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L :Diversicare  of Greenville acknowledges

A Recertification Survey was initiated on  Teceipt of the Statement of Deficiencies and

1211814 and concluded on 12/4 814, Deficient . proposes this Plan of Correction to the extent

: * practice was identified with the highest Scope and “that the summary of findings is fact_ualiy

i Severity at an "E" jevel. : -~ correct and in order to maintain compliance
F 282+ with applicable rutes and provision of quality i

F 252, 483.15(h)(1)
88=0 , SAFE/CLEAN/COMFORTABLE/HOMELIKE

ENVIRONMENT

cof care of the residents.
. Correction

The Plan of

is submitted as a written

. allegation of compliance.

! The facility must provide a safe, clean,

: comfortable and homelike environment, allowing .
. the resident to use hig or her personal belongings
{0 the extent possible.

T ——

i This REQUIREMENT iz not met as evidenced
; by

. Based on observation, nterview, review of the
“facifity's "Environments] Weekily Safety Round”
fdocument and the facility's plumber work ardar
: documentation, it was determined the facitity

. failed to ensure water temparatures wers within

standard acceptable parameters.

I ¢ Observation of water temperatures faken
 revealed in resident rooms 124, 204 and 204
_temperatures were out of the standard range of
" 100 to 110 degrees Farenheit,

_:' The findings include;

- Review of the facility's "Environmentai Weekly
i Safely Round” document fevealed water

; lemnperatures was an area o be audited during
. the performance of the rounds,

1 Observation on 12/16¢14 at 9:00 AM during initial
; tour of the faciiity reveaied the hot wafer

f

~ Diversicare of Greenville’s response  the
© Statement

* Correction does not denote agreement with
i the Statement of Deficiencies nor does it

of Deficiencies and Plan of

constitute an admission that any deficiency is

¢ accurare. Further, Diversicare of Greenville
reserves the right to submit documentation 1o

refute any of the stated deficiencies of this
Statement of Deficiencies through informal
dispute resolution, fermal appeal procedure
and/or  anv  administrative  or legal

proceeding.
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F252° Continued From page 1
temperatures ware: 94 degrees Farenheit for
‘resident room 124; 94 degrees Farenheit for

L resident room 204; and 90 degress Farenheit for

: resident roam 208. Further observation on
1218/14 at 3:00 PM revealed the hot water

. lemperatures were: 94 degrees Farenheit for
* resident rcom 124, 92 degrees Farenhait for

‘ resident room 204; and g2 degress Farenheit for

f resident room 208,

 Interview on 12417714 at 910 AM with Certified
. Nursing Assistant {CNA) #2 revaaled

5 iemperatures were taken in the shower rooms
before the start of resident showers. CNA %2

* stated the water temperaturss were reported fo
i the Charge Nurse.

| Interview with CNA #3 on 12/17/14 a1 12:15 P,
. revealed shower aides fook hot water

_; temperatures priof to giving resident showers and
“the range of the temperatures should be betwean

100 to 110 degrees Farenheit. Par interview,

+ usually five (5] or six (8) showers coyld be given

. before the water felt conl and somatimes the hot
water fsmperatures were taken again when that

oceurred. Further interview with CNA#S on

C12718/14 at 12°35 PM, revealed during perineal

i care for Resident #1 the ONA reported the hot

: water lemperafure was not warm eheugh in the

_resident's room, and the CNA proceeded to the

“shower room fo obtain warmer water for

' cleansing the resident,

. Interview with the Charge Nurse on 12/17/14 at
| 9:25 AM. revezled hot water temperatures were
_ taken every moming and afterncon before
‘residents' showers were given and reported 1o
Fhim. Per interview, approximately eleven (11) to

: bwelve (12) showers were given on day shift. and |

IF252

Criteria #1: One of the facility hot water .
heaters was replaced on 12/10/14 by a '
plumbing contractor, The Maintenance
Director followed up with auditing
temiperatures in all resident rooms inchiding
124, 204, and 208, T emperatures in gjf
Eresz’dem Tooms were noted by the
‘Maintenance Director to be within standard
acceptable parameters on 12724014, Nursing
‘department immediate%y began checking all
tesidents water temperatures prior 1o bed
bath or peri care to ensure temperatires
were within standard acceptable paranjefers
on 12/18/14,

Criteria #2: The deficient practice had the
potential 1o affect 19 residents {C Hall) in
the facility. A licensed plamber assessed the
facility hot water tanks op 12/ 18/14 and
determined 1 of the facilities hot water
heaters was not functioning appropriately
and which halls were affocted. Al resident
rooms were andited by the maintenance
director {o ensgre enly these rooms were
affected on 12/18/14. Social Services
Director interviewed all residents for any
concens veiced in regards to water
temperatures and the facility providing a
safe, clean, comfortable, and homeljke
environment, allowing resident to use his or,
her personal beiongings to the extent
possible on 12/18/14. Any concerns were
immediately brought to the Quality
Assurance Commitiee for review and folfow

up.
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‘ ‘ . Criteria #3: Maintenance Director and staff
F 252 : Continued From page 2 F 252" development coordinator wero in-serviced

s approximately six (5) to eight (8) were given in the :

-evenings. The Charge Nurse stated addifionally
; Sponge baths were given for residants who
_requested that, Additional Interview revealed

' should a low hot water temperature reading cccur

Fitwas reported to maintenance to adfdress.

- Interview with the Maintenance Director on

12/16/14 at 10:00 AM and 12718714 at 5:35 P,
' revealed he did not take hot water temperatures
“every day and randomiy selected rooms on both

i sides of the halls when he took the temperatures,
. The Maintenance Director stated although he had

identified an issue with variances of hot water
‘temperatures on the 100 and 200 halls since

12116114, he had not done anything about it. Per

; Interview, staff could give three {3} or four {4)

showers with hot water temperature remaming at

110 degrees Farenheit. Me revealed the hot
“water temperatures should be between the

i standard range of 100 and 110 degrees Farenheit f

. at ali imes; however, it was possible the hot
water heater could have calcium i it causing
Clower temperatures. The Maintenance Direcior
¢ slated the facility's contracted plumber had been
; contacted and was supposed fo check the hot

water healer

i Review of the plumber's work order

s dacumentation dated 12/18/14, revealed one (1}
- of the facility's fifty (50) gailon water tanks was
*"not getling hot”. Continyed review revealed the
' plumber documented "need o replace both
:tanks" and check the circufating pump while the
_system was down.

FHnterview with the Administrator on 12/18/14 st
1247 PM, revealed hot water tempsratures
. should be between the fange of 100 to 110

© medical
. MDS Coordinator,
. Supervisor,

| Criteria #5: Target date

 on F 252 Safe/Clean/Comfortable/Homelike
* Environment and immediate interventions
~ put int place to ensure F 252 is followed on

12/16/14 by the administrator. The staff
development coordinator wil) in-gervige all

: remaining staff en F 252, AH staff in-

service education will be completed by
target date. Any staff member that has not
feceived in-service by target date wilj
Teceive in-service prior to their next days’
Work,

* Criteria #4: The maintenance Director wilt

© monitor all rooms on C hall and 0%

- random rooms on other hals to ensure water
. temperature is within standard acceptable

- paramelers daily times 7 days, then 0%

random reom audits on all halis weekly

© times 4 weeks, then monthly ongoing. The

maintenance Director will report findings (o

* the Quality Assurance Performancs !
¢ Improvement commitice weekly X 4 wecks, }
. then monihiv. The Quality Assurance J
!

5

i

Performance Improvement committes may
increase or decrease monitoring according 1o

3 findings. The Quality Assurance

- Performance lmprovement committee is

" comprised of the Administrator, Director of
: Nursing Services, Medical Director,

i Assistant Director of Nursing, Activities

. Director, Swaff Development Coordinator,

" Dietary Manager, Social Services Director,

Business office manager, payroll manager,
records director, and Admissions

and Hausekeepfng

B
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F 2525 Conlinued From page 3 F 252 !
- degrees Farenheit, Per interview, the comfort '
“level of the tower hot water temperatures was
: subjective and the contractor was to come that
;day. The Administrator stated depending on the . .
‘coniractor's findings, the faciity might need to . "
" purchase one (1) new hot water heater, g ' ,
F 253; 483.15(h)(2) HOUSEKEEPING & F 283
55=E , MAINTENANCE SERVICES : i F253
- The facility must provide housekeeping and Criteria #1: Al shower rooms with broken
; mainfenance services necessary to maintain a tile, missing grout, cracked peeling toilet lid
i sanitary, orderly, and comiortable interior. covers, and discolored grout were repaired
: by the Maintenance Dirccior, Repair work !
/ : K i ;. was completed by 12/22/14, Housekeeping i
: This REQUIREMENT s not met as evidenced _ - Department deep cleaned all shower rooms I
by L ) ) : including all grout in all shower rOOms on
( - Based on observation, Interview and review of ¢ 12/18/14 prior to Maintenance Director
: the facliity's -"Hogsekeepif?g n-Service . . repairs o ensure all grout was in need of
; Gocumentation, it was det@;mmed the fac:frty _ - repair instead of just deep clean. AJl shower
: fadeq 1o ensure hoysekeepmg and malnfgnaﬂce ) ~ chair belts were removed and laundered.
| services were provided to maintain a sanitary, f ' New belfs we dered ¢ e
- orderly and comfortable interior. Chservation of ) ew bells were or Qr? O repiace any
the facility's community shower rooms revealed 5?},“33? beig by t%:g maintenance director on f
‘cracked, broken or missing ties. Continued : Eﬁ“‘ 15/14. - trgcmrs were in d]? fac}m}' ;f
| | observation of all the shower rooms revealed a - VoA to estimate cost and timeline for |
. brownish to biack substance on the floors and , shower room renovations to be completed
‘walls. Additionally, observation of the shower | - over the next few months, {
t chairs revealed one (1) of the safely belts on one ! !
(1} chair to have a brownish to hlack substance . Criteria #2: The deficient practice had the i
"on the belt potential t affect all residents that used !
i : i shower rooms in the facility and staff that ;
. The findings include: used shower rooms. Al shower rooms were ‘
’ assessed for any needed repair work of '
" Review of the facility's "Housekeeping In-Service” grout, tile, shower chajr belts, and toiiers ]
. documentation revealed it the subject was titied, seats by the Maintenance Director on a
"7-Step Daily Washroom Cleaning” dated .
05711700 Review of the "7-Step Daily Washroom . Manienance services necessary to maintain

12/18/14 1o provide housekeeping and ’
a sanitary, orderly, and comforiable mterior, J

+ Gleaning” documentation reveaied staff ware 0

| : =
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F 253 Continued From page 4
: 8pray sanitizer on the shower stall walis and
fixtures, and wipe it down using a brush i
“nesded. Per the documentation ihis killed germs, -
s mildew and mold. Continued review revealsd :
. when cleaning the shawer chairs and gurney staff
were to spray with a germicide and wipe them :
“down using a brush as heeded to get into grout

i easfer.

“Review of the facility’s, “Cleaning Procedures”

i documentstion dated 03101705, revealsd =

. procedure tiled, “Scrub Ceramic Tile" which

noted staff were to use a wire or grout brush to

f scrub while applving the cleaning selution to the

tiles. Further review of Hhe “Cleaning Procedures”.
revealed a procedurs titted “Bathroom Cleaning”

- which noted staff were to spot clean the walls.

Review of the facility's "Cuaiity Controt inspection .
' Housekeeping” documents dated 12/4 0/14 and
- 1215/14 revealed deep cleaning of the bathroom
. walls and floor on these dates was compieted

“with no issues noted,

. Review of the faciiity’s "Deep Clean” schedules
for the shower rooms revealed 1112414 and
1126114 "all shower rooms” were to be deep

i Cleaned. Review of the December “Deep Clean™ .
_ schedule revealed sl shower rooms were 1o be

' deep cleaned every Wednesday.

Observation on 12/18/14 at 6:08 AM during the
“initial tour of the facility revealed the shower room
i on the 200 hall had tile missing on corner of the
. shower stall with a brownish black substance in
the grout lines. Continued observation on
- 12/16/14 2t 9:20 AM, in shower roor 230 _
i fevealed a brownish black substance in the grout
lines between the tifes, and » shower chair with g

F 253 I”Icrusekeeping Supervisor were m-serviced
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© Criteria #3: Maintenance Director and j

|

i

. onF 253 Housekeeping & Maimenance
Service and immediate interventions put in
place to ensure F 253 is Tollowed on

* 12/18/14 by the administrator. The

¢ Housckeeping supervisor will in-service al]

- remaining housekeeping staff oy F 253 and

. Interventions in place to ensure F 253 js .
followed. Al stafl in-service education will

* be completed by target date. Any staff

¢ member that has not received in-service by

. target date will recejve n-service prior to
their next days’ work.

¢ Criteria #4: The Housekeeping Supervisor
. will moniter all shower rooms for any
. stained grout, cracked or missing tile, toifer
 seat repairs, shower chair belts, and any
" other housekeeping or maintenance service .
needs daily times 7 days, then weekly fimes i
- 4 weeks, then menthly ongoing. The : f
- Housckecping Supervisor wilj report : I
fadings to the Quality Assurance :
f Performance Improvement committee J
- weekly X 4 weeks, then monthly. The
¢ Quality Assurance Performance
- Improvement committee may increase or
. decrease monitoring according to findings. !
* The Quality Assurance Performance |
* Improvement committee s comprised of the !
i Admfm'sﬁm’zm‘, Director Of‘Nursing Services, E |
: Medical Director, Assistant Director of 5
. Nursing, Activities Director, Staff
; Development Coordinator, Dietary :
Menager, Social Services Director, Business ‘
i office manager, payroll manager, medical
records direotor, and Admissions Drirector,
‘MDS Coordinator, and Housekeeping

=Supervisor.
If cantinuation sheet RPage 5of 18
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F 253 Continued From page 5 F 253
. safely belt attached which had a brownish black
_discoloration on the belt. Further observation

“during the initial four of tha facility revealed the

- shower room on the 300 hal had missing grout

and a cracksd peafing toilet fid cover.

Criteria #5: Target date

. Interview with Certified Nursing Assistant (CNA)
#2 on 12/17/14 2t 910 AM, znd with CNA#3 at

12:15 PM, revealed the CNAs wers unsure of

« what the brownish/black substance in the grout

 lines between the tiles was, Both CNAsg stated |

- they thought it coutd be mold, CNA#3 stated the :

_ brownishiblack substance should ot be there. |

"CNA #2 revealed CNAs used to spray showers

tdown after use; however, starting in October the

- housekeeping department cieaned the shower

;foems. Per interview, CNA #3 stated there

~should not be cracked/missing tiles in the shower

‘rooms, it was not homelike. CNA #3 stated the

: safety belt on the shower chair which had the

: brownish/black substance could be moid and/or

 feces. CNA#3 reported the shower rooms were

' not hometike and she would not warnt to

' perscnally take a shower in the shower rooms,

. interview with Housekeeper #1 on 12/17/14 at
" 3:40 PM, reveaied his Jjob duties were fo clear the
' shower rcom during routine cleaning and every
t Wednesday the fioor tech's scrubbed the floors in ¢
. the shower rooms. Housekeeper #1 revealed he :
" had ohserved possible moid in the cauiking and

! grout areas beiween the tiles, Per interview, the
t the in the shower rooms should not be brokern or

i missing.

Interview with the Housekeaping Supervisor on
12018114 at 3:00 PM, revealed shower rooms
i were cleaned daily using the "7-Step cleaning
: Process” which inciuded disinfecting walls, using

1312015

L —
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F 253,

F 253 ; Continued From page 6

a machine to clean the fioor tiles and a brush for

the broken or missing tiles were not a homelike

‘environment. Per interview, the shower rooms

: needed to be remodeled, According fo the

. Housekeeping Supervisor, the safety belis on

" shower chairs wera wiped down with bleach

" wipes every day and every week the belts were 1o,
- be replaced and the ones femoved laundered,
. Further interview revealed her expectations were
“for her staff to do every day clezning and properiy |

follow the facilily's “7-Step” procedures, She

: stated she did rounds all day long every day lo
ensure her staff were doing their jobs as

" assighed.

Interview with the Maintenance Birector on
12016114 at 10:00 AN and 12/18/14 at 5:35 AM
- revealed he and the Administrator had beern
. talking about “re-doing” ail the facility's shower
reoms; however, this had not been presented to
F*Corporate” yet, and they were just getiing
- estimates at that fime. Per interview. he currently

felt like all the shower rooms were homelike,

the grout lines batween tiles. The Housekeeping
- Supervisor revealed shower roams with the
- brownish/black substance between the tiles and

atthough he would not want showers in his home

Ho be in the condition the facility shower rooms

were, Additional interview revealed he was

unsure how long the tiles had been broken and
‘ depended on staff to make hiny aware of such

L issues.

Interview with the Administrator on 12/18714 gt

: 12:47 PM, revesled the brownish/black substance |
. should not be between the tiles In the shower
“rooms. Per inferview, the tiles should not be

- broken, cracked o missing sither as this was not
- aesthetically pleasing and one could telf they had

If cantinuation shest Page 7 of 16
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s used different colors of grout in there. The
- Administrator revealed the shower chair safety
* belt with the brownish/black discoloration shouid
: not be on.the chair. She staled staff were to
. 8pray the belts with bleach after each use and her,
“expectation was for the belts to be taken offang
laundered weekly. According fo the :
 Administrator, housekeaping was responsible for
removing and replacing the safety belts on the
" shower chairs: however, she was unsure what
- day this was done on. Tha Administrator siated
~she would not want the conditions of the faciity's |
“shower rooms in her home, and that was why she
: Was going to request renovations of the rooms.

F 323, 483.25(h) FREE OF ACCIDENT
88=F HAZARDS/SUPEERVESION;’DEWCES

. The facility must ensure that the resident
“environment remains as free of accident hazards
fasis possible; and each resident receivas

: adequate supervision and assistance devicas to

_prevent accidents.

i This REQUIREMENT s not mel as evidenced

. by

" Based on observation, interview and review of

the facility's policy, it was determined the faciity
failed to ensure the environment was as free from .
accident hazards as possible as evidenced by

‘ observation of the siorage cabinets in two (2) of

- three (3} of the facility's shower rooms wiich
were locked, however, had the key hung on the

- cabinet handle within reach of residents.

: Additionally, toilet boits were observed to be

. exposed and uncovered for sevenieen (17) of

A BLILDING COMPLETED E
i
f
B WiNa__ 121872094 |
STREET ADDRESS, CITY, 8TATE, ZIP CODBE T
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H
F 253, {
CF323
Faz3

Criteria #1: All shower room cabinet
- locks, which included 200 and 300 hali :
* shower room cabinets, were check to ensure
they were locked and the kevs stored at the
' nurses station by the administrator on
- 12/18/14. A new process for shower room
- cabinet key storage was implemented by the _
~ administrator on 12/18/14. Al resident :
rooms and shower rooms were checked for
- toilet bolt covers by the Maintenance ;
. Director on 12/18/14. Al missing totlet bolt.
covers were installed by maintenance ‘
* director by 12/24/14.

Criteria #2: The deficiem practice of
shower room cabinet key storage had the

© potential to affect 11 residents with a
diagnosis of dementia that could freely
maove about the facility,

The deficient practice of missing toilet bolt

covers had the potential to affect all

residents, families, and staff. : I
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F 323 Continued Erom page 8
i seventeen (17} resident bathrooms,

The findings include:

_ Review of the facility's policy titted, "Chemicat

! Storage” dated OB101/12, revealed the facility was

; to store chemicals in a safe manner and doors
would have focks for securily purposes. Interview

TOR 12718/14 at 4:20 PM, with the Administrator

revealed this was the only chemical storage

 policy the faciiity hag.

_Review of the facility's Census and Condition

frevealed of the thirty {30) residents with

. Dementia, eleven (11} of them could move

“independently about the facility. These residents ,

¢ included Residents #4 and #i, and Unsampled
Residents A, B, C. D, E.F. G H. 1.

: Observation on 12/18/14 2t 0:05 AlM, 8:08 AM

“and 9:20 AM, during initial tour of the facility,

reveaied the 200 and 300 hall shower room

- cabinets were locked: however, the key was

“hanging on the cabinet kandle within reach of

s residents. Continued ohservation revealed the

_ 200 shower room cabinet containad one {1

* container of Sani-Cloth Wipes with Bleach, one

. {1) bottle of Spit Shine Speed Clean and one (1)

Bio-hazard Sharps disposabie container halfway

Full. Observation of the 300 shower room cabinet |

. revealed it contained one (1) container of Comet

' Bleach Cleanser, one (1) container of Dispatch

! Disinfectant towels with Bleach, one (1) container |
of Sani-Cloths with Bieach, one (1) container of

* Bar Keepers Friend polish and cleaner,

wenty-one (21) razors, a Bio-hazard sharps
disposable container half way full, and one (1)

: boitle of Shout Triple Action spray.

Criteria #3: The Director of Nursing
services Maintenance Director, and the Staff
Bevelopment coordinator were in-serviged
on F 323 that the faciiity must ensure that
the resident environmeni remains as free of
accident hazards as possible; and each
resident receives adequate supervision and
agsistance devices to prevent accidents on
12/18/14 by the administrator. In-service
also included new precedure for shower
room cabinet key storage and that all foilet

bolis must have covers on them. The Staff i
development coordinator will continee to in-
service all staff on F 323, that all toilet bolts
must have covers, to report and maintenance
issues immediately, and new shower room
key storage procedures. Al staff in-service
education will be completed by target date.
Any staff member that has pot received in-
service by target date will receive in-service
prior to their next davs’ work.

o

Criteria #4: The maintenance Director will f
audit all patient reoms and shower rooms 1o

ensure toilet bolt covers are.in place.

Random andits will be conducted on 10% of
resident bathrooms and shower room toilets

te ensure toilet bolt caps are in place weekly

times 4 weeks, then monthly ongoing.

The Staff Development coordinator will
audit all shower room cabinets for being
locked and proper key storage daily times 7
davs, then weekly times 4 weeks, then
monthly cngoing.
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F 323 Continued From page @ F 323, (F323 Criteria #4 continued)
Review of the Materia! Safety Data Sheet (MSDS}
for the Sani-Cloth with Bleach wipers revealed: fo
*keep out of reach of children; avoid contact with
i eyes and skin; and the product might cause
 Irritation to the gastrointestinal tract if swallowed,
' Further review of the MSDS revealed to cortact

¢ poisen control if ingested.

The maintenance Director and Staff
Development coordinator will report
findings to the CQuality Assurance
Perfermance Improvement committee
weekly X 4 weeks, then monthly, The
Quality Assurance Performance
Improvement committee may mcrease or
decrease monitoring according to findings.
The Quality Assurance Performance
Improvement commitee is comprised of the
Administrator, Director of Nursing Services,
Medical Director, Assistant Director of
Nursing, Activities Birector, Staff
Development Coordinator, Dietary

Manager, Social Services Director, Business
office manager, payrolf manager, medical

_Review of the MSDS for the Spit Shine Klean and
: Burnish product revealed: it might be harmful if
: swaliowed, could cause gastric distress and a ;
. blockage: might cause skin and eye iritation; and
o keep out of reach of children, :

: Review of the MSDS for the Bar Keepars Friand
_ product revealed it contained a hazardous
“ingredient, oxalic acid (& poisanous crystaline
tacid with a sour taste used for bleaching and
cleansing} which could cause eye and skin

irritation and was harmful if swallowed. MBS Coordinator, and Housekeeping

Supervisor.

¢ Review of the MEDS for the Dispateh Disinfectant :
. with Bleach towels product revealed it caused

" gastrointestinaf irritation if swallowed and eye
Hirritation if it came in contact with the eyes.

“Review of the MSDS for the Shout Stain

- Remover product revealed i was harmitul if

: Swallowed and caused eye and skin irritation,

. Further review revealed to get medical atfention

immediately.

. Review of the MSDS for the Comet Bleach

" Cleanser product revealed ingestion could cause
fgastrointesting! irritation and # ingested 1o seek

; medical attention. Further review revealed the

_ product was considered a hazardous chemical.

tnterview with Certified Nursing Assistant {CNA)

records director, and Admissions Director, [f
i

o 1/3172015
Criteria #3; Target date ?

/_
|
|
|
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sE3on 121714 at 12015 P, revealed residents
- couid reach the key to the shawer room cabinet

and possibly open the cabinet and access the
'Htems stored init. Per interview, the key should
* not be hanging on the cabinet handle, as it was
: supposed to be hung on the hook in the back of
. the cabinet which was un figh. CNA#3 stated
the items stored in the shower room cabinets
fwould be hazardous to residents.

: Interview with the Director of Nursing (DON) on
12718714 at 4:45 PM, revealed itwas her
“expectation for staff to hang the kay to the

" shower room cabinets up high and ouf of reach of

sresidents. The DON stated staff should not hang

: the keys on cabinet handies accessible to
| fesidents after compieting showers.

Interview with the Adrninisirator on 12/18/14 at

12047 PM, revesied her expectation was for siaff

; 1o ensure the shower room cabinets with
chemicals were locked and the key hung out of

‘residents’ reach so they couldn’t access the

- chemicals. Further interview reveaied the facility

. had never had any incidents of residents

_ accessing the chemicals: however, now that 2

' concern had been identified the facifity had

{improved theair practice/process to further

. the residents,

protect

2. Observation on 12/16/14 beginning at 9:00 AN, .

' revealed seventeen (17} of seventeen (1 7
s resident bathrooms had uncovered and exposed

; tollet holts,

intendew with the Mairtenance Director on

| 12/18/14 21 5:35 PM, revealed safety would be an
 18sue with the toilef boits uncovered and exposed, ,

. 8s It coutd cause a possibie injury to residents
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_with the bolt covers missing,

F Additional interview with the Administrator on
12718114 @t 19:47 PM, reveafed there was a

potential for a resident to be injured with the toitet -

‘balts uncoverad and exposed depending on the

tsituation. The Administrator siated that was why ;'

i they made the bolf covers. Per interview, i was
~her expectation for the totlet bolts to have covers
" over them.

F371'483.35() FOOD PROCURE,

$S=E | STORE/PREPARE/SERVE - SANITARY

The facility must -
{1} Procure food from sources approved or

{ considered satisfactory by Federal, State or local _E

: authorities; and
(2) Store, prepare, distribute and serve food

" under sanitary conditions

: This REQUIREMENT s not met 25 evidenced

by

" Based on observation, interview and review of

t the faciitty's freczer and refrigerator temperature

i logs and facility policy, & was determined the

. facility failed to ensure food for rasident

: consumption was stored, srepdred, distributed

tand served under sanitary conditions to prevent

- the outbreak of foodborne iiiness. Cbservation
during the inifial kitcher tour reveaied scoops
stored in food storage bins. Additiorally, review

 of the freezer and refrigerator temperaiure logs

for December 2014 reveated the iogs were

incompiste.

323

i
i
DEBICIENGY, : !

F 371,

* F 371

- Criteria #1; The sCoops stored in the food
storage bins were immediately removed

. from the foed storage bins by the Dietary

- Manager on 12/16/14. The food in storage

! bins wag discarded, storage bins cleaned,

- and new food items added 1o the clean

. stovage bins on 12/16/14 by the dietary

: Manager. New procadure put i place for

. 8Co0ps to be washed after every use and 1o

~ be stored with clean dishes, rot in food

© storage bins. Procedure implemented on
12/16/14 by dietary manager.

b e e

.+ Freezer and refrigerator temperatures :

~ verified to be to be within safe range for '

- food storage by the dietary manager on !
V2/16/14. Freezer and refrigerator food

¢ items inspected for any indication of

. lemperatures outside of satisfaciory range

_ With none identified by the Dietary Manager,

©oon 12/16/14. :
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The findings inciude:

1. Review of the facility's policy titled, "Employee
: Sanitary Practices” effactive U8/01/112, revealed

_ staff shoutd use ciean spoons when testing food
" and should not return them to the food.,

: Observation of the kitchen during initial tour on

12716114 5t 852 AM, revealed g SCO0p siored in ;
the flour storage bin, 2 scoop stored in the sugar
! bin and a scoop stored in the corn meal bin,

inlerview with the Uietary Manager {DM) on
F12/16/14 at 8:52 AM. reveaied the facility did
i slore the scoops in the bins with the handles un,

Perinterview, should the scoop handle slip or fal

into the food, it would be an infection control
L issue and polential Ccross contamination of the

; food items.

" Interview with the Administrator, on 12/18/14 at
- 12:47 PM, revealed the 8o00ps should not be
: Stored in the food hins for saritary reasons.

2. Review of the facility's policy titled,

. "Refrigerated Storage” effective 08/01/13,

 Teveated it was essential that refrigerator
temperatures be low encugh to safely keep the

- most perishabie foads, and ternperatures which

s were consistently 38 degrees Farenheif or bealow
would provida the needed safely margin, Further

" review of the Policy revealed lemperature checks

s should be documented daily.

' Review of the facility's, “Refrigeration Log” form
i for December 201 4, revealed no documentad
. evidence of temperatures for the dates of
12/05/14, 12710/14, 12/12/14, 12113114 and

- the Quality Assurance Pert

polential to affect alj residents, staff, and
visitors,

Criteria #3: The Dietary Manager was ip- -
serviced on F 371 Food Procure,
Store/Prepare/Serve Sanitary including
recording the freezer and refrigerator
temperature per facility procedures and
SCO0p slorage per facility procedures by the -
Administrator on 12/ 16/14. The Dietary
Manager will Continue to in-service al]
dietary staff on F 37 ! recording of freezer
and refrigerator letnperatures, and seoop
storage procedures, All dictary staff jp-

: service education will be completed by
 target date. Any staff member that kas not
* received in-service by target date wil]

receive in-service prior fo their next days’
work.

© Criferia #4: The Dictary Manager wil|

* audit proper recording of freezer and

. refrigerator temperature logs and sCoop

- Storage for procedures being followed daily

limes 7 days, weekly times 4 weeks, then

* monthly ongoeing.

The Dietary Manager will Feport findings to

AL

Ormance :
Improvement committes weekly X 4 weeks,

" then monthly, The Quality Assurance
' Performance Improvement committee may
i mErease or decressze manktoring according to

findings. The Quality Assurance

. Performance hnprevement committee is .
-~ comprised of the Administrater, Director of

|

e e b b1
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F 371 Continued From page 13
$12/14/14, Additional review of the Log revealed
“incomplete documentation of ternperatures for

; five (5) additional days of temperatures recorded. |

: Continued interview with the Dietary Manager
(DM} on 12/15/14 at 8:52 A, revealed the

freezer and refrigerator logs should be completed .

i twice each day lo ensure proper food storags
. Eemperatures were maintained, -

- Continued interview with the Administrator on
2118114 at 12:47 PM, revealad the refrigerator
“temperatures should be documented per the
« faciiity policy to ensure proper food temperatures
. 8torage, and fo back and trend temperatures of
' the equipment.

F 5141 483.75(){1) RES

S8=p .
TLE

. The facllity must maintain clinical records on each :
resident in accordance with accepied professional

- standards and practices that are complete;
accurately documented: readily accessibie; and
~ systematically organized.

The clinical record must contain sufficient

infarmatior to identify the resident; a record of the

 resident’s assessmaents; the plan of care and
. services provided:; the resuits of any
" preadmission screening conducted by the State;

:and progress notes.

f

' This REQUIREMENT is not mef as evidenced
: by

RECORQS-COMPE.ET?S;’ACCURATE!ACCESSSB

F 371 (F371 conlinﬂed?

Nursing Services, Medical Director,
Assistant Director of Nursing, Activities
Dhrector, Staff Development Coordinator,
Dietary Manager, Social Services Director, .
Business office manager, payroll manager,
miedical records director, and Admissions
Director, MDS Coordinator, and
Housekeeping Supervisor.

1/31/2015

Criteria #5: Target date

F 814

Criteria #1: Resident #13°s discharge
summary was signed by the physician on
12/18/14,

F5t4

Criteria #2: The deficient practice had the
potential to affect all residents,

Criteria #3: 100% audit of ail closed charts
within the last year for complete
documentation will be completed by target
date by the Medical Records Coordinator,
The Medical Records Coordinator will audit
all currenst discharge resident charts weekly
lo ensure timely discharge summary
completion and F 514 records-
complete/accurate/aceessible has been

followed., The Medical Records Coordinator

was in-serviced on F 514 Records —
complete/accurate/aceessible which inchided
obtaining complete physician discharge

summary within 30 days of discharge. In-
service conducted by the Administrator on

FORM CMS-2567{C2-59) Previous Versions Obgoiele

Event 1D: 880X 11
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¢ Based on interview, record review and review of
 the facility's poficy, it was determined the facility
failed to ensure the medica
‘and accurate far one {1
: residents (Resident #13). Review of Resident

. #13's closed medical record revealed no

" documented evidence it contained a Discharge
F Summary signed by the Physician within thirty

; {30) days.
“The findings include:

; Review of the facility's policy titled, “Clinical
Records Manual", dated 07/07 07, revealed the

*purpose of the policy was fo ensure residents'

s clinical records were maintained in accordance

: With professional practice standards, Revisw

Tevealed residents’ clinical records were {o be

* complete and accurately documented,

Interview with the Administrator on 12/18/14 ot
12:47 PN, revealed the facility did not have a
* policy for completion of the Discharge Summary.

Record review revealed the facility admitted
‘Resident #13 on 09717114, with diagnoses which
tincluded Preumenia, Depression, Coronary
; Artery Disease, Alzheimer's Disease, Anorexia
_and Failure to Thrive. Continued record review
‘revealed Resident #13 expired on 11/10/14 at
(10715 PM. Further record review reveaied the

j . Discharge Summary was not signed by the
| Physiciar.

: Interview with the Megjcal Records Coordinator
“on 12/18/14 at 12:55 PM. reveaied Resident

- #13's Physician was the facility's Medical

| Director. She stated when she realized the

: Closed record of Resident #13 was being

record was complete ;
) of thirteen (13) sampled

| g SUMIMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION (53
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TAG REGULATCRY OR LSC IDENTIEYING INFCRMATION) TAQ CROSS-REFERENGED YO THE APRROPRATE DBATE
DEFIGIENCY)
Fs1a (F5i4 continyed) ' }
: |

Criteria #4: Findings of audits will be
reporied to the Quality Assurance
Performance Committee weekly times 4
weeks, then monthly ongoing. The Quality

Assurance Performance Improvemern

commitice may increase or decrease

monftoring according fo findings. The

Quality Assurance Performance

Improvement committes i comprised of the
Administrator, Director of Nursing Services, !
Medical Director, Agsistant Director of

Nursing, Activities Director, Staff }
Development Coordinator, Dietary ' |
Manager, Social Services Director, Rusiness J
office manager, payroll manager, medical

records director, and Admissions Director,
MDS Coordinator, and Housckeeping '
Supervisor,

Criteria #5: Target date 1/31/2015 5

if continuation shest Fage 15 of 15
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F 514

F 514 Continued From page 15

. Feviewed by the State Surveyors, she had

" obsarved the Discharge Summary had not been
*signed by the Physician/Medical Director, Per
finterview, she went to the Fhysician's office on

i 12/18/14 and requested the original Discharge
“Summary be signed by the Physician,

*Interview with th& Ditector of Nursing (DON) on
12118114 at 4:45 PM, revesled she had
completed the Lischarge Summary on 1110114,
' as she was present in the facility when Resident
“#13 expired, Per interview, efther she or the

: Charge Nurse would do the narrative on

Discharge Summaries and the Physician/Medical .

' Director would read and sign the Summaries,

- Additional interview revealed Resident #13's

i closed medical record was not complete due to
, the Discharge Summary not being sigred by the
_ Physician/Medicai Director.

* Continued interview with the Administrater on

12118/14 at 12:47 PM, revealed her expectation
was for Discharge Summaries o be signed within .

the thirty (30} day tims frame to ensure
‘ discharged residernts’ medical records were
| complete.
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! NARE OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, 5TATE. 21 COLE !
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(Xayn JUMIMARY STATEMENT OF DEFICIEN(IES - 0 ' FROVIDER'S PLAN OF CORREC TION £%5)
PREFIC {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEVING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE - bATE
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' ; | RESPONSE PREFACE |
K 000 INITIAL COMMENTS K 000" i
: Diversicare of Greenville acknowledges ¢ ;
. CFR 42 CFR 483.70(a) : receipt of the Statement of Deficiencices and i
i : proposes this Plan of Correction to the extent .
BUILDING 01 _ ‘that the summary of findings is factually
, ;correct and in order to maintain compliance !
, PLAN APPROVAL: 1065, ' . with applicable rules and provision of qualiry :
' : ‘of care of the residents. The Plan of

P SURVEY UNDER: 2000 Existing. “Correction  is  submitted as a  written |

: allegation of compliance. :

; “Diversicare  of Greenviile's response the
TYPE OF STRUCTURE: One (1) story, Type 1! ‘Statement of Deliciencies and Plan of

{211}, Carrection does not denote agreement with :

_ i " the Statement of Deficiencies nor does it .

i - SMOKE COMPARTMENTS: Four {4} smoke — constitute an admission that any deficiency is

 compartments. ' “accurate. Further, Diversicare of Greenville _

s reserves the right to submit documentation to |

CFACILITY TYPE: SNF/NF,

bt et e -

e

sl n 1965w 56 st e refite any of the siated deficiencies of this
heat detector, ; _ S_Eaiement of I?eﬁc;encxes through informal |
’ _ “dispute resolution, formal appeal procedure
¢ SPRINKLER SYSTEM: Complete automatic dry . - and/or @y adminisrative  or  legal :
- sprinkler systemn installed in 1965 and upgraded _ | proceeding, '
in 2002,

GEENERA.?"OR: Type It generator installed in
. 2008, Fuel source is Diesel,

B e N

: A Standard Life Safety Code Survey was

- conducted on 12/18/14. The facility was found in
. non-comphiance with the requirements for
participation in Medicare and iMedicaid. The

- facility is cerlified for sixty-twa (B2) beds with a

. census of ity (50) on the day of the survey.

e

* The findings that follow demonsirate
. noncompliance with Title 42, Code of Federa!
! ' Regulations, 483 70(a) et seq. {Life Safety from

bt st 2t rmrmet e,

(81 DATE

i

SUPPLIER RERRESENTATIVE'S SIGNATURE TITLE

Q@?ﬂw\%u&ﬁ LAy Nenpydendtor 1 Blaol§

Any deficiency stateme‘nt.éndmg with an asterisk {*) dzﬂ}n&s‘a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nyrsing homeas, the findings stated above are disclosanla 86.days
ioflowing the date of survey whethar of not a plar of corraction is provided. For nursing homes, the ahove findings and plans of correction are disclosabls 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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K060 Continued From page 1
Fire).

: Deficiencies were cited with the highest
deficiency identified at "D" level

K072 NFPA 101 LIFE SAFETY CODE STANDARD

§8=D |
- Means of egress are continuously maintained free:

of afl abstructions or impediments to full instant
“use in the case of fire or other emergency. No
¢ turnishings, decorations, or other objects obsfruct |
. exits, access to, egress from, or visibility of exits,
‘7110

This STANDARD is nat met as evidenced by:
. Based on observation ang interview, it was
' determined the faciity failed to maintain exit .
- access in accordance with NFPA standards, The :
. deficient practice had the potential to affect sne
(1) of three (3) smoke compariments, residents,
‘staff and visitors. The facility has the capacity for _
- sixty-two (62) beds and at the Hme of the survey,
 the census was fifty (507, ,

i The findings include:

“Observation on 12/18/14 at 1:12 PM, with the

Maintenance Director revealed the storage of two

- {2) chairs, one (1) table, ona {1) copy maching,
and two (2) cardboard boxes in the Office Wing

' Corrider

Interview, on 12/18/44 at 113 P, with the
Maintenance Director revealed the items were
froutinely stored in this location.

K 000

KO72:x o072

Criteria #1: The office Wing Corridor was
_cleared of (2) chairs, one (1) table, one (1)
“ copy machine, and two (2} cardboard boxes

- by the Maintenance Director on 1271872014,

Criteria #2: The deficient practice had the
potential to affect one (1) ofthree (3) smoke
- Compartments, residents, staff and visitors.

: Criteria #3: Maintenance Director and staff

~development coordinator were n-serviced

ton K 072 NFPA 101 Life Safety Code

- Standard whicl included that means of
egress are continuously maintained fice of

all ebstruction or impediments to full mnstan: .

“use in the case of fire or other emergency.

: No furnishings, decorations, or other abiects ;

: obstruct exits, access to, egress from, or

 visibility of exits on 12/18/14 by the
Administrator. The staff development

! coordinator will in-service al] remaining

; staffon K 072, All staff in-service

~education be completed by target date, Any -
- staff member that has not received in-service !

! by target dafe will prior to their next days’

: work.

e,

e

e it

L

FORM CIMS-2567(02-89) Previous Versions Dbsplete

Event By 8680x21

Facility Iy 00242

If coniinuation sheet Page 2of 8




DIVERSI

al/al/2813 3118 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CARE - GREENVIL

FRINTED: 010772015
FORM ARPPROVED
OMB NQ. 0938-02381

CENTERS FOR MEDICARE & MEDICAID SERVICES

X3 DATE SURVEY

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICL 18 523 MULTIPLE CONSTRUGTION )t 5
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER: A BUILDING 0% - MAIN BUILDING o1 COMPLETED ;f
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HAME OF PROVIDER OR SUPPLIER | STREETADDRESS, CITv, STATE 2P COBE ;
521 GREENE DR. ?
DIVERSICARE OF GREENVILLE f !
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D SUMMARY STATEMENT OF DEFICIENGE & : 0 FROVIDER'S PLAN OF CORRECTION L |
PRERY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN }
TAG REGULATORY OR L3C [DENTIFYING INFORMATION) C TAG CROSS-REFERENCED TO THE APPROPR IATE bare
' : DEFICIENCY) j
P 1
Criteria #4: The maintenance Director will
KQve i ; . - !
0 Ccntfﬁﬁgd From page 2 e monitor af facility means of egress to
 The findings were acknowledged by the  ensure they are continuously maintained free-
Administrator and verified by the iﬂal?tenance + of all ebstruction or impediments to full
- Birector at the exit interview on 12/18/ 14, instant use in the case of fire or other
: _ » emergency. The maintenance Director will
) Actual NFPA Standard: report findings to the Quality Assurance : ‘
g Perforr e | itiee
. Reference: NFPA 101 (2000 Edition) : “;cfk; ?1?;6 l!n;;:roy;a fuent Cogm“,;ﬁ?
* Means of Egress Refiability 7.1.10. 1 ; Y A% weeks, then monthly. The
+ Means of egress shalt be continuously Quafity Assurance Performance
. maintainad free of all obsiructions ar - Improvement committee may increase or
impediments to full instant use in the case of firs  decrease monitoring accor ding to findings,
- or other emergency. - The Quality Assurance Performarnce
: : Improvement committee i comprised of the
- Reference: NFPA 101 (200 Edition) 7.3.27 - Administrator, Director of Nursing Services, .
. Measurement of Means of Egress. J Medical Director, Assistant Director of |
" The width of means of egress shall be measured © Nursing, Activities Director, Staf?
tin the clear at the narrowest paint of the exit : : Development Coordinator, Prietary
component under consideration. ) ) . Manager, Social Services Director, Business :
. Exceplion: PTOJethQHS not more th&’_ﬂ 32 T' o : office manager, pavroll manager, medical
' (8.8 cnf} on each side shall be permitted at 38 in. _ . records director, and Admissians Director,
£ (96 cm} and below, " MDS Coordinator, and Hoosekeeping i
Supervisor. ;
Reference: S&C-12.21-180 . _ L g e
3 s " a7 Criteria #5: Target dage 312015
K 147 NFPA 101 LIFE SAFETY CODE STANDARD _ K 147 - targel dare

88=0 ] .
. Electrical wiring and equipment is in accordance
 with NFPA 70, National Electrical Code. 8.1.2

. This STANDARD is not met as evidenced by

" Based on observation and interview, it was

- determined the facifity failed to ensure electrical

: wiring was maintained in accordanca with
National Fire Protection Assaciation (NFPA}

standards. The deficiency had the potential to

s st g

|
f
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NAME DF PROVIDER OR SUPPLIER ! STREET ADDRESS. GITY, STATE, 2P CODE
DIVERSICARE OF GREENVILLE 521 GREENE DR.

' ; GREENVILLE, KY 42145 |
s 1D UMMARY STATEMENT OF DEFICIENC (55 i0 PROVIDER'S PLAN OF CORRECTION oo
PREFI (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE  COMPLETION j

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)
) ) K 147
K147 Continued From page 3 K 147

! affect one {1) of three {3} smoke compartments,
; residents, staff and visitars, The faciiity has the 4
. capacily for sixty-two (62) beds and at the time of :
“the survey, the census was fifty {503 :

; The findings inciude:

“ Observation, on 12/18/14 ai 1:03 PM with the
‘ Maintenance Director, revealed an urdocked
. electrical panel located in the corridor by the
Conference Room which was accessible to

‘ residents.

 Interview, on 12/18/14 at 1:04 PM. with the
Maintenance Director revealed he was not aware
 the electrical panel was not Jocked '

, The findings were acknowledged by the
- Admiristrator and verified by the Maintenance
+ Direcior at the exit interview on 12/18/14.

Actual NFPA Standarg:

‘ Reference: NFPA 70 (1998 edition) 110-2
: Spaces 10.26 Spacas Aboui Electricat

. Equipment.

' Sufficient access and working space shall be

i provided and maintained about all electric

; equipment fo permit ready and safe operation

. and maintenance of such equipment, Enclosures '
*housing electrical apparatus that are conlrolled by
¢ lock and key shall be considered accessible 1n ¢
_qualified persons.

(A} Working Space. Working space for :
| equipment operating at 600 volts, nominal, or legs
- {o ground and likely o require examination, f
‘ adjustment, servicing, or maintenance whila

" energized shall comply with the dimensions of

e 110.26(A)1), (2), and (3) or as raquired or

* Criteria #1: The electripal panel located in

- the corridor by the Conference Room was

: locked by the Maintenance Director on
21872014,

- Criteria #2: The deficiens practice had the

potential to affect one (1) of three (3) smoke _

; Compartments, residents, staff and visitors,

*Criteria #3: Maintenance Director and stafl
* development coordinator were in-serviced
con K 147 NFPA 101 Life Safety Code
Standard Electrical wiring and equipment is
in accordance with NFPA 70, Nationa!
THlectrical Code. 9.1 2 on 12/18/14 by the
- administrator. The siaff development
ceordinator will in-service all remaining
staff on K 072, Al staff in-service
education wil] be completed by target date.
“Any staff member that has net received in-
service by target date wil] receive in-service
. brior to their next days’ work,

Criteria #4: The maintenance Director will
_monitor all facibity elecirical panels {o
“ensure they are Jocked and facility is

compliant with K 147 NFPA 101 Life
. Safety Code Standard. The Mmaintenance
 Directer will report findings to the Quality
‘Assurance Performance Improvement

rcommitiee weekly X 4 weeks, then monthly, |

s The Quality Assurance Performance
 Improvement committee may increase or

if eontinuation sheat Page 4 of &
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NAME OF PROVIDER OR SUPPLIER i
i

I

PROVIDER'S PLAN OF CORRECTION L e |
!

!

!

;

|

I

1

IMIVERSICARE OF GREENVILLE

Xy i SUMMARY STATEMENT OF DEF I0IENGES o , :
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY £LtL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTHYING INFORMATION) TAG CROSS-REFERENCEL TO THE APFROPRIATE BATE
i : DEFICIENCTY)

decrease monitoring according to findings.
K147 Continued From page 4 K 147 The Quality Assurance Performance
i permitted efsewhere in this Code. Improvement committee is comprised of the
(1) Depth of Working Space. The depth of the ; Administrator, Director of Nursing Services, |
" working space in the direction of live parts sha!l
: not be less than that specified in Table 11 0.26(A)
. (1) unless the requirements of T10.28(A)N 1Ha),

" Medical Director, Assistant Director of
* Nursing, Activities Director, Staff !
- Development Coordinator, Dictary }

(b}, or {c) are met. Distances shall be measured - Manager, Social Services Director, Business

Hrom the exposed live parts or from the enclosure :  office manager, payroll manager, medical

; Or opening {f the five parts are enclosed, : * records director, and Admissions Director,
Table 110.26(A)(1) Working Spaces ' : MDS8 Coordinator, and Housckeeping

’ . o ' . Supervisor,

- Nominal Voitage to Ground Minimum Clear 'Eg 1201

Byl ; AA1/2015
Distance Criteria #5: Target date

: Condition 1 Condition 2. Condition 3
10-150 900 mm (3 ) 900 mm (3f#y 900
. mm {3 fi)
T154-600 S0mm 3 tm (3% 1]
r12m4
. Note: Where the conditions are as fallows:
" Condition 1 - Exposed live parts on one side and
* N0 live or grounded parts on the other side of the
, working space, or exposed live paris on ooth

sides effectively guarded by suilable wood or
: other insulating materials. Insulated wire or
: insulated busbars oparating at not over 300 volts i
to ground shafl not be considered five parts. '
“Condition 2 - Exposed live paris on one side and ;
: grounded parts on the other side, Concrete, brick,
. or tle walls shall be considered as grounded. ;
' Condition 3 - Exposed live parts on both sides of ) ;

:

e Ttk oot -

! the work space (not guarded as provided in
- Condition 1) with the operator between,

i {a} Dead-Front Assembiies. Working space shall
. not be required in the back or sides of
" assembiies, such as dead-front switchboards or
{ motor control centers, where all connections and
: all renewable or adjustable parts, such as fuses
. Or switches, are accessibie from locations other
| than the back or sides. Where rear access is : ,
Event [D:680X27 Facility {}: 106342
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K 147 . Continued From page

: fequired to work on nonelectrical parts on the
_ back of enciosed squipment a minimum

K 147

horizental working space of 762 mm (30 in.) shall |

! be provided.

- {b} Low Voltage. By special permission, smaler
. working spaces shali be permitted where ajl

" uninsuiated parts operate af not greater than 30
" volts rms, 42 volts peak, or 60 volis de.

- {C} Existing Buiidings. In existing buildings where :
elactrical equisment is being replaced, Condition

2 working clearance shall be parmitled betwaen
- dead-front switchboards, panelboards, or motor

i control centers located across the aisle from each

 other where conditions of maintenance arnd
supervision ensure that written proceduras have

- been adopted to prohibit equipment un both sides .
: of the aigle from being open at the same time and )

. qualified persons who are authorized will service

" the installation.

H{2} Width of Working Space. The width of the

: working space in front of the electric equipment
shall be the width of the equipment or 750 mm
(30 In.), whichever is greater. In all cases, the

- | WOrK space shall permit at least a 90 degrse

- opening of equipment doors or hinged panels.

(3) Height of Working Space. The WOrk space

“shall be clear and exiand from the grade, floor, or -

: platform to the height required by 110.25(E).

- Within the height reguirements of this saction,
other equipment that is associated with the
Felectrical instaliation and is located above or

. below the electrical equipment shail be permitted

to extend not more than 150 mm (6 in.} beyond
“ the front of the electrical eguipment,

i {B} Clear Spaces. Warking space required by this :

. Section shall not be used for storage. When
normally enclosed five parts are exposed for
 inspection or servicing, the working space, if in a
. passagsway or general open space, shall be

e e, i e e
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K 147 Continued From page 6 K 147"

" suitably guarded.
(C) Entrance to Working Space.
{1} Minimym Required. At least one entrance of
- sufficient area shall be provided to give access to
; Working space ahout electrical equipment.
(2) Large Equipment. For equipment rated 1200
‘amperes or mare and over 1.8 m {6 1) wide that
{gontains overcurrent devices, switching devices,
L or confrol devices, there shall be one entrance fo
; the required WOrKing space nat less than 610 mm .
A2 in)wide and 2.0 m {63 ) high at esch end
. of the working space. Where the entrance has g
" personnel door(s), the door(s) shail open in the
" direction of egress and be equipped with panic
¢ bars, pressure plates, or other devices that are
: nermally fatched but open under simple pressure.
. A single entrance to the required working space |
. shail be permitted where either of the conditions
i 110.26(C)}{2)(a) or {b} is met.
(@) Unobstructed Exit. Whare the focation permits
P& continuous and unobstructed way of exit travei, -
1 & single entrance to the working space shafl be f
. permitied. :
(b} Extra Working Space. Where the depthy of the ?
i | working space is twice that required by 110.26{A) j
“{1). a single enfrance shall be permitiad. it shal :
"be located so that the distance from the ' : !
H 3 %
|

: equipment 1o the nearest adge of the entrance is

. not less than the minimum clear distance
“specified in Table 110.268(A}(1) for equipment

" operating af that voitage and in that condition.

(D) tilurnination. fiumination shal be provided for
: all working spaces about servige squipment, :
: switchboards, paneiboards, or motor controf

_ tenters installed indoors, Additional fighting

" outlets shail not be required where the work ;
' space is Hiuminated by an adjacent light source or,
i as permitted by 210. 7O0{A)( 1}, Exception No. 1, for’
. switched receptacles. In electrical eguipment :
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K147 Continued From page 7
"rooms, the illumination shall not be controfled by
" automatic means only.

370.28(c) Govers.

EAN pult boxes, junction boxes, and condult bodies )
: shall be provided with covers compatibie with the

. box or conduit body construction and Silitable for
. the conditions of use. Where metal covers are
fused, they shall comply with the grounding

s requirements of Section 250-110. An extension

. from the cover of an exposed box shall comply

, With Section 370-22, Exception.
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