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F 164£ Continued From page 1 F 164; 4. Beginning on 8/7/2014, the Unit
* This REQUIREMENT is not met as evidenced : Supervisors will conduct a minimum of
by: i 10 nursing staff observations of
1 Based on observation, interview, record review, | treatment/skin assessments/personal care

! and review of the Residents Rights
. policy/procedure, the facility failed to ensurg :
| privacy was provided for three (3) residents l

' monthly to ensure quality resident care
 and staff compliance with Rights and

 (Residents #1, #2, and #6), in the selected | Responsibilities of Resident Policy.

. sample of twenty-two (22) residents, related to i Results of the Monthly Observations will
| the failure to pull the privacy curtain or closa the be submitted to the DON for a period of

door when care was provided. * four consecutive months to ensure

| Findings include: Performance Improvement. |

Review of the feciiity's policy/pracedure entitled, . 5. Completion date for the deficiency !
"Rights and Responsibiiiies of Residents", : 8/8/2014
‘ revised 06/08, revealed the staff of the facility
- respects the basic rights of residents. These
rights include the resident's independence of
exprassion, decision, and action. Concern for the
: residents parsonal dignity and human relationship i
. Is always of great importance to our staff. The |
recognition of the rights and concems has led to
. the adoption of the following statemaents of the ;
i residents rights and responsibllities. Residents |
l should be assured of at least visuaf privacy in '
multi-bed rooms and in tub, shower and toilat
; rooms. Each resident shall ba freated with
conmderatjon respect, and full recognition of his
- dignity and individuality, including privacy in |
[ treatment and in care for hisfher personal needs.

" 1. Record review revealed the facility admitted l | i
; Resident #1 on 11/05/05 with diagnoses which ' :
" included Multiple Sclerosis, Alzheimers Disaase,

Depressive Disorder, Dysphagia Unspecified, and

Personat History of Urinary Tract Infection (UTI).

Review of the Quarterly Minimum Dala Set : ;
- {MDS), dated 07/08/14, revealod Resident #1 , !
' was assessed to be severely impaired with a r ’
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F 164 : Continuad From page 2 | F 164/

 Brief interview Mental Status (BiMs) score of 5
i three (3}, and required extensive assistance with l
I activitias of daily iiving (ADLs). ’

| Observation during a skin assessment/traatment, | |
j on 07/16/14 et 9:20 AM, revealed Registered

: Nurse (RN) #1 and Licensed Practicat Nurse

| {LPN) #3 left the resident's privacy curtaln open, I

: while another staff (LPN #1) entered from the ‘ i

 hatlway into the room during Resident #1's I ;
| assessmentftreatment.

2. Record review revealed the facility admitted ; |
- Resident #6 on 08/18/13 with diagnoses which : ,
included Dementia CCE with Behavioral
Disturbances, Anemia of Other Chronlc Disease, |
- Difficuty in Walking, Unspecified Episoadic Mood :
Disorder, Unqualified Visual Loss-Both Eyes, :
Muscular Wasting, and Disuse Atrophy. Review I
; of the Quartarly MDS, deted 06710714, revealed :
i Resident #6 was assessed to be severely | : ‘

impaired with a BIMS score of three (3}, and
: required extensive assistance with ADLs.

Observation during a skin assessment, on
i 07/16/14 at 1:45 PM, revealed RN #1 exited i
! Resident #5's room and left the hallway door |

open. The privacy curtain was not pulled while
| another nurse (LPN #3) continued to complete
* the skin essessment.

Interview with RN #1, on 07/17/14 at 3:20 PM, | ! '
revealed when providing care, always close the '

door, pull the window blinds and privacy curtain to
provide privacy for any resident,

; Interview with LPN #1, on 07/16/14 at 2:48 PM,
revealed her expectation was for staff to _
completely close the privacy curtains during : :
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F 164 | Continued From page 3 i F 184
 catheter care, ‘ |

i 3. Observation of Resident #2's catheter care, on ' :
i 07/16/14 at 2:00 PM, revealed Certified Nurse : |
| Alde (CNA} #1 did not fully clese the privacy |

. curtain in the resident's room, which was a I
i multi-bedroom. Further observation reveated !
{ CNA #1 uncovered Resident #2 teaving his/her j i I
i genitalia exposed and exited the room to retrieve !
i a trash bag, : ¥

; Interview with Resident #2, on 07/16/14 at 2:45 \
;* PM, revealed it was bothersome to be uncovered ’ l
I

|

- and stated, “you never know wha may walk in."

Interview with CNA #1, on 07/16/14 at 2:44 PM,
" revealed he should have covered the resident's
genitalia when he laft the room.

: Intarview with CNA #2, on 07/17/14 at 10:20 AM, ! l
revealed when providing care to residents, the l
door and the privacy curtain should be closed to ; X ‘
. keep residents from being exposed. | l :

Interview with LPN #2, on 07/17/14 at 8:37 AM, i I
. Tevealed when providing care for residents the ! | i
i door should be closed, blinds pulled, and privacy ! ' I
' curtain pulled to ensure dignity and privacy for the : i :
i resident. i : ‘

f Interview with the Direclor of Nursing (DON}), on ; I

j 07117114 at 12:28 PM, revealed when providing ! .

- care for the residents, the staff should always g‘

close the door and pull the privacy curtain around f :
- the resident - 1. Resident #1 was assessed by the Unit

F 315 483.25(d) NO CATHETER, PREVENT UTJ, ) F 315! Supervisor on 7/16/2014 and found to  8/872014
=) i : : i
58=0 RESTORE BLADDER : : have no adverse effect from the |

* Indwelling Urinary Catheter care. j
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F 315 | Continued From page 4 F 315 RN #1 was counseled on 7/17/2014 by the

Based on the resident’s comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary: and a resident
who is incontinent of bladdar receives appropriate
treatment and services to prevent urinary tract
infactions and to reslore as much nomal bladdar
function as possible,

This REQUIREMENT is not met as evidenced
by:

Basad on observation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facility failed to ensure residants
received appropriate treatment and service
related to catheter care for one (1) resident
{Resident #1), in the selected sample of
twenty-two (22) residents. Registered Nursa
' (RN) #1 did not changs her gloves or wash her
hands after provision of peri-care, and then
provided catheter care.

Findings include:

- Review of the facility's policy/procadure,
"Indwelling Urinary Cathaters”, revised 08/12,
revealed catheter care was to be completed
every shift by steff. Raview of tha facility's

| policy/procedure, "Rights and Responsibilities of
Residents", revised 06/08, revealed the staff of
the facility respects the basic rights of residents.
These rights includa the resident's indepandence
of expression, decision, and action. Concem for
tha resident's parsonal dignity and human
relationship is always of great importance to our
' stafl. The recognition of the rights and concems

Unit Supervisor to emphasize the
importance of catheter care in accordance
with our Indwelling Urinary Catheter
Policy,

2. The Unit Supervisor assessed all
residents with an Indwelling Urinary
Catheter to ensure no other issues with
care and maintenance of catheters and
found no other instances.

3. The Unit Supervisors provided
education on the Indwelling Urinary
Catheter Policy to alf nursing staff to
ensure their understanding and
compliance; completed on 8/7/2014,

4. Beginning 8/7/2014, the Unit
Supervisors will conduct a minimum of 10
nursing staff observations of performing
Indwelling Catheter Care monthly to
ensure quality resident care and staff
compliance with the Indwelling Catheter
Policy. Results of the Monthly
Observations will be submitted to the
DON for a period of four consecutive
months to ensure Performance
Improvement,

5. Completion date for the deficiency
8/8/2014
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F 315 Continved From page 5 E F 315 ‘
’ i

. has fed to the adoption of the following : |
i statements of the residents' rights and |
" responsibilities, Residents have the right to be :
; suitably dressed at all times and given assistance ] )
" when needad in maintaining body hygiene and | i |
i good grooming. ;
! i
: Record review reveated the facility admitted ;
Resident #1 on 11/05/2005 with diagnoses which |
- included Muttiple Scierosis, Alzhsimer's Disease, :
! Depressive Disorder, Dysphagia Unspecified, and ;
* Personal History of Urinary Tract Infaction {(UTI). .i
¢ Raview of the quarterly Minimum Data Set
i (MDS), dated 07/09/14, revealed Resident #1 |
- was assessed to be severely impaired with a
l Briaf Interview Mental Status (BIMs) score of '
- three (3}, and required extensive assistence with !
i activities of daily living (ADLs). i

: Observation, on 07/16/14 at 9:20 AM, revealed , |
RN #1 and Licensed Practical Nurse (LPN) #3 i | l
assessed Resident #1's skin and provided : !

. pari/catheter care. RN #1 cleaned the resident's i i |

] anat area with a washcloth, and did not change l l :

her gloves. She obtainad another wash cloth and : ]

| provided catheter care without washing her hands | i

* or changing gloves. ’ |

Interview with RN #1, on 07/17/14 at 3:30 PM,
i revealed she did not change her gloves during i i
' Resident #1's care, and she only touched the ! |
, washcioth with her gloves during the perilcatheter _ :
care. : : - }

Interview with the Director of Nursing {DON), an
07/17/14 at 12:28 PM, revealed the staff should
aiways change their gloves bafore cleaning
around the catheter.
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F 333 Continued From page 6
F 333 483.25(m)(2) RESIDENTS FREE OF
§S=D | SIGNIFICANT MED ERRORS

|
I The facility must ensure that residents are free of
i any significant medication emors.

; This REQUIREMENT is not met as evidenced

i by:

. Based on observation, interview, racord review,

| and review of the facility's policy/procedure, it was

| determined the facility fajlad o ensure residents

; are free of any significant medication errors for

| one resident {Resident #14), in the selected

' sample of twenty-two {22) residants.

! Findings include:

- Review of the facility's "Administration of
Medication" policy/procedure, revised 02/14,

: revealed to check the Medication Administration

I Record (MAR) for medications to be given. The
MAR and the label affixed to the container should

- have comresponding information, including dosage

"instructions.

i Observation, on 07/16/14 at 7:47 AM, revealed

. Certified Medication Tachnician {CMTY#

i administered one Coreg 25 milligrams (mg} tablet
"'to Resident #14.

_Record review revealed the facility admitied
Resident #14 on 06/03/14 with diagnoses which
included Alrial Fibrillation, Congestive Heart
Failure, and a Cardiac Pacemaker. Review of the

. Physician's Orders, dated 06/03/14, and the
MAR, dated July 2014, revealed an order for

F 333.‘ 1. A physician's order was obtained for
F 333!

i 8/8/2014

resident #14 on 7/16/2014 by the Unit
Supervisor to reflect the accurate dosage
and frequency. Resident #14 was -
observed by the lead Nurse and the Unit !
Supervisor on 7/16/2014 immediately and
throughout the remainder of the day with
no adverse effect. CMT #1 was

counseled on 7/16/2014 by the Unit
Supervisor to emphasis the importance of :
administering accurate medication to the f
residents in accordance with the '
Administration of Medication Policy.

2, All residents who were administered
medications on 7/16/2014 by CMT #1 .
were identified by the Unit Supervisor |
with no other residents were determined ]
! to be affected. :

3. The Unit Supervisors provided I
education on the Administration of
Medication Policy to all licensed nurses
and CMT's to ensure their understanding
and compliance; completed on 8/7/2014. |

4. Effective 7/16/2014, any nurse or CMT *

who identifies a variance from the '

medication administration policy will

- report it to the DON or Unit Supervisors

and a medication error report will be

initiated. Rates and variances will be
monitored ongoing by the Performance
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Continued From page 7

Coreg 25 mg, give 50 mg once a dey. Furthar
review of the MAR revealed CMT #1 initialed the
medication as given twebve (12) days from
07/01/14 to 07/16/14,

interview with CMT #1, on 07/16/14 at 8:30 AM,

 revealed she had been giving Resident #14 one

25 mg Coreg tablst as the box indicated to give
one pltl. She revealed she should foliow the MAR;
however, the instruction to give 50 mg was

missed.

Interview with the Pharmaclst, on 07/17/14 at
10:10 AM, revealed if Coreg was given at the
inappropriate dosage, it may not have been as
affective and the resident could have rebound
tachycardia,

Interview with the interim Director of Nursing

i (DON}), on 07/17/14 at 11:40 AM, revealed she

expacted staff to read and give medications
according to the MAR.

F 333| Improvement committee for necessary
remedies to ensure a medication error rate
of less than 5% is maintained. The Unit
Supervisors will complete observations of
the medication pass on a random basis of
10 staff monthly to monitor the accuracy
of medication orders and accuracy of the
dosage to ensure the facility maintains a
medication error rate of less than 5%.
Results of the monthly observations wiil
be submitted to the DON for a period of
four consecutive months to ensure
Performance Improvement.

8/8/2014

5. Completion date for the deficiency
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55=0:
. Exit access is arranged so that exits are readily
 accessible at all times in accordance with section

1A 19.2.1

'
'
i

: This STANDARD is not met as evidencad by:

| Based on observation and interview, it was

 determined the facility failed to ensure the exits

: were maintained in accordance with NFPA
standards. The deficiency had the potential to

* affect one (1) of six {6) smoke compartments,

; festdents, staff and visitors. The facility has the

~ capacity for one-hundred ten ( 110) beds and at

| the time of the survey, the census was

: one-hundred seven (107).

i The findings include:

Observation, on 07/16/14 at 10:22 AM with the
Maintenance Director, revealad the building 3
swilch gear room doss not have a 4 * wide

interview, on 07/16/14 at 10:23 AM with the
Maintenance Director, ravealed he was unaware
the exit was not properly equipped with a

durable surface to a public way from the side exit.

Imaintained in accordance with NFPA 101
:17.1.19.2.1

11.0n 07/16/14, The Manager Facility
| Operations surveyed the exit doors of the
y buildings 3 switch gear room and |
"determined this was not a required exit |
 Path for residents. No residents were |
| identified to be affected. |
, \
i 2.0n 07/16/14, The Manager Facility ll
Operations surveyed all other exit doors |
for buildings 3 thru 5 to ensure that |
' appropriate durable surfaces are in place |
to the public way. All inspections were l
{ completed by 5:00 p.m. on 07/16/14. No
i Other residents were identified to be !
|
i
|
|
|

|| affected.

|3.0n 08/01/14, The Manager of Facilities

; Operations hired a local contractor to

; Install a 4' wide concrete sidewalk from

the exit door of building 3 switchgear

“room to the public way. This sidewalk will

-be completed no later than 5:00 p.m,

. August 15, 2014, :
|
l
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K000 Continued From page 1 ! K 000, '
Fire). i . f
' : I
L . . . | :
; Deficlencies were cited with the highest I ! |
, deficiency identified at "E" level. | i o .
K 038 : NFPA 101 LIFE SAFETY CODE STANDARD I' k 038, The facility ensures the exits are l8/16/14
i
!
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; 4, Starting 8/1/14, the Facility manager or |
K038 | Continved From page 2 K 038.designee will check all exits for proper i

. sidewalk,

The census of one-hundred saven {107) was
; verified by the Administrator on 07/16/14. The
| findings were acknowledged by the Administrator
: and verified by the Maintenance Director at the
exit interview on 07/16/14.

Actual NFPA Standard;

i Reference: NFPA 101 (2000 edition) 7.1.10,1*
Means of egress shall be continuously
i maintained
i free of all obstructions or impediments to full
instent use in
the case of fire or other emergency.
; 7.5.1.1 Exits shall be [ocated and exit access
i shall be arrenged
so that exits are readily accessible at all times.
7.7.1* Exits shall terminate directly at a public
way or at an
extenor exit discharge. Yards, courts, open
spaces, or other
portions of the exit discharge shall be of required
width and
size to provide all occupants with a safe accass
fo a public way.
Exception No. 1: This requirement shali not apply
to interior axit discharge
as otherwise provided in 7.7.2.
! Exception No. 2: This requirement shali not apply
to rooftop exit discharge
; @s otherwisa provided in 7.7.6.
Excaption No. 3: Means of egress shall be
pemitted to terminate in an
* exterior area of refuge as provided in Chapters 22
"and 23,

walkways to ensure exiting to a public
‘way as a part of quarterly life safety
inspection with additional manager from
Facilities Manager team. This will be
done for the next 6 months and findings
of the inspections will be reported by
Facility Manager to the Sub-Safety
Committee quarterly.

5. All corrective actions will be completed

by 5:00 p.m. on 8/15/14. |
!

1
" 1
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; " The facility ensures that building has a
K038 Continued From page 3 { K038! compiete sprinkler system in
? : accordance with NFPA Standards.
CMS S3C letter 5-28 i 1.0n 07/16/14, the Manager of Facility . 8/06/14
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD ; K056 Operations surveyed the shower rooms
SS-E - on building 4 and 5 and determined no

if there is an automatic sprinkier system, itis
_Installed in accordance with NFPA 13, Stendard
for the Installation of Sprinkier Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspaction, Testing, and Maintenance of

" Waler-Based Fire Protection Systerns. Itis fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire atarm system. 18.3.5

 This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the
building had a complete sprinkler system, in

- accordance with National Fire Protection
Association (NFPA) Standards. The deficient

~ practice has the potential to affect two (2) of six

: (8) smoke compartments, all residents, staff and

| visilors. The facility has the capacity for

! one-hundred ten (110) beds and at the time of the

! survay, the census was one-hundrad seven
{107}). According to CMS S&C 13-55-LSC the
enforcement implication would be a fully
sprinkiered faeility with minor problems

_ The findings include:

. other areas were identified to be affected.;

On 8/1/14, the Manager of Facility ;

Operations contracted with a locai fire

sprinkler company to add an additional

- sprinkler head in the shower room in
building 5 and building 4 for the center

i stall of each of these shower rooms. The -

sprinklers were added and project was |

completed on 8/5/14.2.

2. 0On 07/16/14, the Manager of Facility
. Operations surveyed all other smoke
- compartments of the facility to ensure
that there are no other areas that lack
sprinkler coverage. No other areas or
residents were identified to be affected.

. 3. Beginning 8/20/14, the Facility

i Manager will conduct monthly Life Safety
walk through inspections with the DON or
designee for the next 6 months. |

4, Beginning B/20/14, the Facility
© Manager will report quarterly to the Sub-
- Safety committee any deficient practices !
for the next 6 months.

5, All corrective actions were completed
on 8/06/14,
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K056 : Continued From paga 4 | K056 :

| Qbservation, on 07/16/14 at 1:35 PM with the

! Maintenance Director, revaaled the shower room
+ in building 5 did not have proper sprinkler

i protection for the center stal of the room.

- Interview, on 07/16/14 at 1:36 PM with the
Maintenance Director, ravealed ha was unaware
the center showar In the shower room was not

: properly sprinkler protected.

QObservation, on 07/16/14 at 2:15 PM with the

. Maintenance Director, revealed the shower room
. in building 4 did not have proper sprinkler :
protection for the canter staif of the room. i

. Interview, on 07/16/14 at 2:16 PM with the
Maintenance Director, revealed he was unaware
the canter shower in the shower room was not

_ Properly sprinkler protected.

Tha census of one-hundred seven (107) was
verified by the Administrator on 07/16/14. The
; findings were acknowledged by the Administrator
and verified by the Maintenance Director at the
exit interview on 07/16/14,

 Actual NFPA Standard:

- NFPA 13 (1999 Edition) 5-13 8.1 Actual NFPA i
f Standard: NFPA 101, Table 19.1.6.2 and 19.3.5.1. i
! Existing healthcare facilities with construction ‘ i
. Type V (111) require complete sprinkler coverage : :
_for all parts of a facility. : i
Actual NFPA Standard: NFPA 101, 19.3.5.1,
Where requirad by 19.1.6, health care facilitios
shall be protected throughout by an approved, g
" supervised automatic sprinkler system in '
accordance with Section 9.7. : I
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K056 . Continued From page 5 | K 058: |

! Actual NFPA Standard: NFPA 101, 9.7.1.1. Each : |
. automatic sprinkler system required by another ; l
| section of this Code shal be in accordance with ] ; !
" NFPA 13, Standard for the Instaltation of Sprinkler ’ | :
i Systems. : ’ |
| Actual NFPA Standard: NFPA 13, 5-1.1. The | i

. requirements for spacing, location, and position : : *

of sprinklers shall be based on the following |

: principles; . I i
' {1) Sprinklers installed throughout the premises i |
I {2) Sprinklers located so as not to exceed ! ‘ ;
" maximum protection area per sprinkier . | |
i (3) Sprinklers positioned and located so as to | \
| provide satisfactory performance with respect to : |
. activation time and distribution. l :

! NFPA 13 (1999 Edition) 7-2.3.2.4 Where listed ’ ]
| quick-rasponse sprinklers are used |
| throughout a system or portion of a system I |
" having the same
; hydraulic design basis, the system area of I
operation shall be

permitted to be reduced without revising the ‘
| density as indicated ‘
 in Figure 7-2.3.2.4 when all of the following : * ’
_ conditions i ‘

i are satisfied: ; i

{1) Wet pipe system ' ; : |
+ (2) Light hazard or ordinary hazard occupancy i | :
1 (3) 20-ft (6.1-m) maximum csiling height ; ;
. The number of sprinklars in the design area shall | . l
i nevar be ! :

iess than five. Where quick-rasponse sprinklars ' '

are used on a ‘

sloped ceiling, the maximum ceiling height shall

ba used for
. determining the percent reduction in design area.
" Whaere

quick-response sprinklars are installed, all

i
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K 056 : Continued From page &
; sprinklers within a
! comparment shall be of the quick response type.
: Excaption: Where circumstances require the use
| of other than ordinary
. temperature-rated sprinklers, standard response
. sprinklers shall be
* permitted to be used.
K147 | NFPA 101 LIFE SAFETY CODE STANDARD
$S=E
Electrical wiring and equipment is in accordance
' with NFPA 70, National Electrical Code. 9.1.2

i

|

. This STANDARD is not met as evidenced by:

| Based on observation and interview, it was

_determined the facility failed lo ensure electical

| wiring was maintained in accordance with

* National Fire Protection Association (NFPA)

i standards, The deficiency had the potential to

I affect two (2) of six (6) smoke compartmants,

¢ fifty-eight (58) residents, staff and visitors. The

| facility has the capacity for one-hundred ten (110}
beds and at the time of the survey, the census

i was one-hundred seven {107).

i

The findings include:;

. Observations, on 07/16/14 at 7:45 AM with the
| Maintenance Diractor, revealed open elactrical
" junction box located ebove resident room# B18,

K147]1. On 07/16/14 the Facility Manager

The facllity ensures that all wiring and
!equipment are in accordance with NEPA f
;70, NEC9.1.2. ’

| |

' 08/02/14
‘assigned work orders to Engineering staff |
Ito install cover plates on open junction |
Iboms for smoke compartments and I
jresidents identified to be affected, one
‘located in building B above ceiling of
iroom B18 and 2 boxes in bullding 4 above
;ceiling of nurses station; one box in '
:building C above ceiling of room €19 and |
!one box above ceiling in room €22, The I
iwork orders were completed on 7/16/14.

2.0n 7/16/14, the Facility Manager and |
|Engineering staff inspected all smoke ‘
-compartments for the potential to affect
residents, staff, and visitors. On

.07/16/14, Engineering staff was assigned
to look and ensure all electrical junction l
.boxes had cover plates on them. Ali
tinspections were completed by 5:00 p.m, |
on 08/1/14. No other smoke
'compartments and residents were i
identified as having the potential to be

Interview, on 07/16/14 at 7:46 AM with the affected.
~Maintenance Director, revealed ha was unaware
of the opan slectricat box located in the ettic, i
. i
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K 147 | Cantinued From page 7
. Observations, on 07/16/14 at 8:05 AM with the
| Maintenance Director, revealed two (2) open
* elactrical junction boxes located above the
| nurses' station in building 4.

! Interview, on 07/16/14 at B:06 AM with the
| Maintenance Director, revealed he was unawere
i of the opan electrical boxes located in the attic.

. Observations, on 07/16/14 at 8:28 AM with the
| Maintenance Director, revealed open electrical
* junction box located above resident room# C19.

! Interview, on 07/16/14 at 8:29 AM with the
Maintenance Director, revealed he was unaware
of the open elactrical box located in the attic,

| Observations, on 07/16/14 at 8:25 AM with the
" Maintenance Director, reveeled open electrical
! junction box located above resident room# C22.

' Interview, on 07/16/14 at 8:26 AM with the
| Maintenance Dirsctor, ravealed he was unaware
| of the open electrical box located in the attic.

! The census of one-hundred seven (107} was

. verified by the Administrator on 07/16/14, The

! findings were acknowledged by the Administrator
. and verified by the Maintenance Director at the

| exit interview on 07/16/14.

l Actual NFPA Standard;

Referenca: NFPA 70 {1990 edition) 370.28{c)
_ Covers. All pull boxes, junction boxes, and
- conduit bedies shall be provided with covers
compatible with the box or conduit body
 construction and suitable for the conditions of

i

K 147; 3. Beginning 8/20/14, the Facility

: Manager will conduct monthly Life Safety :
inspections with DON or designee which

" will include electrical system inspections.

i These inspections will continue for 6 l
months. Beginning 8/20/14, the Facility's :

| Manager will aiso conduct quarterly Life

- Safety inspections with another Manager .

] from Facilities Management team. l

| 4. Beginning 8/1/14, the Facility's |
Manager wilf monitor monthly ;

| compietion of preventive maintenance

; room inspections to include electrical
safety inspections. Beginning 8/19/14,

- the Facility Manager will report quarterly
to the Sub-Safety committee any

. deficlent practices for the next 6 months,

! 5. All corrective actions were completed
i by 5:00 p.m. on 08/02/14.

|
|
|
|
|

i
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K 147 * Continued From page 8 . K 147| i

' use. Where metal covers are used, they shall i ; |
" comply with the grounding requirements of : | |
‘ Section 250-110. An extension from the cover of i i '
: an exposed box shall comply with Section ; . 5
. 370-22, Exception. ; {

| | |
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