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F 246 | Continued From pags 1 F 246 Criterla #3: Al nursing and
entitled, "Accommodation of Needs/Call Light”, housekeeping staff have recelved
raveated the facility will provids each resident In-servlc? edll]fc?'h%? on dresfdgms
access {0 a communication system from his/her ?:c::sano C?obl;?ns :‘E{hsc;;' i :“;
room, {olfet and bathing area that will enable the co': ds to rﬁa?ntananca for repair gas
resident calls to be recelved at the nurses’ provided by the DONIADBN ! on
station. The facility wili have a system that 08/08/13, )
anables the resident to directly contact staff at the Criteria #4: The maintenance
nurses' station.” depariment shall review the
maintenance log for neaded repairs
daily {M-F}. The CQl tool for the
Observation 07/10/13 at 12:45 PM and 4:00 PM monitoring of emergency calt light
revealed the emargency call-light pull chain/cord cords shall be completed monthly
in the bathroom shared by rooms #314 and #316 X2, and then every 8 months as per
and bathrooms in Room #307 and #315 were established CQI calendar under the
less than the length of a ballpolnt pen or less than supservision of the administrator.
gix (8) inches.
Interview with the Director of Nursing, on
07/12/13 at 3:25 PM, revealed she expected the
chain on the call system to be of adequate length
for residents to reach if they were on the floor.
F 253 | 483.15(h){2) HOUSEKEEPING & F 253 F 253 8/11/2013
§5=E | MAINTENANCE SERVICES
483.15(h}{2) HOUSEKEEPING &
The facility must provide housekesping and MAINTENANGE SERVICES
maintenanca services necessary to maintsin @ The facility must provide
sanitary, orderly, and comfortable interior. housekesping and mainlenance
services necessary lo maintain a
sanitary, orderly, and comfortable
interior,
This REQUIREMENT is not met as evidenced Criteria #1: The plungers in the 13
by: fooms Idenlified during the survey
Based on observation and interview, it wes _prot‘ies; “’;’9 sanitized and placed
determined the facility falled to provide In piastic bags on 07/12/13 by the
housekeeping and maintenance services housekeeping department. The 6
P dusty ceiling vents identified during
necessary to malntain a sanitary, orderly and the survey process were cleaned
comfortable intetior related to thirtesn (13) on 07/12113 by the ho clea
ot y the housekesping
reskient bathrooms with toilet plunger stored depariment.
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Tha services provided or arranged by the facllity
must meet professional stenderds of quality.

This REQUIREMENT Is not met es evidenced
by:

Based on observation, interview, record review,
and facility policy review it was determined the
facility feiled to provide services to meet
professional standards of quality related to staff
following physiclans orders for one resident (#16),
not in the selecled sample of thieen {13)
residents. Resident #16's physiclan's order
stated to administer oxygen (02} et four (4) liters
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Criteria #2: An audit of all resident
F 253 | Continued From page 2 F 253 bathrooms was completed on
direclly on the floor and not covered and six (6) ?JJ; dzelr‘l\ta to bgfg?::::: matwefg
bathrooms with dirty csiling vent fans. maintained with properly
. ) cleaned/covered toilet plungers and
Findings include: clean celling vents by the
) housekeeping department.
Obsarvations on 07/10/13 at 4.00 PM and Criteria #3: The housekeeping
07/12/13 at 3:37 PM of the bathrooms batween routine cleaning schedule has been
resident rooms #105/107, #109/111, #113/115, reviewedfrevised to defermine thal
#117/119, #$112/114, #301/303, #307/309, the facility (which includes resident
#306/308, #401/403, and #402/404, and in bathreom toilet plungers and ceiling
bathrooms of rcoms #116, #108, and #305 vents) is maintained in & sanitary,
revealed there was a tollet plunger in each orderly and comforteble manner.
bathroom stored on the figor without the proper Housskeeplng staf  members
covering. received in-service educalion that
included, but was not limited to:
Interview with the Maintenence Director, on proper sanitizing and storage of
07/11/13 a1 4:15 PM, revealed he would expect toilet plungers after each use, and
the tollet plungers to ba taken and sanitized afier roulinely d c‘!je?}mng of celling vents
use and placed in a bag after they were cleaned. 3: Igg?:; ed by the DON/ADON on
F 281 | 483.20(k)(3)(1) SERVICES PROVIDED MEET F 281 Criteria  #4; Mantaining cloan
§8=D | PROFESSIONAL STANDARDS resident  bathrooms shall be

monitored through routine visits by
the housekeeping supervisor at
least weekly. In addition, the CQI
tool for the monitoring of a sanitary,
ordedy and comfortable interior
shall be utilized weekly X 4 weeks
and then avery 8 months as per
established CQI calendar under the
supervision of the administrator,

F 281 8/11/2013
483.20(k){3)(i) SERVICES

PROVIDED MEET
PROFESSIONAL STANDARDS
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F 281 Continued From page 3 F281| The services provided or arranged
a minute (LPM) per nasaj cannula {(NC) and by the faclity must meet
obsarvations revealed it was administerad at five professional standards of quality.
{5) LPM/NC, Criterla #1: Resident # 16 was
immediate assessed, O2 adjusted
Findings include: to prescribed rale, and MD and
family were notified on 07/10/13.
A review of the facility policy entitied, “Oxygen Crltgria #2: An audit of all residents
Therapy Concentrator Setup”, dated 01/04/07, receiving O2 was completed by
revealed to adjust the O2 flow meter to the administrative nurses on 07/10/13,
prescribad rate. no discrepancies were noted.
Criteria #3: Facility protocol has
A record review revealed Resident #16 was ?eeseenntr:w?rgst;ilt::;e lgjése::hgl::;;c
admitted to the facitity on 05/23!04 with diagnoses every 4 hours and pm to determine
to include Paralysis Agitans, Primary that flow rate is correct.  Nurses
Cardiomyopathy, Anxiety State, Cardiac received in-service education on
Dysrhythmia, and Arteriosclerotic Cardiovascular facifity O2 protoco! on 08/08/13 as
Disease. provided by DON/ADON.
Criterla #4: Q2 rate on each
A review of the July 2013 physician orders resident shall be monitored by
revealed Resldent #16 should recsive 02 at four charge nurses every 4 hours and
{4) LPMINC to keep oxygen above 90%. documented. The 02 monitoring
sheets shall be reviewed by the
Observation on 07/10/13 at 12:45 PM and 4:28 ADON weekly X 4 weeks, and then
PM revealed Resident #16's O2 was baing monthly as part of the CQl meeting
administerad at five (5) LPMINC. under the 3UpeNlS|0n of the DON.
Interview with Licansed Practical Nurse (LPN) #3,
on 07/10/13 at 4:35 PM, revealed Resident #16's
02 should ba administered at 4 LPM/NC
according to physician orders. F 282
Interviaw with the Diractor of Nursing, on 483.20(k)(3)(ily SERVICES BY 8/11/2013
07/12/13 at 3:25 PM, revealed O2 therapy should QUALIFIED PERSONSIPER
be administerad per the physician’s order. CARE PLAN
F 282 | 483.20{K)(3)(i}) SERVICES BY QUALIFIED F 2682 The services provided or arranged
§5=D | PERSONSI/PER CARE PLAN by the facility must be provided by
QI:IaliﬁBd persons in accordance
The servicas provided or arranged by the facility :;tr'; each resident’s writien plan of
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must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review,
and facllity policy raview it was determined the
facliity failed to ensure the care plan was cofractly
implemented for one resident (#4), in the selected
sample of thirteen {13) residents and ono
resident (#15), not in the selected sample, The
facility failed to implement the care plan for
Resident #13 related to a machanica! soft dist
and Resident #15 related to changing the
resident's O2 tubing weekly.

Findings Include;

A review of the facility policy entitled
Comprehensive Care Plan, daled o1/01/07,
revealed residents should have a plan of care for
as5es5ed needs. The care plan should be
developed based on assessed needs, Cara plan
approaches should be communicated fo staff for
usa in providing direction for care,

1. Areview of the facllity's policy entitled,
*Mechanical Soft Diet*, no date, revealed a
reskient on a mechanical soft diet should mit the
amount of popcorn aaten.

A record review revealed Resident #4 was
admitted to the facllity on 09/08/12 with diagnoses
to include Chronic Airway Obstruction and

o4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIF YING INFORMATION) TAG CROSS-REFERENGEDR TO THE APPROPRIATE DATE
DEFICIENGY)
F 282 | Conlinued From page 4 F 282 Criterla #1: Resident #4°s MD gave

an order on 07/12/13 to allow for
resident to eat popcom as desired.
Resident #4 signed a refusal form
(Dietary Compliance)} on 07112113
and his/her care plan was revised
to reflect this on 07/12/13.

Resident # 4's and #15's O2 tubing
and filter were changed on 07/10/13
and weekly thereafter,

Criterla #2: A review of all resident
snacks (not provided by the distary
department) was compleled on
7.12.13 by nursing administration o
Identify possible non-compliance
with prescribed diels. Propar
notification, consent forms and care
ptan revisions were completed as
indicated,

Al 02 tubing and filters were
changed out on 7/0/13, and

weekly thereafter by the respiratory
sefvices representative,

Criterla #3: Nursing steff members
received in-service education which
included, but was not Hmited to:
how 1o determine residents
prescribed diet, allowable foods for
modifled diets, and necessary
censents for non-compliance with
prescribed dlet.

The respiratory services
representative  shall notify the
DON/ADON if hefshe will not be al
the facility on the assigned date for
the weekiy changa out of tubing
and filter, so thal facility staff can
perform this duly.
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F 282 Continued From paga 5 F282/  Criterla #4: The CQI tool for the

Dysphagia, Oropharyngeal phase.

Areview of the physician orders, dated July 2013,
revealed Resident #4 was on a Low Concentrated
Sweets, No Added Salt (LCS/NCS), Mechanical
Soft Diat. A review of the Comprehensive Care
Plan for At risk for alteration in nutrition and
potential for weight fluctuation, dated 12/9/2012,
revealed an intervention to provide the resident
with a LCS/NAS, mechanical soft diet. A review
of the Individual Plan Report {report used by
ceriifiad nursing assistants for care of residents),
dated 07/11/13, revealed under meals and
snacks, the following; LCS/NAS mechanical soft
diet.

Observation, on 07/10/13 at 4:25 PM and on
07111713 at 2:00 PM, revealed Resident #4 was
eating microwave popcom,

Interview with Resident #4's rcommate, on
07/11/13 al 9:30 AM, revealed Resident #4
usually has about three (3) bags of popcorn daily
and the staff would pop it.

Interview with Resident #4, on 07/11/13 at 10:10
AM, revealed the resident's son brings the
popcorn and whoever is arcund that is not busy
will pop the microwave popcomn. The resident
stated the staff was not in the room while he/she
was ealing the popcorn. Resident #4 further
stated that his/fher meals were eaten in the room
as well.

interview with CNA #5, on 07/12/13 at 10:20 AM,
revealed Resident #4 tikes regular microwave
popcorn and has at least on bag per shift but did
not eat the whole bag. CNA#5 further stated that

monfloring of compliance with
prescribed diet (with snacks not
provided by dietary depariment)
shall be utllized monthly X 2 and
then quarterly as per established
CQl calendar under the supervision
of the DON.

The O2 tubing and filter weekly
change log shall ba reviewed
weekly X 4 weeks, and then
quarterly and prn as part of the CQi
meeting under the supervision of
the DON.
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F 282

Continued From page 8

the staff pops the microwave popcorn for
Resident #4.

Interview with Licensed Practical Nurse (LPN) #3,
on 07/11/13 at 4:05 PM, revealed a CNA popped
the popcorn for the resident that day and
Resident #4 has at least one (1) bag a day of the
microwava popcom. LPN #3 stated stated the
popcorn was probably not a vary good snack to
be eating when on e mechanical soft dist, plus
the resident does not sit in an upright position.
The LPN stated the popcom may have kernels or
husks in it and it Is a possibiiity the resident could
choke and if the resident should choke he/she
may not be able to yell or reach the call light. The
LPN revealed she did not think Resident #4
should ba eating popcorn while on a mechanical
soft diet and having a diagnosis of dysphagia
because of the risk of choking.

Interview with the Speech Therepist, on 07/12/13
at 8:37 AM, revealed she would consider popcom
to be a regular dist food, and if someone wants
somathing they can usually eat it but it doos not
lake away the risk of aspiration. The Speech
Therapist stated she would not recommend
popcorn for a person on a mechanlical soft diet
with dysphagia,

Interview with the Dletary Manager, on 07/12/13
at 10:15 AM, reveeled she would not give a
reskient on a machanical soft diet with dysphagia
soft popcorn and she wes not aware of Resident
#4 receiving microwave popcorn. The Distary
Manager further stated she did not know if the
CNAs know the difference in the diets.

Interview with the Diractor of Nursing, on

F 282
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Continued From page 7

07/12/13 at 3:25 PM, revealed “staff to feed
residont” on Resident #4's care plan was a error
and someone should have picked up on that.
The DON further stated that microwave popcom
was a choking polential.

2, Areview of the facility policy "Oxygen (02)
Therapy Set-up”, dated 01/01/2007, revealed it is
the palicy if the facllity to administrator oxygan in
a safe manner in accordance with accepted
standards of practice and according to the State
and Federal requirements. Cannula, mask and
other delivery devices should be changed waekly.
ltems should be changed sooner if they become
soiled.

A record review revealed Resident #15 was
admitted on 04/11/11 with diagnoses to include
Chronic lschemic Hearl Disease
,Cerebrovascular Disease , Coronary
Atherosclerosis of Artery Bypass Grafl, and
Transient Cerebral Ischamia.

An observation on 07/10/2013 at 12:45 PM,
revealed Resident #15's O2 tubing was datad
06/26/13.

An interview with the Director of Nursing, on
07/10/13 at 5:00 PM, revealad the facliity
contracted a service to provide all of their
respiratory services.

An interview with the Respiratory Services
fepresentative, on 07/11/2013 at 5:00 PM,
revealed he/she was thars for a routina weekly
visit. He/she stated he/she checks and changes
eveary resldents’ tubing and agua pack, if the
facility hasn't completed it already for one reason
or another. The raprasentative revealed it was

F 282
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F 282

F 316
§8=D

Continued From page 8

his/her responsibility to change the tubing and
aqua packs on a weekly basis, that is the
agreement between the service and the facility,
Hefshe revealed it have been an oversight on
his/her part.

An interview with the DON on 07/12/2013 at 3:31
PM, revealed the facility contracts the oxygen
services out and they come here on e weekly
basis to maintain the upkesp of al} our oxygen
concentrators, which includes aqua packs, tubing
and changing of the filters, but we are ultimately
responsible to make sure the servica is being
maintained.

483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facliity must ensure that a
reskdent who anters the facility without an
Indwelling catheter is not catheterized unlass the
resident’s clinical condition demonstrates that
catheterization was necessary; and a resident
whao is incontinent of bladder receives appropriate
trealment and services to pravent urinary tract
infections and to restore as much normat bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and facifity policy review it was determined the
facliity faited to ensure proper treatment and care
for a urinary indwelling catheter for one resident
(#9), in the selacted sample of thirteen (13)
resldents. Observations revealed Resident #9's
urinary indwaliing catheter tubing was on the

F 2682

F315

Fa15|  483.25(d) NO CATHETER, 8/11/2013

PREVENT UTI, RESTORE
BLADDER

Based on the resident's
comprehensive assessmeni, the
facility must ensure thal a resident
who enters the facilily without an
indwelling  catheter is  not
catheterized unless the resident's
clinical condition demonstrates that
catheterization was necessary; and
a resident who Is incontinent of
bladder  receives  appropriate
treatment and services to prevent
urinary tract Infeclions and to
restore as much nommal bladder
function as possible.

Criteria #1: Resident #9's cathster
lubing was adjusted so as to not
touch the floor on 07/11/13.

Criteria #2: An audit of all residents
with indwelling catheters was
completed on 7/11/13 to determine
that the drainage fubing was not
touching the floor/ground,
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F 315 | Continued From page 9 F 315
floor. Criterfa #3: Al nursing staff
received in-service education on
Findings include: proper placement of catheter
drainage to tubing to prevent it from
A record review revealed Resident #8 was touching ‘hehﬂ°°5§?Ag%%8" 13, as
admitted to the facility on 05/07/13 with diagnoses pcrr?:ldled b*}';_ eT[i'le lacement of
to Include Adult Failure to Thrive and Hypertrophy oria ) P
i ; urinary drainage tubing shall be
(Benign) of Prostate with Urinary Obstruction, monitored pm  through routine
Brief Inlemgw of Mental Status was a fifteen {15) compliance rounds and reported in
when interviewed by Soclal Servicas, the moming QA meeling as
indicated. The CQI tool for
Observatlon on 07/10/13 at 12:45 PM and 4:02 monitoring of catheter drainage
PM revealed Resident #9 was in the oulside tubing shall be utilized monthly X 2
smoking area with paers with his/her indwelling and then every 6 months as per
catheter tubing on the ground. Observation on established CQl calendar under the
07/1113 at 12:20 PM and 2:10 PM revealed supervision of the DON,
Reslident #9 was on the admission hall with
indwelling catheter tubing in contact with the floor
dragging as the resident was going down the hall.
Interview with the Director of Nursing, on
07/12/13 at 3:25 PM, revealed an indwelling
catheter should be below the biadder but it should
not ba on the Moor.
) F 323
F 323 | 483.26(h) FREE OF ACCIDENT F 323 483.25(hY FREE OF ACCIDENT 8/11/2013
58=p | HAZARDS/SUPERVISION/DEVICES HAiAéD)SISUPERVISION!DEVIC
ES
The facility must ensure that the residant The facility must ensure that the
environment remains as free of accldent hazards resident environment remains as
as is possible; and each resident receives free of accldent hazards as is
adequate supervision and assistanca devices to possible; and each resident
prevent accidents. receives adequate supservision and
assistance devices to prevent
accidents.
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This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, record review
and facility policy review it was datermined the
facility failed to ensure the resident environment
remained free of accident hazards when the
medication reom in the North nurses station was
left with the door open and not focked and
secured,

Findings include:

Areview of the facility's *"Medication Storage in
the Facility” policy, no date, revealad Medication
rooms, carts and medication supplies are focked
or attended by persons with authorized access.

An observation, on 07/11/13 at 4:15 PM, revealed
the medication room door was standing wide
open and no staff was present in or around the
medication room.

An interview with License Practical Nurse (#1), on
07/11/13 at 4:20 PM, revealed the medication
room should be lockad at all times. The LPN
stated the facility's policy was to keep the door
locked at all times.

An interview with Assistant Director of Nursing
(ADON), on 07/11/13 at 4:30 PM, revealed the
medication room should be locked at all times.

An interview with the Diractor of Nursing (DON),
on 07/12/13 at 3:31 PM, revealad the medication

F 323 Criterla #1: The med room door

was closed and secured
immediately upon notification on
0711113, and staff members
involved were in-serviced on that
same day by the DON/ADON. A
seif closure mechanism was
installed on the med room door by
the maintenance depariment on
711213,

Criterla #2: All other med room
doors have self closure
mechanisms and are kept securely
closed when nursing personnel are
nol present.

Criteria #3: LN's and med techs
received In-service education on
keaping the med room doors closed
and secured when they are not
present on 08/08/13 as provided by
the DON/ADON.,

Criteria #4: The CQI tool for the
monitoring of the med rooms shall
be utilized monthly X 2 and then
quarterly as per established CQI
calendar, under the supervision of
the DON,
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NEEDS

The facility must ensure that residents racaive
proper treatment and care for the following
speclal services:

Injections;

Parenteral and enteral fiulds;

Colostomy, ureterostomy, or iteostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidancad
by:

Basad on observation, interview, record reviaw,
and facllity policy review It was determined the
facility failed to ensure propar treatment and care
for respiratory care for two residents (#15 and
#16), not in the selected sample of thifeen
residents. The facility falled to ensure the
physiclan ordered amount of oxygen (02) was
administered to Resident #16 and failed to ensure
the O2 tubing was changed weekly according to
the care plan for Resident #15.

Findings include:
1. Areview of the facllity policy entitled, "Oxygen

Therapy Concantrator Setup”, dated 01/01/07,
fevealed to adjust the O2 flow mater to the
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F 323 | Continued From page 11 F 323
toom should be locked at all imes. 483.25(k) TREATMENT/CARE 8/11/2013
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL fF3zg| FORSPECIAL NEEDS

The facility must ensure that
residents receive proper freatment
and care for the following special
services:

Injections; Parenteral and enteral
fluids; Colostomy, ureterostomy, or
ileostomy care; Tracheostomy care;
Tracheal suctioning; Respiratory
care; Foot care; and Prostheses,
Criteria #1: Resident # 16 was
immediate assessed, 02 adjusled
fo prescribed rate, and MD and
family were nolified on 07/10/13.
Resident # 15's and #16s 02
tubing and filter were changed on
07/10/13 and weekly thereafter,
Criteria #2; An audit of all residents
receiving O2 was completed by
administrative nurses on 07/10/13,
no discrepancies were noted. All
02 tubling and filters were changed
out on 7HOM3, and woeekly
thereafter by the respiratory
services representative.

Critaria #3: Facility protocol has
been revised to have nurses check
resenls prescribed ©O2 tharapy
avery 4 hours and prn to determine
that flow rate is correct.  Nurses
received in-sarvice education on
facility O2 protocol on 08/08/13 as
provided by DON/ADON. The
respiratory services representative
shall notify the DON/ADON if
he/she will not be at the facllity on
the assigned date for the weekly
change out of tubing and filter, so
that facllity staff can perform this
duty.
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prescribed rate. resident shall be monitored by

A record review revealed Resident #16 was
admitted to the facility on 05/23/04 with diagnoses
to include Paralysis Agitans, Primary
Cardiomyopathy, Anxiety State, Cardiac
Dysrhythmia, and Arteriosclerotic Cardiovascular
Disease.

A review of the July 2013 physiclan orders
revealed Resident #16 should receive 02 at four
{4} liters par minute (LPM) per nasal cannula
{NC) to keap oxygen above 90%.

Obsarvation on 07/10/13 at 12:45 PM and 4:28
PM revealed Resident #16's 02 was being
administered at five {5) LPM/NC,

Interview with Licensed Practical Nurse (LPN) #3,
on 07/10/13 at 4:35 PM, revealed Resident #16's
02 should be administered at 4 LPM/NC
according to physician orders.

tnlerview with the Diractor of Nursing, on
07/12/13 at 3:25 PM, revealed 02 therapy should
be administered per the physician's order.

Facilty policy dated 1/04/2007 and entitled,
Oxygen Therapy Concentrator Setup, states "
Adjust flow meter to prescribed rate".

2. Areview of the facility policy "Oxygen (02)
Therapy Set-up”, dated 01/01/2007, rovealed it is
the poiicy if the facliity to administrator oxygen in
a safe manner In accordance with accepted
standards of practice and according to the State
and Federal requiremants. Cannula, mask and
other delivery devices should be changed weekly.

charge nurses every 4 hours and
documented. The 02 monitoring
sheels shall be reviewed by the
ADON weekly X 4 weeks, and then
monthly as part of the CQI mesting
under the supervision of the DON.
The O2 tubing and filter weekly
change log shall be reviewed
weekly X 4 weeks, and then
quarterly and prn as part of the CQI
meeling under the supervision of
the DON.
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ltems should be changed sooner if they bacoma
soiled,

A record review revealed Resident #15 wes

admitted on 04/11/11 with diagnoses to include |
Chronic Ischemic Heart Disease, |
Carebrovascular Disease, Coronary |
Atherosclerosis of Arlery Bypass Graft, and |
Transient Cerebral 1schemia. ’

An observation on 07/10/2013 at 12;45 PM,
ravealed Resident #15's 02 tubing was dated
06/26/13.

An interview with the Director of Nursing, on
07/10/13 al 5:00 PM, revealed the facllity
contracted a service to provide all of thelr
respiratory sarvices,

An interview with the Respiratory Services
representative, on 07/11/2013 at 5:00 PM,
revealed he/she was there for a routine weekly
visit. He/she stated he/she checks and changes
overy residents’ tubing and aqua pack, if the
facility hasn't completed it aready for one reason
or another. The representative revealed it was
hisfher responsibility to change the tubing and
aqua pecks on a weekly basls, that is the
agreement between the service and the facility.
He/sha revealed it have bean an oversight on
hisfher part.

An interview with the DON on 07/12/2013 at 3:31
PM, revealed the facility contrects the oxygen
services out and they come here on a weekly
basis to maintain the upkeep of all our oxygen
concentrators, which includes aqua packs, tubing
and changing of the filters, but we are ultimately
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responsible to make sure the servica is baing
maintained.
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K000 | Continued From page 1 KQ0O| Disclaimer: Preparation and exacution of this
Deficlencies were cited with the highest plan of comection does not constiiute admlission
deficiency identified at "E" javel. or agreement by the provider of the truth of the

K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045 :ﬂt:::mz'mg:f" d:ffld':‘r':;;'"'#]?: p:::' o'?"égn':dg:

§8=D y
illumination of means of egress, including exit :’ z;:z::df:;:m?:ﬁzu:meﬁtw bocause it lo
discharge, Is arranged so that failure of eny single ¢ y ’
fighting fixture {bulb) witl not leave the area In
darkness. (This does not refer to emergency
lighting in accordance with section 7.8.)  19.2.8 K045 Mumination of means of egress, Including exi

discharge Is arranged so that failure of any single i3
lighling fixture {bulb) will nol leave the area In
darknass.
This STANDARD is not met as evidenced by: Cileria 1 —The exlerior exits identified during the
Based on observation and interview, it was survey; the exit located in the kilchen thal did not
dstermined the facility failed to ensure exits were have a light fixiure installed outside to provide ths
equipped with lighting in accordanca with NFPA required illumination for exit discharge and the exil
standards. The deficiency had the potential to localed In the 400 Hall that had a light fixture
affect two (2) of five (5) smoke wmpaﬂmentsl insla;{ed W]th'only one bulb have be?n “i"eCted.hA
fesidents, staff and visitors, The facility Is certified i:ﬂg:‘e':‘ms‘;gg‘ e‘:? :#;bfh';a; ﬁ’h L“;';"?é?"m“.?' 4' re
for fify elght (58) beds with a census of ity two Hall exit has been replaced w%m a light fixture with
(52} on the day of the survey. The facility failed to two bulbs by the (mainl;enance supervisor)
provide required Hlumination outside an exit for Crilefia 2 -YAII exlerior exils h avepgeen ;n;‘ped od by
discharge. the Malntenance Supervisor and any exils identilied
. to have only a single light fixture for illumination or no
The findings include: fight fixture hava been corecled lo meet this
slandard.
Obsewatlon.‘ on 07/11/13 between 8:30 AM and Criterla 3 -Tthe Maintenance Supervisor has
12:00 PM, with the Maintenance Director received In-service education from the Adminisirator
revealed the axit located in the Kitchen did not on 8/6/2013 to asswre thal afl exterior exis have the
have a light fixture installed outside to provide tha required illumination for exii discharge,
required Hlumination for exit discharge. Further Criterfa 4 - The CQl indicator, ES-3 which includes
observation revealed the exit located in the 400 assuring that the exterior exlts have Iumination for
Hall had a light fixture installed with only one bulb. ;xﬂi t d'scharge p;aa" be mgﬂ;'llzle'ﬁn by rlel:‘ie
alntenance Supervisor mon \ quarleily
Interview, on 07/11/13 batween 8:30 AM and theraafier undef the suparvision of the Adminlstrator
12:00 PM, with the Maintenance Director
reveated he was not aware the exits did not have
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K 045 | Continued From page 2 K 045
the required illumination for egress fighting.

Reference NFPA 101 (2000 edition)

19.2.8 lllumination of Means of Egress.
Means of egress shall be illuminated in
accordance with Section 7.8.

7.7 DISCHARGE FROM EXITS

7.7.1*

Exits shall terminate directly at a public way or at
an exterior exit discharge. Yards, courls, open
spaces, or other portions of the exit discharge
shall be of required width and size to provide all
occupants with a safe eccess to a public way.
Exceplion No. 1: This requirement shall not apply
to interior exit discharge as otherwise providad in
7.7.2.

Exception No, 2: This requirement shall not apply
1o rooftop exil discharge as otherwise provided in
7.7.8.

Exception No. 3: Means of egress shall be
pemnitied {o terminate in an exterior area of
refuge as provided in Chapters 22 and 23,

7.7.2

Not more than 50 percent of the required number
of exits, and not more than 50 percent of the
required egress capacity, shall be parmitted to
discharge through areas on the levei of exit
discharge, provided that the criteria of 7.7.2(1)
through {3} are mat:

(1) Such discharge shall lead to a free and
uncbstructed way te the extenor of the building,
and such way Is readily visible and identifiable
from the polnt of discharge from the exit.

{2) The level of discharge shall be protacled
throughout by an approved, automatic sprinkler
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system In accordance with Section 9.7, or the
portion of the level of discharge used for this
purpose shall be protacted by an approved,
automatic sprinkler system in accordance with
Saction 9.7 and shall be separated from the :
nonsprinklered portion of the floor by a fire |
resistance rating meeting the requirements for :
the enclosure of exits {see 7.1.3.2.1), |
Excaption: The requirement of 7.7.2{2) shall not |
apply where the discharge area Is a vestibule or
foyer meeling all of the following:

{(a} The depth from the exterior of the building
shall not be more than 10 ft {3 m) and the length
shall not be more than 30 ft (9.1 m),

{b} The foyer shall be separated from the
remainder of the leve! of discharge by

construction providing protection not less than the
equivalent of wired glass in steel framas,

() The foyer shall serve only as means of
egress and shall include an exit directly to the
outsida,

(3) The entire area on tha level of discharge shall
be separated from areas balow by construction
having a fire resistance rating not less than that
required for the exit enclosure.

Exception No. 1: Leveis balow the leve! of
discharge shall be pammitted to be open to the
leve! of discharge in an atrium In accordance with
8.256.

Excaption No. 2: One hundred percent of the
exits shall be permitiad to discharge through

areas on tha level of exit discharge as provided in
Chapters 22 and 23.

Exceplion No. 3: In existing buildings, the 50
percent mit on egress capacity shali not apply if
the 50 parcent limit on the required number of
exils is met.

7.73

FORM CM$.-2567(02-90) Pravious Versions Obsolete Evenl iD: 5R7421 Fucility ID: 100353 it conlnuation gshee! Page 4 of 156




PRINTED: 07/26/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA 2) MULTIPLE CONSTRUCTION {%3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED
185334 B. WNG 07/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1595 US HWY 231 8,
BEAVER DAM NURSING & REHAB CENTER, iNC
BEAVER DAM, KY 42320
oo SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 045 | Continued From page 4 K 045

The exit discharge shall be arranged and marked
to make clear the direction of egress to a public
way. Stairs shall be arranged so as to make clear
tha direction of egress to a pubiic way. Stairs that
continue more than one-half story beyond the
love! of exit discharge she!) be interrupted at the
level of exit discharge by partitions, doors, or
other effective means.

7.74

Doors, stairs, ramps, corridors, exit
passageways, bridges, balconies, escalalors,
moving walks, and other components of an exit
discharge shell comply with the deteiled
requiremenis of this chapter for such
components.

7.7.5 Signs.

(See 7.2.2.54 and 7.2.2.5.5.)

7.76

Where approved by the authbrily having
jurisdiction, exits shall be permitted o discharge
to roofs or other sections of the bullding or an
adjoining building where the following criteria are
met:

(1) The roof construction hes a fire resistance
raling not less than that required for the exit
enclosura.

(2} There is a continuous and safe means of
egress from the roof.

7.8 ILLUMINATION OF MEANS OF EGRESS
7.8.1 General.

7.8.1.9*

llumination of means of egress shall be provided
in accordance with Section 7.8 for every building
and structure where required in Chapters 11
through 42. For the purposes of this requirement,
exit access shall include only designated stairs,
aistes, corridors, ramps, ascalators, and
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passageways leading to an exit, For the purposes
of this requirement, exit discharge shall include
only designated stairs, aisles, comidors, ramps,
escalators, walkways, and exit passageways
leading to a public way.

7.8.1.2

Mumination of means of egress shall be
continuous during the time that the conditions of
occupancy require that the means of egress be
avallable for use, Artificiat lighting shall be
employed at such locations and for such periods
of time as raquired to maintaln the illumination to
the minimurm criteria values herein specified.
Exception: Automatic, motion sensor-type
lighting switches shall be permitted within the
means of egress, provided that the switch
controliers are equipped for fail-safe operation,
the illumination timers are set for @ minimum
15-minute duration, and the moticn sensor is
activated by any occupant movement in the area
servad by the lighting units,

7.81.3*

Tha fioors and other walking surfaces within an
exit and within the portions of the exit access and
oxit discharge designated in 7.8.1.1 shall ba
iluminated to values of at least 1 R-candls (10
lux) measured at the floor.

Exception No. 1: In assembly occupancies, the
Hlumination of the floors of exit access shall be at
least 0.2 ft-candle {2 jux} during periods of
parformances or projections involving directad
light.

Exception No. 2*; This requirement shall not
apply whore operallons or processes require low
lighting levels.

7.8.14*

Required {llumination shal be erranged so that
the fallure of any singte lighting unit does not
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result in an illumination level of less than 0.2 K056 Tha 'wmy failed 1o enswe the bulldlng had a
ft-candle (2 lux) in any designated area. complele sprinkler system installed, in accordance #1413
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 058] with NFPA Standards.
§8=E Criteria 1 - The areas idenlified during the survey,
If there is an automatic sprinkler system, it i two slandard response lype sprinkler heads installed
installed in accordance with NFPA 13, Standard in the Maintenenca Hall which is connecled to the
for the Installation of Sprinkler Systems, to 300 Hall which has a quick response type sprinkler
provide complete coverage for all portions of the head; closels located in the Conference Room,
building. The system is properly maintained in Therapy Room, Medical Records Room and the
accordance with NFPA 25, Standard for the Time Clock Nook; light fixtures installed within twelve
Inspaction, Testing, and Maintenance of inches of a sprinkler head Ilocated i"‘ the
Water-Based Fire Protection Systems. Itis fully Administration Hall, 200 Hall and the 400 Hall; and

. the wardrobe type closets localed in rooms #404,
supervised. There is a reliable, adequate water 402, 405, 406, 403, 102, 104, 105, 108, 107, 108,

Supply for the system. Required sprinkler 100, 110, 112, 113, 144, 115, 117, and 118 that did
systems are equipped with water flow and tamper not have adequale sprinkler coverage have been

switches, which are electrically connected o the comected by the facliily contracted Sprnkler vendor
builging fire alam system.  19.3.5 and the Maintenance Supervisor.

Crileria 2 ~ All areas of the facllily have been
inspected by the facilily contracted sprinkler vendos
and the Maintenance Supervisor 1o assure there are
1o ofher areas no! properly covered by the sprinkler

This STANDARD is not met as evidenced by: system, thal thero are no other standard response
Based on observation and Interview it was heads Installed in the same compartment with quick
determined the fadlity failed to ensure the fasponse heads, and no sprnkler heads are within
building had a complate sprinkler system 12° of a light fixture,

installed, in accordance with NFPA Standards. Criteia 3 - The Maintenance Supervisor has
The deficiency had the potential to affect four (4) received in-servica education from the Administrator
of five (5) smoke compartmaents, residents, ataff ?nlﬂt?ﬁﬂia loka:SSL;re lh?miis :10 gthg.r area in lhe

; it s ; acility ihat would not meet this slandard.

(58 bede s o acilty s ey e (o3 o i Crleria 4 - The CQI Indicalor, ES-3 which includes

assuring that there Is proper sprinkler coverage in all
areas of the facilily, thal sprinkler heads are not
installed closer than 12* to a sprinkler head, and (ha!
(here are no quick response sprinkler heads Installed
In the same compariment as standard response

day of the survey. The facllity falled to ensure
complete sprinkler coverage, sprinkler heads
were not blocked by light fixtures, and sprinkler
heads ware of the same temperature rating and

response type in a compariment. sprinkler heads, wil be compleled by the

) Malnienance Director on a monthly basis X2, then

The findings include: qQuarerly thereaftar under the supervision of the
Adminislrator,
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Observation, on 07/11/43 between 8:30 AM and
12:00 PM with the Maintenance Director revealed
sprinkler heads were installad within the same
compariment that were not of the samse
temperature or response rating. Two (2)
standard response type sprinkler head were
instatlad in the Malntenance Hall which is
connectad to the 300 Hall which has the quick
response type sprinkler heads installed.

Interview, on 07/41/13 batwean 8:30 AM and
12:00 PM, with the Maintenance Dlrector
revealed he was not aware of the mixed sprinkler
heads located within tha same compariment.

Obsarvation, on 07/11/13 batween 8:30 AM and
12:00 PM, with the Maintenance Director
revaaled no sprinkler heads warae installed within
closets jocaled In the Conference Room, Therapy
Room, Medical Records Room, and tha Time
Clock Nook.

Interview, on 07/11/13 betwean 8:30 AM and
12:00 PM, with the Maintenance Director
revealed he was not aware the closets did nol
have sprinkler protection.

Observation, on 07/11/13 between 8:30 AM and
12:00 PM, with the Malntenancea Director
revealed light fixtures were installed within twelve
{12} inches of a sprinkiar head iocated in the
Administration Hail, 200 Hall, and the 400 Hall,

interview, on 07/14/13 between 8:30 AM and
12:00 PM, with the Maintenance Director
revealed he was not aware of the requirement.

Observation, on 07/11/13 between 8:30 AM and
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12:00 PM with the Maintenance Direclor revealed
wardroba type closets located in rooms #404,
402, 405, 408, 401, 403, 102, 104, 105, 108, 107,
108, 109, 110, 111, 112, 113, 114, 115, 117, and
118 did not have adequate sprinkler coverage.

interview, on 07/11/13 between 8:30 AM and
12:00 PM, with the Maintenance Director
confirmed the observation.

Referenca: NFPA 13 (1999 Edition) 5-13 8.1

Actual NFPA Standard: NFPA 101, Table 19.1.6.2
and 18.3.5.1. Existing healthcare facilities with
construction Type V (111) require complete
sprinkler covarage for all parts of a facility.
Actual NFPA Standard; NFPA 101, 18.3.5.1.
Where required by 19.1.8, health care facllities
shall be protacted throughout by an approved,
supervised avtomalic sprinkler system in
accordance with Section 9.7,

Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
automatic sprinkier system required by enother
section of this Code shall ba in accordance with
NFPA 13, Standard for the Installation of Sprinkier
Systems.

Actual NFPA Standard: NFPA 13, 5-1.1. The
requifements for spacing, location, and position
of sprinkiars shall be based on the following
principles:

(1) Sprinkiers installed throughout the premises
(2) Sprinklers located so &8 not to exceed
maximum protection area per sprinkler

(3) Sprinklers positioned and located so as to
provide satisfactory performance with respect to
activation time and distribution.
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Reference: NFPA 13 (1666 ed.)

5-5.5.2.2 Sprinklers shall ba positioned in
accordance with

the minimum distances and special exceptions of
Sections 5-6

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

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

and fixtures.

Table 5-6.5.1.2 Positioning of Sprinklers to Avoid
Obstruclions to Discharge (SSU/SSP)

Maximum Allowable Distance

Distance from Sprinklers to of Deflector
above Bottom of

Side of Obstruction (A) Obstruction (in.)
(B

Less than 1 ft 0
1fttoless than 1 A 6 in. 242
1ft 6in. to less than 2 f 3112
2fttolessthan 2 6 in. 5112
2fi6in fo less than 3 f 712
dfttolessthan 3 ft6in. 91/2
3ft6in. toless than 4 ft 12

4 fttoless thand R 6 in. 14
4ft6in.toless than 5 R 16172
5 ft and greater 18

For St units, 1In. = 25.4 mm; 1 ft = 0.3048 m,
Note: For (A} and (B), refer to Figure 5-6.5.1.2(a).
Reference: NFPA 13 (1989 ed.)

5-6.3.3 Minimum Distance from Walls. Sprinklers
shalt be located & minimum of 4 in, {102 mm)
from a walil,

Refarence: NFPA 13 {1899 Edition)
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7-2.3.2.4 Where listed quick-response sprinkiers
are used

throughout a system or portion of a system
having the same

hydraulle design basis, the system area of
operation shall be

permitted to be reduced without revising the
density as Indicated

in Figure 7-2.3.2.4 when all of the following
conditions

are satisfied:

(1) Wet pipe system

(2) Light hazard or ordinary hazard occupancy
(3) 20-ft (6.1-m) maximum ceiling height

The number of sprinklers in the design area shall
never be

less than five, Where quick-response sprinkiers
are used on a

sloped calling, the maximum celfing helght shall
be used for

determining the percent reduction in design area.
Where

quick-response sprinklers are installed, ail
sprinklers within a

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

temperature-rated sprinklers, standard response
sprinklers shalt be

permitted to be used.

Reference: NFPA 101 (2000 adition)

19.1.6.2 Heaith care occupancies shall be limited
to the types

of bullding construction shown in Table 19.1.6.2.
(See 8.2.1)

Excaption:* Any building of Type 1(443), Type

K 056
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1{332), Type 1i(222),

or Type l1(111} construction shall be parmitted to
include roofing systems

involving combustible supports, decking, or
roofing, provided

that tha following critaria are met:

(&)} The reof covering meets Class C
requirements in accordance

with NFPA 256, Standard Methods of Fire Tests
of Roof Covarings.

(b} The roof is separated from all occupied
portions of the building

by a noncombustible floor assembly that includes
nol kess than 249/2 in,

{6.4 cm) of concrete or gypsum fill,

(c) The attic or other space is either unoccupied K074 Draperies, curlgins, including cublcal curlains,
or protected and other loosely hanging fabrics end fims serving
throughout by an approved automatic sprinkler as fumishings or decoralions In health care | 81113
system. occupancies are in accordance with piovislons of
K 074 | NFPA 101 LIFE SAFETY CODE STANDARD K 074| 10.3.1 and NFPA 13, Standards for the Inslafation of
Sprinkler Sysiams,

88D Criteria 1 -The privacy curlain identified during the

survey in the 100 Hall Shower has been repiaced
wilh a privacy curtain that has 48" of mesh of % inch
at the top by the Maintenance Director.

Criterta 2 - All areas of the facilify have been

Draperigs, curtains, including cubicle curtains,
and other loesely hanging fabrics and fiims
serving as furnishings or decorations in health
care occupancies are In accordance with

provisions qf 10.3.1 end NFPA 13, Standards for inspected by the Housekeeping Direclor o assura
the Installation of Sprinkler Systems. Shower there are no other pﬁvacy curtains tha! do nol have
curtains are in accordance with NFPA 701. the required 18 Inches of % inch mesh at the top.
Crlefa 3 ~The Malnisnance and Housekeeping
Newly introducad upholstered furniture within Supervisors  have been  in-serviced by the
health care occupancies meets the criteria Administralor on  _8/7/2013 1fo assue they
spaclfied when tested in accordance with the understand all privacy curtains must have 18 inches
methods cited in 10.3.2 (2) and 10.3.3. 19.7.5.1, of % inch mesh at the top of the curtain.
NFPA 13 Criteria 4 - The CQI Indicalor, ES-3 will be ullfized by
the Housekeeping Supervisor monthly X 2. lhen
Newly introduced mattresses meet the criteria quarlerly thereafier under the supervision of the
spacified when tested in accordance with the Administrator fo assure compliance with fhis
method cited In 10.3.2 (3), 10.3.4. 19.7.5.3 slandard,
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This STANDARD I3 not met as evidenced by:
Based on observation and interviaw, it was

in accordance with NFPA standards. The

the survey.
The findings include:

Observation, on 07/11/13 at 8:58 AM, with the

against the ceiling with only twelve inches of
mesh at the top.

Interview, on 07/11/13 at 8:56 AM, with the

the shower curtain did not have the required
mesh at the top.

NFPA 13
Cubicle curtains:
Referance to:

Systems 1998 Edition
19.3.5.5 For the proper operation of sprinkler

datermined the facility failed to ensure the privacy
curtalns, located within the shower rooms, were

deficiency had the potential to affect one {1) of
five (5) smoke compantments, residents, staff and
visitors. Tha facility Is certified for fifty eight (58)
beds with a census of fifty two {52) on the day of

Maintenance Director revaaled the privacy curtain
to the shower locatad within the 100 Hall Shower
Room did not have eighteen inches of mesh of %
inch at the tap. The shower curtain was installed

Maintanance Diractor revealed he was not awara

NFPA 13 Standard for the Instatlation of Sprinkler
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systems, cubicle curtains and sprinkler locations
need to be coordinated. improperly designed
systems might obstruct the sprinkier spray from
reaching the fire or might shield the heat from the
sprinkler. Many options ara available to the
designer including, but not limited to, hanging the
cubicle curtains 18 in. (48 cm) below the sprinkler
deflector; using a ¥&in. (1.3-cm) diagonal mesh
or a 70 percent open weave lop panel that
extends 18 in. (46 cm) below the sprinkier
deflactor; or designing the system to have a
horizontal and minimum vertical distance that

meels the requirements of NFPA 13, Standard K 075 The facilily fafled to ensure rash collection
for the Installation of Sprinkler Systems. The test receplacles with capacitles greater than 32 galions B/11/13
data that forms the basis of the requirements of were slored in accordance with NFPA slandards,
NFPA 13 is from fire tests with sprinkier discharge Criterla 1 - The lrash can ciled during the survey
that penatrated a single privacy curtain. which Is used for paper shredding has been replaced
K 075 | NFPA 101 LIFE SAFETY CODE STANDARD k075 With acontainer that does not exceed 32 galions.

Criteria 2 - The Malnlenance Direclor has inspecled

i al faciity trash conlainers to assure none are used
Soiled linen or trash collection receptacles do niot thal exceed 32 gallons unless they are located in a

axceed 32 gal (121 L) in capacity. The average
density of container capacity in a room or space Z:t"c::dgolecled 8 a hazardous area when nol

does nol excead .5 gal/sq f (20.4 L'sgm). A

S$8=D

Crileria 3 -The Maintenance and Housekeeping

capacity of 32 gal (121 L) is not exceeded within Supervisor have received in-service education from
any 64 sq f(5.8-sqm) area. Moblle soiled finen the Adminlstrator on 8/7/2013 lo assure they do nol
or trash collection receptacles with capacities use trash containars that exceed 32 galions unless
greater than 32 gal (121 L.} are located in a room the containers are stored in a room protecled as 2
protected as a hazardous area when not hazardous area when not atlended.

attended. 19.7.5.5 Criterla 4 - The CQJ Indicator, ES-3 will be used by

the Malnlenance Supervisor on a monthly basls X 2,
then quarlerly thereafter, under the supervisfon of the
Administralor 1o assure compliance with this
standaid.

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure trash
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collection receplacles with capacities greater than
32 galfon were stored in eccordance with NFPA
standards. The deficiency had the potential to
affact ona (1) of five (5) smoke compartmants,
residents, staff and visitors. The facility is certified
for fty sight (56) beds with a census of fifty two
(52} on the day of the survey.

The findings include:

Observation, on 07/11/13 at 10:54 AM, with the
Maintenance Direclor revealad a trash can for
paper shradding with a capacity over thirty two
{32) galions was left unattended in the
Adminlstration Hail,

interview, on 07/11/13 at 10:54 AM, with the
Maintenance Diraclor revealsd he was not aware
of the requirement for trash receplacles with
capacities greater than thirty two (32) galions.

19.7.5.5

Soiled finen or trash collection receptacles shall
not excead 32 gal {121 L} in capacity. The
average density of container capacity in a room or
spaca shall not exceed 0.5 galift2 (20.4 L'm2). A
capacity of 32 gal (121 L) shall not be exceedad
within any 84-ft2 (5.9-m2) area. Mobile soiled
linen or trash collection receptacies with
capacities greater than 32 gal (121 L) shell be
focaled in a room protected as a hazardous area
when not attended,

Exception: Conteiner size and density shall not
be limited in hazardous areas.
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