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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/ICLIA
IDENTIFICATION NUMBER:

{%2) MULTIPLE CONSTRUG

A. BUILOING

Q (kﬂﬁ?xla SURVEY
{PLETED

The facllity must promote care for resldents in a
manner and in an environment that malntains or
snhances sach rasldent's dignily and respact In
full recognition of hig or her individuality.

This REQUIREMENT Is not met as evidenced
by: .

Basaed on abservalion, interview, record review
and raview of the facility's policy/procedurs, it was
determined the facilily falled to pramote care In a
manner which maintalned or enhanced a
rasident's dignlly and respect for one (1) of fifteen
(15) sampled resldents (Resident #2), refated to
not closing the curlains on the window durlng
provislon of care,

The findings include:

Review of the facilily's policy/procedurs, "Nursing
Resident Unlf Rounds," daled 12/08, revealed
Resldents privacy Is to be maintained at all imes
during care. Curtains are to be drawn and door
closad during care and when resldent is using
bedpan/urnal.

Record raview revealed tha facility admitted
Residant #2 on 12/14/11 with diagnoses to
Include Fallure o Thrive, Diabetes, Muscle
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Disclalmer for Plan of Correction
F 000 | INITIAL COMMENTS F 000
Preparatioh and/or execution of this Plan of
‘ARecertificalion Survey was conducted on Correctlon does not constitute an admission
02/04/14 through 02/06/14 1o determine the or agreement by Christian Care Center of
facllity's compliance with Federal requiremsnts. Kuttawa of the truth of the facts alleged or
The facllily failed to meet minimum requirements conclusions set forth In the statement of
for recentiication with the highest S/S of °F". deficlencies. Christlan Care Center of
F 241 483.16(a) DIGNITY AND RESPECT OF F24| Kuttawa files this Plan of Correction solely
$5=D | INDIVIDUALITY because it is required to do so for continued

state licensure as a health care provider
and/or for participation In the Medicare/
Medicaid program. The facllity does not
admit that any deficlency existed prior to, at
the time of, or after the survey. The facility
reserves all rights to contest the survey
findings through Informal dispute resalution,
formal appeal and any other applicable legal
or administrative proceedings. This Plan of
Correctfon should not be taken as
establishlng any standard of care, and the
facllity submits that the actlons taken by or
In response to the survey findings far exceed
the standard of care, This document Is not
Intended to waive any defense, legal or
equitable, in administrative, civil or criminal
proceedings,

F241

Christlan Care Center of Kuttawa believes
Its current practices were In compliance
with the applicable standard of care, but
in order to respond to this cltation from
the surveyors, the facllity is taking the
following addltlonal actions:

4
(ﬁ‘u;\TORY DIRECTOR'$4IR PROVIDERISUPFLIER REPRESENTATIVE'S SIGNATURE
P

(5) DATE

Aniintratrd 258 14

Any deficiency

temenht ending with an astarlsk (*} denotes a defictoncy which the Institution may bo excused from correcting providing it Is determined that

ofher safeguaréd provida sulficlenl prolection to the patients, (Seo Instauctions.) Excepl for nureng homes, the findings slaled above are dlsclosgble 00 days
foltowing the date of survey whether or not a plan of correation Is providad, Fer nuraing homas, the abeve findings and plans of correciion ace disclosable 14

days following the date these documenls ere mada avaliable to the faciily. If deficlencles are ¢itad, an approved plan of correction Is requlsite lo canfiaued

program paricipation,
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F 241 | Conlinued From page 1 . £ 241§ Corraetive Actlons for Targeted Resident
Weakness and Anxley. Reglstered Nurse #1 was counseled on
Observalion of a skin assessmant, on 0044 at 2/4/34 by the Director of Nursing
10:30 AM, rovealed Reglstered Nursa (RN#1) regarding the need fo provide resldent
did not provide privacy as evidenced by not care In a manher which malntains
closing the curteins on Lhe window fo the outside .| resldent’s dignity and privacy by closlng
while providing care for the resident. the window curtalns when providing care, -

interview with RN #41, on 02/04/14 at 1:40 PM,
revealed sha should have closed the curtains on
the window to provide privacy for the resldent,

Identlficatlon of Other Residents with
Potential to be Affected

Current residents recelving care from
facillty staff have a potentlal to be affected
by this practice.

interview with Assistant Director of Nursing
{ADON), on D2/06/14 al 1:30 PM, reveated sha |
expecled staff {o provide privacy for the resident
by whatavar means possible.

Systematle Ci
Interview with Director of Nursing {DON), on slemadc Lhanses

02/05/14 at 1.45 PM, revealed she expected slaff An In-service was held for the nursing staff
to pull the curtains on the window to provide on 2/5/14 by the Director of Nursing
privacy for the rosident. : | addressing the need to provide care to

F 371 483.35{) FOOD PROGURE, F371] rasidents in a manner which promotes/

=F | STORE/PREPARE/SERVE - SANITARY maintains dignity, privacy and respect for

The facllity must - the resldents. The same Inservice was

{1) Pracure food from sources approved or repeated on 2/7/14 by the Director of
considered satisfactory by Federal, State or local Nursing to ensure nursing staff was
authorilfes; and educated. Newly-hired nursing staff will
{2) Store, prepare, distribule and sewve food he educated during thelr orlentatton
under sanilary conditlons perlod by the Asslstant Director of Nursing

regarding providing resident care that
promates restdents’ dignity, privacy, and-
respect.

This REQUIREMENT Is not mat as evidenced
by:
Based on ohsemvalion, Intarview and ravisw of

FORM CAS-26aT{02-29} Provious Vessions Dhsolela EvantID:IILGH . Fedily i0: 100300 | continuaticy sheal Page 7 of6
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F 241 | Continuad From page 1 F 241| Monitoring
Waakness and Anxtely, Weekly observation audits wil be
. conductad by the Director of Nursing for
Observatlan of a skin assessmant, on 02/04/14 al four weeks to ensure restdent care Is
zgﬁf‘x;?;::lﬁéf:itl:‘ﬁi?:G'Z"bﬁ:f f pravided In a manuer that promotes
closing the curtalns on the window to the oulslids dignity, privacy, and respect for the
while providing care for the resklent. residents. This observation audlt wili then
. be conducted monthly by the Director of
Interview with RN #1, on 02/04/14 et 1:40 PV, Nursing. Results of these findings will be
favealed she should have elosed the curlalns on presented to the monthly Performance
the window to provide privacy for the tesident. improvement Committee by the Director
) of Nursing for review and
ggg{g;?ﬁ%g;?{ﬁg?i?ﬁ;;?iﬁ:{:g sho recommendations until deslred threshold
axpecled staff to provide privacy for the resident Is met for three consecutive mohths; then
by whatevar means possible, quarterly. The Performance knprovement
Commmitiee consists of the Administrator,
Interview with Director of Nursing (DON), on Director of Mursing, Asslstant Director of
02106114 at 145 PM, revealed she expecled slaff Nursing, MDS$ Coordinator, Medical
to pull the curtalns on the window fo provide Records Director, Malntenance blvector,
privacy for the rasident ] Soclal Services Director, Dletary Manager,
- F 371 | 483.35(i) FOOD PROCURE, Far Housekeeplng/ Laundry Director, Activities
-F | STORE/PREPARE/SERVE - SANITARY Y ’

Dlrector, Business Office Manager, HR
Manager, Medical Director and Consultant

The facllity must -
{1} Procure foad from sources approved of Pharmacist. 3/22/14
considered sallsfactory by Federal, State or Jocal
audhorities; and
{2) Store, prapare, distribute and serva foocd a7l
under sanitary conditlons e
Christian Care Center of Kuttawa belleves
is current practices were in compliance
with the applicable standard of care, but
In order to respond to this citation from
';hls REQUIREMENT ls nof met as evidenced the surveyors, the facllity (s taking the
¥ -
Based on observalion, Interview and review of foliowlng additional actions: B}
FORM CMS-2387{02-09) Previcus Versions Obst;{e'.o Event {D:IULGH Facfly 3 100300 Hmn!hualio:; shestPags 3 of 6
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41D SUMMARY STATEMENT OF OEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY PULL PREFIX . {FACH CORRECTIVE AGTION SHOULD BE COMPLETION
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F 371 | continued From page 2 rayil Corrective Actions for Targeted Resldents
‘]:73 ﬁa““jﬁff Usedcénlncengation I‘*é}d ‘hﬁ The clted Dletary Alde was counseled on
Aandwashing anc Glove Use policias, 1t Was 2/6/14 by the bletary Manager regardin
determined the facllily falled {o store, prepare and tl": / d "fror the sa niz; | hffk te tg be g
serve food under sanitary conditions. enee j Zing Lo
Observations of the Kitchen, revealed the changed prior to each meal to maintalin a
saniizer bucket below the laval recommended for sanitizing solution fevel per
cleaning and poor handwashing technigue. Manufacturar's Guldellnes.
Review of the facility's cenaus and candition, The clted Cook was counseled on 2/7/14
daled 02104714, reveated there were sixty-four by the Difztary Manager regarding the
{84) rosidants in the facllity, withno tube faedars -need ta wash hands following contact with
and all residents consurmed food prepared from any unpsanitary swrface In order to store,
the kitchen area. prepare, and serve food under sanitary
. conditions.
The findings Includs: .
Review of the facliity "Sanilizer Uss Identification of Other Restdents with
Conceniralions" policy, dafed October 2042, Potential to be Affected
revealed sanitatlon buckels must be astablished .
4 ! Current restdents consuming food
-] with appropriata sanilizing solutlon, 160-400 parts repared in the facilit kltchin have a
per million {(PPM,) or 200 PPM, dapandent on the prep Lo v :
prodict used and the manufacture guldelines. potential to be affected by this practice.
Dletary shouid changs tha buckels at least threa An In-service was held on 2/7/14 by the
{3} times a day and test with the eppropriats Dletary Manager for Dletary Staff
litmus sieips each Ume the solution Is changed fo regarding the need to change the
assure accurale levels of sanitizer, In addition, sanitizing bucket before each meal to
the "Handwashing and Glove Use” palicy, dated malntain a sanitizing solution fevel
A 1 J per
September 2010, revealed *hands must be Manufacturer's Guidelines. In-service also
washad followlng contact with any unsanitary § p §
surface, slich as tauching the halr, sneezing, addressed the heed to store, prepare, an
opening doors, elcatera, (atc.)" serve faod under sanliary conditlons by .
' perfarming proper hand-washing ;
1. Observaiion of the sanilizer buckels, on following contact with any unsanitary H
02/05114 at 9:50 AM, ravealsed the sanltizer leVE], sutface. These In-services were repeated
In the bucket used to wipe the countars, failed to on 2/24/14 to educate a newly hired staff
show &ny sanltizer, when tested with a liimus member. During their orlentatlon perlod,
stiip. newly-hired Diatary Staff wiil be educated
Inerview with the Dlstary Alde, on 02/06/14 at regarding the need to change the
Event 10: LG Faclity [0: 400300 It coplipuztion sheet Page 4 0F 6
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santtizing bucket prior to each meal to
malntain a sanitizing solutlorn level per
Manufacturer’s Guldelines, 2nd to
perform proper hand- washing following

F 371 { Contlnued From page 3 F a7
10:00-AM, revealed the senitizer bucket sofutions
are changed befors sach maal; breaklast, lunch
and supper. However, this bucket had not been

changed since 5:00 AM. contact with any unsanitary surface.
[nterview with the Distary Manager, on 02/05/14 g stemai.h: Changes

al 10:05 AM, revealad the ltmus strips were -
working corcectly and possibly the solution An observation audit will be conducted
disslpated sooner than expected. weekly by the Dletary Manager for four

weeks to ensure that the sanitizing bucket
is changed before each meal to maintaln a
sanitizing solutton level per

2. Observation of the tray Ina, on 02/05/14 at
11:20 AM, revealed the Cook fifted tha lid on the
- fifty-five (66) gallon trash can, 1o disposs of

gloves and then lotichad tha rolfing cart, fadles Manufacturer’s Guidefines, Weekly
hanglng above the stove, plate boftorms and random cbservatton audits wili he

stirred food, In pols on the stove, prior to donning . conducted by the Dietary Manager for

a palr of gloves. four weeks to ensure proper hand-

- washing by Dletary Staff occurs following
Interview with the Cook, on 02/65/14 at 11:20 AM, contact with any unsanitary surface. This

ravealad the Caok stated sha should have
washed hsr hands afler touching the [id on the
trash can and then donned gloves,

observation audit will then be conducted
monthly by the Dietary Manager.

interview with tha Dietary Manager, on 02/05/14 Monitoring
gt 11.30 AM, revealed the slaff member should L
have washed thelr hands after touching the trash Results of these observation audits will be
can and prior to donning gloves and staled the presented to the monthly Performance
siaff members had bean trained fo do this, Impraovement Commlittee by the Dietary
 Manager for review and recommendations
until desired threshold is mat #6f three
consecutive months; then quarterly, The
Performance improvement Committee
consists of the Administrator, Director of
Nurstng, Assistant Director of Nursing,
MDS Coordinator, Medical Records
Director, Maintenance Director, Soclal
Services Dlrector, Dietary Manager,
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CHRISTIAN CARE CENTER OF KUTTAWA, LLG
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KUTTAWA, KY 42085

{4) 1D
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SUNMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENGY MUST 8E PRECEDED BY FULL
REGULATORY OR .56 IENTIFTING ENFORMATION)

a) PROVIDER'S PLAR OF CORRECTION
(EAGH CORREGTIVE ACTION SHOULD BE
TAG CROSS-REFEAENGED TO THE APPROPRIATE OATE

PREFIX

o5
COMPLETION

DEFIGIENGY)

F 371

Gontinued From page 3

10:00 AM, revealed the sanitizer bucket sofutions
are changad before each meal; breakfast, lunch
and supper. However, thls bucket had not been
changed slnca 8:00 AM.

Interview with the Dietary Manager, on 02/05/14
at 10:05 AM, revealed tha litmus strlps were
working correctly and possibly the selution
dissipated sooner than expected.

2. Observalion of the tray lne, on 02/05/14 at
41:20 AM, revealed the Cook Hitad the Hid on the
fifty-five (55} gallon Irash can, fo dispose of
glaves and then touched the rolfing car, ladles
hanging above the stove, plate bolloms and
slirred food, in pots on the stovs, prior {o donning
a palr of gloves.

Interview with the Caok, on 02/05/14 at 11:20 AM,
revealed the Cook stated she should have
washed her hands after touching the iid an the -
{rash can and then donned gloves,

Intorview with the Dietary Manager, on 02/05/14
at 11:30 AM, revealed the staif member should
have washed {heir hands after louching the trash
can and prior to donning gloves and stated the
stalf members had besn trained to do this.

F 371

Housekeeplng/ Laundry Director, Activities
Direclor, Buslness Office Manager, HR

Manager,
Pharmaclst,

Medlcal Director and Consultant i
3/22/14
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o SUMMARY STATEMENT OF DEFIGIENCIES 0D PROVIDER'S PLAN OF CORREGTION (%5)
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 DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 03/23/14 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foilowing the date these documents are made available to the facility. If deficiencies are cited, an approved ptan of correction is requisite to continued
program participation.
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PRINTED: 02/20/2014

_DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR_MEDICARE & MEDICAID SERVICES OMB NO, 0038-0351
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICUIA (%2) MULTIPLE CONSTRUGTION (X3) DAVE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A SUILDING 01 - IAIN BUILDING 01 CONPLETED
185318 B.WNG 021042014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZP CODE
CHRISTIAN CARE GENTER OF KUTTAWA LLC R R BYe
2 . KUTTAWA, KY 42055
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K 000 INITIAL COMMENTS - K000

GFR: 42 GFR 483.70(n)
BUILDING: 01.

PLAN APPROVAL: 1956 and 1984,

SURVEY UNDER: 2000 Existing.

-~

26191 119V>

FACILITY TYPE: SNFINF,

TYPE OF STRUGTURE: One (1) story, Type Il
(211).

SMOKE COMPARTMENTS: Elght (8) smoke
comparlments,

FIRE ALARM: Complate fire alarm system .
Ingtalled in 1980 and upgraded in 1997, with 38 .
smoke delectors and 14 heat delectors,

SPRINKLER SYSTEM: Complate aulomalic dry
sprinkler system Installed in 1984.

GENERATOR: Typa |l gonerator installed in
1991, Fuel source is Diesel.

A standard Life Safely Code stirvey was
conducted on 02/04/14. Christian Gare Centor of
Kuttawa was found in non-compliance wilh the
requirements for particlpation In Medlcare and
MedIcald, The facllily Is certified for Skxty-Five
(65) beds with a census of Sixty-Four (64) on the
day of the suivey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Ragulations, 483,70(a) et saq. (Life Safely from

LIER REPRESENTATIVE'S SIGNATURE : TTLE (#8) DATE
haeent? A28/ 2

Any deficloncy Fintemant ending with an astadsk (*) denotes & daficlency vihlch the mstilutlon may ba excused from correcting providing itls determined that
athor safequarfg provide sulficlont protection o the pallants. (Sea Instrustions.) Except for nursing iomes, (he findings stated ahoyva are dlsclosable 90 days
following tha dalo of aurvey whather or not & plan of correction Is providad, Fornursing homes, the above findings and plans of correction are disclosable 14
days folowing the Jata these decuments aro made avatiable (o the faclily. if dsficioncles ere clied, an approvad plan of correctlen is requisite to conlinuad
program participation.

LABGARTPRY DIREGTOR'S @R PROVIDER(S

" FORM CMS-2£97(02.99) Provous Varslons Obsolola ' : Evant 10:1ULG2{ Fachily 10: 100300 It continuation shest Paga 1of6
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STATEMENT OF DEFICIENCIES

88=D
One hour fire rated construction {with % hour
fira-rated doors) or an approved aulomatic fire
extinguishing system in accordancs with 8.4.1
andfor 18.3.5.4 protecls hazardous areas. When
the approved automatio fire extingulshing sysiem
option Is used, the areas are separated from
other spaaes by smoke resisting pariitions and
doors. Doors are sefi-closing and non-rated or
fiald-applied protsctive plates that do not exceed
48 nches from the boltom of the door are
permilted,  19.3.2.4

This STANDARD Is not met as evidenced by:
Basead on observation and Interview, i was
delermined the facility falled to meel the
‘requiraments of Protection of Hazards In
accordance with NFPA Standards. The
daflctancy had the polenllal to affect one (1) of
' ssven (7) sinoke compariments, twenty-eight (28)
rosidents, staff and vislfors. The facliily Is
cerillled for Sixty-Five (65) bads with & cansus of
Sixty-Four {84) on the day of the survey. The
faclllty failed 1o ensure & resident room did not
become a hazard area.

The findings Include:

Obsarvations, on 02/04/14 at 2:24 PM with the

Christlan Care Center of Kuitawa believes
fts current praciices were In compliance
with the applicable standard of ears, hut
in order to respond to this cltation from
the surveyors, the facllity is taking the
following additlonal actions:

Corrective Actlong for Targeted Area

The cardboard framas and bins of paper
wera removed from resldent room #225
on 2/14/14 by the Soctal Services Director
and the Housekeeping Supervisor.

Identification of Other Areas with
Potentlal to be Affected

on 2/5/14, the Malntenance Director
tnspected resldent rooms and found no
other areas to be affected,

Systematic Changes

The Malntenance Director will conduct a
weekly audit for one month, and then

- monthly for three months, of resident
roorns to identify other residents having
the same deficient practice.

{41} PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTREGTION (#3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUTLDING 81 » MAIN BUILDING 01 COMPLETED
165318 g 0210412014
NAME OF PROVIDER OR SUPPLIER STREET ACDRESS, CITY, SYATE, B¢ COUE
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PREFX {EAGH DEFICIENGY MUSY BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE coMPLENEN
e . REGULATORY CR LEC IDENTIEYING MFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE axte
DEFIGIENGY)
: .
K 000 | Contlnued From page 1 K000
Fira).
Deficlencles were ¢itad with the highest,
daficlency klentified at "D level,
1€ 029 { NFPA 101 LIFE SAFETY CODE STANDARD K028| K029
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K 029| Conlinuad From page 2 K opg Monltoring
Maintenance Supervisor, revealed rastdent room The Maintenance Director will review
#226 had several cardnoard frames located in the findings with the Performance lmprove-

reom along with several bins of paper located on

' nthly for three
the residsnt room floor, ment Committee monthiy

months to ensure that compllance is

Intarview, oh 02/04/14 ol 2:24 PM with the sustained. The Performance improve-
Malntenance Supervisor, revealad ha was aware ‘ ment Committee consists of the

the room was collecting a lot of paper bukwas Administrator, Director of Nursing,
unsure oh how to address It sinca the resident Assistant Director of Nursing, MDS
wants the papers. Coordinator, Medical Records Director,

Malntenance Director, Social Services
Director, Dietary Manager, Housekeeping/
taundry Director, Activities Director,

Relersnca: NFPA 101 (2000 Edltlon).

19.3.2 Protection from Hazards,

19.3.2.1 Hazardous Ateas. Any hazardous areas . Business Office Manager, HR Manager,
shall ba safeguarded by a fire barrler having a : Medical Director and Consultant
4-hour tire resislance rating or shall ke provided Pharmacist. 3/1/14

with an automatic extingulshing system in
accordanca with 8.4.1. The automalic
extinguishing shall be permitted te be In
sccordance with 19,3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisiing partitions
and doors. Tha doors shall be self-clesing or
automaile-closing. Hazardous areas shall
Inciutde, but shali not be restricled lo, the
following:
{1) Bolter and fugl-flred heater rooms
(2) Centralfulk laundries larger than 100 fi2
{9.3 m2)
{3) Palnt shops
{4) Repair shops
{6} Solled linen rooms 4
{8) Trash collecton rooms
{7) Rooms or spacas fargar than &0 ft2 (4.6 m2),
including repalr shops, usad for storage of
combusiible supplles
and equipinent In quaniitles deamed hazardous
by the authorlly having Jurisdiction
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K028 ]| Continued From page 3 K oo8
{8) Laboratorles amploying flarnmable or
combustible materials in quantilies Jess than
those that would be consldered a savere hazard,
Excaption; Doors In rated enclosures shall be
pennitied to hrave nonrated, faclory or
fiald-applled
protective plates exlending not more than
48 In. {122 cm) abeve the bottom of the door.
K076 | NFPA 101 LIFE SAFETY CODE STANDARD Kore] K076

§8=D

Medical gas storage and administration ateas ara
protected In accordance with NFPA 99, Standards
for Health Care Faclities,

{a) Oxygen slorage locatlons of greater than
3,000 cu.ft. are encloséd by a one-hour
separation.

(b} Locatlons for supply systems of greater than
3,000 cufl. are vented {0 the outside. NFPA Q9
4.31.1,2, 19.3.2.4

Thiz STANDARD I8 not miet as evidenced by:
Based on ohsarvation and inferview, itwas
determlinad the facllity falled to ensure oxygen
storage areas were prolected In accordance with
NFPA standards. The deficiency had the polential
ta affact one {1} of seven {7} smoke
compariments, residents, staif and visitors, The
facllity is certifled for Sixly-Five (65) batls with a
census of Sikly-Four {84) on the day of the
survay, The facility falled to snsure oxygen

Christlan Care Center of Kuttawa bellavas
its current practices were In compllance
with the applicable standard of care, but
In order to respond to this cltatlon from
the surveyors, the facllity Is taking the
following additional actions:

Corrective Actions for Targeted Residents

On 2/26/14, the Malntenance Director
relocated the oxygen canisterstoa
dedicated storage area that lacks
combustible materials such as diapers,
cardboard boxes and wooden shalves.

On 2/27/14, the Malntenance Director
relocated the fight switches and
receplacies to above five feet from the
floor In the oxygen stotage room,

identiflcation of Other Reskdents with
Patentlal to be Affected :

The Malntenance Direckar audited the
facllity on 2/7/14 and found ne other
areas to be affected.
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storage over 300 cu ft. was slored five (5) {eel
away from any combuslibles and ignition sources
were locatad five {5} fast from the floor.

The findings include:

OCbsarvation, on 02/04/14 at 2:33 PM with the
Malntenance Supervisor, revealad fifleen (16)
oxygen tanks stored in the oxygen room at 200
hall. The oxygen tanks ware belng stored within
five (B) fest of diapers, cardhoard boxes, and
woodan shelves, Further ohservation reveated
light switehes and receplacies were not located
over five (8) feat from the floor.

Interview, on 02/04/14 at 2:33 PM with the
Malntenance Supervisor, revealed he was
unaware oxygen tanks could not be stored within
five (5) feet of combustibla malerials once the
storage equals over 300 cublc faet in a smoke
compariment, Furthar interview revoaled he was
also unaware once oxygen storage reached ihis
level there could ba no ignition sources located
within & feat of the floor.

Reference:

NFPA 101 {2000 edition}

8-3.1.11.2

Storage for nonftammable gases greater than
8.5 m3 (300 fi3) but less than 85 m3 (3000 i3}
(a) Storage locations shall be outdoors {n an
enclosure or within an enclesed interior space of
noncombustinle or Hmited-combustible
canstruction, with doors {or gates ouldoors} thal
can be secured agalnst unauthorized entry,
(b} Oxldizing gases, such as oxygen and nitrous
oxlde, shall not e siored with any flammable
gas, lauld, or vapor, .

(c) Oxidizing gases such as oxygen and nitrous

Monitoring

Pharmacist.

The Maintenance Director and the
Wedical Records Coordinator were In-
serviced 2/5/14 by the Administrator on
proper storage of oxygen tanks, Staff was
in-serviced on 2/11/14 by the Malnte-
nance Director and a repeat in-service will
be conducted on 3/7/14. The Mainte-
nance Director will in-service newly bired
staff during thelr orlentation perlod
regarding proper storage of oxygen tanks.

The Malntenance Director will conduct
weekly audits of the oxygen storage areas
for one month and then monthly to
ensure compliance. Results of these
audits will be presented to the monthly
Performance Improvement Commiltee by
the Maintenance Director for three
months for review, The Performance
Improvament Committee conslsts of the
Administyator, Directar of Nursing,
Asslstant Director of Nursing, MDS
Coordinator, Medical Records Director,
Malntenance Director, Soctal Services
Dlrector, Dietary Manager, Housekeeping/
Laundry Director, Activities Director,
Business Office Manager, HR Manager,
Medical Director and Consultant

3/23/14
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oxlde shall be separafed from combustibles or
materials by one of the following:

{1} Aminimum distance of 8.1 m (20 i)

() A minimum distance of 1.6 m {6 ft if the entire
storags locatlon is protected by an automatic
aprinkler system deslgned In secordance with
NFPA 13, Standard for the Instailation of Sprinkler
Systems -

{3} An enciosed cablnet of noncombustible
construclion having a minimum fire protection
rating of Y2 hour. An approved flammable llquld
storage cablnet shall ba permitied to be used for
cylinder storage. ’

{d) Llquefied gas conlainar storage shaii comply
with 4-3.1.1.2(b)4.

(&) Cylindar and contalner storage locatlons shalt
meet 4-3.1.1.2(a)11e with raspect to femperature
limitations.

{f} Electricat fixtures In storage leecatlons shall
maet 4-3,1.1.2(a) 11

(g Cyilnder protection from mechanleal shock
shail mast 4-3.5.2,1{h)13.

{h} Cylinder or conteiner reatraint shall meetf
4-3.8.2.1(b)27.

{) Smoking, open {lames, eleclrde healing
elements, and other sources of ignlilen shall ba
prohibited within slorags

{ccatlons and within 20 f (6.1 m} of cutside
storage locatiens.

(}) Cylindar vaive protection caps shall meet
43,6.2.1(b)14,
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