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The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

' Based on interview, record review, and review of
- the facility's policy/procedure, it was determined
the facility failed to ensure immediate notification
of the physician, for one resident (#4), in the
selected sample of eighteen residents. Resident
#4 experienced a change in medical condition
which necessitated medical intervention.
Resident #4’s lab was drawn on 12/30/11 which
revealed a low Potassium level of 2.9. A report
was faxed to the physician on 12/30/11; however,
i there were no further attempts to notify the

. physician regarding the resident's change in

- condition. The physician was not made aware of
. the fow Potassium level until 01/04/12,

; The findings include:

\

\ Areview of the facility’s policy/procedure, "When
to Call the Physician Immediately” dated
01/09/10, revealed the resident's physician was to

' be notified of any abnormal or critical lab values.

. A record review revealed Resident #4 was

. admitted to the facility on 11/21/11 with diagnoses
to include Chronic Ischemic Heart Disease,
Cerebrovascutar Disease and Aorlic Aneurysm,

A review of laboratory results, dated 12/30/11,
revealed Resident #4's Potassium level was 2.9
(low)(normal range 3.5-5.1), and wrilten

Protocol and procedures that meet the
Federal requirements are in place relating

| 1o the immediae notification of resident,

| physician, and responsible party to changes
in resident condition. This process includes
the urgency and the method of notification.
The immediate physician notification is
made upon the professional judgment of the
licensed nurse according to accepted
standards of medical and nursing practice
that reflect the Federal requirement.

Resident #4 had orders in place dated
1/4/2012 that reflected a change in the
residents care based on the laboratory
report of 12/30/2011.

: A 100% audit was conducted on 02-22-12

: to review laboratory testing completed in

* the past 30 days to determine if any other
residents were affected. No other residents

~ were affected.

In-service education was provided fo all
licensed nursing staff by the DON on
March Gth and 7" 2012 relating to
immediate physician notification and

| patient status changes as well as abnormal
and critical laboratory reports.

In addition, all licensed staff was educated
- on the process in the event the attending
. physician does not respond timely. There
_ were no changes made to facility policy as
i the policy reflects the regulatory
| requirement. The content of the in-service
i addressed immediate physician notification.
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| This REQUIREMENT is not met as evidenced

. by:

. Based on observation, interview, record review

. and review of the facility's policy/procedure, it was

| determined the facility failed to ensure that one

| resident {#10} in the selected sample of eighteen
residents, received appropriate perineal care in
accordance with the facility's policy/procedure.

The findings include:

| Areview of the facility's policy/procedure,

 "Perineal Care," undated, revealed "use

washcloth with soap and water to wipe ihe

| perineal area. Separate the labia. In one even

| stroke, wash ihe sides of the labia, then wash

| down the middle. Use a new wipe for each stroke,
then discard.”

' Arecord review revealed Resident #10 was

1 admifted to the facility on 12/06/10 with diagnoses
' to include Cerebrovascular Accident with

. Right-sided weakness, Muscle Weakness,

. Dementia, Dysarthria and Cerebral

| Atherosclerosis,

A review of the "Patient Care Pian,” dated
12116/11, revealed to provide personal hygiene
 care after all eliminations.

. An observation of personal hygiene and perineal

‘ care, on 02/15M12 at 8:35 AM, revealed Cerlified
Nurse Aide (CNA #1) used the same washcloth to
provide personat hygiene and perineal care
throughout the entire process.

All nursing staff was in-serviced on the
facility policy/procedure for proper perineal
care on 3/6/2012 and 3/7/2012 by the
Director of Nursing. One on one

: observation of all nursing staff performing
perineal care will be completed by
3/9/2012.

All remaining residents are protected as a
result of the education, instruction, and
observation given to 100% of the direct
care staff. Education and observations will
be completed by March 9, 2012,

The monitoring of perineal care will be the
responsibility of the Director of Nursing
and the nurse management team.
Observations of perineal care will be
randomly done by the licensed nursing staff |
weekly x 4 weeks and then monthly x 3 \
! months, |

" The Director of Nursing/designee will

. monitor compliance of perineal care

through random audits monthly x3 months

beginning in March and report findings to

the Quality Assurance Committee, The

monitoring and in-servicing will be

* continued by the DON or as directed by the
Quality Assurance Committee.
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An interview with CNA #1, on 02/15/12 at 8:45
AM, revealed she was aware of proper procedure
t for providing perineal care; however, she did not

- pravide proper care hecause she was "nervous.”
She sfated she usually used a separate
washcloth for perineal care.

An interview with Registered Nurse (RN #1), on
02/15/12 at 8:55 AM, revealed she was aware
that the CNA #1 completed improper perineal

. care. No further information was provided.

An interview with the Direclor of Nursing (DON),
on 02/115/12 at 9:10 AM, revealed the CNA #1 did
not follow the facility's protocoi related {o proper
perineal care. No further explanation was
provided. ;

F 371 | 483.35(j) FOOD PROCURE, Fa71| F 371
ss=E | STORE/PREPARE/SERVE - SANITARY | |

i ' It is the policy of NHC Madisonvilie to
!  store, prepare, distribute and serve food

The facility must - ! under sanitary conditi
(1) Procure food from sources approved or | - under sanitary conditions.

considered satisfactory by Federal, State or locai
authorities; and

- {2) Store, prepare, distribute and serve food |
: under sanitary conditions \

The Registered Dietitian and dietary

manager gave in-service education and

. instruction to the dietary staff on March 3,
2012. The topics of instruction and

education included the proper use of hair

restraints covering the top, front, and sides

of the head, the use of gloves during food

: preparation, the appropriate technique for

i holding a bowl in a sanitary manner, the

E © instruction to fill a bow! with food without

- contamination, the instruction of proper

- hand-washing, instructions on answering

the phone and hand-washing, and

instructions on the use of sanitized rags.

- This REQUIREMENT is not met as evidenced
" by:

Based on observation, interview, review of a
facility inservice, and review of the facility's
pelicy/procedure, it was determined the facility
failed to ensure food was prepared, distributed ‘
- and served under sanitary conditions. | |

13-29-12
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" Observations of tray line preparation, on . . \
y he prep . In addition, the temperature of milk was |
0211412, revealed dietary staff was wearing a . . . . . !
' addressed in the in-service, The instruction

! hair restraint which did not cover her hair
compietely. Temperatures of muitiple food items
were obtained by dietary staff who did not sanitize
the thermometer probe between testing of each
food item. Dietary staff were observed plating
food, then wiping their hands on their pants, and
then returned to plating food without washing or
gloving their hands. Dietary staff were observed
to leave the tray preparation area to answer the
phone, then returned to handling food items
without washing or gloving their hands. Atest
tray, containing a carton of milk, revealed the
temperature of the milk was 52 degrees

. Fahrenheit (F) at the point of service.

‘ The findings include:

| A review of a facility's policy/procedure, “Safety &
Sanitation Best Practice Guidelines," undated,
revealed "Cold foods will be held at 41 degrees F
or lower. Temperatures wili be taken and
recorded every two hours on cold foods. Cold
items should be left in refrigerator and pulied one
tray at a time during service, if possible, to help
maintain temperatures.”

A review of an inservice, dated 02/04/12, revealed
: kitchen staff were to wash their hands before
: putting gloves on and after taking gloves off,

- An observation of the lunch meal tray

- preparation, on 02/14/12 at 10:20 AM, revealed

. Kitchen Staff #1's hair restraint covered the top of
. her head only. The front, sides and the back of

! her hair was not completely covered. Kitchen

‘ Staff #3 was observed to pick up bowls with an

' to leave the mitk refrigerated until i

immediately prior to beginning the tray line
was given. The cartons of milk will then be
placed in a container of ice to ensure proper

milk temperature upon leaving the dietary

| department.

As a result of the in-service and education
on the storage, preparation, and serving of
food under sanitary conditions, ail

© residents, staff, and visitors are protected.

: The dietary manager and registered

dietitian will monitor the storage,

preparation, and serving of food under
" sanitary conditions through daily visual
| observations of the tray line service and

documentation of food temperatures

including milk remperatures, To ensure w
compliance with proper teinperature of ‘
foods, test trays will be conducted 3 times i

. weekly for the next 30 days and reported to

i the Quality Assurance Committee. The
dietary manager will also ask to visit with
Resident Council to ensure residents are

satisfied with food temperatures.

The Dietary Manager will monitor :
compliance of the storage, preparation, and |
serving of food under sanitary conditions :
through the Quality Assurance Process. The |

. Dietary Manager will monitor the storage,
! preparation, and serving of food under

- sanitary conditions 3 tines a week for 1

" month, then weekly x 1 month, and prn as
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- ungloved hand, holding the bowt with her thumb
inside the bow/, fili the bowl and place iton a
resident's tray. Kitchen Staff #3 wiped the food
that was on her hand from inside of the bowls
onto her pant feg each time she filled a bowi, and
continued to plate the food without washing her
hands or gloving her hands.

needed beginning in March 2012, The
findings will be reported to the Quality

Assurance Commmittee. The monitoring and
" in-service training will be continued by the
Dietary Manager or as directed by the
Quality Assurance Committee,

\
| An observation of the supper meal, on 02/14/12 \
. at 5:30 PM, revealed the four staff who prepared !
! the residents’ food trays were not wearing gloves.
Kitchen Staff #1's hair restraint did not completely
cover her hair. The froni, the sides and the back
of her hair was not completely covered. Kitchen
Staff #1, who was handiing food items was
cbserved to answer the phone two times and
return to handling feod from the refrigerator. After
: handling the feod and net washing her hands, :
* she handed it to the kitchen staff, who were : : !

plaling the food at the steam table. Observation, |
on 02/14/12 at 5:38 PM, revealed the milk from a
test tray had a temperature of 52 degrees F. |
Kitchen Staff #1 stated she thought the 1
acceptable temperature for serving milk was ; |
between 50 degrees F and 55 degrees F. ‘ ‘

: An interview with the Director of Nursing (DON}),
con 02/15M2 at 510 PM, revealed she expected
. the Kitchen staff to wash their hands and wear ;
| gloves, and revealed a related inservice was i
recently provided. Additionally, the DON stated
she expected the food temperatures to be
acceptable and only sanitized rags were to be :
utilized. She stated there was only one page
listed in the policy/procedure for the kitchen and it

did not address these concerns.

. An interview with the local Health Department
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Environmentalist, on 02/16/12 at 1:45 PM,
revealed kilchen staff should wear gloves when

| handling or touching the interior portion of a dish
. or plate. It would be considered contact with a

food source if the staff placed their ungloved
hands/fingers inside dishes or bowls while
serving food.,
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Deficiencies were cited with the highest K 072
deficiency identified at "F" level.
It is the policy of NHC Madisonville to
A standard Life Safety Code follow-up survey was maintain means of egress in accordance
conducted on 05/03/12, NHC Healthcare of with NFPA standards.
Madisonville was found not to be in compliance
with the requirements for participation in Overseen by the administrator, a linen
Medicare and Medicaid. cabinet and wheelchair cubby cabinet were
{Ksogfg NFPA 101 LIFE SAFETY CODE STANDARD {K 072} installed in the sunshine room area and

Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access lo, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:
Based on ohservation and interview, during the
follow-up survey conducted on 05/03/12, it was
determined the facility failed to ensure the
deficiency cited on 02/15/12 during the standard
survey, was corrected as outlined in the facility's
plan of correction. The facility's afleged
compliance date was 04/30/12,

| The findings include:

Observation, on 05/03/12 between 3.00 PM and
4:00 PM, with the Maintenance Director revealed
linen carls, wheelchairs, lifis, cooler carts, and
med carls were being stored in the corridors of
the entire facility. Some examples of storage

dining room for storage of linen and
wheelchairs on 05-08-12. Overseen by the
administrator, linen carts, lift scales and
wheelchairs were removed from the
hallways on 5-8-12. Overseen by the
adininistrator, med carts are being stored
behind the nursing stations, and mechanical
lifts are being stored in the centrat bath
areas effective 05-04-12,

Overseen by the administrator, in-service
instructions and education regarding
keeping means of egress unobstructed was
completed on May 04, 2012 for direct care
staff and licensed staff as to the location of
storage of the linen, wheelchairs, lifts,
hydration carts, and med carts,

Overseen by the Director of Nursing a
Quality Assurance study of the center’s
compliance with keeping means of egress
continuously maintained free of all
obstructions was begun on 05-08-12,
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include the [ift next to room# 101 which blocked
the cross-corridor doors, a scale was in storage
at the exit at room# 120, a wheelichair was stored
putside the maintenance office, and a lift was
stored outside room#103.

Interview, on 05/03/12 between 3:00 PM and 4:00
PM, with the Maintenance Director revealed he
stated the faciility was working towards doing a
better job with their corridors but they were stilt
storing items in the corridor. He also stated the
linen cabinet and wheelchair cubby on their Plan
of Correction was to be started in the next week.

Reference: NFPA 101 {2000 Edition)

Means of Egress Reliability 7.1.10.1

Means of egress shall be continuously
maintained free of alt obstructions or
impediments to full instant use in the case of fire
or other emergency.

Hallways will be visually inspected daily x
10 days, then weekly x 6 weeks, The
Director of Nursing will report findings to
the Quality Assurance Committee, The
studies will continue as directed by the 5/8/12
Quality Assurance Cominittee,
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- accordance with 8.3. Smoke barriers may
¢ terminate at an atrium wall. Windows are

protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compariments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air 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 observation and interview, it was

- determined the facility failed to maintain smoke |
- barriers that would resist the passage of smoke !
between smoke compariments in accordance j

\

with NFPA standards. The deficiency had the
petential to affect four (4} of five (5) smoke
compartments, residents, staff and visitors. The
facility is licensed for ninety four (94) beds with a
census of eighty three (83) on the day of the
survey.

The findings include:

Observalions, on 02/15/12 between 10:00 AM

_and 11:00 AM, with the Maintenance Director |
. revealed the smoke parfitions, extending above i

the passage of smoke between smoke
compartments in accordance with NFPA
standards.

Fire rated attic doors were ordered and are
- scheduled for delivery the week of March
19, 2012. Upon delivery, installation will
- be completed by a local construction
. company.

: The penetrations in the specified areas were
i repaired with approved materials on

{ February 24, 2012, The repair work was

| completed by the Maintenance Director.

I The Maintenance Director received
 instruction and education from the

- administrator regarding fire rated attic

" doors and penetration of smoke barriers on
103-13-12.

As a result of the replacement/repair of fire
rated attic doors and penetrations in the fire
compariments, the safety of residents, staff,
and visitors are protected.

The monitoring of the fire rated attic doors
and fire wall penetrations will be the
responsibility of the Maintenance Director.
. The monitoring will be accomplished

X4) 10
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K 000 | Continued From page 1 K000
Fire} |
Deficiencies were cited with the highest K 025
deficiency identified at "F" level.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
S8=F It is the policy of NHC Madisonville to
Smoke barriers are mnstrugted to proylde‘at maintain smoke barriers that would resist
! least a one half hour fire resistance rating in
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! the ceifing, iocated at room 100 & 101, next to the
: patient day lounge, at room 124 & 125, and at
room 202 and mechanical room, were nioted to
have penetrations by wires, unapproved doors, or
piping. The spaces around the penetrations were 1
not filled with a material rated equal to the |
i partition and could not resist the passage of |
: smoke. ‘

Interview, on 02/15/12 between 10;00 AM and
11:00 AM, with the Maintenance Director revealed
he was not aware of the penetrations or that rated :
doors were required in smoke barriers. |

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cables, wires, i
air ducts, pneumatic tubes and ducts, and simitar !
building service equipment that pass through

. floors and smaoke barriers shafl be protected as
follows:

{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 purpose.

{b) Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sleeve shall be
solidly set in the smoke barrier, and the space

| between the item and the sleeve shall

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

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

| {c} Where designs take transmission of vibration

A. BUILDING 01 - MAIN BUILDING 01
B. WING
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1 DEFiCIENCY} i
‘ :
l ! i
K 025 | Continued From page 2 ! K 025 |
i :

through monthly inspection of the fire walls
| and fire rated attic doors.

I The Maintenance Director will monitor |
compliance of rated attic doors and |
penetrations in smoke barriers through the
- Quality Assurance Process. The
Maintenance Director will visually inspect
the rated attic doors and penetrations of
smoke barriers monthly x 3 beginning in
March 2012 and report findings to the
Quality Assurance Committee. The

- monitoring will be continued by the

. Maintenance Director or as directed by the
Quality Assurance Committee,

h=30~12
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This STANDARD is not met as evidenced by:
Based on cbservation and interview, it was
determined the facility failed to ensure exits were
maintained in accordance with NFPA sfandards.

- The deficiencies had the potential to affect cne
(1) of five (6) smoke compariments, residents,
staff and visitors. The facility is licensed for
ninety four {(94) beds with a census of eighty three
{83) on the day of the survey.

' The findings include:

: Observation, on 02/15/12 at 1:00 PM, with the

. Maintenance Director revealed the exit at room

i 120 and 121 does not have a durable surface to a
| public way.

‘ interview, on 02/15/12 at 1:00 PM, with the

! Maintenance Director revealed he was unaware

| the exit needed a durable surface to the public

| way.

(%4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ' {x8)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG | CROS$-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
i
K025 | Continued From page 3 K025
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. | :
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD i K038| K 038
$S=D \ ?
Exit access is arranged so that exits are readily ‘
accessible at all times in accordance with section { It is the policy of NHC Madisonville to
|
74 18.21 3 ensure exits are maintained in accordance

with NFPA standards.

The exit at room 120 and 121 now has a
durable surface to a public way. A forty-

. eight (48™) concrete sidewalk was

. constructed the week of February 26, 2012
* that connects to a public way.

- The Maintenance Director received
instruction and education from the
administrator regarding maintenance of the
durable surface on 03-13-12. |

. As a result of the construction of the

" durable surface to a public way, the safety
of residents, staff, and visifors are
protected.

The monitoring of the durable surface will

i be the responsibility of the Maintenance

| Director. The monitoring will be

f accomplished through visual inspection on
a monthiy basis.

~ The Maintenance Director will monitor
. compliance of the durable surface through
. the Quality Assurance Process, The i

FORM CMS-2567(02-69) Previous Versions Obsolete

Event ID: WOF321

Facitty ID: 100385 If cantinuation sheet Page 4 of 23




PRINTED: 03/04/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEO
A. BUILDING 01 - MAIN BUILDING 01
B.WING
1850135 02/15/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
419 NORTH SEMINARY ST
NHC HEALTHCARE, MADISONVILLE
MADISONVILLE, KY 42431
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o ' PROVIDER'S PLAN OF CORRECTION i 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 APFPRCPRIATE . pemE
i DEFICIENCY}
: 1‘ 3
K 038 | Continued From page 4 ‘ K 038 ‘
Exits must have a durable surface to the public :rlat:iltt?ntf;;ace [.)t}rector thll ll v13u3ai}iy lpspect
way to support wheelchairs, beds, equipment, : .aeMu:.ah fosf' 2' acg fmon r: f)f )ii e%mtnhmg :
etc., in case of an emergency situation.  in Varc and report Tndings to the i
| i Quality Assurance Comunittee. The i
; | * monitoring will be continued by the
' Reference: : . Mam‘tenance Director or as directed by the .
' : Quality Assurance Comimnittee. i
NFPA 101 (2000 edition) i | K 045 '
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045l
8S=F [

lllumination of means of egress, including exit
discharge, is arranged so that fallure of any single
lighting fixiure (bulb) will not leave the area in

~ darkness. (This does not refer to emergency

: lighting in accordance with section 7.8.)  19.2.8

This STANDARD is not met as evidenced by:

! Based on observation and interview, it was

- determined the facility failed to ensure exits were

" equipped with fighting in accordance with NFPA

" standards. The deficiency had the potential o
affecl five {5} of five (5) smoke compariments,
residents, staff and visitors. The facility is
licensed for ninety four {94) beds with a census of

| eighty three (83) on the day of the survey.,

The findings include;

. Observation, on 02/15/12 belween 10:30 AM and
1 3:00 PM, with the Maintenance Director revealed
| the exterior exits numbered 7, 11,and 12, along

| with the laundry exit, and the exit at room 120 and
l 121 were equipped with a singie buib for

| illuminating egress path to the public way from

It is the policy of NHC Madisonville to
© ensure exits are equipped with lighting in |
accordance with NFPA standards. i

An electrical contractor made the necessary

repairs to exterior exits 7, 11, and 12 along

with the laundry exit, and the exit at room

120 and 121, The lighting fixtures serving

i the exterior exits now inciude more than

: one bulb with the repairs being made the
week of February 20, 2012,

- As a result of the electrical repairs being
made to the exit lighting, the safety of
residents, staff, and visitors are protecied.

The monitoring of the exterior exit lighting
- will be the responsibility of the

Maintenance Director. The monitoring will

be accomplished through visual inspection
. on a weekly basis.

" The Maintenance Director will monitor
compliance of exit lighting through the
. Quality Assurance Process. The - 3-29-12
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Fire drills are held at unexpected times under

varying conditions, at least quarierly on each shift.

The staff is familiar with procedures and is aware

that drills are part of established routine.

Responsibility for planning and conducting drills is

assigned only to competent persons who are

qualified fo exercise leadership. Where drills are |
- conducted between 9 PM and 6 AM a coded ‘

announcement may be used instead of audible |
“alarms.  19.7.1.2 *

This STANDARD is not met as evidenced by:

|
|
|
|
! Based on inferview and record review, it was
i

STATEMENT OF CEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIF{GATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
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PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE : COMPLETION
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DEFIGIENCY) ;
f
K 045 | Continued From page 5 K 045
the exit. ' . ; R .
Maintenance Director will visually inspect
Interview, on 02/15/12 between 10:30 AM and the e’;‘zléfég““gd"}""‘h')f’_x ;{ beg'“";]“g in
3:00 PM, revealed the Maintenance Director was Mar;:l " a}n 132011 in mgsTllo the
unaware the lighting fixtures serving the exterior Qua .10 Assurance om_mittee. ¢
| exits must include more than one bulb. monitoring will be continued .by the
‘ Maintenance Director or as directed by the
Exit lighting must be arranged sa the failure of a | Quality Assurance Committee.
, single bulb will not leave the exit in complete
darkness.
Reference: NFPA 101 {2000 edition)
Reference: NFPA 101 {2000 edition) ;
7.8.1.4* Required illumination shail be arranged .
so that the
failure of any single lighting unit does not resuit in i
an illumination | '
! level of less than 0.2 ft-candle (2 lux) in any ! |
 designated i ; K050
area ! L ' o
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD | Kosp| ltis the policy of NHC Madisonville to
SS=F | ~ conduct fire drills at unexpected random

times according to NFPA standards.

" In-service and education was provided to

. the Maintenance Director by the
administrator related to conducting fire
drills quarterly on each shift at random
times under varied conditions. The

| education was provided on March 13, 2012

© As a result of the education and compliance
with random fire dritls under varied ‘
conditions the safety of residents, staff, and |
visitors are protected.
The monitoring of the random fire drills
will be the responsibility of the

. Maintenance Director. The monitoring will
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K050 | Continued From page 6 | K 050
. determined the facilily failed to ensure fire drills } . . . . ‘
: ‘ be accomplished through visual inspection
were conducted quarterly on each shift at random ; . ) |
times, in accordance with NFPA standards. The 5 | of.the documentation o‘fthe random fire I
deficiency had the potential to affect five (5) of ‘ ﬁ drills on a monthly basis i
five (5) smoke compartments, residents, staff, The Maint Director will or :
and visitors. The facility is licensed for ninety four : ¢ ram enaf?f:e d Hecfm g}.""?l)lrfi 01h
(94) beds and the census was eighty three (83) i i compliance of random fire drills throug
on the day of the survey. ! the Quality Assurance Process. The !
. Maintenance Director will visually inspect !
 The findinas include: ! documentation of‘ra'ndqm fire driils |
9 i monthly x 3 beginning in March 2012 and 1
i - H i : 1
Fire Drill review, on 02/15/12 at 9:18 AM, with the - rsport ﬁ“d“‘gf to the Quality ’fﬁs”‘ ance
Maintenance Director revealed the fire drilis were : om‘m:ttee. The monlltormg wi .be
not being conducted at unexpected times under cont.mued by the Mamtfanance Director or
varied conditions. First shift fire drills were being : as dlre(.:ted by the Quality Assurance :
conducted predictably between 1:00 PM and 2:00 | - Commitiee, |
. PM, second shift at 3:30 PM, and third shift at ‘ |
£ 6:30 AM. | '
Interview, on 02/15/12 at 9:18 AM, with the ‘ | !
Maintenance Director revealed he was unaware
the fire drills were not being conducted as
required. ;
I i
: Reference: NFPA Standard NFPA 101 16.7.1.2.
. Fire drills shall be conducted at least quarterly on : i
1 each shift and at unexpected times under varied
conditions on all shifts. _
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD Kose K056
$$=D ‘ N N |
If there is an automatic sprinkler system, it is : Itis policy of NHC Madisonviile to ensure |
installed in accordance with NFPA 13, Standard | . the building has a complete sprinkler |
for the installation of Sprinkler Systems, to ? . system in accordance with NFPA
. provide complete coverage for all portions of the  standards.
- building. The system is properly maintained in
- accordance with NFPA 25, Standard for the : 3-29-12
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! PROVIDER'S PLAN OF CORRECTION {X5)

inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. |t is fully

t supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
swilches, which are electrically connected to the
building fire afarm system. 19.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the
building had a complete sprinkier system, in
accordance with NFPA Standards. The deficiency
had the potential to affect one (1) of five (5)
: smoke compartments, residents, staff, and
: visitors. The facility is licensed for ninety four

i {94) beds with a census of eighty three (83) on
| the day of the survey.

| The findings include:

Observation, on 02/15/12 at 1:50 PM, with the
- Maintenance Director revealed that the exit next
| to the kitchen and room 305 did not have
| sprinkler coverage under the porch that extends
| over 4' and is made of combustible material.

' Interview, on 02/15/12 at 1:50 PM, with the
: Maintenance Director revealed he was not aware
the porch needed o be sprinkler protected.

‘ Observation, on 02/15/12 at 2:30 PM, with the
| Maintenance Director revealed standard
' response sprinkler heads and quick response

| sprinkter heads in the same compariment located
|

(X410 SUMMARY STATEMENT OF DEFICIENMCIES D :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE I COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ! DATE
DEFICIENCY) |
! | |
K 056 | Continued From page 7 1 K 056 |

' On February 17, 2012 a representative from
‘ a licensed sprmkle: company was at the ‘
| facility to review the scope of the work \

| required to complete sprinkier coverage to !
. the exit next to the kitchen and room 305 i
that extends under the porch over 4'. The ‘
repairs will be eompleted as soon as the
work can be cyeled into the sprinkier
company’s work schedule.

In addition, the sprinkler company
i reviewed the scope of work to install quick
. response sprinkler heads in the same
* compartment of the dining room. The
installation of the quick response sprinkler
. heads will be completed as soon as the
work can be cycled into the sprinkler
company’s work schedule.

As a result of installing sprinklers to the 4°
overhang of the porch and instatling quick

' response sprinkler heads to the same
compartment of the dining rocin, the safety
of residents, staff, and visitors are
protected.

The maonitoring of the sprinklers to the 4’ I
¢ overhang of the porch and quick response :
- gprinkler heads to the same compartment of
the dining room will be the responsibility of
the Maintenance Director.

FORM CMS-2567(02-69) Pravious Verslons Dbsolele

Event ID: WOF321

Facility ID: 100185 If continuation sheet Page 8 of 23




PRINTED: 03/01/2012

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 ICENTIFICATION NUMBER: COMPLETED
A. BUILDING 0f - MAIN BUILDING 01
B. WING
185015 02/15/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z)P CODE
419 NORTH SEMINARY ST
NHC HEALTHCARE, MADISDNVILLE
MADISONVILLE, KY 42431
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACGH CORRECTIVEAGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$$-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 056 | Continued From page 8 K 056

- in the dining room.

Interview, on 02/16/12 at 2:30 PM with the
Maintenance Director revealed he was not aware
that the sprinkier heads had to have the same
response time if the sprinkler heads are jocaled
in the same compartment.

Reference: NFPA 13 (1899 Edition) 5-13 8.1

' Sprinklers shall be installed under exterior roofs

or canopies exceeding 4 FL. (1.2 m) in width.
Exception; Sprinkiers are permitted {0 be omitted
where the canopy or roof is of noncombustible or
limited combustible construction.

Reference: NFPA 101 (2000 edition)

19.1.6.2 Heaith care occupancies shall be limited

| to the types
- of building construction shown in Table 19.1.6.2,
(See 8.2.1)

Exception;™ Any building of Type {443}, Type
1{332), Type 1}{222),

or Type 11{111) construction shail be permitted to
include roofing systems

involving combustible supports, decking, or
roofing, provided

. that the following criteria are met:
i (@) The roof covering meets Class C

requirements in accordance

with NFPA 256, Standard Methods of Fire Tests
of Roof Coverings.

{b) The roof is separated from all occupied
portions of the building

by a noncombustibie floor assembly that includes
not less than 21/2 in.

(6.4 cm) of concrete or gypsum fill.

{c) The attic or other space is either unoccupied
or protected

The Maintenance Director will monitor

| compliance of the sprinklers to the 4’
- overhang of the porch and quick response

sprinkler heads to the same compartment in

* the dining room through the Quality

Assurance Process. The Maintenance
Director will visually inspect sprinklers to
the overhang of the porch next to the
kitchen and room 305 monthly x 3
beginning in March 2012 and report

. findings to the Quatity Assurance

Committee. In addition, a licensed sprinkler
company will inspect the sprinkler system
quarterly. The monitoring will be continued
by the Maintenance Director or as directed
by the Quatity Assurance Commitiee.

4-30-12
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Required automatic sprinkier systems are
continuously maintained in reliable operating

: condition and are inspected and tested

- periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD is not met as evidenced by:
Based on cbservation, interview, and sprinkier

: testing record review, it was determined the
facility failed to maintain the sprinkler system in
accordance with NFPA standards. The deficiency
had the potential to affect five (5) of five (b)
smoke compartments, residents, staff and
visitors. The facility is licensed for ninety four (84)
- beds with a census of eighty three (83) on the day
of the survey.

The findings Include:

Observation, on 02/15/12, between 10:15 AM and
i 2:30 PM, with the Maintenance Director revealed
. sprinkler heads located throughout the facility to

! be covered in paint

Interview, on 02/15/12 between 10:15 AM and
2:30 PM, with the Maintenance Director revealed
he was not aware of there could be no paint on

: the sprinkler heads.

| Observation, and record review, on 02/15/12
| between 10:15 AM and 2:30 PM, with the
i Maintenance Director reveated the facility had

. maintain the sprinkler system in accordance

| with NFPA standards.

| On February 17, 2012 a representative from

' a licensed sprinkler company was at the

' facility to review the scope of the work
required to replace the sprinkler heads

: covered with paint, corroded, damaged,

loaded, or in the improper orientation. The

replacement of the sprinkler heads covered

with paint, corroded, damaged, loaded, or

! in the improper orientation will be

" completed as soon as the work can be

- cyeled into the sprinkier company’s work

schedule.

The representative from the sprinkler
company checked to determine if the Star
sprinkler heads in the facility were part of
. the recall. Any sprinkler heads found to be
part of the recall would be replaced by the
licensed sprinkler company. The recalled
sprinkler heads will be replaced as soon as
' the work can be cycled into the sprinkler

- company’s work schedule,

In addition, the facility purchased a
- sprinkler head wrench on March 7, 2012 in
; accordance with NFPA standards.

As aresult of replacing the affected
. sprinkler heads, the safety of residents,
: staff, and visitors are protected.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ; [+ : {X9)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIE ACTION SHGULD BE CGMPLETION
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DEFICIENCY} |
g T i
K 056 | Continued From page 9 l K 056
" throughout by an approved automatic sprinkler | |
system. ! | % 062 |
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062|
§8=F Ttis the policy of NHC Madisonville to

FORM CMS-25687(02-99) Previous Versions Obsclate

Event iD:WOF321

Faciiity ID: 100185

If continuaiion sheet Page 10 of 23




PRINTED: 03/01/2012

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: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
185015 02/15/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
419 NORTH SEMINARY ST
NHC HEALTHCARE, MADISONVILLE
MADISONVILLE, KY 42431
*&ID | SUMMARY STATEMENT OF OEFICIENGIES D PROVIDER'S PLAN OF CORRECTION i x5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE [ DATE
‘ ; DEFICIENCY) :
“ I
K 062 | Continued From page 10 K 062
STAR E: sprinkler heads located throughout the
facility and the attic that could be part of a recall. - .
L . administrator presented education and
The facility failed to produce evidence that the The ad t pr "

sprinkler heads had been checked to confirm if
the Star sprinkler heads in the facility were part of
the recall.

Interview, on 02/15/12 between 10:15 AM and

2:30 PM, with the Maintenance Director revealed |

' he was not aware of the recall and did not know if |

. the heads had been checked. i
|
|
|
|

. Observation, on 02/15/12 at 1:15 PM, with the

i Maintenance Director revealed the facility failed {o
provide a sprinkler head wrench in accordance
with NFPA standards.

Interview, on 02/15/12 at 1:15 PM, with the
Maintenance Director revealed they were not
aware of the missing sprinkier head wrench.

! Reference: NFPA 13 (1999 Edition)

5-5.5.2* Obstructions 1o Sprinkler Discharge
Pattern Development.

5-5.5.2.1 Continuous or noncontiguous i
obstruclions less Than or equal to 18 in. |
{457 mm) below the sprinkler deflector

That prevent the pattern from fully developing

shall comply With 5-5.5.2.

2-2.1.1* Sprinklers shall be inspected from the
floor level annually, Sprinkiers shall be free of
corrosion, foreign materials, paint, and physical

| in-service o the Maintenance Director
 related to affected sprinkier heads on
March 13, 2012.

The monitoring of the replacement of the
sprinkler heads covered with paint,
" corroded, damaged, loaded, or in the
| improper orientation will be the
responsibility of the Maintenance Director.
In addition, the Maintenance Director witl
be responsible for the monitoring of any
recalled sprinkler heads and the sprinkler
head wrench. The monitoring will occur
! through visual observation of sprinkier
i heads on a monthly basis and quarterty
- inspection by a licensed sprinkler company.

" The Maintenance Director will monitor
compliance of the sprinkler heads covered
with paint, corroded, damaged, loaded, or

- in the improper orientation, recalled

- sprinkler heads, and the sprinkler head

- wrench through the Quality Assurance

Process. The Maintenance Director will

visually inspect sprinkler heads covered

| with paint, corroded, damaged, loaded, or

in the improper orientation monthly x 3

beginning in March 2012 and report

findings to the Quality Assurance

Cornmittee. I addition, a licensed sprinkler

company will inspect the sprinkler system

quarterly. The monitoring will be continued
by the Maintenance Director or as directed
by the Quality Assurance Committee.
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i damage and shalf be instalied in the proper
orientation (e.g., upnight, pendant, or sidewall).
Any sprinkler shall be replaced that is painted,

corroded, damaged, loaded, or in the improper

orientation.

hydraulic design basis, the system area of

operation shall be

permitted to be reduced without revising the

density as indicated

L in Figure 7-2.3.2.4 when all of the following

| conditions

| are safisfied: !
(1) Wet pipe system |

(2) Light hazard or ordinary hazard occupancy [

(3) 20-ft (6.1-m) maximum ceiling height

The number of sprinkiers in the design area shall

never be

less than five. Where gquick-response sprinklers :

are used on a : ? !

sloped ceiling, the maximum ceiling height shai :

be used for : ) :

determining the percent reduction in design area.

Where

. quick-response sprinklers are installed, all

: sprinklers within a i

. compartment shall be of the quick response type. |

i Exception; Where circumstances require the use |

i of other than ordinary j i

| temperature-rated sprinklers, standard response |

| sprinklers shali be

| permitted to be used.

Reference: NFPA 25 (1998 Edition).

10-2.2* Obstrugtion Prevention.
. Systems shall be examined internatly for ’
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| obstructions where conditions exist that could

| cause obstructed piping. If the condition has not
| been corrected or the condition is one that could
: result in obstruction of piping despite any

. previous flushing procedures that have been
performed, the system shall be examined
internally for obstructions every 5 years. This
investigation shall be accomplished by examining
the interior of a dry valve or preaction valve and

i 10-2.3* Flushing Procedure.

 If an obstruction investigation carried out in

i accordance with 10-2.1 indicates the presence of
sufficient material to obstruct sprinklers, a
comptete flushing program shall be conducted.

| The work shall be done by gualified personnel.

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD
S8=D':
| Smoking regulations are adopted and include no
. less than the following provisions:

{1) Smoking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
: or with the international symbol for no smoking.

{2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

{3} Ashtrays of noncombustible material and safe
| design are provided in all areas where smoking is
. permitted.

{4) Metal containers with self-closing cover

by removing two cross main flushing connections.

K 066

K 066I It is the policy of NHC Madisonviile to usc
| approved ashtrays in designated smoking
areas, in accordance with NFPA standards.

Approved ashtrays weie installed in
designated smoking areas and put in use the
“week of February 20, 2012. Approved
‘ ashtrays were installed at exit #'s 6, 7, 11,
& 12,

| . .

' As a result of installing approved ashtrays
in designated smoking areas, the safety of
residents, staff, and visitors are protected.

| The administrator presented education and
| in-service to the Maintenance Director

| related to maintenance and upkeep of the
approved ashtrays on March 13,2012,

The monitering of the approved ashirays
will be the responsibility of the
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devices into which ashirays can be emptied are
readily available to ali areas where smoking is

| permitted.  19.7.4

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the use of
approved ashtrays in the designated smoking
area, in accordance with NF PA standards. The
deficiency had the potentiai to affect two {2) of

: five (5) smoke compartments, residents, staff,

and visitors. The facility is ficensed for ninety four
{84) beds and the census was eighly three (83)
on the day of the survey.

The findings include:
Observation, on 02/15/12 between 11:45 AM and

2:30 PM, with the Maintenance Director revealed
the ashtrays located at the entrances numbered

: 6, 7, 11 and 12 were not of the unapproved type.

They did not have a metal container with a

 self-closing lid to dump ashirays.

Interview on 02/15/12 between 11:45 AM and
2:30 PM, with the Maintenance Director revealed

i he was not aware of the requirement for
. self-closing ashtrays.

Reference: NFPA Standard 101 {2000 Edition).

19.7.4 Smoking {4)
Metal containers with self-closing cover devices

. into which ashtrays can be emplied shall be

Maintenance Director. The monitoring will
occur through visual observation of the
approved ashtrays on a weekly basis 1o ;
ensure proper maintenance and upkeep. i

The Maintenance Director will monitor |
compliance of the approved ashtrays
through the Quality Assurance Process, The

i Maintenance Director will visually inspect i
. approved ashtrays monthly x 3 beginning in |

March 2012 and report findings to the
Quality Assurance Committee. The
monitoring will be continued by the
Maintenance Director or as directed by the
Quality Assurance Committee.

3-29-12
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readily available to all areas where smoking is
permitted. K 070
K070 | NFPA 101 LIFE SAFETY CODE STANDARD K070,
$S=E It is the policy of NHC Madisonvill
. . G yo adisonville to
| :I?Ezg:;scﬁzeogiﬁggﬁg::"f:cz:; i[r)lmh'b“ed n prohibit use of portable space heaters in
i X ! i P 'ds. ;
non-sleeping staff and employee areas where the accordance with NIPA standards ?
heating efements of such devices do not exceed ‘ Portable space heaters were removed from
: 212 degrees F. (100 degrees C)  19.7.8 the Receptionist Office, the Janitor Office
on the 200 Hall, and the Sprinkler riser
- room on February 17,2012. | =
' This STANDARD is not met as evidenced by As a result of removing the portable space
| Based on observation and interview. it was ‘ : heaters from the Receptionist Office, the
determined the facility failed to ensure, portable | : Jan‘:_tor ().flf:we oln the 200 Hall, and th_e
space heaters used in the facility were in |  Sprinkler riser room, the safety of residents,
accordance with NFPA standards. The deficiency | stafl, and visitors are protected.
had the potential to affect three (3} of five (b ! . . .
- smoke czmparlments resi dents( S‘ztaff an d( ) i The adininistrator presented education and
| visitors. The facility is licensed for ninety four : in-service t? th.e M aintenance Director )
(94) beds with a census of eighty three (83) on . related to prohibiting portable space heater
the day of the survey use on March 13, 2012, :
' The findings include: * The monitoring of the prohibiting of space |
heater use will be the responsibility of the :
Observation. on 02/15/12 between 10:15 AM and Maintenance Director. The monitoring will
2:00 PM, with the Maintenance Director revealed occur through visual .observation to ensure
a porlable space heater located in the no space'heater's are in use. The .
. Receptionist Office, the Janitor Closet on the 200 observations will occur on a weekly basis.
hall, and the Sprinkler Riser room. , ] ) ]
‘ The Maintenance Director will monitor
Interview, on 02/15/12 between 10:15 AM and | compliance of the prohipiting of space
| 2:00 PM, with the Maintenance Director revealed h"jate" through the Quality Assurance
 they were not aware the heaters could not exceed Process. The Maintenance Director will
- 212°F in nonsleeping, staff, and employee areas. ; visually inspect no space heater use
| i monthly x 3 beginning in March 2012 and
1 Y g
| i report findings to the Quality Assurance
FORM CMS-2567{02-89) Previous Versions Obsolate Event ID: WOF321 Facility ID; 100185 If continuation sheet Page 15 of 23
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1Rge f;n;aer;ce;i b:)l;Pg 101 (ﬁOO? edllgon? Portabl - Commiftee, The monitoring will be |
spécﬁ h:al?nge pace-riealing Lievices. Foriable - continued by the Maintenanee Director or
g L | asdi h lity A
devices shall be prohibited in all health care : | aCs dlre(.:ted by the Quality Assurance
: . | ‘ ommifiee,
' occupancies. | ‘
Exception: Portable space-heating devices shalil | ‘
be permitted to be used ‘ ‘
in nonsleeping staff and employee areas where ‘ ;
the heating elements of | |
such devices do not exceed 212°F (100°C).
Reference: NFPA 13 (1999 edition) ' |
. 4-2.5.2 Valve rooms shall be lighted and heated. i !
i The source |
of heat shall be of a permanently installed type. '
Heat tape shall ; :
not be used in lieu of heated valve enclosures fo
protect the :
dry pipe valve and supply pipe against freezing. ; K 072
K072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 i
SS=F 3 i

. of all obstructions or impedimenis to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain exit
access in accordance with NFPA standards. The
i deficiency had the potential to affect five {5) of

| five (5) smoke compartments, residents, staff,
|

- use. The lifts will be housed in the central

maintain exit access in accordance with
NFPA standards.

A linen cabinet and wheelchair cubby
cabinet is scheduled for installation in the
sunshine room area for storage of linen and
wheelchairs. The med carts will be housed
behind the nursing station(s) when not in

* bath areas of the facility when not in use.

| cabinet in the sunshine room, storage of

As a result of the scheduled installation of :
the linen cabinet and wheelchair cubby |
|
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and visitors. The facility is licensed for ninety four 1 med carts behind the nursing station(s), and
524} dbedsf‘;:th a census of eighty three (83) on \ | lifts in the central bathrooms, the safety of
© day ot the survey. ! ! residents, staff, and visitors are protected.
!
The findings inciude: i In-service instructions and education was
 Observation, on 02/15/12 between 9:00 AM and | given toall direct care staff and licensed
. ) . : * staff on March 13, 2012 as to the location
. 2:30 PM, with the Maintenance Direclor revealed i : . Y
 linen carts, wheelchairs, lifts, and med carts were 5 of storage of the linen, wheelchairs, lifts,
- T S . o i and med carts. The administrator presented
being stored in the corridors of the entire facility. % . L
| the in-service.
g];: rview, on 02{15” 2 belwgen 9:00 AM and 2:30 ‘ The monitoring of egress obstruction will |
. with the Maintenance Director revealed the \ oL . !
o : . . | be the responsibility of the Maintenance :
facility routinely stored linen carts, wheelchairs, L oo . )
lifts. and Med carts in these halls. i Director, The monitoring will occur
S through visual observation to ensure egress
Reference: NFPA 101 (2000 Edition) | 'S.gee of f“’ped('im.f'ft;' The observations |
Means of Egress Reliability 7.1.10.1 | | Wit oceuron a datly basis.
Means of egress shall be continuousl ; ’ . . . .
mainiained%ree of all obstructions or y | The Maintenance Director will monitor
impediments to full instant use in the case of fire comp iiat?ce of egress obstruction through
or other emergency. ! the Quality Assurance Process. The
- Maintenance Director will visually inspect
:gzg  NFPA 101 LIFE SAFETY CODE STANDARD K 076; corridors being fiee of obstruction monthly
Medical gas storage and administration areas are 1 ?'_3 dt?egir'tlll?}g %M?irfh ;SOSI? ?lnd report
protected in accordance with NFPA 99, Standards indings 10 the uatily . urane
for Health Care Facilities i Commiftee. The monitoring will be
' _ - continued by the Maintenance Director or
(a) Oxygen storage locations of greater than ?:S di:'e(_:ttted by the Quality Assurance
3,000 cu.fi. are enclosed by a one-hour i ommitee.
: separation. | .
{b) Locations for supply systems of greater than ' K 076
3,000 cu.ft. are vented {o the outside. NFPA 99 P . . .
43112 19.32.4 . It is the policy of NHC Madisonville to
' store oxygen cylinders in accordance with
NFPA standards. :
13-29-12
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|
Signage has been placed in the oxygen :
|

This STANDARD is not met as evidenced by;
Based on observation and interview, it was

| determined the facility failed to ensure oxygen
cylinders were stored in accordance with NFPA
standards. This deficiency had the poteniial to
affect one (1) of five (5) smoke compartments,
residents, staff, and visitors. The facility is
licensed for ninety four (94) beds with a census of
eighty three (83) on the day of the survey.

The findings include;

Observation, on 02/15/12 at 10:47 AM, with the
Maintenance Director revealed there was no
signage indicating full or empty oxygen tanks in
the oxygen storage rocom.

Interview, on 02/15/12 at 10:47 AM, with the
Maintenance Director revealed he was not aware
the oxygen tanks needed signage indicating fuli
or empty.

| Reference: NFPA 99 (1999 edition)

$8-3.1.11.2

i Storage for nonflammable gases greater than

| 8.5 m3 (300 ft3) but less than 85 m3 (3000 #3)

‘ {A) Storage locations shall be outdoors in an

| enclosure or within an enclosed interior space of
| noncombustible 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 stored with any flammable
|

storage room to indicate full or empty tanks
. of oxygen. This was completed the week of |
March 5, 2012, '

As aresult of placing the oxygen signage,
the safety of residents, staff, and visitors are
protected.

In-service instructions and education was
given to all direct care staff and licensed
staff on March 13, 2012 as to the signage in
the oxygen storage room indicating full and
empty tanks, The administrator presented
the in-service.

- The monitoring of oxygen storage signage

will be the responsibility of the

Maintenance Director. The monitoring will

occur through visual observation of the

OXYEen storage rooin signage to ensure

. proper usage of the signage. The 1
observations will occur on a daily basis. \

The Maintenance Director will monitor
compliance of oxygen storage use signage
through the Quality Assurance Process. The
Maintenance Director will visually inspect |
i OXygen storage room signage monthly x 3 I
beginning in March 2012 and report
findings to the Quality Assurance
Committee, The monitoring will be
continued by the Maintenance Director or
as directed by the Quality Assurance
Committee, |
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gas, liquid, or vapor.

(C) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibles or

: materials by one of the following:

(1) Aminimum distance of 6.1 m (20 ft)

i {2) Aminimum 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
Installation of Sprinkler Systems

{3) An enclosed cabinel of noncombustible
construction having a minimum fire protection
rating of ¥ hour. An approved flammable liquid
storage cabinet shall be permitted to be used for
cylinder storage.

8-3.1.11.3 Signs. A precautionary sign, readable
from a distance of 5 ft (1.5 m), shali be
conspicuously disptayed on each door or gate of
i the storage room or enclosure. The sign shall
include the following wording as a minimum:
CAUTION OXIDIZING GAS(ES) STORED
| WITHIN NO SMOKING
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144,

88=F

K 144

The emergency generator is inspected
. weekly by the Maintenance Director and
i exercised under load for 30 minutes weekly
per NHC policy and protocol.

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99,  3.4.4.1.

A visual and audible device was installed

on 09-21-09 at B Hall nursing station to

monitor the emergency generator. The

device monitors the generator’s control

devices to ensure they are in the on position

. and the generator’s battery is charged. Full :

. annunciation could not be accomplished 3-29-12
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed fo ensure emergency
generators were maintained in accordance with

. NFPA standards. The deficiency had the
. potential to affect five (5) of five (5) smoke
' compartments, residents, staff, and visitors. The

facility is licensed for ninety four (94) beds with a
census of eighty three (83) on the day of the
survey,

The findings include:

Observation, on 02/15/12 at 2:35 PM, with the
iaintenance Director revealed the facility was

. equipped with a emergency generator. The

: generator is not equipped with an annunciation

¢ panel that is in a 24 hour monitored area to make
- glaff aware of alarm conditions with the

generators.

interview, on 02/15/12 at 2:35 PM, with the
Maintenance Director revealed he was not aware
the generator needed an annunciation panel to
inform staff of alarm conditions of the emergency
power source.

This is a Repeat Deficiency.

Reference: NFPA 99 (1999 Edition).

3-4.1.1.15 + Alarm Annunciator.
A remote annunciator, storage battery powered,

i shall be provided to operate outside of the

; generating room in a location readily observed by
! operating personnel at a regular work station (see
- NFPA 70, National Electrical Code, Section

due to the age of the generator. (see
attached documentation)

The monitoring device is located where

: monitoring can occur continuously by staft,
_ including maintenance staff.

all patients, staff, and visitors are protected.

- The Maintenance Director presented an in-

By the presence of the monitoring device

service on March 13, 2012 related to the
monitoring device and the emergency
generator.

The Maintenance Director will monitor the

~ device through visual inspection on daily

rounds.

The Maintenance Director will monitor
compliance of the audible and visual device
through the Quality Assurance Process. The
Maintenance Director will visually inspect
the visual and audible device monthly x 3
beginning in March 2012 and report
findings to the Quality Assurance
Committee, The monitoring will be

! continued by the Maintenance Director or
t as directed by the Quality Assurance
. Committee.
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. The annundiator shall indicate alarm conditions of

: the emergency or auxiliary power source as

i follows:

a. Individual visual signals shall indicate the

following:

1. When the emergency or auxiliary power source

is operating to supply power to load

i 2. When the battery charger is malfunctioning

b. Individual visual signals plus a common }

| audible signal to warn of an engine-generator i
alarm condition shall indicate the following: |

1. Low lubricating oil pressure

2. Low water temperature (below those required

in 3-4.1.1.9) ;

- 3. Excessive water temperature |

- 4, Low fuet - when the main fuel storage tank i

contains less than a 3-hour operating supply

5. Overcrank (failed to start)

6. Overspeed

Where a regular work station wili be unattended

periodically, an audible and visual derangement

signal, appropriately fabeled, shall be established

at a continuously monitored location. This

derangement signal shall activate when any of

the conditions in 3-4.1.1.15(a) and (b} cccur, but _

need not display these conditions individually. '

- [110: 355.2) | K47

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147,
S§S=F |

It is the policy of NHC Madisonville to
| ensure electrical wiring is maintained in

Electrical wiring and equipment is in accordance .
9 quip accordance with NFPA standards.

with NFPA 70, National Eiectrical Code. 9.1.2

: Storage in front of the electrical panels in
| the mechanical room on the 200 hall
. section was removed on February 24, 2012.

' This STANDARD is not met as evidenced by: i ;3—29_12
]
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Based on observation and interview, it was
determined the facility failed to ensure electrical

. wiring was maintained in accordance with NFPA
standards. The deficiency had the potential to

affect five (5) of five (5) smoke compartments,
residents, staff, and visitors. The facility is
licensed for ninety four (94} beds with a census of
eighty three (83) on the day of the survey,

* The findings include:

Observations, on 02/15/12 between 10:15 AM
and 1:30 PM, with the Maintenance Director
revealed:

1) Storage in front of elecirical panels in the

mechanical room on the 200 hall.

2} An exiension cord in use in the Bookkeeper '
s Office.

3} Open electrical junction boxes were located
in the attic throughout entire aitic of the facility.

4) Battery Chargers were plugged into a power

strip in Central Supply Room.

5) Hydro Collator was plugged into a standard
plug, instead of the required Ground Fault Circuit
Interrupter.

6) The power strip with an 1875W rating was

. overloaded with a 1500W microwave and a 900W
. Coffee Pot adjacent to the nurses * station on the

100 hal.
7} Anextension cord was in use in the nurses’
station at the end of the 200 hall.

3 Interview, on 02/15/12 between 10:15 AM and
- 1:30 PM, with the Maintenance Director revealed

he was not aware the power strips were being
misused. He was also not aware of the storage
in front of the electrical panels, or the open

The extension cord in the Bookkeepet’s

Office was removed on February 24, 2012,

Covers on junction boxes located in the
attic were installed the week of February
20,2012,

- The power strip in the Central Supply rooin
. was removed the week of March 5, 2012,

The required Ground Fault Circuit
interrupter was instalied for the Hydro
Collator the week of March 5, 2012,

An additional outlet was installed for the
microwave and coffee pot adjacent to the
nursing station on the 100 Hall the week of

- March 5, 2012,

" The extension cord used at the nursing

station on the 200 Hall has been removed

the week of March 5, 2012.

As a result of these changes to the electrical
- wiring, the safety of residents, staff, and

visitors are protected.

In-service instructions and education was
given to all direct care staff, licensed staff,
housekeeping staff, and dietary staff on

. March 13, 2012 as to the changes made in

the electrical wiring. The administrator

| presented the in-service,

The monitoring of electrical wiring will be
the responsibility of the Maintenance

: Director. The monitoring will occur
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junction boxes in the attic. through visual observation of the electrical

wiring changes to ensure compliance. The

Reference: NFPA 99 (1999 edition) observations will occur on a daily basis,

332120 i The Maintenance Director will monitor

compliance of electrical wiring changes
through the Quality Assurance Process, The

) : i irector will visually i
intended use of the patient care area, There shall Mamt'e..n ance Director will visualty inspect
the wiring changes monthly x 3 beginning

be sufficient receptacles focated so as to avoid in March 2012 and report findings to the

Lhdea;;aee;;i for extension cords or multiple outlet ' Quality Assurance Commitee. The i

. monitoring will be continued by the
Maintenance Director or as directed by the
Quality Assurance Committee.

Minimum Number of Receptactes. The number
- of receptacies shall be determined by the

| 110-26. Spaces

About Electrical Equipment. Sufficient access i - i
. and working space shall be provided and ! : !
maintained around all electric equipment lo
permit ready and safe operation and maintenance _ i
of such equipment. Enclosures housing electrical ‘
apparatus that are controlled by lock and key
- shall be considered accessible to qualified |
. persons. ‘

Reference: NFPA 70 (1999 edition)
- 370.28(c) Covers.

All pult boxes, junction boxes, and conduit bodies

shall be provided with covers compatible with the ;

box or conduit body construction and suitable for i :

- the conditions of use, Where metal covers are
used, they shall comply with the grounding , : i

requirements of Section 250-110. An extension

from the cover of an exposed box shall comply
with Section 370-22, Exception.

3-29-12

| ;
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