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Xa) - SUMMARY STATEMENT OF DEFICIENGIES ) io . PROVIDER'S PLAN GF CORRECTION 55)
PREFX {EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE I COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ) TG | -  CROSS-REFERENCED TO THE APPROPRIATE ©* DATE
DEFICIENGY)
F 000 Berea Health Care Center does |-
F 000 | INITIAL COMMENTS : F'000| not believe and does not admit that any
- - deficiencies existed befare, during or
A standard survey was conducted on i after the survey. Berea Heailth Care
04/16-18/3. Deficient practice was identified Center.reserves all rights o contest the
with the highest scope and severity at D' level. _ survey findings through informal dispute
F 253 | 483.15(h)(2) HOUSEKEEPING & , F 253| resolution, formal iegal appeal '
55=D | MAINTENANGE SERVICES ' | proceedings or administrative or legal
. ' proceedings. This plan of correction
The facllity must provide housekeeping and o does not constitute an admission
maintenance services necessary fo maintain g regarding any facts or circumstances
sanitary, orderly, and comfortable interior. . surrounding any alieged deficiencies to
' which it responds. Nor is it meant to
establish any standard of care,
: ‘ contractual obligation or position.
This REQUIREMENT is not met as evidenced ’ Berea Health Care Center reserves all
by: _ rights to raise all possible contentions
Ba_sjed on ob§ewatlon, inte_rview, and r?view.of and defenses in any type of civil or
facility pohcy, _1t was defenmined the facr?;ty failed criminal claim, action or proceeding,
to pr_o“"de masqteqance arfd housekeeping - | Nothing contained in this plan of
services 1o rr_ialnt_am a sanftary! orderfy_, and eorrection shouid be considered as a
oorqfortable interior. Observations during the | walver of any potential applicable peer
anvironmental tour on 04/18/13 revealed the first . t If critical
and second fioor shower rooms had grab bars rewevyr, qya ity .'as-surance .or se
: - : . examination privileges which Berea
with g brown discoloration. The second floor Health Care Center does not waive
shower stalis had gray tile grout that was - ’ e
discolored black in the comers along the . and .re.s' erw'es th&: r-lght to. ‘i‘?se” ln_any
‘bascboards. ‘ administrative, civil or criminal claim,
: .i action or proceeding. Berea Health
The findings include: Care Center offers Its responses,
- ' ‘ credible allegations of compliance and
A review of the facility's Bathrooms policy plan of correction as part of its on-going -
(undated) revealed the bathrooms were to be ) : | effort to provide quality care to
mainiained in a clean and sanitary manner. The o residents.
bathrooms, incluc_iing showers, whiripools,
bathtubs, commaodes, efc., were to be cieansd . i S
daity. - F 253 it is.and was on the days of
o : survey, the policy of Berea Health Care
1. Observation of the first and second fioor ‘ Center to provide housekeeping and
shower rooms on 04/48/13 at 11:00 AM revealed maintenance services necessary to
LABORATORY DIRECTOR'S OR PRQVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE ) Tl . {¥6) DATE

L_,D e e § \\f-"—a.:**wmq::__ %\Y\ . . ' S“‘S\‘l‘%
Any defidency statement ending with an asterisk (*) denotes a deficiency whish the institition may be excused fiom correcting providing it is determined that ’
. other safeguards provide sufficient protection o the patients . {See insiructions) Except for nursing homes, the Indings stated above are disclosanie 90 days
following the date of survey whether or not 2 plan of corection is provided. For nursing homes, the above findings ard plans of comection are disciosable 14
days foliowing the date these documents are mads avaiiabke o the fadllity. 1f deficiancies ame cited, an approved pfan of correction is requisiie 1o continued
pragram participetion, .
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, : maintain a sanitary, arderly, and
F 253 Continued From page 1 F 253| comfortable interior.

the grab bars had a brown discoioration on them. ' , .
1. The grab bars in the shower rooms

Interview with the Housekeeping Supervisor on on first floor and second floor were all
04/18/13 at 2:00 PM reveaied the . © | cleaned with stee! wool by the
bathroomsishower rooms were cieaned daily, and Housekeeping Supervisor and

the Supervisor stated rounds were made to ' maintenance staff on April 19, 2013.

| ensure their cleanliness severai fimes daily.
o The grout in one of the shower stalls in

Intenview with the Assistant Administrator on Central Bath ah second floor was

04/18/13 at 2:00 PM revealed he had observed thoroughly cieaned on April 19. 2013

the discoloration on the grab bars and, after ciose then dried before applying a sealant io
observation, determined the discoloration was the grout. This shower stall was closed
tust. According to the Assistant Administrator, for 48 h OLH'S to allow it to properly dry
SJ.[aﬁ had c_:leaned the grab bars but te per manufacture’s tecommendations.
discoloration had not been removed. On April 25, 2013, the shower stall was

interview with the Maintenance Directar on reopenec and the above procedure was

04/18/13 at 2:00 PM revealed the bars were followed for the second stall. The
cbserved to be rusty and maybe steel wool could ' second stall was reopened on Aprit 29,
clean the areas on the grab bars. . . 2013.
2. Observation of the second floor shower stalls 2. All staff will observe the specific
on 04/18/13 at 11:00 AM revealed the grous -| areas in which they are working daily tc
betweer the files was gray in color, However, the ensure housekeeping and maintenance
grout along the baseboards and corners of the services are being provided in all areas
shower stalis were observed to be black and ' of the facility to maintain a sanitary,
discolored. ' ' orderly ad comfortable interior. Per
facility protocol, work order sheets are
interview with the Housekeeping Supervisor on | ‘ available in ali departments and are 1o
04/18/13 at 2:00 PM revealed the black o be filied out to notify the Housekeeping
discoloration had been obsarved and Tilex was ) and Maintenance Supervisors of any :
used on the area with nc improverment. The repairs that need to be made. These ‘
Housekeeping Supenvisor did not know what the - sheets will be placed in the |
biack discoloration was. : Housekeeping/Maintenance Supervisor ’

N . . mailbox for follow-up.
tnterview with the Maintenance Director o T

0411813 at 2,00 PM revealed the tiles and grout

‘3. The Hous ing and Mai :
in the shower stalis had been replaced in the fall 3 ¢ Housekeeping and Maintenance

Supervisors will audit all areas of the
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The facility must ensure that residents receive
proper treatment and care for the following
special services:

injections;

Parenterat and enteral ﬂL[IdS

Colostomy, ureterostomy, or |Ieost0my care;
Tracheostomy care; :
Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced .
by:

Based on observation, interview, and review of
facility pciicy, it was determined the facility failed
to ensure emergency equipment was available o
ensure proper freatment and care was provided
for residents. Observation of the faciiity's
emergancy “crash cart” on the first floor revealed
a suction canister was not available for use with
the suction machine.

The findings include;

Review of the CPR (Cardiopulmonary
Resuscitation) policy {undated) revealed the

the facility monthly on an ongoing basis
to ensure all areas are ordery, sanitary
and comfortable. The Housekeeping
and/or Maintenance Supervisor will be
notified of any areas or items that need
to be cleaned or repaired. |

All work order sheets will also be
reviewed during Quality Assurance
meetings that are held every two
menths. In addition, this will be noted in

"1 the Quality Assurance minuies along

with resolution and follow-up
recommendations.

5. May 30, 2013,

F 328 ltis and was on the days of
survey, the policy of Berea Health Care
Center to ensure that residents receive

- proper treaiment and care for the

following special services:

-Injecticns;

Parenteral and enteral ﬂUldS'
Colostomy, ureterostomy, or ilecstomy
care;

Tracheostomy care;

Tracheal suctioning;
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PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
, | facllity weekly on an ongcing basis 1o
F 253 | Continued From page 2 F 253| ensure all areas of the building are
of 2012 due fo discolared grout. According to the ¢leaned and in good repair to ensure a
Mainfenance Director after the tiles wers replaced sanitary, orderly and comfortable
inthe fall, a waterproofing product had been interior per facility policy..
applied to the tiles in the shower stall on two or ) : .
three different occasions, but the black 4. As part of the Quality Assurance
discoloration had returned, : Program, the Quality Assurance Nurse,
F 328 | 483.25{(k) TREATMENT/CARE FOR SPECIAL F 328| Assistant Administrator and
55=D | NEEDS Administrater will monitor aif areas of
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. _ L Respifatory care;
F 328 Continued From page 3 ~ F328{Foot care; and.

"crash” cart would be stocked with a suction Prosthesis.

machine, airway, Ambu bag, oxygen, and CPR )

board to aid in a successful resuscitation for . . B 1. On-April 18, 2013, immediatsfy upon
those residents who elecled to have CPR ™~ - . ' being informied that the suction canister
performed, | - was missing from the crash cart on first:

‘ . : floor, the canister was replaced.
A review of the "Crash Cart Check List" (uridated) ’ o

revealed the Crash Cart was to be checked on : ‘ 2.On April 18, 2013, a sign—off sheet
Sunday nights, and the date, time, and initials of was put into place.. At the beginning of
the nurse checking the cart were to be each shift, the on~coming and off-going

documented on the checklist According to the
review of the check sheet, staff had checked the
Crash Cart on at 10:00 PM on Sunday, 04/14/13,

nurses will check the crash-carts on _
bath floors to ensure that all emergency

and all of the iterns on the check sheet were equipmentis on each cart per facility !

noted to be availabie on the cart, However, policy.
observation of the facility's emergency Crash Cart : . ‘ i
on the first floor on Thursday, 04/18/13 at 11:45 On .Aprii 18, 2013, a?l nurses were
AM, {three days after staff had checked the cart) : nDt'f_'ed of the new S‘Q”“C,ﬁ sheet .. :
revealed the cart did not éontain a suction | through the communication log.that is

canister for the suckion machine. . checked at the beginning of each shift.
Interview with the facility's first floor Unit Manager All nurses attending the nurses

on 04/18/13 af 11:45 AM reveaied night shift .| Inservice on April 26, 2013 were again
nurses checked the Crash Carts. The Unit ‘ : informed of the importance of checking
Manager said when an item was used and/or had the crash carts on their scheduled floor
been removed from the cart and was not and signing off that the check was
avaiiable to staff, the item should be replaced to | completed and supplies are available
‘ensure proper care and treatment was provided prior to starting their shift. The

for residents. _ | inservice was conducted by the Quality

' Assurance/Staff Development Nurse.
Interview with the Birector of Nursing (DON) on ‘ :

04/18/13 at 12:00 PM revealed in acdition to the 3. The Quality Assurance Nurse will
night shift nurse, the Quality Assurance nurse | monitor each crash cart three times per
was o monitor the Crash Carts one time a week week to ensure that all emergency

to ensure staff had checked the cart properly and
that ail of the equipment/supplies weie on the
cart.

equipment is on the crash carts as per
facility poticy.
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&&=p | SFREAD, LINENS

The facility must establish and maintain an
infeciion Controt Program designed to pravide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection. :

.| {a) infection Control Program

The fadility must establish an infection Control
Pragram under which it -

{1} Investigates, confrols, and prevents infections
in'the facitlty;

{2) Dacides what procedures, such as isolation,
shouid be applied io an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infactions.

(b} Preventing Spread of Infection

(1) When the Infection Contro! Program
determines that a resident needs isolation to
prevent the spread of infeciion, the facility must
isolate the resident. :
{2) The facliity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted
professionai practice.

X4 m SUMMARY STATEMENT OF DEFICIENCIES iv) PROVIDER'S PLAN OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
: DEFICIENCY)
_ 4. As part of the Quality Assurance
F 328 | Continued From page 4 F.328| Program, the Director. of Nursing wilf
interview with the Quality Assurance nurse on -| randomly monitor crash carts to ensure
047183 at 1:30 PM revealed she routinely that emergency equipment is on each
monitored the Crash Cart each Monday moring crash cart and that the sign-oif sheet is
to ensure night shik staff had checked the Crash up tc date on an ongoing basis. '
Cart and to ensure all equipment was ready and ’ ‘ :
' available for emergencies. 5. April 26, 2013.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441

-comfortable environment and to help

“comiortable environment and to help

F 441 ltis and was on the days of
survey the policy of Berea Health Care
Center to'establish and maintain and
infection Contral Program designed to
provide a safe, sanitary and
comfortable environment and to help
prevent the development and
transmission of disease and infection.

1. A bulk laundry truck with a capacity ;
to hold 38 husbels was ordered on April. ?
18, 2013 and received on May 7, 2013 .
o ensure that no soiled finen bags are
placed cn the floor in the soiled finen
room.

2. To provide a safe, sanitary and

prevent the development and -
transmission of disease and Infection,
on an ongoing basis, the Unit
Coordinators and Charge Nurses will
monitor staff daily {o ensure that the
infection Control Program is effective
and being followed by all staff per
facility policy. :

3. To provide a safe, sanitary and

FORM CMS-2567(02-99} Previcus Versions Obsolste Event 1D; 10D411 -
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{c) Linens

Personne! must handie, store, process and
transport Jinens so as to prevent the spread of
infection. -

This REQUIREMENT is not met as evidenced
by ‘
Based on observation, interview, and review of
facility policy, it was determined the facility failed
{o maintain an effective infection control program.
QObservation on 04/18/13 of the laundry area
revealed two laundry bags, filled with dirty linens,
king directly on the floor of {he laundry room.

The findings include:

Review of the facility's Laundry Services policy
(01/09/03) revealed the policy did not address the
storage of soiled laundry.

Observation of the laundry room on 04/18/13
revealed an area fo deposit soiied linens, a
separate arsa utilized to wash the soiled faundry,
and another area to store the clean laundry.
Confinued cbservation revealed two clear plastic
laundry hags jilled with dirty laundry lying directly
on the Jaundry floor.

Interview with the Housekeeping Supenvisor on
04/18/13 at 1:40 PM revealed staff placed soiled
linens/ciothing into a clear plastic bag prior to
ieaving the resident rooms, placed the clear
plastic bags in a laundry cart, and took the cart to
the laundry area, At that time, the staff removed
the clear piastic bags filled with soiled '

the Quality Assurance/Staff
Development Nurse wili monitor all staff
on an ongoing basis, inservice all new
siaff at time of hire and inservice
current staff now and annually fo
ensure that the Infection Control
Program is being followed. ‘
The Quality Assurance Nurse will notify
the Infection Control Nurse of any
. potential problems or concerns that she
notes for follow-up by the Infection
Control Nurse, ‘

4. As part of the Quality Assurance
Program, the Infection Control Nurse

1 will review all infections and any

concerns noted by the Quality
- Assurance Nurse monthly on an
ongoing basis to ensure a safe, sanitary
and comfortable environment is
provided and to prevent the
development and transmission of
diseases and infections. If a problem is
noted with the Infection Control
Program, the Quality Assurance
Committee will make changes to the
Infection Control Program and monitor
the effectiveness of the changes.

[ 5. May 30, 2013.

STATEMENT OF DEFICIENCIES ) PROVIDER/SURPPLIER/CLIA (X2) MULTIPLE CONSTRUC'!'ION (X3 DATE SURVEY
AND PLAN OF GORRELCTION IDENTIFICATICON HUMBER: £ BUILDING COMPLETEDR
185304 B. WING 04/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z1F CODE
604 RICHMOND ROAD
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_ BEREA, KY 40403 _
o) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
] DEFICIENCY)
‘prevent the development and
F 441 | Gontinued From page 5 F 441 | transmission of disease and infection,
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linens/dothing and placed the bags directly on the
floor for sorting the linens. The Housekeeping
Supervisor acknowledged the plastic bags could
sustain tears in the plastic and the soiled finens
could come into direct contact with the floor.
Although the Housekeeping Supervisor stated the
taundry bags filled with sefled finens should not
be placed on the floor, she stated, "There was
nowhere else to put the dirty laundry bags."

Interview with the Administrator on 04/18/13 at
3:10 PM confirmed the faciiity's policy did not
address the storage of laundry bags filled with
soiled linens. However, the Administrator stated
the {aundry bags filied with dirty linen should be
placad in laundry carts in the laundry area
designated for sofled linens.

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GCOMPLETED
185384 B. WiNG 04/18/2013
NAME OF PROVIDER OR SUPPLIER. STREET ADDRESS, CITY, STATE, ZIF GODE
: 601 RICHMOND ROAD
BEREA HEALTH CARE CENTER
BEREA, KY 40403
(X410 SUMMARY STATEMENT OF DEFICIENGIES ID " PROVIDER'S PLAN OF GORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFEREMCED TO THE APPROPRIATE GATE
DEFICIENCY}
F 441 | Continued From page 5 E 441
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CENTERS FOR MEDICARE & MEDICAID SERVICES - il
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPPLIER/CLLA, X2} MULTIPLE CONSTRUCTIOM% ”W{ s
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING D1 - MAIN BUII-_Dlﬁ ;ﬁl}
iR
185384 B.WING i1
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, ciTY, ;';7 ﬂg'gﬂ@gm of Haalth Care
BEREA HEALTH CARE CENTER 501 RICHMOND RPAD S H;@Q,E[ﬁlﬁﬂﬁ@ﬁw@ﬁch
BEREA, KY 40403 8\ thorn Enforcement Branch
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER™S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS Kooo: KOOC Berea Health Care Center does
not believe and does not admit that any
deficiencies existed before, during or
: CFR 483, i !
CFR: 42 CFR 483.70(2) after the survey. Berea Health Care
- Center reserves all rights to contest the
Building: 01 , > N
survey findings through informat dispute
Survey under. NFPA 101 (2000 Edition) | resolution, formal legal appeal ‘
proceedings or administrative or legal
Plan approval: 1362 proceedings. This plan of comection
does not constitute an admission
Fadility type: SNF/NF regarding any facts or circumstances
: surrounding any alieged deficiencies to
Type of struciure: 2 story Type 1l protected with " { which it responds. Nor is it meant to
partial basement under kitchen establish any standard of care,
contractual obligation or position. _
Smoke Compariments: 6 Berea Health Care Center reserves all
' rights to raise all possible contentions
Fire Alarm: Complete addressable fire alamm ' and defenses in any type of civit or
system criminal claim, action or proceeding.
. Nothing contained in this plan of
Sprinkler System: Complete automatic sprinkler correction should be considered as a
system (web) waiver of any potential applicable peer
‘ review, quality assurance or self critical
Generator: Natural gas - | examination privileges which Berea
. o ’ Health Care Center does not waive,
A "fz sda::‘ty G_C’g; 15;!"1";3" }":‘5 é"'é’,"’“ed ;I“': o and reserves the right to assert in any
3°" D” mt‘;” ; N w'i"th'”T?;e 432 Co;w administrative, civil or criminal claim,
emonsiraie noncompliance » vode | action or proceeding. Berea Health
of Federal Regulations, 483.70 (a) et seq (Life ¥
o Care Center offers its responses,
Safety from Fire). The facility was found not to be credible allegations of compliance and
in substantial compliance with the Requirements | f corracti it ?’ts .
for Participation for Medicare and Medicaid. pian of correction as part of its on-going
effort to provide quality care to
Deficiencies were cited with the highest residents.
deficiency identified at "D" level. )
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 . _
S50 . K062 itis and was on the days of
Required automatic sprinkler systems are survey fhe policy of Berea Health Care
continuously maintained in refiable operating Center to maintain automatic sprinkler
LABORATORY DIRECTOR'S O VIDERSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE . {XG} C\ATE
L Naeden — DA S 1A=

Any deficiency statement ending with an asterisk (*) denoies a deficiency which the institition may be excused from cormrecting providing it is determined that
uther safeguards provide sufficient protection to the patients . (See instructions,) Except for aursing homes, the findings staied above are disclosable 80 days
foltowing the dato of survey whether or not a plan of commection is provided. For nursing homes, the above findings and plans of cormrection are disclesable 14
days following the date these documents are made available to the facitity, |f deficiencies are cited, an approved plan of comection is requisite to continued
progrm participation.
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condition and are inspected and tested
perodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
975 :

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that sprinkier requirements were

| maintained. This deficient practice affected two

of six smoke compariments, staff, and
approximately twenty-five residents. The faciiity
has the capacity for 84 beds with a census of 79
on the day of the survey.

The findings inciude:

During the Life Safety Code survey on 04/16/13
at 11:00 AM with the Director of Maintenanca
{DOM), inadequate sprinkier coverage was
observed on the first fioor shower room. The
walls in the shawer room would prevent the
sprinkler pattern from reaching all areas in this
room.

An interview with the DOM an 04/16/13 at 11:00
AM revealed he was not aware of the improper
sprinkler coverage. In addition, during the survey
the second floor shower room was observed fo
have inadequate sprinkier coverage as well due
to the walls preventing the sprinkler pattern from
reaching all areas in this room.

The findings were revealed to the Administrator
during exit

Reference: NFPA 13 {1999 Edition).

maintained in reliable operating
condition and are inspected and tested
periodically.

1. On April 16, 2013, Sentry Fire
Protection was noiified of the need to
instalt another sprinkler in each of the
Central Baths to ensure adequate
sprinkler coverage in shower stalls.
installation was scheduled for April, 24,
2013.

2. On April 24, 2013, Sentry Fire
Protection installed an additional
sprinkier in each Central Bath, located
to ensure adequate sprinkier coverage
to all shower stalils.

| After the instaliation of the additional

sprinklers, the deficient practice no
longer exists.

3. See above.
4. See above.

5. April 24, 2013,
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55,5.1* Performance Objective.

Sprinkiers shall be located so as to minimize
obstructions to discharge as defined in 5-5.5.2
and 5-5.5.3, or additional sprinklers shall be
provided to ensure adequate coverage of the
hazard.
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