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! A review of the facility's policy/procedure, "CMS's

| RAI Version 3.0 Manual, Significant Change of

i Status Assessment," revealed a "significant

! change" is a decline or improvement in a

: resident's stalus that wlli not normally resolve

: ltself withoul intervention by staff or by

: Implementing standard disease-related clinical

; interventions; is not "self-imiting"; impacts more

* than one area of the resident's health status; and

, requires interdisciplinary review and/or revision of

; the care plan,

| .

! Arecord review revealed the facliity admitted

. Resident #7 on 04/08/11 with diagnoses to

: include Cerebral Vascular Disease, Hemiplegia

| affecting nondominant side, Urinary Tract

; Infaction, Arthritis, and Spinal Stenosis.

' Areview of the resident's admission MDS, dated

+ 04/15/11, revealed a Brief interview for Mental

. Status (BIMS} score of nine (9}, and a mood and

. behavior severity score of ten (10}, The resident

. was lotally dependent on staff for bed mobility,

nsfenecgmotion onandotf theiiiitydegssing,

onal hyglene, and bathing. He/she
| had a foley catheter, was non-ambulatory and

. | was incontinant of bowel.

| A revlew of the quarterly MDS, dated 01/08/2,

! revealed the resident to have a BIMS score of

- lwelve (12), and experienced an improvement in
" mood and behavior with a severity score of zero
i {0}, He/she had improvernent and was ‘

i independent in the areas of bed mobility,
_locomation on and off the unit, and only required
| suparvision with ambulation and toilet use.

| He/she was continent of bowe! and bladder.
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F 274 ; Continued From page 1 F274| significant change of condition has

occurred. None were noted.

MDS Coordinator was re-educated by
RAI Specialist, on 06/15/12 on significant
change guidelines per the RAI manual.

The MDS Coordinator, Birector of
Nursing, and Assistant Director of
Nursing will review five charts weekly for
four weeks and then two charts weekly
for three months to determine if the
significant change of condition guidelines
for MDS completion were met. The
Director of Nursing will report results to,
the Performance Improvement Committee
for four months for further review and
recommendations.

Date of Completion T 6/22/12
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F 274 Continued From page 2
A review of the annual MDS, dated 04/09/12,
" revealed the resident maintained all areas of
_improvement as noted in the quartarly
: assessment, dated 01/08/12,
: An Intervieiw with the Social Service/Admission
| Director, on 05/31/12 at 10:55 AM, revealed
j during the residents BIMS Interview he/she will
i occasionally not recall a word. She stated
"thefshe} had really improved since admission.
i
* An interviaw with the MD'S Coordinator, on
- 05/31/12 at 10:30 AM, ravealed, efter a review of
Resident 7's MDS assessments, there was an
i admission assessment completed and an ennual
| assessment completed; however, the resident
i i obviously required a significant chenge
} assessment for improvement, and she stated |
j just missed it." Np furlher explanation was
) i provided.
F 280 | 483.20{d)(3), 483.10(k)(2) RIGHT T0
55=D " PARTICIPATE PLANNING CARE-REVISE CP

upiessiatudged

" incapacltated under the faws of the State, to
. : participate In planning care and {reatment or
I changes in care and treatmant.
] .
* A comprehensive care plan must be developed
. within 7 days after the completion of the
comprehenswe assessment; prepared by an
Interdisciplmary team, that includes the attending
i physiclan, a registered nurse with responsibility
i for the restdent, and other appropriate staff in
disclplines as determinad by the resident’s needs,
and, fo the extent practicable, the participation of
- the resident, the resident's famity or the resident's

Fa274

F 280}

F280

Resident #12’s care plan was reviewed
and updated by the Director of Nursing on
06/01/12 to reflect current needs, UTH,
Bronchitis, use of antibiotics and infection

control,

Current residents were reviewed for
antibiotic use and change of condition by
Director of Nursing, Assistant Director of
Nursing and Licensed Nurses on 6/8/12.

FORM CMS-2567¢02.99) Previous Verslans Obsolele Event|0: TJTTHt

Faciiy ©: 100182

I cantinuallon sheet Page 3 of §




PRINTED: 086/15/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDE R/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION . ICENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WiNG s
186012 06/01/2012
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE .
1500 PRIDE AVENUE
HILLSIDE VILLA CARE AND REHABILITATION GENTER '
A MADISONVILLE, KY 42431
(41D SUMMARY STATEMENT OF OEFICIENCIES D ! PROVIOER'S PLAN OF CORREGTION . 5}
PREFIX (EACH DEFiCIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE , COMPLETION
TAG REGULATORY OR LSC IOENTIFYiNG INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROFRIATE ) DATE
S S - - - - DEFICIENCY] - SRR
F 280, Continued From page 3 F 280| Care plans were updated and revised at

legat representative; and periodically reviewed
and revised by a team of qualified persons after
, each assessment.

H

This REQUIREMERNT is not met as evidenced
+ by
; Based on interview, record review, and review of
| the facility's policy/procedure, it was determined
; the facility failed to ensure the resident’s
: comprehensive care plan was revised for one
| resident (#13), in the selected sampie of fifteen
: rasidents. There was no evidance of a revised
] care plan for Residant #13 related to infection
é control and the need for antibiotics.

- Findings Include:
' Areview of the facllity's policy/procedure, "Care

. Plans-Interdisciplinary," dated January 2008,
revealed the Interdisciplina Team_(IDT)‘

. 1 Arécord review revealed the facllity admitted
! Resident #13 on 10/01/06 with diagnoses to
_include Congested Heart Failure (CHF), Diabetes
- Mellitus, and Coronary Artery Disease.

A review of tha care ptan, Urinary incontinence,
dated 03/03/12, and reviewed 05/01/12, revealed
 staff members were to-observe for signs and
. symptoms of a urinary tract Infection {UTI), which
i May cause urgency.

:
'

_ Areview of the nurses’ notes, dated 05/23/12 at

jTatalywithrees

§

that time to reflect current needs.

Licensed nurses were re-educated by the
Staff Development Coordinator, Director
of Nursing and Assistant Director of
Nursing on 06/11/12 regarding revisions
and updates of residents' care plans to
inctude infection contro! practices and

antibiotic use.

The Director of Nursing and Assistant
Director of Nursing will review five care
plans weekly for four weeks, then two
care plans a month for three months to

" determine care plans are updated to

. include infection control and antibiotic
i use and meet the residents current care
“needs. The Director of Nursing will

report results to the Performance
Improvement Committee for four months
for further review and recommendations.

Date of Completion §/22/12

'
!
1
i
t
H
i
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! 8:30 AM, revealed the resident voiced a
complaint about having sheriness of breath and
painful urination. Areview of the physlelan's
orders, dated 05/23/12, revealed an order for
Ceftin {antibiotic prescribed for Bronchitis), a
urinalysis and culture and sensitivity, and a chest
x-ray. A review of the laboratory values and x-ray
resulls, dated 05/23/12, revealed the resldent had
a UT! and Chrontc Brongchitis. However, there
was no evidence of a care plan, with measurable
objectives to meet the resideni's needs for the

: UTI, or for the use and monitoring of antiblotics

i and infection confrol, ’

[ An interview with Licensed Practical Nurse (LPN)
#1, on 06/01/12 at 11:15 AM, ravealed there was
no care plan for the UTH or for the use of
antibiotics. LPN #1 stated the charge nurse, who
received the order for the antibiotic from the
physiclan, was responsible for updating the care
plan. .

An interview with the Assistant Director of Nursing *
! (ADON) and Infaction Control Nurse, on 06/01/12
at 11:30 AM, revealed the care plen was not
ravised to Includa the UTI or the uss of

antibictics. The ADON stated, when the resident
was started on an antibiotic, the licensed nurse
was to complete a Resident infection Report and
send the report to the ADON, for tracking
purposes. The licensed staff were suppose to
reviaw and revise the care plan, to include
menitoring for the infection and antibiotic use, and
complete the necessary documentation, In the
nurses' notes. She revealed she was unsure why

i the review and revislon of the care plan was not

| completed,

'
|
'
|
i
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K 000 | Continued From page 1

Deficiencles were clted with the highest
deficiency identifled at "F" lsvel,

K 017 | NFPA 101 LIFE SAFETY CODE STANDARD
35=D :
Corridors are separated from use areas by walis
constructed with at least ¥ hour fire resistance
reting. in sprinkiered buildings, partitions are only
required to resist the passage of smoke. In
non-sprinklered buildings, walfs properly extend
above the celling, {Corridor walls may terminate
at the underslde of ceilings where specifically
permitted by Code. Charting and clerical stations,
waiting areas, dining rooms, and activity spaces
may be open to the corridor under certaln
condltions specified in the Code. Gift shops may
ba separated from corrldors by non-fire rated -
walls if the gift shop is fully sprinklered.}

18.3.6.1, 18.3.6.2.1, 18.3.65

This STANDARD s not met as evidenced by:
Based on observation and Interview, the facllity
falled to snsure that rooms open to the corridor
would not interfare with egress requirements in
accordance with NFPA standards. The deficiency
had the potential to affect one (1) of five {5}
smoke compartments, residents, staff and
visitors. The facillty is licansed for seventy one
(71} beds with a census of fifty eight (58) on the

day of the survey.

“This Plan-of Correction is prepared
and submitted as required by law. By.
submitting this Plan of Correction,
K017 | Hillside Villa Care & Rehabilitation:
Center does not admit that the :
deficiency listed on this form exist,
nor does the Center admit to any
statements, findings, facts, or
congclusions that form the basis for thei
alleged deficiency. The Center i
reserves the right to challenge in legalj
and/or regulatory or administrative
proceedings the deficiency, :
statements, facts, and conclusions that’
form the basis for the deficiency.” |

|
1
|

K017

The oxygen storage area was removed
lfrom the exit corridor for the laundry area
by the Maintenance Supervisor on
05/31/12,

The Maintenance Supervisor completed a
facility inspection of exit corridors on
06/08/12 with no changes needed.

The Maintenance Supervisor was re- ]
educated that corridors shall be separated ;
by partitions complying with NFPA !
!

o4y SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION , 9
PREFIX . © (EACH OEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULOD BE COMPLETION
e | REGULATORY OR LSC IDENTIFYING INFDRMATION) TAG CROSS-REFERENCED TOTHE APPROPRIATE  ~ | DATE
: DEFICIENEY} |
|
K 000 :
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0 13 . a [
K 017 ; Continued From page 2 K017 Jguidelines and proper storage of medical !
gases by Administrator on 06/01/12. i
The findings Include: !
i
. T . . . .
Observation, on G5/30/12 at 11:30 AM, with the he M"f‘f.’:;e“anc? Supervisor will conduct
Malntenance Supervisor revealed an oxygen : exit corridor audits for three months and
report findings to the Performance

§

storage area that was part of the exit carridor for 1
the faundry. The contents of this room are not improvement Committee for further :
i

!

permitted to be in an area open to the corridor.” recommendations for three months,

Interview, on 05/30!1_2 at 11:30 AM, with the Completion date ’ 5 07/13/12
Maintanance Supervisor revealed he was not ;

aware that an oxygen storage area could not be |

part of the axit corsidor.

NFPA 101 {2000)

18.3.6.1

Corridors shall he separated from ail other areas
by pariitions complying with 19.3.6.2 through
19,3.6.5. (See als0 19.2.5,9.)

Exception No. 1: Smoke compartments
protected throughout hy an approved, supervised
automnatic sprinkler system In accordance with
19.3.5.3 shail be permitted to have spaces that
gre unllmited In slze open to the corridor,
provided that the following criterfa are met;

{a} The spaces are not used for patient sleeping
rooms, kreatment rooms, or hazardous areas,

(b} The corridors onto which the spaces open in
the same smoke compartment are protected by
an efectricaily supervised automatic smoke
detection system in accordance with 19.3.4, or
the smoke compartment In which the space is
located is protected throughout by
quick-response sprinklers.

{c} The open space is protected by an elactrically
supervised automatlc smoke detection system in
accordance with 19.3.4, or the entire space is

FORM CM$-2567(02-99) Previous Verslons Obsolele Event 10: TJTT21 Fecility 1D 100189 If conlinuation sheet Page 3 of 27
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Smoke barriers are constructed to provide at -
laast a one half hour fire reslstance rating in
accordance with 8.3, Smoke bamiers may
terminate at an atriurn wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are nof required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 19.3.7.5, 19.1.6.3, 18.1.6.4

This STANDARD s not met as evidenced by:
Based on observations and interview, it was
determined the facliity falled to malntain smoke
barsiers that would resist the passage of smoke
between smoke compartments In accordance
with NFPA standards. The deficlency had the
potential to affect five {5) of five (5} smoke
compartments, residents, staff and visitors. The
facility is ticensed for sevanty one {71} beds with
: a census of fifty eight {68} on the day of the
survey.

410 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION : )
PREFIX | ’ {EACH DEFICIENCY MUST BE PRECEDEO BY FULL PREFIX {EAGH CORRECGTIVE AGTION SHOULO BE | COMPLETION
TAG | REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ;o BaE
; DEFICIENCY} B
]
K017 | Continued From page 3 Ko7 :
arranged and located 1o allow direct supervision
by the facility staff from a nurses ' statlon or k
similar space. :
{d} The spacs dosas not obstruci access to
required exlis. ’ ’
7.6.1.1
Exits shall be focated and exlt access shali be |
arranged so that exits are readlly accessible at alf i
times.
K 025 | NFPA 104 LIFE SAFETY CODE STANDARD K 025 K025
56=F i
1

The barriers will be properly sealed with |
fire caulk and smoke barrier foam by~ :
Maintenance Supervisor to ensure they

resist smoke per NFPA 101 Standards by
7/13/12. i

The Maintenance Supervisor completed
inspection of smoke barriers on 6/8/12
with no concerns noted..

The Maintenance Supervisor was re-
educated on NFPA smoke barrier
regulations by the Administrator on
06/01/12,

Maintenance Supervisor will conduct
mspections of facility smoke barriers
quarterly to ensure no new penetrations
and report findings to the Perforiance
Iimprovement Committee quarterly for six
months for further recommendations. |

107/13/12

Completion date
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K 025} Continued From page 4

The findings include:;

Observation, on 05/30/12 between 9:00 AM and
9:40 AM, with the Maintenance Supervisor
revealed the smoke partiions, extending above
the ceiling located throughout the facllity, were
not properly sealed. The barriers falled to be
properly sealed from piping and wires.

Interview, on 05/30/12 between 9:00 AM end 9:40
AM, with the Maintsnance Supenvisor revealed he
was not aware of the peneirations in the smoke
barriers.

This is a repeat deflclency.

} Reference: NFPA 101 {2000 Edition).
!
[ B.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic fubes and ducts, and similar
buiiding service equipment that pass through
floors and smoke barriers shall be protected as
follows:

(a) The space between the penstrating item and
the smoke barrier shali

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the speclfic purpose.

(b} Where the penetrating item uses a sleeve to
penetrate the smaoke barrer, the sleeve shall be
solidly set in the smaoke barrier, and the space
between the item and the slesve shall

1. Be filled with & material capable of maintalning
the smoka resistance of the smoke barrler, or

2. Be protected by an approved device designed
for the specific purpose.

(40 _ . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ' w8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ") GOMPLETION
158G REGULATORY OR LSC JDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ' DATE
DEFICIENGY) ;
I
i
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K 025

K027
$8=F

Continued From page 5
(c) Where designs take fransmission of vibration
into consideratfon, any vibration Isolation shall

. 1. Be made on efther side of the smoke barrler, or

2. Be made by an approved device deslgned for

the speclfic purpose.
NFPA 101 LIFE SAFETY CODE STANDARD

Door openings in smoke barriers have at lsast a
20-minute fire protection rafing or are at least
1%4-inch thick solid bonded wood core. Non-rated
protective plates that do nof exceed 48 inchas
from the bottom of the door are permitted.
Horlzontal sliding doors comply with 7.2.1.14.
Doors are self-closing or automatic ciosing in
accordance with 19.2.2.2.6. Swinging doors are
not required fo swing with egress and posltive
latching is notrequired.  19.3.7.5, 19.3.7.6,
19.3.7.7

“This STANDARD Is not met as evidenced by:

Based on observation and interview, It was
detarminad the facility failed to ensure cross
-corridor doors located In a smoke bersier would
rosist the passage of smoke in accordance with
NFPA standards. The deficlency had the
patential to affect four (4) of five {5} smoke
compartments, residents, staff and visltars. The
facility is licensed for seventy one (71) beds with
a census of fifty eight (58) on the day of the
survey,

The findings Include:

Observation, on 05/30/12 between 10:30 AM and
3:15 PM, with the Maintenance Supervisor
revealed the cross-corridor doors located

K&

K027

- - |they meet NFPA 101 standards by the

1
i
|
CRDSS-REFERENCED TO THE APPROPRIATE !
1
i
1

25

K027

Door Coordinators will be installed on the
hree sets of smoke barrier doors to ensure

Maintenance Supervisor by 7/13/12. i
The Maintenance Supervisor completed l
facility inspection of sinoke barrier doors
on 06/08/12 and door coordinators will be|
installed to those doors to ensure they
meet NFPA10] standards.

Maintenance Supervisor was re-educated |
on door openings in smoke barriers per
INFPA by Administrator on 06/01/12.

Maintenance Supervisor will inspect the .
facility door coordinators on a quarterly |
basis and report findings to Performance |
Improvement Committee quarterly for sixl

months for further recommendations.

Completion date

|
i
1
£
i

lorsnz

k]
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K 027 | Continued From page 6 K 027

throughout the facility would not close completely
when tested, This was due to the doors not
having a coordinating device to ensure the door

without the t-astragal would close first after the :
initlal close.

interview, on 05/30/12 between 10:30 AM and
3:15 PM, with the Maintenance Supervisor

revealed he was unaware the doors needed a '
coordinator to ensure the deors would close
properly in the event of an emergency.

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

! Refarence: NFPA 80 {1999 Editlon})

2-4.1 Glosing Devices.
2-4.1,1 Where there Is an astragal or projecting

fafch bolt that
prevents the inactive door from closing and

latching before
the active deor closes and letches, a coordinating

device shall
be used. A coordinating device shall not be

requived where
each door doses and latches independently of

the other.

Reference: NFPA 101 (2000 edition)

8.3.4.1* Doors In smoke barriers shall close the

opening leaving
only the minimum clearance necessary for proper

operation

FGRM CM5-2567{02-99} Previous Yersicns Obsolsla Event1D: TITT21 Fecilily i: 100{B9 If continuatlon sheel Page 7 of 27
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K 029 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=D
One hour fira rated construction {with %4 hour
fire-rated doors) or an approved automatic fire
exiinguishing system in accordance with 8.4.1
and/or 19,3.5.4 prolects hazardous areas. When
the approved automatic fira axtinguishing system
option is used, the areas are separated from
other spaces by smoka resisting partitions and
doars. Doors are self-closing and non-rated or
fleid-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
Basad on obsarvation and Intarview, it was
delarmined the facllity faited to mest the
requiremants of Protection of Hazards In
accordance with NFPA Standards. The
deficiency had the polential to affect two (2) of
five (5} smoke compartments, residents, staff and
visliors. The facifity is llcansed for seventy one
{71} beds wlth a census of fifty aight {58} on the
day of the survey,

The findings Include;

Observation, on 05/30/12 between 10:30 AM and
3:15 PM, with the Maintenance Supervisor
revealed the medicsl records office, the Med
roam on Wing 2, and the Malntenance/Janitor
office need a closer addad to the door due o the

(4D ;- SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION P e
PREFIX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE X CC.)MF'LEl’iCN
TG REGULATORY OR LSC 10ENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
QEFICIENCY}
'
K 027 ; Continued From page 7 Koz27 :
and shall be without undercuts, louvers, or grifles. .
K 029 i<029 ;

Automatic door closers were instalied by
the Maintenance Supervisor on Wing 2
Med Room, Maintenance office and |
Medical Records office on 06/11/12, |
i
The Maintenance Supervisor completed al
facility inspection for hazardous areas on |

06/1 ITfQjﬂHd no other doors were found
to need automatic door closers.

Maintenance Supervisor was re-educated
on the need of automatic door closers in

hazardous areas by the Administrator on
06/01/12. :

:
H
t
i
-
|
i

The Maintenance Supervisor will inspect .
the facility for protection of hazards and ;
need for automatic door closuresona |
quarterly basis and report findings to !
Performance Improvement Committee !
quarterly for six months for further ,
recommendations, !

Completion date ’07/]3/ 12

1
:l
I
3
;
|
1
¥
|
l
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storage of combustibles inside the areas.

Interview, on 06/30/12 batween 10:30 AM and
3:15 PM, with the Meintenance Supervisor
revealed he was unaware the storage It a room
determinad whether the room was a hazardous
storage araa or not.

Reference:
NFPA 101 {2000 Edition).

19.3.2 Protsction from Hazards.

19.3.2.1 Hazérdous Areas. Any hazardous areas
shall be safeguarded by a fire barfer having a
1-hour fire resistance rating or shall be provided
I with an aufomatic extinguishing system in
accordance with 8.4.1, The automatic
extinguishing shall be permitted to be in
accordance with 19.3,5.4, Whers the sprinkler
option Is used, the areas shall be separated
from other spaces by smoke-resisting pariitions
and doors. The doors shall be self-closing or
automatic-closing, Hazardous areas shalt
include, but shall not be restricted to, the
following:

(1) Boiler and fuel-fired heater rocms

{2} Centralibulk laundries larger than 100 ft2
{8.3m2)

{3) Paint shops

(4) Repair shops

{5) Solled linen rooms

(6) Trash collection rooms

{7} Rooms or spaces larger than 50 fi2 (4.6 m2},
including repalr shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED :
" PENTERS FORMEDICARE & MEDICAIDSERVIGES — ~ ~ "~ "~ ~ T OMBNO.0938-0387
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i T ST A.BULDING  of-MAINBUILDINGOT o
B, WING i
186012 05/30/2012
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Xg0 SUMMARY STATEMENT OF OEFICIENCIES o] PROVIDER'S PLAN OF CORREGTION ) %8
PREFIX ] {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
PR REGULATORY QR LSC IDENTIFYiNG INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE CATE
: QEFIGIENCY} ;
K029 | Continued From page 8 K022
i
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K 029 | Continued From page 9 K 029 l
by the authority having jurisdiction i
{8) Laboratorles employlng flammable or !
combustible materials in quantities less than i
thpse that would be considered a severe hazard. 7
Exception: Doors in rated enclosures shall be _
parmiited o have nonrated, fectory or
fisld-applied :
! protective plates extanding not more than :
. 48 In. (122 ¢m} above the battom of ths door. '
K 040; NFPA 101 LIFE SAFETY CODE STANDARD K 040 (K040
§5=D . :
Exit access doars and exit doors used by health Court yard exit gate hinges were reversed';
Cfi: U‘E‘guzpf'”t; ar? O?he 5";;319‘“9 %pze :’;d are on 06/08/12 to allow gate to open in the
atleast 32 Inches in cear widkh i direction of egress by the Maintenance
Supervisor. :
Maintenance Supervisor completed ?
This STANDARD is not met as evidanced by: inspection of facility on 06/08/12 and .
Based on observation and interview It was found no other egress issues, !
determined the facility failed to ensure exit :
discharge dacrs opened in the direction of egrass . o ) :
"' In accordance with NFPA standards. The Mamtena'nce Supervisor was ie—c‘:ducated i
deficiency had the polential to affect one (1} of on the exit access doors to open in the I
five (5) smoke compartments, residents, staff and direction of egress per NFPA regulations |
visitars. The facility Is licensed for seventy ane on 06/01/12 by the administrator. :
(71) beds with a census of fifty eight (58} on the |
day of the survey. The Maintenance Supervisor will inspect
The findings Include: the facility:_'ex-it egress on a quarterly basis;
and report findings to Performance
! Obsarvation, on 05/30/12 at 1:16 PM, with the Improvement Commiftee qua rterly for six’
: Maintenance Supervisor revealad the exit gate for further recommendations :
. fram the television roem did not swing outward. months for further recomm .
! The gate would have to be pulled against egress . .
: travel in the event of an evacuation. Compliance date ' 07/13/12
1 H
| interview, on 05/30/12 at 1:15 PM, with the = !
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K 040 | Continued From page 10 K 040 '
Maintenance Supervisor revealed he was not
aware the exit discharge gate needed {o open in ‘
the direction of egress. :
i :
! NFPA 101 {2000 edition)
7.2.14.3 K056
A door shall swing in the direction of egress travel
where usad in an exit enclosure or where sarving . , . . .
a high hazard contents area, unless it is.a door Sprinklers will be ms.talled in the switch
from an individual Hiving unit that opens directly gear room 3_nd the Wll}g 2 TV room closet
into an exit enclosure. by Armor Fire Protection. Wing [ shower
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 irooms sprinkier heads will be replaced
ss=gl - o . : with quick response type by Armor Fire
!fttgeée c:s. an aufodmatlc SP{:SE; :y:ésn;.t it l: . Protection. Wing 2 dining room, will have
installed in aocoraance with N  Stanaar four sprinkler heads replaced with buibs
for the installation of Sprinkler Systems, to £l 76 by A iy .
| provide complete coverage for all porions of the of the same size by Armor Fire Protectlonl
" bullding. The system s properfy maintained in ] . ;

-, accordance with NFPA 25, Standard for the Maintenance Supervisor completed :
Inspection, Testing, and Maintenance of facility inspection on 06/08/12 to ensure |
Water-Based Fire Protection Systens. Ris fully all other compartments did have proper
supervised. Thereis a reliab_fe, adequate water sprinkler protection. !
supply for the system. Reguired sprinkler ;
systems are equipped with water flow and tamper . . ) !
switches, which are electrically connected to the Maintenance Supervisor was re-cducated |
bullding fire elarm system.  19.3.5 on 06/01/12 by the Administrator on the i

sprinkler system requirements per NFPA,

. o |

The Maintenance Supervisor will inspect |

' he facitity for proper spri ’ ion ;

This STANDARD is not met as evidenced by: t fty ; é’ P Zp "‘k]irfl” gfect“t’" ?

Based on observation and interview it was on & quarterly basis and report T ‘mgs 0 I

determined the facility falled fo ensure the Performance lfnprovement Committee

building had a complete sprinkier system, in quarterly for six months for further )

accordance with NFPA Standards. The deficlancy recommendations. i

had the polenilal to affect three {3) of five (5)

smoke compartmants, resldents, staff and _

Visitors. The facllly s licensed for sevanty one Completion date ‘|o7/33712
Event ID: T4TT21 Faclity ID: 100189 If continuation sheet Page 11 of 27
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K 0565 Continued From page 11
 (71) beds with a census of fifly eight (58} on the
i day of the survey.
|

K 056

The findings include;

Observation, on 05/30/12 between 10:30 AM and
2:00 PM, with the Maintenance Supervisor
revealed a closet in the television viewing room
that did not have sprinkfer protection, Further
observation showed that the old generator room,
also known as the switchgear room, was not
sprinkler protected. . To be fully sprinkled every
room of a faclfity must be sprinkled.

Interview, on 05/30/12 betwean 10:30 AM and
2:00 PM, with the Mainfenance Supervisor
revealed he was not aware that the areas listed
did not have proper sprinkler protection.

Observation, on 05/30/12 betwesn 10:30 AM and
2:30 PM, with the Maintenance Supervisor
revealed a standard response sprinkler head and
a quick responsa sprinkler head in the same
- compartment located in both shower rooms on
Wing 1. Further cbservation showsd mixed
sprinkier heads in the Dining area on Wing 2.
The bulbs were ditferent sized which means they
will most Jikely have a diffarent response time.

interview, on 05/30/12 between 10:30 AM and

2:30 PM, with the Maintenance Supervisor :
revealed he was aware that the sprinklers had to !
have the same response time if the sprinkler

heads are located In the same companment but |
he had only been thers 4 months and had not had
time to get them changed yet. [

1
|f continuation sheet Page 42 ef 27
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K 056 | Continued From page 12 K 056 i
i

; Reference: NFPA 13 (1999 Edition) 5-13 8.1

! Actual NFPA Standard: NFPA 101, Table 19.1.6.2
i and 19.3.5.1. Existing healthcare faciiliies with

| construction Type V (111} require complete
sprinkier coverage for all parts of a facliity.
Actual NFPA Standard: NFPA 101, 19.3.5.1.
Where required by 19.1.6, health care facilities
shalt be protected throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7,

Actual NFPA Standard: NFPA 101, 8.7.1.1. Each
automatic sprinkisr system required by another
section of this Code shall be in accordance with
NFPA 13, Standard for the Instaliation of Sprinkler

| Systems.
! Actual NFPA Standard: NFPA 13, 5-1.1. The
. requiraments for spacing, location, and position
of sprinklers shail be based on the following
principles: ’

(1) Sprinklers instalied throughout the premises
{2) Sprinklers located so as not to exceed
maximum protection area per sprinkier

{3) Sprinkiers positioned and located so as fo
provide satisfactory performance with respact to
activation time and distribution. .

Raference: NFPA 13 (1999 Edition}

7-2.3.2.4 Where listed quick-response sprinklers
are used

throughout a system or portion of a system-
having the same '
hydraulic design basls, the system area of
operation shall be

permitled o be reducad without revising the

f

|
|

i
F
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DATE

Continued From page 13

density as indicated

in Figure 7-2.3.2.4 when alt of the following
conditlons

are salsfied:

{1) Wet pipe system

(2) Light hazard or ordinary hazard occupancy
(3} 20-ft {8.1-m) maximurn celling height

K 056

never be
less than five. Where guick-response sprinklers

are used ona
he used for
Where

qulck-response sprinklers are installed, alf
sprinkiers within 2

The number of sprinkfers in the design area shall

sloped ceifing, the maximum ceiling height shail

determining the percent reduction in design area.

" compariment shall be of the quick response type.
. Exception: Where circumstances require the use
of other than ordinary

temperature-rated sprinklers, standard response
sprinklers shali be

parmitted to be used.

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
comfinuously mamtained In relisble cperating
condition and are inspected end {ested

: periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25,

8.7.5

: This STANDARD is not met as evidencad by:
Based on ghservation, intarview, and sprinkler
tasting record review It was determined the facility
falled to malntaln the sprinkler system In
accordance with NFPA standards. The deficiency

K 056

K 062K 062

All items and shelves were removed from
Medical Records office and walk in
freezer in Dietary on 05/31/12 by the
Maintenance Supervisor. The
Maintenance Supervisor witl remove the
top shelves in resident room closets by

07/13/12
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i had the potential o affect four (4} of five {5}

; smoke compartments, residents, staff and

| visltors, The facility is licensed for seventy one
| {71} beds with a census of fifty eight {58) on the
; day of the survey.

The findings Include:

Qbservatlon, on 06/30/12 between 10;30 AM and
3:15 PM, with the Maintenance Supervisor

- revealed the freezer and the medical records

: closet had storage within 18 " of the sprinkler.

| Further observation showed that the resident
closels had a top shelf that had storage within 18

" of sprinklar throughout the facility.

interview, on 05/30/12 betwean 10:30 AM and
3:15 PM, with the Maintenance Supervisor
revealed he was aware of the distance
requirement from sprinkler heads but was not
. awara the closet shelvas in the resident rooms
]f had storage within 18" of sprinkier heads.,

i

. Referance: NFPA 13 {1999 Edition}

2-2,1.1* Sprinklers shall ba inspected from the
floor level annually, Sprinkiers shall be free of
corrosion, foreign materials, paint, and physical
damage and shall be installed In the proper
oriantation {e.g., upright, pandant, or sidewali).
Any sprinkler shail be repfaced that is painted,
corroded, damaged, loaded, or In the Improper
orlentation.

hydraulic design basls, the system area of

| operation shall be :
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K 062 Continued From page 14 K 062

i
The Maintenance Supervisor completed i
facility inspection on 06/08/12 to ensure |
nothing was stored within 18" of sprinkler!
heads. No concerns were noted.

educated on 06/01/12 by Administrator,
and the staff were re-educated by
Maintenance Supervisor and Staff
Development Coordinator on 06/22/12 on!

the 18"distance requirement from i
sprinkler heads to stored items

i
The Maintenance Supervisor was re- |

Maintenance Supervisor will inspect

factlity monthly for three months for 18
sprinkler clearance to report findings to
Performance Improvement Committee for!
three months for further ] i
recommendations. ;

¥

5}07/1 312

l

Completion date

i
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K 062 :

K062 ; Continued From page 15
permitted to be reduced without revising the

| density as Indicated

! In Figure 7-2.3.2.4 when alf of the following

, conditions

- are satisfied:

¢ (1) Wet plpe system

! (2) Light hazard or ordinary hazard occupancy
{3} 20-ft (6.1-m) maximum cailing height
The number of sprinkiers in the design area shall
never be
iess than five. Where quick-rasponse sprinkiers
are used on a
sloped celling, the maximum cslling height shal!
be used for
determining the psrcent reduction in deslgn area.
Whera
quick-response sprinklers are instalied, all
i sprinklers within a
! compartrent shafl be of lhe quick response type.
! Exception: Where clrcumstances require the use
of olher than ordinary
temperature-rated sprinklers, standard response
sprinklers shall be
permilted to be used.

5-5.5.2* Obstructions to Sprinkler Discharge

{ Pattern Developmant.

i 5-5.5.2.1 Continuous or noncontiguous
obstructions less Than or equalto 18 in.

{457 mm) below the sprinker deflector

! ‘That prevent the pattern from fully developing
shall comply With 5-5.6.2.

KK 070 | NFPA 101 LIFE SAFETY CODE STANDARD
88=0
Portable space heating devices are prohibited in
alt health care occupancies, except in

K070

« 070| [Space heaters were reimoved from
herapy area by Therapy Program
anager and Social Service office by

Licensed Social Worker on 05/30/12,
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K 070 ; Continued From page 16 K070 I
' non-sleeping staff and empioyee areas where the ?
 heating elements of such devices do not exceed |
| 212 degreas F. (100 degrees C)  19.7.8 The Maintenance Supervisor completed
facility inspection on 05/30/12 to ensure
no other space heaters were in use and no :
other space heaters were in the facility. !
 This STANDARD is not met as evidenced by: !
. Based on observation and interview it was The Maintenance Supervisor, Therapy |
; determined the facility falled to ensure, portable Program Director and Licensed Social |
- space heaters used in the facility were in Worker were re-educated on regulations
- accordance with NFPA standards. The deficiency concemmg the prohibition of space i
j had the potential to affect two (2) of five (5) heaters in the facility by the Administr. ator?
smoke compartments, residents, staff and
visitors. The facliity Is licensed for seventy one on 06/01/12. !
(71) beds with a census of fifty eight (58) on the C v
day of the survey. Maintenance Supervisor will inspect i
: . facitity monthly for three months for :
i The findings include: space heater usage and report findings to
| Observation, on 05/30/12 between 1:15 PM and gse?: 2’;:;; ;’;’fﬁ;ﬁ?"t Committee for; |
| 3:00 PM, with the Maintenance Supervisor .
! revealed a porlable space heater located In the recommendations.
Therapy area and the Social Services Office. L
Interview, on 05/30/12 between 1:15 PM and 3:00 Completion date ] 07/13/12
PM, with the Maintenance Supervisor revealed he ‘
was not aware the heaters coultt not exceed :
242°F in non-steeping, staff, and employse i
areas. i
Referance: NFPA 101 (2000 edition} ;
. 19.7.8 Porlable Space-Heating Devlces Forlable i
space-heating i
! devices shall be prohibited ln all heaith care :
© 0CCUpancies. ]
Exception: Portable space-healing dewc_es shali E
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K 135 | NFPA 101 LIFE SAFETY CODE STANDARD
58=D|
! Flammable and combustible liquids are used
" from and stored in approved containers in
: accordance with NFPA 30, Flammable and
i Combustible Liquids Code, and NFPA 45,
Standard on Fire Protection for Laboratorias
Using Chemicals. Storaga cabinets for
flammable and combustible liquids are
constructed in accordance with NFPA 30,
| Flammaeble and Combustible Liquids Code, NFPA
189, 4.3,10.7.2.1,

?
|
|
|

j This STANDARD is not met as evidenced by:

i Basad on observation and staff interviews
conducted on 05/30/12, it was deterrnined the
facliity falled to properly store flammable and
combustible fiquids In accordance with NFPA

| standards. The deficiency had the potential to

; affect one (1} of five {5) smoke compartmanis,

7 CENTERS FOR MEDICARE & MEDICAID SERVICES
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B.WNG :
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X4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! s
PREFIX (EAGH DEFIIENCY MUST BE PREGEDEO BY FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE | couPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE
DEFICIENCY) . ,
i
K 070 Continued From page 17 K o070 f
: be permitted fo be used !
“ In non-sleeping staff and employee areas where i
, the heating slements of
i such devicas do not exceed 212°F {100°C}.
;
Referance; NFPA 13 {1999 edition}
4-2.5.2 Valve rooms shall be lighted and heated.
The source
of heat shall be of a permanently installed type.
Heat tape shall
not be used In lieu of heated valva enclosures to
protact the .
. dry pipe valve and supply pipe egainst freezing. '
K 185K 135 |
: I
i

Flammable spray scents cans were
removed from Maintenance office and
placed in outside storage building on
05/30/12 by the Maintenance Supervisor.

|
l
The Maintenance Supervisor completed . |
facility inspection on 05/30/12 to ensure l
no other flammable materials were stored !
in the facility. No concerns noted. ,

|
Maintenance Supervisor was re-educated /
by Administrator on 06/01/12 concerning ;
proper storage of flammable materials andl
combustible liquids.

3
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K 136 . ) ;

K 135 Continued From page 18
; rasidents, staff and visltors. The facility is
licensed for sevanty one {7 1) bads with a census
: of fifty elght (58} on the day of the survey.

aintenance Supervisor will inspect J
facility monthly for three months for !
The findings inciude: flammable materials and report ﬁndit.'ngs

to Performance mprovement Committee
for three months for further |
recommendations.

-

Observation, on 05/30/12 at 10:568 AM, with the
pMaintenance Supervisor revealed five cans of
Spray Scents. These items were stored on a
shelf in the Maintenance/Janifor Office. The [abet
on the above items stated a level 4 which was :
severoly flammable. All flammable materiais Completion date
shall be stored in a flammable procf cablnet if

stored In the facliity.

07/13/12

e = e

interview, on 05/30/12 at 10;56 AM, with the
Maintanance Suparvisor revealed he was
unaware the spray can were flammable and
confirmed the {abel stated the severs flammable

rating.

NFPA 99

10-7.2.1* Flammable and Combustible liquids
shail be used from and stored In approved
containers In accordance with, NFPA 30- 4.3.3

Storage cabinets that meet at least one of the
followling seis of requirements shall be acceptable
for storage of liquids:

{a) Storage cabinets that are designed and
constructed to iimit the internal femperature at the
center ¢f the cabinet and 1 In. {25 mm) from the

top of the cabinet to not more than 325°F :
(162.8°C), when subjected {o a 10-minute fire test
that simulates the fire exposure of the standard
time-temperature curve specified In NFPA 251,
Standard Methods of Tests of Fire Endurance of |
Building Construction and Materlals, shall be
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K 147 i Continued From page 20 K 147 |Maintenance Supervisor will inspect ;
"

! 6) An electrical pane! was blocked by the
! copying machine In the business office area.

interview, on 05/30/12 betwsen 10:30 AM and
3:15 PM, with the Maintenance Supervisor
ravealed he was not aware the extension cords
wera In use. He was also not aware of the
storage in front of the elecirical paneis, or the
open junction boxes in the atfic.

I
| Reference: NFPA 99 (1899 adition)

3321.2D

Minimum Number of Receptacles. The number

: of receptacles shall be determined by the

l intended use of the patient care ares, There shall
i

be sufficlent receptacles focaled so as to avold
: the need for extension cords or multiple cutlet

l adapters.

!
 Reference: NFPA 99 (1999 edition)

i 110-26. Spaces

10.26 Spaces About Electrical Equipment.
Sufficiant access and working space shalf be
provided and malntained about alf eleckric
equipment to permit reedy end safe operation

: and malntenance of such equipment. Enclosures
| housing electrical apparatus that are controdled by
 fock and key shall be considered accessible to

! qualified persons.

| (A) Working Space. Werking space for

facility monthly for three months that
electrical wiring and equipment is in
accordance with NFPA 70 and report
findings to Performance Improvement

recommendations,

Completion date

Committee for three months for further

]

i

07/13/12
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K 147 j Continued From page 21

: equipment operating at 600 voits, naminal, or less
! to ground and tikely to require exarmination,

" adjustment, servicing, or maintenance while

' energized shall comply with the dimensions of

i 110.26(A)(1), (2), end {3} or as required or

, permitted elsawhere in this Code.

(1) Depth of Working Space. The depth of the
working space in the direction of live parts shall
not be fass 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 parts or from the enclosure
or opening if the live parts are enclosed.

Table 110.26{A){1) Working Spaces

Nominal Voltage fo Ground ~ MInimum Glear

: Distance
i Gondltion 1 Condition 2 Gongdition 3
;0180 900 mm {3f) S0Omm (3 #) 800"
v mm {3 ft} )
161-600 900 mm (3 ft) 1m{3¥%ft)
12m (41t
Note: Where the conditions are as foliows:

Condition 1 - Exposed live parts on one side and
no live or grounded parts on the other side of the
: working space, or exposad live parts on both
f sides effsciively guardad by suitable wood or
. other insulating materials. Insufated wire or
j insulated busbars operating at not over 300 volts
i to groeund shall not be cansidered live parts.
| Condition 2 - Exposed live parts on one side and
i grounded parts on the other slde. Concréte, brick,
: or file walls shall be considared as grounded.
Condition 3 - Exposed llve parts on both sides of
the work space {not guarded as provided in

Condition 1) with the operator befween. -

{a) Dead-Front Assemblies. Working space shall

K147

X4y ID
: ,iRE}F,x {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX !
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K 147 " Continued From page 22 K147

i not ba required in the back or sides of

: assemblies, such as dead-frant switchboards or
motor contral centers, where ail connections and
all renewakle or adjustable parts, such as fuses
or switches, are accassible from locations other-
than the back or sides. Where rear access s
required to work on nonelectricat parts on the
back of enclosed equipment, a minimum ;
i horlzontal working space of 762 mm (30 in.) shall i
' be provided, ' |
{b) Low Violtage. By special permisston, smalter
- working spaces shalt be permitted whers ali
uninsulated parts operate at nat greater than klo]

! volts rms, 42 volts peak, or 60 volts dc. ‘ ' b
(c) Exisiing Bulldings. In existing bulldings where
elactrical equipment is being replaced, Condition '

2 working clearance shall be permitted between !
dead-front switchboards, panelboards, or motor
conirof centers located across the alsle from each
other where conditions of maintenance and
supervision ensure that written procedures hava

; been adopted fo prohibit equipment on both sides
of the alsle from being open at the same fime and
qualified persons who are authorized will service
the installation. i

{2) Width of Working Space. The width of the
working space In front of the eleclric equipment
shail be the width of the equipment or 760 mm
(30 in.), whichever is greater. In all cases, the
work space shafl permit at feast a 90 degree
opening of equipment doors or hinged panels.

{3) Height of Working Space. The werk space
shall be clear and extend from the grade, fioor, or
: platform to the height required by 110.26(E).

: Within the height requirements of this sectfon,

* other equipment that s assoclated with the

: slactical Installation and ls located above or
below the electrical equipment shall be permitted
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K 147 | Continued From page 23 K147
; to extend not more than 150 mm (6 in.) beyond

i the front of the electrical equipment.

: | {B) Clear Spaces. Working space reqiired by this
sacﬂon shall not be used for storage. When
normally enclosed live parts are exposed for
Inspection or servicing, the working space, ifin a
passageway of general open space, shali be
suitably guarded.

- {C) Enfrance to Working Space.

" | {1} Minimum Required. At least one sntrance of

1 sufficient area shall be provided to give access to

.| working space about efectrical equipment.

| {2) Large Equipment. For equipment rated 1200

i amperes or moré and over 1.8 m (6 ft) wids that

1 contalns overcurrent devices, switching devices, : : : . ’ C

'+ or control devices, there shall be one entrance to N ' ’ ;

: the required working space not less than 610 mm f

v {24 in.) wide and 2.0 m (6% ft) high at each end

. of the working space. Where the entrance has a

| personnel door(s), the door({s) shall open inthe
d:rection of egress and be equipped with panic
bars pressure plates, or other devices that are

‘| normatly fatched but open under simple prassure.
A single entrancs to the required working space
shali be permitied where either of the conditions

1 in 110.26{C}{2){a} or {b} Is met.

 {a} Unobstructed Exit. Where the location permits

i @ contintious and unobstructed way of exit travel,
a single enirance fo tha working space shalt he

; permitted.

! {b) Extra Working Space Where the depth of the

working space is twige that required by 110.26(A}

(1), a singte éntrance shall be pemitted. It shall

ba located so that the distance from the

. equipment {o the nearest edge of the antrance Is

not less than'the minimum clear distance

| spacified in'Table $10.26(A)(1) for equipment

operating at that voltage and In that condition. '
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(D) Hiumination. Humination shall be provided for i
alt working spaces about service equipment,
switchboards, panslkoards, or motor control
cenlers instalied indoors. Addilional lighting
outlets shall not be required where the work
space is lluminated by an adjacent light source or
. as permitted by 210.70{A)1), Exception No. 1, for
switched receptacles, In electrical equipment
rooms, the Hlumination shall not be controfled by
automatic means only.
Reference; NFPA 70 (1999 editfon)

' 370.28(c) Covers.

All pull boxes, junclion boxes, and condult bodies
shall be provided with covers compatible with the
- box or canduit body construction and suitable for
' the conditions of use. Where metal covers are
- Used, they shall comply with the grounding ;
requirements of Section 250-110. An exlension
. from the cover of an exposed box shalt comply
with Section 370-22, Exception.
K211, NFPA 101 LIFE SAFETY CODE STANDARD K211
88=F ’
Where Alcohol Based Hand Rub {ABHR) K21H
. dispensers are Installed In a corridor:

-0 The corddor s at least 6 fest wide Alcohol Based Hand Rub Dispensers
o The maximum individual {luid dispanser will be relocated by 07/13/12 a
. capacily shall be 1.2 liters (2 liters In sultes of ' . Y 'way
tooms) - | from an ignition source, not adjacent
i .or over an ignition source by NCS, Inc,

: 0 The dispensers have a minimum spacing of 4 fl
from each other

o Not more than 10 gallons are used in a single
smoke compartment outslde a storage cabinet,
o Dispensers are not Instalied over or adjacent to

~@n ignitfon source. :

- 0 If the floor is carpeted, the buiiding Is fully i
sprinklered.  10.3.2.7, CFR403.744, 418,100, ! i

Sk { |
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460,72, 482,41, 483.70, 483.623, 485.523 ‘
: The Maintenance Supervisor completed

:a facility inspection on 06/08/12 for
Alcohol Based Hand Rub Dispensers
located over or adjacent an ignition
‘source, No concerns noted.

' Maintenance Supervisor was
re-educated by Administrator on

; This STANDARD s not met as evidenced by:
06/01/12 to ensure compliance with

. ‘Based on observation and interview it was

- determined the facility falled fo ensure that NEPA 101 Life Safety Code Standard. |
Alcohol Based Hand Rub dispsnsers wers not '
installed over or adjacent to an ignition source In . . -

. accordance with NFPA standards. The deficiency Maintenance Supervisor will inspect

facility for three months for Alcohol

had the potantial to affact four (4) of five {5)
smoke compantimenis, residents, staff and
‘ visitors. The facility is licensed for seventy one
{71} beds with a census of fifty eight (58) on the
| day of the survey.

Based Hand Rub dispensers located
! i adjacent or over an ignition source -
and report findings to Performance
| - Improvement Committee for

three months for further
recommendations.

: Tha findings include:
Observation, on 06/30/12 between 10:30 AM and Completion Date 07713712
3:16 PM, with the Maintenance Supervisor !
revealed Alcohol Based Hand Rub Dlspensers i
were [nstalled over or adjacent to the light
switches throughout the facifity. Some examples
of this daficient practice were in rooms# 400, 408,

- 416, 408, 415, 411, 302, and 102. Further
observation showed the therapy area, the staff

. lounge, and the malntenance/janitor office also

_had inproperly mounted dispensers. l

i
interview, on 05/30/12 betwesn 10:30 AM and
3:15 PM, with the Malntenance Supervisor

!
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K 211 | Continued From page 26
revealed he was not aware the dispensers were
not allowed to be mounted above or adjacent to

an ignition source.

Reference: NFFA 101 (2000 Edition}

Whare Aleohol Based Hand Rub (ABHR)
dispensers are instalied In a corridor;

o The corridor is at least 6 feet wide

o The maximum individual fluid dispenser
capacity shall be 1.2 liters {2 Hters in suftes of
rooms) ¢

o The dispensers have a minimum spacing of 4 ft
from each other

o Not more than 10 gallons are used in a single
smoke compartment outside a storage cabinet.

' 0 Dispensers are notinstalted over or adjacent to
: an ignition source.

. 0 {f the floor is carpeted, the bullding is fully

i sprinklered,  19.3.2.7, CFR 403.744, 418.100,
| 460.72, 482.41, 483,70, 483.623, 485623
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