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parametors for water temperatures in resident
rooms or shower rooms,

Observations, on 12/18/12 at 3:45 PM, revealed a
water temperature of 111.3 degrees F. in Room
2102; a water temperature of 112.2 degrees F. in
Room 2104, a water temperature of 111.3
degrees F. in Room 2117; and a water
temperaiure of 110.3 degrees F. in Room 2119,

Observaltions, on 12/18/12 at 5:00 PM, reveaied
the water temperature in Room 2102 at 116.0
degrees F.; Room 2104 at 116.9 degrees F .,
Room 2117 at 114.4 degress F.; and Room
2119 at 113.1 degrees F.

Observations, on 12/18/12 at 5:25 PM, revealed
Room 2102 water temperature at 98.6 degrees
F., Room 2104 water temperature at 98.4
degrees F.; Room 2117 water temperature at
98.7 degrees F.; and Room 2118 water
temperaiure al 97.7 degrees F.

Record Review of the most recent Minimum Data
Set (MDS) assessments for unsampled residents
A, B, and C revealed alt three (3} unsampled
resident had a Brief Interview for Mental Status
{BIM) score of eleven (11) or above. Residents
with a score of eleven {11) or above are
considered interviewable,

Interview with Unsampled Resident A, on
12/18/12 at 4:00 PM, Unsampled Resident B at
4:05 PM, and Unsampled Resident C, on
12/20/12 at 10:00 AM, reveaied these residents
used the bathroom sink in the room for sel

.| grooming.

How other residents who may have been

12/19/12.

affected by this practice were tdentified:

All residents in rooms served by that waier
heater had the potential to be affected by the
practice. Water lemperatures in areas
accessible by residents and all resident rooms
in the facility were checked on [2/19/¢2. On
the East Side Wing, rooms 110( through
1127 and also ali resident rooms on the West
Side Wing rooms 2101 through 2127 were
checked by the Administrator and the Plant
Service Director and all of these water
temperatures were found to be within
acceplable range of 100-110 degrees on

The staff were informed to not use water in
any resident room in the facifity until further
direction from the Administrator and the
Plant Service Director.

Skin assessments for all residents completed
prior to 12/19/12 were checked and there was
no indication of any burns or trauma. There
were no resident complaints of water being
too hot or burns. In addition there were no
staff member complaints of any burns or
injuries from water temperatures.

The facility rooms were also assessed by the
Administrator and Plant Service Director on
[2/19/12, On the East Side Wing, rooms
1101 through 1127 and also all resident -
rooms on the West Side Wing rooms 210t
through 2127 1o verify that they were as free
ol hazards as was possible by the
Administrator and Plant Service Director
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interview with the Assistant Plant Service Director
(APSD) on 12/18/12 at 4:10 PM, revealed the
facility's policy was to keep the water
temperatures in the residents’ rooms between
105 to 110 degrees Fahrenheit. The APSD
confirmed residents could get burned if water
temperaturas were greater than 110 degrees
Fahrenheit.

Interview the Administrator, on 12/18/12 at 5:05
PM, revealed the the Plant Service Technician
{PST) must have turned the hot water
temperature regulator dial the wrong way for the
temperatures to be as high as 116.9 degrees
Farenhelt. The Adminstrator confirmed residents
could be burned with water temperatures this
high. Continued interview at 5:30 PM, revealed
water temperatures between 97.7 and 98.6
degrees Fareheit were toc low and wouid be
uncomfortable for the residents. The
Adminstrator confirmned the water temperatures in
the residents' rooms should be between 105 to
110 degrees Fahrenheit.

Measures implemented or Systems altered to
Prevent Re-gceurrences:

The policy in the facility for monitoring water
was modified to include the requirement to
maintain the water temperatures within state and
or federal guidelines.

The Assistant Plant Service Director and Plant
Service Director and maintenance employee
were re-educated by the Administraior on
ncceptable water temperature range according to
regulatory requirements and how to properly
turn and set the regulator to set the temperature
on the £2/18/12. Additional thermometers were
purchased on 12/18/12 by the maintenanec staff
to promote efficiency with the monitoring of the
water temperatures,

The water tempcratures witl be checked daily 5
X per week in a minimum of 6 randomly
selected resident rooms on an ongoing basis by
the Director or Assistant Director of Plant
Services or maintenance employee and reported
to the Administrator on a daily basis to verify
that waler temperatures are within acceptable
range.

An interdisciplinary audit tool has been
developed which will be completed monthly to
evaluate 26 resident rooms for any potentiat
hazards including environmental hazards. This
will be completed by Administrative Stail,
Sacial Services, Activities, and Plant Services.
The results will be reported to the Administrator
and also in the monthly QA meeting and will be
on-going.

If any concerns are identified they will be
reported to the Administrator and corrected
immediately, The frequency or duration of the
audit may be increased to validate ongoing
compliance. In addition re-education/discipline
will result,
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F-323 (cant)

Monitoring Megsures Implemented to
Maintain Ongeing Compiiance;

The Director or Assistant Director of Plant
Services or maintenance employee will
randomiy audit water temperatures in 26
resident rooms Lthroughout the facility on the
East Wing and the West Wing daily for one
week. This was initiated on 12/19/12.

Then 13 roems randomly throughout the facility
on the East and West Wings wili have the water
temperatures checked, x one week , this includes
weekends and holidays.

Then water temperatures will be checked in a
minimum of & randomly selected resident rooms
throughout the facility on the East Wing and the
West Wings 5 x per week on an ongoing basis
by the Director or Assistant Director of Plant
Services or maintenance employee and reported
to the administrator on a daily basis to verify
that water temperatures are within acceptable
range.

The administrator will conduct unannounced
rounds with the Director, Assistant Director of
Plant Services or maintenance employee on a
monthly basis for one year to verify ongoing
compliance with water temperatures ranges.
The Administrater will be responsible on an
ongoing basis to review the water temperaturc
results reported in the daily AQA meeting 5 x
per week by the Director or Assistant of Plant
Services to verify ongoing compliance. The
Administrator will also review that the Unit
Managers & Licensed Nurses are observing for
hazards & care plan compliance weekly for 12
weeks, through review of the signed NADS.
The results will also be reported on a monthly
basis to the Quality Assessment and Assurance
Committee for review for a minimum of one
year. 1T any areas of concern are identified the
frequency or duration of the audit may be
increased to validate ongoing compliance. In
addition re-education/discipline will result,
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K 000 INITIAL COMMENTS . K000 ;

GFR: 42 CFR 483.70(e)
- BUILDING: 01,
PLAN APPROVAL: 1976.

' SURVEY UNDER: 2000 Exlsting. .
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: Ons {1) story, Typa lll
{200). o i

T T

SMOKE COMPARTMENTS: Six (6) smoke i
- comparnments.

FIRE ALARM: Complete fire alarm system : i
"installed In 1976, upgraded in 1999 wlth 30 )
smoke detectors and 5 heat detactora. i

SPRINKLER SYSTEM: Complete automatlc dry
sprinkler system Instailed in 1976. .

GENERATOR: Type |l generator Installed in :
1877. Fuel source [s Natural Gas. ’

A standard Life Safety Cods survey was l
conducted on 12/18/12. Mills Health and Rehab
Center was found in non-compliance with the :

' reqquirements for participation In Medicare and 1 : 1;
Meadicaid. The faclilty Is certifled for Ninsty-Eight .

(98) beds with a census of Elghty-Three (83) on

" the day of the survey. I

The findings that follow demonstrate
noncompliance with Title 42, Code of Fadaral .
Regulations, 483.70(a) of seq. {Life Safety from ,

\BORATORY DIRECTOR'S OR PROQVIOER/SUPPLIER REPRESENTATIVE'S SIGP'MTURE - TITLE %8y DATE )
' X A intebdr X 2~1-2013],

ny deficloncy statemae g willran natarisk (*) denoles a daficloncy which the Insiitution may ba excused from comecting providing it s dstermined that
her safsguards provide sufficlent prolection to the patiants, (See instructiena.} Excepl for nursing homes, the findings stated abova are diaciosable 90 days
flowing tha date of aurvey whather or nol a plan of correction is provided. For nursing homes, the above findings end plans of corisction are disclosable 14 |
1ys fellewing the dats these documents are made avallable to the factity. If deficlencles are ¢Hed, an approved pian of correctlon Is requisite la continued I

ogram paricipation. i
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; . submitted solely becauss It s required by the
i;gig NFPA 101 LIFE SAFETY CODE STANDARD | K 018" provision of federal and slate Jaw,

: Doors protecting corridor openings In other than P xons C s
required enclosures of vertical opanings, exits, or ! :
hazardous areas are substantia doors, such as | ¢ Rtis the normal practice of Mills Health and
those constructed of 1% Inch solld-bonded cora | Rehab Center to ensure doors to resident rooms |

- wood, or capable of resisting fire for at least 20 are in accordance with NFPA standards,

“minutes, Doors In sprinklered bulldings are only

+

Corrective Measures for Restdents [dentified

required to reslst the passage of smoke. There is ; * I the Deficlongy:

' no Impediment to the closing of the doors, Doors f
:arfg E;gﬁig;c; ::::th Surtllia;lgosrulﬁblerfor l;gﬁglig% 6 No residents were Identified in this deficiency.

. 8 meeling 16.3.6.3.6 ° -
“are permitted.  19.3.6.3 ! How Other Restdents wers Idenfified that may.
. an”"erh,eaatgﬂacaaféerapéﬁmlabsﬁed by CMS regulations : : Resldents in 3 of the 6§ smoke compartments ‘
’ < - hava the potentiai to be affected by the practics.

i ' BABLI 1 ed to

{ Preyent Re-oceurrance;

All remaining ragident doors in the fagility were
chacked by the Director and Assistant Director .
of Plant Operations and the maintenance
employes on 12/19/12 to verify that no other
door frames had graater than a ¥ inch gap. ;
The Director and Assigtant Director of Plant
Operations and the meintenance employes wore -

This STANDARD g not met as evidenced by: |

. Bassd on observation and interview, it was * in-serviced on 12/19/12 by the Administrator of i
determined the faclilty falled to ensure doorsto . therequirement ofno greater thena Y inch
" resident rooms were In accordance with NFPA + between the frame and door Jamb. i
- standards, The deflciency had the potential to < ; .
affect three (3) of aix (6) smoke compartments, . ohecon e e et g
\ : E .

: se\{gnty-afght residents, staff and visltors, Tha | : door frames and a quote was obtalned to correct

- facility is cerlifled for Ninety-Eight (98) beds with a. the identified rooms that have greater than a
, .
1RM CMS-2667{02-90) Praviols Versions Obaciala Evanl 10: 536T21 Faalilty |0: 100472 If continuation sheel Paga 2 of 23
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census of Eighty-Three (83) on the day of the

'aurvey. The facility failed to eneure seven (7)
corrider doors to the rasident rooms dld not have
a gap smaller than ¥ inch around the Jamb.

The findings Include;

Observations, on 12/18/12 between 1:10 PM and

4:00 PM, with the Director and Asslstant Director

of Plant QOperalions reveelad the corrldor doars to

raoms 1118, 1104, 1121, 1128, 2108, 2108, and
<2111 hed & gap fargsr than ¥ Inch around the

Jamb,

interview, on 12/18M2 betwaen 1:10 PM and 4:00
PM, with the Director and Assistant Director of

Ptant Opsratlons revealed they were unaware of
the acceptable gep eround the doors, :

Reference;
NFPA 101 (2000 edition)

18.3.6.3.1* Doors protecting corridor openinga in
other than required enclosures of verlical
openings, exlts, or hazardous areas shall be !
. substantlal doors, such as thase canstructaed of
13/4-In, (4.4-cm) thick, solid-bonded core wood
or of construction that resists fire for not lass than
20 minutes and shall be constructed to reslst the
pasaage of smoke, Compliance with NFPA 80,
Stendard for Flre Doore and Flre Windowa, shall
not ba required. Clearance between tha bottom
of the door and the floor covering not exceeding
11n. (2.5 cm) shell be permitted for corrldor
doors.
Exoeption No. 1; Doors t6 tollet rooms,
bathroomes, showar rooms, slnk closets, and
gimilar

K-018 (eont)

Y2 Inch gap, Rooms identifled are: 1118, 1104,
<1121, 1126, 2106, 2105, and 2111, The _
i contractor began corractions on identified doors
: iln lt!galgacilily on i/15/13 and was completed on
i f16/13.

]
' nitorin ain X
. Lomplianges ‘

Thae Plant Operations Director, Assisiant
Director or the maintenanse employee wilt audit |
elt the eorridor doors to the residents rooms
once svery quarter lo verify a gap has not
' become greater than 3 inch around the jamb,
' The results of this audit will be reported to the
adminlstrator and to the Quality Assessment and'
Agsurance Masting on 8 quarterly basis to
validate ongolng compliance for e minimum of
one year, !

[l
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K018 Continued From page 3 Ko18
auxillary spaces that do not contaln flammable or
combustible materials.
Exception No. 2: In smoke compariments
protectad throughout by an approved, supervisad
autometic sprinkler system In accordance with

* 19.3.6.2, the door construction requirements of ‘
19.3.8.3.1 shall not be mandatory, but the doors ' :

ghall be constructed to resist the passage of : :
smoke, '
19.3.8.3.2* Doors ghall be provided with a means

auilabls for keeping the door closed that is '

accaptabis 1o the authority having Jurlsdiction.

The device used shall be capabls of keaping ! i
the doar fully closed If a force of 5 1bf (22 N) Is ? '
appliad at the latch edge of the door. Roller :

- {atches shall be prohiblted on corrldor doors in
buildings not fully protected by an approved ; :
automatic eprinkler system in =ceordance with !

NFPA standards. f
K028 NFPA101 LIFE SAFETY GODE STANDARD Kozg, K0 P nona
88=E ; i -
One hour flre rated construction (with % hour ’ geiﬁf;%%:rug;a:op::;c;rg{eﬁ;g: I:;ﬁ:;aarndds in
fira-rated doors) or an approved automatls fire aceordance with NFPA Standards, ’
extinguishing system in accordance with 8.4, 1 |

and/or 19.3.5.4 protects hezardous areas. When ' .
tha approved automatic fire extinguishing system : Corregtive Measures for Rosldents Iden{ifled |
aptlon Is used, the areas are separated from in the Defiglency; '
other spaces by smoke reslsting partitions and | No residents were identified in thls deficlency,

- doors. Doore are self-closing and non-rated or :
- fisld-applied protective plates that do not exceed , : :
48 Inohes from tha bottam of tha door are ' How Qther Residents wers Ideniifisd that may.
permitted.  19.3,2.1 " have been affected by the practice: _
: Residenls in 4 of the 6 smake departments have °
the potential to be affected by the practice, On
12/21/12 The Director and Asslstant Director of-
. Plant Operations conducted a reviaw of the '
, ' facllity to verify that toomg over 50 square feel |
This STANDARD Is not met as evidsncad by: with gmbusti?ﬁe materials had a se!r?:losinz '
} device present on the door,
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K 029! Continued From page 4 K029 ko (cont)
Based on observation and Interview, it was .
determined the facllity failed to mest ths i Measires Implemented or Systams Altered to .
requirements of Protection of Hazards In { Prevent Re-ocqurrenasi =
 accordance with NFPA Standards. The : Universal door closers were ordered on
dee ﬂciensy had thf:‘tpo!e?;ml to Hﬁﬂﬂft four_,li:) of SIK: . 12/21/12 by the Director of Piant Operations. A
{6) smoke compartments, seventy-four ( ) ! salf olosing device was tnstalled on the Tharapy
residents, staff and visitors. The faciiity is Office door and the Director of Nursing door on | i
: cartified for Ninety-Eight (28) bads with a census | 1/9/13 by the Assistant Director of Plant
of Elghty-Three (83) on the day of the survey. | Operations and maintenence employee.
The facliity falled to ensure five (5) raoms with : . . .
hazardous sforage had the proper door closer for » Aselfclosing device was installed on the
 separation. ‘ . Medlcal Records door, the East Linen Closet
- door, and the West Linen Closet door on
' 1227112 by the Assistant Direstor of Plant
Oparations and meintenance employee,
The findings Includa: The Director and Aaslstant Director of Plant
Operations weara re-educated by the
Observation, on 12/18/12 betwean 1:10 M and Adminigtrator on {2/19/12 that reoms with
4:00 PM, with the Dlrector and Asslstant Direstor 1 combustible material larger than 50 square fee1
of Plant Operatlons revealed: : . must heve o closing device. :
1) e Therapy Ofice did ot have & door | Monltoring Meagure to Malntain Qngoine.
:2) The Medlcal Records Office did nof have a Raoms that are 5 square fect or mors that
door ¢loser Installed. contaln combuatibles will be monitored to
¢ ensura they have self door closers. This was
3} The Bast Linen Closat did not have a door * added to the maintenance audit tool
cloaer Installed, and wnlll bs cqnducted mqnthly b)f the Plant
Oporations Dlrecior. 'As-?;mm Dllre:trorhor the
. . . maintenange employee, The resuits of the
4) The West Linen Closet did not have a door " findinga will be gre)s’anted to the administrator
closer installed. - ond the Quality Assessment and Assurancs -
. . Commilttee on a monthly basis 10 validate
6) The Diractor of Nursing Office did nothave a ! . ongoing compliance for a minimum of ona yaar'i
door ¢loser instailed. ! i
Any room larger than 50 square faet with :
- substantial combustible matarial must have a
door that resists the passage of smoke and a 1
' closing device, i
RM CME-2§87(02.88) Pravious Verslons Obstlete Evenl IG; 930724 Faciflty 10: 100472 It continuatlon shast Page 5 of 23
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K 028 Continued From page B K029

Interview, on 12/18/12 between 1:10 PM and 4:00:
PM, with the Director and Asslstant Director of
Plant Operaflons revealed they were not awara
the areas listed above were consldered
hazardous storage thus requiring a door, &

. self-closer, and asparation.

Referance:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.
19.3.2.1 Hazardous Areas. Any hezardous areas
shall ba safeguarded by a fire barrier having e

~1«hour fire resistance rating or shali be provided
with an autoratlc extinguishing system in
accordance with 8.4.1. The automatic
extinguishing shalf be permitted to be In
accordance wlth 19.3.5.4. Where the sprinkler
oplion s used, the areas shall be separated
from other spacas by smoke-resisting partitions
and doors, The doora shalf ba salf-closing or

, Automatic-closing. Hazardous areas shall

. Include, but shall not ba restricted o, the
following:
(1) Beiler and fusi-firad heater rooms '
(2) Centraifbulk laundrles fargser than 100 fi2
(9.3 m2)
(3) Paint shops
{4) Repalr shops
{5) Sailed {inan rooms
{8) Trash collection rooms

" (7) Rooms or spaces larger than 50 fi2 (4.6 m2),
inciuding repalr shops, used for storage of
combustible suppiles
and equlpment In quantities deemed hazardous
by the authorlty having jurisdiction
(8) Laboratories employing flammable or

i
]
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K029 Contlnued From page & K 029' !
combustible matarlals in quantities less than .
thoge that would be considered a severe hazard, !
Exception: Doora in rated enclosures shell be ‘
permitted to have nonrated, factory or
field-applad
protective platas extending nat morse than
48 In. (122 cm) above the bottom of tha door, © K038 118713
K038 NFPA 101 LIFE SAFETY CODE STANDARD K 038!
§8=F It 13 the normal practice of Mills Heelth and

Exit access Is arrangsd so that exits are readily
accessible at all times in accordance with section *

71, 19.2.1

' This STANDARD s not met ag avidenced by:

Bagzed on observation and Interview, it was
determingd the facliity falled to ensure egress -
doors and exits were malntatned In acgordance i
with NFPA standards. The deficlency had the i
potentlal to affact eix (&) of slx {6) smoke
compartments, ali residents, staff and visitors.
The faclity Is certified for Ninety-Elght (98) beds
with a census of Eighty-Three (63} on the day of
the survey. The facility failed to ensure all egress i

: doors had g code posted at the door,

The findings Include:

. Obsarvatlon, on 121812 at 2:00 PM, with the
Diractor and Assistant Director of Plant
Cperations revedled all egress doors In the facility
were locked and did not have a code postedto '

Rehab to have meang of egress according to :
NEPA code.

0] i .

No residents were identified in the doficioncy, |

have heen affacted by the practles:

Residents In 6 of 6 smoke compariments have
the potentlal to be affected by tho practlea,

t
¥
H

Measures Implemented or Syztems Altered to '
Erevent Be-occurrence; :

Codes were posted on all Joeked eprogs doors onj
12/§9/12, This was completed by the Diregtor
and Asslstant Plant Director of Operations.

The Director and Asslztant Director of
Operations were re-educated on 12/19/12 by the .
Administrator that & door ¢ode must be posted
on egrass doors that are locked and was
complated on 1/17/13.

Education for aif facility staff wag initiated on
12/19/12 by the Administrator on the code
locatlon of all focked egress doors and will
contlnue untll all faclilty staff are educated. This;
will be conducted by the Administrator and [
Plant Service Direetor.

sBM GMS.28687(02-98) Previous Verslens Obeclala
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K 038 Cc!ntinued'Fr.Om page 7 K038: .03 {cont)
exit the building.
Monltoring Measurs to Malntaln Ongoing.
- Interview, on 12/18/12 at 2:00 PM, with tha : Compllango:

Director and Assistant Dir i
ssistant Director of Plant Auditing of the logked earess doors will be

Operations revesied they were unaware tha
doors were required to have a door code posted If
the docrs were locked,

added to the maintenance audit too} and be
conducted by the Plant Service Director,
Assistant Director of Plant Operations or

| maintenance employea on & monthly basls 1o
verify presence of eode. The findings of the
audit will be reported to the Administretor and

Referance: : )
NFPA 101 (2000 Edition) . the Quality Assessment and Assurance
19.2.2.2.4 Comniltce on a monthiy basls (o verify ongoing :

compliance for a minimum of one year.

Doors within a required means of egress shall not Ifany areas of concern ere identifled, the

be equipped with a latch or lock that requires the frequency and or duration of the sudit may bo
use of a tool or kay from the egress slds. i increased. X
Exaoeption No. 1: Door-locking arrangements ' |
without delayed egress shall ba parmitted in ' '
health ¢care occupancles, or portions of haaith . !

care occupaencles, whara the clinlcal needs of the
patients require spaclallzed security measures for
thelr safety, provided that staff can readily unlock
such doors at all imes. (Ses 19.1.4.1.5 and
10.2.2,2.5,)

Exception No. 2*; Deiayad-egress locks
complying with 7.2.1.8.1 shall be permitted, : :
providad that not more than one such device is . :
located In any egress path.

Exception No. 3: Access-controlled egress doors -
complying with 7.2.4.8.2 shall be permitiad.

7.2.1.6.1 Defayed-Egress Locks, Approved,
llsted, delayed egress

locks ghall be permittad to be Installed on doors
serving

lov/ and ordinary hazard confents in buildings ]
protectad ‘
throughotut by an approved, supervised automatic ;

Evant iD: 638721 Fagliity ID; 100472 If conlinuallon eheal Pags 8 of 23
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K038 Continued From page 8 . KO038:
fire detection : §
system In accordance with 8ection 9.8, or an
approved,
supervised automatic sprinkler system in .
accordance with Saction i
9.7, and where permitted In Chapters 12 through )
42, provided _
that the following criterta are met.

(e} The doors shall unlock upon actuation of an
approved, supevised automatic sprinkler system
In accordance

with Sectlon 8.7 or upon the actuation of any heat
detector or activation of not more than two smoke . i
detectors . X
of an approved, supervised automatic fire : !
detection system in

accordance with Section 9.8,

(b} The doors shall unlock upon loss of powar
controling
tha lock or locking mechanism.

{c) An irraversible process shall release the lock

within 156

seconds upon application of a foree o the refesse :

device . i
- required in 7.2.1.5.4 that shail not bs required to :

exceed 15 Ibf |

(67 N) nor be required to be continuousiy appllied ;

for more )

than 3 seconds. The inltiatlon of the release ' :

process shall activate ; ;

g]n audible signal In the vicinity of the door. Once -

e

door lock has baan raleased by the application of

force to the |

relagsing device, relocking shall be by manual !

L
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PREFIX
TAG

D :
+ PREFIX
: TAQ i
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K 038 Continued From page 9
mesns only.
Excaption: Where approvead by tha suthority
having Jutlsdlction, a defay
not exceedlnig 30 seconds shall be permiited.

(d) *On the door adjacent (o tha release device,

there
" ghall ba & readlly vielbls, durable gign In {elters

K038

not less than 1 In. {2.5 em) high and not less than

1/8 in. {0.3 cm) in stroke width on a contrasting
background that reads as follows:;

PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

K058 NFPA 101 LIFE SAFETY CODE STANDARD

5S=E
If there 18 an automatic sprinklar system, it is
installed In aceordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portlons of tha

- bullding, The system Is properly maintained In

accordance with NFPA 26, Standard for the
Inspaction, Teeting, and Maintanance of
Water-Based Flre Protection Systems. It ls fully
supervised. There Is a reliable, adequate water
supply for the system. Required sprinkler

K 066

gysterns are equipped with water flow and tamper

switches, which are electrically connected to the
buliding fire alarm systern.  19.3.5

This STANDARD 1s not met as evidencad by:
Basgad on obsarvation and Interviaw, it was
determined the facliity falled to ensure complete
sprinkisr coverags In accordance with NFPA
standards. The deficlancy had tha potentlal to
affect four {4) of slx {6) smoke companments, all

K-056 1133
1t Is the normal practice of Mills Health and

Rechab 10 ensurc sprinkicr covarage in

accordance with NFPA standards,

Corractlve Mansures for Residents Identlfied
in the Defici - :

No resldents were Identified in the deficiency.

How Other Residents were Identified that maxf
havs heeh affected by the practien .

Residents in 4 of the 6 smake compariments
have the potential to be affected. A complets
walk through of the fucllity was completed on
1/12/13 and it was determined by the flre :
protection company that all arcas are praperly
protected by the sutomatic sprinkler system,

Measures Implovienied or Systems Altered to .
Preyent Re-occurrance:

A quote was received from the fIre protection
Company on [2/21/12 for the sprinkler
Instaltation In the 5 identified poreh areas
located by rooms 127, 2127, 2112, the
equipment room, and the kitchen. .

JRM CMS-25A7(02.85) Pravigus Varsions Cbsclats

Evant D: 638T21
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K056 Continued From page 10 K058  K.0s6 (cont)

H

residents, staff and visitors. The facliity is

cerlifted for Ninety-Elght {98) beds with a census
of Eighty-Three (83) on the day of the survey, |
The facliity falled to ensure five (5) porches had
propar aprinkler protection.

The findings include;

Obeservation, on 12/18/12 between 1:52 pm and
- 3:30 pm, with the Director and Assistant Director
. of Plant Operations revealed five (6) overhangs
that were seven (7) fest wide that did not have
sprinkler protection. The seven (7) exils were
located by rooms 1127, 2127, 2112, the
equlpment room, and the kitchen.

Interview, on 12/18/12 batwaen 1:52 pm and 3:30
pim, with the Directer and Agsistant Diractor of
Plant Operatlons revealdd they were unaware the

The sprinkler compeany installed the sprinklers
in these five avorhang areas on 1/12/13. In
addltion, v $prinkler was instelled in the clean
linen closat in the laundry room on 1/12413.
The Directar apd Assistant Director of Plant
Operations were re-educated by the
Adminlstrator on 12/19/1% the! sprinkleraare
required {n oveérhangs that are combustible and
also in the laundry elean linen closet, .

Monltoring Ma intain Onpoin

Compliango:

The pverhang areas and the laundry clean linen
closst will bo added to the maintenance audit |
taol and chucked quarterly by the Plant Serviee
Director, Assistant Director of Piant Operations '
or maintenance employee 1o verify sprinkler
placement. The findings will be reported to the
Adminiatralor and the Quality Assessment and
Aszsuranoe Commiltee on a quarterly basls to

porches wera comhustible therefore requiring

sprinkler protaction. verify angolng compllance for a minimum of

one yer,

Observation, on 12/18/12 at 2:22 PM, with the
Director and Asslstant Diractor of Plant : |
Operations revealed the clean linen closet In the ‘

Isundry was not sprinklar protected. A :

Interview, on 12/18/12 at 2:22 PM, with the ! !
Diractor and Aeslsfant Director of Plant :

Operations revealed they were unaware the :
closet did not have proper sprinkier protection. ,

Raferance: NFPA 13 {1888 edltion)

5-13.8,1. Sprinklers shall be Installed under

exterlor roofs or canoples excesding 4 ft {1.2 m) :
in width. i
Exception: Sprinklers arb permitted to ba omitted : |

Event iD: 538721 Faczllity |D; 100472 If conlinuation sheat Page 11 of 22
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PREFIX
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PREFIX
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K 066 -

K088
§8=D

Continued From pags 11
where the canopy or roof is of noncombustible or -
limited combustible construction.

Refarance: NFPA 13 (1869 Editlon)

5-13 8.1 Actual NFPA Standard: NFPA 101, Table
18.1,6.2 and 19.3.58.1, Exlsting healthcare

fecilltios with construction Type V (111) requira
complate sprinkler coverage for all parts of a
facliity.

Actual NFPA Standerd: NFPA 101, 16.3.5.1.
Where required by 18.1.6, health care facilities
shall be protacled throughout by an approved,

- supervised automatic aprinkler ayatem In

accordance with 8action 8.7 ‘
Actual NFPA Standard: NFPA 101, 8.7.1.1. Each

- automnalic aprinkler system required by ancther

gection of this Code shall be In accordance with
NFPA 13, Standard for the Instaliation of Sprinkler .
Syslems, ‘
Actual NFPA Standard: NFPA 13, 5<1.1, The
requirements for spacing, locatlon, and position

of sprinklers shall be based on the followlng ;
principles:

(1) Sprinkiers installed throughout the premises
(2) Sprinklers located so ae not to exceed
maximum protectlon area par sprinklar

(3) Sprinklers positioned and located so as to
provide saiisfactory performance with respect to
actlvation ime and disfribution.

NFPA 101 LIFE SAFETY CODE STANDARD

Cooking facilitles are protected in accordance
with 8.2.3.  18.3.2.8, NFPA 96

This STANDARD I8 not met as avidenced by: [

Basad on intervlew and record review, it was

K066

}
KDSQ:

i

K-069 1913
It Is the normal practice of Mills Health end

Rechub Center to meintain the cooking facliises -

are profected In accordance with NFPA

standards,
Corroctlva Moasures for Residents Identifled

No reskdents wers ldentified in the deficiency, |

'‘RM GMB-2837(02.68} Fraviovs Vesglons Obaolale

Even! |D: 838724
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' i DEFICIENCY)
determined the faclilty falled to ensure the kitchen
hood extinguishing systam weas in accerdance g ¢ How Other Residents worg Idsntifed that may
“with NFPA standards. The deficlency had the ' t have been affected by the practlce: :
potential to affect one (1) of slx (8) amoke ; ,
compartments, twenty-four (24) resldents, staff ! Residents in OI'!C of 8ix smoke compartments .
and visitors, The facility is cerlified for : have the potential to be affected by the practice, .
Ninsty-Eight (88) beds with a census of ; stems Altorad to |
Eighty-Thrae (83) on the day of the survey. The | Prevent Re-poeurrausar .
facllity failed to ensurs the kitchan hood '
' sUppreselon eystem was connacted to the fire 1 Fire alarm company was contacted and was at
alarm. the facility on 12/19/12 to inspect/evalunte the
: - kitohon hood suppression system being
' ' ,  connegted to flre afarm in order to oblain a
The findings Include: [ | quots.
' i A quote was obtained from the flre alarm
"Record ReVleW| on 12/18/42 at 11:36 AM. with cogqpany on 12431412, The kitchen hood
the Director and Assistant Dirsctor of Plant suppression system was conneeted to the fire
- Oparations revealed the Kiichen hood ¢ alarm on 1/8/13 by the fire alarm company.
supprassion system wag not connacted to the i The Director and Assistant Direstor of Plant
facilities fire alarm Opcrations were educated on 12/19/12 by the
) : Adminigtrator on the rec‘luiremenl for the
Intarview, on 12/18/12 at 11:36 AM, with the " Kitch"': tj‘:"‘fhsu,'-"’m's"’" Systemtobo -
Director and Asslstant Direclor of Plant , connested o e fire slarm. ;
* Operations revealed they wera unawarz of the ' Maonltoring Mensure to Malntaln Onpolne |
requirement for the hood suppression systemto Complianee: |
be connected to the fire alarm, ’
The Kitchen Hood Suppression System will be ;
NEPA 1998 (1998 ad.) inspocted quarterly II;); the Plant Service
' ¢ Director, Assistant Director of Plant Operations |
-6,2 Where larm slgnaling syatem la . P
:Zervin"g;v&er oscﬁr;aic?y whcfre thr:agex);inguishing . mﬂh:md"? nfﬁ unmpmfﬁe to verlfy tho system s
N N A N : conneoted (o tae fire alarm. i
system is focated, the activation shalf activate the i ' This witl be added to the Maintenance audit
fire alarm slgnaling system. ; tool. The findings will be reported to the
K076 NFPA 101 LIFE SAFETY CODE STANDARD I KO76)  Administrator and the Quality Asscssment and
§5=D ' ! Assurance commlttce on a quaroerly basis to .'
Medical gas storage and administration areas are « ' :ci!wc:ngoing compliance for & minimum of |
protected In accordance with NFPA 98, Standards . ne yoar :
fOI‘ Hea“h Care Fﬁcifiﬁﬂa. l I<_076 l2f21/12

" (a) Oxygen storage locatlons of greater than

it is the normal practice of Mills Health and

RN CM8-2667{02-00}) Pravious Veralona Obsolete

Evant iD; 538721
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K076 Continued From page 13 K 0?6: K-076 {cont)
3,000 cu.ft. are anclosad by a one-hour | '
separation, i * Rehab 10 stor¢ oxygren lenks in accordance with
' NFPA stendords,
{b) Locations for aupply systems of greater than . for Res] )
3,000 cu.ft. are vented to the outside. NFPA 99 . gactasdiva Wonsurpe for Rocldants ontifed.

4,3.1.1.2, 18.3.2.4
No residents were identificd in thls deficlency.

: ' ntified that m
) ' have boon affoctod by the nrastics: '

i Residents in 2 of the 6 smoke compartments
have the potential to be affected by the practice. |

This STANDARD is not met as evidenced by: " Measures Implomantod or Syiters Altered to. -
Based on observation and interviaw, it was : © Prevont Ro-pcourronees '

determined the faciiity falled to ensure oxygen - ! :
storage areas were protected In accordance with G of the {8 oxygzen tonks were removed from the
NFPA standards. The deflelency had the potentiai + East Hall Medicatlon Room and 6 fram the
to affact two (2) of slx (8) smoka compariments, « West Hall Medleation Room to reduce the

. ) f i storage lo only 12 tanks in each medieation
. (fly-six (58) resldents, staff and visitors, The room, This was completed by the oxygen

facility is certified for Ninety-Eight (98) beds with g’ i corm \
) ! pany on 12/20/12. The Director and .
, eensus of Eighty_l-Thra’e (83) on the day of the . Assistant Director of Plant Operatlons were
survey. The facility failed to ensure oxygen | cducated by the Administrator on 12/19/120n  *

storage over 300 cu {t. was stored 5 feet away proper oxygen slorage,

fram any combustibles and lgnition sources

located five (6) fest from the floor. : . .
Monttoring Measure to Malatain Oneeing,

The findings Include: ! © Comolidnes
. The Plant Service Diractor, Assiztant Direetor
Observation, on 12/16/12 at 1:48 PM, with the " of Plent Operations or mainienance cmployee
Director and Assistant Diractor of Plant i will oudit the oxygen storage arees weokly X
- Operations revesaled elghteen (18) oxygen tanks one month then monthly thereaRer to verify |
in the east hall med room and west hall med : - storaye of thu proper number of oxygen tanks in.

fplate - - the Enst Hall Medication Room and the West
room. The oxygen tanks were being stored within ' Hall Medlcation Room, This will be added to the

five (6} faat of combustible Kerns and lgnition h A
M .
sourcen were not located over five (6) feat from -' rc;::r::gm%cfhfﬁg{:iﬂra{:: ;T:ﬂﬁ;:ﬂ,llg?
the floor. : |  Assessmenl and Assurance Committee ona
. ;  monthly basis to verify ongoing compliancs for |
] a minimum of ane vear, :

H

RM CME&-2487{02.98) Provioua Varslane Obsolels Event IC: 636T2} Facllity ID: 100472 1f continuatien sheet Page 14 of 23

8p/5K ST o UOBL-LY 0L 487U80 Q242 F YilE3H 31 Wd U2'¢0 Ll it



DEPARTMENT OF HEALTHAND HUMAN SERVICES | P R ORM Appoa2e12

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391

iTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERCLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING ¢1

B. WING

185278

NAME OF PROVIDER OR SUPPLIER L STREET ADDRESE, CITY, 8TATE, ZIP CODE

MILLS HEALTH & REHAB CENTER, INC 500 BECK LANE
MAYFIELD, KY 42088

12/18/2012

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES . o] PROVIOER'S PLAN OF CORRECTION ! x8)
FREFIX {EAGH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE ' COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG ! CROSS-REFERENCED TO THE APPROPRIATE | DATE
: . DEFICIENCY) ’

K076 Continued From page 14 K076

* Interview, on 12/18/12 at 1:48 PM, with the
Diractor and Asslstant Dirsctor of Plant

" Operatlons revealed they were unaware oxygen .
tanks could not ba stored within five (6) featof ¢
combustible materials once the storage equals | :
over 300 cubic fest in a amoke compartmeant. i

Reference:
NFPA 101 (2000 edition)
8-3.1.11.2
Storage for nonflammeble gases greater than '
8.5 m3 (300 ft3) but jess lhan 85 m3 (3000 ft3) '
{(a) Storage locations shall be outdoors in an
enclosure or within an enclosed interlor space of
- noncombustible or Imited-combustible '
construction, with doors {or gates outdoors) that
can be securad against unauthorized entry,
(b) Oxidizing gases, such as oxygen and nitrous - |
oxide, shall not be stored with any flammable '
gas, liguld, or vapor,
{c) Oxldizing gases such as oxygen and nltrous
+ oxide shall be separated from combusitbles or
materials by ane of the following: : i
- {1) A minimum distance of 6,1 m (20 fi) . :
{2) A minimum distance of 1.5 m (5 ft} If the antire
storape location is protectad by an automatic
sprinkler system designed In accordance with :
NFPA 13, Standard for the inatallatlon of Sprinkler
Systems
{3) An enclosed cabinet of noncombustibie _ :
canstruction having a minimum fire proteation E i :
rating of ¥ hour. An approved flammable liquid - : |
storage cabinet shall be permitted to be used for :
cylinder storags. . : ,
(d} Liquefied gas container storage shall comply ! ‘
with 4-3.1.1.2(b)4.
{e) Cylinder and contalner storage locatlons shall
meet 4-3.1.1.2(8)11s with respsct to temperatura |

RM CME-2807{02-90) Pravious Varilona Obaclele Evant 10: 638721 Faclity 1D 100472 If conlinuellon sheal Page 15 of 23
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K 076 Continued From page 15

limitations.
(f) Electrical fixtures in storage locations shall
meet 4-3,1.1.2(a)11d.
{g) Cylinder protectlon from mechenical shock
shall meet 4-3,56.2,1(b}13.
{h} Cylinder or container restraint shall meeat
4.3,8.2.1(b)27.
(i) Smaking, open flames, electric heating
" elemants, and other sources of ignition shall be
- prohibited within storage
locations and within 20 ft (6.1 m) of outelde
storage locations.
{J} Cylinder valve protection caps shall meet
4-3.6.2.1(b14.
K144 NFPA 101 LIFE SAFETY CODE STANDARD
88=F
Genarafors are inspected weekly and exerclsad
under load for 30 minutes per manth In
accordance with NFPA 89, 3.4.4.1.

This STANDARD is not met as evidencad by:
Based on observation and Interview, it was
determined the feclity falled to enesure the
emergency genarator was maintalned In
accordance with NFPA standards. Tha deflclency
had the potential to affect six (6} of six (8} smoke ;
compartments, all residents, staff and visitors.

The facility ls certlffed for NInety-Eight (98) beds
with a cansus of Righty-Three (83) on the day of
the survay. Tha faclity falled to ensure the

i
i
i
i
i
|

K078’

K144'  K-144 11713
It is the normal practice of Mills Healthand |
Rehab to enrure the emergancey generator is

maintained in accordance with NFPA standards.

Corroctive Mogsures for Bgﬂdgng fgdentiNed
in the Deficieney:

No residents were identified in this deflelency. |

; i ere Tdentiil
havo been affgcted by the practice:

y Residents in G of the 6 amoke compartments
' hive the potentis! to be affeeted by the praclice. !

Mgazuyes Implementad or Bvatems Altered to

An Initial battery charger was purchased by tho
Administrator on 12/20/12. Further evaluation .
wag injtinled by contacting the supply company,
at which polnt a second battery charger was
purchased.

u
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K 144 Continued From page 18 K144 K-144 (cont)

' Director end Assistant Direator of Plant

generator had a parmanently connsctad battery
charger.

The findings includs:

Obearvation, on 12/18/12 at 1:48 PM, with thae
Director and Asslstant Diraclor of Plant
Operations revealed the generator did not have a
battery charger instalied on the unit.

interview, on 12/18/12 at 1:48 PM, with the

Operations revealed they were Unaware the
generator was requirad to have a charger and
stated the battery charged by the alternator when
the unlt was running.

Obsarvation, on 12/18/12 at 1:48 PM, with the
Director and Assistant Director of Plant
Qperatlons revealed the facility did not have any
batiery-powsersd lighting Installed In the room
where the generatar and tranafer switch ware
located.

Interview, on 12/18/12 at 1:48 PM, with the
Director and Agsistant Director of Plant
Operations revealed they were not awars of the
raquiremeant for the battery backup lighting.

Refsrance: NFPA 110 (1999 Edition).

5-12.6

- The starting battery unlts shall be located as

close as practicabla to the prime mover starter to
minimize voltage drop. Battery cables shallbe .
sized to minimize valtage drop in accordance with
the manufacturers ' recommendations and

The electele company was contacted on 1/9/13
to install the permanent battery charger and Jt
weg Installed on 1/10/13 by the electrleal

company.

A order was placed for the battery powered light
on 12/19/12 by Direclor of Flant Operations,

The battery powered

room whero the generator and tranafer awitoh

are located by the co
12/28/12,

The Diractor and Assistant Director of Plant
Services were educated on 12/19/12 by the
Adminlstrator on requirements for battery back
up llghling and gencrator raquirements in

i regards to battery chorging, !
Monitoring iMeagure to Maintaln Ongning
Compllance:

The generator will be checked weekly to include
the permenent battery charger connaated {0 the
generater, The battery powered lighting Installed
In the generator raom will alse be sudited
waekly, These audits will be added to the
Malntenance Audit Tool.

' These audits will be conduated by the Flant
Service Dlrector, Agsistant Director of Plant
Operations or malntenance employee. Tha
findIngs wilf be reported to the Administrator
and the Quallty Assessment and Assurance
Committes on a monthly basls to verify ongolng
compliance for a minimum of one year,

4

light was Ingtalled in the

nirected company on

IRM CM8.2487(02,09) Pravious Vatelone Obsolsle

Eveni |0: 238721
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COMPLETION
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K 144 Continued From page 17

accepted engineering practices.

Battery charger output wiring shall be .
. permanently connected. Connections shall hot be !
“made at the battery terminals. :

"Reference; NFPA 110 (1888 Edition). ,

B-3.1 Tha Leval 1 or Levsel 2 EPS equipment
location shall be
provided with battery-powerad amergency
lighting. The emergency ,
_lighting charging system and the normal service
room
“lighting shall be supplied from the Joad slde of the -
transfer :
switch.

K 147 NFPA 101 LIFE SAFETY CODE S8TANDARD

8§8=D
_Elactrical wiring and equipment Is In accordance
“with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on obssrvatlon and Interview, it was

, determined the faciilty falled to ensure electrical
wiring was maintained in aceordance with NFFA
standards. The deficiency had the potential to

- affect two (2) of slx (6) amoke compartments,
forty-eight {48) resldents, staff and visitors, The
facility s certified for Ninety-Eight (88) beds with a
canaus of Eighty-Three {83) on the day of the
survey. The facility falled to ensure two (2)
electrical panels maintained three (3) feat of
clearance around them.

K 144!

K-147 - 12120112

K 147
i [vigthe normal practice of Mills Health and
i Rehnb 1o enpure that slectrleal wiring and
| equipmont i3 in necordance with NFPA

atandards,
Corrective Moasures for Residents Identifled -
in_the Doficloncy: ;

No residents were identified in the deficiency. |

affected by the pr H

Resldents in 2 of the 6 smoke compartments
have the potential to be affccted by the practice.

Menauces Implemented or Systems Altered to .
. Prevent Re-aceurponce:

The storage was removed from within 3 feet of
the electrleal panel in the Salon and the

custodia! closet in the Kitchen area on '
12/19/12. This was completed by the Director of!

‘AM CM§G.2887(02-98) Pravious Varsians Obaciata Event ID: 53821
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K147 Continued From page 18 . K47 3147 tcont) ’
The findings Inciude; ' . Plant Operations. The Director of Plant

. Operations wag re-cducated on the requirement
that storags cannot be within 3 fect of an

Observations, on 12/18/12 between 2:35 PM and . elcctrical penel, This was conducted by the

4:03 PM, with the Director end Assistant Director - '

of Plant Operations revealed the elactrical panals - Adminisirator on 12/19/12

In the Saion and ths custodlal closet In the * Monitoxing Measure to Malntaln Qnegine
kitchen area had storage within three (3) festof © Gompilance;

the electrical panels. . E
i The Snlon aren and the custodial ¢losct in the

kitchen wiil be audited monthly by the Director

Intarview, on 12/18/12 belween 2:35 PM and 4:03 ; : }
PM, with the Director and Asslstant Director of P "-\SSI;mm Director ianll ?ﬁ‘ gpremk;-"s .
Plant Operatlone revealed they were unaware . :f;{:%a? : :ﬁ;‘%;,&: \.'?;ﬁv btﬁ anddeg it,ot},:n
there could not be storage within 3 feet of ‘ P i

¢ Malntenanee Audit Tool,
alactifcal panels, . ' The finding of the audits will be reported to the

i Administrator and the Quality Assessmentend |
Reference: * Assurance committee on & monthly basiato

NFPA 00 (1698 edition) i verify ongoing complinnce for a minimum of

110-26. Spaces . oneyear.

10.26 Spaces About Electrical Equipment. : ' i
Sufficlant access and working space shall be . :
provided and malnfained about all electric
equipment to permit ready and safe operation
and maintenance of such equipment. Enclosures ;
housing electrical apparatue that are controlled by .
lock and key shall be considered accessibie 1o
quaiifted persons,

(A) Worklng Spaca, Working space for

equipment operating at 600 volts, nominal, or less'
to ground and likely to requirs examinatlon, ' ,
adjustment, servicing, or malntenance while : .
energized shall comply with the dimenslons of )
110.28(A)(1), (2), and (3) or &s required or ;
permitied elsewheres In this Codae. . :
{1} Depth of Working Space. The depth of the ‘
working space in the direction of live parts shall - |
not ba less than that spaclfied in Table 110.28(A) :
(1) unlegs the requiramants of 110.26{A)(1){a},

L
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K 147 Continued From page 19 K 147+

(b}, or (¢) are met, Distances shall be measured

from the axposed live parts or from the encIOSUre :

or opening if the live paris are enclosed,
Table 110.26(A}{1) WorkIng Spaces

Nominal Vollage to Ground Minimum Ciear
Distance

Condition 1 Conditlon 2 Condition 3
0-150 900mm (3ft) Q00 MM (3ft) 900
i (3 fit)

151-800 BOOmm (3ft) 1m(3%ft)
1.2 m{4ft)

Note: Where the conditions are as follows!

Condiitlon 1 - Exposed live parts on one side and

|

no live or grounded parts on the other side of the '

warking space, or exposed live parts on both
sldes effectively guarded by sultable wood or
. other inaulating materlals. Insulatad wira or

insulated busbars operating at not over 300 volts

to ground shall not be considered live parts.

Condltion 2 - Exposed lve parts on one side and
grounded parts on the other side. Concrate, brick, .

or tile walls shall be considered as grounded.

Condition 3 - Exposed live parts on both sides of -

the work space (not guarded es provided In
Condition 1) with the operator balwean,

- {a) Dead-Front Assemblias. Working space shall

hot be required in the back or sides of
assembiles, such as dead-front switchboards or

motor cantrol centars, where all connections and

all renewable or adjustable parts, such as fuses
ar swilches, are accessible from locations other
than the back or gides. Where rear access is
required to work on nonelectrical parts on the
back of enclosed equipment, a8 minimum

horizontal working space of 762 mm (30 In.) shall -

be provided.
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K 147 Continued From page 20 : K147

{b) Low Voltage. By spacial permission, smaller
working spaces shall be permitted whers ail

- uninsulated parts operate st not greater than 30
volts rms, 42 volts peak, or 60 volts dc.
{c) Exlsting Bulldings. In existing bulldings where
alectrical equipment is being replaced, Condition
2 working clearance shall be permitted between '
dead-front switchboards, panelboards, or motor !
control centers located across the alale from each '
other where conditions of maintanance and
supervision ensure that written procedures have

- bean adopted to prohibit equipment on both sides |
of the aisle from being open at the same time and ,
qualified persons who are authorlzed will service
the instaliation,
(2) Width of Working Space, The wldth ofthe
working space in front of the electric equipmant
shall be the width of the equipment or 750 mm
(30 in.), whichever is greater. In all cases, the :
work space shall permit at least a 80 degree < k i
opening of equipment doors or hinged panels. f ;
{3) Height of Working Space. The work space
shall be clear and extend from the grade, floor, or ’
platform to the height required by 110.28(E).
Within the height requirements of this saction,
other equipment that Is associated with the
electrical installation and’le located above or :
helow the efectrical aquipment shall be permitted ‘ ;
to extend not more than 150 mm {6 in.} beyond ‘ :
the front of the electrical equipment, i
{B) Clear Spaces. Working space required by th!s i :
section shall not be used for storage, When .
normally enclosed live parts are exposed for ! :
Inspection or servicing, the working spacs, Ifina !
passageway or general open space, shall be
sultably guarded.
{C) Entrance to Working Space.
(1) Minimum Required. At least one entrance of
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sufficlent area shall be provided.to give access to
working space abolt electrical equipment, '
(2} Large Equipment. For equipment rated 1200
amperes or more and over 1.8 m (8 ft) wide that
oonlains overcurrent devices, awltching devices,
or control davices, there shall be one entrance to .
the required working space not less than 810 mm
{24 In.) wide and 2.0 m (6% ft} hlgh at each end

of the working space, Where the entrance has a
pareonnel door{s), the door(s) shall apaen in the
direction of egress and be squlpped with panic
bars, pressura plates, or other davices that are
normally latehed but open under simple pressure,
A single enltrance to the required worklng space !
shall be permitted whera alther of tha conditiohs

in 110.28(C}{2){a) or (b) s met.

(a) Unobstructed Exit, Where the location permits -
a continuous and unobstructed way of exit travel,

a single entrance to the working space shall be
permitted.

{b} Extra Working Space. Where the depth of the :
working spaca [s twice that requlred by 110.26(A)
(1), 2 gingle enirance shall be parmittad. It shail

be located so that the distance from the

equipment to the nearest edge of the entrance is
not less then the minimum clear distance

specified in Table 110.286(A)(1) for equipment
operating st that voltags and In that condition,

{D) llumination. Humination shalt be provided for
all working spaces about service equipment,
switchboards, panelboards, or motor control
centers instalied indoors. Additlonal lighting

outlets shall not be required where tha work .
spaca I8 lluminated by an adjacent light source or
as permitted by 210.70(A){1), Exceptlon No, 1, for
switched receptacles. In electrical equipment
rooms, the illumination shall not be conlrolled by
automatic mezans only,
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