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L A reviow of the faciiity Bed Bath poficyfprocedure filing the basin or showering residents. o
| reveated hasin with water at 105-110 dagraes Also, what to d‘xf the residents complain of
{ Fahrenhait (F.), the wate'r temp. Any nursing :staEE that have :
i ! not received the education prior to 8/2/13 |
' Areview of the facliity Shower policy/procedure will be removed from the schedule and not
revealed to adjusi temperatura of water 1o 108  allowed to work until the edueation has been
| -110 degrees F. I provided.
1. Observation of Resident #13's bed hath, on Social workers/Program Director will
05119413 at 9:37 AM, revealed Resident #13 had interview 2 residents a week on each hall to
verbal and non-verbal expressions of discomiort ensure residents are not uncomforiable with
throughout the bathing process related to the water temps for the next three months 2od
temperature of the water in the basin being cold. tesidents will be asked about water temps
Th_e fasident verbally s.tated the water was cold, during the monthly resident council meeting
puiled away and exhibited gooseiflesh on arms for the next three moaths.
during the bathing precess. The State Registered
Nurse Aides (SRNA} failed to change the basin Maintenance director will check mixing
 waler to obtain an acceptabie temperature and valve daily (Monday- Friday) to ensure
| continued the bed bath untit completion, temps leaving water heater to resident floors -
, X e :
! . . . is maintamed at 110 degrees. '
| An inierview with Resident #13, on 06/19/13 at &r
[ 'U:.OD Af}d revealed l”f" bas&p Waler was cold Maintenance director will log water temps in
guring hisfher bed bath. Heishe staled the two rooms per unit weekly for resident areas
temperature of the water for his/her bed balh was P Y
generally uncomfortably cool.

4. How the facility will monitor performance

Interviews wilh Residents #26 and #27, on to ensurc solutions are sustained:

06/19/13 at 1.37 PiM and 1:39 PM respectively
revealed the shower In their room andfor the
resident shower down the hall had "ot so hol

The results of the resident interviews and the
water temps checked by maintenance wili be

resident bathing areas (five (5) showers and

waler” and "even i they let it run for a white 1l stil tracked/trended and forwarded to the
Goesn't get warm enough for ihem most of the monthly P1 meeting
tima, for three months or until compliance is :
achieved. I
Observation, on 06/20/13 at 968 AM with the
Maintenance Director, revealed twenty (20} f
|
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F 245 | Continued From pags 2
I hfteen {15) resident reoms)and ten {10) of the
i twaniy (40} areas revealed water temperatures
i below 100 degrees at the hot setling without cold
| biending.
I
| A interview with SRMA #11, on 06/15/13 8t 1:30
1 Pid, revealed the hot water takes 3 whife to warm
1 up, especially in the morning after the staff
¢ haverr't used I ali night, so staif have to turn It on
F and let it run for about 5 minutes to get it warm
i sometimes,
| An interview with SRNA#2, on 0620793 at 200
| P, revealed she would ensure the waler
' temperature for a bed bath just like she would for
v iids, sie would test the termperature on the wist
L or eibiow lo make sure it was wann enough. The
| SRNA stated if the water was not wammn enough
i she wauld theow it out and stan over andg let the
i waier 1uin for & wiile until il got warm,
j
s An Interview willy SRNA#5, on G6/20/13 at 3:06
i PM, reveated she tesis ihe waigr before siariing a
{ bath o siower. The SRNA stated she has to jat
f the watar run a minute lo lel it warm up, but if lhe
| resident compiains the water is oo cool, more
| watar can be added to waim il up.
| 12601 483,20(d}(3), 483.10(k}{2) RIGHT TO
i §$=0} PARTICIPATE PLANNING CARE-REVISE CP
|
| The resident has ine fight, unfess adjudged
i j Incompetent or otiherwise found o be
j incapacilated under the laws of the Siate, o
§ pariiipale In planning care and freatiment or
{ chianges In care and lreatrnant,

L Within 7 days aiter the completion of the

|
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F230 — Right to participate Planning Carc-
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i 1. Corrective aclion for those residents t"ound]
1 to have been affected: F
Resident #8’s care plan was immediately I
reviewed by the Interdisciplinary Team and g
| updated on 6/20/13 to refleet that there wis |
no longer a need for a bed sensor alarm. l’

i !
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AL REGRAAY R G IeECRREANCH, boooan ! s “E‘E”:D‘é;l&g u“t ALt ! e I
o’ : : i
i - | | | !
i F2U0 ) Cuninged Fiom page 3 | F#8Ui 2. Comective action for those with potential ' !
; i comprehensive assessment; vrepared by an !  to be affected: ‘ !
| { Inteqdisciplinary taam, that inciudes the afiending ! ! ! f
| Physician, & registerad nurse vith resoansivility ! House wide audit was conducted by nursing 5
| ter the rasident, and athar anpropriate staff in ! ! management on residents that were ! {
§ discipines as ckieiermm‘ed by the resident's needs. i / readmitted \.vi‘thi.n the last three months 1o : !
fand, ta the extent pracucabls, the participation of 1 I ensiire physician orders, care plans and : ;

| ihe reswdent, ine resiaent's family o e resident’s |
i legal representative: and parodicaly reviewed
i and revised by a team of qualificd persons aner |

D SACD assessment, i

|

i

S . L

| IS REUUIREMENT is nol met as evidenced
o obeerea s —_
| Baseo on coservatian, Inferviewy, racard review,

| and review of ine faciity's poiicyiprocedure, it was
| determined the faciiy faiied io ensure the

| Coltipreiiensive care pian was roviawad and

j 1evised for one resideni (#8), in the selecied

| waitipie of tweniy-fow {24) residenis,
b

| PGS aiude,

; Afeview of the facliily's Care Plans

| Pelicyipiocedure, daled 0§/07/12, revealed ihe

| leam of yualdied persons monitored ihe paiienis’
j Condition and eifecivensss of the care plan

[ InteIventions and revised ihe care pian quarleriy
| @nhiaty, Wit a significani change assessmen,
j OF MGPe frequently as needed with (ha Hpuwl of i
patiant andlor he representative, 10 the extent

S5ilia.

i
|
i
l
|
j
l

1]

| Recard review revesied Resldem #8 was

}
I
|
|
i
i
|
i
i
f
j
|
|
|
|
|
i

I
f
i
!
1

i Sl'INA assignment sheets were correct. Audit
! will be completed before 7 uly 26. Any
i* concems will be correeted af that (ime,

; 3. Sy.stemic changes to ensure the deficient
t practice will not recur:

fMDS Rurses will close the care plan when
they are completing the discharge
jassessment. When a resident is re-
;-the Interdisciplinary Team will open the care
‘Plan and update as needed based on the MD
;orders and resident assessments.

I
[
admitted

Fa. How the facility will monitor performance
; {o ensure solutions are sustained:

I'MDS nurses will maintain a log with

i discharged and re-admitted residents which

; will be turned in to the DNS/ADNS weekly,
i This information will be tracked and trended
by the DNS to identify any further education
or actions needed. Results will be presented
to the PT Meeting awathly for three months
or longer until compliance is sustained,
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Continued Froin page 4

admitted to the facility on 02/28/13 with diegnosa ;
ta include Chropic Pancreatitis, Congenital |
Ancmaly of the Hean, ang Congested Hes ;
Failure, Areview of the quarterly Minimum Data ¢
Set (MDS), dated 05/17/13, revealed tho facijity
assessed the resident as cognitively Intact and
independent with transfer and ambulation, A
review of the Faif Evaluaiions, dated 06/02A13,
0604413, 2nd U8/06/13, revealed the resident
susiained a fall while ambuidimg withaut :
assistance. Areview of the F’hysrcsa": s Orders, |
dated 06/06/13, revealed 2n order for a sensor
pad ai all times due (o decreased safeiy
awareness,

U)

Furihier record review revealed the resident was
transferred (0 the hospital, on 08/0713, with an
infeclion. Areview of the Admizsion Orders
Record, dated G671 3/13, revealed the resident
was re-admilied to the facilily on ihis date. A

i fevlew of ine Stale Regisiered Nurse Aide
(SP;M) assignmer sheel, updated 06/16/13,
and the Risk {or Falls Care Pian, revised

! GGI671/13, vanfied the sensor pad at ail times,

Obseivailons, an 06718713 at 840 AM, 10:20 Al,
12:00 P, 510 PM, and 06/20/413 al 9:530 A A,
rovaaled Restuent #8 was In the bed willy nv

| 5enaor alamm visualized, Ouaervaiion. on
06120713 at 10015 AM, revealed the resident

& sbufatud {0 the bathroony without asslstance
and no alarm sounded,

|
!
i
I

Intarview wih Rasident #8, on 0619713 at
M, revealad holsha gats up withotit assis
and did not have an alarm to the bad.

310
tance

Intarviewr with Unit Manager #1, on 06/20/13 at

FORLY ORI S 3700200} Pruvivus Verslons Ohoo'nle Envam TSN

s it Gunihiualivn sticei Page 5 0i 5
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: ! H
H [

< 153 AM revestad tha sonsor 5 slarm wasg )
s eidtaser after a fall on CAINGH Sha rayealed the | !
I rasiient was aant o fhe hospitat on DRINTIMA, and ¢
i mhsmp‘i on GU/1313. Tha rasidant dis nnt ncmd
I'tha alarm upon rAtm I s £ fachity: Ivwevear, the
i cara Dlan was not undated, She ravaalad it was

! her responsibilty o undala e care DrEnslSRNA
as %lgnmcnt shaate upan re-admission

nepmi?‘v w‘iih zi;t A%iqwnl Dir f:tnr or i\mrsm:r

i

!
1C |
‘ l
| |
1
i i
| ;
i t
I §

Resram- 8 was cnqnmveav niac ana
independent, uniess hefshe had an infection. The
resident was sent aui for an infection, on

Uo/07i 3. The resident did not require an
as

I

t

i

;

i !

! !

| assisiive device upon relurn, G6/13/13. She ;
| reveaied Unit Manager #i 6id ihe chart review | :

|

| upon ihe resident's re-admit io the facility and
{ was responsibie o update ine care pransiSRNA
essignment sheet at inat time.

interview wiih the Direcior of Nul’bing {DON), on

U6720f i3ai 215 I“M veriiied Unit i\'id”dgefﬁ"l l

Wi lebpunbluiu {ur upuanng the care plan/SRNA

dbbtglilﬂh‘lll bllb't.'tb upon iho Iehtuen! S

1€ dUIl!lbblUlf

483, £U(K)(J](l} SER‘VI SP
ARD

'iDED MEET

[
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]
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i
e
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F281 - Services Provided Meet Professional 8/2/13
Standards

the services provided or arranqeu Dy the racmty

1. Corrective ac
i must ineet professionai standgards of quaiity, rrective action for those residents found;

to have been alfected:

{ Resident #5 was supplicd with ear protectors
for the oxygen tubing on 6/20/13. Care plan
was updated by the IINS to show poteatial
behavior for resident taking off the car
protectors,

This REQUIREMIENT is not met as evidenced
oYy.
Based on observaiion, interview, record raview

FORM CMS-2567{U2-49) Previous Yarsions Obsoleta Evenl{D:MPTU Faciity i 100060 I continuglion shael Paga 6 of 19
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k261 | Confinued From page & | F 23] 2. Comective action for those with polential .
Hand a raview of the facility policy, it was i i to be affected: i
i i daterminad ihe facility faifed lo ensure services | ! . :
| maet professional standards of quaity related io | i Allresidents on oxygen were checked hy ¢ .
| the failure to carry out the physician orders for |  hursing mavagement to ensure they had car ! i
| ona (1) resident (#5), in the selecied sample of  protectors for their tubing and that they were |
[ twenly four (24) residanis. The facifity falled to | 1 in place on 6/20/13, [
i follow Ine physician's orders for loam ear padding | i Any residents with identified behavior of I i
f around the oxygen (02) nasal cannuta tubing for ! picking at their ear protectors will have this | !
| Resldant #5, noted by the interdisciplinary team on their | !
| e . behavior sheets, aide assignment sheels and | !
R indings include: ; included in their care plan as of July 19, ) !
2013.
; Revisws of the facility policy {itled, Oxygen !
| I nerapy and aated 8/31/12, ravealed procedure 3. Systemic changes to ensure the deficient }[
! practice will not recur: ‘ !

approved {aciity protocol”.

New orders far oxygen wiil be reviewed
daily (M-F) at standup meetings. Weekend
Supervisor will review MD orders on the i
weekend for any new orders to ensurc the
oxygen foam ¢ar protectors are on the
Treatment Administration Record (TAR).

i Arecord review reveaied Resident #5 was

] admitted io the faciiity with diagnoses io inciude
Seniie Damentia, Glaucoma, Psychosis ana

| Depression,

!

|

i

l

!

_ !
#1 "Verity physician order or imptement per |
|

|

f

!

E

i

}

t Review of the quarieriy Minimum Data Set {MOS) ]
1 | assessment, vated US/03/13, revesied the faciiiy . - i . I
i | had assessed Resideni #5 as cognitively All nursing staff will be in serviced by the

| Impaired and required exiensive assisiance wiin Staff Development RN or DNS on

j aii aciiviiies of daily living. i importance 0!‘ placement of ear prmec‘éors ar |

i all—sfaﬂ‘ meeiings the week af July 15% Any

| Review of the Physician's orders, daied 06/0i/i3 nursing staff that have not received the

| ihrougin 06/30/13, reveaied Residuni #5 was io education prior to 8/2/13 will be removed

j irave O2 at lwo {2) fiters per minuie (i} per from the schedule and not alowed to work ]

| fdsel cannuia coniinuous and foam ear until the education has been provided. |

| prolecions on oxygen iubing, i

i ]
| Siseivaions on paf‘.a;; 3 41 8.30 Al 1evealey t Weekly audits of tubing changes and audits [

| resident #5 was in a wheeichaly in the {obby ared | of all residents with oxygen will be donc by |

| With G2 per pasal cainuia fiom a poriabie oxygen | the Unit Managers. !

ank atlached o the back of |

: !

i

e whesi chair, I

Eariihe 10 408004 [ L M TRy L Ry NSO
R B s bk iu s i Mitheney ) Raul b o e
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F 281] Conlinued From page 7

Additional ohservations al 9:30 AM, 10-30 AW,
12:00 PM, 1:06 PM, 2:00 PM and 3:15 PM on
06/19/13 revaaled Resident 5 In the bty area
with neers with O2 per nasal cannula and no

foam ear protectors in place.

Chservation, on 06720113 at 9:25 AM during a
skin assessment balng provided by Ragistared
MNursa (RN) #1 and Licensed Practical Nurse
(LPN} #1, revesled Residant #5 with 02 per nasat
cannula but no foam ear protectors were in place
on ihe oxygen tubing. RN #1 and LPN #1 verified
there were no foam ear proteciors in place on the
oxygon tubing.

Observation on 06/20/13 at 12:55 PM revesled
Resident #5 resting in bed with 02 per nasal
cannula and there was sbill no foam aar
protectors in place,

interviews on 06/20/13 with RN #1, LPN #1 and
the Corparate Compliance Officer at 1:00 PM,
1:05 PM and 1:18 PM respectively, revaalad foam
ear proteclors come with the O2 tubing and
Resident #5 often picks them off, They
additionally siated nurses were to check every
day to ensure the foam ear prolectors were in
place and were lo document on the Medication
Adminisiration Record {MAR).

Intarviaws with the Director of Nursing and the
Assistant Director of Nursing, on 06/20/43 at 1:20
PM and 2:30 PM respectively, revealed they
expecled the nurse to ensure Resident #5 was
provided the foam ear protectors as prescribed by
the physician.

483.20(k){3)(il) SERVICES BY QUALIFIFD
PERSONS/PER CARE PLAN

F 282
$8=D

FOAL S OB VS ACAY IR pat b 4. vy, e, ey — - mem—aeas
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4. How the facility will monitor performance
to easure solutions are sustained: |

F 281

TARS will be monitored monthly by the
Unit Managers during changeover to ensure
that each resident has their oxygen tubing on
the TAR.

Results of the weekly audits by the Unit
Managers will be forwarded to the DNS to
be tracked and trended and reviewed at the
monthly PI megting for three months

or until compljance is achieved.

F 282 F282 — Services by Qualified Persons/Per

Care Plan

8/2/13
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;
7282 | Continued From page 8
j

; The services provided o arrangad by the factity
i must be provided by qualified persens in
{ ascordance with each resldent’s vartian mlan of

j Care.

|
!
i
i This REQUIREMENT is not met as avidenced
by:

Based on observation, interview, record review
and facility policy/procedtire review it was
determined the faciilty failed to ensure care was
provided in accordance to the resident's cars plan
fer one (1) resident (#8), in the selecled sample
of twenty four (24) residenis. Resldent #3 had no
safety alarm in place as per the care plan.

Findings include:

Review of ihe facilily policy titied "Care Plans,
daied G4/0712, revealed documentation under
Ralionale: "Plan of care is developed on ihe
patient’s individual needs as identified by
assesaments. The care plan includes a
ireatmient plan, patient’s preferences, patient
goals that are measurable and contain a
scheduls to evaluale the palient's progress of
lack of progress lowaid his/her goais",

Record review revealed Resident #6 was
admitied {o the facility on 02/28/43 with diagnosas
to include Chronie Pancreatitis, Congenitial
Anomaly of the Heart, and Congested Heart
railure. Areview of the quarlerly Minimum Data
Set (MDS) assessment, dated 05/17/13, revealed
the facliity assessed the resident as cognitively

i to have heen affected:

Resident #8’s care plan was immediately j
i reviewed by the Interdisciplinary Team and |
updated on 6/20/13 to reflect that there was

| no longer a need for a bed sensor alarm.,

:
I !
| 2. Corrective action for those with potential |
| to be affected: ;

T
House wide sudit was conducted by nursing
managenent on residents that were
readmitted within the last three months to
ensure physician orders, care plans and
SRNA assignment shects were correct. Audit
will be completed by July 26, Any concerns
will be corrected at that time.

3. Systemic changes to ensure the deficient
practice will nat recur:

MDS nurses will close the care plan when
they are doing the discharge assessment.
When a resident is re-admitted they will
open the care plan and ensure orders match.

DNS/ADNS will conduct weekly
observation rounds of at least 5 residents per
hali to validate that care plan interventions
maich the assignment sheet and are being
implemented. Any identified concerns will
be immediately addressed.

|

i | SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION )
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intact and indapendent with irapsfer and
amBulation. A review of ihe Fali Evaluaiions,
dated 06/62/13, 0B/04443, and 6/06/13, reveaied
the resident sustained a fali while ambuiaiing i
withou! assislance.

Arevlgw of the Physician's Orders, dated
06/06/13, revealed an order for a sensor pad al
i ai times due o decreased safely awareness, A
1 review of the State Registerad Nurse Alde
(SRNA} assignmant sheet, updated 06/18/13,
and the Risk for raiis Care Plan, revised
053/G713, verilied the sensor pad at ali times.

Observations, on 06/19/13 at &40 AM, 10:20 A,
12:00 PN, 310 PM, and 08/20/43 at 9:30 Ald,
revealed Resident #8 was in the bed with no
sensor alarm visualized. Observaiion, on
06/20/13 at 10:15 AM, revealed the resident
ambulated to the bathroom without assistance
and no alarm sounded,

| An interview with Resident #8, on 06719/13 at
310 PM, revealed ha/sha gets up without
assistance and did not have an alarm o the bed.

Interview with SRNA #4, on 05/20/13 at 12:55

PM, revealed she was the aide for Resident #8,
on 06/16/13. She revealed the resident weni to
ihe bathroom withoul assistance and did not have
an alarm te the bed. She veritied the SRNA
assignment sheet indicaled a sensor alarm;
however, she revealed it was not noticed on
06/18/43.

Interview with SRMA #3, an 06/20/13 at 10:40
AN, revealed she was the aide for Resldent #8,
on (06/20/13. She varified the resident did not

i Uit Liru-2oud {iid-vb) Fiewiols Versions Uisiic Event iinpridig

X1y io ’ SUMMARY STATEMEMNT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION (%)
FREFIX | {EACH CEFICIERGY MUST BE PREGEDED Y FULL FREFIK {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY CR LEC IDENTIFYRNG IFORMATION,) TAS CROSE-REFEREMNEED 1O THE APEROPRIATE DATE
OEFCIENGY) E
282 Continued From page © F 2582 4. How the facility will monitor performance

tn ensure solutions are sustained:

MDS team will fill out a log with discharged
and re-admitted residents which will be i
turned in to the DNS/Desipnee weekly. This |
log and the results of the DNS/ADNS
weekly abservation rounds will be reviewed |
i at the PT Meeting monthly for three monthy
or waiil conmpiiance is achieved,

Faciry i, 000w if comlinuaiion sneei Page 10 of ig
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F 2341 Continued From pags 10 g F o282, ! |
+ have an atarm on ihe bed. She varified ihe SRNA | ) i i
assignment sheei indicalad a sensar alarm al alf ! i.
times, and ravealad she was supposed to check ! i
the assignment sheet prior to providing care. i ;
; ]
intervisw with the Director of Nursing (DONJ, on | i
L8/20M3 al 2:15 PM, revealed she expected staff | :
e fof%ow e SRNA as ‘lg”tzmert sheels. ! F314 — Treatment/Svcs to prevent/heal 8/2/13
F 3i41483.25(c) TREATMENT/SVCS TO F 314 pressure Sorcs :
558=0| PREVENT/HEAL PRESSURE SORES !

rasident, the facility must ensura that a resident
wha enters the facility without pressure sores
does not develop pressure soras unlass the
individual's clinical condition demdnstrates that
they were unavoidable; and a resident having
presslife sores receivas necessary treatment and
servicas to pramote healing, prevent infection and
preveni nevs sores from developing.

f
|
!
Based on the cornprahensive asseasmentofa |
}
|
f
|

This REQUIREMENT is nol met as evidenced
by:

Based on observation, interview and record
review it was deternmined ithe facity faifed to
consistently implement the care pian lo prevent
pressure sores for one resident (#5} In the )
selected sarmple of twenty four {24) residents. i
Tise faciiity failed to ensure ear proieciors were in |
piace on Resldent #5's oxygen Wwbing to pravent |
pressure sofes,

Findings include:

Resident #5 was admitted {o the facility with
diagnoses to inciude Senile Dementia,
Glalcoma, Psychosis and Depression. Review

? 1. Corrective action for those residents foundi
to have been affected: |
f
|

Resident #5 was supplied with ear protectors
for the oxygen tubing on 6/20/13. Care plan
was updated by the DNS to show potential

behavior for resident taking off the ear |
protectors. ;

2. Cormrective action for those with potential |
| 1o be affected:

All residents on oxygen were checked by
nursing management to ensure they had ear
protectors for their tubing and that they were
in place on 6/20/13.

Any residenls with identified behavior of
 picking at their ear protectors will have this |
I noted by the interdiseiplinary team on their
| behavior sheets, aide assignment sheets and
i included in thmr care plan as of Tuly 19, '
i 2013. '

All current residents were reviewed by
! Licensed Nurses to validate risk factors for
] skin breakdown are addressed on the eare

s Cvent ID:MPTL
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{ of ihe quartery Minimum Data Set (MDS), dated
| USfG3713, ravaatad the facilly had assessed i
Resident #5 as cagnilivaly impaired and required
extensive assisiance with all activities of daiiy

i living.

|

| Review of Physician's Orders, dated 06/01/13
| ihrough G6/30/13, revealed Resldent #5 wasto |
i tiave oxygen at 2/ per minute per nasai cannula
continuous and foarm ear proteciars on oxygen
tubing.

| Review of Resident #5's care plan for shortness
of brealh, dated 06/2013, revealed an interveniion
lo use foain ear profectors on line of tubing.

Observalions on 06/19/13 at B:30 A, 9:30 AM,
10:30 AN, 12:00 PM, 1:00 PM, 2:00 PM and 3:15
PM revealed Resident #5 with oxygen per nasai
cannula and no foarn ear proleclors in piace at
the lime.

Observation on 06/20/13 at 9:25 AM during a skin
assessment with Registered Nurse {RN) #1 and
Licensed Practical Nurse (LPN) #1 revealed
Resident #5 had oxygen per nasal cannula but
thera were no foam ear protectors in place on the
oxygen tubing. RN #1 and LPN #1 verified thete
were no foam ear protectars in place on the
oxygen tubing. Further obsearvation on 06/20/13
at 1254 PM revealad Resident #5 was resting In
bed and there was still no foam ear proteciors on
the rasident's oxygen lublng.

Intervieivs on 06/20/13 with RN #1, LPN #1 and
the Corporate Compliance Officar at 1:00 PM,
1.05 PM and 1:15 PM respectively, revealed foam
ear proleciors come with the oxygen tubing and

1

sores implemented,

3. Systemic changes to ensure the deficient
practice will not recur:

New orders for oxygen will be reviewed
daily at standup meetings (M-F). Weekend
Supervisor will review MD orders on the
weekend for any new orders to ensure the i
oxygen foam ear protectors are on the TAR. |

All nursing stafl will be in serviced by the
Staff Development RN or DNS on
importance of placement of ear proteciors at
all-staff meetings the week of july 15®, Any
nursing staff that have not recelved the
education prior to 8/2/13 will be removed
from the schedule and not allowed to work
until the education has been provided,

Weekly audits of tubing changes and audits
of ali residents with oxygen will be dane by
the Unit Managers.

DNS/ADNS will conduct weekly
observation rounds of at least S residents per
hall to validate that care plan interventions to
reduce pressure sores match the assignment
sheet and are being implemented. Any
identified concerns will be immediately
addressed.

4. How the facility will monitor performance
to ensure solutions are sustained:

TARS will be monitored monthly by the
Unit Managers during changeover to eusure
that each resident has their oxygen tubing on
the TAR,

— - .t
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F 314 ! Conlinued From page 12 1 £ 34 Results of the weekly audits by the Unit
- _‘_' : - > ) ident # { Managers will be forwarded 1o ihe DNS to
E‘:g’:igt_z;g:’ei?‘ tgm‘;}g;ﬁ‘;ﬁ%;jf:‘i re”[ 5 l’ be tracked and trended and reviewed at the
e H ¥ L [ =131 H 1 P]- . .
J protectors to prevent skin breakdown, They | monthly PI mecting for three months
Fadditionally stated nurses were o check avery | ;
I day to ensure the foarn ear proteciors ware In | D;q S/A?.NS will dc‘m;_i utc lt Wee‘l,idy osid
i place and were to document on the Medication ! Poservation rouads of a cast 5 resi enis per
| Administration Record {MAR). i hail to validate that care plan interventions
; ; match the assignment sheet and are being
Interviews with the Director of Nursing and the | implemented. Any identified conceras will
Assistant Director of Nursing, on 06/26/43 at 1:20 be immediately addressed. Results of
PH and 2:30 P respectively, reveated they weekly observation rounds will be reviewed
i expecied the nurse to ensura Resident £5 was ! at the monthly PI mecting for three months
provided the toam ear proteciors as prescribed by| or until compliance is achicved.
ihe physician and par the resident's plan of care.
F 332 4(‘33_.%5(m)(1? FREE OF MEDICATION ERROR F 332| F332 - Free of Medication Error Rates of 82713
$8=0| RATES OF 5% OR MORE 5% or More )
The facility must ensure that it is free of l. Comrective action for those residents
inedication error rates of five percert or greater. found to have been afleeted:
(l]{csident #117 a_nd #25 had a medication error
. - . ocwmented wi i i
This REQUIREMENT is not met as evidenced oo ed with the Medical Dircetor
by: noftfied.
Based on observation, interview, record review . , ) !
and a review of the faclity policy, it was Residant #25's order for enteric coated i
determined ine facility failed to ensure the aspirin was discontinued. |
medication administration rate was less than five . , ) ) .
(5) percent. Areview of 25 medication 2. Corrective action for those with potential
administration opporiuniiies revealed ihree to be affected:
medicalion errors, for a medication admiristration . . ] _
erfor rate of 16 percent, related to an incorrect A house wide audit of residents with
medication dose, & medication not adminislered diabetes will be done by nursing
with food and two medications that were crushed management by July 19 to ensure timing of
and on fhe "Medications Not To Be Crushed” jist. oral medicatious is being done according to
manufacturer’s recommendation,
Findings include:
|
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g | DEFICIENCY)
; ; ; S

!

|

!

|

F 332" A med cart to medication record/MD orders
| audit will be done by Nursing managers and
| CMTs by August 2. to ensire correct

= 332 Continued From pags 13

| Areview of the facllily policy, "Mad.cation

j Adiministration,” dated 06715412, revealad ; T .
madications were to be adminisiered wilhin 60 | j medications are on hand as ordercd by the

mintttes of the schedules ime of adminisiration, | physician.

axcep for before and afer meals, which are

- based an scheduled meal times and administered

within 30 minutes of the meal. The medications

Residents with orders for crushed
l medications will be reviewed by the

g were o have been prepared using the five rights j pharmacist to determine appropriate

l of medication adminislration: Tha right resident, ! medication has been ordered,

tight medication and strengih, the right time of

administration, the right frequency and route of Medication pass times will be reviewed by
adminisiration. the DNS/ADNS for each half to ensure

appropriate time frames by July 19,
1. An observation of a medication administration

pass, on 06/19/13 at 8:45 AM, revealed Amaryl, a Education to be completed for all CMT’s
Diabetic medication, was administered to and licensed nurses regarding med pass to
Resident #17.

include timing of diabetic medications and
crushing meds per DO NOT CRUSH
guidelines. Education scheduled for July 25
per pharmacy consultant/ DNS, Any licensed
nursing staff that have not received the

A review of the Madication Administration
Records (MARs,) dated 06/2013 and the
Admission Orders Record, revealed the Amaryl
was scheduled {o have been administered at 7:00

AM, "before breakfast” education prior to 8/2/13 will be removed
from the schedule and not atlowed to work
An Interview with Certified Medication Assislant until the education has becn provided.
(GMA) #1, on 06/19/13 al 8:50 AM, revealed the
Amaryl should have been administared with the 3. Systemic changes to ensure the deficient
breakfast meal, which was deliverad at practice will not recur:
approximately 7:20 AM.
Timing for wedication will be reviewed
2. An observation of a medication administration during daily standup meeting with order
pass, on 06/19/13 at 9:06 AM, revealed CMA #1 changes.
administerad Enterle Coated Aspirin and Lanoxin Pharmacy review of crushed medications
that were crushed and placed In applesauce to will be done monthly. The monthly report
Resident #25. In addition, one tablet of Calcium will be forwarded to the monthly PI
500 mg-was administered. commitiee for review for the next three
months,

Areview of the MARs and physician orders, for
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Med Pass observations will be done by
F 332 Continued From page 4 F 332! nursing management forall CMT's and
(1672013, revezled an order "May crush all nurses to validate learniog by August 2™,
crushable meds.” There was no indication on the
MARs of wiral may or may not be crushed. 4, How the facility will monitor !
However, a review of the facility's "Medications performance to ensure solutions are |
Not To Be Crushed List” dated 12/2010, revealed sustained: ]
the Enteric Coated Aspirin and the Lanoxin were
not to be crushed. In addition, the Calcium 500 Med pass competencies will be done by
| milligrams was ordered for hwo tablets, fo equat 8DC on 3 nurses or CMT’s per month for
; 1600 miligrams, the next three months, "the results of these
i ) . I checks will be reviewed at th hl
An interview with CMA#IT, on 06/19/13 at 9:20 | committee mecting at the mouthly PI
AM, revealed she should have checked the | '
faciity’s "Medlcation Not To Be Grushed List,* ! Ph ' : . .
prior {o crushing the medications and should have i resﬁfg{&ﬁiﬁfﬁ;?ﬁgﬁ;ﬁ; 1::;”“
administered two of the Calcium tablets. review with the monthly drug regimen
An interview with the DON and the ADON, on o s information will be reviewed
06/20/13 at 2:40 PM, revealed the Amaryi should o it eting for the next three
have been given with meals and the physician xaonths #! compiiance is achieved.
orders for the right dosage of the Calcium, should
have been administered.
F 441} 483.65 INFECTION CONTROL, PREVENT FF 441} F44) - Infection Control, Prevent Spread, 872413
58=D| SPREAD, LINENS Linens

1

The facility must establish and malntain an
{nfeciion Conirol Program desighed to provide a
safe, sanitary and comforiable envirenment and
{o help prevent the development and transmission
of disease and infection.

{a) Infaction Control Program

The facility must establish an infection Control
Pregram under which it -

(1} investigates, controis, and prevents Infections
in the facllity;

(2) Decides what procedures, such as isclation,
should be applied io an individual resident; and
(3) Mainiains a record of incidenls and corrective

t

1. Comrective action for those residents found
to have been affected:

SRNA #1 and #2 were re-in serviced on
appropriate hand washing on 6/19/13 by the
SDC. Both employees were observed doing
a return demonstration by the SDC to ensure
accuracy.

LPN#3 was re-educated regarding the
requirements to disinfect the glucometer
after each use by the DNS on 6/19/13 .
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F 441 Contlnued From page 15
[ actions related to infeclions,

(bi Preventing Spread of Infection
(1) When the infection Conlrol Program
determines that a resident needs izolation to

Isolate the resident.
{2) The facility must prohibit employees with a
communicable disease or infected skin lesions

direct contact wilt fransmit the disease.
{3) The faciiity must require staff to wash thelr

hand washing is indicated by accepted
professional practice.

{c} Linens

Personnel must handie, slore, process and
ransport inens so as lo prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

| the facility failed to ensure appropriale hand
praclice for one resident (1) In the selected
the facilily failed o ensure a gluconieler was
cleansed after use,

Findings Inciude;

1. Review of the Hand Hyglene/Handwashing

nyglene was to be peiformed in the foltowing

pravent the spread of infection, the facility must

from direct contact with residents or their food, if

( hands after each direct resident cantact for which

Based on observation, interview, and review of
the facility's policy/procedure, it was delermined

washing when Indicated by accepted professionai

sample of tweniy-four (24) residents. In addition,

policy/procedure, dated 08/31/11, revealed hand

F ddi 2. Cotrective action for those with potential

; 1o be affected:
Recsent

Re-education was started by the SDC with
all SRNA’s on hand washing techniques on
6/19. All nursing employees will be re-
trained by 7/15/13.

{ Nurses will be re-in serviced on the
disinfection of glucometers at the nurses
meeting on July 25™ by the DNS.

f Any nursing staft thut have not received the
education prior to 8/2/13 will be removed
from the schedule and not allowed to work
tuntil the education has been provided,

3. Systemic changes to ensure the deficient
practice will not recur:

SDC will check hand washing competencics
upon hire, annually and during weekly
infection controf rounds. All nursing staff
will be reinserviced quarterly at ali-staff
meetings,, |

A spot was designated for each med cart

where bleach wipes are to be kept on June

20", Extra wipes will be in Central Supply
with 24 hour access by nursing staff,

4. How the facility will monitor perfonnance
to ensure solutions are sustained:

!
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situgtions:

4. After louching blood, body flulds,
secretfons, excretions and conterinated itemns,
whether or not gloves were warn.

2. Betwaen tasks and procedures on the
same patient when contaminated with body flulds
lo prevent contamination of different body siles.

3. Intermittenily after gloves were removed,
between patient contacts, and when otherwise
indicated to avoid iransfer of microorganisms to
other patienis ar environments,

Additionally, the procedure revealed to change
gioves during patient care if moving from a
contaminated bacdy site ta a clean body site.

Observation of Resident#1, on 0619713 at 2:30
PM, revealed State Reglstered Nurse Aide
{SRNA} #1 and #2 performed inconiinent care on
the residenl, SRNA #1 cleansed and rinsed the
resident’s perineal area, then SRNA#2 cleansed
lhe buttocks and applied a barrier cream. Aller
care, both SRNA's reposilionad the resident in
bed and placed a wedge behind him/her white
wearing soiled gloves. SRNA 1 then removed
her gloves; however, SRNA #2 caverad the
resident with a blanket and gathered suppiies
lrom the resident's bedside table wearing the
soited gloves, SRNA#2 removed the soiled
gloves and left the resident's room wilh a bag of
dirly inen. She did not wash her hands prior to
leaving tha resident's room. She ook the bag io
the soiled ulility reom, then carme oul and used
hand sanilizer in the haliway,

interview with SRNA#1, on 06/16/13 at 2:52 PM,
revealed she should have removed the soiled
gloves immediately afler providing Incontinent
care. 5he should have washed her hands and

Meeting,
!

meeting For the next three months
or until compliance is achieved.

through infection control rounds by the SDC
and reported at the weekly Infeetion Conirol

SDC will conduct observations of at least 3
employees weekly to validate correct
infection cantrol techniques with resident
care and hand washing. Any identified
concerns will be addressed immediately.

Results of SDC employee observations and
Infection Controt rounds will be tracked and
trended and reported to the monthly PY
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donned a new pair of gloves to reposition the
resident.

Interview with SRNA #2, no 068/18/13 at 2:50 PM.
revealed she should have put a new pair of
gloves on after providing incontinent care. She
did not wash her hands prior to teaving the
resident's room as she had soiled finen bags in
her hand, SRNA #2 revealed she should have
washed her hands before lsaving the raom.

interview with the Director of Nursing (DON), on
0G/20/13 at 2:15 PM, revealed she expected staff
to follow the policy related to handwashing. She
expacted staff to take off soiled gloves and wash
their hands after providing incontinent care, Staff
should also wash thelr hands before exiting a
resident’s room.

2. Areview of the policy for "Blood Giucose
Monitoring Using A Glucomeler,” dated 08/3112,
revealed, after obtaining the glucometer reading
and discarding the test strip, the glucomeler was
to be cleaned, using a 10 percent (%) bleach
wipe solultion moistened wipe, between each
patient.

An observation of biood glucose leve monitoring
for Resident #11, on 06/19/13 at 3:20 PM,
revealed Licensed Praclical Nurse (LPN) #3
failed to disinfect the glucometer after obtaining
the reading and left the glucometer on the top of
the chart while administering medications to two
ather residents,

An interview with LPN #3, on 06/19/13 at 3:50
PM, revealed the nurse was aware the
glucometer had to be cleaned with bleach wipes
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and had "Just forgot” to clean the giucomeler,
However, there were no bleagh Wwipes on the cart i
and the LPN had to go and obtain these from a
locked shower room,
An interview with the Direstor of Nursing (DOMN)
and the Assislant Director of Nursing {ADON,) on
06/20/13 at 2: 40 PM, revealed they would have
expecled the glucometer to have been cleaned,
with bizach wipes, after each use.
|
+
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Fira)
Deficiencies were cited with the highest
deficiency Identified at "F* level.
K 018 NFPA 101 LIFE SAFETY CODE STANDARD Ko1s KOI8
$5=D 313
Doors protecting corridor openings in other than ]
required enclosures of verlical openings, exits, or :[.lng;ri:‘cllon; to doors on rooms #11, 52, 58
hazardous areas are substanlial doors, such as ) Al ;;We dce" corrected as of 7/12/13,
those constructed of 1% inch solid-bonded core : [.° er doors were audited to ensure
wood, or capable of resisting fire for at Jeast 20 go“\’r{,’ ’a"’i‘:e‘ o
minules. Doors in sprinkiered buidings are only - Weekly door audits will be conducted
requlred to resist the passage of smoke. Thare is and documented with corrections made
no impediment 1o tha closing of the doors. Doors immediately to ensure compliance,
are provided with a means suitable for keeping 4. Door audits will be reported to monthiy
the door closed. Dutch doors meeling 19.3.6.2.6 PLcommittce for three months to ensure
are permilted.  19.3.6.3 continued compliance.
Roiler latches are prohibited by CMS regulations
in all health care facilities.
T L
This STANDARD is not met as evidenced by:
Based on observation and interview, It was
determined the facifity failed to ensure doors
protecting corridor openings were construcled to
resist the passage of smoke in accordance with
NFPA standards. The deficlency had the
potential to affect three (3) of seven (7) smoke
comparlments, rasidents, staff and visitors. The
FORM CMS-2567(02-08) Previsus Versions Obsolelo Evenl [0 MPTU2Y Facility ID: 100090 If continuation shest Page 2 of i4
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facllity is certifted for one hundred fifty six (1566)
beds with a census of one hundred thirty three
{133) on the day of the survey.

The findings include: |

Observation, on 06/19/13 between 9:30 AM and
3:00 PM, with the Director of Maintenance
reveaied the corrldor doors to room's #11, 52, 58,
and 68 would not latch when tested,

Interview, on 06/19/13 betwesn 9:30 AM and 3:00
PM, with the Director of Maintenance revealed he
was not aware the doors would not latch,

Retference: NFPA 101 {2000 edition)

18.3.6.3.1*

Boors protecting corridor openings shalt be
constructed lo resist the passage 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 Noor covering not exceeding 1 in. (2.6 cm)
shall be permitted for corridor doors,

Exception: Doors to loilet rooms, bathrooms,
shower rooms, sink closels, and similar auxiliary
spaces that do not contain ffammable or
combustible materials. ‘
18.3.6.3.2 i
Doors shalt be provided with posilive latching |
nardware. Roller iatches shall be prohibited. 5
Exception: Doors to toilet rooms, bathrooms,
shower rooms, sink closets, and similar auxiliary
spacas that do not contain flammable or
combustible materials,

18.3.6.3.3*

Hold-open devices that release when the doar is

FORM CMS-2587(02-98) Provious Varsions Obsolele Event iD:MPTUR Facitity iD; 100090 Il conlinuation sheet Page 3 of 14
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pushed or pulled shall be permilted.
K 029; NFPA 101 LIFE SAFETY CODE STANDARD K 0291 K029 T12/13
§8=D -
One hour fire rated construction (with % hour .Door closer was initiated on Housekeeping
fire-rated doors) or an approved automatic fire closet on Unit 6 on 7/10/13. Door closer
extinguishing system in accordance with 8.4.1 installed on Nutritional Servi
andfor 19.3.6.4 protecls hazardous areas. When NI/13, orel Services Office an
the approved automatic fire extingulshing system 2. Al other do , ;
option is used, the areas are separated from comp!iancer o were audied o ensure
other spaces by smokae resisting partitions and 3. Weekl ; N .
. y door audits will begin weck of
C!oors. Doors are self-closing and non-rated or July 15 and documented withgcorreczions
field-applied protective plates that do not exceed made immediately if needed
ggrnﬁ?:j fnglngbf“om of the door are 4. Door audits wiil Bc report.ed te monthly
' B PI commiitiee for three months to ensure

continued compliance.

This STANDARD Is not me! as evidenced by:
Based on observation and interview, it was
determined the facifity falled to meet the
requirements of Proteclion of Hazards in
accordance with NFPA Standards. The
deflclency had the potential to affect two {2) of
seven {7} smoke comparntmaents, palients, staff
and visitors. The facility is certified for one
hundred fifty six {166} beds with a census of one
hundred thirty three (133) on the day of the
survey. The facility failed to provide seif-closing
devices for doors protecling hazardous areas,

The findings include:

Observation, on 06/19/13 between 9:00 AM and
3:00 PM, with the Director of Maintenance
revealed rooms reqtired beaing seif-closing or
conlaining a hazardous amount of combustibles
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Continued From page 4

did not have self-closing device to keep the door
closed. The rooms identified as hazardous
requiring a rated door wilh a seif-closing device
were [ocaled in the {ollowing areas:

1) The Housekeeping Closet located in Unit 6,
opened outward into the egress path and was
greater than seven inches from the wall when
fully opened.

2) The Nulritional Services Office had
hazardous amounts of combuslibles and the door
did not have a self-closing device.

Interview, on 06/19/13 between 9:00 AM and 3:00
PW, with the Director of Maintenance revealed he
was not aware the doors {0 these rooms did not
meet the requirements for protection from
hazards.

8.41.3

Doors in barrlers required to have a fire
resistance raling shall have a 3/4-hour fire
proteclion rating and shall be self-closing or
automatic-closing In accordance with 7.2.1.8,

Reference;
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shal! be safeguarded by a fire barrler having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance wilh 8,4.1, The automatic

K 029
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extinguishing shall be permitted to be in
accordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting pariitions
and doors. The doors shall be self-closing or
automatic-closing, Hazardous areas shall
include, but shail not be resiricted to, the
following:

(1) Boiler and fuel-firod heater rooms ;
{2} Central/bulk laundries larger than 100 ft2 :
(9.3 m2)

{3) Painl shops

(4) Repair shops .
(5) Solled linen rooms : g
(6) Trash collection rooms :
(7) Rooms or spaces larger than 50 f2 (4.6 m2),
including repair shops, used for storage of
combustible supplias

and squipment in quantities deemed hazardous i
by the authority having jusisdiction i
{8} Laboratories employing lammable or i
combustible materials in quantities less than
those that would beé considered a savere hazard.
Exceplion: Doors in rated enclosures shall be !
parmitted to have nonrated, factory or
field-applisd 5
protective plates extending not more than
48 in, {122 cm) above the bottom of the door.

18.3.2 Proteclion from Hazards.
18.3.2.1* Hazardous Areas.

Any hazardous area shall be protected in i
accordance with Section 8.4, The areas !
described in Table 18.3.2.1 shall ba protected as ‘
Indicated. :
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Table 18.3.2.1 Hazardous Area Protection

Hazardous Area Description
Separation/Protection

Boiler and fuel-fired heatar rooms 1 hour

Central/bulk laundries larger than 100 fi2 (9.3

m2}1 hour

Laboratories employing flammable or

combustible materials in quantities less than

those that would be considered a severe

hazard See 18.3.8.3.4

Laboratories that use hazardous materials that

v/ould be classified as a severe hazard in

accordance with NFPA 99, Standard for Health

Care Facilities 1 hour

Paint shops employing hazardous substances

and materials in quantlties less than those that

would ba classified as 2 severe hazard 1 hour

Physical plant maintenance shops 1 hour

Soiled linen rooms 1 hour

Storage rooms farger than 50 ft2 (4.6 m2} but nol

exceeding

100 ft2 (9.3 m2) storing

combustible materiat See 18.3.6.3.4

Storage rooms larger than 100 {12 (9.3 m2)

storing combustible )

material1 hour

Trash coflection rooms 1 hour

NFPA 101 LIFE SAFETY CODE STANDARD

if there Is an automatic sprinkler system, It is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all porlions of the
building. The system Is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintanance of
Waler-Based Fire Proteclion Systems. i is fully

K 029

K058} kose

Protection on 7/3/13.

1. The 155 degree sprinkler heads
located in the dining room and Unit
5 conference room have been
replaced with new 165 degree
sidewall sprinkler heads. The work
was completed by ‘Fri-State Fire

14713
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K 056 | Continued From page 7 K 056 2. House wide building audit
supervised. There is a reliable, adequate water conducted to ensure compliance
supply for the system. Required sprinkler 3. Weekly sprinkler audits will be
systems are equipped with water flow and tamper conducted and documented with
swilches, which are eleclrically connacted {o the corrections made immediately to
building fire alarm system,  19.3.5 ensure compliance,
4. Sprinkler audits will be reported to
monthly P! committec for three
months to ensure continued
compliance.
This STANDARD is not mel as evidenced by;
Based on observation and interview it was
determined the facility falled to ensure the
building had a cormplete sprinkier syslem
installed, in accordance with NFPA Standards.
The deficiency had the potential to affect two (2)
of seven {7) smoke compartments, residents,
staff and visitors. The facility Is cedified for one
hundred fifty six {156) bads with a census of one
hundred thirty three (133) on the day of the
survey. Tha facllity falled to ensure the facllity
sprinkler heads were of the same temperature
rating in a compartment.
The findings includa:
Observation, on 06/19/13 between 9:30 AM and
3:00 PM, with the Director of Maintenance
revealed sprinkler heads were Installed within the
same compariment that wera not of the same
temperalure rating. The sprinkler heads were
mixed ralings of 155 degree F, and 165 degree F.
The mixed rating sprinkler heads were iocated in
the Dining Room, and the Unit 5 Conference
Room,
Interview, on 06/19/13 between 9:00 AM and 3:00
PM, with the Director of Maintenance revealed
they wera nol aware of the mixed sprinkier heads
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Continued From page 8
located within the same compariment.

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

Actual NFPA Standaid: NFPA 101, Table 19.1,6.2
and 19.3.5.1, Existing healihcare facililiss with
construction Type V (111) require complele
sprinkler coverage for all parts of a facility.
Aclual NFPA Standard: NFPA 101, 19.3.5.1.
Where required by 19.1.6, health care facilities
shall be protected throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7.

Aclual NFPA Standard: NFPA 101, 9.7.1.1. Each
aulomatic sprinkler system required by another
section of this Code shall be In accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems.

Actual NFPA Standard: NFPA 43, 5-1.1. The
requirements for spacing, location, and position
of sprinklers shall be based on the following
principles:

(1) Sprinklers instaited throughout the premises
(2) Sprinklers located s0 as not to exceed
maximum protection area per sprinkler

(3) Sprinklers posHicned and located so as lo
provide satlsfactory performance with respect to
aclivation time and distribution,

Reference: NFPA 13 (1858 ed.)

5-5.5.2.2 Sprinklers shall be positioned in
accordance with

the minimum distances and spacial exceptions of
Sections 5-6

through 5-11 s that they are located sufficiently
away from

K 056
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Continued Frem page 9

obstructions such as truss webs and chords,
plpes, calumns,

and fixtures,

Table 5-6.5.1.2 Posilioning of Sprinklers to Avoid
Obslructions to Discharge (SSU/SSP)

Maximum Allowabls Distance
Distance from Sprinklers to of Deflector
above Botlom of
Side of Obstruction (A) Obstruction {in.)
(8
Llessthan1 & 0
1fttolessthan 11t 6 in. 2112
1ft6in. toless than 2 ft 3172
2fttolessthan 2 it 6 in, 51/2
2ft6in. loless than 3 fit 712
3fttoless than 3 ft 6 in. 9112
Ait6in tolass than 4 ft 12
4fttolessthan 4 1t 6 n. 14
4ft6in, toless than 5t 18112
b ft and greater 18

For Sl units, 1in. = 25.4 mm; 1 ft = 0,3048 m.
Note: For {A) and (B), refer lo Figure 5-6.5.1 2(a).
Reference: NFPA 13 (1999 ed.)

©-6.3.3 Minimum Distance from Walls. Sprinklers
shall be located a minimum of 4 in. (102 mmy}
from a wall,

Reference: NFPA 13 (1999 Edition)

7-2.3.2.4 Where lisled quick-response sprinklers
are used :

throughout a system or portion of a system
having the same

hydrauiic design basis, the system area of
operation shall be

permitted to be reduced without revising the

K 056
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density as indicated

in Figure 7-2.3,2.4 when ali of the following
condilions

are satisfied:

{1) Wet pipe system

(2) Light hazard or ordinary hazard occupancy .
(3) 20-ft (6.1-m} maximum ceiling height

The number of sprinklers in the design area shali
never be

less than five. Where quick-response sprinklers
are used oh a

sloped ceiling, the maximum ceiling helght shal)
be used for ;
determining the percent reduction in design area. ]
Where :
quick-response sprinklers are inslalled, all
sprinklers within a :
compariment shall be of the quick response type. ;
Exception: Where circumstances require the use f
of other than ordinary

temperature-rated sprinklers, slandard response
sprinklers shail be ;
permitted to be used, :

Reference: NFPA 101 (2000 edition)

19.1.6.2 Health care occupancias shall be limiled
to the types

of building construction shown in Table 19.1.6.2.
{See 8.2.1)
Exception:* Any bullding of Type {443}, Type =
1(332), Type l1(222),

or Type {111} construction shall be permitted to
include roofing systems i
involving combustible supports, decking, or
roofing, provided

that the foliowing crileria are met:

(a) The roof covering meels Class C

FORM CMS-2587{02-09) Piavious Varsions Obsolate EventiD:MPTU1 Faciity ID; 100000 If continuation shee! Page 1t of 14
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requirements In accordance
with NFPA 266, Standard Methods of Fire Tests:
of Roof Coverings.
(b} The roof is separated from ail occupied
porlions of the building
by a noncombustible floor assembly that includes
not less than 21/2 in.
(6.4 cm) of concrete or gypsum flll,
{c) The allic or other space is either unoccupied
or protecled
throughout by an approved automatic sprinkler
systam.
};;Sg NFPA 101 LIFE SAFETY CODE STANDARD K104} 1104 102/13
Penstrations of smoke barriers by ducts are L. Fire Damper testing i
| . & is scheduled
protecled In accordance with B.3.6. week of 7/15/13 by Vanguard of
Evansville,
2. A survoy of entire building was
done to ensure all fire dampers
were identified, tested and
This STANDARD Is not met as evidenced by: documented on 7/19/13.
Based on fire damper tesling record review, and 3. Monthly fire damper audits will be
interview, It was dalermined the facility fafled to conducted and documented with
ensure fire/smoke dampers were maintained in corrections made immediately to
accordance with NFPA standards. The deficiency ensure compliance.
had the potenlial to affect seven (7) of seven {7 4. Fire Damper audits will be reported
smoke compariments, residents, staff and to monthly PI committee for three
visitors. The facllity is certified for one hundred months or until compliance js
filly six (166) beds with a census of one hundred reached,
thirty three (133) on the day of the survey. The
facllity failed to provide documentation that the
smoke/lire dampers were tested within the last
four {4) years.
The findings include:
Fire damper testing record review, on 06/19/13 at
FORM CMS-2562{02.95) Previcus Versions Obsoleto Event ID:MPTU2¢ Faciity ID; 100050 H continualion shoet Page 12 of 14
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10:30 AM, with the Director of Maintenance
revealed the facllity did not have documeniation
that fire/smoke dampers had been tested within
the last four (4) years.
Interview, on 06/19/13 al 10;30 AM, with the
Director of Maintenance revealed he was not
aware of the requirements for fire/smoke damper
testing.
Reference: NFFPA 90A (1999 edilion)
3-4.7 Maintenance. At least every 4 years, fusible
links {where
appilcable) shall be removed; all dampers shall
be operaied lo
verify thal they fully close; the lalch, if provided,
shall be
checked; and moving paris shall be lubricated as
necessary.
K147 { NFPA 101 LIFE SAFETY CODE STANDARD K147| K147 72/13
§8=D
Electrical wiring and aquipment Is In accordance I, Power strip was removed and a
with NFPA 70, National Elecirical Code. 9.1.2 hardwired receptacle was instalied.
Stat strips are plugged into
permancnt hired wired receplacle as
of 71713,
2, Anaudit of entire building was
. done on 71713 to ensure
This STANDARD Is not met as evidenced by: compliance. f
Based or observalion and Interview, it was 3. Allareas will be monitored
determined the facllily falled to ensure electrical through monthly room audits
wiring was malntained in accordance with NFPA 4. Th L O
- . ¢ results of the audits will be
standards. The deficiency had the polential to forwarded to the monthly Pl
affect one (1) of seven (7) smoke comparimants, committee for the naxt u’l'ree
residents, staff, and visitors. The facllity is months to )i
cerlified for one hundred fifty six (156) beds with eRSUre compliance. |
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@ census of one hundred thirty thrae (133) on the
day of the survey. The facllity failed to maintain
proper use of power strips,

The findings Include:

Observations, on 06/19/13 at 1:21 PM, with the
Director of Malntenance revealed three (3)
stat-slrlp chargers piugged into a power strip
located in the Copy Room.,

Interview, on 06/19/13 at 1:21 PM, with the
Director of Malntenance revealed he was not
aware medical equipment oulside of a resident
room could not be plugged into a power strip.

Reference; NFPA 99 (1999 edition)
3-3.21.2D

Minimum Number of Receptacles. The number
of receptacles shall be determined by the
Intended use of the patient care area. Thera shall
be sufficient receptacles located so as to avoid
the need for extension cords or muttiple outlet
adapters,

Reference: NFPA 101 (2000 Edition)

9.1.2 Electric.

Electrical wiring end equipment shall be in
accordance with NFPA 70, National Eleclrical
Code, unless existing instalialions, which shall be
permitted to be continued in service, subject to
approval by the authorily having jurisdiction.

K147
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