 02/09/12 at 2:32 PM, with the
Maintenance Director revealed he was aware of
the lock installed on the doors, however, he was
not aware that slide bott locks were prohibited.

Refarence: NFPA 1041 (2000 Edition)

16.2.224

-outside the Therapy Room.

Maintenance Director on February 13,
2012 removed the slide bolts on doors
by the egress side of the Therapy
Room and the cross corridor doors

Maintenance Director and
Administrator on February 14, 2012
inspected the entire facility for
unapproved locks.

Administrator and Maintenance
Director conducted an in-service on
Feb 29, 2012 that educated all !
maintenance personnel regarding Life
Safety Code K 130 and specifically the
use of unapproved locks.

The Quality Assurance Director will
help Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K.130 and specifically the use of
unapproved locks, any issues found
that do not comply with Life Safety
Code K130, such as the use of
unapproved locks will be reported to
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K 130 | Continued From page 20 K139 ‘,Admlm,smltor lmg,‘emit,?_ly S ?uargrg
Doors within a required means of egress shall not mspectu:ms regarcing L11e 5a _ety 008
be equippad with a latch or lock that requires the K130 will be reported to Quality
use of a ool or key from the egress side. Assurance Team at least annually.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144
SS=F K 144 32 s]zow

Generators are inspected waekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99.  3.4.4.1,

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure emergency
genarators were maintained in accordance with
NFPA standards. The deficlency had the

potantial to affect eight (8) of eight {8) smoke
compartments, residents, staff, and visitors. The
facility is licensed for seventy two (72} beds with a
census of sixty nine (69} on the day of the survey.

The findings includa:

Observation, on 2/10/12 at 10:40 AM, with the
Maintenance Director revealed the facility was
equipped with two (2) emergancy generators.
The generators were equipped with an
annunciation panels; however the panels were
not lacated in a location that was onty monitored
on 1st and 2nd shift. The annunciation panels
were located in the Receptionist Office that was
not staffed on 3rd shift.

generator,

panels,

Maintenance Director on February 13,
2012 contracted with Electrical
Contractor to re-move and reinstalled
both existing annunciation panels to
Nurses Station at Skilled One.

Maintenance Director reviewed entire
facility regarding annunciation panels
and Electrical Contractor will install
third annunciation panel at Nurses
Station at Skilled One for third

Administrator and Maintenance
Director conducted an in-service on
Feb 29, 2012 that educated all
maintenance personnel regarding Life
Safety Code K 144 and specifically the
use and location of annunciation

The Quality Assurance Director
helped Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K144, any issues found that do not
comply with Life Safety Code K144,
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Interview, on 2/10/12 at 10:40 AM, with the
Maintenance Director revealed he was not aware
the generators annunciation panals neadead to be
located in an area they were likely to be heard on
all shifts.

This is a Repeat Deficiency.

Refersnca: NFPA 99 (1998 Edition).

3-4.1.1.15 + Alarm Annunclator.

Aremote annunciator, storage battery powared,
shall be provided to operate outside of the
generating room in a focation readily observed by
operating personnel at a regular work statlon {see
NFPA 70, Nationat Electrical Code, Section
70G-12.)

The annunciator shall indicate alarm conditions of
the emergency or auxiliary power source as
follows:

a, Individuat visual signals shall indicate the
following:

1. When the emergency or auxiliary power soufce
is operating to supply power to load

2. When the battery charger is malfunctioning

b. individual visual signals plus a common
audible signal to warn of an englne-genaralor
alam cendition shall indicate the following:

1. Low lubricating oil pregsura

2. Low water temparature {below those required
in 3-4.1.1.9}

3. Excessive water temperature

4, Low fuel - when the main fuel storage tank
contains fess than a 3-hour operating supply

5. Overcrank (falled to start)

6. Overspeed

|

annunciation panels will be reported to
Administrator immediately. Quarterly
inspections regarding Life Safety Code
K144 will be reported to the Quality
Assurance Team at least annually.
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Where a regular work station will be unatiended
pariodically, an audible and visual derangement
signal, appropriately labeled, shall be established
at a continuously monitered location. This
derangament signal shall activate when any of
the conditions in 3-4.1,1.15(a) and {b) occur, but
need not display these conditions individualiy.
[110: 3-5.5.2)

NFPA 101 LIFE SAFETY CODE STANDARD

Elsctrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 8.1.2

This STANDARD is not met as evidenced by:
Based on observation and Interview, it was
determined the facility failed to ensure efectrical
wiring was maintained in accordance with NFPA
standards. The deficiency had the potential to
affect five (5} of eight (8) smoke compariments,
residents, staff, and visitors. The facility Is

! licensed for seventy two (72) beds with a census
of sixty (69) on the day of the survey.

The findings include:

Observations, on 02/08/12 between 1:30 PM and
4:30 PM, with the Maintenance Director revealed:

1} An open elecirical junction box on the ceiling
of the Dining Roem.

2) AHydrocollater located in the Therapy Room,
was not plugged into an oultet that was ground
fault protected.

3} Afeeding machine, air pump for the mattress

K 144

K 147

K 147 .
3’ 25 /zcll
Maintenance Director, his staff and
Electrical Contractor (Ready Electric)
~ worked to remedy the issues
associated with (1) Closed junction
box in Dining Room (2) Installed
ground fault outlet for Hydro Collator
in Therapy Department (3)Plugged
feeding machine, and air mattress into
wall outlet in RM #58 (4) Plugged all
medical devices in RM #56 into a wali
outlet. (5) Locked all electrical panels
in West 2 corridor. (6) Replaced
extension cords in RM #52 and
plugged all medical devices into wali
outlets. (7) Removed extension cords
in Skilled Lobby and Administrator’s
office. (1b) Extension cords in RM
#48 were removed (2b) Air mattress in
RM #46 was plugged into wall outlet.
(3b) The mini nebulizer and resident
bed in RM #49 was plugged into a
wall outlet. (4b) Extension cord was
removed and daisy chaining power
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i were plugged into a power strip located in room
#58,

4)  An oxygan concentrator, a power stiip with a
wheelchair charger plugged in, and an extension
cord were plugged into a mulli plug adaptor
located in room #56,

5) Unlocked electrical pansls located in the
West 2 corddor.

18) Two (2) extension cords were in use located

in room #52.

7) An extansion cord was in use localed in Med
Room West 2, Skilled Lobby, and the
Administrators Office.

Observations, on 02/10/12 betwaen 9:30 AM and
11:00 AM, with the Maintenance Director
revealed:

1} Two extension cords were being used in
room #48.

2) An air mattress pump was plugged into a
power strip located in room #46.

3) A mini nebulizer was plugged into an
extension cord, and the resident bed was plugged
into a power sirip located in room #49.

4} A power slrip was plugged info a power strip
that was plugged inlo an exiensicn cord located
in the West 1 Nurses Station Med Room.

5) Amicrowave was plugged info an extension
cord located in the Director of Nursing Office.

6) Oxygen tanks were stored in front of
electrical panels located in the oxygen storage
room.

Interviews, on 12/20/11 between 5:15 PM and
§:25 PM, with the Plant Servicas Director

and power strip use.

Nurses Station Med Room, (5b)
Extension cord was removed from
Director of Nurses office. {(6b) Oxygen
tanks were removed from electrical
panels in oxygen storage room.

Maintenance Director and
Administrator on February 14, 2012,
reviewed entire facility for proper
extension cord and power strip usage.

The In-Service Coordinator conducted
an in-service on March 1, 2012 that
educated all facility staff regarding
Life Safety Code K 147 and
specifically the proper usage of
extension cords and power strips.
Also the Administrator and
Maintenance Director conducted an in-
service on Feb 29, 2012 that educated
all maintenance personnel regarding
Life Safety Code K 147 and
specifically the use of extension cords

The Quality Assurance Director
helped Maintenance Director Setup
Quarterly inspections that look for
compliance with Life Safety Code
K147, any issues found that do not
comply with Life Safety Code K147,
such as the proper use of extension
cords and power strips will be reported
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revealed they were not aware of the extension
cords and power strips being misused.

Reference: NFPA 89 {1998 edition}
332420

Minimum Number of Receptacies. The number
of receplacles shali be determined by the
intended use of the patient care area. There shall
be sufficiont receptacles located so as to avoid
the need for extension cords or multiple cutlet
adapters.

|
; 110-26. Spaces

About Electrical Equipment. Sufficient access
and working space shall be provided and
maintained around all electiic equipment to
permil ready and safe operation and maintenance
of such equipment. Enclosures housing slectrical
apparatus that are controlled by fock and key
shall be considered accessible to qualified
persons.

Refarence: NFPA 70 {1989 edition)
370.28(c) Covers.

All pull boxes, junction boxes, and conduit bodies
shall be provided with covers compatible with the
box or conduit body construction and suitable for
tha conditions of use, Where metal covers are
used, they shall comply with the grounding

Quarterly inspections regarding Life
Safety Code K147 will be reported to
Quakity Assurance Team at least

annually,
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requirements of Section 260-110. An extension
! from the cover of an exposed box shall comply
with Section 370-22, Exception.
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