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This plan of correction is submitted as
F 000 | INITIAL COMMENTS F 000} required under the State and Federal law.
The facility’s submission of the Plan of
Correction does not constitute as admission
A standard health survey was conducted on on the part of the facility that the findings
12M18-20M12. Deficient praciice was identified constitute deficiency, or that the scope and
wift the highest scope and severity at "F level. severity determination is correct.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 .
SPREAD. LINENS NHC of Glasgow does have and-maintain an
S50 T infection control program designed to
. provide a safe, sanitary and comfortable
The facility must establish and maintain an . environment and to help prevent the
Infection S}ontml Program designed to provide a development and transmission of disease :
safe, sanifary and comfortable environment and and infection.
to help prevent the developroent and transmission -
af disease and infection. 1) Resident’s #6 & #7 found to have no
adverse side effect identified. Inservice
(a) Infection Confrol Program I-on-1 with RN #1 on infection control
The facility must establish an Iafeclion Controt policy with emphasis on glove usage and
Program under which it - when to change gloves.
S)ﬂi g : Is, and pre> ! ons 2) Observation during skin assessmen(’s
e lacily . . . revealed no break in glove technique.
(2) Decides what procedures, such as isolation,
shiould be app!ied foan i'}d-‘fidua’ resident; and 3) Re-inservice of nursing on glove usage
{ (3) Mainfains a record of mcidents and correclive policy and procedure. Random monitoring
adiions related fo infections. (during procedures to ensure compliance.
{b) Preventing Spread of Infedfion 4) Quality assurance monthly x3 or as
{1) When fhe Infection Conftrol Program directed by UR committee of 5 skin
determines that a resident needs isolafion fo -assessments by nursing supervisors.
prevent the spread. oflnfedlq“‘, the facifity must DON will monitor compliance. /1572013 |
isolafe the resident ;
(2)1hefac:'ﬁtymustpmhibitgmploye€5mﬂ1a .‘
communicable disease or infected skin lesions }
from direct contact with residents or their food, if
direct contact will transmit the disease. -
(3) The faciity must require staff fo wash their
hands after each direct resident confadt for which
hand washing s indicated by accepted i
professional practice. é
{c) Linens !
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (6) DATE

/4773,

Any deficiency staiemeﬁt ending with an astersk

notes a deficiency which the institution may be excused from comecting providing it is determined that

ofher safeguards provide sufficient protection to the pafients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correclion is provided. For nussing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available to the facility. {f deficiencies are cited, an approved plan of comection Is requisite fo continued

program padicipation.
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3 Personnel must handle, store, process and
: transport finens so as to prevent the spread of
infection.

ﬁ This REQUIREMENT is not met as evidenced
I by:

. and a review of the facility's policies and

; procedures, it was determined the facility failed to
i ensure licensed staff washed their hands and

! changed gloves as required to help prevent the

| spread and transmission of disease when

| providing care to two of twenty-seven residents

| (Residents #6 and #7). Staff failed to remove
gloves, wash their hands, and apply clean gloves
| after contact with Resident #6 and #7's
perineum/rectal areas and prior to the conlinued
examination of the resident’s back, upper
extremities, and abdomen.

' The findings include:
| A review of the facility's policies and procedures

' from their Infection Control Manual, Section:
Transmission-Based Procedures, Subject: Glove
Technigue (Clean), Section Number 707, Original
% Date December 1998, revised on 10/01/08,

: revealed the use of gloves was to protect both the
| patient and health care personnel from exposure

| to infectious material that may be camied on
hands and gloves. The policy also addressed the
| imporiance of preventing cross-contamination

- and the recommended procedure for health care

| personnel to follow when washing their hands and
. applying and removing gloves during a clean
procedure.

|
é
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i 1. Arecord review revealed the facility admilied

Resident #6 on 01/04/11 with diagnoses including
Dementia, Acute Kidney Failure, Esophageal ‘ :
Reflux, Anemia, Hypertension (HTN),
Schizophrenia, Pneumonia, and Depression.

- On 12/19/12 at 10:45 AM the Unit Manager,
Registered Nurse (RN) #1, was observed {o apply
| gloves, partially remove Resident #5's
incontinence brief and examine the resident's
perineal area by touching the area with gloved
hands. RN #1 then reapplied the resident’s

{ incontinence brief and proceeded fo touch the

i skin of the resident's back and bilateral upper

; extremities while still wearing the soiled gloves

! used to examine the resident's perineal area. RN
#1 failed to remove gloves, wash her hands, and

. apply clean gloves after contact with Resident
#6°s perineal area and prior to the examination of ;
the resident's back and upper extremities. '

t 2. Arecord review revealed the facility admitted

| Resident #7 on 04/04/10 with diagnoses including ;
' Diabetes, HTN, COPD, Vitamin B12 deficiency,
| Dementfia, Arthrifis, Colilis, Diverticulitis, and i
i Alzheimer's Disease.

On 12/19/12 at 11:30 AM during an cbsesvation of
a skin assessment of Resident #7, the Unit
Manager, RN #1, was observed to wash her !

hands, apply gloves, partially remove the : i
| resident's incortinence brief, and touch the : ;

 resident's perineum, groin, and rectal areas. RN }
#1 then reapplied the resident's incontinence brief i ;
and proceeded fo touch the resident’s back,
upper extremities, and abdomen while still
wearing the gloves used to examine the

!
§
;
4
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resident’s perineum and rechmne. RN #1 failed to
remove gloves, wash her bands, and apply ciean |
glaves after contact with Resident #7's pefineum,
groin, and edal area and priorto the
examinaton of the resident’s back, upper .
exirenites, and.abdommal area. -
An intervicwr conducted on 12720012 at 11215 AM
with RN #1 revealed she was knowledgeable of
the-facTily’s polices related 1o propec hand
-hygiene and gloving tedmiques. However, RN
#1 stafed that shewas nervous because she was
being watched, and forgat to chimnge het gloves
and wash her hands in accordance with facilify |
policy during the observalon.
An infenfiew cordlocted on 12720012 at 2210 PM
with the Director of Nursing (DON) revealed all
healih eare personnel wars instnrcded on policies
and pmeedures related fo mfecfion confrol duting
fheir crientation, and nurses were also assigned
educafional modules throughout the yearwhich
covesred infechion contol, as well a5 skin care -
issues, fo complete. : o L
ESSENTIAL ENT. NHC of Glaggow does maintain all eszentisl
F 4551 483.70() EQuIPM + SAFE F458 ‘mechanical, clectrical & paticnt care I
S9=c | OPERATING CONDITION ¥ cquipment in safe operating condition.
The faciity must maintain ofl essenfsd " The policy of maintenance log was reviewed
4 mechonica!, elechical, and patient care with no changes on 12-20-2012.
equipmment in safe operaticg comditon. : ; ;
Inservices began on 12-20-2012 and completed!
on 1-19-2013 for staff about importance of | :
This REQUIREMENT is not met as evidenced filing out maintenance ‘aqucst:q in the log_ R .
book timely and to remind maintenance if
oy ‘ t checked quickly.- :
Based on observation and interview, it was no quickly. '
¢ “.‘ed the . ) farled to I'I'!all‘ﬂal’l.'-l ! QA on timeliness of response to requests X3 .
-n:cal squ r}t ma ;mﬁa Dpefahng . months or as directed by UR committee. }
condition. The three ndustrial washing mmlqes Monitored by administrator for compliance. | | 1-19.2013 !
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i

: each machine with blankets used to absorb the
liquid leakage from one machine.

. The findings include:

i An interview with the Mainfenance Supervisor on
12/20/12 at 4:00 PM, revealed there was no
policy/ procedure for general maintenance repairs
in the building but the staff knew to nofify

] Maintenance of issues by writing in the

{ maintenance log located at the nurses’ desk. He
siated he frequently received verbal notifications
on a daily basis.

| Rewview of the fadility document "Maintenance
Logs,” undated, revealed the logs were used to
natify Maintenance of general maintenance and
repair needs. The logs were located at the
nurses” station, Dietary, Laundry, and Front Desk.
Additional review revealed the logs were checked
daily and as needed by maintenance staff. In the
| event of an immediate need, a call was to be

| placed to the Maintenance Department or on-call
maintenance staff.

A review of the November 2012 Maintenance
Schedule "[ aundry Room (Weekly),” dated
08/15/04, revealed checking the washers for
leaks was not incduded on the check list.

An observation of the washing machines on

i 12/20/12 at 8:50 AM, revealed liquid on the
machine surface under the dosed door of the
; three machines. Further, a vertical fine of white

¢ stain under the dosed door followed the moisture
trait down the front of the machine surface.

Additionally, the small washing machine was
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sumounded on three sides of the machine’s base
with sfacked blankets fo absorb the liquid
leakage.
An interview with the Housekeeping and Laundry
Supervisor on_12/20/12 at 8:50 AM, revealed the .
Maintenance Log had been used fo nofify the
mairdenance staff of the leaking machines on
05/16A12, 05/21/12, 053112, 061312, 06722112,
06/27M12, and 11A5M2. The Maintenance Log
was inilialed by the Maintenance Supervisor on
05/16A12, 05721112, 05/31/12, 061312, 06/22112,
and 06/27H2. The entries for 05/21/12, 053112,
and 06/22f12 had the solution note that paris
were ordered.
Interview with the Administrator on 1220012 at
230 PM, revealed it was her responsibility fo
ensure the Mamtenance Supervisor completed
work in the [aundry area and she inspected the
laundry area one fime each week.
F 465 ] 483.70(h) F 465! NHC of Glasgow does provide a
SS=F | SAFEFUNCTIONAL/SANITARY/COMIFORTARBIL safe/functional/sanitary/comfortable
E ENVIRON environment for our residents.
The facility must provide a safe, functional, A chart with daily laundry room cleaning
sanitary, and comforiable environment for assignments has been posted in the laundry to
residents, staff and the public. include outside of washers, sink, countertop,
' ‘ eye wash station.
b
. N ) Inservice for all lanndry/housekeeping
Tb;-“s REQUIREMENT is not mef as evidenced personnel was completed 1-24-2013. 1 1-24-2013
Based_on observahon a{1d mtemew it was %All other eye wash stations checked and they g
determined the fadility fated to provide a safe, s were clean and compliant. !
functional, sanitary environment refated to dust, ! {
dirf, and unknown substances built up in the QA to monitor cleaning by laundry personnel i
laundry room and the residents” refrigerator in the iwill be done weekly x4 weeks and monthly x3 i
Unit 1 and Unit 2 Dining Room. The laundry tor as directed by UR committee. Monitored {
iby administrator for compliance, i
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¢ laundry staff was responsible for general cleaning

in the open laundry area but not behind the
washers or the pipes in the room behind the
dryers. She stated the laundry staff was
responsible for deaning the sink, countertop, and

T T

041D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX, (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORIATION) ™ CROSS-REFERENCED TO THE AFPROPRIATE DwTE
i DEFICIENCY)
465 ; Continued From page 6 F 485! NHC of Glasgow does provide a

room was found fo be dirty behind the washing safe/functional/sanitary/comfortable
machines, above the washing machmes, in the environment for our residents.
sink and counterfop area in the washing machine é
room, the window grafing in the dryer room, the Areas identified were cleaned by maintenance z
pipes above fhe dryer bodies, and the air vent by 1-8-2013. Policy developed for maintenance &
the stairway wde the kaundry room. In the Unit Iaundry personnel to clean in the laundry area.
1 af‘d Un_'t 2 D_H_“ng Room, the refrigerator holding Unit 1 & 2 dining room refrigerator was
residents’ nutritional supplements had an orange thoroughly cleaned 12-19-2012. Revised
substance on the flat surfaces inside the ¢leaning/defrosting log placed on refrigerator.
refrigerator, and the ice machine filfer grafing had
a buitdup of dust and dirt. Audit of other in-house refrigerators were

i visited & found in compliance and were
The findings include: being cleaned regufarly.
1. A review of the facility's policy/procedure, Revised flow sheets placed in use on 12-19-2012,
“L aundry Cleaning Dutics,” undated, revealed the Team re-looked at in-house policy of refrigerator.
deaning bilities o'f taundry s’talfﬁ ) Inservice of revised forms began on 12-19-2012.

respons n A preventive maintenance and laundry checklist
on the spread of bacleria in areas where cican was developed for weekly cleaning of laundry
linen was pracessed or stored. dryers, air vents, pipes, behind washer/dryers,
outside of washers, sink, countertop & eye wash
An inferview with the Maintenance Supenvisor on station.
12/19A2 at 8:00 AM, revealed the maitenance
staff was responsible for cleaning the area behind QA of refrigerator sanitation & safe condition
the washing machines, the room located behind monitor will be done weekly x4 weeks then 5
the dryers that housed the three dryer monthly x3 or as directed by UR committee. !
tumblers/motors/casing, and the room containing In-house 11-7 RN/unit manager will monitor
the hot water heater. Additional interview on for cm.npliance. DON is responsible for overall
12120112 at 4:00 PM, revealed the facility had no compliance. i
policy/procedure for maintenance cleaning in the QA of cleaning pipes, dryers, washers, air vents, ‘,!
laundry area. sink, countertop, & eye wash station in laundry {
every 3 months x3 or as directed by UR committee,

An interview with the Housekeeping and Laundry Compliance monitored by administrator for

| Supervisor on 12/20/12 at 8:50 AM, revealed the compliance. 1-31-2013
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F 465

Continued From page 7
eyewash station in the washing machine room.

An observation of the laundry area on 12119/12 at
8:00 AM revealed a thick buildup of crystalized
' chemicals on the floor behind the washing
. machines and a loop of blue wire, covered with
dirt and dust, hanging from a ceiling pipe behind
a washer. The sink and countertop in the
washing machine room was soiled with black
substances and dutiered with miscellaneous
items. The eyewash station was covered with
black residue and black smudges over the bowt
surface. Further ohservation revealed the air
vent over the folding table and the air vent in the
i stairwelf located in the laundry area had a thick
coating of dust and dirt. Observation of the room
containing the hot water heater revealed a
buildup of thick dust and dirt buildup on the
window grating and an unused wall-mounted fan
behind the heater.

An interview with Housekeeping/Laundry Staff

| Member #6 on 12/19/12 at 8:45 AM, revealed the
| laundry staff was responsible for cleaning the

. dust from the pipes along the ceiling in the open
area of the [aundry if fime allowed.
Housekeeping Staff Member #6 stated there was
not an assignment sheet (or cleaning log) for the
dleaning responsibilities. She stated the
Housekeeping Supervisor had been sick recently
and the Fadlity Administrator was the: person in
charge of the laundry when the Housekeeping
Supervisor was out

| 2. Observalion conduced on 12/1912 at 9:25 AM
i of the residents’ refrigerator located in the Unit 1

' and Unit 2 Dining Room, revealed a sticky,

: orange substance over one-third of the flat

F 465

FORM CMS-2567(02-99) Previous Versions Obsaolete Event ID; FFZZ11

Facility ID: 100015 If continuation sheet Page 8af 12




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

PRINTED: 01/09/2013
FORM APPROVED

STAITMINT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185093

00 MULTIPLE CONSTRUCTION

A BUILDING

B. WING

OMB NO. 09380391
{X3) DATE SURVEY
COMPLETED

12126/2012

NAME GF PROVIDER OR SUPPLIER

NHC HEALTHCARE, GLASGOW

STREET ADDRESS, CITY, STATE, ZIP CODE
109 HOBEWOOD BLVD.
GLASGOW, KY 42141

o | SUMSMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIEYING INFORMATION)

D | PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 465 | Continued From page 8

surfaces inside the refrigerator. There was no
deaning schedule or signature log visible on the
machine. Additional chsefvation in the dining
room revealed the grating over the air filter on the
ice machine had dust and dirt buildup on the

' graling with no deaning schedule or signature log
? visible on the machine.

i
| An interview with Housekeeping Staff Member #3
on 1219/12 at 9:45 AM, revealed the nurses on
Unit 1 were responsible for deaning the
refrigerator and the housekeeping staff was

; responsible for deaning the ice machine. She
stated a log was not maintained for cleaning the
ice machine.

Interview with Registered Nurse (RN) #1 on
12/19/12 at 9:55 AM, revealed the Unit 1 nurse or
nursing assistant on the 11:00 PM to 7:00 AM
shift was responsible to clean the refrigerator in

: the dining room and it was a routine part of the

| deaning assignment for that shift.

;AnimerviewwimiheUn‘rH Manager (RN #4) on
i 1212012 at 9:15 AM revealed the Unit 1 staff was
responsible for cleaning the refrigerator in the
dining room between Units 1 and #2. The Unit

: Manager, RN #4, stated the refrigerator was used
| for nutritional supplements for the residents and

| should be cleaned every night. She stated the

| nursing assistant on the 1100 PM to 7:00 AM

H

| shift was responsible for cleaning the refrigerator
' but the task was not listed on the cleaning

| assignment sheet and there was no log fo

| indicate the dleaning was done. RN #4, in her

| role as Manager of Unit 1, stated she was

' responsible to ensure the work was completed.

F 468 483.70{n)(3) CORRIDORS HAVE FIRMLY

F 465

L

F 468
i
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This REQUIREMENT is not met as evidenced
by:

Based on chsefvation and interview, the facility
failed to ensure handrails in the facility were firmly
secured in the cortidors. During the survey
conducted on 121812, 12/19/12, and 12/2012,
handrails were observed to be loose on alt
resident hallways. '

The findings include:

A review of the faciity's policy/procedure,
"Handrail Maintenance,” undated, revealed
handrails were to be checked and fightened
quarterfy, or at any time staff idenfified an issue,
and maintenance staff was o be nofified via the
maintenance log book.

Observations during environmental tour on
121912 between 925 AM and 11:00 AM,
revealed one loose handrail on Unit 1, four loose
handrails en Unit 2, three loose handrails in the
conidor outside of the Chapel, eleven loose
handrails on Unit 3, and five loose handrails on
Unit 4. The handrails confinued fo be loose
throughout the survey ending on 1220/12.

Interview with the Maintenance Supervisor on
1212012 at 4:15 PM, revealed the maintenance
staff was responsible for tightening the handrails
and roufinely checked them one time each
month. He stated staff was also 1o inform the

}

STATEMEMT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA £52) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
- B. WING
185093 122082012
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NHC HEALTHCARE, GLASGOW 108 BLVD.
GLASGOW, KY 42141 )
L) 0 SURSAARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION =<5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYTNG INFORMATION) TAG Z CROSS-REFERENCED TO THE APPROPRINIE DATE
DEFICIENGY)
168 . NHC of Glasgow does provide secure handrails :
F Continued From page 9 F 468 for the residents on each side of the corridor.
S5=E : SECURED HANDRAILS Policy for handrail maintenance reviewed and
updated.
The facility must equip comridors with firmly .
secured handrails on each side. ' All loose rails were removed and repaired with  {
new anchors by maintenance departments. . 1-24-2013

Inservice for all departments on proper

reporting and using maintenance log was done |
by maintenance supervisor and nursing J
supervisors. ;

Monthly check will be conducted by
maintenance x3 months then quarterly.
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B0 SUMMARY STATERENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o=
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DEFICIENCY)
F 468 | Continuved From page 10 F 468

mainfenance staff of loose raits verbally and by
use of the mainfenance log book located at each
nurses’ desk. The Mainfenance Supervisor
stated mainfenance staff reviewed the log books
on a daily basis. According fo the Maintenance
Supervisor, he was unaware of the loose
handrails prior o the four with the suwveyor.

F 469 483 70(h)}{4) MAINTAINS EFFECTIVE PEST F 469{NAC of Glasgow has and maintains an
55=F ; CONTROL PROGRAM effective pest control program. Pest control
company has been notified to include rodent
The facility must maintain an effeclive pest control to their monthly visits.
control program -so that the faciily is free of pests . .
and rodents. Maintenance supervisor will speak at the next

scheduled resident council meeting to encourage
residents to report any signs of mice to the staff.

) ) } QA monthly x3 or as directed by UR committee
This REQUIREMENT is not met as evidenced to ensure effectiveness of pest program. f
by: Monitored by maintenance supervisor for

Based on observation and interview, the facilily compliance. 1-17-2013
failed fo ensurea pest centrol program was
effective. Residenis on Unit 4 complained of
mice and a mouse was observed frapped ona
sticky board in a resident room.

The findings include:

A review of the fadlity's policy for "Pest Confrol.”
undated, revealed the facility maintained a
contract with a pest confrol vendor who made
monthly and as needed visits.

senvice dated 10/G1/08, revealed monthly service
would be provided and included the confrol of
“General Pest {(roaches, ants, aickeds)” and
"Rodent Control.™ Further review of the monthly {
invoices from the pest control service for July i
2012 through December 2012 revealed the ;

A review of an agreement with a pest control \

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:FF2Z11 Feacility ID: 100015 If continuation sheet Page 11 of 12
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1] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

TAG
DEFICIENCY)

™G L REGULATORY OR LSC IDENTIFYING INFORMATION)
5
T

F 469 | Confinued From page 11

2 targeted pest on each visit was "General Pest."
The resident group interview on 12118/12 at 2:00
PM, revealed residents on Unit 4 had recerntly
observed mice in the facility.

; An cbservation on 12/19/12 at 10:25 AM,
revealed a live mouse caught in a slicky irap in
resident room 103 on Unit 3.

; An interview with the owner of the contracted pest
| control company on 12/20/12 at 8:37 AM,
revealed the service provided to the facility was

| preventative treatment unless the fadility notified

L the company of a specific problem. He siated the
; fadility had not contacted the company about a
rodent problem since the summer months when
the company freated the facility for mice in the
kitchen.

5 An interview with the Maintenance Supervisor on
: 12/20/12 at 4:00 PM, revealed he was aware of
mice on all resident uniis and had purchased
sficky traps from a local hardware store in an
attempt to eliminate the mice. The Maintenance
Supemvisor acknowledged the contracted pest
control company had not been notified of the
rodent problemn because the sticky traps he

i purchased were the same thing the pest confrol

F 469

{

H

;

L

L

.5
| company used. :
; ; ]
i ; :
f
H H H
: ¢ {
j i
i 0 i
! !
i 4 i i
i“‘ 5 i
5
3 |
i ; } ;
; 1 [ i
; ] §
i : ; ;
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Sogibans Endors

Division of Heaith Cars

SUMMARY STATEMENT OF DEFCIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLIL
REGUEATORY OR LSC IDENTIEYING INFORMATION)

= ;i L
(EACH CORRECTIVE ACTION SHOULD BE
TAG CROSSREFERENCED TO THE APPROPRIATE

DEFICIENCY)

Pl L
AN =HELIE

K 600 g INITIAL COMMENTS

g
CFR: 42 CFR 483 70(a)
BUILDING: O1

' PLAN APPROVAL: 1968, 1976
: SURVEY UNDER: 2000 Exisling
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One stoiy, Type i
@11)

SMOKE COMPARTMENTS: Ten smoke

o

| FIRE ALARM: Complete fire alarm system with
, heat and smoke detectors

LTl A AN TS P LT

SPRINKLER SYSTEM: Complete automatic wet
and dry sprinkler system.

i GENERATOR: Type Il generator. Fuel source is
Diesel.

A standard Life Safely Code survey was inttiated
on 1211912 and conduded on 12/20/12. NHC

¢ Healthcare, Glasgow was found not to be in
compliance with the requirements for participation
in Medicare and Medicaid. The fadility is certified
for 194 beds with a census of 174 on the day of
the survey.

: The findings that follow demonstrate

; noncompliance with Title 42, Code of Federal
Regulations, 483_70(a) et seq. (Life Safety from
Fire).

K 000

This plan of correction is submitted as
required under the State and Federal law.
The facility’s submission of the Plan of
Correction does not constitute as admission
on the part of the facility that the findings
constitute deficiency, or that thie scope and
severity determination is correct.

o aomrvesna e

et a1 A e g AN et

LABORATORY DIRECTOR'S OR PROV]DERISEPPLIER REPRESENTATIVE'S SIGNATURE

9 htgrs. (o YA ep o

TITLE

(6} DATE

[T /5

Any deficiency staigment ending with an ast

k () denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings slated above are disclasable 90 days

fallowing the date of survey whether ar not a plan of correction is provided. For nursing homes, the abave findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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KOO | SURMARY STATEMENT OF DEFICIENCIES : ()] : PROVIDER'S PLAN OF CORRECTION o)
PREFAX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX i {EACH CORRECTIVE ACTION SHOULD BE COMPLETICON
TAG '. REGLILATORY OR LSC IDENTIFYING INFORMATION) : TAG ¢ CROSS-REFERENCED TO THE APPROPRIATE DATE
II : 3 DEFICIENCY)
5 F
K 000 | Gontinued From page 1 ! Kooo
' E
| Deficiencies were cited with the highest
. deficiency identified at "F" level. ; :
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025:
Smoke bamiers are constructed to provide at ;

least a one half hour fire resistance rating in i
i accordance with 8.3. Smoke barmiers may i
{ terminate at an atrium wall. Windows are ;
protected by fire-rated glazing or by wired glass { ;
:
i

panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct

| penelrations of smoke barriers in fully ducted

| heating, ventilating, and air conditioning systems.
19.3.7.3,19.3.7.5,19.16.3, 19164

‘ This STANDARD is not met as evidenced by:

i Based on observation and interview, it was

| determined the fadility failed to maintain smoke
i barmiers that would resist the passage of smoke
befween smoke compartments in accordance
with NFPA standards. The deficiency had the ;
potenfial to affect three of ten smoke !
compariments, residents, staff, and visitors. The ‘
: Tacility has 194 cerlified beds with a census of

! 174 on the day of the survey.

i
3

'. The findings include:

P

; Observations on 12/19/12 beiween 11:00 AM and
! 12:30 PM, with the Director of Plant Operations

1 revealed a smoke pariition extending above the

; ceiling located in Station 2 Long Hall and Station
! 2 Short Hall. Station 2 Long Hall had a :
: ; !

FORM CM5-2567(02-99) Previous Versions Obsolete Event ID:FF2221 Fadility ID: 160015 If continuation sheet Page 2 of 25
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__ CENTERS FOR MEDICARE & MEDICAID SERVICES GME NO. 0038030
-l STRrENENTOF DERICENCIES G1) PROVIDERISTFPLESVCLIA 057 MULTIPLE CONSTRUCTION pca)g;‘rgm
AND FLANCFCORRECTION. - POENTIICATION USSR A BUEDING 01 ~ AN EIBLDING 1
. 135093 §0-e 1212002012
| NALE OF PROVIDER DR SUPPLIER STHEET ADDRESS, CITY, $TATE, ZIF CODE
5 . : : 10 BORSIOOD ETVD,
;. NEEC HEAL THCARE, GLASGOW r
?"H T GLASGOW, KY 42141
csm SIRMARY SECMENT OF DEFCIENCIES D PROVIDER'S PLAN OF CORRIEGTION =
PREFTC (SACH DEFIEIENCY MUST BE PRECEDSD BY FULL PREFIXC (BACH CORRECTIVEASTION SHOULD BE CORFTETEN
™ EESULATORY OR LSC IDENTIFYING FE-0ORUATION) e CROSS REFERENCER TO THEAPPROFPEINTE o
- K025! Confinued From page?2 K025 On 1-7-2013, the penetration on station 2 .

Penetration srownd the main sprinkier pipe.
Stafion 2 Short Hall had a one-inch prnetrafion in
the wall and a steeve forwies thatwas not
sealed in fhe wall. The penetizfions wers pot
filled with & maferial rated equal to the parfiion
2nd coudd notaesist the passage of smoke,

intesvicsr an 12M19/12 betwnon 1100 AM and
12230 PM, wilh the Direcior of Plant Operafions
revestted he weie not swane of the penetmifices in
the smeie parfition.

Bﬂﬂtﬁcur_un T220/12 &t 10:58 AM, with the
Admmnistrabr revealed she was aware of the
requirements for smoke: banfers but not envans of
fha penetrations in the smolke barifer.

-Reference: NFPA 101 (2000 Edifion).

8.3.6.1 Pipes, conduils, bus ducts, cables, wires,
&fr drets, prevmnatic tnbes and ducts, apd simitar
buﬂd‘mgaarviceeqlﬁmﬂlatpassw
fidors and smole: banicts shall Be potecied as
follows: ’ -
'(a}ﬁeqﬂmbehmﬂrepenehaﬁ&gﬁmnmﬂ
the smoke baier shall

1. Be filled with a'material capable of maintaining
the smoke resistance of the smoke bamier, or
?_Bem%egm‘dbyﬁéngaddeﬁcedsﬁgmd
&) Where the penefrafing flem uses a sleeve 1o
penetate ihe smola barier, flie slesve shall be
solidly set in the sTnoke banier;: and the space
‘betarcen the Tern and the sleove shall

1. Be filled with & matetial capable of maintzining
mmmwmmm.w :
2 Be protected by an approved device designed
for e spediic purpose.

long hall and short kall were repaiied using
JBM five barrier water tight scalant. ,
Inservice for maimtenance staff on policy
far checkirg penetrations was done on
1-7-2013.

-The maintenanee director checked the
ismoke barrier walls throwghont the building
and found no otker penetrations.

NHC does provide smaoke barriers that

are construeted fo provide at leasta one

half howur fire resistance rating in accordance
with codex. - -

- -

l

1-7-2013
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TAG H CROSS-REFERENCED TO THE APPROPRIATE

i

DEFICIENCY)

%
vl
;
H
i
!

K025

K027

H

'
i

Continued From page 3

| (c) Where designs take transmission of vibration

into consideration, any vibration isolation shall

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

NFPA 101 LIFE SAFETY CODE STANDARD

Door gpenings in smoke bamniers have at least a
20-minute fire protection rating or are at least
1%-inch thick solid bonded wood core. Nonated
proteclive plates that do not exceed 48 inches
from the bottom of the door are permiiled.
Hoxizontal shiding doors comply with 7.2.1.14,
Doors are self-closing or automatic closing in
accordance with 19.2.2 2 6. Swinging doors are

: not required to swing with egress and positive

latching is not required.  19.3.7.5, 19.3.7.6,
19377

! This STANDARD is not met as evidenced by:

Based on observation and interview, it was
determined the facility falled to ensure
caoss-comidor doors located in a smoke barrier
would resist the passage of smoke in accordance
with NFPA standards. The deficiency had the
potential to affect five of ten smoke
compartments, residents, staff, and visitors. The
fadility s certified for 194 beds with a census of

: 174 onthe day of the survey.

The findings include:

Observation on 12/20/12 beiween 8:00 AM and
10:30 AM, with the Dinector of Plant Operations
revealed the cross-corridor doors located in

Station 2 Short Hall, Station 2 Long Hal, Cross

el apmmsie

K025

H
H
i

K027

|

i
H
L
i
1
i
;
i
[
!
é

b e i

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:FF2Z221

Facility {D: 100015

If continuation sheet Page 4 of 25




A2/27/2813 14:43 2784877171 ' S S LA B

JEPARIMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APFROVE
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| STATELENT OF DEFICIENCIES {X7) PROVIDERISUFPLIGRICLIA MUCTIPLE COMSTRUCTION : DATE SUEVEY
AND PLAN OF CORRECTION OENTIFICATION NUMEER: = ' MOOMP!EIE)
A BUILDING &1 ~ BrAIN BUR DING 0 :
185083 B WNG : 1202002092
 NALES OF PROVIDER OR SUPFLIER . STREET ADDRESS, CATY, STATG. 2P GODE '
s : ‘ 109 HOREWOOD BIVD,
NHC HEALTHCARE, GLASGOW - ;
: : ; ‘ : GLASGOW, KY 42341 :
L) SUMRIARY STATERISRT OF DEFICISHCIES [ PROVIDERS PLAN-OF CORRECTION IR
L PR (EACH DERICIENCY MUST BE PRECEDED PYTULL PREFIX ACACH COTRECTIVEACTION SHORILE BE coweTmed
T IAG REGULATURY OR LISC IDENTIFVING INCORIMATION _ AR CROSEREFERONCED TO THEAPPROPIIATE DeTE S
K027 | Continued From page 4 : KO27| The coor dinators were ordered on 1-7-2013
Hall Doors, and Safion 1 Lang Hall woukd not and will be installed by rontractor,
clase completely when tessted. Thiz was doe to " - .
fhe doors not having a coordinator fo ensure the Inserviced staff on proper olosing of dvors ; {
door without fhe fastragal would cose fisst afier and to place the concerng in the logs, .
- ﬁ d !
T nfifal cloise. i Monihly check by maintenance staff to report
. Lo th cted b NI
_ Interview on 1220/2 between 800 AMand o R manthly x3 or as directed by Uk [
16230 AM wilh f:2 Direcior of PEnt Operaons # . T

rarmledhemsnmnﬂmdooraneeﬁeﬂa
coordinator fo ensure the doors would dose
propeddy in the event of an ememency.,

Indenviow on 12202 at 1107 Ak, with the
Administrator revesled she was unaware the
domsnmdcdamﬂhahinmmtheduws
would Gose properdy in the event of an

s emengency.

NFFPA Standam: NFPA 101, 19.37.6". Requires
doors in smoke banicrs to be selFdosing ard : 7 :
resist the passage of smoke. . T

Referencer NFPA B0 (1939 Exfiory).

TS

g

. 241 Cbang Devicea,

3 2—4.1.1%eseﬂnarersmashagaltxprqecﬁng
Iatch bolt firal prevents the inachive door from
closing amet kaching before the active door doses
and latches, a coonEnating device shall be used.
A coordinafing device shall not be required where
each door doses and lafches independently of
the ofher.

K 029 § NFPA 101 LIFE SAFETY CODE STANDARD K029

o ——

Ome hour fire rated constrochon fwilh %2 hour
firerated doors) or an approved avtomabic fim
axdinguishing system in accondance with .41
emndior 19.3.5.4 protects hazardows arcas. When

ORM CMS-2557[07-59) Proviows Veesions Obesists Evertt IO FFRZ21 FacSily Ifr 100MS ‘ I eonbinuation sheeat Page 5 of 25
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T PRINTED. TSR

3

b

48 inches fiem the bofiom of the door o
pommitied, 18321

TMSMNDARD :snutmetasamiermdby‘
Based on sbsarvation and infeniow, it was
deforrined the Fardifty failed f0 meet the
requiresments of Proleckon of Hazards in
acrordance with NFFA Stendards. The

deficency had the polenkal fa affect thiee of t2a.
visinrs The faciiy is cerfified for 194 beds wilh
acensus of 174 on the day, bf the suvey. The
Tacility Fafled to provide self-closing devices for
domspmtedirgimdomm

The fndirgs inchude:

Ohservalion on 121912 between 11:00 AM and
430 PM with the Direcisr of Plant Operafians
reveaied rooms {0 have hazmrdous stomge et
did not have a seff-closing device to keep the
door clased. ‘The hazardous rooms identiied
were the Payroll Offica, fhe Service Halt Janitors
Closet, and the Activiies Storage Room.

Intervicw on 12019M 2 batween 11200 AM and
4:30 PM, with the Director of Plant Opersfions
revesled he was not aware fie doors to these
rooms were requined to be soff closing.

i reported to UR committes,

#nd will be installed by the eontractor.

Monthly check by maintenance staff and

(T ——

1-31-2013

‘ FORM APPROVEL
—CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09350201
STATELENY OF DEFCENCES X PROVIDER/SUPPLIZRICT IA MULTIPLE CONSTRUCTION DATE SURVEY '
AND PLAN OF CORRECTION IDENTEICATION RUMESER: il ' . mmm
- A BUM BING 01 - BAATN FI I DING 01
. B NG :
105093 1202002012
RARES OF PROVIDER OR SUFPLIER STRIETADDRESS, CITY, STATE. ZIF CODE .
NHC HEALTHCARE, GLASGOW *HR HOMEWOOD BLVEL.
: GLASGOW, KY 42141
" ponm SUMBIARY STATEMENT OF DEOCIENCTES. o FRIOVIDETTS PLAN 05 CORRECTION
PRIFTX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFCC [EACH CORRELTIVE ACTION SHOULD ‘““F-m‘“
e REGULATORY OR LG INENITYTNE INRORMATION; ™e mmmmmmﬁe e
KD29 .

Coafinued From page K029 NHC is 5 ane hour fire rated budding with 4

“the approved sutomatic fre eutﬁngmshmg sysfem e hour firs rated doors and is proteeted by an

dption ks rsed. tha ameas are separated fom approved avtomatic five extinguishing system.

ofher spaces by smoke resisting porfiians and

doors. Doors are self-closing and non-rated oc Inserviced staff about keeping doors clnsod

field-apohad protective plates that do exceed

Rot The selr-dosing devices were ordevad on 1-7-2013

W CMS-2567(02-5%) Previons Virslons Obeolots
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K 029 | Continued From page 6

Interview on 12/20/12 at 11:01 AM, with the
Administrator revealed she was not aware the
doors to these rooms were required to be
seff-closing.

8413

Doors in bamiers requined to have a fire
resistance rating shall have a 3/4-hour fire
protection rating and shall be self-closing or
automatic-closing in accordance with 7.2.1.8.

Reference: NFPA 101 {2000 Edition).

i 19.3.2 Protection from Hazards.
{ 19.3.2.1 Hazardous Areas. Any hazardous areas
| shall be safeguarded by a fire bamier having a

: 1-hour fire resistance rating or shall be provided

| with an automatic exdinguishing system in
accordance with 8.4.1. The automatic
extinguishing shali be permitted to be in

t accordance with 19.3.5.4. Where the sprinkler

; oplion is used, the areas shall be separated from
| other spaces by smoke-resisting partifions and
doors. The doors shall be self~dosing or
autornatic-closing. Hazardous areas shall
indlude, but shall not be restricted to, the
following;

i (1) Boiler and fuelfired heater rooms

(2) Centralbulk laundries larger than 100 fi2 (9.3
i m2)

{3) Paint shops

| (4) Repair shops

1 (5) Soiled finen rooms

. {6} Trash collection rooms

| (7} Rooms or spaces targer than 50 2 (4.6 m2),
including repair shops, used for storage of
combustible supplies and equipment in quantiies

K029

i
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deemed hazardous by the authonty having
jurisdiction

{8) Laboratories employing flammable or
combustible maternials in quanfifies less than
those that would be considered a severe hazard.
Exceplion: Doofs in rated enclosures shall be
permiticd to have nonrated, factory or
field-applied protective plates extending not more
than 48 in. (122 am) above the botiom of the
door.

NFPA 101 LIFE SAFETY CODE STANDARD

lumination of means of egress, nduding exat
discharge, is amanged so that failure of any single
lighting Tixture {(bulb) will not leave the area in
darkness. (This does not refer o emergency
lighting in accordance with section78) 1928

This STANDARD is not met as evidenced by:

Based on observation and inferview, it was
determined the faality failled fo ensure exiis were
equipped with lighting in accordance with NFPA
standards. The defidency had the potential to
affect six of ten smoke compariments, residents,
stadl, and visitors. The facilily is cesfified for 194
beds with a census of 174 on the day of the
suTvey.

The findings include:

Observation on 12/1912 between 2:00 PM and
4:30 PM, with the Director of Plant Operations
revealed exterior exits with only one light bulb
outside to light the egress path. The exits with
only ene light were dentified as BExits 1, 5,7, 8, 9,

K029

K045

NHC of Glasgow does provide illumination of
means of egress.

Maintenance will check weelily for functioning
of outside Iight bulbs.

Hubbell compact LED wallpack lights for the
six exits have been purchased and will be
installed by electrical contractor.

| 1-31-2013
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i

and 10.

Interview on 12/19/12 between 2:00 PM and 4:30
PM, with the Director of Piant Operations
revealed he was not aware the exits did not have
the required llumination for egress lighting.

Inteyview on 1272012 at 11:19 AM, with the

Administrator revealed she was not aware of the
requiremerts for egress lighting.

Reference: NFPA 101 (2000 Edition).

19.2.8 Ilurnination of Means of Egress.
Means cf egress shall be illuminated in
accordance with Section 7.8.

7.8 ILLUMINATION OF MEANS OF EGRESS
7.8.1 General.
7.811*

t Hiumination of means of egress shall be provided

in accordance with Seclion 7.8 for every building
and structure where required in Chapters 11
through 42. For the purposes of this requirement,
exit access shall indude only designated stairs,
aisles, comidors, ramps, escalators, and
passageways leading to an exit For the
purposes of this requirement, exit discharge shalt

! include only designated stairs, aisles, comidors,

ramps, escalators, walkways, and exit
passageways leading to a public way.

7812

Humination of means of egress shall be
confinuous during the time that the conditions of
occupancy require that the means of egress be
available for use. Arfificial ighting shall be
employed at such locations and for such periods
of time as required to maintain the illumination to

K 045}

:
E
i
b
!
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Continued From page 9

the minimum criteria values herein spedified.

i Exception: Automatic, motion sensor-type
lighting switches shall be permiited within the
means of egress, provided that the switch
controllers are equipped for fail-safe operation,
the illumination timers are set for a minimem
15-minute duration, and the mofion sensor is

| achivated by any occupant movement in the area
served by the lighting units.

7813

The floors and other walking surfaces within an
exit and within the portions of the exit access and
exit discharge designated in 7.8.1.1 shall be
ilurninated o values of at least 1 fi-candle (10
Iwx) measured at the floor.

Exception No. 12 In assembly occupancies, the
ilumination of the floors of exit access shall be at
least 0.2 ft-candle (2 lux) during pesiods of
perfonmances or projeclions imvolving directed
ight.

Exceptfion No. 2*. This requirement shall not
apply where operations or processes require low
lighting levels.

7814*

Required illumination shall be aranged so that
the faillure of any single lighting unit does not
result in an illumination level of less than 0.2
 fi-candle (2 lux) in any designaied area.

' NFPA 101 LIFE SAFETY CODE STANDARD

Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff is famifiar 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 ane

{ qualified to exercise keadership. Where drills are

' conducted between 9 PM and 6 AM a coded

K045:

K050

|

i
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announcement may be used instead of audible
alarms. 19712

This STANDARD is not met as evidenced by-

Based on inferviewr and fire dill record review, it
was determined the facility failed to ensure fire
drills were eonducled quarterly on each shift at
unexpecied fimes, in accordance with NFPA
standards. The deficiency had the potential fo
affect ten of ten smoke compartments, residenls,
staff, and visitors. The facilty is cerfified for 194
beds with a census of 174 on the day of the
survey. The faciliy failed to ensure the fire drills
were conducied at unexpected times.

The findings inclode:

Fire Diill roview on 12M9/2 at 1:49 PM, with the ~

Director of Plart Operaiions revealed the facility
failed o conduct fire dnifls at unexpected fimes on
all shifts.

interview on 121912 at 1:49 PM, with the
Director of Plant Operafions revealed he was not
aware the fire diills were not being conducted as
required. -

Inferview on 12/20/12 at 10:50 AM, with the
Administrator revealed she was not aware of the
requirements for conducting fire drills.

Reference: NFPA Standard NFPA 101 19.7.1.2
Fire drills shalf be conducted at keast quarterly on
each shift and at unexpecied times under varied
conditions on all shifis.

KO050¢ NHC of Glasgow does conduct fire drills at
unexpected times under varying conditions
at least quarterly on each shift. The person
conducting the drills will conduct the drills
-at various hours during each shift.

:January fire drills have been at various times.

QA monthly x3 or as directed by UR
committee to ensure drills are conducted at
unexpected fimes on each shift.
Administrator will monitor for compliance. 1-31-2013
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' Reference: NFPA 11 Life Safety Code (2000
. Edition).
18.7.1.2*
Fire dnlls in health care occupancies shall include -
the transmission of a fire alanm signal and
simulation of emergency fire conditions. Drills
shall be: conducted quarlerly on each shift to %
famikarize facilily personnel (nurses, inferns,
maintenance engineers, and administrative staff)
with the signals and emergency action reguired
under varied condifions. When drills are g
conducted between 9:00 p.m. (2100 hours) and
6:00 am. (0600 hours), a coded announcement
shall be permitted to be used instead of audible
; alamms.
Exception: Infirm or bedridden patients shall not
be required to be moved during drills to safe
areas or 1o the exderior of the building. .
K064 ;| NFPA 101 LIFE SAFETY CODE STANDARD K064} NEiC of Glasgow does provide portable
55D ¢ axtinguishers for this facility.

Portable fire exlinguishers are provided in all
heatth care occupandes in accordance with
9741 19356 NFPA10

This STANDARD is not met as evidenced by:

Based on observation and interview it was
determined the facility failed fo ensure that fire
extinguishers were maintained in accordance with
NFPA standards. The deficiency had the
potential to affect residents, staff, and visitors.
The facility has 194 cerlified beds with a census
of 174 on the day of the survey.

i

i

Fire extingnisher was bought and placed on
pavilion (smoking area).

142013
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Continued From page 12
: The findings include:

¥

;:
;
%

Observation on 12/20/12 at 9:25 AM, with the
Director of Plant Operafions revealed there was
no fire extinguisher located in the designated
employee smoking area.

| Interview on 12/20/12 at 9:25 AM, with the

| Director of Plant Operations revealed he was not
aware that a fire extinguisher was required to be

located in the smoking area.

| Interview on 12/20/12 at 11:20 AM, with the

i Adminisirator revealed she had just not

! considered having a fire extinguisher installed in
: the employee smoking area.

i
Reference: NFPA 10 {1999 Edition).

¢ 43 2* Procedures.
: Periodic inspection of fire exinguishers shall
include a check of at least the following ilems:
{a) Location in designated place
1 (b) No obstruction to access or visibilily
i {c) Operating instructions on namegplate legible
: and facing outward
. {d) *Safely seals and tamper indicators not
¢ broken or missing
! {e) Fullness determined by weighing or "hefting™
| (N Examination for obvious physical damage,
i commosion, leakage, or dogged nozzle
i {g) Pressure gauge reading or indicator in the
i operable range or position
| (h) Condition of tires, wheels, carriage, hose, and
' nozzle checked (for wheeled units)
@ HMIS label in place
4-3.3 Corrective Action.
When an inspection of any fire extinguisher
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reveals a deficiency in any of the conditions listed %
in 4-3.2 (a), {b), (h), and (i), immediate comedlive |
action shall be taken. ;
K NIFPA 101 LIFE SAFETY CODE STANDARD K 069 ]
55D Cooking facilities are protected.in accordance

Cooking fadiiities are profedted in accordance
with923. 19.3.26, NFPAY6

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the faciiity failed to ensure cooking
fadiliies were protecited in accordance with NFPA
standards. The deficiency had the potential to
i affect one of ten smoke compartments, residents,
staff, and visitors. The fadlity is ceriified for 194
beds with a census of 174 on the day of the
survey.

: The findings include:
i
%, Observation on 121912 at 2:25 PM, with the

| Director of Plant Operations revealed the steamer
and oven were in use while the vent hood was
tumed off.

Interview on 12/19/12 at 2:25 PM, with the
Director of Plant Operations revealed the kiichen
hood was required to be turned on any time
cooking equipment was in use.

Interview on 12/20/12 at 11:18 AM, with the
Administrator revealed she was aware the hood
was to be tumed on when the cooking equipment
was in use, but was nof aware they had been
tuming the hood off while the cooking equipment
was stll in use.

with 9.2.3

The exhaust fan will be turned on at the beginning;
of AM shift and remain on until thé end of evening
ishift. Exhaust fan will be left on throughout the
cooking process.

The food service director inserviced all dietary
staff regarding exhaust fan procedure on
12-20-2012 and 12-21-2012.

QA will be conducted utilizing weekly checks to
ensure exhaust fan is operating throughout
cogking process. This will be conducted x3
months or as directed by UR committee. The
dietitian and dietary manager will monitor this
study for compliance. 1-10-2013

|
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| Reference: NFPA 101 (2000 Edition). i

| 19.3.2.6 Cooking Facilities.

i Cooking fadilities shall be protected in

! accordance with 9.2.3.

i Exceplion®: Where domestic cooking equipment
: is used for food-warming or limited cooking,

1 proteclion or segregation of food preparation

| fadilities shall not be required.

- 9.2 3 Commercial Cooking Equipment.
Commerdial cooking equipmennt shall be in
accordance with NFPA 96, Standard for
Ventilation Control and Fire Proteciion of
Commercial Cooking Operations, unless exisling
: installations, which shall be permitied fo be

i confinured in service, subject to approval by the

¢ authority having jurisdiction.

Reference: NFPA 96

11.4 Cleaning of Exhaust Systems.
11.4.1 Upon inspection, if found to be
contaminated with deposits from grease-faden
! vapors, the enlire exhaust system shall be
' cleaned by a properly trained, qualified, and
| certified company or person(s) acceptable to the
 authority having jurisdiction in accordance with
| Sechion 11.3.
11.42* Hoods, grease removal devices, fans,
ducts, and other appurtenances shall be cleaned
' to bare metal prior to surfaces becoming heavily
contaminated with grease or oily sludge.
11.4.3 Atthe start of the deaning process,
eledtrical switches that could be aclivated
accidentally shall be locked out.
11.4.4 Components of the fire suppression
: sysiem shall not be rendered incperable during

H
il
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: the cleaning process.
: 11.4.5 Fire-extinguishing systems shall be

{ permitted to be rendered inoperable during the

: cleaning process where serviced by properly

¢ frained and qualified persons in accordance with
| Section 11.3.

1 11.4.6 Flammable solvents or other flammable

| cleaning aids shall not be used.

' 11.4.7 Cleaning chemicals shall not be applied
on fusible links or other deteclion devices of the
automatic exdinguishing system.

11.4.8 After the exhaust system is cleaned o

i bare metal, it shall not be coated with powder or
. other substance.

£11.4.9 All access panels (doors) and cover plates
shall be replaced.

11.4.10 Dampers and diffusers shall be
positioned for proper airflow.

11.4.11 When deaning procedures are
completed, all electrical switches and system
components shall be retumed to an operable

. slate.

11.4.12 When a vent cleaning service is used, a
cerlificate showing date of inspection or cleaning
shall be maintained on the premises.

11.4.13 Afiter deaning is completed, the vent
cleaning contractor shall place or display within

: the kitchen area a label indicating the date

‘ cleaned and the name of the servicing company,
I and areas not cleaned.

- 11.4.14 Where required, cerlificates of inspection
; and cleaning shall be submitted to the authority

{ having jurisdiction.

' Reference: NFPA 96

| 11.3 Inspection of Exhaust Systems.
| The entire exhaust systern shall be inspected by

K 069

{
|
i
:
i
H
£
I
g
i
!
:
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. a properly trained, qualified, and cerlified

company or person(s) acceptable to the authority
having jurisdiclion in accordance with Table 11.3.

Table 11.3 Exhaust System Inspediion Schedule
' Type or Volume of Cooking Frequency -

| Frequency

i Systems serving salid fuel cooking operations -
Monthly

Systems serving high-volume cooking operations
; such as 24-hour cooking, charbroiling, or wok
 cooking - Quarterty

| Systems serving moderate-volume cooking

3 operations - Semiannually

| Systems serving low-volume cooking operations,
| such as churches, day camps, seasonal
businesses, or senior centers - Annually

Reference: NFPA 96 (1998 Editron).

7-5.1 A readily accessible means for manual

activation shall be located between 42 in. and 60 :

' in. (1067 mm and 1524 mm) above the floor,

located in a path of exit or egress, and clearly

identify the hazard protected. The automatic and

manual means of system activation extémnal to

the control head or releasing device shall be

| separate and independent of each other so that

; Tallure of one will not impair the operation of the

! Excepfion No. 1: The manual means of system

| activation shall be permitted to be common with
the automatic means if the manual activation ;

device is located between the control head or

: Teleasing device and the first fusible link.

Exception No. 2: An automatic sprinkler sysfem.

K 070 ; NFPA 101 LIFE SAFETY CODE STANDARD

55=D

K 069

K 070
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Porfable space heating devices are prohibited in
afl hexlth care oconpamcies, exceptin :
noit-steeping stalf ond employee mese where the
heating elements of such devices do hot exceed
212 degrees F, (100 degrees C) 1978

Thrs STANDARE is not met as evidenced by:
"} Bazed o observation and intetview it was
defermined the TaciRy tailed fo ensure porfable
space: hezters sed in the facilly were in
accordance with NFPA standands. The deficiency
had the potential to alffect two.of ten smoke
comparinents, recidents, <&, and visitos. The
facifity ks cerfified for 194 beds with a census of
174 on the day of the sunvey. :

Observation o 121912 batween 4100 AM and
430 PM with the Director of Plant Operations
revealed podable space heaters located in the
Dietary Manager's Cffice, Infeciion Control Office,
Social Senvices Difice, and Cenfral Sapply.
Faether observation revealed a fireplace with a
heafing unil wa= located in room 152, The facity
' - | did not hewve: = poficy for portable heaters or

. docurnentalion that the heaters did not escced
212 degrees,

Interview on 1215912 betwoen 11:00 AM 2nd
4:30 PM with the Drector of Plant Operabtons
revesied he was not aware the heaters could not
exceed ZT12°F in non-sleeping, Staff, and
employee areas; he lhoughtﬂnsrecpnmnemm
only for patfent Care areas.

Ka7o

Staff inserviced about ne use of henwrs -_ ]
heaters removed. [

Mainﬁennnm fo check weekly to ensure that
no hesters are used in patient areas or offices,
!

Reportod to UR monchly.

1-31-2013.
3
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Continued From page 18

Interview on 122012 at 11:10 AM with the
Administrator revealed she was not aware the
heaters could not exceed 212°F in non-sleeping,
siaff, and employee areas; she thought this
requirement was only for pafient care areas.

Reference: NFPA 101 (2000 Edition).

19.7.8 Poriable Space-Healing Devices. Portable
space-healing devices shall be prohibited in all
health care occupancies.

Exception- Poriable space-heating devices shall
be permiited fo be used in non-sleeping staif and
employee areas where the heating elements of
such devices do not exceed 212°F (100°C).
NFPA 101 LIFE SAFETY CODE STANDARD

Soited Imen or trash collecfion receptacies do not
exceed 32 gal (121 1) in capacily. The average
densily of container capacity in a room or space
does not exceed 5 galfsq ft (204 Lisqm). A
capadily of 32 gal (121 L) is not exceeded within
any 64 sq ft (6.9-sqm) area. Mobile soiled linen
or trash collection recepiacles with capacities
greater than 32 gal (121 L) are located in a room
piotected as a hazardous area when not
attended. 19.7.55

This STANDARD is not met as evidenced by:
Based en chservation and interview, it was

determined the facility failed to ensure trash

collection receptacies with capacifies greater than

K070

K075

were moved outside building.

Hnservice was conducted for all housekeeping/
faundry & maintenance staff as fo ensure carts

not left in corridor unattended.

will monitor for compliance.

H

!

Y

Soiled linen or trash collection receptacles !

QA monthly x3 or as directed by UR committee
to ensure staff is following policy. Administrator

1-24-2013
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i 32 gallons were stored in accordance with NFPA

| standards. The deficiency had the potential to

affect one of ten smoke compartments, residents,

staff, and visitors. The fadilily is certified for 194
beds with a census of 174 on the day of the

. survey.

The findings include:

Observation on 12/20/12 at 10:21 AM with the
Director of Plant Operations revealed two frash
carts and a linen cart with capacities over 32
galions that were left unatiended in the Laundry
| Exit comidor.

;
! Interview on 12/20/12 at 10:21 AM, with the
Director of Plant Operations revealed he was
unaware the staff would leave the carts in the
comdor unatiended.

| Interview on 12/20/12 at 11:15 AM, with the
: Administrator revealed she was unaware of the
requirements for frash receptacies with capacities

119755

| Soiled linen or frash collection receptacies shall

| not exceed 32 gal (121 L) in capacity. The
average density of container capacity in a room or
: space shall not exceed 0.5 galft2 (204 L/m2). A

i capacity of 32 gal (121 L) shall not be exceeded
 within any 64-fi2 (5.9-m2) area. Mobile soiled
Imen or trash collection receptacles with

| capacities greater than 32 gal (121 L) shall be

! located in a room protected as a hazardous area

] [
i when not attended. ;
| Exception: Container size and density shall not {
be limited in hazardous areas. :
? |
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K.147 NEPA 101 LIFE SAFETY CODE STANDARD K 147 NHC of Glasgow has electrical wiring in -
SS=F accordance with NFPA standards. o ‘

Hlechrical wiring and equipment is in 2ccordance
with NFPA 70, Nafional Electiical Code. 9.1.2

e

This STANDARD is nof met as evidenced by
Based on cbservafion and infernview, T was
determined the faciiy failed to ensure elecirical
wiring was mantained in accordance with NFPA
standards. The deficiency had the potenfal fo
affect nine of fen smoke comparinents,
residents, staff, and vistiors. The faclity is
certified for 194 beds with a census of 174 oca fire

day of the survey.

The findings includes

Observalions on 12912 between T1:00 AM and_

430 PN, with the Director of Plant Operations
revealed:

{ 1) Two open electrical junclion boxes located in

the affic of Stafion 1 Left.

2) Storage in front of electical panels located in
the Transfer Switcti Room.

3) Arefilgerator plugged info 2 power ship
Iocated in the MDS Office.

4y Extension cords In use Iocated in rooms 100,
102, 104, 105106, 119, 123, and 144.

5) A refiigeratior and microwave plugged info a
power strip located in rooms 103 and 104,

6) A microwave plugged irito a power strip located
inrem 0.

7) A hydrocoltator nol plugged ia fo a ground fauolt
profecied oullet located in the Physical Therapy

12-19-2012.

112-19-2012.

use of extension cords.

to allow 3 foot clearance.

for resident.

1) Covers were installed on boxes on 1-7-2013.

2) Room cleaned of all stored items within
3 feet of electric panel 12-20-2012.

3) Devices to be plugged into wall outlet
- £4,5,6,8,9,10,11,12,13,14,15,16,17,18,19,20,
21,22) All devices are plugged into wall outlet,

7y Inserviced PT staff and corrected on
23&24) Rearranged devices-eliminated

25) Cabinets removed and redesigned i
on station I & station 2 medicine rooms

26) Appliances rearranged or sent home to
alleviate the use of extension cords. Inservice

Inservices on 12-20-2012 for all staff on
power strips, extension cords and heater
use was done by maintenance and supervisors.

QA monthly X3 or as directed by UR commitice %
checking for power strip usage, heaters and :
extension cords by maintenance supervisor. | 3-10-2013

1
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Room,

i 8) A power shrip plugged into another power sirip
located in the Station 3 Nurses” Conference
Room.

9) A refrigerator plugged into a mulli-plug adapler
located in mom 112

10) An extension cord plugged into a multi-plug
adapter Jocated in room 113.

11) A refrigerator plugged into a power strip
located in Tooms 115, 127, 129, 135, 157, 16, and
1 Station 2 Med Room.

12) Two power strips and two refrigerators
plugged into a multi-plug adapler located in room
128.

13) A refrigerator plugged info a multi-plug
adapter located in room 132.

1 14) A power stiip plugged into a multi-plug
adapter located in rooms 148 and 154.

15) A refrigerator and a power strip plugged into a
multi-plug adapter located in room 149.

| 16) A microwave plugged info a power strip
located in rmoms 150 and 152.

17) A bed plugged into a multi-plug adapter
located in room 152.

18) A microwave and refrigerator plugged into a
power strip located in room 155.

18} Two refrigerators plugged into a multi-plug
adapter located in room 156.

20) A power strip plugged into an extension cord
located in the Classroom.

21) A microwave plugged inlo a power strip and a
power sirip plugged info another power slrip
located in room 139.

22} A microwave and an extension cord plugged
into a power ship located in room 137.

23) An extension cord plugged into a power shrip
located at the Recepfionist Desk in the Front

| Lobby.

K 147/

:

z

i
?
%
|
g
[
é
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| 24) A refrigerator and coffeemaker plugged into a
l% power shrip located in the Administrator’s

| Bathroom.

i 25) Storage of buift-in cabinets in front of

! electrical panels located in Station 2 Med Room

: and Station 1 Med Room.

| 26) An extension cord plugged into a power skip
| and a power strip plugged into another power

' strip, and a refrigerator plugged info an extension
| cord plugged into a power strip located in room
17,

[

| Interview on 1219/12 between 11:00 AM and

{ 4:30 PM, with the Direclor of Plant Operations

{ revealed he was aware of the proper use of

? power sirips and extension cords but not aware
any had been misused.

Interview on 12/20/12 at 11:02 AM, with the

: Administrator revealed she was aware of the

proper use of power stiips and extension cords
but not aware any had been misused.

Reference: NFPA 101 (2000 Edition).

! 9.1.2 Beciric.

Electrical wiring and equipment shall be in
accordance with NFPA 70, National Electrical
Code, unless existing installations, which shall be
permitted to be continued in service, subject to
approval by the authority having jurisdiction.

i Reference: NFPA 70 400-8.

{Extensions Cords) Uses Not Permitted.

i Unless specifically permitied in 400.7, flexible
i

s ronsrontcrs st e sk SO
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(1) As a substitute for the fixed wiring of a
struciure

(2) Where run through holes in walls, structural
ceilings, suspended ceilings, dropped ceilings, or
floors

i {3} Where run through doorways, windows, or

¢ similar openings

{4) Where attached to building surfaces

| Reference: NFPA 99 (1999 Edition).
133212D

i Minimum Number of Receptades. The number

1 of receptacies shall be determined by the

¢ intended use of the patient care area. There shall
be sufficient receptades located so as to avoid
the need for extension cords or multiple outlet
adapters.

Reference: NFPA 70 (1999 Edition).
| 370.28(c) Covers.

All pull boxes, junclion boxes, and conduit bodies
shall be provided with covers compatible with the
box or conduit bedy construction and suitable for
the conditions of use. Where metal covers are
used, they shali comply with the grounding
requirements of Sedlion 250-110. An extension
from the cover of an exposed box shall comply

: with Section 370-22, Exception.

i

|
: 110-26. Spaces

|
1

i

ﬁ
| About Elecirical Equipment. Sufficient access

it
:
§
i

|
]
!
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and working space shall be provided and { |
; maintained around all eleciric equipment to ; : ﬂ |
permit ready and safe operation and maintenance i g % |
of such equipment. Endosures housing electrical
| apparatus that are conirolled by lock and key
shall be considered accessible to qualified
Ppersons. !
i %
|
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