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A recertification survey was initiated on 02/12/13
and concluded on 02/14/13 with a Life Safety
Code survey conducted.on 02/14/13 with the
highest scope and severity of an "F*. The facility
had the opportunity to correct the deficiencies
before remedies would: be recommended:for

imposition.

This ' was a Nursing Home lriifiative survey with:

entrance at 6:15 PM on 02/12/13.

- F 156 | 483.10(b)(5) - (10), 483.10{b)(1) NOTICE OF 156
. 88=C| RIGHTS, RULES, SERVICES;, CHARGES : ..

The facility must inform the resident both orally
and in. wriimg in & language that the resident
understarids of his or hen -and all rules and
; )16} A; anduct and
responsibilities during the stay fn the facility, The
 facility must also provide-the resident with the:

i notlce (if any) of the State ‘developed under

: Wrmn'gm

. The facility must inform each resident who is ;
entitled to Medicaid benefits, in writing, at the-time|
of admission to the nursing facility or, when.the
resident beoomes el:glble for Mégicaid of the

g:and for which the resndent may be charged and
;the amount of charges for these services; and

7 o
4] ccrrecﬁng prow ing it:
jings stafed aboveare disc!csab!e

< ("] denotes.a defi ;encywhnch the institution may be excusgd fr
patignts. (Sel b {
correctlon'ss«

Any: eﬂciency stateme'. ;
ofﬁer safeguardsiprovide sufﬁcxent pfotectuon 1o
following the date:of survey whe '
days following the datethiesé:

pragram gamcipatnon
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F 156 | Continued From page 1 | F156 J —
inform each resident when changes are made to F156 . . | March
 the items and services specified in paragraphs (5) | The Director of Skilled | 12,
(i)(A) .and (B) of this section. Nursing unit has developed 1 2013
a policy regarding the

The facility must inform each resident before; or
at the time of admission, and pertodlcany during
the resident's stay, of services available in the

posting and providing of
information on how to

facility and of charges for those-services, E apply for Medicare and

including any charges for services not covered | . Medicaid Services on

under ‘Medicare or by the facilify's per diem rate. 3/5/2013 to be effective on
| | 3/12/2013.

‘The facility must furnish a written description of
legal rights:which includes;

A description of the manner of protecting personal F156
funds, under paragraph (c) of this section; : The Director of Skilled |
A.description of the requirements and procedures Nursing Umt has post'ed a ﬁ March
for establishing eligibility for Medicaid, including display sign in the Shlled |3
the rightt Jest an agsessment under section | * | Nursing Unit that gives { 2013
1924(c) wi : stermin ,n; of a couple's | .| residents information on .
- non-exempl reso : & Ol how to apply for Medicare
t ti ' e .
institutionalization and attnbutes to.the community | and Medicaid on 3/5/2013.

-Spouse an equitable share of resources which
«canniot be-considered available for payment
toward the cost of the institutionalized spouse! 's
medical ¢are in his or h S of speniding
dawii to Medicaid eligib 3

:groups such: as ‘the State: suwey and certification:
agency, the State licensure office, the State
»ombudsman program, the prateqtlon and -

m'Sappropnatnoﬁ of resident. pmpe,ty‘ nthe

 If continuation sheet:

FORM CMS-2567(02: 99) Prav«ous Versions Obsolexa T Event D .




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/27/2013
FORM APPROVED
_OMB NO. 0938-0391

vSTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
: AND PLAN OF CORRECTION IDENTIFICATION.NUMBER:

185422

[ e — | oonapots

(X2) MULTIPLE CONSTRUCTION  {txa) oaTE SURVEY
o | compLETED
A. BUILDING

: NAME OF PROVIDER OR-SUPPLIER
" FLAGET MEMORIAL HOSPITAL NF

S E' A ADDRESS CITY, STATE, ZIP CODE
4 W SHEPHERDSVILLE ROAD

BARDSTOWN KY 40004

) (x4) o |

"PREFIX
TAG:

'SUMMARY STATEMENT OF DEFICIENCIES
(EACHDEFICIENCY MUST BE PRECEDED BY FULL.
REGULATORY OR{SC IDENTIFYING INFORMATION)

10 PHOVIDER'S FLAN.OF CORRECTION ‘ (xs;

PREFIX | {EACH:CORRECTIVE ACTION ! LDBE: COMPLETION
TAG |  CROSS-REFERENGED TQ THE APPROPRIATE DATE

. DEFICIENCY)

F 156

- Continued From page 2
facility, and non-compliance with the advance
- directives requirements.

- The facmty must comply with the requirements
' specified in subpart | of part 489 of this chapter

' procedures regarding advance directives. These
' requirements
- provide writien information to'all adult residents
-concerning, the right to accept or refuse medical
| or surgical treatment and, at the individual's
option, formulate an advance directive. This

 applicable State law.

information about how to apply for and use
- Medicare and Medicaid benefits, and how 1o
receive refunds for previeis payments covered by |

| This REQUIREMENT is not met as evidenced
by

- Based on observation, interview and policy

' review, it was determined the facility failed 10

: prom inently display-written infermation: ori How'ta

| The findings inciude:

related to maintaining written policies and

include provisions. to.inform and

includes -a written description of the facility's
policies to implement advance directives and

The facility must inform each resident of the
name, specialty, and way of contacting the
physician resgonsible for his or higr care.

 The facility must prominently display in the fagility |
writter: mf

ation, and prov:de to residents and
nission oral and written

such beriefits,

apply for Medicare and Medicaid:

F 156}
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| 9:10 AM, revealed shé wds riot:aware there
| nezded t6,be a posting
' apply for Médicare and Medicaid. She had been
| in the facility for seven years and was not aware
there needed 1o be a posting..

| Interview wnth the Clinical Operations Officer on |
1 02/14/13 atd: 00 PM, revealed she was nota are;

: Medncara and Med:candy
F 226 | 488.13(c) DEVELOP/IMPLMENT
SG=E | ABUSE/NEGLECT, ETC POLICIES

| failed provnde ongomg mservice trammg on
| Abuse, for three (3) of exght (8) sampled

i¢ facility on How' 16
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NANME OF PROVIDER OR SUPPLIER STREEI’ADDHESSrCITY. STATE, ZIP-CODE
e A - o 4305 NEW SHEPHERDSVILLE ROAD
g " FLAGET MEMORIAL HOSPITAL NF BARDSTOWN, KY 40004 B
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F 156 | Continued From page 3 F156] | F156 4
| The fagility did not provide a policy regarding the | The Nursine Administrator for | March
posting of how to.apply for Medicare and , the Skilled IiI ing Unit will 1 30,
| Medicaid services. € okilled INursing Unt 1] 2013
verify and monitor the completion ||
Observation of the Unit during Environmental of the action plans through
| Tour, on 02/13/13 at 12:06 PM, revealed there quarterly performance
| was no posting of how to:apply for Medicare and improvement meetings and
| Medicaid services. , . .
| monthly reviews with the
Interview with the: Director of Nursing (DON), on Director of Skilled Nursing.

F226
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. | F226 :
F 226 | Continued From page 4 F226}| The Director of Skilled Nursing March ||
employee records reviewed. n addmon the Unit provided a class for Abuse 5,
 facility failed to complete:a hurse aide abuse Inservice Training for all the 2013
registrycheck for six (6) of eight (8) emiployee ; :
records raviewed. housekeepers on 2/20/20.13. .
Education Department will provide
' The findings include: Abuse Inservice Training by
: q t e Alsss Pl dina Ab Clinical Learn Module to every
' Review of the Abuse Po lcy regarding Abuse;, ‘ ; :
Neglect and Exploitatior of Patients for ﬁew iﬁplo.ye‘: St’fartlng ;j,g}lz 013
' Administrative and Skilled Nursing, dated | Dospiid onenta lon on L
05/10/07, révealed IX. Prévention (B): Training 1. | The Director of Skilled Nursing
General orientation includes a segment to provided the Director of Physical || March
; gducate new emg!?r)"ees ?}fl abusegglficy 2, Therapy a written Abuse Inservice 20,
ngoing inservice through:learning modules . 2013
include: a) what constitutes abuse, neglect, and | Training to present to a.ll ! 1}erapy
- exploitation; b) methods to report allegations of | employees. Training initiated on
 abuse: without fear of reprisal, and; &) How to 2/20/2013 to be completed on
 recognize signs of burnout, fristration and stress 3/20/2013. The Director of
that may lead ta abuse, : Physical Therapy will provide
17 addition, review of the Abuse Policy, dated | Abuse Inservice Treunmg for every
 05/10/07 revealed IX Prevention (A). Screening of new employee starting 3/20/2013.
new employees criminal background checks.are F226
:CQNdUCt.ed thl'OUQh the Kentucky Btate Police. '| Learn Modules training for clinical
"Nurse Aide Registry | personnel will be conducted
annually on Abuse Inservice
| Training beginning 3/8/2013 to be March
| completed on March 30, 2013. To 30,

i ) ' : | repeat competencies on Clinical 2013
tra ng. All three employees werked in . . ;
'housakeeping on the skilled unif, and had Abuse Training for every .
resident contact daily. Abuse tervlews w:th employee on an annual })a318. The
housekeepmg d_uring the siity 1 non-clinical abuse training will not

‘ d be used any longer as of 3/5/2013.
»Qnentatioh;
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{ indednhg wAhe‘hvand who'to repo%tto.

] é buse .ammg was completed on fine: and was
f done yearly. The DON stated all st ff shoutd be
yeéa b getrai '

?fagwew of the non-clinical orientation: information,
| on Q1/24/13, revealed no evidence of the seven
. components of abuse pftergd tothe

ide shecks, The DON also stated the
Edugcation Départment (Staff Developmen;

onitoring these |

Unit to included housekeeping
personnel as of 3/8/2013.

(%4) 1D SUMMARY STATEMENT 'OF DEFIGIENGEES. b PROVIDER'S PLAN OF CORRECTION R o
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F 226 | Continued From page § F226) | F226
| Intétview with Housekeeper#1, an 02/14/13 at Nurse Aide Abuse Registry March
Soreokypen ot douse. Wihan e Hocaekceper Check will be conducted on 20,
ifferen S us er |

was asked to give an intervention on how to every emp loyeti: who rflag work 2013
“handle a combative resident; Housekeeper #1 in Skilled Nursing Unit by

' stated she would hold theirhands down to get the | Human Resource Department by

' resident to calm down. The housekeeper stated 3/20/2013. Every new

fh;a- was 'ncja’t; t?uree when: the-last time she had employee will have Nurse Aide

ra ning on abuse. Abuse Registry Checks on

Interview with the Housekeeping Director, on | entering the facility by Human

02/14118 at 2:45 PM, reyealed she monitored the- | Resources during hiring process.

“housekeeping staff and made sure the ;

-housekeeping staff finished their modules on the F226

computer. The Housekeeping Director stated she . .

 was aware the abuse module was to be Abuse Pf)hcy uRdated to include March
\ comp!eted yearly The Hotiseke pmg Director Nurse Aide Registry Checks on 8,
: /ery va all employees of Skilled Nursing 2013
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F 226 | Continued From page 6 ' F2261 F226
'Coordinator) was responsible {6 monitoririg that o s
 this was done as well as any education with the: , Ehgsiﬁis?lg\ﬁdmlmé@m{ lfior 1 3/30/
contract therapy compatiies; e Sxilled Nursing Unit will 2013
verify and monitor the completion
Interview with: the Human Resources Personnel, { | of the action plans through
o ORAT3 205 Y revesed sbune ey || | quarterly performance
 housekeeping, nor was she aware they needed to| | | improvement meetings and
' be completed on or before hire. The HR , l mpnthly TEVICWS with th?
| personnel revealed:she knéw: non-clinical training | { | Director of Skilled Nursing.
| was required, but had ot looked at the contents: | |
closely t6 see if the abusé information was gwen ik

on hire.

Further interview with the Human Resources:
Personnel, on 02/14/13 at 2:39 PN, revealed she |
had taken the non-clinical test and felt like it was
a very vague test. The HR Pefsonriel did. not thir
to report that the test was rot inclusive of all
seven abluse components:

/13 at 2: 10 PM revealed chmcal ~
fstaff were gwen modules to be N

d yei
: areas hewever she did! ne
chnical modules dld not c

see if theyw e cbmpleti g
the non-cln'

vaghe aF dxd not cahtain iﬁe abuse traming “The
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’ (x4) 1D, " SUMMARY STATEMENI‘ OF DEFICIENGIES iD 'PROVIDER'S PLAN OF CORREGT!ON - ,
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F 226 | Contin(ed From page 7 F 226
Clinical Operations Officer stated all of the chmca!
staff received training on abuse; however, the
non-clinicalstaff had riot, The COO stated that
housekeepxng was not pald by the skilled side,
and was not.aware they had to be trained.
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K 000 | INITIAL COMMENTS - Koo
CFR: 42 CFR 483.70(a) |
| BUILDING: 01

PLAN APPROVAL: 2005

| SURVEY UNDER: 2000 New.
| FACILITY TYPE: SNEINF .
| TYPE OF STRUCTURE: Three (3) story,v Type Il |
| (222)
| SMOKE COMPARTMENTS: Two (2) smoke:

| compartments.

| FIRE ALARM: Complete fire alarm system with
| heat and smoke detectors:

| SPRINKLER SYSTEM: Complets automatic (wet) |
| sprinklér system. 5

| GENERATOR: Two (2) Type L generators, Fusl
If,l soures is diesel,

Astandard Life Safety Code survey-was :
| conducted on 02/14/13. Flaget Memonai HeSp(ta] g
1 Nursing Fagili 3 ] . "

| The findings that follow demonstrate
| noncormpliancé with Title 42, Code-of Federal

sy TILE President + ¢
~ 8 Nursing Home Admm
B idléncy statemeﬁt ending with af astarisk {4 denctes: & dehciency whrch the unst:tutxon may be excused’

ards provide sufficient protectior to the patients. {See: i'nsimchens ) Except for nursing homas i

foflotmn‘ the date.of survey-whether or not a vided. Far nursing homes,
days following the date:these documents ar iity. ¥ deficiencies are gitéd, anapprov

program participatiofi.
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1 ‘ K018
K 000 Cantinued From page 1 K000|| The bathroom doors in rooms 301,
| Hegulations, 483.70(a) et 'seq. (Life Safety from 302,303, 304, 305, 306, 307, 308,
| Fire). 309, 310,311, and 312 had
1 Deficiencies were cited with the highest self-closing devices reinstalled on Feb.
deficiency identified at "F" level. 2/28/2013 by Flaget Memorial 28,
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018|| Hospital Maintenance Department. || 2013
S8=E | The self-closing devices were
 Doors protecting corridor openings are installed immediately to resident
constructed to resist the passage of smoke:
Doors are provided With positive latching rooms then vacant rooms. The
hardware. Dutch doors nigeting 18.3,6.3/6:are self-closing device allows the
permitted. ‘Roller latches are prohibited. bathroom door to close
18.3. 6.3 automatically which allows the
corridor door to close without
obstruction. Self-closing device
| operation for the bathroom doors
~ education per NFPA 101 Life
| This STANDABD is not met as: evidenced by‘ |l Safety Code Standard K018 was
' s | educated to the Director of
i Facilities Management and
| Director of Skilled Nursing Unit Feb.
| by the Nursing Administrator on 18,
i 2/18/2013. The Director of 2013
{ Facilities Management educated
| the maintenance staff on the
1 facili | reasons to keep the self-closing
}fobstruct the corridor door from c!osmg | devices in place on 2/18/2013. Feb.
‘ -] Maintenance to the doors closing 18,
The findings include: | mechanism will not be allowed 2013
A - S { until verified and approved by the
‘Observatiors, on 02/14/13 at 10:2 { Director of Skilled Nursing and
Facility Manager revealed | Nursing Home Administrator.
 the resid um ) :
305, 306 311, and 31 2 ‘Were
~ Ifcpnitinuation sheet Page: 2.9
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Interviews, on '02/14/13 at 10:46 AM, withthe
-OB/SNU Director revealed §lié was riot aware the

closing of the corridor doors.
18.3.6.3.1* y
Doors: protecting corridor: epenmgs shall be:

| Compliance with NFPA 80, Standard for Fire:
i Clearancevbehfveen the bottorn of the door and

: hardware Roi!e”r Iat‘_'

been installed with a self-cloging device but the
self-closers were removed a few years ago
because residents were having trouble opening
the doors: )

Interviews, on 02/14/13 at 10:24 AM, withi the,
Facility Manager revealed: the self-close' s had
been removed Yo make it easler{or residerits to

1 open the bathroorm doors dnd was nof aware the |
I bathroom doors would b
{ the clasing of the cortider doo
door was left fully opened.

¥ an impediment to
r if the bathroom

bathroom doors would bé ar impediment 1o the

constructed to resist the passége of smoke,

Doors and Fire: Windows, shall ot be-required,

”'dlﬁg ,1 in, (2.5 cm)

sink closets, and similar auxilxary
lo not contain flammable or

Exceptler} ) emsg bathrooms

ts, and similar auxiliary |

'STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION x3) ggLEP SURVEY
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o _lssaz2 B NG N | onapoia
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K018 | Continued From page 2 K018! | ko018
 blocked from closing if the bathréom door was left: .
 fully opened. The bathroom doors had originally All other doors were checked in 2/28/
‘ the Skilled Nursing Unit 2013

Department for obstruction to
closure on 2/28/2013. No

obstruction while closing the door

was found with any other doors.

K018

The Nursing Administrator for
the Skilled Nursing Unit will
verify and monitor the
self-closing device is intact on
each of the corridor doors in the
skilled nursing unit quarterly.
Report results in quarterly
performance improvement
meeting.

3/30/
2013

FORM GMS-2567(02:99) Prévidiis Veisiohs Obslets.

“EventID:ZIN821

Facility1D: 100747

i continualion sheet Page 3619




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/27/5013
~ FORMAPPROVED
. OMBNO. 0938-0391_

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA 1(X2) MULTIPLE CONSTRUCTION ~ {(x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - | COMPLETED
A.BUILDING 02 - 3RD FLOOR SNF UNIT
| I R B WING | oonapors
NAME OF PROVIDERORSUPPLIER B | svreeracoress, crv, STATE, zIP cope
N i EAGDrTRY N 4305 NEW SHEPHERDSVILLE ROAD
. FLAGET MEMORIAL HOSPITAL NF | B ARDSTOWN, KY 40004
(x4);|g SUMMARY STATEMENT OF nsncneucaes ) " PROVIDER'S PLAN OF CORREGTION: (X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORYOR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO. THE APPROPRIATE |  DATE
DEFIGIENCY)
K 018 | Continued From page 3 Ko1s| | K062
spaces that do not contain flammable or ~
.combustible‘materials. The sprinkler system gauges were || Feb.
18.3.6.3.3 replaced by Simplex Grinnell 15
Hold-open dévices that release when the door is: 2/15/2013 20’1 3
pushed or pulled shall be permitted. = comparny on /%> as '
K.062 | NFPA 101 LIFE SAFETY CODE STANDARD Kog2| | directed by Flaget Memorial
SS=F | Hospital Director of Facility
| Required automatic- sprinkle* Systems are Management. A documented log
| contintiously maintained in reliable operating on each gauge will maintain a
conditjor and-arg if anid tested  date of calibrati 1 t
| periodically, 18.7.6, 48,12, NFPA 13, NFPA 25, ; 10n or replacement
1975 of sprinkler system for every 5
i years by the Director of Facilities
Management on 2/15/2013.
| This STANDARD s not miet.as evidenced b . ..
ARD s nat frigh d review, dan)g Nursing Home Administrator Feb.
vas determin ility failed to provided education regarding the 18,
| maintain the sprinkler gystem in accordance with | NFPA 101 Life Safety Code 2013 |
_ NFPAstandams The deﬂc:engy ﬁad the pote'nttal = Standard K062 on 2/18/2013to
| residents, staff and. v:éxters The tacilty is. cerified | the Director of Facility :
{ for twelve (12) beds with. a cenigus of eight(8)yon | Ma?na-gement. and D.lrector of '
the day of the survey. Ttie facility failed to ; Skilled Nursing Unit. I
| complete the required testing: for the sprinkler
systerm:
; The Director of Facility ]
| The findings Include: Management educated the { Feb.
maintenance staff on 1 18,
requirements of every 5 year | 2013
calibration or replacement of ]
: _ gauges for sprinkler system on
h’ documentatmn that the 2/18/2013. Simplex Grinnell will
| gauges on the sprinkler riser had not been: include replacement of gauges
calibrated ot repfaced within the: last five yedrs. every 5 years during inspections.
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K 062 | Continued From page:4 | kee2| [koen |
Interview, on 02/14/13 at 11:20 AM, with the | ‘| The Nursing Administrator for 3/30/
Fagility Director revealed he-was not aware of the | . . .
requirement. : | the Skilled Nursing Unit will 2013
‘ ﬂ verify and monitor the completion
Interview, on 02/14/13 at 1:20 PM, with the - of the action plans through
gB/SNU Durect?r revealed she was ot aware of - | quarterly performance
@ requiremen | | improvement meetings and
monthly reviews with the
Director of Skilled Nursing.

Reference: NFPA 13 (1999 Edition)

| 22,1.1* Sprinklers shall bé. inspected from the
| floor level annually. Spnnklers shall be free of
- foteian M_.afg

] corroded,- damaged loaded orin the lmproper
- grientation. )
-hydraulic design basis, thé systém area of

. ~fopera,tian.shall be

(1) Wet| pipe system
' (2) Lighthazard or ordlnary hazard (
(3) 20+t (6.14m) mi

Jess thian five; Where qwck-reSponse spnnklers

Facliti: 100747 Ifcontinualion sheet Page 5:f9
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K 062 | Continued From page 5 K062]
areusedona
sloped ceiling, the maximum ceiling height:shall
be used for
.determining the percent reduction in design area.
Where
-quick-respotrise sprinklers are-installed; all
sprinklers within a
compariment shall be of the quick response type. f
| Excep /here circumstances require the use |
| of other than ordinary

temperature-rated sprinkders, standard responseé
{ sprinklers shall be |
| permitted to be used.

| Refererice: NFPA 25 (1998 Edition).

| 10-2,2* Obstryction Prevention.
yste :shail be ’exammed mtemally for

| previous flushing procedurés that have been
pe;tqrmed the system shalf be: exammed »
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K062 Continued From page 6 K 062

' Reference: NFPA25 (1998 Edition).

. 21 General. This chapter provides the minimum
| requirements: '
- for the routine inspection, testing, and
' maintenance of
' sprinkler systems. Table:2+{ shall be used to
g detefm:] the
- minimuri. required frequencles for inspection,
, testmg, and
maintenance.
“Exception: Valves and fire: depdrtment
; connecti 1§ Shall be mspe d,
‘ ! .d maintained in accordance with

 Table 2-1 Summary of Sprinkier System
Inspection, Testing, and Maintenance:
: ltem ActMty Frequency Refsrence o

Alérm devices Inspection Quarferly2-2.6
Gauges {wet pipe systems) Inspection Monthly
o d i |

Hydrauhc naméplate lnspection Quarterly 2-2.

Buildinigs: Inspection Annually (prior to freezmg

weather)

225

Hanger/se’smlc braging Inspegtion Annuallyi2-2. 3

_Pipe and fitlings Inspection Annually 2-2.2

Sprinklers lnspectlon Annually2-2.1.1

Spare: spnnklers Inspechon Annuaﬂy 2-21.3 ;
snt cor ori Table 9ffI

| Valves (au;types) spec
Alarm devices Test Quarterly 2
| Main drain Test Annually Tabk
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K 062 Continued From page 7 K062| | Decorations that were not flame
Antifreeze solution Test Annually 2-3.4 | | retardant were removed from the Feb
| Gauges Test 5.years 2-3.2 ‘ : : : €b.
Sprinklers - extra-high temp Test 5 years 2-31.1 | Skilled Nursmg Unit area on 15,
| Exception No. 3 2/15/2013. An inspection was 2013
| Sprinklers - fast response TestAt 20 years:and - conducted of each room to review
~31very 1ft 0 years for other non-flame retardant
: therGaitor decorations that need to be
. 2-3.1,1 Exception No. 2 , Feb.
' Sprinklers Test At50 years and every 10 years removed or treated on 2/15/2013. ||} 45
thereafter ~ 2013
2-31.1 The Director of Skilled Nursing
Valves (all types) Mamtenance Annually or as Unit developed a policy that
| needed Table 9-1 ' : .
| Obstruction investigation Mairifenance & yearsor | restricts degoratmns /tixat are not March
| as needed Chapter 10 T flame retardant on 3/4/2013. 4,2013
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD Ko73| | Decorations that are not flame
88=F| , o { retardant must be treated with
| No fumishirigs or decorations of highly flammable flame retardant agent with
character are Used.  18.7.5.2; 18.2.5.3, 18.7.5.4 | documentation on a log of
| : ' | decoration treated, person
| This STANDARD is not.met as.evidenced by: treating, date displayed, and date
Based on observation and interview, it was removed to be completed
| determined the facility faﬂed te:ensure that beginning 3/5/3013. The units
; ble. {ed n Activity Director will document
. » The déjmehcy .
Ih  (2) the decorations in the log. The March
s;_. pa ¢ Activity Director is in-charge of 5 2013
! facility is certified for twe ve: (12) decorating the unit and will ’
a census of eight (8) on the day of the review packages for flame
retardant safety to determine the
need for treatment. The log will
: be reviewed monthly and
compared to the decorations by
the Director of Skilled Nursing
Unit.
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K 073 Continued From page 8 . KO73 K073 . .
| patients oristaff had been treated with g flame: ' ] NurS}ng Home Admuustra.tor ;
| retardant material. ‘ { | provided education regarding the |-
| 1 | | NFPA 101 Life Safety Code | Feb.
Interview, on 02/14/13 at 10:32 AM, with the | | | Standard K073 on 2/18/2013t0 18,
-Facility 1rec§or reveaied he was nct aware 1| the Director of Facility 2013
| vota 1 | Management, Director of Skilled
| the items that had been treated .{ | | Nursing Unit, and Activities
1 Director.
; gtr—,}rwew, on 02/14/13:at 10:46 AM; with the
| OB/SNU Director revealed she was:notaware. | ] : : : ,
decorations:wére required to be treated with afire | Th? Director of Skilied Nursing | March
retardant and documentation wWas to bé kept on Unit educated all staff of new 4.2013
| the items thi %had been: treated. policy and flame retardant | B
’ treatment log on 3/4/2013.
| Reference: NFPA101 (_20; Edition)
118754 f
| Combustible: decorations: shall be:prohibited in | | K073
ﬁ;‘%ge ‘e occupancy unless they are | The Nursing Home Administrator
Except bustible decorations, such as for the Skilled Nursing Unit will 1}
| photographs and paintings, in such limited verify anc.l monitor the completion 30
quantities that a hazard of frre development or | | of the action plans through 20’1 3

spread is not present. ‘ quarterly performance
improvement meetings by
reviewing the log for compliance
of flame retardant treatment of
the unit decorations.
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