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F 000 | INITIAL COMMENTS FOoo; . I .
This plan of correction is submitted as the

facility's credible allegation of complianca,
A recertification survey was conducted on
10/30/12 through 11/02/12 to determine the
facllity's compfiance with Federal requirements,
The facllily failed to meet the minimum
requirements for recertification with the highest
scope and severlty of an "E."

F 164 | 483.10(e), 483.75())(4) PERSONAL F 164} F 184 483.10(e), 483.75(1}(4) PERSONAL
55=p ] PRIVACY/CONFIDENTIALITY OF RECORDS §8=D %lgggg‘ggONFiDENTIAUTY OF

The resident has the right to personal privacy and
confidentiality of his or her personal and clinical
records,

1. The corrective action accomplished for
those residents found to have been
affected by the deficient practice:

a. The resident was provided privacy

Personal privacy includes accommodations, for physician to continue

medical trealment, written and telephone assessment during survey
communicahons', personal care, visits, and Physician was also provided
meetings of family and resident groups, but this education regarding personal
?goe; lfwgrt ;Z?:;ir:; ;?dee:]a;cmty to provide a private Pﬁvagy by the Admir_ﬁstrator. .
' 2. identification of other residents having
Except as provided in paragraph (e}(3) of this ;Z%%OLZ?L?;? :fa;?:ge{j by the
section, the resident may approve or refuse the a. it was determined that all
| release of personal and ciinlcal records to any residents residing in the facility on
Individual ouiside the facility. the days of survey could have
been affected by the same

The resident's right to refuse release of personal deficient practice.
and clinical records does nol apply when the 3. The measures and systemic changes
resident is fransferred to another health care to ensure that the deficient practice will
institutfon; or record release is required by faw. not recur:

_ a. Education was provided to
The facility must keep confidential all information Physicians on staff and licensed
conlained in the resident's records, regardless of nurses regarding personal
the form or storage methods, except when privacy/confidentiality of records
release Is required by transfer to another policy.
healthcare institution; law; third parly payment b. Medical staff have been given

information on availability of

contrack; or the resident.
Physician Treatment Room for

LABORATORY DIRECTOR'S OR FROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6} DATE

C L J DAL Odvunustnatey 124-12

Any daliciency slatemant anding with an asferisk (*} denotes a deficlency which the Instilution may bs excused from correcling providing It is determined that
other safeguards provide sufficlent prolection to the pallents. (See fnstructions.) Excepl for nussing homes, tho findings stated above ara disclosable 90 days
following the date of survey whethar or not a plan of correction is provided. For nursing homes, tha above findings and plans of correction are disclosable 14
days following the date these decuments are made available lo the facllity. If deficiencies are cited, an approved pian of coirection Is requisite to conlnuéd

prearam participation,
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(X5)
COMPLETION

This REQUIREMENT s not met as evidenced
by:

Based on observalion, Interview, and review of
the faclity’s pollcy/procedure, it was determined
the facility falled to provide privacy for one
unsampled resident {Resident A). Cbservation
during the lunch meal, on 10/30/12, revealed a
physician entered the dining room and listened to
Resident A's chest and bowei sounds and
checked the pedal pulses on both legs, in view of
six other residents and slaff.

Findings include:

Areview of the facility's "Privacy and
Confidentiality’ policy/procedure, last revised
01/09/12, revealed the facliity should provide
privacy and dignily while providing care. The staff
should follow the residents rights by utifizing
closing of doors, privacy curlains, and asking
visitors to step out to allow care or treatment to
be given,

Observation of the noon meal in the dining room,
on 10/30/12, revealed seven residenls were
sitting at two half-round tables while two staff
assisted them with their lunch meal. A physician
entered the dining room and walked over to
unsampled Resldent A, listened to the resident's
chest and bowel sounds with a stethoscope and
palpated the resident's padal puises. This was
completed in full view of six other residents and
two staff members.

Interview with the physician, on 10/30/12 al 12:16
PM, revealed she did not fes! that listening o the
resident's chest and bowel sounds, wilh the

performance to ensure that solutions

are sustained by: :

a. Licensed nurses will notify House
Supervisar andfor Unit
Coordinator when physician is in
the building.

b. The House Supsrvisor or Unit

physician for resident privacy.

c. Any variance will be documented
on log sheet.

d. Copy of log sheet will be given to
Director of Nursing.

e. Director of Nursing will contact
physician to request policy be
adhered to and offer further
education.

f.  Variances will be reported in
Quality Assurance Meeting on
quarterly basis.

g. Action plans will be developed if
indicated.

5. The facility declares compliance with

F 164 deficiency effective December

14, 2012,

Coordinator will offer assistance to

X4y 1D |
F(’RE)H}( (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
privacy.
F 164 | Continued From page 1 F 164 4. The facility plans to monitor its

Complstior
Date
121412013
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55=D; PERSONS/PER CARE PLAN

The services provided or arranged by the facilily
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,
and review of the facility's policyfprocedure
review, it was determined the facllity failed to
provide services in accordance with the writien
plan of care for one resident (#5), in the selected
sample of 24 residents. The facility failed to
provide Resident #5 wilh the assessed needs of a
finger food diet, assistance with feeding, and
foam boots on hisfher feet while in bed, in
accordance with the care plan.

Findings Include:

A review of the facllity's "Resident Care Plan"
policy/procedure, last revised 09/2012, revealed it

PLAN

revised.

same deficient practice:

practice.

not recur:

F 282 483.20(k)(3)(il) SERVICES BY :
$S=D QUALIFIED PERSONS/PER CARE

1. The correclive action accomplished for
those residents found to have been
aftected by the deficient practice:

a. Resident #5's care plan was
reviewed and communicated with
nursing staff. All interventions
were implemented for resident #5.

b. Facility policy and procedure was

2. Identification of other residents having :
the potential to be affected by the

a. It was determined that all residents
residing in the fecility on the days
of survey could have been
affected by the same deficient

3. The measures and systemic changes
1o ensure that the deficient practice will

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA - {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B, WING
185005 11/02/2012
NAME QF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1401 SOUTH 16TH STREET
SP'RING CREEK HEALTH CARE MURRAY, KY 42071
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
DEFICIENCY)
F 164 | Continued From page 2 F 164
resident being fully clothed, violated his/her i
privacy. She stated if there was a concern with
thal, then she hoped someone would inform her
so she would not do 1t again.
Interview with the Director of Nursing (DON), on
11/02/12 at 11:00 AM, revealed the physician
should always have the slaff asslst a resident to
his/her room to ensure privacy for the resident
white conducling an examinalion.
F 282 | 483.20(k)(3)(fi) SERVICES BY QUALIFIED F 282
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a. Resident care plan policy and
F 282 | Continued From page 3 F 282 procedure have been reviewed,
did riot add taff lmol ting th ; _ r_ewsed, and in-serviced. This
fot address staft impiémenting the care pian. inciudes staff implementation and
Interview with the Director of Nursing (DON), on given the appropriate treatment
11/02/42 at 11.00 AM, revealed she expected the and services to maintain or
staff to follow the care plan for each resident. Improve resident's abilities.
b. Facility therapy staff coordi
Arecord review revealed the facility admitted witl gitfe copypgf in-servicg;nc?;%;r
Resident #5 on 09!25!}2 with diagnoses to to Director of Nursing or Assistant
Include feft hemispheric Cerebral Vascular Director of Nursing.
Accldent and Alzheimer's Dementia. ¢. Faecility Therapy Staff Coordinator
_ will give copy to Dietary Manager if
Areview of the Initlal Minimum Data Set {MDS) it involves food requests and
assessment, dated 10/02/12, revealed the facllity specific needs.
assessed Resident #5's cognitive skilis as t 4, The facility plans to monitor its
severely impaired, required extensive assistance i performance to ensure that solufions
of one slaff with eating, and was at risk for skin are sustained by:
breakdown. . a. The Unit Coordinator will perform
weekly audits to ensure adherence
Areview of the Comprehensive Care Plan, dated lopolicy. )
10/01/12, revealed a care plan for Resident b.  Results of audits will be given to
Feeding with interventiong for Nursing and Director of Nursing weekly.
Certified Nurse Aides (CNAs) to remove plate, c. Unit Coordinator will report resuits . 'L
drinks, and food from the tray to prevent the of finding and corrective actions at Cogpltem’
resident from becoming distracted, and quarterly Quality Assurance 1211412012
encourage the resident to feed himseif/herself. d gt;gtmgls. i be developed i .
Additionally, when using utensils, encourage the T dilg:t g da"s w eveloped if
resident to feed himselffherseif by using iy ,
hand-over-hand technique for the first few bites, 5. lgngadcg;%g:g 'a;?f:cﬁrgpgggecfn::p
and the resident was to be on a finger food dlet 14. 2012 ¥
{everything on histher tray should be something ' '
he/she can pick up with histher hands and feed
himselitherself). Further review of the
Comprehensive Care Plan for a Stage I right and ;
ieft heel blister, dated 10/15/12 and 10/16/12, and !
a CNA Care Plan, dated 10/2012, revealed
interventions for ihe staff to place a foam boot on
the right and left foot while in the bed. '
Additionally, a review of the CNA Care Book
reveaied the feeding inslructions were with the
I
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F 282 Continued From page 4 F 282
CNA care plan.

Observation, on 10/30/12 at 5:00 PM, during the
evening meal revealed staff served Resident #5's
meal tray which contained a beef patty with gravy,
macaroni with cheese, steamed vegetablas, and
vanilta pudding. The only finger food the resident
was able to pick up and eat was an oatmeal
cream ple. After the staff set up the resident's
tray, Registered Nurse {RN}#1 sat down and
began feeding the resident with a fork. The staff
made no attempt to remove the resident's plate,
drinks, and food from the tray, and made no
attempt to encourage the resident to feed
himselffherself, or use the hand-over-hand
tachnique for the first few bites.

interview with RN #1, on 11/02/12 at 11:26 AM,
revealad he was not aware Resident #5's care
plan had specific instructions on how to feed the
resident (hand-over-hand technique, remove
items from the lray) at the fime he fed the
resident on 10/30/12; however, he was aware of it
now.

Obsarvatign, on 10/31/12 al 12:15 PM, during the
noon meal revealed staff served Rasident #5's
meal tray which contained ground meat, cooked
carrofs, cream corn, and strawberry ice cream.
The only finger food was the cooked carrots.
After setting up the tray, the slaff sat down to feed
.the resident. The piate, drinks and food were not
removed from the food tray and the staff did not
encourage the resident to feed himself/herself or
use the hand-over-hand technique with the first
few biles.

i Observations, on 10/31/12 at 10:15 AM, 2:10 PM,
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F 282

Fan
§38=D

‘for Resident #5 related to finger foods, feeding

Continved From page 5

3:00 PM, and 3:55 PM, revealed Resident #5 was
asleep in the bed with no foam hoots on hisfher
feet, The foam bools were on the bed side table.

Interview with Licensed Practical Nurse (LPN) #4
and CNA#4, on 11/02/12 at 10:20 AM and 10:30
AM, respectively, revealed they were not aware
Resident #5 was suppose to he encouraged to
feed himself/herself. Drinks and food were
suppose o be removed from the tray and the -
hand-over-hand technique shouid be used with
the resident's utensils for the first few bites. She
stated staff were suppose fo look at the CNA care
plan in the GNA book each day. LPN #4 and CNA
#4 stated Resldent #5 should have foam boots on
feet while in the bed.

An interview with the Dietary Manager, on
11/02/12 at 9,50 AM, revealed Resident #5
should be receiving finger foods on hisfher tray.
She stated finger foods consisted of sandwiches,
cookles, carrots, and green beans. She stated
that the food should be items he/she could eat
with histher fingers, without messing up his/her
fingers. She stated she had problems in the past
with the kitchen staff not providing finger foods.

Interview with the DON, on 11/02/12 at 11:00 AM,
revealed staff should have followed the care plan

techniques, and foam boots on histher feel while
in the bed.

483,26(a){2)} TREATMENT/SERVICES TO
IMPROVE/MAINTAIN ADLS

A resident is given the appropriate freaiment and
services to malntaln or improve his or her abllilies
specified in paragraph {a)(1) of this section,

F 282

F 211

F 311 483.25(a)(2) TREATMENT/
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SS=D SERVICES TO IMPROVE/
F 311 Continued From page 6 Fan MAINTAIN ADLS
The corrective action accomplished for
those residents found to have been
't';his REQUIREMENT Is not met as evidenced affected by the deficient practice:
y. , . a. Resident #5's cars plan was
Based on observation, interview, and record reviewed and communicated with
review, It was determined the facilily falled to nursing staff. All interventions
of 24 residenis, received the appropriate b. Facility policy and procedure was
treaiment and services to maintain or improve revised.
his/her abilities. The facility failed o ensure staff Identification of ather residents having
implemented the care plan related to Resident the potential to be affected by the
f#5's assessed needs for finger foods and same deficient practice:
feeding assistance. a. Itwas determined that all residents
residing in the facifity on the days
Findings include: of survey could have been
affected by the same deficient
Interview with the Director of Nursing (DON), on practice.
11/02712 at 11:00 AM, revealed no evidence of a The measures and systemic changes
policy and procedure related to provision of care to ensure that the deficient practice will
lo improve ealing skills, bul she expected the not recur: .
staff {o follow the care plan for each resident. a. Resident care plan policy and
procedure have been reviewed,
A record review revealed the facility admitted revised, and in-serviced. This
Resldent #5 on 09/25/12 with diagnoses to includes staff implementation and
inciude left hemispheric Cerebral Vascular given the appropriate treatment
Accident and Alzhelmer's Demenlia. and services to malntain or
improve resident's abilities.
Areview of the initial Minimum Data Set (MDS) b. F‘.jlc”'_‘V therapy staff coordinalor
assessment, dated 10/02/12, revealed the facilily o Doactor D Mo Cas e
. . o : o Director of Nursing or Assistant
assesseq Resident #5's cognitive sklllslas Director of Nursing.
severely impaired, and reguired extensive c. Facility Therapy Staff Coordinator |
assistance of one staff with ea!ing. will give copy to Dietary Manager if
A review of the Comprehensive Care Plan, dated 2,;2‘;3{:":62,‘,’2 Fequests and
10/01/12, revsaled a care plan for Resident The facility plans to monitor Its
Feeding wilh intewenlfons for NUI’Sing and parfon-nanca to ensure that solutions
Cerlified Nurse Aides {CNAs) to remove plale, are sustained by:
drinks, and food from the tray to prevent the a. The Unit Coordinator will perform |
!
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Continued From page 7

resident from becoming distracted, and
encourage the resident to feed himselffherseii.
Additionally, when using utensils, encourage the
resident to feed himselffherself by using
hand-over-hand technique for the first few bites,
and the resident was to be on a finger food diet
{everything on his/her tray shoukd be something
he/she can pick up with his/her hands and feed
himselffherself).

Observation, on 10/30/12 at 5:00 PM, during the
evening meal revealed stalf served Resident #5's
meal tray which contained a beef patly with gravy,
imacaroni with cheese, steamed vegetables, and
vanifla pudding. The only finger food the resident
was able to pick up and eat was an calmeal
cream ple. After the staff set up the resident's
tray, Reglstered Nurse (RN) #1 sat down and
began feeding the resident with a fork. The slaff
made no attempt o remove the resident's plate,
drinks, and food from the fray, and made no
altempt to encourage the resident to feed
himseiftherself, or use the hand-over-hand
technique for the first few bites.

Interview with RN #1, on 11/02/12 at 11:25 AM,
revealed he was not aware Resident #5's care
plan had specific instructions on how to feed the
resident {hand-over-hand technique, remove
items from the tray) at the time he fed the
resident on 10/30/12; however, he was aware of it
now.

Observation, on 10/31/12 at 12:15 PM, during the
noon meat revealed staff served Resident #5's
meal tray which contained ground meat, cooked
carrols, cream corn, and strawberry ice cream.
The only finger food was the cooked carrots.

weekly audits ta ensure adherence
E 3 to policy.

b. Resuits of audits will be given to
Director of Nursing weekly.

c. Unit Coordinator will report results
of finding and cormrective actions at
quarterly Quality Assurance
meetings.

d. Action plans will be developed if
indicated.

5. The facility declares compliance with

F311 deficiency effective December

14,2012,

Compietiod]
Date
1211472013
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After sefting up the tray, the staff sat down to feed
the resident. The plate, drinks and food were not
removed from the food lray and the staff did not
encourage the resident to feed himseiffherself or
use the hand-over-hand tgchnique with the first
few hites.

interview with Licensed Practical Nurse {LPN) #4
and CNA #4, on 11/02/12 at 10:20 AM and 10:30
AM, respeclively, revealed they were not aware
Resident #5 was suppose o be encouraged to
feed himselftherseif. Drinks and food were
suppose fo be removed from the tray and the
hand-over-hand technique should be used with
the resident's utensits for the first few bites. She
stated staff were suppose to look at the CNA care
plan In the CNA book each day.

An interview with the Dielary Manager, on
11/02/12 at 9:50 AM, revealed Resident #5
should be receiving finger foads on histher {ray.
She stated finger foods consisted of sandwiches,
cookiss, carrots, and green beans, She stated
that the food should be items he/she could eat
with histher fingers, without messing up his/her
fingers. She stated she had problems in the past
with the kitchen staff not providing finger foods,

An interview with the Speech Therapist, on
11/02/12 at 9:35 AM, revealed Resident #5 had a
tendency tc grab and try to eat everything on the
meal tray to include straws, napkins, etc, She
thought it wouid be best for the resident to have
inger foods so the resident couid pick them up
and put in his/her mouth so the resident could be
as self sufficient with feeding as possible. She
revealed she wanted everything removed form
the tray because the resident was easlly
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distracted. She wanted the staff to use the
hand-over-hand technique with the utensils for
the first few bites to assist the resident to eat.
She slated the resident was having problems
recognizing the purpose of the utensil. She
stated she expected the nursing staff to follow the
care plan with each meal, and reveated she
trained the staff on feeding techniques. A review
of a teeding Instruclions sheet, no date, revealed
staff read and signed the sheet indicating they
were trained; however, the only staff who signed
the sheet ware those who worked the first
weekend. Further interview with the Speech
Therapist revealed that was the only training
sheet she could provide.

Interview with the DON, on 11/02/12 al 11:00 AM,
revealed staff should have followed the care plan
for Resldent #5 related to finger foods, and
feeding lechniques,

F 314 | 483.26(c) TREATMENT/SVCS TO

§5=0] PREVENT/HEAL PRESSURE SORES:

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enlers the facillty without pressure sores
does not develop pressure sores unless the
individual's clinicaf condilion demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary freatment and
services to promole healing, prevenl infection and
prevent new sores from developing.

This REQUIREMENT s not met as evidenced
by:
Based on ohservalion, Interview, record review,

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

F 311

F314

SORES

F 314 483.25(c) TREATMENT/SVGCS TO
S§S=D PREVENT/HEAL PRESSURE

1. The corrective action accomplished for
those residents found o have been
affected by the deficient practice:

a. Resident #5 received a head-to-
toe skin assessment.

b. The foam boots were applied to
both feet when in the bed.

2. ldentification of other residents having
the potential to be affected by the
same deficient practice:
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a. Itwas determined that all residents
F 314| Continued From page 10 F 314 "F;Bidf"g in ‘hf; dff;f"itv o the days
determined the facility failed to ensure one 0! Survey collld have been
resident (#5) with pressure sores, in the selected :‘:Leci:ﬁg by the same deficlent
o easiesand ysomic cragos
p g anc to ensure that the deficient practice wil
prpvent new sores from d_eve!oping. The lacility not recur:
failed to ensure staff applied foam boots to bolh a. Resident care plan policy and
of Resident #5's fGEI Whlle n bed. procedure have been reviewed'
. revised, and in-serviced. This
Finding include: includes staff implementation of
. . the care plan and giving the
Areview of the "Skin Integrity and Pressure Ulcer appropriate treatment and services
Risk Assessment and Management,” to maintain or improve resident’s
policy/procedure, iast revised 06/2012, revealed it abilities.
did not address interventions that were Resident Skin Integrity and Pressure
implemaented on the care plan; however, an Ulcer Risk Assessment management
interview with the Director of Nursing (DON), on policy and procedure has been
11/02/12 at 11:00 AM, revealed she expected the reviewed, revised, and inserviced, This
staff to follow the care plan for each resident. includes the facility providing
necessary treatment and services fo
A tecord review revealed the faclilly admiited promote healing and praventing new
Resident #5 on 09/25/12 wilh diagnoses to sores from developing
Accident and Aizheimer's Dementia. perfarmance to ensure that solutions
are sustained by:
Areview of the initial Minimum Data Set (MDS) a. The Unit Coordinator will perform
assessment, dated 10/02/12, revealed the facllity weekly audits to ensure adherence
assessed Resident #5's cognitive skiils as b Eei?:llltcsyéf audits wil be given to Complat
: ; . ompistiop
severely impaired and at sisk for skin breakdown. Director of Nursing weekly. Date
h g ,
A review of an Altered Skin Integrity Management c. Unit Coordinator will report results | - 12/147201p
of finding and corrective actions at
Protocol, dated 10/15/12, revealed a Stage I} :
> ¢ quarterly Quality Assurance
biister was idenlified on the resident's left heel. meetings.
. . ans wi .
Areview of the Comprehensive Care Plan for a d ﬁ,?igtgé_ ns will be developed if
Stage 1l left heel blister, dated 10/15M2, and a The facility declares compliance with
review of the Certified Nurse Aide (CNA) Care F314 deficiency effective December
Plan, dated 10/2012, revealed an Intervention for 14, 2012,
staff to place a foam boot on the feft foat while in
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F 314 | Continued From page 11 F 314
the bed.
Areview of an Altered Skin integrily Management
Protocol, dated 10/16/12, revealed a Stage li
blister was Identified on the resident's right heel,
A review of the Comprehensive Care Plan for a
Stage |l right heel biister, dated 10/16/12, and a
review of the CNA Care Plan, dated 1072012,
revealed an intervention for staff to place a foam
boot on the right foot while in the bed.
Observation, on 10/31/12 at at 10:15 AM, 2:10
PM, 3:00 PM, and 3:55 PM, revealed Resident #5
was aslesp In the bed with no foam boots on
either foot, The feam boots were laying on the
bed side lable.
Interview with Licensed Praclical Nurse {LPN) #4
and CNA #4, on 11/02112 at 10:20 AM and 10:30
AM, respectively, revealed Resident #5 should
hava feam boots on both feet while in the bed.
Intervlew with the DON, on 11/02/12 at 11:00 AM,
revealed the staff should have foliowéd the care F 334 483.25(n) INFLUENZA AND
plan for Resident #5 related to foam boots on :
both feet while in the bed. 88=D mﬁgm&‘%gggcm
F 334 } 483.25(n) INFLUENZAAND PNEUMOCQCCAL F 334
$8=D | IMMUNIZATIONS 1. The corractive action accomplishad for
The facilit t devel bi d d those residents found to have been
a facility must develop policies and procedures affected by the deficient practice:
that ensure that -- ) a. Resident #5 was given the
(i) Before offering the !nﬂuenz'a immunization, pneumococcal vaccine. Physician
each residenl, or the resident's lega! i and family were both notified.
representative recelves education regarding the ! b. The facllity policy and procedure
benefits and poiential side effecis of the was updated and in-service was
immunization; provided.
(i) Each resident Is offered an Influenza 2. Identification of other residents having
L
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. the potential to be affected by the
F 334 | Continued From page 12 F334|  same deficient practice: 4
Immunization October 1 through March 31 a lrte\;?’?nde;:letr;r:eir;:g“tit&a;zligzscliae:ts
annually, unless the immunization is medically of suwgy could have been y
coniraindicated or the resident has already been ;
: . ; " affected by the same deficient
@munized during this ime period; practice.
(i) The res[dent or the resmentg fegal The measures and systemic changes
representalive has the opportunity o refuse to ensure that the deficient practice will
immunization; and not recur:
(iv) The resident's medical record includes a. The facility policy and procedure
documentation that indicates, at a minimum, the for influenza/pneumococcal
following: o vaccine was updated.
(A) That the resident or resident's legal b. The facility has in-serviced staff on
reprasentative was provided education regarding policy and procadure.
the benefits and polentfal side effects of influenza c. The facility now has
immunization; and pneumococcal vaccines readily
{B} That the resldent either received the avaitable at each nurse’s station.
influenza immunization or did not receive the The facility plans to monitor its
influenza immunization due to madical performance to ensure that solutions
conlraindicalions or refusal. are sustained by:
a. The Unit Coordinator will perform
The facility must develop policies and procedures weekly audits to ensure adherence
that ensure that - topolicy.
(i) Before oﬁerfng the pneumococcal b. Results of aUdlt? will be given to
immunization, each resident, or the residenl's Director of Nursing weekly.
legal representative receives education regarding ¢. Unit Coordinator will report results
the benefits and potential side effects of the of finding and corrective actions at
immunization; &uee;r:i?]r;ys Quality Assurance
(i) Each resident is offered a pneumococeal : ,
immunization, uniess the immunization is d. ﬁ‘ﬁ:é’:t gclians will be developed
g;ﬂg?ige%%nﬁ?mﬂ:%g;? or the resident has e. The facility dec{ares compl}ance
(iii) The resident or the resident's legal gg&?ﬁ:ﬂ?%ﬁ? effective
representative has the opporlunily to refuse ! ' Compietio
tromunization; and Date
{iv) The resident's medical record includes 12147201¢
documentation that Indicated, at a minimum, the
following: '
{A) That the resident or residenl’s legal
representative was provided education regarding
FORM CMS.2567(02.99) Previous Versions Obselete Event |0: Z8NY11 Facility ICr, 100758 if continuation sheat Paae 13 of 17




DEPARTME‘NT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/20/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. (938-031
STATEMENT OF OEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILOING
B. WING
185005 11/02/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CGOE
1401 SOUTH 16TH STREET
SPR c LTHC
ING CREEK HEALTH CARE MURRAY, KY 42074
Xd) iD SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX [EACR DEFICIENCY }MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 334! Continued From page 13 F 334

the benefits and potential side effects of
pheumococcal immunization; and

(B) That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical
conlraindication or refusal,
{v) As an altemnative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be given after 5
years foliowing the first pneumococcal
immunizalion, unless medically contraindicated or
the resident or the resident's legal representalive
refuses the second immunization.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review, and review of
the facility’s policyfprocedurs, It was determined
the facillly failed to ensure one resident {#12), in
the selected sample of 24 residenls, received a
pnaumacoccal immunizaltion. Resident #12 was
admitted to the facility on 09/05/12 and the
responsible party signed the request for the
administration of a pneumococcal vaccine;
however, the staff falled to administer the
vaccine.

Findings include:

A raview of the facllity's "Influenza/Pneumococcal
Vaccine” policy/procedure, revised 10/12,
revealed each resldent Is Informed of the benefits
and risks of immunizations and has the
opporiunity to receive unless medically
contraindicated or refused or already immunized.
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Continued From page 14

Arecord review revealed the facility admitied
Resident #12 on 09/05/12 wilh diagnoses to
include Left Hip Fracture, Dementia, and
Hypertension,

Record review revealed Resident #12 signed
Immuntzation forms indicating he/she wished to
receive the Pneumonia Vaccine.” However, there
was no documented evidence Resident #12
racelved the pneumonia vaccine. There was no
evidence In the immunization record regarding
the date that the last pneumonia vaccine was
administered.

An interview with Licensed Praclical Nurse (LPN)
#1, on 11/02112 at 8;55 AM, revealed she
completed the admission process with the
resident. She reported the pneumococcal
vaccine was not administered to the resident after
the consent form was signed by the family. She
reported it was an accldental omission on her
part,

An interview with the Unit Coordinator for Half 1,
on 11/02/12 at 11:55 AM, revealed the Admission
Coordinator asked the resident if he/she has had
or wanled to receive the pneumococcal vaccine
during the admission process. Once the consent
was obtained, then the nursa recelved an order,
documented it on the Medication Administration
Record (MAR), and administered the vaccine to
the rosident. The omission of the pneumococcal
vaccine was an oversighl by the nurse and should
have been administered,

483.35(}) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

F 334

F371] 1. The comective action accomplished for
those residents found to have been
affected by the deficient practice:

F 371 483.35(1) FOOD PROCURE, STORE
55=F PREPARE/SERVE-SANITARY
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a. No specific resident was found
F 371 | Continued From page 15 F 371 during survey to be affected by the
The facility must deficient practice.
1 eP y T o 2. ldentification of other resident having
(1) rgcur e food from sources approved or the potential to be affected by the
consi _erec! satisfactory by Federal, State or local same deficient practice:
authoritles; and a. Itwas determined that all residents
(2) Store, prepare, d}?"lbu‘e and serve fOOd residjng in facltity on the days of
under sanitary conditions survey could have been affected
by the same deficient practice.
3. The measures and systemic changes
to ensure that the deficient practice will
not recur:
_ . a. Plate holder drying racks have
This REQUIREMENT s not met as evidenced been purchased and are currently
by: being used 1o ensure excess water
Based on observation, interview, and review of is removed.
the facility's policy/procedure, it was determined b. The can opener was deaned
the facility failed to prepare and serve food under during survey andisona
sanitary conditlons. The facility falled to ensure daily/after every use cleaning
the can opener was clean and plate holders were schedule. ,
dry before storage. 4. The facility plans to monitor its
performance to ensure that solutions
A review of the facilily's Census and Cendition, are sustained by:
dated 11/03/12, revealed the census was 158 a. The Dietary Manager will perform
with one tube feeder in the facility. weekly audits for cleanliness of
can opener and dishes to be free
. of excess water.
Findings include: b. Results of audits will be available
. " . {o Administrator.
f\rewew of the facility's policy/procedure, ¢. The Dietary Manager will report
Sterage of equipment and suppties-Drying clean ; .
A resuits of finding and corrective
dishes,” last revised 10/30/12, revealad wet ; ;
h actions at quarterly Quality
dishes breed bacterta which can be passed on to Assurance meetings.
the resldent. A disposable paper towel should be d. Action plans will be developed if
used to dry off excess water before dishes are indicated.
put away, or when possible, dishes should be air 5. The facility declares compliance with
dried. The can opener should be cleaned after F371 deficiency effective December
each use. 14, 2012.
. Completidn
Observation during the initfal tour of the kitchen, ! Pate
on 10/30/12 at 10:15 AM, revealed: 1201412082
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F 371 Continued From page 16 F 371

1) The can opener with a bulld-up of a black
stbstance behind the blade,

2) Approximately 100 plate holders were
stacked with water betwean the plate hoiders.

Inlarview with the Diatary Manager, on 11/02/12
at 9:50 AM, revealed the can opsner should be
cieaned after every use and the plate holders

shouid bs dried bsfore stacking and being storad.
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K 000 | Continued From page 1 K 000
two-hundred tweniy-six {228} beds wilh a census
of cne-hundred fifty-nine (159) on the day of the
survey.
The findings that follow demonstrate
noncompliance with Title 42, Code of Faderal
Regulations, 483.70(a) ot seq. (Life Safely from
Fire).
Deficiencles were cited with the highest
deficiency identified at "F" level. .
F ETY CODE STANDARD i
ngff’: NFPA 101 LIFE SAFETY CODE STANDAR K025/ 025 NFPA 101 LIFE SAFETY CODE
. 58=F STANDARD
Smoke barrlers are conslrucled to provide al
least a one half hour fire resistance rating in 1. The comective action accomplished for |
accordance with 8,3, Smoke barriers may those resid
- ! ents found to have been
terminate at an atrium wall. Windows are affected by the deficient practice:
protecied by fire-rated glazing or by wired glass a. No residents were a?f e
. . ected by this
panels and steel frames. A minimum of two deficient practice.
separate compariments are provided on each 2. Identification of other residents having
floor, Dampers are not required in duct i the potential to be affected by the
penetrations of smoke barriers in fully ducled same defident practice:
heating, venlilating, and air conditioning systems, a. It was determined that ali
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 residents residing in the facility
could have been affected by the
same deficient practice,
B. The measures and systemic changes
1o ensure that the deficlent practice will
This STANDARD Is not met as evidenced by: - - not recur:
Based on observations and interview, It was a. The faciiity will be divided into four
delermined the facliily failed to maintain smoke {4) smoke zones.
barriers thal would resist the passage of smoke b. The smoke barriers to remain will
between smoke compartments in accordance be upgraded to cument code.
with NFPA standards. The deficiency had the ¢. Intumesent sealants will be ulilized
potential to affect eight (8) of nine (9) smoke by having the penetrations and the
compariments, one-hundred thirly-five (135) top of wall conditions at the roof
residents, staff and visitors. The facility is deck smoke stopped.
cerlified for two-hundred twenty-six (226} beds
FORM CMS-2567(02-99) Previous Versloas Obadlele EventiD: Z6NY21 Faclily 1D: 100756 If conlinuailon sheet Page 2 of 29
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with a census of ane-hundred fifty-nine {159) on
the day of the survey. The faciiily falled {0 ensure
fiva {5) smoke barriers were sealed around wires,
through pipes exiending through the smoke
barriers, and lo the roof decking. This'deficiency
was ciled on the survey last year on 07/29/11,

The findings include:

Observations, on 10/30/12 between 10:30 AM
and 10:50 AM with the Administrator, -
Maintenance Supervisor, Environmental Services
Supervisor, and Malnlenance, revealed the
smoke partitions, extending above the ceiling
located throughaout the facility except the one
located next to 312, were penetratad by wires and
pipes. Further observatlon revealed the smoke
barrier next to room # 200 did nol extend to the
roof decking.

Interview, on 10/30/12 between 10:30 AM and
10:50 AM with the Maintenance Supervisor,
Environmental Services Supervisor, and
Maintenance, revealed they were unaware of the
penetrations in the smoke barriers but he did
reveal the faciiily.-had ran new cable recently due
to the fire alarm panel,

Interview, on 10/30/12 at 10:50 AM with the
Administrator, revealed she was unaware of the
penetrations in the smoke barriers, The facility
followed the plan of correclion conducting a wall
inspection four limes a month. The facilily had an
outside company conduct the work of sealing lhe
barriers in the atlic. She was very confused as lo
how there were penelrations in the smoke
barriers because there was such an emphasis on
this_parlicular {ife safety code.

SPRING CREEK HEALTH CARE - MURRAY, KY 4207§ -
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES w1} PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMFLETION

TAG REGULATORY OR L.SC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCEQ TO THE APPROPRIATE
DEFICIENCY)
d. The remaining existing barrier
. K025 Continued From page 2 K025 walls will be declassified as they

wilt no longer be in operation.

e. The cross comidor doors will be
removed.

f. The remaining deors through
these barmiers after changes are
complete will be inspected. This
includes removal of astragals,
operation of dlosers and proper
installation of protective plates.

g. Avendor for smoke stop products
has visited the site and
recommended the appropnate
materials to meet K 025 life safety
code standard.

h. Drawing is attached to further
show facility intent '

The facility plans to monitor its

performance to ensure that solutions

are sustained by:

a. New policy and procedure has
been created for facility
establishing a process that now
requires the issuance of a permit
authorization work in a protective
barrier.

b. Policy and procedure has been
developed and in-serviced.

c. Maintenance Coordinator will
require inspection prior to
completion of work.

d. Maintenance Coordinator will
monitor the performance by
conducting monthly inspections.

e. W any variances are found,
immediate action will be taken to
rectify.

f.  Maintenance Coordinator will
report resuits at quarterty Quality

FORM CMS-2687(02-89) Prévious Yersions Qbsolete : - et I 26NY21
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DEFICIENGY)
Assurance meeting.
K 025| Continued From page 3 ¥ 025] - 9. Action plans will be developed if
indicated. Completior]
i ency. 5. The facility declares compliance with
This ls 8 repeat defictency. K 025 deficiency effectivel2I17/2012 | 4y o
Reference; NFPA 101 {2000 Edition).
8.2.6.1 Pipes, conduits, bus ducts, cables, wites,
air ducls, pneumatic iubes and ducts, and similar
buliding service equipment that pass through
floors and smoke barriers shall be protected as
follows: :
{a) The space between the penetrating item and
‘I the smoke barrier shall
1. Be filled with a materiai capable of maintaining
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpose.
(b) Where the penelrating item uses a sleeve to
penetrate the smoke barrier, ihe steeve shall ba
solidly sel in the smoke basrier, and the space
between the item and the sleeve shall
1. Be filled with a raterial capable of maintaining
the smoke resistance of the smoke barrier, ot
2. Be protected by an approved davice designed
for the specific purpose.
(c} Where designs take transmission of vibration
Into consideration, any vibration isolation shali
1. Be made on either side of the smoke barrler, or
2. Be made by an approved device designed for
the specific purpose.
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K 029
§S=F
One hour {ire rated construction {with % hour ggfg g]fgsggéélFE SAFETY CODE
fire-rated doors) or an approved automatic fire
extinguishing system In accordance with 8.4.1 ; . . !
and!c?r 19.3.5.4yprolects hazardous areas. When 1 me corrective adtion accomplished for
A A ; se residents found to have been
the approved automatic fire exlingulshing system affected by the deficient practice:
option is used, the areas are separated from
other spaces by smoke resisting partitions and

FORM CIS-2567{02-39) Provious Versions Obsolele Event ID: 28NY21 Facility 1D; 100758 it conlinuation sheet Page 4 of 29
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4:00 PM with the Adminisfrator, Maintenance
Supervisor, Environmental Services Supervisor,
and Maintenance, revealed:

1) The activities office did not have a door
closer instalied due to storage.

2} The anvironmenial services ofifice did not
have a door closer Instalted due to slorage.
3) Room # 216 did not have & door closer
instalted due 1o storage.

4) Room # 218 did not have a door closer
inslalled due lo storage.

SPRING CREEK HEALTH CARE MURRAY, KY 42071
{X4}1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAX OF CORREGTION x5
PREFRX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
a. Noresidents were fo_und to be
K 022! Continved From page 4 K 029 gﬁgcted by this deficieni practice
; uring survey.

doors. Dpors are self-closing and non-rated or 2. Identification of other residents having

field-applied proteclive plates that do not exceed the ;
: ) potential to be affected by the
48 inchas froim the bottom of the door are ; P
same deficient practice:
permilted.  19.3.2.1 a. ltwas detenmined that all residents
tesiding in the facility could have
been afiected by the same
deficient practice.
3. The measures and systemic changes
. . . to ensure that the deficient practice wili
This STANDARD is not mel as evidenced by: not recur:

Based on phservation and interview, it was a. Door closing devices have been
determined the facility failed to meet the ordered for all doors cited to resist
requirements of Proteclion of Hazards in the passage of smoke except for
accordance with NFPA Standards. The #1 activities office.
deficiency had the potentlal to affect eight (8) of b. Stored combusiible malenals have
nine {9) smoke compariments, one-hundred been removed from activity office
thirty-five (13b) residents, staff and visitors. The area,
facllity is certified for two-hundred twenty-six c. Closures will be installed as soon
{226) beds with a census of one-hundred as rse_cewec'l.

Aifty-nine (159) on the day of the survey. The d. Facility policy and procedure has
facility failed to ensure (ifteen {15} rooms with been created to address any room
hazardous storage had the proper door closer for larger than 50 square feet with
separalion. combustible material will have
door that resists the passage of

The findinas include: smoke and a closure device.

© no tu e. Policy and procedure has been in-

. serviced ta appropnate staff.

Observalion, on 10/30/12 between 2:30 PM and 4.* The facility plars to monitor its

performance to ensure that solutions

are sustained by:

a. Maintenance staff will perforn
monthly buitding inspections
regarding combustible materials.

b. If any variances are found,
immediate action will be taken to
rectify.

¢. Maintenance Coordinator wili
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K028

Continued From page 5

5) Room # 220 did not have a door closer
inslalled due to siorage.

6) Shower room station 3 did not have a door
closer instafled due to storage.

7) The medical records office did not have a
door closer installed due to storage.

8) The solarium did not have a door closer
Installed due o storage.

9} Station 3 storage did not have a door closer
instatted dus fo storage.

10} The hilling office did not have a door closer
installed due to storage. .

11} The dry storage room In the Kitchen did not
have a door closer installed due to storage.

12) The station 4 rehab closet did not have a
door closer installed due to storage.

13) The station 4 medicine room did not have a
door closer installed due to storage,

14} The station 4 linen room did not have a door
closer Installed due to storage.

16} The social worker office did not have a door
closer installed due to storage.

Any room larger than 50 square feel with
substantial combustible material must have a
door that resists the passage of smoke and a
closing device.

Interview, on 10/30/12 between 2:30 PM and 4:00

P with the Administrator, Maintenance
Supervisor, Environmental Services Supervisar,
and Malntenance, revealed they were not aware
the areas fisted above were considered
hazardous slorage thus requiring a door, a
self-closer, and separation.

Reference:

report monitors and variance
resulls at quarlerly Quality
Assurance meeting.
d. Action plans will be develaped if 1
indicated. Completiol
5. The facility declares compliance with 124141201
K 029 deficiency effective 12/1412012

K029
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. Xayn
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSC IDENTIFYING INFORMATION)

L]
PREFLX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAR OF CORREGTION )
{EACH CORRECTIVE AGTION SHOULD BE COMPLERON

CEFICIENCY)

K029

K 045
55=D

Continued From page 6
NFPA 101 (2000 Edition).

19.3.2 Prolection from Hazards.”

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
4-hour fire resistance rating or shali be provided
with an automatic extinguishing system in
acgordance with 8.4.1. The automatic
exiinguishing shall be permitted to 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 seif-closing or
automalic-closing. Hazardous areas ‘'shail
include, but shall not be restricted to, the
following:
{1} Boller and {uel-fired heater rooms
{2) Canlralbulk laundries larger than 100 ft2
(9.3 m2)

(3) Paint shops
{4) Repair shops
{5) Soiled linen rooms
{6) Trash colleclion rooms
{7) Rooms or spaces farger than 60 {12 {4.6 m2},
including repair shops, used for storage of
combustible supplies

and equipment in guantities deemed hazardous
by the authority having jurisdlction

(8) Laboratories employing flammable or
combuslible materials in quaniities less than
those that would be considered a severe hazard.
Exception: Doors In rated enclosures shall ba
permilted to have nonrated, faclory or
field-applied

protective plales extending not more than
48 in. (122 cm) above the boltom of the door,
NFPA 101 LIFE SAFETY CODE STANDARD

K029

K045

I
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(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION (X8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSSREFERENCEQ TO THE APPROPRIATE OATE
DEFICIENGY)
K 045! Continued From page 7 K 045 -
Hlumination of means of egress, including exit K 0f5 NFPA 101 LIFE SAFETY CODE
discharge, is arranged so that failure of any single 85=D STANDARD
lighting fixture (bulb) will not leave the area in . . .
darkness. {This does not refer to emergency 1. The comective action accomplished for
lighting in accordance with section 7.8.) 19.2.8 those residents found to have been
e il affecled by lthe deficient practice:
a. No residents were found to be
affected by this deficient practice
during survey.
This STANDARD is not met as evidenced by. * :g:zﬂﬁt&]tﬁfgéh:é;zt?:get:‘;il?: e
Based on observation and interview, it was same deficient practice:
determined the facility failed to ensure exits were a. It was determined that all residents
equipped with lighting In accordance with' NFPA residing in the facility could have
standards. The deficlency had the potential to been affected by the same
affect two (2) of nine {9) smoke compariments, deficient pracice.
eighty-five {85) residents, staff and visitors, The 3. The measures and systemic changes
facility s certified for two-hundred twenty-six to ensure that the deficient practice will
(228) beds with a census of one-hundred nat recur; '
fifty-nine {159) on the day of the survey. The a. Lighting fixtures have been
facility failed to ensure the emergency ights had replaced with fdures containing 2
two (2) bulbs at two (2} exits. buibs for ililumination of \he path of
egress,
The findings include: 4. Th:_ef facility p?;—ms o mon|‘|1!or itsl
performance {0 ensure that solutions
Observation, on 10/31/12 at 1:15 PM with the are sustained by: _
Administrator, Maintenance Supervisor, a. The Maintenance staff will perform
Environmental Services Supervisor, and monlhly building Inspections to
Malntenance, revealed the exterior oxils at lhe ensure ali appropriate lighting
Ambulance Entrance and the Kitchen Dock area - fitures are operable.
only had a single light for itlumination of the b. Maintenance staff will correct any
ouzKe of e e, o, Namanoes e of et
Interview, on 10/31/12 at 1:16 PM with the reporied at quarterly Quality
Administrator. Maint P " Assurance meetings.
minislrator, Maintenance SUPEIVISor, d. Action plans will be developed if
Environmental Services Supervisor, and indicated .
Malntenance, revealed lhey were unaware lhe o8 e : : Completion
; 5. The facility declares compliance with Date

lighting fixtures serving the exterior exits must
include more than one buib for illurnination of the
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X4} D SUMMARY STATEMENT OF DEFICIENCIES | 1o PROVIDER'S PLAN OF CORRECTION 5
PREFE {EAGH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
™ REGULATORY OR LSG IDENTIFYING INFORMATICN) TAG caoss-nereneggggég g{i)e APPROPRIATE DATE
K 045 | Gontinued From page 8 Ko45] K045 deficiency effective 11202012~ | 117202012
egress path, Further interview revealed the
buiilding had passed the bullding codes when it
was built and did not understand why this was not
found at that point.
Refarence: NFPA 101 (2000 edition)
7.8.1.4* Required ilumination shalt be arranged
so that the
failure of any single fighting unif does nat result in
an illumination
fevel of less than 0.2 fi-candte {2 lux) in any
designaled
area, ,
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K 051
§8=F
A fire alarm system wilh approved components,
devices or equipment is installed according to Ko
NFPA 72, National Fire Alarm Code, to provide pr 8-51 NFPA 101 LIFE SAFETY CODE
effective warning of fire in any part of the building. =F STANDARD
| Activallon of the complele fire alarm system is by 1 Th . )
manual fire alarm Inifiation, automatic detection or T h € coredtive action accompiished for
extinguishing system operation. Pull stations in af?:g rgmdems found to have been
patient sieeping areas may be omitted provided a Neo by.:ihe deficient practice:
that manual pull stations are within 200 feet of . affezgszi Ems e fo_und 10 be
nurse’s stations. Pull statlons are located In the durin es Y this deficient practice
path of egress. Elecironic or wrilten records of 2, Jdeniiﬁca(i%nur:e{;; . .
tests are available. A rellable second source of the potential tg :e errf e having
power Is provided. Fire alarm systems are same deficient ra;i ected by the
maintained in accerdance with NFPA72 and 8. itwas deteﬂnine?ie th i
records of maintenance ave kept readily available. residing in the facili " aﬂlremdents
There is remole annundiation of the fire alarm been affocted b lr:gsm” d have
sysiem to an approvad central station.  19.3.4, deficient practicz ame
9.6 3. | The measures and systemic changes
:100 f?escl:j::f thal the deficient practice will
a. The fire alarm cantrot pane!
annuncialer wilt be relocated from
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K 051 { Continued From page 9 K 051 the entrance at Station 4

Adminisirator, Malntenance Supervisor,

This STANDARD is nof met as evidenced by:
Based ¢n observation and interview it was.
datermined the facllity falled to ensure the
building fire alarm system was insialied as
required by NFPA standards. The deficiency had
the potential to affect nine (8) of nine (9) smoke
compariments, all residents, staff and visitors.
The facllity is cerlified for two-hundred twenty-six
{226) beds with a census of one-hundred
fifty-nine (159) on the day of the survey. The
facliity falled to ensure the fire alarm annunciator
was in an area that is monitored 24 hours a day
and 7 days a weeK.

The findings include:

Observation, on 10/31/12 at 9:30 AM wilh the
Administrator, Malnlenance Supervisor,
Environmental Services Supervisor, and
Maintenance, revealed the Fire Alarm Control
Panel (FACP) Anhuncialor was located at the
entrance Yo the 4 Norlhwes! corridor. The panet
is monitored by an office that is over 20 feet away
and around a corner. The panel is not visible
from the monitoring localion.

Inforview, on 10/31742 at 9:30 AM with the

Environmental Servicas Supervisor, and

Maintenance, revealed they were unaware the
annunciator must be installed in an area that is
monitored 24 hours a day seven days a week.

Northwest coridor to a visible
location st Station 4 nurse’s
station,

b.  Staff will be in-serviced regarding
relocation of annunciator.

. The facility plans to monitor its
performance to ensure that solutions
are sustained by;

a, The maintenance staff will perform
monthly building inspections to
visually check the annunciator
pansl.

b. Maintenance staff will cormect any
varances at time of inspections. i

€. Monitors and variances will be
reporled at quarlery Quality
Assurance meefings.

d.  Action plans will be developed if

indi'(?ated_ . Completion
The facility declares compliance with » ;;éeo .

K 651 deficiency effective 11/20/2012
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K051

Continued From page 10
Reference: NFPA 72 {1999 Edilion).

1-5.4.4 Disltinctive Signals.

Fire alarms, supervisory signals, and trouble
signals shall be distinctively and descriptively
annunciated. '

1-5.4.6 Trouble Signals.

Trouble signals and ihelr restoration to normal
shall be indicated within 200 seconds at the
localions identified In 1-5.4.6.1 or 1-5.4,6.2,
Trouble signals required to indicale at the
protacled premises shali be indicated by
distinctive audible signals. These audible {rouble
signals shall be distinclive from alarm slgnals. If.
an Intermittent signal is used, it shall sound at
least once every 10 secands, with a minimum
duralion of 1/2 second. An audble trouble signal
shall be permiited lo be common lo several
supervised clrcuits. The trouble signal(s) shall be
located in an area where it is likely lo be heard,
5-26.1.4

Upon racelpt of trouble signals or other signals
perlaining sofely to matters of equipment
maintenance of the fire alarm systams, the
central station shall perform the following actions:
(1) *Communicate immediately with persons
designated by the subscriber

A-5-2.6.1.4(1)

The term immediately in this conlext is inlended
to mean "wilhout unreasonable delay.” Routine
handiing should take a maximum of 4 minules

: from receipt of a {rouble slgnal by the central

station until initiation of the Investigalion by
telephone.

5-53.2.1.6.2

< K051
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K 051 Continved From page 1 _ K 061
The fotlowing requirements shall apply to all
comblinations In 5-5.3.2.1.6.1:

(1) Both channels shall be supervisedina
manner approved for the means of transmission
employed.

(3) The fallure of either channel shall send a
 trouble signal on the other channei within 4
minutes,

(8) Failure of talephone lines (numbers) or
cellular service shall be annunciated locally.

3-8,1* Fire Alarm Control Units,
Fire alarm systems shall be permiited to be either
integrated systems combining ali detection,

system or a combination of component
subsystemns, Fire alarm system components
shall be parmitted to share control equipment or
shall be able {o operate as standalone
subsystems, but, in any case, they shall be
arranged lo function as a singte system, All
component subsystems shall be capable of
simultaneous, full load operation without
degradation of the required, overall system
performance.

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
88=E
If there is an automatic sprinkter system, itis
installed in accordance with NFPA 13, Standard
for the Inslaliation of Sprinkler Systems, to K 058 :

provide complete coverage for ait portions of the ssqr=5 gTF:ﬁSg;élFE SAFETY CODE
building. The system s properly mainiained in
accordance with NFPA 25, Standard for the 1. | The comect; i .
Inspection, Testing, and Maintenance of those re;cét;\:‘e‘:sag:;r:ja;gcﬁxglﬁhed for
\Water-Based Fire Protection Systems. itis fully affected by the deficient practice,
supervised, There is a reliable, adequate water ia. No specific resident was foulndt !
supply for the aystem. Required sprinkier | be afected by the deficient °
!
|

systems are equipped with water flow and tamper

FORM CM5-2587{02-98) Previous Yersions Obsolele Event 10 ZBNY2{ Faclity §D: 1007568 if continuatlon sheot Page 12 of 29
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' bullding fire alarm system.

switches, which are electrically connecled to lhe
19.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facllity faited to ensure the
building had a complete sprinkler system, in
accordance with NFPA Slandards. The deficiency
had the potential to affect six {6} of nine (9)
smoke compartments, one-hundred forty-eight
(148) residents, staff and visitors. The facilily Is
certified for two-hundred twenty-six (226) beds
with a census of one-hundred fifty-nine (159} on
the day of the survey. The facility failed to ensure
resident closels in the old part of the building had
proper sprinkler coverage and sprinklers not
blocked by fixtures in the new part of the building.

The findings include:

Observatlon, on 10/30/12 belween 2:30 PM and
4:00 PM with the Administrator, Maintenance
Suparvisor, Environmental Services Suparvisor,
and Maintenance, revealad the resident closets at
station 1, station 2 south, station 2 east hall north
slde, 3 south, 3 main hall, and north hall statlon 3
did not have proper sprinkler coverage. The

closets had shelves and were closed In at the top |

of the closet.

Interview, on 40/30/12 between 2:30 PM and 4:00
PM with the Administrator, Maintenance
Supervisor, Environmental Services Supervisor,
and Maintenance, revealed they were unaware
the closets were not properly sprinkler protected

the potential to be affected by the

same deficlent practice:

a. Itwas detemmined that all residents
residing in the facility could have
been affected by the same
deficient practice.

3. The measures and systemic changes
to ensure that the deficient practice will
not recur:

a. Rooms cited in K 058 deficiency
will have top shelf removed from
closets.

b. Sprinkler heads identified as -
obstructed by light fixtures
installed within (1) foot will be
replaced with new heads and will
extend below light fixturaes in
question.

¢. The two sprinkier heads too close
to walls will be relocated.

4. The facility plans to monitor its

performance to ensure that solutions

are sustained by: :

a. Maintenance staff will perform
monthly building inspections for
clearances around sprinkiers.

b. Any variances will be corrected at
time of inspection.

c. Monitors and variances will be
reported at quarterly Quality
Assurance meetings.

d. Action plans will be developed if
indicated.

5. The facility declares comptiance with

K 056 deficiency intended compietion

011262013,

Please refar to attached letter from

SPRING CREEK HEALTH CARE
- MURRAY, KY 42071
x40 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAM OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVEE ACTION SHOULO BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING JNFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE - DATE
DEFICIENGY)
. ) practice.
K056 | Continued From page 12 K 056| 2. Identification of other resident having

Complstion
Date
b 4725f2013
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Confinuad From page 13
since they had been this way for a long fime,

Observations, on 10/30/12 belween 2:30 PM and
4:00 PM with the Administrator, Mainlenance
Supervisor, Environmentat Services Supervisor,
and Mainienance, revealed a sprinkler head
located two {2) inches from the wall iocated in the
station 1 shower room and the rehab area al
stalion 4.

Interviaw, on 10/30/12 betwsen 2:30 PM and 4:00
PM wilh the Administrator, Maintenance
Suparvisor, Environmentaf Services Supervisor,
and Mainlenance, revealed they were not aware
the sprinkler heads were located fo close fo a
wall,

Observations, on 10/31/12 between 9:00 AM and
3:30 PM with the Administrator, Maintenance
Supervisar, Environmental Services Supervisor,
and Maintanance, revealed the sprinkler heads
localed in resident room# 431, resident bathroom
of 431, 434 resident bathroom, rehab area, rehab
office, rehab bathroom, station 4 suppiy, station 4
linen closet, station 4 shower room 1, station 4
shower room 2, occupational therapy closet, ES
closet, 2 heads outside sialion 4 in corridor, quiet
iounge, and quiet loungs closet were hlacked by

light fixtures, within 1 foot of the sprinkier head, . |

extanding below the sprinkler heads.

Interview, on 10/31/12 between 9:00 AM and 3:30
PM with the Administrator, Maintenance
Supervisor, Environmenlal Services Supervisor,
and Malntenance, revealed they were unaware
that sprinkler heads could have no obstructions
below the defiector within 12 inches of the head.
They also were unaware of how the sprinkiers {

o

K 058

!
!
|
|
i
.‘
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K 056 | Continued From paga 14 K 056
passed the initial inspections before the building
was occupied.

Reference: NFPA 13 {1999 Edition)

5-13 8.1 Actual NFPA Standard; NFPA 101, Table
19.1.6.2 and 19.3.5.1. Existing healthcare
facilities with construction Typa V {111) require
complete sprinkler coverage for all pars of a
facility,

Actual NFPA Standard: NFPA 101, 19.3.5.1.
Where required by 19.1,6, heallh care facllitles
shall be protected throughout by an approved,
supervised automatic sprinkler systerm in
accordance with Sectlion 9.7,

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

Actual NFPA Standard;: NFPA 13, 5-1.1. The
requirements for spacing, localion, and positlon
of sprinklers shall be based on the following
principles:

(1) Sprinklers installed throughout the premises
(2) Sprinkiers located so as not to exceed
maximum proteclion area per sprinkler

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

Reference: NFPA 13 (1999 edilion)

§-6,3.3 Minimurn Distance from Walls. Sprinklers
shall be localed a minimum of 4 in, {102 mm)
from a wall.

Reference: NFPA 13 (1999 ed))

1
if continuation shest Page 16 of 20
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K 058
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S§=F

Continued From page 15

5-5.5.2.2 Sprinklers shall be positioned in
accordance with

the minimum distances and special exceptions of
Sectlons 5-6 .

through 5-11 sa that they are located sufficiently
away from

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

and fixtures,

Table 5-6,5.1.2 Positloning of Sprinklers to Avoid
Obstructions to Discharge (SSU/SSP)

Maximum Allowable Disiance
Distance from Sprinklers to of Deflector
above Boltomn of
Slde of Obstruction {A) Obstruchion {in.)
(B '
Less than 1 {t 0
1 fitoless than 1 fi6in. 21/2
jftéin. tolessthan2 fi 3172
2ittoless than 2 ft6in. _ 5112
2t6in toless than 3 ft 712
3itloless than 31t 6in. g4/2
Jit6in. toiess than 4 ft 12
4 ft to tess than 4 ft 6 in. 14
4#t6in. toless than 5 {t 161/2
5 ft and greater 18

For Si units, 1 in. =25.4 mm; 1 fl = 0.3048 m.
Note: For (A} and {B), refer to Figure 5-6.5.1.2(a).
NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.6

K 058

K 062;

i =F STANDARD

!

IS(§62 NFPA 101 LIFE SAFETY CODE |

1.} The comective action accomplished for
i those residents found to have been

FORK; CM5.2587102-69) Pravious Verslens Obsolele Event 10: Z80Y2)
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K 062 | Gontinued From page 16 Kosp|  offected by the deficient practice:
8.  No specific resident was found to
be aifected by the deficient
b dentication
. identi i :
This STANDARD is nol met as evidenced by: the mtﬁ?&?tszéh:#eﬁﬂg? ! Pha‘""g
Based an observation, interview, and sprinkier same deficient practice: ythe
testing record review it was determined the facllity a. Mwas defermined that all re id
failed to malintain the sprinkler system in residing in the facilty could ‘s;: Jgnts
accordance with NFPA standards. The deficlancy: been affected by the same ave
had the potential to affect nine {9) of nine (9) deficient practice.
smoke compartments, all residents, staff and $. The measures and systemic changes
visitors. The facility is certified for two-hundred to ensure that tha deficient precﬁog will
twenty-six (226} beds with a census of not recur;
one-hundred fifty-nine {159) on the day of the 2. Sprinkier riser gauges have been
survey. The facility failed to ensure the Inside of replaced. '
the sprinkler piping and the gauges on the b.  Sprinkler intemal pipe inspections
sprinkler risers werte inspected every five (5} are complele,
years. ¢.  Vendor service agreement has
l;een Ullii)dated to include fire
“The findings Include: revention measures fo pre
o further deficlencies. provent
Observation and record review, on 10/30/12 d. Vendor will provide required
between 10:50 AM and 1:00 PM wilh the documentation for all service and
Administrator, Maintenance Supervisor, 4l The ;gz;;gcuon work.
Environmental Services Supervisor, and ) perfonnl fty plans to monitor its .
Maintenance, revealed the faciity failad to are sus;?c:dtg ensure that solutions
provide documentation that the gauges on the a Maintn . i
sprinkler risers had been calibrated or replaced " m henanqe staff will perform
within the fast 5 years. onthly building inspections to
| ensure infemal pipe inspections
interview, on 10/30/12 between 10:50 AMand | 2o completed per e safety code |
1-00 PM with the Administrator, Mainlenance b. wo . , -
Supervisor, Enviranmental Services Supervisor, ?ggglrtl?eﬁ :tnc?u‘;?eaﬂnca??” be E
and Maintenance, revealed they were not aware Assurance meetingz ey
the gauges on the sprinkler riser had to be ¢.  Action plans will be cieve!o ed if
calibraled or replaced once every b years, indicated. P
&, | The facility declares i ; Copmpletion
Observation and record review, on 10/30/12 K062 def?ciency 12/?22(':));'&2”09 with 121:1? ;g*mz

FORM ChiS-2567(02-99) Previous Versions Obsolete
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K 062§ Continued From page 17 K 082
Adminisirator, Malnténance Supervisor,
Environmental Services Supervisor; and °
Mainienance, revealed the wet sprinkler system
had no internal inspection within the last 5 years.
Further observation of the records revealed fast
interior plpe was unknown.

Interview, on 10/30/12 betwaen 1050 AM and
1:00 PM with the Adminiskrator, Maintenance
Supervisor, Environmental Services Supervisor,
and Maintenance, revealed they were unaware
the internal sprinkler piping was to be inspecled
once every five {5} years, They revealed ihey
rejied on thelr vendors to keep the facility In
compliance,

Referenca: NFPA 25 (1998 Edition).

10-2.2* Obstruction Prevention,

Systems shall be examined internally for
obstructions whare conditions exist that could
cause obstructed piping. If the condition has not
been corrected or the condition Is one that could
resull in obstruction of piping despite any
previous fiushing proceduies thal have been
performed, the system shall be examined
internally for gbslructions every 6 years. This
investigation shall be accomplished by examining
the interior of a dry vaive or preaction valve and
by removing two cross main {lushing connections.

10-2.3* Flushing Procedure.

If an obstruction Investigation carried out in
accordance with 10-2,1 indicates the presence of
sufficient material to obstruct sprinklers, a
complele flushing program shall be conductled.
The work shall be done by qualified personnel.

FORM CMS-2567(02-69) Provious Versions Obaclete Event [0:28NY2) Facility (0); 100756 If centinuation shea! Page 18 of 20
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-§ Inspection Weekly/monihly 2-2.4.2

Contlnued From page 18

Reference: NFPA 26 {1998 Edition).

2-1 General, This chaptler provides the minimum
requirements

for the routine inspection, testing, and
maintenance of .

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

minimum required frequencies far inspection,
lesting, and

maintenance.

Exception: Valves and fire dapariment
connections shal be inspected,

tesled, and maintained in accordance with
Chapter 9.

Table 2-1 Summary of Sprinkler System
Inspection, Testing, and Maintenance
tem Aclivily Frequency Reference
Gauges {dry, preaclion deluge systems)

Control valves Inspection Weekly/monthly Table

81

Alarm devices inspeclion Quarterly 2-2.6

Gauges (wet pipe systems} Inspection Monthly
4.1

Hydraullc nameplate Inspection Quarlarly 2-2.7
Buildings inspection Annuaily {prior to freezing
weather)

226

Hanger/seismic bracing inspection Annually 2-2,3
Pipe and fitlings Inspection Annually 2-2.2
Sprinklers Inspection Annually 2-2.1.1

Spare sprinklers inspeclion Annually 2-2.1.3

Fire depariment cennections Inspection Table 9-1 f
Valves {all types) Inspection Table 9-1
Alarm devices Test Quartery 2-3.3

K062

{
{
i
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‘1 heating elements of such devices do not exceed

Continued From page 19

Main drain Test Annually Table 9-1

Antifreeze sojution Test Annually 2-3.4

Gauges Test 5 years 2-3.2

Sprinklets - extra-high temp. Test § years 2-3.1.1
Exception No. 3

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

thereafter

2-3.1.1 Exception No, 2

Sprinklers Test At 50 years and every 10 years
thereafter

2-3.1.4

Valves (all types) Maintenance Annually or as
needed Table 8-1

Obstruction investigation Maintenance 5 years or
as needed Chapter 10

NFPA 101 LIFE SAFETY CGDE STANDARD

Parlable space heating devices are prohibited in
all health care occupancles, except in
non-sleeping stafl and employee areas where the

212 degrees F. {100 degrees C}  19.7.8

This STANDARD is not met as evidenced by.
Based on observation and interview it was -
determined the facility falled to ensure, poriabla
space heaters used in the faciiity were in
accordance with NFPA standards. The deficiency
had the potentiat to affact two {2} of nine (9)
smoke compariments, elghty-five (85} residents,
staff and visilors. The facilily is cerlified for
two-hundred twenty-six {226) beds with a census
of one-hundred fifty-nine (159} on the day of the
survey. The facility falled to ensure nine {9}

K062

K 07 -
%070 NEPA 101 LiFE SAFETY CODE
§S=D STANDARD

1] The corre:clive aclion accomplishad for
those residents found to have been
affected by the deficient practice:
a. . No specific resident was found o
be affected by the deficien
2! i practice, ’
. entification of other resident hayi
cati av
the potentiaf to be affected by the s
same deficlent practice:
a. it was detenmined that all res;

S de idents
residing in the facility coutd have
been affected by the same
deficient practice. ’

3. i1:)he meastL;:'es and syslemic changes
ensure that the deficient i i
e pare practice will
a. All portable heaters were rem.
oV
the day of the survey. o

|
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}
K 070] Continued From page 20 Ko7ol D Portable heaters are no longer
. allowed to be purchased for
space healers in employee areas did not exceed facility.
242 degrees Fahrenheit. This deficlency was 4. The facili o
clted on the survey tast year on 07/29/11. perfonne:ntyc;:ﬂla<;1 :::t;uT: ?llwta?trsﬂoslu[ions
. are susiained by:
The findings include: & Maintenance staff wilt perform
monthly building i i
Observation, on 10/30/12 at 12:15 PM with the u’naulhrzrizue!rlc;j lﬂg;;;srgectrons for
Administrator, Maintenance Supervisor, - . b, Monitors and van‘ancés will be
Environmentat Servicas Supervisar, and reported at quarterly Quality
Maintenance, revealed nine {9) space healers Assurance meetings,
throughout offices that were provided by the ¢.  Action plans wili be developed if
facility. The heater in the Administrator * s office - ;ndiicated.
was tested with a thermometer and was stopped - e facility declares compliance wi .
afler it went to 230 degrees Fahrenheit. ':2?172 dfﬁciency iniendeg compl:;?c?n Corggr;uon
012. 8
Interview, on 10/30/12 at 12:15 PM with the 121202
Adminisirator, Maintenance Supervisor,
Environmental Services Supervisar, and
Maintenance, revealed they were under the
impression after the last survey that the diai on
ihe space heater couid not exceed 212 degrees.
The facitity kept alf paperwork on the heaters
bacause they believed they were in compliance.
| This is a repeat deficiency.
Reference: NFPA 101 (2000 edition)
19.7.8 Portable Space-Healing Devices. Portable
space-fieating
devices shall be prohibited in ali health care
accupancles. :
Excaption: Portable space-heating devices shall '
be permitled to be used J
in non-sieeping staff and employee areas where
ihe heating elements of
such devices do not exceed 212°F (106°C). K876 NFPA 101 LIFE SAFETY CODE i
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 0F5=D STANDARD !
S5=D |
i
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SUMMARY STATEMENT OF DEFICIENCIES i PROVIOER'S PLAN OF CORRECTION x5
,575‘2;'& {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE W'-'gk;gm
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG cnoss-nsreasgg;gég g%E APPROPRIATE
K 076} Continued From page 21 K076} 4 .
e . The comect ; .
Medical gas storage and administration areas are those res; dé‘:‘fsag:]on'ﬁgo}?mpilghed for
protected in accordance with NFPA 89, Standards affected by the deficient p:;gi c;en
for Health Care Facilities. a. No specific resident was found to
be affected by t i
(a) Oxygen storage locations of greater than practice. y the deficient
3,000 cu.ft. are enclosed by a one-hour % Identification of other resident having
Separatlon. the potential to be affected by the
(b) Locations for supply systems of greater th o et practics.
ocations for suppiy systems of greater than a. ltwas defermined that all resijd
3,000 cu.ft. are venled to the outside. NFPA 99 residing in the facility could r?iwiﬂls !
43.11.2, 19.3.24 been affected by the same i
deficient practice. i
3 ;rhe measures and syslemic changes E
0 ensure that the deficient ice wi
not fecur: practice will |
a.  Appropriate oxygen slorage area
has been properly slored and
secured,
This STANDARD is not met as evidenced by: o B Theareais clearly labeled.
Based on observation and interview, it was : sfacmly plans {o monitor its
determined the facility falled lo ensure oxygen periormance to ensure that solutions
slorage areas were prolecied In accordance with are sustained by:
: a. Facility Assistant will
NFPA standards, The deflciency had the potential monthl ant will perform
lo affect one {1) of nine (9} smoke compartments, 3 T;ovygx}'geﬂ audits for
ten (10) residents, staff and visitors. The facility st]z:?ra : , appropriate and secure
Is certified for two-hundred twenty-six (226) beds b, Com e%i e action wi ‘
with a census of one-hundred fifty-nine (158} on found to beraoult0 nfw;ll be taken i
the day of the survey. The facilily falled oxygen c. Monitors and va?i camp!la_nce.
storage over 300 cu ft, was stored & feetaway . reported at quartez:incas will be
from any combustibles and electrical sources Assurance meetingg uaiity
were five () from the floor. d.  Action plans will be deveIOped "
) indicated.
The findings include: 5. | The facliity declares compliance with Cdmpletion
. K 076 deficiency intended completion Date
l Observation, on 10/31/12 at 2:35 PM with the 12/1412012 12/1412012
[ Administrator, Maintenance Supervisor,
Environmenta! Servicas Supervisor, and
Maintenance, revealed over thirty (30} oxygen
Everd D ZONY2) Fachity [D: 100750 I cantinuatien sheat Page 22 of 29
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K076

Continued From page 22

tanks in the nsg store m room on the facility map.
The oxygen fanks were being stared within five
(5) feet of combustible items and electiical outlets
waere not five (5) feel from the floor. ‘

Interview, on 10/31/12 at 2:35 PM with the
Administrator, Mainlenance Supervisor,
Environmental Services Supervisor, and -
Maintenance, revealed they were Unaware
oxygen lanks could not be stored within five {5)
feet of combustible materials once the slorage
equals over 300 cubic feet in a smoke
campartment.

Reference: NFPA 101 {2000 editicn)

8-31.1.2

Storage for nonflammable gases greater than

8.5 m3 (300 ft3) but less than 85 m3 {3000 ft3)

{a) Storage locations shali be outdoors in an

enclosure or within an enclosed interior space of

noncombustible or limited-combustible

construction, with doors {or gates cutdoors) that

can be secured against tinauthorized enlry,

{b} Oxidizing gases, such as oxygen and nitrous

oxide, shall not be stored with any flamranable

gas, liquid, or vapor.

{c} Oxidizing gases such as oxygen and nilrous

oxide shall be separated from combustibles or. ‘

malerals by one of tha following:

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

{2} Aminimum distance of 1.5 m (5 ff) i the entire {

storage [ocation is protected by an automatic i
I
|

sprinkler system designed in accordance with
NFPA 13, Standard for the installation of Sprinkler
Systems

{3) An enclosed cabinet of noncombustiblte

K076

f
[

[

I
l
I
{
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K 076 Continued From page 23 K076

rating of ¥ hour, An approved flammable liquid
storage cabinet shall be permitted to be used for
cyiinder storage.

{d) Liquefied gas container storage shall comply
wilh 4-3,1.1.2(b)4.

(e} Cylinder and container storags locations shall
meet 4-3.1.1.2(a}11e with respect to temperature
limitations.

{§) Electrical fixtures in slorage locaiions shall
meet 4-3,1.1.2(a)i1d.

{g) Cylinder proteclion from mechanical shock
shall meet 4-3.5,2,1(b)13.

(h} Cylinder or container restraint shalf meet
4-3.5,2.1(b)27.

() Smoking, open flames, electric healing
elements, and other sources of ignilion shall be
prohibited within storage

locations and within 20 ft (6.1 m) of outside
storage lacations.

{} Cylinder valve protection caps shall meet

4-35.2.1(b)14.
K 135 NFPA 101 LIFE SAFETY CODE

Pé ;33 NFPA 101 LIFE SAFETY CODE STANDARD K135 SS=D STANDARD

Flammable and combuslible liquids are used . . .
from and stered in approved conlainers in t Resggggléﬁ:g&nd?ﬁggE:S: for
accordance with NFPA 30, Flammabls and : affected by the deficient praclice:

: Combustible Liquids Code, and NFPA 45, B No specific residant was found to
Standard on Fire Protection for Lahoratories " be affected by the deficient
Uslng Chemicals. Storage cabinels for praclice. '

fiammable and combustible liquids are ) 2. ldentification of other resident having
censtructed in accordance with NFPA 30, . the potential to be affected by the
Flammable and Combuslible Liquids Code, NFPA same deficient practice:

199, 4.3,107.2.1, a. ltwas determined that ali residents

residing in the facility could have
been aflected by the same
deficient practice.
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NFPA 99,
10-7.2.1* Flammable and Gombusiible liquids

shall be used from and stored in approved
contalners In accordance with, NFPA 30- 4,3.3

Storage cabinets ihat meet at Jeast one of the

41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION 15
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMFLETION
TAG NEGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
K 135 | Continued F 24 K 435]>  JIGmeasures and systemic changes
ontinued From page to ensure that the deficient practice will
This STANDARD is notmet as evidenced by: not recur;
Based on observation and interview, it was a.  An approved conlainer has been
determined the faclfity faited to proparly store purchased and placed into servige
flammable and combustibte liquids in accordance b. The flammable materials have
with NF PA standards. The deficlency had the been stored in the provided
potential to affect one (1) of nine {9) smoke container,
compartments, eight (8) residents, staff and €. New policy and procedure has
visitors, The facility is cerlified for twa-hundred , been developed and implemented
twenly-six (226) beds with a census of d. Environmenta! Services Staff has
one-hundred fifty-nine {159) on the day of the been in-serviced,
survey. The facility failed to ensure that #. The facility plans to monitor its
seventy-six cans of aerosol were stored properly. ap:aeﬁglrjr;a?c:d t(t): ensure that solutions
ained by:
The findings include: a.  Environmental service staff will
perform manthly building i
Observation, on 10/31/12 at ;30 AMwith the - | Inspections for bulk flammable
Administrator, Maintenance Supervisor, b Ea‘e"a!s storage, .
Environmental Services Supervisor, and "4 Ny variances will be corrected at
Maintenance, reveated seventy-six (76) cans of . h:;“e."f inspection. _
flammable asrosol sfored on a shelf in the ' reogr:tor: and variances will be
Environmental Setvices Storage room. Alt Asiurs at guarterly Quality
flammable materials in bulk shall be stored ina d. Action ofan me;{mgs, '
flammable proof cabinel if stored in the facifity. . indicatgd s Willbe developed if
5 T i ; . l-- .
Interview, on 10/31/12 at 9:30 AM with the K“fﬁg“;;’gg‘f,iﬂﬁf;;mg‘*am with - peEeton
Administrator, Maintenance Supervisor, 12/14/2012 ed completion 2044/2012
Envlronmental Serviced Supervisor, and ’
Maintenance, revealed they were aware that
{flammable items could not be stored outsidea . |
flammable cabinet but did not know so many J
items were being stored outside of the cabinets,
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K 135] Conlinued From page 25 K135
followlng sets of requirements shall be acceplable |
for storage of liquids:
{a) Storage cabinets that are designed and
constructed fo limil the internal iemperature at the
center of the cabinet and 1 in. {25 mrm) from the
top of the cabinet to not mare than 325°F
{162.8°C), when subjected to a 10-minute fire test
that simuiates the fire exposure of the standard
time-temperature curve specified in NFPA 251,
Standard Methods of Tests of Fire Endurance of
Buitding Construction and Materials, shall be
acceptable. Alljoints and seams shall remain
light and the door shall remain securely closed
during the test.
K 144 § NFPA 101 LIFE SAFETY CODE STANDARD K144
SS=F K 144 NFPA 101 LIFE SAFETY CODE
Generalors are Inspected weekly and exercised SS=f STANDARD
under load for 3¢ mintes per manth in
accordance with NFPAS9.  3.4.4.1, 1. The correclive action accomplished for
lhose residents found ta have been
- gffected by the deficient practice:
. No specific resident was found fo
be affecled by the deficient
practice. )
2. lgentification of other resident having
tire potential to be affected by the
spme deficient pracfice;
al It was dqtermined that ali residents
This STANDARD is not met as evidenced by: Lzsgd’"?f'" (m:t:ac"“y could have |
dBased ondobse;valian and Interview, it was d eﬁt?i:nte:r:cﬁcithe same
etermined the facllity failed to ensure emergency .
generators were maintained in accordance with 3 lwznrgsﬁasfggf tﬁg%gi:g"}’c d"'c?."ges.'
NFPA standards. The deficiency had the bt recur nt practice will
potentiat ta afiect nine {9) of nine (9) smaks al Tha .gaHon of ol was remaved
compartrents, all residents, staff and visitors, from inside the generator
The facllity Is certified for two-hundred twenty-six enclosure,
(226) beds wilh a censts of one-hundred
filty-nine {159) on the day of the survey. The
FORM CMS-2567{02-89) Previous Verstans Qbsolele Event JD: Z8NY21 Facifity 1D; 100756 If continuation sheet Pageo 26 of 29
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generator enclosure. They revealed the
contraclor for ihe generator must have left the
ftem in the enclosure,

Ohservatlon, on 10/3112 at 9:30 AM with the
Adminlstrator, Mainlenance Supervisor,
Environmental Servicas Supervisor, and
Maintenancs, revealed the facility was equipped

with two {2} emergency generators. The Kohler -

generator has an annunclator installed at nurses’
station 2 which is not used 24 hours a day 7 days
a week,

Interview, on 10/31/12 al 9:30 AM with the
Administrator, Maintenance Supervisor,
Environmental Services Supervisor, and
Maintenance, revealed they were not aware the
generator needed an annunciation panef to

SPRING CREEK HEALTH CARE MURRAY, KY 42074
(Xa)i0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}
b. The service vendor has been

K 144 | Continued From page 26 K 144 instrucled that flammable
facitily failed to ensure the generator enclosure maiena{is mazlnot be lef within the
did not have any slorage inside and the generator enclosure.
annunclator for the Kohler generator was in a c. An additional generator
monitored location ’ annunqalor panei will bq instalied

- at Station 3 Nurse's Station.
. The facility plans to monitor its
Tha findings include: perfonnantycg to ensure that solutions
Observation, on 10/31/12 at 2:30 PM with tha o Ml staffvill perform
Administrator, Maintanance Supervisor, weekly inspections during weekly
Environmental Services Supervisor, and generalor run tests for lammable
Maintenance, revealed the {acility was equipped materials.
with an emergency generator. The enclosure for b. Any variance will be corrected at
the Generac generator had a gallon of 15w40 oil time of inspection.
stored Inside. c. Monitors and veriances will be
reported at quarterly Quality
Interview, on 10/31/12 at 2:30 PM with the Assurance meetings.
Administrator, Maintenance Supervisor, d. Aclion plans will be developed if
Environmental Services Supervisor, and indicated.
Mainlenance, revealed they were not aware the The facifity declares compliance with Completior
flammabte ltem was belng stored Inside the K 144 deficiency intended completion Date
12714/2012 121472017
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inform staff of alarm conditions of the emergency
power source at a monitored localion,

Reference; NFPA 110 {1999 Edition)

5.2.1 The EPS shall be installed in a separale
room for Level

1 installations. EPSS equipment shall be -
permiiled to be

installed in this room. The room shall have a
minimum 2-hour

fire raling or shall be iocated in an adequate
enclosure located

outside the building capable of resisting the
enirance of snow

of rain at a maximum wind velocily required by
local bullding

cedes. No olher equipment, including
architeclural appurteriances,

excepl those that serve this space, shall be
permitted

in this room, 3 '
Refarence: NFPA 99 (1999 Edition) :
3-4.1.1,15 + Alarm Annunclator,

A remote annunciator, slorage batlery powered,
shall be provided to cperate oulside of the
gernieraling room In a jocation readily observed by
operating personnel alt a regular work stalion (see
MNFPA 70, Nallonal Electrical Code, Section
700-12))

The annunciator shall indicate atarm conditions of
the emergency or auxiliary power source as
follows:

a. Individual visual signals shall indicate the
following:

1. Whan the emergency or auxiliary power source
Is operating to supply power to foad

2. When the battery charger is malfunctioning

FORM CMS-2567{02-99) Previous Verslons Qhsalela Event 10: Z8HY21 Facifity 10: 100756 If continuation sheat Page 28 of 23




PRINTED: {1/29/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICUIA {X2) MULTIPLE CONSTRUGTION (X3} tgg:{r;:, isgnfvl;e'r
AND PLAN OF CORRECTION IDENT!FICATION NUMBER: A BUILOING 01 - MAIN BUILDING 04 >
185005 8- WG 4013112012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1401 SOUTH 16TH STREET
SPRING CREEK HEALTH CARE MURRAY, KY 42074
{X4) ID SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION 1x5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 144 Continued From page 28 K144

b. Individual visual signals plus a common
audible signal to warn of an engine-generator
alarm condition shall indicate ihe following:

1. Low lubricating oli pressure

2, Low water ternperature {below those required
in 3-4,1.1.9)

3. Excessive water temperature

4, Low fuel - when the main fuei storage tank .
contains less than a 3-hour operating supply

5. Overcrank {failed to start}

6, Overspead

Where a reguiar work station will be unattanded
periodically, an audible and visual derangement
sfgnai, appropriately labeled, shall be established
at a continuously monitored location. This
derangement signal shall activate when any of
the conditions in 3-4.1.1,15{a) and (b) occur, but
need not display these conditions individualiy. :
[110; 3-5.5.2} f
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