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A standard recertification survey and an
abbreviated survey (KY #18577) was conducted
on 06/26/12 through 06/28/12 to determine the
facility's compliance with Federal requirements.
The facility was found to be in substantial
compliance with Federal requirements with no
deficiencies cited. KY #18577 was substantiated
t with no deficiencies.

LABORATORY DIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE l TITLE {X8) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
niher safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings siated above aie ¢isclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pfans of correction are disclosable 14
days foilowing the date these documents are made avaitable to the facility. i deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K018 NFPA 101 LIFE SAFETY CODE STANDARD TKO018 Address what corrective action will be 08/03/12
8s8=D Doors profecting corridor opentngs in other than accomplished for those residenis folnd to have

requited enclosures of veriical openings, cxils, or
hazardous areas ara subsiantial doars, such as those
conslrucied of £-3/4 inch solid-bonded core wood, or
capable of resisting flre for at least 20 minul¢s, Doors
in sprinklered buildings azc only required to reslst the
passago of smoke, There is no Impediment to the
closing of the doors. Doors are provided with a means
sultable for keeping the door closed. Dulch doors
meetlng 19.3.6.3.6 are permltied, 19.3.6.3

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

Thizs STANDARD is not met as evidenced by:

Bascd on obscrvalion and Interview, it was determined
the facilily failed to ensure theze were no impediments
to the closing of corridor doors fo resist the passage of
smoke in accordanco with NFPA stondards, The
deficiency had the polential to affect four (4) of
elghteen {18) smoke compurtments, residents, staff and
visitors, The fcility iz licensed for one hundred {100)

bean affected by the deficlent practice.

Mo resldents were affecied by the deflcient
practice.

Poam was Inserted around the jemb on corridor
doors o rooms 410, 407, 408, 209, 206, 204 and
202 1o resist tho potentlal passage of smoke on
02/09/12.

The resident room doors to rooms 412, 411, 305
and 307 were repaired on 07/11/12 to cnsure
proper latching.

Address how the facllity will Identify other
residends having the patentlal fo he affected hy
the same deflclent practice.

All corrldor doors to resideniial rooms wero
Inspecied on 07/11/12 to ensure the doors did not
have too large of a gep lo resist the potential
passage of smoke a3 well as belng able to latch
correctly, Two doors were identified ag not
latching correctly and were immediately repalred
by a maintenance staff member.

Address what measures will be put into place
or systemlc changes made fo cnyure that the
deficient practlcs will not recur.

Maintenance staff will inspeci ell corrldor doors
to residentia! rooms on a monthly basls {0 ensure
ihey latch praperly and (hat there are no areas ihat
would not resisi the passage of smoke. Repairs
will be compleled as Indieated, The proveotative
malnignance check will be entered Into the
Eactifty internal database for tracking and trending
by the 25™ of the month,
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K 0i8 Continued From Page 2 KO0i8 Indlcate how the facllify plans to monltor s

beds with a census of elghly-four (84‘) on the day of’
tho survey,

The findings Include:

Observation, on 06/27/12 between 10:15 AM and 3:00
PM, with the Maintenance Tech )i rovealed the
corridor doors to rooms 410, 407, 406, 209, 206, 204
and 202 hed a gap too targe around the jamb and
would nof resist the passago of smoke.

Interview, on 06/27/12 between 10;15 AM and 3:00
PM, with tite Maintenance Tech I revenled they were
naot aware of tho allowable gap in the corridor doors,

Observatlion, on 06/27/12 between 10:15 AM and 3:00
PM, with the Malntenance Tech )11 yevealed the
reajdent room doors to rooms 412, 411, 305 and 307
did not latel.

Interview, on 06/27/12 between 10:15 AM and 3:00
PM, with tho Maintenance Tech LU revealed they were
unpware the doors fo the resident rooms did not latch,

Refezcnce; NIPA 101 (2000 editlon)

19.3.6.3.1* Doors protecting comidor openings in
other than requlzed enclosures of vertical openings,
cxiis, or hazardous arcas shall be substantial doors,
such as those ¢onstrugied of 1-3/4 o, (4.4 ¢in) thick,
so0}id-bonded core wood or of construction {bat resisis
fire for not Jess then 20 minutes end shall be
conslructed fo resist the passage of smoke. Compliance
with NFPA B0, Standard of Fire Doors end Fire
Windows, shall oot be required. Clearaice between the

performance to ensure the selutlony sre
sustahued,

The Life Ssfety CQl monitor ES-3 far the
mondtoring of{ifs safety regulatlons wiil he
ulilized monthly under the supervision of the
faciity dircetor, The CQI monitor Includes the
critcria “resident room doors have no gaps” and
“doors properly laich”, Findings of the audit s
well as any corrective acilon steps wlll be shared
at the monthly CQUQA Committes meeting, The
facility director Is respoasible for reviewlog all
reponis shared at the CQI/QA Committee,
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K018

K 025
58=D

Conllnued From page 3

bottom of the door and the floor covering not
axceeding 1 in, (2.5 cm) shall be permitted for corridor
doors,

Exception No. 1: Doors fo {oiiet rooms, bathrooms,
shower ropms, sink ¢losets, and stmilar auxiliary
spaces that do not contaln Rammable or combustible
matetials,

Exception Mo, 2: In smoke compartments protected
throughout by an approved, supervlsed automatic
sprinkler system fn sccordance svith 19,3.5.2, the door
construciton requirements of 19.3.6.3.1 shall not be
mandatory, but the doors shall be constructed Lo resist
the passape of smoke.

19,3.6,3,2* Doora shalt ke provided with a means
suitable for keeping the door ctosed that is acceptable
to the authorlty having juelsdiction. The device used
shall be capable of keeping the door fully closed if
forca of § 1bf {22 N) is applicd {o tho latch edge of the
door, RoMer latcties shall be prohilblicd on corridor
doors in buildings not fully protected by an approved
automatic sprinkler system in accordance with NFPA
standards,

NFPA 101 LIFB SAFRTY CODE STANDARD

Smoke barriers are constructed {o provide at least

a one half hour fire resistance ratipg in accardance
with 8.3, Smoke barrlers may terminate at an
atcium wall, Windows are prolected by fire-raled
glazing or by wired gfass pancls and sicel frames.
A minltnum of to scparate compartmenis aro
provided on each floos. Dampers arc not required in
duct penclrations of amoke barriers In fully ducted
heating, ventliatag and air conditioning systecms.

K 0I8

K 025

Address what corrective sctlon will be
accomplished for those restdenis found to have
been affected by the deflcient practice.

No residents were affected by tho deflclent
praciice,

Tho smake partitions extending above the ceiling
located at the 1* NMoor north fire dooss, 1 lloor
far south fire doors, and the 3% Aoar north firc
doors were sealed on 07/09/12.

Address how the Tacility wili identify other
residents having the potential to he affected by
the same deflclent practice,

All smoke compartmenis were inspected on
07/13112 with no issues noted,
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K 025 Continucd From page 4 K025 Addreys what mensures will ba put Into place

193.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD s not met as cvidenced by:

Based on observatlons and interview, It was
determined the facllity falled to matntaln smoke
barriers that would resist the passags of smoke
between smoke compartments [n accordance with
NFPA standerds, The deflciency had the potential to
affect six (6) of eighteen {18) smoke compartments,
residents, staffand visitors, The facility is licensed for
one hundred {100} beds with a census of eighty-four
{84 on the day of tha survey.

The Andings Include;

QObscrvation, on 06/27/12 belween 9:15 AM and 10:15
AM, with the Maintenance Tech LI revealed the :
smoke partitions, cxtending above the ceifing located
at the 1" foor norih fre doors, 1* fieor far south firc
doors, and the 3 floor nonth fire doors, were not
propeily sealed, The barriers falted to be properly
sealed from plping and wires,

Inteeview, on 06/27/12 between 9:15 AM and 10:15
AM, with the Maintepance Tech 1L rovealed they were
nof aware of the penctrations in the smoke barriers,
This is & repeal defickency,

Reference: NFPA 101 (2000 Edition).

8.3,6.1 Pipes, conduils, bus ducts, cables, wires,

or systemio changes made {o ensuro that the
deflclent practice will not reenr,

Muintenance staff will inspect all smeke
compeariments on a monthly basis with the rosylts
being entered in the facifity intoma] database for
tracking by the 25 of the month. If fssues are
identitled with piping or wiring, maintenance
staff wiil promptly apply sealant,

Indicate how the faciiily plans to monltor lts
perfornianece to ensure the safutfons are
sustpined,

The Lifc Safcty CQl monitor ES-3 for tha
manitoring of life safety regulations wlit be
uillized monthly under the supervision of the
facllity director. The CQ1monitor Includes the
fire wall erlteria of “any/all peoetralions are
propetly sealed with a flre resistive sealant™,
Flndings of the audil es well as any comective
action stcps will be shared at the menthly
CQIQA Commiitec meeting. Tho facllity
dircetor is responsible for revicwing ell reports
shered at the CQUQA Commilttee.
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K 023

K027
88=F

Contlnucd From page $

alr ducts, pneuratlo tubes and duets, and simllar

building servlee cquipment that pass Lhrough fAoors

end smoke barrlers shatl be protected as follows:

{a) Tho space belween the penetrating item and the
smoke barrier sball

1. Befilled with a material capable of maintaining
the smoke resistance of {he smoke barrler, or

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

(b) Where the penctrating itent uses a sfeeve to
penetrale the smoke barrier, the sleeve shall be
solidiy set in tho smoke barrier, and the space
between the iterm and the siceve shall

1. Be filled with a material capable of malntaining
the smoke reslstance of the smoko barrier, or

2. Boprotecled by an appraved device designed for
the speclilo purpose.

{c) Where designs take transmission of vibration into
considezation, any vibration Isolation shail

1. Be made on either side of the smoke barrler, or

2, Boinode by en approved device designed for the
specific purpose,

NEPA 101 LIFE SAFETY CODE STANDARD

Door openings in smoke barriers have al least a 20-
minue fira protection rating or aro al feast 1-3/4 Inch
thick solid bonded woed core. Non-rated protective
plates that do not excced 48 fnclics from the bottom of
the door are permiited. Horizontal sliding deors
comply with 7.2,1,14, Doors are se)f~closing or
aufomatic ¢losing in accordance with 19.2.2,2.6,
Swinging doors ave not required to swing with cgress
and posltive latching is not required. 19.3.7.5,
19.3.7.6, 19.3.7.7

K025

K 027

Address what corrective actlon wiil be
accomplished for those residents found ta have
been affected by the deficlent pracilce,

No residents were affected by the deficient
praclice,

All Whirteen cross-corridor doors located
throughout tie Tacility were Inspected on
01112, All doors losed completely with the
exception of I flaor north end 4> door south. A
new coordinator was installed on the 1™ foor
north daor and 4™ fioor south door so they would
closs completely when tested,

Address how the facility will identify otber
restdents havlag the potentlal to be affected by
{hio same deflcfont practice,

A doo vendor visited the faclilty on 07/13/12 and
reviewed the mechanics of crass-corridor doors
with t-astragal with maintenance personnel,
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This STANDARD I3 not met as evidenced by:

Based on observalion end inferview, it was defermined
the facility falled to ensure cross-corrldor doors
located In a smoke barvler would resist the passage of
smoke in accordance with NFPA standards, The
deficicncy liad the potential to affect fiftecn (15) of
cighteen (18) smoke compariments, residents, staff and
visitors. The facility is llcensed for one hundred (100)
beds with a ceosus ol cighty-Tour (84) on the day of
the survey.

The findings include:

Observations, on 06/27/12 between 9:15 AM and
10:15 AM, with the Maintenance Tech HI revealed the
cross-corridor doors located throughout the facility
would not close completely when tesied. This was due
to the doors coordinators belng oit of adjusiment (o
ensure the door without the t-asiragal would close first
after the Initjal close,

Interview, on 06/27/12 belween 9:15 AM and 10:135
AM, with the Malntenance Tech JH rovealed they were
upaware swhat the coordinators on the doors were for
and therefore did not know how to test them, The
doora need n functioning coordlnator to ensure the
doors would close properdy In the event of an
emergency.

NFPA Stendard: NIPA 101, 19.3.7.6* Requircs
doors in smoke bartlers to be self-closing
and reslst the passage of smoke.

Reference: NFPA B0 (1959 Editlon)

K 027

STATBMENT OF DEFICIENCIES [£4}] (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRBCTION PROVIDER/SUPPLIBR/CLIA COMPLETBD
IDBNTIFICATION NUMBER A, BUILDING 01 - MATN DUILDING 01
C
185363 B. WING 06/27/2012
NAMB OF PRDVlDﬂR OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
199 STATE AYENUE, . 0. DOX 189
GLASGOW STATE NURSING FACILATY GLASGOW, KY 42141
X)) 1D SUMMARY STATEMENT OF DEFICIENCINS iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {BACH DBFICIBNCY MUST BB PRECIDEDBY FULL PREFIX {HACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICHINCY)
K 027 Contloved From page 6 Address what measures wifl be put Into place

ar systemic changes made to ensure that the
deficlent practice will not recur,

All thirteen ¢ross-cortidor doors will be Inspected
monthly by maintenance staff to ¢nsurc they close
comrectly. Any identifled concerns will be
uddressed promptfy by mainicnance personnel,
The preveniative maintenance check will be
entered into the facility internal database by the
25% of the month.

Indicate how the facillty plans to monitor iis
performance to ensure the solutlons are
sustaloed,

The Life Safety CQJ monlior ES-3 for the
monitoring of lifk safety regutations will he
utifized monthly under the supervision of the
facilfty director, The CQI monitor includes the
criteria of “cross-carridor doors close completely
when tested and coordinators are operational”.
Findings of tlie audit as well as any corrective
actlon steps will be shared at the monthly
CQI/QA Commitiee meeting, The lacility
dlrector is responsiblo.for reviewing all rcports
shared af the CQUQA Comunlilee.
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K. 027 Contlnuced From page 7
K 027

2-4.f Closing Devices,

2-4,1.1 Where there is an asiragal or projecting latch

bott that provents the Inaciivo door from closing and

Iatching before the ective door closcs and fatches, a

coordinating device shall be used. A coordinating

device shall not be required where cach door closes

and latches indepeadently of the alher,

Reference: NFPA 101 (2000 edition)

8.3.4.1* Doors in smoke barrlers shefl close the

opening leaving only the minfmum clearance

necessary for proper operation and shall be without

undercuts, louvers or grilles,
K 046 NFPA 101 LIFE SAFETY CODE STANDARD K 046 Address what corrective actton wiil be
SS=F accomplished for thoze rexidents found to have

Emergency lighting of at lgast £-1/2 hour dujation is
provided [n accordance with 7.9 19.2,9.1

This STANDARD is nol mei as evIdenced by

Based on slaff Interview and abservation, it was
determined tho facility falled to provide emergency
fighting in accordance with NFPA standards, The
deflciency had tlie potentlal (o affect elghtcen {18) of
¢ighteen {18) smoke compartmenits, residents, slalf and
visitors, Tho facilliy is licensed for one hundred {100)
beds with a census of eighty-four (84) on the day of
the survey.

been rifected by the deficient practice,

No residents were affected by the deficient
practice,

Muintcopnce staff tested all spven emergency
lights, with battery backup, located {hroughout
the feellity for 1-1/2 bours on 07/09/12. Two
emergency lights were operationst for 90 minutes,
four lights wero operatlonal for 60 minutes and
onc light was nol operational af all,

Simplex Grinnell installed new hatterles in the
five emergency ights that were not fully
operational for 90 minutes on 07/1§/12,

Address how the facility will [dentify other
residents having the potential to be affected by
the same deficient practice.

Muintenance siaff retested the Gve emergency
lights wilh new batterles for 90 minutes on
07/12/12, Three of the lighits wero operational for
90 minutes and two were operational for 70
minutes. Simplex Grinnel! fnstalled now baiterios
on 7/13/12 for {he two cmergency lights which
were not fully operational on 7/12/§2,
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K 046 Countlnued From page 8 K046 | Address what mensures will be put Into place
or gystemic chenges made to ensure {hat the
The findings inolude; deficlent practice will not reeur,

Observation and record review, on 06/27/12 at 2:30
PM, with tho Malntenance Tech I revealed that the
emergency liphts, with battery backup, located
throughout the faollity were nol lested for 1-1/2 hiours
within the last year,

Interview, on 06/27/12 a1 2;30 PM, with the
Malntenance Tech 11E roveated they were unaware the
{ightlng had to be tested annually for 1-1/2 hours,

1

Reference: NFPA 101 (2000 edition}

29.2,1% Emergency Hluminetlon shall be provided for
not Jess than 1-1/2 hours In the event of fallure of
normal lighting, Emgrgency ightlng facilitles shalt be
arranged {o provide infifal iihuninetion that is not fess
(han an average of 1 fi-candle (10 lux) and, at any
point, no less than 0.1 it-candlo {[ Jux), measured
alang the peth of egresa at floor level. Illumination
fevels shalt be penmitted to decllno io not less than an
averagoe of 0.6 ft-candle {6 lux) and, at any polnt, not
lesa than 0.06 fi-candla (0.6 lux)} at the end of the 1-§/2
hours, A meximum-to-minimum Hlumination
uniformity ratlo of 40 to 1 shali not be oxcecded,

2.9.3 Periodlc Testing of Emergency Lighting
Equipmenl. A functional test shall be conducted on
every required emergency lighting systom at 30-day
tntervals for not Jess then 30 scconds, An annual test
shall be conducted on every required battery-
powzred emergency lighting system for not less than

Malntenance staff will complete a yearly test of
90 minutes of alt emergency lighta with battery
backup., Documentation will be inputied Into the
facility Internat database for tracking and
trendlng,

Indicate how the facllity plans te monitor Iis
performance to ensure the solutlons are
sustained.

A replacement fcllity for Glasgow State Nursing
Facility Is In progress wilh a January 2013
tentalive complelion date. Testing of the
emergency lighting with battery backup witl be
conducted upon completion of the new facllity
and annuelly therealler,

The annual review and testing of emergency
liphts will be maintained in the maintenance
superyisor offfce and discussed at the Januery
Flre & Safety mecling. Tha faellity director is
responsihlo for roviewing all reports shered at lhe
Hire & Safely meetlng.
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K046 Continued From page 9 K 046

1-1/2 liours, Equipment shall be fully operational for

the duration of the tesl. Written records of visual

inspectfons and tests shall be kept by the owmer for

Inspeclion by the authorlty having jurisdiction,

Bxeeptlon: Self-testing/sclf-dingnostic, baltery-

operated emergency Hghting equipment that

automatically perforins a (est for not less than 30

seconds and disgnostic routine not l¢ss than once

every 30 days and Indicates (allures by a siatus

Indicator shall be exempt from the 30-day fonciional

test, provided that a visual Inspection Is perfarmed at

30-day Intervals.
K 050 NFPA 101 LIFE SAFETY CODE STANDARD K 050 Address what correetive aetlfon wiil be
88=p accomplisbed for those residents found {o have

Flre drilis arc held ol unexpected tlmes under varying
condillons, at least quarterly on each shift, The staffis
famiifar wilh procedures nnd 13 aware that drills are
part of established rowling. Responsibltity for planning
and conducilng drills is assigned only to competent
persons who are qualified to exercise feadership.
Where drills are conducted between 9 pm and 6 am s
coded announcement niay be used Insterd of audible
plarms, 19.7,1.2

This STANDARD {s not mef ng evidenced by:

Based on interview and record revlew, It was
determined the faclifty failed to ensure Nre drills were
couducted quarterly on each shift ol rardom times, in
accordanco with NPPA stendards. The deficlency had
the potentlal to nifect efghteen (18) of eighteen (i8)
smoke compartments, resfdents, staff and visltors. The
facility is Heensed for one hundred (100) beds with &

been affected by the deficient praciice.

No residents were affected by the doficient
praclice.

Address how the facillty will identify other
residents having the potential to be affected by
the same defctent practice,

All fire drilfs conducicd thus far In 2012 were
input Into a spreadsheet for easy viewing of times
and daies by all malntenance personnel,

Sixteen fire drllls were condueted from January
—June 30, 2012, First shift fire drii! times ranged
from 10:24am —2:52pm, Second shift flro drilf
(Imes ranged from 6:45pm — 10:40pm, Third
shiR fire drtll hnes rauged from 1 1:00pm -
6:40am,

Address what measures will be put Into piace
or systemie changes made to cosure that the
deficiont practice wil not recur,
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K 050 Conlinued From page 10 K 050 | Facility Policy SS-400 Pire Plan waxy rovised on
’ 07/12/12 10 Include “The malnlenance department
census eight-four (84) on the day of the survey. wilt be responsible for scbeduling and conducting
: monthly fire drills on &l three shifts at random
The findings include: iimes”, Documentation of the completed fire
drills will be eatered into the facllity internal
Fire Drllt review, on 06/22/12 af 2:10 PM, with the datebase for {racking/trending and will be shared
Maintenance Tech Ji reveated the flre dritls were not with the FacHity Dircctay, The facllity dirccior
belng conducted at unexpeticd times under varled will review the monthly reporl {o ensure drills azrc
conditlons, Sccond shift drills were being performed not being conducted at the same {lme from month
prediciebly between 8;12 PM and 10:19 PM and third to month.
shift was belng performed at around 11:00 PM.
Indicate bow the facllity ptans to monitor its
Interview, on 06/27/12 at 2:10 PM, with the performance to ensure the solutions are
Maintenance Tech 1T revealed they wese unaware the susiained.
fire driits were not being conducted as required. They
did reveal the Gire drills were hard to keep track of and The CQI monitor BS-6 for the monitoring of fire
that the records would be belter kept from hers on out, and evacuation drills will be utilized monthly
: under the supervision of the facility director, The
Referenice: NFPA Standard NFPA 108 19.7.1.2, CQI monltor includes the criteria of "randomly
Fire drills shall be conducted at least quartesly on each conducting fire drills at varied times”. ¥indlogs
shilt and at unexpected times under varled conditions of the audit as well as any corrective action steps
on all shifts. wilt be sharcd at the menilily CQUQA Commlites
meeting, The facitity director is responsible for
reviewlng all reporis shared at the CQEQA
Commitiee,
Address what corrective nctlon will be
K 130 NFPA 10§ MISCELLANEOUS K 130 accomplished for those residents fonnd to have
§8=D been affected by the deficlent practlce.
OTHER LSC DEFICIBNCY NOT ON 2786
Mo residents were affecied by the deffclent
practico.
This STANDARD is not mel ss evidenced by:
Based ort observation and Intervicw, it was Address how the facitity will Identlfy other
determined Lhe facility failed to maintain doors resfdents having the pofential to be affected by
within a required means of egress In accordance the same delfcient praciice,
with NFPA standards, The deficlency had the
potential to affect six (6) of clghtcen (18) smoke Glasgow State Nursing Facllity is deslgnated as
an Institute for Mental Disease (IMD). All
residents admitted to the faoility must have a
mental 1liness andfor developmental disabllity
dingnosis. As such, the facllity serves a spcelal
nceds population, The facility Is & four story
building with the residents residing on floors 2°-
4™, The egress doors open to unsecurcd
stainwells,
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K130} Continued From page 11 K130
A door vendor vislted the facitity on 07/13/12 to
compartments, residents, staff and visitors, The facliity evaluate the cgress doors and defermine if the
i3 Hicensed for one hundred (100) beds with a census of panle push bars can be manyally secured, The
eighty-four (84) on the day of Lhe survey, vendor recommending installing keyed focks on
' {he panic barg and will forward & proposal by
The findings Include; 7120/12. Once the cgress doors have been
, cvaluated and delcrniined 1f an approved focking
Observation, on 06/27/12 between 9:15 AM and 10:15 mechanism can be uftifized to secure the panie
AM, with the Malrlenance "I'ech i rovenled a fock - bars, the stide bolt locks will be removed from the
(slide bolt type) was instatled on the epress side ol the 2™ floor west, 2* floor north, 3™ floor morth, and
cross-corridor doors, The doors affected fncluded the 4™ floot norths dooss, Upon hire, ali staff is issued
2 floor west, 2d floor north, 3" flgor west, 3 floor an Al key for rocess to the facfity and resfdential
north, 4* Moor norih, and this tast 4* Roor south doors, units. If Uio panio bar can be keyed, an Af core
wili be used since all state and contract staff has
Interview, on 08/27/12 between 9:15 AM and £0:15 an Al key. Also, a full staff mecting will be
AM, with the Malntenance Tech 111 revealed thoy were scheduted to in-service all staic and confract staff
unaware locks coulfd not be placed on Lhe egress side on the expectalion and proper procedures for
of any gate or door. openlug the egress doors.
A replacement ficlllty for Glasgow State Nursing
Reference: NIFPA 101 (2000 Edition) Feollity Is In progress with a January 2043
tentative complction dale,
19.2,2,2.4 :
Doors within a requlred means of ¢gress shall not bo Adldress what measures will be put Into place
cquipped with a Iatch or lock that requlres the use of a or gystemlc changes madoe to ensure that the
too! or key from the egress side. deflcient practice will not recur,
The cgress doors will be checked on a monthly
busis by the 25® of the month to ensure thoy are
ot equipped with a latch or lock on the egress
slde and that the doors open frcely when unlocked
wlth the At key. Decumentation will be input
Into the facllity Interna] database for racklng and
teending,
Indicate how the facility plana fo monitor its
performance to ensurg {he solutions are
sustalned,
The Life Safety CQI monitor BS-1 for the
monltoring of life safcty rogulations will be
K 135 NFPA 101 LIFE SAFETY CODE STANDARD K 135 utilized monthly under the supervision of the
88=D . facility dlrector, The CQ! monltor Includes the
Flammable and combustible Hquids are used from criteria of “no utilization of slide bolls on egross
and slored in approved conteiners In eccordance doors”, Plndings of the audit as well as any
wilh NFPA 30, Flammabte and Combustible Llquids correciive aclion sieps will be shared at the
Code, and NIFPA 45, Standard on Fire Protectlon menthly CQUQA Commiitce meeting. The
for Laboratorles Using Clhiemicals. Storage cebinels facillty direclor §s responsiblo for reviewing all
for flammable and combusiible lquids are rcports shared at the CQMQA Commiiteo.
construcied in accordance with NFPA 30,
Plammable and Combustible Liqulds Code, NFPA
Event 1D); DPY621 i conlinuation shect Page 12 of 14
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K115 Contlnued From page 12 K 135 Address what corrective actlon wlli be
99. 43,10.7.2.1. accomplished for those residents found fo have

This STANDARD is nol met as evidenced by:

Bascd on observatlon and interview, it was determined
the facllity failed to properly store flammable and
combustibfe liquids in accordance wiilh NFPA
standards, The deffciency had the potential lo affect
three (3) of eiphteen (18) smoke compartments,
resldents, staff and visitors. The facility is 1icensed for
one hundred {100) beds wlth a census of eighty-four
(84) on the day of the survey.

The findings Include:

Gbservation, o 06727/12 between 10:15 AM and 3:00
PM, with the Malntenance Tech 111 rovealed cans of
flalmmabte aerosol, Lysol, pledge, scented mist and
halespray stored on shelvey In the facllity. Examples of
the storage wvere the hiousckeeping closet, recelving
closet, receiving storage, and kitchen storage. AN
faminuble materiais shall be stored in a flammeble
proof cabinet if stored In the faclily.

Interview, on 06/27/12 between 10:15 AM and 3:00
PM, with the Malntcnance Tech 11 revealed they were
aware that Dammable ltems could not be siored outside
a flammabie cabinet but did not know the ltems were
heing stored ouiside of the cabinets,

NFPA 99,

been affected by the deflclent practice.

No residents were affected by the deflelent
praclicas,

A NFPA 10 approved eabinet was ordered and
received en 07/12/12 to store flammable and
comhusiible liquids. The cabinct is located [n the
receiving area and all honsekeeping, dletary and
recelving Nammable and combustible lquids
have been placed in the cabinet.

Address how the facifity wilk identify other
resldents having the potential to be affected by
the snme deflcient practice,

A tour of the fcility was conducted on 07/12/12
{o cosuse atl flammable and combustible liquids

in the dietary, housckeeplng and receiving office
were lioused in the storage cabinet,

Address what mensures wifl be put into place
or systemlc changes made to eusuro that the
delicient praciice wlll not recur.

Mainienance personnel witl tour the facifity
monthly to epsure alk flammable and combustible
Hquids ere stored in a NFPA 30 epproved cabinct.
The gudit will be entered into the fackity internal
database for tracking and {rending by the 25" or
the month,

Indlcate how the faciity plang to monitor jts
perfarmance to eusure the solulions are

sustafned,
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K 135 Contlnued From page 13 K135 The Lifc Safety CQI monitor ES-3 for the

10-7.2,1* Plammable and Combustible llquids shalj be
used from and stered In approved containers in
accordance with, NFPA 30- 4,3.3

Storage cabinets that meet at lcest one of the following
scts of requirements shall be acceplable for storage of
liquids: ‘

(s) Storage cabincls that are designed and
constructed to llmit the intemal temperature
at the center of the cabinet and 1 in. (25 mm)
from the top of the cablnet to not more than
323+ F (162.8+ C}, when subjected to & 10-
minuto fire test that simulates tho fre
exposurc of the standard time-temperature
curve specified in NFPA 251, Standard
Methods of Tests of Fire Endurance of
Building Construction end Materlals, shall
he acceptable, All Joints and seams shall
remain tight and the door shali remain
securcly closed doring the test,

monitoring of life safety regulations will be
utilized monthiy under the supervision of the
faoility director. The CQI monitor includes the
criteria of “Namimable Lquids are properly stored
In metat cablaets” and “combusiibie materials are
slored neatly in proper contalners”, Findings of
the sudit as well as any corrective actlon steps
wili be shared at the monlhly CQUQA Commiltce
meeling. The facklity director is responsible for
revicwing all reporis shered at the CQI/QA
Commiiteo,
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