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SUMMARY STATEMENT OF DEFICIENCIES |

The faciiity must provide hcusekeeplng and

mainterance services necessary to maintain a
saritary, orderly, and comfortable interior.

This REQUIREMENT is nof met as evidenced
by:

Rased on observaﬁon and interview, the faciity-
falled to provide effective housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior,

Wheelchairs/geri-chairs for fwefve residents were ::

observed to have torn, ragged areas. Al resident
room, storage reom, and central bathroom doors
werz observed to be sciled on the lower portions
of the doors. Doors in resicent rooms 109, 112,
and 113 were observad to be very dlfﬁcutt i
openfckse.

The findings include;

The following areas were observed o be in need
of housekeeping/mainienance servicas:

1. Obsenvations in-the d'ming room at 12:00 FM
on 07/14/11, revealed tom and ragged chairs for
Residents #5, #10, #16, #£17, #18, 19, #20, #21,
#22 #23, #24, and #25.

17,18,19, 20,21, 22, 23, 24, and 25 have been
 repaired. The doors fo residents rooms #109, 11
and 113 have been repaired. The door kick plats
throughout the facility bave been decp cleaned.
7, The housckeeping and maintenance staff havi
inspected the facility Wh&BlChﬁiIS_,l doors, and
door kick pla.teS. All issues requining repair and;
or cleaning have been addressed

3. The housekeeping and maintenance staff hav
received in-service education on the need 1o
inspect facility wheelcheirs, doors, and door,
ldck plates to identify issues Tequiring repair any
i or cleaning as provided by the Staff Developme,
Coordinator on 7/28/11.

4. The CQI Indicator for the monitoring of the
facility interior and equiprpent will be utilized
monthly X 2 months then in accordance with th
established CQI calendar under the supervision
of the Housekeeping Supervisor. '
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. agreement by the provider of the tnith of the
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An interview with the Director of Nurslng { DON)
on 07714741, &t 3:00 PM, revesied the facifity had
anem ploye_e'who cleaned residents’ chairs and
she usually informad Management when chairs
neaded rapair. The DON had not been made
aware of the ragged areas on the wheelchairs.

| An interview with Resident #25 on 07/14/11, &t

3:40 PM, revealed hefshe said heihis chalr

1 locked bad.

2. ©On07A4/11, at 2:15 PM, resident rooms 108,
112, and 113 wers observed to be very d[fﬁc:uit to_
open when they were closed.

An interview with the Maintenance Supervisor
{MS) on G7114/11, at 2:15 PM, revealed the MS

i was unaware of the sticking doors. The MS

stated siaff wes to complete a maintenance
request when repairs were needed but no one
had completed one regarding the doors.

3. Al resident roém doors, central shower room
doors, and storage room doars were obsarved fo
be soiled on tha lower portions of the doors.

An interview with the Housekeeping Supervisor
(HS) on 07/14/11, at 2:35 PM, revealed she had
aftempied to clean the doors but had ‘been unable
fa find-any product that would remove the soil

. from the doors. The HS stated she would

continue to try to find something that wouid work.
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ; MFETED
. . A BULDING 01 -MAIN it
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_ . - ‘ DEFICIENCY) ;
: o The preparation and execation of this plan of
K 000 | INITIAL COMMENTS K 000 correction does not constitate admission or :
) o agreement by the provider of the truth of the ¢
= A [ife safety code suivey was Enit'iated and facts alleged or conclustors set forth in the . ‘
concluded cn 07/13/1 1.‘ The ﬁthng_s hat follow statement of deficiency. This plan of correction:
: demonstrate noncompliance with Tifle 42, Code o o eared and fed solely b wis |
 of Federal Regulations, 483.70 (2) &t seq (Life is prepared and executed solely because 15
 Safefy from Fire). The facility was found not in | required by federal and stafe law.
substantial compliance with the Requiremnents for 1. The door of room E112 has been repaired to 8/26/11
Participation for Mecicare and Medicaid. clinrinated the gap at the top. .
o L 2. Facility mternal doors have been inspected 9
Deficiencies were cited with the highest am.]tytuh] er:: o T:e ein ?ec © !
deficiency identified at "F" level. _ ] det@e at : ey mect the smoke resistant ;
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018 | requirements W“h 0o gaps.
© g8=h : 3. The facility maintenance staff have received:
DOO".S protecting carmdor Dpenings ip othey fjian in-service education om the inspection of
required enclosures of verhcalh_opemngs, exits, or facility doors for gaps and proper fire resistance
hazardous areas are substarntial doors, such as d the need to pddres dontified i s
those constructed of 1% inch solid-bonded core and the nee S any 10entec 1SSues
wood, or capable of resisting fire for atleast 20 provided by the Administrator on 8/8/11..
minutes. Doors in sprinkiered buildings are only - 4. The CQI Indicator for the monitormg of  :
required to resist the passage of smoke. There is facility doors for gaps/fire resistance will be ;
no impediment fo the closing of the doors. Daors tilized monthly X 2 months and then quarter} !
are provided with a means suitable for keeping i e ﬂ:mn tabjll o _ed]EDHI Zlan dﬂm ze ﬂ: &
the door closed. Dutch doors meeting 19.3.6.3.6 | as per the establishad CQI calender uncer the
are permitted.:  19:3.6.3 supervision of the Director of Maintenance.
Roller lafches are prohibited by CMS reguiations
in all health care facilities.
This STANDARD is not met as evidenced by . |,
RTSENTATIVES SIG‘NATURE TITLE & DATE
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ofher safeguards provide sufficient profection to the patients. (See instructions.)
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program parficiration. :

plan of correction is provided, For nurs
nmade avaltable to the facify. i deficiencies are

a@nerisk = c‘gnoﬁeﬁ ageﬂciency which the insfitution may be exclsed from coreding prov

iding itfs deizrinirfed that

Except for nursing homes, the findings stated above are disclosable 90 days

ing homes, the above Gndngs and plans of correction are disclosable 14

cited, an approved plan of comecton is requisite v corfinued

FORN CMS-2567(02-85) Previeus Wersions Obsoete

Event ID: IABA2A

Facility 1D 103470

If corfinuation shesi Page 1ofh



"11/7/31

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

PRINTED: 07/28/2011
FORM APPROVED

OMB NO, 0938-0391

{(X2) MULTIPLE CONSTRUCTION

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING D1 - MAIN BUILDING 0] )
| B. WING A ' )
‘ 185217 0711312011
NAME OF PROMIDER OR SUPFLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
761 SKYLINE DRIVE, FO BOX 115
ETCALFE E . .
W HEALTH CARE CENTER EDMONTON, iKY 42125 ]
xar iy | "SUMMARY STATEMENT OF DEFICIENGIES - - PROVIDER'S PLAN OF CORREGTION x5
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DEFICIENCY) ~
K018 | Continued From page 1 K 018
| 'Based on observation and interview, the facility
failed to ensure cormidor doors were abie to resist
the passage of smoke. This deficient praciice
- | affected one of six smoke compariments, staff,
and approxdmately 30 residents. The facility has
the capacity for 101 beds with 2 census of 30 on
: the day of the survey. .
The findings include:
During the Life Safety Code tour on 97/13/11, at
| 10:05 AM, with the Director of Maintenance
(DO, cheenation revealed resident room E1 1?_
was observed to have an appraximate one-inch
gap at the top of the door, Corridor doors must
be ahble 1o resist the passage of smoke in a fire
sifuation.
An interview with the DOM on 07/13/11, at 10:05
AM, revealed corridor doors in this section of the
building were difficult to mamtain. : _
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 1. The unsealed penetrations of electrical conduit 8/ 26/11
55=D - : o and duet work in the attic arez above the fixe/smoke
Smoke barriers are constructed ko pravide at bartier doors next to room 102 have been sealeg.
 least a one half hour fire resistance rating in 2 Th i 'nh lecirical conduit aud duct
accordance with 8.3. Smoke barriers may - e reruainmg & : dauet
ferminate af an atnum wall, Windows zre work in the attic area was inspected for any
protected by fire-rated giazing or by wired glass unsealed penetration, with no further issues
paneis and steel frames. A minimum of two identified. . _ )
separate compartments are provided on each 3. The maintenance staff have received in-service
floor. Dampers are not requ:red in duct ducati th dtoi t the elecirical
penetrations of smoke barriers in fully ducted education on the need to mspect te cee _
| heating, venfilating, and air conditioning systems. condnit and duct work ir the attic area for any
16.3.7.3,12.3,7.5,18.1.6.3, 19.1.64 unsealed areas on & yearly basis, and to seal any .
areas identified as provided by the Administrator
om 8/8/11.
4. The CQT Indicator for the monjtoring of
unsealed penelrahens in the attic area will be
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' . g utilized monthly X 2 months and then quarterly
K025 | Continued From page 2 K 0251 as per the established CQI calendar under the
This STANDARD s not met as evidenced by. supervision of the Director of Maintenance,

Rased on cbservation, the facifity failed 1o

1 maintain smoke barriers with at ieast a one-halt
- | hour fire resistance rating &s requirad. This
deficient practice affected two of six smoke
cormpartments, staff, and approximately thirty
residents. The facility has the capacity for 101
beds with 2 census of 80 on the day of the
survey,

The findings include:

Daring the Life Safety Code survey on 67/13/11,
at 10:00 AM, with the Director of Maintenance :
(COM), unsedied penetrations of elestrical _
conduit and ductwork were observed in the attic : ) !
area above the fire/smoke barmier doors next ic
room 102. 1n a fire situation, unsealked
* penetrations of smoke barriers aid in the spread -
of smoke and fire tp other parts of the building. . ) . : P
An inferview with the DOM on (077131 1,8t 10:00 - :
Alf, revealed the DOM was net aware the
| fire/smoke barrier waki needed repair.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipas, conduits, bus ducts, cables, wires,

air ducts, pneumatic flbes and ducts, and simitar

! buiding service equipment that pass through

+ fioors and smoke barriers shall be protected as

foltows: :

(a) The space between the penetr”atlng ftem and . i

the smoke barier shall : i

1. Be filled with & material capable of mamtalmng : '

e smoke resistance of the smoke barrier, or

2. Be protecied by an approved device designed

for the specific purpose. ’ t
(b) Where the perigtrating itern uses a sleeve o

FORM CMS-2567(02-29) Prewios Versions Dbsolete Event ID: LAGAZ Fachiy ID: 100470 If corfinuation sheet Page 3 of 5




1173

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

PRINTED: 07/26/2011

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(x1} PROVIDER/SUPPLIER/CLIA
" IDENTIFICATION NUMBER:

185217

FORM APPROVED
- OMB NO. 0938-0381
{%2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
COMPLETED
A BUILCENG 01 - MAIN BL!TLDING o
JWING ) )
B 7312011

" WAME OF PROVIDER OR SURPLIER

METCALFE HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
701 SKYLINE DRIVE, PO BOX 115

. EDMONTON, KY 42129 -

TAG

a1 |
_PRETIX

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY WMUST BE PRECEDEDR BY FULL
REGULATORY OR LSC IDENTIFYING lNFOF{MA'ﬂONj

PROVIDER'S PLAN OF GORRECTION
. (2ACH GORRECTIVE AGTION SHOULD BS
CROSS-REFERENCED TO THE APPROPRIATE
DERCIENCY)

s
PREFIX
IAG

0
COMPLETION
DATE

K02

85=

5

K052

F

Coniinued From page-3

perefrate the smoke barrier, the sleeve shall be
sofidly set in the smoke barrier, and the space
betwsen the item and the siesve shall’

1. Be filled with a matetial capable of maintaining
the smoke resistance of the smoke barrier, or
‘2. Be protected by an approved device designed
 for the specific purpose.

 (c) Where designs take transmission of vibration
info consideration, anty vibration isclafion shafl

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

NFPA 101 LIFE SAFETY CODE STANDARD

A fire atarm system required for e safety is
installed, tested, and maintained in accordance -
with NFPA 70 National Electrical Code and NFPA
| 72. The system has an approved maintenance

: and festing program complying with applicabie

: requirements of NFPA 70 and 72. 9614

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
fajied to ensure the building fire alarm systemn
functioned as required by NFPA standards. . This
deficient practice affected six of six smoke
c:ompartments staff, and all the residents. The

K025

1. The fire alarm system has been repaired so th
fire doors closed when activated can not be
reset unti! the system is no longer showing
fire condifions. '

2, The fire alarm system bas been repaired so th
fire doors closed when activated can not be

K052

reset until the system is no longer showing
fire conditions.

education on the need to test the reset fimection
of the fire door when activated with each fire

4. The reset function of the fire doors will be
checked with each fire drill to determine that
they cannot be reset until the system is no longe;
showing fire conditiors.

;3. The maintepance stafl have raccwed IB-Servies

dril! 25 provided hy the Administrator on 8/8/11;

at 8/26/11
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facility has the capacity for 101 beds with a
census of 90 on the day of the suryey.

4 The findings includa:

During the Life Safety Code tour on 0713511, at

11020 AM: with the Director of Maintenance

(DOMY, a test of the facilily fire alarm system

: revealed the fire doars wouid ciose when the

alarm was activated but could be resef white in
the silent mode to the open position while the
systemn was still showing fire conditions. An
interview with the DOM on 07/13/11, at 10:20 AM,
revealed the DOM was not aware fire doors

| should not be able to be reset while the fire alarm

system was siill showing fire conditions.

1 Refersnoce: NFPA 72 {1989 Edition).

3-96.3 ]

Alf door hold-open refease and integral door
release and closure devices used for release
service shall be monitored for integrity in
accordance with 3-8.2.

C ooy 1o ID x5}
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