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F 000 | INITIAL COMMENTS F 000
F 281
A Recaertiflcation Survay was conducted on
06/23/15 through 08/25/15 with deficiencles cited NHC Madisonville ensures services
at the highest Scope and Severity of a "D". provided or arranged by the facility
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F281] meet professional standards of quality.
ss=p | PROFESSIONAL STANDARDS
On 06/26/15 a Hospice RN met with the
The services provided or arranged by the facility DON and facility Team Leader to
must meet professional standards of quality. jointly develop 8 coordinated Plan of
Care consistent with Hospice
philosophy and responsive to the needs
This REQUIREMENT s nol met as evidenced of Resident # 13, The meeting resulted
by: in a collaborative plan of care being
Based on Interview, record review, and facllity developed specifying what the facility
policy raview it was determined the facillty failed and Hospice was responsible far in
lo ensure services provided or arranged by the delivering the respective services to
facility met professlonal standard af quallty for Resident # 13 and at what intervals.
one (1) of eightesn (18) sampled residents
(Resident #13) related to not developing an On 06/28/15 the family of Resident # 13
interim care plan to address the needs of a revoked the Hospice arrangement
hospice resident. between Hospice and facility.
The findings include: On 07/13/15 a 100% visual audit of
Hospi ident 1
Review of the Policy and Procedure, "Admitting a n:?g:::dr;:; ::u::m:i:zs c:fpms
Patient", undated, revealed to "initiate Interim involving Hospice and facility to ensure
Plan of Care”. collaboration of services between
Reviaw of "This Nursing Facllity Services f;::le' tgoz::g gobsz :;:ez:domer residents
Agreement" between the facility and Hospice, )
dated 09/14/11, revealed the Hospice and Facility ey
will jointly develop and agree upon a coordinated ‘S; 2&?‘: éti ;n S;J ;:‘el g:rse ;‘O:zr;m
Plan of Care which is consistent wilh the Hospice Nursing on collaborative services and
philosophy and is responsive to the unique needs responsibility of services between
of the Hospice Patlent and his or her expressed fac]i,lity and Hospice. The in-service was
desira for Hospice care. The Plan of Care wil fven o 100% of the lioeased Aursing
identify which provider is responsible for g‘afﬁmlv e
performing the respective functions that have
LABORATORY DIRECTOR'S OR PROVIDER/SUPPIJER REPRESENTATIVE'S SIGNATURE TM.E {X6) DATE
Ve
Dpun " 0115

Any deficlancy stalement ending wlﬂ an astarisk ("} denatas a daficiency which Ihe Instiluion may be excused from correcting providing it is datermined that
other safeguards pravide sufficlent protection to the patlents. (Sae Instrucions.) Except for nursing homes, the findings stated above are disclosabla 80 days
following the data of survey whather or not a ptan of correction Is provided. For nursing homas, the above findings and plans of comecton are disclosable 14
days lollowing ths date these documents are made avallable to the faciiity. |f deficlancles are dlted, an approved plan of correction 18 requislie to conlinued

program participation.
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F 281 | Continued From page 1 F 281
beean agreed upon and included In the Plan of process, ADON, MDS coordinators,
Care. RV/LPN Team Leaders and social work
Record review revealed the facility admitied L
Resident #13 to the facility on 06/18/15, with - .
diagnosis which included include Congestive ﬂgnumr:g%fuéollggzﬁl;;:u;r:&il:
Heart Fallure (CHF) and Alzhelmer's Disease. facﬂ?spm d Host);ce is the responsibility
Review of the Admisslon Physician Orders, dated e
085/19/16, revealed "Hosplcs services 1o treal”. %w: Leade:s At M%S
Review of Resident #13's Intarim Care Fian, coordinators. Monitoring will accur
dated 06/19/15, there was a plan of care ﬁ‘m&gh ‘{d’“;lss'°dr;t":j,";z:“$; :':;
developed for "End of Life" care; however, the "f:g?u Y WTIJ b-a“ AT P te
plan of care did not address the coordination of AL e St JORS e
care wilh the hospice agency and staff. All Quality Assurance Monitors will be
Interview with Licensed Practical Nurse (LPN) #1, reported to the Center's Quality fih
on 08/25/15 at 5:10 PM, revealed there was not 8 Assurance Committee c“‘ﬁ'f”? UL
Plan of Care (POC) sent from Hospice that Administrator, Director of Nursing,
defined the role Hospica would play in the cars of Medical Director, QA Physiclans,
the resident. LPN #1 stated she only received the Dietician, Social Service Director,
orders for the medications the resident would be Housekeeping & Laundry Director, and
taking and the accepting physician ordered those HIM iﬁé"é nu;‘l’:‘t;hg’s::r:::‘g“
medicotorn penficsnice iebuction Monitors will continue as directed by
Interview with the Director of Nursing (DON), on the Quality Assurance Committee and
06/25/15 at 5:08 PM, revealed there was not a the Regional Nurse. 7/24/15
collaboralive plan of cara developed with Hospice
to define the role of the facility and Hesplce for
the care of the resident.
Interview with the Administrator, on 06/26/15 at
5:34 PM, revealed he expectad Hospice to
provide a POC to the facility and work with the
facllity to coordinate the services Hospice would
be providing to the resident.
F 309] 483.25 PROVIDE CARE/SERVICES FOR F 309
ss=p| HIGHEST WELL BEING
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F 308 | Continued From page 2 F 309
Each resident must recalve and the facility must
provida the necessary care and searvices to attain
or maintain the highest practicable physical,
mental, and psychosaciat well-being, in F300
accordance with the comprehensive assessment
and plan of care. NHC Madisonville ensures each

Ihls REQUIREMENT Is nct met as evidenced
y:
Based on intarview, record review, and facility
policy review it was determined the facliity falled
to communicate, establish, and agree upon a
coordinated Plan of Care (POC) for the faclity
and Hospice Services which reflects the haspice
philosophy, and was based on an assessment of
the individual's needs and unique living sltuation
in the facllity for ane (1) of two (2) residents who
received Haspice services in the selected sample
of elghteen (18} residents.

The findings include:

Reviaw of “This Nursing Facllity Services
Agreement” betwean the facllity and Hospics,
datad 09/114/11, ravealed the Hospice and Facllity
will jointly develop and agrae upan a coordinated
Plan of Care which Is conslstent with the Hospice
philosophy and Is responsive to the unique needs
of the Hospice Patient and his or her expressed
desire for Hospica care. The Plan of Care will
Identify which provider Is responsible for
performing the respective functions that have
been agreed upon and included in the Plan of
Cara,

resident receives and the facility
provides the necessary care and services
to attain or maintain the highest
practicable physical, mental, and
psychosacial well-being, in accordance
with the comprehensive assessment and
plan of care.

On 06/26/15 a Hospice RN met with the
DON and facility Team Leader to
jointly develop a coordinated Plan of
Care consistent with Hospice
philosophy and responsive to the needs
of Resident # 13, The meeting resulted
in a collaborative plan of care being
developed specifying what the facility
and Hospice was responsible for in
delivering the respective services to
Resident # 13 and at what intervals.

On 06/28/15 the family of Resident # 13
revoked the Hospice arrangement
between Hospice and facility.

QOn 06/29/15, the facility DON met with
the DON of Western Kentucky Hospice
to establish expectations for future
admissions. The ‘OIG audit tool’ will
be utilized as a guide for ensuring all
required documentation is provided and
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Review of the contract provided by the facllity received before hospice residents are
titled, "Hospice of Western Kantucky Business admitied to the facility to inciude plan
Assoclate Agreement”, and signed by the of care. The audit tool includes election
Adminisirator, cn 08/20/13, did not define the requirements, plan of care requircments,
roles the Facility and Hosplce would meintsin In services requirements, certification of
the care of the resident, terminal illness requirements, and
dicati i ts.
Record review revealsd the facility admitied modication foquiromen
Rasident #13 to the facillty on 06/19/15, with On 07/14/15 the administrator '
diagnosis to Include Congestive Heart Fallure conducted a 100% audit of all Hospice
(CHF) and Alzheimer's disease. Review of the contracts and all were found to be
Admisslon Physician's Orders, dated 06/19/15, compliant.
revealed the physician ordered "Hospice services
to treat”. Further review of the record reveeled On 07/13/15 & 100% visual audit of
there was no certificale to show the reason for Hospice resident care plans was
Hospice. reviewed for collaborative care plans
Revlew of the Interim Care Plan, daled 06/19/15, :;‘{g::;f“}::sggzxge?ggg:nmm
revealed there was no '.:Ian af Care (POC) facility and Hospice. No other residents
related to the coordination: of the care provided by were found 1o be affected
hospice and facifity. In addition, review of the )
Nursing Notes since admission, revealed there e
was no documentation to indicate what services ggﬂgj&iﬁ%ﬁ;ﬁl&{ :faftg;i‘i:}g
had been provided to Resident #13 In the facllity in the admission procsss to include the
by Hospice. Social Service Director, RN/LPN Team
Interview with Licansed Practical Nurse (LPN) #1, e afibe rbas o
on 08/26/15 at 5:10 PM, revealed there was not a e gﬁg v fll Hosnice &
Plan of Care (POC) sent from hospice that djn o wl o . "abmgon o
definad tha role Hospice would play in the care of BCMISSIONS 10 ensure €o-
the resident. accordance with regulation. The
Hospice Director aiso provide the same
Interview with the Director of Nursing (DON), on in-gervice to the hospice staff to ensure
06/25/15 at 5:08 PM, revealed there was not a education efforts were collaborated.
collsboralive plan of care developed with Hospice .. il . i
o define the role of the facity and Hospics for ﬁﬁ‘iﬁ:‘;‘é‘i gfiﬁfy Aboraiive care plans
L E A s facility and Hospice is the responsibility
Interview with the Administrator, on 06/25/16 at
FORM CM5-2567(02.99) Previous Versions Obsolels Event ID; JMz811 Facity 10: 100183 If continuation sheet Page 4 ol §
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6:34 PM, revealed he axpected the Hospice to £ the Director of Nursing, RN/LPN
provide a POG to the facillty and work with the st I
facllity to coordinate the services Hospice would coordinators. Monitoring witl oceur
be providing to the resident. through admission visual audit and
weekly visual audit of Hospice and
facility collaborative Plans of Care.

All Quality Assurence Monitors will be
reported to the Center’s Quality
Assurance Committee consisting of the
Administrator, Director of Nursing,
Medical Director, QA Physicians,
Dietician, Social Service Director,
Housekeeping & Laundry Director, and
HIM Director monthly. In-service
training and Quality Assurance
Monitors will continue as directed by
the Quality Assurance Committee and
the Regional Nurse.

7/24/15
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‘ 1CH

K000/ INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a) o >
\ED
BUILDING: 01. BEC'E\ g

\
PLAN APPROVAL: 1885. M 'ZQO\__
oFF‘CgGQAEWL
SURVEY UNDER: 2000 Existing. ePEc®

FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type lll
(211).

SMOKE COMPARTMENTS: Five (5) smoke
compartments.

FIRE ALARM: Complets fire alarm systam
installed in 1966, and upgraded in 1995 with 128
smoke detectors and 10 heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed In 1985 and upgraded
in 2012,

GENERATOR: Type Il genaralor installed in
16872, Fuel source s Natural Gas.

A Recertification Life Safety Code Survey was
conducted on 06/24/14. The facility was found not
lo be in compliance with the requirements for
parlicipation in Medicare and Medicaid. The
facility Is certified for ninety-four (34) beds with a
census of elghly-eight (88) on the day of the
survey.

The findings that follow demonstrale
noncompliance with Title 42, Code of Federal

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE

AUN G0 Aner adr~ 7-1g~15"

Any deficiency statemant ending with an asterisk (*} denoles a deficlency which Lha instliution may be excused from corecting providing I Is datermined that
other safeguards provide sufficlent proteclion to the paiisnis, (See Instiuztions.) Except far nursing homes, the findings stated above ara disclosable 80 days
following the date of survey whather or not a plan of corraction s provided. For nursing homas, the above findings and plans of correction are disclosabla 14
days lnuo\ma::'gdme“dala lhese documents are made avallabla to the facility. I daficlencles are clied, an approved plan of corractian Is requisile to continuad
program participation,

FORM CMS-2587(02-09) Previous Veralens Obsolate Event ID:JMza21 Facilly ID; 100185 If continuation sheel Page 10f8
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(X4)ID SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REBULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE bATE
DEFICIENCY)
K 000 | Continued From page 1 K 000
Regulations, 483.70(a) el seq. (Life Safety from
Fire).
Daflclencies wera cited with the highest
deficiency identified at "D" level. K 029
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029
§8=D C Madi i the facili
One hour fire rated construction (with % hour ﬁm mz :::gﬁ:,ﬁug: p,.:tec%mtly of
fire-raled doors) or an approved automatic fire Hazards in accordance with NFPA
extinguishing system in accordance with 8.4.1 standards.
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system On 07/10/15 the collection of hazardous
option is used, the areas are separated from materials, including shoes and pictures
other spaces by smoke resisting partitions and was removed from Resident Roorm 212
doors. Doors are seif-closing and non-rated or '
field-applied protective plates that do not excead A 100% audit of remainine resi
g resident
42:"?39; frngtgezb:ﬂom of the door are rooms was compleled on 07/13/15 with
Aok s no other resident rooms found to be
affected.
The maintenance director and
administrator conducted in-service
This STANDARD is not mat as evidenced by: m’:;:g a':?l mSt{l"wttli‘m m}gm":lls
Based on observation and interview, it was “’gte .:;g. @ o 8 ect on o % | OUS
determined the faclity falled to mest the TAETIES 1N [ESICENt rOOMS. ] ;0$' .
requirements for Protectlon of Hazards, in ;emcl‘: training wé.’ lg(’);f/“ “;. SRy ‘:a&.
accardance with the Natlonal Fira Protection S e
Association (NFPA) standards. The deficiency L o 01 ficensed nurse statl.
had the potentlal to affect one (1) of five (5) . .
smoke compartments, two (2) residents, staff and All residents, staff, and v ‘s"‘;“‘ are
visilors. The facility has the capaclty for protected by the in-service education
ninety-four (84) beds and st the time of the and instruction regarding the removal of
survey, tha census was elghty-aight (88). hezardous materials.
The findings Include: The monitoring of the collection of
hazardous materials in resident rooms
Observation, on 08/24/15 at 11:28 AM, with the will b the responsibility of the
FORM CM5-2837(02-99) Pravious Verslons Ohsolste Event 1D; dM2B2t Facliity I0; 10038% if conlinuation sheet Page 2of9
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DEFICIENGY)
K 029 | Continued From page 2 K029
Maintenance Director revealed hazardous Maintenance Director and
amounts of personal belongings such as pictures Housekeeping Supervisor. The
and multiple pairs of house shoes were being monitoring of hazardous materials in
stored in Reslident Room #212. resident room will be accomplished
. through visual inspecticn and audit of
Interview, on 06/24/15 at 11:29 AM, with the resident rooms on a weekly basis,
Maintenance Director revealed he was aware of
the storage In the room; howaver, not aware of Overseen and monitored by the
the requirements for protection from hazards. Maintenance Director a Quality
A dit of th ter’
The census of eighly-eight (88) was verified by c:;‘;ﬁ:g::,i:h:he :oﬁe;ﬁ;: of
the Administrator on 08/24/15, Thae findings wers hezardous materials in resident rooms
acknowledged by the Administrator and verified will be conducted monthly x 2
by the Maintenance Director at the exit interview beginning in July 2015. The findings
on 06/24/15. will be reported to the Center's Quality
, Assurance Committee consisting of the
Actual NFPA Standard: Administrator, Director of Nursing,
Reference: NFPA 101 (2000 Edion) 19.3.2 Dt Sy S et
Protection from Hazards. Housekeeping & Laundry Director, and
Reference: NFPA 101 (2000 Extion) ©.3.2.1 ek et
Hazardous Areas. Any hazardous areas M oni't'fm will continue as directed b
shall be safeguarded by a fire barrler having a the Quality Assorance Committee Y |1/28115
1-hour fire resistance rating or shalf be provided ty :
with an automatic extinguishing system In
accordance with 8.4.1. The automatic
extinguishing shall be permitted to ba in
accordance with 18.3.5.4. Whera the sprinkler
option [s used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shali be self-closing or
automatic-closing. Hazardous sreas shalf
include, but shall not be restricted to, the
following:
(1) Boiler and fuel-fired heater rooms
(2) Central/bulk laundrles larger than 100 fi2
(9.3 m2)
{3) Paint shopa
FORM CMS-2567(02-99) Pravious Versions Obaclete Event ID:JM2821 Pacllity 10: 100165 It continuation sheel Page 3 of 9
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{%4)1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FlAL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {8}
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CRO58-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)

K029

Contlnued Frem page 3

(4) Repalr shops

(5) Solled linen rooms

{6) Trash collection rooms

{7) Rooms or spaces larger than 50 fi2 (4.6 m2),
including rapair shops, used for storaga of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having Jurisdiction

(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard.
Exception: Doors In rated enclosures shall be
permitted to have nonrated, factory or
fisld-applied

prolective plales extending not mare than

48 in. (122 cm) above the bottom of the door.

Reference: NFPA 101 {2000 Edition) 7.2.4.8
Self-Ciosing Devices.

Reference: NFPA 101 (2000 Edition) 7.2.1.8.1" A
door normally required to be kept closed shall
not be secured in the open position at any time
and shall be

self-closing or automatic-closing in accordance
with 7.2.1.8.2.

Refarence: NFPA 101 (2000 Edition) 7.2.1.8.2 In
any bullding of low or ordinary hazard contends,
as defined in 8.2.2.2 and 6.2.2.3, or where
approved by the authority having jurisdiction,
doors shall be permitted to be automatic-closing,
provided that the following criteria ara met;

(1) Upon release of the hold-open mechanism,
the door becomes self-closing.

(2) The relaase device Is designed so that the

K0z9
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door instanlly releasas manually and upon
release becomes self-closing, or the door can be
readily closed.
(3) Tha avtomatic releasing mechanism or
medium Is activeted by the operation of approved
smoke detectors installed In accordance with the
requirements for smoke detectors for door
release service in NFPA 72, National Fire Alarm
Code®.
{4) Upon loss of power to the hold-open davice,
the hold-open mechanism Is released and the K 068
door becomes self-closing.
(6) The release by means of smoke detection of NHC Madisonville ensures combustion
gge doorina sll:air enclosure rasulls in closing all air and ventilation for boilers
ors serving that stalr, incinerators. fuel fired HVAC. and
K 068 | NFPA 101 LIFE SAFETY CODE STANDARD K068| water heart rooms are installed
§8=0 ing to NFPA standards.
Combustion and ventitation air for boller, according s
incineralor and heater rooms Is taken from and On 07-23-15 an electric water heater is
discharged to the outside air, 19.5.2.2 scheduled to be installed to replace the
fuel fired water heater.,
The Muintenance Director received
This STANDARD is nct met as evidenced by: mﬁg&m: ltlhg?a:le:lh?or the
Based on observation and interview it was electric water heater on 07/15/15
delermined the facllity falled to ensura ’
combustion air and ventilation for boliers, P—"
incineraltors, fuel fired HVAC, and water heater x;ﬂ?ﬁ'ﬂ;ﬁﬂﬁg ::;Yéc‘:::'; heater
reoms were installed in accordance with National the safety of residents, staff, and visito'rs
Flire Protection Association (NFPA) standards. are mgmd '
The deficiency had the potential to aifect one (1) P )
of five (5) smoke compartments, twelve {12) —_ .
residents, staff and visitors. The facility hes the :é:’w“:‘:'i'ﬁ°;‘;'ﬁlgig°:;:$ayw:§é .
capacity for ninety-four (94) beds and at the time Vi Directol: The mogitoring
of the survey, the census was sighty-eight (88). will be accomplished ;hmu gh weekly
The findings Include: inspection of the electric water heater.
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K068 Continued From page 5 K 068
Observslion, on 06/24/15 at 11:10 AM, with the Overseen and monitored by the
Malntenance Director revealed a gas fired water Maintenance Director a Quality

heater was installed and open to the Kitchen
using Kitchen alr for combustion. The Kitchen
had a roll down type service door installed In an
opening to the dining room that was not
connected to the fire alarm system. The roll
down type door waa open and obstructed from
closing due to a personal fan sitting on the &ill of
the opening.

Interview, on 08/24/15 at 11:11 AM, with the
Maintenance Direcior revealed he was not awara
of the requirements for fuel fired waler heaters.

The cansus of eighty-eight (88) was verified by
the Adminisirator on 06/24/15, The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exIt interview
on 06/24/15.

Referance; NFPA 101 Life Safety Code (2000
edition)

Section 19.5 Building Services

19.5.2.2

Any heating device other than a central heating
plant shall ba designed and installed so that
combustible material will not be ignited by the
device or its appurienances. If fuel-firad, such
heating devices shall be chimney connected or
vent connecled, shall take air for combustion
directly from the outside, and shall be designed
and installed to provide for complete separation
of the combustible system from the atmosphere
of the occupied area. Any heating device shall

Assurance audit of the operation of the
electric water heater will be conducted
monthly x 2 beginning in July 2015.
The findings will be reported to the
Center’s Quality Assurance Committee
consisting of the Administrator,
Director of Nursing, Medical Director,
QA Physicians, Dietician, Social
Service Director, Housekeeping &
Laundry Director, and HIM Director
monthly. In-service training and Quality
Assurance Monitors will continue as
directed by the Quality Assurance
Committee, 7/24/15
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have safety features to Immediately stop the flow
of fuel and shut down the aquipment in case of
either excesslve temperature or ignition failure. K 076
K 078 | NFPA 101 LIFE SAFETY CODE STANDARD K076
85=D NHC Madisonville ensures medical ges
Medical gas storage and administration areas are storage and administration areas are
prolected in accordance with NFPA 99, Slandards protected in accordance with NFPA
for Health Care Facilities. standards.
{a) Oxygen storage locationg of greater than The “‘E’ tank stored on the floor was
3,000 cu.ft. are enclosed by a one-hour placed in a carrier on 06/24/15 to
separation. prevent the tank from falling over. The
‘E' tenk was removed to the oxygen
(b} Locations for supply systems of greater than storage room on 06/24/15 thus
3,000 cu.ft. are vented to the outside. NFPA 98 removing the tank from ignition sources
4.31.1.2, 19.3.24 and combustible items.
in-service instructions and education
was given to 100% of licensed nurse
gtaff and 100% of CNA staff on July
14, 2015 related to storage of ‘E’ tanks,
The education was conducted by the
This STANDARD s not met as evidenced by: R onzice Biresior.
Based on observation and Interview, it was (1 .
determined the facility falled to ensure oxygen ﬁzi:ifgstl; ?lf!? rt::]'(d;;gr::;wtﬁo:a?:;
slorage areas wera protected in accordance with of residents, staff. and visitors are
Natlonal Fire Protection Association {NFPA) protected R
standards. The deficlency had the potential to )
affect one (1) of five (5) smoke compartmenis, ; : : :
two (2) residents, staff and visitors. The facilty e e e )
&as the capacity for ninety-four (94) beds and at inspection of resident rooms and
a lime of the survay, the cansus was
aighty-elght (88). 235.&1 room storage areas on a weekly
The findings include: Overseen and monitored by the
Observation, on 06/24/15 at 10:30 AM, with the Maintenance Director a Quality
FORM CMS-2567(02-89) Pravious Versions Obzolale Event ID: JM2821 Faclity 1D: 100188 It continuation sheet Page 7 of 9
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Director of Maintenance revealed an "E" type Assurance audit of the center's
oxygen cylinder was stored on the floor, The tank c:::pliance &::h storage of ‘E’ oxygen
was not belng stored In a rack to prevent the tank tanks in resident rooms will be
from falling over. Further observation revealed conducted monthly x 2 beginning in
the tank was not in use; however, ignition sources July 2015. The findings will be reported
and combustible items were within five (5) feet of to the Center's Quality Assurance
the tank. Commitiee consisting of the
- . £ Nursing,
interview, on 06/24/15 at 10:31 AM, with the Q‘E;;,“‘{,?;ﬁ,ﬁ.“g?;ﬁyywﬂﬁ‘g
Director of Maintenance revealed he was not Dietician. Social Service Director
awara the tank had not been relurned to the Housekeéping & Laundry Direct:;r, and
oxygen slorage room, HIM Director monthly. In-service
The cansus of eighty eight (88) was veriflad by mfmaﬁu?ﬁ&ﬁmzm by
the Administrator, on 068/24/15. The findings were the Quality Assurance Committee
acknowledged by the Administrator and verified ) 7/24/15
by the Director of Maintenance al the exit
interview on 06/24/16,
Actual NFPA Standard:
Reference: NFPA 89 (1989 Edition). 8-3.1.11.2
8-3.1.11.2
Storage for nonflammable gases less than 85
m3 (3000 ft3)
(a) Storage locatlons shall be outdoors In an
enclosure or within an enclosed Interior space of
noncombustible or limited-combustible
construction, with doors (or gates outdoors) that
can be secured against unauthorized entry.
(b) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stored with any flammable
gas, liquid, or vapor.
(c) Oxidizing gases such as axygen and nitrous
oxide shall be separaled from combustibles or
materials by one of the following:
{1) Aminimum distance of 8.1 m (20 ft)
{2) A minlmum distance of 1.5 m (6 ft) if the entire
storage location Is protected by an automatic
FORM CAS/2867(02-09) Pravious Versions Ohsolals Event [D: JM2B21 Facllity ID: 100185 If continuation sheet Page 8 of 8
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sprinkler system designed In accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems

{3) An enclosed cabinet of nancombustibla
canstruction having a minimum fire protection
rating of ¥4 hour. An approved flammable liguid
starage cabinet shall be parmitted to be used for
cylinder storage.

(d} Liquefied gas container storage shall comply
with 4-3.1.1.2(b)4,

() Cylinder and container storage locations shall
meet 4-3,1.1.2(a)11e with respect to temperature
limitations.

(f) Electrical fixtures in starage locations shall
meet 4-3.1.1.2(a)11d.

(9} Cylinder pratection from mechanical shock
shall meet 4-3.5.2,1(b)13.

(h) Cylinder or container restraint shall meet
4-3.5.2.1{b)27.

(i) Smoking, open flames, electric hesting
elements, and other sources of ignition shall be
prohibited within storage

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

(J) Cylinder valve pratection caps shall meet
4.3,8.2.1(b)14.

8-3.1,11.3 Signs. A precautionary sign, readable
from a distance of 6 ft (1.6 m), shall be
conspicuously displayed on each door or gate of
the storage room or enclosure, The sign shall
include the following wording as a minimum:
CAUTION OXIDIZING GAS(ES) STORED
WITHIN NO SMOKING
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