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DEFIGIENCY)
F 0RO+ IN.ET_IAL COMMENTS. F-000! Clinton Gounty Care and Rehabilitation does not
believs and does not admit any deficiencies
i A standard health sufvey was sonducted on existed, before, during orafter the survey. The
- 10/09:11/42. Deficiant practice was identified facility feserves-all rights to Eontest the survey
i with the highest scope and sevarity al "[* laval, { Tindings thraugh informal dispute resilution,
F 283 483.15(h){2) HOUSEKEEPING & F 253% forral appeal praceedings; or.any administrative

§8=0 MA!NT%NANCE'SERVICES

The fam‘iity st provide housekeeging and
maintenance senvices necessary 1o maintain a
‘sanitary, orderly, and comfortable Interior.

- This REQUIREMENT s not:met as evidenced

: by

-Based on observation, irterview, and review of
the fadility's policy, it was determined the facliity
{ailed to provide maintenance serviges fo
maintain a sanitary, crderly, and coimfortable
‘interior. Doors to rooms G107 and G110, and the
B Hal} endrance doors were splintsred with sharp
-edges. In addition, a metal pipe, with sharp
.edges, was protruding from the base ¢f a dining
room wall,

 The findings include:

: The Maintenance Service policy (dated January
:'2005) revealed, "The maintenance depariment
-was responsible for ma:nta:nlng the building,
grounds, and equiprhent in a safe and operatile:
‘manner at alfimes.”

Duting thie-grivifonmental tour on 10/09i12,
10/10/12, aid 10/11/12, entrdnce doors to roonis
107 and'CT10, and the B Hall esfrarce doars
waere noled to be splintered with sharp edges. A
metal pipe was protruding from the wall above the
- floorboard on a dining room wall. The motal pipe

. orlegal proceedings. The plan of correctionis
not meant to establishy any standard of care
contrace obllgatlon-o'r‘_pcsitibn_, and the facility
reserves all rights to.raise ail possible
contentions and defenses in any type.of éivil or
eelmifnal claim, sction 6r'praceading. Nothing
contained in the plan of co_rrectio_f: S._hDLl!d be

i consldered as prwalver of any patentially
‘applicable peer review, quality assurance or self-
{ “eritical examination privilege which the facllity
-does not walve and reserves the right to assert
in any administrative, civil orariminal claim,
‘attion or-proceeding. The faciiity offers its
response, credible allegations of compliance,
and plan of corrections-as part of its. ohgoing
afforts to provide quality.of care to s residents,.
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ha REGULATORY OR LG IDENTSFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE -
S DEFICIENGYS
F 060 | INITIAL COMMENTS F 000
A standard health survey was canducted on
110/08-1112. Deficient practice was idehtified
with the highest scope arid severity at “D" level.
F 263 | 483.15(h)1(2) HOUSEKEEPING & F253; 1.7The doorsof C107 and CL10 were
s8=0 | MAINTENANCE SERVICES

The facility must provide housekeeping and
mainienanca__sar_\rices necessary o riairdain a
sanitary, orderly, and comfortable interior,

This REQUIREMENT is not met as ‘evidenced
by:
Based on obgervaticn, interview, and review of

- the facility's policy, it was deterriined tha facility
“failed lo provide maintenance services to
-maintain a sanitary, orderly, and comfortabla

interior. Doors o rocmis C107 and G110, and ihe
B Hall entrarice doors were splintered with sharp
edges. in addition, & metal pipe, with sharp
edges, was protruding from the base of a dinihg
ream wall,

The findings-include;

The Maintenance Service policy (dated January

2005) revealed, "The maintenanse department

was responsﬂ)le for maintaining the building,
grounds, and equipment in a safe and operable
manner at_ all times;"

‘During the envirenmantal tour on 10/09/12,

10/10M2, and 10/11/12, entrance doors {0 réorms

. C107 and C110, and the B Hall entrance doors

- were noted to be gplintéred with $tisrp edges. A

| melal pipe was protruding from thie wall above the
ﬂmrhoard‘on a dining room wall. ‘The metal pipe

immediately repaired by the Plant
Director on 10/10/12 and B Hall
entrance doors were repaired by the
Plant Director on-190/11/12 and replaced
with new doors on 10/29/12. The metal
pipe was immediately coviared with &
safety coverén 10/11/12 birthe Pant
Director and was completely removed
on'10/16/12.

2,A100% audit of afi faclity doors was-
compléted by the Plant Director on
10/12/12.

3.The facility doors have been addéd to
the maintenance audit scheduie and will
bs assessed weekly for splintering or
fmarring by the Plank Director.or
Designee. Any doo:s found to'be
dafaective wilf be repaired immediately.
Tha Plant Director or Désignae wili
complete monthly plurmbing
inspections/audits of the facility and zny-
]‘ssues‘f&und‘-wili be addressad
fmmediately.
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oo SUMMARY STATEMENT OF DEFIGIENCIES fp _PROVIDER'S PLAN OF CORRECTION (s
PREFiX {EACH DEFICIENCY MUST BE PREGEDED BY FULL ¢ PREFIX . {EACH CORREGTIVE AGTION SHOULD BE GOMALETICHN
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S DEFICIENCY)
F253 ! Continued From page 1 F 253 Continued from page'1
was approximately 4-5 inches long and had sharp
edges. _ .
{4 Findings ofthe audits will be
LA raview of a logbeok maintained by the _ - forwarded to the Adinistrator weekly
Maintenance. Depariment of afeas In-the facility © toensure approprizta follow-up,

' that needed to be assessed andiar répaired

- revealed the hingas and handlés of the
;interiorfexterior doors:had been assesséd i
January fo September 2012, Further review of -
the maintenance section logs revealed the: _ )
caninon areas {bathrooms and dining room} as indicated.
waere checked for walls, fiaors, handrails, .and : .
baseboards being in.good condition on 01/2512, :

02/15/12, 03/20/12,.and 04/25/12. ' [ O/ gff] 12|

Findings of the maintendnce audits will
be revievead by the Quality Assurance
Committee manthly for 3 months for
recommendations and further.follow-up

inferview with the Maintenance Suparvisor ory
101012, at 4:20 PM, revealed the doors for
raoms C107-and C110, the B Hall entrance
doors, and the dining room had teen checked
-and he had not noticed the doors were splintered;
hawever, the Maintenance Suparviscr staled he
‘had.contacied a plumber regarding the metai pipe
in the dining reom but the plumber had been
unableto come 1o the facillty because of another
. job in the cornmunity.

- Interview with the Administrator on 10/11/12, at

- 10:00 AM, revealed supervisory staff conducied

- rounds of the: facility, including environseritas
 rounds, on & daily basis, According to the

: Administrator, anything observed {o be broken or
~in need of repgir was addiessed at that time and
“fepairs made. The Administrator stated the
 splintéred doors had not been identifisd during

i the rounds. . The Administrator also stated a

i plumber had biéen contacted by the Maintenancs:
- Supervisor to make repairs 1o the metal pipe in _ ?
- the dining room but; due 16 other obligations, the

FORM GMS-2567(02:60) Provious Versions Ubsolel i Event ID'LXNDH Facilty ID; 100558 If conftnuation sheet Page 2 of 6
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£550 | SPREAD, LINENS

* The facility must establish and maintzin an
Infeiction Contro! Program designed to provide a
sale, sanitary and comforiable environment and
ta help prevent tha development and transmission
qf disease and infection:

(&) Infection Contrel Progfam

The facility: must establish an Infection Control
Program under WhICh -

(1) lwsstigates, controfs, and prevents infections
n the facility;

{2} Decides what procedures, such as isolation,
should.be dpplied 16 .an individual resident; and
{3) Maintains a record of inciderits and carréctive
. actions related to Infections;

{b) Pfeventing Spread of Infection

(1} When the dnfectivn Contral Program
datermiines that a resident neads {solation to
prevent the spread of infection, the facllity must
isolate the resident. '

(2) The facility must prohibit employess with a
communicable disedse or infected skin lesions
from direct contact with residents or their food, if
-direct conlact wiil transmit the: disease.

{3) The facility must require staff to wash thair
_tiands afler each direct-resident contact for which:
hand washing is indicatad by:accepted
“professional practice.

(6) Liners
Personnel must handle, slore, process and
transpof linens so as to prevent the spread of

_ _ FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0361
| STATEMENT OF DEFIGIENCIES (X1) PROVIDERISURPLIERICLIA, {X2Z) MULTIPLE CONSTRUGTION (A7) DATE SURVEY
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x40 | SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION L
PREFIX : {EACH DRFICIENCY }UST BE PRECEDED BY FULL PEEFIX- {EACH CORREGTIVE ACTION.SHOULD BE i COMPLETION
e REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY) :
F 253 Continued From page 2 F 253
plumber would not be avdilable 16 complete the:
repajrs until a Jater date,
F 441 : 483,65 INFECTfON CONTROL, PREVENT F4411 1The wound care nurse was in-serviced

by the Director of Nursing on.10/11/12
regarding hand-washing and re~gloving
post ifrigation of wounds. The licerised.
nursing staff were in-serviced by the
Director of Nursingon 10/11/12
regarding hand-washing:and re-gloving’
post irrigation of wounds.

Z.My uther residents were found to be
atfucted by the deficient practice.

3.The facility palicy was revised by the
Director of Nursing on 10/18/12 to.
include hand-washing and re-gloving
post irrigation of any wound AT dav

Mursing of dréssing changes for
Resident #4, Random monthiy audits
will b completed fora period of 3
months by the Director of Nursing or
Designee to ensure propei procedures
arefollowed.,

4.Findings of audits will be reported o
the Administratar-and will be reviewed,
by the Quality Assuranige Cammittée
menthly for 3 manths for:
recommendations and further follow-up
gs.indicated,

1018 13,
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F 441 | Continued From page 3

| infection.

This REQUIREMENT is not et as evidenced
by:

Based oh obsefvation, interview, record review,
-and réview of facility policy, the facility falled to
use appropriate hand washing technique during
wound caré treatment for ong of thitean sampled
| residents (Resident#4}. Staff was observed to
* omit-hand washing and/or glove chahges pricr to
: placing a clean dressing over an-open wound on
 the resident's right heal.

The findings include:

. Review of the facllity Hand washing policy (dated
December 2012) revealed hand washing sheuld
. be perfarmad-hefere and after caring for each
resident. A review of the policy regarding
application of a Clean Dressing (revision date
Auigust 2007) revealed staff should-perform hand
washing and change glaves ptior to wound
‘1irrigation.. The:peticy did not Include guidelines

- fer hand 'washing and glove changes prior fo

| application of a clean drassing. '

A review of the Recommendations from-the

- Centers for Disease Control (CDC) guideline far
Hand Hygiene In Healthcare Settings revealed

' hands should be decontaminated if moving fram
a corlaminated body site to a ciean body site
during care and after contact with nanintact skin,,

Reyview bf the medical tecord revealed the facilily
admitted Resident #4 on 04/28/09 with diagnoses
to incfude Senile Dementia, Congestive Heart

F 441
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Failure, Peripheral Vascular Disease, and.

Chronic ischemic Hearl Disedsa, Furthier record

review revealed Resident #4. was readmitled io

| the facility from the hospital on 07/19/12 with an
unsfageabie wound. of the right heel which

required surgical debridement on D9/04/12;

A review of the physician's ordef dated 09/29/12
revealed the physician ofdéred a Culiure and
Sensitivity (C&8) to be tonducted of tha right heef
Lwound, Review ofithe C&S results obtained on
09729112 revealed a growih of Staphylococaus
‘aureus present inthe right hee! wound. Further

- review af the phySician's orders dated 09/29/12.

| reveaigd ihe physician prescribed Bactrim DS

| (antibiciic) twice a day for 14 days for treatment..

- Observation of wound care trealriient conducted
;.on 40/09/12, &t 3:50 PM, reveated an open
wound measuring approximately 2.5 ceritimeters
{cm) by 2.8 cm by 1 cm in'depth was present on
. Resident #4's right heel, The wound was alsa
- nofed lo ave yellow slaugh lissue with reddenad.
. surrounding tissue, The nurse was observed to
wash her hands, put on clean gicves, and irrigate
the wound with a syringe filled with normal saline
solution. The nurse then pickad up non-sterile 4
"X 4 gauze with the gloved hand and patled the
heel wound dry. The nurse was observed o pick
lup medicaled gauze with the same gloved hand
- used to pai the heel dry, place the gauze inlo the
{ open wound, and then cover the wound with & 4 x
4 gauze and an abdominal pad dressing. '
However, the nurse failed {¢ perform hand
washing or charige gloves afler irrigaling the
waund, patting the waund dry using the gloved
hand and 4 x 4, and prior to applying the elgan
packing and dressing {o thé residert’s open

FORM APPROVED
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: S COMPLETED
A, BUILDING
B, WING )
185315 101172012
_NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
. 404 NORTHWASHINGTON STREET
GLINTON CQUNTY CARE & REHABILITATION GENTER .
’ ’ ALBANY, KY 42602
X410 : SUMMARY STATEMENT OF DEEICIENGIES ) : PROVIDER'S PLAN OF CORRECTION s,
PREFIX | (EACH DEFICIENGY MUST BE PREGEDED BY. FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE | CoMPLETION
1aG. | REGULATORY OR LSG IBENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE.
; OEFICIENGY) :
F 441 | Continued From page 4 E441

FORTA CM5-2587(02:80) Previous Yarsions Obsdlele

Evant /D LxNDAT.

Enciity IT: 100555

i conlinuation sheet Page 5 of €




PRINTED: 10/25/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED :
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0301
STATEMENT OF DEFICIENCIES. (%1} PROVIDER/SUBPLIER/CLIA (%2} MULTIRUE CONSTRUGTION 45) DATE SURVEY'
AND PLAN OF CORRECTION IDENTIFICATEON MUMBER: COMPLETED
A BULDING .
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(X} IG SUMMARY STATEMENT CF DEFIGIENCIES Vg PROVIDER'S PLAN DF CORRECTION : X8}
PREFIX {FACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY ORLSC {DENTIFYIMNG INFORMATION). TAS CROSE-REFERENCED TO THE APPROUPRIATE DATE
BEFICIENGY)
Fdaq . Gohtintiad From page 5° F 441
i g :
Fwound,

Interview conducted with RN #1-an 10/10/12, at
10:55 AM, revealed she was ihe facility. wound
carg niurss, RN#1 stated she had been ttained
to perform hand:washing and glove change when . ‘
going from-a dirty site fo a clean site during
wound care, RN #1 staied she should have
changed gloves and. perforrned Hard washmg
aftar irfigating the resident s wound, :

Interview with-the Director of Nursés {DON? on
(1070112, at 2:00 PM, révealéd hand washing and
| glove change should bé perforied when going

! from a dirty to ciean site when wound care was
provided, The DON also-stated raindom
observations were conducted of staff

performance during wound care and no problems
had been iderilified.
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185315 . 101092612
NAME OF PROVIDER OR SUPPLIER ' . '
‘ STfjf";*; DR‘;R“* s\:r‘gftiﬁ' SRR Care
GLINTON GOUNTY CARE & REHABILITATION CENTER falull PNBE T en! Branch
ALBART, KY 42502
(X4} 10 $UMM?\RY STATEMENT QF DEFICIENCIES 18} FROVIDER'S PLAN OF CGR.RECTEON 3401
PREFIX AEACH.DEFICIENGY MUST BE PRECEDED BY FULL BREFIX {EAGH CORRECTIVE ACTION SHOULDBE - COMPLETION
TAG REGULATORY OR 180 IDENTIEYING INFORMATION) TaG: CROSS-REFERENCED 1O THE APPROPRIATE PATE -
i OEFICIENGY)
: T . Clinton County Care and Rehabilitatior does hot-
K 000 | INITIAL COMMENTS | Kogg: nontountytate and nenabiiaton dots
: believe and does not admit any deficlencies

existed; before, duting ar-after the survey, The
facility reserves all rights to contest the survey
“findings through informal dispute résolution,

CFR: 42 CFR 483.70(a)

Building: 01 . . L
! : formal.appeal proceedings, or any administrative.
 Survey under; NEPA 101 (2000 Edition) ' of legat groceedings. The plan of carrection s
: : nat meant to establish any standard of care-
- Faclity type: SNF/NF- contract obligation or posttion, and the faciiity
: _ L reservas all rights to raise afl possible
- Type of structure: Type V (G00) contertions and defenses in any type. of clvil ot

cilminal clalm, action or proceeding, Nathing

¢ Bmoke Compariments; 4 contained in the plan of carrection should be:

- : o ) considered asa wiivar pf any poténtiall
Fite Alarm: ‘Fire alarm installed 1985 E ._ 4 o a",y p_o E N .
o applicable paer review, quality assurance or self-

Sprinkier System: Sprinkler System instaliad eritical exarination privilege which the facilly
1085 * : does not waive and reserves the. right to assert

: in any - administrative, ¢ivil of ciiminal claim,
Generalor: Type I, Diesel action or proceeding, The facility offers its
_ _ response; credibla-allegations of compliance,
Astandard Life Safety Code survey was. 1 and plan of corrections as partiof its ongoing
conducted on10/09/12, Clinton Gounty Care and

R 4 effarts to provide quality of ¢are to its residents.
: Rehabititation Cenier was found not to be in

compliance with the reguirements for participation
| in Medicarg and Medlcaid

Deficiencies weré cited at a "D level.
K038 NFPA 101 LIFE SAFETY CODE STANDARD K038
58=D :

- Exjt. aceass is arranged so that exifs are readlly
accessible at all times in accordancs with seclion
74 18.27

&BORATGW!RECTWWS UPPLIER REPRESENTATIVE'S BIGNATURE . TITLE - {#6) DATE
A et Administrutor 1f2/13

Any daficiency staternsnt ending with an-asterisk {*) denctes a deficiency which the Institulion may be excused-from gorrenting providing it is detenmined that
other safeguards prgvide sufficient protectfon. 1o the patlents . (See instrlictions.)’ Excopt foy nursing homes, the indings stated above are discinsatie 90 days
following the date of survey whithix or ot a- (lan of cerrestioni i provided: -For nursing homes, tha above findings and plans of correction are disclosabla 14
days following thie data these documenls are mada avatiable to the facility. If deficlencies: are cited, an approvad plan of correction is requisite.to continued
program pEﬁ.lCIpalan
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PRINTED: 10/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES — OME NO. 0938-0391 ;
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIERICLIA {42} MULTIPLE CONBRRITTT = (AR SURVEY ;
AND FLAN OF CORRECTIGN IDENTIFICATION NUMBER! D _ E i GEI a FLETED
- A, BUILDING b .
B.WING
185315 ~ | ] M0/09/2012
MNAME OIF PROVIDER OR SUPPLIER STREET A qdﬁ ?JE; 3 CiT\ESS%F({TE. E;P%UE%Q !3
CLINTON COUNTY CARE & REHABILITATION CENTER 404 NCL?TH NSHINGTON STREET
. ALBANY, KY—Fapper- of Hepith Care
x4y SUMMARY STATEMENT OF DEFIGIENGIES o ¢ LosouiRsidereitieeneoiREcrosh ey
PREFIX {EACH DEFICIENGY MUST RE-PRECEDEDSY FULL, PREFIX" {EACH CORRECTIVE ACTICH SHOULDBE™ COMPLETION
TAG ‘REGULATORY ©R LG IDENTIFYING INFORMATION) Tag i GROSS-REFERENGED TO THE AFPROF’RIATE DATE
, :; DEFICIENCY)
K 000 | INITIAL GOMMENTS  K000!
CFR: 42 CFR 483.70(a)
; Building: 01
- Survey under:: NFPA 101 {2000 Edilion)
| Faclity typs: SNF/NF
Type of structure; Type-V {000)
Empke Gompartments: 4
Fire Alarm: Fire alarm instatied 1985
 Sprinkler System: Sprinkler System installed
L1845
Generglor: Type-l, Diesel
A standard Life Saf_éif,f Code survey was
| conducted on 10/09A12. Clinten County. Care and
Rehabilllation Center was fourd not fo be in
compliance with. the requirements for parlicipation
in Medicare and Medicaid.
Deficiencies were cited'at a"0" level.
K038 NFPA 101 LIFE SAFETY CODE STANDARD KO3B| 3 The nursing staff were immediately
§8=0: i : . p in-serviced on 10/3/12 that the door
~-ExXit access is arranged so that exits are readily T PO
; \ ) . o ; was not to be kay jocked by the Plant
: accessible at all times in-accordance with section : .
Sea 1991 : | Director. The cade far the frontgate
was #nmiediately posted by the gate.on
10/9/12 by the Plant Director.
2.A 15 second delayed egress will be
installed on the'front efittance door,
LABORATORY 51H'ECTGR'22@Rowr)&ﬁ;s‘upmm REPRESENTATIVE S SIGNATURE - THFLE {Heyoare
4 s
/ g /ﬁi{ff}'ﬂunis {radtor / /:9 /14

Ary- dﬁfclenw stalement ending with-an asterisk {*} denotes-a deficiency witlch the institution may be excused from correcting providing iL s detarmined that:
other safegusrds provids suffcient protection taihe patients. {Sea insthuctions.) Except for nursing hemes, the findings staled above are disclosabie 90 dayé
followihg the date.of survey whether or nol a plan of corraciion Is provided. For nursing homes, the above lindings and plans of correction are discibsabie-14:
days following the dale these documents are made available to the facilty, ¥ deficiencies are cited an dpproved plan 6f correction is requisite td continued
pragram paficipation.
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FRINTED: 10/25/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ) o OMB NO. 0938-0381
STATEMENT OF DERICIENGIES (X1} PROVIDER/SUPPLIERIGLIA" {%2) MULTIELE CONSTRUGTICN, ) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION RUMBER: . 1 CG_M?LETED
A. 5U|LD|NG ‘0%~ MAIN BUILDING D1
188318 B. WING ‘ 4010912012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7iP CODE

404 NORTH WASHINGTON $TREET
ALEAN_Y KY 42602

CLINTON GOUNTY CARE & REHABILITATION CENTER

AR ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ARTION SHOULD BE : COMPLETION
TAG. REGULATORY GR LS IDEMTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
: DEFICIENCY)
K 038 Continued:From page 1 ' K 03g: Continued from page 1

3.The Plant Director or Designes will

This STANDARD: is niol mat as evfdencad by completa daily audits for aif faclity exdt

Based of abser\fatron and intenview, the facility

failed fo-énsure that exits were readily accessible . doorsto ensure proper operation.
to'thé public way.- This deficient practice affected .
one of four smoke 'Compartmeﬁls siaff, : ¢ d.Audit findings will be reported to the
fesidents, and visitors. The facility has the - ‘Administrator and wili be reviewed by
capacity for 62 beds with & ensus of 49 on the: ¢ the Quality Assurance Committae

| day of the sufvey. . manthly for 3 moriths for

: © tecommendations and furthar follow-

- The findings iriclude: up,
¢ During the Life Safety Codé touron 10/09/12, at:
9:00 AM, an interview with the Director of Nursing ‘; B M / |
révealed the front doars ofthe facifity wete Idcked ?\
with a key at B:00 PM nightly. Exils must remain :

accessible 10 the publicway in case of fire or
othér emergency. An interview with the Direcior
of Maiftéhance (DOM) on 10/08/12, at 12:25 PM,
revealéd he was not aware the doors wire key
locked &t night. A canopied walkiway froni the
front'doors ted to @ gate with a keypad operation
without & posted combination. - The DOM was : :
diso unaware the tembination must be fosted.

Reference: NEPA 101 (2000 Edition).

19.2.2.24 _

- Doors within a required:means of egress shall niot
. be equippeqd with a fatch or lock that requires the
-uge of a tool or key from the egress side.

| Exceplion No. 2*: Delayed-egress locks-
;'complymg with 7,2.1.6.1 shall be permitted,
 provided that not more than one such devl«ce is
Iocaied in-:any egress path.

;
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PRINTED: 10/25/201 2
FORM APBROVED

CENTERS FOR MEDICARE ‘& MEDICAID SERVICES OMB NG, 0938-0381
STATEMENT OF DEFICIENCIES: {X1) PROVIDERISUFPLIERICLIA, (X2) MULTIPLE CONSTRUCTION: {%3} DATE SWRVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; L COMPLETED
7 A, BUILDING 04~ MAIN BUILDING 6%
- B WING ]
185315 ‘ 10/09/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
404 NORTH WASHINGTON §TREET
CLINTON GOUNTY CARE & REHABILITATION CENTER . .
ALBANY, KY 42602
O SUMMARY STATEMENT OF DEFICIENGIES [vg " PROVIDER'S PLAN OF CORRECTION imB
PREFIX. | {EACH DEFICENCY MUST BE FRECEDED BY FULL PREF!X (EACH CORRECTIVE AGTION SHOULD BE HEMPLETION
TAG REGULATORY OR LS INENTIFYING INFORMATION) TAG OROFS-REFERENGED TO THE APFROPRIATE DATE
5; DEFICIENTY)
K {38 f;j-Continued From page 2 K038

?.Exc_ep_ﬁd_n'No:- 3 Access:controlied egress doars
- complying with 7.2.1.6.2 shall be permitted.
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