PRINTED: 09/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
185326 B. WING 09/20/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE .

366 S. WASHINGTON ST.

CLINTON-HICKMAN COUNTY NURSING FACILITY CLINTON, KY 42031

(X4} D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY?}
{F 000} | INITIAL COMMENTS {F 000}

Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance,
08/28/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DAFE

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
following 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 deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 315 | Continued From page 1 - | F348 2, Howyou will identify other
Review of an undated policy fitled, Catheter Care, ::s;ie:lzstit;e: tst:::f::\;h:e'f]i::::tm
Urinary, revaaled when a resident is ambulatary ctice: v
the bag must always be lower than the bladder at practice;
alt times to pravent the urine in the tubing and .
drainage bag from flewing back inta the urinary ﬁgf eﬁf’gﬁgtb‘gg}f: ;Zg’eg;g/u;ﬁﬁ
bladder. the DON performed on audit on olf
A racord raview revealed Resident #8 was °t’;e;;?m;§"ft‘$"; ;Dﬁlg?eg
admitted to the facllity on 2/13/13 wilh diagneses o O oae
te Inctude Alzheimer's, Lega! Blindness and offected.
Urinary Retention. Review of the quarterly .
Minimum Data Set (MDS) assessment revealed 3;“&“;:,":}2:::;':::’;:'&:1::: :,'::
the facility assessed Resident #8 s having Eﬂll make to ensure that the deficient
cognitive Impalmment and required extensive ractice does not recur:
assistance with all activities of dally living. practice does not rechr;
. ' To ensure the deficlent practice does not
An observalion, on D8/01/13 at 10:30 AM, ,
revealed Residant #8 was in the beauty shop Li"““"g window ‘;"; ’"‘L‘;’ffd;g the
sitting in the shop chair. The resident's urinary auty shop for walk by monitoring.
calhater drainage bag was attached fo the arm ,
rest of the chair and was well above the level of ::;ﬁfg;:;‘;c::ﬁ;ﬁg;::f;&,
the fesident's bladder. on proper placement of an Indwelling
An interview with Registered Nurse (RN) #4, on We drainoge bag. {8/22/13)
08/01/13 at 10:30 AM, revealad the urinary -
catheter drainage bag should never be above the f:' ':?w ";i:act'm"' ';’a"s:;a:";r;:::;n!
level of a rasldant's btadder. ;:ep;us?:ir:e g ¢ 1o énsure
An interview with the Aclivity Director, on 08/01/13 ]
! d o
at 2:00 PM, revealed she usually assisted ;;’ftﬁfﬁz;’fh’f:n‘;’fhEf?"’s:::gj’,:;}r’“
Resident #8 to the beauty shop once a week, S ‘;ﬂmmem
She had attached the urinary catheter drainage O"z,y b 151 P ‘; o QA
bag to the arm rest of the chair as she has done of ”""l"ge ag with a report to
in the past. The Activity Director did nat know the quorterty.
dralnage bag was to b& balow the level of the , , .
resident’s bladder but did know it was not {o touch A comm:tteet wilk Tommrf ac:g:; ons i ,
the floor. She did not recalt any training provided Pe’f";m’“"‘j °3’"’ e sure ‘;" ‘E315
by the facility related to urinary catheters with are achieved and permanent. B/27/13
drainage bags.
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F 315 | Continued From page 2

An interview with the Director of Nursing, on
08/01113 at 3.05 PM, revesated she thought the
Certified Nurse Aides tranaferred rasidants to the
beavty shop, She revealed urinary catheter
drainaga bags should never tough the faar and
should never ba abave the leval of a resident's
bladder. The urinary drainaga bag should have
haen hung an the ledge below the arm rest and
the beautician dass not reposition the drainage
bag. Infection was & polential risk if not handied
appropriately and what accurred was not their
standard of practice,

F 322 | 483.25()) DRUG REGIMEN 15 FREE FROM
so=0 | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecossary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excassive duration; or
without adequate manitexing; or without adequale
indications for its use; or In the presence of
adverse consequences which indicate the doss
shouid be raduced or discontinued:; ar any
combinations of the reasons above,

Based on a comprehensive assessment of a
residant, the facility must ensure that residents
wha have nat used antipsychotie drugs are not
given these drugs unless anlipsychotic drug
therapy Is necessary o treat a specific candition
as diagnosed and documented in the clinical
record; and residents who use aptipsychotic
drugs receive graduzl dose reductions, and
behavlaral Interventions, unless clinleally
conlraindicated, in an effort to discantinue these
drugs.

F 315

F 329

F 329!

The facility must ensure that 4 drug
dose reduction recommendation is
addressed with clinlcal rationale,

1.  What corrective action{s) wili be
accomplished for thosa rasidents
patients found to have been affected
by the deficlent practice;

Corrective action for resident #2
ochieved with dase reduction of
Ambien 8/15/13.
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] 2. How you wll} jdentify other
F 329 Continued From page 3 F 329 residents patients having the potential
to be affected by the same deficient
practice;
. . X Any resldent receiving sedotives had the
This REQUIREMENT is not met as evidenced potential to be offected, On 8/15/139
by: ) . ) chart augited was conducted by twa LPNs
Basad on observation, interview, record review on all residents to identify thut the drug
and facllity polley/procedure review It was dose reduction recommendotion were
determined the facility failed to ensure a hypnotic addressed with clinical ratianale,
dosa reduction recommendation was addressed No resident was found to be affected,
with clinical rationale for one {1) rasident (#2), in ‘
the salected sample of twehwm (12) residents. 2, What measures will be put into
Recommendations from the monthly pharmacy place or what systemic changes you
review revealed the pharmacist made will make Lo ensure that the deficient
recommendations for a dose reduetion; howaver, practice does not recur;
the physician falled to document in-the elinleat
recerd the rationale for why the dose reduction Pharmacy recommendations will be
would be contraindicated. Jollowed up on by DON or designee
i ) with action by PCP as indicated within
Findings Include: 7 business doys of recefving
o . . recommendations, Dn 8/22/13 the
A raview of facility policy titted, "Unnecesaary DON Inserviced the nursing stoff on
Drugs”, last revised 06/14/11, revealed the proper procedure far drug reduction,
Pharmacist reviews medication regimen monthly
to ensuse proper dosage and interaclions, and a 4. Huw the facliity plans to manitor
triaf owering or discontinuing of medieation is its perfermance to ensure that
parformed et a minimum of every 6 months by solutlons are sustained;
working with the resident, family and MD. )
. . , The QA note form has been updated to
Areview of "AGE Boars Crilerls for Potentially Incluele med monitaring. The DON or
inappropriate Medization Use in older Aduits" designee will complete o monthly
revga!ed Nan benzodiszepine hyproties, recommendation agudit for three
Zalpidem (Amblen}, recormnmends {o avold months and then querterly for one
chronic use greater than 90 days, year with reports to the QA committee
; . quarterly. QA will moniter facility
A record review revealed Resident #2 was perfarmonce to make sure correctlons E32%:
admitted 1o the facllity on 05/47/10 with diagnoses are achieved and permanent. g/28/13
te Include Dementia with bohaviora! disturbances, :
Conyestive Heart Fallure and Myccardial
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F 325

Continued From paga 4
Infarctian.

A review of Rasident #2's quarterly Minimum Data
Set, (MDS} assessmenl, dated 05/27/13,

revealed the facility assessed Resident #2 lo
have zevere cognitive impeirment, was non
ambulatory, and required exiensive assiat from
staff for all activities of dally living,

A review of Resident #2's physlcian order, dated
101171 2, revealad the resident should receive
Ambien 10 miligrams (mg.) at bedtime (HS),

Argview of Resldent #2's Pharmacy reviews,
dated 7/91/12 and 01/29/13 reveled Ambien 10
mg. at HS was dua for an attempled dose
feduction with a response from the physician to
not feduce the madication at this time,; however
thera was no documentation to clarify the
rationale for and hensfits of continuing the
medication without an attempted gradual dose
reduction.

Observations of Resident #2 on 07/31/13 at 1;30
PM and 08/0113 al 9:22 AM, revealsd the
residant was in bed with eyes closed and did not
tespond when spoken te, interview at the time
with Licensed Practical Nursa (LPN) #1 revealed
resident #2 slesps a lot. An chservation of
Resident #2's gkin assessment, on 0B/01/43 at
10:45 AM, conducted by LPN #1 and LPN #2
revealed the resident was not easlly aroused and
did not verbally respond during the assessment
despite /epositioning and wound care. At 12:30
PM, the patient was observad at the Nurses
Stalion silting in a wheelchalr with eyes closed,
The resident was transferred ta the hed by staff
and was not ohserved to participate in the

transfer process, At 1:15 PM, the resident was

F 328
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F 329 : Continved From page 6 Fazg
observed to have eyes closed,
Interview with the Pharmacist, on 8/0213 at 1:40
P'M, revealed Ambien has a short half life and
works well, and wears off quickly. He stated that
research indicates the elderly espacially wamen
are shawlng a higher blood concentration the
next day than what was previously thought, and in
his epinlon they could be obtunded the next day,
the medication ia intended for short tarm uss. The
Pharmacist stated he had weitten the
recommendation for dose reduction as 5 mg
hecause he felt that dosage would probably work.
He stated patients bacome tolerant and if we can
taper the dosage or get them off the drug
altogether and use only occasionally, the
medication works better. Additionally, the
Pharmacist stated that the medication is on the
Beer's lisl a3 not appropriate for the elderly.
F 441 483.65 INFECTION CONTROL, PREVENT F 441 F441:
85=p | SPREAD, LINENS

The facility must establish and maintaln an
Infection Contral Program designed to provide a
safe, sanitary ahd comfortable environmant and
1o help prevent the development and transmission
of disease and infaclion.

(a} Infection Gantrol Program

The facillty must establish an tnfection Gontol
Program under which it~

{1) investigates, controls, and prevents infections
in tha facility;

{2) Deckies what procedures, such as Isolation,
should be applied to an individual resident; and
(3} Maintalns & record of incldents and corrective
actions related to infections.

The facility must establish and malntain
an Infection Control Program designed
to provide a safe, sanitary and
comfartable environment and to help
prevent the development and
transmission of disease and infectian,

1.  What corrective action{s} will be
accomplished for those rasidents
patients found to have been affected
by the deficient practice;

Na residents were found to hove been
affected by the deficlent proctice,
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F 441 | Continued From page & F 441

{b} Preventing Spread of infection

{1) When the Infection Control Frogram
determines that a residant needs isolation to
prevent the spread of infection, the facllity must
isolate {he resident.

(2) The facility must prohiblt employees with a
cammunicable diseasa or infected skin lesians
from direct contact with residents or thair food, if
direct contact will transmit the diseass.

(3} The facility must require staff to wash their
hands after each diract resldent contact for which
hand washing i3 indicated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and
Iransport Inens so as to prevent the spread of
Infection.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and facility
pelicy/procedure review it was determined the
fagility faited to maintain an infection conirol
program to heip prevent the davelopment and
tranamission of disease and infection,
Observation of & medicalion pass revealed staff
did not wash and sanitize her hands betwesn
residents when administering medications to
multiple rasldents. Additionally, observation of &
skin assessmant and dressing change revealed
{he nurse failed {o wash her hands between glove
thanges,

Findings include;

Raview of the undaied facility policy titled,

2, Howyou will idantify other
residents patients having the potential
to be affected by the same deflclent
practice;

All residents receluing medications and
dressing changes has the potential to
be affected. On 08/05/13 the DON
reviewed nif residents with known
infections for patterns and trends
refated to hand washing and through
the Infection controf report no resident
was found ta be affected,

3. What measures will be put into
place ar what systemic changes you
will make ta ensure that the deficient
practice dogs not recur;

RN #4 was educated on proper hond
washlng technigue while possing
medications, LPN #1 was educoted
on the need to wosh hunds when
changing gloves,

Completad 8/02/13

On August 22, 2018 The nursing stoff
were reeducated on proper Rand
washing pracedures by the DON.
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F 441 ] Cortinued From page 7 F 441 4. How the tacility plans to monitor
Handwashing Policy (Medication Administration), its performance to ensure that
revealed the facility should provide a safe, solutions are sustained;
sanitary environment and pravent the
development and transmission of disease and The DON or designee will monitor
Infaction far the residents and staff* by 2- Medication poss end 2- dressing
administering médication to the first resident, if chonges monthly for three months and
hands are not visibly eoiled, may use hand then quarterly for one year with
sanilizer between second and third residents, reports to the QA quarteriy,
wash hands prier {o administering medleatian to @A will monitor facillty performance
fourth resident”. to moke sure correctians ore achieved _Faq1:
ond permanent. a/27/i3

1. On 08/01/13 starting at 10:30 AM an
observation of a medication pass ravealad
Registerad Nurse (RN) #4 to administer
medication to Resldant #6 and than o reposition
the fesldent's urinary cathetgr drainage bag. RN
#4 then administered medication to Resident #13,
at 10;50 AM. RN #4 then administerad
medications to Resident #14, without washing or
sanitizing her hands. RN #4 failed to wash and/ar
sanitize her hands batween the residents.

An intarviow with RN #4, on 08/01/13 at 11:05 AM
revealed she normally sanitizes her hand
betwaan rasidents hut had failed to wash or
sanitlze her hands betwean rasidents this time
and should have.

An interview with the Direclor of Nursing (DON),
on 08/01/13 gt 3,05 PM, revealed she expected
nurses and madication technicians to ensure
prapar hand sanitation between residents. The
DON said staff must sanilize their hands with the
appreved sanjtizer between every resldent and
wash their hands every third resident,

2. Review of the undated facility policy titled,

Drassing Change Policy, included: Wash hands
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Continued From page 8

and don gloves prior to removal of current
dressing, Dispose of dressing appropriataly,
Remaovs gloves and wash hands, Don clean
gloves and preform dressing ¢hange as ordarad.

An observation on 08/01/13 at 10:45 AM revealed
Licensed Practical Nurse (LPN) #1 providing
wound care and a drezsing change to Resident
#2. LPN #2 falled to wash her hands hetween
glove changes during the wound care and
dressing change as per the facility poticy,

An interview on 08/01/13 at 2:10 PM with the
Director of Nuraing revealed the facility policy was
for hands fo be washed between glove changes,
The DON expected hand hygiens to be
performed between each glove change,
483.75()(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must malntain clinical records on each
residant in accordanca with aceepied professional
standards and practices that are camplste;
accurately documented; readily accessible; and
syslematically organized.

The ¢linical racord must contain sufficient
information to identify tha restdent; a record of the
resident’s assessments; the plan of care and
sarvices providad; the results of any
preadmission sgreening condueted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Based on intervlew, racond review and facllity

F 441

F 514

£ 514
The Facility must maintain clinical
racords on each resident in
accordance with aceepted professional
standards and practices that arve
complete; accurately documoentad;
readily accessible; and systematicaliy
organized.

1. What corrective actlon(s) wilt ha
accomplished for those residents
patients faund to have been alfected
hy the deficlent practice;

Medicol records for resident #5 were
updated on 8/01/13 by DON to enjure

consistent and occurate information.

FORM CMS-2667(02-89) Provigus Versiens Obschela

Event ID:YQION

Feclity I 1001680
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SEP-20-201% 02:26PM  FROM-CLINTON {.C.F. 270 653 4162 T-882 P.010/011 F-T06
DEPARTMENT OF HEALTH AND HUMAN SERVICES PREFE&A?’%?&%%OSS
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 8938-0391

STATEMENT OF DEFIGIENCIES {1} PROVICER/SUPPLIER/CLIA {(%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING COMPLETED
185326 B, WING 0810212013
NAME CF PROVIDER QR SLIPPLIER STREETADORESS, CITY, STATE. ZIP CODE
366 5. WASHINGTON &T,
CLINTON-HICK COuN
LINTON-HICKMAN COUNTY NURSING FACILITY CLINTON, Y 42031
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF GDRRECTION Py
PREFIX (EACH DEFIGIENGY MUST BE PREGEGED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD 88 COMPLETION
TAG REGULATORY OR LSG IDENTIFYING IKFORMATION) TAG EROSE-REFERENCED TO THE AFPROPRIATE QATE
BEFICIENCY)
F 514 | Continuved From page 8 F 514 2. How you will identify other
paficy review, it was determined the facllity failed residents patients having the patenttal
lo ensure the medical record was accurately to b affected by the same deficient
maintained for ane (1) restdent (#5), in the practice;
selected sampta of twelve {12) residents, The
facility failed to accuralely and censistently All restdent in the focility had potential
decument the residents Coda Status in the to be offected. On 8/01/13 the DON
medical record. and medital records personnel
conducted a chort audit en afl residents
Findings Include; to ensure the code status Information
wos consistent and accurate.
Arecord feview revealed Resident #5 was No resident were found to be offected,
readmitted to the facility on 4/30/13 with '
diagnases to include Ostecporosts, Peripherat 3. What .
Vascular Disease, Deprassive Disorder, Chronic p‘lam or :'::f:::'::; :Zlfh:is:: :’Tl?
Airway Obstruction, and Morbid Obesity. will make to ensure that the deficent
A review of Resident #5's admission orders, practice does not recur;
dated July 2013, Aprl 2013, May 2013, and June
2013; the July 2013 Medication Administration
Record (MAR), Trealment record and the On ?22/ 1‘?”" mgsfng stoff were
Respiratory record and the April and May 2013 re-educate b: 3 Non proper ioted
Nursing Assistant Care Plans, revealed the p rocet_ﬁ;res an J acumentation refate
teaident had a “Do Not Resuseitats {DNR)" o residents code Stotus.
skatus, A review of lhe Comprehensive Care Plan s v : .
revealsd there was no entry for the residents iy t'_?w the facility plans to manitar
code status. A review of the Nursing Assistant '“IFE armance to'ensu:re that
Care Pians, dated June 2013 and July 2013, solutlons are sustained;
vealed the resi w "fult code” status.
fevea esident was a us 10% of olf residents chorts will be
Further faview of the physician orders, revealed audited monthly for three months and
on 04730113, & nolation was mada that the family then quorterly for one year by the DON
had revoked Resident #5' DNR status. or designee to ensure that information
related 1o residents cade stotus is
An Interview with Certified Nurse Aide (GNA) #1, accurate and consisteni, with reports
on 08/01/13 at 3:10 PM, revealed after viewing to the QA committee quarterly. OA
Resident #5's August CNA Care Plan, the wilt monitor facility performance to S
resident was listed as a full code. The CNA oke sure torrections ure achieved e
reports tha Information Is found in the CNA Book and permoneat, '
that is kept at the nurses station.

FORM GMS-2567(02-95) Provicus Vatalona Ohsolata

Euent ID: YOEDH

Faciity ity 100189
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SEP-20-2013 02:25PM  FROM-CLINTON 1.C.F.

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

270 653 4162 T-882  P.0O11/011  F-TO6

PRINTED; 08/16/2013
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DERCIENCIES (1) PROVICER/SUPPLIERACLIA
ANDPLAN OF CORRECTION IDENTIFICATIOM NLIMBER:

185326

(%) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
A BLALDING COMPLETED

B WiNG 0BI0212013

NAME OF PROVIDER OR SUPRLIER

CLINTON-HICKMAN COHNTY RURSING FACILITY

STREET ADDRESS, CITY, STATE, 2P GODE
366 5, WASHINGTON BT,
CLINTON, KY 42031

X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATIQM)

1a] PROVIDER'S PLAN OF CORRECTION 0]

PREFIX (EACH CORREGTIVE ACTION SHOLLD 88 COMPUETION
TAG CROSS-REFERENGEQR TO THE APPHOPRIATE DATE

DEFICIENGY}

F514

Continued From page 10

An interview with Licansed Practical Nursa {LPN)
#1, on 08/01/13 at 2:25 PM, revealad after
Iooking at Rasident #5's record the resident was
listed a5 a full code. LPN #1 also raviswed the
MAR for Resident#1 and it indicaled tha resident
was a DONR, 1t was delermined Ihat there was
inconalstency within the chart and the [PN stated
she would talk with the Director of Nuraing
{OON).

An interview with tha DON, on 08/01/43 at 3:30
PM, tevealad after reviewing Residant #5's char,
it was determined Resident #5 was listed as a fult
code on the physician order wriltean an 4/30/13 st
12:30 PM. The DON was mads aware of the
Incansistency within the chart.

F 514

FORM CMS-256T(02-58) Provieus Yervions Otsolete

Evonl 101 YQ5011

Faeihty i0: 100180 8 conlinualion sheoat Paga 11 of 11




PRINTED: 10/03/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT COF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULYIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185326 B. WING : 10/03/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

366 5. WASHINGTON ST,

CLINTON-HICKMAN COUNTY NURSING FACILITY CLINTON, KY 42031

{X4) 1D SUMMARY STATEMENT QF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTICN {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY?}
{K 000} | INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 09/07/2013 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
following 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 avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YQ8D22 Facility 1D: 100180 If continuation sheet Page 1 of 1



SEP-13-2013 12:29PM  FROM-CLINTON [.C.F. 270 853 4i62 T-872  P.00¢ F-670

PRINTED: 08/16/2013

DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (*1) PROVIDERVSUPPLIER/GLIA (X2 MULTIPLE CONSTRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTION IDENT{FIGATION NUMBER A BUILDING 01 - MATN BUILDING 04 COMPLETED
1A5326 B, WING 08/01/2013
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

366 5. WASHINGTON 3T,

G E COUN CiLTY
HINTON-HICKMAN TY NURSING FA CLINTON, K 42031

e SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5
BREFI {EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX {EACH GORRECTIVE AGTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE : DATE
DEFICIENGY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483,70(a)

BUILDING: 01,
This plan of correction daes not
OVAL: 1967, canstitute admission or apreement
PLAN APPR s67 by the provider of the truth or the
SURVEY UNDER: 2000 Existing, facts alleged er canclusions set forth

in the Statement of Deficiencias.

FACILITY TYPE: SNE/NF. .
The Plan of Carrection is submitted

TYPE QOF STRUCTURE: One (1) story, Type i solely bacause it is required by the
(222), provision of federal and state law.
SMOKE COMPARTMENTS: Six (6) smoke This pfan of earrectlon serves as

' Clintoan-Hickman County ICF

compartments. .
credible allegation of eompliance,

FIRE ALARM; Comptlete fire alarm system with

82 smoke detactors.

SPRINKLER SYSTEM: Complete automatic wet K025;

sprinkler system. NFPA 101 Life Safety Code Standard
GENERATOR: Type il generator. Fuel source s No resldents were found to have been
Diesel, affected by the deficlent practice:

A standard Life Safety Code survey was For residents having the potentlal to be'
eanducted on 0B/01/13. Glinton-Hickman Nursing affected by same deficient practice:
Fadility was found In nop-compliance with the

requiremnents for participation In Medicare and Al resldents in the 3) of the (6) smoke
Medicaid. The facility is certified for forly ix {46) compartment areas have the potential
beds with & eensus of forty five (45) an the day of to be affected,

the survay,

Tha findings that follaw demonstrate
neneompliance with Tils 42, Cade of Fedaral
Regulations, 483.70(a) et seq. (Life Safety from
Fire),

LABQRATORY DIRECTORS OR P ERISUPPLI EFR ATIVE'S SIGNATURE . TINE o8} DATRE
e m : Administrator - 9/13/2013

Any daficiancy atatement ending will an asterisk (W] denotes a deficisncy which the Inglitution may ba excysad from carreciing providing it is determinad that
cthar zafeguarda provide sufficlent gratoction to the patienis, (Soe instnictone,) Exeept for nursing homes, the indings stated above are disckosabla B0 days
feliowing the dirlo of survay whalhar or nal s plan of comaction ks pravided, For nursing homes, the above findings and plans of correcton ere diaciosable 14
days foliwing the date these documents are mada avsilable to tha facility. If deficloncies are ciled, an appravad plan of correction is requisita to continued
prearam participation.

FORM CMS-25G7{02-55) Pravious Versions Dbasiele Evont 10:YQ8D21 Facilty ID; 100180 If eontinualion sheet Page 1 of 30




SEP-13-2013 12:29PM  FROM-CLINTON §.C.F.

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

270 063 4162 T-872  P.002 F-670

PRINTED: CB/16/2013
FORM APPROVED
OMB NQ. 03380391

557K
Smoke barrisrs ara consbucied to provide at
loast a one half hour fire resismnce fating in
accomiance with 8.3. Smoke hamiers may
terminate at an atrium wall. Windows sie
protected by fire-rated glazing or by wirad glass
panels and steef frames, A minimum of two
gaparata compartments are provided on each
floor. Dampers are not required in duct
panatrations of smoke barders in fully ducted
heating, ventitating, and air conditioning systems.
19.3.7.3, 19.0.7.5, 19.1.6.3, 19.16.4

This STANDARD is not met as evidenced by:
Basad on cbservations and inlerview, R was
detarmined the facility failed to maintain emoke
barriers that would resist the passage of smoke
between smoke compartments in accordance
with NFPA standards, The deficiency had the
potential to affect three {3) of slx (8) amoke
corpartments, rasidents, staff and visitors, The
facility is certified for lorty six {26} beds with a
consus of forty five (45) on the day of the survey.

The findings include:

Observations, on 08/01/13 between 8:00 AM and
9:38 AM, with the Mainlenance Diractor revealed
the smoke barriars extending abova the ceiling to
ba penetrated by pipes and wires. The smoke
barrler locatad above roam # 223 had unseated

STATEMENT OF OERICIENCIES 1y PROVIDERSSURPLIERACLIA X2} MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION HOENTIFICATION NUMBER: A BUILDING 01 - MAIN BLILDING D1 COMPLETED
185328 8. WG 18/01/2013
NAME DF PROARDER Ot SUPPLIER SYREET ANDREAS, CITY, STATE, 2IP CODE
CLINTON-HICKMAN COUNTY NURSING FACILITY 350 5, WASHINGTON 3.
" CLINTON, KY 42031
44) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDRR BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IBENTIFYING INFOAMATION) TAG EROS3-REFERENCED 1O THE ARFROPRIATE DaTE
PEFICIENCY)
K000 | Continued From page 1 K 000
Deficiencies ware citedd with the highest
deficlency identified at "F" iovel.

that the prahlem wiil be corrected and
will not recur;

The unsealed open penetration in the
smoke barrier wall located ohove
raom #223 hos been seoled with

{3M Fire Barrier Sealont CP 25WB+)

o fire and smoke stopping seolant.
This was completed on August 5, 2013

The unroted expandable foam located
In the smoke borrier wail above room
#211 has removed ond the open
penetration has been reseafed with
{3M Fire Barrier Sealant CP 25WB+}

a fire and smoke stopping sealant.
This was cornpleted on August 5, 2013

The smoke barrler thot shares a
common wall with the west stofrwelf
will be extended to fulfy continue to
the roof.

The wall is scheduled ta be completed
en september 6, 2013

FORM CM5-2567(02-68) Prendiooa Yereana Otankata Event 10y, YQBD21
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SEP-13-2013 12:30PM

FROM-CLINTON {.C.F.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

270 653 4162 T-872  P.003

F-670

PRINTED: 08/16/2013
FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380381
STATEMENT OF DEFICIENGIES (#) PROVIOER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION ) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HURLBING 01 - MAIN AUILDING & COMPLETED

1856326 B, WING aqi04/2045

NAWE OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2IF CODE T

8 19, WASHINGTON ST.
CLINTON-HIGKMAN GOLINTY NURSING FACILITY CLINTON, KY 42031
P SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREOTION o
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE faTE
DEFICIENCY}
K 025 | Continued From page 2 K025
panetrations. The smoka barriar facatad above
mom # 211 was sealed with unrated expandable
foam. The smoke barrier that shared a common
walt with the Wast Stalrwali did not continue to
the reof above and wauld nol resist the passage Quallty Assuranca Plans to monltor
of smoke, facllity performance to make sure
that corrections are achieved and
Intarview, on 08/01/13 botween 9:00 AM and 9:39 ara parmanent;
AM, with the Maintenanca Diractor revealad he
was not aware of the penetrations, usa of Maintenance dept In-servicing wos
expandable foam, or that the stairwelt wall did not conducted by the Administrator an
extand to the reof above. “Smoke Barrier Penetration”
including proper repoir techniques,
to walls, door gops and follow-up
Reference: NFPA 101 (2000 Edition). after outsfde vendors have completed
their service/repair work In the bullding.
8.3.6,1 Pipes, conduils, bus ducts, cables, wires, This was completed on August 6, 2013
alr duets, pneumalic lubes and ducls, and similar ‘
buikding &ervica equipment that pass through smoke barrler walls hove been inspected
floars and smoke barriers ahall ba protected as for any apenings or impraper sealed
follows: penetrations.
(#) The spaca between the penelrating item and This wos compieted on August 12, 2013
iha smaoke barrier ghall .
1. Ba fillad with 8 matenial capabla of maintaining QA toof will be ysed for natification
the smaoke resistance of tha smoke barrler, or of service techniclans doing work
2. Ba protected by an approved davica designed in the buliding so mointenance can
for the specific purpose. monitor service work to smoke
{b) Where the penetrating item uses a sleeve to barrier walls to ensure ongoing -
penetrate the smake barriar, the sleeve shall be compllonce ond thot corrections
colidly set in the smoeke barrer, and the spaca are permanent, Ko25;
betwean the itam and the sleeve shall n/o7/13
1. Ba filled with a matarial capabla of maintaining
lhe smoke resistance of the esmoke barrier, or
2, Ba pratected by an appraved davics designed
for the specific purpose.
{c} Wheara designs teke transmission of vibration
into consideration, any vibration isolaton shail
1. Be made on either side of the smoke bamier, or
2. Ba made hy an approved devica designed for

FORM 0M3-2557(02-59) Previous Varsons Obaolels

Event i0: YOBD21

Facifly ¢ 100160

IF centinuation ahest Fago 3 of 30
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PRINTED; 08/16/2013

SEP-13-2013 [2:3(PM  FROM-CLINTON 1.C.F. 270 663 4162 F-870

DEFARTMENT OF HEALTH AND HUMAN SERVICES

FORM AFPROVED -
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMBE NQ, 0938.0391
BTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERAILIA (X3} MULTIPLE CONSTRUCTION {%3) RATE SURVEY
AND PLAN &f CORRBETION IDENTIFICATION HUWBER; A BUILDING 04 - MAIN RUILDING o CSOUPLETED
bisasl 3 mne (8012013
HAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, £1TY, STATE, ZIP CODE
364 3. WASHINGTON 27,
CLINTON-HICKMAN COUNTY NLRSI ACIL
SING FAGHITY CLINTON, KY 42031
4) 0 SLIMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTICN [°3)]
PREFIX {EACH DEFICIENGY MUST BE PRECEDEC BY FULL PREFIX (EACH CORRECTIVE AGTION 6HOULD BE LOMPLETION
TALS REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CROSAREFEREMNCED TO THE APPROPRIATE DATE
DEFICIENCY)
K027;
K 025 | Continued From page 3 K 025 NFPA 101 L1fe Safety Coda Smndard
the specific purpoga.
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027 No residents were found to hove been

S8=E

Door openings in smoke barriers have at least a
20-minute fire protection rating or are at least
1%-inch thick solid banded wood core. Non-rated
protediive plates that do not exceed 48 inches
from the battom of the door are permitted.
Horizontal silding doors comply with 7.2,1.14.
Doors are self-ciosing or automalic closing In
accordanca with 19.2.2.2 6. Swinging doors are
not required to swing with agresa and positive
latehing Is not required. 19,375, 10.3.7.8,
19.3.7.7

This STANDARD is not met ag evidencad by:

Based on gbservation and interview, it was
determined the facility falled to ansure cross
~comider doors kecated in @ smoke bamer would
rasist the passage of smoke In accordance with
NFPA standards, The deficiency had the
potantial lo affect thrae (3) of six (6) smoka
compartments, residents, staff and visitors, The
facility is carlified for forty &ix (46) beds with a
coneus of farty fiva (45) on tha day of the survey,
The facility failed to ensure doors located in &
smoke barrer would resist the passage of
smoke,

The findings include:

Obsarvation, on 08/01/13 at €14 AM, with the
Maintenance Diractor reverled the cross corridor
deor in the two hour fire wall located in the
Breazeway did not seal leaving a gap larger than
1/8th of an inch and would net resist the passage

affected by the deficient practice.

For resldents having the potentia to
be affected by same dsficlent practice;

All residents In that smoke compartment
wreas have the potentiol to be affected.

Measures taken by the facillty to
emsure that the problem will ba
corrected and witl not recur:

A door has been instolled ot the
Nurses report room and the corridor
door focated In the two hour fire wall
In the bregzeway has been reploced
with @ new metel door.

The instoliotions were completed
on August 20, 2013

Queilty Assurance Plans to monltor
faclilty performance te make sure
that corractions are achieved and
are permanant:

Maintanonce dept In-servicing was

conducted by the Administrator on
*Smoke Barrier Penetrgiion™

including proper repalr techniques,

to walls, daor gaps ond follow-up

after outside vendors have completed

thelr service/repair work In the building.

This was completed on August 6, 2013

FORM CMS-2567(02-BU) Pravious Varslons Obsolile

Event ILr YGv021

Faciity 107 §001B0

¥ continuation shoot Page 4 of 30




SEP-13-201% 12:31PM  FROM-CLINTON |.C.F. 270 653 4162 T-872  P.005/030 F-670
PRINTED: 08/16/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES ME NQ. 1938-03891
STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/ICLIA {12) MULTIPLE CONSTRUGTION (%3} DATE SURVEY
ANE PLAM OF CORRECTION IDENTIFICATION MRBER: A EUILDING 01 - MAIN BUILDING 01 COMPLETED
185328 B.WING OB/04/2013
HAME OF PROVIDER OR SUPPLIER "STREET ADDIRESS, GITY, STATE, ZIP CODE
CLINTON-HICKMAN GOUINTY HURBING TAGILITY 3063 WASHINGTON 5T.
- ¢ CLINTON, KY 42031
4D BLIMMARY STATEMENT OF DEFICIENCIES 0 PROVIDENS PLAN OF CORRECTION [0
PREFIX (EACH DEFRNENGY MUST BE PREGEDED BY FULL PREFIX (BAGH CORRECTIVE AGTION SHOULD BE COMPLETION
20 REGULATORY OR LEG [DENTIFYING INFORMATION) TAS CRO3S-REFERENCED T THE APPROPRIATE DATE
DEFICTENCY)

K027 | Continued From pages 4 K027 All smoke corridar doors have been .
of smoka. Further observalion revealed a door {o Inspected to moke sure they are '
the Nurses' report reom had baen remeved, The properly sealing. :

Nurses' Repart Raam 5 part of the smake .
barrier. This was completed on August 22, 2012
Intarview, on 08/01/13 at 2:38 AM, with the The fire drill QA evaluation form hos '
Maintenance Direclor revealed he was not aware been updated adding manitaring of
the door did not zeal properly. Further intterview smoke barrier doors for gaps. These
revialad he was not aware tha doar tg the doors will be checked during fire drills
Nurses' Report Raom was part of tha smoke and Included in the monthly fire drilt
barriar. report. This report wiil be discussed |
by the Mointenance Director at the
i - Jocility's quarterty QA meetings to
Rafarence: NFPA 101 (2000 edition) ensure ongoing compliance and K027
19.3.7.6*. Requires doors in smoke barriars to that corrections are permanent. B/23/13
ba self-closing and resist tha passage of smoka.
Reference: NFPA 101 (2000 edition}
8.3.4.1* Deors in smoka bamiars shall close the
opening teaving
only tha minimum tlearance necaesssary for proper
operation
and shall be without undercuts, louvers, or grifles.
Refarence: NFPA BQ (1853 Edition)
Standard for Fire Doers 2-3,1.7
Tha cigarance between the edge of the door on
the pull side shall be 1/8 in, {(+/-} 1/18in, {3.18
mm (+/-} 1.59 mm} far staet doors and shall not
exceed 1/8 In, {3.18mm) for wood doors.

K 034 | NFPA 101 LIFE SAFETY CODE STANDARD K 034 K 034:

$5=D NFPA 101 Life Safety Cotde Standard
Stairways and smokeproof towars used as exits
are in accordanca with 7.2, 198.2.2.3,19.2.24 No residents werefound ta have been

affected by the deficlent practice,

FORM CMS-25687(02-89) Prinvieua Yargons Otaciete

Evard DY Qo021
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PRINTED: 08/16/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ASPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES (%1) PROVIDERSUPPLIERTLIA (X2} MULTWLE CONSTRUCTION £X3) DATE SURVEY
185326 B, WING oRmAL2014
MAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, $TATE. ZIP CODE
CLINTON-HICKMAN COUNTY RURSING FACILITY 308 9. WASHINGTON 8T.
’ CLINTON, KY 42031
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This STANDARD s not met as evidenced by:
Basad on observation and interview, it was
determined the fadliity feillad {o ensure that a
stairwell was malntained ascording to NFPA
standards, The deficlency had the potential to
affact two (2) of six (6} smoke compariments,
residens, visitors, and staff. The facility has forty
six (46) cortifind beds with & census of forty five
(45) on the day of the survey.

The findings include:

Obsarvation, on 08/01/13 at 9:35 AM, with the
Maintenance Director revealad the West Stalrwell
walls did not extend to the roof above laaving the
stairwell apen to tha attle above the drop eiling,

Intarview, on 08/31/13 at 9:35 AM, with tho
Maintenance Diractor revesled he was not awara
of the requiremant,

Referenca; NFPA 101 (2000 edition)

18,2.2,3 Slairs,

Staim complying with 7.2.2 shall be parmitted.
19,2,2.4 8mokeproof Enclosures.

Smokaproof enclosures complying with 7.2.3
shall be permiltad. .

7.2.2.5 Enclosure and Protectlon of Stairs,
7.2.2.6.1 Enclosures,

All insido stairs serving as an exit or exit
companant shall be enclosed in accordance with
7.1.3.2, All other inslde stairs shall be protected in
accordance with 8.2.5,

Exception: In existing buildings, wham a
two-stary axit enclosurs connacts the atory of exit

ba affected by same deflclent practice:

All residents In the {2) of the {6) smoke
compdrtment aredas have the potential
to be affecteo.

Measures taken by the facility to ensure
that the problem wiil be corrected and
will not recun

Malntenapce dept in-servicing was

conducted by the Administrator an
“Smoke Boarrier Penetration®

Including proper repalr technigues,

to walls, door gaps and follow-up '

after outside vendors have completed

their service/repair work in the buliding

ta verify that there are no epen

penetrations.

This was completed on August b, 2013

All smoke borrler walls have heen
Inspected for any openings or
improper sealed penetrations,

The wast stolrwel! walls thot ofd not
cantinue to the roof abave will be loid
with mortar and hricked so the woll
Jully runs from the floor ta the roof.

The instafiotion of the brick and )
mortar is scheduled tq be completed
on September 6, 2013
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discharge with an adjacent story, the exit shall be
permitted to be snclosed only on the story of exil
discharga, provided that not less than 50 parcent Quallty Assuranca Plans to monltor
of the number and capaciy of axits on the story facility performance to make sure
of exil discharge are independent of such that correcttons are achieved and
enclosuras, dra parmanent}
7.1.3.2 Exits.
7.1.3.2.1 Smoke barrfer walls wifl be audfed
Whara this Code requires an exitto be separatad quarterly. Any area thot did nat pass
from othar parts of the bullding, the separating Inspection will be properly sealed
construction shall mest the requirements of immedictely. This quarterly report
Section 8.2 and the faliowing. will be discussed by the Mointenance
{a} *The separation shall have not less than a Director ot the facility’s quarterly QA
1-hour fire resistanca rating whars the axit meelings to ensure ongolng compliance.
connacts three storles or less.
{b) ™ The separation shall have nol less than a QA too] will be used for notificatian
2-hour fire resistance rating where the exit af service techniclans doing work
connects four or more stories. Tha separation in the building so mointenance can
shall ba constructed of an assembly of . méniter service work to smoke
noncombustible or limited-combustible matarals i . ¥ -
and shalf be supperted by construction having not g:;z;;::faii t’;zf:utrfo‘:f:cg;gﬂs K 034:
tess than a 2-hour fire resistance mting. are permanent ;}'7713
Excepfion No. 1: In existing nonv-high-rise "
buildings, existing exit stair enclosures shall hava
not lass than a 4-howr fire resistanca rating,
Exception No. 2: In existing buildings protectad
througheut by an approved, supervised automatic
sprinkler system in accordance with Section 9.7,
axisting exit stair encloaures shall have not loss
than & 1-hour fire resistance rating.
Exception No. 3: One-hour enclosures in
acecordanca with 28.2.2.1.2, 29.2.2.1.2,
30.2.2.1.2, and 31.2.2.1.2 shall be pamnitied as
an afternative.
{c} Openings in the separalion shall be protecied
by fire door assemblios equipped with door
closers complylng with 7.2.1.8.
{(d} Openings in exit enclosures shall ba fimited
to thosa nacassary for access to the enclosure
FORAM CMS-2687(02-B6) Previous Vorsons Obsoista Evesd {D; YOBRO21 FacRty 101 160180 i conlnuaton shast Page T of 30
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frem nomally oecupiad spaces and comidors and
for egrass from the enclosure.

Excaption No. 1: Openings in exil passageways
in covered malt buildings as provided in Chapters
36 and 37 shali be parmittad.

Excaption No. 2: In buiklings of Type {.or Typa li
construction, existing fire-protection rated doors
ehall be permitled o interstitial spaces pravided
that auch space moels the foliowing criteria;

{a) The space is uaad solely for distribution of
pipes, ducls, and conduils,

{b) The spaca cantains no starage.

{£) 'The spaceis separated from the exit
anciosure in accordance with 8,2.3,

{g) Penetrations into and openings thrgugh an
exit enclosure assambly shell be prohibited
excapt for the following:

{1) Etectrical conduit serving the stairway

{€) Required exit doars

(3} Ductwork and equipment necessary for
indepandent stair preasurization

{4) Water or steam piping necessary for the
haating or cooling of the exit enclosure

{5} Sprinkler piping

{6) Stendpipes

Excaption No. 1: Existing penstrations protected
in accordance with 8,2,3.2.4 shali be pamitted.
Exception No, 2 Panatrations for fire alam
circults shall be permitled wilhin enclosuras
where fire alarm circults are instalied in motal
conduit and penatrations are protactad in
accordanca with 8,.2.3.2.4,

(N Panetrations or communicating openings
shalt be prohibitad betwaan adjacant exil
enclogures, ’

8.2.3 Fira Bamiers,
8.2.3.1 Fire Rasistance-Rated Assemblies.
82311
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Continued From page B

Fioor-ceiling assemblies and walls used as fire
bamiers, including supporling construction, shail
ba of a design that has been tested to meet tha
conditions of acceplance of NFPA 251, Standard
Mathods of Tests of Fire Endurance of Building
Construction and Materlals. Fire bamiers shall ba
cantinuous In accordance with 8.2.2,2,

Excoplion No. 1: Stuctural elements shall ba
required 10 hava onty the fire ceslistanca rating
required for the canstruction classification of the
buliding whera such elements support nonbearing
wall of partition assemblies having a raquired fire
rasistance rating of 1 hour or less and whare
such elemants da not serve as exit enclosures or
proteciion for verical cpenings.

Exéeption No, 2% This requirement shall nat
apply to assamblies cafeulated {0 have equivalent
firs resistance, provided that the calculatians are
based on the conditlons of acceptanca and the
fira exposure gpecified in NFPA 251, Standard
Methods of Teets of Fire Endurancs of Bullding
Construction and Matedals,

Exception No. 3: This requirernent shall not apply
fo struclural slemants supporing floor assemblias
in accordanca with the exception io 18.1.6.2.
8.23.1.2

Fira barriers used to provide enclosura,
subdivision, or protection under this Code shall
ba classifiad in accordance with ono of the
followlng fire resistanca ratings:

(1} 2-hour fire reslstance rating

{2} 1-hour fire resistance rating

(3) *1r2-hour fire resistance rating

NFPA 101 LIFE SAFETY CORE STANDARD

Exit accase s aranged so that exits am raadily
accessible at all imeas in accordance with section
7.4, 9.2

K034

K038

Ko3a:
NFPA 101 Lie Safety Code Standard

No residents were faund to have been
affected by the deficient proctice,

FORM CAKS-Z547(02-40) Proviains Varsions Dbsisle
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This STANDARD is not met a5 avidenced by:

Based on ohservation and interview, | was
griammined the facllity failed to ansure doliyed
egress doors and exits were maintained in
accardance with NFPA standards, The deficianay
had the potential to affect two {2} of six (6) emoke
compariments, tesidents, staff and visitora, The
facility Is carlifiad for forty six {48} beds with a
census of forty five (45) on the day of the survay.
Thea facility falled to maintain signage for doars
equipped with delayed egress lacks,

The findings include:

Obeervation, an 0801713 et 11:33 AM, with the
Maintanance Director revealad the South Porch
exlt was equipped with dejayed egrass lacks, and
did not have propar signagn indicating the doors
would open in fifteen {15) seconds,

Interview, on 08/01/13 at 11;33 AM, with the
Maintonance Director revealed he was nol awara

{he delayed egross signage had baan overiooked,

Referance:
NFPA 101 (2000 edition)

7.2.1.6.1 Delayed-Egress Locks, Approved,
lIstad, datayed sgross

For residents having the potentlal to
e affested by same defleient practice:

Alf residents who need to exit that door
in case af an emergency have the potentiof
ta be affected.

Measures taken by tha faciiity to ensure
that the problem will be corrected and
will not recur:

The missing signage located at the south
parch has heen reposted indicoting that
the door con be opened in fifteen (15)
seconds,

This was completed on August §, 2013

A bockup supply of additionol signs
have been purchase.
This was completed on August 22, 2013

Stoff hove been In-servce on the
importance’s / reosan for the signs

and not to alow anyone to remove or
damage them.

This was completed on August 22, 2013
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K038 | Cantinued From page 10 K08 CQuality Assurance Plans to manitor
lacke shall be permitted to be instalied on doors facllity performance to make sura
sBrving that corrections are achleved and
low and ordinery hazard contents in buildings are permanent:
protected
throughout by an approved, supervised automatic
fira detection The door alarm QA form has been
system In accordanca with Saction 9.6, or an updated odding monitoring of
approvad, signage. Indicoting that the door
supervised automatic sprinkier system in sign "PUSH UNTIL ALARM SOUNDS
geeordance with Section DOOR CAN BE OPENED IN 15 SECONDS™
9.7, and whars parmitted in Chaplars 12 through Is secured in proper lacation. Any
42, provided missing or damaged signs needing
that tha fellawing criteria ara met. reglocement will be immediately
replaced,
{a) Tha deors shall uniock upon actuation of an
approveg, supefvised automalic sprinkler syatem This report will be discussed at the
in Boeordance ) 5 10 . .
with Saction 9._7 or upon the actuation of any heal ﬁggz ;g;:g;’iﬁ;ﬁ,ﬁ:ﬁ:’:fﬂ;
detector or activation of not more than two 5moke fire and safety and thot corrections K.038:
detectors
of an approved, supervised automatic fire ore permanent. 8/2a/13
dataction system in
accordance with Section 9.6,
{b) The deecrs shall unlock upon ioss of power
controliing
tha lock or locking mechanism.
{c) An frmavarsible process shall release the lock
within 15
saconds upan application of & forca to the release
devics
required in 7.2.1,6.4 thsl shall not be required to
sxcoed 15 ibf
(67 N nor ba required t4 be continuously appliad
for more
than 3 saconds. The Inltiation of the release
procass shali aclivala
an audibla signal in the vicinity of the door, Onca
FQRM CMS-2587(02-40} Proviews Vorsiona Dheclale Evont |D; YQ0021 Focdy 10x. {00160 i continuration sheat Paga 11 of 30
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the
door lock has baen released by the application of
forca to the
raleasing dovica, relocking shall be by manual
means only.

Excaption: Wherp approved by the aulhonity
having jurisdiction, a defay
not exceeding 30 seconds shall ba pemitted.

{d) *On the door adjacant to tha raloase davies,
there

ghal! be a readlly visible, durable sign in latters
not igss than 1 in. (2.5 em) high and not less than
+/8 in. (0.3 em) in stroke width on a contrasting
background that reads as follows:

PLISH LUNTILALARM SQUNDS

DOOR CAN BE OPENED IN 15 SECONDS

7.10.8.1* No Exit, Any door, passagse, or stairway
thal is naither an exit nor a way of exit access
and that is located or arenged so that it is likely
to ba mistakan for an exit shall be identified by a
sign that reads as follows:

NO

EXIT

Such sign shall have the word NO in letters 2 in.
{6 ¢m) high with a stroke width of 3/8 In, {1 cm)
and the word EXIT in latlers 1 in. (2.5 om) high,
with the word EXIT balow the word NO,

7.5,2,2* Exit access and axit doors shall be
designed and

arrangad to be clearly recognizable. Hangings or
drapories

shall not be placed over exit doors or kacated 1o
coneaal or

obscure any exit. Mirrors shall not be placed an
axit doors,

FORM CMS-2557{02-89) Provious Voo Dbsalala Evonl D:YSP021 Factity 0. 100160 If continuation sheat Page 12 ¢ 30
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Mimars shall not be placed in or adjacent to any
exitinsuch a

mannar as to confuse tha dirsction of exit,
Exception: Cunalns shall bo pemiitted across
means of egress openings

in tent walls if the following criteria are mat:

(8) They are distinctly marked in contrast to the
tent wall 5o as to

ba recognizabla as maans of egress,

{b) They are installed across an opening that iz at
least8fi (1.8 m)

in width,

{c) Thay ara hung from slige rings oF equivalont
hardware go as to

ba raadily moved to the sida to create an
uncbstructed opening in the

tent walt of the minimum width required for door
openings. .

Reference; NFPA 101 (2000 editlon)

7.1.10.1* Means of egress shall bo continuously
maintained

free of all obstructions or impedimants to full
instant use in

the casa of fire or olher emengency.

7.51,1 Exits &hall be located and axit access
shall be amanged

s0 that exits ars readily eccessibla at all times,
7.7.1* Exits shall tarminate directly at a public
way or at an

extgrior exit discharga. Yarde, courts, open
spacas, or othar

portions of the axit discharge shall be of required
width and

size to provide ali occupants with a safe access
to a public way,

Excaplion No, 1: This requirement ghall not apply

FORM CM5-2587(02-00) Previous Versona Otsalata Evont iD; YQ3021 Fachity i0; 100189 i conlinuakon shoot Paga 13 of 30
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1o intarior exit discharge
as otharwise provided in 7.7.2,
Exception No, 2; This requirement shel pot apply
1o raoftep exit discharge
as otharwisa pravided in 7.7.6.
Exception No. 3: Means of egress shall be
pemmitted to terminate in an
oxtarior area of refuge as provided in Chapters 22
and 23.
K 047 | NFFA 101 LIFE SAFETY CODE STANDARD K 047 K047:
8s=D . NFPA 101 Life Safety Code Standard
Exit and directional signs are dizplayed in
accardance with section 7.1¢ with continuous No residents were found ta have been
lfumination algo served by tha emergansy lighting affected by the deficient practice.
system. 19.2.10.4
For reslidents having the potential
he affected by same deflcient practice:
‘fhis STANDARD e not met a¢ svidenced by: {The location of KD47 wos In the kitchen)
Based on chaarvation and interview, it was No residents vre aliowed In the kitchen
datermined the facility failed to ensure sxit signs area so therefore no residents have
ware maintained in accordance with NFPA potential to be affected.
standards. The deficiency had the polential to
affect ane {1) of six (6) smoke compantmeants, Measuras taken by the facllity to ensure
and stafl. The facility is cartified for forty six (46) that the problem wHi be corrected and
beds with a census of forty fiva (45) on the day of will not recur:
the survey.
To make the path of egress clearly
The findings include: recognizoble three (3) exit signs have
been instalfed in the kitchen areg.
Chsarvation, on 08/01/13 at 9:58 AM, with the
Maintenance Director mvealad the Kitchen did This was completed on August 13, 2013
not have proper exit skgnage to make ths path of :
egress dearly racognizable,
Intarview, an 08/01/13 at ©.58 AM, with the
FORM CH3-2557(0%-09) Provious Versions Checkals Everd 10:YQSD21 Focky 10: 100180 1f conlinuaton eneat Page 14 of 30
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Continued From page 14
Malntenanca Director revealed he was not aware
the Kilchen did not have pruger exit signape.

Reference; NFPA 101 {2000 edition)

18.2 MEANS OF EGRESS REQUIREMENTS
48.2.1 Ganaral,

Every alsle, passageway, corridor, exit discharge,
oxil location, and accass shall be in accomdanca
with Chaptar 7.

Exception: As modified by 18.2.2 through
18.2.1.

16.2.10 Marking af Means of Egress,

18,2101

Means of sgrass shall have signs in accordance
with Saction 7,10,

7.10 MARKING OF MEANS OF EGRESS
7.10.1 General,

7.10,1,1 Where Required.

Meaans of agress shall ba rarked in accordance
with Section 7,10 whare required in Chapters 11
through 42,

7.10.1.2" Exits,

Exits, ather than mzin exterior exit doors that
obvicusly and olearly are identifisable as exits,
shall be marked by an approved sign readily
vigible from any direction of exit access.
7.10.1.2 Exit Stair Door Tactile Signage,

Tactila signage shali be located al each door Inte
an exit stair enclosure, and such signage shall
read as follows:

EXIT

Signage shali comply with CABO/ANSEA11T7.1,
American Nationat Standard for Accessible and
Usable Buildings and Facilities, and shall be

K047 Cluality Assuranca Plans to monitar
fuclltty performance to make sure
that correctlons are achleved and
are parmanent:

The new exit signs have been added |
to the QA - Emergency lighting & 1
Exit Slgn Test Sheets for testing
ond monftaring to ensure ongoing
compliance and that cerrections - KOz
are permanent. 8/14/13
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installed adjacent to tha latch side of the deor 60
in. {152 o) above the finished floer to the
centorline of the sign.

Excaption: This requirement shall nat apply ta
existing buildings, provided that the eccupancy
classification does not changs.

7.10.4.4" Exit Accegs.

Accoss to exits shall be marked by approved,
roadily visible signs in ail cases where the exitor
way to reach the exit is not readily apparent 1o the
occupants. Sign piacement shall ba such that no
point in an exit access corridor is in axcess of 100
ft (30 m) from the nearest externally illuminated
ign and is not in excess of the marked rallng for
internally llluminated signs. )
Exception: Signs in axit accass corddors in
oxisting buildings shall not ke requirad to mast
the placement distance raquirements.,

7.10.1.5* Floor Proximity Exit Signs.

Where floor proximlty exit signs ane requirad in
Chaplers 11 through 42, signs shall bea placed
naar tha flaor level in addition o those signs
required for doors or corridors. These signs shall
be illuminatad In accordance with 7.10.5,
Externally iluminatet signs shall be aized in
accordance with 7.10.6.1. The bottom of the aign
shall ba not less than 6 in, (15.2 &m) but nol more
than B in. (20.3 cm) akave the floor. For exit
doors, the sign shall bs mauntad on the door or
adjacent to the door with the nearest edge of the
gign within 4 in, (10.2 cm) of the door frama.
7.10,1,8* Flogr Proximity Egress Path Marking.
Whaere fipor proximity egress path marking is
required in Chapters 11 through 42, a listed and
spproved floor proximity egresa path marking
system that is intamally illuminated shall be
installed within 8 in. {20.3 cm) of the floor. The
gystem shall provide a visible delineation of the
path of iraval along the designated axit accass

FORM CME-2507({12-84) Premius Versions Chwelata
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and ghail ba assentially continugus, excepl as
interruptad by doorways, hallways, comidors, or
other such architectural features. The system
shali operate continuously or at any time the
buitding fire alarm system ia activaled, The
aclivation, duration, and continuily of eperation of
the system shall te in actordance with 7.9.2,
7.10.1,7* Viaibifity,

Every sign required in Settion 7.10 shall be
loeated and of such size, distinctive cotor, and
design that it is readily visible and shall provida
contrast with decorations, interior finish, or other
siigna, No decarations, fumishings, or equipment
that impairs vishility of a slgn shall be penmitted.
No brightly illuminated sign (for other than exit
purposas), display, or abject In or near tha line of
vision of the requlired exit sign that could delract
attention from Lhe exit sign 3hall ba pemitted,
7.10.2" Directlonal Signs.

A sign complying with 7,10.3 with a directional
indicator showing tha diraciian of travael shali be
placed in every location whare the direction of
travel to reach the nearast exit is not epparent.
7.10.3" Sipn Legend.

Signs required by 7.10.1 and 7.10.2 shall have
the word EXIT or other sppropriale wording in
plainly legible lettors,

7.10.4* Power Source.

Where emargancy lighting facilities are required
by the applicahle provisions of Chapters 11
through 42 for Individual eccupancles, the signs,
other than approved self-luminous signs, shall ba
iluminatad by the emergency lighting faciffties.
Tha lava! of lumination of the signs shall be in
aceordance with 7.10.6.3 or 7.10.7 for tha
required emergendy lighting duration as spacifind
in 7.9.2.1, Hownvar, the level of fluminatian shal
he permitied to decline to 60 percent at the end of
the emargency lighting dusation.

FORM CMS-2667{02.00) Prervious Yemions Otmsclsle Event ID;YQED21 Faclity I 100180 1 conlinyatinn shaat Paga 17 of 30
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7.10.5 Hiumination af Signs.

7.10,8,1* Ganeral.

Every sign raquited by 7,10.1.2 or 7.10.1.4, other
than where operalions of procasses raquire low
iighting levels, shall be suitably illminated by a
reliabla light source, Externally and internally
illuminated signs shail be legibla in both the
normal and emargancy lighting mode.

7.10.5.2* Continuous llumination.

Evary sign raquired to be filuminated by 7.10.6.3
and 7.10.7 shall be continuously illuminated as
requirad under the pravisions of Saction 7.B.
Exception®; lumination for signs shali be
pemmitted {o flash on and off upon activation of
the firs alarm syatem.

7.10.6 Exiernally llluminated Signs.

7.10.6.1* Siza of Signs,

Externally iluminated signs required by 7,101
and 7.10.2, other than approved existing signs,
shali have the word EXIT or other appropriate
wording in plainly legible fetters not lesa than & in.
{16.2 cm) high with the principal strokes of letters
not less than /4 in, {1.0 em) wide, The word
EXIT shafi have letters of & width not less than 2
in. {5 cm), except the letter |, and the minimum
spacing betwsen lettars shall be not fess than 3/8
in. (1 cm), Signs (arger than tha minimum
established in this paragraph shall have fetter
widths, strekes, and spacing in proportion te thelr
height.

Exception No. 1: This requirement shail not apply
1o existing signs having the required wording in
plainly legibie latters not less than 4 in. {10.2 cm)
high.

Exception No. 2: This requirement shall nat apply
to marking required by 7.10.1.3 and 710.1.5,
7.10.6.2" Size and Location of Directional
Indicator,

Tha directional indicatar shall be located outskle

K047
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of tha EXIT iegend, not less than 3/8 in. (1 em)
from any letter, The directional indicator shell be
of a chevron type, as shown in Figure 7.10.6.2,
Tha direclipnai indicator shall be identifiable as a
diractional indicalor at a distance of 40 fi {12.2
m). A directional indlcater largar than the
minimum established in this paragraph shall be
proporiionately increased In height, width and
stroke. The direclional indicatar shall be located
at the end of tha sign for the diredlion indicated.
Exception: This requirement shall not apply to
approved existing slgns,

Figure 7.10.6.2 Chevron-type Indicatar,

7.10.6,23* Lavel of HHlumination.

Extemally illuminated signs shall ba illuminated
by not iese than 5 ft-candles (54 lux) &t the
illuminatad eurfaca and shall hava a contrast ratio
of not legs than 0.5,

7.10.7 Internally luminated Signs.

7.40.7.1 Listing.

Intemally fluminated signs, other than appraved
existing migns, or existing signs having the
reguired wording in lagible lelters not less than 4
in. {102 emy} high, shall ba listad jn acgordance
with UL 924, Slandand for Safaty Emargency
Lighting and Powsr Equipment.

Exception: This requiremnent shall not apply to
slgns that are in accordance with 7.10.1.3 and
7.10.1.5.

7.10.7.2* Photoluminascent Signe.

The face of a pholaluminescant sign shall ba
continually ifbrminated while the building is
oceupied, The Humination levels on the face of
the photoluminescent sign shali be in accordance
with its fiating, The charging illumination shail be @
rellable ight source &s determined by tha
authotity having jurisdiclion. The charging light
source shall be of a type specified in the product
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markings.
7.10.8 Special Signs.
7.10.8.1* No Exit.

exil shall ba identified by & sign that reads as
follows:

NO

EXIT

with the word EXIT below the word NO,

approved exigling signs.
7.10.8.2 Elovator Signs.

alavator lobby:

elgvators
7.10.9 Testing and Maintenance.
7.10.5.1 inspection,

of the illumination sources at intarvals not o
exceed 30 days.

7.10.9.2 Testing.

Exit afgns connecled to or pravided with a

where required in 7.10.4, shall ba tested and
maintzined in accordance with 7.9.3.

Any doar, passage, or stairway that is neither an
exit nor 2 way of exit access and that Is located or
amranged so that it is likely to ba mistaken for an

Such sign shall have the word NO in latters 2 in.
(5 cm) high with a slroke width of 3/8 in, (1 em}
and the word EXIT in letters 1 in. (2.5 cmj} high,

Exception: This requiremant shall not apply {o
Elavaiors that ame a part of a means of egrass
(sen 7.2,13.1) shall hava the foliewing signs, wilh
minimurm letter halght of 5/8 in. {1.5 cm), in every
{1) * Signs that indicata that iha elavator can ba

ugad for egress, including any restrictions on use
{2} *Signs that indicala tha operational statis af

Ex} signs shalf be vizually inspacted for eperation

baltary-opermted emergency Humination source,
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Everd ID-Y09021

Fasy IDx 100160

¥ continuation shea! Page 20 of 30




SEP-13-2013

12:36PM  FROM-CLINTON [.C.F.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

270 653 4162

T-872  P.021/080 F-670
PRINTED: 08/16/2013
FORM AFPROVED

OMB NO. 0938-0391

(1) PROVIDER/SYPPLIERTLIA
IDENTIFICATION NUMBER:

1853726

(%2} MULTIPLE CONSTRUGTION
A BLILEANG OF - MAIN BUALDING 01

B. WNG

(%) DATE SURVEY
COMPLETED

30172013

NAME OF FROVIDER OR SUPPLIER

CLINTON-HICKMAN COUNTY NURSING FACILITY

STREST ADORESS, CHTY, $TATE, ZIP GODE
158 5, WASHINGTON BT,
CLINTON, KY 42031

41D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FLAL
REGULATORY OR LSC IDENTIFYING INFORMATION)

Lo
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHQULD BE
CRQSE-REFERENCED T THE AFPROPRIATE
DEFICIENGY)

DATE

K 047

K DEB
88=D

Continued From page 20

7.10.1.2* Exita. Exita, other than main exterior
axit doors

that obviously and clearly am identifiable as exits,
shall be

marked by an approved sign readily visibie from
any diraclion

of exit access.

Refarence; NFPA 86 (1998 edition}

7-5.1 A readily accessible means for manual
activation shall be located batwean 42 in. and 60
in. (1067 mm and 1524 mm) above the floor,
locatad in a path of exit or egress, and clearly
identify the hazard protected, The automatic and
manual means of system activation external to
the control head or releasing devica shall bé
separate and independent of each other so that
failure of one will not impair the cperation of the
othat,

Excaption No. 1: The manual means of systam
activation shall be permitted to be commen with
the aulomatic means if the manusal activation
dovice iz located between the control head of
releasing device and the first fusible link.
Excaption No, 2; An aulomatic sprinkler System.
NFPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations ara adopted and Includs no
l=ss than the following provisions:

(1) Smoking is prohibited in any roam, ward, o
campartmant where fammable liquids,
cambustible gases, or oxygen is used or stored
and in any other hazardous location, and auch
area i& posted with signs that read NO SMOKING
or with the international symbei for no smoking.

K047

K 068

K D&6:

NFPA 101 Life Safety Code Standard

No residents were found to have been
affected by the deficlent practice.

For resldents having tha patential to
be affected by same deficient practice:

We have one (1) resident that smokes,
Therefore oniy one resident may have
potential ta be affected.
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Measyres takan by the facliity to
K 088 | Continued From page 21 K 066 ensure that the problem wiil be
gorrected and will not recur:
{2) Smoking by patients classified as not
responsible is prohibited, except when under Anew metaf container with a seif
direcl supervisicn. closing lid to durnp the ashtrays,
hos been purchosed and placed in
(3) Ashtrays of nancombustible material and safe the designited sn'wking areq outside
dasign are provided in all areas where smoking is the diping ropm exit.
permitted. This can has been Jabeled:
* Empty Ash Trays Here®
{4) Matal containers with aelf-closing cover "No Trash”,
devices into which ashirays can be emptled are
raadily avallable to ali areas whete smoking is This wos cornpleted on August 13, 2013
permitted.  18.7.4
Ouality Assurance Plans to monitor
facllity parformance to make sure
that corrections are achiaved and
ara permanent!
This STANDARD Is nat met as evidenced by! Staff have been in-service on the puippse
Based on obaervation and intarview, it was and proper usage of this can to ensure
detamined the facility falled to ensure the use of angoing compllance with fire and safety.
approved ashirays in the designated smoking This was completed o August 22, 2013
araa, in accordance with NFPA standards. The
daﬁciency‘had the potanl:tgl to affec_t smokers, The one (1) resident that smokes
sfaff and ws(tor?. The facility Is cerlified for forty has ofso been in-secvice on the purpase
5ix (48) beds with a cansus of torty five (45) on and proper usage of this con to ensure
tha day nf the survay. The facility fmlgd to snsure ongoing cornpliance with fire and sofety,
the smo!f:ng areas had a metal container with a This was completed on August 26, 2013 -
saif-cfosing tid to dump ashtrays.
. The monitoring end empting of this
Tha findings include: container hos been odded to the
Obsarvation, on 08/01/13 at 8:51 AM, with the e e K066
Maintenance Director revealed the facility failed {o that corrections are permanent, 8/27/13

provide a metal santainer with a sefti-cicsing lid to
dump the aghirays, iocated in the designated
smaking area outside tha Dining Room exit.

Interview, on 08/01/13 at 8:51 AM, with the
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Maintenance Direclor revealad ho was not aware
the smoking area did not have the required metal
contaier with a seif-closing id far dumping
ashtrays.
Reference: NFPA Standard 101 (2000 Edition).
19.7.4 Smoking (4}
Meial cantainers wilh self-closing cover devlces
into which ashtrays can be emplied shaif be
‘readily aveilable to all ameas whera smoking Is
pemittad. .
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144 K 144:
B5F NFPA 101 Lile Safety Code Standard
Gonerators ars inspeclad weekly and exerclsed
under joad for 30 minutes per month in No residents were found to have been
accordance with NFPA 99, 3.4.4.1. affected by the deficlent practice.

Far resldents having the potential to
be aHfected by same deficient practice:

Any Resldents needing immedlate
generator power have potential to be
affected.

This STANDARL is not met as evidenced by:
HBased on observation and interview, it was
determined the facility falled to snsura emargency
genaralors wene maintsined in accordanca with
NFPA stardards. The deficiency had the
patential to affect six (6) of six (8) smoke
compartments, residents, staff, and visitors. The
faciiity is cartified far forly six (46) beds with a
cansus of forty five (45) on the day of the aurvey,
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The findings include:

Observation, on D3/01/13 at 10:08 AM, with the
Maintenance Director revealed the facility did not
have documsntation for the transfer timas, on the
menthly generator testing, Further obaervation
revealed the genarators transfer switch did not
tranafer aulomatically. The staff would have to
walk out of the bulkding to the transfer switch
located on a telephone pole in the middle of the
grassy yard area and manually transfer power in
tha avent of an emergency.

Interview, on 0&/01/13 at 10:00 AM, with the
Maintenance Diractor revealed he was not aware
the transfer times were to be documented.
Further intervisw revesled he was not aware the
transfor was to ba automatic and within ten (10)
seconds,

Referenca: NFPA S8 (1999 Edition).

3-4.1.1.16 + Alarm Annunciator.

Aremota annunciator, storage battery powered,
shali be provided to operate outside of the
generating reom In a location readily observed by
operating personnat at a regular work station {see
NFPA 70, National Electrical Code, Sectlon
700-12.)

The annundiator shall indicate alarm conditions of
the emergency or auxiliary power source 2a
follows;

a. Individual visual signals shail indicate the
following:

1. When the emergency or auxiliary power source
ia operating to supply power to load

2. When the battery chargee s imalfunclioning

b, Individual visual signais plus a commen
audible slgnal to warn of an englne.generator

Maasures taken by the facility to
ensure that the problem will ha
torrected and will not recus:

An gutomotic transfer switch and o
new alorm onnuncietor panel was
ordered through John Hicks Electric

on 8/ 8 /13 efter the contractor come
und obtoingd needed specifications.
Becouse the ltems were unatlainebie
{ocally we have been given on
estimated part delivery of 3 or more
weeks, The adminfstrator has met
with the contractor, John Hicks Electric
end confirmed that once the parts have
been received, the contractor will
return ond install the new equipment
tD the generator olfowing outomotic
transfer within ten {10) seconds.

Once the ports arrive a new snnunciator
pone/ will olso be installed ot the nurses
desk to indicate alerm conditions of the

emergency or auxiflary power saurce,

On B/23/2013 an agreament was signed

with John Hicke Electric and 3 check
fTor 20% down payment_has been
given to John Hicks Electric, Due to
the ungvailable parts peeded the
estimated instaliation date schadufe
for campletion Is arnund 9/20/13.

r
i
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alamm condition shall indicate the following:

1. Low tubricating oll pressuna

2. Low waler temperature (below those required
in 3-4.1.1.8)

3. Excossiva walar temparature

4, Low fuet - whan the main fuei storage tank
contains less than a 3-hour operating supply

5. Ovarcrank (failed to start)

6. Qverspeed

Where a regular work station will be unattended
pariodically, an audible and visual derangement
signal, appropriately labeled, shali bo established
at a continvously manitored location. This
doranigement signal shell activate when any of
{ha conditians in 3-4.1.1.15{a} and {b) oceur, but
need not display these conditions individually,
[110: 3-5,5.2]

Refarence: NFPA 110 (1999 Edition),

5-3,1 The Lavel { ar Level 2 EPS squipment
location shall be

provided with battery-powered amergency
lighting. The emargency

lighting ¢haiging system and the normat service
raom

{ighting shall be supplied from the load side of tha
transfar

swilch,

Reference: NFFPA 89 {1999 Edition)

Actual NFFA Standard: NFPA 99, 3-5.4.1.1
Malntenance and Testing of Alternate Pawer
Source and Transfor Switches.,

(a) Maintanance of Altemate Power Source,
The genemtor set or olhar sitgtnate power sourca
and sesgociated aquipment, including all

facllity performance to make sure
that earrections are achieved and
ara permanant:

The maintenonce OA generator Iog
hos been revised to Include placement
Jor documentation of transfer times
on the log. This Iog will be used by
the maintenance department to
monitor that the transfers have been
completed within ten (10} seconds

to ensure ongolng comphiance ond
that corrections are permanent.
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e

|
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K 144 | Continued From page 25

appurtanant pars, shali ba so maintained as to
be capable of supplying sarvics within the
shortest iime praclicable and within the
10-second interval specified in 3-4.1.1.8 and 3-
6.3.1.

(b} Inspaction and Testing. Generator sets
shall be inspected and tested In accordanca with
34.4.1.1(h).

Actual Standard: NFPA 110, 6-4.5 Levst 1 and
Leval 2 transfor swilches shall be operated
monthly, The monthiy test of a Yrensfer switch
shall consist of electrically operating the transfer
switch from the standaid position to the alternate
postion and then a retum 1o the standard
position.

Actyal Standard: NFPA 99, 34.4.1.1 Mainlenance
and Tosting of Altemate Power Sourcs and
Transfer Switches.

(a) Maintenancs of Altemate Power Source.
The generalor set or other atemate power source
and associated equipment, including all
appurtenant parts, shall be so mainlained as {o
ba capable of supplying service within the
shortest time practicabla and within tha
10-second interval specified in 34.1.1.8 and 3-
4.3.1. Maintenanee shalf be performed in
accordance with NFPA 110, Standard for
Emergency and Standby Power Systems,
Chapter 6.

{b) Inspection and Tesling,

1. Test Criteria. Generator sets shall be
tasted twelve (12) times a year with tasting
Intervals batwean not less than 20 days or
exceeding 40 days. Generator gels serving
emergency and equipment systems shall be in
accordance with NFPA 110, Standard for
Emergency and Standby Power Syslems,
Chapter 6.

2. Test Conditions, The schedulsd test under

K 144

PR

FORM CMS-2507(02-400) Provicus Versons Chsoioto Evenl 10:YO9RT1

Facity Ix 100789 I cantipunlon ehest Pags 24 of 30




SEP-13-2013 12:38PM  FROM-CLINTON 1.C.F.

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

270 653 4162 T-872

P.027/030  F-6T0

PRINTED: Q&/18/2013
FORM APPROVED
OMB N@, 09380381

STATEMENT QF DEFIRENCIES Xt PROMIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION FRENTIFICATION NUMEBER:

186326

(X2) MULTIPLE CONSTRUCTION
A BUHLDING 01 - MAIN BUILDING 1

B, WING

[(X3) DATE SURVEY
CONPLETED

08/01/2013

| NAME OF PROVIDER OR SUPPLIER

CLINTON-HICKMAN COUNTY NURSING FACILITY

STHEET ADDRESS, CITY, STATE, ZIP CODE
364 5. WASHINGTON 5T,
CLINTON, KY 4201

e I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PREGEDIED BY FLRL
REGULATORY OR LSO IDENTIFYING INFORMATION)

i3] PROVIDER'S FLAN OF CORREGTION X
PREFIX {EACH CORRECTIVE ACTION SHOUILD BE LONPLETION
TAG GROSS-REFERENCED TO THE AFPROPRIATE bate

DEFIGIENGY)

K144

Continued From page 26

Inad conditions shall include a complate
gimulaled cold start and appropriate automatic
and manual fransfar of all essenlial elecirical
systemn loads,

3. Tast Personnel, The schedulad tests shali
ba conducisd by competant personnel. The tests
are needed to keep the machines ready to
function and, in addition, serve to detect causes
of mafunction and to train personnat in oparating
procadures,

Aclual Standard: NFPA 84, 3- 3-4.4.2. Awritlan
vacord of inspeaction, parformancs, exerclsing
period, and repairs shall ba ragularly maintained
and available for inspection by the authorlty
having jurlsdiction.

&-1.1*

The rautina maintenance and oparational testing
pregram ghall ba based on tha manufacturors
recommendations, instruction manuals, and the
minirmurm requirements of this chapter and the
autherity having jurisdiction

5-3.3

A writtan scheduta for rautine maintenance and
operational tesling of the EPSS shail be
osiablishad

641"

Laval 1 and Level 2 EPS5s, including al
appurtenant components, shall bs inspected
weekly and shall ba exercisad undar loed at least
rmonthiy.

4.5

Level 1 ang Leval 2 transfar switchas shall ba
operated monthly. The monthly test of a transfer
switch shall consist of electrically oparating the

K 144
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fransfer switch from the standard position to the
altsmate position and than a return 1o the
standard position.

Refargnoe: NFPA 101 { 2000 edition)

7.9.1.2 Whare maintenance of iliumination
deponds an

changing from one energy sourca {a ancther, a
datay of not

more than 10 seconds shalt be permitted,
Reforence: NFPA 110 {1999 ed.)

5-7 Heating, Cooling, andVentitating.

5-7.1* Gonsideration shall be given to proparly
sizing the ventitation

or mir-conditioning systems to remove all the heat
raiecled to the EPS equipment room by the
enargy convarter,

uninsulated or insulated exhaust pipes, and other
heat-producing

equiprnent,

5-7.2 Adaquate ventilation shafl be provided to
prevent temperaturas

or {emperatuns flses in tha EPS and related
accassory

equipment that exceed the racommendations of
the

manufacturer.

5-7.3 For the EPS equipment room, the
vantilation or cooling

equlpment, or bolh, shall be sized so that the
ambient temperature

shall not exeaed the EPS equipment
manwfaciurer ' 5 ariterla

or allowable maximum tempaeratures,

Reference:; NFPA 110 {1893 Edition)
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£2.1 The EPS shall be installad in a saparata
room for Lavel
1 Installations. EPSS equipment shall ba
pamitied to be
installed in this room. Tha room shall have a
minimurn 2-hour
fire rating or shall be located in an adequate
enclosure located
cutside the building capable of resisting tha
entrence of snow
or raln at a maximum wind velocity required by
lacal building
codas. No other equipmaent, including
architectural appurtenances,
excapt those that sarva this space, shallba
permmitied
in this room. i
K 147 | NFFA 101 LIFE SAFETY CODE STANDARD K 147 [ 147 |
§5=p NFPA 101 Life Safety Code Standard ;
Electrical wiring and aquipmant is in acoordance
with NFPA 70, National Elactical Code. 9.1.2 Na residents were found to hove heen
affected by the deficient proctice,
For residents having the potential to
ba nffected by same deficlent practice:
This STANDARD is not met aa evidenced by:
Based on obsarvation and intarview, it was All residents in that smoke compertment
datermined the facility falled to ensurs elactrical areas have the potentiol to be affected.
wiring was maintained in eccordance with NFPA
standards. Tha deficiency had the polaniial to
affect two (2} of six {6) smoke compariments,
residents, ataff, and visitors. The facility is
certified for forty aix (48) hads with 8 cenaus of
farly five (45) on the day of the survey.
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K 147 | Continuad From page 29 K147 Measures takan by the faclity to
The findings includa: ensura that the problem will be
corrgcted and will not recur:
Observations, on 08/01/13 batween 5:00 AM and
9:39 PM, with the Maintenance Director revealed The apen electric Junction box
an open selectrical junction box located above the locoted abave the ceiling in the
ceiling in the breezeway by the twa (2} hour wall, breezaway und above the Nurses
and above the Nurses' Report Room. report room has been covered to
ensure electrical wiring Is mointalned
Interviow, on DB/1/13 between .00 AM and 9:39 in nccordance with NEPA standards.
PM, with tha Maintenance Director ravesled he
wasg not aware of the open electrical junction This was completed on August 2, 2013
boxes.
- Quallty Assurance Plans to monitor
Reference: NFPA 70 (1999 edition) facllity performance to make sure
that corrections are achioved and
370.28(c) Covars, are permanent:
All pull boxes, junction bexes, and conduit bodies 0 tool will be used for natification
ghall ba provided with covers compatible with the ;
: . of service techniclons doing work
box of condutt body construction and suitablo for n the bullding so maintenance can
the conditlans of use, Whare metal covers are ::anrwrsem‘!c’e O ot to smoke
used, they shall comply with tha grounding barrier wails to ensure ongoing .
requirements of Section 250-110. An extansion o f that correctlons 7:
from the cover of an expasad bax shall comply compirance “"t a KJ&.B /03/13
with Section 370-22, Exception, art: permonent.
Evont ID: Y021 Frciity |0 100180 H conlinuation shoet Page 30 of 30
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