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F 246 | Continuad From page 1 F 246 3. On 8/5/2013 the DON in-
0710/13 at 11:03 AM, revenled there were no call serviced the staff on the new pull
light strings, in the bathrooms for Reoms #101, iohts bathrooms
#1023, #105, #1086, #107, #1410, and five (5) strings call lights In the :
sharad bathrooms batween rooms #414 and on the 100 hall. Staff will continue
#1186, #117 and #1419, #116 and #120, #121 and to foliow “Placement of Call Light
#123, and #122 and #7124, & Answering the Call Light”
Interview with Certified Nursa Aide (CNA) 1, an policy/procedure. On 8/1/2013 the
07/14A13 at 2:00 PM, ravealed residents would Administrator revised CQf Form N-
not have aocess to the emergoncy call button on 21, “Nurse Safety Inspaction” ta
the wall if the resident fali in floor or was not de " bath
seated on the commode. include “Are all bathrooms
accessible to residents equipped
Interview with CNA #2, on 07/12/13 at 11:05 AM, with an adequate call system?”
reverled staff remained with residents during
taiteting that ware not aware an emergency call T
. e DON will complete
button was located on the wall. 4 . b N P
revised CQl Form N-21, “Nurse
Interview with Licensed Practical Nunss (LPN} #1, Safety inspection” once a month
on 07/12/13 at 11:20 AM, revealed if a resident for three months, then quarterly
was unable to raach the emergency call light on !
the wall, the rasldent wauld have to yelf out for thereafter.
assistance of ataff and/or be stoady encugh to
reach the emargency call buttan on the wall. Campletion Date 8/6/2013 3 A
/3
Intarview with the Director of Nursing, on
Q712/13 at 1:15 PM., revealed a residant would
have to call out to staff for assistance if they were
unable to reach the emergency button on walt
and the resident does not have access tn
emergency chain/cord to utilize. F 282  4B3.20(k)(3)(it}) SERVICES
F 282 | 483.20¢k}(3)ii) SERVICES BY QUALIFIED F 282 ‘BY QUALIFIED PERSONS/PER CARE
55=p | PERSONS/PER CARE PLAN
PLAN
The services provided or arranged by the facility
must be provided by qualified persons in L A leg strap for the urinary
accordance with each resident's written plan of catheter was secured for Resident
care. #1 on 7/11/2013 by charge nurse.
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2. The House Supervisor
conducted an audit on 7/11/2013
This REQUIREMENT is not met as evidanced on all residents with catheters to
by ensura all those residents had leg
Based on obsarvatc:n. i"tm.“e"f"' record mvufw straps secured for those catheters,
and review of the facility policy, it was detarmined
the facility failed to ensure the interventions of the he CN cible for
care plan wete carried out for one resident (#1,) 3. The CNA respon
in the salect sample of thiteen (13) realdants, that resident was counseled by the
relatad to the failure to utilize a requird leg strap DON on following the Nurse Aide
to secure a urinary catheter, 3
v Care Plan and Compraehensive Care
Findings include: Plan on 7/30/2013. The nursing
A the undated faci licy *U staff was in-serviced on 8/2/2013
review of the undated facility policy "Using tha :
Care Plan," revesled the care plan shall be usad by the DON on following the Nurse
in developing the resident’s drily care routines Aide and Comprehensive Care
and will be avallable to staff parsonnel who have Plans for their residents. N-8 was
the raapopmbrlrty fqr providing care or services, updated 8/2/13 to Include the
Changes in the resident's capdition must be .
reporied to the MDS Coardinator so the revisions questian "Is catheter leg strap
can be made. secured to leg.”
Adrecon:lraviewf;zi‘eaiad I;g::i)g;aint #;hw:s 4 The DON will compiete
admilted to the ity on 3 with diagnosas v
to include Vascular Demanta with Bahavioral CQl Form N-8, “Catheter Use
Disturbance; Urinery Retention, Chronic Kidnay Review”, weekly for four weeks,
Disease. Further reviaw rovealad Hospice then quarterly thereafter.
Services were obtained for the resident on
05!23!1.3. due to decllnl.ng h_ealth and anticipation Complation Date 8/3/2013
tha rasident would not live six motths due to ' 8‘ / 3// j.
declining madical conditions,
A review of Resldent #1's significant chango
Minimum Data Set (MDS} assessment, dated
06/07/13, revenled the faclliity assessed the
FORM CMS-2587(02.85) Previoue Varglong Obeoleta Event iD: ROHV11 Faciky iD: 100205 If contirualion sheet Page 3 of 10
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Centinuad From page 3

resident's cognition as moderately impaired and
raquired extensive assist of two staff membars
with Activities of Daily Living (ADLs).

A raview of the Comprehensive Care Plan for the
urinary catheter, dated 05/24/13, revealed an
intervention to atiach the catheter mubing to the
leg with a leg strap to hold in place and pravent

injury.

Observations of Ratidant #1, during a skin
assessiment, on 07/11/13 at 1:30 PM, revealed
tha resident was lying on the urinary cathater, that
was not gacured with a leg strap.

An intarview with Licensed Practical Nurae {LPN)
#1, on 07/11/13 at 1:00 PM and on 07/12/13 at
1:10 PM, revealed the resident was notwearing
the leq strap, as required by tha cate plan, ag the
strap possibly bacame soiled and the staff
member forgot to replace the strap with a naw
one, as there were severel extras avaliebla,

An interview with Registered Nurse (RN) #1, on
07/11/13 at 1:30 PM, revealed there was no
reason {for not applying the leg strap to the urinary
catheter and stated the rasident should not have
been lying on the tubing.

483.35(s) THERAPEUTIC DIET PRESCRIBED
BY FHYSICIAN

Thempeutic diets must be prescribed by the
attending physician.

This REQUIREMENT is not met as evidenced
by:
Based on ohservation, interviow, record review

F 282

F367  483.35(e) THERAPEUTIC
OIET PRESCRIBED BY PHYSICIAN

1. a. The tray card and

H16 was reviewed by the Dietary
Manager on 7/11/2013 for
aceuracy.

Therapeutic Dlet Order of Resident
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and facility policy review it was determinad the
facllity falled to ensure a therapeutic diet was
followed for one (1) resident (#1), in the selected
sample of thitean (13) residents, and one
resident (#16), not in the selected sample.
Resident #1 and #16 were served
quartarediwhols moats during two sapatate lunch
meals when they were supposed o receive
diced/chopped moat.

Findings includa:

Areview of the fadility's policy and procedure
titad *Therapeutic Biets” {n.d.), undatad, revealed
"The Dietary Manager will establish and usa a
tray identification system to ensure that each
resident raceives his or her diet as ordered.
Mechanically altered disis, as wall as diets
modified for medical and nutritional needs, witl ba
considered “therapeutic diets.*

1. Arecord review revealed Resldent #16 was
admitted to the fadiity on 07/09/13 with diagnoses
to includa Alzhelmer's Dementia, Cerebral
Vascular Accident, and Hyperipidemia.

An observation an 07/10/13 gt 11:30 AM of
Resident #18 eating lunch in the main dining
room revealad the resident waa sarved whole
meatbaiie, A review of the dietary tray card
revealad the resident was supposed b have
dicad mests. An observation, on 07/11/13 at
11:47 AM, of Rasldent #16 eating lunch in the
main dining rosm, revaaled the resident was
sarvad a hamburger patty cut into quartars and
not dicad as the tray card indicated it should be,

2. Areview of Resident #1's tray card revealed

b. On 7/29/2013 the CNA
respanslble for feeding Resldent #1
was In-serviced by the DON on
what to do if a resident’s meal
does not match the tray card.

2, The Dietary Manger
completed an audit using CQJ Farm
D-7, “Tray Accuracy”, on
7/26/20113 o ensure all residents
with orders for mechanically or
therapeutic diets were served the
proper diet and the diet cards
matched the orders.

3 The Dletary Manger in-
serviced her staff on 7/12/2013 on
the importance of tray accuracy
and fallowing the tray card. The
DON in-serviced Nursing and
Dietary Staff on 8/2/2013 on
“Therapeutic Diets”
policy/procedure and what to do if
a tray came to a rasident that did
not match his/her tray card. CQl
form D-7 was updated 8/2/13 to
increase threshold from 95% to
100% accuracy.
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F 367 | Continued From page 5 F 367
the resident was a "fasder,” requirad a Consgistent
Carbohydrates, with No Added Salt, Mechanical 4. The Dietary Manager wil

Soft and Chopped Diat,
pped Meat complete CQ! Form D-7, “Tray
An obsarvation of the noon meal, on 07/11/13 at Accuracy”, weekly for four weeks
11:85 AM, revealed a hamburger on Resldant then monthly thereafter,
#1's tray that had been cut twice, through the |
middle, to create four quartered sections. The ; te R/3/7013. |
CNA was feeding the resident and was observed Completion Date B/3/ 3/3//&
to chop the hamburger into emall pleces with 5
spoon. CNA#1 stated she was fearfut of any
resident choking and always chopped their food
up more, prior to feeding the residents.

An interviaw with Certified Nursing Assistant
(CNA) #3, on 07/10/13 at 12:00 PM, rovealed if
she saw something wrong with s resident's fray
card she would go to tha dtchen and let them
know semething was on the resident's tray that
was not suppasad to be thara,

An interview with Cartified Madication Technician
{CMT) #1, on 07/10/13 at 12:05 PM, revealed if
she saw something on a resident's tray that was
net sitppasad to be on there according to tha tray
card, she would let diatary staff know and ask for
something alsa,

An intarview with the Dietary Manager, on
07H2113 at 1:10 PM, ravealed she considered
diced meats as smaller chunked up pieces of
maat and not whole or quarlered. She further
stated the cook is responsibie for dicing the meat
once the dietary eide has cajled the tmy card
information out to har.

An intervisw with the Director of Nursing (DON),
on 07/12/13 at 1,00 PM, revaaled she believed

FORM CMS-2587(00-06) Previous Yerslons Obsolsts Event 1D ROV Fagiiry 1D 100285 If continualion aheet Paga 6 of 10
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The facitity must -

{1) Procure food from sources approved or
congldered satisfactory by Federal, Stato or locsal
authorities; and

{2) Swre, prapare, distribute and sarve food
under sanhitary conditions

This REQUIREMENT is not met as evidoncad
by:

Based on obsarvation, interview, and review of
the facility's policy/procedure, it was determined
the facility failad to ansure food was stared under
sanitary eonditons,

A review of the facility's census and condition,
dated 0711013, revesnled there were 50 residents
in the building and ait residents but two received
their meals from the kitchen,

Findings include:

Review of the-Fowd Storage policy, undated,
revealed cold foods would ba maintained at
tempearatures of forty (40) degrees Farenhsh (F)
or below.

STORE/PREPARE/SERVE-SANITARY

1. On 7/11/2013, at
4:20pm, the potato salad was put
on ice and the temperature was
hrought down to 40°F and finished
being served to the resldents.

2. On 7/12/2013 the Dietary
Manager was In-serviced to place
cold food items going to be served
In smalier containers, bring out
ane containar from the
refrigerator at time and place it in
a tub of ice to keep cool. This
would ensure the temperature to
be kept below 40°F.
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F 367 | Continued From page 6 F 367
the CNA's were supposad to be looking at the
tray cards to make sure the meal is rasidant
appropdate. She further stated during their
orientation tima con the floor with other aldes as
well ns through inservices, they should have
been shown how to check the ay cards.
F 371 | 483,25() FOOD PROCURE, F371] F371 483.35(i) FOOD
§8=E | STORE/PREPAREISERVE - SANITARY PROCEDURE
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) 3. The policy titled, *Food
Review of the product detail for Southem Styla Storage” was revised by the

Mustard Potato Salad, undated, ravesled the \
ingredients includad mayannais. Corporate Compllance Director on
7/25/2013 to state that “Cold food

Obsarvation, on 07/11/13 at 10:50 AM, revealed above 40°F will not be served.” The

6 fal tor to food ico: .
the following temperatures prior to food servi Dietary Manager was in-serviced

1. pureed potats salad- 46 degrees on the revised Policy on

2, emall container of reguiar potato salad- 44 7/25/2013. The Dietary Manager
degrees n-servi

3. large container of regular potato salad- 42 I iced her staff on ” 26/2013

dogreos an the new palicy, how to serve
cold food, and food temperatures.

Observation, on 07/11/13 at 11;00 AM, revealed

the potato salad was placed on resident trays at 4. The Dietary Manager will
this ime.

= complete CQJ Form D-6, "Dining
Interview with the Cook, on 07/$1/13 at 11:00 AM, Service” weekly for four weeks,
revealed cold food temperatures were supposad then monthly thereafter.

to be balow 41 degrees; however, it was okay to
be above temparatura if the food was sitting out

of the refrigarator. Completion Date 7/27/2013

Uarf3
interview with the Distary Manager, an G7/11/13 '
at11:05 AM, revealed she expectad staff to sarve
cold food ak the appropriate temperature of 40
degreos or balow; however, they were going to
serve the potato salad to the residents. (ntarviaw,
on 07/11/13 at 4:20 PM, revealed the staff latar
re-arranged the potate salad oniee until it was 40
degrees; however, the surveyor was not present
to varify,
F 463 | 483,70() RESIDENT CALL SYSTEM - F 463
55=p | ROOMS/TOILET/BATH f463  483.70(f) RESIDENT CALL

The nurses’ station must be equippead to receive SYSTEM-ROOMS/TOILET/BATH

resident calis through a communication systam

FORM CMS-2567{02-99) Pravious Verdons Obsolets Event 1D; ROHV1 Facilty I0: 100205 If condinuation sheat Page 8 of 10
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1 Glover's lock Service was

from resident rooms; and toilet and bathing
facillbes.

This REQUIREMENT s not met as avidenced
by:

Based on obsarvation, inmrview, and reviow of
the facility's policy/procedure, it was determined
the facility falled to ensure aach bathroom,
accessible to rasidents, was aquipped to recaive
resident calls through a communication syetem.

Findings include:

Areview of tha "Placament of Call Lipht &
Answering Cali Light' policy/procedura, undatad,
revealed the pumoss was to respond to the
resitdent's request and needs. Generat guidelines
includad axplaining to residents a call systern was
located in the bathroorm.

Observation with Maintenanca, on 07/12/13 at
2:10 AM, revealed two bathrooms {ocated besida
tha 100 hall nurse's station without a call system.
Maintenance verified at this ime both bathrooms
ware unlocked and accessible to residents.

Intarviaw with Maintenance, on 07/12/13 at 8:20
AM, revealad there was no hardware to lock the
doors from the outsids at this tima. He indlcated
the plan was to add doorknobs to both bathroom
doors; however, he did not have the equipmant at,
tha fime to fix them. He verified there was no
documentation of a plan in place.

Interview with the Administratar, bn 07/12/13 at
9:30 AM, revealed there was a plan to put
automatic locking knobs on both bathresms:

FORM CM3-2667(02.86) Previou s Viersions Qtrsolate

called and on 7/12/2013. He
Installed autematic lock doar
knobs on the bathrooms used for
employeas and visitors to ensure
that residents would not have
access to those bathrooms
because they do not contaln a call
system,

2. A tour of the building was
done an 7/12/2013 by the
Maintenance Director to ensure ali
bathrooms that were accessible to
residents had a call system in
place.

3 On 7/30/2013 The
Administrator revised CQl Form N-
21, “Nurse Safety \nspection” ta
Include “Are all bathrooms
accessible to residents equipped
with an adequate cafl system?”’

a. The DON will complete
CQ! Forfm N-21, “Nurse Safety
inspection” once a manth for three
months, then quarterly thereafter.

Completion Date.7/31/2013

13113

Event ID: ROHV1Y

Facity ID: 100205
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however, they were waiting on the equipment 1o
amva. She was unsure how long the plan had
been discussed.
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K 000 | Continued From page 1 K 000 |
Fira),
Deficiancias wars citad with the highest
deficiency identified at "F* level.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD Ko18
85=E
Doora promdjng carridor upenings in other than K 018 NFPA 101 UFE SAFEW CODE
required andocures of vertical openings, exits, or STANDARDS
hazardous areas ara substantial doors, sich as
those conatructed of 1% inch solid-bonded core 3. On 7/30/2013 The Maintenance

wood, or capable of meeisting fira for at lenst 20

minutes. Doors in sprinklered buikdings are only Divector corrected the corridor doors to rooms

required to rasist the paseage of smoke, There is #207,209, 101,103,108, and 118 so they would
no impadiment to tha clasing of the doars. Doors tatch propetly.
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6 3.6 .
are permitted.  19.3.6.3 2, On 7/11/2013 The Maintenance
Director checked all corridor doors to make
Roller latches are prohibitsd by CMS regulations sure they latched properly.
in all heatth care facilities,
-3, On 7/30/2013 the Administrator

revised CQ) Form ES-3, Life Safety to inciude:
“carridor doors fatch easily when closed.”

4. The Malntenance Director will
complete revised CQl Form £5-3, “Life Safety”,
weekly for four weeks, then monthly
thereafter.
This STANDARD is not met sa avidahced by! .
Basad on observation and interview, it was Completion Date 7/31/2013
determined the facility failed to ensure doors o
resident rooms would lateh praperty in
accordance with NFPA etandards. The deficiency
had the potential to affect three (3) of six (G}

smoke companments, fifty (50) residants, stafl 7 .
and vieitore. The facility is certified for Sixty-Six 3 I/ /3

FORM CMS-2567(02-89) Frevious Viersions Obiokte Evant 10; ROHV21 Fackly 1D. 100285 If continuation sheet Page 2o 7
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K018 | Continued From page 2 K018

(66) beds with a census of Fifty (50) on tha day of
the survey. Tha facility failad to ensure six (8}
comridor donra iy tha resident raorns were latching

properly.
Tha findings indude:

Obsarvations, on 07/11/13 between 9:40 AM ard
11:30 AM with the Majintenance Supervisor,
reveaied the cormridor doons to rooms #207, 209,
101,103, 108, and 118 would not lalch properly.

Interview, on 07/11/13 between B:40 AM and
11:30 AM with the Maintanance Supervisor,
revealed the facility had added a sealant sirip
from the pravicus survey to fix the gaps and the

atrip i3 affecting the doors latching propery. K072 NFPA 101 LIFE SAFETY CODE
STANDARD

Refarence: NFPA 101 {2000 adition)
i. One medicine cart was removed from

19.3.6.3.1" Doors protecting comder epenings in

other than required endosures of vertical
cpenings, exits, or hazardous areas shall ba
substantial doors, such as those constnictad of
13/4-in, (4.4-cm) thick, sclid-bonded com woed
or of construction that resicts fire for not less than
20 minutas and shall be constructad to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shali
naot be required. Clearance between the bottom
of the door and tha floor covering not exceeding
1 in. {2.5 &) shall be pamittad for corider
doars.

Exception No, 1; Doors to tellet reoms,
bathrooms, showsr reoms, sink closets, and
similar

auxiliary spaces that do not contain lammable or
combustibla materials,

the facllity on 7/22/2013; the trashcans were
removed from the corridor an 7/11/2013, The
dirty linen carts and two medicine carts were
placed in empty rooms,

2, The DON In-sarviced Staff on 8/2/2013
on keeping the corridor clear and If medicine or
linen carts are being used they must be maved
every 30 minutes at min. The couch, twa
tables, and chalrs permanently stored in the
200 lobby were bolted down by the
Malntenance Director on 7/16/2013 so that
they were fixed furniture and meet the
requirements for a walver,

FORM CMS.2587(02-69) Previous Versions Obsolote

Event I0r ROHVH

Facity 10; 100205
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o4 1D SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION [£4]
PREFIX (EACH DERICIENCY MUST 88 PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE mh:kl-fgm
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3. A request for a walver was sent to OIG
K018 | Gontinued From page 3 KO018| on 7/31/2013 by the Administratar to allow the
EXG:D;OBZ ::10' » :?uflfke mmpam: s ervised furniture to remain in the 200 Lobby.
pro roug ¥ an approvad, supervise X
automatic sprinkler system in accardance with Auburn Health Care completed their annual
10.2.5.2, the door construction requiremants of survey for life safety on 7/11/2013. The facility
19.3.6.3.1 shall nat be mandatary, but tha daars was cited on K 072, Means of Egress not being
Shall bo consfructaa o raslst o passage o clear. As permitted in CMS S & C 12-21-15C(3)
permitting seating groupings of furniture In
19,3.6.3.2* Doors shall bo pravided with a means corridors, Auburn Health Care is requesting a
suitable for knaping the doaor closed that s ens
accepiable ta tha authority having jurisdiction, walver for the 200 lobby area that also happ
The device used shall be capable of keeping to be a means of egress. The area meets the
the door fully closed if a force af 5 Ibf (22 N} is 2012 Life Safety Code Section 19.2.3.4 {tem 5,
applied at the istch adge of the door. Roiler ) .
tatches shall be prohibitad on corridor doors in \etters a-h as stored below:
huiidings not fully protected by an approved
autematic sprinkler systam in accardance with “(5) Where the corridor width is at least 8ft
NFPA standards. o (2440mm), projections inta the required width
Zgzz NFPA 101 LIFE SAFETY CODE STANDARD Ko72 shall be permitted for fixed furniture, provided

Means of egress are continuously maintained free
of all abstructions or impedimeants to full instant
use in the case of fire or other smergency, No
furnishings, decorations, or other objects obstruat
axits, access to, sgress from, or visibility of exits,
7.1.10

Thia STANDARD is not met as evidenced by:
Rasad on observation end interview, it was
determined the facility fafied to maintain exit
access in accondance with NFPA standards. The
deficiency had the potental to affact four {4) of six
(6) smoke compartmants, fifty (60) residants,

staff end visitors. The facility is ceriified for
Sixty-Six (88) bads with a census of Fifty (50) on

that all of the following conditions are met:

(a.} The fixed furniture is securaly
attached to the floor or to the
wall.

{b.} The fixed furniture does not
reduce the clear unobstructed
corridor with to less than 6ft
(1850mm) except as permitted by
19.2,3.4 (2) |

(¢.) The fixed furniture is located only
on one side of the corridor,

{d.) The fixed furniture is grouped
such that each grouping does not
exceed an area of 50ft*(4,6m’) |

FORM CME-2587{02-89) Pravious Vigroans Obsolels

Event |D: ROHY21

Facly IO 100263 If cordinuation sheet Page 4017
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K073
§85F

the day of the survey. The facility failed to ensure
madicina cars, trash cans, and dirty linen carts
ware properly stored out of the earvidar when hot
in vsa, This deficiancy was cited on the previous
survey in 2011.

The findings induda:

Obgarvation, on 07/11/13 baetwaan 9:15 AM and
10:00 AM whth tha Malntanance Superviser,
revealed dirty linen carts stored In the corridors of
200 hall, front 200 hall and 100 hall, Further
observation revealed meadicine cars stored in the
frant 200 hali and a trash can stored in the
camridor. The final observation was the lcbby
area at the front of the 200 hall had a eauch, two
{2) tablas, and a chair stored parmanently in the
comidor.

Intarview, an 07/11/13 between 2:15 AM and
10:00 AM with the Maintenance Supervisaor,
revealed he wag unaware the staff was storing
the carts improperly.

This is a repaat deficiency.

Reference: NFPA 101 (2000 Edition)

Means of Egresa Reliability 7.1.10.1

Mseans of egress shall ba continuously
maintained free of all obstructions or
impediments to full Instant use in tha caea of fire

1 or othar emergency.

NFPA 101 LIFE SAFETY CODE STANDARD

Na furnishings or dacorations of highly flammable
charachr are used.  19.7.5.2, 15.7.53, 18.7.54

addressed in 19.2.3.4 (5){d} are
separated from each other by
distance of at least 10ft (3050mm)

(f.} The fixed furaiture is located so as

to not obstruct access t6 bullding
service and fire protection
eduipment,
Corridors throughout the smoke
compartment are protected by an
electronically supervised
automatic smoke deteetion
systam in accordance with 19,34,
or the fixed furniture spaces are
arranged and located to allow ‘
direct supervision by the facility
staff from 2 nurses’ station or
simliiar space.

(h.} The smoke compartment is
protected throughout by 2n
approved, supervised automatic
sprinkler system in accordance
with 19.3.5.8."

——

(e

Slnee Auburn Health Care meets the above
K 073 ] criteria and having this waiver will not
adversely Impact the safety and health of the
resldents, staff and visitors, the facility would
greatly appreciate an approval of a waiver. The

area sarves as the main lobby for the facility.
1

FORM CM32567{00.60) Previous Versions Obsolete
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There is plenty of room to use that exit in ¢case
K 073 | Continuad From page & K074

This STANDARD is not met as avidenced by:
Based on obsarvation and intarviaw, it was
determined the facility failed to ensure thatno
highly flammable fumniture was used in the facility,
in accordance with NFPA standards. The
deficiancy had the patartial to affect five (5) of six
(6) =moke compariments, all residents, s@aff and
visitors. The facility is certifiad for Sixty-Six (66)
beds with a ¢census of Fifty (50) on the day of the
survey. The fadility fatled to snsure rosident
upholstarad chairs from homs were being
properly protectad by a smoke datactor,

The findings indude:

Observatian, on 07/11/13 batwaen 9:15 AM and
10:00 AM with the Maintanance Supervisor,
revealed resident chairs that wene brought from
home with no smoke detector installed in rooms
lacated throughout the rasident rooms in the
faciity.

Interview, on 07/11/13 betwaen 9:15 AM and
10:00 AM with the Maintenance Suparvisar,
revaaled ha was unawar if an upholsterad chair
was brought from home it must be prolected by a
smoke alarm.

Rafsronce: NFPA 101 (2000 Edition)

19.7.5.2 Newdy introducad upholstered fumiture
within

health care occupandeas shall meet the criteria
spocified whan

tested in accordance with the methods cited in
10,3.2(2) and

of an emerpency with the fixed furniture-in
place. The residents very much enjoy sitting in
that area and like to interact with the visitors
that come and go through that exit.

if yau have any questions regarding this
request, please contact Stephanie Semrick,
Administrator at 270-542-4111.Thank you for
your consideration,

On 7/30/2013 the Administrator revised CQl
Form £5-3, Life Safety. !

4, The Maintenance Director will
complete revised CQl Form ES-3, “Life Safety”,
weekly for four weeks; then monthly
thereafter,

Completion Date 8/5/2013

S5 { i3

K073 NFPA 101 LIFE SAFETY CODE
STANDARD
1. On 7/16/2013 battery powered smoke

detectors were purchased and placed in the
1

FORM CMS.2567{02.65) Previows Vartlong Oboolta

Event 10 ROHV21
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K 073 | Continued From page B : K 073{ rooms by the Maintenance Director where

10.3.3. ' . residents had upholstered chairs or furniture

E!t.:epﬂfln. Uphplstamd fumiturs belonging to the from home.

patient in sleeping

roome of nursing homes, pravided that a smoke

detector (s instaled 2, On 7/11/2013 the Maintenance

in such rooms, Battsry-powered singla-station Director checked all resident rooms for

smoke detectors parsonal upholstered chalrs or other

shall bs permittad.
RiRepe upholstered furniture. Battery powered smoke

detectors were placed in additional rooms
found on 7/16/2013 by the Malntenance
Director.

3. On 7/30/2013 the Administrator
revised CQ! Form ES-3, Life Safety to include: “if
a resident has brought upholstered furniture
from home, a smoke detector {s in the room”.

4, The Maintenance Director wiil
complete revised COI Form ES-3, “Life Safety”,
weekly for four weeks, then monthly
thereafter.

Completion Date 7/31/2013

7/31)i3
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