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Dermasavers.

+ Review of the Comprehensive Plan of Care dated |
. 07/30/13 revealed there was no documented i
“evidence of the intervention for the footboard to

i the wheelchair or for the Dermasavers to the

. lower extremities.

' Observation of Resident #11 on 05/06/14 at 2:00 °
; PM revealed Resident #11 was in the wheslchair
. and there was no footboard on the wheelchair
“and no Dermasavers observed o the resident's

! lower extremities,

Interview with CNA #14 on 05/06/14 at 2:00 PM,
i revealed she was assigned to Resident #11 the _
. Majority of the time. She observed Resident #11 i
"and stated the resident did not have a footboard !
Lin place on the wheelchair and did not have

i Dermasavers in place on the lower extremities. |
" She reviewed the "My Daily Care Plan" ("MDCP™, ; :
"and stated the footboard was on the MDCP, byt !
; the Derimasavers was not indicated on it. She

further stated the resident had not had

* Dermasavers for a while, and the "MDCP" was

i the reference the CNA's used o provide care for

_residents,

; Interview with CNA #13 on 05/06/14 at 2:05 PM, |
_revealed she was assigned to Resident #11. She
: reviewed the "MDCP" and staled she was
i unaware the resident was to have Dermasavers
_on histher lower extremities or there was
“supposed to be a foothoard on the wheelchair.
i She stated she used the "MDCP" as a reference
. to provide care for the resident. Further interview ;
‘revealed she was ‘agency” staff and did not know :
i Resident #11 very well.
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Interview with Licensed Practical Nurse (LPN) #4
“on 05/06/14 af 2:90 PM, revealed she was
i assigned to Resident #11, and after reviewing the ;
; residents clinical record, stated the footboard on )
' the wheelchair and the Dermasavers to the 5
 resident’s lower extremities were still current :
. Physician’s Order. She stated the footboard and .
‘Dermasavers were on Resident #11's Treatment
: Administration Record (TAR) as an intervention to
: be signed off by the nurse as they provided ;
‘ treatments; however, she had not vet completed
* her treatments for the day shift. She indicated
i she was responsible for ensuring the Physician's
. Orders were followed related to the devices
‘ordered and as per the care plan.

. Review of the TAR dated May 2014, reveated the
‘intervention for the Dermasavers (o Resident ’
{ #11's bilateral lower extremities had not been
: signed off by the nurses for the month of May :
2014, Further review revealed the foothoard was
t being signed off each shift as being in place to
. Resident #11's wheelchair.

fInterview with LPN #7/MDS Coordinator on ;
1 05/07/14 at 6:40 PM, revealed she was just hired |
- on 04/11/14, and the last MDS Coordinator who
‘ completed Resident #11's care plan no longer

. worked af the facility. She stated there was g ;
 three (3) part Physician's Order Sheet which was |
t completed when a Physician's Order was written.
. She stated the care plan update would
- automatically be written then. PN #7IMDS i
: Coordinator stated with every new MDS, either ;
. Admission, Quarterly, Annual or Significant
' Change, the MDS nurse was fo go through the

! care plan update forms and transeribe those

- interventions still required to the Camprehensive ‘_
' Care Plan. She stated the Physician's Orders for |
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i the Dermasavers to Resident #11's bilateral ?ower_;
. extremilies and footboard to histher wheelchair
“should have been on the Comprehensive Care
! Plan by now as the orders were writter prior to
; the current MDS which was just done on

04/25/14,

. 2. Further review of Resident #11's Quarterfy

“ Minimium Data Set (MDS) Assessment dated

£ 04/25/14, revealed the facility assessed the :
. resident as requiring extensive assistance of one X
(1) person for transfers and locomotion, and as

t ambulation not occurring. '

" Review of the Comprehensive Care Plan dated

1 07/30/M3, revealed a problem which stated the

; fesident had the potential for falls and required
‘the assistance of one {1} person for ambulation

{ and use of a walker. Continued review of this |
. problem revealed the goal stated Resident 711 -
‘was o maintain present histher function and be |
free from injury of falls through the target date of

. March 2014, However, review of the .
interventions revealed the resident required the
i assistance of a full body fift and twe (2) care
© givers for transfers. X

 Interview on 05/06/14 at 8:40 AM with CNA #13 i
_revealed, she was assigned to the resident, and
! the resident required the assistance of two (2)

i staft to transfer him/her with z stand up fift. She |
_further stated the resident had no alarms in place |
- and did not ambulate.

 Further interview on 05/07/14 at 7:00 PM with :
‘LPN #7/MDS Coordinator, revealed the care plan |
i problem and intervention refated to falls did not -
. match. She stated the problem indicated the
‘resident was able to ambulate with the assist of
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: one (1) person ang the interventions indicated the |
_resident required a fuy body lift ang two (2) i

- 3. Review of Resident #1's clinical record
 revealed diagnosas which included Cirrhosig of

i the Liver, Chronic Kidney Disease, Heart Failyre;
_and Sejzure Disorder. Review of the Quarterly
‘MDS Assessment datec 03/29/14, reveaied the

i seven (7) days, and as having a Sefzure
. Disorder. _ o .

: Review of the monthly Physician's Orders dated | . .. ;.
. May 2014 revealed orders to weigh Resident #1
Hthree (3) times 4 week on Monday, Wednesday |

;and Friday at 6:00 AM, and to notify the Physician

i May 2014 Orders revealed the orders for ihe
. weights and Physician notification were initially
“ordered on 02/12/14.

: Further review of the Physician's Orders revealed |
‘orders for Lexapro (an antidepressant
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- medication) 10 milligrams (mg) daily for
i Depression which was ordered on 02/12/14.

" Review of the Comprehensive Care Plan dated
1 01/08/14, revealed no documented evidence of g
 care plan related to Resident #11's diagnosis of
Cirrhosis of the Liver with interventions to include

' the orders to weigh the resident three (3) times a o

1 week and notify the Physician if there was greater |
_than a five (5) pound welght gain in three (3)
“days.

: Further review of the Cate Plan dated 01/08/14, |
revealed there was documented evidence on the
! Comprehensive Care Pian in regards to Residert
#11 receiving the antidepressant medication with |
interventions to monitor for side effects, risks and
complications, as well as, effectiveness of the ;

! medication.

. Interview on 06/07/14 at 2:15 PM with LPN
Hi2/Unit Coordinator {UC} of the unit Resident #1
 resided on, revealed there should have beena |
. care plan in place related to Resident #11's
 diagnosis of Circhosis of the Liver with ;
{ ifferventions in place to weigh him/lier three (3)
; times a week and notify the Physician for weight |
; changes and to measure the resident’s
" abdominal girth as per the Physician's Orders.

: She stated however, she was unable fo find a

" care ptan related fo this; however, it would be
“important to have this information on the

i Comprehensive Care Plan as the resident :
 frequently required Paracentesis (removal of fluid

in the abdominal cavity),

4. Further review of Resident #1's Quarterly MDS
. Assessment dated 03/29/14, revealed the facility .
' assessed the resident ag requiring extensive !

F 2801
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 assistance of one (1) person for transfers.

. Review of the Comprehensive Care Plan dated
. 01/08/14, revealed a problem for Resident #11's

i potential for falls related to decreased mohility

: With & goal for the resident fo be free from falls.

- Continued review revealed the interventions
fincluded to transfer Resident #11 with a -

: mechanical lift and assist of one {1).

' Interview with the Restorative Nurse on 05/06/14
fat 9:10 AM, revealed Resident #11 was in the '
. Restorative Nursing Program for transfers and

* Active Range of Motion (AROM), and all the

L CNA's were Restorative trained. She stated
Resident #1 just needed one (1) assist with - ; ;
transfer, and she had just observed the resident |
being transferred with the assist of one (1) last | E

week,

Interview with CNA #16 on 05/06/14 at 10:00 AM,
revealed she was assigned to Resident #1 that i
day, and the resident was transferred with the '
- assist of one (1) staff. :

Interview on 05/07/14 &t 6740 PM and 7:00 PM j
with LPN #6/MDS Coordinator, revealed the MDS
i nurse who was responsible for Resident #1's
, Comprehensive Care Plan no longer worked at |
“the facility. She stated Resident #1's ;
i Comprehensive Care Plan should have been

. revised to include the resident's Cirrhosis of the
‘Liver diagnosis and the Physician's Orders

{ refated to obtaining weights three (3) times a :
. week and checking the resident's abdominal girth !
' daily. LPN #6/MDS Coordinator stated Resident |
1 #1's Comprehensive Care Plan should also have
. been updated related to the resident's Seizure
* Disorder and psychofropic medication (Lexapro). !
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2. Review of Resident #9's clinical recard
- revealed diagnoses which included Diabetes,
{ Hypertension, Anxiety, and Vascular Dementia.

- Further interview revealed Resident #1's transfer
: status should have been revised on the '
. Comprehensive Care Plan to reflect the resident
“was in the restorative nursing program and was

: being assisted with one (1) staff member for

, lransfers.

 Interview with the. Director of Nursing (DON) on
- 05/07/14 at 7:30 PM, revealed there had been a
* big turnover in MDS nurses in facility during the |
i past year. She stated two (2) MDS Coordinators i
. had recently left their position and two (2) new :
' MDS Coordinators had fust been hired, as well
‘as, a part ime MDS Nurse, She stated she was
; aware the Comprehensive Care Plans had not

" been revised accurately and they were currently
fworking on the problem,

' Review of Resident #9's Quarterly MDS dated
[ 04/16/14, revealed the resident was checked to .
: need extensive assistance with toileting witha !
“one (1) person assist. "Continued review of the

' MDS revealed Resident #9 was assessed by the

: facility to have a BIMS score of three (3}, which ,
E' indicated severe cognitive impairment. Review of i
* Resident #9's Bowel and Bladder Assessment, |
! dated 01/31/14, revealed the resident was

. checked to have complete control of the bowel
“and had seven {7} or more incontinent episodes

i of urine or at least one (1) episode of urine :
; continence. Continued review revealed Resident |
* 9 was placed on g toileting program to toilet the :
i resident one (1) hour before and after meals, and g
- at bedtime, and every two (2) hours after

* bedtime.
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' Review of Resident #9's Comprehensive Care
t Plan revealed it was Jast revised on 04/25/14.
. Review of the Activitios of Daily Living (ADL) care |
. Plan revealed Resident #9 was continent of bowel
fand bladder and interventions included .
: assistance of one (1) staff to assist the resident in
fransferring to the bathroom. Continued review ofi .
“ the ADL care plan, revealed an intervention dated
1 09/16/13, for Resident #9 1o be transferred with a
- Vera Lift (mechanical stand up fift) with one (1
' assist was to be used to "toilet ransfer” the ;
{resident. Furiher review revealed no documented
. evidenice of the toileting program or the
_interventions to toilet the resident one {1) hour

' before and after meals, and af bedtime, and

s every two (2) hours after bedlime,

' Review of "My Daily Care Plan” dateqd May 2014, |
which was utilized by the CNA when providing ;
resident care, reveaied Resident #9 was on a8
loileting schedule and staff were to offer to {ollet

' the resident one (1) hour before and after meals,
and at bedtime, and every two (2) hours after '
bedlime.

Interview with LPN #g on 05/07/14 at 4:30 PM,

s fevealed Resident #9 should not toilet without

, assistance. PN #3 revealed the CNAs hada =~ |
Foare plan they were 1o follow which stated
¢ Resident #9 should be toilateq before and after

, @ach meal with assist of one (1). He stated he

‘ was not certain if this information was on the

i Comprehensive Care Plan, but if it was not, the

: Care plan should be revised to include the
Hinformation, LPN #8 reported the MDS

t Coordinator was responsible for ensuring care

: Plans were revisad.
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 Interview with the Restorative Nurse on 05/07/14
1 8L 2:56 PM, revealed her Jast assessment of :
. Resident #9 had indicateq the resident could
“participate in a toiteting program, She stated
t Resident #9 needed assistance with transfers to
. be toileted. She stated MDS should have revised i
‘Resident #9's care Plan in regards to his/her :
! tolteting program, : : ‘ o

" Interview with the LPN #7/MDS Coordinator on

L 05/07/14 at 719 PM, revealed MDS was

. responsible for ensuring residents'

. Comprehensive Care Plans were updated and
‘revised. She reported Resident #9's

: Comprehensive Care Plan should have been :
_revised-to include the resident's toileting program |
fand the interventions fo toilet the resident one (1}
i hour before and after meals, and at bedtime, ang
. every two (2) hours after bedtime. She stated it
{was important for the Comprehensive Care Plan

to be revised with this information as it alerted [
staff to Resident #9's loileting need. :

i interview with the DON on 05/07/14 at 8:35 PM, !
. revealed Resident #9 should nof toilet withoyut ; e
' assistance.” She stated she was not ceriain if
i Resident #9's Comprehensive Care Plan should
. have been revised {g reflect the resident's
* tolleting program and interventions. :
F 3091 483.25 PROVIDE CARE/SERVICES FOR F 309
55=D; HIGHEST WELL BEING

Resident #1's physician was made

{ Each resident must receive and the facifity must ;
; Provide the necessary care and sepvices to attain ; ' aware of the weight gain on May 8,
~or maintain the highest practicable physical, 2014,

‘ mental, and psychosociaf well-being, in 5
i accordance with the comprehensive assessment |
. and plan of care,
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i

[ This REQUIREMENT is not met as evidenced
i by:

facility policy, it was determined the facility failed
o provide the necessary care and services to

- attain or maintain the highest practicable physical ;§

~well being for one {1} of twenty-three {23)
f sampled residents (Resident #1).

Resident #1 had a Physician's Order to be
* weighed three (3) times a week, at 6-00 AM on

! Monday, Wednesday, and Friday. The Physician |
; was o be notified if the resident had more than a

* five (5) pound weight gain in three (3) days.

: Review of the weights for April 2014 revealed na
i documented evidence = weight was obtained on
104107114, In addition, from 04/04/1 4 to 04/09/14
i there was an eight (8) pound weight gain, from

; 04/28/14 to 04/30/14 there was a seven and a

_ half (7.5) pound weight gain, and from 04/30/14

t 1o 05/02/14 there was an eleven {11) poung

: weight gain. There wag no documented evidence

" the Physician was notified of these weight gains,
 The findings include:

‘ Review of the facitity policy titled "Resident
i Weights", revised 06/20/12, revealed it was the

. responsibility of the nurse assigned to a resident's

‘ care to ensure weights were obtained when
: ordered more often than weekly. Continued

; Feview revealed the weights were to be recorded |

~on the Medication Administration Record {(MAR).

1. Review of the medical record revealed the

, Based on interview, record review and review of

F 309 gl Al residents in the facility that were
* ordered weights per MD order for
diagnosis other than weights obtained
- per facility policy and MD notification
 for weight loss/gain reports from
dietary, were identified.
Resident #1 was the only resident on
this list.

Residents requiring weights for
diagnoses other than
Cardiac/Pulmonary Program will have
a specific MAR written for the
weighing process: MD ORDERED
WEIGHT MAR, stating why the
weights were initiated and when/what
days the weights are to be obtained.
The MAR also instructs the nurse
what lift and sling will be utilized to
weight the resident and any re-weight
_; - -needed and when to notify the
| physician/ARNP if the weight exceeds
' parameters ordered. The licensed
| staff were in serviced on this new
policy and procedure on May 28, 2014
and June 1, 2014 by the DON and

ADON,
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F 3081 Continued From page 41
: facility admitted Resident #1 with diagnoses
. which included Portal Hypertension with Chronic
' Ascites (a condition characterized by an
{ accumulation of fluid, with swelling, in the
. abdomen), Congestive Heart Failure, Chronic
* Kidney Disease, and Cirrhosis of the Liver.
: Review of the Quarterly Mirimum Data Set

(an%%%mwnmmdmmmmxmdemmem

* facility assessed the resident to have a Brief E
: Interview for Mental Status (BIMS) score of fifteen .
(15} which indicated no cognitive impairment. i

: Review of the Physician's Orders for May 2014
revealed an order for weights to be obtained
Fthree (3) times a week at 8:00 AM on Monday,

. Wednesday, and Friday. Continued review
‘revealed an order to notify the Physician if the

i resident had more than a five (8) pound weight

- gain in three (3) days. In addition, the resident
‘was to have a measure of abdominal girth every

j torning at 6:00 AM, related to the resident's i
history of Ascites. Further review revealed these -
; orders were originally written on 02/1 214, ang |
; Carried forward each month.

| Review of Resident #1's MAR for Aprit 2014
“revealed there was no documented evidence a
i weight was obtained on 04/07/14 (a Monday) as
- ordered. Further review revealed the resident

“ had a recorded weight of 175 pounds on

1 04/G4/14, and 183 pounds on 04/09/14, which
_indicated an eight pound weight gain.

. Review of the Report of Consultation dated
F04/22/14 revealed Resident #1 was seen by
: Endoscopy and received a baracentesis (a

. Progedure to remove excess fiuid that has

‘ collected in the abdomeny), with six and a haif
i (6.5) liters of fuid removed.

F 3091

The Quality Assurance Nurse wil]
complete an aydit of MD ordered
weights/MD notification weekly for
four (4) weeks. the audit is 100%,
the DON will take the audit results o
the QA commitiee meeting the next
month and ask to change the audit to
Quarterly.
060 /14
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F SOQj Continued From page 42

{ Continued review of the MARSs for April 2014 and |

: May 2014 revealed weight recorded on

. 04128/14 of 173.5
b on 04/30/14 of 181 pounds, indicating a 7.5

i pound weight gain. Continued review revealed g
. documented weight on 04/30/14 of 181 pounds,
“and a weight on 05/02/14 of 192 pounds, which

: reflected an eleven {(11) pound weight gain.

Review of the Report of Consultation Form for
' Resident #1, dated 05/05/1 4, revealed the

i resident was seen vy Endoscopy and Radiology,

and another paracentesis was done, with seven
F(7) titers of fluid removed from the resident's

i abdomen.

' Review of the Nurse's Note, dated 05/05/14 at
[ 4:00 PM, revealed Resident

. #1 had a paracentesis done, with seven (7T)liters |
of fluid removed from the abdomen, and the ;
{ resident reported it was much easier to breath

after the procedure.

Although Resident #1 underwent paracentesis on ;
; 04/22/14 and 05/05114, there was no documented |
~evidence the Physician was notified of the weight |
f gains recorded on 04/09/1 4, 04/30/14, and
i 05/02/14 as ordered by the Physician.

“Interview with Licensed Practical Nurse (LPN)

; #2/Unit Coordinator (UC) where Resident #1

. resided, on 05/07/14 at 2:15 PM, revealed the

! resident's weight should have been documented
i 0n 04/07/14; however, she stated she did not
. review the MARs or TARS on 5 regular basis and
“was unaware the weights were not being :
i recorded. She further stated the Physician

: shouid have been notified of the weight gains on

pounds and a weight recorded

¥ cortinuation sheet Page 43 of 55
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- 04/09/14, 04/30/14 and 05/02/14 and the nurse | ;
' should have assessed the resident and
i documented any changes in condition refated to | :
. the weight gains. Continued interview revealed

*the resident had a history of requiring periodic i

i paracentesis procedures due to a build up of fluid

. associated with g diagnosis of Cirrhosis of the |

‘Liver.

Interview with the Director of Nursing (DON}), on

“05/07/14 at 7:30 PM, revealed it was important

i for the staff to follow Physician's Orders for .

; Resident #1 refated to the resident's diagnoses of

* Congestive Heart Failure and Cirrhosis of the '
i Liver with Ascites. Further interview revealed

; staff should be monitoring the weights and

5 notifving the Physician of any changes in the

i resident's condition, and of any weight gain per

i the parameters set by the Physician,.

! Interview with the Altending Physician, on

. 06/07/14 at 5:00 PM, revesied he could not say

' he was nolified of the weight gains if there was no

{ documentation. He stated Resident #1 had ;

weight gains and losses from the abdomen and

*had required frequent paracentesis. He siated

! the reason weights were ordered three (3) times |

: @ week was to see if the abdomen was picking up |

Hluid and to assess for Ascites due to Cirrhosis of |

i the Liver. Conlinued interview revealed it was hig

: 8xpectation for the Physician‘s orders to be ;

followed related fo obtaining weights, and to be

i notified regarding weight gains, as ordered. :
F3az2z. 483.25(g)(2) NG TREATMENT/SERVECES - F 322]
§8=0' RESTORE EATING SKILLS ;

Based on the comprehensive assessment of a
resident, the facility must ensure that --
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{1) Aresfdfant whp has b{gen able to eat enough ol .. Resident A was monitored by the
talgne o nghass's%”ce ® n?t fedg by o gasric, | nursing staff after Resident A received
dén?oznst?:?es ?h;isi;szn;fj 23:2!;:8 acsci:;cgti:o;e was =" - medication ihrough the G tube.
! unavoidable: and ¢ k i Resident A had no aspiration
; ' . Pneumonia, diarrhea, vomiting,
{2) A resident who is fed by a naso-gastric or = . dehydr ahp_n, or metabolic
, ~ abnormalities as a resylt of

gasirostomy tube receives the appropriate
 freatment and services 1o Prevent aspiration
pneumonia, diarrhea, vomiting, dehydration,

medication given through the G-tube,
The tube had been checked for

metabolic abnormalities, and nasal-pharyngeal | . placement earlier by the nurse.
f ulcers and to restore, if possible, normal galing |
; Skills. ‘' All residents with G-tubes have the
potential to be affected by the same
scenario.

An in service will be given to al
licensed nursing staff by the Staff

' This REQUIREMENT is ot mt s ovidenced | | Development Nurse by June 1, 2014
‘by: o _ - Wwith a post test. The post test will
| Based on observation, inferview, record review : | determine nurse competency with

checking placement with auscultation
or aspiration,

. and review of facility's policy, it was determined

* the facility failed to ensure aresident who ;
: received medication through a Gastrostormy Tube |
. (g-tube) received appropriate freatment and
services to prevent Aspiration Pneumonia for one ;
H{1) Unsampled Resident (Unsampled Resident
- A). :

i
1
]
f

! Observation during medication pass revealed the |
. nurse failed to cheek for g-tube placement and =
* residual prior to the administration of medication

i via the g-tube for Unsampled Resident A.

The findings include:

: Review of the facility's policy litted, "Specific :
Event 1D:XC1911

AM CMS-2557(02-99) Previous Versions Obsolete Faciiity L. 100538 tf continuation sheet Page 45 of 55



BEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X%} PROVIDER/SUPRLIER/CLiA

X2y muLTIPLE CONSTRUCTION

PRINTED: 06/13/2¢
FORM APPRODY
OMB NO, 0938-03

{X3) DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILBING
185215 8. WING e 05/07/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
ROVIDENCE piNg MEADOWS 1998 HILL RISE DRIVE
P LEXINGTON, KY 40504
o SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION . o
PREFIY (EACH DEFICIENCY MUST BE PRECEDED By FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD B § COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T() THE APPROPRIATE  ~ Date
DEFICIENGY) i
F322  Continued From page 45 F 322!
_ Medication Administration Procedures, Enteral
' Tube Medication Administration”, revised |
: 12/07/12, revealed 1o safely and accurately ’
e, 2 verty paceations nscring 3 omar | e nursos will be specificaly
famount of air into the tube with the syringe and ogeqte?cji to{G%ubg m,edecatio? '
: fisten to the stemach with stethoscope for a r_i‘;'lnrs' ration _an P ace.men .
. Qurgling sounds, .b) aspirate stomach contents ~verification during the orientation
' with & syringe. process. Each nurse will take post test
to ensure Gompetency.
, Review of Unsampled A's medicai record
-" revealed di.agnoses which inczuded_Cerfabraf Quality Assurance will audit two
| Vascular Disease (Cv), and Alzheimers nurses per week checking placement
: Disease. Review of the Quarterly Minimum Datg : of the tube ang administerin
Set (MDS) Assessment dated 04/17/14, revealed | dications through tha bg or £
 the facility assessed the resident as having a Meaications eroug 1€ 1Ube for our
i Brief interview for Memtal Staiys (BIMS) of a three | weeks. If 100% compliant thgaud:t
- {3) Indicating cognitive impairment, Further will be taken to the QA committee the
' review revealed the facility assessed the resident | next month by the DON and asked to
: as having a feeding tube. :
; . o be changed to augit new employees
' Observation of medication pass for Unsampled only.
il 05/05/1 20 AM, raveal
Resident A on 05/05/12 at 8:20 AM, revealed 06/3\0/14

. Licensed Practical Nurse (LPN) #6 did not check
* for placement of the g-tube prior to the
t adritinistration of water and medication by placing
: the stethoscope on the resident's stomach and |
listening for gurgling sounds while administering

! air through the g-tube, Additionally, observation

; fevealed LPN #6 did not check for residual tube

E feeding by aspirating the resident's sfomach :
! contents with a syringe prior to the administration
: of the water or medication, LPN #6 administered
' thirty (30) milfiliters (ml's) of water through a
¢ syringe into the resident's g-tube, then

; administered medications which had been
crushed and mixed with water in separate

‘ medication cups. The nurse administered each :
: medication separately with water in between each
Event I0:XC 1911
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" medication. The medications included; Aspirin 81
" milligrams {mg's) {(medication for pain and
Enﬂammation), Amlodipine 10 mg's (calcium

; Shannel biocker), Cranberry tablet 425 mg’s,
“Donepezil 10 mg's (medication used in the ‘
f treatment of Alzheimer's disease), folic acid 1 mg i
: (type of B vitamin), Namenda XR 14 mg's {
. (medication used in the treatment of Alzheimer's

‘ Disease), ferrous sulfate 220 mg/s ml-5 mf's

i {used to reat iron deficiency), Sensipar 30 mg's

. (caleium sensing receptor agonist),

~ Spironalactone 20 mg's (diuretic), Vitamin 8 12
£1000 micrograms, and Theravitamin with beta

: carolene,

Interview, on 05/05/14 at 840 AM with LPN #6
I revealed she had checked for placement of the

. g-tube and checked for residual tube feeding at : ;
 7:30 AM for this resident, but stated she should i
have checked again prior to administration of the |
medication since it had been almost an hour. '

Interview with the Director of Nursing (DON) on
05/06/14 at 8:30 AM, revealed the nurses were to |
- assess for air in the stomach with a stethoscope |
 {o check g-tube pladerent and were {o place the j
1 syringe in the g-tube and draw back to check for
. Tesidual tube feeding. Shes stated it was good |
' practice to check for placement of the g-tube and ; i
f check for residual prior to any medication :
; administration even if the nurse had checked an
_ hour earfier. ~
F 3231 483.25(h} FREE OF ACCIDENT F 323
$8=E HAZARDS/SUPERViSlON/DEVICES

“The facifity must ensure that the resident :
i environment remains as free of accident hazards ;
; @8 Is possible; and each resident receives ‘
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“adequale SUpervision and assistance devices to j ;
! prevent accidents.

" This REQUIREMENT is not mef as evidenced
“by: - _ ,

; Based on observation, interview and review of

- the facility's polficy, it was determined the facility

‘ failed to ensure the resident environment :
[ remained as free of accident hazards as possible
: and that each resident received adequate
supervision and assistance devices io prevent ;
{ accidents, Observation of residents’ rooms, on A
: Unil 2 during the-initial tour, revealed toiletries in i
" resident rooms inctuding nail polisl remover, ; ‘
deodorant, bath wash, aerosol hair spray,
 perfume, air freshener, mouth wash, lotions and | ;
‘creams were improperly stored and accessibie fo :

f wandering and confused residents. i addition, . i ]
; hazardous chemicals were observed unsecured |
. and accessible on the housekeeping cart. -

i
[

i The findings include:
1. Observations during the initial tour of the facility ;
: 01 05/04/14 revealed the following accessible ;
. loiletries located in resident rooms: in Room 405
Fat 1:23 PM - Remedy Skin Cream, Cleansing

: Body Lotion and Mouthwash tabeled *Caution

. Keep out of Reach of Children”; in room 407 at

: 1:38 PM - aerosol air freshener labeled “Caution |
i Keep out of Reach of Children™; in Room 409 at
_ 1:41 PM - mouthwash labeled "Caution Keep out
"of Reach of Children"; and in room 411 at1:44 |
¢ PM - skin repair cream labeled "Caution Keep out |
: of Reach of Children”.

M CMS-ESG?(OZ»QQ) Previous Versions Obsolele Event ID: XC1g11
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Hazardous personal items were
removed from the residents’ rooms by
facility staff May 5, 2014

The Virex 256 was placed in the
tocked box by the housekesper on
May 4, 2014 when it was discovered
on the cart.

All rooms in the facility were checked
by facility personnel on May 86, 2014
to ensure no hazardous chemicals
were left out in the residents’ rooms or
accessible on the housekeeping carts,
The Housekeeper involved was in

2014 by the
Housekeepfng Supervisor regarding
chemicai storage and the locks for
cleaning caris.

Continuous Quality Improvement
Rounds were initiated on May 27,
2014. 7.3 facility staff members are
assigned to 3 rooms each for a daily
round. Areas reviewed during rounds
include resident condition, the room
condition, and care areas. Rounds are
to be done daily MendaymFriday. For
3-11 and 11-7 Monday through Friday
the shift SUpervisor will select 3 rooms
from Unit 1 ang 3 rooms from Unit 2
and complete g CQl round sheet. On
weekends, supervisors will choose 3
rooms from each unit for each shift
and complete a cQJ Round sheet.
Staff will focus attention to the
IFeontinuation sheet Page 48 of 55
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‘Further observation an injtiz] tour on 05/04/14

: between 1:25 pu and 2:00 PM revealed in Room |

. 501 a container of Lysol Wipes tabefed
" "Hazardous o humans and domestic animals,
i causes eye irritation”, and a bottle of Urea 10%

¢ lotion labeled jf swallowed contact poison control f
right away" were located on the bedside table, In
froom 502 a tube of Remedy Skin Repair Cream ~

labeled "keep out of reach of children, #
swallowed cafl poison control” was observed. In
‘room 504-A g bottle of Dial Roff-on Decdorant

| labeled "f swallowed call poison control, two (2)
. tubes of Skin Repair Cream labelec "Caution

" keep out of reach of children”, and Viig Aerosol

: Hair Spray labeled "Caution, flammable” were on i
: the bedside stand. In room 504-8 g bottle of najl

: polish remaver tabeled "call bolson controf i

ingested" and a botile of Red Door perfume were

i observed.

HInterview with PN #2/Unit Coordinator, on

1 05/05/14 at 3-30 PM and 4:00 PM, revealed

; fesident toiletries were fo be stored in a fabeled
“bag in their bersonal drawer, and aerosol cans
‘were not to be in the building. She stated

: toiletries were not to be left out and accessible tp |

. confused residents. Further interview reveafed
‘ there were several wandering and confused

i residents on Unit 2, which consisted of the 400,
; 500 and 600 hallways.

i 2. Observation of the housekeeping cart, on
: 05/04/14 at 2:18 PM, revealed Virex i 256
: cleaning chemical was open and accessible to

"residents.

Interview with the Administrator, on 08/04/14 at
‘219 PM, revealed she was in cloge proximity of
i the chemical on the housekeeping carl. She
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residents’ surroundings, barticutarly
the bedside areq and the sink ares for
hazardous chemicals and toiletries as
part of the room condition portion of
the CQI round. Completed CQ round
sheets are submitted to the DON for
review by DON/ADON. After review
the forms will be given to the unit
Coordinators for follow up.

: Nurses have peen educated by the

i DON and ADON on May 29, 2014 ang

will begin walking rounds for shift

- . Ghange over on Jine 1 » 2014, Nurses

' | have been educated to focus on
resident condition, room condition,
and special care areas during theijr
walking round.

- | QA nurse will audit 5 round sheets

- from each unit coordinator monthly for
3 months. If 1009 compliant the audit
will be taken to the next monthly QA
committee by the DON to ask that the
audit be changed to quarterly. The
QA Nurse will also audit
housekeeping cleaning carts weekly
for four weeks to ensure carts remain
locked and no hazardous chemicals
are left in resident reach. If auditis
100% compliant it will be taken to the
next monthly QA committee Mmeeting
and asked to be changed to monthly.

084ph4
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F 3237 Continued From page 49 F 3231

i

‘ stated it was her expectation that all chemicals be
 stored in the lock box on top of the cart.

 Interview with the Housekeeping Supervisor on |
- 05/05/14 at 3:45 PM, revealed the Virex twas to |
: be stored in a locked box on top of the
housekeepéﬂg carl. She stated education on the
- i storage of chemicals was done almost dajly, oo
" because the chemicals could be harmful to
residents if swallowed,
F 3251 483.25()) MAINTAIN NUTRITION STATUS F325:
$8=D | UNLESS UNAVOIDAR( £

"Based on a resident's comprehensive An order was recejveqd and noted on

; ?esssiggiin?nt, the facility must ensure that a April 22, 2014 to change resident
: (1) Maintains acceptable parameters of nutritionaf ; #14's diet or d'er to the RD
- recommendations.

 status, such as body weight and protein levels,

" unless the resident's clinical condition An audit was conducted on gy

i demonsirates that this is not possible; and IR .

i (2) Receives therapeutic diat when there is residents’ records on 5/29/14 to

- i ! ensure that all current djet orders

; nutritional problem,
recommended by the RD match the

physicians order and diet card,
The dietary manager will receive g
Copy of the RD recommendations
each week. The unit managers will

This REQUIREMENT s ot met as evidenced

by i
! Based on interview, record review and review of | : o
 the Tacility's policy, it was determined the facility ! receive a Gamf of the
; recommendations ag well. As the unit

failed to ensure residents mainiained acceptable P

. Parameters of nutriion) status for one (1) of ' | coordinators get the

sznty-ihree {23) sampled residents (Resident | recommendations approved by the
: L Physician, the unit coordinator wil]

Resident #14 had g dietary recommendation, __ : write the order and give a copy to the
dated 02/10/14, to discontinue the resident's High i dietary Mmanager. If the physician
Protein/High Calorie Diet; however, ihe resident does not approve the

If continuation sheet Pages 50 of 55
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F 325 ; Continued From page 50
| continued to receive the diet until 04/21/4 4,

' The findings include:

i Review of the facility's policy titled, “Dietary

; Recommendations”, revise 06/14/08, revealed
. all dietary 'ecommendations were to be ,
' completed within seventy-two (72) hours of their - k
freceipt. Further review revealed the Dietician :
{ would ensure dietary fecommendations were

i placed in the appropriate mailboxes for review,

- and the forms would contain the aciual date the

' forms were placed in the box. Continued review ;
‘revealed the Unit Coordinators or their designees :
Fwere held responsible for contacting the '
Physician or the Advanced Registered Nurse
Practitioner (ARNP} to inform them of the new
dietary recommendations received,

Review of Resident #1 4's record revealed a
"Consultant Dietician Weight Change Report:

i Gain/Loss” form, dated 02110114, review of the
- Nutrition Progress Notes, dated 02/1 0/14,

- revealed a new recommendation to discontinue
‘Resident #14's High Protein/High Calorie diet.
 Continued record reviey revealed no
i documented evidence the Physician was notified ;
: of the recommendation and no documented ;
. evidence Resident #14's diet was changed as ;
. recommended. The resident continued to receive |
 the diet until 04/21/1 4, without evidence of
 hotificafion to the resident's Physician regarding |
i the Registered Distician's
; (RD‘s}recommendations. Further review of

. Resident #14's record reveaied g Nufrition

. Progress Note dated 04/21/14, which noted the
current RD made recommendations to

! discontinue the resident's High Calorie/High

! Protein diet. Review of Resident #14's "Diet _
Event ID:XC 1913

R CMS-2567(02-99) Previous Versions Obsolate

Facifity ilx: 100638

recommendation, the unit
coordinators wiil notify the dietary
manager. The unit coordinator wijl
write a nurses note explaining why the
physician chose not to follow the
fecommendation. The RD of dietary
manager will attend weekly Standards
of Care meetings to discuss the
Weight Loss/Gain Report. The Weight
Loss/Gain report is used to alert staff

of significant weight gain or loss. Itis
formulated by the RD after the
weights have been obtained by the

nursing staft

The Quality Assurance Nurse wil]
complete an audit of MD ordered
weights/MD notification weekly for
One month. If 100% compliant, audit
results will be taken to the Quality
Assurance meeting the next month by
the DON to reduce the audit to
monthly. After four {4) months of
100% compliance, the DON will take
the audit resylts to the QA Committee
to be disconfinued g semi-annuauy‘

06/a0 /‘f 4
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F 325 Continued From page 51 F 325!

: Order and Communication" report dated 04/22/14 ;
; revealed it contained the RiY's recommended ;
- discontinuance of the resident's High Calorie/High ;
' Protein diet. :

! Interview with the current R on 05/06/14 at : ;

£ 10:11 AM, revealed the process for making .

+ recommendations for residents was for the ; o ' N

_ dietician to complete a recommendation on the

- Consultant Dietician Weight Change Report:

' Gain/Loss form. This form was to he submitted

“ to the resident's Physician, to the nurses, and to

¢ the Dietary Manager. She further stated the

; report showed if or when g special diet shoutd :

. have been discontinued. Continued interview
- revealed, based on her review of Resident #14's

* dietary records, the resident's High Calorie - High

F Protein diet should have been discontinued in

¢ February 2014, as recommended. She was not

i Sure if the Physician received the RD's

| recommendations in February 2014,

_Interview with the Director of Nursing (DON), on
L 05/06/14 at 11:45 AM, revealed the facility's

' process for handling dietary recommendations
twas to altach the recommendation to the

¢ "Nutritional Recommendations Pine Meadows

: Health Care" Form. She stated it was her

. expectation when the dietician wrote g
recommendation, the DON, Assistant DON and
“ both Unit Coordinatorg got a copy, as well as the
t Dietary Manager. She stated distribution of the
; dietician's fecommendation were missed on the
. Physician's Order recommendations, and the

. facility took their orders from the Physician.

Interview with Resident #14's Physician, on j
10507114 at 5:00 PM, revealed if the resident had -
i dietary orders, the facility should execute the

Event I0:XC1911
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F 3251 Continued From page 52 :
order. He stated he did not have fo see the order '
suntif the nurses reviewed the recommendations. |
; Continued interview revealed he usually signed
" off on the recommendation unfess he did not :
‘agree. He further stated the Dietician did her job; .
‘ the disconnect happeneq between the Dietary |

: Manager and the nurses,

i

F 328 ' 483.25(k) TREATMENT/CARE FOR SPECIAL
ss=n ! NEEDS

, B
. The facility must ensure that residents receive
 proper treatment and care for the following

! special services:

{ Injectlions;

i Parenteral and enters) fluids;

. Colostomy, Ureterostomy, or feostomy care:

; Tracheostomy care;

! Trachea| suctioning;

Respiratory care;

. Foot care; and

. Prostheses.

. This REQUIREMENT s not met as evidenced
: by

Based on observation, interview, ang review of
 the facility's policy, it was determined the facility

Wi CMS~2567(02-99) Previous Versions Obsolete Event I XC19711

{X2) MULTIPLE CONSTRUCTION

A, BUILDING _
——

B.WING _ .

PRINTED: 08/13/2¢
FORM APPROV
OMB NO. 0938-02
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s} PROVIDER'S Pt AN OF CORRECTION

| Resident #13' 0Xygen tubing was

! changed oyt onMay 4, 2014, -

' All residents with oxygen tubing had
| their tubing changed out and new
 storage bags put in place and dated
" with a pink sticker on the tubing on

- May 6, 2014 by Central Supply

- Coordinator.

Facility 10; 100638 f condinuation sheet Page
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COMPLETED
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F 328!

F 328 Continued From page 53 ;
 failed to ensure respiratory equipment was clean i :
: and siored appropriately in a manner to prevent ; :
. the spread of infection for one (1) of twenty (20) ﬁg ;i(!yg; ntaibggn\ggfbseuch?nged out
. sampled residents {(Resident #13). The staff . C dy 3{ ith PPy
*failed to ensure Resident #13's masal cannula and | oorainator with a new storage bag.
* oxygen tubing was not touching the floor and Bags will be dated with a marker and
' appropriate equipment (o stare the cannula was tubing is dated with a pink sticker. If
: provided. e ~ tubing is found on the floor, it will be

changed immediately by the nurse

and will be dated with o pink sticker.

; The findings include:
' All nursing staff will be in serviced on

; Review of the facility's "Oxygen Administration” ‘ oxygen tubing storage by June 1,

" policy, undated, ravealad Oxygen equipment, 2014

f masks, tubing and cannuias, should be checked

f al regular intervals ang cleaned. The bolicy did . o )

 nat address how oxygen tubing was to-be stored * QA Nurse will audit five (5) resident's .
oxXygen tubing and bags for dates and .

when not in use or how often the oxygen tubing
was to be changed.

that they have been changed at least
weekly. This audit will be completed

5 Obsewaﬁf)ﬂ, on 05/04/14 at 4:28 P“ﬁ, revealed ; Weekfy for f'oar weeks, If audits are

i Resident #13's oxygen tubing was on the floor i 100% compliant for four weeks audit

! under his/her bedside toilef. When the resident results will be taken to the next

: was asked if he/she had been educated on the : .

i Proper slorage of his/her Oxygen tubing, the | months QA meeting by the DON and
. | askto be changed to monthly.

; resident stated hefshe had been educated and
: 0640 /14

“floor. Further observation revealed the oxygen
! tubing was undated, and the Oxygen bag
i provided for the tubing was ripped.

- Interview with Licensed Practical Nurse (LPN) :
_#2/Unit Coordinator (UC), an 05/05/14 at 4:00 ;
" PM, revealed it was facility policy to store the X
foxygen tubing in a plastic bag with a label and A '
‘ date and she would find out how often the oxygen |
: fubing was to be changed. Further interview with
(PN #2/UC, on 05/05/14 at 4:35 PM, revealed the :
Event ID: XC1g11 Facility It 100832
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F 328 Continuad From page 54 F 328!

- oxygen fubing, filker and bag were to be changed
- every Tuesday or as needed.

' Interview with the Director of Nursing {DON), on

L 05/07/14 at 8:01 PM, revealed it was her

¢ expectation for axygen tubing to be stored in the

, @bpropriate concentrator bag. She stated there

“should be a separate bag and tubing for the

i wheelchair. She further stated it was her

; BXpectation that the Oxygen bags and oxygen

 tubing were changed weekly ang dated.

{ Continued interview revealed i the tubing was i

i dropped on the floor, staff shoutd change the
tubing immediately. X

¥ continuation sheet Page 55 of 55
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185215

NAME GF PROVIDER OR SUPPLIER

K000 . INITIAL COMMENTS ' K 000i

" CFR: 42 CFR 483.70(a)
Building: 01

Plan approval: 1989, 1996

Survey under: NFPA 101 (2000 Edition)
j Facility type: SNF/NFE ;
| Type of structure: Type V (000)

Smoke Compartments: Seven (7)

) i Fire Alarm: Complete fire alarm with smoke
_ deteclors installed in corridors and basement.

: Sprinkler System: Complete sprinkler system
(dry).

| Generator: Type 2 generator powered by natural
" gas installed in 1989 :

. A Standard Life Safely Code Survey was initiated |

“and concluded on 05/07/14, for compliance with

: Title 42, Code of Federal Regulations, 483.70(a)
et seq. (Life Safety from Fire). The facility was

faund not to be in compliance with the

: requirements for participation in Medicare and

" Medicaid.

. The findings that follow demonsirate
‘ nencompliance with Title 42, Code of Federal
i Regulations, 483.70(a) el seq. (Life Safety from
. Fire). Deficiencies were cited with the highest
' deficiency identified at "D" level. :
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD : K038!

LABORATQR* DI TOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE CTiITLE 7{)(6) DATE,
L - ovunistrecher 22Y/
' 7 / Adpinis, 5/29/4

Any deﬁ%feﬁﬁy staterment erﬁiﬂg wiij.?ﬁn asterisk ("} denotes a deficlency which the institution may be excused from correcting providing it is delermined thal
ather safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fe ng the dale of survey whether or not a plan of correction is provided. For ntrsing homes, the above findings and pleans of correction are disciosabls 14
¢ Jlowing the date these documents are made avaiiable fo the facility. I deficiencies are cited, an approved plan of correction is requisite to continued

prugram participation.

If confinuation sheet Page 1 of 6 ;
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K 0381 Cortinued From page 1

S8=D
; Exit access is arranged so that exits are readily

. accessible at all imes in accordance with section

‘710 1924

* This STANDARD s not met as evidenced by:

i Based on observation and interview, it was

_ determined the facility failed to ensure exits had a |
Mhard surface to the public way, according to :
: National Fire Protection Association (NFPA) X
_slandards. The deficiency had the potential to :
 affect one (1) of seven (7} smoke compartments, ;
i ten (10) residents, staff and visitors. The facility |
_Is licensed for one hundred and twenty (120) !
! beds with a census of one hundred and thirteen

: (113) residents on the day of the visit,

{The findings include;

‘Observation on 05/07/2044 at 11:40 AM, with the |
! Maintenance Direclor, revealed the dining room !
: did not have a hard surface leading to a public i
~way. The exit discharge terminated approximately :
Ftwo (2) feet from the elevated driveway. :
; Interview with the Maintenance Director, al the

. time of observation, revealed the facility had
 recently discussed options for extending the

: sidewalk to the public way,

! Reference: NFPA 101 (2000 edition)

7.1.10.1* Means of egress shall be continuously

: 6385 No residents were affected.
1 All other exits from the facility were to a
" hard surface to the public way.

A hard surface was poured from the ‘
dining room to a public way on May 59,

2014.

All exits have a hard surface leading to a
public way; therefore no further
monitoring will be needed.

& i5 g
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K038 Continved From page 2 K 038;
‘ maintained ;
: free of alf obstructions or impediments to fult
“instantuse in
fthe case of fire or other emergency.
: 7.5.1.1 Exits shall be located and exit access
* shall be arranged
i 50 that exits are readily accessible at alf times.
. 7.7.1* Exits shall terminate directly at a public
“way or at an :
i exterior exit discharge. Yards, courts, open :f
. Spaces, or other .
! portions of the exit discharge shall be of required ’
; Width and {
" size to provide all accupants with a safe access
i to & public way.
3 , Exception No. 1: This requlirement shall not apply |
* to interior exit discharge !
: as otherwise provided in 7.7.2. '
Exception No. 2: This requirement shall not apply i
[ to rooftop exit discharge : ,
. 8s otherwise provided in 7.7.5. 5 ;
* Exception No. 3: Mearns of egress shall be
i permitied to terminale in an . |
_exterior area of refuge as provided i Chapters 22! (
fand 23,
" CMS S&C letter 5-38 : : ]
K 0G4 NFPA 101 LIFE SAFETY CODE STANDARD ~ § i 064] ™NO Tesidents were affected.

Portable fire extinguishers are provided in al t All extinguishers were checked May 13,
i i 2014 10 ensure this 6 year compliance

heaith care occupancies in accordance with i
8.7.4.1. 19.3.5.6, NFPA 10 . . inspection was completed.

¢ On May 13, 2014 American Fire and

$S=0 "’

i Security inspected and updated all
. extinguishers to ensure 6 year compliance

- This STANDARD is not met as evidenced by:  was completed.

}
|
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K064 i Continued From page 3 K 064; A yearly inspection of all fire
extinguishers will be completed by the

i Based on observation and interview it was _  exl
. determined the facility failed to ensure fire : Maintenance Director or assistant to

! extinguishers were maintained according to _ . ensure fire extinguishers have a six year
_National Fire Protection Assaciation (NFPA} " compliance inspection.

: standards. The deficiency had the potential to . ;

. affect one (1) of seven {7} smoke compartments,

- twenty-two (22) residents, staff and visitors. ;

The findings include:

" Observation, on 05/07/2014 at 12:21 PM, ;
i revealed a fire extinguisher near room 312 which
did not have a six (6) vear service tag. Further
| observation revealed the fire extinguisher was
dated 2008. Interview with the Maintenance )
‘\) i Director, at the time of observation, revealed he ) !
( relied on an oulside contractor to perform ; 5/14/14
maintenance and yearly inspection of fire E )
extinguishers. He stated he was unaware the fire | i :
! extinguishers were out of compliance for the six ’
. {B) year maintenance.

Reference: NFPA 10 (1998 Exiton),

4-4.3* Six-Year Maintenance. Every 6 vears,
! stored-pressure fire extinguishers that require a
12-year hydrostatic test shall be emptlied and )
! subjected to the applicable maintenance i
procedures. The removal of agent from halon '
agent fire extinguishers shall only be done using
a fisted halon closed recovery sysfem. When the ,
applicable maintenance procedures are
~ performed during periodic recharging or
i hydrostatic testing, the 6-year requirement shall
" begin from that date.

Exception: Nonrechargeable fire extinguishers

: shall not be hydrostatically tested but shall be

_removed from service al a maximum interval of :
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" 12 years from the date of manufacture. :

¢ Nonrechargeable halon agent fire extinguishers
; shall be disposed of in accordance with 4-3.3.3.

i 4-4.4* Maintenance Recordkeeping. Fach fire
. extinguisher shall have g tag or label securely
" attached that indicates the month and year the
i maintenance was performed and that identifies
; the person performing the service. i
i
1 4-4.4.1 Fire extinguishers that pass the '
; applicable 6-year requirement of 4.4.3 shalt have |
' the maintenarce information recorded on &
i suitable metallic labet or equally durable material X
, having a minimum size of 2 in. 273 1/2 in. (5.1 em |
‘) £ 778.9 cm). The new label shall be affixed to the
( i shell by a heatless process, and any old '
: " maintenance labels shall be removed, These !
{ labels shall be of the self-destructive type when .
; rermoval from a fire extinguisher is attempted. :
' The label shall include the following information:
(a) Month and year the maintenance was
| performed, indicated by a perforation such ag is

. done by a hand punch

: {b) Name or initials of person performing the
" maintenance and name of agency performing the i
| maintenance. :

| 4-4.4.2* Verification of Service {Maintenance or
. Recharging). Each extinguisher that has

" undergone maintenance that includes internaf

i examinalion or that has been recharged (see ;
. 4-5.5) shall have a "Verification of Service" collar
i located around the neck of the container. The |
: coflar shalt contain a single circular piece of

' uninterrupted material forming a hole of a size
| that will nat permit the collar assembly to move
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“over the neck of the container unless the valve is
i completely removed. The collar shall not ,
; iterfere with the operation of the fire
: extinguisher. The “Verification of Service” collar
¢ shatl include the month and year the service was
) performed, indicated by a perforation such as is

: done by a hand punch.

g Exceplion No. 1: Fire extinguishers undergoing
i maintenance before January 1, 1999,

! Excepiion No. 2: CartrEdge!cylEnder«operated fire
i extinguishers do not require a “Verification of :
" Service" collar. : .
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