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A review of a Significant Change Minimum Data
Set (MDS), dated 08/04/11, revealed the facility
assessed Resident #2's fo be severely cognitively
impaired and required extensive assistance with
bed mobility, transfers. toileting and activities of
daily living. The resident was assessed at high
risk for falls related to impaired mobility.

A review of a physician's order, dated 05/29/12,
revealed to cleansé the deep lissue injury to the
coccyx with normal saline, cover with Allevyn and
change every other day and as needed. Review
of a more racent physician's order revealed to
clean the unstageable decubitus on the coccyx
with wound cleanser, apply Allevyn, and change
the dressing every day due to an increase in
drainage. :

Areview of Resident #2's Treatment
Administration Record {TAR), dated June 2012,
revealed no svidence of the current physician's
order for treatment of the coceyx wound. The
previous order had not been discontinued and
Resident #2 was not receiving freatment as
ordered.

An interview with Registered Nurse {RN} #1, on
06/06/12 at 8:00 AM, revealed the change in
treatment order, dated 05/29/12, was not carried
over to the June 2012 TAR, and the previous
order for ireatment avery other day continued
through the current date.

An interviow with the Assistant Direclor of Nursing
{ADON}, on 06/06/12 at 8:45 AM, revealed she -
noted the order, on 05/29/12, and made the
changes on the May 2012 TAR; however, the
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change was not carried over to the June 2012
TAR, which resulted in the resident not receiving
the treatment as ordered by the physician.

An interview with the Director of Nursing Services
{DNS), on 06/06/12 at 2:40 PM, revealed the
physician's order should have been carried over
to the June 2012 TAR and may have been
missed due to a new person doing the carry-over
job at that time.

2. Arecord review revealed the facitity admitted
Resident #8 on 02/11/08 with diagnoses to
include Fractured Femur, Degenerative Arthritic
Knee, Angina Pectoris, Syncope and Coillapse,
Alzheimer's Disease, Depression, Psychotic
Mood Disorder, Anxiety State, HTN,
Osteoporosis, and Seizuse Disorder,

A review of the quarterly MDS assessment, dalad
05/02/12, revealsd the facllity assessed Resident
#8 to be cognitively intact.

A roview of the treatment record, dated 05/22/12,
revealed to clean the area on the resident's
coceyx and buttocks with wound cleanser, pat
dry, and apply Allevyn svery other day untit
healad. Further review revealed the order was
discontinued on 05/30/12.

A review of a physician's order, dated 05/30/12,
reveated "discontinue- Allavyn to the sacrum;
there's nothing open on the buttocks/sacrum
except a boit."

A roview of the Comprehensive Gare Plan for a
"Boil,” dated 05/30/12, revealed to monitor for
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signs and symptoms of infection, medications as
ordered, Keflex for ten days, and monitor the
wound/lesion's status and progress.

A review of the treatment record, dated 06/12,
revealed to clean the area on the coccyx and
buttocks with wound cleenser, pat dry, and apply -
Allevyn avery other day until heafed. Dates of

4 administration on the treatment record were
initialed by the stalf on D6/01/12, 068/03/12,
06/05/12, and 06/06/12.

An observation of a skin assessment, on
06/06/12 at 10:05 AM, revealed the area to the
resident’'s coccyx and sacrum were cleaned wilth
wound cleanser and dried, with Allevyn applied.

An Interview with RN #2, on 06/07/12 at 1:40 PA,
revealed she could not find evidence of a
physician's order, stating "thare was not an order
for it."

An interview with the ADON, on 06/07/12 at 9:40
AM revealed the facility did not have a policy, the
nurses jusi notify the physiclan. ]
F 282 | 483.20(k){3}ii} SERVICES BY QUALIFIED F 282
§5=p | PERSONS/PER CARE PLAN

The services provided or arranged by the facifity
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy/procedure, it was
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determined the facility failed to ensure services
were provided by qualified persons in accordance
with each resident's wiltten plan of care related to
the failure to update the ¢are plan for one
resident (#2), in the selected samiple of fiftean
reskients,

Finding includa:

A review of the facility’s polity and procedure,
"Development of a Care Plan,” undaied, revealed
lhe care plan was to ba reviewed/revised as par
the "Resident Assessment Insirument” (RAI)
marnival with significant changes, and changes in
orders es received by the Minimum Data Set
{MDS) Coordinator.

A review of an insert for tha RAI manual dated
October 2011, saction 4.7 entitled "The RAI and
Care Planning” revealed the care plan should be
revised on an cngelng basis to reflect ¢hanges in
the residant and care the resident received.

A record review revealed the facility admitted
Resident #2 on 06/27/11 with diagnoses to
inciude Failure to Thrive, Dementia, Chronic
Obstructive Puimonary Disease, Hyperiension,
Gastroesophageal Reflux, and Osteoporosis.

A review of a Significant Change Minimurn Data
Set (MDS), daled 08/04/11, revealed the facility
assessed Resident #2 to ba severely cognitively
impalred and required extensive assistance with
bed mobllity, ransfers, toileting and activities of
daily fiving. The rasident was assessed at high
visk for falis related to impaired mobitity.

A review of an Event Report revealed, an
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05/25/12 at 6:00 PM, Resident #2 was found lying
on the right side beside hisfher bad with a silver
dollar-sized hermatoma on the right side of his/her
forehead. The possible causative factor was
identifiad as restlessness relaled to the dying
process. Inferventions included a low bed, mats
to both sides of the bed, and a medication
change by Hospice to decrease anxisty.

A review of the facility's Event Review
Communication Log, dated 05/30/12, revéaled a
fall on 05/25/12 at 6:00 PM, and included
Instructions for tha charge nurse to review and
coniplete actions assigned, to place initials and
the date in the "Action Completed" column, retum
the form to the Director of Nursing Services when
recommendations were completed, and review
with all appropriate staff members wilh sighatures
provided, Reviéw of the “Action Completed"
column, dated 05/30/12, revealed no initials, and
the section for staff signatures included only ona
signaiure. :

A review of the care plan, "At risk for fails,”
updated 05/30/12, ravealed that the falls
commitiee met and a new intervention was added
for a mat fo bedsida. A review of the State
Registered Nurse Aide (SRNA) care plan report,

. | dated June 2012, did not include the use of floor
malts.

An observation, on 06/05/12 at 2:50 PM, revealed
Resident #2 sitting upright In bed with a green
disceloration on the right sida of his/her forehead.
A floor mat was observed on the lef side of the
bed. A blue folding floor mat was noted to be
propped against the wall at the foot of tha bed, An
observation, on 06/06/12 at 8:25 AM, revealed

i

; The services provided or airanged by the facilily shall
| be provided by qualified persons in accordance with
each resident’s writlen plan of care.

! Criterla #1: Resident # 2's falinjury prevention
¢ Interventions are in place in accordance with hisher]
writlen plan of care and the SRNA Care Plan Record
reflects all current fallinjury interventions as cullined
. on hisher comprehensive care plan,

| Criteria #2: An audit of all falfinjry prevengon
| devices (L., alarms, flocr mals, etc.) was completed
: on 6/26/12 by the Director of Mursing Services o]
determing that they were being provided 3

accordance with each resident’s witten plan of care.
An audit of alf SRNA Care Plan Records w
completed on 6f26/12 by the Director of Nursing
Sarvices to determine that they accurately reflected
each resident's current fallfinjury interventions as)
oullined on each individual comprehensive care pian.
Criferia #3: The facility's protocol for transcrbing
SRNA Care Ptan Record ongoing updates has besn|
revised lo facilifale timely, accurdte revisions, and
cctimunicalion ¢f such revisions to the direct caig
staff. All nutsing staff membefs received in-service
education on 7/2042012 by the Direclor of Nursing
Senvices that included but was not fimited fo; {1)
fmplementalion  and moniloring  of  fallfinjury
prevention devices (i.e., alarms, floor mats, elc.) in
accwdance with- resident's written plan of care, (2)
checking for proper placement of safefy devices, and
(3} revisions lo the piotocol for ranscribing ongeing
updales to tha SRNA Care Plan Record.

Criterfa #4: The CQI indicator for the monlioring o
care be provided by qualiied persons in accordance
with each resident's writlen plan of cate shall by
ulilized monthly X 2 months and then quartery as pe
the established CQI calendar under the supervision
of the Director of Nursing.

The CQ indicator for the monitoring of SRNA Care

Plans shall be utilized monthly X 2 months and then
quarterly as per the established CQI calendar unde
thé supervision of lhe Direclor of Nursing, 1
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Resident #2 was in bed with a mat only on the lsft F 315 483.25(d) NO CATHETER, PREVENT UTI
. RESTORE BLADDER
side of the bed. Based on the resident's comprehensive assessmeant
X . i . , the facility shall ensure that a resident who enters thg | |
An interview with the Assistant Director of Nursing facity without an indwelfing calheter is o
(ADON) , on 06/06/12 at 1:45 PM, revealed calhelerized unless the residents clinical conditicy
Resident #2 should have mats on both sides of demonstrates that catheterization was riecessary
the bed when he/she was in bed, and the SRNA and a resident who Is Incontinent ob blzdder recelved
care plan should have addressed the use of mats appvopriate trealment and services to pfevent urinay
on both sides of the bed. tract infections and to restore as much normia
bladder function as possible; :
An interview with the Diractor of Nursing Services Criterla #1: Resident #4's catheter bag is keptin 4 |
{DNS), on 06/06/12 at 2:40 PM, revealed the dignily bag and off of the floor. '
Interdisciplinary Taam reviewed incidents in Criterla #2: An audit of all resident's with indwelling
moming meeling, and the floor nurse was i cathelers was compleled on 6/8/12 by the Directar o
responsible for implementing the changes, i Nursing Services lo defermine that their calhete
updating the nursing care plan, and updating the ! bags were placed in a dignily bag and up off of the
SRNA carg plan. Atter the nurse took care of the floor, .
changes, they initialed the communication form Criteria #3: All nuising staff members received in
and gave it back fo the MDS Coordinator. The service educalion on 7/20112 as provided by the
DNS stated shs updated the master coples at the Director of Nursing Services on the Facility's policy fo
beginning of the month. UTE prevention in regards {o maintaining cathele
bags on dignity bags and off of the fleor.

T : . Criteria #4: The CQI indicator for the monfloring ¢
2{':;?;8[;5‘:":‘:?;‘23 ?:21;";::2::3 t‘::a [01%?7112 catheter bag placement shall be y[ilized monthly X 3 : 7R1/12
nurses to update the SRNA care plans, and the and then quarerly as pes established CQI calenda
DNS was ufimately respansible to ens‘ure the under the supervision of the Director of Nussing.

i Criteria #5: Target Date Substantiat Compliance

updates were implemented.
F 315 | 483.25(d) NO CATHETER, PREVENT UT|, F 315
ss=D | RESTORE BLADDER

Based on the resident’s comprehensive

assessmeant, the facility must ensure that a

resident who enters the faclity without an

indwelling catheter is not catheterized unless the

resident’s clinical condition demonstrates that

cathelerization was necassary; and a resident

who is incentinent of bladder receives appropriate

Irealment and services o prevent urinary tract
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infeclions and to restore as much normal bladder
funetion as possible. ’

This REQUIREMENT is not met as evidenced

by

Based on observation, record review, interview,
and review of the facility's policy/procedurs, it was
determined the facility falled to provide the
appropriate services and reatment fo prevent
infections for one rasident (#4), in the selected
sample of fiteen residents, The facility failed fo
ensure tha resident's catheter bag did not touch
the fioor or was placed in a dignity bag.

Findings inciude:

A raview of the facility's policy/procedure revealed
that a cover bag should be used to provide dignity
and to prevent the bag or tubing from touching
the floor. ‘

A record review revealed the facility admitted
Resident #l4 on 02/24/99, and re-admitted on
04/25/11, with diagnoses to include Hemiplegia,
Visual Disturbance, Aspiration Pneumonia,
Psychotic Mocd Disorder, and a Closed Head

Injury.

Obsarvations, on 08/05/12 at 11:30 AM, 3:00 PM,
on 06/06/12 at 7:55 AM, 8:55 AM, 10:30 AM,
12:30 PM, 1:30 PM, 2:30 PM, 3:30 PM, and on
06/07/12 at 2:00 AM, revealed Resident #4's
catrieter bag was touching the floor and was not
in a dignity bag.

Interview with Licensed Practical Nurse {LPN) #1,
on 08/07/12 at 9:17 AM, revealed catheter bags

FORM CMS-2567{02-99) Previous Versions Obsclele Event tD:YZP511

Fadiity iD: 160144

i continuation sheet Pags 8 of13




PRINTED: 06/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERTTLIA (X2) MULTIPLE CONSTRUCTIGN {X3) DATE SURVEY
AND PLAN OF GORRECTION TDENTIFICATICN NUMBER: COMPLETED
A BUILDING
B. WiNG
185241 06/07/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
GREEN ACRES HEALTH CARE 402 W. FARTHING STREET
MAYFIELD, KY 42065 .
40 SUMMARY STATEMENT OF DEFICIENCIES ') PROVIDERS PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPETION
TAG REGULATORY OR L5G IDERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F315 Continued From page 8 F3%8) k323 ag325h) FREE OF  ACCIDENT
of tubing should not touch the Noor and the bags ;
should be covered with & dignily bag. HAZARDS/SUPERVISIONIDEVICES

F 323
§5=D

interview wilh State Registered Nurse Aides
(SRNAs) #1, #2,#3, #4, and #5, on 06/07/12 at
9:30 AM, 9:35 AM, 9:45 AM, 9:50 AM, and 9:55
AM, respeclively, revealed a catheter bag should
not touch the floor and should be in a dignity bag.

interview wilh the Asslstant Director of Nursing
{ADON}) and the Director of Nuirsing Services
{DNS}, on 06/07/12 at 940 AM and 10:40 AM,
respectively, revealed that catheter bags should
not teuch the Moor and should be in a privacy bag.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The faciity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each restdent receives
adequate supervision and assistdance devices 1o
prevent accidents, :

This REQUIREMENT s not mef as evidenced
by.

Based on observation, interview, record review,
and retiew of the facility’s policy/procedurs, it was
determined the facility failed o ensure the
resldents’ environment remains as free from
accident hazards as is possible for two residents
{#2 and #5), in the selacted sample of fifteen
residents, Resldent #2, who was assessed as
high risk for falls was observed without a safely
mat in pface as per the resident's care plan.

The facllily shall ensura thiat each resident receives
adequate supervision and assistant dévices g
prevent acddents,
Criteda #1: Resklent # s fallfinjury preventio
intervenlions are in place in accordance with hishe
comprehensive care plan; and hisfher SRNA Carg
Pian Record reflect all current fallfinfury intervéntions
Resident #5's wheelchalr alarm is in place andg
funclioning when up in the wheelchalr in accordan
with his/er compsehensive care plan.

Criteria #2: An audit of afl failfinjury preventio
devices {|.e., alarms, floor mats, wheelchair alamns
etc) was completed on 6/26/12 by (the Direclor o
F 3231 ; Nursing Services o determing that they were ulilizeq
and functioning in accordance wilh each resident’s
wiitten plan of care. An audit of all SRNA Care Pla
Regords was completed on 6/26/12 by The Directo
of Nursing Services fo detemine that they accuratel
reflected  each  resident's  current  falffinju
interventions as eulined on each Individua
comprehensive care plan.
Criteria #3: All nursing staff members received in
senvice education on 7/20/12 by The Director of
Nursing Services that included but was not fimited fo
(1} implementation and moniforing of fallfinju
prevention devices (i.e., afarms, floor mals, etc.) |
acoordance with resident's written plan of care, (2
monitoring  preper function of safely alams |
accordance with facilty policy, (3) checking fo
proper placement of safety devices on reside
wheelchairs after visits to the beauty shop, therap
depariment, elc.

The facility's protocol for transeribing SRNA Care
Plan Record ongoing updates has been revised fo
faclitate  timely, accurate  revisions,  ang
communication of such revisions to the direct care :
staff. Al nursing stalf members recelved in-service
- education on 7/20/42 by the Direclor of Nursing
. Services on the revised prolocol.
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with each resident's written plan of care shall be

Resident #5 sustained two falls in which the uilized monthly X 2 monihs and then quarterly 2 per

safety alatms were not in place o functioning at the established CQI calendar under the supervision
the time. of the Director of Nursing. ‘
o ' The CQi indicator for the monitoring of SRNA Care
Findings include: Plans shall be utilizéd monthly X 2 months and then
; o ) quarterly as per the established CQI calendar under]
1. Areview of the facility’s policy and procedure, the supervisian of the Director of Nursing,
"Resident Safe Environment,” dated 12/07, Criteria #5: Target Date Substantial Compliance
revealed it was the facility's policy to eveluate 7121112

residenis and implement interventions outlined in
the recommendations for each level of risks
identified.

A record review revealed the facility admitted
Resident #2 on 06/27/11 with diagnases to
include Failure to Thrive, Dementia, Chronic
Obstructive Pulmonary Disease, Hyperlension,
Gaslroesophageal Reflux, and Osteoporosis.

A review of a Signilicant Change Minimum Data
Set (MDS), dated 08/04/11, revealed the facility

assessed Resident #2 to be severely cognitively
impaired and required extensive assistance with
bed mobility, transfers, toileting and activities of
daily living. The resident was assessed at high : 3
risk for falls related to impaired mobility.

A review of an Event Report revealed, on
05/25/12 at 6:00 PM, Resident #2 was found lying
on the right side beside his/her bed with a silver
doliar-sized hematoma on the right side of histher
forehead. The possible causative factor was
identified as resttessness related to the dying
process. Interventions Included a low bed, mats
to both sides of the bad, and a medication
change by Hospice to decrease anxiety.

A review of the care plan, “At nisk for fails,” .
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updated 05/30/12, revealed that the falls
committee met and a new intervention was added
for a mat to bedside. A review of the State
Registered Nurse Aide (SRNA) care pian report,
dated June 2012, did not include the use of floor
mats.

An observation, on 06/05/12 at 2:50 PM, reveated
Resident #2 sitfing upright in bed with a green
discoloration on the right side of his/her forehead.
A floor mat was observed on the left side of the
bed, Ablue folding floor mat was nofed to be
propped against the wail at the foot of the bed. An
observation, on 06/06/12 at 8:25 AM, revealed
Resident #2 was in bed with & mat only on the left
side of the bed. '

An interview with the Assistant Director of Nursing
{ADON}, on 06/06/12 at 1.45 PM, revealed
Resident #2 should have mats on both sides of
the bed when hefshe was in bed, and the SRNA
care plan should havye dddressed the use of mats
on both sides of the bed.,

An interview with the Administrator, on 06/07/12
at 3;40 PM, revealed she expeacted the staif {o
ansure safety interventions were in place when
rounds were made.

2. No evidence of a speclfic policy or procedure
was provided by the facifity related to the use of
safety alarm devices.

Argcord review revealed the facllity admitted
Resident #5 on 04/08/11 with diagnoses to
include Alzheimer's Disease, Dementia,
Hypertension, Diabetes Mellitus, and Cardiac
Dysrhythmia.
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A review of the quarlerly MDS assessment, dated
04/14H2, revealed the rasidont was cognitively
Impaired, required extensive assistance with
{ransfers and activities of daily living, and at high
risk for falls due to poor safety awareness.

Areview of the carg plan, "At fisk for Falls,” dated
04/26/11, revealed interventions for "self-releaso
seat belt to chair” and "educate the staff to
ensure alamm is on and working.”

Areviow of a nurse's note, dated 03/19/12 at B:05
AM, revealed Resldent #5 was found sitling on
the floor in his/her room in front of hisfher chair.
No injuries were noted. A review of the Event
Report, daled 03/19/12 at 8:05 AM, revealed the
alarm was in place; however, the staff did not turn
the alarm on. Inservicing was provided to the
staff, on 03/20/12, related to checking placement
and functioning of alarms when making rounds.

Areview of a nurse's note, dated 05/30/12, no
time indicated, revealed documentation that the
physician and family were notified that Resident
#5 was found in the floor and no injuries were
noted, Review of the Event Reporl, dated
05/30/12, reveated the resident was found in the
floor of his/her room and the safely alam was
turned off.

An interview with the facility's Beautician, on
0807112 at 12:30 PM, revealed, on 05/30/12, she
provided hair care to Resident #5. ThHe
Beautician revealed she assisted Resident #5 to
the hall by his/her room and an SRNA then ook
the resident to hisfher room. Additionally, the
Beautician revealed SRNAs did not bring
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rasidents to the beauty shop area. She usually
went to get the resident from their rooms and
would take them to the beauty shop area. She
assisted them to the hall when she completed the
beauty senvices, and she notified the SRNA or
nurse at that time. The Beautician stated she
was unaware about Resident #5's personal safety
alarm. Additionally, she stated she was unaware
that the resident sustained a fall, and no one had
informed her about it.

An interview with the Director of Nursing Services
{DNS), and the ADON, on 06/07/12 at 1:00 PM,
revealed it was determined the staff did not
engage Resident #5's safety afarm on 03/16/12,
The Nurse Aides were respensible to ensure
safety alarms were in place and functioning, and
they were fo document this information at the end
of the shift. The DNS and the ADON revealed, on
05/31/12, the facility’s hairdresser had the
resident in a regular wheelchair instead of the -
specialized chair in which the resident was care
planned because the specialized chair would not
waork at the sink or the hair dryer. They revealed
the safety alann could not be moved from one
chair to another. 1t was ulimately the
responsibility of the nurse supervisor to ensure
residents' safety devices were in place and
functioning.

An interview with the Administrator, on 06/07/12
at 10:20 AM, revealed she expected the staff to
ensure safety alarms wera in place and
functioning when rounds were made and anytime
a resident was fransferred.

F 323
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The findings that follow demonstrate facts alleged or conclusions set forth in’ the
noncompliance with Title 42, Cade of Fedaral statement of deflciency. This plan of correction
Regutations; 483.70(a) et seq. (Life Safety from is prepared and executed solely because it is
Fire} required by federal and state faw.
Deficiencies were cited with the highest ] . . , -
deficiency identified at "F" level. K018  NFPA 101 LFE SAFETY CODE
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018/ | STANDARD ) o i .
S8=D Doors protecting comidor openings In other than

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantiai doors, such as
those constructed of 1%; inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibiled by CMS regulations
in all health care faciliies.

This STANDARD s not met as evidenced by:

fequired enclosures of verical openings, exts, of
hazardous areas are subsiantiel doors, such as
those conslrucled of 1 % inch solid-bonded core
wood, or capable of resisling fire for at least 20
minutes. Doors in sprinkled buidings are only
required to resist he passage of smoke. Thefels no
impediment to the closing of the deors. Doors are
provided with 2 means suitable for keeping the door
cosed.  Dutch doors meeting 193636 are
i permiited. 19.3.6.3

Criterla #4: Corridor doors to rooms 228, 229, 230,
and 231 have been repaired and are fafching
properly by the Maintenance Supefvisor on 6/8/12
Criteria #2; An audit of al corddor doors 1o
determine that there were no other corridors doors
that were not Jaiching propetly on 6/8/112 by the
Maintenance Superviser,

Crileria  #3; Malntenance  personnel  and
housekeeping personne! have been in-serviced cn
ensuring cormidor doors are latching properly and the
necesslly of reporling noled issues lo the
Maintenance  supervisor immedialely by the
Adménistrator on 7/5/12.

Criteria #4: The CQI indicator lor the manitoring of
doors windows efc... shall be used monthly x 2
months .and-then. per. CQ} calendar under the

supervision of lhe Administrator.
Based on abservation and interview, it was Criteria #5: Target Date Substantial compliance N2
determined the facility failed to ensure doors to -
resident rooms would fatch properly in
accordance with NFPA standards. The deficiency e
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had the potential {o affect one {1} of five {5)
smoke compariments, residents, staff and
visitors. The facility s licensed for seventy-three
{73) beds with a census of sixty-sight {68} on the
day of the survey.

The findings Include:

Observations, on 05/05/12 at 1:15 PM, with the
Maintenance Supervisor revealed the corridor
doors to rooms 228, 228, 230, and 231 would not
latch properly. '

Interviews, on 06/05/12 at 1:15 PM, with the
Maintenance Supervisor confimed the
observation of the doors not latching and
ravealed the building had settled in this area

- | which couid have affectéd the door jambs..

Reference: NFPA 101 {2000 edition}

19.3.6.3.1* Doors protecting corridor cpenings in
other than required enclosures of verlical
openings, exits, or hazardous areas shall be
substantiai doors, such as those construcled of
13/4-in. {4.4-cm} thick, solid-honded core wood
or of construétion that resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke, Gompliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shalt
not be required. Clearance between the boltom
of the door and the flocr covering not exceeding
1 in. {2.5 cm) shail be pemilled for corridor
doors.

K018
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K 018 | Continued From page 3

Exceplion No. 1: Doors to tollef rooms,
bathrooms, shower rooms, sink closets, and
simitar

auxiliary spaces that do net contain flammable or
combustible materials.

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

16.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that is
acceptable fo the authority having jurisdiction.
The device used shail be capable of keeping

the door fully closed if a force of 5 Ibf (22 N) is
applied at the laich edge of the door. Roller
latches shall be prohibited on corridor doors in
bulldings not fully protected by an approved
automatic sprinkler system in accordance with
NFPA standards.

K 025 [ NFPA 101 LIFE SAFETY CODE STANDARD
58=F
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with B.3. Smoke banmiers may
terminate at an atrium wall, Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. Aminimum of two
separate compariments are provided on @ach
floor. Dampers are not required in duct
pengtrations of smoke bamiers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 18.3.7.5, 19.1.6.3,19.16.4

K018

K025
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This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facility faited to maintain smoke
barriers that would resist the passage of smoke
between smoke compartments in accordance
with NFPA standards. The deficiency had the
potential to affect five {5) of fiva {5} smoke
compartments, residents, staff and visitors. The
facility is licensed for seveniy-three (73} beds with
a census of sixly-eight (68} on the day of the
survey.

The findings include:

Observalions, on 06/05/12 between 10:00 AM
and 11:00 AM, with the Maintenance Supervisor
revealed the smoke pariitions, extanding above
the ceiling had multiple penetrations due fo wires
and quick foam. All four smoke barrier walls
were penetrated and the spaces around the
penetrations were not filled with a material rated
equal to the partition and could not resist the
passage of smoke. The fire quick foam that was
used does not have a Firé Resistive Rating
therefore is not approved for use in the smoke
barrier. ’

inferview, on 06/05/12 between 10:00 AM and
11:00 AM, with the Maintenance Supervisor
revealed he was not aware of the penetrations
| and that he had thought all the smoke barnies
walls wore sealed properly with the fire quick
foam.
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K 025 | Continued From page 5 K 025 Smo&;‘e itf);'a!:n'ersrare oor;s{truc!ed ttt]' provide al Igasi q:
i . one half hour fire resistance rating in accordancy
Reference: NFPA 101 (2000 Edillon). with 8.3. Srioke barriers may ferminate at an alriun
. . . wall. Windows are protected by fire-rated glazing o
823.6.1 Pipes, conc.luns, bus ducts, caples, wires, by wired glass pane?s and sleelyfi'ames. A minimurd
alz"dl.'lcis, pne-:umaltc. tubes and ducts, and similar of two separate compartments are provided on eacH
building service equipmant that pass through floor. Dariipers are not required in duct penetiations
floors and smoke barriers shall be protecled as of smoké barders In fully ducted heating, ventilating
follows: and ale conciioning systems. 19.3.7.3, 19.37.6
{a) The space befween the penetraling item and 1946319164 ‘
the smoke barrier shalt Crfteria #: All penatralionis have been sealed witl
1, Be filled with a malerial capable of maintaining approved Fire Reslslive materals, Quick Foam was
the smoke resistance of the smoke barrier, or semoved and fire resistive barier was applied by the
2. Ba protected by an approved device designed Malntenance Supervisor on 6113112
for the specific purpose. Criteria #2: An audil of al! smoke parlilions and
(b} Where the penelrating item uses a sleeve to bamers wes conducted on 6812 by thg
penetrate the smoke barrier, the sleeve shall be Maintenance Supervisor fo ensure no  furthel
solidly set in the smoke barries, and the space penelralions existed.
between the item and the steeve shall Criteria #3: Maintenance personnel have been if |
1. Be fifled with a material capable of maintaining serviced by the Administrtor oh 6/13/12 to only use :
the smoke resistance of the smoke barrier, or caulking to seal partitions or bariers that has a firg
2, Ba protected by an approved device designed resistive raling. - o
for the specific purpose. . Cn{e'na H4: Ihe CQ indicator for the monitoring o
{¢) Where desligns taka transmission of vibration i phy§(ca| piant specific to Renelraﬂpns in Sm°k4
Into consideration, any vibration isofation shall barersiparlitons wil be utiiized m_onlhiy X.Q. and
1. Be made on either side of the smoke barrier, or m:}gﬁ;{:&g&l schedule under te supervision of
iaﬂse ma}de by an appraved device designed for Criterla #5: Target Date Subslantial Compiance | )
. pecific purpose, ) 204112
K 027 { NFPA 101 LIFE SAFETY CODE STANDARD K027
55=D
Door openings in smoke barriers have at least a
20-minute fire protection rating or are at feast
1%-inch thick solid bonded wood core. Non-rated
protective plates that do not exceed 48 inches
from the botiom of the door are permitied. -
‘Horizondal stiding doors comply with 7.2.1.14.
Docrs are self-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
latching is not required.  19.3.7.5, 19.3.7.6,
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K 027 ; Continued From page 6
19.3.7.7

This STANDARD s not met as evidenced by:

Based on obséervation and interview, it was
detarmined the facility failed fo ensure cross
-corridor doors located in a smoke barrer would
resist the passage of smoke in accordance with
NFPA standards. The deficiency had the
potential to affect two (2) of five (5) smoke
compartments, residents, staff and visitors. The
facility Is licensed for seventy-three (73) beds with
a census of sixly-eight (€8) on the day of the
survey.

The findings include:

Observation, on 06/05/12 at 11:40 AM, with the
Malntenanés Supervisor revealed the
cross-commidar doors, lacated at the front of the
east hall, would not close completely when
tested. This was due to the doors not having a
coordinater to ensure the door with the t-asiragat
would close first after the initial close.

Interview, on 08/05/42 at 11:40 AM, with the
Maintenance Supervisor revealed they were
unaware the doors needed a coordinator to
ensure the doors would close properly In the
event of an emergency.

NFPA Standard; NFPA 101, 19.3.7.6*. Requlres
doors in sincke barriers to be self-closing and
resist the passage of smoke.

K027
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K 027 | Continued Fi 7 ¢ K 027 NFPA {101 LIFE SAFETY CODE STANDARD |
ontinue i rom page » K027} . Door openings in smoke barriers have at least a 20-
Reference: NFPA 80 (1899 Edition) ‘minute fire protection raling o are at least 1 ¥inch
thick solid bonded wood core. Non-rated profeciive ;
2-4.1 Closing Devices. - pletes that do not exceed 48 inches fram the botlom
2-4.1.1 Where there is an astragal or projecting df the door are pemitted. Horizontal sliding doors
latch bolt that comply with 7.2.1.14. Doors are self-closing o
pravents the inactive door from closing and - aufomatle closing in accordance with 19.2.2.26.
latching bafore Swinging doors are nof required fo swing with egress
the active door closes and latches, a coordmaiing : and positive lalching is not required,  19.3.7.5,
device shall - 10.3.7.6,19.3.7.7 )
be used. A coordinaling device shall not be ! Criteria #1: The cross-corridor doors, localed al the
required whare + front of the east hall, have had a coordinator installed
each door closes and laiches mdependently of . to ensure the doors will close property in the event of
the other. ' an emergency on 8/25(12 by the maintenance
supervisor.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029} Criterla #2: An audit of all cortidor dogrs was done
55=D to ensure that any duors with & -asiragal would close

One hour fire rated construction {with % hour
firerated doors) or an approved automatic fire
oxtinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved aulomatic fire extinguishing system

-option Is used, the dreas are separated from

other spaces by smake resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 Inches from the bottom of the doar are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to mest the
requirements of Protection of Hazards In
accordance with NFPA Standards. The
deficiency had the potential to affect two (2} of
five (5) smoke compartments, residents, staff and

by the Administralor.

the Adminisirator

first after the initial close and closed preperly on
6/8/42 by the Malnfenance Supervisar, :
Criteria #3: Maintenance Personnel were in-sefviced
on the necessity of corridor doors closing propery in
the event of an emergency and these doors with the
f-astragal requiring 2 door coordinator to ensure the
door closes propery after the initial close on 7/5/12

Criteria #4: The CQl indicator for the monitaring of
cormidor doars will be utiized monihty x 2 months and :
then per the CQi schedule under the supervision of i

Criteria #5: Target Dale Substantial Compilance 12
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K029 | Continued From page 8

visitors. The facility is licensed for seventy-three
{73) beds with a census of sixty-eight (68) an the
ddy of the survey.

The findings include:

Obsénvalion, on U6/05/12 between 11:00 AM and
2:30 PM, with the Maintenance Supervisor
revealed:

1} The sprinkler riser room did not have a door
closer that was needed due to the storage in the
room.

2} The new linen room in the laundry area had
no door closer and the cailing was not sealed.

Interview, on 06/05/12 between 11:00 AM and
2:30 PM, with the Maintenance Supervisor
revealed ha was nof aware the areas listed above
were considered hazardous storage thus
requiring a door, a self-closer, and separation.

Reference:
NFPA 101 {2000 Edition).

19.3.2 Protection from Hazards.

18.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
wilh an autornatic extinguishing system in
accordance with 8.4.1. The autornatic
extinguishing shali be permitted to be in
accordance with 19.3.5.4. Where lhe sprinkler
option is used, the areas shall be separated

from other spaces by smoke-resisting partitions

and doors. The doors shalf be selfclosing or

K029
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- , K 020 NFPA 101 LIFE SAFETY CODE STANDARD
K029
Contlnm-ad Frorn page 9 K029 One hour fire raled construction {with % hour fire-
automatic-closing. Hazardous areas shall taled doors) or an appoved automatic fire
Inciude, but shall not be restricted to, the extingulshing system in accordance with 8.4.1 and/or
follou{mg: 18354 profects hazardous areas.  When the |
{1) Boiler and fuel-fired heater rooms approved aufomalic fire extinguishing systerm oplion
’ {2) Centralbutlk laundries farger than 100 ft2 Is used, lhe areas are separated from other spaces
(9.3 m2) by smoke resisting partitions and deors, Doors are
{3) Paint shops self-closing and non-aled or field-applied protective
{4) Repalr shops piates thal do not exceed 48 inches from the boltom
{5) Soiled finen rooms of the door are permitted. 19.3.2.1
(6) Trash collection rooms Criteria #1: A door closer has been instalied on the
(7) Rooms or spaces larger than 50 ft2 (4.6 m2), sprinkler riser room and the new linen rooin in the
including repair shops, used for storage of laundry ares and the ceiling has been sealed in the
’ new linen room in the laundry “area, by the
combustible supplies Maintenance Suparvisor on 5/28/12
;nc:hequ:ptglept '; ql.janm“?s dqet{.amd hazardous Criteria #2; An audit was completed of hazardous
g L:biu ortty avm]g Jurisdiction b areas to ensure door closures were in place and
&) {'ator ies erTlp oy ng ﬁarprna o or cellings were sealed by the Maintenance Supervisor]
combustible materials in quantities less than on 62812,
those that would be considered a severe hazard. Criterfa #3: The Maintenance personnel were in-
Exceplion: Doors In rated enclosures shall be serviced .on what hazardous areas are and the
pemitied to havé nonrated, factory or - Importance of having a door, a seli-closer, and
field-applied . separation, by the Administralor on 7/5/2 .
profeclive ptates extending not more than Criteria #4: The CQI indicator for the monitoring of
48 in. {122 cm}) above the bottom of the door. " hazardous areas will be utilized monthly X 2 months
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045| | then per CQI schiedute under the supervision of the

$3=E
IMumination of means of egress, including exit
discharge, is amanged so that faliure of any single
lighting fixture {butb} will not leave the area in
darkness. (This does not refer to emergency
lighting in accordance with section 7.8.)  19.2.8

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure exits were
equipped with lighting in accordance with NFPA

A Criterla #1: The exit fighting fixlures on the exterior

Administrator.
Criterfa #5: Target Date Subsiantlal Compliance 22

K 045 NFPA 101 LIFE SAFETY CODE STANDARD
lluminalon of means of egress, Including exit
discharge, is arranged so that fallure of any single
lighting fixiure (bulb} will not leave the area in
darkness. {This does not refer to emergency lighting
in accordance wilh section 7.8) 19.2.8

of the 2ast and west hall exits have beén changed fo| :
a two bulb fixture and amanged so the faliure of af :
single bulb will not leave the exlt in complele
darkness, by the Mzintenance Supervisor on 62812
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two buib fixtures were in place by the Maintenance
. Supervisor on 6/26/12
K 045 pervi :
Continued From pag‘e 10 ) K045 Criteria #3: Maintenance personnel have been in
standards. The deficiency had the potential to seiviced that lighting for means of egress, should be
affect three (3) of ﬁve. (.5) smoke corp'pa.rtments, equipped with more than ane butb and arranged In
reskdents, staff and visitors. The facllity is such a fashion that the failuse of onz bulb does nol
licensed for seventy-three {73) beds with a result in the area being in complete darkness, by the
census of sixty-eight (68) on the day ¢f the Administrator on 7/5/12, .
survey. Criterla  #4: The CQI Indicator for the monitosing
for exit lighting shall be ulilized monthly x 2 mopths
The findings include: then per the CQI schadule under the supeivision o
the Administrator,
Observation, on 08/05/12 between 11:30 AM and Criteria  #5; Target Dale Substantial Compliance [ 7/21112
3:30 PM, with the Maint ce Supervisor .
e oaloat 1o st ares wost ol oxts wore K 045 NFPA 101 LIFE SAFETY CODE STANDARD
N 1
equipped with a single bulb for Hluminating egress ;ﬂ;ﬁ;ﬂmﬁ&iﬂﬁy 1’3 g‘;’ duration s
path to the public way from “.16 extt. Criteria #1: The emergency light with battery backup
Interview, on 06/05/12 between 11:30 AM and ll?ﬁl}:dh:;ir‘g:nﬁno: gls;r:npss;{egﬁvg;gﬂgas replaced
3:30 PM, with the Maintenance Supervisor Criteria #2: An audit was done fo ensure alf other
revealed he was unaware the lighting fxtures amergency - lights with batlery backup were
’ sarving the exterior exits must include more than functioning, by the Mainiehance Supervisor on
one bulb. 616112
. oo Criterfa #3: The Malntendnce personnel have baen
Exit lighting must be arranged so the faflure of a in-serviced on ihe importance of ensuring emergency
_1 single bulb will not feave the exit In complete lights with baltery backup are functioning properly, by
darkness. the Administrator on 7/5112,
. Criteia  #4: The CQI fool for the monitoring of
Reference: NFPA 101 (2000 edition}) emergency lighting will be ullized menthly x 2
7.8.1,4% Required iflumination shall be arranged months and then per the CQi schedule under the
so that the ) supervision of the Administrator
. failure of any single lighting unit does not result in Crileria . #5: Targe! Date Substantial Compliance i} 72412,
an ftumination
level of less than 0.2 ft-candle (2 lux) in any
designated
. S rarea. -
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 045
S8=F '

Emergency lighting of at least 1% hour duration is
provided in accordance with 7.9, 19.2.8.1,
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K 046 | Continued From page 11 K046

This STANDARD is not met as evidenced by:
Based on staff interview and observation, it was
determined the facility failed to provide
emergency lighting in accordance with NFPA
standards. The deficiency had the potential to
affect five (5) of five {5} smoke compartmenis,
residents, staff and visitors. The facility Is
liconsed for seventy-three (73) beds with a
census of sixty-eight {(68) on the day of the
survey,

The findings include:

Observation, on 06/05/12 at 12:45 PM, with the
Maintenance Supervisor revealed that an
emetgency light with battery backup located at
the generator transfer switch did not function
properly leaving the potential for the generaltor
transfer switch to be In complete darkness.

Interview, on 06/05/12 at 12:45 PM, with the
Maintenance Supervisor revealed he was
unaware the light was not functioning properly.
He stated that he tests the light weskly by tuming
the light off to ensure that it would work.

Refarence: NFPA 101 {2000 adition}

7.9.2.1* Emergency Humination shatl be provided
for not less than 1172 hours in the svent of failure
of narmal fighting. Emergency lighting facilites
shali be arranged to provide initial ilfumination
that is not less than an average of 1 ft-candle (10
tux) and, at any point, not less than 0.1 fi-candle
{1 lux}, measured along the path of egress at

e
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K 046 | Continued From page 12 K 046
floor leve!. Hlumination levels shall be permitled to
decline to not less than an average of 0.6
fi-candle {6 lux) and, et any point, not less than
0.06 ft-candle {0.6
{ux} at the end of the 11/2 hours. A
maximum-to-minimum illumination uniformity
ratio of 40 to 1 shall not be exceeded.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
S§=F

| .the fast.interior pipe inspection was done in 2003.

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
pericdically.  19.7.5, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD is not met as evidenced by:
Based on observation, inferview, and sprinkier
testing record review it was determined the facllity
failed to mainiain the sprinklér system in
accordance with NFPA standards. The deficiency
had the potential to affect five (5) of five (5}
smoke compariments, residents, staff and
visitors. The facility is licensed for seventy-three
{73) beds with a census of sixty-eight {68} on the
day of the survey.

The findings include:

Paperwork Review, on 06/05/12 between 1.00
PM and 2:00 PM, with the Administrator revealed

This inspection must be done once every five
years. Further observation showed one of the
gauges on the sprinkler riser had not baen
changed or calibrated within the last five years.
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K 062 { Continued From page 13

Intarview, on 06/05/12 between 1:00 PM and 2:00
PM, with the Administrator revealed she was not
aware tha interior pipe and the gauge were to be
done once every five years and thought her
vendors would fake care of these inspections.

Reference: NFPA 25 {1998 Edition}.

2-1 General, This chapter provides the minimum
requirements

for the routine inspection, testing, and
maintenance of

sprinkler systams. Table 2-1 shall be used to
determine the

minimum required frequencies for inspection,
testing, and

maintenance. )

Exception: Valves and fire depariment
connections shall be Inspected,

tested, and maintsined in accordance with
Chapter 9.

Table 2-1 Summary of Sprinkler System
Inspection, Testing, and Maintenance

ltem Activity Frequency Reference

Gauges (dry, preaction deluge systems)
Inspection Weekly/monthly 2-2.4.2

Control vatves Inspection Weekly/monthly Table
81

Alarm devices Inspeclion Quarterly 2-2.6
Gauges (wet pipe-systems) Inspection Monthly
2-2.44

Hydraulic nameplate Inspection Quarterly 2-2.7
Buikdings Inspeclion Annually (prior to freezing
weather) .

K062
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ot K 062 NFPA 4010 LIFE SAFETY CODE
K 062 | Cantinued From page 14 K062 STANDARD
2-2.5 Required automatic  sprnkler systems are
Hanger/seismic bracing Inspection Annuaﬂy 2-23 - confinuously maintalned In  reliable  operating
Pipe and fitings Inspection Annually 2-2.2 condilion and are inspected and tested periodically
Sprinklers Inspection Annually 2-2.1.1 19.7.6,4.6.12, NFPA13, NFPA 25,79.7.5: -
Spare sprinklers inspection Annually 2-2.1.3 Criteria #i: The Interior pipe Inspeclion was
Fire depariment conneclions Inspaction Table §-1 compleled on 8/41/12 by the faclity Inspection
Valves {all types) Inspection Tabls 9-1 company, the gauge on the sprinkler riser was
Alam devices Test Quarterly 2-3.3 changed by the facilily vendor responstble for deing
Main drain Test Annually Table 9-1 so on 61112
Antifreeze solution Test Annually 2-3.4 Criterla #2: An audit was done on all equipment
Gauges Test 5 years 2-3.2 requiang inspections to ensure required inspactions
: ; were done.
25&1::;? Nﬁﬁa high temp. Test 5 years 2-3.1.1 iCrltarI?o:é’- The;hMailnten;ritnce Su;;endsoi has beeg
. n-sen on the imporlance of menitoring an
gsgrr;k;%rsy {;;e:sst response Test At 20 years and tracking req‘ujr ed Inspections conducted by outside
thereaft vendors, parliculay those not dene annually by the
erealier Adninistrator on 6/11/12.
2-3.1.1 Exception No. 2 Criteria #4: The CQI Monitoring tool for required
Sprinkiers Test At 50 years and every 10 years inspeclions by vendors will be utiized monthly x 3
thereafter : months and then per the CQI schedule under the
2-314.1. suparvision of the Administrator
Valvas (all types) Malntenance Annually or as Criteria #5: Targel Dale for Substantal Compllanoe_ 7n2
needed Table 9-1 i
Obstruction investigation Malntenance 5 years or K 064 NFPA 104 LIFE SAFETY CODE STANDARD |
as needed Chapter 10 Portable fire extinguishers are provided in alf health [
care occupancies in accordance with 9.7.4.1
£-4.2.1 | Criteria #: The signage stating that the hood |
9-4.2 1 Inspection. Valves shall be inspected - suppression system must be used before the dass K |
intermally every i E_F{echemln%l#:her"has bieeg [ﬂaﬁcﬁhjl U;i] !hexh\"-'all ll;lhthe
itchen. wall mounted poriable fire extingulshers
;izzr;y'fon:j:gy that all components operate located throughout the facility have been moved to
freely, and are in good condiiion. me fpaiXi’r'ﬂlﬁm al!é)w;?]llie Bl;qeilgh! of fine (85} fe:‘t] above
K 064 | NFPA 101 LIFE SAFETY GODE STANDARD KOB4| o oo oo oF The 2 nenance Supervisor on
SS=F o S ) . Criteria. #2: An audil was conducted-lo ensuse
Portable fire extmgmslher's are provided in all required signage was in place and ftems were hung
heallh care occupancies In accordance with at the regulated heighl by the Maintenance
9.7.41. 19.3.56, NFPA 10 Supervisor on 6/8/12.
Criteria #3: An in-serviced was done with (he
| Maintenance and Distaly persanfiel on the postngol | _
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K 064 | Continued From page 15 K 064 ' signs in areas that have hood suppressions systems

This STANDARD is nof met as evidenced by:
Based on observation and interview, the facility
failed 1o ensure the fire extinguishers were in
accordance with NFPA standards. The deficiency
had the potential to affect one {1) of five {5) .
smoke compartments, residents, staff and
visitors. The facllity is licensed for seventy-ihree
{73) beds with a census of sixty-eight (68) on the
day of the survey. ’ ‘

The findings include:

Observation, on 06/05/12 at 2:10 PM, with the
Maintenance Supervisor revealed there was no
signage stating that the hood suppression system
must be used before the class K fire extingulsher,
This type of extinguisher is uséd as a secondary
meastite to the fange hood extinguishing system.

Interview, on OS/05M2 at 2:10 PM, with the
Maintenance Supervisor revealed he was
unaware of the signage requirement. Further
interview with kitchen staff revealed if a grease
fire started the first action was to turn off the
stove and then get the class-k fire extinguisher.

Observation, on 06/05/12 between 11:30 AM to
3:30 PM, with the Maintenance Supervisor
revealed the wall mounted, portable fire ]
exiinguishers located throughout the facility, were
mounted above the maximum allowable height of
five (5} feet above the finish floor.

that the state the hood-suppression system must be
used before the class K fite extinguisher Is used, and
that the class K fire extinguisher is used as a
secondary measure to the range hood extinguishing
system, by the Administrator on 7/5/12. The
' Mainfenance Personnel were in-serviced on the
: mounting height of portable fire extinguishers, in that
they can not be mounled above e maxmum
allowable height of 5 feet above the finish floor for
- extingulshers having a gross weight of 40 ibs or less
i and no more that 3 % feet above the floor for those
greater than 40 |bs; by the Administrator on 7/20/12

- as It relates to extinguishers and signage will be
ulllized monthly. x 2 monlhs then par CQl schedule
under the directlon of the Administrator.

- Criterla #5: Target Date Substantial Compliance

Criteria #4: The CQl monitoring ool for fire safety |

72112

Interview, on 06/05/12 between 11:30 AM to 3:30
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K 064 | Continued From page 16 _
PM, with the Maintenance Supervisor revealed
that he was unaware of the height limitations for
wall mounted portable fire extinguishers and
acknowledged that they were mounted above the
height of five {5) feet above the finish floor.

Reference: NFPA 10 {1998 Edition).

2-3.2.1 Aplacard shall be conspicuously placed
near the extinguisher that states that the fire
profection system shall be activated prior to using
the fire extinguisher.

Reference NFPA 10 {1998 Edition}.

1-6.10 Fire extinguishers having a gross weight
not exceeding 40 1b {18.14 kg} shall be
installed so that the top of the fire

extinguisher is not more than 5 i {1.53 m)
above the fioor. Fire extinguishers having a
gross weight greater than 40 Ib (18.14 kg)
{except wheeled types) shall be so installed
that the top of the fire extinguisher is not

more than 3 1/2 ft {1.07 m} above the fioor.

In no case shall the clearance between the
bottom of the fire extinguisher and the fioor

be less than 4 in. {10.2 cm). '

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD
$8=D -

Smoking regulations are adopted and inciude no
less than the following provisions:

(1) Smoking is prohibited in any room, ward, or
- .compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbol for no smoking.

K 064

K 066
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{2) Smoking by patients classified as not
responsible is prohibited, excepi when under
direct supervision.

{3) Ashtrays of noncombustible material and safe
design are provided in all areas where smoking is
permitted. '

{4) Metal contdiners with self-closing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
permitied. 19.7.4

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facillty fafled to ensure the use of
approved ashtrays at an eptrance, in accordance
with NFPA standards. The deficiency had the
potential fo affect one (1} of five (5) smoke
compartments, residents, staff and visitors. The
facitity is ficensed for seventy-three (73) beds with
a census of sixty-sight (68) on the day of the
survey.

The findings incfude:

Obsarvation, on 06/05/12 at 2:03 PM, with the
-Maintenance-Supervisor revealed the-ashiray
located at the front enfrance to the buliding was
not of the unapproved type. The ashtray did not
have a mela! container with a seff-closing lid.

’
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intefview, on 0605712 at 2:03 PM, with the
Maintenance Supervisor reveated he was not
aware of the requirement for self-closing
ashirays.

Reference: NFPA 104 {2000 edition)

10.7.4* Smoking. Smoking regulations shall be
adopted and .

shall include not less than the following
ptovisions:

{1) Smoking shali be prohibiled in any rcom,
ward, or compariment

where flammable ligulds, combustible gases, or
oxygen is used or stored and in any other
hazardous location,

and such areas shall be pested with signs that
read NO SMOKING or shall be posted with the
intemational

symbo! for no smoking.

Exceplion: In health care occupancies where
smoking is prohibited ’

and signs are prominantly placed at all major
anirances, secondary

signs with fanguage that prohibits smoking shall
not be required.

(2) Smoking by patients classified as not
responsible shall be

prohibited.

Exception; The requirement of 19.7.4(2} shall not
apply where the patiant

is under direct supervision.

(3} Ashfrays of noncombuslible material and safe
design ,

shall be provided in all areas where smoking is
pemitied.

{4) Metal containars with self-closing cover
devices into

which ashlrays can be emptied shall be readily
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tables, and wheelchairs were stored in the
corridor until the Administrator arrived at 12:00
PM. Furlher observation showed the faundry exit
was blocked by a table and two rofling caris.

Interview, on 06/05/12 between 10:30 AM and
12:00 PM, with the Maintenance Supervisor
revealed he thought the facility could store items
in the corridor as long as they were on one side of

K 072 NFPA 101 LIFE SAFETY CODE STANDARD
Means of egress are continuously maintained free of
ali obstructions o impeciments to fuft instant use in
the case of fire or other emergency. No furnishings,
decorations, or other objecis obstrucl exils, access
to, egress from, or visibility of exits. 7.1.10

Criterla #1 Items sefling in haltways were removed
from haltway and slalf instiucted nof fo leave them in

X SUMMARY STATEMENT OF DEFICIENCIES D oA
PREFIX (EACH DEFICIENCY MUST EE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
- DEFICIENCY)
K 066 | Gontinued From paga 19 KOBS|| y gg6 NFPA 101 LIFE SAFETY GODE STANDARD |
available Smoking regulations are adopted and Include no less |;
to all areas where smoking is permitted. than the following provisions:
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072]| Smoking Is prohiblied in any room, ward, or
§8=E : compariment where flammable liquids, combustible
Means of egress are continucusly maintained free gases, of oxygen Is used of stored and in any olher
of all obstructions or Impediments to full instant hazardous location, and such aréa is posled with
use in the case of fire or other emergency. No signs that read NO SMOKING or with the
fumnishings, decoralions, or other objects obstruct intematicnat symbot for no smoking. )
exits, access 1o, egress from, or visibility of exits. (2) Smoking by patients classified as not responsible
7.1.10 is prohibited, except when under direct supervision,
: {3)Ashtrays of noncombustible material and safe
design are provided In ail areas where smoking is
permitted.
{4) Metal contalners with self-closing cover devices
. . ) Info which ashtrays can be emplied are readily
This STANDARD is not met as evidenced by: avallable to all areas where smoking perinitied 19.7.4
{ Based on observation and interview, it was Criteria #4: The appropriate approved ashtray has
determined the facllity failed to maintain exit been placed at the front entrance to the building by
access in accordance with NFPA standards. The the Maintenance Supervisor on 6£2712
deficiency had the potential to affect four {(4) of Criteria #2; All areas where smoking Is pemiited
five {5} smoke compartments, residents, staff and wviere audited to ensure appropriate ashirays were In
visitors, The facility s licensed for seventy-three  place by the Mainlenance Supervisor on 62742,
{73) beds with a census of sixty-eight (68) on the Criteria # 3: the Malnienance Personnel have been
day of the survey. in-serviced on the approved types of ashirays that
cari be ufilized in smokirig aseas by the Administrator
The findings inciude: on 6/8/12., o
: Criteira #4: The CQI foo! for Smoking regulations
Observation, on 06/05/12 between, 10:30 AM and specific o types of ashirays will be uliized menthly x
12:00 PM, with the Maintenance Supervisor gu"jn?:'v‘:‘s?oi"gf“ulee”Al;er;m“‘iztg%fd‘e*’“’e under the
revealed lifts, linen carts, med carts, rolling Critefra #5; Target Date for Substantial Compliarice |} 7/24/42
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; |} hallway by Adminisirator on 6/8/12 The laundry table
K 072
Connnufgd From page.x 20 . ) K 072. and solling carts were moved away from the door by
the corridor. Further interview with the the Mainlenance Stpervisor on 6/25/12.
Administralor revealed she was aware the Criteria #2 An audilwas done of all means of egress
corridors should be free and clear of all tb ensuie exit access was maintained by the
obstructions. _ Administrator on 6/25/12,
Criterla #3 All Staff have been in-serviced on
Reference: NFPA 101 {2000 Edition) mantaining clear axit access and nol sloring items in
Means of Egress Reliability 7.1.10.1 coiidars of in front of the [aundry door teading to the
Means of egress $hall be continucusly outsida by the Administrator on 7/20/12.
maintained free of all obstructions or Criteria #4 The CQi Monitering toot for means of
impediments to full instant use in the case of fire egress, maintalning clear exit acoess and not sforing
or other emergency ' Iterns in comidors will be utilized weekly x 1 month
- ' - , ' and then menthly x 2 months and then per the CQI
ngi'z NFPA101 LIFE SAFETY CODE STANDARD K44 schedute under the supervision of Administrator

Generators are Inspected weekly and exercised
under Joad for 30 minutes per month In
accordance with NFPA 99, 3.4.4.1.

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure emergency
geherators ware maintained in accordance with
NFPA standards. The dsficiency had the
potential to affect five {5) of five (5) smoke
compartments, residents, staff and visitors, The
facility is licansed for seventy-three {73) beds with
a census of sixty-eight {68} on the day of the
survey.

The findings include:

Criterfa #5 Target Date Substantial Compliance 742

K 144 NFPA LIFE SAFETY CODE STANDARD
Generators - are inspecled weekly and exescised
under load for 30 minutes per month in accordance

with NFPA 89 3.4.4.1

Criteria #1; The Alam Annunciator panel for the
emergency generator has been replaced by the
generator vendor under the supervision of the

Maintenance Superviser on 6127/12,

Criterla #2 An audit was done of ali remole
annurcialor panels to ensure they function properly
by the Mainienance Suparvisar on 6/08/12.

Criteria #3: An in-service was done with all staff on
visually checking fo ensure the annunciator panels
are fanclioning by the Administrator on 7/20112,
Criterfa #4: The CQI oot for the monitoring of
annunciator panel will be ufitized weekly X 1 month
then monthly X 2 months then per the CQI schedute
under the direction of the Administrater.

Criteria #5; Target Date Substantial Compliance 7/2 i
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K 144 | Continued From page 21 K 144

Observation, on 08/05/12 at 2:27 PM, with the
Maintenance Supervisor revealed the facifity was
equipped with an emergency generator. The
generator is equipped with an annunciation panet
that is in a 24 hour monitored area to make staff
aware of atarm conditions with the generators.
The annunciator panef was not functioning and
would nof show any troubte lights for the
generator.

Interview, on 06/05/12 at 2:27 PM, with the
Maintenance Supervisor confirmed the
observation that the annundiation panel was not
working and revealed they had problems with the
panel in the past.

Reference: NFPA 98 {1999 Edition).

3-4.1.1.15 + Alamm Annunciator,

A remote annunciator, storage battery powered,
shali be piovided to operate outside of the
generating room in a location readily observed by
operating personnel at a regular work station (see
NFPA 70, National Electrical Code, Section
700-12.)

The annunciator shail indicate afamm conditions of
the emergency or auxiliary power source as
follows:

a. Individual visual signals shall indicate the
foliowing:

1. When the emergency or auxiliary power source
i operating to supply power to load

2: When the-battery charger is malfuncticning

b. Individual visual signals plus a common
audible signal to warn of an engine-generator
alarm condition shall indicate the following:

1. Low lubricating oif pressure
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K 144 : 5 K 147 NFPA 101 LIFE SAFETY CODE STANDARD '
Continued From page 22 K144} Eleclrical wiring and equipment is in accordance wit |
2. Low water temperalure (bBIOW those required NFPA 70, Nahonai Electrical Code 9.4.2 :
In 3-4.1.1.9) . £ Criteria #1: ltem #2, 3, 4, 5,6, 7, 8,9, and 10 were |
3. Excossive water temperature removed by the malnlenance supervisor on 6/8/12, |
4. Low fuel - when the main fuel storage tank ltem #1 was ptaced Into an approved GF regsplacle
contains less than a 3-hour operating supply by the Maintenance Supervisor on 6A2A2.
5. Overcrarnk {failed to start} Addilional plugs were installed as indicaled by a
6. Overspeed - licensed Eleclrician under the supervision of The |
Where a regular work slation will ba unattended Ma‘intenance Supend§o'ron 6125712, .
periodically, an audible and visual derangement  Criteria #2: An audit was done of alf patient care
signal, appropriately labeled, shall be established | areas to ensure the approptiate number of plugs and
at a continuausly monitored focation, This . appropriate use of power strips by the Mamtenance ‘
derangement signal shall activate when any of Supervisor on 6/12/12 h '
the conditions In 3-4.1.1.15(a) and (b} occur, but Grtarl #3: Al staff was In seivload n e proper |
need not display these conditions individually. use of plugs and the appropriale use of power sirips
[110: 3-5.5.2} and that extenslon cords are only used for lemporary
U use by the Administrater on 7/52.  The
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 Maintenance personnel were in-serviced on the
58=F - appropriate plug type to use when an elecirical :

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
'Based on observation and Interview, il was
determined the facility failed to ensure efectrical
wiring was maintained in accordance with NFPA
standards. The deficiency had the potential to
affect five (5) of five {5) smoke compartments,
residents, staff and visitors. The facility is
licensed for seventy-three {73) beds with a
censps of sixty-sight (68) on the day of the

The findings inciude;

- device is plugged i near a waler souice by the

. direction of the Administralor
- Criterla #5: Target Dale Substantial Compliance

Administrator on 7/05/12.

Criteria # 4: The CQI monitoring tool for electrical
salety will be ufilized weekly x 1 month then monthly
x 2 mooths and the per CQI schedule under the :

172112
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K 147 | Continued From page 24 K 147

Minimum Number of Receptacles. The number
of receptacles shall be detarmined by the
intended use of the patient care area. There shall
be sufficient recepiacles iocated so as to avoid
tha need for eidension cords or multiple outlt
adapters.
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