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Discipimer;
Signatire Healtheare of Spencer County d
A Standard Hedlth sUrvey was Initiated on not believe and doey nl;t; admit thg ;:;
08/19/12 and concluded on 08/22/12 with deficiencics existed oither before, during or
defiCTBnGles O!ted at the h}ghest Scope and ) &.ﬂﬁr the Sl.lwey- The. Facﬂjt‘f I'Q—SGI'\'E{S sl
severlly of &n *D". The facllity has the opportunity - fights fo contest the survoy findings through
to correct the deficlencies hefore remedies would , Infortdal dispute resolution, fomnat appeal
be Imposed. The Lifie Safely Code surv ey was ; pmocedfngs pr any a_dmtmstrah‘i'o' orflegal
conducted on 08/21/12 with deflclencles cited at | Procecdings,  This plin of conetion s ot

meant to establish any standard of care,
tontrect obligation or pesifion and the

the highest 5/5 of "E" ‘ |
' v Pacility resérves all rights to raise alt possible

KY 18805 was investigated during the standaid

c ; : contentions and defenses in any type of civ;
survey and found the allégation 1o bg Y typs of civil

of eriminal claim, aetion pr proceeding.

unsubstantiated with no régulatory violatlons Nothing contained in this plan of cortection
related to the allegation. should be considered ag & waivér of any
potentially applicable Peer Review, Qualify

This was. a NHI survey with entrance on Sunday, Assirine ot self, ciitieal examingtion
0B/S/12 at 3:00 PM. pngrilpgg w]uchhthc Peeility doeg not waive

13 ] A o an _rlesen'r,s t.e. right o asieit in any

I;:_Z; g?{%gg&ﬁ&g?;%NESFREE FHF)M F 221 hdministratlve, ¢ivil of crimirial claim, action
= S TH or proceeding.  The Pacility offers its
. response, eredible allepations of compliance

The re_s;dent has the right fo be free from any . and plan of gorrection a3 part of its o?:lgohg
phystecal restraints Imposed for purposes of cfforts to provide quality of care to residents.

diselpline or convenlence, and not required to \
ffeat the resjdent's medical symptoms. :

This REQUIREMENT is:nct met as evidenced
by:. )

Based on observation, interview, record review, -
and review of the facility's Physical Restrajnt
palicy, it was determined the facility fafled to
ensure ona (1) of the tweniy-two (22) sampled
residents (Resident #8) was free from physical
restraints, The facllity falled to appropriately
assess Resident #8 for a seat balt restraint, utilize
an alternate Intervention, and develop a restraint
reduction plan. The Resident has beenin a
physical restralnt since 2010.

Vi A

fE

'8 OR PRODER/SYPPLIER AEPRESENTATIVE'S SIGNATUREG TITLE ' . [FET

W N X 9hia.

Any  ddnoy Statement endjng with gg’ésterisk (*) denotes a defigiency which tha Institytion may ba excused from comrecting providing.i{ Ia deferhlnied that
olher safeguards provide suffiolent profastion to the patlents. (See instructions.) Except for nursing homes, thie findings staled above are ﬂisclosabiaﬁo days
Tallowing the date of survey whethor of noeta plan of corraction 1 provided, For nuising homes, the abdve findings and plare of corrention ate disclosabla 14
days follawing he data these documents ate made available to the facllity. |f deffefencles are elted, an approved plan of correction is raquisite to continued
program participation. .
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The findings inglude: -
Reidents affected: : 9z '/ iz
Review ¢f the. facility's policy titled Physical Resident #8's restraint has been reassessed, family
Restraint Reduction Prograrm, dated 12/2010, cducation completéd and physician ordered
ravealed the facllity supports the histief that g‘““f"ddaaml’;’m? Educational trainitig will
residents should be free of apy physlcal regtraint &fﬂim foa Stgﬁby “;3 S]zgg““d’{”r ‘t‘; "
imposad for o purposec.f depn o saf pdnialiir g eldn 810 bl e
convenlence. The policy revealed use of physical  of the restraint alang with the physician order to
 restraints In the facility will only be considered to t check and release every 2 hours during aetivities,
treat a medical symptom/condition that " mesls, and toileting. Bducation veas completed by
endangers the physical safety of tho resident or Septémber 20, 2012,
pther residents and linder the following conditions Residenfs potentially affecied:
as a fast resort measyre aftar a iral perfod where Residenits of the facility who ar restralned have
alternative, less resirictiva measures have been the patential to be affected by the cifed defielent
undenaken and proven io be unsumessful. A praﬁt]c-e A].I residents with pDSSlbIe Test]’ﬂ!nt
physlcal restreint glimination assessment will be gﬁﬁng ;ﬁﬁfg‘; 'J”s;fhﬂ n“rsmf .
ne qu d with a significant change TISUEC PEOPEX UsE L the
gggga(énilgrﬁrr{oaget;nl]i:\e tli?g ‘ctontinue hne%d of devioe by September 15,2012, No other sosldents
astraint 1es5er d f wraidt. oF were-assessed as needing  restraint af this time,
restraints, a leaser degree of restraiit, of an Systomic mensures:
aliemative ta a restraint. Reéstraints a7é tracked via the white board process
‘ _ by the nursing admivismation team and the MDS
Observations of Resident #8, an 8/19/12 at 5:45 seheduler. Ary changes in physicim orders
PM., 8/20/12 at 8:55 AM, 9:30 AM, 10:30 AM. régarding restraints and other devices-will be
11:16 AM, 12:30 P, 150 PM, 2:30 PM, 8:30 reviewed in the clinical meeting hy she nursing
PM, 4:30 PM, and 8/21/12 at B:15 AM, 9:00 AM, edmin téarn. Documentation snd assessments wiil
10:16 AM revealed the resident was sitling in a 'JS teviewed and/or compleled by the riwsing
whealchair with a hen-atarining seat belt restraint & ’]“‘““"5‘};?? “;’J“lmb mg’“‘":dc"ml’“*‘m with the
applied around the residents waist, Tho resident L Polw;"m s ;;E‘;Z;‘w a‘ﬁ;*g\ig‘e‘i’;‘;ﬂ}m
i aking uigh n oy by lgment S
on o1 by 9/2'0,'2012 Nuyrses wil] be ¢ducated on
Whee]cha!’ The residentdid not lean inthe the documentation related to the restraint policy
wheelchalr and made no attempts Lo unfasten the and the justification of u restraint by the SDC
seatbelt resiraint or stand during the end/or the Adminisbator on or by 9202012,
observatlons. Monitoring meagnres:
New physician's orders fncluding devices and
Review of the resident's clinical record revealed a vestraints will be revicwed in the moming cinieal
physician's oider, dated 12/01/11, to change the QA meeting, Quarterly interdisoiplinary care
FORM CMS-2567(02.09) P}evious Valts‘mns Obsolela Evant 1D: JWXA11 ) Pacitity (D2 100803
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 non-alarmiing self-releage seat belt restraint,

"dated. 12/01/11, revaaled the form did nol assess

alarming wheelchair seatbelf resiralnt to a

Review of physiclan orders, for 08/01/12 through
08!31/12 revealed conlinued ordsrs for a nop-
alarming seatbelt restraint when in a wheelchalr
for posture and posttioning. The physician order
indicated the seaf bglf restraint was to serve as a
reminder for the.resldent not fo ambulate
indepandantly due to decreased safety
awareness related to Alzheimer's,

Review of the PreiHesirainl;\g Assessment,

all of the potential contributing behavioral factors,
alternatives to restralnts wets not addressed, and
the entire assessment wasg not signed by a nuese.

Interview with Ceruﬂed Nursing Assistant (CNA)
#1, on 08/22/12 at 12:05 PM, revealed she did
not know ivhy the resident was in a rastraint, The
CNA revezled she had never witnessed the.
resideht attempling fo lean over, or attempt to
stand from the wheelchalr, The CNA revealed
she had never sean the residant attempt to
unfasten the seat belt restraint,

Interview with Licensed Practical Nurse (LPN) #1,
oh 08/22/12 at 9:23 AM, revealed the regident did
not have a problem with posture and positigning.
$he further stated the resident had been
obsdrved reaching for the floor in an attempt to-
"feed the chickens.” (The resident was a farmer).
The LPN slated she was nol aware of the
resident having a fall, and revealed the resident
could not purposefully release the seat belt
restraint. .

Raview of the Physlcal Restraint Elimination

At Risk weekly committee will roview all vesidents
with resteaints weckly unti} discontinued as well ag
diseuas restraint reduegions as needed, The
Director of Nursing or the Assistant Director of
Nursing will review the restratnt docomentaticn
during the weekly Af Risk mecting quarterly to
ensure all doguinentation justifies the need for the
restrasot with proper diagnosis. Findjops of the
audits and rounds-will be disenssed in monthly QA
-meetings for 3 months then quarterly to ensure,
sustaimed compliance, IDT coinmittes will distase
need fot revision, correction and/os resclition
during the QA process.

Completion date:

The facility will be in compliance on 9/21£2012.
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F 221 | Continued From page 2 F 221 plans will be completed to review all aspecty of the C’ ’,2\- !‘21712
regident’s care and need for the reséaint. The DT ’
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-| verbal cues to remaln seated. When OT reviewed

Continued From page 3

Assessient, dated 01/13/12, tevealed a seors of
thirty-six {36) indleatitg the resldent was not a
good candidaie for a restraint reduction, but did
not indicate the reasans why, Review of the
reagsessment, dated 05/30/12, revealed a score
of twehty-nine (29) indicating the resident was a
good candidate for a rastraint reduction, and was
assessed as having a normal siting halance,
The assessmant area thdicated therapy was to
gvaluate for a réduction of the restraint,

Iterview with the Oceupational Theraplst (OT),
on 0B/22/12 at 9:30 AM; fevealad the resident
had a history of falls and was referred for
atrengthening. The QT indicated that a saatheit
resiralnt can be "sort of* a positioner heing that it
keeps the resident in the seated position, The
OT revealéd the resideni required supsivision for

the resicdent for restraint reduction, the decision to
continue the seat helt rastraint was made due fo
the risk of the reslident bending forward In the
wheelghalr,

Interview with the Director of Nursing (DON}, on
08/22/12 at 9:50 AM, revealed the regident was
not in the restraint fot proper postioning or
poiture, but for safaty to prevent falls. However,
the DON revealad the resident had nat fallen
since April, 2013. The DON revealad the fast
time they tded an alternate Interventioh to the
restraint was in July, 2010, The DON stated she
was a member of the Interdisclpiinary Team that
revievred all restralnt assessments and had
requested OT to evaluate for restraint reduction.
Heéwiever, the DON revealed she relled solsly on
the therapist assessment and the nursing
department did not Ly any other alternate methad

F 221
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1 1o help prevent ihe development and transmission

" | actions related 1o infections.

safe, sanitary ang comfortable envirenment and
ot diseass afid infection.

(a) Infection Contro} Program

The faclity must establish an Infection Con{rol

Program under which ff »

(1) investigates, conirols, and prevents lnfec!rons

in the faciiity;

(2) Decides what procedures, such as Isolatlon,
should be applled to an individual resident; and

(3) Malntalns atacord of incldents 'and corractive

{b) Preventing Spread of Infection

(1) When the infection Control Pragram
determines thatf a resident needs isolation to
prevent the spread of infegtion, the facility must
isolate the resident,

(2) The facility must prohibit employees with a
communicable disease ar infected skin lesions
from diract contact with resldents or thelr food, if
direct contact will tranismit the diseass, )
() The facllity must require stalf to wasi thelr
hands alter each direct resident contact for which
hand washing is indicated by accapted
professional practice.

{c) Linens

" Bdueation/trafning will be provided by the SDC

Resident #5 tube feeding pomp-and pole was
clepned 8/22/2012, and syringe placed in a bog
Wirh dife. Charge nnrse-was eduested on syringe
placcment after be feeding procedurs completion
on 8/2772012 by the SDC,

Resldents potentially affected:

Residents of the facility who have a-feeding tube
have the poténtial to be affected by the cited
deficient practice, AN resident rooms with tube
feedings ordered were andlted to ensure olcan nibe
feading equipment $/23/2012. Edueation/ training
wiill bo provided to nerses on infection control
regarding tube feeding procedurs, end
competencics will be completed with each nurse
regarding placement of cquipment before and after
sdministering & tubo feeding by 5/20/2012 by §DC
and/or the Dircetor of Nursing,

Syatemie measures:

and/or the Adminjstrator fo nurses on infection
control rogarding tabe feedlng administeation, and
eornpetencles will be completed with each nurse
regarding placement of equiphitnit befora and after
adminigrering a tabé fceding Nursing end
housckecping staff will be educated by SDC
and/or the Administrator regarding tabe feéding
pole and pump sanitation including the ¢cleaning
schedule. Edncation will be cOmplc.tcd on or by

SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAM OF GORRECTION s
PREEFIX (EACH DEFGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS58-REFERENGED TO THE APPRGPRIATE DATE
DEFIGIENGY)
F 221 { Continued From page 4 Fao
ol Interventlons ta ramove the resident from the
raatralnt. Therefore, the resident remained in
restraints, without an atiemnpt at a reduction, since
2010,
F-441 | 483.65 INFECTION CONTHOL, PREVENT F 441
55=D | SPREAD, LINENS vk
. Fdi1 qJ2\ aon
The facilify must establish and maintalp an
Infection Controf Program designed to provide a ‘ .
: Residents affected:
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SUMMARY STATEMENT OF DEFICIENCIES

F 441

by

Personnel must handle, store, process and
franspot? inens so as to prevent the spread of
infection. )

This REQUIREMENT 5 not met as evidenced

Based on obsérvation, Interview, and review of
the facility's policy, it was detérmined the facllity
falled 1o implement thell Infectton control program
related to care of enteral feading .
pumpsipale/syringes for ane (1) of wo (2)
sampled residents, out of tatal of three (3)
rasldents with enteral feedings. Observation of
Rasident #5's enteral feeding pump and pole
revealed tube feeding splatters on the enteral
pump and botlom of the pole for all thrae days of
the survey. In addition, the resident's feeding
syringe-was not stored-according to the facllity's
policy.

The findings include;

1. The faclity was unable to provide a policy for
cleaning of a enteral {feeding pump/pole.

Observation durihg a medication pass, an
QB8/20/12 at 8:30 AM, revesled Residant #5's
enteral feeding pump and pole had excessive
amotints of tube feeding dripphigs and splatiers.
The splatters was drled and covered most of the
legs.of the feeding pole. Continued observation
ravealed tho shitlage was not cleaned and
remained on the pump and fesdlng pole for three
days until surveyor intervention on 08/22/12,

X0 : m | PROVIDER'S PLAN OF CORHAECTION x5y
PREEIX {(EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORREETIVE ACTION SHOULD BE COMPLETHN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO9S-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY)
Continued From page 5 F441| Scptember 20,2012, Housekéeping will ciean

poles and puraps dally during their rounds, The
Housckeeping dircctor will audif resident tpoms
with tube feedings 3 timés a week to ensure
syringes are in bags-and dated and the tbe feeding
poles are clean,
Monlttoring measures;
The SDC axd/or DON will complete observations
of nurses during thé tubie feeding administration
concentrating of infeetion control process and
syringe placemnent. Rendom bhseivations will
Oceur twics a week; for s manth then monthly for 3
inonth to.cosiire compliance with infaction
contyol during sdministration of tube feeding, The
QAA commitfee ill determing neéd for further
review dependiog on compliance during
‘observatians, If conectionfedueation is needed
related 1o Gompliance of audits, the 1IDT tearn will
deyermine nead for revision of plan of corfection at
that tinte, Findings of the audits and rounds witf be
discussed in monthly QAA xectings for at least 3
months or until sustiined dompliance ls met,
Completion date;
Tiie facility will be in compliance on 9/21/2017.
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2, Review of the facility's policy,
Nasogastric/Gasirostomy Tube Feedings, dated
12-2010, rgvealed the feeding tube syringe is to
he rinsed after aach use and kept in'a syringe
€ase, -

Obsatvation, on 08/19/12 at 8:35 PM, tn
08/20/12 at 9:05 AM and 04:00 PM, and on
08/21/12, at 8:00 AM, 8:46 AM, and 12:00 PM,
revealed Resident #6's enteral feading infusion
purmp and pole was solled as evidenced by a
brown substance spattered over the surfaces of
the pump and pole. In addliion, a sixty (60) cublc
centimeter (ce) syrlnge.was stored in a container
of clear liguld an Resident #5's. bedside table.

Qbservation, on 08/22/12, at 11:25 AM revealed
Rasident #5's enteral feeding nfuslon pump and
pole remalned soiled as abserved on 08/18,
08/20; and U8/21/12, and & 60 cc syringe was
stored in a contalner of fight brown liquid ptaced
on the bedslde table,

Intervlew; on 08/22/12 at 12:15 PM, with Licensed
Practicat Nurse (LPN) #2; revealed she thought
Resldent #5's entéral feeding infusion pump ancd
pole looked diy. LPN #2 stated the pump
should be cleaned by tha nursing staft every shift
if dirty, but she was nhot sure who would be
responsible for cleaning the pola, In dddition,
LPN #2 stated the syringe In thie container of
watar on the bedside table Was used for fiaghing
the resident’s gastréstomy tube (G-tube) and that
a new syringe wag provided sach day by saff on
the 11-7 shift, LPN #2 stated the syringe should
be emplied, rinsed, and stored in & clean plastic
bag and hung on the Infuslon pump. LPN #2

(44) 1 " SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 0]
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PHEFIX {EACH CORREGTIVE ACTION SHOULD 8E - GOMPLETION
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DEFICGIENGY)
F 441 | Continued From page B F 441
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STATEMENT OF DEFICIENCIES (K1) PROVIDEA/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A~ ANOF GORRECTION [DENTIFICATION NUMBER; COMPLETED

' : A BUILDING — :

' B, WING 3 E
. . 18e827 | i — 08/22/2012,
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CJTY, STATE, 2IP CODE :

628 TAYLORSVILLE RD

: EALTHCARE ¢ :
SIGNATURE HEALTHCARE OF SPENCER COUNTY TAYLORSVILLE, KY 40071

() o SUMMARY STATEMENT OF DEFICIENCIES D F’ROVID!:R'S PLAN OF GORREGTION (X5)
PREFIY {EACH DEFICIENGY MUST BE PREGEDED BY FULL PAEF(X {FACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY OR LSC IDENTIFYING INFORMATION) TAGQ CRD3S-REFEAENCED TO THE APPROPRIATE DATE
‘ * DEFICIENGY)
. F 441 | Continuad From page 7 F 441

stated Improper storage of the gyringe Used to
flush the resident's G-tube could potentlally
expose Resident #5 to infection.

Interview, on 08/22/12, at 12:40 PM, with the
Direstor of Nursing (DON) révealad a syringe
used for GG-tuba Hushes should he stored in a
clean plastic bag and hung on the infusion
plrvip's pole when not in use: The DON explained
thie syringe cdse; based on the language used in
the facllity's pollcy under ¢are of equipment for
G-tube feedings, would meap) storage of the
syringe in a clean plastic bag. ’

FORM CNS-2567(02-88) Fravious Vatslons Obsoleto Event ID: JWX'AH Faclity 1D 160603
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STATEMENT OF DEFICIENCIES X0 PRD\thRISiuPFLIEPI;UCLH (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AN UNMBER:
Nl’i AN'OF GORREGTION IDENTIFICATION NUMBER A BUILDING 01 - MAIN BUILOING 0f CDMFLETED
B. WING
_ 185327 . — _ T pg/21/212
NAME OF PROV|DER OF SUPPLIER STREET ACDRESS! CITY, STATE, ZIF CODE
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SIGNATURE HEALTHCARE OF SPENGER GOUNTY TAYLORSVILLE, KY 40071

o) 1D SUMMARY STATEMENT OF OEFICIENGIES - 0 PROVIDER'S PLAN OF GORREGTION

) 3 L . ! %5}
PREF {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
TAG REGULATORY OR LSC IDENTIFYTNG INFORMATION) TAG: CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70{a)
BUILDING: 01

PLAN APPROVAL: 1986, 1092
SURVEY UNDER: 2000 Existing:
FACILITY TYPE: SNFINF

TYPE OF STRUCTURE; Ohe (1) story, Type V
(111

SMOKE COMPARTMENTS: Ning (9} snioke
companments

FIRE ALARM: Complete flre alarm system with
smoke deteclors

SPRINKLER SYSTEM: Gomplete sutomatic dry
sprinkler systam.

GENERATOR; Type Il generatar, Fuel source is
propane, .

A standard Life Safety Coda survey was
conducted on 08/21/12. Signature Healthcare of
Spencer County was found not to be in
compliance with the requirements for participation
in Medicare and Medicald. The facility has one
hundred twenty (120) certifled beds with a éensus
of ane hundred nine (108) on the day of the
survey.

The findings that foliow demonstrate .
noncoinpliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (LIfe Safely from

. P .
U\BORATORY%GTOR’S OR PROVIDERIBUPPLIER REFRESENTATIVES SIGHATURE TITLE ) DATE

B 775 V10 PA———— | R

' )
Ani'. ' aienc'y sngtemerﬂ an_cl]n}y with #n asterisk ¢*) denotes a deficiency which the institulion may be excused fram cortacting providing it is detemﬂned that
othaf safogusrds provide suffizient prédfection to the patients. (Sea Instructions,) Except for nursing homes, the findings stated abova ara disclosshie 90 days
tollowing the dale of survely whethgr or net a plan of correction is provided. For nlirsing homes, the above findings and plans of correction are disclogabla 14
days following the date these docurmenis are made avalfshie to the facillly, If deficiencies are cited, an approved plan of corractlon Is requisite to continued
program participation.

.
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STATEMENT OF PEFIGIENCIES )] PROV'[DERJSUFPLIE_R]HEUA {¥2) MULTIPLE GONSTRUGTION 13 gg&% E-é)&\gﬁv
TeTE i
A" LAN OF CORRECTION IDENTIFICATION NUMBER; AGULONG  of - MAIN BUILDING 01
) 185327 8- WNG ... — p8/21/2012
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
e yrs 625 TAYLORSVILLE RD
SIGNATURE HEALTHCARE OF SP'ENCEH COUNTY TAYLORSVILLE, KY 40071
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIDN | 06)
BREFIX (EAGH DEFICIENCY MUST BE PRECEQED BY FULL PREEIX- {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
o . o ) {02!
i 600 | Continued From page 1 K ooo| ¥0%
Fire) Revlidents affeced:
Deficiencies were cited with the highest No reidents were found to be affected by ihe
deficiency identifled at "E" level. g;ﬁ;}ge;mmggga-hﬁmmEmﬁmﬁﬂi
Z b i 16l odar ! T, .
}2222 NFPA 101 LIFE SAFETY CODE STAND}':\RD K025 pfpes on 100 hall and 400 halt on /23,2012, The QI\’;’ZO\Z
= , . sueteetion on 200 Lall wais sealed with Firé
.Smoke harrisrs are constricted fo provide at %al:ﬂcr S:ﬂam on 8/23/12; The Kwili"fnan:t:vas
least & ohe half hour fire resistance rating In semoved around the sprinkler pipes on 200 hall
accordance with 8.3 ~Smcxl«e parriers may snd Fire Barier Sealant was placed. The 2 pipes
terminate at an attium wall, Windows are . nd 2 x 4 stud was sealed with Pire Barrier Sealaine
protected by fire-rated glazing or by wired glass on 8/23/2012 ofi the 600 halt.
panels and slesl frames. A minimum of two _ )
s’eparate compartments are provided on each Residents potentially affected:
floor. Dampers are not reduired in duct . g ) ,
penetrations of smake barriers In fully ducted ?f;;};‘g;;g‘;fﬂ; I;‘;‘i?ﬁi‘; ;‘f\iﬁﬁ;ﬁmﬁ on
heating, ventifating, and air candltioning systems; Consnlinat to siteure o penclrations existed.
19.3-. 73, 19.3.7.5, 191 .6.3, 19.1.6.4 Thoso pcnbtraﬁons found during T.he life Safet)'
survey were fixed 8/23/12, Residents located in
the smoke comparfmént arcas found fo be deficent -
could have potentially heen affected but are no
longer at risk 6f belng affectéd,
This STANDARD {s not met as evidenced by: .
Based on observations and.interview, if wask Systemic measures: |
detgrmined the facility falled to malntain smoke L o
between smoke campartments in accordance Ietion recardi e batriens and h
wlih NFPA standards. Th defléncy had the el to ot smokereslsce an
potential to affect six (8) of nine (8) smoke 9/14/2012 by the Regional Maintenance
conipartments, elghty four (84) residents, staff Consultant. The Maintenance Ditestor and/or the
and vigitors, The facllity has one hund red wenty Assistance Maintenance Director will conduet
{120} certified heds with a census of ane hundred weekly rounds throughout the building inciuding
nine {109) on the day of the survey. thé attic space fo defect and peneirations of the
smoke barriers. The ronnds will he weekly for 4
W?eks: If rounds are 100% compliant, the rounds
The findings include: will epntimie monthly vngoing.
Observations, on 08/21/12 befween 8:30 AM and
9:30 AM, with the Mainténance Director revealed
FO-F\M CMS-E'SG?{bE‘lBs) Previoua Versions Obsolele Bvent D JWxA21 Facility I0: 100603




Oct,

4. 2012 5:22PM

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

Sighature Healthcare

No. 9343 P

12/22

PRINTED; 09/05/2012
FORM ARFROVED
OMB NO. 0938-0391
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AN~ L AN OF CORRECTION IDENTIFICATION NUMEER: N “COMPLETED
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BWING
185327 - 08/21/2012

MNAME OF PROVIDER OR SUPFLIER

SIGNATURE HEALTHCARE OF SPENCER COUNTY

STREET ADDRESS, CITY, 8TATE, 21p GODE

825 TAYLORSVILLE:RD

" TAYLORSVILLE, KY 40071

SUMARY STATEMENT OF DERICIENCIES

1) The area around the sprinkler pibe was not

flamriable kwik foarn to.seat'around plpes

the smoke partitions, extending alove the cetfing
had inylfiple penetrations of pipes and wirgs, The
penetrations were not filed With a materlal rated
equal to the partition and cowld not resist the
passage of smoke. The penstrations and
unrated material were noted in the following
locations:

sealed to resist the passage of smoke Iri the 100
Hall ahove tfie ¢ross coridor doors,
2) Anunsealed penetration and the use of

lpcated in the 200 Hall above the cross cotridot
doors next to room #209.

3). The use of flammiable kwik foam to seal
around two {2) sprinkler pipes in the Fire Wall
focated ih the 400 Hall above the cross corrldar
dooais next to room #401.

4) Two (2) pipes used as a sleeve through the
smoke parfition were not sealed inside the pipes;
also a 2x4 stud was projecting into the wall and
was riot sealed with a rated material, These
perietrations were located In the 800 Hall above
the cross comridor doors next to room #5071,

Interview, on 08/24/12 betweén 8:30 AM and 9:30
AM, with the Maintenance Director revealed he
was not aware of the penetrations, and was not
awara of who had installed the unrated Qwik
Foarn.

Reference: NFPA 101 {2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cablés, wires,
air ducts, pneumnatic tubes and ducts, and similar

The Administrator pad/ot Regional Maintenance
Consultant wifl conduct monthly rounds
throughput the building {o-jiclude an atidit of
smoke bartlers. Findings of the monthly rounds
will be presented to the QAA commiittee monthly
by the Maintenance director. The QAA commitice
will deterdine the need for further réview based on
resuits of monthly audits for & moriths, '

| Completion date;

The facility will be in complance on September
15,2612, '

(X4} 1D D PROVIDER'S, PLAN OF CORREGTION . e
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL FREFIX (EAGH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 146 CROSS-REFERENGED TQ THE APPROFRIATE DATE
. DEFICIENGY)
K 025 Gontinued From page 2 I 025 | Monitaring measures:

FERM CM&.2667(02-80) Previcus Versions Obsd'ets

Event 10;/WXAZ1
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STATEMENT OF DEFICIENCIES X1 PROVIEER!SUFPUSF}I%LLA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
A,j LAN OF GORRECTION IDENTIFICATION NUMBERY AFULONS 01 - AN BUILDING 0f COMPLETED
. N 185327 B VNG 08/21/2012
MAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, $TATE, ZiP CODE
. ) , . 6256 TAYLORSVILLE RD-
S8IGNATURE HEALTHCARE OF SPENCER COUNTY  TAYLORSVILLE, KY 4007}
X4 1D 'SUMHARYSW“TMENTQFDEHGENCES 0 PROVIDER'S PLAN OF CORRECTION 5)
PREFIA (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL BREFIX {FACH CORRECTIVE ACTION BHOLILO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 025 | Gontinued From pade 3 K025
bullding service equipment that pass through
floors and smoke barrers shall be profected as
follows:
{a) The space between the penetrating item and
the smake barrier shal
1. Be filled with a material capable of malntaining
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the gpecific purpose.
(b} Where the penetrating ftem uses a sleeve to
penetrate the smoke barrier, the sieeve shall be
solidly set in the smoke barrier, and the space
hetween the item and the sleeve shall
1. Be filled with a materiat capable of maintalning
the smoke resistance of the smoke batrler, or
2. Be protected by an approved device designed
for the specific purpose.
(¢) Where designs take transmission of vibration
Into consideration, any. vibration Isolation shall
1. Be mads on #ither side of the smoke harrler, or
2. Be made by an approved device designed for:
the speacific purpose. .
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027| xoz7 |-
88D q“?’ZDiZ
Door openings in smoke barrlars have ot lpast a Testdents affected:
20-minule fire profection rating or are at least . ,
1%-Inch thick solld bonded wood core, Non-rated ?:f’-".smfm were found to be affeoted by the
protective plates that do not exceed 48 friches ioient pracrice.
from the bottom of the door are permitted. T v
Hérizontal sliding doors comply with 7.2.1,14, Residsnts potentially ffctod:
Doors are self-closing or sutomafic closing In The hall 600 doors were commected and plose
accordance with 19.2.2.2.8, Swinging doors are property on 8/22/2012. The smoke comperfments
not required te swing with egress and positive affected by this doficlent practice coutd hiave
lafching is not required.  19.3.7.8, 19.3.7.6, potentiaily nffected residents located in these ereas
10.3.7.7 but arc no longer at risk of being affecied,
FORM CMS-2567{02-98) Previaue Versions Gbeolste Event [D:JWXAZ] Facility 10: 100603 /ff[ i%} ,f danhnu ‘.on sheet P gt 4ot 13
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NAME OF FROVIDER OR SUPPUER

SIGNATURE HEALTHCARE OF SPENCER GCOUNTY

STREET ADDRESS, CVTY, STATE, ZIF CODE
826 TAYLORSVILLE RD

TAVLQBS\HL’L‘E, KY 40071

This STANDARD s not met as evidenged by:
Based an obsetvation and Intetview, it was
detarmined the facility failed to ensure cross
-corridor doors located In-a smoke batrier would
resist the passage of smoke in accordance with
NFPA standards. The defi¢isncy had the
rotential to affect two (2) of riing (9) smoke
campartments, twenty four (24) restdents, staff
and vigitors. The. facility has cne-hundred twenly
(120) c¢ertified beds with a census of one hundred
hine (109) on the day of the survey.

The findings inglude:

Observalion, on 08/21/42 at 3:22 PM, with the
Maintenance Director revealed the cross-corridor
doors locafed in the 600 Hall would not ¢lose
complelely whén fested, leaving e gap of
approXimately ane inch or greater between the
pair of doors and would not Tesist the passage of
smbokKe.

Interview, on 08/21/12 at 3:22 PM, with the
Maintenance Director revealéd he Wwas unaware
the doors would hot clésé all the way leaving a
gap between the doors in the closed position,

Réference: NFFA 101 (2000 edition)

8.3.4.1* Doors in smoke barriers shall clése the .

opening Jeaving

only the minimum clearance necessary for pfoper
operation

and shall be without undércuts, louvers, or grilles.

Referencs; NFPA 80 {1999 Edition)
Standard for Fire Doors 2-3.1,7

The Regidnsl Maintenance Consultant. will educate
the fagility Malntenance Director and Assistant

| Maintenance Dircotor xegardinig the appropriate

closure of eross-corridor doors an &/ 14/2012, The
Malntenance Directo and/or Assistant
Mairitenance Dircotor will audit cioss-cotridor
doors in the bulldisg weekly 16 ensure the gap does
vt exceed 1/8 inch gap. The avdit will be weekly
for a manth. the audits are 100% complions, the- |

_widits will he monthly ongalng.

Monitoring measures:

The Admindstrator and/or the Regional
Meintenance Consultant witl conduct monthly
m'ﬂndﬂ to include cross-corridor doors ¢lose
properly with minimal gep. Findings of the
monthly rounds will be diseussed during QAA
committee monthly for 3 months. If susteined
compliance is not met thuough the rotitnly

preveritative maintehanee audits, QAA. comimittes

will continue review until comphance for 3 months;
thereafter,

Completion date:

The facility will be in complianée o Scptember
15,2012,

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORREGTION )
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CRUSS-REF  GED ITO THE APPROPRIATE DATE
. “[ENCY)
K 027 | Continued From page 4 K027 Systemic measures;
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(X4 1D SUMMARY STATEMENT OF DEFIGIENGIES o] . PROVIDER'S PLAR OF CORREGTIGN [45)
PREFIX (EACR DEFIGIENGY MUST 8E PREGEUED BY FULL. PREEIX {EACH CORREGTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
K 027 | Conthued From page 8 K027

The clearance betweaen the edge of the door on
the puil side shall he /8 in. (+} 1716, (3.18
mm (+/-} 1.69 mm) for stesl doors arid shall not
excsed 1/8 in. (3.18mm) for wood doors,

KSgZE NFPA 101 LIFE SAFETY GODE STANDARD . K029 K029 q '15]20’1 ,
One hour firé rated constriiction (with % hour ' Residents nffected:
fire-rated doors) or an @pproved automatic fire
extingulshing systern in accordance-with 8.4.1 No residents wero found tobe affected by the
"and/or 19.3.5.4 profects hazardous areas. When deficient practice, A self-closing devies was
the approved automatic fire extinguishing system installeti on the fanitor’s closét in the Xitchen, the
option is used, the areas are separated from Environmental Services Dircetor’s office, the
other spaces by smoke resisting partitions and : Janitor's closet locared on Unit 2, and the oxygen

doors, Daors are self-closing and hon-raled or room door on §/22/2012,

! field-applied protective plates that do not exceed
48 inches from the boftoin of the door are
permitted.  19.3.2.1

Residents potentially affected; '

All areas that were deficlent during surs
Al al w lclent & Survey w

. eorrected with ingtallation of door closcmyby e
823 f_‘2_(_]12. Residenty in these areps could have
petendally been affected but are no Tonger-at risk

of being affected,
This STANDARD s nat met as evidenced by: Systemic measures:
Based on observationand interview, it was The Reoi .
determined-the facility failed to mest the e Repional Maintenance Conspltant will educate.

the _Mafntenancc.Dircctnr ind the Assistant
Mamtcpanca Direotor on the NFEA 10 19.3.2
Protection of Hazards on 9/14/3012. The

requirements of Protection of Hazards in
accordancé with NFPA Standards. Thie

deficiency had the potential to affect two (2) of Maintenance Diretto il agie L.

nine (9) smoke compartments, twenty four (24) t0 ensure the 5 %’uﬁggﬁg":‘ﬂ ;;ltiqors x:;ﬂcelgly
residents, staff and visitors. The facliity has one The audi will be done weekdy for 4 v{; :ff hatmn;.
hundred twenty (120) certified beds With a census included on tho wonthly rounds au dit-’on m_‘n“l{
ofone hundred hine {108) 6n the day of the ensiure contioued compliance, EOIRg 0
survey.

The findings in¢lude:

Observatlon, on 08/21/42 between 9:45 AM and

"FORM CMS-3267(02-00) Prevlous Vereions Obsolel Event ID:JWXA21 Faclity 1D: 100853 ﬁi:‘ﬁ?w”?_Ifmntinuatlanﬁlleﬁ}ffga 6of13
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K 029 | Confinued From page 6 K 029{ Monftoring measures: .

"I automatic-closlng. Hazardous areas shall

3:38 PM, with the Maintenance Director revealed
the following hazardous areas did not have a
self-closing device fo keep the door closed.

1) Janlior's closet in the Kitchen,

2) Environmental Services Directors Offics.
3) Janitor's closet tocated in Unit 2.

4) Oxygen storage room was not sélf-closing
and the door was not rated.

Intérview, on 08/21/12 between 9:45 AM and 3:38
PM, with the Maiitenance Director revealed he
was not.aware the doors were required to be
self-¢losing.

Reference:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas:
shall be safeguarded by a fire barrier having a
1-hour fire reslstance rating or shall be provided
with an.automatic extinglishing systeni in
accordance with 8.4.1. The automatic.
sxtinguishing shall be permited to be in
accordance with 19,3.5.4. Where. the sprinkler
option 1s ysed, the areas shall be separated
from other spaces by smoke-résisting partitions
and doors. The doors shall be seff-closing or

inclyde, but shall not be restiicted to, the
fotlowing:

(1) Boiler and fuel-flred heatér rooms

(2) Centralbulk laundries larger than 100 {2
(9.3 m2}

(3) Paint shops

(4} Répair shops

“The adminisirator and/or Regional Maintsnance
Consiltant will conduet monthly founds 1o inclyde
_d?pr_s' and dpor closers to ensuro compliance,
Findiugs of the rhonthly rounds will bo reviewed in
the monthly QAA meeting for 6 months; The
QAA committes will determine the need for
further seview based on compliance,

| Completion Date;

The facility will be fa complisnce-an September

15,2032,

FORM CM5-2567(02-86) P1svious Versions Obsolele
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(6) Soilad linen rooms

(6) Trash collection rooms

(7) Rooms or spaces larger than 50 #12 (4.6 m2),
including repair shops, Used for storage of -

 combustible supplles

and equipment in quantifes deemed hazardous.
hy the authorlty having jurisdiction
{8y Laboratories employing flammable or
tombustible materfals in qiiantities less than
those thatwould be considered a severe hazard.
Exception: Doprs in rated snclosures shall be
permitted to have nonrated, factory or
flald-applied
protective plates exténding not more than
48 In. (122 cm) above the bottom of the door,

NFPA 101 LIFE SAFETY CODE STANDARD

Combustion and venfilation air for bolier,
incinerator and heatér réoms is taken from and
discharged to the oulside alf.  19.5.2.2

This STANDARD Is no{ met as evidenced by
Based on ohservation and interview it was
determined the facility failed to ensure
combustion alr and ventitation for bollers,
incinerators, and heater tooms were Installed in
accordance with NFPA standards. The
deficiency had the potential to affect one (1) of
nine (9) smoke ¢ompartmenis, twenty (20)
resldents, staff, and visitors. The facility has one
hundred twenty (120} cettified beds and had a
census of one hundred nine (109} on the day of
the survey.

The findings Include;

K029

K 068

K068
Residents affected:

Mo restdents wees found to bo affected by the
deficient practics,

Residénts potentially affected:

- The Unit 1 Methanital Room was vented propexly

on August 23, 2012, Residents were fond {0 be
patentially affected by this daficient practies but
arg 0o Jonger gt risk of being affected,

Systemic medsures:

The Regional Maintenance Divéctor educeted the
Maintenance Director and the Assisiant
Maintenance Director on NFPA 103 Life Safery
Code 19.5.2.2 which includes proper veniilation
for heater reomas, BEducation will bs completed on
5142012, The Maintenanco Director will condugt
weekly rounds of ali heater rooms for | vhwonth and
monthly thereafter to engore complipnce with
yentilarion,

aisfiar2
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TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROS&REFERENEE{D !-Eg T\Il:l)E APPROPRIATE DATE
. DEFIGIENG
K 068 | Continued From page 8 K 088 | Moniforing reasures:
Observation, on DB/21112 at 1:48 PM, with the The Aduinistrator andfor the Regional
Maintenance Director revealed the fresh air vent M&‘“ﬂ‘:“me Cénsultant will conduet monthly
for the water heater located in the Unit1 T e fomplieace with pfoper
Mechanical Room did not vent to the outside but | reviewed b the m‘;ﬁm‘]’y; dﬁ ‘é’é;’ii.i‘tféﬂ}’;;ﬁ
instead was open to the attic. months. The QA cominittes will delemate the
' : ; ) need for furthier feview based 3 ]
nterview, on 08/21/12 at 1:48 PM, with ttie ¥ besed on udit complidnce.
Maintenance Director revealed he was not avidrg o
fhe vent was open to {he attic and not aware they Coimpletion dafe:
were required io vent directly o the outside. The tacility wil 66 in compliance on Septeimber
15,2012,
Reference: NFPA 101 Life Safety Gode (2000
editlon)
Section 19.5 Bullding Services
19.5.2.2
Any heating devlce other than a central heating
plant shall be designed and Installed so that
combustible faterial will not be ignited by the
dsvice or its appurtenaices. If fuel-fired, such
heating devices shall be chimney connested or
vent connected, shall take afr for combustion
directly from the oufside, and shall be designed
and installed to provide for complete separation
of the combustible system from the atmosphere
of the occupied area. Any heating device shall
have safety features to immediately stop the flow
of fuel and shut down the equipment in ¢asé of
either excessive temparatura of ignition fallure. _
K 130 | NFPA 101 MISCELLANEQOUS K130
S8=D -
OTHER LSC DEFICIENCY NOT ON 2786
D)
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1 Observation, on 08/21/12 at 2:24 PM, with the

This STANDARD Is not et as evidenced by,
Basad.oh observatlon and interview, the facility
falled to maintain the hazardous areas In
accordance with NFPA standards. The
deficiericy had tha potential to affect oné-(1) of
nine (8 smoke compartments, twenty two.(22)
rasidents, staff and visitors. The facility had one
hundred twenty (120) ceriifled beds with a census
of one hundred-nine (109) on the day, of the
survey.

The findings irclude;

Maintenance Director revealed a haavy huitd-up
of tint, in the lop of the diyer, in the- Laundry
Room,

Interview, on 08/21/12 at 2:24 PM, with the
Malntenance Director revedled he was not aware
the fint build up was so excessive.

NFPA 101 (2090 Edition) 4.8.12 Maintenance and
Testing. 4,6.12.1 Whenaver or wherever any
device, equipment, system, condition,
arrangement, level of protection, or any other
feature i$ required for comipliance with'the
provisions of thig Coda, such device, équipment,
system, condition, arrangsment, level of
drolection, ar other feature shall thereafier be

. The facility will bo in compliancs on Stptember
15,2012,

(k4) [nY SUMMARY STATEMENT OF DEFICIENCIES D PROVEBER'S PLAN OF GDRREQT]DN (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY. OR LG IPENTIFYING INFORMATION) TAG CROSSREFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
K 130 | Continued From page 9 K130 k30
Residerits affacted;

No residenits were affected by the dcﬂmcnt
practice.

Residents potentially affected;

The 1t Was removed on top of the dryer on
8/33/2012. Résidentswere potenfially affected by
the deficlent practics but are no longer af risk of
being affeeted.

Systemie meagirds:

The Regional Maintenence Consultant will educate
the Mainienance Dircotor, Assistant Mainténance
Director and Bnyironmental Serviees Divector on
vemoval of lint on 1op of the dryer on 9/14/2052.
The Environmental Services Director will check
the dryer 3 times & weck to ensure no liaf buildup.
The Bavironmental Services Director will report
lint bvildup to the maintenance dept as it 7s found,
Maintenance will elean the arca monthly and add
fo the preventative inaintznance checklist,

Monitoring measures:

Tha Adminisirator aivd/or the Regional
Maintenance Consultant witl conduct monthly
rouni for § months to include the affected atea to
cisure complance. Findings of these rounds, will
be reviewed in the monthly QAA, eomrmittes for 6
months, The QAA comumittee wilf derermilne the
tieed for further review based on results of the
rounds and complisnce,

Completion date:

FDRM CMS-2567{02-09) Previdis Verslons Obsalela

Event I0:JWHART

Faelity |0; {¢0803

I Egr)}]nuaiion shest Page 10 of 13
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K 130 | Continued From pagé 10 _ 130
continuoysly malntained in accordance with
applicable NFPA requireménts or as directad by
the autheilty having junsdiction. _
. 101 LIFE SAFETY CODE STANDARD K147 ) . ) ,
ié 51:; NFPPT 10114, . Al
Blectrical wiring and equipment s in accordance Residents affected: ‘

with NFPA 70, Natlonal Electrical Code, 9.1.2

This STANDARD s riot met as evidenced by:
Rasad on obsarvation and interview, it was
1" | determined the facility falled to ensure electrical
wiring was malntaied [n accordance wilh NFPA
standards. The deflclency had the potential to
affoct two (2) of nine (9) smoke compartments,
twenty (20) residénts, staff, and visitors, The
facility has one hundred twenty (120) certified
beds with a census of one hundred nine (109) on
the ddy of the survey.

The findings include:

Ohservation, on 08/21/12 between 9:46 AM and
10:08 AM, with the Maintenance Director
revealed:

1) An exierision ¢ord plugged into a power strip
located in the Human Resources Office,
2) A chest lype deap freeze, a julce dispenser,
and an air compressor were plugged into a power
strip located In the Kitchen, _
3) A blender in the Kitchen had elecirical tape
on the cord,
4) A light fixture located In the Kitchens watet
heater closet wag hanging from the wires and the

No fesidents were found fo bé affected by the
deficient practice. The extension cord in the
Human Resoufces offlec was removed on
B26/2012. The power strip In the kitchen was
removed on 8/23/2012. The ¢ord on the blender
was repaired and electrical tapé was rémoved on
82372012, The light Hixture In the wWater beater
closet in the kitchen was seegred and junciion box
vas added on 8/26/2012,

Resldents potentially affected:

All arcas that were found to be deficient have been
gorrected, Residents-were found to be potentially
affected but are not longer at iisk of being affected,

Systeniic meastires:

‘The Regional Maintenance Congultant will educate”
the Meintenance Director, Assistant Majnienance
Direstor, Director of Diefary Services and
Environmental Services Director on the vse of
extension ¢ords, bad repalr of lectrial cords, and -
" ropair of light fixture pind lack of a jinétion box on
Seéptember 14, 2012 Al staff will be cducated on;
these areas by the SDC and/or the Administrator

by Scptember 20, 2012, The Maintenance Director
and/or tho Assistant Maintenance Director will
conduot weekly ropnds for 1 monih then yoonibly -
thereafier in all depariments throughout the facllity
to ensire compliance ta the electricel dode, ‘

FORM CMS-2567(02.99) Previovs Varsions Ohsolale Bvent iD:PKAZY
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K 147 | Continued From page 11

wire connection for the light fixture did not have a
junction box, leaving the Wire connections
xppsed.

Interview, on 08/21/12 between 9:46 AM and
10,08 AM, with the Malntenance Director
revealed he thought he had removed all power
strips that were being misused, Futther Interview
revealad he was not aware of the cord on the
Blender; alsd how tha light in the water heater
closet was in such bad répair,

NFPA.70 400-8

( Extensions Cords) Uses Not Permitted.
Unless specifically parmitted in 400.7, fléxible
cords and cables shall not be used for the
following:

(1) As a substituts for the fixed wiring of a
structure

{2) Whete run through holes in wa!is steyetural |
cellings, suspended cellings, dropped cellings, or
foors

(3) Where run through doorways, windows, or
simitar openings :

(4) Where attached to building surfaces

Referénce: NFPA 99 (1999 edition).
3-3.24.2D

Minimum Number of Receptacles. The number
of raceptacles shall be determined by the

Infended use of the patiént ¢are area, There shall
be sufficient receptacles locatéd so as to-avold

K 147 | Monitoring meagures:

The Administrator and/or the Repional

Meaintenance Consultant wit} donduer monthly

ronnds 1o include compliance with the elcoteient

code.for 6 months, Pindings of thesa ronnds will

be reviéwed by the monthly QAA comminse, The

QAA eovnittee will determing the need for
further review based on the results of rovids and
tompliance,

Complefion date:

The _faci]ity will be in compliance on September
21,2012,

FORM ChS-2567{02-90) Pravious Verslons Obsolale Event th:JWXA2I
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K 147 | Continued From page 12 K147
the.nead for extension cords or multiple outlet
adapters.

110-28. Spaces

About Eleclrical Equipment. Sufficient access '
and working space shall be provided and
malntained around all eleciric equipment to
parmit ready and safe operation and maintenance
of such equipment. Erclosures hotsing elactrlcal
apparatus that are controlled by lock and key
ghall be considered acceéssible 16 qualified
persons,

Refarence: NFPA 70 (1699 adifion)
370.28(c) Cavers.

All pull boxes, junction boxes, and conduit bodies
shall be provided with ¢overs compatible with the
box or conduit body construction and suitable for
the cenditions of use. Whete metat covers are
used, they shai) comply with the grounding
requirements of Section 260-110. An extension
from the cover of an exposed box shall comply
with Seétion 370-22, Exception.
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