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Resident #11 is no longer in the facility.
Residents #6 and #7 have been interviewed

Anannual Iggl;vey wgs com_;iuc!ed ?n 9.5/,31” 1 by Life Style Coordinator and both residents
mrouQ_h 06 . T1da eten'mne; e faclity's #6 and #7 state they are satisfied with their
compliance with Federal requirements, The — t feel mistreated, neglacted
facility failed to meet minimum requirements far p ONek el i » neglected,
racertification with the highest S/S being "D". An or abused.
abbreviated survey (KY # 16062) conducted in /
conjunction with the recertification survey was All other residents with allegations of abuse
found to be substantiated with regulatory have been reviewed and found that the
violations identified. facility followed policy and procedure .
F 228 | 483.13(c) DEVELOP/IMPLMENT F 226 .
§8=p | ABUSE/NEGLECT, ETC POLICIES . Policy and procedure for abuse reporting
have been reviewed and found to be
Tha facility must develop and implement written appropriate on 6-7-2011.
polisies.and pracecices (At promill Any allegations of abuse will be investigated

mistreatment, neglect, and abuse of residents

and misappropriation of resident property. promptly by Administrator and or designee.

Any employee reported for alieged resident
abuse will be immediately removed from

This REQUIREMENT is not met as evidencad resident care and suspended from work

by: during the investigation. All abuse

Based on inlerviews and record roviews, it was allegations will be reported by

determined the facility failed to implement written " Administrator or designee to the survey
policies and procedures related to the agency, adult protection and other agencies
identification, investigation, protection, and if applicable, the responsible party and

reporting of resident abuse for three residents
(#6, #7, and #11), in the selected sample of
eleven.

Findings include:

physician. All staff was in-serviced on
06/24/11 by Director of Nursing and/or
designee regarding the facility procedures
to report potential or actual abuse. All new

A review of the "Abuse Policy Procedures”, dated employees will be in-serviced during
revised 07/13/10, revealed a failure ‘o report orientation by the department supervisor.
potential or aclual abuse by staff was the same :

as if they had committed abuse and did nol repont QA will be completed on 06/27/11 by

the act, and were reasons for job dismissal. All Director of Nursing . QA will be completed
incidents of_n?sidam ahuse.wou_ld be investigated monthly for 3 months and quarterly for 1
by the Administralor or designes. Any employee year by Director of Nursing or designee.

reported for resident abuse would be directly 6/28/11

va IRECTOR'S OR P! J UPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
LS i (st G154/

Any deflclancy slatement onding wilh an asterlak (*) denotes a daficlency which the Inslitulion moy be excused {rom correcting providing it s determined that
ather safeguards provide sufficlont pratection to the patlants. (See Instructions.) Excpt lof pursing homes, the findings stated abiove aro disclosable B0 days
following tho dale of survey whathor or nol a plan of correclion Is providad. For nursing homes, ihe above findings and plans of corroction are disclosable 14
days fallowlng tho date these documenils aro mado avaliable le the faslity. Il daficlencies aro cited, an approved plan of cormaction is requisité 1o continued
program paricipalion,

FORM CMS,2567(02-99) Previous Vorslons Qbsal=ly Evenl 1D:S17111 Faglity \D; 100160 i conltnuation shoel Page §of 7



JUN-24-2011 O1:08PH  FROM-CLINTON 1.C.F. 270 653 4162 T-§74  P.012/024  F-456
. PRINTED: 08/17/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICEENCIES (%1} PROVIDER/SUPPLIER/GLIA £42) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B, WING
185326 06/03/2011
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
366 5. WASHINGTON ST.
LINTON-HICKMAN COUNTY NURSING FAGILITY
¢ CLINTON, KY 42031
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION X5
PREFIX (EACH DEFICIENCY MUST 8E PRECEOED BY FULL PREFIX (EAGK CORRECTIVE ACTION SHOULD B8 COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE PATE
DEFICIENCY}
F 228 | Continued From page 1 E 2%
removed from rasident care or suspended in
order to protect all residents and the empioyae
during the investigation. This will be done
immediataly by the employee's supervisor. Al
employees who became aware of or suspected
an alleged incident of abuse would immediately
report the incident to thelr supervisor and fill out a
potential abuse report. All abuse aliegations /

would be reported by the Administraior or
designee to the survey ageney, adult protection
agensy, other agencies if applicable, the
resident's responsible party and the resident's
physician.

1. A clpzed record review revealed Resldent #114
was admitted to the facllity on 10/16/01 and
readmitted on 05/13/11. A raview of the guarterly
Minimum Data Set (MDS) daled 04/13/11,
revealed the facility identified the resident as
severely cognitively impeired and had trouble
sleeping, some depression, and litle interests.

A review of the statement written by the
Housekeeping Supervisor, undated, revealed she
witnessed a conversation between Resident #11
and Registered Nurse (RN} #1, on 10/20/10. The
statemaent revealed that RN #1 made the
comment, "Né Na Na Na, | had a had dream.”
The resident asked RN #1 if she was making fun
of him/her, and RN #1 replied, “Yes" The
resident calted RN #1 a "smar ass® and RN #1
replied, "You are."

An interview with the Housekeeping Supervisor,
on 08/02/11 at 2:25 PM, revaaied she reported
the incldent to the Director of Nursing (DON) on
10/20/10, the day il occurred, The Housekeeping
Supervisor felt the incident was representative of
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verbal gbuse.

An interview with RN #1, on 06/03/11, revealed
the DON spoke with her regarding the incident
with Resident #11, a day or wo after the incident
She staled the DON told her to, "watch what she
sai/d around people” and "do nol worry about it™.

An interview with the DON, on 08/02/11 at 2:30
PM, revealed she was informed by the
Housekeeping Supervigor of a conversation
which occurrod between Resident #11 and RN
##2. She stated the Housekeeping Supervisor
reported the incident soveral hours after it
occurred, 50 the DON did not think it was a "big
jssue. She statad Inat an investigation was not
initiated at tha time of the repori and RN #1
cantinued fo provide resident care, during the
completion of the investigation.

A review of the time sheet for RN ##1, dated
1017110 through 1012310, revealed RN #1
worked a complete shift en 1072010, 10/21/10,
and 10/22/10, An investigation was initiated, on
10/22/10, rolated to the Housekeeping
Supervisor's statement.

An interview with the Lifestyle Coordinator, on
06/03/11 at 11:20 AM, revealed the
Housekeeping Supervizor reported the incident to
her on 10/22£10, which was the date the
statament was written ahd taken 1o the
Administrator.

An Interview with the Administrator, on 06/03/11
at 10:30 AM, revealed he was not aware of the
allegation of abuse, untit 10/22/10, He was not
aware the Housekeeping Supervisor reparted the
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incident, on 10/20/10, He expecled all staff to
report allegations of abuse {0 him as soon as
possible.

2. A record review revealed Resident #6 was
admitted to the facility on 03/08/04 with diagnoses
to include Cerebrovascular Accident, Depressive
Disarder, and Hemiplegia, A raview of the annﬁal
Minimum Data Set {(MDS), dated 04/24/11,
revealed the facility identified the resident as
cognitively intact and required extensive
assistance with transfers.

A review of the "Resident Incident Report®, dated
01/23/11 at 10:00 AM, revealed the resident
sustained a fall during transfer from the
wheelchair to the bed.

An Inlerview with Resident #6's family member,
on D6/03/11 at 9:558 AM, revealed she received a
call from the resident, on G1/23/11, and the
resident was “vary upsel.” She stated he/she had
fatlen and RN #1 had threatened fo yse ihe fift if
helshe could not stand up and she stated the
purse was "hateful”. She stated she reported the
resident’s complaint to the Administralor the next
day. oh 01/24/11.

A raview of the time sheet for RN #1, dated
01/23/11 through 01/28/11, revealed RN #1
worked a complete shift on 01/23/11, on 01/25/11

and on 01/26/11.

A review of the "Employee Counseling
Staternent”, dated 01/26/11, revealed a written
waming was given to RN #1 refated to her "blunt
affitude and actiong” which had offended
residents and employees.
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An interview with the DON, an 068/02/11 at 2:30
PM, revealad RN #1 was given the written notica,
on 01/26/11, because of the altercation with
Rescident #6, on 01/23/11. She stated RN #1 was
"o blunt® with the resident and the situation
could have been handled differently. She
reveated RN #1 conlinued to provide resident /
gare while the investigation was completed.

An interview with the Administrator, on 06/03/11
at 10;30 AM, revealed an investigation was
conducied related to the complaint recgived from
Resident #6's family member. However, '
documented evidence of the investigation was
not provided. He stated he did not consider the
incident "abuse”, but should have documented
the Investigation.

3. A record review revealed Resident #7 was
admitted to the facility on 07/03/08, with
diagnoses o include Cerebral Vascular Accident,
Chronic Obstructive Pulmonary Disease,
Depressive Disorder and Anxiety Disorder. A
review of the Minimum Data Set (MDS), daled
04/24111, ravealed the facllity idantified the
resident as cognitively intact and indepandent
with transfer and ambulation.

An interview with Resident #7, on 06/01/11 at
3:10 PM, reveaied that on one occasion hefshe
had asked LPN #2 for two Tylenol related to ieg
paln. Rasident #7 staled that the nurse said,
*You are not sick.” The resident stated the
responsze of the nurse was upsetling. Later,
another nurse approached him/her that sama
night and offered the pain medication and he/she
took it. Resident #7 staled hafshe reported the
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incident to the DON the next morning and told the
DON he/she would naot take any medications from
L PN #2 again. The DON asked Resident #7 if
LPN #2 didn't give the medications any more
would that satisfy him/her, Resident #7 stated
LPN #2 continued to work at the facility and never
ga/ve him/her medications again.

An interview with the DON, on 06/03/11 at 8:25
AM, revealad that sometime duning the fall of
2010 Resident #7 had reporled hefshe had
roquested Tylenol from LPN #2 and lhe nurse
had refused to glve himther the medication. The
DON azsked LPN #2 about the incident, and
LPN#2 stated il was unusual for Resident #7 to
request Tylenol at that time of day and she was
just trying to find out why hef/she was hurling,
The DON stated, "From the time | was aware of
lhe incident unti! the time LPN #2 laft
employment, LPN #2 di¢ not provide any further
direct care 1o Resident #7." The DON stated she
asked LPN #3 if she heard the incident between
Resident #7 and LPN #2 and LPN #3 deanied
having any knowledge of the incident. The DON
stated she filled out aform, if she considered it
was abuse and abuse could be other types of
abusa, not just physical. The DON did not
provide documented evidence of the investigation
and LPN #2 was not reassigned o suispended,
pending completion of an investigation.

An interview with LPN #3, on 06/03/11 at 10:00
AM, revesled the DON informed LPN #3, "When
we work with LPN #2, we had to give the
medications to Resident #7.°

An interview with the Adminlstrater, on 08/03/11
at 11:30 AM, revealed that he was not aware of

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUIFPLIERICLIA [¥2) MULTIFLE CONSTRUGQTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
R, WING
185328 060312011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, IP CODE
386G 5. WASHINGTON ST.
CLINTON-HICKMAN COUNTY NURSING FACILITY
GLINTON, KY 42031
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 15} PROVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION} TAG CROSS5-REFERENCED TO THE APFROPRIATE bATE
DEFICIENCY)
F 228 | Continued From page 8§ F 226

FORM CMS.2857(02-93) Provious Vurslons Obsolala

Evanl ; SiIT11t

Facllity 1D: 100180

I continuation zheal Pege 6ol 7




JUN-24-2011 01:08PM

FROM-CLIKTON 1.C.F.

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

270 §53 4182 T-674 P.O[7/024 F-456

PRINTED: 06/17/2011
FORM APPROVED
OMB NO. 08380361

the incident involving Resident #7 and LPN #2.
He staled if a resident asked for pain medication
and a nurse refused 1o give it, itis the facility's
responsibility 10 ¢conduct an investigation.

An interview with LPN #2 on 08/03/11 at 11:42
AM, revealed the DON was aware of allegation,
"I was not allowed to provide direct care or pass
medications to Resident #7." LPN #2 remained
an employee of the facility unti! 03/21/11, working
primarily 3-11 shift,

A review of LPN #2's personne! record, revealed
that an 08/18/10, the nurse had been written up
related to distuption of the work place through
Ineffective communication with staff, residents
and resident's families. The DON conducted a
review with LPN #2 on 08/31/10 and documented
thal there had been no problems identified in the
previcus two weeks.

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPALIER/CLIA (X2} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BLILDING
B. WING
185326 06/03/2011
NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS, CITY, STATE, ZIF CODE
366 S, WABHINGTON ST.
CLINTON-HICKMAN COUNTY NURSING FACILITY
CLINTON, KY 42031
(X4) 1D SUMMARY STATEMENT OF DEFICIENCES Iy PROVIDER'S PLAN OF CORRECTION {xny
PRERIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD F COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEMCIENGY)
F 226 | Continued From page 6 F 226

FORM CM$-2557{02.99) Previous Versions Obsolnta

Evenl 1817111

Facility ID: 100180

If continuation shoot Page 7 ol 7




JUN-24-2011 01:06PM  FROM-CLINTON [.C.F. 270 653 4162 T-674  P.003 F-456

. PRINTED: 06/16/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : ONIB NQ, 0838-0321

STATEMENT OF DEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING 01 - MAIN BUILDING 01
B. WING
185326 05/31/12011

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CLINTON-HICKMAN COUNTY NURSING FACILITY || 350 WASHINGTON ST.
CLINTON, KY 42031
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES l D { PROVIDER'S PLAN OF CORRECTION [xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFOQRMATION) | TAG CROSS-REFERENCED TO THE APPROFRIATE QaTE
: { DEFICIENCY)
K 000 | INITIAL COMMENTS K 0o0

A Life Safety Code off hours survey was initialed
and concluded on 06/31/2011. The facility was
found not to meet the minimal requirements with
42 Code of the Federal Regulations, Part 483.70.
The highest Scope and Severity deliciency
idenlified was an “F".

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD Kk 01g [Chair blocking smoke barrier doirlni’:lt =
SS=F | TV room was rem’oved on 5/31/11.
Doors pralecting corridor openings In other than other smoke barrier doors were checked for
required enclosures of vertical openings, exlts, or bstruction and none were found on
hazardous areas are substantial doors, such as /31/11.
thase constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20 ' Policy has been written not to have any
minutes. Doors in sprinklered buildings are only mpediment to closing of smoke doors on
required 1o resist the passage of smoke. Thera is 5/20/11.

no impediment 10 the closing of the doors, Doors
are providad with a means suitable for keeping

in- i Maintenance
the door closed. Dutch doors meeling 19.3.6.3.6 Al staff will be in- serviced by

are permitled.  19.3.6.3 Supervisor on 06/29/11 regarding no
mpediment to closing of smoke doors. New
Roller latches are prohibited by CMS regulations | staff will be in- serviced by Maintenance
in all health care faciiities. A nNH20 2. Supervisor during new employee
ik PN %riantaﬁon.
b

| DA will be completed by Maintenance

. Supervisor on 6/30/11 to audit obstructions
.. that prevent closing of smoke doors. QA will
‘pe completed by Maintenance Supervisor
or designee monthly for three months then
varterly for one year.

7/1/11
This STANDARD is not mel as evidenced by:

Based on observation and interview on 05/31/11,
it was delermined the facility failed to ensure tha ‘
corridor doars were capable of closing o resist |
the passage of smoke. The deficient praclice has \ ‘
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ower saleguards provide sufficient prolecilon to the patients. {See Instruclions.) Excepl for nursing homes, the findings slalod above are disclosabla 80 dajs
following the date of survey whather or nol a plan of cotreclion is provided. For nursing hornes, the abovo findings and plans of correction are disclosable 1
days loliowing the date these dacuments are made avallable lo the (acility. || deficlancias are citod, an approved plan of carraction 15 tequisite lo continuod
program pariiclpation.
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the potenlial o affact two (2} smoke
companments, all residents, staff and visitors.
The facility is licensed for forty six {46) beds with
a census of forty four (44) the day of the survey,

1 The findings include:

An obsarvation on 05/31/11 at 6:40 PM, revealed /
a smoke barrer door located in corridor Hall 1
naxt 1o the Television Room was blocked with a
t ghair that prevented the door from ¢losing 1o
resigt the passage of smoke.

An interview on 05/31/11 at 7:30 PM, with the
Maintenance Director revealad that he was
unaware \he door was blocked and he movaed the
chair immediately.

Reference: NFPA 101 (2600 Edition)

19.3.62.3*
Hold-open devices that release when the door Is
pushed ar pulled shall be permitied,

A 193.6.3.3

Doors should not be blocked open by furniture,
door stops, chocks, lie-backs, drop-down of
plungar-type devices, or other devices that
necassitale manual unlatching or releasing action
io close. Examples of hold-open devices that
release when the door is pushed of pulled are
friction catches of magnelic calches,

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K Cl.":ﬁi
§3=F

Smoke barriers are constructed to provide at
teast a one half hour fire resistance rating in
accordance with 8.3. Smake barriers may
terminate at an atium wall. Windows are
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K 026 | Continued From page 2

prolected by fire-rated glazing or by wired glass
panels ang steel frames. A minimum of two
separale compariments are provided on each
floor. Dampars are not required in ducl
penelrations of smake barriers in fully ducted
heating, ventilpting, and air ¢condilioning systems,
19,3.7.3, 19.3.7.5, 19.1.6.3, 18.1.6.4

This STANDARD is not mel as evidenced by:
Based on obsarvatlons and staff inlerviews, the
faciiity failed to maintain smoke barriers thal
would resist the passage of smoke between
smoke compartments per NFPA standards, The
facility has the capacity for forty six (46) beds and
the census was forty four {44) on the day of the
survey. The deficiency has the potential 1o affect
alf \hree (3) smoke companments, all residents,
staff and visitors,

The findings include:

A tour of the facility conducted on 05/31/11 at
7:50 PM revealed that all the smoke barrlers
located above the drop ceiling throughout the
facility, were noled to be penstraled by electrical
wiring, piping, and misceltaneous openings.

An interview with the Maintenance Direclor on
05/31/11 at 7:50 PM revealed he was awara of
the penatrations, and confirmed that the
penatrations needed 10 be sealed.

Reference to:
NFPA 101 Life Safety Code 2000 Edition

K 026 yhat have been penetrated by pipes, wiring,

All smoke barriers above recessed ceiling

and miscellaneous will be sealed by fire
ratardant product by 6/29/11,

Policy has been written on 6/20/11, that
Fmoke barriers that have been penetrated
above recessed ceiling will be sealed.

Maintenance staff wili be in-serviced by
Maintenance Supervisor on 06/29/11
regarding smoke barrier penetrations. New
maintenance staff will be in-serviced by
Maintenance Supervisor during employee
orientation.

A will be completed by Maintenance
Supervisor on 6/30/11 to audit penetration
of all smoke barriers, QA will be compieted
by Maintenance Supervisor or designee
monthly for three months then quarterly
for one year. : 7/1/11
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K 028 | Continued From page 3 K025

8-2.4,4 Peneirations and Miscellaneous
Qpenings in Smoke Pariilions.

824419

Pipes, conduits, bus ducts, cables, wires, air
ducts, pneumatic tubes and ducts, and similar
building sesvice equipman! that pass through
smoke partilions shall be protected as follows:
{1) The space between the penetraling ilem and
the smoke partition shall meet one of the
following conditiong:

8. It shali be filled with a maleral that is capable
of limlling the transfer of smoke.

Reference; NFPA 101 {2000 Edition).
8.23.23.1

Every opening in a fire barrier shall be proteclad
to lirmit the spread of fire and restriet the
mavement of smoke from one side of the fire
barrier to the other, The fire proteclion raling for
opening protective * s shall be as follows:

{3} 1f2-hour flre barrier - 20-minute fire prolection
rating

(1) 2-hour fire barrier - 11/2-hour fire pratection
rating

{2) 1-hour fire barrier - 1-hour fire protection
rating where used for vertical opanings or exit
enclosures, or 3/4-hour fire protection rating
whera used for other than verical openings or
exil enclosures, unless a lesser fire protection
rating is specified by Chapter 7 or Chapters 11
threugh 42

B3.2° Continuity.
Smoke barers required by this Code shall ba
continyoiys from an outside wall 1o an oulside

wall, frorm a floor 1o a fioor, or from a smoke

}
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barrier lo a smoke bamier or a combination
thereaf. Such barsiers shall be continuous
through all concealed spaces, such as those
found above a ceiling, ingluding inlarstitial
SpAGES. Fire extinguishers located in Resident Halls
K 084 | NFPA 101 LIFE SAFETY CODE STANDARD K 064 1 and 2 were lowered to maximum height
§5=g of 5/ on 6/8/11. All other fire extinguishers
Portable fire extinguishers are provided in all were checked. Any that were higher than
health care occupancies in accordance with maximum allowable height were lowered 10
074.1. 19,3586, NFPA 10 5 level.
Policy has been written on 6/20/11, that all
fire extinguishers not exceading 40 [bs. will
be mounted at maximum height of 5’ and
This STANDARD is nol met as evidenced by: any greater than 40 lbs. will be mounted at
Basad on observation and interview, it was maximum of 3,5
determined that the facility failed to maintain the
instatlation of portable fire extinguishers per Maintenance staff will be in- serviced by
NFPA S{Endafdgn ThIS deﬁcient pr-’actice aﬁecled Main[enance Supewisor an 06/29{11
each of the three (3) smoke comparimants, staff regarding fire extinguishers mounting
z‘smgir::’sfanfd ;':';?ﬁ;‘;h;ef::ﬁ?dr“;i t:: height. All new staff will be In-serviced by
pacity for forty- nsus i . )
was forty-four (44) on the day of survey. Mauntenance_ Supe'rwsor during naw
employee orientations.
Findings Include:
QA will be completed by Maintenance
Observations on 05/31/11 at 6:46 PM, revealed Supervisor on 6/30/11 to audit fire
the wall rmounted, portabie fire exiinguishers extinguishers height. QA will be completed
located in Resident Halls 1 and 2, were mounted by Maintenance Supervisor or designee
above the maximum allowable height of five (5) monthly for three months then quarterly
feal above the finish floor. Further obsarvalions for one year,
during the survey revenied that alt ponable fire
extinguishers within the facility were mounted 7/1/11
higher than the maximum allowable height.
An interview on 05/31/11 a1 6:50 PM, with the
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Maintenance Director, revealed thal he was
unaware of the height limitations for wall
motnted, portable fire extinguishars and
acknowledged thal they were mounted above the
height of five {5) feet above the finish floor.

Reference NFPA 10 (1938 Edition). /

1-6.10 Fire extinguishers having a gross weight
not exceeding 40 Ib (18.14 kg) shall be
installed g0 that the top of the fira

extinguisher is nol more than & ft (1.53 m)
above the floor. Fire extinguishers having a
gross weight greater than 40 Ib (18.14 kg)
{except wheeled types) shall be so insialied
that the top of the fire extinguisher is not

more than 3 1/2 ft {1.07 m) above the ficor.

In no case shall the clearance between the

Bottom of the ﬁ.re extinguisher and the floor Trash carts, chairs, linen carts, wheelchairs,
be legs than 4 in, (10.2 em). ) telephone stand, lifts and hand rub
K 072 ] NFPA 101 LIFE SAFETY CODE STANDARD K072 dispenser on a stand stored longer than
85=F thirty minutes were removed from resident

Means of egress are continuously maintalned froe
of all obstructions or impediments io (ull instant \ X
use in the case of fire ar ather emergency, No resident halls 1 and 2 corridors were
furnishings, decorations, or other objacts obstruct checked for othar items stored longer than
oxils, access to, egress from, or visibility of exits. thirty minutes and no other items were
7.4.10 found.

halls 1 and 2 on 6/1/11, The balance of

Policy has been written on 6/20/11, that
trash carts, chairs, linen carts, wheelchairs,
) . ) telephone with stand, lifts, hand rub

This STANDARD s not met as evidenced by: dispenser on stand or other items will net

Based on observation and interview, it was b di id " g d
determined the facility falled 10 maintain exit e stored [n resl ent.ha $ 1and 2 corricors
access according to NFPA standards. The for longer than 30 minutes.

deficient practice has the potential 1o affect all
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s!noke campann'\t.anlls, r'emdams, slaff, an_d Staff will be in-serviced by Maintenanca
visltors, The facility is licensed for forty six (46) . 6/25/11 that halls 1 and 2
beds with a census of forty four (44} the day of Sup t.arwsor c_;m / .
the survey, corridors will be maintained free of
pbstruction left in halls over thirty minutes.
The findings include: All new staff will be in-serviced by
Maintenance Supervisor during new
Observalions on 05/31/11 at 6:40 PM revealed Employee ortentation.
Ihat trash ¢ans, chairs, linen cards, whealchairs, a
lelephone with stand, Hfts, and a hand rub b'A will be completed by Maintenance
dispenser mountad on & stand werg bafng slored ?uper\risor on 6/30/11 to audit halls 1 and 2
:giiﬁ?;?)nrtnmlt:s and 2 corridors for fanger than corridors for stored ftems over thirty
’ minutes, QA will be complated by
An interview on 05/34/11 at 7:40 PM wilh the Maintenance Supervisor or designee
Maintenance Direclor, vavealed that the Fire monthly for three months and then
Marshall had indicaled that i was compliant to quarterly for one year. 7/1/11
store these ftems In the corridor if they were kapt
to one side,
Reference: NFPA 101 (2000 Edition)
Means of Egress Reliability 7.1,10.1
Means of egress shall be continuously
mainlained free of all abstruclions or
impedimenls to full instanl use in the case of firg
or other emergency.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
§8=D
Electricat wiring and equipment is in accordance
with NFPA 70, National Elacirical Code. 9.1.2
!
This STANDARD is nol met as evidenced by: !
Based on observation and inlerview, it was
detemmined the facility failed to ensure electrical
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K 147 | Conti 7
, .nr:mued Fm,mtp,ag: ding 1o NEPA K147 %VIultipie outlet adapter extension cords
wiring was maintained according to - :
; acated behind TV set and behind yellow
slandqrds. The daficlent practice has the cuch in living room area were removed on
potantial 1o affect two (2) smoke compartments, by Maintenance Supervisor. Al
Including residents, staff, and visitors. The facility /31/11 by Main P |
is licensed for forty six (46) beds with & census of pther areas were Cheffked for multiple
forty four (44) the day of the survey. outiet adapter extension cords and none
were found.
The findings include: /
, Policy has been written on 6/20/11 that
An observation on 05/31/11 at 7:00 PM revealed multiple outlet adapter extension cords will
an exiension cord was plugged into 8 power sirip hot be used in the facility.
located hehind the television set, in the fiving
f0Om area, ruAning a fan, Staff will be in-serviced by Malntenance
An observation on 06/31/11 at 7:01 PM revealed iupervisor on 0,6/ 29/11 that multiple OUF'Et
an extension cord was plugged into a wall dapter extension cords caljmot i?e uset? in
receptacia located behind the yeliow couch in the his facility. All new staff will bcf in-serviced
living room area. y Maintenance Supervisor during new
mployee orientation.
An interview on 05/31/11 at 7:02 PM with the
Mainlenance Director revealad he was unaware will be completed by Maintenance
of tha use of extension cords and ha remaved upervisor on 6/30/11 to audit use of any
them immediately. ultiple outlet adapter extension cords. QA
will be completed by Maintenance
Refarence; NFPA 99 {1998 edition) iupewisor or desigree monthly for three
nonths and then quarterly for one year, 11
7/1/
3-3.21.2D
Minimum Number of Receptacles. The number
of receptacies shali be determined by the
intended use of the palient care area, There shall
bo sufficient receptacies located so as 1o avoid
the nead for extension cords or multipte ouiiet
tadaptars,
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