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{(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY 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)

{F 000} | INITIAL COMMENTS {F 000}

Based upon impfementatioh of the acceptable
POC, the facility was deemed fo be in
compliance, on 04/12/14 as alleged.

| | |
LABORAFORY DIRECTOR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correctian is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the dale these documents are made available to the facility. If deficiencies are cited, an approved ptan of correction is requisite to continued
program participation.
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F 000 | INITIAL COMMENTS F 000 Submission of this plan of

correction is not a legal admission
that a deficiency was correctly
cited, and is also not to be
construed as an admission of
interest against the facility, the
Administrator, or any employees,
agents, or other individuals who
F 164 draft or may be discussed in this

A Recertification Survey was conducted on
03/05/14 through 03/07/14 to determine the
facility's compliance with Federal requirements.
The facility failed to meet minimum requirements
for recertification with the highest scope and
severity of a "D".

F 164 | 483.10(e), 483.75()(4) PERSONAL

ss=D | PRIVACY/CONFIDENTIALITY OF RECORDS response and plan of correction. In
addition, preparation of this plan of
The resident has the right to personal privacy and correction does not constitute an
confidentiality of his or her personal and clinical admission or agreement of any kind
records. by the facility of the truth of any
facts alleged or see the correctness
Personal privacy Includes accommodations, of any allegation by the survey
medical treatment, written and telephone agency. Accordingly, the facility
communications, personal care, visits, and has prepared and submitted this
meetings of family and resident groups, but this p[an of correction prjcr to the
dees not require the facility to provide a private resolution of any appeal which may
room for each resident. be filed solely because of the
; requirements under state and
Excr::pt as provl.ded in paragraph (e)(3) of this federal law that mandate
section, the resident may '."‘F.'Pm‘fe or refuse the submission of a plan of correction
release of personal and clinical records to any within ten (10) days of receipt of

individual outside the facility. the statement of deficiencies as a

condition to participate in Title 18
and Title 19 programs. The
submission of the plan of
correction within this timeframe
should in no way be construed or

The resident's right to refuse releasa of personal
and clinical records does not apply when the
resident Is transferred to another health care
institution; or record release is required by law.

The facility must keep confidential all informaticn considered as an agreement with
contained in the resident's records, regardless of the allegations of noncompliance or
the form or storage methods, except when admissions by the facility. This
release is required by transfer to another plan of correction constitutes a
healthcare institution; law; third party payment written allegation of submission of
contract; or the resident. substantial compliance with

Federal Medicare Requirements.

/

LT LU~ ATl

+ T

Any deficlency slalernent with a%ﬂ (") denotes a deﬂcfency which thé instituticn m’ary’be excused from correcting providing It Is determined hat .

olher safeguards provide siffiflent proteglidn to the pallents . {See Instructions.) Except for nursing homes, the findings stated abave are discloszble 90 days
lollowing the date of survepbitether cor rfdt a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclesable 14
days following the dale these documenls are made available to tha facility. If deficlencies are ciled, an approved plan ef correction s requisite lo conlinued
program parlicipation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/15/2014
FORM APPROVED
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STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA 42} MULTIPLE CONSTRUCTION ((3) DATE SURVEY
AND PLAN OF CORRECTION IDENFIFICATION NUMBER; COKPLETED
A BUILDING
185087 B. VNG 03/07/2014

NAME GF PROVIDER OR SUPPLIER

TWIN RIVERS NURSING AND REHAB CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
2420 W, 3RD 8T,
OWENSBORO, KY 42301

This REQUIREMENT is not met as avidanced
by:

Based on observation, interview and raview of
the facility’s poficies and procedures, it was
determined the facility failed to ensure one (1)
unsampled resident's (Resident A) medical record
was kept confidential. Resident #a's Medication
Administration Recor (MAR) was observed
unattended and exposed fo public view on
03/07114,

The findings Include:

Reviaw of the facllity policy titled, "BILt. OF
RESIDENT RIGHTS", dated 07/01/C9, revealed
the resident has a right to personal privacy and
cenfidentiality of their personai and clinical
records.

Review of the facility poficy and procedure fitlad,
"Medication Administration"”, dated 2013, ravealed
staff should observe sach resident’s privacy and
tights in accordanca with applicable faw.

Observation, on 03/07/14 at 8:40 AM, revealed an
unattended medication cart on the hall by the
nursing station. The MAR book was ¢pen and
Resident #A's MAR was In plain view, Two
Certified Murse Aides {CNA), twe residents and
an unidertified person were observed to pass by
the medication cart,

Interview with Licensed Practical Nurse (LPN) #1,
on 03/07/14 at 8:45 AM, revealed she had heen
administering medications from the unattended
cart prior to transfarring to another medication
cart to administer medicatlons to residents on the
other end of the hall. She stated she knew

L. On 03/07/14, the Administrator
identified Resident #A’s Medication
Administration Record {MAR) wag
unattended and exposed to public
view and immediately closed the
MAR book to ensure privacy of the
resident information.

2. On 03/07/14, after identifying the
open Medication Administration
Record (MAR), the Administrator
completed a round of the entire
facility to ensure no Medication
Administration Records (MARs)
were left unattended and exposed to
public view. No other Medication
Administration Records {(MARs)
were identified to be unattended and
exposed to public view.,

3. All licensed nurses and certified
Medication aides were re-educated by
the Education and Trairing Director
on or before 04/04/2014 regarding the
requirement to keep Medicatjon
Administration Records {MARs)
closed when unattended (o mainfain
privacy of resident information, No
licensed nurse or certified medication
aide will work past 04/04/2014
without receiving the education,

4. The Director of Nursing, Assistant
Director of Nursing, and/or Unit
Managers will conduct daily audits
on aH three shifls for five {5) days,
then daily audits Monday thru Friday

%4} 1D SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 164 | Continved From page 1 F 184 Fle4
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROV}DER!SUPPLIER.‘CLM X2} MULTIPLE CONSTRUECTION (X2} DATE SURvEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BULDING COMPLETED
188087 B. WANG e 03/07/2014
NAME OF PROVIDER OR BUFPLIER S‘FREEU‘SDRESS. CiTY, STATE, ziP CoDE
TWIN RIVERS NURSING AND REHAB CENTER 2420 W. IR0 S7.
QWENSBORG, KY 42301
(%4 1D SUMMARY STATEMENT OF CEAICIENCIES 1 PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MLUSTBE PRECEDED BY FLiL PREFIX {EACH CORRECTIVE ACTION SHOWLD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENGY)
for two (2) weeks, then weekly audits
F 164 | Continued From page 2 F184]  for eights {8) weeks. The results of

rasidents' MARSs were to ba confidential and she
tsually kept the MAR back closed or the MAR
itself covered. The LPN revealed she was
responsible for ensuring privacy of the residents'
MARSs which were part of the clinical record,

Interviews with Unit Managers #1 and #2,
conducted on 03/07/14 at 10:55 AM and 11:08
AM revealed they expected MARs fo be kept
closed to keep information private. The Unit
Managers stated when staff walked away from
the medication cant they should ensurs the MAR
book is ciosed or the MAR Is covered with a
cover sheet,

Interview with the Assistant Director of Nursing
(ADON), on 03/07/14 at 10:40 AM, revealed
MARs were supposed to be covered at gl times
so visltors and residents could not walk by and
sae the information an the MAR. The ADON
stated the MARSs left in Plain view would be a
Health Insurance Portability and Accountability
Act (HIPAA) violation.

the audits will be reviewed with the
Quality Assurance Committeg, ata
minimum, monthly for three {3
months. If at any time concerns are
identified, the Quality Assurance
Committee will convene to review
and make further recominendations as
needed. The Quality Assurance
Committee will consist of at a

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

Y [ifu
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PRINTED: 04/09/2014

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 CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185087 B. WING 04/12/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
’ 2420 W. 3RD ST.

TWIN RIVERS NURSING AND REHAB CENTER OWENSBORO, KY 42301

X410 SUMMARY STATEMENT OF DEFICIENCIES f [3] * PROVIDER'S PLAN OF CORRECTION 1X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1
{K 000} | INITIAL COMMENTS {K 000}

Based upon impiementation of the acceptable
POC, the facility was deemed to be in
| compliance, on 04/12/14 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated 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 correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued
pregram participation.

FORM CMS-2567(02-99) Previcus Versicns Obsolete Event ID: GUE422 Faglility ID: 160094 H continuation sheet Page 1 of 1



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

\\“\‘(x‘ A

g \.(-.\“\?T_;O ,LQ\D‘ PRINT
&

QO
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AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BULDING 01 - MAIN BUILDING o 0, <
C, W
. N\ Lo,
185087 . NEL016VWVE” 0310672014
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP GOBE—— p 7
. 3RD 8T,
TWIN RIVERS NURSING AND REHAB CENTER AIMEIRDSY
OWENSBORO, KY 42301
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVICER'S PLAN OF CORREGTION l )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE DATE
DEFICIENGY)
Submission of this plan of
K000 | INITIAL COMMENTS K 000 correction is not a legal admissjon
that a deficiency was correctly
CFR: 42 CFR 483.70(a) cited, and is also not to be
construed as an admission of
BUILDING: 01 interest against the facility, the
Administrator, or any employees,
PLANAPPROVAL: 1969, 1992 agents, or other individuals who
: _— draft or may be discussed in this
SURVEY UNDER: 2000 Exbilg response and plan of correction. [N
FACILITY TYPE: SNFINF addznop, preparation oftl:ns plan of
correction does not constitute an
TYPE OF STRUCTURE: One (1) story, Type Ii admission or agreement of any kind
(211) by the facility of the truth of any
facts alleged or see the correctness
SMOKE COMPARTMENTS: Seven (7) smoke ofany alregatwr} by the survey
compartments agency. Accordingly, the facility
has prepared and submitted this
FIRE ALARM: Complete fire alarm system plan of correction prior to the
upgraded in 2008 with five (5) heat and (42) resolution of any appeal which may
smoke detectors be filed solely because of the
. requirements under state and
SPRINKLER SYSTEM: Complete automatic dry federal law that mandate
sprinkler system. submission of a plan of correction
within ten (10) days of receipt of
GENERATOR: Type II generator. Fuel source s the statement of deficiencies as a
Rropans, condition to participate in Title 1§
A'standard Life Safety God and Title 19 programs. The
standard Life Safety Code survey was bmission of the plan of
conducted on 03/05/14 to 03/06/14. Twin Rivers o . e o
; . correction within this timeframe
Nursing and Rehab Center was found not to be in .
; : . R should in no way be construed or
compliance with the requirements for participation idered as an agreement with
in Medicare and Medicaid. The facility is cerlified ChOnSIH ere las a J T ‘ y
for one-hundred thirty-two (132) beds with a the a elgatlobns g "ff’“‘:l‘,}mp%spce or
census of one-hundred twenty-four (124) on the admissions by the faci ity. This
day of the survey. plan of correction constitutes a
written allegation of submission of
The findings that follow demonstrate substantial CC"”W”“““’ }"’”h
L noncempliance wiith Title 42, Code of Federal Federal Medicare Requirements,
j|
(X5) DATE

other safeguards proyi

foliowing the date of s ey wheth

sufficlent grétection to the patients, (See instructiens.) Except for nursing homes, the findings stated above are disclosable 90 days

aficiency slalem:@ ending wit Sterisk (") denotes a deficlency which the inslitution may éa excused rran correcting p{oviu‘mg itls determined that
/or not a plan of correction is pravided, Fernursing homes, the above findings and plans of correction are disclosable 14

days following the dats hese decuments are made available to the facility. If deficlencies are cited, an approved plan of correclion is requisite to continued

pregram particlpation,

—_—
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GENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 03/19/2014
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCHON {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING 01 « MAIN SUILDING 04 COMPLETED
185087 B, VANG 03/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
TWIN RIVERS NURSING AND REHAS CENTER 2420 W. 3RO ST.
OWENSBORO, KY 42301
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIZER'S PLAN OF CORREGTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CRGSS-REFERENCED TO THE APPROPRIATE DATE
EEFICIENCY}
K020 ¢ Continued From page 1 K000
Regulations, 483.70(a) et seq. (Life Safely from K025
Fire)
. . . . 1. The identified five (5) smoke
Deﬁc.'e"des were ciied W E.fh the highest barriers will be properly sealed
deficiency identified at "F" evel, around pipes, wires and complete to
5 -
2222 NFPA 101 LIFE SAFETY CODE STANDARD Koz the roof to resist the passage of

Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8,3. Smoke barrers may
terminate at an atrium wall, Windows are
protected by fire-rated glazing or by wired glass
panels and stes! frames. A minimum of two
separale compartments are provided on each
floor. Dampers are not required in duct
Penetrations of smoke barriars in fully ducted

heating, ventifating, and ajr conditioning systems,

19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD Is not met as evidenced by:
Based on observations and interview, it was
determined the facility faled fo malntain smoke
barriers that would reslst the passage of smoke
between smoke campartments in accordance
with NFPA standards. The deficlency had the
potentiat io affect seven {7) of seven (7) smoke
compartments, ail residents, staff and visitors.
The facility Is cerlifiad for one-hundred thirty-two
{132) beds with a census of ane-hindred
twanty-four {124) on the day of the survey. The
facility failed to ensure five (5} smcke barriers
were properly sealed around pipes, wires and
complete to the roof fo resist the passage of
smoke,

smoke by 04/11/2014,

2. On03/27/14, Maintenance
Director completed audit of ali seven
(7) smoke compartments to ensure no
other arcas identified that were not
properly sealed around pipes, wires,
or incomplete to the roof to resist the
passage of smoke. No other areas
were identified.

3. The Maintenance Director was re-
educated by the Administrator on
3/27/14 related to the requirement to
ensure that sioke barriets are
properly sealed around pipes, wires,
and complete fo the roof to resist the
passage of smoke,
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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185087 B. WG 03/06/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21p CCDE

TWIN RIVERS NURSING AND REHAR CENTER 2420 W. 3RD ST.

OWENSBORO, KY 42301
Ay ID SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %5
PREFIX {EACH DEFICIENCY MUST 8E PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
GEFICIENCY)
K 025! Continued From page 2 K025

The findings Include

Observations, on 03/05/14 between 02:30 PM
and 03:30 PM with the Malntenanca Supervisor,
revealed the smoke partitions, extending above
the eelling located at room #2417 and 115 were
constructed of concrete block and drywall mud
was used as a sealant on the barrier. Further
observation revealed the smoke pariitions at
room #3460 and the Administrater's office were not
copstructed from outside wall to outside walf to
the roof decking. The final observation revealed
the smeke partltion at the rehab was penelrated
by wiring with no sealant.

Interview, on 03/05/14 between 02:30 PM and
03:30 PM with the Maintenance Supervisor,
reveated he was unaware the drywail mud could
not be used as a sealant on a biock wall, Further
interview revealed he was Unaware the walls
were not properly constructed in the atile and
trusted the confractors to do the [ob corcectly last
year,

Reference: NFPA 101 (2000 Edition).

8.3.8.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic fubes and ducts, and similar
bullding service equipment that pass through
floors and smoke barriers shait be protected as
follows:

{a) The spaca between the penetrating item and
the smoke barrier shail

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

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

{b} Where the penetrating item uses a sleeve to

4. The Maintenance Director will
audit all smoke barriers monthly to
ensure they remain properly sealed
and maintain resistant to the passage
of smoke. The results of the audits
will be reviewed with the Quality
Assurance Committee, at a minimum,
monthly for three (3) months. I at
any time concerns are identified, the
Quality Assurance Committee will
convene to review and make further
recommendations as needed, The
Quality Assurance Committee will
consist of at a minimum the Director
of Nursing, the Administrator, the
Assistant Director of Nursing and the
Social Services Director, with the
Medical Director attending at least

quarterly. : L{ / IZ—/ | Zf

04/12/14

FORM CME-2567(02.99) Frevious Varsicns Obsolate Event 0: GUE424

Facifty I 100024 If continuation sheet Page 3of9




FRINTED: 03/19/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERSFOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES X1} PROVIDERISURPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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185087 8. WNGM 03/06/2044
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE

2420 W, 3RD 5T,

c
TWIN RIVERS NURSING AND REHAB CENTER OWENSBORO, KY 42301

@) 10 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION %5
PREFIN {EACH DEFICIENCY MUST BE PRECEOED BY FuLL PREFIX (FACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED O THE APPROPRIATE GATE
DEFICIENGY)
K 025 | Continued From page 3 Ko2s

penelrats the smoke barrier, the sleeve shall be
solidly set In the smoke barrier, and the space
betweesn the item and the sleeve shall

1. Be filed with a material capable of maintaining
the smoke resistance of the smoke barrjer, or

2. Be protecled by an approved device designed
for the specific purposs,

(c) Where designs take transmission of vibration
Into consideration, any vibration isclation shalj

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
of smake

barriers meet the outside walls, other smoke
barriers, or firg -

barriers of a buliding shai! meet one of the
following conditions:

{1} it shalt be filtad with & material that [s capable

of maintalning
the smoke resistance of the floor or smoke
barrier.
{2) tt shail be protected by an approved davice
that Is
designed for the specific purpose, K056

K 058 | NFPA 101 LIFE SAFETY CODE STANDARD K 056

$S=E ) I. Sprinklers will he installed in the
If there is an avtomatic sprnkler system, It s closets of room’s # 342-467 and the
Installed in accordance with NFPA 13, Standard business closef and the air handler
for the Installation of Sprinkler Systems, to rooi by 04/11/14
provide complete coverage for all portions of the '
building, The system is roperly maintained in .
accordgance wmf NFPA 2%, Standard for the 2. On 0.3/27”4’ the_Admlmstrator
Inspeation, Testing, and Maintenance of and Mgmtcnance Director conducted
Water-Based Fire Protection Systems. It |s fully an audit of closets to ensure they have
supervised. There is a refiable, adequate waler proper Sprlnlfler coverage, No other
supply for the system. Required sprinkler closets were identified.
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FORM APPROVED
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X1) PROVIDER/SUPPLIER/CLIA

(K2 MLTIPLE CONSTRUGTION

{X3) DATE SURVEY
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systems are equipped with water flow and tamper
switches, which are elactrically connetled to the
building fire atarm system. 19.3.5

This STANDARD is not et as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure the
buiiding had a complete sprinkier system, in
accordance with NFPA Standards, The deficiency
had the potential to affect three (3) of seven {7}
smoke compartments, fifty-two (52) residents,
staff and visitors. The facility Is certified for
one-hundred thirty-two (132) beds with a censys
of one-hundred twenty-four {124} on the day of
the survey, The facifity failed o ensure all closets
of the bullding had Proper sprinkler coverage,
According to CMS S&C 13-55-18C the
enforcement Jmplication would be a fully
sprirklered facllity with minor problems

The findings include:

Observation, on 03/06/14 between 08:30 AM and
11:00 AM with the Maintenance Supervisor,
reveaied the closels in resident rooms #342-467
did not have sprinkler protection. Further
observation revealed the closets were built in the
facility with the top of the closet opened up 10
inches from the ceiling and the sprinkler in the
foom was over 5 feet from the closets. Furthar
observation revealed the business closet and the
afr handisr room were not properly protected by
sprinkiars.

Intervisw, on 03106114 between 08:30 AM and
11:00 AM with the Maintenance Supervisor,

3. The Maintenance Director was re-
educated by the Administrator on
3727114 related to the requirement
that all closets of the building must
have sprinkier coverage,

4. The Maintenance Director wii]
conduct monthly observations of al]
closets in the facility to ensure they
have proper sprinkler coverage. The
results of the audits will be reviewed
with the Quality Assurance
Committee, at a minimum, monthly
for three (3) months. Ifat any time
eoncerns are identified, the Quality
Assurance Committee will convene to
review and make further
recommendations as needed. The
Quality Assurance Committee will
consist of at a minimum the Director
of Nursing, The Administeator, The
Agssistant Director of Nursing and the
Social Services Director, with the
Medical Director attending at least
quarterly
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feveated he was aware of the closets not having

sprinkiers placed inskde of them. He also stateg

he believed the closets weren't protected

because the cut out was not down 18 from the

ceiling.

Reference: NFPA 13 {1999 Edition)

5-13 8.1 Actual NFPa, Standard: NFPA 101, Table
19.1.6.2 and 19.3.5.1, Existing healthcare
facifities with construction Type V (111) require
complete sprinkler coverage for all parts of 5
facility.

Actual NFPA Standard: NFPA 101, 19.3.5.1,
Where required by 19.1.8, health care facilitieg
shall be protected throtighout by an approved,
supervised automatic sprinkier system in
accardance with Section 9.7,

Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
automalic sprinkler system required by another
section of this Code shall be in accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems,

Actual NFPA Standard: NFPA 13, 5-1.1. The
requirements for spacing, locatlon, and position
of sprinkiers shall be based on the following
principles:

{1) Sprinklers instalied threughout the premises
(2) Sprinklers located so as not to exceed
maximum protection areg per sprinkler

{3} Sprinklers posttioned and located so as to
provide satisfactory performance with respect to
activation time and distribution,

K 143 [ NFPA 101 LIFE SAFETY CODE STANDARD K143
§§=D

Transferring of oxygen is;

_
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(&) separated from any portion of a facllity
wherein patients are housed, examined, or
treated by & separation of a fire barrier of 1-hoyr
fire-resistive construction;

{b} In an area that js mechanically ventilateg,
sprinklered, and hag ceramic or congreta fiooring;
and

{c}in an area posted with signs indicating that
transferring is oceurting, and that smoking in the
immediate area s not permitted in accordance
vith NFPA 89 and the Compressed Gas
Assaciation. 86252

This STANDARD is not met as evidenced by:
Based on ebservation, Interview and plan of
correction review, It was defermired the facifity
faifed to ensure the room being used (o transfer
liquid oxygen was rated per NFPA requirements,
The deficiency had the polential to affect one H
of seven (7) smoke compariments, thirty-two (32}
residents, staff and visitors, The facility is
certified for one-hundreq thirty-two (132) beds
with a census of tne-hundred twenty-four {124)
on the day of the survey. The facility failed to
ensure the oxygen transferring room had an
operational mechanical fan ang Separation from
the rest of the facility,

The findings Include:

K143

1. On 03/18/14, a new circulating
vent was installed in the oxygen

transhilling room on skilled b that
provides separate ventilation for the

Toom.

2. On 03/18/14, the Maintenance
Director completed audit to ensure all
oxygen transfitling rooms have
operational mechanical fan an.d.
separation from rest of the facility.
No other oxygen transfilling rooms
were identified without proper
ventilation,

3. On 03/27/14, the Maintenance
Director was re-educated by the
Nursing Home Administrator on .the
requirement that oxygen transfilling
rooms have operational mechanical
fans and separaticn from the rest of
the facility.

FORM CMS-?S&T{GZ-SQ} Frevious Varslens Obsolate

EventiD: GUE421

Fecitty D 100084

|

ifcontinuation shest Page 7 ofg

TR e i anns




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEOICAID SERVIGES

PRINTED: 03/19/2014
FORM APPROVED
OMB NO. 0938-0391

Observation, on 03/06/14 at 9:23 AM with the
Maintenance Supervisar, revealed the oxygen
transfilling roem on skiiled b in which oxygen was
being transferred did not have proper ventilation,
The rooms were mechanically ventifated to the
attic but the mechanical fan was not functioning.
Further cbservation reveaied the vent for the
OXygen room was connectad the vents inthe
corrider and did not provide separation for the
room.

Interview, on 03/06/14 at g:23 AM with the
Maintenance Supervisor, revealed he was aware
the fan was not working properly as he chacked it
weexly. He was unaware the room could not be
connecled to other vents in the facility,

Reference: NFPA g {1998 Edition).

8-6.25.2 Transferring Liquid Oxygen,
Transferring of fiquid oxygen from one container
to another shalil be accomplished at z location
specifically designated for the transferring that is
as follows:

. Separated from vy pordion of a facility wherein
patients are housed, examined, or treated bya
separation of a fire barrier of 1-hour fire-resistive
construction; and

b. The area s mechanically ventilatad, is
sprinklered, and has ceramic or concrete flooring;
and

¢. The area Is posted with slgns indicating that
transferring is accurring, and that smoking in the
immediate area is not permitted,

Transferring shall be accomplished utilizing
equipment deslgned to comply with the

performanca requirements and producers of CGA
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4. The Maintenance Director wil)
conduct weekly inspections of
Oxygen transfilling rooms 1o ensure
they maintain operational mechanical
fans and separation from the rest of
the facility, The results of the audits
will be reviewed with the monthly
Quality Assurance Committee for a
minimum of three (3) months, if at
any time concerns are identified, the
Quality Assurance Commnittee wifl
convene to review and make further
recommendations as needed, The
Quality Assurance Commitice wil}
consist of at a minimum the Director
of Nursing, The Administrator, The
Assistant Director of Nursing and the
Social Services Director, with the
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Medical Director attending at least

quarterly.
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Pamphlet P-2.8, Transfilling of Low-Pressure
Liguld Oxygen te be Used for Respiration, and
adhering to those procedures,
The use and operation of small poriable liquld
oxygen systems shall comply with the
requirements of CGA Pamphlet P-2.7, Guide for
the Safe Storage, Handling ang Use of Portable
tquid Oxygen Systems in Health Care Facilities,
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