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the address and phone number of the resident's
legal representative or interested family member,

This REQUIREMENT s not met as evidenced
by.

Basad on observation, interview, record review,
and review of the facility’s policy/procedure, 1t was
determined the fadllity failed io Immediately
consult with the resident’s physician a need fo
alter treatment for one resident (#1} in the sample
of fourleen (14) residents (Resident #1). The
facility failed to notify the physician of unrelieved
pain during treatments, During a dressing
change, on 06/12/13 at 1:15 PM, and on 08/13/13
at 10:00 AM, Resident #1 exhibited
verbalinon-verbal signs of pain; however, the
nurse continued the treatment without further
intervention, On 06/12/13 at 1:15 PM, Resident
#1 winced with pain while tears rolled down
his/her face as the nurse attempted {o remove an
old dressing to the right leg.

Additionally, on 06/13/13 at 10:15 AM, Resident
#1 began complaining of left hee] pain. The nurse
assessed the resident as having a "red, mushy"
area to the left heel with a darkened scabbed
area fo the left second toe; however, the nurse
failed to notify the physician of the pain to the left
heel, or the new areas identified.

The findings include:

Review of the Notification of Resident Change in
Condition policy/procedure, undated, revealed
cliniclans would immediately consult with the
resident’s physician when there was a significant

1. The physician was notified of the
unrelieved pain for resident #1 by the
Director of Nursing on 7/5/13 with new
orders noted. The physician was
notified of the identified wound to
resident #1°s left heel on 6/13/13 by the
Assistant Director of Nursing with
treatment orders noted.

2. A complete skin assessment will be
completed on all current residents by
7/28/13 by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager. Any identified skin
impairments will be reviewed to assure
that the MD has been notified and an
appropriate treatment, if needed, is in
place. Any identified skin impairments
that have not had MD notification or
that does not have an appropriate
treatment in place, the facility will
contact the physician for notification
and/or treatment. A comprehensive pain
assessment will be completed on alt
current residents by 7/28/13 by the
Director of Nursing, Assistant Director
of Nursing or Unit Manager. Results of
the comprehensive pain assessment will
be reviewed by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager to determine if the resident’s
level of pain exceeds the resident’s
goals for pain. Any identified as not

meeting the resident’s goal for levg_l___o_( o

paili will be reviewed with the
physician for further intervention and a
fotlow up pain assessment completed.
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- -was-a-"4"-(four}-on the pain-scale-of 0-40,—— - —-

change in the resident's physical, mental, or
psychosocial status,

Review of the Pain Management Process, dated
03/11, revealed the physician and family would be
notified when pain levels were outside normal
levels for each individual resident and could not
be refieved or interfered with the resident's goal
or functional ability.

Review of the Skin System policy/precedure,
revised 0B/08, revealed the physician and family
would be notified of any changes of skin
condition.

Record review revealed the facility admitted
Resident #1 on 03/20/13, with diagnoses which
included Anxiety Disorder, Peripheral Vascular
Disease, Chronic Ulcer of the Leg, Rheumatoid
Arthritis, Pain in Joint, and Muscle Weakness.
Review of the significant change Minimum Data
Sel, dated 05/20/13, revealed the facility identifled
the resident as moderately cognitively impaired,
Review of the Pressure Ulcer Risk Assessment,
dated 03/20/13, revealed the facility identified the
resident at high risk for pressure ulcers. Review
of the Comprehensive Pain Assessment Form,
dated 05/20/13, revealed the resident indicated
having frequent pain, making it hard to sleep at
night and limiting day-to-day activities, The pain
assessment indicated the resident's
medicationvtreatments moderately relieved
hisfher pain. The resident's pain intensity goal

Review of the Risk for Alteration in Comfort Care
Plan, dated 05/20/13, revealed to report
unrelieved or unacceptable levels of pain to the

educated by the Director of Nursing,
Assistant Director of Nursing, Unit
Manager or Regional Nurse Consultant
on ¢completion of comprehensive pain
assessment, physician notification of
unrelieved pain cutside the resident’s
goal for pain levels or pain at
unacceptable levels. All Licensed staff
will be re-educated by the Director of
Nursing, Assistant Director of Nursing,
Unit Manager or Regional Nurse
Consultant on identification of skin
impairments, notification of the
physician and appropriate treatment.
Both of these re-education will be
completed by 7/28/13 with no Licensed
Staff working after 7/28/13 without
having received these trainings.

4. The Director of Nursing, Assistant
Director of Nursing or Unit Manager
wil review five (5) resident records per
week for twelve (12) weeks to identify
any unacceptable levels of pain to
assure that the physician has been
notified. The Director of Nursing,
Assistant Director of Nursing or Unit
Manager wiil observe five (5) wound
dressings per week for twelve (12)
weeks to assure that the resident does
not experience pain fevels during
treatment at unacceptable levels and if
the resident does, the nurse will notify
the physician of unacceptable pain
levels.

The Diréetor of Nursing, Assistant [ [

Director of Nursing or Unit Manager
will complete a look behind skin
assessment five (5) times per week for
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Observation, on 06/13/13 at 10:15 AM, revealed

physiclan as needed.

Observation of a dressing change, on 06/12/13 at
1:15 PM, with Registered Nurse #1 (RN) revealed
a moderate amount of yellow/bloody drainage to
the right leg wound dressing. During the removal
of the dressing, the resident was observed
wincing in pain with faclal grimacing. The
dressing appeared to be stuck to the resident's
leg and difficult to remove. The resident began to
cry, with visible tears rolling down the resident’s
face, as RN #1 continued to remove the dressing.
RN #1 indicated the resident had been
*pre-medicated” and continued the dressing
removal wilhout any other intervention.

Observation of a dressing change, on 06/13/13 at
10:00 AM, revealed old dressings were removed
from four (4) wounds on the resident's right side.
Resident #1 continuously stated "Oh" during the
treatment, dressing change of the wounds.
Further observation revealed the resident with
faclal grimacing and complaints of pain during the
treatment. The resident was rolled to the other
side while continuously stating "Oh God, please."
Observalion revealed dressings were removed
from three (3) wounds on the resident's left side.
During treatment of these wounds, facial
grimacing was observed with the resident stating
"Oh, please.” Throughout the treatment of the
wounds, RN #1 stated "|s the pain pill not
helping? and "We are aimost done. It's hard on
you, isn't 17

Resident #1 continuously complained of pain to
the left heel. RN #1 observed the heel to be red
and "mushy.” She stated "We need to prop that

assessment is a skin assessment
completed after the direct care nurse has
completed a skin assessment to assure
that the nurse has identified any new
skin impairments and notified the
physician of any new skin impairments.
The results of these audits will be
reviewed with the Quality Assurance
Committee Monthly for at Ieast three
(3) months to assure ongeing
compliance. If at any time concerns are
identified, a Quality Assurance
Committee will convene to review and
make further recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical
Director attending at least quarterly.
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heel up,” RN #1 additionally observed a
darkened scabbed area to the left second toe.

e
a
|

Interview with Resident #1, on 06/13/13 at 5:30
PM, revealed the pain medications were not
effective during treatments. Hefshe revealed the
rate of pain during the treatment on 06/13/13 was
an "8" eight out of "10" {ten). The resident
indicated that was "pratty bad" pain.

Observation of Resident #1, on 06/14/13 at 10:45
AM, revealed a red, non-blanchable area to the
left heel per assessment of the Assistant Director
of Nursing (ADCN). She indicated the area was
"boggy” underneath. At approximately 10:55 AM,
a blister had ruptured on the left heel with serous
drainage noted. Additionally, an unstageable
area to the left second foe measured 1 x 1.4
centimeters {cm).

Record review, on 06/14/13, revealed no
documentation related to the left heelleft second
toe. Further raview revealed no documented
evidence new orders were initiated,

Interview with RN #1, on 06/14/13 at 10:10 AM,
revealed she had not notified the resident's
physiclan of unrefleved pain. She indicated
Resident #1 always had paln during treatments,
She stated the resident feared the treatment
before it even started. RN #1 stated the resident
had anxiety disorder, which was "a lot of the
problem.” When a resident complained of pain
[T :..befo]'e'.[guchigg.{hem'_]thad_{&b_e.de{e[mlned,. e P PO DO NP B,
anxiety. She reveated the resident's pain
management was effective for him/her as the
resident's behavior during treatments on 06/12/13
and 06/13/13 was "typical.”
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Continued interview with RN #1, on 06/14/13 at
10:10 AM, revealed she had not noticed the red,
"mushy" area to the resident’s left heel prior to the
assessment, on 06/13/13. She did not report the
resident's pain to the left heel as she did not feel
it was significant. She revealed the ADON was
notified of the area; however, interview with the
ADON, on 06/14/13 at 3;:50 PM, revealed she had
no knowledge of the area prior to chservation
with the state surveyor. Further interview with RN
#1 revealed she did not report the area to the left
second toe; however, she should have made the
ADON aware. She stated it was “up in the air"
whose responsibility it was to notify the physician
of the new areas. She revealed it was "probably”
her responsibifity since she found the new areas.

interview with the Director of Nursing (DON), on
06/14/13 at 4:45 PM, revealed she expected staff
to try other measures for relief during treatments
and call the physician if pain continued.

An attempted Interview with Resident #1's
primary physician, on 06/14/13 at 10:35 AM,
revealed he was not available for interview,

interview with the ADON, on 06/14/13 at 10:45
AM, revealed if a new wound was discovered, it
would be the nurse's responsibility 1o nofify the
physician.

Interview with the DON, on 06/14/13 at 4:45 PM,

i
i
i

document, and notify the physician of any new
areas identifled.

Interview with the Medical Director, on 06/14/13
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(X2) MULTIPLE CONSTRUCTION

The facility must provide a safe, clean,
comforiable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by:

Based on inlerview, observation and record
review and facility policy; it was determined the
facility falled to ensure the residents’ environment
was comfortable and homelike related to the
absence of window coverings in five (5) of
thirty-four {34) residents’ rooms.

The findings include:

Observatlons on 06/12/13 at 6:30 AM and on
06/14/13 at 3:45 PM, revealed five residents’
rooms {rooms 1, 2, 11 and 34) revealed the
windows had no window coverings such as
blinds, shades, andfor curtains,

Interview with Assistant Director of Nursing

T(ADQN), on 06/14/13 at 3:45PM, revealed the -

window coverings were a housekeeping and/or
maintenance issue. The ADON stated she was
not aware there were resident rooms without

window coverings for the outside wall windows.

Homelike Environment

1. The identified resident rooms #
1,2,11 and 34 will have window blinds
installed by the Maintenance director by
7/12/13,

2. The Administrator and
Housekeeping supervisor will complete
an audit of al{ resident rooms to assure
that they have window coverings and
present a comfortable home like
environment by 7/28/13. Any identified
as not being homelike and comfortable
or without window coverings will be
made comfortablie and homelike or have
window coverings instalied by 7/28/13,
3. The Administrator will re-educate
the Housekeeping Supervisor by
7/28/13 on the requirement of a
comfortable home like envirocnment and
window coverings.

4, The Administrator and
Housekeeping Supervisor will complete

twelve (12} weeks to assure that all
rooms have window coverings and
present as comfortable and homelike.
The results of these audits will be
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al 2:00 PM, revealed he would expect staff to
notify the physician of any new areas jdentified on
aresident. Continued interview with the Medical
Director, revealed he would expect staff to notify
the physician if pain medication was not effective
during a treatment.
F 252 | 483.15(h)(1) F 252
55=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT F252 — Safe/Clean/Comfortable/ 7128113

| weekly audits of all residentrooms for ¢}
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. reviewed with the Quality Assurance
F 252/ Continued From page 7 F252| Committec Monthly for at least three
The ADQN revealed the absance of window (3) months to assure ongoing
coverings put resident's privacy at risk. compliance. If at any time concerns are
interview with Director of Nursing (DON), on identified, a Quality Assurance
06/14/13 at 4:15 PM, revealed she did not know Committee will convene to review.and
who was rasponsible for ensuring the residents' make further recommendations as
roeoms had window coverings, but each window needed. The Quality Assurance
should have something. . o Committee will consist of at 2 minitnum
Interview with the Housekeeping Supervisor in the Administrator, Director of Nursing,
the presence of the Environmental Services Assistant Director of Nursing, Social
District Manager, on 06/14/13 at 4:50 PM; Services Director with the Medical
revealed he/she was not aware there were Director attending at least quarterly.
resident rooms without blinds, curtains, or
shades. The Housekeeping Supervisor stated the
resident rooms should be homelike and have F281 - Services Provided Mect 7028113
curtains or blinds covering an outside window to Professional Standards
ensure privacy for the resident.
F 281 | 483.20(k)(3){)} SERVICES PROVIDED MEET F281| | The dressings for resident # 1 were
§5=D | PROFESSIONAL STANDARDS noted to be changed per physician order
e by the Director of Nursing on 7/8/13.
The services provided or arranged by the facility 2. A review of all current residents’
must meet professional standards of quality, physician orders for the past 30 days

will be compieted by the Director of
Nursing, Assistant Director of Nursing
or Unit Manager by 7/28/13 to assure
all physician orders have been followed

Th'ls REQUIREMENT is not met as evidenced or the physician has been notitied if
by: . unable to follow the order. Any
Based on observation, interview, and record identified as not being followed without
review, it was determ'ined the facility f:dlfed to physician notification will have
ensure services provided met professional physician notification for further
standards of qua.hty for one (1) of fourteen . direction. An observation of all wound
{14)sampled residents (Resident #1). The facllity dressi .
. SN essings will be completed by the
failed to follow physician's orders related to a . . . .
e e ~vdailydress§ng Change— to-u-le—resideni?s-ﬂght—leg-- B TR DlreCto.r OfNur.SIP,g.-’ .ASSIStant Dn‘e(}t{)l‘ SRR £ e
: of Nursing or Unit Manager by 7/28/13

to assure treatment were completed per

The findings include: physician orders. Any identified as not

The facility had no specific palicy related to
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Interview with Resident #1, on 06/14/13 at 9:25
AM, revealed staff did not change the dressing on
06M13/13. |t was changed after hia/her bath, on
0614/13.

Interview with the Assistant Director of Nursing
{ADON)}, on 06/14/13 at 3:50 PM, revealed the
freatment to the resident’s right leg was
completed by her, on 06/14/13 af approximately
6:45 AM. She indicated the dressing had been
removed prlor to the freatment; therefore, she
was unsure of the date on the old dressing.

Interview with Reglstered Nurse (RN) #1, on
06/14/13 at 10:10 AM, verified she did not
complete the treatment for Resident #1, on
06/13/13. RN #1 revealed it was reporied to the
Dayshift Charge Nurse, Licensed Practical Nurse
(LPN}#1, whe Indlcated she would change the
dressing.

interview with LPN #1, on 06/14/13 at 2:40 PM,
revealed she was the Dayshift Charge Nurse on
06/13/13. She further stated the Charge Nurse
typically completed treatments; however, she
thought RN #1 completed the dressing change
for Resident #1.

Interview with LPN #2, on 06/14/13 at 9:45 AM,
revealed she was the nurse on evening shift for
Resident #1, on 06/13/13. She stated she did not
complete the treatment to the resident's right leg

o &2 I £ OO S

Interview with the Director of Nursing {DON), on
06/14/13 at 4:45 PM, revealed she expected staff
to complete treatments, per the physician's
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F 282 | 483.20{k)(3}(i} SERVICES BY QUALIFIED F 282
$5=D | PERSONS/PER CARE PLAN T282 - Services by Qualified 7/28/13

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident’s written pian of
care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, recard review,
and review of the facility's policy/procedure, it was
determined the facility failed to ensure services
were provided by qualified persons in accordance
with each resident's written plan of care for one
{1} of fourteen (14) sampled residents (Resident
#1).

The findings include:

Reviaw of the guidelines for the Resident
Comprehensive Care Plan, dated 09/08, revealed
the resident's Comprehensive Care Plan should
be viewed as an Interdisciplinary approach to
managing the acute and chronic needs of the
resident living in the facility.

Recaord review revealed the facility admitted
Resident #1 on 03/20/13, with diagnoses which

Disease, Chronic Ulcer of the Leg, Rheumatoid
Arthritis, Pain in Joint, and Muscle Weakness.
Review of the Significant Change Minimum Data
Set (MDS), dated 05/20/13, revealed the facility

“I'included Anxiety Disorder, Peripheral Vascular=—~~ -~

Persons/Per Care Plan

1. The Assistant Director of Nursing
observed on 7/5/13 that resident # 1’s
care plan interventions were being
followed; that staff had documented
pain location; rate of pain prior to and
after intervention and the dressing
change was completed without
exceeding the resident’s stated pain
goal.

2. A complete audit of all resident’s
records will be completed by the
Director of Nursing, Assistant Director
of Nursing or Unit Manager by 7/28/13
to assure all care plan interventions are
in place. Any intervention not in place
wilf be implemented.

3. All Licensed Nurses will be re-
educated by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager on the requirement to follow
the resident’s plan of care to include
rating pain before and after treatment
including location of pain, report
unrelieved pain or unacceptable pain
levels to the physician and stop
treatment if unacceptable pain
implement further intervention before

will be completed by 7/28/13.

4. The Director of Nursing, Assistant
Director of Nursing or Unit Manager
will audit five (5) resident’s pain flow

_resuming treatment. This re-education_ . ._.
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identified the resident as moderately cognitively
impaired. Review of the Comprehensive Pain
Assessment Form, dated 05/20/13, revealed the
resident Indicated having frequent pain, making it
hard to sleep at night and limiting day-to-day
activities. The pain assessment indicated the
resident’s medicationireatments moderately
relieved hisfher pain. The resident's pain intensity
goal was a "4" (four) on the paln scale of 0-10 {
zero to ten).

Review of the Risk for Alteration in Comfort Care
Plan, dated 05/20/43, revealed to identify the
iocation and rate of pain prior to and after any
interventions. Report unrelieved or unacceptable
levels of pain to the physician as needed.

Review of the Controlled Substance Proof of Use
sheet, dated 06/12/13, revealed Registered
Nurse (RN} #1 administered Dilaudid (pain
medication} 4 milligram {mg} to Resident #1 at
7:05 AM., Review of the Medication Administration
Record (MAR}, dated 06/12/13 at 7.05 AM,
revealed the Ditaudid was administered for
generalized pain; however, there was no rate of
pain documented. Further review of the MAR
revealed the resident's pain had decreased at
8:00 AM, but no rate of pain was noted.

Observation, on 06/12/13 at 10:00 AM, revealed
Resident #1 was silting up in his/her room, afler
completing physical therapy. The resident
complained of his/her "boHom™ hurting and

Observation, on 06/12/13 at 10:15 AM, revealed a
staff member reported the resident's pain fo
Registered Nurse (RN) #1 with the state surveyor

to assure pain rate before and after
intervention and focation of pain are
documented, that the physician was
notified of any unrelieved or
unacceptable levels of pain to the
physician, The Director of Nursing,
Assistant Director of Nursing or Unit
Manager will observe five (5) wound
dressing changes per week to assure
that the pain Is relieved or at acceptable
levels or the nurse stops treatment for
further intervention. The results of these
audits will be reviewed with the Quality
Assurance Committee Monthly for at
Icast three (3) months to assure ongoing
compliance. If at any time concerns are
identified, a Quality Assurance
Committee wifl convene o review and
make further recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical
Director attending at least quarterly.
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present. At 10:30 AM, the resident remained in
the wheelchair with factal grimacing.

Further observation, on 06/12/13 at 11:50 AM,
revealed Resident #1 remained up in hisher
room. The resident revealed histher "bottom” was
still hurting "pretfy bad.”

Review of the Controlled Substance Proof of Use
sheet, dated 06/12/13, revealed RN #1
administered Dilaudid 4 mg at 12:40 PM. Review
of the MAR, dated June 2013, revealed no
documentation of the location, rate of pain, or
effectiveness of the medication given at 12:40
PM.

Interview with RN #1, on 06/14/13 at 10:10 PM
and 3:00 PM, revealed she "tried" to lock at the
care pians as she charled on residents. She was
aware documentation of pain medication included
the location, rate of pain, and a re-gvaluation;
however, she was unsure of the reason it was not
documented on 06/12/13, She did not give the
resident pain medication when asked, on
06/M12H13 at 10:15 AM, as It was not Ume for a
dose. She revealed the physician was not notified
of unrefieved pain, per the care plan.

Review of the Impaired Skin Integrity Care Plan,
dated 05/20/13, revealed If there was complaints
of pain during a treatment, stop the trealment,
leave the resident safe, and seek pain relief,
Relurn to complete the treatment when the pain

Gbservation of a dressing change, on 06/12/13 at
1:15 PM, revealed a moderate amount of
yellow/bloody drainage to the right leg wound
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the nurse confinued the treatment with no further
intervention, Resident #1 exhibited non-verbal
and verbal signs of pain during a wound
treatment, on 06/13/13 at 10:00 AM; however, the
nurse continued the treatment without further
intervention. Additionally, the facility faifed to
assess and document the resident’s pain before
and after pain medication was administered,

The findings include:

Review of tha Pain Management Process
policy/pracedure, dated 03/11, revealed the
facility would react to the resident's pain control
needs based on the resident's goals for pain refief
and the resident's goals for functional ability. The
facility's goal was to ensure all residents received
appropriate pain relief measures to assure that
the residents' pain did not affect their ability to
funchion within their designated goals for
functional ability. Documentation of pain intensity
would be recorded along with the intervention for
pain reduction using appropriate facllity forms, A
post intensity evaluation would be assessed and
documented in a timely manner. Upon follow-up,
if the intervention was ineflective, the process
should be repeated until the resident indicated
adequate relieve and/or functional goals were
met.

Record review reveated the facility admitted
Resident #1 on 03/20/13, with diagnoses which
included Anxiety Disorder, Peripheral Vascutar

~Disease; Chronic-Ulcer of the'Legy Rheumatold: -~ | -

Arthritis, Pain in Joint, and Muscle Weakness.
Review of the Significant Change Minimum Data
Set, dated 05/20/13, revealed the facility identifled
the resident as moderalely cognitively impaired
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F 309 | Gontinued F 15 or Unit Manager to ensure that all
oniinued From page F309) residents with wound treatment

interventions are effective. Any noted to
have pain during treatment not relieved
by interventions will have physician
notification with further interventions
and follow up assessment completed.
An audit of all current residents who
receive as needed pain medications will
be reviewed by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager by 7/28/13 to assure that pain-
is assessed before and after as needed
pain medications are administered. Any
identified as not having pain rated
before and after pain medication
administrated will have a pain
assessment completed with follow up
with the physician for pain levels
unrelieved or unacceptable for further
intervention and follow up assessment
completed. These audits will be
completed by 7/28/13,

3. All Licensed Nurses will be re-
educated by the Director of Nursing,
Assistant Director of Nursing, Unit
Manager or Regional Nurss Consultant
related o pain assessments, pain goals
and physician notification related to
unacceptable pain levels: stopping
treatment with unacceptable Ievels of
pain with further intervention before
resuming treatment as well as
documentation of pain levels before and
| after administration of as needed pain
medication. This re-education wilt be
completed by 7/28/13.

4, The Director of Nursing, Assistant
Director of Nursing or Unit Manager
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decreased at 8:00 AM, but no rate of pain was
noted,

QObservation, on 66/12/13 at 10:00 AM, revealed
Resident #1 was sifting up in hisfher room, after
completing physical therapy. The resident
complained of his/her "bottom” hurting and
appeared uncomfortable.

Qbservation, on 06/12/13 at 10:15 AM, revealed a
staff member reported the resident's pain to
Registered Nurse (RN) #1 with the state surveyor
present. At 10:30 AM, the resident remained in
the wheelchalr with faclal grimacing.

Further observation, on 06/12/13 at 11:50 AM,
revealed Resident #1 remained up in hisfer
room, The resident revealed his/her "bottom” was
still hurting "pretty bad.”

Review of the Controlled Substance Proof of Use
sheet, dated 06/12/13, revealed RN #1
administered Dilaudid 4 mg at 12:40 PM. Review
of the MAR, dated June 2013, revealed no
documentation of the focation, rate of pain, or
effectiveness of the medication given at 12:40
PM,

Review of the Impaired Skin Integrity Care Plan,
dated 05/20/13, revealed if there was complaints
of pain during a treatment, stop the freatment,
leave the resident safe, and seek pain relief.
Return to complete the treatment when the pain
—m-s———1yagreported as-acceptabler— -

Observation of a dressing change, on 06/12/13 at
1:15 PM, revealed a moderate amount of
yellow/bloody drainage to the right leg wound
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dressing. During the removal of the drassing, the
resident was wincing In pain with faclal grimacing.
Further observation revealed the dressing
appeared fo be stuck to the resident's leg and
was difficult o remove. The resident began to cry,
with visible tears rolling down the resident's face,
as RN #1 continued to remove the dressing. RN
#1 indicated the resident had been
"pre-medicated” and continued removing the
dressing without implementing any other
intervention.

Review of the Controlled Substance Proof of Use
sheet, dated 06/13/13, revealed RN #1
administered Dilaudid 4 mg at 8:00 AM. Review
of the MAR, dated June 2013, révealed no
documentation of the locatlon, rate of pain, or
effectiveness of the medication given at 8:00 AM,

QObservation of a dressing change, on 06/13/13 at
10:00 AM, revealed old dressings were removed
from four {4) wounds on the resident's right side.
Further observation revealed Resident #1
continuously staled "Oh" during the
treatment/dressing of the wounds, Observation
revealed facial grimacing and complaints of pain
during the treatment, The resident was rolled {o
the other side while continuously stating "Oh God,
please.” Dressings were removed from three (3)
wounds on the resident's lefl side. During
treatment of these wounds, facial grimacing was
observed with the resident stating "Oh, please.”
Throughout the treatment of the wounds, RN #%
— o eglated-Ms-the-pain-pill-not-helping?™and-"We:are-—-— - - — |= - = o B REGRECREE ST IERRRICRE s
almost done. it's hard on you, isn't it?"

Interview with Resident #1, on 06/13/13 at 5:30
PM, revealed pain medications were not effective
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during treatments. The resident stated it may be
better if staff glve him/her pain medications
before the pain was so bad. He/she revealed the
rate of pain during the treatment on 06/13/13 was
an "8" out of "10," The resident indicated that was
"pretty bad" pain.

Interview with Resident #1's husband, on
08/13/13 at 5:30 PM, revealed the pain had
actually improved as the resident used to "squawl
out" during treatments. He indicated the resident
sometimes had to ask three (3) times before
getting pain medications.

Intervlew with RN #1, on 08/14/13 at 10:00 AM
and 3:00 PM, revealed pain medication was not
given when asked on 06/12/13 as it was not time
for the medication. She revealed the resident was
assessed and informed that it was not time for
paln medication. Further interview with RN#1
revealed she had not notified the resident's
physician of the resident's unrelieved pain. She
indicated Resident #1 always had pain during
treatments, She stated the resident feared the
treatment before it even starts. She stated the
resident had anxiety disorder, which was *a lot of
the problem.” She stated when a resident
complained of pain before touching them, then it
had to be due {o the resident's anxiety. She
revealed documentation of paln medications
included the location of the pain pain, rate of pain,
and effecliveness; however, she was unsure of
the reascn it was nol documented on 06/12/13 or
- - 1-06113113-She-revealed-the resident's palit-— - — oo e e b b
management was effective for him/Mher as the
resident's behavior during treatments on 06/12/13
and 06/13/13 was "typical."
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Interview with the Director of Nursing {DON), on
06/14/13 at 4:45 PM, revealed documentation of
pain included the rate of pain. Tha DON stated
she expecled staff {o reassess and document
within the hour after a pain medication was given.
She felt the interventions on Resident #1's care
plan were generic and should have been more
individualized; however, she still expected staff to
follow the interventions. She stated staif should
try non-pharmalogical interventions if it was not
time for pain medication but if a resident
continued fo complain of pain, the physician
should be notified. She expected stalf to try other
measures for rellef during treatments and calf the
physician if pain continued.

An attempt to interview Resident #1's primary
physician, on 06/14/13 at 10:35 AM, revealed he
was not available for interview,

Interview with the Medical Director, on 06/14/13
at 2:00 PM, revealed he would expect staff to
notify the physictan if the pain medication was not
effective during a treatment,

483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensiva assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoldable; and a resident having

T pressure sores TeceivEs necessary treatmentand T o

servicas to promote healing, prevent infection and
prevent new sores from developing.

F 308

F 314

F314 — Treatment/Sves to
Prevent/Heal Pressure Sores
1. The physician was notified of
resident # 1’s pressure ulcer on 6/13/13
by the Assistant Director of Nursing
with an appropriate treatment put in
place.
2. A complete skin assessment will be
completed on all current residents by
7/28/13 by the Director of Nursing,
Assistant Director of Nursing or Unit
Manager. Any identified skin
impairments will be reviewed to assure
_that the MDD has been notifted, .
documentation complete and an
appropriate treatment if needed are in
place. Any identified skin impairments
that have not had MD netification or

7/28/13
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dated 03/20/13, revealed the facility identified the
resident at high risk for pressure ulcers,

Observation, on 06/13/13 at 10:15 AM, revealed
Resident #1 complained of pain to the left heel.
Upon observation by Registered Nurse (RN} #1,
the left heel was described as "red, mushy.” RN
#1 made the statement the heel needed to be
"propped up.” Additionally, RN #1 identified a
darkened scabbed area on the resident's left
second toe. '

Record review, on 06/14/13 at 9:00 AM, revealed
no documentation of the area identified o the
resident’s feft heel or left second toe. There were
no new treatments inftiated.

Observation with the Assistant Director of Nursing
(ADON), on 06/14/13 at 10:45 AM, revealed the
resident’s loft hee! was red and non-blanchable.
The ADON revealed It was "boggy” underneath.
The ADON left the room to obtain supplies to
assess the wound. Approximately ten {10)
minutes later, yellow drainage was noted {o the
bed as the "blister” had ruptured. The ADON
assessed the area as a "Stage 2" measuring 1.2
centimeters {¢m) in tength by 1.1 ¢cm width. She
assessed the darkened scabbed area to the left
second toe as "unstageable” measuring 1.0 cm in
length by 1.4 em width (possibly an arterial or
venous ulcer),

Interview with RN #1, on 06/14/13 at 10:10 AM,

revealed she Identified the area-to-the reslident’s--

left heel, on 06/13/13, She reveated the ADON
was made aware and would be responsible to
notify the physiclan for a treatment plan. She
rovealed the increased pain to the left heel was

Director attending at least quarterly.
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not addressed as she did not fee! it was
significant. RN #1 revealed the darkened
scabbed area to the left second toe was identified
on 06/13/13; however, she did not address the
findings. She revealed the ADON should have
been made aware. She indicated it was
"probably" her responsibility to notify the physidian
of both areas, since she was the identifying
nurse,
Interview with the ADON, on 06/14/13 at 10:45
AM, revealed she was not aware of the newly
identified areas. on 06/13/13, She revealed RN #1
should have assessed, measured, and
documented the wolunds, as well as notified the
physician for a treatment plan,
Interview with the Director of Nursing (DON}, on ;
06/14/13 al 4:45 PM, revealed the ADON gizzr;‘i;r::/g‘;i‘.cc‘:"“t Hazards/ 72813
assessed and measured wounds weekly; P e
however, if new areas were Identified, it would be . .
that nurse's responsibility to assess, document, éﬂ;{;ﬁﬂfﬁ%ﬁ?g‘:g?2:‘123“'33
F 23 2;: gglify ::h:é)g g:?:g é?lgtéza_lt,m ent. £ 223 2. A facility wide audit was completed
HAZ‘AR(?S /SUPERVISION/DEVICES by the Administrator and Maintenance
85D Ditector on 7/17/13 to identify any
The facility must ensure that the resident I"i'[‘:“r'e ‘;"ﬁf]“;f}";af;;g:“’{ﬁ“d‘“g
environment remains as free of accident hazards enviro;lmental hazards were identificd
as is possible; and each resident receives 1. All facility staff will be re- educatec{
adequate supervislon and assistance devices to bi/ the A dmityrﬁstrato‘: Direcrtor of
prevent accidents. Nursing, Assistant Director of Nursing
of Unit Manager related to promoting a
S i | safe environment including residemts ~ { | |
using sharp objects to include knives
and scissors. This education will be
completed by 7/28/13 with no staff
This REQUIREMENT is not met as evidenced
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by:

Based on observation and inlerview it was
determined the facility falled to ensure the
resident environment remained as free of
accident hazards as is possible related to sharp
knives observed being kept unsecured In a
resident's room.

The findings include:

Review of the facilify's Admisslon Agreement,
dated 07/01/12, revealed under the
responsibilities Section #9: "The resident agrees
that if the presence of any of his or her personal
possessions violates local, State, Federal laws,
rules, or reguiations, or policies of the Center, the
Center has the right to require the resident to
rermove them or to seek assistance from
appropriate authorities to assist in the removal of
such possessions”.

Arecord review revealed Resident #12 was
admitted to the facility on 03/11/13 with diagnoses
to include Diabetes Mefiitus and Congestive Heart
Failure. A review of the admission Minimum Data
Set assessment, dated 03/18/13 revealed the
facility assessed the resident as cognitively intact.
There was no evidence an assessment was
completed to determine if it was safe for the
resident to store knifes in his/her room.

Observation on 06/12/13 at 6:30 AM, during the
initial tour, revealed Resident #12 was in histher

- Hroom: Interview with-the-resident-at this time - - -] -

revealed the resident was confused,

Observation on 06/12/13 at 12:00 PM, revealed
the lunch meal being served to Resident #12 in

4. The Administrator, Director of
Nursing, Assistant Director of Nursing
or Unit Manager will complete weekly
audits for twelve (12) weeks of the
facility to assure that no unsafe objeets
are unsecured. The Director of Nursing,
Assistant Director of Nursing or Unit
Manager will complete a ook behind
skin assessment five (5) times per week
for twelve (12) weeks. A look behind
skin assessment is a skin assessment
completed after the direct care nurse has
completed a skin assessment to assure
that the nurse has identifted any new
skin impairments and notified the
physician of any new skin impairments.
The resulis of these audits will be
reviewed with the Quality Assurance
Committee Monthly for at least three
(3) months to assure ongoing
compliance. [f at any time concerns are
identified, a Quality Assurance
Committee will convene to review and
make further recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical
Director attending at least quarterly.

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION oSy
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$S-REFERENCEG TO THE APPROFRIATE DATE
DEFICIENCY)}
: otking after 7/28/13 without having
F 323 | Continued From page 24 F 323 WOrK . .
pag 3 received this education.
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K 000 | Continued From page 1 K GO0
Regulations, 483.70{a) et seq. (Life Safety fram
Fire).
) K 025 - Life Safety Code 7129713
Deficiencies were ¢ited with the highest . . .
deficiency identified at "F" lavet. 1. The wire chase in the smoke partitions
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025| extending above the ceiling located at room
SS=F - | #11 will be sealed properly by the

Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
ferminate at an atrium wali, Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
ficor, Dampers are not required in duct
penstrations of smoke barriers in fully ducted
heating, venlilating, and air condifioning systems.
19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facility failed to maintain smoke
bariers that would resist the passage of smoke
between smoke compartments in accordance
with NFPA standards. The deficlency had the
potential to affect four {4} of four (4) smoke
compartments, all residents, staff and visitors.
The facility is certified for Sixty-Six (66) beds with
a census of Fifty-Three {53) on the day of the
survey. The facility failed to ensure twd (2)

| smoke barriers were sealed around pipes and _ _
wires to resist the passage of smoke and failed fo

be complete from outside wal to outside wall,

The findings include:

Maintenance Director by 7/28/13. The
concrete firewall located at room #2 will be
re-sealed using proper sealant by the
Maintenance Director by 7/28/13, The
smoke barrier at room #35 will be extended
to go around the bathroom located in the

room by 7/28/13,

2. An audit of all fire walls and smoke
barriers will be completed by the
Maintenance Director by 7/28/13 to ensure
all penetrations are sealed with the proper
sealant and to ensure that the smoke barriers

cover afl areas appropriately.

3. The Maintenance Director will be re-
educated by the Administrator by 7/28/13 on
the requirements regarding fire walls and

smoke barriers.

4. The Maintenance Director will complete
an audit of all fire wails and smoke barriers
on a monthly basis for three (3) months to
ensure all penelrations are sealed with the
proper sealant and to ensure that the smoke
barriers cover all areas appropriately. The
results of these audits will be reviewed with
the Quality Assurance Committee monthly

.| forat least three (3) months to assure . . .

L 1% AT L L

ongoing comphance. If at any time concerns
are identified, a Quality Assurance
Committee will convene to review and make
furthet recommendations as needed. The
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Obssrvations, on 06/12/13 between 8:41 AM and
9:30 AM with the Maintenance Director, revealed
the smoke partitions, extending above the ceiling
located at room #11 had 1 foot by 1 fool wire
chase that was not sealed and yelfow foam was
used as a seafant on the concrete smoke barrier.
Further cbservation revealed drywali mud was
used as a sealant on a concrete firewall located
at room #2. The smoke barrier at room #35 does
not go around the bathroom located in the room.
The barrier is therefore compromised dua to the
opening for the bathroom.

Interview, an 06/12/13 betwean 8:41 AM and 2:30
AM with the Maintenance Director, revealed he
was aware of some work complofed at the barrier
at room #i1 and he instructed the contractors to
seal the wail once they were finished. The
Maintenance Director was unaware drywall mud
was not a proper sealant on concrete fire walis.
Further interview revealed he was unaware the
bathroom door located In a smoke barrier
compromised the barrier.

Reference: NFPA 101 {2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cablss, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
Aoors and smoke barriers shalf be protected as
foliows:

(a) The space between the penetrating item and
the smoke barrier shall

"1, Be filled with a mateial capable of maintaining

the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpose.

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLLA 02) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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185224 E.WING 661272613
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
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BOWLING GREEN NURSING AND REHABILITATION GENTER
BOWLING GREEN, KY 42104
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Quality Assurance Commitiee will consist
K 025 | Continued From page 2 K ao5| of at 2 minimum the Administrator, Director

of Nursing, Assistant Director of Nursing,
Social Services Director with the Medical
Director atiending at least quarterly.
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the requirements related to the proper

K027 { Continued From page 4 K o27| closing of fire doors. ) '
latching Is not required.  19.3.7.5, 19.3.7.6, 4. The fire doors will be audited hy testing
193.7.7 them monthly for three (3) months to ensure

they close properly. This will be completed

by the Maintenance Director. The results of

these audits will be reviewed with the
This STANDARD Is not met as evidenced by: Quality Assurance Committee Monthly for
Based on observation and interview, it was at least three (3) months to assure ongoing
determined the facility failed to ensure cross compliance. If at any time concerns are
-comridor doors located in a smoke barrier would identified, a Quality Assurance Committee
rasist the passage of smoke in accordance with will convene to review and make further
NFPA standards. The deficieney had the recommendations as needed. The Quality
potential {o affect four (4) of four (4) smoke Assurance Committee will consist of at a
compartments, all residents, staff and visitors, minimum the Administrator, Director of
The facility is certified for Sixty-Six (66) beds with Nursing, Assistant Director of Nursing,
a census of Fifty-Three (53) on the day of the Social Services Director with the Medical
survey. The facllity failed to ensure.two (2) doors Director attending at least quarterly. i

in the smoke barriers had a gap less than 1/8
inch where the doors meet.

The findings inciude:

Observation, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, raveated
the cross-corridor doors located on the B hall
would not close completely when tested, leaving
a gap of approximately ocne Inch or greater
between the pair of doors and would not resist
the passage of smoke. Further observation
revealed the doors at the back of A hall aiso gap
& gap larger than 1/4 of an inch.

Interview, on 06/12/13 batween 12:13 PM and
3:30 PM with the Maintenance Director, revealed
he was unaware the doors would not close all the

“Fwayleaving agap between thé doorsinthe ™7 7 )
closed position.
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K 027 | Continued From page 5 K 027

Reference: NFPA 101 {2000 edition)

8.3.4.1* Doors In smoke barriers shall close the
opening leaving

anly the minimum clearance necessary for proper
aperation

and shall be without undercuts, louvers, or grilfes.

Reference: NFPA 80 {1998 Edition)

Standard for Fire Doors 2-3.1.7

The clearance between the edge of the door on
the pull side shall be 4/8 in. (+/-} 1/16 in. {3.18
mm {+/-} 1.59 mm} for steel doors and shall not

exceed 1/8 in. (3.18mm) for wood doors. K 029 - Life Safety Code 7729/13
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029
§8=D 1, The three {3) shred bins located in the
One hour fire rated construction (with % hour copy area were relocated to areas with
fire-rated doors) or an approved automatic fire automatic closing doors by the Maintenance
extinguishing system in accordance with 8.4.1 Director on 7/1//13
and/or 19,3,5.4 protects hazardous areas. When 2. A complete au di.t of the Facility was

the approved automatic fire extinguishing system
opfion is used, the areas are separated from
other spaces by smoke resisting partitions and
doors, Doors are self-closing and non-rated or

field-applied protective plates that do not exceed were |dent|ﬁed. . .
48 Inches from the bottom of the door are 3. The Maintenance Director will be re-

19.3.2.1 educated by the Administrator by 7/28/13 en

completed by the Maintenance Director on
7/1/13 to ensure there were no other areas
affected by this practice. No other areas

pemitted.

the requirements of protection of hazards.

4. The Maintenance Director will audit all

areas of the facility monthly for three {3)

months to ensure shred bins are located

behind automatic closing doors. The resulis
This STANDARD is not met as evidenced by: of these audits will be reviewed with the
Based on observation and intenview, itwas | | Quality Assurance Committee Monthly for |
determined the facility failed to meet the | at feast three (3) months fo assure ongoing |
requirements of Protection of Hazards in compliance. If at any time concerns are
accordance with NFPA Standards. The identified, a Quality Assurance Commitiee
deficiency had the potential to affect one (1) of will convene to review and make flrther
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recommendations as needed, The (Juality
K 029 | Cortinued From page 6 K 029 Assurance Committee will consist of at a

four {4} smoke campartments, four {4) residents,
staff and visitors. The facllity is certified for
Sixty-Six (68} beds with a census of Fifty-Three
{53) on the day of the survey. The facility failed to
ensure the shred bins focated in the copy area
were protected frem the corridor,

The findings include:

Observations, on 06/12/13 at 2:00 PM with the
Maintenance Direclor, revealed the copy area for
the facility was located in an araa open to the
corridor. The area had three (3) shred it bins that
were stored in the area with no ssparation from
the corridor.,

Interview, on 06/12/13 at 2:00 PM with the
Maintenance Director, ravealed he was unaware
the combustibles could not be stored in an area
open to the corridor

Reference: NFPA 101 {2000 Edition).

18.3.2 Protection from Hezards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by & fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4,1, The automatic
extinguishing shall be permitted to be in
accordance with 19.3.5.4, Where the sprinkler
opllon Is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or

“automaticdosing, Hazardous areas shalt

include, but shall not be restricted to, the
following:
(1) Boiler and fuel-fired heater rooms

minimurn the Administrator, Director of
Nursing, Assistant Director of Nursing,
Social Services Director with the Medical
Director attending at least quarterty.
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K029 Continued From page 7 K 029
{2} Centralfbulk laundries larger than 100 ft2
{9.3m2}
{3) Paint shops
{4) Repair shops

{5} Soiled linen rooms

{6) Trash collection rooms

{7} Rooms or spaces larger than 50 2 (4.6 m2),
Including repair shops, used for storage of
combustibie supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction

(8} Laboratories employing lammable or
combusiible 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
field-applied

protective plates extending not more than

48 In. {122 cm) above the bottom of the door.

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038

$8=F

Exit access is arranged so that exits are readily

accessible at all imes In accordance with section K 038 - Life Safety Code 7/25/13

7.1, 19.2.4
1. The side door exit, back B Hall exit, back
A Hall exit will be equipped with delayed
egress signage with contrasting background
and unobstructed view by the Maintenance
Director by 7/28/13,
2. An audit of all exit doors will be
completed by the Maintenance Director by
7/28/13 to ensure they are equipped with
This STANDARD is not met as evidenced by: delayed epress signage with contrasting
..., Based on observation and Interview, itwas | | background and unobstructed view. Any. | _
detérmined the facility failed o ensure egress identified concerns wifl be immediately
doors and exits were maintained in accordance corrected,
with NFPA standards, The deficiency had the 3. The Maintenance Director wil{ be re-
potential to affect four (4) of four (4) smoks educated by the Administrator by 7/28/13 on
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the requirements regaraing delayed egress
K 038 | Continued From page B K 03g| SENAEC.

compartments, all residents, staif and visitors.
The facility is ceriified for Sixty-Six (68) beds with
a census of Fifty-Three (53} on the day of the
survey. The facility failed to ensure three (3)
egress doors had the proper signage for delayed
sgress doors,

Tha findings include;

Cbservation, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, revealed
the side door exit was equipped with delayed
egress signage but did not have a contrasting
background. Further observation revealed the
egress doors at the back of the B hall did not
have defayed egress signage and the back exit of
Ahali had the delayed egress signage blocked by
the push bar.

Interview, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, revealed
the doors wera unlocked el of the time unless
someone with a wander guard was near the door
so he did not think the delayed egress signage
was required.

Reference: NFPA 101 (2000 Edition)

19.2.2.2.4

Doors within a required means of egress shail not
be equippad with a latch or lock that requires the
use of a tool or key from the egress side.
Exception No. 1: Door-locking arrangements
without delayed egress shall be permitted in

| hiédMA care &ccupancies, or portions of health — 7

care occupancies, where the clinical needs of the
palients require specialized security measures for
their safety, provided that staff can readily unlock

4. The Maintenance Director will audit exit
doors monthly for three (3) months to ensure
signage meets requirements. The results of
these audits witl be reviewed with the
Quality Assurance Committee Monthly for
at least three (3) months to assure ongoing
compliance. If at any time concerng are
identified, a Quality Assurance Committee
will convene to review and make further
recommendations as needed. The Quality
Assurance Committee will consist of at a
minimum the Administrator, Director of
Nursing, Assistant Director of Nursing,
Social Services Director with the Medical
Director attending at [east quarterly.
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K 0328 | Continued From page 10 K 038

the lock or locking mechanism,

{c} An Imeversible process shali release the lock
within 15

seconds upon application of a force to the release
device

required in 7.2.1.5.4 that shall not be required to
exceed 15 |bf

(67 N) nor be required to be continuously applied
for more

than 3 seconds. The initiation of the release
process shall activate

an audible signai in the vicinity of the door. Once
the

door lock has been released by the application of
force to the

releasing device, relocking shall be by manual
means only,

Exception: Where approved by the authority
having jurisdiction, a delay

nol exceeding 30 seconds shall be permitted.

{d) *On the door adjacent to the release device,
there

shaft be a readily visible, durable sign in letters
not less than 1 in, {2.5 em) high and not fess than
148 in. (0.3 cm} in stroke width on a contrasting
background that reads as follows:

PUSH UNTILALARM SOUNDS

DOOR CAN BE OPENED IN 15 SEGONDS

K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047
§5=D
Exit and directional signs are displayed in K 047 — Life Safety Code 7/29/13
accordance with section 7.10 with continuous . _
| llumiinaticT siso served by the emsrgenicy fighting | 1. Exit signage will be posted af the two (2)
systern.  18.2.10.1 laundry doors stating they are not approved
exits. This will be completed by the
Maintenance Director by 7/28/13, The exit
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signs located in the laundry area will he
illuminated. This will be completed by
7/28/13 by the Maintenance Direcior,

2. All doors feading to the outside of the
facility will be audited by the Maintenance
Director by 7/28/13 to ensure there is
signage stating whether the doors are exits

K 047 | Continued From page 11 K 047

This STANDARD is not mat as evidenced by:
Basad on observation and interview, it was
detemrmined the facility failad to ensure no exit

signs wera maintained in accordance with NFPA or not exits and that exit signs are
standards. The deficlency had the potential to illuminated. Any doors identified as not
affect ona (1) of faur {4} smoke compartments, having proper signage or illuminated will be
staff and visitors. The facility is certified for corrected immediately,
Sixty-Six (66) beds with a census of Fifty-Three 3. The Maintenance Director wil! be re-
{53) an the day of the survey. The facility failed to educated by the Administrator by 7/28/13 on
ensure two {2} doors leading to the outside of the proper signage and illumination of afl doors
laundry were marked with proper no exit signs leading to the outside of the facility.
and the two (2) exit signs were properly . The Maintenance Director will audit afl
illuminated oors leading to the outside of the facility

) onthly for three (3) months to ensure
The findings include: roper signage and illumination. The results

f these audits will be reviewed with the
uality Assurance Committee Monthly for
t least three (3) months to assure ongoing
ompliance, If at any time concerns are
dentified, a Quality Assurance Committee
will convene to review and make further

Observation, on 06/12/13 at 12:18 PM with the
Maintenance Director, revealed {2} doors leading
to the outsida of the laundry that where not
approved exits. The two (2} doors did not have
any signage staling whether the doors were exits

or not exits.

ecommendations as needed. The Quality
Interview, on 06/12/13 at 12:18 PM with the ssurance Committee will consist of at a
Maintenance Director, revealed the two (2) doors inimurm the Administrator, Director of
were not part of tha evacualion plan and was Nuising, Assistant Director of Nursing,
unaware they should be properly marked with no bocial Services Director with the Medical
exit slgnage. Director attending at least quarterly.

Observation, on 06/12/13 at 12:18 PM with the
Maintenance Director, revealed the exit signs
located in the laundry area were not itluminated. .

Interview, on 068/12/13 at 12:18 PM with the
Maintenance Director, revealed he was not aware
the exit signs in the facility were required to be
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Hiuminated.

Referance: NFPA 101 (2000 edition}

7.10.8 Spedia! Signs.

7.10.8.1* No Exit.

Any door, passage, or stairway that is neither an
exit nor a way of exit access and that is located or
arranged so that it is likely to be mistaken for an
exit shall be identified by a sign thal reads as
follows:

NO

EXIT

Such sign shall have the word NO in letters 2 in.
(5 cm} high with a stroke width of 3/8 in. {1 cm)
and the word EXIT in [etters 1 in. (2.5 cm) high,
with the word EXIT below the word NO.
Exceplion: This requirement shall not apply to
approved existing signs.

Reference: NFPA 101 {2000 edition)

7.10.1.2* Exits. Exits, other than main exterior
exit doors

that obviously and clearly are identifiable as exits,
shall be

marked by an approved sign readily visible from
any direction

of exit access,

7.10.5 llumination of Signs.

7.10.6.1* Generatl. Every sign required by
740120

TV 04, other than whiere operations or
processes require low

lighting levels, shal be suitably illuminated by a
reliabie light
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source. Externally and intemally illuminated signs
shall ba legible
in both the normal and emergency lighting mode. X Li
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD k o5} K 031 — Life Safety Code 29/13
§5=F

A fire alarm system with approved components,
devices or equipment is installed according to
NFPA 72, National Fire Alarm Code, to provide
effective warning of fire in any part of the building.
Activation of the complete fire alann system is by
manual fire alarm initiation, automatic detection or
extinguishing system operation. Pult stations in
patient sleeping areas may be omitted provided
that manual pull stations are within 200 feet of
nurse's stations. Pull stations are located in the
path of egress, Electronic or written records of
tests are avallable. A reliable second source of
power is provided. Fire alarm systems are
maintained in accordance with NFPA 72 and
records of maintenance are kept readily available.
There is remote annunclation of the fire alarm
system to an approved central station,  19.3.4,
98

"| This STANDARD is not met as evidenced by:

Based on observation and interview, it was
determined the fadllity failed to ensure the
building fire alarm system was instalfed as

I. The manual fire alarm pull stations
located at the side exit and on A Hall behind
the cross corridor doors will be moved to the
proper height. This will be completed by a
vendor as directed by the Maintenance
Director by 7/28/13.

2. All other manual fire alarm pull stations
will be measured by the Maintenance
Director by 7/10/13 to ensure they are at the
proper height, Any that are identified as not
being at proper height will be moved to the
proper height by a vendor as directed by the
Maintenance Director by 7/28/13,

3. The Maintenance Director wiil be re-
educated by the Administrator by 7/29/13 on
the proper mounting height of manual fire
alarm pull stations.

4. The Maintenance Director will audit the
manual fire alarm pull stations monthly for
three (3) months to ensure they are mounted
at the proper height. The results of these
audits wili be reviewed with the Quatity
Assurance Committee Monthly for at least
three (3) months to assure ongoing
compliance, If at any time concerns are
identified, a Quality Assurance Committee
will convene to review and make further

|recommendations as needed, The Quality

Assurance Committee will consist of at a
minimum the Administrator, Director of -
Nursing, Assistant Director of Nursing,
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Social Services Director with the Medical |

K 051 } Continued From page 14 K 051| Director attending at least quarterly. |

required by NFPA standards. The deficiency had
the potential to affect four (4} of four {4} smoke
compartments, all residents, staff and visitors.
The facility is certified for Sixty-Six (66) beds with
a census of Fifty-Three (53} on the day of the
survey. The facllity faited to ensure fwo (2} fire
alamm manual boxes were not mounted over
4-1/2" from the floor.

The findings include:

Observation, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, revealed
the manual fire alarm pull stations were mounted
over 4-1/2 feet from the finished floor located at
the sida exit and on A hall behind the
cross-comidor doors,

Interview, on 06/12/13 betwesan 12:13 PM and
3:30 PM with the Maintenance Director, revealed
he was unaware of the required heights of the
manual puil stations for the fire alarm.

>

Reference: NFPA 72 (1899 Edition).

2-8.1 Mounting. Each manual fire alarm box shall
be securely

mounted. The operable part of each manual fire
elam box

shall be not less than 31/2 feet (1.1 m) and not
more than 41/2 feet

(1.37 m) above floor level.

K 056 | NFFA 101 LIFE SAFETY CODE STANDARD KO058i ¥ 056 ~Life Safety Code 1291131
if there is an automatic sprinkler system, i is 1. The ceiling fan will be removed by the
installed in accordance with NFPA 13, Standard Maintenance Director by 7/10/13. The
for the Installation of Sprinkler Systems, to standard response sprinkler heads in room
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the facility had done a recent audit and changed
several light fixtures to be in compliance but they
must have overlocked the one at the nurses'
station,

Observations, on 06/12/13 between 12:13 PM
and 3:30 PM with the Maintenance Directar,
revealed a standard response sprinkler head and
quick response sprinkler head in the same
compartment focated in resident room #5 and in
the television/dining room area.

Interview, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, revealed
he was unaware of tha mixed response sprinkier
heads in the facility.

Reference: NFPA 13 (1999 ed.)

5-5.5.2.2 Sprinklers shal be positioned in
accordance with

the minimum distances and special excaptions of
Sections 56

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

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

and fixtures.

Table 5-6.5.1.2 Positioning of Sprinklers to Avoid
Obstructions to Discharge {SSU/SSP)

. Maximum Allowabte Distance
Distence from Sprinklers to of Deflector
above Bottom of

=TT Sidé oFObStrottion (Ay T Obstruction iy oy 0
B
Less than 1 ft 0
1 ftto less than 1 ft 8 in, 24/2
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1ftgin. toless than 2 ft 312
2fttolessthan 2 ftGin. 5112
2ft6in. to less than 3 ft 7112
3 ft fo Jess than 3 ft6in. 9112
Aft6in. toless than 4 #t 12
4 ftto lesathan 4 6 in, 14
4ft6in.tolessthan 5 it 161/2
5 ft and greater 18

For Sl units, 1in. =25.4 mm; 1 t =0.3048 m.
Note: For (A) and {B}, refer to Figure 5-5.5.1.2(a).
Reference: NFPA 13 {1999 ed.)

5-6.3.3 Minimum Distance from Walls. Sprinkiers
shall be located a minimum of 4 in. {102 mm)
from a wall.

Reference: NFPA 13 {1999 Edition}

7-2.3.2.4 Where listed quick-response sprinklers
are used

throughout a system or portion of a system
having the same

hydraulic design basis, the system area of
operation shall be

permitted fo be reduced without revising the
density as indicated

in Figure 7-2,3.2.4 when all of the following
conditions

are salisfied:

{1) Wet pipe system

{2} Light hazard or ordinary hazard occupancy
(3) 20-f (6.1-m) maximum ceilling height )
The number of sprinklers in the design area shall
never be

less than five. Where quick-response sprinklers
T A E
sioped celiing, the maxlmum celiing height shall
be used for

determining the percent reduction in design arsa.
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Where
quick-response spiinklers are installed, afl
sprinklers within a
compartment shall be of the quick response type.
Exception: Where circumstances require the use
of other than ardinary
temperature-rated sprinkters, standard response
sprinklers shall be
permitted to be used,
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
SS8=E
Reguired aviomatic sprinkler systems are
conlinuously maintained in reliable operating K 062 — Life Safety Code 7/29/13
conditlon and are inspected and fested
pEHOdlca”y 19.7.6, 4.6.12, NFPA 13, NFPA 25, 1. The Spri_n_kler heads located in the
8.7.5 freezer, housekeeping closet and central
supply will be replaced by a vendor under
the direction of the Maintenance Director by
. 7/28/13. The paint will be removéd from
This STANDARD ls not mel as e_\n'der}ced by: the sprinkler head focated in resident room
Based on observation and interview, it was #9. This will be completed bv the
determined the facllity faiied to ensure sprinkler " ¢ comp eled by
Lo Maintenance Director by 7/28/13.
heads were maintained in accordance with NFPA " , y e .
standards. The deficiency had the potential to 2', All o_ther sprinkler heads'm the facility
affect two (2) of four (4) smcke compartments, will be inspected by the Maintenance
thirty-six (36) residents, staff and visitors. The Director by 7/28/13 to ensure they are not
facility Is certified for Sixty-Six {66) beds with a corroded or painted. Any sprinkler heads
census of Fifty-Three (53) on the day of the identified as being corroded will be replaced
survey. The facility failed to ensure four (4) by a vendor under the direction of the
sprinkler heads were maintained in reifable Maintenance Director by 7/28/13. Any
operating condition. sprinkler heads identified as being painted
will have the paint removed by the
The findings include: Maintenance Director by 7/28/13,
______ 1 o & i 3. The Maintenance Director will bere- |
“Observations, on 06/12/13 between 12713 PM educated by the Administrator by 7/28/13 on
and 3:30 PM with the Maintananca Director, ensuring Spn'n_k}e[ heads are not painged or
revealed the sprinkler head located in the freezer, corroded.
housekeeping closet, and central supply had
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4. The Maintenance Director will complete
K 062 | Gontinued From page 19 K 052 | @ monthly audit for three (3) months on all
corrosion build up on the sprinkier head. Further sprinkler heads to ensure they are not
observation revealed a painted sprinkler head painted or corroded. The results of these
1ocated in resident room #9 audits will be reviewed with the Quality
Assurance Committee Monthiy for at least
Interview, on 06/12/13 between 12:13 PM and three (3) months to assure ongoing
3:30 PM with the Maintenance Director, revealed compliance. If at any time concerns are
he was unaware of the comoston and paint tdentified, a Quality Assurance Committee
located on the sprinkier heads, will convene to review and make further
recommendations as needed. The Quality
‘ Assurance Committee will consist of at a
Reference: NFPA 25 (1998 Edition). minimum the Administrator, Director of
Nursing, Assistant Director of Nursing,
2-2.1.1* Sprinklers shall be inspected from the Social Services Director with the Medical
floor level annually. Sprinklers shall be free of Director attending at least quarterly.
corrasion, forelgn materials, paint, and physical
damage and shal be instalted in the proper
orientation {e.g., upright, pendant, or sidewalt).
Any sprinkler shall be replaced that Is painted,
corrodad, damaged, loaded, or in the Improper
orientation.
K 086 | NFPA 101 LIFE SAFETY CODE STANDARD K 086
58=D
Smoking regutations are adopted and include no
less than the following provisions: )
K 066 — Life Safety Code 7/25/13
(1} Smpking is prohibited in any room, ward, or
compartment whare flammable liquids, 1. The cigarette butts on the ground in the
combustible gases, or oxygen Is used or stored mulch area around the concrete pﬂtio at the
and in any other hazardous location, and such front porch area were picked up on 6/17/13
area is posted with signs that read NO SMOKING by the Maintenance Director,
or with the internationat symbeol for no smoking. 2. The grounds around the facility was free
from cigarette butts as observed by the
{2) Smoking by patients classified as not Maintenance Director on 6/17/13,
_...._j fespansible is prohibited, except when under (3. Al staff will be re-educated by the
diréct stipevision. " " Administrator, Director of Nursing,
) . Assistant Director of Nursing or Unit
)] !_\shlrays of l_loncc_ambusllble material and‘saf.e Manager by 7/28/13 on keeping cigarette
design are provided in all areas where smoking is butts off the grounds.
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4. The Maintenance Director will audit the
K 068 | Continued From page 20 K 088 faci!ity gl'ounds chkly for twelve (12)

weeks o ensure the grounds are free of
cigarette butts. The results of these audits
will be reviewed with the Quality Assurance

permitted.

(4) Metal containers with self-closing cover R
devices into which ashtrays can be emptied are Committce Monthly for at least three (3)

readlly avallable to ail areas where smoking Is months to assure ongoing compliance. If at
permitted.  19.7.4 any time concerns are identified, a Quality

Assurance Committee will convene to
review and make further recommendations
as needed. The Quality Assurance
Cominittee will consist of at a minimum the
Administrator, Director of Nursing,

This STANDARD i§ not me-i as eyidepoed by: Assistant Director of Nursing, Social
Based on observation and interview, it was Services Director with the Medica! Director
determined the faclfity failed to ensure the use of attending at least quarterly.

approved ashtrays at an entrance, in accordance
with NFPA standards, The deficiency had the
potential to aifect one (1) of four {4) smoke
compartments, residents, staff and visitors. The
facility is certified for Sixty-Six (66) beds with a
census of Fifty-Three (53) on the day of the
survey. The facliity falled to ensure ashtrays
wara properly utifized at the smoking area on the
front porch.

The findings Include:

Observation, on 08/12/13 at 12:14 PM with the
Maintenance Directar, revealed the smoking area
at the front porch of the facility had over one
dozen cigarette bufls on the ground in the mulch
area around the concrete palio.

Interview, on 06/12/13 at 12:14 PM with the
Maintenance Director, revealed he has to _

to them being on the ground.

Reference: NFPA 101 {2000 edition}
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K 066 | Continued From page 21 K 06§

18.7.4* Smoking. Smoking regufations shafl be
adopted and

shalt include not less than the following
provisions:

{1) Smoking shall be prehibited in any room,
ward, or compariment

where flammable liquids, combustible gases, or
oxygen is used or stored and in any other
hazardous location,

and such areas shall be posted with signs that
read NO SMOKING or shall be posted with the
Intemnational

symbal for no smoking,

Excapfion: In heaith care occupancies where
smoeking Is prohibited

and signs are prominently ptaced at all major
entrances, secondary

signs with language that prohibits smoking shalf
not be required.

{2} Smoking by patients classified as not
responsible shall be

prohibited.

Excepticn: The requirement of 19.7.4(2) shall not
apply where the patient

Is under direct supervision.

{3) Ashtrays of noncombusiible material and safe
design

shall be provided in all areas where smoking is
pemitted.

{4) Metal containers with self-closing cover
devices into

which ashtrays can be emptied shall be readily
available

{o all areas where smoking is permitted.

TTK069 | NFPATQTLIFE SAFETY CODE STANDARD © 7~ ' | KO R gD - LlfeSaféIy Code I T Ak R
55=D

Cooking facilities are protected In accordance 1. The wall mounted manual puli for the

with9.2.3.  19.3.2.6, NFPA 86 hood suppression system will be relocated to
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an area in the epress path to exit the kitchen.
K 068 | Continued From page 22 K ogg | This will be completed by a vendor under

This STANDARD is not met as evidenced by:
Based on observation and Interview, it was
determined that the facility failed to maintain the
installation of portable fire extinguishers in
accordance with NFPA standards. The deficiency
had the potential to affect one {1} of four {4)
smoke compartments, four {4) residents, staff
and visitors. The facility Is certified for Sixty-Six
{66) beds with a census of Fifty-Three (53} on the
day of the survey. The facility failed to ensure the
manual pull for the kitchen heod suppression
systemn was located in a egress path.

Findings Include:

Observations, on 06/12/13 at 12:18 PM with the
Maintenancea Director, revealed the wall mounted
manual pull for the hood suppression system was
located in the dishwashing area and not in the
egress path to exit the kitchen.

Interview, on 06/12/13 at 12:18 PM with the
Maintenance Director, revealed he was unaware
the manual puli was required to be mounted In
the egress path,

Reference: NFPA 96 (1998 edition)

7-5.1 A readily accessible means for manual
activation shali be Jocated between 42 in. and 60

In. (1067 mm and 1524 mm} above the floor,

located in & path of axit or egress, and clearly
Identify the hazard protected. The automaticand

manual means of system activation externil to
the control head or releasing device shall be
separate and indepsndent of each other so that
faljure of one wili not impair the operaticn of the

7128713,

the direction of the Maintenance Direcior by

2, There were no other pul stations in the
facility affected by this practice as cbserved
by the Maintenance Director on 7/1/13.

3, The Maintenance Director will be re-
educated by the Administrator by 7/28/13 on
the requirements relatéd to the location of
wall mounted imanual pull stations.

4. The Maintenance Director will audit
manuai pull stations monthly for three (3}
months to ensure they are mounted in an
egress path. The results of these audits will
be reviewed with the Quality Assurance
Committee Monthly for at least three (3)
months to assure ongoing compliance. If at
any time concerns are identified, a Quality
Assurance Committee wiil convene to
review and make further recommendations
as needed. The Quality Assurance
Committee will consist of at a miniinum the
Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical Director
attending at least quarterly.
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K 068 | Continued From page 23 K 059
other.
Exceplion No. 1: The manual means of systemn
activation shall be permitted to be common with
the autoratic means If the manual activation
device is located between the control head or
releasing device and the first fusible fink.
Exception No. 2: An automatic sprinkler system. .
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072
SS=E K 072 - Life Safety Code 7/29/13
Means of egress are continuousty maintained free
of all obstructions or impediments to full instant 1. The Maintenance Director contacted the
use in the case of fire or other emergency. No State Fire Marshall to review our evacuation
furnishings, decorations, or other objects obstruct route. He visited the facility and will be
exits, access to, egress from, or visibifity of exits. providing written approval of our new
7.1.10 evacuation route, The Maintenance Director
iwill change our posted evacuation route to
the B Hall side exit and will be posting
signage on the front fobby door indicating it
This STANDARD is niot met as evidenced by: N “°t]a? P Ao This will be
Based on observation and interview, it was ;orr';‘[;lehed oy D leted
determined the facility failed to maintain exit - e aintenance Director competed an
accass in accordance with NFPA standards. The audit of all egresses on 6/17/}3' All
deficiency had the potentiat to affect two (2) of egresses were clear of impediments.
four {4) smoke compartments, thirty-s1x (36) 3. The Maintenance Director will be re-
residents, staff and visitors. The facility is educated by the Administrator by 7/28/13 on
cerlified for Sixty-Six {66} beds with a census of eeping egl_'ess paths'cl:sar of impediments.
Fifty-Three (53) on the day of the survey. The . The Maintenance Director will complete
facility failed fo ensure the exit comidor at the n audit monthly for three (3) months to
front exit was kept free and clear of impediments. nsure egress paths are clear of
impediments. The results of these audits will
The findings include: e reviewed with the Quality Assurance
ommittee Monthly for at least three (3)
) | Observation, on 08/12/13 at 12:18 PM with the nonths to assure ongoing ¢ompliance, If at
a piano, a table, a plant, a bookcase, and two (2) ssurance Committee will convene to
dining tables located In the egress path to the eview and make further recommendations
front exit of the building. s needed. The Quality Assurance
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Committee will consist of at a mimimum the
K 072 | Continued From pege 24 K 072} Administrator, Director of Nursing,
, Assistant Director of Nursing, Social
Interview, on 08/12/13 at 12:18 PM with the Serv:;:gs Dlrlector with thle Medical Director
Maintenance Director, revaaled the facility had atiending at least quarterly.
the area set up as the televiston viewing area and
previously there was a knock down wall that
separated the comridor from the rest of the area.
Reference; NFPA 101 (2000 Edition)
Means of Egress Reliability 7.1.10.1
Means of egress shall be continuously
maintained free of alf obstructions or
impediments to full instant use in the case of fire K 073 - Life Safety Code 7/29/13
or other emergency.
K 073 ] NFPA 101 LIFE SAFETY CODE STANDARD K 0731 1. The Maintenance Director will install
§5=E smoke detectors in rooms #34, 32, 25, 26,

Mo fumishings or decorations of highly lammable
character are used.  18.7.6.2, 19.7.6.3, 18.7.64

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure that no
combustible furnishings were used in the facility,
in accordance with NFPA standards. The
deficlency had the potential fo affect two (2) of
four (4) smoke compartments, ail residents, staff
and visitors. The facility is certified for Sixty-Six
(66} beds with a census of Fifty-Thres {563} on the
day of the survey. The facility failed to ensure
seven {7} upholstered chairs brought into the
facllity were being properly protected by a smoke
detector.

The findings include:

Observation, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, revealed

10, 14 and 17 by 7/28/13.

2. All rooms will be audited by the
Maintenance Director to ensure no other
rooms have upholstered chairs without
smoke detectors. Any rooms identified will
have smoke detectors installed by 7/28/13.
3. The Maintenance Director will be re-
educated by the Administrator by 7/28/13 on
ensuring that rooms that have upholstered
chairs have smoke detectors installed in the

00ms.

4. The Maintenance Director will audit atl
residents rooms monthly for three (3)
months to ensure any rooms with
upholstered chairs have smoke detectors
installed. The results of these audits will be
reviewed with the Quality Assurance

1 Commitice Monthly for at least thres (3)
months to assure ongoing compliance. If at
any time concerns are identified, a Quality
Assurance Committee will convene fo
review and make further recommendations
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as needed. The Quality Assurance
K 073 | Continued From page 25 K 073} Committee will consist of at a minimum the

Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Services Director with the Medical Director
attending at least quarterly.

uphaistered chairs brought into the facility from
the resident homes located in rooms #34, 32, 25,
26, 10, 14, and 17.

Interview, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, revealed
he was unaware of the requirement fo have a
single-station smcke detector located in the
resident room if there is an upholstered chair
brought from home. Further interview revealed
all the resident rooms had smoke detectors but-
he had fold to remove them from the facitity.

Reference: NFPA 101 (2000 Edition)

19.7.5.2 Newly introduced upholstered furniture
within

health care occupancies shall mest the criteria
specified when

tested in accordance with the methods cited In
10.3.2(2) and

10.3.3.

Exception: Upholstered furniture belonging o the
patient in sieeping

rooms of nursing homes, provided that a smoke
detector is instatled

in such rooms, Battery-powered single-staticn

smoke detectors
shall be pemitted.

K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K104

SS=F : K 104 —Life Safety Code 7/29/13
Penetrations of smoke barriers by ducts are
protected in accordance with 8.3.6. 1. The fire/smoke damper testing was

- e 1 completed on 7/24/13 by Uniyversal
Equipment Services.

2. The fire/smoke damper festing was
cormpleted on 7/24/13 by Universal
Equipment Services.
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direction of the Maintenance Director by

K 130 | Continued From page 27 K 130} 7/28/13.

2. A complete observation of the facility by
the Maintenance Director on 7/1/13 revealed
no other areas affected by this practice.

3. The Maintenance Director will be re-

This STANDARD is nof met as evidenced by: educated by the Administrator by 7/28/13 on
Based on observation and Interview, the facility protecting gas meters, regulators and piping
failed to maintain the hazardous areas in _ against physical damage.

accordance with NFPA standards. The deficlency 4. The Maintenance Director will complete
had the potential to affect two (2} of four {4) " | a monthly audit for three (3} months to
smoke compartments, thirty-six (36) residents, ensure all gas meters, regulators and piping
staff and visitors, The facility is certified for are protected against physical damage. The
Sixty-Six (66) beds with a census of Fifty-Three results of these audits will be reviewed with
{53} on the day of the survey. The facility failed to the Quality Assurance Committee Monthly
ensure the gas main was propely protected from for at least three (3) months to assure
equipment ongoing compliance. If at any time concerns

are identified, a Quality Assurance
Committee wili convene to review and make
further recommendations as needed. The
Quality Assurance Committee will consist
of at a minimum the Administrator, Director
of Nursing, Assistant Director of Nursing,
Social Services Director with the Medical
Director attending at least quarterly.

' The findings include:

Observation, on 06/12/13 at 1:40 PM with the
Maintenance Director, revealed there was no
protection against physical damege to the gas
main located the side exit. There is a parking
curb but large equipment could extend over the
curb and damage the gas main,

Interview, on 06/12/13 at 1:40 PM with the
Maintenance Director, revealed he was not aware
the gas main needed to have more protection
than a parking curb.

Reference: NFPA 101 (2000 Edition)
Gas meters, regulators and piping must be
protected against physical damage in an

“approved mannat When exposed 1o equipment’
traffic. The barriers must be designed io the
largest piece of equipment that would be typically
parked or used in the immediate erea.
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K 130 | Continued From page 28 K130
NFPA 54, National Fue! Gas Code
K 443 | NFPA 101 LIFE SAFETY CODE STANDARD K 143
S8=E K 143 - Life Safety Code. 7129/13

Transferring of oxygen is:

(a) separated from any portion of a facility 1. The oxygen trans-filting roomn door and

wherein patients are housed, examined, or frame will be replaced with a door and
treated by a separation of a fire barrier of 1-hour frame that has a one-hour fire rating. This
fire-vesistive construction; will be completed by a vendor under the
direction of the Maintenance Director by

{b} in an area that is mechanically ventilated, 7/28/13.
sprinklered, and has ceramic or concrete floaring; 2. The facility has no other oxygen trans-
and fitling rooms.

_ 3. The Maintenance Director will be re-
{c) in an area posted with signs indicating that educated by the Administeator by 7/28/13 on
transferring Is accuning, and that smoking in the the requirements related to having a one-
immediate area is not pammitted in accordance * |hour fire rated door and frame on the oxygen
with NFPA 82 and the Compressed Gas trans-filling room.
Assoclation.  8.6.2.5.2 4. The Maintenance Director will complete

a monthly audit for three (3) months to
ensure the oxygen trans-filling rootu is
properly protected by a one-hour fire rated
door and frame. The results of these audits
wiil be reviewed with the Quality Assurance
Commitiee Monthly for at least three (3)

This STANDARD s not met as ‘evidenced by: months to assure ongoing compliance. If at

Based on observation, interview and plan of pny time concerns are identified, a Quality

correction review, it was determined the facility Assurance Committee will convene to

failed to assure tha room being used to transfer review and make further recommendations

liquid oxygen was rated per NFPA requirements, as needed. The Quality Assurance

The deficiency had the potential to affect two (2} Committee will consist of at a minimum the

of four (4) smoke compartments, thirly-six (36) Adminisirator, Director of Nursing,

residents, staff and visitors, The facilityis | JAssistant Director of Nursing, Social . 1 _
T [ Estified T Sixtly-Six (66) DEdS With 3 Cengus of Services Director with the Medical Director

Fifty-Three (53) on the day of the survey. The httending at least quarterly.

facility failed to ensure the oxygen transferring
room had a fire rated door and frame that had a 1
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K 143 | Continued From page 29 K 143

hour fire resistive rating.
The findings include:

Observation, on 06/12/13 at 1:50 PM with the
Maintenance Direclor, revealed the oxygen
trans-filling room did net have a one-hour fire
rated door and frame installed.

Interview, on 06/12/13 at 1:50 PM with the
Maintenance Director, revealed he was unaware
of the requirement to have a rated door and
frame on an oxygen trans-filing room.

Reference: NFPA 86 {1899 Edition).

8-6.2.5.2 Transferring Liquid Oxygen.
Transferring of liquid oxygen from one container
to ancther shall be accomplished at a location
specifically designated for the transferring that is
as follows:

a. Separated from any portion of a facility wherein
patients are housed, examined, or treated by a
separation of a fire barrier of {-hour fira-resistive
construction; and

b. The area is mechanically ventilated, is
sprinklered, and has ¢eramic or concrete flooring;
and

c. The area is posted with signs indicating that
transferring Is occuming, and that smoking in the
immediate area is not permitted.

Transferring shall be accomplished utilizing
equipment designed to comply with the
performance requirements and producers of CGA ~
Pamphiet P-2.8, Transfilling of Low-Pressure
Liquid Oxygen to be Used for Respiration, and
adhering to those procedures.
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under load for 30 minutes per month in
accordanca with NFPA 99, 3.4.4.1,

This STANDARD is not met as evidenced by:
Based on observation and inferview, it was
determined the facility failed to maintain the
emergency ganerator according to NFPA
standards. The deficiency had the potential to
affect four {4) of four {4} smoke compariments,
all residents, staff and visitors. The facility is
certified for Sixty-Six (66) beds with a census of
Fifty-Three {53) on the day of the survey. The
facility failed to ensure there was batiery backup
lighting at the generator transfer switch.

The findings include:

“1"Obsérvaiian, on 06/12/13 4t 2:03 PM with the

Maintenance Director, revealed the facility did not
have any battery-powered lighting instalied In tha
area where the transfer switch for tha smergency

1. Baitery-powered lighting wil! be installed
in the area where the transfer switch for the
emergency generator is located. This will be
completed by a vendor under the direction
of the Maintenance Director by 7/28/13,

2. A complete observation of the facility by
the Maintenance Director on 6/28/13
revealed no other arcas affected by this
practice. _

3. The Maintenance Director will be re-
educated by the Administrator by 7/28/13 on
battery-powered lighting being installed in
the area where the transfer switch for the
emergency generator is focated and the
testing requirements for this lighting,

4, The Maintenance Director will complete
a monthly audit on battery-powered lighting
and testing, This will be completed monthly
for three (3) months. The results of these
audits will be reviewed with the Quality
Assurance Committee Monthly for at [east
three (3) months to assure ongoing

identified, a Quality Assurance Committee
will convene to review and make further
recommendations as needed. The Quality
Assurance Committee will consist of ata
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K 143 Continued From page 30 K 143
The use and operation of small portable liquid
oxygen systems shall comply with the
requirements of CGA Pamphiet P-2.7, Gulde for
the Safe Storage, Handling and Use of Portable
Liquld Oxygen Systems in Health Care Facilities.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
=F
Generatlors are inspected weakly and exercised
K 144 —Life Safety Code 7/29/13

jcompiiance, If atany time concernsare | . |
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no medical equipment is to be plugged in to

K 147 | Conlinued From page 32 K 147 | power strips. This wiil be completed by the

were being used properly. Adrpinistrat‘or, Director of. Nursing,'
Assistant Director of Nursing or Unit

|
The findings include: Manager by 7/28/13, ]

4. The Maintenance Director will complete
Observations, on 06/12/13 between 12:13 PM an audit of all resident’s rooms monthty for
and 3:30 PM with the Maintenance Director, : three (3) months to ensure no extension
revealed: cords are in use and no medical equipment is
plugged in to power strips, The results of
1) A minknebulizer was plugged inio a power these audits will be reviewed with the
strip located in room #23, Quality Assurance Committee Monthly for
2) An extension cord was plugged into a fan at least three (3) months to assure ongoing
focated in room #5. compliance. If at any time concems are
3) An air mattress was plugged Into a power identified, a Quality Assurance Committee
strip located In room #14. will convene to review and make further
4) A mini-nebulizer was plugged into a power recommendations as needed. The Quality
strip located In room #5. Assurance Committee will consist of at a

minimum the Administrator, Director of
MNursing, Assistant Director of Nursing,
Social Services Director with the Medical
Director attending at teast quarterly.

Interview, on 06/12/13 between 12:13 PM and
3:30 PM with the Maintenance Director, revealed
he was unaware of the items being improperly
piugged into power strips and the one (1)
exltension cord in use.

Refarenca: NFPA 99 (1999 edition)

3.321.2D

Minimum Number of Receplacies. The number of
receptacles shall be determined by the intended
use of the patient care area. There shall be
sufficlent receplacles located so as to avoid the
need for extenslon cords or multipte outiet
adapters,

Reference: NFPA 70 {1999 Edition).

U T 4008 Uses Nt Permitted T T

Unless specifically permitted in Section 400-7,
flexible cords and cables shall not be used for the
following:
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1. As a substitute for the fixed wiring of a
structure

2. Where run through hofes in walls, structural
ceilings suspended ceilings, dropped ceilings, or
floors

3. Where run through doorways, windows, or
similar openings

4. Where attached to building surfaces
Exception; Flexible cord and cable shall be
pemitted to be attached to building surfaces In
accordance with the provisions of Section 364-8.
5. Where congealed behind building walls,
structurai celtings, suspended ceilings, dropped
ceilings, or floors

6. Where installed in raceways, except as
otherwise pemmitted in this Code.

Actual NFPA Standard: NFPA 70, Article 400-8.
Untess specifically permitted In Section 400-7,
flexible cords and cables shall not be used as a
substitute for the fixed wiring of a structure,

CMS Manual System, Pub. 10007 State
Operations, Provider Certification; August 17,
2007. Power strips may not be used as a
substitute for adequate electricat outiets ina
facility. Power strips may be used for a computer,
monitor, and printer. Power strips are not
designed to be used with medical devices in
patient care areas. Precautions needed if power
strips are used Include: Installing Internai ground
fault and over-currant protection devices;
preventing cords from becoming Uripping hazards;
and using power sirips that are adequate for the
number and types of devices used. Overload on

| any circiit can potentially cause overheating and
fire. The use of ground fault circuit interruption
(GFCis) may be required in focations near water
sources to prevent electrocution of staff or
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