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Based on implementaticn of the acceptable
POC, the facility was deemed to be in
compliance, 06/07/14 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes 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 nursing homes, the findings stated above are disclosable 90 days
folfowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencles are cited, an approved pian of correction is requisite to continued
program parlicipation.
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ravealed staff should wash thaeir hands hefore
and after handling faod. interview with the
Adminisirator, an 03/28/14 at 12:00 PM, revesled
he expected staff to follow the policy.

Observation of the tray line, on 03/26/14 at 11:30
AM, revealed the cook served ons (1)

tray from the tray line, wearing gloves used from
campfeting food temperatures. She obtained two
{2) meat patties from an aluminum foll packet,
holding the meat with har soiled glaved hands,
She laft tha tray line to get two hamburger buns,
With 1he same gloved hands, she put the meat
Inside the buns and placed them ¢n a plate, She
returmed lo the tray line without removing the
gloves or washing her hands.,

Interview with the Dietary Manager, on 03/27/14
at 9:02 AM, revealed she expacted staff to don
naw gloves before handling foad. She revealed
staff sholid remove their gloves and wash their
hands priar to returning to the tray lins,

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facliity must establish and malntain an
infection Controt Program designed to provide a
safa, sanitary and comforlable environiment and
tg help prevent the development and transmission
of disgase and infection.

(a} infection Control Frogram

Tha facility must establish an Infection Control
Program under which it -

(1} Investigates, controls, and prevents infactions
in the facility;

(2} Decides what procedures, such as Isolation,
should be applied {o an individual resident; and

F 371

F 441

3.

F441
I

demonstrating proper sanitation
techniques for handlmg food on the
food serving lins. ; '
Tho Dictary Manager observed all
Dietary staff who work on the food
serving line on 4/9/14, 4/10/14 and
4/11/14 demonsirating proper
sapitation techniques for handling
food and no further issues were
identified |

The Dietary Manaéor will re-train
all Distary staff onlproper sanitation
tecbmqucs for handhng food on the
serving lme. Ne chtary staff wiil
work, after 4/24/ 14Iw1thout this
training.

The Distary Mana er will obsewe
proper handling techniques for
handling food on the food serving
Hne threc (3) times per week for
four (4) weeks, them weeldy for two
(2) months. The findings of the
observations will be reported 1o the
Quality Assurancel Committee for
three (3) months. Any issues related
to the observations will be presented
to the Quality Asstrance Commitiee
for recommendatigus. The Quality
Assurance Commiltee meets
monthly and consists of the
Administrator, Ditcetor of Nursing,
Unit Manager, So¢ial Services
Director, Dietary Manager and the
Medical Dircctor. |

Completion Date: 15/7/14.

C.N.A. #1 and 2 werc observed by 5’/)/)7
the Unit Manager on 4/1/14
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dernonstrating proper infection
F 441 Continued From page 2 F 441 control techniques with residents
(3) Maintains a record of incidents and corrective with contact precautions jucluding
actions related to infections. hand washing and dopping/un-
donning of gloves when serving -
{b) PrEVeﬂﬁﬂg SPI’Ead of Infection fOOd tra)rs' The Unit Manager fs no
{1) When the Infaction Control Program Jonger employed byithe facility.
determinas that a resident needs lsolai.i?n to 2. The Director of Nursing and/or Unit
Freveni the sgr_ead of infection, the facility must Managers observed il CN.A’s and
isolate the resident LPN’s who work wnh residents with
{2} The facility must prohibit employees with a
communicabla disease or infected skin lesions contact precaub.ons bn 4/16/14 and
from direct contact with residents or their food, if 4/17/14 and no ﬁmhef issues related
direct contast will transmit the disease, to infection control were noted.
(3) The facility must require staff to wash their 3. The Director of Nuzging and/or Unit
hands after each direct resident contact for which Managers will re- a.m all staff on
| hand washing is indicated by aocepted proper infection. comrol techniques
professional practice. with residents with ontact
precautions. No staff will work afier
{c) Linens  4/24/14 without tlus trmm.ng
Personne! must handle, store, process end 4, The Director of Nutsing and/or Unit
transport finens so as to prevent the spread of Managers will observe proper
Infection. infection control teé}miqucs for
residents with contdot precantions
three (3) tiines per week for four (4)
This REQUIREMENT is not mat as evidenced weeks, then weekly for two (2)
by: : months. The findmgs of the
Basad on observation, interview, record review, observations wijl be reported 10 the
review of facility policy and review of the Canter Quality Assurance Commitice for
for Dizease Control Guidslines for Isolation three (3) months. Any jssues related
Precautions, It was determined the facility failed to the observations m'ﬁl be reported
to maintain an infection Centrof Program to the Quality Assu"mnce Comunittee
designed to provida a safe, sanitary and for recommendations, The Quality
comfartable environment and 1o help prevent the Asgurance Cominittee meets
developmant and ranemission of disaase and menthly and consiéts of the
infection for two {2) of fourteen (14)sampled Administrator, Diréotor of Nussing,
residents (Resident #1 and Resident ¥6) and one Uit Manager, Social Services
(1) unsampled resident (Resideni C). Stafl failed Direetor Diet;uy I\JIaaagcr and the
to don glovas hefore entéring irito a room of .
residants on isctation and failed to wash their Medjeal Director. L
: 5. Completion Date: 5/7/14.
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hands prior lo exiting the rc
The findings Include:

Review of tha facility’s "Fat

Precautions, Contaet, Pracautions” Policy, datad

3/2010, revealed staff shoy
wear gloves when caring £
infections requiring contact

Review of the facility's "Me

Staphylotoccus Aureus {MRSA) policy, dated

6/2011, and the "Extendead
Lactamase (ESBL)" policy,
revesled contact precatitio
wearing of gloves when en
the changing of gloves afte
material.

Raview of tha Center for Di
Guidelines far isolation Pre
Tranamission of infactious
Seftings published 2007 pa

of Contact Precautions rev Lzaled to wear gloves

whenever touching the pai
surfaces and articles in dlo
patient. Don gloves upon a
cubicle and handwashing s
immediately upon removing
leaving the room or cubicle,

1. Record raview reveaied
Resident #6 on 06/28/09 w
included Hypsrtension, Deg
Sepsis, Prostatitis, Paycho
of the Urine.

Review of the Physician's ¢
revealed the resident was 8

hwvsay to Infection

ld wash hands and
r ALL residents with
isofation.

hicillin-resistant

Speclrum Beta

deted 6/2011,

s should includa
ering the room and

r contact with infective

seass Control
cautions; Preventing
Agents in Healthcare
ge 54, section V.B.3.5

ent's intact skin or
b proximity to the
hiry into the room or
hould be performed
gloves and before

the facifity admitted
th diagnoges which
yression, Alzheimer's,
sis, Anxiety and ESLB

rders, dated 03/16/14,
tarted on Penicillin VK
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{antibiotic) 500 mifigrarns {mg) BID x ten (10) ;
days for ESLB of the urine.

Observation, on 03/26/27 &1 11:50 AM during
meal pass, revealed thera was a "See Nurse
Before Entering” sign posted at the door of
Reeldent #6 and an isolation can was stationad
outside the doer fo alent staff and visitors of
precautions; however, Cenified WNurse Aide (CNA}
#2 entared Resident #6's isolation room with the
meel tray and without donning gloves, CNA#2
preceeded to set up the meal tray on the over the
bed {able, then exited the roem and ¢ontinued to
pass meal trays without washing her hands.

Further observation, on 03/27/14 at 11:33 AM,
ravaalad the Unit Manager entared Resident #6's
room without gloves to deliver the meal iray.

2. Record review revealed the facility readmitted
Resident C 01/23/14 with diagnases which
included Anoraxia, Dapression, Paraplegis,
Weakness, Osteomyelitis, MRSA, Infection
resistant to drugs, Pressure Ulcer of the Buttock
and Neuregenic Biadder.

Observation of a meal pass on haliway 400 and
500, on-03/26/14 at 11:33 AM, revealad there was
a "Ses Nurse Before Entering” sign pested at the
door of Resident C's room and an Isolation cart
was stalioned outside the doer to afeft staff and
visitors of precautions; however, further
observation revealad CNA # 2 entered Resident
C's isclation room without denning gloves, placed
the meal tray on the over the bed table and
adjusted it to the resident's comfort. CNA#2 then
exited the room with Resident C's parsonal cup
without wazhing her hands and handed the cup to
another staff. CNA #2 continued to pass trays to
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other residents on the hall without washing
hands.

Observation during a meal pass, on 03/27/14 at
11:31 AM, revealed CNA #1 entered Resident C's
isolation room without donning gloves, prepared
the tray on the over the bed table, then exited the
room without washing her hands and continued to
pass trays to other residents on the hell,

3. Record review ravealed the faciity readmitted
Restdent #1 an 03/12/14 with diagnoses which
included Septic Shock, Pheumonia and
Incontinencs of urine and faces.

Review of a physiclan's order, dated 03/26/14,
revealed an order for Tetracycline (antibiotic) 500
mg three times a day {TID) for seven (7} days for
ESBL of the urine.

Observation of & meal service, on 03/27/14 at
11:23 AM, revesaled thare was a "See Nurse
Before Entering” sign posted at the door of
Resident C's room and an isolation cart was
stationsd outside the door to alert staff and i
vigitors of precautions; however, CNA #1 entered :
the resident’s room without donning gloves to
deliver the resident's meat tray. CNA#1 then left
the residents room without washing hands and
went to another hall and obtained ketchup
packages out of @ container on top of the meal
cart. The CNA retumed 1o Resident #1's room
and enterad without donning gloves. The CNA
then opened the ketchup packages of the
residant and compiated the meal sat up. The
CNA then washed her hands prior to leaving the
FO_DI'TI. .

Interview with CNA #1, on 03/28/14 at 8:68 AM,
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revealed the facility's policy was for steff to waa
gloves when entering a room and to wash hands
prior to exiting the room of a resident who was on
isolation precautions, CNA#1 stated "t messed
up, | shouldn't have apened the katchup with my
teeth, | should have worn gloves and should have
washed hands when | left the room to get the
ketchup {rom tha cart™.

Interview with CNA #2, on 09/28/14 at 10:30 Al,
revealed: staff should Use hand sanilizer between
delivering each resident's meat tray and wash
their hands after every third resident. CNA#2

| revaaled if a residant was in isclation, gloves
should be donned befors antering the room, the
tray prepared, then th gloves should be removed
and hands washad befors leaving the room. CNA
#2 stated she did not eanitize or wash hands
between delivering each resident's tray and did
not don gloves upon entering a resident's
isolation reom during the meal pass on 03726714,
The CNA stated she shoutd have bean alerted by
the sign-on the door and the isolation car, outside
the door

Interview, on 03/26/14 at 3:15 PM with Licensed
Practical Nurse (LFN) #1, revesled Resident C
was in contact isolation for MRSA of the wound
on his/her buttocks. The LPN siated the staff
should Have worn Personal Protective Equipment
(PPE}0 Include gown, gloves and mask:during
personal care such as wound care, urinary
catheter ¢are ot direct contact. LPN #1 revealed
if staff antared the room to serve water of dejiver
a meal tray. the staff should don gioves. LPN#1
revealed Rasident #6 was in contact isolation for
ESBL of the Urina and Resldant #6 was continent
of urine. Tha LPN stated the staff was sxpected
to wear PPE during any direct cara of the resident
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and gloves should be usad if antaring the room to
deliver food traysito prevent the spread of

infection.

Interviaw with the| Unit Manager. on 03/27/14 at

11:44 AM, reveal

staff were expacted to use

PPE when enterinig a resident’s isolation room.
She stated if the resident was on contact
isolation, staff shnju!d wear & full gown and

gloves, and if on

espiratory isolation, a magk

should be used, i addition to other PPE. The
Unit Manager revaalad any surface area in a
resident's room on isolation precauiions was
potentially comanjinated. She stated she
expected staff at & minimum to don gloves when

serving a tray to

resident In contact isofation.

She revealad when the staff does not perform
handwashing andjuse gloves, it causes & strong
potential for crossrcontamination to other

resldents.

Interview wiih the
Administrator, en
they expected sta
every resident wh

Director of Nursing {DON) and

D3/28/14 at 11:38 AM, revealed
[T to use hand sanitizar betwean
le passing food trays and

should wash hanﬁs alter avery third rasident tray
t

pass. If the staff

ciches somathing such as

anything on the figor, the staff shoufd stop and

wash their hands

hen. They revealed if a

rasidant was In isglatlon, the staff should have

worn gloves into t

he room while passing the meal

tray, set up the trely for the resident, then

remaqgved the glov
before exdting the
washing thair han

23 and washed their hands
room. They stated the siaff not
e created a rigk for the spread

of infection. The DON revealed the current
residents on Isolaﬁion had ESBL and MRSA and if

the suface was i
parson touching t

fected with either of these, ths
@ surface had the potentiat to
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K 000G | Continued From page 1 K 000
Reguiationa, 483.70(a) et seq. (Life Safety from
Fire). “~

Deficiancies were cited with the highest
deficisncy identifiad al "F" laval.
K 018} NFPA 101 LIFE SAFETY CODE STANDARD K018
=£ i
Doors protacting corridor openings in other than
required. enclosuras of vartical openings, axits, or
hazardous areas ara substantial doors, such as
those consiructed of 1% inch solid-bonded core
wood, or capabie of resisting fire for at teast 20
rinutes, Doors in sprinklered buildings are only
required to rasist the passagae of smoke. There Is
no impediment to the closing of the doors. Doors
afe provided with a means suitable for keeping
the'door closed. Dutch doors meeting 19.3.6.3.6
are permitted,  12.3.6.3

Roller latches are prohibited by GMS reguiatlons
in all health care facilitiss.

This STANDARD is not mel as evidancad by:
Based on observation and interview, it was

determined the facility failed to ensure corridor . K018

doors of resident roams were in accordance with ‘ !, The Maintenance Director has L
National Fire Protection Association (NFPA) . adjusted the privacy curthins in e 5/7//
standards, The deficient practice has the ) rooms 314, 308,311, 50b. 511, 414 .
potential to affect five (5) of eight (8) stnoke 407, 404 and 402 so that it docs Tot

!
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compantments, twenty-six {26} residents, staff
and visitors, Tha faciiity has the capacity for
ona-hundred one {101} beds and at the time of
the survey, the cehsus was seventy-four {74).

The findings include:

Observation, on 03/26/14 at 1:45 P\ with the
Mainenance Supervisor, revealed the corridor
door 1o resident rocm #314 was blockad from
cosing by the privasy curtain in the room.

Intarview, on 03/26/14 at 1:468 PM with the
Mainfenance Supervisor, revealed he was
unaware the privacy curtain was affecting the
door from closing,

Observatian, on 03/26/14 at 1:47 PM with the
Maintenance Supervisar, reveated the corridor

door to the rasident roorn #308 was blockad from,

closing by the prvacy curtain in the room,

Interview, on 03/26/14 at 1:48 PM with the
Maintenance Supervisor, ravaaled he was
unaware the privacy curtain was affecting the
door from closing.

Observation, on 03/26/14 at 1:50 PM with the
Maintenance Supervisor, revealad the corridar
door o resident room #3141 was blocked from
closing by the privacy curtain ih the room.

Interview, on 03/26/14 at 1:51 PM with tha

.Maintenance Supervisor, revealed he was

unaware the privacy curtain was affecting the
doar from closing.

Chservation, on 03/26/14 at 2;30 PM with the
Maintenaenca Supervisor, revealed !ha cosridor
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. affect the door from ¢losing on
K 016 Continuad From page 2 Kot 4/24/14. The Maintenance Director

has removed the shoe in 511 from
propping the door open on 3/28/14. |~
The Maintenance Director has
removed the trash cang that were
preventing the door from closing in
rooms 606, 618 and 517 on 3/28/]4
The Maintenance Director has -
removed the heart decoration from
609 that was preventing the door
from ¢losing on 3/28/14,

The Maintenance Director inspected
alf resident room doors on 4/3/14 to
identify doors that vere impeded -
from closing. Doors that had
impediments were ifentified on
4/3/14 and repsired on 4/24/14,

The Admindstrator ig-serviced the
Maintenance Director on 4/2/14 on
the requirement that doors not be
impeded from properly closing.

The Maintenance Dfrector will
inspect resident room doors for
properly closing w1t:hout
impediments three (3} days per
week for four (4) weeks; then, one
(1) day per week for two (2)
months. The Maintenanee Director’s
inspections will be reviewad by the
Quality Assurance Comumittee on a
monthly basis for three (3) months.
Any issues related to the inspections
will be reviewed by the Quality
Assurance Committee for .,
recommendations. The Quality
Assurance Commitige meets
rnonthly and consists of the

Administrator, Director of Nursing,
3

|
{
i
1




B4/21/2014 15:28 12729654433

DEPARTMENT OF HEALTH AND Hump{rgs SERVICES

CENTERS FOR MEDICARE & MEDICA#D SERVICES

CRITTENDEN PC ) PAGE @5/25

PRINTED: 04/11/2014
FORM APPROVED
CMB_NG. 09380291

STATEMENT QF DEFRICIENCIES - {X1) FRO%DEWSU@’PUER"CUA
£ND PLAN CF CORRECTION IDENTIFICATION MUMBER;

185269

{X2) MULTIPLE CONSTRUCTION - (X3} DATE SURVEY

A BUILOING 01 - BUILDING

B.WING

COMPLETED

03/26/2014

NAME OF PROVIDZR OR SURPLIER

CRITTENDEN COUNTY HEALTH & REHABILITATION CENTER

STREET &DDRESS, CITY, STATE, ZiF CQDE
201 WATSON STREET
MARICN, KY 42064

X410 L. SUIMMARY STAYEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST GE PRECEDED 8Y FULL'
TAG REGHLATORY OR LS IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION $isy
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENGED TO THE APPROFRIATE DATE
DEFICIENCY)

K 018 | Continued From page 3
daor to residant room #509 was biocked from
closing by the privacy curtain in the room.

Interview, on 03/26/14 at 2:31 PM with tha
Maintenance Supervisar, revealed he was
unaware the privacy curtaln was affecting the
door from closing. '

Observatien, on 03/26/14 at 2:356 PM with the
Maintenance Supervisor, revealed the corridor
door to resident room #511 was blocked from
cloging by tha privacy curtain in the room and a
shog was propping the daor,

Interviaw, on 03/26/14 at 2:36 PM with the
Maintengnce Suparviser, revealed he.was
unaware the curtain was blocking the door and
was.unaure why the shos was wedged under the
door,

Observation, on 03/26/14 at 2:45 PM with the
| Maintenance Suparvisor, revealed the corridor
door to resident room #414 was blocked frem
closing by the privacy curtain in the room.

Intervigw, on 03/26/14 at 2:46 PM with the .
Maintenance Supervisor, revealed he was
unawars the privacy curtain was affecting the
door from closing.

Obgervation, on 03/26/44 at 2:60 PM with the
Maintenancs Supervisor, revealed the corridor
door to resident room #407 was dlocked from
clesing by the privacy curtaio in the ream.

Interview, on 03/26/14 at 2:51 PM with the
Maintenance Supervisor, revealed he was
unav/are the privacy cuntain was affecting ths
door from clesing. . !

Ko

o

8

Unit Manager, Socia} Services
Dircctor, Dietary Manager and the
Medical Director.

5. Date of Completion: 5/7/14,
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Chsarvation, on 03/26/14 at 2:55 PM'with the

.| Maintenance Supervisor, revealed the corridor
door to resident rcom # 04 was blocked fram
cfosing by the privacy curtain in the room.

Interview, on 03/26/14 at 2:56 PM with the
Maintenance Supervisor, reveated he was
uneware the privacy curtain was affecting the
door from closing.

Observation, on 03/26/14 at 3:02 PM with the
Maintenance Supervisor, revealed the corridor
) door to resident room #402 was blocked fram
closing by the privagy curtain in the room.

Interview, on 03/26/14 at 3:03 PM wilh the
Maintenance Supervisor, revealed he was
unawere the privacy curtain was affecting the :
door from closing,

Observation, on 03/26/14 at 2:10 PM with the
Maintenance Supervizor, revealed thé corridor
door to resident room #6086 was blockad from
closing by a trash can placed in frant of the door.

Interview, on 03/26/14 at 3:11 PM with tha
Maintenance Supervisor, revealed he was
unaware the trash can was being placed-in front
of the resident door to keep it open.

Observation, on 03/26/14 at 3:17 PM with the
Maintenance Supervisor, fevealed the corridor
door fo resident room #618 was blocked from
closingby a trash can placed in front of the door.

Interview, on 03{26/1%'1 2t 3:18 PM with the ' i
Maintenanca Supervisor, revealed he was '
unaware tha trash can was being placed in front

FORM {MS-2667{02-58) Frevicus Varslons Otso'ste Event [Q; PWHKE21 Frdlity If) {00079 if cantinuagen cheet Page 5 of 24
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of the resident door to keep it open.

Observation, on 03/26/14 at 3:23 PM with the
Maintenanca Suparvisos, revealed the corridor
door to resident room #517 was blocked from
closing by a trash can placed in front of the door.

Interview, on 03/26/14 at 3:24 PM with the
Maintenance Supervisor, revealed he was
unaware the trash can was being placed in front
of the tesidant door to keep it open. f

Chservation, on 03/26/14 at 3:30 PM with the
Maintenance Superviser, revealed the corridor
door to resident room #6029 was blocked from
closing by a heart dacoration ptaced on the
tesident door handle.

Interview, on 03/26/14 at 3:31 PM with the
Malntenance:Supervisor, revealed he was
unav/are the decoration was placed on the door
handle prevehting the door from closing property.

The census of seventy-four (74) was verified by
the Administrator on 03/26/14. The findings were
acknowledged by the Administrater and verified
by the Malntenance Supervisor at the exit
interview on 03/26/14.

b

Actual I\iFPA Standard:

NFPA 101 (2000 edition} 19.3.6.3.1" Doors
protecting cotridor openings in

other than required enclosures of vertical
openings, exits, or hazardous sreas shall be ,
substantial doors, such as those canstructad of i
13/4-In. {4.4-cm) thick, salid-bonded core wood
or of construction that resists fire for not lass than
20 minutes and shall be constructed {o resist the
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passage of smoke, Compliance with.NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance between the bottom

of the door and the floor covering not exceading

1 in. (2.5 cm) shall ba permitted for corridor
ddors.

Exception No. 1. Doors to foilet rooms,
bathrooms, shower rooms, sink clogets, and
similay

auxiiary spaces that do not contain flammable or '
combustible matetials. ' ‘

Exception No. 2: In smoka compartments
protected throughout by an approved, supsrvisaed
automatic sprinkler system in accordance with
19.3.5.2, the door construction requirements of
19.2,6.3,1 shall not be mandatary, but the doors
shall be constructed to resist the passage of
smoke, " .
19.3.6.3.2* Doars shall be provided with & means
suitabie for keeping the door closad that is
accaptable to the authority having junsdiction.
The device used shall be capable of keeping
the door fuily closed if a force of 5 Ibf (22 N) ia
appliad at tha latch edge of the door. Rolier
latches shall be prohibited on corrider doors in
buildings nat folly protected by an approved
automatic sprinkler system in accordance with

19.3.6.3.3° :
Hold-open devices that release when' the door is
pushed or pufed shall b& permited.

A193633

Doors should not be blocked open by, furniture,
door stops, chocks, tie-backs, drop-dbwn or
plunger-type devices, or other devices that
necessitate manual unlatching or relgasing action
to close. Examples of hold-opan devices that

FORM GMS-2667(02.98} Pravious Verdans Obselsta Event {D; PWKE2 Fadtly i {00479 i continuatlon eheet Page 7 of 24
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K 025 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=E

Smoke barrigrs are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminate at an attivm wail. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of tvo
separate comparlments are provided on each
floor, Dampers are not required in duct
panatrations of smoke barriers in fully ducted
heating, ventifating, and air conditioning systems,
10.3.7.3, 19.3.7.5, 18.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Based on observations and intervisws, it was
determined the facility failed to maintaln smoke
barriers that would resist the passaga of smake
between smoke compartments in accordance
with NFPA, standards. The deficient pradlics has -
the potential to affect four {4) of eight {8} smoke
compartments, thirty-six (36) residents, staff and
visitors, The fecility has the capacity for
one-hundred one (101) beds and al the time aof
the survey, the cansus was saventy-four {74).

The findings include:

Observation, on 03/26/14 at 11;12 AM with the
Maintenance Supeanvisar, revealed the smoke
partition, extending above the ceiling located at
room #202 did not extend to the roof decking of
the facility.

X431 . SUMMARY STATEMENT OF DEFICIENCIES I} PROVAGER'S PLAN OF CORRECTION x5
PREFLX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG . REGULATGRY OR LSC IDENTIFYING INFORMATION) YAG CROSS-REFERERCED TO THE APPROPRIATE. DATE
DEFIGIENCY)
K 018 | Continued From page 7 ‘ K018 !
release when the door is pushed or puiled are '
friction catches or magnetic catches. . .
K oas| | K023

1, The Maintenance Director repaired

202 on 4/22/14 and the smoke
partition now extends to the.roof
decking of the facility. The
Maintenance Director repaired the
~door above room 408 on 4/22/14
and it now is closed.

2. The Maijntenance Director surveyed
the attic for other areas that would
allow the passape of smoke on
4/22/14. None were observed,

3. The Administrator in-serviced the
Maintenance Director on 4/2/14 on
smoke bairiers oot altowing the
passage of smoke,

4, The Maintenance Director will
survey the attic for smoke barriers
penctrations weekly for one (1)
month and monthly {or two (2)
months thereafter. Tl‘&a resulis of the
observations will be reviewed by the
Quality Assurance Comumittee on a
monthly basis for three {3) months.
Any igndeg related to.the inspections
will be reviewed by the Quality
Assurance Committes for

.. recommendations. The Quality
‘Assurance Commities mests
monthly and consista of the
Administrator, Director of Nursing,
Unit Mandger, Social Services

the smoks partition located at roorn -

5/ M

Director, Dietary Manager and the

i

]
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Maintenarice Supervisor, revealed ha was
unaware the wall was not properly constructad to
resist {he passags of smoke.

Cbservation, on 03726414 at 11:30 AM wilh the
Maintenance Supervisor, revealed the smake
partitian, &xtending above the ceiling located at
room #408 was penetrated by a door that was left
open and the szif-closing spring was ramoved
frorn the daor. :

Interview, on 03/26/14 at 11:31 AM with the
Maintanahce Supervisor, ravealed he wes
unaware the door was left open.

The ¢ensus of seventy-four (74) was verified by
the Administrator on 03/26/14. The findings were
acknowladged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 03/26/14.

Actual NFPA Standard:

NFPA 101 (200C Edition). 8.3.6.1 Pipss, condLits,
bus ducts, cables, wires, air ducts, pneumatic
tubes and ducts, and slmilar building servica
equipmant that pass through floors and smoke
barriers shall be protected a5 follows:

{a) The space between the penstrating jilem and
| the smake bareler thalt

1 1. Be filled with a material capable of meintaining
the smoke resistance of the smoke barrier, or

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

{b) Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sleeve shall he
solidly g5t in the smoke barrier, and the space

5. Completion Date: 5/7/14.

STATEMENT OF DEFICIENCIES xXn PROWJ:&EWEUPPUEWCUA {((2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
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P
185269 B, WING 032612014
MAME OF PROVIDER OR SUPPUER b STREEY ADDRESS, GITY, STATE, ZIF CODE
‘ 201 WATSON STREET
. CRITTENDEN COUNTY REALTH & REHABILITATION-CENTER
) ] MARION, KY 42064
(x4) ID - SUMMARY STATEMENT OF OEFICIENCIES ) PROVIOER'S FLAN OF CORRECTION x5)
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TAG REGULATCRY QR LSC IDENTIFYING INFORMATIOH) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
o DEFICIENCY]
K 025 | Continued From page 6 K026 ‘ !
| interview, on 03/26/14 at 11:15 AM with the Medical Director. .
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Continued Frem page 9

between the item and the sleeve shal!

1. Be filled with a material capable of maintaining
tha smoke resistance of the smoke bartier, or

2. Be protected by an approvad davice designed
for the specific purpose.

{c) Where desighs take transmission of vibration
into consideration, any vibration isolation shall

1. Be made on eithar side of the smaoke barrisr, or
2, Be made by an approved device designad for
the specific purpose.

8.3.6.2 Openings eccurring at points whers floors
of smoke

barsiars meet the outside walls, other erncke
barsiers, or fire

barriers of a buitding shall meet one of the
fottowing conditions:

{1) it shall be filled with a materstal that is ¢capable
of maintaining

the emoke resistance of the floor or smoke
barrisr.

{2) Htshali be protected by an approved device
that is

desighad for the speciiic purpose.

NFFA 101 LIFE SAFETY CODE STANDARD

Door opanings in smoke barriers have at leasta
20-minute fire protaction rating or are at least
t#%-inch thick solid bonded wood ¢ore. Nan-rated
protective plates that do not exceed 48 inches
from the bottam of the door are permitted.
Horizontal sliding doors comply with 7.2.1.14.
Daors are seff-closing or automatic closing in
accordance with 19.2 2.2 6. Swinging doars are
not requiired to swing with egress and positive
latehing is not required.  19.3.7.5, 19.3.7.6,
19.3.7.7 -

K 025

Koz27
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This STANDARD s not met as evidenced by:
Based on chsarvation and intervisw, it was
determined the facility failed to ensure cross
-cotridor deors focated in & smoke barrer would
resist the passage of smoka in accordance with
NFPA siahdards. The defcient praciics has the
potential to affect seven (7) of eight {8) smoke
compartments, all residents, staff and visitors.
' The facility has the capacity for one-hundred one
{101) beds and &t the tma of tha survay, the
census was seventy-four (74},

The findings include:

Obsarvation, on 03/26/14 at 1:40 PM with the
Maintanance Supervisor, revealed the
cross-corridor daors tocated at 500 W would not
close completely when tested, feaving a gap of
approximately one-querter of an inch or greater
between the pair of doors and would not resist
the passage of smoke.

Interview,.on 03/26/14 at 1:41 PN with the
Maintenance Supervisor, revealad he was under
the impression that the allowable gap on the
crose-corridor doors was a quarter of an inch,

Observaticn, on 03/26/14 at 1:55 PM with the
Maintenance Supervigor, revealad the
eross-corridor doors focated at 500 E would not
close complately when lested, leaving a gap of
approximiately one-quarter of an inch or greater
ketween the pair of doors and wald nof resist
the passage of smoka.

Intervisw, on 03/26/14 at 1:56 PM with the
Maintenance Supervisor, revealed he was under

STETEMENT OF DEFICIENCIES [t8}] PROVIDER/"SUPF'LIER/GUA (X2} MAULTIPLE CONSTRUCTIGN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILOING 04 - BUILDING GOWPLETED
185253 8. WING . D3/26/2014
NiME OF FROVIDER, OR SUPPLIER M ] STREET 2DIDRESS. GITY, STATE, ZIPCOOE
CRITTENDEN GOUNTY HEALTH & REHABILETATION::; TER 201 WATSON STRERT
] C A
MARIOM, KY 42064
(X4}1D . SUKMMARY STATEMENT OF DEFICIEMGIES D PROVDER'S PLAN OF GORRECTION )
PREFIX. (EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACTION SHOULD BE ConeL Dok
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 027 | Continued From page 10 K 027
K027

1. The Maintenance Director has
eliminated the gap{s) on cross-

- cornidor doors located on 500W,
500E, 300E, 300W, 4003 and 400N
on 4/14/14.

2. The Maintepance Director mspected
all cross-corridor doors on 4/14/14
and ohserved no additional issues
related to gaps between cross-

~ corridor doars.

3. The Administrator in-serviced the
Maintenance Director on 4/2/14 on
the requirement that gaps between
cross-corridor doors not allow the

_ passage of smoke.

4, The Maintenance Director will
inspect the gaps between cross-
corridor dooxs weekly for one (1)
month and monthly for two (2)
months thereafter. The tesults of the
observations will be reviewed by the
Quality Assurance Commitiee on a
monthty basis for three (3) months.
Any issues related to the inspections
will be reviewad by the Quality
Assuran¢e Conumittee for
recommendations. The Quality
Assurance Committee meets
monthly and consista of the
Adminisirator, Direstor of Nursing,
Unit Manager, Social $ervices
Director, Dietary Maphger and the
Medical Director.

5. Completion Date: 5/7/14.

Ty

g
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the impression that tha allowable gap on the
cross-carridor deors was a quarter'of an inch.

Observation, on 03/26/14 at 2:25 PM with the
Maintenance Supervisor, revaalad the
cross-corvidor doors locatad at 300 E would not
close completaly when tested, leaving a gap of
approximataly ana-quarter of an inch or greater
between the pair of doors and would not resist
the passage of smoke.

Interview, on 03/26/14 at 2:26 PM with the
IMaintenance Supervisor, revealed he was under
the impression that the allowable gap.on the
cross-corridor doors was a quarter of an Inch,

Observation, on 03/26/14 at 3:02 PM with the
Naintenance Supervisor, revealed the
cross-coridor doors located at 300 W would not
closa completely when tested, feaving a gap of
approximately one-quanter of an inch or greater
batwaen the pair of doors and would not resist
the passage of smoke,

Interviaw, on 03/26/14 at 3,03 PM with the
Maintenance Supervisor, ravaaled he was under
the impression that the aliowable gap on the
cross-cotridor doors was a quarter of an inch. . i

Observation, on 03/26/14 at 3:156 PM with the
Malntenanca Supervisor, revealed the
crose-corridor doors located at 400 8 would not
close completely whan fested, leaving a gap of
approximately one-quarter of an inch or greater
between the palr of doors and would not resist
the passage of smoke.

Inferview, on 03/28/14 at 3:16 PM with the
Maintenance Supervisor, revesaled he was under

FORM CHE-2557(02-93) Previtus Yersons Obsalzte Event 1D PWKE21 Feetity :C; 100072 i contnuallan shest Page 12 of 24
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the impression that the allowable gap on the
cross-corridor doors was a quarter of an inch.

Obsarvation, on 03/26/14 at 3:32 PM with the
Maintenance Supervisor, revealed the
cross-corridor doors located at 400 N would not
close complately when tested, lsaving a gap of
approximately one-quarter of an inch or greater
betwean!tha pair of doors and would not rasist
tha passhge of smoke.

Interview, on 03/26/14 at 3:33 PM with the
Maintenance Suparvisor, revealed hewas under
the impression that the allowable gap ¢h the
cross-corridor doors was a quarter of an inch.

The census of sevanty-four (74) was verified by
the Administrator on 03/26/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at {he exit
intarview on 03/26/14.

Actual NFPA Standard;

NFPA 101 {2000 edition) 8.3.4.1* Doors in smoks
barriers shall close the opening feaving

only the minimum clearance neceseary for proper
operation

and shall be without undarcuts, louvers, or grilles.

NFRPA 80 {1998 Edition)

Standard for Fire Doors 2-3.1.7

The tlearance between the adge of the door on
the pull side shall be 1/8 in. (+/-) 1/16 in. (3.18
mm (+/~) 1,59 mm) for steel doors and shal not
exceed 1/8 in. {3.18mmy) for wood doors.

K 045 NFPA 1D1 LIFE SAFETY CODE STANDARD K045

$58=D

llumination of means of egress, including exit
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c'liécharge; is arranged.SO that failure of any.single 1. The Maintenance Dirsotor has
lighting fixture .(bulb) will nO{;GE;JE ths; rarzﬁcln removed the “one bull” fiztuges and .
Lahting m accordance wih section 783 1628 replaced them with “two bulb”
fixtures on 4/2/14 at the following
' locations: Rear kitchen exit and the
exterior basement exit, _—
: 2. The Maintenance Director inspected
This STANDARD s not met as evidenced by: all exits for “two-bulb” light
Based on observation and interview, it was fixtures, For tustances with “one
determined the facility failed to ensure exits were bulb” fixmires, they were replaced
equipped with lighting in accordance with NFPA with “twe bulb” fixtures on 4/12/14.
standacds, The deficient practice has the potential 3. The Administrator in-serviced the
1o affect one {1) of sight (8) smoke N Maintenance Director on 4/2/14 on B
compariments, residents, slaff and vigiors. The the requixement for using “two : 57? //
facility has the capacltg for one-hundred one bulb” fixtures on all exits.
{101} beds and at the time of the survey, tha 4. The Maintenance Director will .
census wag seventy-four {74}, inspect the facilfty.exits for “two
N . bulb” fixtures one (1) time per week
The findings clude: for four (4) weeks and then monthly
Observation, on 03/26/14 at 2:64 PM with the for two {2) months thereafter. The
Maintenance Supervisar, ravealed the exterior Maintenance Director’s inspections
exit at the rear of the kitchen had a single light for will bs reviewed by the Quality
fllumination of the outside of the exit. Assurance Copumittee on a monthly
basis for three (3) months, Any
Interview, on 03/26/14 at 2:56 PM with the issues related to the inspections will
Maintenance Supervisor, revealed he was be reviewed by the Quz{lity
unaware :lhe exterior exit was only equipped with Assurance Cornmittee will be
ane light. reviewed for recommendations. The
Observation, on 03/26/14 at 3:10 PM with the gg;ﬁyii?iﬁi?ﬂ:“ mects
Mgrnienanoe Supervisar, rev?aledl 1.he exterior Administrator, Director of Nursing
exit for the besement had a singla light for ; welor of ;
ilumingtion of tha outside of the exit. Unit Manager, Social Services
. - Director, Distary Manager and the
Interview, on 09/26/14 at 3: 11 PA with the Medical Direstor.
Maintenance Supervisor, revealed he was 5. Completion Date: 5/7/14.
unaware tha exterior exit was only equipped with :
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K 045 | Continued From page 14 K 045
ane light.

The census of seventy-four {74} was verified by
the Administrator on 03/26/14. The findings wara
acknowledged by the Administrater and verified
by the Maintenance Suparvisor at the exit
interview on 03/26/14,

Actual NFPA Standard:

NFPA 104 (2000 edition)

7.8.1.4" Requirad fllumination shall be arranged
30 that the

faiture of any single lighting unit does not resuit In
an ifflumination

favel of lass than 0.2 ft-candle {2 1ux) in any

-| designated ‘

area.

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052

S8=F

A fire alarm system required for fife salfeiy is
installed, fested, and maintained in accordance
with NFPA 70 National Electrical Cods and NFPA
72. Tha system has an approved maintenance
and lesting program complying with epplicable
requirements of NFPA 70 and 72, 8.6.1.4

v
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revealed the Ioad voltage test was not

documented on the fire alarm nspaction
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DEFICIENGY)
K 052 Continued Frem page 15 K082
This STANDARD Is not met as evidenced by: K052
Based on ﬁ‘re alarm ins.p.lectio‘ns and Interview, it 1. The Maimtenance Director had the . :
was detarminad the facility failed o ensure the — ;
fire atarm system wes inspected and tested in “charger test” conducted on 3/3 1/14. '
accordancs with NFPA Standards. The deficient The Maintenance had the “discharge
practice has the potentlal to affact aight (8) of test” conducted on 3/31/14, The
eight (9} smoke compartments, all residenis, staff Maintenance Director had the "ioad
and visitors. The facility has the capamtg for voltage test” conducted on 3/31/14.
one-hundred ons (101) beds and at the time of 2. Same as #1
the survey, tha census was seventy-four (74). 5 .o ) .
3. The Administrator in-serviced the 5‘/7 //
The findlngs include: Maintenance Director on the 7
requurement to conduct a “charger
Fire alarm inspection review. on 03/26/14 at test” and a.“discharge test” on an
10:30 AN with the Maintenance Supervisor, annual basis, and a “load voltage
revealed the charger test was not documanted on 1681’ on a semi- am:ual basis.
the fire alarm inspection paperwork. 4,  The Maintenance Du‘eotol- wil] audit
his documentation of the “charger
Interview, on 03/26/14 at 10:31 AM with the test,” the “Joad voltage test” and the
Maintenance Suparvisor, revealed he was “discharge test” monthly for three
uvnawara the inspection company was to perform (3) raonths, The results fohe
a charger test on the fire alarm balterias on an observations will be reviewed by the
annual bass, Quality Assurance Committee on a
. N monthly basis for thre
Fire alarm inspection review, on 03/26/14 at An iss{\e 1 {itltn‘ ;](3) (n;onv?ﬁ'
10:32 AM with tha Maintenance Supervisor, b d , sdrime 0 F0€ audst Y
revealed the discharge test was not documented ¢ eviewed by the Quahty
on the fire alarm inspaction paperwork. Assurance Committee for .
recommendations. The Quality
| Intervlew, on 03/26/14 at 10:33 AM with the Assurance Comunintee meets
ktaintenance Supervisor, revealed he was monthly and consists of the
unawars the inspection company was to perform Administrator, Direotor of Nursing,
a discharge test on the fire alarm batteries o an Unit Manager, Social Services
annuat basis. L Director, Dietary Manager and the
s : Medical Director.
Fire alarm inspection review, on 03/26/14 at 5. Completion Date: 5/7/14
10:34 AM with the Maintenance Supervisor,
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'K 052

K 055
58=D

Continued From page 16
papanwork.

[nterview, on 0326114 &t 10:35 AM with the
Maintenance Superviser, revealed he was
unaware the inspection cernpany was 1o paform
aload voltage test on the fire alarm batteries on &
semi-annual basig. ‘

The census of sevanty-four {74) was verified by
the Administrator on 03/26/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor al the exit
intarviow-on 03/26/14.

Actua! NFPA Standard:

NFPA 101, 9.6.1.4. A fire alarm system required
for life safely shall be installed, tested, and
maintained in accordance with the applicable
requirements of NFPA 70, National Electrical
Code, and NFPA 72, National Fire Alerm Coda.
NFPA 101 LIFE SAFETY CODE STANDARD

I there |s an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Instailation of Sprinkler Sysiems, to
provide complele coveraga for ail portions of the
building, The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspeciion, Testing, and Maintenance of
Water-Based Fire Profection Systems. 1t is fully

| supervized. There Is a refiable, adequate water

eupply far the system. Required sprinkler
systems ars equipped with water flow and tamper
switchss, which are elecirically connétled to the
building flre slarm system.  18.3.5

K052

K 056

K056

The Maintgnauce Director will have
a sprinkles head installed in the

commode stall in the showey room. 5 /'7 /

on the 600 ball on 5/6/14. The
Maintenance Director will have a

T

e

sprinkler head installed on the un-
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Based on observation and interview it was
dstermined the facility failed to ensure the
building had & complete sprinkier systsm, in.
accordance with NFPA Standards. The deficient
practice has the potential to affect two (2) of eight
{8) smoka compartments, twenty-eight (26)
residanis; staff and visiters. The facility has the
capacity for one-hundred one (101) beds and &
the time of the survey, lhe census was
seventy-four {74}, According to CMS S&C
13-55-L5C the enforcement implication would ba
a fully sprinkiered facility with minor problems.

The findings include:

Observation, on 02/26/14 at 1:55 PM with the
Maintenance Supervisor, revealed the shower
room on the 600 half did not have sprinkler
protection in the commode stall.

Intarview, on 03/28/14 at 1:56 PM with the
Maintenance Supervisor, revealed he wes
unaware the commode area in the shower room
was not properly sprinkler pretected.

QObservation, on 03/26/14 at 2:18 P4 with the
Maintenanca Supaervisor, revealed the
mechanical room on the 600 hall did nol have
sprinkler protection on the ather side of the
heating, ventlation, alr conditioning duct in the
oo,

Interview, on 03/26/14 at 2:19 PM with the
Maintenance Supervisor, revesled he was
unaware the dust was blocking the sprinkler head
from protacting the entire room, ‘

STATEMENT OF DEFICIENCIES (X5} PROVIDER:SUPPLIERICLIA! {X2) MULTIPLE CONSTRUCTION (%3) OATE SURVEY
AND PLAN OF CORRECTION !DEN'T?T!CATION NUMBER: * A BUILOING 04 - BUILDING COMPLETED
185269 B. WING ' 03/26/2014
NAME OF PROVIDER OR SUPFUER STREET ACDRESS, CITY, STATE, 2IP CGOE-
201 WATSON STREET
CRITTENDEN COUNTY HEALTH & REHABiL!TATEON CENTER MARION, KY 2064
o4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION )
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_ protected side of the heating,
K088 | Continued From page 17 K036 ventilation, air conditioning duct in
the mechanical room on the 600 hall
_This STANDARD is nct met as evidanced by: on 5/6/14. The Maintenance .,

Director will have a sprinkler head
installed in the froot part of the
MDS office on 5/6/14, The
Mainienance Director had the
sprinkler heads in room 618 "
changeéd to all “quick response”
heads on 5/6/14.

2. -The Maintenance Director will audit
the facitity to ensure that the facility
has a complete, correctly installed
sprinkler system on 5/6/14.

3. The Administrator in-serviced the

Maintenance Director on 4/2/14

regarding the requirements related

to complete sprinkler heads,

The Maintenance Director will audit

the sprinkler systern monthly for

three (3) months to ensure that the
facility is fully and correctly
equipped with a sprinkler system.

The results of the audjts will be

reviewed by the Quality Assurance

Comniittee on a monthly basis for

three {3) months. Any issues related

to the audits will be reviewed by the

Quality Assurance Committee will

be reviewed for recommendations.

The Quality Assurance Committee

meets monthly and consists of the

Administrator, Director of Nursing,

Unit Manager, Social Services

Dirgctor, Dietary Manager and the

Medical Director.

5. Completion: 5/7/14.

_.L\
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Observation, on 03/26/14 at 2:30 PM with the
Mainienance Supervisor, revealed the front
Minimum Data Set (MDS) office did not have
spiinkler protection.

Interview, on 03/26/14 at 2:31 PM with the
Malntenance Suparvisor, revealed he was
unaware the room did not have sprinkier
protaction.

Observation, on 03/26/14 at 3110 PM with the
Maintenance-Supervisor, revealed room #5618
had a quick response sprinkler head installed in
{he $ame compariment as a standard response
head. .

intarview, on 03/28/14 at 3:11 PM with the
Maintenancs Supervisor, revealed he was
unawars the room had mixed heads installad.

The census of sevanty-four (74) was versified by
the Administrator on 03/26/14. The findings were
admowi:edged by the Administrator and venfied
by the Maintenance Supervisor at the exit
interview on: 03/26/14,

Actuai NFPA Standard:

NEPA 13 (1999 Edition} 5-13 8.1 Actual NFPA
Standard: NFPA 101, Table 12.1.6.2 and 18.3.6.1.
Existing'healthcare faciliies with canstruction
Type V {111) require complete sprinkiet coverage
for all parts of a facility.

Actual NFPA Standard: NEFPA 101, 19.3.5.1.
Where required by 15.1.6, health care facilities
shall be,protected throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7, :
Actual NFPA Standard: NFPA 101, 9.7.1.1. Each

FORM CME-2557(02-99) Prabious Vertlons Obsalets Event |D; FWKE21 Fazilly :D: 102079
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automatic sprinkier system required by another
soction of this Code shall be in accordance with
NEPA 13, Standard for the Installation of Sprinkiar
Systems. -

Actual NFPA Standard: NFPA 13, 5-1.1, The
requirenients for spacing, location, and position

of sprinklers shalt ba based on the foliowing
principles:

(1} Sprinklers installed throughout the premises
{2} Sprinklers focated so as not to exceed
maximum protection area per sprinkier ,
(3} Sprinklers positionad and located 20 as to i
provida safisfactory performance with-respect to '
activation time and distribution.

NFPA 13 (1999 Edition} 7-2.3.2.4 Where fisted
quick-response sprinklers are usad

throughout & system or portion of 5 system
having the same

hydraulic design basis, the system area of
operation ghall be

permitied to be reduced withaut ravising the
density as indicated

in Figure 7-2.3.2.4 when all of the following
conditions

are satisfied:

(1) Wet pipe system

(2) Light hazard or erdinary hazard occupancy
(3) 20-ft (6.1-m) maximum cejling helght

‘| The number of sprinklers in the design area shall
never be

lass than five. Where quick-response sprinklers
areused ona :

sloped ceiling, the maximum ceiling height shall.
be used for ) ‘

detarmining the percent reduction in design area.
Where

qulck-response sprinklers ara installed, all
sprinklers within a

FORM CMS-2567(02-88) Provious Versisnz Obsalets Everd ID:PYWKEZ1 Faciity I 10007% If continuation sheat Page 20 of 24
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compartment shall be of the quick response type.
Exceptian: Where circumstences require the use
of other than ordinary
temperature-rated sprinkisrs, standard response
sprinklgrs shail be
permitted to be used,
K 066 : NFPA 101 LIFE SAFETY CODE STANDARD K 066
53=D

| Smoking regufations are adopted and includa no

less than the following provisions:

{1} Smoking is prohibited in any room, ward, or
campartment where flammable fiquids,
combustible gases, or oxygen is used or stored
and in ahy other hazardous location, and suich
area is posted with signs that read NO SMOKING
or with the intemational eymbol for no smoking,

{2) Smoking by patients classifiad as not
responsible is prohibited, except when under
direct sljpervision.

(3) Ashtrays of noncombustible material and safe
design are providad in all areas where smoking is
permittad.

{4) Metal containars with self-closing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
permited. 19.7.4

This STANDARD is not met as evidencad by:
Based on abservation, smoking policy review,
and interview, it was datermined the facitity feiled

FORM CM35.2567{D2-0%) Previcus Verrions Obsolets
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, oo ‘ Kosé
o t?ao::::lj;dt:;otﬁep:? :;}:roved smoklng areas 151 o {+ The Maintenancs Direotor bas putin
* Fdovordance with NFPA standards. The deficient }ij:zg E;ﬁzrﬂﬂj&fiéiﬁwgfis n "
practica has the patential to affect two (2) of eight assembled ashtrays in the courtyard
{8) smoke compartrnents, twenty-gight (26) d th Y ¢ courtyar '
residents, staff and visitors. The facility has the 2nc the smok.tng shack on 4/22/14.
capacity for one-hundred one {101) beds and at 2. The Maintenance Dlre,ctor will
the time of the survey, the census was inspect all other smoking areas for
saventy-faur (74), proper smoking receptacle on
Ic 4/22/14 and make correstions as
The findings include: needed.
3. The Administrator in-serviced the
Observation, on 03/26/14 at 2:30 PM with the Maintenance Director on 4/2/14 on
Maintenance Supervisor, revealed the area at the the requirement of using only
courtyard exi{ was baing used as a smoking area approved cigarette receptaciss on -
and g con;crete flower poi was beipg used.as an facility grounds.
Puts, Furthor obsarraton rvented e praser b Mhe Melntenance Director will —
ashtray was taken spart and the liner wes being “spect 9&11 S:DJ.OkJ.ng areas for vn- 5/7
ysed as an ashivey, approved cigarctte receptacles and /)
‘ remove them immedjately five (5)
Interview, on 03/26/14 at 2:31 P with the times per week for four (4) weeks
Maintenanca-Supervisor, revealed he was and then one (1) time per week for
unaware of the concrete flowst pot was being t\\_ro_ (2) months. The Maintenancs
used as an ashiray and he did not know the Director’s inspections will be
ashtray had baan taken apar. reviewed by the Quality Assurance
Committee on & monthly basis for
Obsarvation, oh 03/26/44 at 3:10 PM with the three (3) months, An issues related
Maintenance Supenvisor, reveaied the smoking te the inspections will be reviewed
shack area had the ashtrays taken apaft and by the Quality Assurance’
.| were being used on a table inside the smoke Comnnitiee for yecommendations.
shack and on the picnic table, The Quality Agsurance Commitiee
Interview, or 03/26/14 at 3: 11 PM with the ingnl;;:;ﬁlg Blllrdez?;s;sftmf;g:
Maintenance Supervisor, revealdd he was Unit M 3 E:
unaware the ashtrays at the smoke shack had zit Manager, Social Services
been 1aken apart. Dxre?tor, I?;e:axy Manager and the
Medical Directar.
The census of seventy-four (74) was verified by 5. Completion Date: 5/7/14.
the Administrator on 03/26/14, The findings were
Event D FiwiE21 Feclity ID: 162079
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acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 03/26/14,

Actual NFPA Standard:

NFPA 101 {2000 edition} 19.7.4* Smoking.
Smoking regulations shall be adopted and
shall include not leas than the following
provisions: :
(1) Smaoking shalt be prohibited in any room, ;
ward, or compartment

whara flammable fiquids, combustible gases, or
exygen Is used or stored and in any other
hazardous location,

and such areas shall be posted with signs that
read NO SMOKING or shall be posted with the
infernational

symbol for no smoking,

Excaption: In health care occupancies where
smoking i5 prohlbhed

and signs are prominently placed at all major
antrances, secondary

signs with language that prohibits smoking shall
not ba required.

(2} Smoking by patients ¢lassified as not
respansihts shall be

prohibited,

Exception: The requirement of 19.7.4{2) shall not
apply where the patient

ls under. direct supervision.

{3} Ashtrays of noncombustible materiat and safe
design

shall be providad in all areas whera smoking is
permitted.

{4) Metal containars with self-closing cover
devices;into

which ashirays ean be emptied shall be readily
availabla -

FORM CMS-2587(02-69) Pravisus Varsions Gbselets Event 1O PWHERY FaeTity ID: 00079 ] 1 continustion sheet Page 23 of 24
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to all areas where smoking is permitted.
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