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A standard health survey was conducted on

September 21-23, 2010. Deticient practice was :
identified with the highest scope and severity _
being at 'E’ level. ;

An abbreviated standard survey (KY15168,
KY15295) was also conducted at this time, Both
 allegations were unsubstaniiated with no deficient
i | practice identified. o
F 279 483.20(d), 483.20(k)(1) DEVELOP F27g:
558=D ; COMPREHENSIVE CARE PLANS !

1. The respiratory status of Resident #2 and

A facility must use the results of the assessment Resident #6 was immediately evaluated for
o develop, review and revise the resident's

: their oxygen use including an assessment of
comprehensive plan of care.

_ the resident and a review of their medical
The facility must develop a comprehensive care ‘ record. A care plan was then initiated to

pian for each resideni that includes measurable include their identified respiratory condition
objectives and timetables {o meet & resident's

medical, nursing, and mental and psychosocial \ hdividualized h
needs that are identified in the comprehensive oxygen use. A goal was individualized for eac

assassment. _ resident and then their specific interventions
were placed on each residents working care
plan and will be reviewed at least quarterly or

and any risk factors associated with their

The care plan must describe the services that are
to be furnished fo atfftain or maintain the resident's

highest practicable physical, mental, and L as their condition changes and updated with
psychosocial well-being as required under any new goals or interventions as deemed
§483.25, and any services that would otherwise | - necessary by the Physician and the IDT.

b required under ‘§483'25. but are nof provided 2. A list was obtained of all residents in the
due to the resident's exercise of rights under s .

§483.10, inciuding the right 1o refuse treatment facility that was currently using oxygen. Each
under §483.10(b)(4). resident was individually assessed and a

medical record review was conducted to

i . e At tabus,
| This REQUIREMENT is not met as evidenced determine their individual respiratory status

L by: : i The care plans were then reviewed to
Based on observation, interview, and record : determine if any updates or corrections were
review, it was defermined the facility faiied to use needed for their respiratory care plan.
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© Any deficiency statem ith an asterisk enotes a deficiency which the institution may be excused from corracting providing it is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclesable 80 days
follawing the date of survay whather or not a plan of carrection is provided. For nursing hotnes, the akove findings and plans of correction are disclosable 14

days following the date these documents are made available to the facﬁzty i deficiencies are cited, an approvad ptan of correchon is requisite to confinued
program participation.
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the results of the Minimum Data Set Assessment
to develop an individualized comprehensive care |
plan for two (2) of twenty-five (25) sampled
residents {resident #2 and resident #6). ReSIdent
#1 and resident #5 were assessed o have :
oxygen ordered without a care plan developed to |
identify quantifiable objectives for the highest '
level of functicning.

The findings include;

1. Resident #2 was readmitted to the faciiity on
August 24, 2018, with medica! diaghoses of
Hepatic Encephalopathy, Cryptogenic Cirrhosis
with history of Ascites, Diabetes Mellitus,
increased Ammonia Level, Hypersplenism,
Hyperiipidemia, Coronary Artenj Dlsease and
Aclite Bronchitis.

Observations conducted on September 21, 2010,
at 2:55 p.m. and 4:60 p.m., and on Sepfember
22,2010, at 9:45 a.m., revealed resident #2 in
bed with oxygen in use per nasal cannula at two
liters per minute.

An interview conducted on September 22, 2010,
at 3:45 p.m., with the MBS Coordinator (Minimum
Data Set Coordinatoer) revealed any time a
resident is admitted o the faciiity with & ‘
physician's order for oxygen, the oxygen should

be care planned as part of the master care plan |
or added as a care plan update with the resident's |
i admission care plan. The MDS Coordinator \
further stated resident #2 was assessed for
" oxygen therapy and had a physician's order for
- oxygen when admitted to the facility. The MDS

- Coordinator reveaied resident #2 did nothave a |
: care plan for cxygen however, resident #2 should |
- hiave had a care plan for oxygen therapy when

x4y 0 SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION 5)
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F 279 Continued From page 1 F279| 3. The Unit Supervisor and/or MDS Coordinator |

review all admissions and"
readmissions from an acute hospital stay.
When a resident is identified to have a new
onset of a respiratory condition or an
exacerbation of an existing respiratory
condition, staff will initiate a care plan which
will include goals and interventions for that
resident specific problem and will be placed
with the working care plan for review. All Unit
Supervisors/MDS Coordinators were
inserviced 9/30/2010 by the Administrator on
the RAI/Care Planning Process as well as how
to care plan for residents with oxygen.

4. The facility will perform weekly chart audits of
residents with 02 orders that will consist of 3
resident charts per unit. The CQI! Committee
Designee will review these charts for medical
conditions requiring the use of oxygen and
check the care plan to ensure appropriate
interventions and attainable goals are in place
and individualized. Chart audits will be
conducted weekly for one month and then
monthly for one quarter. Any irregularities
will be corrected immediately and reported to
the CQI Committee for further follow up.

5. Completition Date: September 30, 2010

will new

i
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admiited to the facility.

Review of resident #2's record revealad a
physician's readmission order dated August 24,
2010, for oxygen at two liters per minute via nasal
cannula Further record review revealed a

current physician's order for resident #2 dated
September 1, 2010 through September 30, 2010, !
for oxygen at two liters per minute. Additionat
record review of the Minimum Data Set
Assessment dated September 6, 2010, revealed
resident #2 was assessed for oxygen therapy. '
However, record review of the resident's care
plans revealed no comprehensive care pian for
the oxygen.

2. A review of the medical record for resident #8
revealed the resident had been admitted to the
facility on September 4, 2003, with diagnoses to
include Parkinson's Disease, Alzheimer's
Disease, and Dysphagia. The record further
: revealed a physician's order dated September 1,
2010, for oxygen to be administered at two liters
per minute by nasal cannula. A review of the
“care pian for resident #6 revealed no care plan
had bean implemented to address the residenf's
required oxygen therapy. A review of the
comprehensive assessment for resident #6,
dated August 13, 2010, revealed the resident had
been assessed to require oxygen therapy.

Observations of resident #6 on September 21,
2010, at 2:40 p.m. through September 22, 2010,
at 4:30 p.m., revealed the resident was receiving
oxygen administered by nasal cannuia.

An interview was conducted with the MDS
Coordinater on September 22, 2010, at 3:40 p.m.
The MDS Coordirator revealed there had been
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no care plan developed to address the oxygen
therapy for resident #5. The MDS Coordinator
further revealed a care plan should have been
developed for resident #6 to address the
resident's oxygen therapy.

A review of the palicy titled Comprehensive Care
i Plans (not dated) revealed the facility is required
to develop a comprehensive care plan for each

: resident that includes measurable objectives and
fimetables to meet a resident’s medical, nursing,
and mental and psychoasocial needs that are
identified in the comprehensive assessment,
Record review of the resident's care plan
revealed no comprehensive care plan for the
oxygen.

483.70(h) :
SAFEFUNCTIONAL/SANITARY/COMFORTABL. |
E ENVIRON

The facility must provide a safe, functionat,
: sanitary, and comfortable environment for
 residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, it was
determined the facility failed to provide effective
‘housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interior. During the environmental !
tour of the facility on September 21-23, 2010, the |
foliowing areas were observed: a black
i substance on fioor tiles, broken electrical covers, |

: bathroom doors sticking, tomn plastic coverson |
i geri-chair arms, cracked plaster, shaky and torn |
 toilet seatls, chipped doors and sink countertops,

E loose sink faucets, sinks with missing caulk, and

|

F 279

F 465

All items and areas in need of repair have been
repaired or replaced when indicated. The black
substance on the floor tiles of rooms 101, 113,
120, 122, 123, 124, and 125 was removed. The
metal doorstops on the bathroom doors to room
103, 104, 113, 124, and 162 were replaced. The
chipped countertops in rooms 103, 104, 113,
124, and 162 were repaired. Caulking was
inserted around sinks in room 103 and 159
where it was missing. The toilet seats were
replaced in rooms 104, 160, and 162, Entry
doors to rooms 109, 113, 117, 118, 1185, 120,
121, 123, 124, 156, 161, and 165 were repaired.
Entry door to room 162 was repaired and
closesfopens easily. Electrical outlet covers were
replaced in rooms 113 and 165. The sink was
repaired in room 159 and faucet fixtures were
repaired. Plaster was repaired in room 165
where it was cracked. Geri chair was rgpaired in
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metal doorstops with exposed sharp ends in
resident rooms, Cracked tiles were observed in
the 1C unit haliway. The women's and the men's
bath on both the Skilled and the 1C units had wom
and dirty nonskid pads in the bathiubs, and grout
in need of replacing.

The findings include:

| Observations of the facility from September
1 21-23, 2010, revealed the following areas were in
need of rraintenance/housekeeping services:

-Resident rooms 101, 113, 120, 122, 123, 124,
and 125 were observed (o have a black
substance on the floor files in between the
resident beds.

doors of resident rooms 103, 104, and 117 with
plastic end pieces missing, leaving sharp metal
exposed.

-Resident rooms 103, 104, 113, 124, and 162 had

~-Metat doorstops were cbserved on.the bathreom s

chipped sink countertops in need of repair.

-Resident rooms 103 and 159 were missing the
caulking around the sinks.

-Resident rooms 104, 160, and 162 had toilet
seats noted to be shaky and had torn foam
padding. ‘

. -Resident rooms 109, 113, 117, 118, 119, 120,
121, 123, 124, 1586, 159, 161, and 165 were

" observed o have chipped rough entry doors in
: need of repair.

-Resident room 162 had an entry door that
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F 465 | Continued From page 4 F 465 room 173. The floor tile was replaced in the hall

of the IC unit. The bathtubs in the men and
women'’s bath on I1C and Skilled units were
cleaned and non skid pads were removed. These
tubs are not used. The Corporate Foreman and
Housekeeping Supervisor verified all areas
mentioned have been corrected.

Al resident areas are safe functional and

sanitary. Thorough environmental rounds have
been conducted throughout the facility and
identified concerns have been corrected.

An in service was conducted on 9/30/10 by the
Administrator with all staff including
housekeeping and maintenance staff regarding
the importance of maintaining a safe functional
and sanitary environment. The in service
specifically addressed reporting items in need of
repair/replacement to the Maintenance
Department utilizing the CQl referral form or
Maintenance Repair Request Form.  Additional
in-services were conducted with housekeeping
staff on 9/30/10 by the Housekeeping Supervisor
regarding maintaining a safe, clean, sanitary
environment. Additional in-services were
conducted with maintenance staff on 9/30/10 by
the Maintenance Foreman regarding maintaining
a safe, functional and sanitary environment. This
in-service also included a review of the
Preventative Maintenance Log Sheet to ensure
tile, doors, sinks, electrical outlet covers, plaster,
bathtubs, chairs, toilet seats, etc. are periodically
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became stuck on'the fleor, and was hard to
closef/open. }

-Resident rooms 113 and 165 were observad to
have cracked/exposed electrical oullet covers

-Resident room 159 was observed to have a sink §
that was loose from the wall, and loose faucet !
fixtures.

-Resident rcom 166 had cracked piaster in the
cornier by the bathroom door.

-Resident room 173 had a geri-chair with the
plastic covering on the arms noted to be torn and ¢
rough. :

A h.urnp in the haliway was observed on the iC
unit of the facility. The floor tile over the hump
was observed to be cracked.

-The men's and wornen's Bath on the Skilled Unit
was observed {o have a bathtub with worn, faded, ‘
dirty noniskid pads in the bathtub

-The men's and women's Bath on the IC Unit of
the facility was observed {o have a bathtub with
worn, faded, dirty nonskid pads in the bathtub.

An interview was conducted with the Mamtenance
‘Supervisor (MS) and the housekeeping
Supervisor (HS) on September 23, 2010, at 10:30
a.m. The MS stated hefshe did make
maintenance rounds on a regular basis and if
staff found any areas needing repair they were
required to complete a maintenance request form
and send it fo the Maintenance Depaniment. The
HS stated hefshe made random chacks of

where the air conditfoner was plugged in. ]
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F 465 | Continued From page 5 checked for proper functioning, are in safe

F465
working order and pose no danger to the
residents.

4. The CQY Committee designee will conduct
thorough walking rounds on a weekly basis for
one month, then monthly for one gquarter, then
guarterly thereafter to observe for items in need
of repair or replacement or areas in need of '
cleaning. These rounds will focus on resident
care areas as well as common areas and shower .
rooms. Any irregularities will be corrected ‘
immediately and reported to the CQl Committee
for further follow up and review. "

5. Completion: September 30, 2010.
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|
|
l

Type of Structura: One story, Type IR (200),
unprotecteg ordinary construction with a complete
autarnatic {wet and dry) sprinkler system and $ix
smoka compartmenta. The dry sprinkler system
serves the 200Q wing addition.

A Comparative Fedaral Monitoring Survay was

conductad on 11/03/10 following a State Agency !
Survey on 06822/10, In accordance with 42 Code 1
of Federal Ragulations, Pan 483: Requirements
for Long Term Cars Faoilities. During this i
Comparative Fageral Monitoring Survey, Knott

County Nurging Home was found not to be In '
sompliance with the Requirsmenta for ’
Participation in Madicare and Medicald,

The findings that follow demonstrate
nancompliance with Title 42, Coda of Faderal
Regulations, 483.70 (a) et.seq. (Life Safety from
Fire).
K018 NFPA 101 LIFE SAFETY CODE STANDARD K018 I
S3=E
Doors protecting corridar opanings in other than ]
regyuired enclosures of vertical openings, exits, or |
hazardous areas are substantial doars, such as )
those consfructed of 1% inch solid-bonded core
woad, or capatle of resisting fire far at least 20 |
minutes, Daors In sprinklered bulldings are only
required to resist the passage of smoke, Therais
na impediment to the closing of the doors. Doors
are provided with a means suitabls tor kaeping J

et S ———— ———— o —— -
LABORATOAY DIRECTOR'S OR PROQVIDER PLIER REPRESENTATIVE'S SIGNATURE r 7.6 [XB) DATE

| < 34D
nt afding with an 84 (") danatca a deficiency which the Instiviian may b6 axcuped f'om corieeting providing 19 dets:mined that

other safeguards provida sufficien! pratectid®’io the patlenin. (See Instructions.] Except for mursing namea, the findinga stated abave ane disclosetia 50 days
following the data of aurvay whathor or net a plan of corraction in provided. For nursing homes, thg above fndinge ard plans of cormation are diaclosabie 14

days follawing the gate these documents are made availatie to the faclity, If deficiencies are cited, an approved plan of cormection s requlsite to cantinund
program participation. '
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Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facllity
falled to maintain corridor doors that were
capable of resisting tha passage of smoka. The
deficient practice affectad two of &ix smoke
compartments, staff and 20 residents. The facllity
has the capacity for 92 with a census of 91 the
day of survey.

Findings include:

1. Qbservation on 11/03/10 at 11:07 a.m.
ravealed that the door to badroom #122 was
blocked from closing by the resident bed, which
protruded Into the door opaning, praventing the
door from closing. |nterview with the facility
Malntenance Director on 11/03/10 at 11:07 2. m.
ravealed the facility aware that the resident bed in
bedroom #122 was of a Jength that would block
the corridor door if the bed was nat maintained in
place away from the carridor wall,

2. Qbservation on 11/03/10 at 11:48 a.m.
revealed that the corridar doors to resident rooms

A, BUILDING 01 - MAIN BUILDING 01
185150 8. VING 11/03/2010
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K018 Continued From page 1 K018 K018
the door closed. Dutch doors meeting 18.3.6.3.6
are permitted. 19.3.6.3 1. Beds A & B in room 122 were

immediately switched around resulting in
the door to room 122 closing without
difficulty. Doors to resident rooms 169,

172, 173, and 174 were repaired
November 3, 2010.
2 The Maintenance Supervisor

conducted a physical inspection of all
resident room doors for proper closure.
All doors close without difficulty.

3. An in-service was conducted on
November 18, 2010 with all staff by the
Administrator regarding safety of proper
closure of resident room doors with an

—

emphasis on doors latching completely
and closing without obstruction. Staff
were instructed to observe for proper
functioning of resident doors as they enter
and exit resident rooms and if any
concerns are noted to alert the
Maintenance Supervisor completing a
CQI Referral form to inform him of the
location and concern. The in-service also
included keeping the area near the
resident room doors free of clutter to
prevent any type of furniture or other
objects from obstructing proper closure.
The Maintenance Supervisor was in-
serviced on November 4, 2010 by the
Administrator regarding the importance
of ensuring proper latching/closure of all
doors.

FORM CMS-2587(02.88) Previous Varsions Obsolate Event 1D: 88CI21
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K018 Continued From page 2 K018 |
169, 172, 173 and 174 falled to ciose and latch in 4. The CQI Committee designee
the door frames. Interview with the facility will make observations of the resident
Maintenance Diractor on 11/03/10 at 11:48 a.m. room doors during walking rounds for
revealed the facllity was not aware that the doors any concerns with proper latching of the
wene not latching to provide the required smoke doors and/or obstructed closure of the
resistive protection of the door openings in the doors. These observations will occur
corridor walls. | daily for one week, weekly for one month,
; then monthly for one quarter. An
The census of 81 was verified by the irregularities  will 1?e correcgei‘;
Administrator on 11/03/10. The finding was immediately and the CQI Committ a1
acknowledged by the Administrator and verified be. sigtitied for furth : SR
by the Maintenance Director at the exit interview er review and follow-
on 11/03/10. up-
Actual NFPA Standard: NFPA 101, 18.3.6.3.1. S Completion Date: November 18,
Doars protecting corridor openings in ather than | 2010.
raguired enclosures of vertical openings, exits, or
hazardous areas shall be substantial doors, such
as those constructed of 1-3/4 in. (4.4-cm) thick.
solld-bonded core wood or of construction that
resists fire for not less than 20 minutes and shall
be constructed to resist the passage of smoke. !
Exception No, 2: In amoke compartments :
protected throughout by an approved, supervised '
automatic sprinkler system in accordance with i
18.3.5.2, the door construction requirements of i
19.3.6.3.1 shall not be mandatory, but the doors !
shall be constructed to resist the passage of
smoke.
Actual NFPA Standard: 19.3.6.3.3*. Hold-open
devices that release when the door Is pushed or
pulled ghall be permitted. A.19.3.6.3.3 Doors
should not be blocked open by furniture, doar
stops, chocks, tie-backs, drop-down or
plunger-type devices, or other devices that
neceseltate manual unlatching or releasing action
to close. Examples of hold-open devices that
releass when the door Is pushed or pulled are
friction catches or magnetic catches. !
FORM CME-2567(02-99) Pravicua Varsions Obsalats Evanl ID:88CI21 Facllity ID. 100406 If continuation sheat Page 3 of 6
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NAME OF PROVIDER OR SUPFLIER

KNOTT COUNTY NURSING HOME

STREET ADORESS, CITY, STATE, ZIP CODE
388 PERK

ING MADDEN ROAD

20-minute fire protection reting or are at least
1%7-Inch thick solid bonded wood core. Non-rated
protective plates that do not axceed 48 inches
from the bottom of the door are permitted.
Horizontal sliding doors comply with ?.211 4.
Doors are selfclosing or automatic closing in
accordance with 19.2,2.2.6, Swinging doqr;% are
not required to swing with egrees and positive
latching is not required.  18.3.7.5, 19.3.7.6,
18.3.7.7

This STANDARD s not met as evidenced by:
Based on cheervation and interviaw, the facility
failed to maintain a smoke docr that would close
and reslst the passage of smoke, The deficient
practice affactad two of six smoke compartments,
staff and 20 rasidents. The facility has the
capacity for 82 bads with a census of 91 on the
day of survey.

Findings include:

Observation on 11/03/10 at 1:30 p.m. revealed
that during testing of the fire alarm by the facility
Maintenance Director, the smoke doors located
near bedroom 101 failed to completely close to
resist the passage of smaoke. One of the two
smoke doors did not complataly ciose leaving &
gap of 1/2 inch between the doors. Interview with
the facility Maintenance Director on 11/03/10 at
1:30 p.m. reveaied that the facllity was aware of
the problem and had ordered replacement

HINDMAN, KY 41822
BE pdCIREOREAT N mbx_COCORTMSOCL ot
TAG REGULATORY OR LSC IDENTIFYING INFORMATIQN) TAG Riiu_ DEFICIENCY)
K027 NFPA 101 LIFE SAFETY CODE STANDARD K027 | K 027
S8=E Door openings in smoke barriers have at laast a 1. The part that had been ordered

was received and the doors were repaired.
The fire doors now close properly when
the fire alarm is activated.

2. All fire doors throughout the
facility have been evaluated by the
Maintenance Supervisor and have found
them to be closing properly.

3. An in-service was conducted on
November 18, 2010 by the Administrator
with all staff regarding the importance of
the fire doors closing properly to resist
the passage of smoke. Staff were
educated to notify the Maintenance
Supervisor of any doors that are not

properly closing for repair and to
complete a CQI Referral form to be
forwarded the CQI Committee for follow-
up and review.

4. A CQI Committee designee will
conduct observations to ensure the doors
are closing properly to resist the passage
of smoke, These observations will be
done weekly for one month, then monthly
for one quarter. Any irregularities will
corrected immediately and forwarded to
the CQI Committee for further review
and follow-up.

FORM CM3.2537(02-89) Pravious Verslons Obsolets

closers for the smoke daors that were not g;}w Completion Date: November 18,
campletely closing to resist the passages of _. .
smoke, i

Event 10; 88CI121 Facliity 10:!100485 If continuation sheat Page 4 of 8



Nov 19 2010 1:50PM HF LASERJET FAX

p.9

PRINTED: 11/15/2010
FORM APPROVED

OMB NO. 0838-0381

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES i

L
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONFTRUCTlDN {%3) gg:‘lEf;‘F.E\EEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 011~ MAIN BUILDING 01
185160 S 11/03/2010

NAME OF PROVIDER OR SUPPLIER
KNQOTT COUNTY NURSING HOME

388 PERH

STREET ADORESS, CITY, STATE, ZIF CODE
IN& MADDEN ROAD

HINDMAN, KY 41822

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(%4) 1D
PREFIX
TAG

D
PREFIX {
TAG

| PROVIDER'S PLAN OF CORRECTION
CROSS-REFERENCED TQ THE APPROPRIATE

(%5}

CH CORRECTIVE ACTION GHQULD BE i

DEFICIENCY)

K027 Cantinued From page 4

The census of 91 was verlfied by the
Administrator on 11/03/10. The finding was
acknowledged by the Administrator and verified
by the Meaintenance Director at the exit interview
on 11/03/10.

Actual NFPA Standard: NFPA 101, 18.3.7.8".
Requires doors In smoke barriers to be
seif-closing and resist the passage of smoke.
K D66 NFPA 101 LIFE SAFETY CODE STANDARD
E Smaking regulations are adopted and include na
leas than the following praovisions:

(1) Smoking is prohibited in any room, ward, or
compariment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
ares is posted with signs that read NO SMOKING
or with the International symbol for no smoking.

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

(3) Ashtrays of noncombustible material andbsafe
design are provided in all areas where smoking is
permitted.

{4) Matal containers with self-closing cover
devices inta which ashtrays can be emptied ars
readlly available to all areas where smoking is
permitted. 18.7.4

Ko27 o

K 088

K 066

1. Metal smoke containers were
immediately purchased to empty the flip
top ashtrays into for safety and fire
prevention. These containers were placed
in the designated smoking areas for
residents, staff, and visitors. The
designated smoking area for residents
and staff are located in the back of the
facility outside on an enclosed patio area
and the designated smoking area for
visitors is located at the front entrance to
the building on the front porch.

2. All areas designated as smoking
areas were observed by the Maintenance
Supervisor to ensure there were no other
safety concerns and to ensure the metal
containers were in place and being
utilized appropriately,

FORM CMS-2867(02-89) Previous Varsions Obsolale Event ID: 86CI21

Facliity ID:
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Findings (nclude:

on 11/03/10.

This STANDARD |s not met as evidenced by:
Basad on observation and inlerview, the facility
falled to provide a metal contalner with a
self-closing cover device into which ashtrays can
be emptied for the outside smoking areas. This
affected two of six smoke compartments, staff,
and 12 residents. The facility has the capacity for
92 beds with a census of 81 the day of survay.

Observation on 11/03/10 at 11:30 a.m. revealed
that the designated outslde smoking areas for
staff, visitors, and residents in the courtyard and
at the front entrance to the facllity were not
equipped with metal containers with self-closing
covers Into which ashtrays could be emptied to
permit smoking materials to be completely
extinguished prior to digposal with other
combustible trash. Interview on 11/03/10 at 11:30
a.m, with the Maintenance Director revealed that
the facility was not aware of the requirement for
metal containers with a self-closing covers.

The cansus of 81 was verified by the
Administrator on 11/03/10. The finding was
acknowledged by the Administratar and vevrifled
by the Maintenance Diractor at the exit interview

Actual NFPA Standard: NFPA 101 18.7.4 (3), (4).
Ashtrays of noncombustible meaterial and safe
design are provided in all areas where smoking is
permitted. Metal containers with self-closing
cover devices Into which ashirays can be emptied
are readily avallable to all areas where smoking is

186180 SNINg 11/03/2010
NAME OF PROVIDER QR SURPLIER STREET ADORESS. CITY, STATE. ZIF CORE
388 PERKING MADDEN ROAD
KNOTT COUNTY NURSING HOME HINDMAN, KY 41822
{(X4) 1D SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN QF GORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K068 Continued From page 5 K 068 | 3. An in-service was conducted on

:
|
|
|

November 18, 2010 by the Administrator
with all staff regarding the importance of
having the metal containers in place in all
designated smoking areas for residents,
staff, and visitors safety. The
housekeepers were in serviced on the
purpose of the containers and on a
schedule to empty these containers. The
housekeepers were also in-serviced
regarding the importance of ensuring that
all smoking materials were completely
extinguished prior to emptying the
ashtrays with other combustible trash.
The nursing staff were educated
regarding the importance of ensuring that
the residents’ smoking materials were
properly extinguished in to the ashtrays
and to assist them as indicated.

4. A CQI Committee designee will
make observations of the designated
smoking areas on a daily basis for one
week then weekly for one month to ensure
that the metal containers are in place and
being utilized appropriately. These
observations will also include the disposal
of the extinguished material/contents with
other combustible trash to ensure that it
has been properly extinguished. Any
irregularities will be corrected
immediately and reported to the CQI
Committee for further follow-up and
review.

permitted, 5. Completion Date: November 18,
2010.
FORM CMS-2587(02-98) Pravious Vemions Obsolets Event ID; E6CI21 Facility ID: {10046 if continuation shast Page 8 of &



