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Based upon implementation of the acceptable
PoC, the facilty was deemed to be in compliance,
1 08/26/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it Is determined that
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days following the date these documents are made available to the faciiity, If deficiencies are cited, an approved plan of correction is requisite to continued
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The statements conlalned in this plan of correclion
F 000 | INITIAL. COMMENTS F 000 )
ara not an admisslion and do nol constilute agreeman
A recerlification survey was conducted on vith the slleged deficlancies hereln. Ta remaln
08/06/13 through 08/08/13 to determine the compllant wilh alt federal end slate regulations the
facllity's compliance wilh Fedx_eral requirements. facility has taken the followdng aclions set forth vilh In
The facllity falled to meet minimum requirernents ) .
for recerlification with the highest S/5 of an "F", ihe following commections, Tha following corractions
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332{ constitute the fadllity’s compllance such that all
5s=£ | RATES OF 6% OR MORE cited will ba correcled by 8/26/13.
The facility musl ensure that it Is free of
medication error rates of five percent or greater.
) 1. Resident #14 was not hanned by tha lale Uming of
the medication administratlon,
This REQUIREMENT is not met as evidenced - 2. All reskionts who racsive medicalion have tha
by:
Based on observation, interview, and record polantid) 1o be-affoeted,
revisw, it was determined the facility falled to 3. MD was made avrare of compllance issue and orde
ensure it was free of medication ercor rates]of 6% was recoived 1o make all medications dus on the samb
or greater Involving one resldent (#14), not in the
selected sample. Observation of a medication dosing schedule, All medicalien adminlstration records
pass on 08/07/13 revealed there were twenty-five reviewed for timing of medication adminlstration.
(25) opporiunities wilh seven (7) medicalion : Nursing slaff In- servicad on medication administration
errors resulling in a 28% medicatlon error rate
related to timing. compleled on 8/24/13 by pharmacy, Medication pass
Findings include: was monitored for ime compliance daily for the next
Areview of the faclity's policy/pracedure two days by DON and no issues noted with time
"Medication Administration Policy*, undated, ey
revealad no evidence to address liming issues compllance. :
related to the medicalion pass. An Interview with 4, Medlcation Pass audit will bo completed lo ensure
the Director of Nursing {DON), on'08/08/13 at :
A 1 ks
11:30 AM, revealed this was the only compianca daly for 5 days for wongsl thon
policy/procedure she was able lo provide related times a vreek for two weeks then monlhly, All liadings
to the medicallon pass, which did not address will bo brought to the Continuous Quality Patlont Care
timing related to administration of medications. DS —
Observallon of a megjication pass, on 08/07/13 at g Y.
10:05 AM through 1G125 AM, revealed Registered 8/26/13
N\ | Nurse (RN)#1 admiqlstered Atropine 1% eye
LABORATORY DYREGTORS OR PRQWDE—R%'ER REPBESENTATIVES SIGNATURE """ TTLE (5) DATE
- AN &\m;m a\-\‘u*\x = AL / 26 b~
Any deﬁdenc.y sla\éma wding with an aaeK noles a defidency vhich the Instilulion may be excused from cotred:ng provldhzg itls determined that f'
other safequards p(odda s { protection t lienls, [See Inslruclions.) Excepl for nurelng homes, the findings stated above are disciosabla 90 days

correction Is provided. For nursing homas, the above findings and plans of correction ero disclesable 14
e available lo the facility. If deficdencles ate ciled, an approved plan of correction is requisile to conlinued

folloeing tha dato ol'sUr';eywha er of nol a pla
days following the dals these documeanls
program participatlon.
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F 332

Conlinued From page 1

drops sublingually, Meclizine 28 milligram (mg}
one (1) tablet by mouth {po), Calclum Antacid 500
mg two (2} chewable tablets po, Calcium 600
Witamin D one (1) tablst po, Carbidopa-Levodopa
25-100 mg ons {1) tablet po, Nalural Balance
Tears Drops one {1) drop each eye, and
Ropinirole HCL 0.25 mg one (1} lablet po, lo
Resident #14 at this time,

A review of the physiclan's order, dated August
2013, revealed Atropine Sulfate Opthalmic
Solution 1% sye draps (sublingual} al 8:00 AM,
4:00 PM, and 12:00 AM; Meclizine 25 mg {ablet
po at 8:00 AM and 4:00 PM; Calclum Antacid
Supplemant 500 mg two (2) tablets po at 8:00
AM, 1:00 PM, and 7:00 PM; Calclum Carbonale
with Vitamin D 600 mg tablet po at 9:00 AM and
5:00 PM; Carbldopa-levodopa 25-100 mg tablet
po at 9:00 AM, 1:00 PM, and 5:00 PM; Natural
Balance Tears Drops one drop each eye al 9:00
AM, 1:00 PM, 5:00 PM, and 8:00 PM; and
Ropinirole HCL 0.25 mg tablet po at 8:00 AM and
5:00 PM.

Interview with RN #1, on 08/08/13 at 11:00 AM,
revealed It did not usually take her that long to
complete a medication pass; howsver, no further
explanation was provided as lo why medicalions
werle given late, She staled she had an
understanding about the medicalion error rale
retated fo Uming of the medications administered
o Resident #14.

Furlher Interview with the DON, on 08/08/13 al
11:30 AM, teveaied she was made aware of a
concern regarding the medication pass by RN #1,
o 08/07/13, She slated RN #1 voiced that she
was unable to adminlster medications in a limely
manner fo Resident #14. The DON revealed RN
1 should hava requested assistance from
another nurse or sought another solution if she

F 332
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was getling behind during the medication pass.
The DON revealed the goal should be to
administer madications one hour before or after
the scheduled tima.
F 371 | 483.35{)) FOOD PROCURE, F3m

§S=E | STORE/PREPARE/SERVE - SANITARY

Thae facility must -

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

(2) Store, prepare, dislribute and serve food
under sanltary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facility's policy/procedure, It was determinad
the facility falled o ensure food was served under
sanitary condliions related to mulliple
observalions of fiies in the kitchen and dining
area.

Findings Include:

Raview of the policy/procedure for Dietary
Sanitary Procadures for Infection Conlrol, revised
12/09, revealed staff would provide a safe food
service for residents, employees, and guests,

Observation in the Kitchen, on 08/08/13 at 11:10
AM, revealed approximalsly eight (8} filas
swarming the steam lable, landing on clean
piates and plastic lids used to cover drinking

1. Stalf assisted In eradicaling flles thal were presenl
in the buliding.

2. Al residenls have the potentlal to be affected.

3. Currenl pest control company was contacted and
proposad a pest conlrol program lo Include a fly
conlrol program. Program was Implemenled 8/26/13.
Kitchen stalf will keep doors closed as much as
possible. All staff encouraged to llmit the use of the
kitchen exlerior door as welt as the exierior doorin
the service area by the kitchen. Air curtalns will
remain In good working ¢rder as well as bug lights,

4. Administrator or designee will round dally to
monitor for flies. Past control company will conlinue
with (he fly control program as agreed. Al findings will
be reported to the Conlinuous Qualily lmprovement
commillos monthly.

8126113
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cups. Al 11:30 AM, the food on the sieam table
was uncovered. One (1) fly was observed to land
on the mashed polatoes just prior to the food
senvice. Multipie flles were noled on the surfaces
around the food, on the celling above the steam
fable, and on tha kitchen door leading fo outside.

Observalion, on 08/07/13 at 10:50 AM, revealed
approximately ten {10} flles swarming the steam
table. Flies were noted on clean saucers, bowls,
plastic lids for drinking cups, and sippy cup lids.
Food items ware covered at the lime; howaver,
there was one (1) fiy noted coming from under a
partially closed fid on the steam table. The food
items under the fid were chicken, gravy,
caullfiower, chopped chicken, puresd chicken,
and pureed vegelables.,

On 08/06/13 at 12:15 PM, and on 08/07/13 at
12:15 PM, during lunch observations in the dining
raom, numerous flies were observed landing on
residents’ plates of food, table, or hisfher person
at varlous times. No complaints were voicad
during tha tunch meal.

Observation of a meal service, on 08/07/13 al
12:17 PM, revealed twenly-seven {27) residents
were sitting in the dining room, Approximately
sixtesn {16} files were observed with residents
fanning flies from their food on seven (7) different
occasions.

Interview with the Dietary Manager, on 08/08/13
at 9:50 AM, revealed the dalivery company staff
ware bringing In supplies from the kitchen door
{hat lead fo oulside; howevar, they have stopped
using the door a couple of weeks ago. This was
an effort to reduce the Ries In the kitchen. She
ravealed there had been a notiegable decreass of

F 371
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fiies in the kitchen,
Interviaw with the Diractor of Nursing (DON}, on
08/08/13 at 12:55 PM, revealed she was aware of
{he increased flies In the facility. She revealed the
Issue had been worse the last few days.
F 469 ; 483.70(h)}{4) MAINTAINS EFFECTIVE PEST F 4691 1, stalf assisted In eradicating fes hat were present
5s8=¢ | CONTROL PROGRAM

The facilily must maintain an effeclive past
conlrol program so that the facilily is free of pests
and rodenis,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facilily's pest conleol agreement, it was
determined the facllity failed to maintain an
effective pest control program so that the facilily
was free of pasls,

Findings Include:

Review of the facily's conlracted pest control
agreemenl, dated 11/23/98, rovealed pasts not to
ha conlrofled included flying Insecls.

Obssrvation In the kitchen, on 08/06/13 at 11:10
AM, revealed approximataly slght (8) Mes
swarming the steam 1able, landing on ¢lean
plates and plastic lids used to cover drinking
cups. Al 11:30 AM, the food on the steam lable
was uncovered. Ona (1) fly was observed lo land
on the mashed potatoss just prior fo the food
sarvice. Mulliple filas were noted on the surfaces

In ke buliding.

2, All residents have the potenllal fo bs affected.

3. Gurrent pest conlrol company was contacted and
proposed a pest conlro! program o inclede a fly
contral pregram. Program was Implemenled 8/26/13.
Kitchen stafl will keep doors closed as much as
possible. All stalf encouraged to iimil the use of the
kitchen exterfor door as well as the exterlor door In
lha service area by tho kitchen. Alr curtains will
remaln In good working order as wall as bug lights.

4, Administralor or deslgnee will round dally to
monilor for filea. Past control company will continue
with the fly conlrol program as agroad. Al fladings will
be reporled to the Continueus Qualily Improvement
coremlites monthly,

82613
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F 469 | Continued From page 5

arcund 1he feod, on the celling above the steam
table, and on the kifchen door leading to oulside.

On 08/06/13 at 12;15 PM, and on 08/07/13 at
12:15 PM, during lunch observalions In the dining
reom, numsrous fies were observed landing on
rasidents’ plates of food, table, or hisfher person
at various timas. No complaints were voicad
during the lunch meal.

QObservation, on 08/0713 at 10:50 AM, revealed
approximately ten (10) flies swaming the steam
lahle. Fliss were noted on clean saucers, bowls,
plastic lids for drinking cups, and sippy cup fids.
Food items were covered at (he time; however,
thare was one (1) fly noted coming from under a
partially closed ild on the steam tabte, The food
iterns undar the lid were chicken, gravy,
cauliNowar, choppad chicken, puraed chicken,
and pureed vegelables.

On 08/07/43 from 9:25 AM through 10:25 AM,
during observalion of a medication pass with
Registered Nurse (RN) #1, there were two (2)
flies present. One of the files landad on top of the
medication cart white RN #1 was passing
madications. She would "shoe it away"; however,
it kept returning and ianding on the madication
cart. RN #1 summoned gnother staff member on
the halhway to bring a fly swaller lo resolve the
tsstie. The stalf membar brought the fly swalter
and swalled tha fiy white it was on the medication
cart. RN #1 then cleaned lhe cart with a
disinfectant, Additianally, RN #1 wentinto a
resident's reom to administer medications. Whiie
in ihere, a fly was flying arcund the resident's
head. The resldent swatled at the fiy a couple of
{imes with his/her hand, however, RN #1 did nol
address it at that time.

F 469
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F 468 | Continued From page 6

On 08/08/13 at 8:45 AM, files were nofed around
the nurses' desk near the 100, 200, and 300
halls,

Interview with Certlified Nurse Aids (CNA} #1, on
08/08/13 at 10:15 AM, revealed there had been a
problem with flies for about two weaks on both
hatls of the facHlily. She stated she noticed it
moreso in the halls han In anyone's room, and
had not heard cornplaints from residents or other
co-workers. She revealed It was reported;
however, she did not recall who she reporied the
Nies fo, and also stated they kept fly swatters at
the nurses' desk.

Interview with RN #1, on 08/08/13 at 10:53 AM,
reveated she had not noticed a problem with flies
unlil recently. She stated it had been a problem
for approximately a week or so, and there were
fly swallers avaitable for the problem. She
revealed no resldents have complained to her;
howsever, some of the staff have volced
complaints, although she did not recall who
volced them. She stated "we need to pay
altention to what resldents have In their rooms as
far as food, as weli as the condition of the food,
which could be a possible source of the flies.”

Interview with the Dietary Manager, on 08/08/13
al 9:80 AM, revealad the delivery company staff
were bringing In supplias from Lhe kilchen door
that lead to outside; however, they have stopped
using the door a couple of weeks ago. This was
an sffort to reduce tha files In the kitchen. She
ravaaled there had been a noticable decrease of
flles In the kilchen,

interview wilh an employes from the facility's

F 469
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F 469 | Continued From page 7 F 469

contracted pest conirol company, on 08/68/13 at
12:20 PM, revealed flying insecls were not
included in the facility's basic pest conirol service
contract as i was difficult to keep them under
control,

Interview with the Maintenance Director, on
08/08/13 at 12:45 PM, revealed the facliity had
“alr curtains” at lhree enirance doors in the facility
and a "hug light” near two enlrances. There was a
repeflent sprayer oulside two of the enlrance
doors. He ravealed these interventions were in
place to reduce the flias in the facility.

tnterviaw with the Direclor of Nursing (DON), on
08108113 at 12:55 PM, revealed she was aware of
the increased files In the facility; however,
Indicated there were interventions in place. She
revealed the issus had been worse the last few
days,
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{K 000} | INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable

POC, the facility was deemed to be in

‘ comptiance, 09/06/13 as alleged.

{K 069} | NFPA 101 LIFE SAFETY CODE STANDARD {K 089}
8S=b

Cooking facilities are protected in accordance

with 9.2.3.  19.3.2.6, NFPA 96

This STANDARD is not met as evidenced by:
Awaiver was requested and granted for this
deficiency

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foltowing the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
pregram participaion.
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The statements contalned In thls plan of correction

K 000 | INITIAL COMMENTS K 000 | are not an admissfon and do not conslitute agreement
wilh the allegad deficiencles herein. To remain
compllant with all federal and state regulations the

CFR: 42 CFR 483.70(a
(@) facility has taken the following aclions set forth with In

Building: 01 .

Plan Approval: 1098 the foliowing corrections. The following correclions
SUI’Vey under: NFPA 101 {2000 edl'ﬂOﬂ) Chap{er constitute the facllity'’s compllance such that all

19 cited will be correcled by 11/08/13.

Facility type: SNF/NF

Type of slruclure: Type 11 (000)

Smoke Compariment: 4

Fire Alarm: Complate fire alarm instalied 1996.
Smoke detectors 46 focated in comridors and heat
detectors 3 localed in Kitchen and Main
Mechanical Room,

Sprinkler System: Complete automatic sprinkler
system (wetl) installed in 1998. An antifreeze loop
was installad for the front canopy in 2008.
Generator: Type i, Diesel, installed in 1996.

A standard Life Safety Code survey was
conducted on 08/06/2013. Salem Springlake
Heallh and Rehabllitation Center was found not to
be in compliance with the requiremants for
participation in Medicare and Medicaid. The
census the day of the survey was forty-nine (49},
The facllity Is cartified for seventy five (75)

The findings that follow demonstrate
noncempliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (life Safety from

Fire)
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045| 1. A new lightwas Installed on 8/26/13 to salisfy the .
88=D clited illumination of means of egress noled oulside : |
lllumination of means of egress, including exit the kitchen corridor exIl. j |
discharge, Is arranged so that failure of any single 2. New light to meot standard installed 8/26/13. |
lighting fixture (bulb) will not leave the area in 3. The Malntenance Director was In-serviced by the |
darkness. (This does not refer to emergency Administrator on 8/8/13 on the standard regarding
lighting in accordance with section 7.8.)  19.2.8 illumination of the egress cited, The Malntenance
director will ensure ths lighting remains in good
working order. :
8126113 !
LABORRTORY DIRECTOR' ;z?’ﬂowoswsuppum REPRESENTATIVE'S GNA‘FUR TILE (X&) DAJE
// ALINe ﬁﬂ//z/i/(ﬁ/ /?z f /Lff//@ //)/A’)
Any deficle/igy slatement ending wilh ansterisk (*) denotes a d, @’ ich mu inshtubon may be excused from correcting providing It Is determined thal
olher safeglards provide sufficient protection to the palients. { tions.) Except for nursing homes, the findings staled above are disclosable 90 days

follewing the date of survey whether or not a plan of correction Is pro ed. For nursing homas, the above findings and plans of correction are disclosable 14
days following the dale these documents are made available lo the facllity. If deficiencies are cited, an approved plan of correciion Is requisile lo continuest
program participation.
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facilily failed fo ensure exits were
aquipped with lighting in accordance with NFPA
standards. The deficiency had the potential to
affect one (1) of four {4) smoke compartments,
residents, staff, and visitors. The facility is
certifted for Seventy-Five (75) beds with a census
of Forty-Nine {49) on the day of the survey. The
facility failed to ensure the emergency lights had
two (2) bulbs at one (1) exit.

The findings include:

QObservation, on 08/06/13 at 3:14 PM with the
Maintenance Supervisor, revealed the exterior
exit at the kitchen corridor exit only had a single
light for illumination of the outside of the exit.

Interview, on 08/06/13 at 3:14 PM with the
Maintenance Supervisor, revealed he was
unaware the lighting fixtures serving the exterior
exits must include more than one bulb for
illumination of the egress path.

Reference: NFPA 101 {2000 edition}

7.8.1.4* Required illumination shall be arranged
so that the

failure of any single lighting unit does nof result in
an itlumination

level of less than 0.2 ft-candle (2 lux) in any
designated

area.

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
88=k

if there is an automatic sprinkler system, itis

FORM CMS-2567(02-99) Pravious Versions Cosolete Event ID: 101G21 Facitfy 1D 100204 if continuation sheet Page 2 of 12




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

PRINTED: 08/22/2013
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTICN IDENTIFICATION HUMBER:

185046

{#42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING 01 - MAIN BUILDING 01

B, WING

COMPLETED

08/06/2013

NAME OF PROVIDER OR SUPPLIER

SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
508 NORTH HAYDEN AVE.
SALEM, KY 42078

(X4} 1D
PREFIX
IAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION *5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)

K 056

Continued From page 2

installed in accordance with NFPA 13, Standard
for the Instalfation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accardance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. itis fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system.  18.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure the
building had a complete sprinkler system, in
accordance with NFPA Standards. The
deficiency had the potential to affect three (3) of
four (4) smoke compartments, alt residents, staff,
and visitors. The facility is certified for
Seventy-Five (75) beds with a census of
Forty-Nine (49} on the day of the survey. The
facility failed 1o ensure resident wardrobes across
from the door had proper sprinkier coverage.

The findings include:

Observation, on 08/06/13 between 2:45 PM and
4:00 PM with the Maintenance Supervisor,
revealed the wardrobes located in room #602,
604, 501, 502, 508, 505, 509, 510, 403, 404, 304,
302, 207, 211, 212, 208, 204, 103, and 101 did
not have proper sprinkler coverage. The rooms
were equipped with a sprinkler an the side of the
wall and the wardrobes were twelve (12} feet

K 056

1. The sprinkler system company (Tri-state) entered
the building for inspection of the sprinkler system to
bring sprinkler system up to code on 8/29/13.
Tri-state determined that the sprinkler system gave
proper coverage of the wardrobes and that the
building was in compliance with the NFPA Standards
2. A spec sheet was submitted by Tri-state to ensure
that the sprinkler system meet the standard and no
renovation is required.

09/06H13
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Continued From page 3
away from the sprinkler head.

Interview, on 08/06/13 between 2:45 PM and 4:00
PM with the Maintenance Supervisor, revealed he
was not aware that the wardrobes listed did not
have proper sprinkler protection.

Reference: NFPA 13 (1999 Edition)

5-13 8.1 Actual NFPA Standard: NFPA 101, Table
19.1.6.2 and 19.3.5.1. Existing heaithcare
facilities with construction Type V (111} require
complete sprinkler coverage for all parts of a
facility.

Actual 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.

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

Aclual NFPA Standard: NFPA 13, §-1.1. The
requirements for spacing, focation, and position
of sprinklers shall be based on the following
principles:

(1) Sprinklers installed throughout the premises
{2) Sprinklers localed so as not to exceed
maximum protection area per sprinkler

{3) Sprinklers positioned and located so as to
provide satisfactory performance with respect to
aclivation time and distribution.

S&C letier siating all facilities must be fully
sprinkler protected by August 2013

K 056
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K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K pg2 | 1. Tri-state Fire Protection Inc. company was
SS=F ’ contacted on 8/8/13 and notified of the need for

Required automatic sprinkler systems are
continuously maintained in refiable operating
condition and are inspected and tested
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to have quarterly
inspections performed of the fire sprinklier system
in accordance with NFPA standards. The
deficiency had the potential to affect four {4) of
four (4) smoke compartments, ali residents, staff,
and visitors. The facility is certified for
Seventy-Five (75) beds with a census of
Forty-Nine {49) on the day of the survey. The
facility failed {0 ensure a first quarter sprinkler
inspeclion was conducted during 2013 and an
internal obstruction conducted within the last five
(5} years.

The findings include:

Record review, on 08/06/13 at 11:15 AM with the
Maintenance Supervisor, revealed the facility did
nof have documaentation for a first quarter
inspection of the fire sprinkier system.

Interview, on 08/06/13 at 11:15 AM with the
Maintenance Supervisor, revealed the facility had
switched sprinkler vendors and the first quarter of
2013 must have been missed.

Record review, on 08/06/13 at 11:45 AM with the
Maintenance Supervisor, revealed the facility

internal pipe inspection.

2. The inspector for Tri-state Fire Protection Inc.
entered the building on 8/30/13 and the internal pipe
inspection will be completed on 9/3/13 and will

be inspected every 5 years to maintain the standard.
3. Internal pipe inspeciion will he completed every

5 years as per the standard and will be monitored by
the Administrator and maintenance director to ensure

compliance.

8/6/13
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failed to provide documentation that the
obstruction investigation had been completed
within the last 5 years.

Interview, on 08/06/13 at 11:45 AM with the
Maintenance Supervisor, revealed he was
unaware the work had not been completed, He
was new lo the facility and had not been in his
position when the obstruction investigation was
recommended. '

Reference: NFPA 25 (1998 Edition).

2-1 General. This chapter provides the minimum
requirements

for the routine inspection, testing, and
maintenance of

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

minimum required frequencies for inspection,
testing, and

maintenance.

Exception: Valves and fire department
connections shall be inspected,

tested, and maintained in accordance with
Chapter 8.

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

ltem Activity Frequency Reference

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

Control valves Inspection Weekily/monthly Table
g1

Alarm devices Inspection Quarterly 2-2.6
Gauges {wet pipe systems) Inspection Monthiy
2-2.4.1

Hydraulic nameplate Inspection Quarterly 2-2.7
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Buildings Inspection Annually {prior to freezing
weather)

2-2.5

Hanger/seismic bracing inspection Annually 2-2.3
Pipe and fittings Inspection Annually 2-2.2
Sprinklers Inspection Annually 2-2.1.1

Spare sprinklers Inspection Annually 2-2.1.3

Fire department connections Inspection Table 9-1
Valves (all types) Inspection Table 9-1

Alarm devices Test Quarterly 2-3.3

Main drain Test Annually Table 9-1

Antifreeze solution Test Annually 2-3.4

Gauges Test 5 years 2-3.2

Sprinklers - extra-high temp. Test 5 years 2-3.1.1
Exception No. 3

Sprinklers - fast response Test At 20 years and
every 10 years

thereafter

2-3.1.1 Exception No. 2

Sprinklers Test At 50 years and every 10 years
thereafter

2-3.11

Valves (all types) Maintenance Annually or as
needed Table 9-1

Obstruction investigation Maintenance 5 years or
as needed Chapter 10

K 066 i NFPA 101 LIFE SAFETY CODE STANDARD
§5=D
Smoking regulations are adopted and include no
less than the following provisions:

(1} Smoking is prohibited in any room, ward, or
compartment where flammable liguids,
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.

KOB8| 1 The oroper metal receptacie was placed in the

2. A metal

of the stan

smoking area {o meet the standard on 9/3/13.

to meet the standard on 9/3/13. The mainienance

director was educated by the Administrator on 8/8/13

3. The receptacle will remain in the smoking area at

alt times and will be monitored for its presence upon

receptacle was place in the smoking area

dard for the smoking area.

daily rounds by the maintenance director or designee. 9/3/13
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(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

(3) Ashtrays of noncombustibie material and safe
design are provided in all areas where smoking is
permitted.

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

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility faited to ensure the use of
approved ashtrays in the designated smoking
area, in accordance with NFPA standards. The
deficiency had the potential to affect one (1) of
four (4) smoke compartments, residents, staff,
and visitors. The facilily is cerlified for
Seventy-Five (75) beds with a census of
Forty-Nine {49) on the day of the survey. The
facility failed to ensure they had a self-closing
metal container to dump ashtrays into at the
smoking area.

The findings include:

Observation, on 08/06/13 at 3:25 PM with the
Maintenance Supervisor, revealed the smoking
area did not have a meial container with a
self-closing lid to dispose of the cigaretie buiis.

interview, on 08/06/13 at 3:25 PM with the
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Maintenance Supervisor, revealed he was
unaware the facility was required to have a metal
bucket to dispose of cigarette butis.

Reference: NFPA Standard 101 (2000 Edition).

19.7.4* Smoking. Smoking regutations shall be
adopted and

shall include not less than the following
provisions:

(1) Smoking shall be prohibited in any room,
ward, or compariment

where flammabile liquids, combustible gases, or
oxygen is used of stored and in any other
hazardous [ocation,

and such areas shall be posted with signs that
read

NGO SMOKING or shali be posted with the
international

symbol for no smoking.

Exception: In health care cccupancies where
smoking is prohibited

and signs are prominently placed at all major
entrances, secondary

signs with language 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 nct
apply where the patient

is under direct supervision.

(3} Ashtrays of noncombustible material and safe
design

shall be provided in all areas where smoking is
permitied.

{4} Metal containers with self-closing cover
devices into
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K 086 | Continued From page 9 ' K 086
which ashtrays can be emptied shall be readily
available
{o all areas where smoking is permitted. ) .
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K 0pg| ! An inspection of the range hood was completed by

an electrician on 8/26/13 and by Tristate on 9/4/13

§38=D
and it was delermined that the system would require

Cooking facilities are protected in accordance

with 9.2.3.  19.3.2.6, NFPA 28 work fo bring up to standard.
2. Work will be completed on the range hood and will

be brought up to code by 11/08/13.

This STANDARD is not mei as evidenced by: 3. The Administrator educated the maintenance
Based on records review and interview, the director on the regulation regarding the range hood or
facility failed to upgrade their kitchen range hood 8/8/13. The Administrator and maintenance director
automatic fire suppression system in accordance wilt ensure that the range hood remains up to cods by
with NFPA standards. The deficiency had the review of Life Safety Code Standards, 11/08/13

potential {o affect one (1) of four (4) smoke
compartments, residents, staff, and visitors. The
facility is cerlified for Seventy-Five (75) beds with
a census of Forty-Nine (48) on the day of the
survey. The facility failed to upgrade the kitchen
range hood suppression system in 2008 when the
hydrostatic test was performed.

The findings include:

Record review, on 08/06/13 at 11:15 AM with the
Maintenance Supervisor, revealed a range hood
inspection form revealed that the range hood
automatic suppression system was hydrostatically
{ested in the year 2009. The system was not
converted to UL 300 at the time of the hydrosiatic
test.

interview, on 08/06/13 at 11:15 AM with the
Maintenance Supervisor, revealed that he was
not aware of the requirement to upgrade the
kitchen hood suppression system when the
hydrostatic test was performed..
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K 089 | Continued From page 10
Reference: NFPA 101 2000 Edition

19.3.2.6 Cooking Facilities.

Cooking facilities shall be protected in
accordance with 9.2,3,

Exception*: Where domestic cooking equipment
is used for food-warming or limited cocking,
protection or segregation of food preparation
facilities shall not be required.

9.2.3 Commercial Cooking Equipment.

Commercial cooking equipment shall be in
accordance with NFPA 96, Standard for
Ventitation Control and Fire Protection of
Commercial Cooking Operations, unless existing
installations, which shalt be permitted to he
continued in service, subject to approvatl by the
authority having jurisdiction.

Reference: NFPA 96 1998 Edition

7-2.2 Automatic fire-extinguishing systems shall
comply with standard Ut 300, Standard for Fire
Testing of Fire Extinguishing Systems for
Prolection of Restaurant Cooking Areas, or other
equivalent standards and shail be installed in
accordance with the requirements of the listing.
K072 | NFPA 101 LIFE SAFETY CODE STANDARD
58=E
Means of egress are continuously maintained free
of all obsiructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7110

K069

Kar2

1. All items were removed from the corridors and no
means of egress was impeded on 8/8/13.

2. All exit hallways in the center have been inspected
and alternate focations was found for all items when
not in use.

3. Education was provided {o the mainlenance
director on the regulation by the Administrator on
8/8/13. The maintenance director wilt inspect the
corriders daily to ensure the standard is met. 8/26/13
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain exit
access in accordance with NFPA standards. The
deficiency had the potential to affect three (3) of
four {4) smoke compartments, all residents, staff,
and visitors, The facility is certified for
Seventy-Five (75) beds with a census of
Forty-Nine (49) on the day of the survey. The
facility failed to ensure carts, a chair, and 02
tank, and a dolly were properly stored out of the
corridor when not in use.

The findings include:

Observation, on 08/06/13 at 3:17 PM with the
Maintenance Supervisor, revealed five (5} carts, a
chair, an O2 tank, and a dolly were stored in the
kitchen corridor for over 30 minutes.

Interview, on 08/06/13 at 3:17 PM with the
Maintenance Supervisor, revealed the facility
routinely stored items in this corridor because the
residents did not use it

Reference: NFPA 101 {2000 Edition)

Means of Egress Reliability 7.1.10.1

Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emergency,
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