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r Hermitage Care and Rehab Center does not b:lliet:r:fand
does not admit that any deficiencies existed, before,
P INTIAL QOMMENTS Fooo during or after the survey. The Facility reserves the
right to contest the survey findings lhrou_gh informal
A recertification survey was conducted 04/16/13 d;spute resolution, !forr:ml apg:g! pmcee_lq}:?gs tlnr an);‘
il administrative or legal proceedings. s plan o
lhrouqh 04/19/13 to determine the facility's correction is not meant to establish any standard of
cor_n_phance with Federal re.qyirements. The care, contract obligation or position and the Facility
facility failed to meet the minimum requirements reserves all rights to raise all possible contentions and
for recertification with the highest scope and defenses in any type of civil or eriminal claim, action
severity of an "E", or proceeding. Nothing contained in this plan of
in-(iii < correction should be considered as a waiver of any| -
F 225 fggég%ﬁ)é?_?gfg‘g;:gg? (4) F226 potentially applicable Peer Review, Quality Assurance
S8=D or self critical examination privilege which the Facility
ALLEGATIONS/INDIVIDUALS

The facllity must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge It has of actions by a
court of law against an employse, which would
indicate unfitness for service as a nurse aide or
other facillty staff to the State nurse alde registry
or licensing authorities,

The facllity must ensure that all alleged violations
involving mistreatmant, neglect, or abuse,
including Injurles of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facllity and
to other officlals in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidenca that all alleged
violations are thoroughly Investigated, and must
prevent further potential abuse while the
Investigation is In progress,

The results of all investigations must be reported

does not waive and reserves the right to assert in any
administrative, civil or criminal claim, action or
proceeding. The Facility offers it response, credible
allegations or compliance and plan of correction as part
of its ongoing efforts to provide quality of care to
residents.

1. Resident #2 was assessed by
the Assistant Directors of Nursing on
5772013 to ensure no negative outcome
was caused by the alleged deficient
practice.

2, Nursing Administration (A/B ADON,
C/D/E ADON, Staff Development
Coordinator, Medical Records Assistant
LPN, Admissions Nurse, Central
Supply Nurse, and Medical
Records/Scheduler LPN) team
completed skin assessments on all other
residents in facility by 5/15/2013 to
ensure no new areas were identified,
All new areas identified were placed on
incident/accident investigation,
investigation completed on how area(s)
occurred, new orders implemented as
prescribed by physician, with family
notification, and treatment and care

LABORATORY DIRECTOR'S OR PROVIDER/SHPPLIER REPRESENTATIVES SIGNATURE

TITLE

_P\Am'mics*m Yor S'I')-Q

{X6) DATE

Any deficlency slalement ending ‘-w!‘;& an 4sler|
other safeguards provide sufficlent protect

(*) denotes a doficlency which the Institution may be excusoed from correcting providing it Is datermined m;t
the pationts. (See Inatructions.) Except for nursing homes, the findings slated above are disclosable 80 days

following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days following the date these documents are mada avallable {0 the facility. If deficencles are cited, an approved plan of correction Is requisite to continued
program participation,
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plans updated as appropriate by
F 225 | Continued From page 1 F 225 licensed nursing staff.
to the administrator or his designated
representative and to other officials in accordance Licensed nursing staff, Certified
with State law (including to the State survey and Medication aides and Certified Nursing
certification agency} within 5 working days of the Assistants were in-serviced on
incident, and If the alleged violation s verifiad 5/17/2013 by Staff Development
appropriate corrective action must be taken, Coordinator and Nursing
Administration team, The in-service
included the following, the importance
of completing incident/accident
investigations and notifying Physician
';“:us REQUIREMENT is not met as evidencaed :F:a:%sgt?fﬁlg:ilehgm;ifo‘;e;;::;nd
Based on observation, staff interview, record Cen.' fied Nurstqg Assistants Were‘ m'-
review, and facllity policy review It was serviced on the importance of notifying
determined the facllity falled to report and Charge Nurse immediately on any new
Invastigate the Injuries of unknown origin (three skin area identified.
bruises) on one (1) residant (#2), in the selacted
sample of sightean (18) residents. Nursing Administration (A/B ADON,
C/D/E ADON, Staff Development
Findings include: Coordinator, Medical Records Assistant
LPN, Admissions Nurse, Central
A review of the facility policy, litied Incident Supply Nurse, and Medical
Reporting, dated 12/2012 revealed an incident Records/Scheduler LPN) team will be
report shoutd be completed for all falls, brulses assigned a specific resident hall to
and skin tears of known or unknown orlgin. The review weekly skin assessments for
incident should be reporied to the Department three months to ensure all areas noted
aipg;‘v;s;;;. ;:?s:gg?hzh:#:: t?;f:]";p letad by have incidentla;cideqt inves_tigati_on
Incldent/occurrence occurred, The completed ‘and mvestlgattfd ina tnmely
Incldent/Oceurrence Investigation Form should manner. Director of:Nurs’mg will aud!£
be Initiated by the Charge Nurse and completed monthly 10% of resident’s weekly skin
by the DON/designee. The Charge ?SSCSSfTICI!tS ff)l‘ three months to ensure
Nurse/designee will add interventions to the care investigation is completed on all areas
plan as needed, documented, Nlil'Sng Administration
team will report findings to Director of
A record review revealad Resldent # 2 was Nursing weekly in the Clinical
admitted to the facliity on 05/13/13 with diagnoses Whiteboard Meeting to ensure proper
follow up,
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The Director of Nursing will report any
F 225 Continued From page 2 F225|  discrepancies weekly, biweekly, and
to include Fracture Right Hip, Dementia, monthly to the Administrator. The i
Alzheimer's Disease, History of fractured right Director of Nursing will report findings
thumb, and tib/fib fracture monthly to Quality Assurance team for
three (3) months for monitoring
Observation during Resident #2's skin and follow up.
assessment and wound care, on 04/18/13 at
10:30 AM, revealed Registered Nurse (RN} #1 5. Corrective Action Date: 5/20/2013 s /'zo 'f’.’>

identifiad thres areas of brulsing on the resident's
bilateral lower legs.

A review of the weekly skin round report, dated
04/19/13, revealed the left lower leg areas of
bruising were not documented. A review of the
nurse’s note written by RN #1, on 04/18/13 at
6:00 PM, revealed there was no evidence of the
identification of the three areas of unidentified
bruising on Resident #2's lower legs. [n addition,
there was no svidence she reported the areas to
the charge nurse, and no evidence she made
Resident #2's family and physician aware. A
review of the 24 hour shift reports, dated 04/18/13
and 04/19/13 revealed there was no evidence lhe
injurles of unknown origin were identified.

An Interview was attempted with RN #1, but she
was not working at the facillty on 04/19/13, and
was unable to be reached by telephone.

An interview with the Assistant Director of Nursing
(ADON3}, on 04/19/10 at 9:30 AM, revealed she
did not know why RN #1 did not report or iniliate
the Investigation of the injuries of unknown origin,
but it was her expectation that all nursing staff
report and begin the Investigation of any identifled
areas of Injuries of unknown origin.

F 241 | 483.15(a) DIGNITY AND RESPECT OF F241|l. Resident #19 that was affected by
SS=0 | INDIVIDUALITY alleged deficient practice was assessed
by the Assistant Director of Nursing on
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The facility must promote care for restdents in a
manner and in an environment that maintains or
enhances each resident's dignity and respectin
full recegnition of his or her individuality,

:

This REQUIREMENT Is not met as evidenced
by:

Basad on observalion, staff interview, record
review and facility policy reviaw, it was
determined the facility failed to provide dignity for
one resident (#19), not in the selected sample,
during toileting.

Findings include:

A review of facility's policy fitled; "Federal
Resident /Patient Rights", Quality of Life, (a)
Dignity, last revised 08/2008, revealed the facility
must promote care for residents in a manner and
in an environment that malntains ar enhances
each resident’s dignity and respect in full
recognition of his or her Individuality.

A record review revealed Resident #19 was
admitted to the facility on 06/29/10 with diagnoses
to include Depressive Disorder, Dementia, and
Anxiety State. A review of the annual Minimum
Data Set (MDS) assessment, dated 03/30M13,
revealed the facllity assessed Resident #19's
cognition as severely impalred.

Observation on 04/17/13 at 11:08 AM revealed
Resident #19 was tolleted by Licensed Practical
Nurse (LPN) #2 and State Registered Nurse Aide
{SRNA) #1. LPN #2 and SRNA #1 failed to close
the privacy curlain in the common shower room

X410 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION o5
FREFIX {EACH DEFICIENGY MUST SE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OaTE
DEFICIENCY)
5/7/2013 to ensure no negative outcome
F 241 Continued From page 3 F 241 was caused by the alleged deficient

practice.

Through weekly Team Tackling and
management (A/B ADON, C/D/E
ADON, Staff Development
Coordinator, Medical Records Assistant
LPN, Admissions Nurse, Central
Supply Nurse, Medical
Records/Scheduler LPN, Social
Services Director, Environmental
Director and Maintenance Director)
observations found no “interviewable”
or “non-interviewable” residents were
affected by the alleged deficient
practice. Social Services Director
completed 10% resident interviews for
each resident hall to ensure that
“interviewable” resident’s feel that staff
provide privacy and dignity when
providing care. These interviews will
be completed by 5/15/2013 with all
new concerns identified placed on
facility grievance form, investigations
completed with final findings and
resolutions added to grievance form.

Facitity staff was in-serviced on
5/17/2013 by Staff Development
Coordinator and Social Services
Director regarding Resident Rights,
Quality of Life, Resident Dignity
{knocking before entering, closing door
for privacy, closing privacy curtains for
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. privacy, ¢losing window blinds/curtains
F 241 | Continued From page 4 Fa41 for privacy) and how to report such
surrounding the area where Resldent #18 was grievances to Charge Nurse, Social
toileted. LPN #2 opened the door to the hallway Services Director and Facility
when leaving and opened the door again upon Administration.
re-entering the shower room while SRNA #1 was
providing toleting care to the residant, This 4, Nursing Administration (A/B ADON,
exposed the resident to anyone on the haliway C/D/E ADON, Staff Development
when the SRNA opened the door. In addition, Coordinator l\,de dical Records Assistant
SRNA #2 failed to knock on the door and wait for LPN. A dmis:sio ns Nurse, Central
a response when sha re-entered the shower ! .
room, Supply Nurse, and Medical
Records/Scheduler LPN) team will
Interview on 04/17/13 at 11:12 AM and 11:38 AM complete 2 audits per week for three
with SRNA #1 revealed the privacy curlaln should months on staff providing careto
have been pulled to provide privacy when the ensure resident privacy and dignity is
resident was in the common shower room on the being met, Nursing Administration
toflet in case someone opened the door to the team will report findings weekly to
hallway. Director of Nursing to ensure proper
follow up. Director of Nursing will
Interview on 04/17/13 at 11:30 AM with LPN #2 report findings monthly to Quality
revealed staff should pult the privacy curtain in Assurance team for three (3) months for
the common shower room when providing care in monitoring and follow up.
case somaone opens the door to the hallway.
Interview on 04/17/13 at 11:36 AM wilh 3. Comective Action Date: 5/20/2013 SI bl 1%
Registered Nurse (RN) #1 revealed staff should
provida privacy by puliing the privacy curtain
when providing care. RN #1 stated the SRNA
should have knocked on the door and walited for
a response before re-entering the shower room.
Interview with the Diractor of Nursing (DON), on
04/19/13 at 11:39 AM, revealed she expected
staff to provide privacy by pulling the curtain, and
closing the blinds and door, She stated she also
expected staff to knock on the door and wait for a
response prior to enlering the room.
F 283 ; 483.15(h){2) HOUSEKEEPING & F 253
88=E | MAINTENANCE SERVICES
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The facllity must provide housekeaping and
maintenance services necessary {o maintain a
sanitary, orderly, and comforiable interlor,

This REQUIREMENT is not met as evidenced
by:

Based on observalion and interview, it was
determined the facllity failed to ensure effective
housekeeping and maintenance services
necassary to maintain a sanitary and orderly
environment related to four sforage areas with
ltems stored diractly on the floors and clean items
stored near the dirty mop sink.

Findings include:

An interview with the Housekesaping Supsrvisor,
on 04/19/13 at 10:30 AM, revealed there was no
specific policy for housekeeping storage rooms

An observation with tha Maintenance Supervisor
and the Housekeeping Supenvisor of four storage
areas, on 04/19/13, from 9:45 AM untll 10:30 AM,
revealed:

A. the D-Hall Housekesaping Closel with
several boxes of cleaning supplles stored on the
floor;

8. the C-Hall Biohazard Cioset with Isolation
door hangers stored on the floor;

C. the B-Halt Storage Area with clean mop
heads stored above the sink used to empty dirty
mop water, in‘addition, vent dusters and brooms
were stored near this area;

Environmental Director removed the
cleaning supplies off floor of D-hall
Housekeeping closet, removed the
isolation door hangers stored an floor in
C-hall Biohazard closet, removed the
clean mop heads, vent dusters and
brooms stored above sink in B-hall
storage area and removed the wet floor
signs located on floor of A-hall shower
room. Al items mentioned above were
cleaned/disinfected and located to new
locations in order to avoid cross
contamination, This was completed on
5/6/2013.

2. Through weekly Team Tackling and
Management (Maintenance Director,
Environmental Director, A/B ADON,
C/D/E ADON) observations found ne
resident was affected by the alleged
deficient practice.

3., An in-service was conducted with the
housekeeping/maintenance staff and
facility staff by the Maintenance and
Environmental Director on 5/17/2013.
The in-service included properly
storing of chemicals/cleaning supplies
safely, items should not be stored on
floor for any reason, proper storage of
mop heads/vent cleaners/brooms to
reduce cross contamination, proper
storage of wet floor signs and isolation
door hangers to reduce cross
contamination and general floor safety,
4, The Maintenance Director and

Environmental Director will each audi_tll

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION o8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
il.  Upon reviewing the four storage areas
F 253 | Continued From page 5 F 263 the Maintenance  Director and
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F 253

F 282
§8=D

Continued From page 6

D. the A-Hall Shower Room was noted to
have five wet floor signs lylng folded on the floor.

An interview with the Housekeeping Suparvisor,
on 04/19/13 at 10:30 AM, revealed she was
unaware of the possibility of cross contamination
of the dirty mop water that would be spread to
other objecls hanging near-by and items stored
on the floor, where germs would be spread
throughout the facllity.

483.20(K)(3)(i)) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified parsons In
accordance with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interview and record
review it was determined the facility failed to
implement the care plan for ona {1) resident (#1),
in the selected sample of eighteen (18)residents,
refated to tha bed being In the lowest position to
prevent falis.

A record review revealed Resident #1 was
re-admitted to the facility on 03/06/13 with
diagneses to include Fraclure Dislocation (right
anklie) and Dementia. A review of a significant
change Minimum Data Set (MDS) assessment,
dated 04/10/13, revealed the facility assess
Resident #1's cognition as modarately impalired.

F 253

F 282 1“

weekly for three months to ensure

chemicals/supplies and maintaining an
orderly sanitary environment. Findings
will be reported to the Administrator
weekly. Maintenance Director and
Environmental Director will report
findings monthly to Quality Assurance
team for 3 months for monitoring and
follow up.

5. Corrective Action Date: 5/20/2013

Resident #1 that was affected by
atleged deficient practice was assessed
by Medical Records Assistant, LPN
4/17/2013 to ensure no negative
outcome was caused by the

alleged deficient practice,

2. Through weekly Nursing
Administration Team Tackling and
management (A/B ADON, C/D/E
ADOCN, Staff Development

LPN, Admissions Nurse, Central
Supply Nurse, and Medical
Records/Scheduler LPN) observations
found no other residents were affected
by the alleged deficient practice.

3. Nursing staff were in-serviced on
5/17/2013 by Staff Development
Coordinator and Nursing
Administration team regarding quality
of care, accident/incident prevention
and resident beds placed in lowest
position.

X3}
COMPLETION
DATE

compliance with proper storage of

Coordinator, Medical Reeords Assistant

51201"5
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' 4. Nursing Administration team (A/B
F 282} Continued From page 7 F 282 ADON, C/D/E ADON, Staff i
Development Coordinator, Medical
Areview of the Comprehensive Care Plan for "at Records Assistant LPN, Admissions
risk for falls related to weakness, Dementia, Nurse, Central Supply Nurse, and

Cardlac Digease, Diabetes, Degeanerative Joint

Diseass, [ncontinent Episcdes, and medications®
daled 04/16/13, ravealed an intervention for staff
to provide a low/plaiform bed and have the bad In
lowegst position when tha resident was in the bed.

Medical Records/Scheduler LPN) will
audit weekly 10% of residents on
assigned hall for three montb.s‘to
ensure beds are in lowest position and
accident prevention is being observed.

Observation on 04/16/13 at 6:20 AM and 8:51 AM Nursing A‘.!“““‘St'aﬁ"“t;eg?:e‘:tlélr of

and on 04/17/13 at 11:26 AM, revealed Resident report findings weekly follow U

#1's bed was approximately two (2) feet off the Nursing to ensure proper 1070w p

flocr and was not In the lowest position. Director of Nursing will report findings
monthly to Quality Assurance team for

Interview with State Registered Nurse Aide three (3) months for monitoring

(SRNA) #2, on 04/17/13 at 11:26 AM, revealed and follow up.

't she should have the bed In the lowest position
according to the care plan The SRNA checked 5. Corrective Action Date: 5/20/2013 AY I?ao‘la

the bed to see if it would go lower by pushing the
bed remote and the bed went down into the
lowest position. SRNA #2 further stated the bad
had not been in lowes! position since being ralsed
for breakfast around 8:15 AM to 8:20 AM,

Interview with the Director of Nursing {DON), on
04/19/13 at 11:39 AM, revealed she expecls the
staff to follow the care pians,

F 323} 483.25(h) FREE OF ACCIDENT F3231. Resident#1 that was affected by
88=D | HAZARDS/SUPERVISION/DEVICES alleged deficient practice was assessed

by Medical Records Assistant, LPN
The facility must ensure that the resident

] | 4/17/2013 to ensure no negative
environment remains as free of accldent hazards . outcome was caused by the
as is possible; and each resident receives alleged deficient practice.
adequate supervision and assistance devices to
prevent accldents,

FORM CMS-2507(02-99) Provious Varsions Obsolete Event ID:2WBEY Facfily iD: 100088 If continuation sheet Page 8 of 10
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2. Through weekly Nursing
F 323 | Continued From page 8 Faz3 Administration Team Tackling and
management (A/B ADON, C/D/E
ADON, Staff Development
This REQUIREMENT is not mat as evidenced Coordinator, Medical Records Assistant
by: LPN, Admission Nurse, Central Supply
Based on observation, staff intarview and record Nurse, and Medical Records/Scheduler
review, it was determined the facility failed to LPN) observations found no other
ensure one resident (#1), in the selecled sample residents were affected by the alleged
of elghteen (18) residents, environment deficient practice.
remained fres of hazards, The facility faiied to
e::;:;:::gsl?:y;;i:ﬂbed was in the lowest 3. Nursing staff were in-serviced on
P P s 5/17f2013 by Staff Development
Findings include: Coor.di.nator. and Nursing \ \
Administration team regarding quality
Atecord review revealed Resident #1 was ofcare,. accident/incident prevention
re-admitted to the facility on 03/06/13 with and resident beds placed in lowest
dlagnoses to include Fracture Dislocation (right position.
ankle) and Dementia. A review of a significant
change Minimum Data Set (MDS) assessment, 4. Nursing Administration team (A/B
dated 04/10/13, revealed the facility assess ADON, C/D/E ADON, Staff
Resident #1's cognition as moderately impaired. Development Coordinator, Medical
Records Assistant LPN, Admission
A review of the Comprahensive Care Plan for "at Nurse, Central Supply Nurse, and
risk for falls related to weakness, Dementla, Medical Records/Scheduler LPN) will
Disoase, ncaninnl Eplados ant marerons audit weekly 10% of residents on
dated 04/16/13, revealed an intervention for stalf assugned.hall for three. l.nonths 10 ensure
to provide a low/platform bed and have the bed In beds are in lowest position and accident
lowest position when the resident was in the bed. prevention is being observed, Nursing
' Administration team will report
Observation on 04/16/13 at 6:20 AM and 9:51 AM findings weekly to Director of Nursing
and on 04/17/13 at 11:26 AM, revealed Resident to ensure proper foilow up. Director of
#1's bed was approximalely two (2) fest off the Nursing will report findings monthly to
floor and was not in the lowest position, Quality Assurance team for three )
months for monitoring and follow up.
Interview with State Reglstered Nurse Aide
{SRNA) #2, on 04/17/13 at 11:26 AM, revealed 5. Corrective Action Date: 5/20/2013 S’,"Ol 13
she chacked the bed to ses If it would go lower by
FORM CMS-2587(02-69) Pravious Varsions Obaolate Evenl 1D: 2WBEH Fadiiity iD: 100088 if continuation sheet Page 9 of 10
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F 323 { Continved From page 9 F 323

pushing the bed remete and the bed went down
into the lowest position. SRNA #2 further stated
the bed had not been in lowes! position since
being raised for breakfast around 8:15 AM to 8:20
AM. :

Interview with the Diractor of Nursing (DON), on
04/19/13 at 11:39 AM, revealed she expected the
staff o ensure the resident’s bed was in the
lowest position lo prevent a possible fall with
injury. '
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1D
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TAG

PROVIDER'S PLAN OF CORRECTION [50)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)

K 000 | INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

BUILDING: 01.

PLAN APPROVAL: 1964, 1973 & 1979.
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type Ill
(200).

SMOKE COMPARTMENTS: Seven (7) smoke
compariments,

FIRE ALARM: Complete fire alarm system
Installed in 1967, with 63 smoke detectors and 42
heat detectors.

SPRINKLER SYSTEM: Complete automatlc dry
sprinkler system installed in 1979.

GENERATOR: Type Il generator installed In
2005. Fuel source is Natural Gas.

A standard Life Safety Code survey was
conducted on 04/17/2013. Hermitage Care &
Rehab was found in non-compliance with the
requirements for participation in Medicare and
Medicald. The facllity is certified for Ninety-Two
(92) beds with a census of Eighty-Eight (88) on
the day of the survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from

K 000

LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

4

TITLE

-A() W\‘\n.\'.s ’\"‘oa‘o‘"’

(X6) DATE

8,'1@1|L3__

T
Any deficlency stalement ending with an asle:iskk‘) d}netes a deficiency which the Instituion may be excused from correcting providing it Is determined that

other safeguards provide sufficient protection to th

Uants . {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days

following the dale of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available {o tho facility. If deficiencles are clied, an approved ptan of corraction Is requlsite to continued

program paricipation.
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K000 | Continued From page 1
Fire).

Deficiencies were cited with the highest
deficiency identifled at "F" level.

K012 | NFPA 101 LIFE SAFETY CODE STANDARD
S5=E
Building construction typs and helght meets one
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4,
19.3.5.1

This STANDARD s not met as evidenced by:
Based on observation and intervisw, it was
determined the facility failed to ensure complete
sprinkler coverage in accordance with NFPA
standards. The deficiency had the potential to
affect three (3) of seven (7) smoke
compariments, thirty-five (35) residents, staff and
visitors, The facility Is certified for Ninety-Two
(92) beds with a censys of Eighty-Eight (88} on
the day of the survey. The facility failed to ensure
two (2) porches and one (1) canopy had proper
sprinkler protection.

The findings include:

Observation, on 04/17/13 betwesn 10:45 AM and
3:30 PM with the Malntenance Director, revealed
the exit at the front of E-hall and the back of
C-hall had 2 porch roof that extended over four
(4) foot with no sprinkler protection under them,
Further observation revealed a canopy af the
front entrance of the failing that was over aight (8)
fest long with only one sprinkler head located
under the cancpy,

Heemitsge Cars and Rehab Center does not believe and does nog admiy —————rf
that any deficlencies existed, before, during or pfier the survey, The

Facifity resecves the sight to contest the survey Eindings through informal
K000 disputo resolution, Formal appeal proceedlngs o any administeative or
legal proceedings. This plan of comrection Is not meant to establish any
standard of care, ¢onl bligation of position and the Fachity reserves
all rights to reise at possibl jond and dofe in any type ol civii
or erlminal clalm, a¢tion or procceding. Nothing contalied in this plan of
cemmection should be considered as a walver of any potentlally zpplicable
Peer Review, Quality Aswrance or self exitical examinatlon privitege
which the Fatility doss not wiive and festeves the tight to assent in any
K 0121 admininnative, civit or crimingl clalm, sction or proceeding. The Facility
offers it response, credible altegatlons or compliance 2nd plan of
coirectlon a3 part of its ongolig efforts to provide quality of care 10
residents.

1. Automatic  sprinkler system  was
ordered from Century Fire Protection
on 5/6/2013 for exit at the front of E-
hall and the back of C-hall, Invoice
and completion date 5/15/2013 for
install of one sprinkler head for each of
the above locations. Quote was
requested  5/9/2013 from  Snyder
Awning for noncombustible canopy at
front entrance to replace the existing
canopy. Snyder Awning quote and
approved Purchase Order #100889 for
canopy  received 5/14/2013 and
5/24/2013 respectively, We will use
approved  Purchase Order dated
5/24/2013 as our compliance date and
Snyder Awning will schedule install
upon receiving noncombustible canopy.

2, Maintenance  Director conducted
environmental audit on 5/6/2013 fo
ensure facility had automatic sprinklers
in all necessary areas; no other issues

_identified. _ ' .
3. Administrator will eonduct in-service

with  Maintenance  Director and
Assistant on  5/17/2013 regarding
standards for the installation of
_Sprinkler systems. .
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4. Maintenance Director will conduct
K012 Continued From page 2 _ K012 monthly environmental audit for three
Interview, on 04/17/13 between 10:45 AM and months to ensure proper placement of
3:30 PM with the Maintenance Director, revealed sprinkler heads under roofs/canopies,
he was under the impression if the atlic was ensure no new canopies are added in -
sprinkler protected then he was in compliance. month that would require additional
sprinkler head(s) and that sprinkler - -
Reference: NFPA 13 (1989 edition) heads have no potential obstructions
5-13.8.1. Sprinklers shall be Installed under and are clear from debris and ete.
extarior roofs o canopies exceeding 4 ft (1.2 m) Maintenance Director will report to
in width. QA team monthly for 3 months for
Exception: Sprinkiers are permitted to be omitted recommendations and follow up. I
where the canopy or roof s of noncombustible or 5. Corrective Action Date: 5/24/2013 5 / 20115
limited combustible construction. T s et )
K017 | NFPA 101 LIFE SAFETY CODE STANDARD KO7\1, Therapy department is part of the exit
§5=D , corridor at the end of A-hall and B-hall,
Corridors are §eparated f1rom use areasv by walls therefore we will install walls at the end
copstruc!ed v:nth at Ieast'/z hour ﬁre‘r.emslance of each hail (A&B) to separate therapy
ralm_g. In sprinkiered buildings, partitions are only gym from exit corridors, thus makin 2
required to resist the passage of smoke. In it dily accessible at all
non-sprinklered buikiings, walls properly extend eXil access readily )
above the celling. (Corridor walls may teminate times. Our corporate construction team
at the underside of ceilings where specifically will order materials for pr OJe‘ft by
pefmitted by Code. Charting and clerical stations, S/17/2013 and start date to begin on
waiting areas, dining rooms, and activity spaces 5/22/2013.  This project will be
may be open to the corridor under corlain completed by 6/1/2013.
conditions spacified In the Code. Gift shops may
be separaled from corridors by non-fire rated 2. Maintenance  Director  conducted
walls if the gift shop is fully sprinklered.) environmental audit of facility on
19.3.6.1, 19.3.6.2.1, 19.3.6.5 3/6/2013 to ensure all other exits mei
requirements of egress. No other issues
were identified.
3. Maintenance Director will conduct in-
service with facility staff on 5/17/2013
regarding upcoming therapy project
and that all designated exits shall be
This STANDARD Is not met as evidenced by: arranged so that they are readily
Based on observalion and interview, the facility ... accessible at all times,
FORM CMS-2567(02-69) Previous Versiens QObsolele Evenl 10: 2WBER] Facifly ID: 100080 if continvation sheef Page 3 of 32
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K 017 | Continued From page 3 K017{4, Maintenance Director will conduct
failed to ensure that rooms open to the corridor weekly environmental al..ldlt for thr_ee
would not Interfere with egress requirements in months to ensure all designated exits
accordance with NFPA standards. The deficiency shall be arranged so that they are
had the potential to affect two (2) of seven (7) readily accessible and meet egress
smoke compariments, fifty (50) residents, staff requirements. Maintenance Director
and visltors. The facllity is certified for Ninsty-Two will report findings to QA team
{92) beds with a census of Eighly-Eight (88) on monthly for 3 months for
the day of the survey. The faciiity failad to ensure recommendations and follow up,
the rehab department was not open to the exit
corridors. 5. Corrective Action Date: 6/12013 |G} |15

The findings include;

Observation, on 04/17/13 at 2:30 PM with the
Maintenance Direclor, revesled the therapy
department was part of the exit corridor at the
end of A and B Hall, The contents of this roomis
ot parmitted to be In an area open {o the
corridor.

Interview, on 04/1713 at 2:30 PM with the
Maintenance Direclor, revealed this area was
originally designed as a television lounge and had
been converted to the therapy department.

Reference: NFPA 101 (2000 edition)

19.3.6.1

Corridors shall be separated from all other areas
by pariitions complying with 19,3.6.2 through
18.3.6.5, (See afso 19.2.5.9.)

Exception No. 1! Smoke compariments
protected throughout by an approved, suparvised
aulomaiic sprinkler system In accordance with
19.3.5.3 shall be pemmitted to have gpaces that
are unlimited in size open to the corrldor,
provided that the follewing criteria are met:

(8) The spaces are not used for patient sleeping
rooms, reatment rooms, or hazardous areas,
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K 017 | Continued From page 4 , K017
{b) The corridors onto which the spaces open In
the same smoke compartment are profected by
an electrically suparvised automalic smoke
detection systemn in accordance with 19.3.4, or
the smoke compariment in which the space is
located is protected throughout by
quick-responss sprinklers, .
{c) The open space is protected by an eleclrically
supervised automatic smoke detection system in
accordance with 19,3.4, or the entire space is
arrangad and located to allow direct supervision
by the facility staff from a nurses ' station or
similar space.
{d) The space does not obstruct accsss to
required exits.
7.8.1.1
Exlts shali be located and exit accass shall be
arranged so that exits are readily accessible at all
times,
K025 | NFPA 101 LIFE SAFETY CODE STANDARD K025)l. Repaired penetration by large sprinkler
8S=F pipe above break room with fire chalk
Smoke barriers are construsted to provide at on 5/9/2013, Ordered fire door to close
least a one half hour fire resistance rating in off passage from break room to Hall of
accordance with 8.3. Smoke barriers may Fame dining from Granger on
terminate at an alrium wall. Windows are 5/31/2013. On 5/17/2013 door with no
protected by firerated glazing or by wired glass closing device above dietary office was
panels and steef frames. A minimum of two corrected by installing spring on door to
:zz:Fg‘:{:;;“{gi?;"ﬁgﬁ:;;Fég‘;fgﬂgn each ensure it was closed at all times and the
penetralions of smoke barriers in fully ducted barrier at kitchen where clt;smgltsp ring
heating, ventilating, and alr conditioning systems. wag removed was corrected with new
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 spring added on 5/10/2013 to keep door
closed. Concrete wall at therapy
departtment will be corrected on
5/27f2013 by installing concrete board.
Ordered access doors on 5/31/2013
This STANDARD is not met as evidenced by: from Granger for ipagcessiblg; bar:iers
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at Human Resource Office, above back
K025 Continued From page 5 K025{  hall and next to Gallery dining room,
Based on obssrvations and interview, it was Signature  Healthcare  Construction
determined the facliity failed to malntain smoke began work on 5/22/2013 on Smoke
barilers that would rasist the passage of smoke barrier wall for doors labeled A on the
between smoke compartments in accordance map that did not exist and will be
with NFPA standards. The deficiency had the corrected by 6/14/2013 by building
potentf:at! to affect"sev?: (7) ofts?fvan dmi strnoke barrier walls in attic above fire doors to
compartmants, all residents, staff and visitors. mate ) ; :
The facility is cerlified for Ninety-Two (92) beds daii: gfr;’a; 1/2%(163 vl‘:;lt itrlxs\?oiz?zii?}gi
:;.rlith a census of Elghly—Elght {88) on the day of all projects and will be completed by
& survey. The facility falled to ensure four {4) Signatur Health C
stoke barriers were sealad fo rosist the passage gna e. ca thcare orporate
of smoke and thres (3) smoke barrlers were- — anj@ct_@ n by6 Q8/2013 . .
accessible, 2. Through review of our facility safety
compliance monthly audit conducted by
The findings include: Plant Maintenance Director it was
determined that no residents were
Observations, on 04/17/13 between 8:45 AM and affected by the alleged deficient
9:45 AM with the Maintenance Director, revealsd practice,
the smoke pariition, extending above the ceiling
located above the break room was penetrated by 3. Maintenance Director will conduct in-
a farge sprinkler pipe. Furher observation service with maintenance staff on
revealed a door with no closing device was open X . .
in the barrler above the Diletary Office, ths barrler S/17/2013 lregardglg attl'c P ;net;;atiqns,
at the kitchen had the closing spring ramoved and proper sea ants,. oors. In the arrle}‘s
the door was open, drywall mud was used as a must have closing springs and remain
sealant on a concrete wall at the rehab closed.
department. Further observallon revealed the ) .
smoke barriers were inaccessible to check the 4. Maintenance Director will conduct
condition of the barriers at the Human Resource monthly environmentat audit for three
Office, above the back hall, and next to the months to ensure no barrier .
gallery dining. The final observation revealed the peneirations exist and all doors in attic
smoke barrier wall for doors [abeled A on the map are closed with closing springs present,
did not exist. Maintenance Director will report
monthly findings to Administrator and
Interview, on 04/17/13 between 8:46 AM and 9:45 QA teat monthly for 3 months for
AM with the Maintenance Director, revealed he recommendations and follow up,
was unaware the closing springs had been
femoved from the doors in the smoke barriers. 5. Corrective Action Date: 5/31/2013 Si31 ' i3
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He was unaware the drywall mud was not
approved as a seaiant on a concrete wall. As for
the wall at the doors labeled A he was unaware
the map showed the wall existing above the
doors, '

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that-pass through
floors and smoke barriers shall be protected as
foflows:

{a) 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 protected by an approved device designed
for the specific purposs,

{b) Where the penatrating item uses a sleeve to
penelrate the smoke barrier, the sleave shall ke
solidly set in the smoke barrier, and the space
betwsen the item and the sizeve shall

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

2. Ba protectad by an approved device designed
for the specific purpose.

{c) Where designs take transmission of vibration
into consideration, any vibration Isolation shall

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

8.3.6.2 Openings occurring at points where floors
or smoke

barrlers meet the outside walls, other smoke
barriers, or fire
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K025 | Continued From page 7 K.025
barriers of a buflding shall meet one of the
following conditions:
{1} It shalt be filled with a material that is capable
of maintaining
the smoke resistance of the floor or smoke
barier.
{2) 1t shali be protected by an approved device
thatis
deslgned for the specific purpose, l. Corrected cross-corridor doors on
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027 S/17/2013 lecated on D-hall and the
88=E : front Hall of Fame cross-corridor doors
Door openings in smoke barders have at least a to enable them to close with gap less
20-minute fire protection rating or are at teast than 1/8 inch where doors meet. On
1%-inch thick solid bonded wood core, Non-rated 512412013 ordered door coordinators
protective plates that do not exceed 48 Inches from Schrecker Supply Company to
from the bottom of the door are permitted. carrect cross-cortidor doors on A<hall
Horizontal sliding doors comply with 7.2.1,14, doors, On 5/10/2013 corrected magnet
Doors are self-closing or automalis closing In door holders by removing them from
e o g oo trapy doors d (o thm ot bong
latohing is not required.  19.3.7.5, 19.3.7.6, connected to fire alarm systetn.
19377 2, Through review of our facility safety
compliance monthly audit conducted by
Plant Maintenance Director it was
This STANDARD is not met as evidenced by: determined that no residents were
Based on observation and interview, it was affected by the alleged deficient
determined the facifity failed to ensure cross practice.
~gorridor doors located In a smoke barrier would
resist the passage of smoke in accordance with 3. Maintenance Director will conduct in-
NFPA standards. The deficlency had the service with maintenance staff on
potential to affect four (4) of seven (7) smoke 5/1712013  regarding cross cortidor
compariments, forty-sight (48) residents, staff doors must close leaving gap less than
and visitors. The facility Is certified for Ninety-Two 1/8 inch whete the doors meet, the need
(92) beds with a census of Eighly-Eight (88) on for door coordinators on cross-corridor
the day of the survey, The facllity falled to ensure doors, and magnet holders on therapy
two {2) doors in the smoke barriars had a gap do ors’ are not connected to fire alarm
tess than 1/8 Inch where the doors meet, _and are not allowed. o
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The findings Include;

Observation, on 04/17/13 at 10:40 AM with the
Maintenance Director, revealad the cross-corddor
doors located on the d-hall and the front hall of
fame cross-corridor doors would not close
completely when tested, leaving a gap of
approximately one-quarter of an inch or greater
betwsen the pair of doors and would not resist
the passage of smoke. Further observation
revealad the cross-corridor doors on A-hall were
not equipped with a coordinating device to ensure
the doors closed properly and the cross gorridor
doors at the rehab area were equipped with
magnets not connected {o the fire alamm,

Interview, on 04/17/13 at 10:40 AM with the
Maintenance Director, revealed he was unaware

-the doors would not close alf the way isaving a

gap between the doors In the closed position and
the magnets at the rehab area were not allowed.

Reference: NFPA 101 {2000 edition)

8.3.4.1" Doors In smoke harrlers shall close the
opening leaving

only the minimum clearance necessary for proper
cperation

and shalt be without undercuts, louvers, or grilles.

Reference: NFPA 80 (1999 Edition)

Standard for Fire Doors 2-3.1.7

The clearance between the edge of the door on
the pull side shall be 1/8 in. (+/) 1/16 In. (3.18
mm {+/-) 1.68 mm) for steel doors and shall not
exceed 1/8 in. (3.18mm) for wood doors.

weekly environmental audit for three
months to ensure corridor doors
properly close, no magnet holders are
in use that are not connected to fire
alarm and that door coordinators are
installed and operational, Maintenance
Director will report weekly findings to
Administrator and QA team monthly
for 3 months for recommendations and
follow up.

3. Corrective Action Date: 6/1/2013 ol lﬁ'ﬁ
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K 027 { Conlinued From page 9 K027
Reference: NFPA 80 (1999 Edition)
2-4.1 Closing Devices,
2-4,1.1 Where there is an astragal or profecting
{atch bolt that
prevents the Inactive door from closing and
latching before
the active door closes and latches, a coordinating
device shall
be used. A coordinating device shall not bs
required where
each door closes and latches independently of
the other.
ng‘_?z NFPA 101 LIFE SAFETY CODE STANDARD K029 1. A self closing device was installed on
One hour fire rated construction (with % hour doors of the .followmg ofﬁc;rs'»f areas,
fire-rated doors} or an approved automatic fire Assi'stant Director . of _Nursing,
extinguishing system in accordance with 8.4.1 Business Office, Somgl Service office
and/or 19.3.5.4 protects hazardous areas. When and the dishwasher room on 5/17/2013.
the approved automatic fire extingulshing system On 5/10/2013 door for dry storage area
option Is used, the areas are separated from in the kitchen was ordgred from Dunp s
other spaces by smoke resisting partitions and Glass LLC. Door and self closing
doors. Doors are seif-closing and non-rated or device will be instalied by Signature
field-applied protective plates that do not exceed Healthcare corporate iconstiuction by
48 inches from the bottom of the door are 6/172013. :
permitled.  19.3.2.4 :
2. Maintenance  Director  conducted
environmental - audit of facility on
5/6/2013 to ensure no othier violations
- existed. No other issues were identified.
This STANDARD is nof met as evidenced by:
Based on observalion and interview, it was
determined the facility falled to meat the
requirements of Protection of Hazards in
accordance with NFPA Standards, The
deficiency had the potential to affect thres (3) of
seven (7) smoke compartments, thirly-five (35)
residents, staff and visitors. The facility is
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K029 | Continued From page 10 K02813,  Maintenance Director will conduct jn-
certified for Ninety-Two (92) beds with a census service with facility staff on 5/17/2()13
of Elghty-Eight (88) on the day of the survey, The regarding this requirement and ‘the

facility falled to ensure five (5) rooms were
properly protected due 1o the storage in the
ooms,

importance of not removing or
unhooking the closer from designated
doors.

The findings incluce: 4.  Maintenance Director will conduct

Observallon, on 04/17/13 betwesn 10:45 AM and monthly environmental audit for three

3:30 PM with the Maintenance Director, revealed months to ensure all designated doors

the Assistant Director of Nursing office, the dry have s:e!fc!osmg device and. .

sterage room n the kitchen, the Business office, operational. Maintenance Director will

and the Social Services Diractor office did not report findings to QA team monthly |
have a closer added to tha door. This for 3 months for recommendations and

requirement is due 10 the storage of combustible follow up.

items inside the areas: Further observation
revealed the closer on the dishwasher raom had

bean unhooked Ieaving the kitchen open to the 3. Corrective Action Date: 6/1/2013 Qa‘\ \13
dining room. S

interview, on 04/17/13 between 10:45 AM and
3:30 PM with the Maintenance Director, revealad
he was unaware the storage in a room
determined whether the room was a hazardous
storage area or not. Further interview revealsd
he was unaware tha door closer was taken off the
dishwasher room.

Reference: NFPA 101 (2000 Edition).
19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shali he safeguarded by a fire barrisr having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
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K029 | Continued From page 11 K029
extinguishing shall be permitted to be In Vb,
accordance with 19.3.6.4. Where tha sprinkler /
option Is used, the aréas shall be separaled | &9
from other spaces by smoke-resisting partitions . '\
and doors. The doors shall be self-closing or \
autornatic-closing. Hazardous areas shall
includs, but shall not be restricted to, the A\ % .
following: '
{1) Boiler and fuel-fired heater rooms
(2) Gentral/bulk laundries larger than 100 ft2
(9.3m2)
(3) Paint shops
(4) Repair shops
(5) Solled linen rooms
(6) Trash collection rooms
(7) Rootns or spaces larger than 50 ft2 (4.6 m2), ;
including repair shops, used for storage of !
combusiible supplles
and equipment in quantitles deemed hazardous' *
by the authority having Jurisdiction
(8) Laboratories employing flammable or
combuslible 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
fleld-applled
protective plates extending not more than
48in. (122 cm) above the bottom of the door, )
K 038 [ NFPA 101 LIFE SAFETY CODE STANDARD K038l Bgress Doors will be corrécted by
SS=F 6/1/2013 by placing signage with
'| Exitaccess is arranged so that exits are readily contrasting backgrownd reading “Push
accessible at all times in accordance with section until alarm sounds door can be opened
4. e in 15 seconds”. On |5/8/2013 began
requesting bids to l111sta11 4 _w.ide
sidewalk outside of exit from dining
room to extend to ;Bublic way. On
5/21/2013 Signatu;re Healthcare
. Construction purchased from Home
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This STANDARD s not met as evidenced by:

Basad on observation and interview, it was
determined the faclity failed o ensure egress
doors and exits were maintainad In accordance
with NFPA standards. The deficlancy had the
potential to affect seven (7) of seven {7) smoke
comparlments, all resldents, staff and visitors.
The facllity is certified for Ninely-Two {92) beds
with a census of Elghty-Eight (88) on the day of
the survey. Tha facility failed to ensure elght (8)
egress doors had the proper signage for delayad
agress doors and one (1) exit did not have a
durable surface to a public way,

The findings include:

Obssrvation, on 04/17H3 at 10:46 AM with the
Malntenance Director, revesled the egress doors .
focated throughout the facility were not equipped
with delayed egress signage.

Interview, on 04/17/13 at 10:46 AM with the
Maintenance Direcior, revealed hs was unaware
the doors were required to hava signage with a

contrasting background on a door with a defayed
egress.

Observation, on 04/17/13 at 2:14 PM with the
Maintenance Director, revealed the Dinlng Room
exit does not have a 4' wida durable surface to a
pubtlc way.

interview, on 04/17/13 at 2:14 PM with the
Maintenance Director, revealed he was unawars
exits require a durable path {o the public way and

(K4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFE{ {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DaTE
DEFIGIENGY)
K038 | Continued From page 12 K038 Depot  material  to| install above

sidewalk and deck, On 5/28/2013 and
T1/213 received Purchase Orders
from Signature Heaith:care Construction
for approval for R!udd Concrete o
complete concrete woik for egress. We
will use approved Purchase Order date
/112013 as owr compliance date and
Signature Construction and Rudd
Congcrete  will comﬂ}ete project by
9/1/2013.

Maintenance  Director  conducted
environmental audit| of facility on
5/6/2013 to ensure no other violations
were identified; no other issues
identified.

Maintenance Director will conduct in-
service with facility staff on 5/17/2013
regarding the requitement of egress
signage and the installation of sidewalk
at exit of dining roorys that will extend|
to public way.

Maintenance Director will conduct
monthly audit for thre;,e months to
ensure all designated doors have proper
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K 038 | Continued From page 13 K038 egress signage and that staff are aware
that you could not reanter the building to exit. of signage, understand 'delayed egress
and new sidewalk project that will
Exits must terminate directly at a public way or at improve emergency exit to public way.

an exterior exit discharge. Yards, courls, open
spaces, of other portions of the exit discharge
must be of required width and size to provide all
occupants with safe access to a public way.

Maintenance Director \!.vi]l report
findings to QA tearn monthly for 3
months for recommendations and

271, . foliow up.

Reference: 5. Corrective Action Date: 7/11/2013 '?/H II %
NFPA 101 (2000 Edition)

18.2.2.2.4

Doors within & required means of egress shall not
be equipped with a latch or lock that requires the
use of a tool or key from the egress side.
Exception No. 1: Door-locking arangements
without delayed egress shall be permitted In
hesith care occupancies, or portions of health
care occupancles, where the clinteal needs of the
pallents require speclallzed security measures for
their safely, provided that staff can readlly unlock
such doors at alf times. (See 19.1.1.1,5 and
18.2,2.2.5.)

Excaption No, 2* Delayed-egress locks
complylng with 7.2.1.6,1 shall be permilled,
provided that not more than one such device is
located in any egress path.

Exception No, 3: Access-controlled agress doors
complying with 7.2.1.6.2 shali be penmitted.

7.2.1.6.1 Delayed-Egress Locks. Approved,
listad, delayed egress

locks shall be permitied to be installed on doors
sarving

low and ordinary hazard confents In buildings
protecled
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K 038 | Continued From page 14 K038
throughout by an approved, supervised automatic
fire detection
system In accordance with Section 9.6, or an ;
spproved,

supervised automatic sprinkler system In
accordance with Section

9.7, and whare permitted In Chapters 12 through-
42, provided

that the following criteria are mat.

(a) The doors shall untock upon actuation of an
approved, supervissd autematic sprinkler system
in accordance

with Section 9.7 or upon the actuation of any heat
delector or activation of not more than two smoke
detectors

of an approved, suparvised automatic fire
detection system in

accordance with Section 8.6,

(b} The doors shall unlock upon loss of power
controlfing
the lock or locking mechanism,

{c) An irreversible process shall release the lock
within 15

saconds upon application of a force to the release
device

reuired In 7.2,1.5.4 that shall not be required to
excead 15 |bf

{67 N) nor be required to be continuously appfied
for more

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

an audible signal in the vicinity of the door. Once ‘ |
the

door lock has been released by the application of
force to the
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K 038 Contintied From page 15 K038
releasing device, relocking shall be by manual
means only.
Exception: Where approved by the authorily
having jurisdiction, a delay
not exceeding 30 seconds shall be permitted,
{d} *On the door adjacent to the raleass device, -
there '

shall be a readily visible, durable sign In letters
notless than 1 In. (2.5 cm) high and not less than
1/8in. (0.3 cm) in stroke width on a contrasting
background that reads as follows:

PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

Reference: NFPA 101 (2000 edition)

7.1.10.1* Means of egress shall be continuously
maintained ’
free of all obstructions or impadiments to full
instant use in

the case of fire or other emergency.

7.5,1.1 Exits shall be located and exit accass
shall be arranged

so that exits are readiiy accessible at all times.
7.7.1* Exits shall terminats directly at a public
way or ai an

exterior exit discharge, Yards, colitts, open
spaces, or other

portions of the exlt discharge shall be of required
width and

size to provids all occupants with a safe access
to a public way.

Exceptlon No. 1: This requirement shall not apply
to interior exit discharge

as otherwise provided in 7.7.2.

Exception No. 2: This requirement shall not apply
to reoftop exit discharge
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as otherwlse provided in 7.7.6.
Exceplion No. 3: Means of egress shall be
permitled to terminate In an

exterior area of refuge as provided in Chapters 22
and 23,

CMS S&C letler 5-38

K045 | NFPA 101 LIFE SAFETY CODE STANDARD K046

Hhuninated exterior exit lighting at
§8=E

D-hall and the two exits in therapy
department will be corrected 6/1/2013

Humination of means of egress, including exit

discherge, Is arranged so that failure of any single lacing new lisht fixtures with two
lighting fixiure (bulb) will not Jeave the area in by p & 5

i i h of the fixtures to
darkness, (This does not refer to emergency light bulb in eac

ighti i i ensure each exit has light fixtures with
lighting in accordance with section 7.8.)  19.2.8 more than one bulb for Hluminaion.

2, Maintenance  Direcior  conducted
environmental audit of facility on

This STANDARD is not met as evidenced by: 5/6/2013 to ensure no other' violations
Based on cbservation and interview, it was existed, Other areas identified were
datermined the facllity falled to ensure exits were corrected on 6/1/2013,

equipped with lighting in accordance with NFPA

standards, The deficlancy had the potential to 3. Maintenance Director will conduct in-
affect four (4) of seven (7) smoke compariments, service with maintenance staff and
seventy-three (73) residents, staff and visitors. facility depariment heads on 5/17/2013

The facllity is certified for Ninety-Two (92) beds
with a census of Eighty-Eight (88) on the day of
the survey. The facilily failed to ensure the

regarding the requirement of each exit
fixture requiring more than one bulb for

illumination.
emergency lights had two (2) bulbs at three (3) SRR
oxils,
Tha findings include:
QObservation, on 04/17/13 at 10:40 AM with the
Maintenance Direclor, revealed the exterlor exits
at the d-hall exit and the two exits at the rehab
arga were equipped with a single light for
illuminalion of the outside of the exit.
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4. Maintenance Director will conduct
Interview, on 04/17/13 at 10:40 AM with the monthly audit for thrce months to
Maintenance Director, revealed he was unawars ensure all exit fixtures have proper
the lighting fixtures serving the exterior exits must number of bulbs and that they are
include more than one bulb for lumination of the operational. Maintenance Director will
egress path. report findings to QA team monthly
for 3 months for recommendations and
Reference: NFPA 101 (2000 editlon) follow up.
7.8.1.4* Required illumination shall be arranged
so that the . 5. Corrective Action Date: 6/1/2013 IA [ i l[ 3
failure of any single lighting unit does not result in LT e ‘
an iflumination
leve! of fess than 0.2 ft-candie (2 lux) in any
designated
atga,
K046 | NFPA 101 LIFE SAFETY CODE STANDARD K048]1, Emergency - lighting with battery
SS=F backup located on emergenoy generator
Emergency lighting of at least 1% hour duration Is was tested for 1 % hours on 5/7/2013
provided in accordance with 7.9, 19.2.9.1, with no issues. This wili continue to be
fested each year for a minimum of 1 %4
hours to ensure compliance,
This STANDARD is not met as evidenced by; . .
Based on interview and facility record review, it 2. Mal:ntenance Du"e ctor ct'n?ducted
was determined the facility failed to provide environmental audit of facility . on
emargency lighting in accordance with NFPA 5/6/2013 to ensure no other v‘lolatlo‘ns
standards. The deficiency had the potential to existed with emergency lighting with
affect seven (7) of seven (7) smoke battery backup. No other issues were
compariments, all residents, staff and visitors. identified,
The facllity is cerfified for Ninety-Two (92) beds
with a census of Eighty-Eight (88) on the day of .
the survey. The facility fafled to ensure they
conducted an annual emergency lighting tesling
for the minimum requirement of at loast 1.1/2
hour dyration,
The findings include:
FORM CMS-2567(02-99) Previous Versions Obsolale Event ID: 2W8E21 Facility [, 100086 It conlinuation sheet Page 18 of 32
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shall be arranged to provide initial illumination
that is not less than an average of 1 fi-candie (10
lux) and, at any point, not less than 0.1 ft-candle
{1 lux), measured along the path of egress at
floor level, lilumination levels shall be permitted to
dscline to not less than an average of 0.6
f-candla (6 lux) and, at any point, not lass than
0.06 ft-candle (0.6

lux) at the end of the 11/2 hours. A
maximum-to-minimum Hurnination uniformity
ratio of 40 to 1 shall not be excesded.

7.9.3 Perlodic Testing of Emergancy Lighting
Equipment. A functional test shall be conducted
on every required emergency lighting system at
30-day intervals for not less than 30 seconds. An
annual test shall be conducted on every required
battery-powered emergency lighting system for
nol less than '
1142 hours, Equipment shall be fully operational
for the duration of the test. Written records of
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K 046 | Continued From page 18 K048 3. Maintenance Director will conduct in-
Record review, on 04/17/13 at 10:10 AM with the service with maintenance staff on
Maintenance.» Difecltor, revealed that the 5/17/2013 regarding the requirement of
z:nergency light, with battery backup, focated at emergency lighting with battery backup
& ganerator had not been tested for 1-1/2 hours must be tested annually for a minimum
within the last year.
of 1 % hours.
Interview, on 04/17/13 at 10:10 AM with the ) , ;
Maintenance Director, revealed he was unaware 4, Maintenance Director will.conduct
the lighting had to be tested annually for 1-1/2 monthly test 1 ¥ hours for 3 months to
hours. ensure compliance and operation of
emergency lighting on generator.
Maintenance Director will repott
Reference: NFPA 101 (2000 edition) findings to QA team monthly for 3
months for recommendations and
7.8.2.1* Emergency Hlumination shall be provided foflow up.
for not lass than 11/2 hours In the event of failure
of normal lighting. Emergency lighting facilities 5. Corrective Action Date; 5/;_7/@013 5![1\'3
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K 046 | Continued From page 19 K046
visual inspections and tests shall be kept by the
owner for inspection by the authority having
jurisdiction,
Exception: Self-testing/self-diagnostic,
battery-operated emergency lighting equipment
thal automatically performs a test for not less
than 30 seconds and diagnostic routine not less
than once every 30 days and indicates fallures by
a status indicator shall be exémpt from the
30-day functional test, provided that a visual
inspection is performed at 30-day intervals,
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K047} Ordered additional illuminated  exit
8s=8 signs for A-hall B-hall, C-hall
Exit and directional signs are displayed In D-hall, E-hall and both sets of the Hall
accordance with section 7.10 with conﬁnuoys of Fame Doors on 5/13/2013 from
flturtrainalion1aglzo1soe;ved by the smergency lighting Sexaver and will be corrected by
system. . Signature Healthcare Corporate
Construction by running additional
electrical outlets for exit signs that will
hook up to our emergency backup
This STANDARD is not met as evidenced by: system. We will use Sexauer invoice
Based on observation and interview, It was date 5/ 1312013 as compliance date and
determined the facility failed to ensure exit signs project will be completed by 6/28/2013.
were maintained in accordance with NFPA .
standards. The deficlency had the potential to 2. Maintenance  Director cc'):}ducted
affect five (5) of seven (7) smoke compariments, environmental audit of fac{ilty ' on
sevenly-three (73) residents, staff and visitors, 5/6/2013 to ensure no other violations
The facliity s certified for Ninety-Two (982) bads existed, those identified will be
with a census of Eighty-Eight {88) on the day of corrected on 6/28/2013.
the survey. The facility failed to ensure the exit
paths wers clearly marked. 3. Maintenance Director will conduct in- |
indi . service with maintenance staff on;
The findings Include: 5/17/2013 regarding the requirement of
ik » . ) i
Observation, on 04/17/13 betwean 10:45 AM and addltlpnal I«Iaxét signs and their locations
3:30 PM with the Maintenance Director, revealed to be installed.
egress paths were not clearly marked with exit
FORM CMS-2567(02-99) Previous Verskons Otisclels " Evont |0:2W8E21 Fagility 10; 100088 If continvation sheet Page 20 of 32
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K047 | Continued From pags 20 K 047 . )
signs in the A-hall, C-hall, D-Hall, E-Hall, and both 4. Maintenance Director will conduct
sets of the Hall of Fame Doors. monthly audit for three months to
ensure all exit signs are properly
Interview, on 04/17/13 between 10:45 AM and located and operational. Maintenance
3:30 PM with the Maintenance Director, rsvealed Director will report findings to QA
he was unaware the signage was missing for the team monthly for 3 months for
oxits. recommendations and follow up.
5. Corrective Action Date: 5/13/2013 |3 {13] i3
Reference: NFPA 101 {2000 edition) T T e
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, .
K050 | NFPA 101 LIFE SAFETY CODE STANDARD - KO050|  conducted fire drills for each shift at
SS=F ; varied #imes and varied conditions,
Fire drills are liuald at unexpected times under . These fire drills took place on 5/8/2013
varying condltrqrw_s, at_least quarterly on each shift. 22 shift at 8:15 p.m, and 5/10/2013 1%
The stgff Is famitiar with pr?cedures gnd Is aware shift at 1:10 p.m. Going forward drills
that drills are part of established routine. b ducted at varied times and
Responsibilily for planning and conducting drills Is Wi be conducte
assigned only to compatent parsons who are varied conditions,
qualified to exercise lsadership. Where drills are ) . .
conducted betwsen 8 PM and 6 AM a coded 2. Maintenance Director conducted audit
announcement may be used instead of audible of facility previous drills on 5/7/2013 to
alarms.  19.7.1.2 identify target days and times for future
driils in order to make the drifls more
_ random.
This STANDARD s not met as avidsnced by:
Based on Interview and record review, twas
determined the facifily falled to ensure fire drills
were conducted quarterly on each shift at random
FORM CMS-2567(02-99) Previous Versions Qbsolata Evenl ID: 2WsE21 Facelity iD: 100686 f continuation sheet Page 21 of 32
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K G50 | Continued From page 21 K050|3, Maintenance Director will conduct in-
times, In accordance with NFPA standards. The service with maintenance staff on
deficlency had the polential to affect seven (7) of 5/17/2013 regarding the requirement of
sevan {7) §npoke comparlmen‘ls, all resldents, conducting fire drills at varied times
st.aff and visitors. The facllity is certifled for and varied conditions, making sure to
g;“g:y'g”‘:n(?gg)bedfhw‘;h a C‘::‘:"S of Th conduct on different days and different
gn ¥ =g 106) on the day of the survey. The times within the shifis.
facility failed fo vary the fire drifls to ensure they s
are being f:onducted at unexpscted times on Maintenance Director will conduct
second shifi, :
monthly audit for 3 months to ensure
The findings include:- all drillg are ran:.:l(_)m with Yaried times
and varied conditions. Maintenance
Fire Diill review, on 04/17/13 at 10:15 AM with the Director will report monthly times and -
Maintenance Direclor, revealsd the fire drills were days of fire drills to QA team for 3
not being conducted at random times on all shifts, months to ensure varied times and
Fire drills on sacond shift wers conducted varied conditions are followed and for
between 6:00 AM and 6:40 AM for the last year. recommendations and follow up,
Interview, on 04/17/13 at 10:156 AM with the . Corrective Action Date: 5/17/2013 5' n \ i3
Maintenance Director, revealsd he was unaware T w ST :
the fire drills were not being conducted as
required. The Mainlenance Supervisor was
unaware of the time separation on sach shitt fo
conslider the times unexpected.
Reference: NFPA 101 (2000 edition)
19.7.1.2.
Fire drills shall be conducted at least quarterly on
each shift and at unexpectad imes under varlad
conditions on all shifts.
K 056 j NFPA 101 LIFE SAFETY CODE STANDARD K056

88=F
{f there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, fo-
provide complete coverage for alf portions of the

Placed order for new light fixtures on
31712013 with our corporate office that
would allow for compliance with
sprinkler heads so that fixtures would
not extend below the sprinkler head and
would not be within one foot of
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building, The system s properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Malntenance of
Water-Based Fire Protection Systems. Itis fully
supervised. There is a rellable, adequate water
supply for the system. Required sprinkier
systems are equipped with water flow and tamper
swltches, which are electrically connected to the
building fire alarm system.  19.3.5

This STANDARD is not mat as evidenced by
Based on observations and Interview, it was
determined the facility failed to ensure complete
sprinkier coverage in accordance with NFPA
standards. The deficiency had the potential to
affect seven (7) of seven (7) smoke
compariments, all residents, staff and visitors.
The facility is certified for Ninety-Two (92) bads
with a census of Eighty-Eight (88) on the day of
the survey. The facllity failed to ensure the
sprinkler heads were not blocked by light fixtures
and porches over 4 feet wide had proper sprinkler
coverage,

The findings include:

Qbservations, on 04/17113 betwaen 10:45 AM
and 3:30 PM with the Maintenance Director,
revealed the sprinkler heads iocated In the
bathrooms of resident rooms #68, #64, #65, #62,
#80, #61, #58, #50, #56 and #45 were blocked by
light fisdures, within 1 foot of the sprinkier head,
extending below the sprinkler heads. Further
observation revealed the sprinklars were blocked
by light fixtures in the back hallway, employea

4D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION o5)
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sprinkler heads. The areas that will be
K 086 | Continued From page 22 KO858} corrected are located in the bathrooms

of resident rodms #66, #64, #65, #e2,
#60, #61, #58, #56 and #45. Also light
fixtures that were blocking sprinkler
heads in the following areas were
purchased from Home Depot on
512172013 and will be corrected by
Signature Healthcare Construction by
6/28/2013; back hallway, employee
break room, Hal! of Fame hallway, C-
hall, environmental services and clean
Jinen area in laundry, Century Fire was
in on 5/15/2013 to measure to drop and
order new sprinkler heads for C-hail
and identified areas. Ceiling fans that
were extending below the sprinkler
heads will be corrected by removing
ceiling fans in  A-hal, Human
Resources area, Administrator’s office,
Social Services office, Assistant
Director of Nursing office, dining
rooms, chapel, chaplain office, B-hail
and the therapy office. These projects
above have been scheduled with
Signature Healthcare Construction on
5/7/2013 and work began on 5/22/2013.
Projects will be completed by
Signature  Healthcare Corporate
Construction by 6/28/2013. We will use
5/22/2013 as compliance date of when
material and work was initiated,

Maintenance Direcior conducted audiy
of facility on 5/7/2013 to identify any
other areas of concern with none noted,
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: 3, Maintenance Director will conduct in-
K 058 [ Continued From page 23 Kose -

head,

accordance with
Sections 5-8
away from

pipes, columns,
and fixtures,

break room, hall of fame hailway, c-hall,
bichazard on c-hall, environmental services, and
the clean linen in the laundry area. The final
cbservation was sprinkler haads were blocked by
ceiling fans extending below the sprinkler hagad in
the A-Hall, Human Resource Assistant office,
Adminisirator's office, Social Services Director's .
office, Assistant Director of Nursing office, Dining
Room, Reflection Dining, Chapel, Chaplain office,
B-hall, and the Therapy Director office.

Interview, on 04/17/13 between 10:45 AM and
3:30 PM with the Maintenance Director, ravealed

he was unaware that the light fixtures and celling
fans cauid block the spray pattern of a sprinkler

Reference: NFPA 13 (1999 ed.)

5-5.5.2.2 Sprinkiers shall ba positioned in

the minimum distances and speclal exceptions of
through 6-11 so that they are located sufficlently
obstruclions such as truss webs and chords,

Table 8-6.5.1.2 Positioning of Sprinklers to Avold
Obstructions o Discharge (SsU/ssR)

Maximum Allowable Distance

fan placement,

service with maintenance staff on
5/17/2013 regarding the requirement of
sprinkler head clearance, proper light
fixture placement and proper ceiling|

4. Maintenance Director will conduct
meonthly audit for 3 months to ensure
all sprinkler heads are located within
regulation and have proper clearance
from light fixtures, ceiling fans and any
other potential obstructions; proper
installation and location of light
fixtures, ceiling fans and/or any other
install during the month that may not
meet the proper sprinkler head
clearance, Maintenance Director will
report audits and any monthly new
installs of lighting/ceiling fans to
ensure proper sprinkler head clearance
to QA team monthly for 3 months for
recommendations and follow up.

5. Comective Action Date: 5222013 |5{2213

Distance from Sprinklers to of Deflactor
above Bottom of
Side of Obstruction (A) Obstruction (in.)
(B8
Less than 1 ft 0
1fttolessthani#t6in. 2472
116 in. to less than 2 1t 3112
FORM CMS-2567(02-58) Previous Verslens Gbsolals Evenl 10: 2W8E24 Faciily ID: 100086
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K 056 | Continued From page 24 K 056
2fitoless than 2 f1 6 in. 512
2f16in. toless than 3 ft 7112
Jfttelesshan 3 6in, 91/2
3ft6in. tolessthan 4 &t 12
4 ftio lass than 4 /t 6-in, 14
4ft6in tolessthan s 161/2
5 ft and greater 18
For Sl units, 1 in, = 25.4 mm; 1/ =0.3048 m.
Note: For (A) and (B), refer fo Figure 5-6.5.1.2(a},
Reference: NFPA 13 (1999 ed.)
§-8.3.3 Minimum Distance from Walls, Sprinklers
shall be located a minimum of 4 In, (102 mm)
from & wall,
K062 | NFPA 101 LIFE SAFETY CODE STANDARD K062 Contacted Century I'ire Protection on
$8=F 5/6/2013 to schedule “full trip test” to

Required automatlc sprinkler systems are
continuously maintained in reliabla operating
condition and are inspected and testad

periodically.  19,7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD s not met as evidenced by:

Based on record review, and Interview it was
determined the facility failed to maintain the
sprinkler systam in accordance with NFPA
standards. The deficiency had the potential to
affect sevean (7) of seven {7) smoke
compariments, all residents, staff and visitors,
The facllity is certified for Ninety-Two (92) bads
with a census of Eighty-Eight (88) on the day of
the survey, The facility failed to ensure tha cdry
sprinkler system had a full flow trip test In the last
three years.

be completed, The test has been
scheduled and will be corrected by
6/1/2013,

Through review of our facility safety
compliance monthly audit conducted
my Maintenance Director it was
determined no residents were affected
by the alleged deficient practice.

Maintenance Director will conduct in-
service with maintenance staff on
5/17/2013 regarding the requirement of
sprinkler system full flow trip test
needs to be performed every 3 years
and when altered and a partial trip test
needs to be completed annually, It is
maintenance responsibility to ensure we
have these tests completed by Century

Fire Protection and documented
The ﬂndings include; acCPrdingly_ 3
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4. On 5/8/2013 Maintenance Director _ |
K062 | Continued From page 25 K062 scheduled Century Fire Protection for
full trip and partial test to be completed
Record review, on 04/17/13 at 10:00 AM with the annually each June, this schedule was
Maintenance Director, reveated the facility failed placed in our quality assurance
to provide documentation that the dry sprinkier electronic maintenance system (TELS)
system had a full flow trip test performed in the and life safety binder, Maintenance

tast three {3} years. Further observation revealed

: Director will report this requirement
there was no documentation of an anntal parilal

! and schedule monthly for 3 months to
trip test. QA team ensuring that proper

S e « .
Interview, on 04/17/13 at 10:00 AM with the h o oyere 3 s Tn p oo for “full P
Maintenance Director, ravealed he was unaware oSt every 3y ea.rs and ¢ .a t system has
the trip test was not performed and had not no{.been altered m report.lr}g montl}
noticed the area on the annual report was marked which would require additional “trip
nfa.

test”, Reporting this standard monthly
for 3 months will increase
understanding, communication, and
allow for recommendations and follow
9-4.4.2.2.1* Every 3 years and whenever the gﬂlt;)ng::mtenance Quality Assurance
system is altered, !

b ith . .
::hoz 32; géngevalve shall be trip tested with the 5. Corrective Action Date: 6/1/2013 ‘ph hs
fully open and the quick-opening device, if
provided, In service,

Reference: NFPA 25 (1908 Edition}.

9-4.4.2.2,2* During thoss years when full flow

testing In accordance

with 8-4.4,2.2.1 Is not required, each dry plpe

valve shall

: be trlp tested with the control valve partially open.
K076 | NFPA 101 LIFE SAFETY CODE STANDARD KO76/1, Removed traditional light switch and
§5=D combustible materials from oxygen

Medical gas storage and administration areas are storage room. Installed motion detector
protected in accordance with NFPA 99, Standards lighting in ceiling of oxygen storage

for Health Care Faciles. room. The install and removal of
combustible materials was corrected on

{a) Oxygen storage locations of greater than 517 {2013"7 )

3,000 cu.ft, are enclosed by a one-hour
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K076 Continued From page 26 KO7612. Through review of our facility safety
separation.

compliance monthly audit conducted by

Maintenance  Director it  was
(b} Locations for supply systems of greater than determined no residents were affected
3,000 cu.ft. are vented to the outside, NFPA 99 by the alloged deficient practice.
43.1.1.2, 19.324

3. Maintenance Director will conduct in-
service with facility staff on 5/17/2013
regarding the requirement that oxygen
tanks must be stored minimum of 5 feet
away from combustible items and that
these items  were relocated per

This STANDARD Is not met as evidenced by: regulation. No combustible items will
Based on observation and interview, it was be stored in the OXygen closet' and a
determined the facllity faited to ensure oxygen motion light was installed in ceiling to
storage areas were protected In accordance with meet requirement of ignition sources
NFPA slandards. The deficiency had fhe potentiaf being 5 feet off of floor,

to affect one (1) of seven {7) smoke

compartments, twenty (20) residents, staff and 4. Maintenance Director will conduct

visitors. The facility is certified for Ninety-Two
(92) beds with a census of Elghty-Eight (88) on
the day of the survey, The facility falled to ansure
Oxygen storage over 300 cu ft. was stored 5 fost
away from any combustibles and ignition sources
were located five (5) feet from the floor.

weekly environmental audit for three
months to ensure no combustible items
are stored in oxygen closet and that
motion Hght is operational.
Maintenance Director will report
findings to QA team monthly for 3

; months for recommendations and
The findings includs; follow up.
Observation, on 04/17/13 at 2:00 PM with the ) . "
Maintenance Director, revealed thirty-five (35) 5. Corrective Action Date: 5/17/2013 |5 I 7 ] 3
oxygen tanks in the oxygen slorage room. The
oxygen tanks were being stored within five (5)
fest of boxes and supplies and ignition sources
- were ot located over five (5) feet from the floor.

interview, on 04/17/13 at 2:00 BM with the
Maintenancs Direclor, revealed he was unaware
axygen ianks could not be stored within five {5}
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K076 | Continued From page 27 K076

feet of combustible materials and the light swifch
had to be fiva (5} fest from the floor once the

storage equals over 300 cubic fast in a smoke
compariment,

Reference:

NFPA 101 (2000 edition)

§-3.1.11.2

Storage for nonflammable 9ases grealer than
8.5 m3 (300 t3) but iess than 85 m3 (3000 t3)
(2) Storage locations shall be outdoors In an
enclosure or within an enclosed interior space of
nencombustible or limited-combustible
construction, with doors (or gates outdoors) that
can be secured against unauthorized entry.
{b) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stered with any flammable
gas, liquid, or vapor,

(c) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibles or
matenials by one of the following:

{1} Aminimum distance of 6.4 m {20 )

(2) A minimurn distance of 1.5 m (5 ft} if the entire
storage location is protected by an automatic
sprinkler system designed In accordance with
NFPA 13, Standard for the Instaliation of Sprinkler
Systems

(3} An enclosed cabinet of noncombustible
construction having a minimum fire protection
rating of ¥ hour. An approved flammabie liquid
storage cabinet shall be permitted to bae used for
cylinder storage.
{d) Liguefied gas container storage shall comply
with 4-3.1.1.2(b)4.

(¢} Cylinder and container storage locations shall
meet 4-3.1.1.2(a) 11e with respact to temperature
limitations.

{f} Electrical fixtures in storage locations shall
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K078 | Continued From page 28

meet 4-3.1.1.2(a) 114,

(9) Cylinder protection from mechanical shock
shall meet 4-3.5.2,1(b)43.

(" Cylinder or contalnar testraint shall meet
4-3.5.2.1(b)27.

(i) Smoking, opan flames, slecirig healing
elements, and othar sources of ignifion shali be
prohibitad within storage

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

(i) Cylinder vaive protection caps shall meet
4-3.5.2,1(b)14.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD
S8=E
Electrical wiring and equipment Is in accordarice
with NFPA 70, National Electrical Code, 8.1.2

This STANDARD s not mst as evidenced by:
Based on observation and Interview, it was
determined the facliity failed to ensure elactrical
wiring was maintained in accordance with NFPA
standards. The deficlency had the potential to
affect five (5} of seven {7) smoke compartments,
fifty-six (56) residents, staff and visitors, The
facility Is cerlified for Ninsty-Two (82) beds with a
census of Eighty-Eight (88) on the day of the
survey. The facliity failed to ensure elecirical
panels malntained three (3) faet of clearance
around them and power strips were being used
properly.

The findings include:

Observations, on 04/17/13 at 10:56 AM with the

K076

K147(1.

 practice,

On 5/10/2013 maintenance and dietary
manager reorganized dry storage room
for kitchen to create a minimum of 3
feet of clearance for electrical panels.
On 4/18/2013 maintenance removed
extension cords from Room #48 and
Room #8. On 6/1/2013 will correct by
removing bed plugs from power strips
and relocate to newly installed
electrical outlets in Rooms #25, #26,
#15, #3 and oxygen concentrator that
was plugged into power strip in Room
#19 will relocated to newly installed
electrical outlet. On 6/1/2013 will
correct “mounted” power strips from E-
hall by temoving the mounts from
wall,

Through review of our facility safety
compliance monthly audit conducted by
Maintenance  Director it  was
dotermined that no residents were
affected by the alleged deficient
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Continued Frem page 29 K 147 8. Maintenance Director will conduct jn-

Maintenance Director, reveaied the elacirical
panels in the dry storage room for the kitchen had
storage within six () inches of the electrical
panels,

Interview, on 04/17/13 at 10:56 AM with the
Maintenance Diractor, revealed he wag Unaware
the storage shelves had baen placed so ciose to
the eleclrical panel.

Chservations, on 04/17/13 betwsen 10:45 AM
and 3:30 PM with the Maintenance Director,
ravealed:

1) Power sirips were mounted to the wall
throughout the E-Hall,

2} Anextension gord was plugged into a tree
located in room #48,

3) Anoxygen concentrator was plugged into a
power strip located in room #1490,

4) Abed was plugged into a power strip located
Inroom #25,

8} Abed was plugged into a power strip located
in room #28,

6) Abed was plugged into a powsr strip located
in room #15,

7) Abed was plugged into a power strip located
in room #3, '
8} An exlension cord was plugged into a lamp
focated in room #8.

Interview, on 04/17/13 between 10:45 AM and
3:30 PM with the Maintenance Director, revealad
he was unaware of the itams being Improperly
plugged into power slrips and the two extension
cords in use. Further interviaw revealed he was
Instructed by the Fire Marshall to mount the
power strips to the wall an E-Hall,

service with facility staff on 5/17/2013
regarding the proper use of power
strips, medical equipment is not to be
plugged into power strips, power strips
should not be mounted on the wall,
extension ‘cords are not to be utilized in
facility, and electrical panels must have
at minimum 3 feet of clearance from
storage items,

4. Maintenance Director will conduct
weekly environmental audit for three
months to ensure proper use of power
strips, 10 use of extensions cords, and
electrical panels in kitchen storage area
have 3 feet of clearance from storage
items, Maintenance Director will report
findings to Administrator and QA team
monthly for 3 months for
recommendations and follow up.

5. Corrective Action Date: 6/1/2013 eli ) 13

FORM CMS-2567(02-99) Previous Verslons Chsolata

Event ID: 2WBE2#

Fachity ID: 100088 If continuation shest Page 30of 32




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/03/2013

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIER/ICUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185346

{X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - MAIN BUILDING 04

B.WING

{X3} DATE SURVEY

COMPLETED,

0411712013

NAME OF PROVIDER OR SUPPLIER

HERMITAGE CARE AND REHABILITATION GENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
1614 PARRISH AVE, WEST

OWENSBORO, KY 42301

KA 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EAGH DEFIGIENGY #UST BE PRECEDED BY FULL
TAG REGULATORY OR L$C IDENTIFYING INFORMATION)

10 PROVIDER'S PEAM OF CORREGTION
PREFIX {EACH CORRECGTIVE AGTION SHOULD BE
TAG CROSS-REFERENGED TO THE APPROPRIATE

DEFICIENCY) .

(X3}
COMPLETION
LATE

K 147 | Continued From page 30

Reference: NFPA 99 (1099 edition)

110-26. Spaces

10.26 Spaces About Elecirical Equipment,
Sufficient access and working space shall be
provided and maintained about all eleclric
squipment to parmit ready and safe oparation
and maintenance of such squipment. Enclosures
housing electrical apparatus that are controlled by
lock and key shail be considered accessible to
qualified persons.

(A} Working Space. Working space for
equipment operaling at 600 volts, nominal, or less
to ground and likely to require examination,
adjustment, servicing, or maintenance while
energized shall comply with the dimensions of
110.26(A)(1), (2}, and (3) or as required or,
permitted slsewhere in this Code,

(1) Depth of Working Spaca, The depth of the
working space in the diraction of live parts shali
not be lass than that specified In Table 110.26(A)
(1) unless the requirements of 110.26{A)(1){(a),
{b), or (c) are met. Distances shall be measured
from the exposed live parts or from the enclosure
or opening if the live parts are enclosad,

Table 110.26(A)(1) Working Spaces

Nominal Voltage to Ground  Minimum Clear
Distance

Condition 1 Condition 2 Condition 3
0-150 900mm(3f) 900 mm (3f) 800
mm (3 /)

181-600 800mm (3f) tm(3%f)
1.2m {4 ft)

Note: Whers the conditions are as follows:
Conditlon 1 - Exposed live parts on one side and
no five or grounded parts on the other side of the
working space, or exposed live parts on both

K 147
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sldes effectivaly guarded by suitable wood or
other Insulating materials, Insulated wire or
insutated busbars operating at not over 300 volts
to ground shall not be considered live paris.
Condition 2 - Exposed live parts on one side and
grounded parts on the other side. Concrete, brick,
or tle walls shall be considered as grounded.
Condition 3 - Exposed live parls on both sides of
the work space (not guarded as provided in
Condition 1) with the operafor betwsen,

{@) Dead-Front Assembiles. Working space shall
not be required In the back or sides of
assembilles, such as dead-front swilchboards or
motor control centers, where all connections and
all renewable or adjustable parls, such as fuses
or swilches, are accessibls from locations other
than the back or sides, Where rear access is
required fo work on nonelectrical paris on the
back of enclosed equipment, a minimum
horizontal working space of 762 mm (30 In.) shall
ba provided,

{b) Low Voltage. By special permission, smaller
working spaces shall be permitied where all
uninsulated parts operate at not greater than 30
volts rms, 42 volls peak, or 60 volts dc.

{c) Existing Buildings. In existing buildings where
electrical equipment Is being replaced, Gondition
2 working clearance shall ba parmitted between
dead-front switchboards, panetboards, or motor
conirol centers located across the alste from each
other where conditions of maintenance and
supervision ensure that written procedures have
bsen adopted o prohibit
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