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

483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facllity must be administered in a manner that
enables it o use its resourcas effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT Is not met as evidenced
by:

Based on Life Safety Code (LSC) inspection it
was determined the facility failed to ensure Life
Safety Code deficient practice was not repeated.
Deficient practice was identified at K18, K29 and
K69, which were also identified on the standard
survey conducted on 05/01/13.

185401 B. WING \!
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY,
EDMONSON CENTER i
BROWNSVILLE, KY 42210
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“This Plan of Correction is -
F 000 | INITIAL COMMENTS F 000

prepared and submitted as required
by law. By submitting this Plan of
Correction, Edmonson Center does
not admit that the deficiency listed
on this form exist, nor does the
Center admit to any statements,
findings, facts, or conclusions that

F 490 (form the basis for the alleged
deficiency. The Center reserves the
right to challenge in legal and/or
regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions
that form the basis for the
deficiency.”

K490 Administration/Resident
. Well Being

'{'he area maintenance director
will correct K18, K29 and K69
deficient practice by 03/31/2014.

Area Maintenance Director will
omplete audits by 03/31/2014 to
gnsure resident doors have less
han one half inch gap; self-
losing doors in place protecting
hazardous areas and the kitchen
hood is cleaned bi-annually in
ccordance with NFPA standards.

o

roperty manager re-educated
J.y Taintenance Director on
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Any dera"nw statement er‘dl}}‘g with an asterisk (*) denotes a deﬁciency which the Institution may be excused from correcting providing It [s delermined that
other safeguards provide sufficient protection to the palienls. (See instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whelher or not a plan of correction is provided, For nursing homes, the above findings and plans of cerrection are disclosable 14
days following the date these documents are made avallable to the facllity. If deficlencles are clled, an approved plan of correction s requisile to continued

program participalion,
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03/06/2014 to maintain resident
doors with less than one half inch
gap; to ensure all hazardous area
have self-closing doors and the
kitchen hood is cleaned bi-
annually in accordance with NFPA
standards,

Maintenance Director,
Administrator or Area
Maintenance Director Assistant
will report findings of life safety
plan of correction audit tools
monthly as indicated for one year
per plan of correction for furiher
recommendations.

Completion date:

03/31/2014
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K 000 [ INITIAL COMMENTS K 000 p .
“This Plan of Correction is
repared and submitted as required
CFR: 42 CFR 483.70(a) prep ymittec as req
by law. By submitting this Plan of

Correction, Edmonson Center does

BUILDING: 01. _
not admit that the deficiency listed

PLAN APPROVAL: 1994 on this form exist, nor does the

o Center admit to any statements,

SURVEY UNDER: 2000 Existing. findings, facts, or conclusions that

FACILITY TYPE: SNE/NF. form‘the basis for the alleged
deficiency. The Center reserves the

TYPE OF STRUCTURE: One (1) story, Type Il right to challenge’in legal and/ox

(200). regulatory or administrative
proceedings the deficiency,

SMOKE COMPARTMENTS: Four (4) smoke statements, facts, and conclusions

GoMpAnMEns: that form the basis for the

3 b
FIRE ALARM: Complete fire alarm system deficiency.

installed in 1994, with 56 smoke detectors and 4
heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1994.

GENERATOR: Type |l generator installed in
1984, Fuel source is Diesel.

A standard Life Safety Code survey was
conducted on 03/06/14. Edmonson Center was
found in non-compliance with the requirements
for participation in Medicare and Medicaid. The
facility Is certified for Seventy-Four (74) beds with
a census of Sixty-Eight (68) 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

(X6) DATE

LAéD)RATORY DIRECTOR'S OR\FﬁOVlOEWSUPPUER REPRESENTATIVE'S SIGNATURE TITLE
5 L& L]
QBN AL Odiomichdet o3 ]\224\ 4

Any deficlency statenént ending with an asterisk (*) denotes a deficlency which the Instituticn may be excused from correcling providing it Is determined that
other safeguards provide sufficlent pratection to the patients. (See Instructions.) Except for nursing homes, the findings stated above aré disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fellowing the date these documenls are made avallable to the facliity. If deficlencies are cited, an approved plan of correclion Is requisite to centinued

program parlicipation.
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K000 | Continued From page 1 K 000
Fire).
Deficlencies were cited with the highest
deficlency Identifled at "F" level.
NFPA 101 LIFE SAFETY CODE STANDARD K o1g|X 018 Corridor Doors to Resident

K018
8S=E

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There s
no impadiment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on observation and Interview, it was
determined the facility failed to ensure doors
protecting corridor openings were constructed to
reslist the passage of smoke in accordance with
NFPA standards. The deficiency had the
potential to affect three (3) of four (4) smoke
compartments, fifty-four (54) residents, staff and

Rooms

By 03/31/2014 the Maintenance
Director or Area Maintenance
Director Assistant will adjust the
doors to resident room #102, 106,
310, 403, 404, and 609 so the gap
around the jamb is less than 1/2 inch.

Maintenance Director or Area
Maintenance Director Assistant will
complete a 100% audit by 03/31/2014
on all resident corridor doors to verify
gap around the door jamb is less than
1/2 inch. ‘

Regional Property Manager re-
educated the Maintenance Director on
the correct size of gap around resident
room doors and the monthly audit tool
for monitoring and repairing the doors
on 03/06/2014.

Maintenance Director or
Administrator will conduct one audit a
week for four weeks and one audit per
month for an additional twelve
months to monitor gap size around
resident room corridor doors and will
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visitors. The facilily is certified for seventy-four
{74) beds with a census of sixty-eight (68} on the
day of the survey.

The findings include:

Observaticn, on 03/06/14 between 89:00 AM and
2:00 PM with the Maintenance Supervisor and the
Property Manager, revealed the corridor doors to
roomy's #102, 108, 310, 403, 404, 406, and 609
had a gap greater than one half inch from the
door stop and would not reslst the passage of
smoke,

Interview, on 03/06/14 befween 9:00 AM and 2:00
P with the Maintenance Supervisor and the
Property Manager, revealed they were not aware
the doors Identifiad had too large of a gap to
resist the passage of smoke.

Interview, on 03/06/14 at 2:06 PM with the
Administrator, revealed she was aware of the
requirements for corridor doors; howaver, she
was not aware the doors that had too Targe of a
gap to resist the passage of smoke had not been
Identified by the Malntenance Staff.

Reference: NFPA 101 (2000 edition)

19.3.6.3.1* Doors protecting corridor openings in
other than required enclosures of vertical
opanings, exits, or hazardous aregs shafl be
substantial doors, such as those constructed of
13/4-in. {4.4-cm) thick, solid-bonded core wood
or of construction that resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Flre Windows, shall

Complet

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE GONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185401 B. WING 03/06/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EDMONSON CENTER 813 5. MAIN ST.
BROWNSVILLE, KY 42210
[T SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION %6}
PREFIX {EACH DEFICIENCY MUST BE FRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CRQSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
. report results to the Safety Committee
K 018 Continued From page 2 K018 P ty

and Performance Improvement
Committee monthly for twelve
months for forther recommendations,

ion date:

03/312014
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Continued From page 3

not be required, Clearance between the bottom
of the doer and the floor covering not exceeding
1in. (2.5 ¢m) shal be permitied for corridor
doors.

Exception No. 1: Doers to follet rooms,
bathrooms, shower rooms, sink clossts, and
similar

auxitiary spaces that do not contain flammable or
combustible materials,

Exception No. 2: In smeke compariments
protected throughout by an approved, supervised
automatic sprinkler system In accordance with
18.3.5.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed fo resist the passage of
smoke,

10.3.6.3.2* Doors shall be provided with a means
sultable for keeping the door closed that is
accaptable fo the authorify having jurisdiction,
The device used shall be capable of keeping
the deor fully closed If a force of 6 Ibf (22 N) is
applied at the latch edge of the door. Roller
latches shall be prohibited on corridor doors In
buildings not fully protected by an approved
automatic sprinkler system in accordance with
NFPA standards.

NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with %4 hour
fire-rated doors) or an approved automstic fire
extinguishing system in accardance with 8.4.1
and/or 19.3.5 4 protects hazardous areas. When
the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke resisting pertitions and
doors. Doors are self-closing and non-rated or
field-applied protactive plates that do not exceed
48 inchas from the bottom of the door are

K018

K028

reom by

K 029 Protections from Hazards

Maintenance Director or Area
Maintenance Director Assistant will
add self-closure to door in storage
room by Director of Nursing’s office
and self-closure to door on therapy

03/31/2014,

FORM ChS-2867(02-59) Previcus Verslons Cbsolele Event iID:QYQE21
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This STANDARD is not met as evidenced by;
Based on observation and interview, it was
determined the facility falled to meet the
requirements of Protection of Hazards in
accordancs with NFPA Standards. The
deficiency hed the potential to affect one (1) of
four (4) smoke compariments, six (6} resldents,
staff and visltors. The facllity Is certified for
seventy-four (74) beds with a census of
sixty-eight (68) on the day of the survey. The
facllity failed to maintain self-closing doors
proteciing hazardous areas.

The findings Include:

Observation, on 03/06/14 between 9:00 AM and
2:00 AM with the Maintenance Supervisor and the
Property Manager, revealed the door to the
storage room by the Direclor of Nursing Office
had hazardous combustible storage and did not
havs a self-closing device installed on tha door.
Further observation revealed the door to the
Therapy Reom did not have a self-closing device
and opened into the egress path, extending cut
from the wall greater than seven (7) inches.

Interview, on 03/06/14 between ;00 AM and 2:00
PM with the Maintenance Supervisor and the
Property Manager, revealed they were aware of
the requirements for hazardous rooms but did not
yet identify the storage room by the Director of
Nursing Office. Further interview revealed they
were not aware the Therapy door required a

ensure no hazardouws areas without
proper door closure by 03/31/2014.

Regional Property Manager re-
educated the Maintenance Director on
the requirements of self-closing doors
to hazardous rooms and the monthiy
audit too! for monitoring and repairing
the doors on 03/06/2014.

Maintenance Director or
Administrator will conduct one audit a
week times four weeks and three
audits a month times twelve additional
months to monitor for any hazardous
areas and will report findings to the
Performance Improvement Committee
for the next twelve months for further
recommendations,

Completion Date:

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUFPLIER/CLIA £X2) MULTIPLE CONSTRUCTHON (X3} DATE SURVEY
ANDE PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING 0% « MAIN BUILDING 04 COMPLETED
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DEFICIENCY}
Maintenarice Director or Area
K 029 | Continued Frem page 4 K 028 : . . :
ied. 19 :;)291 Maintenance Director Assistant will
armitted. 3.2, .
P compiete a 100% audit of all rooms to

03/31/2014
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K 029 | Continued From page & K029

self-closing davice.

Interview, on 03/06/14 at 2:06 PM with the
Administrator, revealed she was aware of the
requiremeants for hazardous rooms but not aware

the room was not identified by Maintenance Staff.

Further Interview revealed she was not aware the
Therapy door required a self-closing device.

Referencs:
NFPA 101 (2000 Edition).

18.3.2 Protaction from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire banier having a
1-hour fire resistance rating or shall be provided
with an aufomatic extinguishing system in
accordance with 8.4.1. The automalic
extinguishing shalt be permitted to be in
accordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shail be salf-closing or
autormatic-closing. Hazardous areas shall
Include, but shall not te restricted fo, the
following:

(1) Boller and fuek-fired heater rooms

(2} Centrabbulk laundries larger than 100 ft2
(8.3m2)

{3} Paint shops

{4) Repair shops

{5) Solled linen rooms

{6) Trash collection rooms

{7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including repair shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction :

FORM ©MS8-2537{02-89) Pravicus Vers'ons Obso'ste
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Continuad From page 6

{8) Laboratorles emploeying lammable or
combustible materials in quantities less than

those that would be censidered a severe hazard.

Exception: Doors in rated enclosures shall be
permitted to have nenrated, factory or
field-applied

protective plates extending not more than

48 In. (122 cm) sbove the boltom of the door.

Reference:

NFPA 101 (2000 Edilion).

18.3.2 Protection from Hazards,

18.3.2.1* Hazardous Areas.

Any hazardous area shall be protected In
accordance with Section 8.4, The areas
described in Tabls 18.3.2.1 shall be protected as
indicated.

Table 18.3.2.1 Hazardous Area Protection

Hazardous Area Description
Separation/Protection

Boiler and fuel-fired heater rooms 1 hour

Central/bulk laundries larger than 100 f#2 (9.3

m2} 1 hour

Laboratories empleying flammable or

combustible materials In quantiles less than

those that would be considerad a severe

hazard See 18.3.6.34

Laboratorles that use hazardous materlals that

K029
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K 029 | Continued From page 7 K028
would be classified as a severe hazard in
accordance with NFPA 99, Standard for Heaith
Cara Facilities 1 hour
Paint shops employing hazardous substances
and materials in quantities less than those that
would be classlfled as a severe hazard 1 hour
Physlcal plant maintenanca shops 1 hour
Soiled linenrcams 1 hour
Storage rooms larger than 50 #2 (4.6 m2) but not
exceeding
100 fi2 (2.3 m2) storing
combustible material Ses 18.36.34
Storage rooms larger than 100 2 (9.3 m2)
storing combustible
material 1 hour
Trash collection rooms 1 hour
8.4.13 -
Doors In barrders required to have afire
resistance rating shall have a 3/4-hour fire
proteciion rating and shali be self-closing or
automatic-closing in accordance with 7.2.1.8.
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045
S8=E
litunination of means of egress, Including exit 045 Hluminations of Means of
discharge, Is arranged so that failure of any singls Egress
lighting fixture (butb) will not leave the area in
darkness, (This does not refer to emergency By 03/31/2014 the Maintenance
lighting in accordance with section 7.8.)  19.2.8 Director or Area Maintenance
Director Assistant will replace the
missing light bulbs in the light
fixtures at the two exits,
This STANDARD is not met as evidenced by:
Based cn chservatlon and imtarview the facllity Maintepance Director or Area
did not meet the requirements for Humination of Maintenance Director Assistant will

FORM CMS-2567(02-99) Previcus Versicns Obsalete
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complete a 100% audit by 03/31/2014
K 045 | Continued From page 8 K 045 P Y

means of egress in accordance with NFPA
standards. The deficiency had the potential to
affect two {2} of four {4) smoke compariments,
fifty-four (84) resldents, staff and visitors. The
facility is certified for seventy-four (74) beds with
a census of sixty-elght (68) on the day of the
survey. The facllity failed io provide required
illumination outside an exit for dischargs.

The findings include:

Observation, on 03/06/14 between 8.00 AM and
2:00 PM with the Maintenance Supervisor and the
Property Manager, revealed five (5) of five {5)
exits had a light fixture installed cutside {o provide
the required llumination for exit discharge.
However; fwo (2) of the five (5} exils, had light
fixtures that were missing light bulbs, leaving the
exits without the required illumination for exit
discharge.

Interview, on 03/06/14 between 9:00 AM and 2:00
PM with the Maintenance Supervisor and the
Properly Manager, revealed they wers not aware
the exit lighting was missing lght buibs.

Interview, on 03/06/14 at 2:06 PM with the
Administrator, revealed she was aware of the
requirements for egress lightihg; however, she
was not aware the light fixtures were missing light
buibs,

Reference NFPA 101 {2000 edition)

19.2.8 Humination of Means of Egress.
Means of egress shall bs illuminated in
accordance with Section 7.8. Based on
observation and inferview, [t was determined the
facility faited to ensure exils ware eguipped with

on all facility exits to ensure the
failure of any single bulb will not
leave the exit area in darkness.

Regional Property Manager re-
leducated the Maintenance Director on
the correct lightening for all means of
egress and the audit tool for
monitoring and replacing bulbs on
03/06/2014.

Maintenance Director or
Administrator will conduct three
audits a week for four weeks and four
audits per month for an additional
twelve monihs to menitor correct
lightening for all means of egress and
will report results to the Safety
Committee and Performance
Improvement Committee monthly for
twelve months for further
recommendations,

Completion date:

03/31/2014
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fighting in

7.7 DISCHARGE FROM EXITS

7.7.4*

Exits shall terminate direcily at a publlc way or at
an exterior exit discharge. Yards, courts, open
spaces, or other portions of the exit discharge
shall be of required width and size to provide all
accupants with a safe access to a public way.
Exception No. 1; This requirement shall not apply
to interlor exit discharge as otherwise provided in
1.7.2

Exception No. 2: This requirernent shall not apply
to rooftop exit discharge as otherwise provided In
7.7.86.

Exception MNo. 3: Means of egress shail be
permitted to terminate in an extericr area of
refuge as provided In Chagters 22 and 23.

7.7.2

Not more than 50 percent of the required number
of exits, and not more than 50 percent of the
required egress capacity, shall be permitted to
discharge through areas on the level of exit
discharge, provided that ine criteria of 7.7.2(1)
through (3) are met:

(1)} Such discharge shall lead to a fres and
unobstructed way to the exterior of the building,
and such way is readily visible and identifiable
from the point of discharge from the exit.

{2) The level of discherge shall be protected
hroughout by an approved, automatic sprinkler
system in accordance with Section 8.7, or the
portion of the levs] of discharge used for this
purpose shall be protected by an approved,
auiomatic sprinkler system in accordance with
Section 8.7 and shall be separated from the
nonsprinklered portion of the floor by a fire
rasistance rating meeting the regulrements for
the enclosure of exits (see 7.1.3.2.1).
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Exception: The regquirement of 7.7.2(2) shall not
apply where the discharge area is a vestibule or
foyer meeting all of the following:

(&) The depth from the exterior of the building
shall not be more than 10 ft (3 m} and the length
shall not be more than 30 f (9.1 m).

{b) The foyer shell be separated from the
remainder of the level of dischargs by
construction providing protection not less than the
equivalent of wired glass in stesl frames.

(c) The foyer shail serve only as means of
egress and shall inciude an exit directly to the
outside,

(3) The entire area on the lavel of discharge shall
be separated from areas below by construction
having 2 fire resistance rating not less than that
required for the exit enclostre.

Exception No. 1: Levels bslow the level of
discharge shall be permitted lo be cpen fo the
levsl of discharge In an atrium In accordance with
8.2.6.8.

Exception No. 2: One hundred parcent of the
exits shall be parmitted to discharge through
areas on the leve! of exit discharge as provided In
Chapters 22 and 23.

Exception No. 3: In existing buildings, the 50
percent limit on egress capacity shall not apply If
the 50 percent {Imit on the reguired number o
exits is met. :
7.7.3

The exit discharge shall be arranged and marked
to make clear the direction of egress o a publlc
way. Stalrs shall be arranged 50 as to make clear
the direction of egress to a publlc way. Stairs that
continua more than one-half story beyond the
leve! of exit discharge shall be interrupted at the
level of exit discharge by partitions, doors, or
other effective means.

7.74
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Doars, stalrs, ramps, corridors, exit
passageways, bridges, balconies, escalators,
moving walks, and other components of an exit
discharge shall comply with the detaiied
requirements of this chapter for such
components,

7.7.5 Signs.

{See7.2.254 and 7.2.2.5.5.)

7.7.8

Where approved by the authority having
jurisdiction, sxits shall be psrmitted to discharge
to roafs or other sections of the building or an
adjolning building where ths following criterla are
mot:

(1) The roof construction has a fire resistance
rating nof fess than thal required for the exit
enclosure.

(2) Therse is a continuous and safe means of
egress from the roof.

7.8 ILLUMINATION OF MEANS OF EGRESS
7.8.1 General,

7.8.1.1*

Iluminaticn of means of egress shall be provided
in accordance with Section 7.8 for every building
and structure where required in Chapters 11
through 42, For the purposes of this requirement,
exit access shall include only deslignated stairs,
aisles, corridors, ramps, escalators, and
passageways leading fo an exit. For the purposes
of this requirement, exit discharge shall include
only designated stairs, alsles, corridors, ramps,
escalators, walkways, and exit passageways
leading to a public way.

7.81.2

Ilumination of means of egress shall be
continuaus during the time that the conditions of
occupancy require that the means of egress be
available for use, Artificial lighting shall ba
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employed at such locations and for such periods
of time as required to maintain the illumination o
the minimum criteria vatues hereln specified.
Exception: Automatic, motion sensor-type
fighting switches shall be permitted within the
means of egress, provided that the switch
controllers are equipped for fail-safe operation,
the #fflumination timers are set for a minimum
16-minute duration, and the motion sensor is
activated by any occupant movement in the area
served by the lighting units.

7.8.1.3*

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
lluminated to values of at least 1 fi-candle (10
lux) measured at the floor,

Exceplion No. 1: In assembly occupancles, the
flumination of the fioors of ex!t access shall ba at
{east 0.2 fi-candle {2 lux) during perlods of
performancas or projections involving dirscted
light.

Exception No. 2% This requirement shall not
apply where operations or processes require low
lighling levels,

7.8.1.4"

Required illumination shali be arranged so that
the failure of any single Tighting unit does not
result In an lilumination level of less than 0.2
ft-candle {2 lux) in any designated area.

NFPA 101 LIFE SAFETY CODE STANDARD

Cooking facilittes are protected in accordance
with 8.2.3. 19.3.2.6, NFPAGE

This STANDARD is not met as evidenced by:
Based on observalion, Kitchen hood cleaning

K089 069 Protection of Cooking

Facilities

On 03/06/2014 Maintenance Director
ensured hood cleaning was completed
on 11/03/2013 and has scheduled bi-

annual cleaning on 05/01/2014.
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racords and inferview, the facllity falled to ensure
the kitchen hood system was maintained in
accordance with NFPA standards. The deficiency
had the potential to affect one {1) of four {4)
smoke compartments, residents, staff and
visitors. The facliity is cerilfied for seventy four
{74} beds with a census of sixty eight {68} on the
day of the survey, The facllity failed to ensure the
kitchen hood was cleaned bi-annually and the
deep fryer was not instalted next to an open
flams.

The findings include:

Kitchen hood inspection record review, on
03/06114 at 10:00 AM with the Maintenance
Supervisor and the Property Manager, revealed
the facility falled to produce documentation that
the hood had been cieaned within the last six (6)
months. The cleaning dates for the hood were
11/03/13, and 02/28/13.

Interview, on 03/06/14 at 10:00 AM with the
Maintenance Supervisor and the Property
Manager, revealed the facility had terminated the
contract with the hood cleaning company
unintentionally, and when they realized the
mistake the hood cleaning was past dus.

Observation, on 03/06/14 at 11:30 AM with the
Maintenance Supervisor and the Property
Manager, revealed the deep fryer was located
within six (8) inches of the surface flams of
adjacent equipment. The desp fat fryer did not
have a shield installed to permit the fryer o be
Installed that close to a surface flame.

Interview, on 03/06/14 at 11:30 AM with the
Maintenanee Supervisor and the Properly

install splash shield to deep fryer on
03/31/2014.

Maintenance Director completed an
audit of center’s cooking facilities to
identify any additional hazards on
03/06/2014,

Regional Property Manager re-
educated the Maintenance Director on
03/06/2014 on bi-annual cleaning of
hood and audits to verify hood
cleanings are completed within
required time frame, with correct
documentation. Regional Property
Manager re-educated the Maintenance
Director by on 03/06/2014 on the
requirement for a shield for the deep
fryer.

Maintenance Director or
Administrator to audit kitchen hood
and shield to deep fryer monthly times
twelve months and report results to
Safety Committee and Performance
Improvement Committee for further

FORM CMS-2567{02-95) Previoss Versicns Obsolste

Event ID: QYQE21

recommendations,
Completion Date: 03/31/2014
FacHly ID; 100980 If conlinuation sheet Page 14 of 27




PRINTED: 03/19/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/ISUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185401 B. WNG 03/0672014
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
EDMONSON CENTER §13 5. MAIN ST.
BROWNSVILLE, KY 42210
X4)iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION}) TAG CROSS-REFERENCED O THE APPROPRIATE DATE
DEFICIENGY)
K 068 | Continued From page 14 K 069

Manager, revealed they were not aware of the
requirements for the installation of deep fat fryers
next to surface fiames of adjacent eauipment.

interview, on 03/06/14 at 2:06 PM with the
Administrator, revealed she was aware of the
hood cleaning requirements, but not aware of the
requirements for the installation of desp fat fryers
next to surface fiames of adjacent equipment.

Reference: NFPA 96 {1808 Edition)

8-3 Cleaning.

8-3.1* Hoods, grease removal devices, fans,
ducis, and cther

appurtenances shall be cleaned to hare metal at
frequent

intervals prier to surfaces becoming heavliy
contaminated with

grease of olly sludgs, After the exhaust system Is
cleaned o

bare metal, it shall not be coated with powder or
other sub-

stance. The entire exhaust system shall be
inspacted by a

Extinguishers. properly trained, qualified, and
certified company or person

acceptable to the authorlty having jurisdiction In
accor-

dance with Table 8-3.1.

Table 8-3.1 Exhaust System Inspection Schedule
Typs or Volume of Cooking
Frequency
Systems serving sclid fuel cooking operatiens
Monthly

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

Systems serving mederate-voluma cooking
Semiannually
operations

Systems serving fow-volume cooking operations,
such Annually

as churches, day camps, seascnal businessess,
or

senior centers

Reference: NFFA 86 (1998 Edition)

12.1.2.4 All deep fat fryers shall be Installed with
at least a 406-mm (16-in.) spacs between the
fryer and surface flames from adjacent cooking
equipment.

12.1.2.5 Where a steel or tempered glass baffle
plate Is instalied at a minimum 203 mm (81n,) in
height between the fryer and surface flames of
the adjacent appliance the requirement for a 406
mm (16 in.) space shall not apply.

12,1.2,5.1 If the fryer and the surface flames are
at different horizontal planes, the minimum height
of 203 mm (8 in.) shall be measured from the
higher of the two.

NFPA 101 LIFE SAFETY CODE STANDARD

Means of egress are continuously maintained free
of all cbstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other chiects chstruct
exlis, access to, egress from, or visibility of exits.
7.1.10

K 059

K 072]( 072 Me

ans of Egress not

Obstructed

Maintenance Director removed items
blocking the means of egress in the
service corridor on 03/06/2014.
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This STANDARD s not met as evidenced by:
Based on observation and Interview, It was
determined the facility falled to maintain exit
access in accordance with NFPA standards. The
deficiency had the potential to affect one (1) of
four (4) smoke compartments, nineteen (19)
resldents, staff and visitors. The facility Is cerlified
for seventy-four (74) bads with a census of
gixty-eight (68) on the day of the survey. Ths
facllity falled to ensurs the means of agrass was
free of all obstructions or impediments.

The findings include:

Observations, on 03/06/14 between 8:00 AM and
2:00 PM with the Maintenance Supervisor and the
Property Manager, revealed the storage of four
{4) hydration carts and a floor buffing machine
located in the Laundry Exit Gorridor.

Interview, on 03/06/14 between 9:00 AM and 2:00
PM with the Maintenance Supervisor and the
Property Manager, ravealed they were not aware
the items were being stored in the corriders,

Interview, on 03/06/14 at 2:06 PM with the
Administrator, revealed she was aware of the
requirements for storage in the the corridors;
however, she was not aware of the storage (n the
Laundry Caorridor.

Referenca: NFPA 101 (2000 Edition}
Means of Egress Rellability 7.1.10.1
Means of egress shall be continuously

audit of center’s exits to ensure no
exits were blocked on 03/06/2014.

Regional Property Manager re-
educated Maintenance Director on
maintaining means of egress free of
obsiructions at all times on
03/06/2014.

Maintenance Director or
Administrator will conduct daily
andits times four weeks and weekly
audits times two additional months to
monitor for any items blocking means
of egress and will report findings to
the Safety Committee and
Performance Improvement Committes
for the next three months for further
recommendations.

Completion Date:

03/31/201¢
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maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emargency.

NFPA 101 MISCELLANEOUS

OTHER LSC DEFICIENCY NOT ON 2786

This STANDARD is not met as evidenced by:
Based an observation and inferview, the facility
failed to maintain the hazardous areas in
accordance with NFPA standards. The deficlency
had the potential to affect one (1) of four (4)
smoke compartments, seventesn (17) residents,
staff and visitors. The facility Is certified for
saventy-four (74) beds with a census of
sixty-elght (68) on the day of the survey.

The findings include:

Observation, on 03/06/14 at 11:02 AM with the
Maintenance Supervisor and the Property
Manager, revealed a heavy build-up of lint behind
the dryers located in the Laundry Room.

Interview, on 03/06/14 at 11:02 AM with the
Maintenance Supervisor and the Property
Manager, revealed they were not aware of the fint
build-up bshind the dryers.

Interviow, on 03/06/14 at 2:08 PM with the
Administrator, revealed she was aware of the
requirements for ¢cleaning lint; howaver, she was
not aware of the lint build-up behind the dryers.

K 130 |Maintenance Director removed lint
build up from behind the dryers on
03/07/2014.

hazardous areas

Maintenance Director audited all areas
in laundry room for any additional lint
build up on 03/07/2014.

Regional Property Director re-
educated Maintenance Director on
maintaining hazardous areas and the
audit too! to monitor for lint build up
on 03/07/2014.

Maintenance Director or
Administrator will conduct daily
audits times four weeks and weekly
audits times twelve months to monitor
for lint build up behind the dryers and
will report findings to the Safety
Committee and Performance
Improvement Committee for twelve
months for further recommendations.

Completion date:

'JFB 172014
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Generators ars Inspected weekly and exarcised
under load for 30 minutes per manth in
accordance with NFFA 99, 3.4.4.1.

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility faifed to ensure emergency
generators were maintained in accerdance with
NFPA standards. The deficlency had the
potential to affect four (4) of four (4) smoke
campartments, seventy-four {74} residents, staff,
and visltors, The facllity Is certified for
saventy-four (74} beds with a census of
sixty-eight (68} on the day of the survey.

The findings Include:
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K 130 | Continued From page 18 K130
NFPA 101 (2000 Edition})
4.6.12 Maintenance and Testing.
4.6.12.1 Whenever or wherever any device,
equipment, system, condition, arrangement, lavel
of protection, or any other feature is required for
compliance with the provisions of this Code, such K144 Maintenance of Emergency
device, aquipment, sysiem, condition, Generator
arrangament, feval of protection, or other feature
shall thereafter be continuously maintained in .
accordance with applicable N!—yPA requirements By 03/31/2014 the Maintenance
or as directed by the authority having jurisdiction. Director or Area Maintenance
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 | Director Assistant will install
88=F emergency battery lighting inside the

generator transfer switch room.

Maintenance Director or Area
Maintenance Director Assistant will
complete a 100% audit by 03/26/2014
for any additional emergency battery
lighting required,

Regional Property Manager re-
educated the Maintenance Director on
requirements for emergency battery
lighting and monthly testing on
03/06/2014.

Maintenance Director or
Administrator will conduct two audits
a week for four weeks and four audits
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er month for an additional twelve
K 14 i P
4| Continued From page 19 K144\ months to test generator’s emergency
Observation, on 03/06/14 at 11:22 AM with the ba“e;y ;‘%I?““gtf“i?t‘gnfa“d will
Maintenance Supervisor and the Properly Tepo .m Ings to 0o Salety
Manager, revealed there was no emergency Committee and Perfo_rmance
battery lighting Inside the transfer switch room. Improvement Committee for twelve
: months for further recommendations,
Intarview, on 03/06/14 at 11:22 AM with the :
Maintenance Supervisor and the Property : te:
Manager, revealed they thought having a working Completion date: 033172014
flashlight In the room would meet the
raquirements.
interview, on 03/06/14 at 2:06 PM with the
Administrator, revealed she was not aware of the
requirements for emergency lighting in the
{fransfer switch room.
Reference: NFPA 110 (1999 editlon)
6-3.1. Level 1 or Level 2 EPS equipmsnt
location shall be provided with battery-powered
emergency lighting. The emergency lighting
charging system and the normal service room
lighling shall be supplied from the load side of the
transfer switch.
Excaption: This requirement shail not apply to
units housed oautdoors,
Reference: NFPA 101 {2000 edition}
7.9.2.1* Emergency ilumination shalt be provided
for not less than 11/2 hours In the event of failure
of normal lighting, Emergency lighting facilities
shall be arranged to provide Initial ilflumination
that is not less than an average of 1 ft-candie (10
lux) and, at any point, not less than 0.1 fi-candle
FORM CMS-2567(02-98) Provious Verslons Obsolsle Everd ID: QYQEH Facllity 1D: 100680 if continuation sheet Page 20 of 27
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{1 tux), measured along the path of egress at
floor level. Hlumination levels shall be permittad to
decline to not less than an average of 0.8
fi-candle {6 lux) and, at any point, not less than
0.08 ft-candle (0.6

lux) at the end of the 11/2 hours. A
maxlmum-to-minimum fuminatian uniformity
ratio of 40 {0 1 shall not be exceeded.

7.9.3 Periodic Testing of Emergency Lighting
Equipment. A functional test shall be conducted
on every required emargency lighting system at
30-day intervals for not [ess than 30 seconds. An
annual test shall be conducted on every required
battery-powered emergency lighting system for
not less than

4112 hours. Equipment shall be fully operational
for the duration of the test. Whitten records of
visual Inapections and tests shall be kept by the
owner for inspection by the authority having
jurisdiction. .

Exception: Self-testing/self-diagnostic,
battery-operated emergency lighting equipment
that automatically performs a test for not less
than 30 seconds and diagnostic routine not less
than once avery 30 days and indlcates failurss by
a status indicator shall be exempt from the
30-day functional test, provided that a visual
Inspection Is performed at 30-day intervals.
NFPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and equipment Is In accordance
with NFPA 70, National Electrical Code. 9.1.2

K144

K147

AL NIaV Al aTah W] 1.1 <
TN Z A T dIIT I T TV

K147 Maintenance of Electrical
Wiring and Equipment

Maintenance Director removed items
stored within three feet of electrical
panel in kitchen janitor closet on

FORM CMS-2567{02-89) Previous Versions Obsolele
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. hydrocollator and plugged it into a
K 147 | Continued From page 21 K 147 y plugg

This STANDARD is nof met as evidenced by:

Based on observation and interview, it was
determined the facility failed to ensure slectrical
wiring was maintained In accordance with NFPA
standards. The deficiency had the potential to
affect three (3) of four {4) smoke compartments,
fifty four {54) residents, staff, and visitors. The
facility is certified for seventy-four (74} beds with
a census of sixty-sight (68) on the day of the
survey.

The findings Include:

Observations, on 03/06/14 between 8:00 AM and
2:00 PM, with the Maintenance Supervisor and
the Properly Manager revealed:

1) Laundry soap dispensing pumps were
plugged into a multi-outlet adaptor ocated behind
the washing machines,

2) Storage within three (3) feet of electrical
panels located in the Kitchen Janitors Closet.

3) An oxygen concentrator, mini nebulizer, and
the resident bed were plugged info a muiti-plug
adaptor located in room #8086,

4) The Hydrocollator was not plugged into a
ground fault protecied outlet (GFC1) located In the
Therapy Office Closet.

Interview, on 03/06/14 between 9:00 AM and 2:00
FM with the Malntenance Supervisor and the
Property Manager, revealed they were aware of
the requirements; howevar, not aware the
multi-cutlet adaptors were being misused.

GFCI outlet, Maintenance Director
also removed multi-plug adaptor from
room #606 on 03/06/2014.
Maintenance Director or designee will
remove multi-outlet adaptor located
behind washing machines by
03/31/2014.

Maintenance Director, Administrator
and Drepartment Manager team
completed a 100% electrical audit to
identify any additional multi-plug
adaptors, multi-outlet adaptors, or
items placed within three feet of
electrical panels on 03/06/2014.

Regional Property Manager re-
educated the Maintenance Director on
requirements for clearance of three
feet from all electrical panels, GFCI
plugs, multi-plug adaptors and multi-
outlet adaptors on 03/06/2014.

All administrative staff will conduct
daily audits to identify proper use of
GFCI plugs, any additional multi-plug
adaptors, multi-outlet adaplors, or
items placed within three feet of
electrical panels.

FORM CM$S-2567{02.99) Pravious Versions Obsclele

Further Interview revealed they were not aware Completion date: . 03/31/2014
the elactrical pansl was blocked.
interview, on 03/08/14 at 2:06 PM with the
Administrator, revealed she was aware of the
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requirements for multf-outlet adaptors and
storage in front of electrical panels; howaver, she
was not aware of the misuse of the multi-outief
adaptors or the storags in front of slectrical
panals.

Reference: NFPA 101 (2000 Edition)

9.1.2 Electric.

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

Reference: NFPA 70 400-8

{ Extensions Cords) Uses Not Permiited.
Unless specifically permitted In 400.7, flexible
cords and cables shall not be used for the
following:

{1} As a substitute for the fixed wiring of a
structure

{2} Where run through holes in walls, structural
ceilings, suspended csilings, dropped ceilings, or
floors

{3) Where run through doorways, windows, or
similar openings

(4} Where attached to building surfaces
Reference: NFPA 99 (1999 edition)

3-321.2D

Minimum Number of Receptacies, The number
of receptacles shall be determined by the
Intended use of the patiant care area, There shal
be sufficlent receptacles located so as to avoid
the need for extension cords or multiple outlet
adapters.

K147

FORM CI5-2567(02-89) Pravious Versicns Obsoleta

EventiD: QYQE2

Facility 1D: 160680 if continuation sheet Page 23 of 27




PRINTED: 03/1972014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT CF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA X2} MULTTPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED

185401 B, WING 030612014
STREETADDRESS, CITY, STATE, ZIP CODE

813 5. MAIN ST,

EDMONSON CENTER BROWNSVILLE, KY 42210

NAME OF PROVIDER OR SUPPLIER

X4 1D SUHAMARY STATEMENT OF DEFICIENCIES [[23 PROVIDER'S FLAN OF CORRECTION 05
PREFIX {EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD 8E Cﬂ*ﬁé’:gm

TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE
DEFICIENCY)

K 147 | Confinued From page 23 K147

110-26. Spaces

About Electrical Equipment. Sufficlent access
and working space shall be provided and
maintained around alf eleclric equipment to
permit ready and safe operation and maintenance
of such equipment. Enclosures housing electrical
apparatus that are controlled by lock and key
shall be considered accessible to qualified
persons.

Reference NFPA 70 (1999} editlon

National Electric Code, relating to ground fault
protection for slectric outlets near sinks In
resldent rooms. NFPA: 70 210.8 Receptacles
Installed under the exceptions ta 210.8{A}(5) shall
not be considered as meeting the requirements of
210.52(G).

{6} Kitchens - where the receptacles are installed
to serve the countertop surfaces

{7} Wet bar sinks - where the receptacles are
installed to serve the counteriop surfaces and are
focated within 1.8 m (6 ft} of the cutside edge of
the wet bar sink.

Reference NFPA 70 {1999 editlon)

210.8 Ground-Fault Circuit-Interrupter Protection

for Personnel,

FPN; See 215.9 for ground-fauit circuit-interrupter
protection for personnel on feeders,

{A) Dwelling Units. All 125-voll, single-phase, 15-

and 20-ampere receptacles installed in the
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tocations specified in (1) through {8) shall have
ground-fault circuit-interrupter protection for
persennel,
(1) Bathrooms
(2) Garages, and also accessory buildings that
have a floor located at or below grade level not
infended as habltable rooms and limited to
storage areas, work areas, and areas of similar
use
Exception No. 1: Receptacles that are not readily
accessible.
Exceptlon No, 2: A single receptacle or a duplex
receptacie for two appllances located within
dedicated space for each appliance that, in
normal use, is not easily moved from one place fo
another and that is cord-and-plug connected in
accordance with 400.7(A)6), (AXT), or {A}8).
Receptacles installed under the exceptions to
210.8({A)(2) shall not be considered as meeting
the requirements of 210.52{G}).
{3) Qutdoors
Exception: Receptacles that are not readily
accessible and are suppfied by a dedicated
branch circuit for electric snow-meiting or deicing
equipment shall be permitted to be installed in
accordance with the appiicable provisions of
Article 426.
{4) Crawl spaces - at or below grade level
{5) Unfinished basements - for purposes of this
section, unfinished basements are defined as
periions or areas of the basement not Intended
as habitable rooms and limiled to storage areas,
work areas, and the like
Exception No. 4: Receptacles that are not readily
accessible,
Exception No. 2. A single receptacle or a duplex
receptacle for two appliances located within
dedicated space for sach appllance that, in
normal use, is not easily moved from one place to

K 147
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another and that Is cord-and-plug connected in
accordance with 400.7(AX6), (A)(7), or (A)8).
Exception No. 3: Areceptacle supplying only a
pemansntly installed fire alarm or burglar alarm
system shall not be regquired to have ground-fault
circuit-intarrupter protection.

Receptacles instalied under the exceptions to
210.8(A)(5} shall not be considered as meeting
the requirements of 210.52(G}.

(6) Kitchens - where the recsptacles are installed
to serve the countertop surfaces ‘
{7} Wet bar sinks - where the receptacles are
instelled to serve the countertop surfaces and are
located within 1.8 m {8 ft) of the outside edge of
the wet bar sink.

(8) Beathouses

(B) Other Than Dwelling Units. All 125-volt,
single-phase, 15- and 20-ampere receplacles
Installed in the locations specified In (1), (2), and
{3) shall have ground-fault clrcuit-interrupter
protection for parsonnel:

{1} Bathrooms

{2} Rooftops

Exception: Receptacles that ars not readily
accessible and are supplled from a dedicated
branch circuit for electric snow-melting or delcing
equipment shall be parmitted to ba installed In
accordance with the appllcable provisions of
Articte 426,

(406.8 Receptacles in Damp or Wet Locations,
(A) Damp Lacatlions. A receplacie installed
outdoors in a location protected from the weather
or In other damp locations shalt have an
enclosure for the receptacle that is weatherproof
when the receptacle Is covered (attachment plug
cap not inserted and receptacle covers closed).
An installation suitable for wet locations shall also
be considered suitable for damp locations.

A receptacle shall be considered tobe in a
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focation protected from the weather where
located under roofed open porches, canoples,
marquees, and the like, and will not be subjected
to a beating rain or water runoff.

{B) Wat Locations.

{1} 18- and 20-Ampere Qutdoor Receptacles. 15-
and 20-ampere, 125- and 250-volt receptacies
installed outdoors in a wet iocation shall have an
enclosura that is weatherproof whether or not the
attachment plug cap is inserted.

{2) Othar Recaptacles. All other receplacles
installed In & wet location shall comply with {a) or
by

(a) A receptacle installed in a wet location where
the product intended to be plugged Into it Is not
attended while in use {8.g., sprinkler system
confrolier, landscape fighting, holiday lights, and
so forth) shalt have an enclosure that is
weatherproof with the attachment plug cap
Inserted or removed,

{b} A receptacle Installed in a wet location where
the product intended to be plugged Into it wil be
aftended while In use (e.q., portable tools, and so
forth} shall have an enclosure that is
weatherproof when the attachment plug is
removed,

{C) Bathtub and Shower Spacs. A receptacle
shall not be Installed within a bathtub or shower
space.

3) Kitchens
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