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. . Law
A Recertification Survey was conducted on :
|
01/29/14 through 01/31/14 to determine the l i :
facility's compliance with Federal requirements. ; |
' The facility failed to meet the minimum i  Fm
requirements for recettification with the highest : " 483.25(m)(1) FREE OF MEDICATION ERROR RATES OF 5%
scope and severity at an "E". | ‘ OR MORE !
F 332 483.25(“’1)(1) FREE OF MEDICATION ERROR | F 332" s the nomal F“m“;l Crt;!kwcod ["l;l:ie Futslilng and I
i Rehab Center ta ensuce the medication administration eor rate
ss=p | RATES OF 5% OR MORE 5 [l less than five (5) perceat.
i . Cotrectlve actian for tesidents found 10 have been affected
The facility must ensure that it is free of | ’ by the dellclent practice:
medication error rates of five percent or greater. ’ | The Centfied Medication Assistent (CMA) identidied a5 not
,  administering the Syathrald to resident E before breakfast was
‘ ! re-educated 1730/14 by the Director of Nursing oa the
' i Guidellnes for General Dase Preparation and Medicaton
‘ . Admlnlstration. Resldeat £ had na negutive outcome related to }
i deflcient practice. Adminlstration time for Synthreld was
" = ‘ i celv . .
| This REQUIREMENT is not met as evidenced ! I chivgha o 0700 i e e Epeciys el oven et
By e . i | The Centfied Medication Assistant (CMA)ldeauled ss
Based on observation, interview, record review | I adminlstering oae apeay of Flonase cather than twa for resident
. - . i i i i}
and a review of physician orders, Medication ‘ : gfi;;',;;;,:ﬁf‘c':;i,g’,‘f;;;’ﬁ,eﬁj,ﬁ;:;;;';;,’jg;:ﬁ;’“ he
' Administralion Records (MAR) and the facimy 1 l Adminlstraton. Resid:ntﬂ_a had no negative oulcome as a
i % y | tesult of the deficlent practice.
policy on General Dose Preparatian and i i e Gl e
: 5 " " X ¢ . Stalf | 1delis atica
Medication Administration, it was determined the | | e rion fo¢ Residont 1.8 and Resident B
facility fBllB‘d to ensure the medication | " How other residents having the potentlat o be affected by
adminisliration rate was less than five (5) percent. I the same deflcient practice were identifled:
A review of 28 medication administration J All residents with physicians orders for thyrold medicatlon were
iti i . Identified by the Unit Mangers 1o verify Administration times
opportunities revealed two (2) medication errors, | were in accordance with pEysiciini orders, There were o
i for a medication administration error rate of | | issues identified.
seven (7) percent, related to an incorrect , !
H E N . What measures or systemic changes will be put Into place to
med!cghon dose, and a medication not [ | comeeoitieduliel practice will not recur:
administered before breakfast. | Re-education with licensed nurses and Medicatlon Aldes was
completed by the unlk managers on 1/30/14, 131714, 24714, and
/14, I3 ded the guldeli
 The findings Include: | | P s
Revlew of the facmly pOli.Cy, “General Dose | | How the [acllity plans to meonltor its performance ta ensure
0 & " A K " i that salutions are sustalned;
Preparation and Medication Administration, ! ‘
i 7 i " The unit managers, the Assistant Divector of Nurslog, and the
datef:i ‘1 2/01/07, revea|ed.med|cauons were to be ; DA ot e B il e ecndiictng Mschsation
" administered within 60 minutes of the scheduled ! Adminlstration cbservadens three (3) dmes per week for tlx (6)
A w " + weeks, then weekly for three (3) weeks, then monthly for three
time of administration, except for before and after : (3) menths 1o verify the Gutdelines for General Dose
i i i
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. the right time of administration, the right
frequency and route of administration.

1. Observation of a medication administration
pass, on 01/30/14 at 9:30 AM, revealed
Synthroid, a thyroid medicalion, was administered
{o Resident E.

Review of the Physician Orders for January 2014,
revealed the Synthroid was ordered "before
breakfast," at 7:00 AM,

Review of the MAR, dated 01/30/14, revealed ihe
| medication was also to have been given "before

. breakfast” and the time of administration had

| been changed to 9:00 AM.

* Interview with Certified Medication Assistant

i (CMA) #2, on 01/30/14 at 10:20 AM, revealed

. Resident E "preferred to take all his/her

" medications at one time,"” and the CMT stated
she should have administered the Synthroid

" before breakfast, as the physician ordered.

Interview with the Pharmacist, on 01/30/14 at

: 12:31 PM, revealed "in a perfect world" the
Synthroid should have been given before
breakfast, ideally cn an emply slomach, as the
physician ordered.

2. Observation of a medication administration
pass, on 01/29/14 at 4:23 PM, revealed CMA #3
administered one spray of Flonase, a nasal
spray, instead of two sprays to each nostril, for

L

on all shifts cn all units.

Findings of the Medication Admiaisiration chservaticas will be
reported during monthly QA meetings, The QA committee will
study the results from the cbservatioas and will make
recommendaticns for further actlon based on the resulws,
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F 332 | Centinued From page 1 F 332
: . P F 332 condnued
meals, which are based on scheduled meal times i
and administered within 30 minutes of the meal. i
The medications were to have been prepared ‘
USiﬂg the five f'ightS of medication administration: ‘ Preparation and Med!cation Administraten are followed. The
The right resident, right medication and strength, i observadons will Include licensed nurses and Medication Aldes 210/14
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Conlinued From page 2
Resident #8.

Review of the MARs, dated 01/28/14 and
physician orders, dated January 2014, revealed
an order for twe sprays of Flonase to sach noslril.

An interview with CMA #3, on 01/29/14 at 4:30
PM, revealed she should have checked the
MARSs claser and given two sprays of the Flonase
instead of one.

Interview with the Assistant Director of Nursing
{ADON), on 01/29/14 at 5:00 PM, revealed the
medication should have been administered as
ordered.

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
infection Control Program designed o provide a
safe, sanitary and comfortable environment and
{o heip prevent the development and fransmission
of disease and infection,

{a) Infection Conlrol Program

The facllity must establish an infection Control
Program under which i{ -

(1) Investigates, controls, and prevents infections
in the facility;

. {2) Decidas what procedurss, such as isolaiion,

should be applied to an individual resident; and

{3} Mairtains a record of Incidents and cotrective
; actions related to infections.

(b} Preventing Spread of Infection

{1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facilily must
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isofate the resident, | |
' F441

{2} The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct coniact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff 1o wash thelr
hands after each direc! resldent contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Perscnnel must handle, store, process and
fransport linens so as lo prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by:

Based on observation, [nterview, and review of
the facllity’s Infection Contrel and Glucose Meter
policy/procedure, it was determined the facility
fatled to properly clean the giucometer which was
used to take blood samples and determine the

" blood sugar level for two (2) out of thirty three
" {33) diabetic residents.

The findings Include:

' Review of the facility's policy for "Infection Controt
© and Glucose Meters,” undated, revealed the

glucometer was to have been cleaned prior to
use, after use and before storage, with a
disinfectant wipe and staff were to have ensured
the monitor was wet, from the disinfectant wipe,
for two minutes and allowed to dry. A plece of foll
was to have been ulllized to prevent the spread of
germs, betwaan the meter and the table or
medication cart, prior lo obtaining the blood

483.65 INFECTION CONTROL, PREVENT SPRFAD,
LINENS

[Vis the nornal praciics of Creekwiood Place Nursing and
Rehab Ceater 1o propesly <lean glucometers which ace used to
; take blood samples and determine the blood sugar levels fer

H dlabedc realdeats.

Carreatlve actlon for realdents found (o have been affected
by the delfelent pracice:

The employee [deatified a5 net properdy cleanlng glocomaters
peior to usage with Resldepts B and € were provided re-
education by the Blzector of Nurstag on 142314, The employee
identfied &3 not aulizing foil vader the glucometer priat o
utage with Resident D was provided re-educidon by the
Terecior of Nurslag on 829014, Suff ate naw followlag
sppropriate steps for deaning glucomecers beswaen the
residents, Therz was 0o negative outcome o residents B and C
15 3 1esolt of the deficieat practice.

ITow other resldents having the potential ta e affected by
the yame deflcient practice were identlfled:

Cther residents who have orders for fingerstick glucose
monlkorog were identified by the Unit Mazxagers a5 baving the
poteatiak to be affected by the defident pracice.

What mezsures or syptermic changes will be put lato place ta
ensure the deflclent pracdee will not reeur:

Re-education was done by the Unit Maragers on 1729/14-
210414 cn the ¢ steps far cleaning glocometers. The
| educatton lacladei al] Heensed nusses.

i Educatlon will be ¢ontinued by the Unit Managers with new
nerses a8 part of the facility orientition process.

How the facility plans ta monltor its performance to ensure
that sobutlans are sustalned:

Random observadons of licessed nurses medication passes
will be done by the Unit Manage:s ta verify glucometers are
, belog cleaned approprlately betwees resideats,

Qbtervadons will be done four (4) dmes per week for six
(6) weeks, then weekly for three (3) weeks, ten moathly
for three {3} months. The chiervations wilk Include
licensed nurses on each shift and aa sach unle

t Uzlt Managers will repott the findings of thelr cbaervallons

; durlng moothly QA meedngs. The QA commltee will study the
findings and witl make revommandations far further action
based on the resules.

2/10/14
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¥ 441 Continued From page 4

" sampie,

- Observation of a medication pass with Licensed

i Practical Nurse (LPN) #1, on 01/29/14 at 520 PM,

‘ revealed the nurse fo piace a piece of foil under
" the maeter, prior to administering glucometar
» testing on two (2) diabetic residents, Residents B
- and G, without cleaning the giucometer between
. the residents.

Interview with LPN #1, on 01/29/14 at 530 PM,
| revealed she was unsure of the facility policy and
stated the nurses wers to use the foil under the
bottom of the meter to prevent contamination of
the metar. The disinfectant wipes were used, but
usually at the start of each shift.

Observation of a medicalion pass wilh Registered
Nurse (RN} #3, on 01/29/14 at 5:30 PM, revealed
the RN to clean the glucometer with a disinfectant
wipe prior to obtaining Resident D's glucometer
testing. However, the RN did not utitize the foli,
undsr the meter, when placing the meter on the
resident's bedside table and used a disinfectant
wipe, instead, under the meter.

Interview with RN #3, on 01/29/14 at 5:40 PM,
revaealed there was no foil available on the
medlcation cart as the reason the disinfectant

wipe was used.

| Interview with the Director of Nursing {DON), on

01/29/14 al 5:40 PM, revealed the facllity policy

| was o use the disinfectant wipes between each

use and stated she was not aware all the staff
were not utilizing the wipes, in batweean sach
resident, as they had been trained on the
procedures, She also stated the foil was to have
been utilized between the meter and the table, for

F 441
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I infection control.

| Interview with the Administrator, on 01/31/14 at
. 6:40 PM, revealed the licensed staff were

: inserviced on the facifity policy, regarding the

i cleaning of the monitors and she would have

- expected them fo have followed the policy.

b
i
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K 000 , INITIAL COMMENTS : K 000

CFR: 42 CFR 483.70(a)

BUILDING: 01.
: PLAN APPROVAL: 2012.

| SURVEY UNDER: 2000 New.

FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type Il
*(000). ‘

SMOKE COMPARTMENTS: Five (5) smoke ‘
compartments. .

" FIRE ALARM: Complete fire alarm system i
i installed in 2013, with 99 smocke detectors and 16 i
heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
| sprinkler system installed in 2013.

GENERATOR: Type Il generator Installed in
2013. Fuel source is Diesel.

! A standard Life Safely Code survey was
- conducted on 01/30/2014. Creekwood Place |
Nursing and Rehab Center was found in
non-compliance with the requirements for
participation in Medicare and Medicaid. The
 facility Is certified for One-Hundred One (101)
beds with a census of Ninety-Nine (99) on the day
of the survey.

The findings that follow demonstrate 1 |
noncompliance with Title 42, Code of Federal l I

LABQ), ORY DIRE rOR'S CR PROVI UPPLIER-REPRESENTATIVE'S SIGNATURE ‘ e . TITLE / (X6) DATE
Hadiid D bhers i Admsictiann Loty

Any dofigieglcy stalemant ending with an aslerisk (*) notes’a deficiency which the institulion may be excused from correcting providing It Is doferminadfhat
other s uards provide sufficlent protection to the palients . (See Instruclions.) Except for nursing homes, tha findings stalod above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days following the dale these documents are made available to the facility. If deficlencles are citad, an approved plan of correction is requisile to continued
program participation.

Evenl ID: 0G9J21 Facility 1D: 100299 If conlinuation shest Page 1of 17

FORM CMS-2667(02-99) Provious Varsions Obsalele




PRINTED: 02/14/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - MAIN BUILDING COMPLETED
185313 B.WING : (113042014
NAME GF PROVIDER OR SUPPLIER STREET AGDRESS, CITY, STATE, ZiP CODE
CREEKWOOUD PLAGE NURSING & REHAB CENTER, INC 107 BOYLES DRIVE
' RUSSELLVILLE, KY 42276
41D SUMMARY STATEMENT QF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1
| .
K 000 | Conlinued From page 1 K 000, |
Regulations, 483.70(a) et seq. (Life Safely from |
Fire). ‘ f
Deficiencies were cited with the highest
deficiency identified at “F" level.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018:
SS=£ Ka1a
Doors protecting corridor openings are NEBA 101 LIFE SAFETY CODE STANDARD
consiructed to resist the passage of smoke. fisih ) pracice of Caeekowond Flsgs Hetalsg and
N . . £ e AGrma| cULe Of LreeXw L using 4
Doors are provided with posilive latching Rehab Ceater o ensure corelder doors o the resldens
hardware. Dutch doors meeting 18.3.6.3.6 are rooms lalch piapetly.
i ihi : Corrective actlen that will be accomplished for th
ggr;me“gd Roller latches are prohibiled. ; resldents found to have been iff:(lu’;lby the ;:ﬁd':‘:(
3.0, : practice;
i Corrider doots to rooms # 514, #217, ¥ 215, sad R 314 were
¢dusted on 1731414 and /414 by the Plant Senvices
7 | Pizector 10 1atch praperly.
| Haw the facifity wilk identily other residents having the
i : potential (o be alfected by the same deficlent practice:
: ) Al cotridor doars were checked on VALFES, 24114, and /514
' This STANDARD is not met as evidenced by by the Plant Services Direcior, the Asslstant Plans Servces
. . " s ! Director, and the Administrator 1o verlfy they latch properly.
Based on observation and interview, it was i o adgitlenal Issves were ideatified.
. . i
dat.ermmed the faclhly falled to ensure doors to What measures or systemic changes wilk be put ints place
resident rooms would latch prope;{y in 1o ¢nture that thee delicient practice wifl not recur:
accordance with NFPA standards. The deficlency The Plint Services Director and the Asslsant Flant Services
f . Director were 1e-educated by the Administrat /LT
had the potential to aﬁegt three (3) of five (5) ; » prevenidive malrientncs ichedale (uu\l'iriatyo:h‘:ncmddorm
smoke compartments, eighty-three (83) * et et roens ach rogedy. The sducados
. . H l {1
residents, staff and visitors., The facility is 0 :;\m.;ubedoo:s ue fixed Immedbately 1f idertified they do
certified for One-Hundred One (101) beds with a | e asprpiliey.
| census of Ninety-Nine (99) on the day of the | Nuolng taas, Iesied miien oot s
< SUNVey, The facafily faifed to ansure four (4) i ﬁauslrkeemi,depllr:enemmm;g:n, anlda::lvity stall on the
i \ . : reat
corridor doors to the resident rooms were latching i i ;ﬁgﬁiﬂaﬂfe;maglﬁﬁm fu':a?ffmf:fﬂéﬁmf
] This education Is scheduled for March 10th and wiil be
properly. compler £
! pleted by the Assistant Director of Nursing.
|
. | How the fachlity plans to woniter Its perts
The findings Include: l L chacsohutlons are suataineds L o enaue
) ! D he Adminlstrator or destgnees from the QA committes will
Cbservations, on 01/30/14 between 11,00 AM i éomduct randoin checks of corridor doces to the resideat
- : ! wooms (o verily they 1aich propedy. The checks will be
and 3:00 PM with the Regional Director of Plant ' conducted weekly and will be scheduled 1o ensure ol
facHlity doors are checked at least monthly for 6 mosths. 2710114

Services, revealed the corridor doors to rooms

’ #514, #217, #215, and #314 would not latch

Results of the shecks will be presanted (e the QA commluze.
The QA commlttee will study findiags and make
re¢cemmendations for further action hused ea the resulus,
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K 018 | Continued From page 2 L Kosg!
propeny when tested,
Interview, on 01/30/14 between 11:00 AM and | |
3:00 PM with the Reglonat Direclor of Plant J‘
Services, revealed he was unaware the doors H
were not latching praperly. i |
Reference; NFPA 101 (2000 edition) i
18.3.6.3.2 Doors shall be provided wlih positive !
’ fatching hardware, ; ;
Roller latches shalf be prohibited. 5 j
i Excoption: Doors to toflet rooms, bathrooms, } | i
shower rooms, sink clossts, i
and similar auxiliary spaces that do not contain :
flammable or
combustible materials. ‘
K025 ' NFPA 101 LIFE SAFETY CODE STANDARD K 025‘
§S=E:

Smoke barriers are constructed to provide at
least a one-hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels in approved frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required In duct
penetrations of smoke barriers in fully ducted
heating, ventilaling, and air conditloning systems.
18.3.7.3,18.3.7.5, 18.1.6.3
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K 025 | Continued From page 3 K 025
This STANDARD is not met as evidenced by:
Based on observalion and interview, it was ;
: determined the facilily failed to maintain smoke : K025
' barriers that would resist the passage of smoke !‘ MFPA 101 LIEE SAFETY CODE STANDARD
between smoke compartments in accordance !
i with NFPA standards. The deﬁciency had the | le13 the hormal peacdce of Creekwood Place Nursing and
. ) Rehab Ceater to malataln smoke barders that would resist the
. potential to affect four (4) of five (5) smoke passage of smoke berween smoke companments in sccordarce
. compartments, sevenly-one (71) residents, staff i Wil NERA standapds;
and visitors. The facllity is certified for E::::’:i\:;‘[‘;:i;:;;c’omplg};:c: fac thie pitbienes ot o ;
) e e dellclent practice:
One-Hundred One (101) beds with a census of ) 3
Ninety-Nine (99) on the day of the survey. The :f,i’;:_"' Ronaeifdests affectid by thedeficlenc '
facility failed to ensure three (3) smoke barriers |
were sealed around pipes, wires and complete to How lhelhd!:lly;will [dentlfy ather tesldents having the
| i " B
the roof to resist the passage of smoke. ! H E::l;m]l:-d:m e alfected by the same delicient practice were
| »
i : ! Residents in four (4) of the five (5) smoke compartments
The ﬁndmgs include: bad the patential to be alfected by the same deficient practce.
. " Corrective measures or systemic changes put Into p
Observations, on 01/30/14 belween 9:00 AM and wenture the ENE Rt il e ety TR
i ; ; y 4
! 1000 AM wiith the RteonaI Director of Plant ! i Smoke partltions exterding abave the celling located
SBNICGS, revealed the smoke partlilons. s | al room #201, 4501, and # 322 were repaired with fire-
i i rated caulking to close the peaetrati ated by pipes,
extending above the ceiling located at room #201, | 1 qlres, md gkt g tongh Gl Thes ey
: i | wete completed by the general contcactor oa 1229/14,
: 501, and 322 were p‘enetraled by pipes, wires, ! ! e gl o iyl
and around studs going threugh the walls. ! ‘ :{a: also sealed at the top and at the roof veni using
Further observation revealed the wall at room f | re ated caulkdog, ‘
f | Smcke particons la the additlonal smoke compartment
#201 wasn't sealed at the top and at the roof i st asior i ooy
vent. S:r:;te; to ensure there were no peneirations In
smoke barrlers. Peneaatons discavered have been
closed using :‘g;mud Caulking. These repairs
: " were completed by the general contractor on 244014,
. L”(;%N'im 0“{?:'230;;14 Ibemlr(gm 9:00 ;}hgﬁnd 210014, 211/14, 219014, 220114, 3nd 221114,
“10: with the Reglonal Director nt ‘
1 0 g o a +4 The Plant Services Ditector and the Assistant Plant
Services, revealed he was aware of the i i Services Director were re-educated on 2/4/14 by the
5 . i Acmlalstrator on 3 preveatative maintenance schecule
. penetrations and had nolified the contractors to ! il el el A o e
| come and repair the smoke walls. a5 such to prevent the passage of smoke berween !
i smeke compartments in accordance with NFPA ¢
! | shl.!nd:rds. .uj\nj:ipmrmﬂcn noted in smoke barriers
| to be repaired immediately by the Plant Servi
| ! Director using fire rated myng, ¢ e
: ition).
Reference: NFPA 101 (2000 Ed ﬂ) :!lm:- \l';elfladﬁly plans to monitar {ts performance ta emsure
. 11t solutdans are sustalned:
‘g 8.3.6.1 Pipes, conduits, bus ducts, cables, wires, l The Pant Serdees Direcor ot the Asslseat Plut Services
: hrectar will audit the smoke barriers menthly for o i
i a|r‘dllJCtS, pmlaumallc tubes and ducts, and similar : | moaths ard report findings to the QE:\ mrnmlt{norra v:l?:j:ellx
, building service equipment that pass through i osgofng compliance.
Event ID:0GAJ21 Facility 1D: 100299 I continuation sheet Page 4of 17
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K 025 | Continued From page 4

floors and smoke barriers shall be prolected as
follows:

{aj The space between the penetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2, Be protecied by an approved device designed
: for the specific purpose.

{b) Where the penetrating item uses a slesve to
penetrate the smoke barrer, the sleeve shall be
solidly set in the smoke barrler, and the space
between the item and the sleeve shail

1. Be filled with a matarial capable of maintaining
the smoke resistance of the smoke barrier, or

2, Be protected by an approved device designed
! for the specific purpose.

{c} Where designs take transmisslon of vlbration
into consideration, any vibration Isolation shall

1. Be made on either side of the smoke barrlar, or
2. Be made by an approved device dasigned for
the specific purpose.

8.3.6.2 Openings occurring at points where floors
! or smoke

barriers meet the outside walls, othar smoke
barriers, or fire

barriers of a bullding shall meet one of the
foliowing conditions:

(1) 1t shalt be filled with a maleral that Is capable
of maintaining

the smoke resistance of the floor or smoke
barrier,

{2} It shall be protected by an approved davice
that is

designed for the speciic purpose.

K 027 . NFPA 101 LIFE SAFETY CODE STANDARD
88=F
Door openings in smoke harriers have at least a

K025 K07 ondnued

The Regional Direcenr of Plaat Services wllf mike random
vhiervidons of e smoke harriers tn ensure they ate ney
peasirated ard woutd resiss the passige of smoke

berween smoke compartments.

The Admiajstrator will monltor the preveatatve

Director fo verily smoke barriers have bezn che
issues were epaired,

The QA commiuece will study the audits of the
and wilt mike recommendadons for further act
tesults,

K027

malatenance records malntained by the Plant Services

3/10/14
cked and any }

moke barters
o0 based on the
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K027 Continued From page 5 Kozy ‘
20-minute fire protection rating or are at feast K027 !
' 1%-inch thick solid bonded wood core. Non-rated NFPA 101 LIFE SAFETY CODE STANDARD :
protective plates that do not exceed 48 Inches i

from the bottom of the door are permitted,
Horizontal sliding doors comply with 7.2.1.14.
Swinging doors are arranged so that each door
swings in an opposite diraction. Doors are
self-closing and rabbets, bevels or astragals are
required at the meeting edges. Positive latching
is nol required. 18.3.7.5, 18.3.7.8, 18.3.7.8

This STANDARD Is not met as evidenced by:
Based on observation and interview, lhe facilily
failed to maintain smoke doors that would

! self-close and resist the passage of smoke In

had the potential to affect five (5) of five (5)
smoke compariments, all residents, staff and
visitors. The facility is certified for One-Hundred

on the day of the survey. The facility failed to
ensure the docrs located in the smoke barriers

" had a Fire Resistive rating of 20 minutes or were
solid wood doors,

The findings include:

accordance with NFPA standards, The deficiency

One {101) beds with a census of Ninety-Nine (99)

1t is the normsl pradtice 4F Creekwood Place Nuping and
Rehab Center to ensure the doors focated in the smoke hatriers
have a Fize Reslative rating of 20 minutes or are solld

woad dears.

Correctlve actfon accamplished for residents found
€0 have been affected by the deficlent practice,

There were na resideats affected by the deficlent
peaciice,

How ather residents having the potentdal o be affected
by the deflcient practice were identified:

Residents I five (5) of he five {5) smoke compartments
had the potentlal to be affectad by the deficient practice.

Measures or systemlc changes put Into place to
ensute the defldent practlce wikf not recur:

The glass in the dooes fa the smoke bartlers of each |
corrldor wece reptaced with glass kaving approprizte

fire rating. The plass was replaced 2/12/14 and 21314 by
geaeral contractors.

The Plant Services Directer and the Ausistaat Plant Services
Director wete re-cducated 244714 by the Adminlstrator on the
NFPA Life Safety Code Standard related te doors In smake
bartiers,

Haw the faclty plans to manltor ks performance Lo
¢naure thit salutlons are sustalned.

The Administator has entablished 2 preventative
malntraance schedule for the Plant Services
Derector to fnclude the monltoring of daors in the
smoke barrlers. Any noled alteration in the doors
that may affect thelt radng will be repoited
Immedlately for repait, The monitoring will be H
dazne mondhly for the next 6 mouths aod the rewlts |
wilt be reparted to the A commbtiee for review. :

272014
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K 027 | Continued From page 6

. Observation, on 01/30/14 at 12:30 PM with the
Regional Director of Plant Services, revealed all
doors in the smoke barriers across the cormridors
had glass installed In the doors without steel
wires. The doors were equipped with a rating tag
i of 20 minutes but locked as i the windows were
added after the door received its raling.

Intsrview, on 01/30/14 at 12:30 PM with the
Regional Direclor of Plant Services, revealed that
he was not aware the doors may nol have the
proper rating duse to the glass installed In the
door.

NFPA Standard; NFPA 101 (2000 edition),
18.3.7.5%.

Doors in smoke barriers shall be substantial
doors,

. such as 13/4-in. {4.4-cm)} thick, solid-bonded

1 wood core doors,

or shalt be of construction that resists fire for not
less than 20

minutes. Nosirated factory- or field-applied
protective plates

extending not more than 48 in. (122 cm) above
the bottom of

' the door shall be permitted. Cross-corsidor
openings In smoke

barriers shall be protected by a pair of swinging
doors or a horizontal

' sliding door complying with 7.2.1.14. Swinging
doors

shall be arranged so that sach door swings in a
diraction opposite

from the other.

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD

|

K027i
i

K052,

n
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8S=F

A fire alarm system required for life safety is
instatled, tested, and maintained in accordance
with NFPA 70 Natlonal Elacirical Code and NFPA,
72. The system has an approvad maintenance
and lesting program complying with applicable
requirements of NFPA70and 72. 9.6.1.4

K 852

NFPA 101 LIFE SAFETY CODE STANDARD

Atls the novmal practice of Czeekwood Place Nursing and
Rehab Center to ensure the fice alarm for the facllity Is tested
quanesly.

Corrective actian accormplished for residents tsund to
have been affected by the deflcient pracilee;

There were no resideats affected by the deficient
practice.

Hew ather resldents having the petentlal to be allfected

This STANDARD is not met as evidenced by: by the deficlent practice were Montified:

Based on interview and fire alarm inspection
review, the facility failed to test the fire alarm
system quarlerly per NFPA standards. The
! deficiency had the potential to affect five (5) of

The deficiency had the potential to affect 3t residents.

Measures of systemlc changes put Inta place to ensure
the deflcient practice wiil not recur:

A contrzct with & new menlterlng company was

. five {(5) smoke compariments, all residents, slaff . Izltated 12/13/13 by the Adalnlstrator. The moxitorlng
i and visitors. The facility is certified for e M mpect dud et he fie slam system
B quirsdy oo an ongoirg basls.
O_rle-Hun_dred One (101} beds with a census of The Plant Services Director was re-educated on 123114
Ninely-Nine (99} on the day of the survey. The | by the Adminismtor on the NEPA 70 requitccats for
facility failed to ensure the fire alarm for the : faspecting bre atam systems.
;a{ﬂl;ly had been tested quarterly for the year ' thom the {actlity plans to monttor {ts peclormence (o ensure
' The Plant Services Disecior will be retponsible for ensuring
ooty Tos At il verfy e iy ion 204
H . : t . 4 T wlii ye| e Inspec EY
The findings include: : Hame qu iy pe '

|
|
Fire alarm inspection review, on 01/30/14 at 2:24 ‘
PM with the Reglonal Director of Plant Services, E
revealed the facillly failed to provide
. documentation to show the fire alarm had been
: {ested for the 2nd and 3rd quarter of 2013,

interview, on 01/30/14 at 2:24 PM with the
Regional Director of Plant Services, revealed he
was aware the facilily missed two (2} quarters of
inspections and started a contract with a new
company in December to complele the 4th
quarter inspection. i

i
[
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Sprinkler inspectlion review, on 01/30/14 at 2:24
i PM with the Regional Director of Plant Services,

revealed the facility failed to provide

documentation to show the sprinkler system had

The Adminlstrator will verify the inspectons o< cur quarterly.
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K 052 ; Continued From page 8 K 052!
Reference: NFPA 101 (2000 ed.)
9.6.1.4. Afire alarm system required for life
safety shall be installed, tested, and maintained in
accordance with the applicable requirements of E
NFPA 70, National Electrical Code, and NFPA 72,
National Fire Alarm Code.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
88=F |
- Required automatic sprinkler systems are
! continuously maintained in reliable operating
" condition and are inspected and tested ; .
_periodically. 18.7.6, 4.6.12, NFPA 13, NFPA 25, i NEPA 101 LIFE SAFETY CODE STANDARD
. 9.7.5 ;
: It s the normal practice of Creekwood Place Nursing and
Rehab Center to have quarteily inspections performed of the fire
i sprinkler system In accordance with NFPA standands,
]
x } Correctlve actlon accomplished for residents alfected by
This STANDARD s not met as evidenced by: j  ecilestnenlin.
' Based on record review and Intarview, it was Thece wete o resideats affected by the defictent practice,
determined the facility failed to have quarterly ' li’tov:]mjur: rlu!denuﬂ};wlnglo patentlal to be affected
' 5 t d
Inspections performed of the fire sprinkler system | | B R BCE R
* in accordance with NFPA standards. The i The deficiency had the patential to affect all resldents.
; |
deficiancy had the potential to affect five (5) of ! mrz-urﬁw:wem‘lcc rha!nzu put Inta place to ensure
A e delicle { H
five (5) smoke compartments, all residents, staff r ne practicewiinetecu
i s i % N A contract with a rew menltordng ¢ inltiated
and visilors. The facility is certified for ‘ 121313 by the Admlalsaaior, The meabioing ;
One-Hundred One (101] beds with a census of company |5 contracled ta laspect aad test the fire |
Ninety-Nine (99) on the day of the survey. The sprinkler system quarterly in accordance with NFPA standacds, '
e " ; The PL i irec :
facility failed to ensure the sprinkler system for Ky e ‘.,f‘é,,s,,‘n'[:,‘,:f:," o Nt oo LA
the facility had been tested quarterly for the year Inspecdons on sprinkler systems.
2013. How the facility plans to monitor {ts performance to ensure
that solutions are sustalned:
. " s Thz Piant Services Director will be ible for easuring th
i The ﬁndmgs include: monitoring company i;,,,ﬁujm m’.ﬁﬁiﬂkfs;’;:’:” e
i quartedy In accordance with NFPA standards , 2/10/14
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. been tested for the 2nd and 3rd quarter of 2013.

Interview, on 01/30/14 at 2:24 PM with the
Regiongl Director of Plant Services, revealed he
was aware the facility missed two (2} quarters of
inspections and started a contract with a new
company in December to complete the 4th
quarter inspection.

Reference: NFPA 25 {1998 Editlon).

‘ 2-1 Ganeral. This chapter provides the minimum

requirements

for the routine Inspaction, testing, and
maintenance of

sprinkler systems. Table 2-1 shail be used to
determine the

minimum required frequencias for inspection,
testing, and

maintenance.

Exception: Valves and fire department
connections shali be inspected,

tested, and maintalned in accordance with
Chapter 9.

Tabie 2-1 Summary of Sprinkler System
Inspectlon, Testing, and Malntenance
item Aclivity Frequency Reference
Gauges (dry, preaction defuge systems)
inspection Weekly/monthly 2-2.4,2

' Contral valves Inspection Weekly/monthly Table

9-1

Alarm devices Inspaclion Quarterly 2-2.6
Gauges {wel plpe systems) inspection Monthly
2241

Hydraulic nameplale Inspection Quarerly 2-2.7
Bulldings Inspaction Annually {prior to freezing
wealher)

225
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" Hanger/selsmic bracing Inspection Annually 2-2.3
i Pipe and fitings Inspection Annually 2-2.2
Sprinklers tnspection Annually 2-2.1.1
Spare sprinklers Inspection Annually 2-2.1.3
Fire department connections Inspection Table 9-1
Valves (all types) Inspection Table -1
Alarm devices Test Quarterly 2-3.3
Main drain Test Annually Table 9-1
Antifreeze solution Test Annually 2-3.4
Gauges Tesl 5 years 2-3.2
Sprinkiers - extra-high tamp. Test 5 years 2-3.1.1
Exception No. 3
Sprinklers - fast response Test At 20 years and
every 10 years
i therezRer
. 2-3.1.1 Exception No. 2
" Sprinklers Test Al 50 years and every 10 years
thereafter
P 2-3.1.19
« Vaives {all types} Maintenance Annuafly or as
. needed Table 9-1
+ Obstruction investigation Maintenance 5 years or
© as ngeded Chapler 10
K 064 : NFPA 101 LIFE SAFETY CODE STANDARD
38=0
* Portable fire extinguishers are provided in afl
- health care occupancies in accordance with
-9.7.4.1, NFPA 10. 18.3.5.6

This STANDARD is not msl as evidenced by:
Based on observation and interview, it was
determined that the facility falled to maintain the
Installatlon of portable fire extinguishers per
NFPA standards. The deficiency had the

K082

K 064

|

i
i
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- potential to affect one (1) of five (5} smoke ; |
- compartments, twenty-nine (29) residents, staff | NEPA 101 LIFE SAFETY CODE STANDARD
. W . X
- and visitors. The facility is certified for ! 113 the normal gractice of Creekwood Place Nursing and
One-Hundred One (101) beds with a census of i Rehab Center to malntaly the instalfation of portable fite
Ninety-Nine {99) on the day of the survey. The | extiguishers per NEPA standards.
facility failed to ensure the extra fire extingulshers L e e cromplished for retkienis 3ffectd by the
" located in the mainienance shop where properly
: mounted : There were no residents effected by the deficient practice. !
. : How other resldents baving the potential to be affecied
by the defictent practice were identlfied. !
* The findings Include: l hedett e el ettt i
iclen! practice potendal to affect residents
i l fnane (L} of l'll:ve {51 smoke companzents.
Obslervatiorfs, on 01/30/14 al 10:00 AM with the ! Measure or sysemle changes putinto place to ensare the
Regional Direclor of Plant Services, revealed the ! deficlent practice wilk nat recor: :
extra portable fire extinguishers located In the | The extra postable e exciegolshers located ia the !
i H L hap w o § da
mac;ntenance shop were not mounted to the wall ; wih NEEA stancards oo 1730714 by the Sleos Services
and were placed on the floor. ‘ Bicector.
‘ All remaining fire exgingulshecs In the facility vl.:re checked by
N . V! Di
Interview, on 01/30/14 at 10:00 AM with the ot o secored I cccedonce o NEPA
Reglonal Director of Plant Services, revealed he andsres, There vere 1o furdher syves Identified:
was unaware the extra fire extinguishers were gh':h Pi:‘m ;«vlf; Dimw;;asr;f;mmdog lgl;g:
€ Heglona) reclor ol Jant Services oa the
required to be propery mounted. ‘ 5:)'lndgrd1 for fire evingulshers.
j Haow the lacilty plans 1o menlior ks performance 1o ensure
i ! ] that soluticas are sustalned:
- 1
Reference NFPA 10 (1 988 Edition), : : 'the Administrator has establisked a preveatative
1-8.10 Fire exlinguishers having a gross walght ' I B e gl
not exceeding 40 [b {18.14 kg) shall be [ | flacoment ' e facllity. Asy bre entogisher neced
o be {ns mproperty wi mmed ately cepalved. The
installed so that the tOp of the fire i ] moaitering will be dons tmoathly for the nex!’;ixl&} mc_ndu and
extinguisher Is not more than 5 ft (1 53 m) J the results witl be reported 1o the QA commitiee for ceview.
above the floor. Fire extinguishers having a ’ The QA cammltiee will study Recings and mike
N * d ving i recemunendadans for further action based on the resulis. 2/10114
gross weight greater than 40 1b (18.14 kg) ,
{axcept wheeled types) shall be so Installed !
that the 1op of the fire extinguisher is not ,
more than 3 1/2 ft (1.07 m) above tha floor. é
! In no case shall the clearance between the ! 5
: bottom of the fire exlinguisher and the fleor i |
be less than 4 in. {10.2 cm). f ]
K089 : NFPA 101 LIFE SAFETY CODE STANDARD i K 069! i
1
I
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« Cooking facllities are protacted In accordance : Koo
18.3.2.6, NFPA 98

 with 9.2.3.
i

This STANDARD is not met as evidenced hy:
Based on observation and Inlerview, it was
determined the facility failed to maintain the
cooking appilances in accordance with NFPA
standards. The deficiency had the potentiai to
affect one (1) of five {5} smoke comparmeants,
twenty-nine (28) residents, staif and visitors, The
facilily is certified for One-Hundred One {101)
beds with a census of Ninety-Nine (99} on the day
of the survey. The facility falled to ensure the
grease fryer was properly separated from the
stove fop.

The findings include;

Observation, on 01/30/14 at 10:09 AM with the
Regional Director of Piant Services, revealed the
grease fryer was located seven (7) inches from
tha cooking surface.,

Interview, on 01/30/14 at 10:09 AM with the
Regional Dirsctor of Plant Services, revealed he
was unaware the grease fryer did not have proper
separation from the cook lop.

Referance: NFPA 96 {1998 Edition)

8-1.2,3 All deep fat fryers shall be instalied with at

: least

" 16-if1. (406.4-mm) space between the fryer and

surface flames i
from adjacent cooking equipment. E
Exceplion: Where a steel or tempered glass t
baffle plate is instalied t

i
|

|
|
!

NFPA 101 LIFE SAFETY CODE STANDARD

Itis the normal practice of Creekwood Piace Nursing and
Rehab Ceater to maintaln coaklng 2ppHatces in aceordance
with NFPA standards.

Correcthve actlon accorrpllihed for thase resld
deniifled to have been affected by the defldfent practlees

There were no residests sffected by the Ceficient pactice.

How ether vetldents having the potenilal to be alfected
were Identified:

The deficlency had the potectial to affect resldents In cae (1) of
five (5} smoke compartments.

Measures or systembe changes put lote place to enrure the
deficient practice will ot recur:

A steel plite was Instalted by the Plant Services Director

on Y1014 1 hetween the fryer and the suclace of the stove fop.
The steel plate s at lezst 8 In In hefght batweea the fryer aad
surface fiames of the stove top.

The Dietary Manager was educated on 1731414 by the
Plant Services Pisector on the REPA tequirements for properly
separating the grease fryer from the stove (op

Flow the facility plans to manltor lts performance to ensuze
that solutlons are sustabned,

The Bistary Manger will observe the steel plate
#tleastmonthly for the pext six months during her kitcken
chyervatoas 1o ensare lts placement [s still appropiiate. The
Dietery Manzgec wil report aay 1ssues (o the Plans Services
Director for immedinie repait.

The Dictary Manager will report her findings to the QA
cammittee wha will make recommendutions for futher 2ctien
based om the findings.

2/15/14
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| at & minimum 8 in, {203 mm) in height betwean
the fryer and surface
flames of the adjacent appliance. K143
K 143 | NFPA 101 LIFE SAFETY CODE STANDARD K 143 NFPA 101 LIFE SAFETY COUE STANDARD
S§=D '
Transferring of oxygen is: Rebl o e v e
oxygen are rated per NFPA requlrements,
{a) separated from any portion of a facility : Corrective actbon zccornpllshed for reaidents found (o have
wherain patlents are housed, examined, or { o Beensflected by the duficknt practice

, treated by a separation of a fire barrier of 1-hour
fire-resistive construction;

{b) in an area that is mechanically ventilated,
sprinklered, and has ceramic or concrels floering;
and

(c) In an area posted with signs Indicating that
“fransferring Is occurring, and that smoking in the
immediate area is not permitted In accardance
with NFPA 99 and the Compressed Gas
Association.  8.6.2.5.2

This STANDARD is not met as evidenced by:
Based on observation, Interview and plan of
correclion review, it was determined the facliity
failed to assure the room being used to transfer
liquid oxygen was raled per NFPA requirements.
The deficiency had the polential to affect ona (1)
of five (5) smoke compartments, twenty-nine (29)
; residents, staff and visitors. The facility is
certified for One-Hundred One {101) beds with a
cansus of Ninely-Nine (99) on the day of the
survey. The faclllty falled to ensure the oxygen
transferring room had a fire rated door and frame
- thai had a one (1) hour fire resistive rating, proper
floor, and proper ventlilation,

| There were no residents [dentfied 4 affected by the
' deficlent practice.

{ Haw sther restdents having the patentie] ta be affected
| by the delicient pracilce were Identifled: .

E The deflcient practice had the potential to affect residents in
cae {1} of five {S} smoks compariments.

Measutey oF sy3lemic changes put nto place to ensure the
deficdent praciice will not recur,

The linaleum footivg was remaoved from the flaot by the
Plant Services Directer and the Assistant Flant Services
EXrector on 214714 [eaving just ¢ concrete floor,

On 2/14/14, the Administrator teplaced signage on

the door witk signige indicausg that trans feering is occurming,
and that smokizg in the immediate area |5 nof permltted in i
accordince with NFPA 99 aad the Compressed Gas
Association,

The Plant Services Director has spoken with the contrzctars in
eedatlon to the door trg. The cooleastons will verify and g the
door and fram appropriately or will replace the doar frame to
meet the required fire ridng 10 needed by V§5/14.

The Adminisuater aad Flant Services Ditector have
contraclied with Knights £lectric 1o install mechanical
ventilation to the outside. The andcipated date of completion
is 15/14,

Fow the factlity plans to manltor Ha performance 1o ensure
that satutions are suslained.

The Adminlsirater has established a prevertadve

maintenance schedule to lnclude observaticn of

the oxygen room weekly X six () weeks, then menthly X six

(6} months, The odservitions will be the responsibility

of the Flant Services Director oc the Plaat Services

Autlstant to verify approptiate signage is preseat aand the .
veattfatien system |$ oportdng +ppooprizisly, IF any bssuces aze 1
noted duting observatlons they will be reported Immediately :
for repair. !

The Plant Secvices Ditectar will repart the fladings
af the cbservetons o the €A committee for review,
The QA commitee Wil review and will make addidanal 3/15/14
recommedidoas if necessary.
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K 143 | Continued From page 14 K143
|

The findings Include: | !

Observation, on 01/30/14 at 10:42 AM with the
Regional Director of Plant Services, revealed the
oxygen trans-filling room had a fire rated door
instafled but it was unclear what the door was
rated for. The door frame (s stael but there is no
fire raling tag installed on the doer frame. Further
| observation revealed the room was not
mechanically vented to the oulside, there was
linoleum flooring instalted, and the door did not
have the praper signage for the room.

Interview, on 01/30/14 at 10:42 AM with the |
Reglonal Director of Plant Services, revealed the |
facility had recently switched to trans-filling )
. oxygen and he was unaware of all steps to : ‘
properly make the room a trans-filling room. ! 1

Reference: NFPA 99 (1899 Edition). !

' 8-6.2.5.2 Transferring Liquid Oxygen. i
Transferring of liquid oxygen from one conlalner |
to anolher shall be accomplished at a location _
specifically designated for the transferring that is . i
as follows: l i
a. Separated from any portion of a facility wheraein ‘
patients are housed, examined, or trealed by a
saparation of a fire barrder of 1-hour fire-resistive
construction; and
! b. The area Is machanically ventilated, is |

sprinklered, and has ceramic or concrete flcoring: ]
and :
¢. The area is posted with signs indicating that .
i transferring is cccurring, and that smaking In the } i

immediate area is not permitied. : ' |
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Generators are inspected weekly and exarcised
under toad for 30 minutes per month in
accordance with NFPA 9. 3441,

i This STANDARD is not met as evidenced by:
* Based on observation and interview, it was
. determined the facility failed to maintain the

emergancy generator according fo NFPA
standards. The deficfency had the potential to
affect five (5) of five {5) smoke compartments,
twenty-ning {29) residents, staff and visilors. The
facllity Is certified for One-Hundred One {101}
beds with a census of Ninely-Nine (99)cn the day
of the survey. The facility failed {o ensure there
was battery backup fighting at the generator
transfer switch,

The findings include:
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K 143 | Continued From page 15 K 143
Transferring shall be accomplished utilizing :
equipment deslgned to comply with the
performance requirements and producers of CGA |
Pamphlet P-2.6, Transfilling of Low-Pressure ; 1
Liguid Oxygen to be Used for Respiration, and J
! adhering to those procedures. ! i
; The use and operation of small portable liquid ;
oxygen systems shall comply with the 1
requirements of CGA Pamphlat P-2.7, Guide for } :
the Safe Storage, Handling and Use of Porlable i ‘
Liguid Oxygen Systems in Health Care Facilitios, | o
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD i K 144
S8=F : NFPA 101 LIFE SAFETY CODE STANDARD

B is the nosmal praciice of Creekwood Place Nurstag and
Rehab Center 10 malateln the emergency gensrater In
acsordance with NFPA rtandards,

Correctlve actlan accomoplished for those residents found
10 have beea aftecied by the deflcient practice.

‘Thete were ta sesidents Identifted 28 affected by the deficient
practize,

How other resldents with the patential (o be affected by the
deflctent practice were Identified:

The defictent practice had the porential to affect resldents
In five () of five {5) smoke compastments,

Correctlve measures or systemic changes made 18 snsure
the deflctent practice will neg recur:

The Administrater aad the Plant Services Dizector have
coatracted Kalghts Electric to instail battery
backup lighting at the generator ransfes wwitch.

The 2atcipated dite of compledon Is 3415044,

How the facllty plans to manltoe 1ts perlormance to
ensure that sofullons are yustatned:

The Adminlstrator has establfshed & preveatative

malatenance schedule to include chservation of

he generalor baasfer swiich room weekly X <lx (6} weeks theg
wonthly X thire (3} months. The observadons witl be the
tesponsibiiity of the Plent Services Ditector or che Plant
Setvices Assistaat 1o verily the battery beckup lighng

In the traasfer room ls wocking appropriately,

1€ any lssues are noted during observatlens they will be reportad
immediately for yepalr,

The Plant Services Ditector will report the findings
of the chsecvatlons @ the QA committee for revisw.
the QA commisiee will review the findings and will
meke additionad recommedations if aecessary.

31514
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K 144 | Continued From page 16 K144’
Observation, on 01/30/14 at 10:22 AM with the !
Regional Director of Plant Services, revealed the I

* facility did not have any battery-powered lighting
instalied In the room where the transfer switch for
ihe emergency generator was located.

Interview, on 01/30/14 at 10:22 AM with the

* Regional Diractor of Plant Services, revealed he
, was not aware of the requirement for the battery f
backup fighting In the transfer switch room.

. Reference: NFPA 110 (1999 Edition). E

5-3.1 The Levet 1 or Level 2 EPS equipment
iocation shall be

provided with batlery-powered emergency
lighting. The emergency

* lighting charging system and the normal service

" room

lighting shall be supplled from the load slde of the
ransfer

switch,

FORM CMS-2562(02-98) Pravious Versions Cbsosels Evanl iD:QGYL21 Faciiity ID: 100298 It contingallon sheet Page 17 of 17




