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F 000" INITIAL COMMENTS
1
. A Standard Re-Certification Survey was initiated
fon 08/16/14 and concluded on 09/18/14 with
] | deficiencies cited at the highest Scope and
| * Severity (S8) of an "F",
F 1601 483.10(c)(8) CONVEYANCE OF PERSONAL
§s=8 FUNDS UPON DEATH

1. Resident A~ $1510.99 was refunded to 1D }2‘5/{4

; the resident’s estate on 09/1/14 by
‘ Business Office Manager,
| Resident B-$223.23 refunded on 08/26/14

Upon the death of a resident with a personal fund |
by Business Office Manager. j

i deposited with the faciiity, the facility must convey '
i within 30 days the resident's funds, and a final ?
- accounting of those funds, to the individual or i : I
: probate jurisdiction administering the resident's 2. Audit of residents that were discharged
 estate.  financial files was completed by Business
: . Office Manager and Administrator on
. , ' $ 09/23/14 to determine if funds were
i i mat i T . . . pr
’ g}?is REQU?REMEN_T s not met as evidenced ; s returned timely, any residents identified
© Based &) interview, record review and revisw of had funds retu'me{i to their
: the facility's policy, it was determined the facility | . estalc/responsible party.
“failed to'convey funds upon the death of a ; ! 3. The Business Office Manager was
i resident within a thirly (30) day timeframe fpr two ! i reeducated by the Administrator on
(2} of the five (8) sampled deceased financial * 09/23/14 regarding the resident’s funds

! policy that refunds must be made within

| reviews. :
: 30 days of date of discharge. A post- test

* was given to determine competency.

“ . 4. The Business Office Manager and/or

. Administrator will complete an audit of

 all discharged residents financial files to

i determine that funds have been refunded

| The findings includs:

: Review of the faciiity's policy, titled "Resident
; Funds®, revised 09/01/13, revealed upon death of |
* a resident, disbursement of menies should be
; done in accordance with state reguistions. i
" Further review revealed, refunds should be made D ipiihs .
: to the family or responsible party. Continved | ) within 30 dgys as per policy weekly x 8

| ' review revealed refunds for discharged residents - weeks and then monthly x 4. Any

|  should be dene within thirty (30} days. i | concerns will be addressed at the time
: - identified. A summary of findings will be

. submitted to the Performance

| Review of Unsampied Resident A's medical :
_record, revealed the resident expirad on [ :
* TIFLE 5{.r“(fS) DATE

([«

{ABORATORY DERECTO,E‘S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
G/I/;W(_/L&Qﬂ.._)

bt

Aty deﬁzﬁéﬂ'cy statement ending with an asterisk (% démbtes 2 deficien
other safeguards previde sufficient protection to the patients.

Tollowing the dats of survey whether or not 2 plan of corraction is pravided. For nursing homes, the above findin
days following the date these documents are made available to the facility.

program participation,

{See instructions.) Except for nursing homes, ihe fi

oy which the institution may be excused from carrecting providing # is determined that

ndirgs stated above are disciosable 50 days
gs and plans of correction are disclosabls 14

{f deficiencles are cited, an approved plan of commection 2 requisits to continued
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F 160 Contihued From page 1

1 09/G1114.

r Review of Unsampled Residant B's medica!
| record, revealed the resident expired on

os;:zsm

| days of a resident’s death.

£ntervxew with the Adminisirator, on 08/18H4 at
4 04 PM, revealed refunds should be dishursed
| within a thirty {30} day time frame, per the

, regulations.

F 1541 483.10(s), 483.75({4) PERSONAL
§s=t| PRIVACY/CONFIDENTIALITY OF RECORDS

* confidentiality of his or her personal and clinjcal
; records,

| Personal privacy includes accommodations,

: - medical treatment, writien and tslephone
{ communications, personal care, visits, and
. meetings of family and resident groups, bet this
i does not require the facility to provide a private
. reom for each residernt,

Excep£ as provided in paragraph (e)(3) of this
| section, ihe resident may approve or refuse the

P 072714, Further raview of the medical record,
. Fevealed the financial reimbursement was dated

' 04/01/14. Further review of the medical record,
! revealed the financial reimbursement was dated

mfervaew with the Business Manager, on 09/18/14 |
fat 3:30 PM, revesled the refunds were late being
. processed and not done timely. Further interview

' revealed refunds should be sent within thirty {EG}

i The resident has the right %o personal privacy aﬂﬁ :

F 160| Improvement Committee consisting of

E 164 Fl64

) i Telease of persongl and clinical records o any
tindividual outside the facility.

i Administrator, Director of Nursing,

- Maintenance Director, Business Office
| Manager and Dietary Chef Supervisor by!
i the Business Office Manager or ;
' Administrator monthly for review and
- further recommendation.
i 5. Completion date of 10/25/14. :

1. Privacy curtain tracks ordered on f <hil
110/10/14 will be installed in 200 Hall ,ID[ZD / &
Shower room and community bathroom,
1100 hall shower room and community
 bathroom by the Maintenance Director by
10/24#14 Track was installed by the
‘Maintenance Director/designee to include
|entire toilet and/or shower area to avoid
?@xposure.

2 Audit completed by Administrator and
Dxrector of Nursing on 09/22/14 revealed
0 further privacy or dignity issues..

i
i

i
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H F 164 Continued From page 2

| The resident's right to refuse release of parsonal

“and ¢iinical records does not apply when the
! resident Is fransferred to another health care
. Institution; or record release is required by faw.

F 164.3. Staff reeducated by Administrator,

: The facilily must keep confidential all information. ;
" contained in the resident's records, regardiess of !

; the form or storage methods, except when
‘release is required by transfer to another

¢ healthcare institution; law; third party payment
" contract; or the resident.

This REQUIREMENT is not met as evidenced

. by:
! Based on cbservation, interview, review of the

; facility's policy and review of the facility's resident

 rights, it was ciétermined the facility failed fo

: maintain each resident's personal privacy during

' bathing and ortefleting. The faciity failed to
i ensure curiains were in the community shower

: curtaing in the community toilet area wers
" adequate for individual foileting privacy.

' The findings include:

; Blll of rights and Responsibilities in accordance
* with state and federal reguiations,

! Review of the facility's resident rights titied,
: "Resident Rights for the State of Kentucky",

room, Addificnally, the facility fafled o ensure the |

: Review of the facility's poficy titled, "Patient's Bill
¢ of Rights and Responsibilities", ravised 08/04/14,
“revealed the facility had established the Patient's

T saction 218,515 Rights of residents--Duties of
 Taciiities-—-Actions, undated, revealed residents
‘ should be assured of at least visual privacy in

:Director of Nursing and Assistant
' Director of Nursing regarding Residents
{Rights, Privacy during care and need to
_use privacy curtains by 10/24/14.A post-
‘test will be given to determine
. competency.
*4. Administrator/Director of Nursing,
i Unit Managers and Maintenance Director
“will complete audit of residents shower
"and community baths daily times 2 weeks
. then 3 times per week times 2 weeks then
“weekly times 4 weeks, bi-weekly times 4
- weeks and monthly times 4 months, . A
, summary of findings will be submitted to
‘the Performance Improvemient Cormittee
i consisting of Administrator, Director of
, Nursing, Maintenance Director, Business
' Office Manager and Dietary Chef
i Supervisor for further review and
" recommendations.
' 5. Completion date of 10/25/14.

!

e e,
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F 1645 Continued From page 3
- muitibed rooms and in tub, shower, and toilet

| Tooms.,

: Observation during initial tour of the 20D hall, on
C09/16/14 at 11:35 AM, revezled the community
shower room on the 200 hall to have nio lock on
the door. Further observation revealed no ;nnvacy
i curtains or privacy stalls for the shower or toilet.

' Continued observation on the 200 hail revealed,
i the community toilet room to have no lock on the
“door, Further observation revealed the
somimunily toilet room to have two (2} toilets with
one privacy curtain around both toilets withno

separation for privacy,

]

i Observation during initial tour of the 100 hall, on

- 08/18/14 at 12:58 PM, revealed the community

| shower room to have no ook on the door.

* Further observaticntrevealed the community ;
| shower room to have ne privacy curtains or stalls |
“for the shower or toilet area. Further observation
| of the 100 hall, revealed the community toilet
“room to have no lock on the door, Further

| observation revealed a privacy curtain around
“and separating the two toilat areas with the first

f curtain not operational af the track,

i Observation of the 100 hall, on 09/17/14 at 9.45
" AM, revealed & resident in the first stall of the _
community toilet area with the door open and the |
privacy ctirtain open. The resident's head and |
. Upper body were visible from the hall. Further |
| observation revealed Certified Nursing Assistants
. (CNA) #2 and #3 assisting a resident in the
! second stall. Continued observation revesied
' CNA#1 entered the community foilet room to

gyl b SUMMARY STATEMENT OF DEFIGIENCIES D
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG T REGULATORY OR LSC IDENTIFYING INFORMATICN] TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
! DEFICIENGY)
| a
F 164’ -

i | deliver supplies to CNA#Z and #3 and left without |

‘ closing the privacy curtain or the tollet room door i
i for the resident in the first stall. :

If cortinustion sheet Page 4 of 24
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F 184’ Coniinued From page4 ! =164

+

Intetview with CNA#1, on 09/17/14 at 10:05 AM,

; revealed the resident in the first stall was able to
mdependeniEy toltet histher seif. Further interview !

| revealed CNA#1 should have closed the door to

the {oilet area or closed the privacy curtain to

| provide privacy to the resident.

| nterview with CNA#2, on 09/17/14 at 10:20 AM,

' revealed she was assisting another rasident in

| the second teilet stalf when an independent
‘resident came into the toilet area. Further !
| interview revealed the privacy curtain should have !
" been closed to provide privacy to the resident,

" Interview with CNA#S on 09/17/14 at 10:30 AM,

i revealed she was assisting another regident in

" the second toilet stall when an independent

| resident came info the loilet area.  Further

" interview revealed staff did not provide privacy o |
i the resident in the firat stall, :

! nterview with House Keeper #1, on 09/17/14 af

" 11:06 AM, revealed the privacy curtains should
{ have already been repaired. Further interview
" revealed she would repair the track so the curtain !
i woufd close all the way. i

Observaﬂon of the 100 hall, on 08/17/14 at 11.45 |

 AM, after the curtain track had been repaired, : ;

i revealed a resident entering the community toilet | Z

‘area. Further observation revealed the resident
i passing by the first tollet enroute fo the second
Utoflet, brushing against the prwacy curtain of the

. first toilef, inadveriently opening the privacy

 clirtain fo expose the toilet.

lnterv;ew wrth the Director of Nursing, on
. G8/18/14 at 2:10 PM, reveaied the process for f.he
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TAG
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1

F 184 Continued From page §
. community shewer room was for the sign on the
i outside of the door fo indicate “in use” and staff

revealed the showear rooms and teilet rooms
! should have curtains to ensure resident privacy
and dignity. Further interview revealed staff had

Hinterview revealed the curtains, when net closed
i completely or brushed open by ancther fesiden*
" or staff did not maintain the resident's privacy in
i the mutti-toliet room.
Ff252_ 483.15(h)(1}
$5=£ | SAFE/CLEAN/COMFORTABLE/HOMELIKE
. ENVIRONMENT

. The faciiity must provide a safe, éiean,
' comfortable and homelilke environment, alfowing

to the extent possible.

! This REQUIREMENT is not met as evidenced

. by

| Based on observation, interview and review of
. the facility’s policy, if was determined the facility
 failed to ensure Housekeeping and Maintenance

| services were provided as necessary to maintain

" a comfortable clean and hometlike environment

{ as evidenced by broken tiies on the shower wall

of ona (1)'of three (3) shower rooms, cracked ;

: tiles in two {2} of fourteen {14) resident

bathrooms, 2 leaking sink faucet with 2 white

| substance build up in one (1) of fourteen {14) :

. resident bathrooms, a toilet with a wet substance ;

i at the base with a strong urine cdor in one (1) of !
: fourteen (14) resident bathrooms, a cracked and i
l! fitting toillet tank cover in one {1) out of fourteen

should knock prior fo entering. Further interview |

recently removed the hard surface stalt walls and *
. repiaced them with the track and curtain. Further |

{ the resident to.use his or-Her personal belongmgs

F 1641

F 252, F252
_1. Maintenance Director will obtain bid
“from outside contractor ic replace broken;
| and missing tiles in 100 Hall shower
. Toom, room 409, room 305 to be : :
Lcompleteci by 10/24/2014. Maintenance |
 Director will replace toilet in bashroom |
: 305 after completion of tile work by
10/24/2014. Maintenance Director ,
i replaced faucet in 307/308 bathroom on
- 09/22/14. Base around toilet cleaned and °
‘sanitized by housekeeping director on |
1 09/22/14. Toilet lid cover for 307/308
: bathroom replaced on 09/22/14 by
' Maintenance Director, exhaust fan cover | -
|in 307/308 bathroom replaced by '
. Maintenance Director on 09/22/14.

1025/

| 2. Audit of building completed by |
: Maintenance Director on 09/23/14. All :
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F 252 Continued From page 8
' (14) resident bathrooms, and an exbaust fan
| cover that was off and on the toilet fid in one 1)
" of fourteen {14) fourteen resident bathrooms,
E _
‘ The findings include:

Rewew of the facility's policy titled, "Routine

Maintenance’, revised on 06/01/07, revealed

i requests for routine maintenance on the physical

plant fixtures, and equipment would require a

[ work order and work orders would be responded
- to on & timely basis. -

i Observations on initial tour, on 08/16/14 at 11:45

_bathroom for rooms 307/308 had water dripping

. Up and the bathroom for room<804 had & wef
‘ substance at the base of the ioilet with the tiles
i around the ioflet to be discoioiad and crackmg
" additionall y, there was a strony odor of urine.
| Observation of the bathroom for 308 revealed &
_cracked and Il fitting toitet tank cover, and the
| bathroom for 309 had an exhaust fan cover off

{in the 100 hall had cracked files oh the shower
; waii

!ntervzew with & State Regsstered Nursing
! Assistant (SRNA) #5, on 09/18/M14 at 2:10 PM,
: revesled the process for needed manntenance

. 80 maintenance was aware of the needed repair.
‘ | Further interview revealed cracked tiles in the
; shower room and/or floers should have been
freported to Maintenance as it could cause 5
: hazard for residents.

" AM, reveaied room 408 had tiles in the bathroom |
s crackad, broken and missing. Obsarvation in the

! from the sink faucet with a white substance build

and lying on the toilet fank lid. The shower room |

repairs would be fo fill out a maintenance request
 slip and place the slip in the maintenance maitbox |

F 252 identified concerns and issues mcludmg
imissing tiles, toilet lid covers and base, |
_exhaust fans, were addressed
-appropriately during audit on 09/23/14

‘with corrective action if indicated.

‘3. Staff reeducated regarding work order
Tequest per Administrator, Maintenance |
Director, Director of Nursing and E
‘Assistant Director of Nursing by
:10/24/14. Maintenance Director
‘reeducated regarding home like
lenvironment by Administrator on
{5/18/14. A post-test was given to
‘determine competency.

4. Administrator, Director of Nursing,
: Assistant Director of Nursing,
. Admissions Director, Social Services
‘Director, Activities, MDS Nurse, Medical
‘Records or Unit Manager will complete
jan audit of center to determine a safe,
-clean, comfortable, homelike environment
 daily times 2 weeks then 3 times per week
i times 2 weeks then weekly times 4 weeks,
. bi weekly times 4 weeks and monthly
 timesd4. Any concerns will be addressed
' via a work order. A summary of findings
. will be submitted to the Performance
Improvement Committee consisting of
| Administrator, Director of Nursing,
: Maintenance Director, Business Office
' Manager and Dietary Chef Supervisor for
! further review and recommendations.
i 5. Completion date of 10/25/14. f
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F 252; Continued From page 7

; Interview with SRNA#8, on 09/18/14 at 2:45 PM,
' revealed a maintenance repair form should have |
: been compieted for cracked tiles in the shower

! room and/or floors as it could have been a safety |

risk for residents. ,

interview with 2 Licensed Practical Nurse (LPN)

"#1, on 08/18/14 at 4:54 PM, revealed staff should |

; have been aware of the process for completing

“work orders. Maintenance issues in need of

i immediate repair should have been reported to

" the Maintenance Supervisor immediately.

i Further interview revealed work orders should
have been completed for broken files, leaking

| faucets, leaking toflets, and a missing exhaust fara

“caver in the resident bathrooms.

~Interview with the Mairtenance Supervisor, on
 08/18/14 &t 3:30 PM, revealed the process for
repairs in the facility was for staff fo verbally tell
{ him or complete a work order to report
maintenance issues and place them in the
designated area in the nursing station which he
checked them every moming. Further interview
| revealed he was not aware of these maintenance |
issues in the residents' bathrooms or the 100 hall

-+ shower room and staff should have compisted a

" work order on broken ties on the 100 hall shower ;
wall, eracked files on the floors of resident f

bathroom, leaking sink faucets with a whita

substance buiid up on the faucet, & wet

substance at the base of a toilet in a resident

: bathroom, a cracked and i fitting toilet lid in a

‘ resident bathroom, and a missing exhaust fan

i cover in a resident's bathroom, so he would have

! been aware of the needed repairs in the
residents' bathrooms and shower room, Further

| ! interview revealed the cracked shower tiles in the |

.?
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F 252 : Continued From page §

" hire staff received a half hour of training on the
importance of reporting broken #ams or any
- safety hazards fo Maintenance.

' Interview with the Diractor of Nursing (DON), on
08/18/14 at 5:35 PM, revealed the process for

the staff tc complete a werk order for the
maintenance staff o alert thern of the need for
i repairs and then the maintenance staff would

. prioritize those work orders in the order of what
‘was most important. Further interview revealed
: her expectations would have bean for staff to

 broken tiles in the resident bathrooms, broken

files in the shovrer room, leaking fadcets with a :
. white substance pulld up, & leaking toilet, missing
P exhaust fan covars, and broken il fitting toilet lids |
: so those issues aould have been repaired, j

Interview with the Adminisirator, on 09/18/14 5:14 ¢
: M, revealed her expectation would be for work
" orders o have been completed to notify
' maintenance of needed repairs in resident
. bathrooms and throughout the facility,

F-323 ' 483.25(h) FREE OF ACCIDENT

§5=D | HAZARDS/SUPERVISION/DEVICES

' The facility must ensure that the resident

i environment remaing as free of accident hazards
" as is possible; and each resident receives

{ adequate supervision and assistance devices to

prevent accidents,

i
H

i

100 hall shower room couid be a safety issue for
' the residents. Continued interview revesled upon

i maintenance issues in need of repair would be for |

have completed a work order to maintenance for

PRERIX g
TAG : CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENGY) !
F 252
F323'F323

| 1. Director of Nursing removed razor
1from 307/308 bathroom on 09/16/14.

2. Facility rounds completed by the
:Director of Nursing completed rounds on
iresidents bathrooms for razors not secured
1on 09/17/14 and any concerns identified
‘were addressed tmmediately to ensure
:environment is as free of hazards as
powmble

Sdzéﬁq
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F 323 Continued From page 9 " F 3233, Siaff reeducated per Administrator,

T . _ Director of Nursing and Assistant

: gh;s REQUIREMENT is not met as evidenced ‘Director of Nursing by 10/24/14

Loy : /

. Based on observation, inferview and review of ,regardmhg m;ldemf acmdeﬁtP olicy to

| the facility's policy. It was determined the facility ‘ensure that the resident environment

, failed to ensure The residents environment remains as free of accident hazards as

; "remainad as free from accident hazards as ; possibie. A post-test will be ngen to
i i possible. During the environment tour on : determine competency.

OQ;’?JM, observation was made of {fzor fobein | 4. Audits to be completed by

: the bathrcom that connected rooms 307 and 308, Adm;mstrator Director of Nursing,

| : i

“The findings include: | Assistant Director of Nursing, .

E ’ - Admissions Director, Social Services _
 Interview with the Administrator revesled she did _Drrector, Activities, MDS Nurse, Medical |
not have a policy on "razors”, but it was her i 'Records and/or Unit Manager to ensure
@xpectactlon that élspasabEe razors would not be fenvironment rermaing as free of accident

: : left in resident's roams andior bathrooms. :ﬁ_hazards as possible daily across all shifts

i { The facility reportad they have eight (8) residents times ; weelizs t}}:en 3 m;:? per W?k e
- with & Brisf Interview Mental Status (BIMS) of ' limes 2 weeks then weekly (imes 4 weeks,
Iess than sight (8] who were mobile. :  bi weekly times 4 weeks and monthly
times 4. Any concerns will be addressed

E Obsewanoﬁ of Environmental Tour, on 08/16/14 “via a work order. A summary of findings

“at 5:50 PM, revealed a razor was stored on the ) fwill be submitted to the Performance

g%;;? /sshoeg, in the residents sharad bathrecom Impravement Committee cons:stmg of

| ' + Administrator, Director of Nursing,

: Interview with Certified Nursing Assistant (CNA) | - | Maintenance Director, Business Office
Manager and Dietary Chef Supervisor for

#‘f on 08/16/14 at 11:20 AM, revealed razors
ahculd not be left out in resident’s * further review and recommendations.

_ reoms/bathrooms. She reported the razors | 5. Completion date of 10/25/14.
i should be placed in the sharps container when . '

; residents were finished with the razor. She

! reported this was important for the safety of the

| residents,

| Interview with Certified Nursing Assistant (CNA)
i #7, on 09/16/14 at 11:36 AM, revealed razors o

| ' should not be left in resident's rooms, She stated | ; i
Event Il L7514 Faclily 102 100542 I continuation sheet Page 10 of 24
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F 323 { Continued From page 10
" razors wers sharp and could potentially harm a
F resident who could wander into a resident's room. |

F 323

Hnterview with Certified Nursing Assistant (CNA)

; 78, on 09/18/14 at 1:50 PM, revealed razors

“ shouid not be left in resident's rooms because

| ancther resident could possibly pick it up and cut |
‘themselves on atcident. ‘,

, Interview with Licensed Practical Nursa (LPNj) #1,
Yon D9/18/14 af 4:54 PM, revealed disposable :
i razors should not be left in residents rooms. She |
“reported the razors should be kept in the supply
i room behind locked doors. LPN #1 stated this ; ' :
. was important because the facility has confused
| residents and those with mental health Issues ‘ )
. who may get a hold of the razors. She stated it | ‘

“would be for the safsfy of the residents to lock the : o

frazors up.. A

Interview with the Administrator, on 08/18/14 at | _

i 5:14 PM, revealed razors should not be keptin =~ | .
' residents rooms. She reported this was for the
i safety of the resident, as well as, other residents.

F 371 483.36(i) FOOD PROCURE,

{ STORE/PREPARE/SERVE - SANITARY

F 371 F371

SS=F

e facit &y must : gapp?opriatefy 9bsergfed in walk- '1‘n 3

i (1) Procure food from sources approved or refrigerator were removed and discarded -

 considered satisfactory by Federal, State or | jocal | by Registered Dietician on 09/16/14. |

| authorities, and Dietary Aide #1 reeducated by Registered,

' (2) Store, prepare, distribute and serve food Dietician on 09/16/14 regarding taking

| under san%tary cenditions : proper food temp techniques, Dietary A,uif
#3 reeducated 09/16/14 per Registered

Dietician regarding hand washing and use-
| of gloves. Dietary Aide #4 reeducated per
3 % "~ Registered Dietician regarding cross '

contamination and carrying items against

i
H . i

L Allitems not covered or dated _ i(}] 25014

§
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F 371’ Continued From page 11
| This REQUIREMENT s not mat as evidenced
b¥
! Based on observation, interview, and review of
; the facility's policies, it was determined the facility |
! failed to ensure foods were stored, prepared,
j distributed and serviced under sanitary
‘conditions. Observations of foods siored in the
| Kitchen revesled undated/unlabeled food items,
uncovered food itemns, and expired food ftems.
COf?flﬂUEG obser\railon revealed infection control
_issues related to air vents with brown particulate
observed, staff handwashing, staff handling of
clean plates, and thermometer sanitation
! between food items,

The findings include:
1. Review of the facility's poiicy titled: "4.7 Food

‘were stored, prepared and served in a safe and

i sanftary envirchment to nrevent bacteriat

‘contamination. The poficy revealed unused

| portions of foods that were prepared and not

*placed info service were covered, labeled and

i dated with & “use by" dates and sarved by the

" used by date.  The policy included cold foods

! that remains under refrigeration during service
" can be-covered, labeled, dated with "use by"

" also revealed ready-to-sat foods, temperaturs
i controiled food prapared and held at forly (40)
' degrees Farenheit must be used or discarded at
i a maximum of seven (7) days.

| Obsarvation of the walk-in-refrigerator, on

| item or date, a container of Arrezzio Grated

.not limited to dating and covering food

i Handling”, revised date 84/01/14, revealed foods

| dates and served by "use by" date. Polficy review

| 09/16/14 at 10:50 AM, revealed a tray containing
I mitk glasses un-covered on the shelf, a blug bow! |
{ container on the shelf covered with no labe!l of the ,

F 37 her body 09/17/14. Post-test was given to
: determine competency.
! Maintenance Director and Heasekeepmg
Supervisor cleaned vents in kitchen area
: - °09/19/14, :
i 2. Audit completed per Administrator,
‘Maintenance Director and Housekeeping g
‘Supervisor on 09/22/14 to ensure kitchen :
'vents were free from brown substances |
.and particles. Audit completed by
Reglstﬁtred Dietician 09/16/14 for
:appropriate food storage to include but

i

‘items. No further areas of concern
tidentified.

.3, The Maintenance Director,
‘Housekeeping Supervisor and distary
istaff reeducated per Administrator,
‘Dietary Chef Supervisor and Registered
‘Dietician to the policy and procedures of
thand washing techniques cross
,contamination, proper food temperature
ttechniques and vent cleaning by 10/24/14.
JA post- test will be given to determine

; competency.

g

:4 Audits to ensure vents are clean and |
.food stored and dated appropriately will

‘be completed daily across dietary shifts
“for 2 weeks then 3 times per week times 2

fweek, then weekly times 4 weeks, bi
‘weekly times 4 weeks and monthly times
‘4 by Administrator, Registered Dietician
land/or Dietary Chef Supervisor to
:determine compliance. Any maintenance
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F 371 Continued From page 12
| Parmigiano cheese which was not
closed/coverad on the shelf. Continued
: observations of the walk in refrigerator, on :
06/16/14 at 5:08 PM, revealed & pan covered wtf'z
! tin foit and labeled "Apple Sauce" and dated

06/04/14.

. Continued observation of the kilchen, on 09/16/14 .
Pat 11:10 AM, revesled a cooler refrigerator

: containing glasses of milk uncovered and a metal |
{ Frigidaire refrigerator with glasses of red liquid.

Intarview with Dietary Aide (DA) #2, on 09/16/14
tat 10:58 AM and 11:10 AM, revealed the miik

' glasses and juices should have been coverad.

| Further inferview revealed items could drop into
" the glasses and cause contamination.

Interview with the Registered Distician, on
[ 08/16/14 at 5.34 PM, revealed the apple sauce
was oniy goed for seven (7} days and if kept

longer there was the potential for spoilage.

! Interview with Cook/DA#1, on 09/17/14 at 2:35

+ PM, revealed all iterms In the coolers were to be
I'coverad because when they were taken out of the |
cooler and put onto the service fine dust or other
dirt from the ceifling may have failen into the i
glasses which could result in contamination, ’

-~ Interview with Genesis Food Service

Director/Hired Dietary Manager, on 08/17/14 at

- 2.40 PM, revealed the Parmigiano cheess

i container should not have been open in the

' refrigerator because other items could get inta

the cheese. He stafed all glasses in the

' refrigerators/coolers should be covered to prevent

| exposure to dust, or anything eise that was L
- floating in the air. He further stated it was a

§

F 371 %concerns will be addressed via a work
jorder.

. Audit regarding hand washing techniques,
iproper food temperature techniques and
‘cross contaminations will be completed
iby Dietary Chef Supervisor, Registered

; Dietician or Administrator daily times 2 g
‘weeks across diefary shifts then 3 times r
iper week times 2 weeks then weekly
“times 4 weeks, bi weekly times 4 weeks
'and monthly times 4 to determine
rcompliance. A summary of findings will.
"be submitted to the Performance

i Improvement Committee consisting of

: Administrator, Director of Nursing,

‘ Maintenance Director, Business Office

- Manager and Dietary Chef Supervisor e
_for further review and recommendations.
5. Completion date of 10/25/14.
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j F 371 Continued From page 13

. contamination problem that had potential o
' : cause the resident sickness. Further interview
!
:

; revealed food items should be labeled and dated. !

: 2. Review of the facifity's policy titled: *4.8 Mand
! Washing", revised date 12/14/14, revealsd hand

: washing was performed to minimize the spread of

disease. The policy revealed handwashing was
: performed after contacting any soiled utensils,

3 before touching any clean utensils, piates, cups,

for pans, and when moving from one task o
“another. Further review revealed the use of
I dispasable gloves did nof replace proper

. handwashing.

i

 Observation, an 08/16/14 at 5:05 PM, rsvealad

| DA #3 moved from station to station in the kitchen

{ . area without washing hands/changing gloves.
! Continued obseérvation at 5:34 BM, revealed DA
. #3 weni out of the kiichen area, returned with a

; gide of kitchen wash area. DA #3 then returned

- without washing hands.

[ interview with DA #3, on 9/17/14 at 2:35 PM,

; there was the concern of passing germs to
| residents. She further stated she was kmd aof

. hervous last evening.

' Gontinued interview wifh Genesis Food Service
¢ Director/Hired Dietary Manager, on 08/17/44 at
* 2:40 PM, revealed all staff were to wash hands
{ when they changed tasks in the kitchen and

! tray which had'cups on it, take the tray to the dirty |

fto the kitchen area removed gloves, placed them |
. In garbage can, and put on a clean pair of gloves

, reveaied she was trained to wash hands and put |
t on gloves when she moved to another station and |
; wash her hands after she had left and came back ;

1 to the kitchen. She stated, by not washing hands

1

!
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F 371 Continued From page 15
" Department Sanitation”, effsctive date 10/12/08,
| revealed the food and nutrition services
; department was maintained in a clean/sanitary
! manner to ensure food and beverages were ‘ !
i stored, prepared, and served in a clean/sanitary | i ;
“environment. Further policy review revealed E :
| cleaning schedules were followad and cleaning ;
. procedures were ulilized,

F 371, -

i Observation and interview with DAZ4, on
Q817714 at 2:34 PM, revealed the DA #4 carried
"a stack of clean plates from the clean wash area
i to the plate warmer ard had some of the plates
. resting against her apron. interview with DA she
' had the plates against her body and they had .
i touched her apron.  She stated the Apron could
" be dirty and couid rasult in cross contamination of |
i the clean plates. ‘
- ntervisw with Genesis Food Service
{ DirectwifHired Distary Mznager, on 09/17/14 at !
| 2:38 PM, revealed the plates had touched the f
| Dietary Aide's Apron and had ‘o worry about ¢ross ¢ i
- contamination. He staled the plates should have : : :
b@eﬂ carried on a clean sanitized cart. :

‘ Observaﬁon, on 0Y/17/14 at 2.15 PM, revealed
- Hour {4) kitchen vents had brown

_substances/particles on the vents. Continued ; ;

{ observation revealed Genesls Food Service :

; Director/Hired Dietary Manager used a gioved

'finger and wiped some of the brown

| substance/particles off of the vent.

| interview with the Genesis Food Service 5
 Director/Hired Dietary Manager, on 09/17/14 at |
{2:18 PM, revealed the vents should have been |

: wiped down because you don't want anything E ‘

‘ coming down from the vents onto the food,

- Bvent I LV7511
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F 3{1 Gontmued From page 18

| interviews with the Maintenance Supervisor, on
 09/18714 at 2:14 PM and the Housekeeping
“Manager, on 09/18/14 at 2:21 PM reveaied they

| thought kitchen staff was respensibie for cleammg

“the vents. The Housekeeping Manager further

' stated it was important to clean the vents so dust
| didn't accumulate and fall on the food. He stated !

it was an infection controf issue:;

“nterview with Cook #1, or 05/18/14 at 2:35 PM,
-, revealed kitchen staff had not climbed iatters and |
* cleaned the air vents. She stated the vents ;
s weren't cleaned by kitchen staff and was not sure

who was responsible but knew they were not
" regponsible.

‘E interview with the Administrator, on 09/18/14 at

| 2:47 PM, ravealed the kitchen vents needed to be
i cleaned because you don't want particles from |

"the vent cuming down when the food was

' prepared. The Administrater thought ,
. housekeeping cleaned the kitchen verts, :

F 441 483.65 INFECTION CONTROL, PREVENT

55=E !

SPREAD, LINENS

The facility must establish and maintzin an k
i Infection Controf Program designed to provide a

safe, sanitary and comfortabie environment and
! to help prevent the development and transm:ssmn

; of disease and infection,

| (&} Infection Control Program
The facility must establish an Infection Control

Program under which it -

i (1) Investigates, controls, and prevents infections :

L in the facility:
| {2) Decides what procedures, such as isolation

F a7t

F441;p441

;1. Soiled bedpan in bathroom for room (\,i zshd
:’312 cleaned, sanitized, labeled and placed

in a plastic bag, soiied urine graduates in |
{rooms 305 and 309 cleaned, sanitized, |
labeled and placed in a plastic bag,
_plunger in bathroom for 305 removed,
‘gloves on floor in room 303 were
.discarded, toothbrushes for room 308
‘were discarded per Director of Nursing on
09/19/14.

i B

i

S —

i
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F 444 Continued From page 17
“ should be applied o an individual resident, and

. actions related fo infections.

: (b) Preventing Spread of Infection
" {1y When the Infection Controt Program
{ deferminas that a resident needs isolation to
i prevent the spread of infection, the facility must
 isolate the resident.
1 {2} The facility must prohibit emplovess with a
. communicable disease or infected skin lesions
from direct contact with residents or their food, i
 direct contact will transmit the disease.
' (3) The Tacility must require staff to wash their

, hand washing is indicated by accepted
profess;or*af practice.

(c:) inens
| Personnel must handle, stors, process and
 transport linens so as to prevent the spread of

nfectzor‘

. This REQUIREMENT s not met as evidenced
: by
| Based on observation, interview and review of
the facility's policy, it was determined the facility
‘ailed to maintain an infection Control Program
des igned to provide a safe, sanitary and

development and transmission of disease and
; bedpans uniabeled and unbagged, toilet pfungers
" unbagged in resident bathrooms, and

i toothbrushes unlabeled and uncovered.

{ The féndings inchude:

£ {3) Maintains 2 record of incidents and corrective |

{ hands after each dirsct resident contact for which '

 comfortable environment and to help prevent the |

Linfection. Observation during Inftial tour revealed

F 4412, Audit for infection control i.e.
bedpans, urinals, tooth brushes stored
appropriately completed on 09/19/14 by
Director of Nursing to ensure a safe
sanitary comfortable environment to
prevent the development and transmission
of diseage and infection standards are met.

No further areas of concern were
identified.
3. Staff reeducated regarding infection
control policy and procedures to include
storage of tooth brushes, bedpans, urinals
and plungers by Director of Nursing,
Assistant Director of Nursing and/or
‘Administrator by 10/24/14. A post- test
‘will be given to determine compliance.
4. Infection Control audits to be ]
icompleted by Director of Nursing, |
‘Assistant Director of Nursing,
| Administrator and/or Unit Managers daily
itimes 2 week then 3 times per week times
;2 weeks then weekly times 4 weeks, bi
“weekly times 4 weeks and monthly times
i4 to determine compliance. Any concerns
 to be addressed immediately. A summary
of findings wili be submitted to the -
‘ Performance Improvement Committee _ !
| consisting of Administrator, Director of
i Nursing, Maintenance Director, Business' f
. Office Manager and Dietary Chef i
* Supervisor for further review and
| recommendations. :
i 5. Completion date of 10/25/14.

i

Event ID; L7511

Fagility I 100542 If continuation sheet Page 18 of 24



PRINTED: 10/02/2014
FCRMAPPRCOVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-03¢1
STATEMENT OF DEFISIENCIES (X1} PROVIDER/SUPPLIERICLIA {(XZ) MULTIPLE CONSTRUCTION {X3} DATE SURVEY ;E
ANC PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED |
{
f 188179 B. WING —— ‘ i 081182014 }
STREETADDRESS, GiTY, $TATE, Ziz CODE ;

NAME GF PROVIDER OR SUPPLIER
1040 US 127 SCUTH

FORD ESiS C
BRADFORD SQUARE GEN HEALTHCARE ERANKFORT, KY 40601

i (X4) . SBUMMARY STATEMENT OF DEFICIENCIES s FROVIDER'S PLAN OF CORRECTION P
f ? {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFX (EACH CORRECTIVE ACTION SHOULD 88 - | comPLETION
{ i CROSS-REFERENCED TC THE APPROPRIATE  ;  DATE

PREFIX
TAG 3o REGULATORY OR LSC DENTIFYING INFORMATION) TAG i
i : ; DEFICIENCY)

E

F 441 z Continued From page 18 T Fa41
I
Revr@w of the facility's policy, titled "C 307 i
| Standard Pracautions” ravised 10/01/13, reveaied
: the purpose was to reduce the risk of
f transmission of epidemiciogically important
| microorganisms by direct or indirect contact.
; Further review revealed to prevent transmission
" of microcrganisms from used squipment, the
equipment should be cleaned and disinfected
i appropriately prior to ancther resident use, :
~Further review ravealed disposable equipment
{ could be used when available and any single use
iterns were to be disposed of promptly. :

Observation during initial tour, on 09/18/14 at

: 10:30 AM, revealed a solled bedpan in the
bathroom of resident room 312 to be unlabeled ;
and unbagged. Further observation revealed the :

kathroom for resident room 3G to contain a 5 ¥
soiled vrine graduate without an identifying label | ’
i and untagged on the floor. Continuad ;

. Dbservation revealed the bathroom for resident

‘room 305 to contain two (2) soiled foilet plungers |

: unbagged on the flocr and & urinal without an ;

| jdentifying label and unbagged on the floor.

- Resident room 303 had soiled examination : i

gloves lying on the floor rear a trash can. ;

{interview with CNA#T, on 09/16/14 gt 11:36 AM, |
. revealed toothbrushes should be placed in a 5
i cover holder and labled tc prevent from mixing
; toothbrushes up with other residents. Continued |
" imterview revealed plungers shouid be covered for

infection controi.

i
i

Interview with Certified Nursing Assistant {CNA) f
(#4, on 08/16/14 at 11:45 AM, revesied soiled :
: toilet plungers should be bagged far infection
i control. Confinued interview revealed soiled
BventlpelV7E1Y
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bedpans urinals and toothbrushes shouid be
 labeied with the residents’ identifier to decrease
. risk of cross contamination. Further interview
! reveaied bedpans and urinals should be bagged
| and toothbrushes should be covered for infection

: . control.

interwew withy Licensad Practical Nurse (LPN) #1
. on 08/16/M14 at 4:54 PV, reveaied plungers and
toothbrusbas should have been coverad to
: prevent the spread of infection.

|

¢ Interview with the Director of Nursing {DON}, on
09118f‘!4 at 2:30 PM, revealed the facility did not
“have a policy specific for storage of toilet ‘

| plungers, urinals and or bedpans; however, it was |

. her expectation that the #ems would be labeled

“with the resident's identifier and bagged to

; prevent cross - contamination and for infection

_control purposes. The DON further reported the

! toothbrushes should be labeled, covered and

: properly stored,

 Interview with the Assistant Director of Nursing,
. who was also the Infeclion Controf Nurse (JON3,
con (0914/14 at 5:07 PM, revaaled the follet .
i ptungers should be stored in a container or plastic |
. bag due to infection controf contamination
! concems. Further interview revealed, bedpans
shouid be labeled and sfored in a plastic bag
refated to infection control and cross
i contamination with the risk of a resident utilizing
“the suilsd bedpan of another resident.
F 5201 483.75(0)(1) QAA
§s=g ; COMMITTEE-MEMBERS/MEET
QUARTFRLY!PLANS

H
i
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i

!

7520
E 5o /A plan of action was developed and

1mp}emen§ed by the Performance
a}fmprovement Committee to correct
iidentified quality issues and concerns. A |
Performance Improvement Committee |
meeting was held on 10/24/2014 to

Faciliy 10 100542 if continuation sheet Page. 20.0f 24 .
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F SEDE Continued From page 20
_ Afacilfify must maintain a quality assessment and |
' assurance commiitee consisting of the director of |
i nursing services; a physician designated by the |
. facility; and at least 3 other members of the
I facility's staff.

' The quatity assessment and assurance

| committee meets at least quarterly to identify

- Issues with respect to which quality assessment
- and assurance activities are necessary; and

i develops and implements appropriate plans of

5 action to correct identifled cuality deficiencies.

| A State or the Secratary may not require

; disclosure of the records of such commities

! axcept insofar as such disclosure is relatad to the |

i compifance of such commitiee with the :
requ:remenis of this G@C’[IDH

| Good faith atten‘pm by the committes to identify
. and correct quality deficiencies wili not be used as’
i a basis for sanctions, ) t
|
; This REQUIREMENT s not met as evidenced
" by -
| Based on cbservation, interview, policy review, |
. and review of the facility's Plan of correction from |
! the fast recertification survey, completad
1 08/19/13, it was determined the facility's Quality
Assassment and Assurance program falled to
i ensure the plan of corraction prevented ccntmued
deﬁc ent practice at F-371. Observation of '
| residertt tray fine on 09/16/14 at 5:45 PM, ;
i revealed Dietary Alde/Cook #1 sanitized the food |
temperature thermometer with the same alcohol |
| prep pad between three (3) food products on the
tray fine. Record review of the facility's F-371 |

F 520 dlscuss the action plans including audit,
educatlon and compliance monitor,

{The Nursing Home Administrator
{(NHA) conducted an “ad-hoc”
‘Performance Improvement Committee
‘meeting on 09/29/2014 to address the
identified quality issues.

The Manager of Clinical Operations
(MCO) reeducated the NHA on o
i09/18/2014 who will then reeducate the
Interdisciplinary Team (IDT) on the
‘Performance Improvement Commitiee
‘process on or before 10/24/2014.

. The governing body will ensure that the N
‘facility is administered in @ manner that
‘enables it to use its resources effectively | |
‘and efficiently to attain or maintain the | i
s highest practicable physical, mental,
“psychosocial well-being of each
‘resident.

; The Performance Improvement

' Committee for this facility has and will
‘continue to meet monthly and ad hoc as

s needed to identify issues with respect to

: wh:ch quality assessment and assurance
activities are necessary to effectively and
 efficiently attain or maintain the highest
| practicable physical, mental, !
psychesocml wellbeing of each zeszdent

i
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i F 520/ Continued From page 21 F 520 1. All items not covered or dated /qj
f 1925 hd
) . survey, revealed staff had sanitized the refrigerator were removed and discarded |
' thermometer with one alcohol wipe between {nree by Registered Dietician on 09/16/14. :
[ (3) food products. Dietary Aide #1 reeducated by Registered
[ The findings include: :Dietician on 09/16/14 rf’agardmg. taking N I
. . ‘proper feod temp techaiques, Dietary Aid

#3 reeducated 09/16/14 per Registered
:Dietician regarding hand washing and use
-of gloves. Dietary Aide #4 reeducated per

' Review of the Facility's policy: CPS103 "Center
[ Quality improvement Process” revised date
. 04/01/03, revealed one purpose of Quality

%mprovemenf was io establish and maintain ‘Registered Dietician regarding cross
| processes o satisfy regulatory requirements. i i
. Further policy review revealed the Quality confamination and carrying items against
! Improvement process Included the development | | her body 09/17/14. Post-test was given tO
: and implementation of action plans to corect . ;determine competency. i
: identiﬁed quality deficiencies. - Maintenance Director and Housekeeping ; !
Supervasex cleaned venis in kitchen area ;’
Rewew of the Statement of Deflciency (SOD) for [09/19/14. /
a1 13 H i B - B h
t:fjf;azdfhf fag:giggg* :fi:;e?iﬁgj ?:ca' ¢ 2. Audit completed per Administrator, ;
_ deficient practice related ) the failure to propery - Maintenance Director and Housekeeping; .
[ sanitize the thermometer between three (3) food | SHPEWISOY on 08/22/14 to ensure kitchen
n:ems i vents were free from brown substances
i and particles. Audit completed by
58;1?3605 thf Jfg”tfyg f;ﬁngol ;zzicdﬂfhﬁa(?’gf}  Registered Dietician 09/16/14 for
ate mpletion 1 o
| included re-education, Septemnber 18, 2013, on | ap ? 11‘0p nazle tf{)gd storagg o mcludefbué
. the proper way food temperatures wers taken,  not limited to dating and covering foo
| Continued review revealed the plan included | items. No further areas of concern
; observation/audit of staff food temperature P ; ' jdentified.
:3. The Maintenance Director,

' practices by the Dietary Manager monthiy and the
¢ submission of findings fo the Performance
z “Review Committes,

ﬁouseke&;}mg Supervisor and dietary !
‘staff reeducated per Administrator, - :

1Dietary Chef Supervisor and Registered ;

I Dietician to the policy and procedures of |

hand washing techniques cross ;

i
_ Review of the facility's policy titled: 4.9
| "Thermometer Usage", revised date 04/01/14,

; revealed thermometers were {0 be washed, ; j
! rinsed, sanitized, and air dried before and after | contamination, proper food temperature
| { each use to preveni cross-contamination. ; [techniques and vent cleaning by 10/24/14,
i : i
Event I LV7511 .. Fazility ID: 100542 if continuation sheet Page 220f24 -~ --
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F 520 Continued From page 22

i Observation, on 09/17/14 at 5:45 PM, of focd line :

“temperatures revealed Dietary Aide/Cook #1

i used the same alccho! pads {o sanitize the

“thermometer between temperatures of three (3}

| | food items: the Dysphagia Diet {used for

} ' residents with difficuity swallowing) tray, the
| Regular Diet Sausage fray, and the Mashed
* Potatoes tray, before a new alcohol pad was used |
to saniiize the thermometer.

:! interview, on 08/17/14 at 2:42 PM, with Diatary

. Alde/Cook #1 revsaled varification she had not

! used a clean aicohal pad to sanitize the

; thermemater between some of the food ftems.

: Bhe stated the concern with not using & clean
alcohol pad betweern: ths food #ems was cross

contamination.

Fi1
£

; !nter\f few, on 0817714 at 2,78 PM, with the
| Genasis Food Service Dlreb.orlnew!y hired

" Dietary Manager revealed a clean aleohol pad |
| was needed to sanitize the thermometer batwean 3

food items to prevent cross contamination and
food allergies. :

!Mnterviews with the Administrator, on 09/18/14 at
. 2:47 PM and 7:00 PM, revealed they jusi hired a
ﬁew Dietary Manager {DM), whe had not yet

_started, but had not had 2 DM the iast couple of

I months. She stated in the absenca of the DM,

the cook had assumed the duties and was

| familiar with the responsiilities of the position.

. However, the Adminisirator revealed the prior DM
| was familiar with the Plan of Correction and was
. not involved In cooking but oversaw the kitchen
sewsﬁg process on a daily basis. In addition, she ;
. revealed that based on the Plan of Correction :
| audi findings they were no longer daing the same ;

F 520 A post- test will be given to determine
‘competency.

-4, Audils to ensure vents are clean and

: food stored and dated appropriately will
‘be completed daily across dietary shifts
for 2 weeks then 3 times per week times 2
‘week, then weekly times 4 weeks, bi :
-weekly times 4 weeks and monthiy times °
‘4 by Administrator, Registered Dietician
fand/or Dietary Chef Supervisor to
-determine compliance, Any maintenance °
‘concerns will be addressed via a work

order.

: Audit regarding hand washing techniques,

. proper food temperature techniques and

cross contaminations will be completed

I by Dietary Chef Supervisor, Registered

 Dietician or Administrator daily Himes 2

-weeks across dietary shifts then 3 times

i per week times 2 weeks then weekly

“times 4 weeks, bi weekly times 4 weeks

“and monthly times 4 to determine

. compliance. A summary of findings wzH

" be submitted to the Performance ‘

- Improvement Committee consisting of

- Administrator, Director of Nursing,

. Maintenance Director, Business Office :

‘ Manager and Dietary Chef Supervisore
for further review and recommendations. |
5. Completion date of 10/25/14.
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i monthly audit which included monitoring of

random audits in the kitchen and the audit tool
i being utilized had no thermometer sanitation

! observation check off.

i
H

“thermometer sanftation. The Administrator stated -
i in the absence of the DM, the Dietician performed

A0 SUMMARY STATEMENT OF DEFICENCIES Powm PROVIDER'S PLAN OF CORRECTION -~ 1 1us; .
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! DEFICIENGY)
F £20 Continued From page 23 F 520, '

H
i
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R

KGO0 { INITIAL COMMENTS

| CFR: 42 CFR §483.70 ()
' BUILDING: 01
- PLAN APPROVAL: 007/14/76

T T the basiz forthe alleged defictemcy T The T

[ 77T SURVEY UNDER: 2000 Existing |
VEACILITY TYPE: SNF/NE

'TYPE OF STRUCTURE: One (1} story, Type Il
| (000) Unprotected

| SMOKE COMPARTMENTS: Five (5) smoke
| compariments.

: COMPLETE SUPERVISED AUTOMATIC FIRE
 ALARM SYSTEM

| FULLY SPRINKLED, SUPERVISED (Wet
"$YSTEM)

. EMERGENCY POWER: Type I Dissel
| Generator.

H

' A life safety code survey was inftiated on 09/16/14

| and concluded on 09/17/14. The findings that

. follow demonstrate noncompliance with Title 42, |

| Code of Federal Regulations, 483.70 (a) et seq g

; (Life Safety from Fire). The facility was found not | -
“in substantial compliance with the Requirements

i for Paticipation for Medicare and Medicaid. The |
 facility is licensed for one hundred (100) beds and |

! the census was ninely-five (95) the day of the

| stirvey. 5
i

-

i
i

’ Deficiencies were cifed with the highest

K 000 “This Plan of Correction is prepared and |
submitted as required by law.. By
submitting this Plan of Correction, f
Bradford Square does not admit that the |
deficiency listed on this form exist, nor |

- does the Center admit to any statements, |
findings, facts, or conclusions that form |

. Center reserves the right to challenge in
 legal and/or regulatory or administrative
! proceedings the deficiency, statements,

; Tacts, and conclusions that form the basis
 for the deficiency.”

Bradford Square

i

{X8) DATE

TITLE

LABORATO IKECTOR'S OR-PROVIDER/SUPPLIER REPRESENTATIVE'S S!GNATURE — .
ing providing # is determined that

Any deﬁcieﬁ@{ statement ending with an asterisk () deftdtes a deficiency which the institution may be excused from correct!
(See Instructions.) Except for nursing homes, the findings stated above are disclosab

other safeguards provide sufficiant srotection to the patients.

T,
e

“wrofifam participation.

nwing the date of survey whether or not a plan of cerrection is providad. For nursing homes, the above findings and
; foliowing the date these documents ars made avalfable fo the facifty. If deficiencies are cited, an approved pian of cormection Is requisite to continued

ie 80 days
plans of correction are disciosable 14

/Ol277 /iy
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DEFICIENCY)
K DGO Centinued From page 1 K oo0 :;ng 1@
def iciency identified at "F" level "1.Room 103 bed was rearranged by B/[L.}
K ¢1 8 NFPA 101 LIFE SAFETY CODE STANDARD K018 malntenancg and heusgkeepjng d{recior 0
88=D| b ot d other than - allow door to close freely, room 114 fajl
oors protecting corridor openings in other i : to close
requzred enclosures of vertical openings, exits, or | Eat lwas f‘*m?;%‘edé‘i allcéwiggcrﬁo
| hazardeus areas are substantial doors, suchas @ | ireely, rooms 12z, ii5anc 1Uo privacy
_those constructed of 1% inch solid-bonded core [ curtains are placed in a position that
S ]I Wo0a, of capabie of Tesisting fire for atleast 20 - allowsdoor toclose freely-on 09/1 74—
s minutes. Doors In sprinkierad buildings are only 7 2 Maintenance Director completed an
“required fo resist the passage of smoke. There is | | andit of Center on 09/17/14 to ensure all
{ no impediment to the closing of the doors. Doors | doors closed freely without obstructions.
: are provided with & means suitable for keeping . No further areas of CONCArT were
 the door closed. Dutch doors meeting 19.3.6.3.6 | Yo lurine
lare permitted.  18.36.3 ; , identified.
o . ; No further areas of concern were |
- ; Rol er latches are pr‘o.!?:bsted by CMS3 regulations identified. : 5
; Ui ail health care facilities,
‘ 3. Maintenance

‘ This STANDARD is not met as evidenced by:
| Based on observation and interview, It was i
detemrnﬁd the facility failed to ensure comidor
! doors were clear of obstructions to their closing, |
; according to National Fire Protection Association
’ {NFPA). The deficiency had the potential to affect
 one (1) of five (5} smoke compariments, twenty |

{20) residents, staff and visitors

; The findings included:

Directar/Adrmmstmtor/ﬁ)uector of

Nursing or Assistant Director of Nursing

will reeducate staff that there is no

impediment to the closing of doors by

10724714, A post- test will be given to |
delermine competency.

4. Maintenance Director or Administrator

‘will complete an audit of doors to ensure

idoors close without impediment daily

‘times 4 months with corrective action

,A summary of findings will be submitted

;Performancc Improvement Committee
;consisting of Administrator, Director of
_ENarsmg, Maintenance Director, Buszness

.times 1 week then 3 times a week for 4
‘weeks, weekly for 4 weeks and monthly

:upon discovery to determine compliance.

‘by the Maintenance Director to the
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!
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A
S . - B WA
e | 185170 B WING i 0sM7izots
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: 1040 US 127 SOUTH
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! K 018/ Continued From page 2 K018 Office Manager and Dietary Chef
i Observation on 09/17/14 at 8:48 AM, with the ; Supervisor menthly for further review and
Maagtenance D1lze3cmr rsvealed theddeor of . recommendations.
i resident room would not close dus to a ; : . . ;
resident ' s bed biocking the area. interview, with 3. Date of completion will be 10/25/14.
| the Maintenance Director, revealed he was nat i : ;
" aware of the requirements regarding corridor : ' i
[ doors in the Lifs Safety Code. Further :

IR cbsemailcn Tevaaled the following —

At 8:51 AM, Doar for resident room 114 would not

i
!

close and latch due o being blocked by fall mat. |

| AL 8:53 AM, Door for Resident rooms 113, 112, ‘
: and 108 would nof close due to being blocked by |

pnvacy curtains. ‘ !

4 A\;- ' The findings were acknowledged by the
< Administrator during the exit conference.

! - | Refersnce: NFPA (2000 edition) .
. 18.3.6.3.1* Doors protecting corrider opanings in
] other than required enclosures of vertical !
. openings, exits, or hazardous areas shall be ;
| substantial doors, such as those constructed of ¢
 13M-in. (4.4-cm)} thick, solid-bonded core wood ar ;
! of construction that resists fire for not less than P
. 20 minutes and shall be constructed fo resist the | ‘ |
, ! passage of smoke. Compiiance with NFPA-80, :
i Standard for Fite Doors and Fire Windows, shall |
" not be required. Clearance between the hottom of
; the door and the floor covering not exceeding 1 |
“in. (2.5 cmy shail be permitted for corridor doors

O —
e
f -

" Exception No. 1: Doors to toilet rooms,

i bathrooms, shower rooms, sink closets, and
" similar auxiliary spaces thaf do not contain

| fliammable or combustible materials.

;

i

! Exzeption No. 2; In smoke compariments

Event ID:Lv7s24 Faciity ;100842 If continuation sheet Page 3 of 12
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NAME OF PROVIDER OR SUPPLIER ! STREET ADDRESS, CITY, STATE. ZIP CODE f
1040 US 127 SOUTH
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i SUMMARY STATEMENT OF DEFICIENCIES 2} PROVIDER'S PLAN OF CORRECTION s
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| DEFIGIENCY) !
K018 f
H I

K 018 Continued From page 3

i protectad throughout by an approved supemsed ;

* automatic sprinkler system in accordance with

| 18.3.5.2, the door construction requirements of

19.3.6.3.1 shall not be mandatory, but the doors
| shall be constructed to resist the passage of

. smoke.

e 029—5 NEPAIG1-LIFE- SAFETY-CODE- STANDARD-_—ﬁw ----- gK g2g. K929~ - T e e e

53=0;
!'One hour fire rated construction (with 3¢ hour
| fire-rated doors) or an approved automatic fire
~ extinguishing system in accardance with 8.4.1

| and/or 16.3.5.4 protects hazardous areas. When |

the approved automatic fire extinguishing system

! option s used, the areas are separated from

; other spaces by smoke resisting partitions and
e tdoors. Doors are self-cias! ng and non-rated or
- i field-applied protective plates that do not exceed
-y " 48 inches from the bottom of the door are

[pernitted. 18.3.2.1

Tf’HS STANDARD is not met as avidenced by:
i Based on observation and interview, if was

| areas were maintained, according to National Frre
' Protection Association (’NFPA) standards. The
| deficiency had the potential to affect one {1) of
f e (3) smoke compartments, twenty four (24)
res idents, staff and visitors.

The findings inciuded:

; door for the gas fuelfired furnace room In
: ?nerapy was notf equipped with a seif-closer.

! determined the facilty failed to ensure hazardous

Observatzon on Q8/17114 at 8:21 AM, revealed the

i

1. A self-closure was placed on the gas-
fired fuel furnace room door in the
Therapy Dept. by maintenance director on
1 10/09/14. Sprinkler escutcheon rings were
tlghteneé to ensure no penetrations were
visible 09/17/14 by the maintenance

' director. Penefrations in the walls and
“ceiling of furnace room in therapy were }

- sealed on 10/21/14 by the Maintenance | i

 Director.
2. Audit of center completed by

‘Maintenance Director on 9/17/14 revealed
.no further concerns. Maintenance
D1rector determined proper requirements
‘were met regarding maintaining
' hazardous areas according to NFPA
{ standards.
3 Maintenance Director was reeducated
| on life safety code standards regarding
* penétrations and reeducated regarding
{ doors that require self- closures to meet
| NFPA standards per the Regional
| Property Manager on 09/17/14.
- 4. Maintenance Djrector will monitor
: ceilings for penetrations mciudmg
i foilowing any installation of wiring or
; equipment in ceilings and doors
 throughout the center for required sei-

|

| .
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I ;
]

! K028 closures monthiy times 6 months to'*
determine ceilings have no penetrations
and doors meet NFPA standards, A

K 029! Continusd From page 4
. Further obsarvation revealed multiply
" penetrations in the walls and cefling of the room.

i The observations were confirmed with the 5

* Maintenance Director. Intarview, revealed be was | f;; mmary offndl;gs will begubmmed by

! not aware the door needed to be aquipped with & | e maintenance director to the )

*seli-closer and the penstrations in the walis and Performance Improvement Committee of
jeelingsealed. 1 consisting of Administrator, Director of —
! T Nursing,-Maintenance-Director; Business e

i Observation on 06/17/14 at 8:25 AM, revealed in Office Manager and Dietary Chef
the 300 Hall storage and Soiled Utility reom the ; - Supervisor monthly for further review and
| sprinkler escuichaon rings were loose and : recommendations.

. allowed penetrations of the ceiling. The ‘s ¢ leti -

| observation were confirmed by the Maintenance ;0. Late of completion 10/25/14.

; Director. Interview, revealed he was unaware the |

“spriinkler escutcheon rings were loose,

e : The findings were acknowlsdged by the
' Administrator during the exit conferance.

Reference: NFPA 101 (2000 edition) B

i 19.3.2.1 Hazardous Areas. Any hazardous areas I

“shalf be safeguarded by a fire barrier having a

i T-hour fire resistance rating or shail be provided

“with an automatic extinguishing system in

| accordance with 8.4.1, The automatic

" extinguishing shall be permitied to be in

| accordance with 18.3.5.4, Where the sprinkler

~option is used, the areas shall be separated from |

other spaces by smoke-resisting pariitions and

. doors. The doors shall be self-ciosing or '

| automatic-closing: Hazardous areas shall inc ude
_ but shall nat be restricted fo, the following: i ; :
(1} Boiler and fuel-fired heater rooms ' E , i
(2\ Central/bulk laundries larger than 1002 (8.3 =
mz) .

~(3) Paint shops S :

| (4) Repair shaps _ |

: (5} Soiled linen rooms :

i continuzstion shest Page 5 of {2
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i
!
i
|
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) 1040 US 127 SOUTH
BRADFORD SQUARE GENESIS HEALTHCARE .
FRANKFORT, KY 40601
XA D SUMMARY STATEMENT OF DEFICIENCIES F oo PROVIDER'S PLAN OF CORREGTION T xe
PREFIX |~ (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFI - | (EACH CORRESTIVE AGTION SHOULD BE | COMPLETION
TAG .i' - REGULATORY OR LSC IDENTIFYING INFORMATION) TAS ; CROSS.REFERENCED TC THE APPROPRIATE DaTg
j 5 DEFICIENCY)
' Koog : !

K 028, Continued From page 5
| (8) Trash coliection rooms
i {7) Rocms or spaces larger than 50 #t2 (4.6 m2),
" including repair shaps, used for storage of :
| combustible suppiies and equipment in quantities |
. deemed hazardous by the authority having :
! jurisdiction !

R 1 (8} Laboratories emgloymg flammable or
- combustible materials In quantities less than

i those that would be considered & severe hazard. -

' Exception: Doors in rated enclosures shall be

| permitted to have nonrated, factory- or :
field-applied protective plates extending not more
I than 48 in. (122 cm) above the bottom of tha !

dosr

e 8 2.4.4.1 Pipes, conduits, bus ducts, cables,
L) ~wires, air ducts, pnieumalic tubes and ducts, and
S ! simi !ar building service equipment that pass
; through smoke partitions shall be protectad as
follows: _
{1} The space between the penetrating item and |
the smoke partition shall meet one of the ;
soilﬁwirg conditions:
_a. it shall be filled with a material that is capabie
or fimiting the transfer of smoke.
b. it shall be protected by an approved device that[
i is designed for the specific purpose, :
. {2) Whera the penetrating item uges a.sleeve to !
| penetrate the smoke partition, the sleeve shall be
; soiidly set in the smoke partition, and the space |
" between the item and the sleeve shail meet one
: of the following conditions:
" a. it shall be filled with 2 material that is capable
i of limiting the transfer of smoke.
f b. It shall be protectsd by an approved device that '

| Is designed for the specific purpose,

( 3) Where designs take transmission of v;brailons !
! info consideration, any vibration isalation shail g
. meet one of the following conditions:

1
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{ : DEFIZIENCY)
I K 029 Continued From page 6 ! Ko2s! ;
] &, It shall be made on either side of the smoke : [
j partitions. ;
D. H shall be made by an approved davice thatis
! designed for the specific purposea. ;
. K©s2! K052
!

K 062; NFPA 101 LIFE SAFETY CODE STANDARD
§8=F '

B

| A fire alarm system required for [ife safaty s
irzsta led, tested, and maintained in accordance
J with NFPA 70 National Electrical Code and NFPA
?2 The system has an approved maintenancea
" and testing program complying with applicable
! requsrements of NFPA70 and 72.  §8.1.4

] Th;s STANDARD is not met as evidenced by
" Based on recard review and interview, it was i
I determined the facility failed to ensure smoke - |-
i detectors were not inspected according to

¢ National Fire Protection association (NFPA)
; standards, The deficiency had the polential to
" affect five {5 of five {5) smoke compartments
i one hundred {100} residents, staff and visitors,

' The findings included:

Recnrd review on 08/17/14 at 10:55 AM of the ﬂre
alarm inspection reports, revealed sensitivity

* 1. A sensitivity test was performed on all |{ 9 525111_]
. smoke-deteelors-9/17/14-byfire- safety T ] S

I

;

- veador, Fesco.
. 2. A sensitivity test was performed on all
- smoke detectors 9/17/14 by fire safety |
- vendor Fesco to ensure NFPA standards
> were met. No concerns identified, i
! standards met, :
3. Maintenance Director reeducated on a f
tire alarm system required for life safety, |
‘installed, tested and maintained in |
‘accordance with NFPA 70 National I
:Electrical Code and NFPA 72 by :
‘Regional Property Manager on
109/17/14.A post- test will be given to
‘determine competency.
4. Further tracking to be maintained per
'TELS monthly by Maintenance Director :
{10 ensure NFPA 70 and NFPA 72 ':
4standards are met, A summary of
findings will be submitted by the
maintenance director to the Performanc:e
. Improvement Committee consisting of
| Administrator, Director of N arsing,
t Maintenance Director, Business Office
; Manager and Dietary Chef Supervisor
‘ monthly for farther review and !
i recommendations.
1 5. Completion date of 10/25/14. |

FORM CMS-2E67{02-99) Previous Versions Ofbsclefs Event ik L\V7a21
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DATE

K 0525 Centinued From page 7

! testing for smoke detectors connected to the fire
alarm had not been performed within the last two |

{2} years. The finding was confirmed by the

! Maintenance Director. interview, revealed the
facility had recently changed vendors for fire

! alarm testing and maintenance and the new

K 0521

. vender was going fo perform sensitivity testmg

-~ {7 ! during the next scheduled testing,

The findings were acknowledged by the
| Adrministrator during the exit conferance.

! | Reference: NFPA 72 (1999 edition)
|

1 7-3.2.1* Detector sensifivity shall be checked

} i within 1 year after instaliation and every alternate

_{”’ o "year thereafter. After the second raguired

,.) | calibration test, if sensitivity tests indicate that the

{ marked sensitivity range (or 4 percent

. obscuration fight gray smoke, if not marked), the

length of time between caiibration fests shall be
[ permitted to be extended to a maximum of 5
years. If the frequency is extended, records of

| defector-caused nuisance alarms and

| subsequent trends of these alarms shall be

, i . detector has remained within its listed and
!
!
i

i maintained. In zones or in areas where nuisance ;
; alarms show any increase over the previous vear, | -

! calibration tests shall be parformed. To ensure
; that each smoke detector is within its listed and

! ' marked sensiti fvity range, it shall be testad using
: any of the following methods;

! " {1) Calibrated test method

’ | (2} Manufacturer ' s calibrated sensitivity test

- instrurnent
: 1 {3) Listed control equipment arranged for the

] . purpose
| (4) Smoke detectorfcontrol unit arrangement
| whereby the detector causes a signal at the

|
.
|
|

If continuation sheat Page 8 of 12
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e
[
i
L
{X4yin
pcaf—:rrx
f TAG

PROVIDER'S PLAN OF CORRECTION -
(EACH CORRECTIVE ACTION SHOULD BE :
CROSE-REFERENCED TO THE APPROPRIATE . |
DEFICIENGY)

jiM]
PREFIX
TAG

E sy
. COMBLETION
DATE

-

K052 ! Continued From page 8
| control unit whers its sensitivity is outside its
, isted sensitivity range
! {5} Other calibrated sensitivity test methods
: approved by the authority having jurisdiction
! Detectors found to have a sansitivity outside the
i listed and marked sensitivity range shall be

K 052

M.A,___ .

‘ cleaned and recalibrated or be repiaced.

Exceptmn No. 1. Detectors listed as field
~adjustable shall be permittad to be sither ad;usted

cleaned and recalibrated, or they shall be
rap fzced.
i Exception No. 2 This requirement shall not appiy
o single station detectors referenced in 7-3.3 and °
t Table 7-2,2.
. The detector sensitivity shall not be tested or
! measured using any device that administers an
; unmeasured concentration of smoke or other
" zeresol into the detector,
K44 | NFPA 101 LIFE SAFETY CODE STANDARD

88

H
I

| Generators are inspected weekly and exercised
under load for 30 minutes per manth In
accordance with NFPA S8, 3.4.4.1.

- This STANDARD is not met as evidenced by

i Based on record review, cbservation and

! interview it was determined the faciliy failed to
ensure the emergency generator was inspected

P within the fisted and marked sensitivity range and |

L

K 144 K144
1 Generator tested under load for 30
‘minutes on 09/22/14 by Maintenance
Director.
2 The center has no additional gsﬁerator
3. Maintenance director reeducated :
regardmg NFPA 99 requirements to i
perform load test 30 minutes per month |
ongoing per regional property manager
09/22/14.A post- test will be given to
determine competency.
4. Further tracking to be maintained per
iTELS monthly by Maintenance Director
to ensure NFPA 99 standards are met. A
[summary of findings will be submitted by.

i

§
iof2shd ;

i
1
H
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K144 Continued From page ¢
! according to National Fire Protection Association
| (NFPA) standards. The deficiency had the
, potential o affect ona (1) of five (5) smoke
* compartments, ehe hundred (100) residents, staff
: and visitors. :
f | The findings inclucied: o
i Review of the inspection and maintenance
. fecords for the facility ' s emergency generator on '
L 09/17/14 at 9:52 AM, revealed the facility did not |
: have any documented proof that the emargency
' generator had been tested under ioad from 01/14 |
| to 07114, The findings were confirmed with the .
. Maintenance Director. Interview reveled, the
| generator sfarls each week but the Maintenance :
. Director is unaware if the generator is running ;
" under load during the weekiy starting. The
! Maimenance Director was not aware of the
procedures to take to place the emergency
gensrator under load and stated the last time it
. was placed under load was when the Regional
! Maintenance Director inspected it on 08/31/14.
. Chservation at the emergency generator
" annunciator panel revealed the emergency
generator was not under joad,

S

et bt e /
s e

! The findings were acknowledged by the
_Administrator during the exit conferance.

| Reference: NFPA 110 (1998 Edition)
. 8-4.1" Level 1 and Level 2 EPSSs, inciuding all

| appurtenant components, shall be inspected 1
; weekly and shail be exercised under load &t least |

f ! monthiy,

| Exception: If the generator set is used for standby .
i power or for peak load shaving, such use shall be

e e i

K 144 the maintenance director to the
;Performance Improvement Committee
‘consisting of Administrator, Director of
iNursing, Maintenance Director, Business
EOffice Manager and Dietary Chef
‘Supervisor monthly for further review and

_recommendations. e
13, Completion date of 10/25/14." "

i
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K144 :, Continued Frern page 10 _
recorded and shall be permitted to be substituted |

i for scheduled operations and testing of the
gﬂnerator sel, provided ihe anpropriate datz are

frecorded.

i §-4.2" Generator sets in Level 1 and Leve! 2

| BWING _ 09/17/2014
STREET ADORESS, CITY, STATE, ZIF CODE
1040 US 127 8QOUTH
F‘RANKFOR? KY 40801
e} FROVIDER'S PLAN SF L,ORR?:ST!ON ) co X5
PREFIX {EACK CORRECTIVE ACT TON SHOULD BRE L COMPLETICN
TAG CROSE-REFERENCED TO THE APPROPRIATE DATE:
DEFICIENCY)
K 144"

| Service shail be exercised at least once monthiy,

B minimum of 30 minutes, using one of the

i following methods:

i (@} Under operating temperature conditions or at |

; notless than 30 percent of the EPS nameplate
‘ rating
(b Loading that mainiains the minimum exhaust

' gas temperatures as recommended by the
; manufacturer

; The date and time of day for requirad test!ng
“shall be decided by the owner, based on faci ity

: operaticns.

8421 Eguivalent loads usad for testing shall be

autematically replaced with the smergency loads
tin case of failure of the primary source.

" 6-4.2.2 Diesei-powered EPS Instaliations that do
not meet the requirements of 5-4.2 shall be -
. exercised monthly with the available EPSS Joad
- and exercised annuatly with supplemental loads

-, at 25 percent of nameplaie rating for 30 minutes,

followad by 80 percent of Pamep!aie rating for 30
. minutes, followed by 75 percent of nameplate
rating for 60 minutes, for a total of 2 contmﬂous

i hours.

+ B-4.3 Load tests of generator sats shall ingiude
: cemplete cold starts,

i

i
i
i

i
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STREET ADDRESS, CITY, STATE, 717 GOOE
1040 US 127 SOUTH

MNAME OF PROVIDER OR SUPPLIER !
BRADF“DRD S_QUARE GENESIS HEALTHCARE FRANKFORT, KY 40601 . : : f!

AD ;. SUMMARY STATEMENT OF DEFICIENGIES : i PROVIDER'S PLAN OF FORRECE‘“EC)& ‘
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i
i
" o
I ! .
. i

i K144 Continued From page 14 K 144!
_ 'g-a.4 Time delays shall be set as follows:
(&) Time delay on start: 1 second minimem :

; Exception: Gas turbine cycle: 0.5 second ! :
? Fminimum. f :

o “'qw—_"ék’b)'ﬂme delay on fransfer to emergency: no~ . | , - R ECPI
minimum required . ¥ !

“{c) Time dei iay on restoration to normal 5 mznuies
minimum ;

! (se8 Ad-2.4.7)

{d} Time delay on shutdown: 5 minutes minimum

: . 645 Level 1 and Leval 2 transfer switches shall : ;
i * be operated monthiy. The monthly test of a _ 4 j
| transfer switch shall consist of electrically :
: operating the fransfer switch from the standard _‘ ' : i i
i position to the alternate position and then a return | :
. {o the standard position. ; i {

: 6-4.68"EPSS circuit breakers for Level 1 syste

" usage, including main and feed breakers between ;
i the EPS and the transfer switch load terminals, é

" shall be exercised annually with the EPS in the of’f’ . : : ‘ AR

| pesition, ; |
: _5 !

- Exception: Medium- and high-voltage circuit
. breakers for Level 1 system usage shall be

: exercised every 6 months and tested under
simmated overjoad conditions every 2 vears.

6-4 7 The routine maintenance and operationa! 1 : i
tesrmg program shall be overseen by a properly | ;

ms'fructed individuat. :
i
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