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histher personal needs".

Record revisw revealed Resident #2 wag
admitted to the facility on 10/06/12 with diagnoses
to include Peripheral Vascular Diseasa, Chronic
Kidney Disease, Pain and Ansmig,

Observation, on 01/23/13 at 3:25 PM, ravealad
Resident #2 was having a head to toe skin
assessment by Registered Nurse (RN) #1. She
entered the room and explained the procedure to
the resident. She dawned her gloves and pulled
the resident's privacy curtain around to the right
corner of hissher bed. RN #1 left the bedroom
door open. RN #1 started looking at Resident
#2's skin and left the privacy cunain between
Resident #2 and hisMmer roommate open.
Resident #2's roommate was seated in hisfher
geri chair at the foot of the bed and the resident
was awake, RN #2 continued to fook at Resident
#2's body and she exposged histher body to the
roommate without providing privacy by pulling the
curtain,

An interview with RN #1, on 1/23/13 at 3:35 PM,
revealed she did not realize she did not provide
privacy for Resident #2 while she completed
his/her skin assessmen!, She reported she
should have moved the resident's roommate and
pulled the curtain while conducting the skin
assessment,

An interview, on 1/25/13 at 11:50 AM with the
Director of Nursing (DON), revealed staff are
expecled to close the door and pulf both curtains
when providing care to a resident, The DON
stated the slaff are to maintain the resident's
privacy and not expose them to others.
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The facility must provide housekeaping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable Interior.

This REQUIREMENT s not met as evidenced
by:

Based on observalion and interview it was
determined the facility failed to ensure a clean,
safe and comfortable environment related to
observations of the fadlity shower rooms which
revealed a targe number of broken and missing
tiles in three of the facility's shower rooms.

Additionally, carpet pieces were observed stuffed
under the base of a commode.

Findings include;

Observation on 01/25/13 at 12,30 PM revealed
the shower room located on the C Hall had tiles
missing from the floor. The comers of the interior
walls of the shower room also had tiles that were
broken and missing.

An interview with Certified Medicatlion Aide (CMA)
#1, conducted on 01/25/13 at the time of the
observation, revealed the tiles had been in that
condition for a length of {ime and maintenance
should be aware. CMA #1 had not notified
anyone of the condition of the tiles.

An observation on (1/25/13 at 12:40 PM of the A
Hall shower room revealed several broken tiles
with sharp edges located on the outside corners
of the shower stalls where residents entered and
exited the shower. The #2 shower rcom aiso had
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had missing tiles from the floor and from the
interior walls of the shower stalls replaced by
the Maintenance Director on 2/14/2013. The
carpet was removed from under the commode
in the shower room on A Hall by the
Maintenance Director on 2/14/2013,

2. Facility rounds, including ali other shower
rooms, was completed and documented by the
Maintenance Director to determine that the
center was maintained in a sanftary, ordeily,
and comfortable manner on 2/14/2013. Any
issues identified were corrected at the time they
were identified,

3, The Mairenance and Housekeeping Director
was re-educated to the expedation that the
facility must provide maintenance and
housekeeping services necessary to maintain a
sanitary, orderly, and comfortable interior,
Nursing, housekeeping, therapy, activity, and
sodal services staff were re-educated to
complete work orders to notify the Maintenance
or housekeeping department of any concerns
|gentified by the facility Administrater as of
3/10/2013.

4, Audits will ba conducted by the facility
Maintenance Department and/or Administrator
using the facility environmental rounding tool 2
times a week x1 month then monthly ongoing to
determing that the center is maintained in an
orderly, sanftary and comfortable manner, Any
concerns identified will be corrected at that
time. A summary of the findings will be
submitted by the Maintenance Director to the
performance Improvement Committee monthly
ongoing for further review and
recommendations,
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broken tiles on the walls. Additionally, there were
pieces of indoor-outdoor carpeting sticking out
from under the base of a commode located in the
#2 shower room.

An interview conducted with Licensed Practical
Nurse (LPN) #2, on 01/25/13 at 12:40 PM (during
the observation), revealed staff should turnin a
work order to maintenance to have the tiles
replaced but did not know if one had been turned
inor not. LPN #2 felt the pleces of carpet under
the commode were to keep the commode from
maving and had been there for a while and it
would be difficult to keep the area at the base of
the commode sanitary.

An interview, on 01/25/13 at 1;30 PM with the
Maintenance Director, revealed he was aware
tiles in some of the shower rooms were in
disrepair and he thought he might have some tile
piecas to repair the areas where tiles were
broken or missing. The Maintenance Director
stated staff usually put a work order in for things
like that but he did not recall if one had been
lurned in for the broken and missing tiles. The
Maintenanca Diractar did not provide any
information related to the pleces of carpet stuffed
under the base of the commode., :

An interview wilh the Adminisirator, on 01/2513
at 3:00 PM, revealed there was no supply of tifes
to repair the areas In the resident shower rooms
that were broken or missing and thase areas
were in need of repair.

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO
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The resident has the right, uniess adjudged
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incompetent or otherwise found fo be
incapacitated under tha {aws of the State, to
participate in planning eare and treatment or
changes In care and treatment,

A comprehensive care plan must be developad
within 7 days after the completion of the
comprehensive assessment; prepared by an
intardisciplinary team, that includes the atlending
physician, a registered nurse with responsibility
for the resldent, and ofher appropriate staff in
disciplines as deiermined by the resident's needs,
and, lo the extent practicable, the participation of
tha resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT is not met as evidenced
by,

Based on observations, interviews and record
review it was determined the facility failed to
revise the care plan for one resident (#3), in the
selected sample of 24 residents related to the
discontinuation of & safety belt to the wheelchair
and the need for increased manitoring.

The findings include;

A record review revealed Resident #3 was
admitted to the facility on 04/41/12 with diagnasas
to include Alzheimer's Disease, Dementia with
Behavioral Disturbances, Muscle Weakness, and

F 280
seatbelt and chair alarm on 1/29/2

licensed nurse to reflect the disconti
the self releasing seatheit and chair

‘on 1/29/2013

2.. An audit of the care pians for cu

current condition and interventions
corrected at that time,

3. Licensed nurses, social services,

2/13/2013

months, Any concems identified wil
at that time. A summary of the find

recammendations

1. An order was obtained by the physician of |
Resident #3 to discontinue the seif releasing i

care plan for Resident #3 was revised by a

then updated to reflect the new seating system

residents was completed an 2/15/2013 by the
Assistant Director of Nursing and the facility Unit
Managers to determine that resident care plans
have been revised to reflect the residents

therapy trials. Any concemns identified were

therapy staff have been re-educated by the
facillty Staff Development Coordinator on
2/20/2043 regarding the expectation that care
plans are revised to reflect the residents current
status and conditions including but not limited to
therapy trials. Post test completed on

4. . The Director of Nursing, Assistant Director
of Nursing, and or the Unit Managers will
complete and document an audit of the care
plans for 5 residents receiving therapy x1 time 2
week Hmes 4 weeks then monthly times §

submitted by the Director of Nursing to the
Performance Improvement Committee monthly
times 6 months for further review and

3/10/13
013. The

nuation of
atarm and

rrent

ncluding

activity and

| corrected
ings will be
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Osteoarthrosis. A review of the quarterly
Minimum Data Set (MDS), dated 01/03/13,
revealed the facility assessed the resident as
cognitively severely impaired and required
extensive assistance with transfers. The MDS
revealed the resident did not ambulate and
required a trunk restraint, A review of the
Restrictive Device Consent, dated 05/18/12,
revealed the facility assessed the resident for a
safely release seat belt while up in the whaelchair
for positioning and decreased safety awareness.
Benefits of the device included improved
positioning/posture, prevention of falls which
might result in injury, and increased feeling of
safety and security.

Areview of the resident's care plan, initiated
0411412, revealed the resident was assessed at
risk for falls related to poor eoordination,
unsteady gait, pain, use of psycheoiropic
medications, generalized weakness, and
decreased safety awareness. An intervention was
added 05/18/12 for the safely release seat beit
while In the whaelchair,

A review of the physical therapy's "Daily Notes
and Weekiy Progress Summary", dated 01/22/13,
revealed Resident #3 was evaluated on 01/22/13
and fitted for a new seafing system o decrease
sacral sitting in the wheelchair, The notes
revealed the resident was observed for thirly
minutes without the use of the seat belt and
clinical cbservation would continue for one week
to ensure the new seafing syslem was effeclive.

An interview with the Therapy Program Manager,
on 01/24/13 at 6:10 PM, revealed therapy was
conducting a "trial* for @ new ¢hair for {he resident

F 280

FORM CM3-2567(02-99} Pravious Versions Obsalglg Event ID: tE0M 14

Fackty 1D} 500093

If cortinuation sheet Page 6 of 24




FEB-20-26813 11:53 From: 127068404595

DEFPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

To: 12708896089

Pase:8-29

PRINTED: 02/08/201)

FORM APPROVED

OMB NQ, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185236

(X2} MULTIPLE CONSTRUCTION (X3) DATE S3URVEY

A, BUILDING

B. WING

COMPLETED

01/25/2013

NAME OF PROVIDER OR SUPPLIER

OWENSEORO PLACE CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
1205 LEITCHFIELD RD.
OWENSEBORO, KY 42303

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR L3C IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHQULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

X5}
COMPLETION
DATE

F 280 | Continued From page 6

as they did not feel he/she needed the seat belt
He expected therapy staff to obtain an order to
discontinue the seat belt and communicate with
nursing staff by documeanting the information in
the twenty four (24) hour repor.

Further review of the care plan, initiated 04/11/12,
revealed there was no revision to the care plan to
discontinue the safety release seatbelt and to
provide increased supervision.

An interview with Licensed Practical Nurse (LPN)
#1, on 01/24/13 at 4:45 PM, revealad she was nol
aware until 01/24/13 that physical therapy was
evalualing the resident for a new whaelchair
system and was not aware the resident would
need to be monitored.

Observations of Resident #3, on 01/23/13 at 1:20
PM, 3:20 PM, and 01/24/13 at 8:30 AM, 8:55 AM,
2:45 PM, and 4:30 PM, revealed the resident was
sitting up in the wheelchair without a safety
release saat beit with no evidence of increased
supervision,

An interview with Unit Manager #1, on 01/24/13 at
4:30 PM, revealed she was not aware physical
therapy evaluated the resident.

An interview with the Director of Nursing (DON),
on 01/25/13 at 11:45 AM, revealed she expected
therapy to communicate with nursing when
changes ware made. Therapy staff should have
discontinued the seat belt or placed it "on hold"
unti! the trial was completed.
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The services provided or arranged by the facility
must meet professional standards of quality,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy it was
determined the facility failed to ensure physician's
orders were followed for one resident #5), in the
selected sample of twenty four residents.
Resident #5 had physician orders for iotion o be
applied every shift every day and a skin
assessment was to be completed weekly;
howsaver, an observation on 01/24/13 revealed
the resident's skin wag dry and flaky and there
was a bandage on the right heel, dated 01/18/13.

The findings include:

Review of facility policy titled, CHANGE IN
CONDITION, dated January 2008, revealed
mplementing Physician Orders - The Licensed
Nurse/designee implements physician's orders.

A record review revealed Resident #5 was
admifted 1o the facility on 07/01/05 with diagnoses
to indude Alzheimer's Disease, Hyperthyroidism,
Dementia and Diabetes Mellitus.

A review of the quarterly Minimum Data Set
{(MDS) assessment, dated 12/18/12, revealed the
facitity had assessed the resident with cognitive
impairment and required extensive assistance
with activities of daily living.

A review of the physician's order, dated 01/01/13

completed for Resident #5 on 1/24/2013 by a
licensed nurse, No new skin ¢oncems were
identified. The physician for resident #5 was
nobified by a licensed nurse, on 1/24/2043, of
tha residents missed skin assessment with new
arders given to discontinue the Cetaphil [otion
and a new order given ta apply moisturizing
lotion to the resident's body as needed for dry
skin. Registered Nurse #1 and #2 were re-
educated and counseled regarding following
physicians orders on 1-29-13 by the Director of
Nursing Services..

2. Audits were conductad and documented on
1/24/2013 by the Director of Nursing, Assistant
Director of Nursing and the Unit Managers of
current residents treatment records to
determine that resident skin assessments were
completed as scheduled and that treatments
were available and provided as ordered, No
othar concems were identified.

3. Re-education was provided to the nursing
staff on professional standards of care and
following physidans orders by the facility Staff
Development Coordinator on 1/29/2013. Post
test given on 2/20/2013.

4. The Director of Nursing, Assistant Director
of Nursing, and/or the Unit Managers will
complete an audit 2 Umes a week times 4
weeks then monthly times 5 months using the
facility audit tool on 10 residents to determing
that physicians orders are followed. Any
concems identified will be addressed at that
tme. Asummary of the findings will be
submitted by the Director of Nursing to the
Perfarmance lmprovement Committee monthly
times 6 months for further review and
recommendations.

residents right faot and a skin assessment was .
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through 01/31/13, revealed Cetaphil moisturizing
lotion every shift, every day and to apply to
bitateral feet every day then wrap right foot with
Kerlix for protection. The physician afso ordered
a weekly skin assessment.

An ohservalion, on 01/24/13 at 8:50 AM duting a
skin assessment, revealed Resident #5's skin lo
be very dry with flaking. The right foot was
observed to have a gauze wrap on ihe ankle and
heel area, dated 01/18/13. The skin under the
dressing on the right foot was dry and flaky with
No open areas,

An interview with Registered Nurse #1, on
01/24/13 at 8:50 AM, revealed skin assessments
were to be completed weekly, however, the last
assessment documented was on 01/10/13. She
siated skin assessments were scheduled to be
compieted on 01/16/13 and on 01/23/13;
however, were not completed.

An interview with RN #2, on 01/24/13 at 9:45 AM,
revealed the gauze wrap was used to keep the
{otion in place. The RN additionally stated the
lofion could not have been applied with the
dressing in place since 01/18/13, Observalion at
tha {ime revealed no Cetaphil iotion for Resident
#5 could be located on the medication cart.

An interview with the Director of Nursing (DON),
on 01/24/13 at 2:00 PM, revealed she expected
physician's orders to be followed and gave no
explanation as to why the lotion had not been
applied to Resident #5's skin. The DON revealed
the order for the Kerlix wrap to the right foot had
been discontinued on 01/20/13; however, gave no
explanation as to why the dressing dated
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facifity without pressure sores
doesg not develop pressure sores unless the
individual's clinical condition dermnonstrates that
they were unavoidable; and a resident having
pressure soreg receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and raview of the facilily's policy it was
determined the facility failed to ensure one
resident (#5), in the selected sample of twenty
four residents was provided appropriate care and
services related o preventative skin care.

Findings include:

Review of a facility policy titled SKIN CARE &
PRESSURE ULCER MANAGEMENT
PROGRAM, dated January 2008, included: The
standard was to Assess, Plan, Implement and
Evaluate. The program relies on evidence based
treatment protocols and standards of praclice
including; Prevention of pressure ulcer
development and promoting healing and
preventing infection when breakdown occurs.
Weekly Evaluation outlined as; A Licensed Nurse
performs head-to-toe skin check of the resident
and documerts the findings on the Treatment
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01/18/13 was observed in place on 01/24/13 - y
: 1. The kerlix dressing was removed from the
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 residents right foot and a skin assessment was 310/13
85=D | PREVENT/HEAL PRESSURE SORES complated for Resident #5 on 1/24/2013 by a

licensed nurse. Mo new skin concems were
identified, The physidan for resident #5 was
natified by a licensed nurse, on 1/24/2013, of
the residents missed skin assessment with new
orders given to discontinue the Cetaphil lotien
and a new order given Lo apply moisturizing
lotion to the resident's body as needed for dry
skin. Registered Nurse #1 and #2 were re-
educated and counseled regarding completing
skin assessments, having treatment supplies
available and foliowing physicians orders on i-
29-13 by the Director of Nursing 5ervices.

2. Audits were conducted and documented on
1/24/2013 by the Director of Nursing, Assistant
Director of Numsing and the Unit Managers of
current residents treatment records {0
determine that resident skin assessments were
completed as scheduled and that treatment
supplies were avallable and provided as
ordered. No other concems were identified.

3. Re-education was provided to the fadility
nursing staff on completing waekly skin
assessments, having treatment supplles
available, and following physician orders by the
facility Staff Development Coordinator on
1/25/2013. Post test given on 2/20/2013.

4, The Director of Nursing, Assistant Director
of Nursing, and or the Unit Managers will
complete an audit 2 times a week timas 4
weeks then monthly times 5 months using the
facility audit tool on 10 residents to review the
facility 5kin Management program to determine
that treatment supplies are available, skin
assessments are completed, and physicians
orders are followed.. A summary of the findings
will be submitted by the Director of Nursing to
the Performance Improvement Committee
monthly times 6 months for further review and
recommendations.
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Administration Record (TAR). The Licensed
Nurse documents "Y" for skin intact and "N" for
not intact,

Record review revealed Resident #5 was
admitted to the facility on 07/01/05 with diagnoses
to include Alzheimer's Disease, Hyperthyroidism,
Dementia and Diabetes Mellitus.

A review of the quanerly Minimum Data Set
{MDS) assessment, dated 12/18/12, revealed the
facility had assessad the resident with cognitive
impairment and required extensive assistance
with activities of daily living and was at risk for
skin break down.

A review of a physician's order, dated 01/01/13
through 01/31/13, revealed Cetaphil moisturizing
Iotion every shifl every day and skin assessments
weekly. A raview of Resident #5's
Comprehensive Care Plan revealed the lotion
was o be applied to the resident's skin every
shift, every day.

An observation of Resident #5's skin, on 01/24/13
at 8:50 AM, revealed the resident's skin was very
dry and flaky and a gauze wrap, dated 01/18/13,
was in place on the resident's right foot.

An interview with Registered Nurse #1, on
01/24M13 at 8:50 AM, revealed skin assessments
were to be completed weskly; howaver, the last
assessment documented was on 01/10/13. She
statad skin assessments were scheduled to be
completed on 01/16/13 and on 01/23/13,;
howaver, wera not completed.

An inferview with Registerad Nurse (RN} #2, on
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01/24/13 at 9:45 AM, revealed the lotion could not
have been applied as a dressing on the resident's
right foot, dated 01/18/13, was still in place.
Obsarvation at the time revealed no Cetaphil
lotion was available for Resident #5 on the
medication cart.

Interview with the Director of Nursing (DON), on
01/2413 at 2:00 PM, revealed she expected staff
to follow resident's physician's orders and care
plans for preventative skin care as .

483.25(d) NO CATHETER, PREVENT UTH,
RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensura that a
resident who enters the facility without an
indwelling catheter is not cathelerized unless the
resident’s clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possibie.

Thia REQUIREMENT is not met as evidenced
by:

Based on obssrvation, interview, record review
and review of facllity’s Peri Careftncontinence
competency skill test it was determingad the facility
failed to provide quality care for one resident
(#14) in the selected sample of twenty-four (24)
residents and one resident (#25) nol in the
selected sample. Observations revealed staff
failed to use the proper infection control
technique when conducting perineal (peri} care to
prevent urinary tract infections for Resident #14

F 314

F 315

1, Resident #14 and #25 we assessed by a
ficensed nurse on 2/18/2013 to determine any
signs or symptoms of infection and perineal care
cornpleted in the expected manner. No
evidence of infection was identified. CNA #1
was provided with counseling on providing
perineal care with a return demonstration on
2/20/2013 by The Assistant Director of Nursing
and also shared strategies of performing care
with confidence when being supervised or
observed.

2. An assassment of incontinent, current
residents was completed by the facility licensed
nurses oh 2/20/2013 to determine any evidence
of infection with no concerns identified.

3, Peri tare re-education was provided to the
nursing staff by the Staff Development
Coordinator on 1/29/2013 and return
demonstrations of perineal care was completed
by The facility Staff Development Coordinator on
1/29/2013. Nursing statf were re-educated by
the Director of Nursing on 2/20/2013 related to
strategies in performing care with confidence
when being supervised or observed.

3/10/13
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and #25,
The findings include:

A review of the Peri Care/incontinence Care
Competency Skill Test for females, no date,
revealed the staff are to wipe in the direction from
the perineum to the rectum. Repeat on opposite
side using separate section of washcloth, With
dominant hand, wash downward from pubic area
toward rectum in one smooth stroke, Use
separate section of cloth for each siroke.

1. Observation on 01/23/13 at 10:00 AM during
the initial tour of the facility, revealed Certified
Nursing Assistant (CNA) #1 performed peri care
for Resident #25. CNA #1 cleaned the resident
by using wipes soaked with peri wash and wiping
back and ferth in each side of the groin with out
changing areas of the wipe with each swipe,

2. Observation on 01/24/13 at 9:41 AM, revealed
Resident #14 had an indwelling urinary catheter
aftached to a leg bag and draining clear, yellow
urine. Qbservation of CNA #1 performing pen
and catheter care, revealed the CNA performed
the peri care by using wash cloths soaked with
peri wash and wiping back and forth in the left
groin area and down the middie of the vagina
without changing areas of the wash cloth,

A review of CNA #1's Ped Care/Incontinence
Care Competency Skill Test (female) revealed
sha was signed off on the skill on 0/03/12 by staff,
Further review of the competency skill test ’
revealed she met all the steps during observation
of peri care.

(x40 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
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F 315! 4. The Director of Nursing, Assistant Director

of Nursing, and or the Unit Managers wiil
complete an audit 2 times a week times 4
weeks then monthly times 5 months on 5 staff
members using the facility audit tool to review
the Facitity peri care program. Any congems
identified will be addressed at that time. A
summary of the findings wil be submitted by

the director of Nursing to the Parformance
Improvement Committee monthly times 6

recommendations.

months for further review and v o
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Interview with CNA #1, on 01/25/13 at 10:50 AM,
revealed she had raceived training and
in-services from the facliity and knew the proper
technique for performing peri and catheter care.
She stated she knew she was suppose to change
areas of the cloth with each wipe. Additionally,
she stated she knew to wipe from front to back
with per care and away from the resident's body
with catheter care. She explained, "l get nervous
when someone watches me". She further stated
the imporiance of properly performing peti and
catheter care was io keep germs out of the
vagina.

intarview with the Unit Manager for Hall A & C, on
01/25M13 at 11:14 AM, revealed the CNAs were
recantly inserviced on incontinent care, The
management \eam divided the CNAs amongst
themselves and watched the aides provide care
{o the resident. He stated there were no issues
identified during their observation of the aides.
The Unit Manager revealed wiping back and forth
with the same area of the wash cloth while
performing incontingni cara was inappropriate
and verbalized it could cause increased
infections.

Intarview with the Director of Nursing (DON), on
01/25/13 at 11:50 AM, revealed incontinent care
was reviewed in orientation with staff. All staff
were checked off on incontinent care two months
age by the Assistant DON and Staff Developmeant
Coordinator. There were no issues identified
during the check off of the staff and it was
inappropriate for staff to wipe back and forth
using the same area of the cloth during the
performance of incontinent care.

F 323 | 483.25(h) FREE OF ACCIDENT

F 315

F 323
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The facility must ensure that the resident
aenvironment remains as free of accident hazards
as is possible: and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvafion, interview and record
review it was determined the facility failed to
ensure the residents’ environmant remained as
free of accident hazards as is possible related to
observation of an unsecured medication room
and hazardous items feft unsupervised on top of
a medication cart that was sitting on the resident
hall area. The facility had identified tweive (12)
residents with wandering behaviors. [n addition,
the facility failed to provide adequate supervigion
for one resident (#3), in the selected sample of 24
residents, refated to Rehab not communicating
the discontinuation of a safety release seatbelt
and the need for increased supervision.

The findings include:

1. Observation during the initial tour on 01/25/13
starting at 1:10 PM, revealed a medication cart
parked by the nursing station on the E Wing.
There was a pair of scissors, a syringe of saline
(for flushing) and a large container of germicidal
wipes used for sanitizing glucometers on top of
the cart. Further observation ravealed the cart

the top of the E wing medication cart by a
licensed nurse on 1/25/2013. LPN #1 and RN
#1 received counseling from the Director of
Nussing on 1-28-13 regarding feaving items on
top of the med cart. The E wing medication
raeom door was locked by a licensed nurse on 1-
23-13. The Director of Nursing removed the
Peoventil inhaler from Resident #2's bedside
table on 1/25/2013. Resident #2 was assessed
by a licensed nurse with no changes in condition
ldentified and also notified the resident and the
resident's physidan regarding the medication
being found and removed from bedside on
1/25/2013. Counseling was provided to PN #2
related to medications being left at bedside by
the Director of Nursing on 1-28-13. The
physician for Resident #3 was notified by a
licensed nurse and new orders received to
discontinue the self releasing seat belt on
1/29/2013. Resident #3 was assessed by a
licensed nurse an 1/24/2013 with no injuries or
change in condition noted. Therapy staff were
re-educated to the process for communicating
changes to the residents plan of care inciuding
triai restraint reductions by the Therapy
Manager on 1/24/2013. LPN #1 was counseied

by the Director of Nursing on 1-28-13 regarding *

the initialing of the TAR without validating the
presence of the self releasing seat belt,

2. A environmental safety round of the facility
on 1/25/2013 was completed and documented
by the Unit Managers {0 determine that the
residents environment was free of hazards
including that ali residents had the appropriate
safety devices in place as ordered, medications
are not at bedside, medication rooms were
locked, and that hazardous materials were
secured appropriately. No other areas of
concern was identified,
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SUMMARY STATEMENT OF DEFICIENCIES

was lefl unattended from 1:10:PM until 1:20 PM.

A number of residents were in the area of the
nursing station.

An interview with Licensed Practical Nurse (LPN)
#3, on 01/25/13 at 1:10 PM, revealed she had laf
the sclssors, saline flush and germicidal wipes
unsecured on top of the medicalion cart. RN #1
stated she did not normally leave the scissors
unsecured and must have forgotlen when called
away for something, The RN removed the
scissors at 1:10 PM and secured them but left the
germicidal wipes and saline flush on top of the
medication cart and walked away.

An interview with the Unit Manager, on 01/25/13
at 1:20 PM, revealed scissors, saline flushes and
germicidal wipes were not to be left unattended
and unsecured on top to the medication car
becayse it would be a safety hazard.

2. Observation during the initial tour of the
facifity, on 01/23/13 at 9:05 AM, revealed the
medication room door on the E-wing was opsn
and not secura, Further observation revealed the
door was unlocked from 8:05 AM-2;20 AM with
no staff around. Observation inside the
medication room revealed there were no staff in
the room and there was 2 unlock cabinets and
two unlocked refrigerators.

Cabinet #1 contained the following medications:
14 hottlas of Lactulose Solution 10g/15mi,
473ml, 8 botties of Miralax powder 527 gram
bottle, one (1) bottle of Miratax powder 225 gram
bottle, and one (1) bottle of Milk of Magnasia 16
oz,

Cabinet #2 contained the following medications:
12 vials of Albuterol Suifate Inhalation Solution, 8

p PROVIDER'S FLAN OF CORRECTION s
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F 323 | Continued From paga 15 F 323} 3. Re-education was provided to the nurging

staff by the facility Staff Development
Coordinator on 1/25/2013 related to the
requirement of malntaining an environment free
of accident hazards which included making sure
medication rooms are locked, that assistive
davices are in place, medications are not left at
bedsice, and Keeping items such as scissors,
saline syringes, and germicidal wipes secured,
Licensed nurses were also re-educated on 1-29-
13 by the facillty Staff Dévelopment Coordinator
that items documented on the resident
Treatment Administration Record should only be
| initizied once it has been completed or

determined ta be in place and that it is not
acceptable to document if the task or treatment
has not been completed, Post test completed
on 2/22/2013,

4. The Director of Nursing, Assistant Director
of Nursing, and/or the Unit Managers will
complete an audit 2 times a week times 4 weeks
then monthly times 5 months using the facility
audit toof to observe environmental safety to
ensure residents environment remains free of
accident hazards including that medication room
doars are locked, hazardous items are secured,
that medications are not left at bedside and that
each resident receives adequate supervision and
assistance devices to prevent accidents. Any
concerns identified will be addressed at that
time. A summary of the fAndings will be
subrpitted by the Director of Nursing to the
Performance Improvement Committee monthly
times 6 months for further review and
recommendations.
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vials of ibatropium Bromide/Albuterel, and 3
bottles of Lactulose solution 8 oz,

Larger refrigerator contained the following
unsecured madications: 135 Dulcolax
suppositories, 42 Phenergan suppositories, 10 -~
flex pens of Levemir Insulin, 4 flex pans of
Humolog insulin, and 10 flex pens of Novolog
Insulin,

A second smaller refrigerator contained: 10 Bud
Light 12 oz beer cans

Interview with the staff nurse, on 01/23/13 at 9:30
AM, revealed she was not aware of the
medication door being open. She staled the door
should always be lacked, no exceptions, and
stated she did not know how it happened.

An interview with the Direclor of Nursing (DON),
on 01/25/13 at 1:50 PM revealed her
expectations are the medication rooms should be
locked and secured at all times.

3. Areview of the policy entitled "Self
Administering Medications”, dated 12/01/07 and
revised 05/10/10, revealed the facifity should
comply with Facility policy. Applicable Law and
State Operations Manual with respact to residant
Self-Administration of medications. Facility, in
conjunction with the Interdisciplinary Care Team,
should assess and determine with respact to
each resident, whether Self-Administration of
medications is safe and appropriate. Facifity
should educate restdents to ensure thal a
resident is able to: state the name, dose,
strength, frequency and purpose for use of
his/her medications; understand the possible side
effects of his/her medications and that he/she
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should nelify Fagcility staff if he/she experiences
any such side effects; correctly administer
medication and correctly store his/her
medications in a locked compariment.

Observalions on 01/23/13 at 10:30 AM, 1:13 PM,
and 3:28 PM and on 01/24/13 at 8:25 AM, .50
AM, and 10:59 AM revealed a Proventil inhaler
lying on his/her bedslide table.

Racord review revealed Resident #2 was
admitted to the facility, on 10/08/12, with
diagnoses to include Peripheraj Vascular
Disease, Pain, Chronic Obstruetive Pulmonary
Disease (COPD) and Varicose Veins of Lower
Extremities with Ulcer.

A review of the admission Minimum Data Set
asssssment, daled 10/19/12, revealad the
resident was assessed as moderately impaired in
hismer cognition. A review of the Evaluation for
Self-Administration of Medication, dated
10/06/12, revealed the facility assessed Resident
#2 as unable to self-administer medications,

A review of the physician's orders, dated 01/01/13
to 01/31/13, revealed an order for Proventil HFA
(Albuterot Sulfate) 108 (90) Micrograms (MCG)/
Actvis (ACT) Aerosol Solution Inhalation as
needed 2 puffs. Further review revealed no order
for Resident #2 to self administer medications.

An interview with Licensed Practicat Nurse (LPN)
#2, on 01/25/13 at 9:35 AM, revealed she was
unaware the resident had the inhaler. She
reporied there were no residents on the unit that
self administered their medications. LPN #2
slated all resldents were assessed upon
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admission for se!f administration of medications
and if determined they can, then staff would
obtain an order from the physician. Also ifa
resident wanted to give thelr own medications,
then they would be re-evaluated for self
administration. She could not explain how the
rasident obtained the inhaler.

An interview with the DON, on 01/25/13 at 11:50
AM, revealed she did not know anything about
the resident having medications at the bedside,
She revealed the resident had a friend ta bring
the inhafer to him/er. Staff have instructed
families when they bring in items lo the residents
to stop by the desk to have the ftems added to
the inventory list. She reported there was no
policy for keeping medications at the bedside and
{He residents had to be assessed to administer
their own medications, She revealed they did not
hava any residents on the unit that had been
determined to administer their own medications.

3. Areview of the Accldents/incidents policy,
dated 01/08, revealed the facility would identify
each resident at rizk for accidents andfor falls,
and adequately plan care and implement
procedures to prevent accidents.

A record review revealed Resident #3 was
admitted to the facllity on 04/11/12 with diagnoses
to include Alzheimer's Disease, Dementia with
Behavioral Disturbances, Muscle Weakness, and
Osteoarthrosis. Areview of the quartady

Minimum Data Set (MDS), dated 01/03/13,
revealed the facility assessed the resident as
cognitively severely impaired and required
extensive assistance with transfers, The MDS
revealed the resident did not ambulate and
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required a trunk restraint,

A review of the physician's orders, dated 01/0113
thraugh 01/31/13, revealed an order for the safety
release seat belt while up in the wheelchair. A
review of the Restrictive Device Consent, dated
05/18/12, revealed the facility assessed the
resident for a safety release seat bell while up In
the wheelchalr for pasitioning and decreased
safely awareness. Benefits of the device included
improved positioning/posture, prevention of falls
which might result in injury, and increased feeling
of safety and security. A review of the resident's
care plan, initiated 04/11/12, revealed the resident
was assessed at risk for falls related to poor
caordination, unsteady gait, pain, use of
psychotropic medications, generalized weakness,
and decreased safety awareness. An intervention
was added 05/18/12 for the safety release seat
belt while in the wheelchair.

A review of the physical therapy's "Daily Notes
and Weekly Progress Summary”, dated (1/22/13,
revealed Resident #3 was evaluated on 01/22/13
and fitted for a new seating system lo decreass
sacral sitting in the wheelchair. The notes
revealed the resident was observed for thirty
minutes without the use of the seat belt and
clinical observation would continue for one week
to ensure the new seating system was effective.

An intarvigw with the Therapy Program Manager,
on 01/24/13 at 5:10 PM, revealed therapy was
conducting a "trial" for a new chair for the resident
as they did not feel he/she needed the seat belt.
Ha expected therapy staff to obtain an order to
discontinue the seat belt and communicate with
nursing staff by documenting the information in
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the twenty four (24} hour repont. Further review
of the physician’s orders revesled thera was no
physician's order {o discontinue the seat beit.

An interview with Licensed Practical Nurse (LPN)
#1, on 01/24/13 at 4.45 PM, revealed she was not
awara until 01/24/13 that physical therapy was
evaluating the resident for a new wheeichair
system and was not aware the resident would
need to be monitored,

Observations of Resident #3, on 01/23/13 at 1:20
PM, 3:20 PM, and (1/24/13 at 8:30 AM, 8:55 AM,
2:45 PM, and 4:30 PM, revealed the resident was
sitting up in the wheelehair without a safety
release seat belt; however, review of the January
2013 Treatment Administration Record (TAR)
revealed staff continued to initial the TAR
indicating the safety release seat belf was in
place and functioning on 01/22/13 at 8:00 AM,
10:00 AM, 12:00 AM, 2:00 PM, 4:00 PM, 6:00
PM, and on 01/23/13 at 8:00 AM, 10:0D AM,
12:00 PM, 2:00 PM, 4:00 PM, and 6:00 PM.

Further interview with LPN #1, on 01/24/13 at
4:45 PM, revealed she initialed the TAR from 8:00
AM-2:00 PM on 01/22/13 and 01/23/13; howeaver,
she did not check the placement and functioning
of the seal beit, She revealed " just signed my
initials,”

An interview with Unit Manager #1, on 01/24/13 at
4:30 PM, revealed she was not aware the
resident had an order for a safety release seat
belt to the wheelchair and she was not aware of
physical therapy evaluating the resident.

An interview with the Director of Nursing (DOMN),
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The faceility must establish and maintain an
tnfection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(@) Infection Control Program

The facility must establish an Infection Gontrol
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

{2} Decides what procedures, such as isolation,
should be appliad o an individual resident; and
{3) Maintains a record of incidents and corrective
actions related 1o infections,

(b) Preventing Spread of infection

(1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infacted skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
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on 01/25/13 at 11:45 AM, revealed she expected
therapy to communicate with nursing when
changes were made. Therapy staff should have
discontinued the seat belt or placed it “on hold"
until the trial was completed. She expected
nursing staff to ensure a treatment was in place
prior to documentation on the TAR. Il ﬁse:;deﬂt #3 a”gi’gz";ir; ?gf‘;’;‘fgi;ﬁ:of 3/10/13
ica nurse on
F 441 483.65 INFECTION CONTROL, PREVENT F 441 infection with no concetns identified.. The
55=D ] SPREAD, LINENS

positioning wedge and privacy curtain in the
room of Resident's #3 and #7 were disinfected
by housekeeping staff on 1/25/2013.

CNA #1 was counseled by the Director of
Nursing on 2/20/2013 regarding

infection controf practices induding cross
contamination and hand washing.

2. Aresident surveillance assessment was
completed on alf curent residents by the facility
licensed nurses on 2/20/2013 to assess for any
complications related to infection control
procedures specifically cross contamination and
hand washing. No concerns were identified.

3. Re-education was provided to nursing staff
on Infection control practices, including cross
contamination and washing hands during
resident care on 1/29/2013. A post test was
given on 2/20/13.

4, The Director of Nursing, Assistant Director
of Nursing, and or the Unit Managers will
complete an Infection Control audit kool which
will include 10 resident care observations to
validate Infection control practices including
avoidance of cross contamination and hand
washing 2 times a week times 4 waeks then
monthly times 5 months, Any concems
identified will be addressed at that ime, A
summary of the findings will be sutimitted by
the Director of Nursing to the Performance
Improvement Committee monthly times 6
months for further review and
recommendations.
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professional praclice.

{(¢y Linens

Personng! must handle, store, process and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by

Based on cbservation, interview, and review of
the facility’s policy/procedure, it was determined
the facility failed to ensure a safe, sanitary
environment for two residents (#3 and #7), in the
selecled sample of 24 residents. Staff cross
contaminated Resident #3's positioning device
and did not wash their hands after direct contact
with Resident #3 and #7.

The findings indude:

A review of the "Peri Care/incontinence Care
Competency Skill Test", undated, revealed to
wash hands after the completion of incontinence
care.

1. An observation of Resident #3, on 01/24/13 at
8:55 AM, ravealed Certified Nurse Aide (CNA) #1
perfermed incontinent care for the resident. After
incontinent care, CNA #1 did not remove her
soiled gfoves. She obtained a pesitioning wedge
from the resident's roommate and used the
wedge for Resident #3. She placed soiled items
in a plastic bag and pulled the resident’s privacy
curtain back, white wearing solled gloves. She
removed the gloves and lefi the resident's room
without washing her hands.
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2. An observation of Resident #7, on 01/24/13 at
8:40 AM, revealed CNA #1 provided incontinent
care to the resident. She placed a barmier cream
to the resident's buttocks, Afterwards, she
fastened the resident's brief and brushed her hair
out of her face wearing soiled gloves. She
removed the solled gloves, placed soiled items in
a plastic bag, and left the resident's room without
washing her hands,

An interview with Certified Nurse Aida {CNA) #1,
on 01/24/13 at 11:55 AM, revealed she should
remove her gloves and wash her hands afler
incontinent care. She revealed sha should not
use a positioning device between two residants.

An interview with the Director of Nursing (DON),
on 01/25/13 at 11:45 AM, revealed she expected
staff to wash their hands before care and before
leaving the resident raom and when
contaminated. Staff should not use a positioning
device for two residents unless it is sanitized
before use. ‘

F 441
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no impediment o the closing of the doors. Doors
are provided with 2 means suitable for keeping
the door clesed. Dutch doors meeting 19.3,6.3.6
are parmitted.  19.3.6.3

Roller lalches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure corridor
doors of resident rooms were in accordance with
NFPA standards. The deficiency had the
potential to affect nine (8) of nine (8) smoke
compartments, all residents, staff and visitors.
The facility is cenlified for One-Hundrad
Forty-Five (145) beds with a census of
One-Hundred Thirty-Seven (137) on the day of
the survey. The facility failed fo ensure resident
doors could be closed with a single motion, and
doors would properly latch,

The findings include:

Observalions, on 01/23/13 between 4:00 PIM and
4:00 PM with the Maintanange Supenvisor,
revealsd the corridor doors to the resident rooms
were blocked from closing. The rooms affected

by this ware rooms # ¢-3 blocked by the bed, ¢-6

C-15, C-14, D-12, D-2, E-4, and E-10 and
wheelchairs in rooms C-5 and C-11 were
relocated by Maintenance staff on 1-23-13, The
corridor doors for ropms C-5, C-11, D-12, D-3,
D-4, D6, D-5, and A-20 were adjusted by the
maintenance supervisor on 1/27/13 so that the
doors would latch properly, The gap at the deor
fam for the doors to rooms E-10 and A-9 were
corrected by Maintenance staff on 2/13/13.

2. The Maintenance staff completed and
documented facility rounds on 2/18/13 to
determine that corridor doors of resident rooms
were in accordance with NFPA standards
including that the path of door closure is clear,
and that doors could be closed with a single
motion and would properly latch. No other
concems were identified,

3. Nursing, dietary, therapy, housekeeping, and
administrative staff will be re-educated by the
administrator with completion by 3/10/13 to the
NFPA standard regarding the requirement that
the comidor doors of resident rooms must
maintain a clear path of closure and can be
closed with a single motion and property latch
and further instructed that if concems are
identified to clear the path of closure and
complete a work order to notify maintenance
staff of repair needs. Nursing, therapy, dietary,
housekeeping, and administrative staff wili be
re-educated as of 3/10/13 by the Administrator
to the NFPA standard regarding the requirement
that the corridor doors of residents room must
maintain a clear path of closure and can be
closed with a single motion and properly fatch
and to clear the path of closure when and if
concerns are ldentified or to complete a work
order to notify maintenance staff of repair
needs.
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blocked by the bed, ¢-5 blocked by a wheelchair,
c-11 blocked by a wheelchair, ¢-12 blocked by the
bed, c-15 blocked by tha bed, c-14 biocked by the
bed, d-12 blocked by the bed, d-2 blocked by the
bed, e-4 blocked by the bed, and &-10 blocked by
the bed.

Interviews, on 01/23/13 between 1:00 PM and
4:00 PM with the Maintenance Supervisor,
ravealed he was unaware the ftems were
blocking the doors from closing properly.

Observations, on 01/23/13 betwesen 1:00 PM and
4:00 PM with the Maintenance Supervisor,
reveated the corridor doors to reoms # ¢-5, c- 11,
d-12, d-3, d-4, d-8, d-5, and a-20 would not latch
properly, Further observation revealed the doors
to e-10 and a-9 had a gap larger than % inch at
the door jamb,

Interview, on 01/23/13 between 1:00 PM and 4:00
PM with the Maintenance Supervisor, revealed he
was unaware these doors were not falching
properly. The Maintenanca Supervisor was
aware that ali resident room doors must jatch in
the event of an emergency.

Reference: NFPA 101 (2000 edition)

19.3,6,3.1* Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those construcied of
13/4-in. (4.4-cm) thick, solid-bonded core wood
or of construction that resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compfiance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall

and or Maintenance Supervisor wilk complete an
audit of corridar doors of resident rooms to
determing that the path of closuré is ciear, the
doors can be cbsed in a single motion and that
the doors latch weekly x4 weeks and then
manthly x5 months, Any concermns will be
corrected at that time, A summary of findings
will be submitted to the Performance
Improvement Committee by the Administrator or
Maintenance Supervisor monthly x6 months for
further review and recommendation.
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not be required. Clearance petween the bottom
of the door and the floor covering not exceeding
1in, (2,6 cm) shall be permitted for corridor
doors.
Exceplion No. 1: Doors to toilet rcoms,
bathrooms, shower rooms, sink closets, and
similar
auxillary spaces that do nol contain flammable or
combustible matenals.
Exception No. 2: In smoke comparments
protected throughout by an approved, supervised
automalic sprinkler system in accordance with
19.3,6.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shail be constructed to resist the passage of
smoke,
19.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that is
acceptable to the autherity having jurisdiction,
The device used shall be capable of keeping
the door fully closed if a force of 5 Ibf (22 N) is
applied at the latch edge of the door. Rolier
tatches shall be prohibited on corridor doors in
buildings not fully protected by an approved
automatic sprinkler system in accordance with

19,3.6.3.3" Hold-open devices that release when
the door is

pushed or pulled shall be permitted.

NFPA 101 LIFE SAFETY CODE STANDARD

Door apenings in smoke barriers have at least a
20-minute fire protection rating or are at least
1%-inch thick solid bonded wood core. Non-rated
protective plates that do not exceed 48 inches
from the botiom of the door are permitted.
Horizontal sliding doors comply with 7,2.1.14.
Ooors are self-clasing or automatic ¢losing in

K018

K027
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SUMMARY STATEMENT OF DEFICIENCIES

accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
latching is not required.  19.3.7.5,19.3.7.8,
19.3.2.7

This STANDARD is not met as evidenced by:
Based on abservation and interview, the facility
failed 1o maintain smoke doors that would
self-close and resist the passage of smoke in
accordance with NFPA standards. The deficlency
had the potential to affect seven (7} of nine (8)
smoke compariments, one-hundred thirty {130)

| residents, staff and visitors. The facility is

cartified for One-Hundrad Forty-Five (145) beds
with a census of One-Hundred Thiny-Seven (137)
on the day of the survey. The facility failed to
ensure the daors in the smoke barriers would
salf-close. This is a repeat deficiency from the
survey last year on 10/20/11.

The findings include:

Observation, on 01/23/13 between 10:00 AM and
11.30 AM with the Maintenance Supervisar,
revealed that the doors in the atlic smoke baniers
next {o B-2, C-1, D-1, E-1, and E-14 would not
close and latch with the eurrent hardware
installed. The doors were equipped with closing
hardwara but the doors wouid not close and latch.
Further observation of the homemade doors
revealed they were not a rated daor and would
not resist the passage of smoke.

Interview, on 01/23/13 between 10:00 AM and
11:30 AM with the Maintenance Supervisor,
revealed that he was not aware the doors were

K027 E

1, The smoke barrier doors giving access to the
attic next to B-2, C-1, D-1, E-1, and E-14 will be
eliminated by Pierce Construction, Attic access
points that are not metal will be replaced with
manufactured, rated doors that will resist the
passage of smoke and additional access points
will be added ailowing the smoke barrier doors
in the attic Lo be eliminated by Pierce
Construction as soon as the access panels
arrive. Plerce was verbally awarded the work on
2/18/13 and wili supply the new access panels,
Coordinating devices were installed on the
cross-comidor doors in D-South, D-North, E-
South, E-North, and both doors in the
connecting hallway with the work being
completed on 2/13/13 by Maintenance staff,
The gap between the doors on A-wing was
corrected on 2/1/13 by Maintenance staff.

2. The Maintenance staff completad and
documented an inspection of the attic and cross-
rorridor doors in the facility on 1/28/13 to
determine that ali smoke barriers are intact and
functioning properly, No other concerns
identified.

2. The Administrater and Maintenance staff
were re-educated by the Regiona$ Property
Manager to the NFPA standard of maintaining
smoke doors that will resist the passage of
smoke and self ciose on 2/15/13.

4, The Maintenance Pepartment complete and
document an inspection of smoke doors o
determine that smoke doors are maintained to
resist the passage of smoke and are self closing
weekly x4 weeks and then monthly, Any
concems identified will be addressed at that
time. A summary of findings will be submitted
by the Administrator or Maintenance Director to
the Performance Improvement and Safety
Committee meeting monthly X6 months for
review and further recommendation.

(X4} 1D 0 PROVIDER'S PLAN OF CORRECTION x5}
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not of a proper type. The Maintenance

Supervisor was under the impression these were
the correct doors since they were checked on the
revisit from fast year's survey and were accepied.

Interview, opn 01/24/13 at 9:41 AM with the
Administrator, reveated the doors were replaced
after the survey last year with ones mads at the ]
facility and springs were added to close the
doors. The previous surveyor came back on @
revisil and accepted the doors as & proper
replacement. The facility submitted a Plan of
Correction that detailed this and the plan was
accepted. He was unaware ths doors were still
hot the proper type.

Observation, on 01/23/13 between 1:00 PM and
4:00 PM with the Maintenance Supervisor,
revealed the cross-corridor doors located at the
d-wing south, d-wing north, both sets on e-wing,
e-wing south, and e-wing north would net close
completely when tested. This was due fo the
doors not having a coordinating device installed
on the doors. Further obsarvation revealed the
doors on a-wing had a gap larger than 1/8 inch
and would not resist the passage of smoke.

Interview, on 01/23/13 between 1:00 PM and 4:00
PM with the Maintenance Supervisor, revealed he
was unaware the doors needed a coordinating
device {o ensure the door without the astragal
would always close first. Further interview
revealed he was unaware the doars on a-wing
had a gap larger than 1/8 inch.

This is a repeat deficiancy.

NFPA Standard: NFPA 101 (2000 ed)),
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19.3.7.6*. Requires doors in smoke barriers to
be self-closing and resist the passage of smoke,

Reference: NFPA 80 (1999 Edition)

2-4.1 Closing Devices.

2-4.1.1 Where there is an astragal or projecting
fatch bol} {hat

prevents the inactive door from closing and
latching befors

the active door closes and latches, a coordinating
device shail

be used. A coordinating device shall not be
required where

each door closes and latches independently of
the other.

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K o292
88=E
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
opfion is used, the areas are separated from
other spaces by smoke resisting paritions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the botlom of the door are
permitled. 19.3.2.1

This STANDARD is not mel as evidanced by:
Based on observation and interview, it was
determined the facility falled to meet the
requirements of Prolection of Hazards in
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accordance with NFPA Standards. The
deficiency had the polential {o afiect five {5) of
nine {2) smoke compartments, ninety-three (93)
residents, staff and visitors. The facility is
certified for One-Hundred Forty-Five (145) beds
with a census of One-Hundred Thirty-Seven (137)
on the day of the survey. The facility failed to
ensure eleven (11) rooms with hazardous storage
had the proper separation,

The findings include:

Observation, on 01/23/13 between 1:00 PM and
4:00 PM with the Meintenanca Supervisor,
revealed:

1} The dietary office had substantial
combustibles and was over 50 square feet.

2) The dietary utility room had substantial
combustibles and was over 50 square feet,

3} The Diy Storage room for the kitchen did not
have a door installed and was nol separated from
the kitchen,

4} The dry sforage room had a door that went 1o
the corridor of tha facility with no door closer
installed due to storage.

5) The e-wing central supply closets had
substantial combustibles and were over 50
square feet.

6) Resident room d-17 had a substantlal amount
of combustibles in the room making the room
hazardous.

7} The reom d-20 had substantial combustibles
and was over 50 sgquare feet,

8) The room d-18 had substantial combustibles
and was over 50 square feet,

8) The bookkeeping area had substantial
coinbustibles stored in an area larger than 50
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1. A door well be instalfed in the Dry Storage ! 211/13
K024 | Continued From page 7 K 02g| room for the kitchen by Maintenance staff by )

-monthly x6 months for further review and

2/22/13. Self closars have been ordered from
HD Supply on 2/18/13 and will be instalted by ;
Maintenance staff on the Dietary Office door,
the Dietary utility room, the new door between :
the kitchen and dry storage, the dry storage
corridor door, the E-wing central supply closats,
the D-20 door, the D-19 dogr, the room
identified as Therapy storage on A-wing, and

the Housekeeping storage door on A-wing upen
arrival to the facility. Combustibles in the
bookkeeping area were reroved by office and
Medicat Records staff on 2/13/13, The
combustibles in D-17 have been removed,
stored and the resident and family notified cn
2/15/13 by Social Services.

2. The Maintenance Director completad

and documented an inspection of the facility to
determine that hazardous storage had the
proper separation in accordance with NFPA
standards on 2/15/13.

3. The Maintenance Director was re-educated
by the Regional Property Manager on 2/15/13
regarding the protection of hazards thus
requiring a door, self closer and separation in
accordance with NFPA standards. Nursing,
dietary, housekeeping, therapy, and
administrative staff will be re-educated by the
Administrator and will be completed by 3/10/13
regarding the protection of hazards thus
requiring a door, self closer and separation in
accordance with NFPA standards and reporting
any concerns to maintenance if identified.

4, The Maintenance Director, Administrator
andfor the Assistant Administrator will complete
and document an inspection of the facility to
determine that hazardous storage has the
proper separation in accordance with NFPA
standards weekly x4 weeks and then monthly x5
moenths, Any concerns identified will be
carrecied at that time. A summary of findings
will be submitted by the Administrator or
Maintenance Director to the Safety Committee
and Performance Improvement Committee

recornmendation.
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square feel and is open to the corridor..

10) The therapy storage room had substantial
combustibles and was over 50 square feet.

11} The housekeeping storage room on a-wing
had substantial combustibles and was over 50
square feet.

Interview, on 01/23/13 between 1:00 PM and 400
PM with the Maintenance Supervisor, revealed he
was not aware the rooms listed above were
considered hazardous slorage thus raquiring a
door, a seif-closer, and separation.

Reference:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by  fire barrier having a
1-hour fire resistance rating or shall be provided
with an autornatic extinguishing system in
accordance with 8.4.1. The automalic
extinguishing shal be permitted 1o be in
accordance with 19.3.5.4. Where the sprinkler
oplion is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be sell-closing or
automatic-closing. Hazardous areas shall
include, bul shall not be restricted to, the
foliowing:

(1) Boiler and fuel-fired heater rooms

{2) Central/bulk laundries larger than 100 fi2
(8.3 m2)

(3) Paint shops

(4} Repair shops

{5) Soiled linen rooms

(6) Trash collection rooms

{7} Rooms or spaces larger than 50 i2 (4.6 m2),
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including repair shops, used for storage of
combustibie supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction

(8) Laboratories employing flammable or
combusiible matenals in quantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enciosures shall be
permitted to have nonrated, factory or
field-applied

protective plates extending not more than

48 in. {122 cm) above the bottom of the door,
NFPA 101 LIFE SAFETY CODE STANDARD

Emergency lighting of at least 1% hour duration is
provided in accerdance with 7.8, 19.2.9.1.

This STANDARD is not met as evidenced by:
Based on interview and facllity record review, it
was detemmined the facilily faifed lo provide
emergency lighting in accordance with NFPA
standards, The deficlency had ihe potential to
affect one (1) of nine (9) smoke compariments,
thirty-two (32) residents, siaff and visitors. The
facility is certified for One-Hundred Forty-Five
(145) beds with a census of One-Hundred
Thirty-Seven (137} on the day of the survey. The
facility failed to ensure they conducted annuai
emergency lighting testing for the minimum
requirement of Emergency lighting of at least
1-1/2 hour duration and 30 second monthly
testing on battery lights.

The fihdihgs include;

Observation and record review, on 01/23/13 at

K 029

K046
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revealed that the emergency lights, with battery
backup, located in the A-wing resident bathrooms
had not been tested for 1-1/2 hours within the last
year. Further observation revealed the lights
were not functioning in the resident bathrooms on
A-Wing.

Interview, on 01/23/13 at 9:30 AM with the
Maintenance Supervisor, reveaied he was
unaware the lighting had {o be tested annually for
1-1/2 hours. Further interview revealed he was
unaware the fights were not fupctioning in the
resident bathrooms of A-wing.

Reference: NFPA 101 (2000 edition)

7.8.2.1* Emergency iHlumination shall be provided
for not less than 11/2 hours In the event of faliure
of normal lighting. Emergency lighting facilities
shall be arranged to provide initial illumination
that is not less than an average of 1 ft-candle (10
fuxj and, at any point, not less than 0.1 fi-candia
(11ux), measured atong the path of agress at
floor lavel, Humination lavels shall be permitted to
decline to not lass than an average of 0.8

| ft-=candle (6 lux) and, at any poin{, not less than

0.06 ft-candle (0.6
lux) at the end of the 11/2 hours. A

- maximum-to-minimum illumination uniformity

ratio of 40 to 1 shall not be exceeded.

7.9.3 Periodic Testing of Emergency Lighting
Equipment. A functional test shall be conducted
on every required emergency lighting system at
30-day intervals for not fess than 30 seconds. An
annual test shall be conducted on every required
battery-powered emergency lighting system for

Maintenance staff. The bathroom lights o A
wing were repaired and function restored on
2/18/13 by Maintenance staff,

2. The Maintenance Director will complete and
document an inspection of the Facility
emergency lighting on 2/22/13 to determine
that required testing Is completed and fights are
functioning properdy on other concems.

3. The Maintenance Director was re-educated
an 2/15/13 by the Reglonal Property Manager to
the NFPA standard that emergency lighting must
provided and tested for 1 1/2 hours and that
function tests ba dene annually as well as a 30-
second function test done at a 30-day interval,
The 30-second monthly test of the emergency
lights with battery backup was added to monthly
Maintenance inspections by the Administrator on
2/15/13, The scheduled {oad test of the
generator was revised to 90-minutes each year
by the Administrator on 2/15/13, A racerd of all
the tests will be kept in the Maintenance
Department. Repairs will be made as the need
i identified.

4, The Maintenance Director will complete the
30-second function test monthly and the 1 1/2
hour test annuatly ongoing. Results of the
inspections and repairs performed will submitted
by the Maintenance Director and reviewed in the
monthly Safety Committee meeting and by the
Performance Improvement commitize monthly
%12 months for further review and
recommendation.

%} 1D SUMMARY STATENENT OF DEFICIENGIES it PROVIDER'S PLAN OF CORREGTION ey
PREF#X {EAGH DEFICIENGY MUST BE PRECECHED BY FULL PREFIX {EACH CORRECTIVE ACTION SKQULD BE COMPLETIGH
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE paTE
DEFICIENCY}
K 046 | Continued From page 10 K 04g 1+ The Emergency lighting will be tested far the
) . minimum requiremant of Emergency lighi’ g of
9:30 AM with the Maintenance Supervisor, at least 1-1/2 hour duration on 2/22/13 tn 3/11/13
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K 046 | Continued From page 11 K 046
not less than 14/2 hours, Equipment shal! be fully
operational for the duration of the test, Writen
records of visual inspactions and tests shall be
kept by the owner for inspection by the autherity
having jurisdiction.
Exception: Self-testing/self-diagnostic,
battery-operaled emergency lighting equipment
that automatically performs a test for not less
than 30 seconds and diagnaostic routing not less
than once every 30 days and indicates failures by
a status indicator shall be exempt from the
30-day functional test, provided that a visual
inspection is performed at 30-day intervals.
K056 | NFPA 101 LIFE SAFETY CODE STANDARD K 058
58=F

If there is an autornatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the installation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding. The system is properly maintainad in
accordance with NFPA 26, Standard for the
tnspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, It is 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.  19.3.5

This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facility failed 1o ensure complete
sprinkler coverage in accordance with NFPA
standards. The deficiency had the potential to
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affect nine (9) of nine (9) smoke compartments,
all residents, staff and visitors. The facility is
cerlified for One-Hundred Forty-Five (145) beds
with a census of One-Hundred Thirty-Seven (137)
on the day of the survey. The facility failed to
ensire the sprinkler heads were nol blocked by
light fixtures.

The findings include:

Observations, on 01/23/13 between 1:00 PM and
4:00 PM with the Maintenanee Supervisor,
revealed the sprinkler heads located in resident
room ¢-1, ¢-3, C-hall cenlral bath, o8, ¢-7, ¢-9,
¢-15, d-9 bathroom, d hall center head, d wing
med room, € wing corridor, e wing med rogm,
a-4, a wing central bath, 2-8, a-8, a-9, a-10, a-12,
a-11, a-15, a-17, a-14, a-16, a-19, and a-18
bathroom were blocked by light fixtures, within 1
foot of the sprinkler head, extending below the
sprinkler heads.

Interview, on 01/23/13 between 1:00 PM and 4:00
P with the Maintenance Supervisor, ravealed he
was unaware that the fight fixtures could block the
spray pattern of the sprinkier head and was
unaware the sprinklers spray paltern was
biocked.

Raference: NFPA 13 (1909 ed )

5-5.5.2.2 Sprinklers shall be positioned in
accardance with

the minimum distances and special exceptions of
Sections 5-8

through 5-11 so that they are localed sufficiantly
away from

obstructions such as truss webs and chords,
pipes, columns,

central bath, -5, C-7, €9, C-15, D-9 bathroom,
D hail center head, D wing med room, E wing
corridor, E wing med room, A-4, A wing ¢entral
bath, A-6, A-8, A9, A-10, A°12, A-11, A-15, A~
17, A-14, A-16, A-19, and A-18 bathroom will be
replared by 3/10/13 by Maintenance staff with
fixtures that do not extend below the sprinkfer
heads or repositioned to mest the requirements
in relation to the location of the sprinkler heads,

2. The Maintenance Director inspected the
center to determine that sprinkler heads were
not blockad by light fixtures and complete
sprinkler coverage in accordance with NFPA
standards on 2/5/13. No other concems were
identified.

3. The Maintenance Director was re-educated
by the Regional Property Manager on 2/15/13 to
the requirement that sprinkier heads can
complete coverage in accordance with NFPA
standards including that sprinkier heads are not
blacked by light fixtures.

4. The Maintenance Director will complete an
inspection of the facility sprinkler heads to
determine that they can compiete coverage in
accordance with NFPA standards monthly x6
months. A summary of findings will be
submitted by the Maintenance Director to the
Safety Committee and the Performance
Improvement Committee monthly x6 months for
further review and recommandation.
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and fixtures,
Table 5-6.5.1.2 Positioning of Sprinklers to Avoid
Obstructions to Discharge {SSU/SSP)

Maximum Allowabls Distance

Distance from Sprinklers to of Deflector
above Boftom of

Side of Obstruction (A) Obstruction (in.)
(B

Lessthan 1 f 0

1 fito fess than 1 /R 8 in. 21/2
1 fl6in, to less than 2 ft, 3172
2 fttolesathan 216 in. 5112
2f16in, toleasthan 31 7182
3fttoless than 3/ 6 in. 91/2
3fl6in, to less than 4 fl 12

4 ftfo less than 4 ft B in, 14

4 ft &in, to iess than 5 1t 161/2
5 it and greater 18

For Stunits, 1in. = 25.4 mm; 1 ft = 0.3048 m.
Note: For (A} and (B), refer to Figure 5-6.5.1.2(a).
K082 | NFFPA 101 LIFE SAFETY CODE STANDARD
55=F
Required automatic sprinkler systems are -
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 18.7.8, 4.6.12, NFPA 13, NFPA 25,
8.7.5

This STANDARD is not met as evidenced by:
Based on observation, interview, and sprinkler
lesting record review it was determined the facility
failed to maintain the sprinkier system in
acoordance with NFPA standards. The deficiency
had the potential tp affect nine (9) of nine (9)

K 056

K062

i
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smoke compartments, all residents, staff and
visitors. The facility is cedified for One-Hundred
Forty-Five {145) beds with a census of
One-Hundred Thirty-Seven {137} an the day of
the survey. The facility failed to ensure the
gauges on the sprinkler riser had been replaced
or recalibrated within the past five (5) years.

The findings include:!
Observation and record review, on 01/23/13 at

9:24 AM with the Maintenance Supervisor,
revaaled the facility failed to provide

.| documentation that the gauges on the sprinkler

riser had been ealibrated ar replaced within the
last 5 years,

interview, on 01/23/13 at 9:24 AM with the
Maintenance Supervisor, revealed he was hot
aware the gauges on the sprinkler riser had not
been replacad within the last five (5) years. He
was under the impression that the sprinkler
vendor would have taken care of that,

Observations, an 01/24/13 at 9:10 AM with the
Maintenance Supervisor, revealed the sprinkler
heads at the front entrance and the kitchen area
had corrosion buildup on the sprinkler heads,

Interview, on 01/24/13 at 9:10 AM with the
Maintenance Supervisor, revealed he was
unaware the sprinkier heads had begun to
comrode in these areas.

Reference: NFPA 25 {1998 Edition).

2-1 General. This chapter provides the minimum

News sprinkier heads that are designad for high
humidity areas have been ordered by Ohio
Vallzy Sprinkler from their supplier on 2/11/13
for the front entrance and kitchen area, These
sprinkler heads will be installed by Ohio Valley
Sprinkier upon arrival.

2. The Maintenance Diractor inspected and
documented the facility sprinkter heads to
determine that sprinkler system was maintained
in accordance with NFPA standards on 2/8/13.
No other issuas were identified.

3. The Maintenance Director was re-educated
by the Regional Property Manager on 2/15/13
regarding sprinkler systern maintenance
according to NFPA standards including the
calibration or replacement of sprinkler risers
within 5 years. Repfacement of the riser gauges
will be added to our autornated maintenance
scheduter by the Maintenance Director by
2/22/13 to ensure that they are replaced or
calibrated within 5 years according to the NFPA
requirements, Quarterly inspections of the
sprinkler heads will be added to our automated
maintenance scheduler by Maintenance Director
by 2/22/13.

4. The Maintenance Director wilt complete an
inspection of sprinkier heads and gauges
quarterly x12 months to determine compliance
with NFPA standards. Any concerns identified
will be corrected at that time. A summary of
findings will be submitted to the Safety
Committee and the Performance fmprovement
Committee rmonthly x12 months by the
Maintenance Director for further review and
recommeandations.

(%43 1D SUMMARY STATEMENT OF DEFICIENGIES D (x5}
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DEFICIENCY}
K062 | Continued From page 14 K 0821 1. The gauges on the sprinkler riser will be
replaced by 2/28/13 by Ohio Valley Sprinkler. 3711413

FORM CMS$-2587(02-20) Previous Versions Obedlete

Event iD: 1E81421

Focility 1D. 100093

t conlinuation gheel Page 15 of 84




FEB-18-2013 Z1:16 From: 12766848459

DEPARTMENT OF HEALTH AND HUMAN SERVICES

To: 12783896038 Pase: 17735

PRINTED: 02/08/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIERICLIA {X2) MULT{PLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETER
A. BUILRING 01 - BUILDING 0104
B. WING i
186236 0142412013
" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1205 LEITCHFIELD RD.
OWENSBORO PLACE CARE AND REHABILITATION CENTER
OWENSBORO, KY 42303
{X4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
K062 | Continued From page 15 K 062

requitements

for the routine inspection, testing, and
maintenance of

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

minimum required frequencies for inapection,
testing, and

maintenance,

Exception: Valves and fire department
connections shall be inspected,

tested, and maintained in accordance with
Chapter 9,

Table 21 Summary of Sprinkler System
Inspection, Testing, and Maintenance

ltem Activily Frequency Reference

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

Control valves Inspection Weekly/monthly Table
9-1

Alarm devices inspection Quarterly 2-2.6
Gsuges (wet pipe systems) [nspection Monthly
2-2.4.1

Hydraulic nameplate Inspection Quarterly 2.2,7
Buildings Inspection Annually (prior to freezing
weather)

2-2.5

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

Spare sprnklers (nspection Anaually 2-2,1,3
Fire depariment connections Inspection Table 9-1
Valves (all types) Inspection Table -9

Alarm devices Test Quarterly 2-3.3

Main drain Test Annually Table 9-1

Antifreeze solution Test Annually 2-3.4

Gauges Test § years 2-3.2

Sprinklers - extra-high temp. Test 5 years 2-3.1.1

FORM CMS-2567(02.99) Previous Versions Obsolele Event iD: 1E8M21
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Exception No. 3

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

thereafter

2-3.1.1 Exception No. 2 '
Sprinklers Test Al 50 years and every 10 years
thereafier

2-3.1.1

Valves {all types) Maintenance Annually or as
neaded Table 9-1

Obstruction investigation Maintenance § years or
as needed Chapter 10

Reference: NFPA 25 {1998 Edition).

2-2.1.1* Sprinklers shall be inspected from the
floor level annually. Sprinkiers shall be free of
corrosion, foreign materials, paint, and physical
damage and shall be instalied in the proper
orientation {e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced thatis painted,
corroded, damaged, loaded, or in the improper
orientation.

K084 [ NFPA 101 LIFE SAFETY CODE STANDARD
58=F
Pontable fire extinguishers are provided in all
health care occupancies in accordance with
9.7.4.1. 18.3.5.6, NFPA 10

_This STANDARD is not met as evidenced by:
Based on obzervation and interview, the facility
falled to maintain the inatalied fire extinguishers in
accordance with NFPA standards. The deficiency
had tha polential to affect nine (9) of nine (9)
smoke compartments, alf residents, staff and

K 062

K 064
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visiors, The facility Is cestified for Ona-Hundred
Forty-Five (145) beds with 3 census of
COne-Hundred Thirty-Seven (137) on the day of
the stirvey. The facility failed to ensure the fire
extinguishers in the facliity had thelr six (6) year
malintenance,

Findings include;

QObservation, on 01/23/13 between 1:00 PM and
4:00 PM with the Maintenance Supervisor,
revealed a fire extinguisher in the ¢-hall, c-utility,
d silling area, resident smoking area, dining room
hall, both in the kitchen area, short d, front utility
room, front office, and the boiler room with the
last six {6) year maintenance performed in
December of 20086,

- interview, on 01/23/13 between 1:00 PM and
4:00 PM with the Maintenance Supervisor,
revealed the facility was not aware the portable
fire extinguishers had not been serviced properly,
by their extinguisher service company.

Obsarvations, on 01/23/3 at 2:50 PM with the
Maintenance Supervisor, revealed the wall
mounted, portable fire extinguishers located at
the boiler room, the kitchen area, and the resident
smoking area were mounted above the maximum
allowable height of five (5) feet above the finish
floor.

Interview, on 01/23/13 at 2:50 PM with the
Maintenance Supervisor, revealed that he was
unaware of the height limitations for wall mounted
portable fire extinguishers and acknowledged that
they were mounted above the height of five (5)
feet above the finish floor.

sitting area, resident smoking area, dining room
hali, both in the kitchen area, short D, front
utitity room, front office, and the boiler rgom
received the 6-years maintenance service on
1/25/13 by Vanguard Service and Sales. The
fire extinguishers in the boiler ronm, the kitchen
area, and the resident smoking area were
lowered to comply with the 5 foot maximum
height on 2/1/13 by Maintenance staff.

2. The 6 year maintenance-service was
completed on all facility fire extinguishers on
1/25/13 by Vanguard Service and Sateg. The
Maintenance Rirector completed and
documented an inspection on 2/14/13 of the
center fire extinguishers to determine that they
were maunted in accordance with NFPA
standards.

3. The Regional Properly Manager re-educated
the Maintenance Director on 2/15/13 regarding
the maintanance of fire extinguishers in the
center including the requirement of a & year
maintenance-service and height iimitations for
wall mounted portable fire extinguishers, The 6-
year fire extinguisher maintenance will be added
to Gur automated maintehance scheduler by
Maintenance Director by 2/22/13.

4. The Maintenance Director will complete an
inspection of the fadility fire extinguishers
quarterly x2 to deterrping that the 6 year
maintenance service is completed and that fire
extinguishers are mounted and maintained
according to NFPA standards. A summaty of
findings will be submitted to The Safety
Committee and the Performance Committee by
the Maintenance Director monthly x6 months for
further review and recommendations.

31113
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Reference: NFPA 10 {1598 ed.)

Actual NFPA Standard: NFPA 10, 4-4.3*. Every 6
years, stored-pressure fire extinguishers that
require a 12-year hydrostalic lest shall be
emptied and subjected to the applicable
maintenance procedures. The removat of agent
from halon agent fire extinguishers shall only be
done using & listed halon closed recovery system.
When the applicable maintenance proceduras
are perfermed during periedic recharging or
hydrostatic testing, the 8-year requirement shall
begin from that date,

Exception: Nen-rechargeable fire extinguishers
shall nat be hydrostatically tested bui shall be
removed from service at a maximum interval of
12 years from the date of manufaclure.
Non-rechargeable halon agent fire extinguishers
shall be disposed of in accordanca with 4-3.3.3.
Actual NFPA Standard: NFPA 10, 4-4.4*. Each
fire extinguisher shalt have a tag or label securely
attached that indicates the month and year the
maintenance was performed and that identifies
the person parforming the service.

Actual NFPA Standard: NFPA 10, 4-4.4.1*. Fire
extinguishers that pass the applicable 8-year
requirament of 4-4,3 shall have the maintenance
information recerded on a suitable metallic faba!
or equally durable material having a minimum
sizeof 2in.by 31/2in. (5.1 cm 8.9 cm).

The new label shall be affixed to the sheli by a
heatless process, and any old maintenance
labels shall be remaoved. These labels shall be of
the self-destructive type when removal from a fire
exlinguisher is attempted. The label shall include
the following information;

{2) Month and year the maintenance was
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Continued From page 19

performed, indicated by a perforation such as Is
done by a hand punch

{b) Name or initials of person parforming the
maintenance and name of agency performing the
maintenance

Actual NFPA Standard; NFPA 10, 4-4.4.2%, Each
extinguisher that has undergone maintenance
that includes internal examination or that has
been recharged (see 4-5,5) shall have a
"Verification of Service” collar located around the
neck of the container. The collar shall contain a
single circular piece of uninterrupted material
forming a hole of a size that will not permit the
coliar assembly to move over the neck of the
conlainer unless the valve is complefely removed.
The collar shall not interfere with the operation of
the fire extinguisher. The "Verification of Service"
collar shall include the month and year the
sefvice was perforined, indicated by a perforation
such as is done by a hand punch.

Exception No. 1: Fire extinguishers undergoing
maintenance before January 1, 1999.

Exception No, 2: Canridge/eylinder-operated fire
extinguishers do not require a "Vernfication of
Service" collar,

Reference NFPA 10 (1998 Edition).

1-6.10 Fire extinguishers having a gross weight
not exceeding 40 b (18.14 kg) shall be
installed so that the top of the fire
extingulsher Is net more than 5 ft (1,63 m)
above the floor. Fire extinguishers having a
gross weight greater than 40 ib (18.14 kg)
(excapt wheeled types) shall be so installed
that the tap of the fire extinguisher is not
more than 3 1/2 ft (1.07 m) above the floor.
In no case shall the clearance between the

K 054
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bottom of the fire extinguisher and the floor
be less than 4 in. (10.2 cm). ' . d
K 086 | NFPA 101 LIFE SAFETY CODE STANDARD K 066 1. Metal, self closing ashtrays has been installed =)o
85=D in the front of C Wing on by Maintenance staff

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

{1) Smoking is prohibifed in any reom, ward, or
compartment where flamrmable liquids,
combustible gases, or oxygen s 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.

{2) Smoking by patients classified as not
responsible is prohibited, except when under
diréct supervision.

(3) Ashtrays of noncombustible material and safe

desigh are provided in all areas where smoking is
permitted.

(4) Metal containers with self-clpsing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
pefmitted, 19.7.4

This STANDARD is not met as evidenced by;
Based on observation and inlerview, it was
determined the facility failed {6 ensure the use of
approved ashirays at an enfrance, in accordance
with NFPA standards. The deficiency had the
potential to affect two (2) of nine (9) smoke
companments, thirly-one {31} residents, staff and

on 2/7/13. No smoking signage will be added in
the back of € Wing by Maintenance staff
on2/19/13.

2. The Maintenance Director completed rounds
of the center perimeter to determine that proper
ashtrays are in place at all smoking areas on
2/7/13. Wo other concerns were identified.

3. The Maintenance Director was re-educated
to the Smoking regulations in accordance with
NFPA standards including the use of proper
ashtrays and pasting signage to designate
approved smoking areas by the Administrator on
2/1/13. Nursing, dietary, therapy,
hausekeeping, and administrative staff will be
re-educated with a completion date of 3/10/13
by the administrator to the smaking regulations
and the requirement of proper ashtrays and the
importance anty smoking in the designated area.

4, The Maintenance Director wilt complete an
audit of the fadlity perimeter and designated
smoking areas to determine that approved ash
trays are in place and that smoking occurs in
designated smoking areas only in accordance
with NFPA standards weekly x4 weeks and then
monthly xS months, Any concerns identified will
be addressed at that time, The Maintenance
Director will submit @ summary of findings to the
Safety Committee and the Performance
Committee monthly x6 months for further
review and recommendation.
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visitors. The facility is certified for One-Hundred
Forty-Five (145) beds with a census of
One-Hundred Thirty-Seven (137) on the day of
the survey. The facility failed to ensure proper
ashtrays were provided at all smoking areas,

The findings include:

Observation, on 01/23/13 at 1:15 PM with the
Maintenance Supervisar, revealed the areas at
the front of c-wing and the back of e-wing are
being used as a smoking area due to all the
cigarette butts on the ground and in the flower pot
on the patio, The area did nof provide an
approved ashtray and is not listed as a smoking
area at the facifity.

Interview, on 01/23/13 at 1:15 PM with the
Maintenance Supervisor, revealed they were not
aware of the requirements to make an area an
approved area for smoking.

Reference: NFPA 101 (2000 edition)

19.7.4* Smoking. Smaking reguiations shall be
adopted and

shall include not less than the foliowing
provisions;

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

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

and such areas shall be posted with signs that
read NO SMOKING or shail be posted with the
internationat

symbol for no smoking.

Exception: In health care occupancies where
smoking is prohibited
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and signs are prominently placed at all major
enfrances, secondary

signs with language that prohibits smoking shall
not be required.

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

prohibited,

Exception: The requirament of 19.7.4(2) shali not
apply where the patient

Is under direct supervision.

{3} Ashtrays of noncombustible malerial and safe
design

shall be provided in all areas where smoking is
permitted.

(4) Metal containers with self-closing cover
devices into

which ashirays can be emptied shall be readily
available

to all areas where smoking is permitted.

NFPA 101 LIFE SAFETY CODE STANDARD

Caombustion and ventitation air for boiler,
incineralor and heater rooms is taken from and
discharged o the outside air. 19.5.2.2

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure
cormbustion aji and ventitation for bollers,
incinerators, and heater rooms were instalied in
accordance with NFPA standards. The deficlency
had the potential to affect one (1) of nine (9)
smoke compartments, two (2) residents, staff and
visitors. The facility is certified for One-Hundred
Forly-Five (145} beds with a census of

K 066

K 068
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the survey. The facility failed fo ensure the two
(2) rooms with fuel fired furnaces were properly
vented,

The findings include;

Observation, on 01/23/12 at 3:40 PM with the
Mainienance Supervisor, revealed the front ulility
room cenlained a fuel fired hot water healer that
was not directly vented to the outside of the
facility. Further observation revealed the front
furnace room had a fuel fired unit with no
ventilation to the outside of the facility.

Interview, on 01/23/M2 at 3,40 PM with the
Maintenance Supervisor, revealed he was
unaware the rooms were not properly vented.

Reference. NFPA 101 Life Safety Code {2000
edition)

Section 19.5 Building Services

19.5.2.2

Any heating device other than a central heating
plart shali be designed and instalied so that
combustible material will not be ignited by the
device or its appurienances. If fuel-fired, such
healing devices shall be chimney connected or
vent connected, shall {ake air for combusiion
directly from the autside, and shall be designed
and installad to provide for complete separation
of the combustibie system from the atmosphere
of the occupied area. Any heating device shall
have safety features to immediately stop the flow
of fuel and shut down the equipment in case of
either excessive temperature or ignition failure.

water heater by Ernie Davis and Sons on
2/19/13. The ventilatiors will provide "make up®
air both high and low as required. The front
furnace room is occupied by & Trane XE 90
furnace with a 90% efficiency rating with
ventifation for combustion provided through
PvC piping. Emie Davies and Sons, a ficensed
dealer, certified on 2/11/13 that the installation
is correct for a furnace with a 30% efficiency
rating. |

2. Maintenance staff wifll inspect and
docurnented findings of reoms with hot water
heaters and furnaces to determnine that
ventifation has not become blocked and there is
adequate air flow for combustion and
discharged to outside air on 2/20/13.

3. The Maintenance Director was re-educated
by the Regionat Property Manager on 2/15/13
regarding the NFPA standard that combustion
and ventiation air for boifer, incinerator, and
heater rooms is taken from and discharged to
the outside air,

4. The Maintenance Director will inspect
combustion and ventilation air for beiler,
incinerator and heater rooms in the facility
monthly X6 months. Ay concerns identified will
be addressed at that time, A summary of
findings wilt be submitted to The Safety
Committee and the Parformance Committee
monthly x6 months by the Maintenance Director
for further review and recommendation.

{x4) I SUMMARY STATEMENT OF DEFICIENGIES ey PROVIDER'S PLAN OF CORRECTION XS
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE AGTICN SHOULD BE COoVPLETION
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DEFICIENCY)
K 088 | Continued From page 23 K D88| 1. Additionat ventilation will be added to the
One-Hundred Thirty-Seven (137) on the day of front utility raom that is occupied by the hot 311713
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K 070 | NFPA 101 LIFE SAFETY CODE STANDARD K 070j 1. The heating elements in the facility
SS=F decorative fireplaces have been permanently t 3/11/13

Porlable space heating devices are prohibited in
all heatth care occupancies, except in
non-sleeping staff and employee areas where the
heating elements of such devices do not exceed
212 degrees F. {100 degrees C)  19.7.8

This STANDARD iz not met as evidenced by:
Based an observation and interview it was
determined the facility failed to ensure, porlable
space haalers used in the facility were in
accordance with NFPA standards. The deficiency
had the patentiat to affect nine (9) of nine (8)
smoke compariments, alf residents, s{aff and
visitors, The facility is certified for One-Hundred
Forty-Five (145} beds with a census of
One-Hundred Thinty-Seven (137) on the day of
the survey. The facility failed to ensure three (3)
electric fireplaces were not in the facility.

The findings include:

Observation, on 01/23/13 at 2:56 PM with the
Maintenance Supervisor, revealed electric
fireplaces in the sitling areas of a-wing, a-wing,
and ¢c-wing.

interview, on 01/23/13 at 2:56 PM with the
Maintenance Supervisor, revealed he was nat
aware the fireplaces were not aflowed in a
healthcare occupancy.

- Reference: NFPA 101 (2000 edition)

19.7.8 Portable Space-Heating Davices. Porlable
space-healing

disabled by Maintenance staff on 2/18/13.

2. The mMaintenance Director completed and
documented rounds of the center to determine
that no portable space heating devices are
present in the center on 2/18/13. No other
cencerns identified.

3. The Maintenance Director was re-educated
to tha NFPA standard regarding the prokibition
of portabie space heating devices in the center
by the Regionat Property Manager on 2/15/13.
Maintenance staff will inspect the decorative
fireplaces monthly to assure that they remain in
safe aperating condition. If an unsafe condition
is identified, it will be carrected immediately or
the fireplace will be removed,

4. The Maintenance Director will complete and
document rounds of the facility to determine
that portable space heating devices are not in
use in the center weekly x4 weeks and then
monthly x5 manths, Any concerns identified will
be addressed at that time. A summary of
findings wiil be submitted by the Maintenance
Directar to The Safety Committee and the
Parformance Committee monthly x6 months for
further review and recommendation.
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Medical gas storage and administraiion areas are
profected in accordance with NFPA 99, Standards
for Heaith Care Facilities.

(a) Oxyaen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation,

{b) Locations for supply systems of greater than
3,000 cu.ft. are vented to the outside, NFPA 99
43112, 19.3.24

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure oxygen
storage areas ware protected in accordance with
NFPA standards. The deficiency had the potentiat
to affect ane (1) of nine (9) smoke compariments,
thirty-two {32) residents, staff and visitors, The
facility is certified for Qne-Hundred Forty-Five
{145) beds with a census of One-Hundred
Thirty-Seven (137) on the day of the survey. The
| facility failed to ensure oxygen storage ovar 300
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Ko70 i Continued From page 25 K 070
devices shall be prohibited in all health care
cocoupancies.
Excaption: Portable space-heating devices shall
be permitted to be usad
in non-sleeping staff and employee areas where
the healing elements of
such devices do not exceed 212°F (100°C).
K076 | NFPA 101 LIFE SAFETY CODE STANDARD K Q76 1. The cabinets in the oxygen storage room 3
$5=D made of combustible materials will b replaced 3114/

with metal cabinets by 3/10/13 by Maintenance |
and Supply staff. The gxygen storage room was |
rearanged to provide at feast 5 feet of space
between the cabinels and any oxygen tanks by
Maintenance staff on 2/18/13, The electrical
outlets in the oxygen storage room located
below 5 feet off the floor will be removed and
the wiring capped by 2/22/13 by Maintenance
staff ang sofid covers place on the outlet boxes.
The light switches in the oxygen storage room
will be bypassed with solig covers placed on the
electrical boxes and only the switches on the
wall light fixtures will be used by 2/22/13 by
Maintenance staff,

2. The Maintenance Director will complete an
inspection of the oxygen storage room to
determine that this storage area is protected in
accordance with NFPA standards including the
presence of ignition sources not {ocated over 5
feet from the floor or combustible items stored
within 5 feet on 2/22/13.
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cu fl. was stored 5 feel away from any
combusiibles and ignition sources located five {5)
feet from the floor,

The findings include:

Observation, on 01/24/13 at 9:30 Al with the
Maintenance Supervisor, revealed nineteen (19)
oxygen lanks in the oxygen storage room. The
oxygen {anks were being stored within five (5)
feet of combustible fems and ignition sources
were nol located over five (3) feet from the floor.

Interview, on 01/24/13 at 9:30 AM with the
Maintenance Supervisor, revenled he was
unaware oxygen tanks could not be stored within
five: (5) feet of combustible materals onca the
storage equals over 300 cubic feat in a smoke
compartmeant.

Reference:

NFPA 101 (2000 edition}

B-3.1.11.2 :

Storage for nonflammable gases greater than
8.5 m3 (300 fi3) but less than B5 m3 (3000 #t3)
(z) Storage locations shall be outdoors in an
enclosure or within an enclosed interior space of
noncombustible or limited-combustible
construction, with doors (or gates outdoors) that
can be secured against unauthorized entry.

{b} Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stored with any flammable
gas, liquid, or vapor.

(c) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibles or
materials by one of the following:

{1} Aminimum distance of 6.1 m {20 ft)

(2) A minimum distance of 1.5 m (5 ft) if the entire

X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES 10 PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX. {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETIGH
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DEFIGIENCY)
. :
K076 | Continued From page 26

K 076] 3, The Maintenance Director was re-educated

by the Regional Property Manager on 2/15/13
regarding the NFPA standard regarding oxygen
storage including that axygen tanks cannot be
stored within five feet of combustible materials
and ignition sources are not Ipcated over 5 feet
from the floor. Nursing, therapy, housekeeping,
and administrative staff will be re-educated
regarding proper storage of oxygen and
respiratory supplies by the Administrator and
completed by 3/10/13. Education will also be
provided to representative{s) of our respiratory
supply vendor related to the requirements of
oxygen storage in accordance with NFPA
standards by the Assistant Director of Nursing
on 2/20/13.

4. The Maintenance Director will inspect and
document the oxygen storage area to determine
that combustible items are stored at greater
than 5 feet from the oxygen tanis and that
ignition sources are not located over 5 feet from
the floor 5 x per week X 4 weeks and then
weekly 20 weeks. Any concems identified will
be addressed at that time, The Maintenance
Director wilt submit a summary of findings to the
facility Safety Committee and Performance
Improvement Committee monthly x6 months for
further review and recommendation,
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storage location is protected by an automatic
sprinkler systern desighed in accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems

{3} An enclosed cabinet of noncombustible
construction having a minimum fire protection
rating of ¥z hour. An approved flammable liquid
storage cabinet shall be permitted to be used for
cylinder storage.

{d} Liquefied gas container storage shall comply
with 4-3,1,1.2(b)4.

{2} Cylinder and conlainer storage locations shall
meaet 4-3.1.1.2{a) 11e with respect to temperature
limitations.

{f) Electricat fixtures in storage locations shall
meet 4-3.1.1.2(a)11d,

{y) Cylinder protection from mechanical shock
shall meet 4-3.5.2 1(b}13.

(h} Cylinder or container restraint shall meet
4-3.5.2.1(b)27.

(i) Smoking, open flames, electric heating
etements, and other sources of ignition shall be
prohibited within storage

locations and within 20 ft (6.1 m) of oulside
slorage locations,

(i} Cylinder valve protection caps shall meet
4-3.5.2.1(b)14.

NFPA 101 LIFE SAFETY CODE STANDARD

Generators are inspecled weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99, 3441

K076

K 144

COMPLETION
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This STANDARD is not met as evidenced by:
Based on observation and inferview, il was
determined the facility failed to ensure the
emergency generator was inaintained in
accordance with NFPA standards. The deficiency
had the potential to affect nine (9) of nine (D)
smoke compariments, alf residents, staff and
visitors. The facility is certified for One-Hundred
Forty-Five (145} beds with a census of
One-Hundred Thirty-Seven (137} on the day of
the survey. The facilily failed to ensure the
generator battery charger was not hooked directly
to the battary,

The findings include:

Observation, on 01/23/13 al 2:27 PM with the
Maintenance Supervisar, revealed the generator's
ballery charger was hooked directly to the
generalor ballery.

Interview, on 01/23/13 at 2:27 PM with the
iaintenance Supervisor, revealed he was not
aware that the batlery charger could not be
hooked directly to the baitery.

Reference: NFPA 110 (1999 Edition).

5.-12.6

The starting batiery units shall be lecated as
close as practicable to the prime mover starler to
minimize voltage drop. Battery cables shali bs
sized to minimize voltage drop in accordance with
the manufacturers ' recommendations and
accepted engineering practices.

directly o the battery.

2. The Maintenance Director further inspected
and documented the emergency generator to
determine that # Is maintained in accordance
witht NFPA standards on 1/28/13. No other
concerns identified,

3. The Maintenance Director was re-educated
by the Regional Property Manager cn 2/15/13
regarding the Maintenance of emergency
generators in accordance with NFPA standards
including that the generator battery charger can
not be hooked directly to the battery Generator
inspections will be done weekly ongeing, Any
issues with proper operation will be addressed
at that time, -

4, The Maintenance Director will complete and
document an inspection of the emergency
generator weekly to determine that emergency
generators are maintained in accordance with
NFPA standards inciuding the proper use of the
batter charger. Any concerns identified will be
addressed at that time. The Maintenance
Director wilt submit a summary of findings to
The Safety Committee and the Performance
Committee monthly x& months for further
review and recommendaticn.

(%4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATGRY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE,
BEFICIENGY)
K144 | Continved From page 2B K 144! 1. The charger was replaced on 1/24/13 by the
Whayne Supply technician and ks not connected 3/i1/13
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SUMMARY STATEMENT OF DEFICIENGIES

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

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure clectrieal
wiring was maintained in accordance with NFPA
standards. The deficiency had the potential lo
affect nine (8) of nina {8) smoke comparlments,
all residents, staff and visitors. The facility is
certified for Ona-Hundred Forty-Five (145) beds
with a census of Cne-Hundred Thirty-Seven (137)
on the day of the survey. The facility failed to
ensure electrical panels maintained three (3) faat
of clearance around them.

o The findings include:

Observations, on 041/23/13 at 2:42 PM with the
Maintenance Supervisor, revesled the electrical
panel in the dry storage ares of the kitchen and
the d-wing utility room had storage within 3 feet of
the electrical panels.

Interview, on 01/23/13 at 2:42 PM wilh the
Maintenance Supervisor, revealed he was aware
there could not be storage within 3 feet of
etectiical panels but was unaware the jtems were
being stored improperly.

{X4) 1D ] PROVIOER'S PLAN OF CORREGTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFHX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
K 144 | Continusd From page 29 K 144
Battery charger output wiring shalt be
permanently connected. Connections shall not be
made at the batiery terminals.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147| 1. The items placed i front of the electrical
$S=F panel in the diy storage area of the kitchen 3/10/13

were removed on 1/23/13 by kitchen staff. The
itemis in the D-wing utility room were removed
by Maintenance staff on 2/12/13.

2. The Maintenance Director completed and
documented and inspection an 2/14/13 of the
center electrical wiring panels to determine that
it was maintained in accordance to NFPA
standards including that electricat paneis must
not have storage within 3 feet of clearance
around them. No other concems were
tdentified.,

3. The nursing, dietary, therapy,
housekeeping, and administrative staff wiil be .
ré-educated to the NFPA standard of t
maintaining electrical wiring including the
requirement that storage must not be within 3
feet of clearance of the electric panels with a
completion date by 3/10/13 by the
Administrator.

4. Tha Maintenance staff and the Housekeeping
Supervisor will inspect all areas where electrical
panels are focated each week for 3 months and
then monthly x3 months. Any concarns
identified will be addressed at that tima, A
summary of findings wiil be submitted by the i
Maintenance Director to the Safety Committee i
and the Performance Committee monthiy x6 !
months for further review and recornnendation. ‘
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110-28, Spares

10.26 Spaces Aboul Electrical Equipment.
Sufficient access and working space shall be
provided and maintained about all electric
equipment to permit ready and safe operation
and maintenance of such equipment. Enclosures
housing electrical apparatus that are conttolled by
lock and key shall be considered accessibls to
qualified persons.

(A} Working Space, Working space for
equipment operating at 600 volts, nominal, or less
to ground and likely to require examination,
adjusiment, servicing, or maintenance while
energized shall comply with the dimensions of
110.26(A)(1}, (2), and (3) or as required or
permitted elsewhere in this Code.

{1} Depth of Working Space. The depth of the
working space in the direction of live parts shall
not be fess than that specified in Table 110.26(A)
(1) unless the requirements of 110.26(A)1)(a),
{b), or (c} are met. Distances shall be measured
from the exposed live parls or from the enclosure
or opening if the live parts are enclosed,

Table 110.26(A)1) Working Spaces

Nominal Voltage to Ground  Minimum Clear

Distance

Cendition 1 Condition 2 Conditien 3
0-150 9S00 mm (3R 900 mm (3ft) 900
mm (3 f1)

151-600 900 mm (3fy 1m (3% ft)
1.2 m (4 fi}

Note: Where the canditions are as follows:
Condition 1 - Exposed live parts on cne side and

AHRD PLAN OF CORRECTIQN IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - BUILDING 0104
B, WING
185216 0112412013
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OWENSBOROQ PLACE CARE AND REHABILITATION CENTER
OWENSRORO, KY 42303
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no live or grounded parts on the other side of the
working space, or exposed live parts on bath
sides effectively guarded by suitable wood or
other insulating malerials, Insuiated wire or
insutated busbars operating at nat over 300 volts
fo ground shall not be cansidered live parts.
Condition 2 - Exposed live parts on one side and
grounded parts on the other side, Concrete, brick,
or tile walls shall be considered as grounded,
Condition 3 - Exposed live parts on both sides of
the work space (not guarded as provided in
Condition 1) with the operator between.

{a) Dead-Front Assemblies, Working space shall
not be required in the back or sides of
agssemblies, such as dead-front switchboards or
motor control centers, where all connections and
all renewable or adjustable pans, such as fuses
or switches, are accessible from locations other
than the back or sides. Where rear access is
required to work on nenelectricat parts on the
hack of enclosed equipment, a minimum
horizontal working space of 762 mm (30 in.) shall
be provided.

{b) Low Voltage. By special permission, smaller
working spaces shall be permitted where all
uninsulated parts operate at not greater than 30
volts rms, 42 volts peak, or 80 volts dc.

{c) Existing Buildings. In existing buildings where
eleclrical equipment is being reptaced, Condition
2 working clearance shalf be permitted batween
dead-front switchboards, panelboards, or motar
control centers located across the alsle from each
other where conditions of maintenance and
supervision ensure that written procedures have
been adopied to prohibil equipment on both sides
of the aisle from being open at the same time and
qualified persons who are authorized will service
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the installation,

{2) Width of Working Space. The width of the
working space in front of the electric equipment
shall be the width of the equipment or 750 mm
{30 in.), whichever is greater. in alf cases, the
work space shall perrnit at jeast a 90 degrea
opening of equipment doors or hinged panets.

{3) Helght of Warking Space, The wark space
shall be clear and exiend from the grade, floor, or
platform to the height required by 110.26(E).
Within the height requirements of this section,
other equipment that is associated with the
electrical installation and is located above or
below the electrical equipment shall be permitted
to extend not more than 150 mm (6 in.) beyond
the fronl of the electrical equipment.

(B} Clear Spaces. Working space required by this
section shall not be used for storage. When
normally enclosed live parts are exposed for
inspection or servicing, the working space, if in a
passageway or general open space, shall be
suitably guarded.

(C) Entrance to Working Space.

(1) Minimum Required. At least one entrance of
sufficlent area shall be provided to give access to
working space aboul electrical equipment.

(2) Large Equipmem, For equipment rated 1200
amperes of more and over 1.8 m (6 ) wide that
contains overcurrent devices, switching devices,
or controt devices, there shall be one enfrance to
the required working space not less than 610 mm
{24 in.) wide and 2.0 m (6% ft) high al each end
of the working space. Where the epliance has a
personnet door(s), the door(s) shall open in the
diraction of egress and be equipped with panic
bars, pressure plates, or other devices that are
normally latched but open under simple pressure.
A single entrancs to the required working space

{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION l s
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shall be permitted where either of the conditions
in 110.26(C}(2)(a} or (b) is met
() Unobstructed Exit. Where the location permits

a continuous and unobstructed way of exit travel,
a single entrance to the working space shall ba
permitted.

(b} Extra Working Space. Where the depth of the
working space is twice that recuiired by 110.26(A)
(1), a single entrance shall ba permitted. It shall
be located so that the distance from the
equipment to the nearest edge of the entrance is
not less than the minimum clear distance
specified in Table 110.26(A)(1) for equipment
operating at that voltage and in that condition.
(D) Hlumination, umination shall be provided for
all working spaces about service equipment,
switchboards, panelboards, or motor cantrol
centers installed indoors, Additional lighting
oullets shall not be required where the work
space is illuminated by an adjacent light source or
as permitted by 210.70(A}(1), Exception No. 1, for
switched receptacles. In electrical equipment
rooms, the ilflumination shall not be controlled by
automatic means only.
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