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! 3 ‘Measures:”
F 187 ! Continued From page 1 F 167 G Ehbstrray
 cuprenfenrvey
! on the administrative hall. Hf stbsequgsit survey
! ) ill be made available
Interview of thres alert and orlented residents ' :

“and fo the. residents,
g the copies iy the -
ive hall and in the resident

-during the group interview, on 12/04/12 at 215
- PM, revealed three of the five altendees
i expressed they were unaware that they could
[ view past survey results, Addltionally, the A
i residents revealed they did not know the tocalion L

4,  Monitor; .

of the survey resulis within the facility. Availabiliyof survey in ﬂ;xmaiion .

AN |

) Interview with the Director of Nursing (DON), on will be monitored by R
12/06/12 at 4:50 PM, revoaled the survey reaulls mémbers of the QA/PLTeam ™ |
were localed on (he administrative hall. She . that;includey the ?‘x’dmﬁllslr,ator, the

; acknowledged that the survey resuits should be

.'DON,:QARurse and the Social Srvices
| accessible to {he residents, and stated i a Birs

reported daily in the !

tresident wanled to view the survey resuits, then y meetings by . .
“we would get them.” _, th.Sécial Services Divector x|
F 241, 483.15(a) DIGNITY AND RESPECT OF F 2414 ﬁl_ontﬁ'i‘ﬁéxi;monih!&jh e QA -
88=D | INDIVIDUALITY Cominittee fneeting corisisting.of rhember
inludig’ihie Medical Director, th
| The faoility must promote care for tasidents in a “Adm "’i‘sti"gibi'; the DON, &A Niirs
! manner and in an environment that maintains or ' - Shéial Services Director; for a

- enharces each resldent's dignily and respect In

. Tull recognition of his or her individuallty, ﬂgperlmd .?-Ef_f.‘_rem ronths.

f. 5. . ed: - 1-1-13
%This REQUIREMENT s not met as evidenced -
by: . [
‘ Based on observation, Interviaw, and review of - !
- the facility's policy and procedurs, it was Fiag 2d1- {
i determined {he faclity falted to promote care for
+ 7esidents In a manner and an environment that 1. -

, mainlained or enhanced the resident’s dignily and
: respeot for one resident (#16), not in the selecled
| sample,

H
: Findings include:

)
STy contintiaion shoe! Page 2 of G

S
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5. DEFIGIENGY) '
. I . - “-::».; .: T ."_‘; r;_\‘g'-.
F 241 Gonfinued From page 2 F 241 s pipid “‘i‘;ﬁia;“fa‘rg‘t’.g; ﬁe‘;’lgegf:
: Areview of the facllity's Dignily pollcy and i fingrand in an environment that
" procedure, no dale, revealed the facillly should A G enhances each resident’s
- promote care for residents In a manner and in an : T i e
i anvironment thal malnlains or enhances each ‘ CIRNERE R &
i L‘?SSIS{GRL? lﬂgc}gfuzr]}?yrespecl in full recognition of 2 o Othei Residents dbRIsk: |
[ ' All residents can be potentially < }f .- e
| Observation during the noon meal, on 12/05/12 at  Beefiogted by the actions of g
| 12:25 PM, revealed Gerlified Nurse Alde (GNA) ENA with'o adverse” =
1 #11 approached Resident #186, took the resldent gonsequenices noted in a survey of;
by the hand and leaned over to the resident's hip Wﬁg}ﬂ residents conducted |
; lavel and "sniffed.” He callsd for another CNA to Stpwioed o Digember 3,
asslst him to escort the resilent to his/her room : .
to provide incontinent care, There were other . )
residents and staff on the hall at the time. 3. Rirevéntion: Measures:
An inlerview with CNA #1, on 12/06/12 al 12:65 Inseivigé 6n Resident Dignity |
PM, revealed he was on the hall and smelled an for Nurgﬁ;é-pmml (including | ,
odor. He staled he knew incontinent care was NASR!s piid licensed staff) -
I provided to Resident #18, so he did not think the was conduicted by the DON
: odor came from him/her, bul to be sure, he 12:30-12 thiw 1-4-13
 leaned over and "sniffed” to determine if the odor S Ve, T
-came from the resident, He stated he did this .y T
when he was not sure where the odor was -dnser ‘Eaﬁ;?}f?‘;mnmm%d? for .
coming froim. He slated he tried fo make it Heenyed s ‘i’}_‘:’mg staif by DON
. appaar as though he was checking the resident's 12430 W 1-4-13 regarding
t shoes. ; e
. An interview wilh the Direslor of Nuraing (DON) '
| and Registered Nurse (RN) #1, on 12/06/12 at FEESTE SR I
| 1:00 PM and 2:00 PM, respeclively, rovealed staff 1rses will monitor resideht
! . Es1de
i should ake the resident lo his/her room and ] : fHeir régular shift romgff,
+asslst the resident (o bed to check for TECCE ARy Issues immedintely
- incontinence. The DON and RN stated the staff £ iny adversé actions to
member who benl over on the hall lo "smell the dally. RONsIl report th
: rasident” was a dignily issue, %céﬁgiggillg'ﬁf the
F 316 483.26(d) NO CATHETER, PREVENT UTI, F 318 4tor, DON,
$5=D: RESTORE BLADDER A :
! . N
FORM CMS-2567(02.99) Pravious Viersions Ohsofel Evonl 10: 2YFN 11 Facitty ID: 100188 73,5 If conlinktetlon shasl Paga 3 of 6




Dawson Pointe, LLC #185263 Survey Completion Date; 12/06/2012

F241 ¢ontinued

QA Nurse and Social Services Director
in daily meetings M-F any issues
identified. DON or Administrator will
report to monthly QA Committee
consisting of membets including
the Medical Director, the Administrator,
' the DON, the QA Nurse and the Social
Services Director x 12 months and
ongoing regarding dignity issues
identified and correcied.

3. Date Corrected: - 1-5-13

Page 3a
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F 315 ! Continued From page 3

]

| Based on the resident's comprehensive

assessment, the faclity must ensurs thal a

 resfdent who enters the faollity without an

| Indwelling catheler Is not catheterized uniess the

rasidenl's clinical condition demonstrates that
calhsterization was necessary; and a resldant
iwho Is incontinent of bladder recelves appropriate
. treatment and services to prevent urinary fract
" Infactions and o reslore as much normal bladder
« function as possible. ‘

|

! This REQUIREMENT Is not met as evidenced

by
Based on observatlon, interview, and raview of

i the facllity’s policy and procedure, It was

: delermined the facllily falted to ensure residents

- who were Incontinent recelved the appropriale

j care and services to prevent urinary (ract

| Infections (UTH) for one rasident (#4), in the

. selecled sample of 15 resldents, and ona

; resident (##16), not in tha selected sample. Two
Cerliffad Nurse Aides {CNAs) provided
incontinent cara for Restdent #4 and Resident

: #18 as the residents were standing, which

| prevented {he CNAs froin being able to see and

; ensure lhe residents were clean in order to
decreass the risk of the resldents developing a

UTLL

; Findings Include;

t .

+ Aravlew of the facllily's Diarrhea and Fecal

Incontinence polioy and poliey, last revised April
2007, revealed Incontinent care should be
provided with restdent laying In bed. A review of a

 facility Inservice, dated 11/16/12, revealed
1

F 318 Ftagéi

: Inservice on inconfinent carg
for Nutising personnel (including .

- NASR’s;and licensed staff) a
was corifucied by the DON. +*
1230, 12 hini

Propgr inc

l}.!szfll_'ﬁ‘ ol _1! b j ;*_‘,’ X

12:6-12 when
v provided,'::

fitesmotid indio

R Ty
revéntion Measures; i

LA

{See Exhibit i{ﬁ, Vlnscrvice) !

onfinent care obsel"f'ed :
by DON.on: 12-6-12 ivhen made atvare of
improper.care provided, -
Residii)s
“Propgrdngontinent care observed |

ERNES
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TAG |  REGULATORY ORLSG IDENTIFYING INFORMATION) TAS CHOSS:}l?EFEREggCEg{‘Eﬁg‘}})EAFPRGPRU&TE___.. L
: SEL FG v ;
]
i

made aware of

PN

i
view of:

ifesidents conducted |
Nirse beginning December 6,
De_.f(;ehﬁ)'en 12,2012,

t

|

PR
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S (X3 DATE SURVEY
bR QOMPLETED

i one hand and cleansed with ane hand with !
; downward slrokes, ;

! Observatlon of incontinent care for Resldent 4,

on 12/09/12 at 9:05 AM, revealed CNA #1 and

- another alde were providing Incontinent cars to

[the resldent while the resident stood up. When
the surveyor enterad the room, the CNAs and
Restdent #4 were behind the curtain, Resident

- #4 was standing and the resident's pants were
down around histher ankles, The brief was

. undone and puliad out from between the

frosident’s legs. The brief contalned feces and

f there was feces on the resident's boitom. - Staff

+ cleaned the restdent's bottorn with wet wipes.

: Observation revealed the CNAs did not clean
betwaen the resident's lags. The resldent was

“assisted to slt In the bedside recliner, and the

- resident's solled hipsters and parts wers

removed. Clean hipsters and pants were applied.

! Observation of incontinent care for Resident #18,
0N 12/06/12 at 12:26 PM, revealed CNA #1 and
“another CNA provided Incontinent care fo
j Resident #18 while the resident was slanding.
t The surveyor followed two GNAs and Rasiden!
¢ #16 to histher room, CNA#1 shut the door and
+ pulled lhe curlain around the resident as he/she
. was standing. The CNAs preceeded to pulf the
i resident’s panls down io hisfher ankles with the
: resident still standing. The second CNA taok the
: brief and pulled it oul from between the resident's
-legs. The brlef contalned feces and there was
, feces on the resident. CNA #1 provided
i incontinenl care by using a wet wipe, He pushed
~ the wet wipa through ihe residenl's legs, and took

A, BULOING
186263 B. WiNG ¢ _ 1200612012
NAME OF PROVIOER OR SUFPLIER STREET ADDRESS, GITY, STATE, 2ip CODE
21) WATER STREET, . 7/ '
DAWSON POINTE, LLG DAWSON SPRINGS, KY 42408
x4lo i SUMMARY STATEMENT OF DEFICIENGIES Ip FROVIDER'S PLAN OF CORRECTION L o
PREFIX [ (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EAGH CORREGYIVE AGTION SHOULD BE i cowu—gwn
TAG REGULATORY OR LSC [CENTIFYING RNFORMATION) TAG CROSS-REFEHENCED TO THE APPROPRIATE | DAT
1 Lp T BERGENGY) T
: e 3
F 316 Continued From page 4 F 315 b ;
education was provided to staff which Included a !
female resident's labla should be separated wilh

InserVitéalso conducted for
Licensed niytsing staff by:DON © j:-
12—30;_1?’_-;?__1}]':11_’1_'_‘}.-1'3 regarding . "A|

the monitoring of incontinent.qare,

H

‘Correct any issues |
immgdipiély and report dny advers
4étigns.to the DON daily, DON wjll
“repott 16-QA/PI team consisting of! the
Adminisirator, DON, QA Nurse ard
Social Services Director in daily
meetings M:F any issues identified,
DON. or Administrator will . |
report 6 monthly QA Committee |
, Consisting o etber§thcluding ;
-fhe ,Mé&ig__’a_igbirectcr, tho Administrater,
AhE DON, thé' QA Nurse and the Social
Sery{essi Director x 12 monthg and
‘ongotig regarditig inépntinent carg
issugs'identified and coiretted.

- AR ST

FORM CM3-2587{02-98) Pravious Verslons Uhsalole

Event 1D 2YFN{1

Facilty 1D: 100488 -




T

PRINTED: 12/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES St FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRY s, on L) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: N ~ COMPLETED
A, BUILDING
e 186263 WG 12106/2012
NAME OF PROVIDER OR SUPPUER STREET ADDRESS. éfT:Yn S‘f] T .rZ§P CODE ; § -
213 WATER STREET, | oo
DAWSON POINTE, LLG 7 DAWSON 5?"3’,“3?{ (42400 ‘.
SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S LAN OF CORRECTION' 7+, -] xes
fs‘é‘g}'{& (EACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUWD 8- . CcoMpLETION |- |
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED YO THE APPROPRIATE  { - DATE ..
o DEFICIENGY) e
i
F 316 Continued From page 5 F 316
the wet wipe out from the back while the resldent '
was standing. CNA#1 did this several times, A '
clean brief was placed on the resident and the ; oo

- Tesident's panls were pullad up.

i Interview with CNA #1, on 12/08/12 at 12:55 P,
! revealed If a resldent was able lo stand, then staff
{ would sometimes provide incontinent cars while
the resident was standing. He stated Residant #4
and Resldent #16 wars able to stand and the
residents did not "squeeze thelr legs logether," so
_ staff was ablo (o provide Incontinent care and

‘ ¢lean the resident properly,

1

| Interview With the Director of Nursing (DON} and | i
] Reglstered Nurse #1, on 12/06/12 af 100 PM and
' 2:00 PM, respactively, rovealed staff should lay a
, resident down In the bed to provide Incontinent
 care. The DON and RN #1 stated staff would not i
! be able to sae and thoroughly elean a resldent |
“when providing incontinent care while the resident
1 Was In a standing position. The DON staled this

| could place the resident at risk for 2 UTI.

!
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION 148y
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DEFICIENGY)
K 027 | Coniinued From page 1 Ko2r
from the bottom of the door are permitted. -
Horizontal'sliding doors comply with 7.2.1.14.
Doors are self-closing or automalic closing In
accordance with 19.2.2.2.6. Swinging’doors are .
not required to swing with egress and posttive F tag: K027
latching s not required.  19.3.7.5, 19.3.7.6,
19.3.7.7 1. Lorrective action:
Coordinating devices for cross-
corridor doors located in 100,
200, and 300 halis
This STANDARD s not met as evidenced by: ordered on January 2, 2013
Based on observation and interview, it was for instaliment upon arrival
determined the fadility failed to ensure cross by Maintenance Dep.
-corridor doors located in a smoke barrier would
resist the passage of smoke in accordance with 2, ID of others at risk:
NFPA standards. The deficiency had the potential All residents considered at risk
to affact four {4) of four (4) smoke compariments, in the event of a fire or
all residents, staff and visitors. The facility is emergency, however, no adverse
certified for fifty-nine (59) bads with a census of indications identified at this timd,
fifty-seven (57) on ihe day of thé survey. The
factlity failed to ensure three (3} cross corridors 3, Prevention measures:
doors would close properly once the fire alarm Coordinating devices located
releasad them from the magnetic locks. on all corridor doors upon arrival.
The findings include: q, Moniter:
! Maintenance Dept will monitor
Observation, on 12/06/12 between 1:00 PM and corridor door operation through
3:00 PM with the Maintenance Director, revealed Life Safety QA Tool and
the cross-corridor doors located In 100, 200, and report monthly in QA meeting x
300 halls would not close completely when 3 months, then quarterly.
tested. This was due to the doors not having a
coordinating devico inslalled on the doors, The 5, Date Corrected: 1-3-13
doors released properiy from the magnetic locks
but once closed the doors would not operale
properly. .
Interview, on 12/06/12 between 1:00 PM and 3:00
PM wilh the Mainlenance Dlrector, revealed he

FORM CMS-2567(02-98} Pravious Verslons Obsolate
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X4y 1D SUMMARY STATEMENT OF DEFICIENCIES I
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
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o FPROVIDER'S PLAN OF CORRECTION

(X8}
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DEFICIENCY)

K027 ] Gontinued From page 2

was Unaware the doors needed a coordinating
device to ensure the door without the astragal
would always close first. |

Reference: NFPA 101 {2000 edition)
19.3.7.6*. Requires doors in smoke barrlers to
be self-closing and resist the passage of smoke.

Reference: NFPA 80 {1999 Edition)

2-4.1 Closing Devices.

2-4.1.1 Where there is an astragal or projecting
latch bolt that

prevents the inactive door from closing and
{atching befors

the active door closes and latches, a coordinaling
device shall

be used. A coordinating device shaill not be
required where

-each door closes and latches Independently of
the other.

Reference: NFPA 101 (2000 edition)

8.3.4.1* Doors In smoke barrlers shall close the
opening leaving

only the minimum clearance necessary for proper
operalion

and shall be without undercuts, louvers, or grilles.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD
§8==
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8,4,
andlor 19.3.6.4 protects hazardous areas. When
the approved automatic fire extinguishing system
optlon is used, the areas are separated from
other spaces by smake resisting partitions and

K027

K029

FORI Ch$5-26067(02-98) Previous Verslons Obsolele Evant [D; 2YFN2§

Faciy ID; 100188
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fifty-seven (67) on the day of the survey. The

This STANDARD Is not met as evidenced by;
Based on ohservation and interview, If was
determined the fagllity falled to mest the
requirements of Protection of Hazards in
accordance with NFPA Standards, The
deficlency had the potenlial to affect three (3) of
four {4) smoke compartments, thirty-nine (39}
residents, staff and visltors, The faclilly is
cerlified for fifty-nine {59) beds with a cénsus of

facliily failed to ensure six (6) rooms with
hazardous storage had the proper door closer for
separation,

The findings Include:

Observation, on 12/08/12 belween 1:00 PM and
3:00 PM with the Maintenance Director, revealed:
1) The business office did not have a door
closer installed due to the excess combustible
storage in the room,

2) The MDS office did not have a door closer
Installed due to the excess combustible storage In
the room., .

3) The computer room did not have a two (2)
door closers installed due lo the excess
combustible storage in the room.

4) Room# 107 did not have a door closer
Installed due to the excess combustible storage in

1} Business Office

2} MDS Office

3) Computer/IT Room x 2
4)  Room #107 Activities
5) Roomn #112/Fmancial
6} Linen Room on 300 hall
ordered on January 2, 2013
for installment upon arrival
by Maintenance Dept.

2 ID of others at risk:
All residents considered at rigk
in the event of a fire or
emergency, however, fo adverse

3. Prevention measures:
Proper self-closing deviges
located on alt doors to room
containing hazardous storage.

ER Monitor:
Maintenance Dept will nionitor
daor operations including
rooms with hazardous storage
through Life Safety QA Tool and
report monthly in QA meeting x
3 months, then quartery.

5, Date Corrected:

indications identified at this time,

(%4 1D SUMMARY STATEMENT OF DEFICIENCIES | PROVIDER'S PLAN OF CORRECTIQN (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
K 029] Continued From page 3 K029
doors, Doors are self-closing and non-rated or
(leld-applied protective plates that do not exceed Fitag: K029
48 inches from the bottom of the door are ' )
permilted.  19.3.2.1 1. Corrective action:
Proper, self-closing devices
for doors i rooms contaiting
hazardous storage including

1-3-13
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K029

1 shall be safeguarded by a fire barrier having a

Continugd From page 4

the room.

6) Room# 112 did not have a door cioser
installed due to the excess combustible storage in

the room,
8} The linen room on 300 hall did not have a

door closer Installed due to the excess
combustible storage in the room and the door ;
swung open into the corridor.

Any room larger than 50 square feet with
substantial combustible material must have a

door that resists the passags of smoke and a
closing device.

Interview, on 12/06/12 between 1:00 PM and 3,00
PM with the Maintenance Directlor, revealed he

was not aware the areas listed above were
considered hazardous storage thus requiring a
door, a self-cioser, and separation.

Reference: NFPA 101 (2000 Editlon).

19.3.2 Protection from Hazards.
19.3.2,1 Hazardous Arsas, Any hazardous areas

1-hour fire resistance rating or shail be provided
with an automatic extinguishing system In
accordance with 8.4.1. The automallc

extinguishing shall be permiited to be In
accordarice with 19.3.5.4, Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisiing partitions
and doors, The doors shal} be seif-closing or
attomatic-closing, Hazardaus areas shall
Include, but shall not be restricted lo, the
following:

(1} Boiler and fuel-fired heater rooms

K029
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F tag: K056
K 029 | Continued From page 5 K029 .
(2) Genlralfbulk laundrles larger than 100 ft2 1 Corrective action: :
{9.3 m2) Nurse Station sprinkier head
{(3) Paint shops ordered on January 2, 2013
(4} Repair shops for installment upon arrival
{5) Soiled IInen rooms by Armor Fire Protection
{6} Trash collection rooms Company.
(7) Rooms or spaces larger than 60 ft2 (4.6 m2),
Including repair shops, used for sterage of : :
combustible supplies ;(1:;}}31; qll: ]Cﬁ response
and equipment In quantities deemed hazardous e et
by the authorily having jurisdiction orceted thru Annar on
{8} Laboratories employing flammable or Jam'a'.'y 23 2013 for .
combustible materials in quanfities less than coordination of the sprinkler
those that would be considered a severe hazard, heads in the same comparimerj,
Exceptlon: Doors in rated enclosures shall be
permitted to have nonrated, factory or 2, ID of others af risk:
field-applled Al residents considered at risk
proteciive plates extending not more than in the event of a fire or
. 48.in. (122 cm).above the boltom of the door, emergency, however, no adveljse -
K 066 NFPA 101 LIFE SAFETY CODE STANDARD K 056 indications identified at this tiine,
S8=E
If thera Is an automatic sprinkler system, It Is 3. Prevention measures:
Installed in accordance with NFPA 13, Standard Coordinating sprinkler heads
for the Inslaliation of Sprinkler Systems, fo are located in the same compatt-
provide complele coverage for all portions of the menis throughout the buildin
building. The system is properly maintained in with installation of the kitchen
accordance with NFPA 25, Standard for the quick response heads upo 1
Inspection, Testing, and Malntenance of P 408 tipon arrjval.
Waler-Based Fire Protection Systerns. It is fully 4 Monitor:
supervised. There s a reliable, adequate water ’ Mai or . ,
supply for the system. Required sprinkler ~aintenance Dept will monitof
systems ara equipped with water flow and tamper sprinkler head Operation -
swiiches, which are elsctrically connected to the throughout the building utilizirlg
bultding fire alarm system.  19.3.5 the Life Safety QA Tool and
report monthly in QA meetinglx
3 months, then quarterly,
5. Date Corrected: }-3-13

FORNE CM5-2567{02-20) Previcus Vesslons Obsclels

Evanl 1D: 2YFN21

Faciity ID: 100188

if confinuatton shaet Page 6 of 24




-

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

PRINTED: 12/20/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES X1) PROVIDERISUPFLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

186263

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A.BUILDING g1 - MAIN BUILDING 01

8. WING 120612012

NAME OF PROVIDER OR SUPPLIER

DAWSON POINTE, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
213 WATER STREET
DAWSON SPRINGS, KY 42408,

(X4}1D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

D ! PROVIDER'S PLAN OF CORRECTION (X5}

PREFIX {EACH CORRECTIVE ACTION SHCULD BE COMPLETION
TAG CROES-REFERENCED TO THE APPROFRIATE DAYE

DEFICIENCY)

K066 | Continved From page 6

This STANDARD Is not met as evidenced by:
Based on observation and Interview it was
determined the facfiity failed to ensure the
building had a complete sprinkler system, In
accordance with NFPA Standards. The deficlency
had the potential to affect two (2) of four (4)
smoke compartments, twenty (20) residents, staff
and visitors. The facility is certified for fifty-nine
(69) beds with a census of fifty-seven (57) on the
day of the survey. The facllity falled to ensure all
areas of the bullding had proper sprinkler
coverage. '

The findings Include:

Observation, on 12/06/12 at 2:10 PM with the
Maintenance Director, revealed the nurses '
station on 300 hall did not have sprinkier
_protection in he new_part of tha station,

Interview, on 12/06/12 at 2:10 PM with the
Maintenance Director, revealad he was not aware
the nurses * station did not have proper sprinkier
protection,

Observalions, on 12/06/12 between 1:00 PM and
3:00 PM with the Maintenance Director, revealed
a slandard response sprinkler head and a quick
rasponse sprinkler head In the same
compariment, located in the Kitchen, the kitchen
cooking area, and room # 204. This deficlency
would not allow both sprinkler heads to engage at
the same heat level,

Interview, on 12/06/12 beiween 1:00 PM and 3:00
P with the Maintenance Director, revealed he

was not aware that the sprinklers had to have the
same engagement heat if the sprinkler heads are

K086
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K 056

_I| NFPA 13, Standard for the Installation of Sprinkler
Systems,

Conlinued From pagse 7
located In the same compartment,

Referance: NFPA 13 (1999 Edition)

5-13 8.1 Actual NFPA Standard: NFPA 101, Table
19.1.6.2 and 19,3.5,1. Existing heaithcare
facilities with construction Typa V (411) require
complste sprinkler coverage for all parts of a
facllity.

Actual NFPA Standard: NFPA 101, 19.3.6.1.
Where required by 19.1.8, heaith care facllities
shall be protectad throughout by an approved,
supervised automatic sprinkier system In
accordance with Section 8.7,

Actual NFPA Standard: NFPA 101, 8.7.1.1. Each
automatic sprinkler system required by another
section of this Code shall be In accordance with

Actual NFPA Standard: NFPA 13, 5-1.1. The
requirements for spacing, focation, and position
of sprinklers shall be based on the following
principles:

(1) Sprinklars installed throughoul the premises
(2) Sprinklers located so as not to exceed
maximum protection area per sprinkler

(3) Sprinklers positioned and located so as to
provide satisfactory performance with respect to
activation time and distribution,

Reference: NFPA 13 (1999 Edition)

7-2,3.2.4 Where listed
are used

throughout a system or partion of a system
having the same

hydraulic dasign basis, the system area of

quick-response sprinklers

K058
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K 088 | Gontinuad From page 8 K 056
operation shall be Ftag: K062
permitted to be reduced without revising the
density as Indicated 1 Corrective action:
In Figure 7-2.3.2.4 when all of the following Repiacement sprinkler heads
condltiong ‘ for the financial bathroom, women’s
are salisfied; bath on 200 hall, kitchenette,
(1) Wet pipe system rooms 316, 313,311, and 304
{2) Light hazard or ordinary hazard occupancy ordered on January 2. 2
" v 2,2013
(3) 20-ft {6.1-m} maximum celling height for installment upon arrival
The number of spiinklers in the design area shall by Armor Fi .
never be Y or ffire Protection
less than five, Where quick-response sprinklers Company.
are usad on a
sloped ceiling, the maximum cefling helght shall 2. ID of others at risk: _
be uged for All residents considered at risk
determining the percent reduction in design area, in the event of a fire or
Where emergency, however, no adverse
qulck-response sprinkiers are installed, all indications identified at this t{me,
sprinklers-within-a.—--- T
compariment shal be of the quick response type. 5. Prevention measures:
Exception; Whe(e circumstances require the use Sprinkler heads free from
of other than ordmary. corrosion, foreign materials,
temperature-rated sprinkiers, standard response paint and physical damage
sprinklers shail be are located throughout the
permilted to be used. building with installation of the
K 062 : NFPA 101 LIFE SAFETY CODE STANDARD K 0682 new heads upon arrival,
88=F
Requirad automatic sprinkler systems are 6 Monitor:
continuously maintained In relfable operating ) . ' . na
conditfon and are Inspected and testad :4 ?il:lz?mgced[)ef)t w“;momhm
perlodically,  19.7.6, 4.6.12, NFPA 13, NFPA 25, printtier heads throughout the
975 ‘ building utilizing the Life Saf: .ty
QA Tool and report monthly j
QA meeting X 3 months, then
quarterly,
This STANDARD is not met as evidenced by:
Based on observalion and interview, it was 3, Date Corrected: 1-3-13
determined the facllily failed lo ensure sprinkler
FORM GMS-2687(02-99) Frevious Versions Obsclale Evenl I 2YFN24 Facility iD: 100188 It conlinuelion £heet Paga 0 of 24
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j K 062 | Continued From page © .

: heads were maintained In accordance with NFPA
standards. The deficlency had the potential to
affact four (4) of four {(4) smoke compartments,
alf residents, staff and visifors. The facillty is
cerlified for fifty-nine (59) beds with a census of
fiy-seven (57) on the day of the survey, The
faclilly failed to ensure sprinkier heads were free
from paint and corrosion,

The findings include:

Observatlons, on 12/06/12 between 1:00 PM and
3:00 PM with the Maintenance Director, revealed
the sprinkler heads In the financial bathroom,
women * s bath on 200 hall, kitchenstte, rooms#
316, 313, 311, and 308 had paint on the sprinkler
head.

Interview, on 12/06/12 between 1:00 PM and 3:00
~ [ PMiwith the Maintenance Diractor, revealad he
was aware the sprinkler heads could not have
paint on them. The facliity was in the process of
changing a few of the sprinkier heads at a time,

Reference: NFPA 25 (1998 Edition).

2-2.1.1* Sprinklers shall be Inspected from the
floor level annually, Sprinklers shall be free of
corrosion, foreigh materlals, paint, and physical
damage and shall be instalied in the proper
orientation (e.g., upright, pendant, or sidewall),
Any sprinkler shali be replaced that Is painted,
corroded, damaged, loaded, or in the improper
ortentation.

K064 | NFPA 101 LIFE SAFETY CODE STANDARD
S58=D
Portable fire extinguishers are providad In all
heaith care occupancies In accordance with
9.74.1. 19.3.5.6, NFPA10

K062

K 064
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K 064 | Continusd From page 10 K 064
Ftag: K064
1. Corrective action:
This STANDARD s not met as evidenced by; Portable fire extinguishers
Basad on observation and Interview, it was located on 300 hall were
determined that the facliity falled to maintain the re-mounted and lowered to
instatlation of portable fire extinguishers per comply with the maximum
NFPA standards. The deficlency had the allowed height of 5 R above the
potential to affect one (1) of four (4) smoke finish floor by the Maintenance
compartments, sixteen {16) resldenis, staff and Department on 12-31-12,
visitors. The facility Is certified for fifty-nine (59)
beds with a census of fifty-seven (57) on the day 2. 1D of others at risk:
of the survey. The facllity failed to ensure two (2) All residents considered at risk
flre extinguishers in the facility were mounted i the event of a fire or
below five (5) faat above the surface of the flgor. emergency, however, no adverse
indications identified at this time,
. _I| Findings Inctude: T
3. Prevention mensures:
Observations, on 12/06/12 at 2:30 PM with the All portable fire extinguishers
Maintenance Diractor, revealed the wali mounted, are mounted to comply with
portable fire extinguishers located on 300 hall the maximum allowed height
were mounted above the maximum aliowable of 5 ft above the finish floor.
helght of five () fest above the finish floor,
4. Montior;
Interview, on 12/06/12 at 2:30 PM with the Maintenance Dept will monitor
Malntenance Director, revealed that he was the location of portable fire
tnaware of the helght iimitations for wall mounted extinguishers throughout the
portabls fire extinguishers and acknowledged that building utilizing the Life Safety
they were mounted above the height of five (5) QA Tool and report monthly in
feet above the finish floor. QA meeting x 3 months, then
Reference NFPA 10 (1998 Edition). quarterly.
1-6.10 Fire extinguishers having & gross weight . )
not exceeding 40 1b (18,14 kg) shall be 5 DateCorrected: [.5-53
installed so that the top of the fire
extinguisher Is not more than 5 ft (1.53 m)

FORN CMS-2567(02-99) Previous Versions Obselels
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K 064

K 066
88=E

Continued From page 11

above the floor. Fire extingulshers having a
gross waight greater than 40 b (18,14 kg)
{except wheelad types) shall be so Instailed
that the top of the fire extinguisher Is not
more than 3 /2 ft (1.07 m} above the floor.
In no case shall the clearance between the
bottom of the fire extinguisher and the flgor
be less than 4 in. (10.2 cm).

NFPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations are adoptad and include no
less than the following provisions:

(1) Smoking s prohibited In any room, ward, or
compariment where flammable liquids,
combustible gases, or oxygen Is used or stored
and In any other hazardous location, and such

area Is posted with signs that read NO SMOKING |-

or with the intemalional symbol for no smoking,

(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision,

{3) Ashtrays of noncombustible material and safe

design are provided In all areas wherg smoking is |

permitted.

(4) Metal containers with seif-closing cover
devices Into which ashtrays can be emptied are
readily available fo ail areas where smaking is
permitted.  10,7.4

This STANDARD s not met as evidenced by:

K084

K 066
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K 066 | Continued From page 12 K 0686
Based on observation and interview, it was
determined the facliity falled to ensure the use of
ashtrays In the designated smoking area, In Ftag: K 066
accordance with NFPA standards, The defliclency )
had tha potentfal to affect two (2) of four 4 . -
smoke compariments, twenty (20) residents, slaff 1. ggg;zg‘:;g“]’”"' 4 metat
and visltors, The facility Is certified for fifty-nine self-closin P}fw.e meta
(59) beds with a census of fifly-seven (57) on the for nchos g§°f a”‘frs .
day of the survey. The facllity falled to ensure i Stmok iy e Borette butls
they had a self-closing metal contalner to dump 10 smoking areas on 12-30~12,
ashirays Into.
. 2. ID of others at risk;
The findings Include: All residents considered at risk
Ohservalion, on 12/06/12 between 1:50 PM and in the event of'a fire or
3:00 PM with the Malntenance Director, revealed emergency, however, no adverse
the ashtrays located at the resident smoking area Indications identified at this timd
and the employee smoking area did not have a
metal container with a self-closing lid to dispose -
| of the cigareite buits. 3. Lrevention measures:
Metal seif-closing containers
Interview, on 12/06/12 between 1:50 PM and 3:00 for ashes.and cigarette butts
PM with the Maintenance Director, revealed he are in all smoking areas on
was not aware of the requirement for self-closing : 12-30-12.
metal bucket to empty the ashtrays Into.
Reference: NFPA Slandard 101 {2000 Edition).
4. Monitor: . ;
19.7.4 Smoking (4) Maintenance Dept will monitor
Metal containers with self-closing cover devices the location of self:closing metal
Into which ashtrays can be emptied shall be ash containers throughout the
readily available to all areas where smoking Is building utilizing the Life
parmitted. Safety QA Tool and report
K068 | NFPA 101 LIFE SAFETY CODE STANDARD K 068 monthly in QA inecting x 3
§8=D1 - months, then quarterly,
Combustion and ventilation air for bolfer, '
incinerator and heater rooms Is taken from and
discharged fo the outside alr,  19.5.2.2 5. Date Corrected: 12-3/- 1%
FORM CMS-2667(02.90) Previous Versions Obsalele EventiD:2YFN21 Facility D; 100188 If continuaiton sheet Page 13 of 24
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K068 | Continued From page 13 K 068
F tag: K 068
This STANDARD is not met as evidenced by
Based on observation and Interview it was 1. Corrective action:
determined the facilily failed to ensure McGregor Plumbiing placed

combustion alr and ventilation for bollers,
Incinerators, and heater rooms were installed in
accordance with NFPA standards. The deflclency
had the potential to affect one (1) of four (4)
smoke compartments, one {1) resident, staff and
visitors. The facilily Is cerllfied for fifty-nine (59)
beds with a census of fifly-seven (57) on the day
of the survey, The facllity falled to ensure the gas
fired hot water heater In the kitchen was taking air
diractiy from the outside.

The findings Include;

Observatlon, on 12/06/12 belween 1:00 PM and
3:00 PM with the Maintenance Director, revealed
the gas fired hot waler heater In the kitchen did
not have a vent to the outside of the facllily to
ensure the hot water heater could take air from
the outside,

interview, on 12/06/12 betwesn 1:00 PM and 3:00
PM with the Maintenance Director, revealed he
was unaware the gas fired hot waler heater must
have an alr supply directly from the outside of the
facility.

Reference: NFPA 101 Life Safely Code (2000
edition)

Section 19.5 Building Services

a vent to the outside of the
kitchen’s gas fired hot water
heater on 12-30-12 so as to
accommodate the intake of
air from the outside,

ID of others at risk:

Al residents considered at risk
in the event of a fire or
emergency, however, no adverse
indications identified at this timd.

Prevention measures:

Vent is now located for the
kitchen’s gas fired hot water
heater so as to accominedate
the intake of air from the
outside,

Monitor:

Maintenance Dept wiil monitor
air intake for the kitchen’s

gas fired hot water heater
utilizing the Life Safety

QA Tool and report any issues
monthly in QA meeting x 3
months, then quarterly.

Date Corrected: 12-31-12
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19.5,2,2
Any heating device other than a central heating 1, Correetive action:
plant shall be designed and installed so that 1) Extension cord removed from
combustible materfal will not be Ignited by the Business Office calculator.
device or its appurtenances. if fusl-fired, such 2) Refrigerator was relocated
heating devices shail be chimney connected or and plugged into a wall outlet.
vent connected, shall take air for combustion 3) GFI plug installed for the
directly from the outside, and shall be designed dishwasher hot water heater
and installed to provide for comnplete separation booster located in the kitchen
of the combustible system from the almosphere and standard plug removed.
of the occupled area. Any heating device shall 4) Maintenance Office moved
have safety featurss to Immedialely stop the flow to 100 half allowing ¢learance
of fuel and shut down the equipment in case of of at Jeast 3 01 for electrical
aither excessive temparalure or ignition falure. panels,
K 147 { NFPA 101 LIFE SAFETY CODE STANDARD K147
2 ID of others at risk:

58=D

Electrical wiring and equipment Is in accordance
with NFPA 70, MNational Electrical Cade. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and Inlerview, It was
determined the facility falled to ensure elecirical
wiring was malntalned in accordance with NFPA
standards. The deficioncy had the potential to
affect two (2) of four (4) smoke compariments,
one (1) resident, staff and visitors. The faciiity Is
cerlified for fily-nina (59) beds with a census of
fifty-seven (67) on the day of the survey. The
facility failed to ensure there were no extension
cords in use, one (1} slectrical plug was the
proper type, and electrical panels were clear by
three {3) feet

The findings include;

All residents considered at risk
in the event of a fire or
emergency, however, no adverse
indications identified at this time,

KX ~ Prevention measures;
The extension cord was
removed from the Business
Office calculator. The
refrigerator in PT was
relocated and plugged into
a wall outlet,
A GFI plug was installed for
dishwasher hot water heater
booster located in the kitchen
and standard plug removed.
The Maintenance Office relocatdd
to 100 hall aliowing clearance
of at least 3 1t for existing
electrical panels.
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“offices, Furiher interview revealed he was

2) Artefrigerator was plugged into an extension
cord that was plugged into a power strip in the
therapy area,

3) Asmail hot water healer in the kitchen was
plugged into a standard outlet above the sink.

4) Three (3) eleclrical panels In the
maintenance office did not have three (3) feet of
clearance around them.

Interview, on 12/06/12 between 1:00 PM and 3:00
PM with the Maintenance Director, revealed he
was unaware of the exlenslon cords in the

unaware of the clearance for the electrical panels
and the plug In the kitchen was not the proper

plug,

Reference; NFPA 99 (1999 edition)
3-3212D '

Minimum Number of Receptacies. The number
of receplacles shall be determined by the
intended use of the patllent care area, There shall
be sufflclent receptacles located so as to avold
the need for extension cords or multiple oullet
adaptars.

NFPA 70 400-8
{ Extensions Cords) Uses Not Permitled.

Date Corrected:

Maintenance Dept will monitor
for extension cords, the need for
GFI plugs and the clearance of
electrical panels, utilizing the Life
Safety QA Tool and report any
issnes monthly in QA meeting x ]
months, then quarterly,

(X410 SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION P
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
: DEFICIENCY)
K 147 | Continued From page 15 K147
Observations, on 12/08/12 betwesn 1:00 PM and .
3:00 PM with the Maintenance Director, revealed:
1} Acalculator was plugged into an extension
cord in the business office. ,
d. Monitor:

1-3-13
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K147

 to serve the countertop surfaces

| Reference NFPA 70 (1999 edition)

Confinued From page 16

Unless specifically parmitted in 400,7, flexible
cords and cables shall nof be used for the
following:

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

{2) Where run through holes in walls, strictural
celiings, suspended ceifings, dropped cellings, or
floors

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

(4) Where altached to bullding surfaces

National Eleclric Code, relaling to ground fault
protection for slectric outlets near sinks in
resident rooms. NFPA: 70 210.8 Receptacles
Installed under the exceptions to 210.8(A}5) shall
not be consldered as meeling the raquirements of
210.52(G).

(6) Kitchens - whare the receptacles are installed

(7} Wet bar sinks - where the receptacles ars
installad to sarve the countertop surfaces and are
focated within 1.8 m (6 ft) of the outslde edge of
the wet bar sink.

210.8 Ground-Fault Circult-Interrupter Protection
for Parsonnat,

FPN: See 2156.9 for ground-fault circult-interrupter
protection for personnel on feeders.

{A) Dwelling Units. All 125-volt, single-phase, 15-
and 20-ampere recaplacles installed In the
locations specified in (1) through (8) shall have
ground-fault circuit-interrupter protection for
personnel,

{1) Bathrooms

(2) Garages, and also accessary buildings that

K 147
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K 147

| equipment shaff be permitted to be instalied In

Contlnued From page 17
have a floor located at or below grade levei not
intended as habitable rooms and limited to
storage areas, work areas, and areas of similar
use : .
Exception No. 1: Receptacles that are not readily
accessible.
Exception No. 2: A single receptacle or a duplex
recoptacle for fwo appliances located within
dedicated space for each appliance that, in
normal use, [s not easlly moved fiom one place to
another and that is cord-and-plug connected in
accordance with 400.7(A)(6}, (AXT), or (A)(8).
Receplacles instalied under the exceptions to
210.8{AX2) shall not be considered as masting
the requirements of 210.562{G).
(3) Outdoors
Exceptlon: Receptacles that are not readily
accessible and are supplied by a dedicated
branch circuit for electric snow-melting or deicing

accordance with the applicable provisions of
Article 426,

{4} Craw! spaces - at or below grade level

(5) Unfinished basements - for purposes of this
section, unfinished basements are defined as
portions or areas of the basement not intended
as habitable rocoms and limited to storage areas,
wotk areas, and the like

Exception No. 1: Receptacles that are not readily
accessible,

Exception No, 2: A single receptacie or a duplex
receptacle for two appliances located within
dedicated space for each appliance that, In
normal use, is not easily moved from one place fo
another and that is cord-and-plug connected in
accordance with 400.7(A)(8), (AXT), or (A)(8).
Exceptlon No. 8: Areceplacle supplying only a
permanently instailed fire alarm or burglar alarm

K 147
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Continued From page 18
systern shall not be required to have ground-fault
clrcult-interrupter protection,

Receplacles Installed under the exceptions to
210.8(A)(5) shall not be considered as meeting
the requirements of 210.62(G).

{6) Kitchens - where the receptacles ara installed
to serve the countertop surfaces

(7) Wet bar sinks - where the receplacles are
Installed to serve the counteriop surfaces and are
located within 1.8 m (6 ft) of the outside edge of
the wet bar sink,

(8) Boathotises

{B) Cther Than Dwelling Units. All 126-volt,
single-phase, 15- and 20-ampere receptacles
Installad in the locations specified in (1), (2), and
(3) shall have ground-faull circuil-Interrupter
protsction for personnef;

(1) Bathrooms

(2) Rooftops N

| Exception: Receptacles that are not readily
accessible and are supplled from a dedicated
branch circult for electric snow-melting or delcing
equipment shall be permitted to be Installed in
accordance with the applicable provisions of
Article 426,

(406.8 Receplacles in Damp or Wet Locations.
{A)} Damp Locations. A receptacle installed
outdoors in a location protected from the weather
or in other damp locations shall have an
enclosure for the receptacle that is weatherproof
when the receptacle Is covered {attachment plug
cap not inserled and receplacle covers closed).
An Instailation sultabie for wet locations shall also
be considered sultable for damp locations,

A raceptacle shall be consideredto be Ina
location protected frorn the waather where
located under roofed open porches, canopies,
marquees, and the like, and will not be subjecled

K147

FORM CMS-2667{02-09) Previcus Verslons Obsolate Event ID: 2YFHN21

Facliity ID: 100188 If continuation sheet Page 19 of 24




PRINTED: 12/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMFLETED
A. BUILDING 01 - MAIN BUILDING 01
B, WING
185263 1210612012
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
213 WATER STREET
DAWSON POINTE, LLC
, N DAWSON SPRINGS, KY 42408
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 15}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULE BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) P TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
K147 | Continued From page 18 K 147

| altended while in use {8.g., porlabls tools, and so

to a beating rain or water runoff.

{B) Wel Locations.

{1) 16- and 20-Ampare Ouidoor Receptacles. 15-
and 20-ampers, 125- and 260-volt recaptacles
installed outdoors In a wet location shall have an
enclosure that is weatherproof whether or not the
attachment plug cap Is Inserted,

(2) Other Recaptacles, All other racaptacles
installed In a wet location shali comply with (a) or
(b):

(a) Areceptacls installed In a wet location where
the preduct intended to be plugged into it is not
attended whiie in use {e.g., sprinkier system
controller, landscape fighting, holiday lights, and
so forth) shall have an enclosure thal Is
weatherproof with the attachment plug cap
Inserted or removed.

(b} Areceptacle installed in a wet location where
the product Intended to be plugged into it wili be

forth) shall have an enclosure that Is
wealherproof when the attachment plug is
removed.

(C) Bathtub and Showar Space. A receptacle
shall not be installed within a bathtub or shower
space, i

3) Kilchens

Reference: NFPA 99 (1992 edition)
110-26. Spaces

10.26 Spaces About Electrical Equipment.
Sufficlent access and working space shal! be
pravided and maintained about all elecile
equipment to permit ready and safe operation
and maintenance of such equipmeni. Enclosures
housing electrical apparatus that are controlied by
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lock and key shall he considered accessible to
qualified persons.

{A) Working Space. Working space for
equipment operaling at 600 volts, nominal, or less
to ground and likely to require examination,
adjustment, servicing, or maintenance while
energized shalt comply with the dimenslons of
110.26(A)(1), (2), and (3) or as required or
permitted elsewhere in this Code.

(1) Depth of Working Space. The depth of the
working space In the direction of live parts shall
not be less than that specified in Table 110.28(A)
(1) unless the requirements of 110.26{AX1)(a},
{b), or {c) are met. Distances shall be measured
from the exposed live parts or from the enclosure
or opening ¥ the live parts are enclosed.

Table 110.26{A}(1) Working Spaces

Nominal Voltage to Ground  Minimum Clear
Distance™

Condition 1 Condition 2 Conditlon 3
0150 900mm {3ty S00mm{3f) 900
mm {3 ft)

151-600 00 mm {31y 1m3%f)
1.2m (4 1)

Note: Where lhe conditions are as follows:
Condition 1 - Exposed live parts on one side and
no live or grounded parts on the other slde of the
working space, or exposed live parts on both
sides effectively guarded by suitable wood or
other Insulating materlals, Insulated wire or
insulated busbars operating at not over 300 volts
to ground shall not be considered live parts,
Condlition 2 - Exposed five parts on one side and
grounded parts on the other side. Congrete, brick,
or tile walls shall he considered as grounded.
Condition 3 - Exposed live parts on both sides of
the work space (not guiarded as provided In
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1 2'working clearance shalf ie permitted between

Continued From page 21
Gondition 1) with the operator between,

(a) Dead-Front Assemblles. Working space shall
not be required In the back or sides of
assemblies, such as dead-front switchboards or
motor control centers, whers all connections and
all renewable or adjustable parts, such as fuses
or switchas, are accassible from locations other
than the back or sides. Where rear access is
required to work on nonelactrical paris on the
back of enclosed equipment, a minimurn
horizontal working space of 762 mm (30 In.) shali
be provided.

(b} Low Voltage. By special permission, smaller
working spacss shall be permitted where alt”
uninsulated parts operate at not greater than 30
volts rms, 42 volts peak, or 60 voits dc.

(¢) Existing Buildings. In existing bulldings where
elécirical equipment Is being replaced, Condition

dead-front switchboards, panelboards, or motor
control centers located across the alsle froin each
other where condilions of maintsnance and
supervision ensure that written procedurss have

been adopted to prohibit equipment on both sides |.

of the aiste from baeing open at the same {ime and
qualified persons who are authorized will service
the Installation,

(2) Width of Working Space. The width of the
working space n front of the electric equipment
shall be the width of the equipment or 750 mm
(30 In.}), whichever is greater. In alf cases, the
work space shall permit at least a 90 degres
opening of equipment doors or hinged pansis,

(3) Helght of Working Space. The work space
shall be ¢lear and extend from the grade, floot, or
platform to the helght required by 110.26(E),
Within the helght requirements of this seclion,

%

K147

i
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“therrequired working space not less than 810 mm

other squipment thal Is assoclated with the
electrical installation and Is Jocated above or
below the electrical equipment shall be permitted
to extend not mora than 150 mm (6 in.) beyond
the front of the electrical equipment,

(B) Clear Spaces. Working space required by this
section shall not be used for storage. When
normally enciesed live parts are sxposed for
inspection or servicing, the working space, if in a
passageway or general open space, shall be
sultably guarded,

{C) Entrance to Working Space.

(1) Minimum Required. At least one entrance of
suffictent area shall be provided to give access to
working space about elecirical equipment.

(2) Large Equipment. For equlpment rated 1200
amperes or more and over 1.8 m (6 ft) wide that
contains overcurrent devices, switching devices,
of control devices, there shall be one entrance o

{24 In.) wide and 2.0 m (6% ft) high at each end
of the working space. Where the entrance has a
personnel door(s), the door(s) shall open in the
direction of egress and be equipped with panic
bars, pressure plates, or other devices thal are
normally latched but open under simple pressure.
Asingle enlrance to the required working space
shall be permitted where either of the conditions
in 110.26{C){2)(a) or {b) is met.

(a) Uncbstructed Exit, Where the location permits
a continuous and unobstructed way of exit travel,
a single entrance to the working space shall be
permitied.

{b) Extra Working Space. Whera tha depth of the
working spaca Is twice that required by 110.26(A)
(1), & single enlrance shall be permiited. 1t shall
be located so that the distance from the
equipment to the nearesl edge of the entrance s
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hot less than the minimum clear distance
specified In Tabla 110.26(A)(1) for equipment
operating at that voltage and in that condition.
(D) lfurnination. Mumination shall be provided for
 all working spaces about service squipment,
swilchboards, panelboards, or motor control
centers installed indoors. Additional lighting
ouliets shall not ba required where the work
space is Hfluminated by an adjacent fight source or
as permitted by 210.70{A)(1), Exception No. 1, for
switched receptacles. 1n eleclrical equipment
rooms, the illumination shall not be controlied by
automatic means only.
i
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