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! | |Submission of this Plan of Correction does
F 000 | iNITIAL COMMENTS F 000| not constitute admission or agreement by
| [the provider of the truth or the facts alleged i
| A Recerlification Survey was conducted on i |or conclusions set forth in the Statement of
01/21/15 through 01/23/15 with deficlencies cited Deficiencies. The Plan of Cormection Is
I al a highest Scope and Severity of a “D", submitted solely because it is required by
F 221 ] 483.13(a) RIGHT TO BE FREE FROM F221' the provision of federal and state law.

88=D | PHYSICAL RESTRAINTS

| The resident has the right ta be free from any
| physical restraints imposed for purposes of

disclpline or convenlence, and not required to
i treat the resident's medical symptoms,

i This REQUIREMENT Is nat met as evidenced
by:

| Based on observation, interview, record review
and review of the facility policy and procedures, H

| was determined the facility falled 1o ensure one
{1) of sixteen {16} sampted residents, {Resident

| #8), remained free from physical restraints, not
required o treat the resident's madical
symploms. The facility falled lo ensure Residant

| #8's lap buddy was ramoved from the rasident

| after an order was writtan to discontinue it.

I The findings include:

| Review of the facility policy titled “Physical
Restrainle®, last revised 10/25/11, revaaled the

| assessmant delermining the need for the use of

 the physical restraint should be discussed with

I the resident's physician and an order should be
obtalned for its usa. The use of the physical

| rastraint should be care ptanned ang

| communicated to the staf,

Racord raview revealad the facllity admitted
| Resident #8 on 02/25/13 with diagnoses which

F 221 483.13 {a) Right To Be Free From
Physical Restraints

M
Identified [
{1] Resident #8's Nurse Alde Data Sheet
| was updated on 01/22/15 by the Unit
Charge Nurse, to show Resident #8's Lap
Buddy had been discontinued
{21 On 01/22/15, Resident #8's Lap Buddy
was removed from her room by the Unit
Charge Nurse,

How Qther Resident's Who May Been
Affected By This Practice Were
Identified

[1] An audit was started on 01/29/15 and
completed on 01/30/15 by the Unit Charge
Nurses of all residents' Nurse Aide Data
Sheets to ensure no physical restraints were
listed on any Nurse Aide Data Sheet of a
resident without a current MD order for a
physical restraint,

| 12]0n 01/30/15, an audit was conducted
[

1

2/13/15
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on the Nurse Alde Data Sheets and
F221 l Continued From page 1 F 221 | Nursing Care Plans of all residents with
| included Alzhsimer's Disease, Deprassive I orders for a physical restraint to ensure the
Disorder, Anxiety, Mood Disorder and history of a physical restraints were listed cotrectly on
| Traumatic Fracture. Review of the quarterly l the Nursing Care Plans and Nurse Aide
Minimum Data Sel (MDS) assessment, dated | Data Sheets,
12/04/14, rovesled the faciflty assessed Resident |
#8's cognition as severely impalred dus to the 4 | |Measupes Implemented or Systems
| resident not baing able to complete a Brief [ I ta t rren '
Interview for Mantal Status (BIMS). The residant l | [1] An in-service was started on 0172315
was not interviewable. :
| and completed an 02/02/15 by the
. Reviaw of the initial Physical Restraint Evalustion, I | Assislla nt Director ueruTlingJStaff
' dated 00/22/14, revesied the need for a lap buddy | Development Nurse for all nurses on
relaled to the rasident's decreased safaly | updating the resident's Nurse Alde Data
Sheet and Nursing Care Plan with any MD
awareness and a history of a right hip fractura. | | orders that affect the Nursing Care Plan
| Review of the Physical Restraint Review, dated | and Nurse Aide Data Sheet.
i 10/24/14, and Physician's Order, dated 10/24/14, | | [[2) On 02/06/15, the Assistant Director of
revealed tha use of the lap buddy was related to Nursing was in-serviced by the Director of
| Resident #8's decroased safety awareness and a | | Nursing that all MD orders must be audited
history of hip fracture with an unsteady gait. The | daily Monday thru Friday in conjunction
| resident was unable to remave the device on | with the Abbreviated Quality Assurance
. damand. | |Meeting, to ensure all Nursing Care Plans
: | and Nurse Alde Data Sheets have been
i Review of Physician Orders, dated 12/17/14 at I | (updated as needed with the MD arders 2/13/15
1:15 PM, revealed to discontinue the lap buddy fo
| the wheelchalr in an attempt 1o reduce hisfher I l Monitoring Measures To Majptain On-
. restraints. Recaord review revealed during a trial Going Co npliance
o e e o ot st || L the Director of Nursing will ting he
results of the Nursing Care Plan and Nurse
| Review of the Interdisciplinary Care Plan, dated | l Alde Data Sheet audits to the Moathly
I 11/20/14, ravealed the lap buddy was I Quality Assurance meeting x & months for
 discontinued on 12/17/14; however review of the | | |veview by the Quality Assurance
current Nurse Aide Data Sheet, dated 11/20/14, | Committee.
revealed Resident #8 was o have a lap buddy 1
when up in the whesichalr, | |
| Observation, on 01/22/15 at 9:15 AM, revealed | |
| Resident #8 was sitting in the wheelchair at the | [ -
FORM CMS-2567{02-09) Previcua Varslons Obscinle Event 10:8GOC11 Faciity ID; 100048 If conlinuation shoet Page 2017
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(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION)

(X430
FREFIX
TAG |

o}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION Py

{EACH CORRECTIVE ACTION SHOULD BE

CRO39-REFERENCED TOQ THE APPROPRIATE DA
DEFICIENCY) |

F 221 Continued From page 2

bedside. Alap buddy was in place and the
| residant was unable lo remove it on command.

i Interview with the State Regislersd Nurse Alde

| {(SRNA) #2, on 01/22/15 at 1:50 PM, ravaaled the
resident used the lap buddy when up in the
whaelchalr. The SRNA statled she was unaware
of the discontinuation of the lap buddy as it was
still listed on the Nurse Aide Data Sheet,

| Interviaw with the Registared Nurse (RN} Unit
Manager, on 01/22/15 al 3:35 PM, revealed she
wrote the verbal order, on 12/17/14 at 1:15 PM, to
discontinue the lap buddy. She stated the

" Interdlsciplinary Cara Plan was updated but she

 falled 1o change the Nursa Aide Data Sheet after

the order was wrilten. She revesled il was the

rasponsibility of the nurse writing the ordar to

make the needed updates and communicate

: them to staff,

Interview with the Directer of Nursing (DON), on
01/23/15 ot 9:05 AM, ravealed she expeciad staff
| to follow through with orders and update Ihe
Nurse Aida Data Sheel as wall as the
Interdlaciplinary Care Plan. She staled the
change should also be communlicated with staff,
F 280 | 483.20(d)(3), 483.10(k)(2} RIGHTY TO

ss=p | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found ta be
« Incapacitated under the laws of the Stats, to
participate in planning care end treatment or
| changas in care and treatmant.

i A comprehensive care plan must be developed
" within 7 days after the completion of the

F221

F 280

'12/13/15

F280 483.20 (d)(3), 483.10 (k)(2) Right
To Participate Planning Care-Revise
Care plan

Corrective Measures for Residem(s]

Id Th n l
[1] Resldent #8's Nurse Aide Data Sheet
was updated on 01/22/15 by the Unit
Charge Nurse, to show Resident #8's Lap
Buddy had been discontinued :
[21On 01/22/15, Resident #8s Lap Buddy |

FORM CMS.2567102-99) Previous Verslons Obaoleis
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was removed from her room by the Unit
F 280! Continued From page 3 F 280 [Charge Nurse,

comprehensiva assesament; prepared by an

interdisciplinary taam, that includes the altending

physician, a reg!stered nurse with rasponslbiiity

! for the resident, end other appropriate stsff in

 disciplines as detarmined by the resident's needs,

| @nd, io the axtent praclicable, the participation of

the resident, the resident's family or the resident's

lagal representative; and pariodically reviewed

i and ravised by a team of qualified persons afler
each assessment,

i

| This REQUIREMENT s not met as evidanced
by:
Based on observatian, interview, record review
- ond reviaw of the facility's policy it was
determined the facliity falled to ravisa the Plan of
Care for ona (1) of sixteen (16) samplad
residents (Resident #8). Staff continued the use
of a lap buddy afler the arder had been
discontinued.

The findings Include:

" Review of the facility's palicy titled,
“Comprehensive Care Plans”, last revised
04/03/13, ravealed care plan approaches should
ba communicated to staff for usa in providing
direction for care. The plan of care should be
reviewed and revised when Indicated.

Record raview revealed the facllity admitted
Residen! #8 on 02/25/13 with diagnoses which
included Alzheimer's Disease, Depressiva
Disorder, Anxiety, Mood Disorder and a history of
| Traumatic Fracture. Raview of tha quarterly MDS

|

How Other Resident's Who May Been

A B e We

Id

[1} An audit was started on 01/29/15 and
completed on 01/30/15 by the Unit Charge
Nurses of all residents' Nurse Aide Data
Sheets to ensure no physical restraints were
listed on any Nurse Aide Data Sheet of a
resident without a current MD order for a
physical restraint,

[2]0n 01730715, an audit was conducted on|
the Nurse Aide Data Sheets and Nursing
Care Plans of all residents with orders foral
physical restraint to ensure the physical
restraints wete listed correctly on the I
Nursing Care Plans and Nurse Aide Data
Sheets,

Measures Implemented or Systems | 72/ 13/15

t Prevent R nece
[1] An in-service was started on 0172315
and completed on 02/02/15 by the
Assistant Director of Nursing/Staff
Development Nurse for all nurses on
updating the resident's Nurse Aide Data
Sheet and Nursing Care Plan with any MD
orders that affect the Nursing Care Plan
and Nurse Alde Data Sheet,
[2] On 02/08/15, the Assistant Director of
Nursing was in-serviced by the Director of
Nursing that all MD arders must be audited
datly Monday thru Friday in conjunction I
with the Abbreviated Quality Assurance

FORM CM3-2567(02-09) Pravicus Versions Obsolote

Event ID:560C1
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| Meeting, to ensure all Nursing Care Plans |
F 280 Cantinued From page 4 F280| |and Nurse Aide Data Sheets havebeen !
. assessment, daled 12/04/14, revealed the faclily : updated as needed with the MD orders
assessad Resident #8's cognition as severely .
impaired and the resldent was unable to cornplete
a Briaf Interview of Mental Status which
determined the residant was not interviewabla.
Monitorim u ntain On-
Review of a Physlcian Order, dated 12/17/14 at Goin liance
1:15 PM, revenled an order was wrilten 1o
discontlnue Resident #8's lap buddy afier a trial g&:‘?gﬁcﬁ;{g?ﬁ%‘rﬁ ::; I%I;hr:e
S Aide Data Sheet audits ta the Monthly
Raview of the Interdisciplinary Care Plan, dated Quality Assurance meeting x 6 months for
11/20/14, revealed the lap buddy was revlew.by the Quality Assurance
. discontinued on 12/17/14; however, review of the : Committee.
most current Nurse Alde Data Sheet, daled !
: 11720114, revesled Resident #8 was lo have a jap
buddy in place when up in the wheelchair.
Obsarvation, on 01/22/15 al 9:15 AM, rovealed
| Residen! #8 was sitting in a whealchalr at the
bedside. A lap buddy was In place across the
rasident's iap and tha resident was unable to
remove the lap buddy when asked. 2/13/15
Intarview with the Registered Nurse (RN), Nurse
Manager, on 01/22/15 al 1:50 PM, revealed she
recaived the order to discontinue the lap buddy. :
She stated she revised the Interdisciplinary Care :
Ptan but failed to make the change on the Nurse
Aide Data Sheet,
1
Inferview with the DON, an 01/23115 st 9:05 AM, |
revealed she expactad the RN lo update the ‘
Nurse Aide Data Sheet to reflect the new order. . F 281 483.20(k)(3)(i} Services Provided
F 281 483.20{k)3)(I) SERVICES PROVIDED MEET F2g1[ |Meet Professional Standards
ssap | PROFESSIONAL STANDARDS ‘
, Tha services provided or arranged by the facillly ‘
! |
FORM CM8-2567{02-49) Previous Verslons Obsolala Event 10:5GOCH Faciity iD: 100049 i continuation sheet Page 5of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/05/2015

must meel professional standards of quality.

This REQUIREMENT s nat met as avidenced
by:

Based on cbservation, interview, record review
and a review of the facility’s policy and procedura
and Kentucky Board of Nursing KRS 314,021(2),
it was determined lhe facility falled o ensure
services provided mat professional standards of
; quelity related to staff following physician‘s orders
| to disconlinue a lap buddy for ona (1) of sixteen
(16) sampled residents (Resident #8).

The findings Include:

Review of the Kenlucky Board of Nursing KRS
314.021(2), ravised 10/2010, ravealed nurses are
held individually responsible and accountable for
rendering safe, affective nursing cars 1o residents
and for judgements exercised and actions taken

F 281 | Continued From page 5

in the coursa of providing cara.

Review of the facility's policy tiled "Physician
Orders™, last revised 06/28/11, revealed verbal
and telephone orders should be writien on the

| Physiclan's Order Form, Physician crdars should
be transcribed, noted and implemented in a

+ timely manner.

Record review revealad the facility admiited
| Resident #8 on 02/25/113 with dlagnoses which
| included Alzheimer's Diseass, Deprassive
| Disordar, Anxlaty, Mocd Disorder and a history of
! Traumalic Fractura, Review of the quarterly MDS
| assessment, daled 12/04/14, revealed tha facility
assessed Resident #8's cognition as sevarely
impaired and unable 1o complete a BIMS which

detarmined the rasident was not interviewable,

F 281 Identifi n The De

[1] Resident #8's Nurse Alde Data Sheet
was updated on 01/22/15 by the UniCharge;

Nurse, to show Resident #8's Lap Buddy
had been discontinued

[2] On 01/22/15, Resident #8's Lap Buddy
was remaoved fram her room by the Unit
Charge Nurse.

D er 's Whe
Affected By This Practice Were
| |identified

[11 An audit was started on 01/25/15 and !
| |completed an 01/30/15 by the Unit Charge
Nurses of all residents’ Nurse Aide Data
Sheets 10 ensure no physical restralnts were
listed on any Nurse Aide Data Sheet of a
resident without a current MDD order for a
physical restraint.

[2}On 01/30/15, an audit was conducted on .
the Nurse Alde Data Sheets and Nursing |
Care Plans of all residents with orders for a
physical restraint to ensure the physical
restraints were listed correctly on the

i |Nursing Care Plans and Nurse Aide Data

i 1Sheets.

Measurey Implemented or Systems
Al nt R
{11 An in-service was started on 01/23/15
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2/13/15

2/13/15

and completed on 02/02/15 by the
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’ f | |assistant Director of Nursing/Stat
F 281, Continued From page 6 F281 |Development Nurse for all nurses on

i Review of the Comprehensive Physiclan's Order
Sheet, dated 09/22/14, ravaaled Residant #8 was
ta have a lap buddy when up in wheelchair

1 related to Alzheimer's Disease causing a

decrease in safety swareness and a history of hip

fracture with an unsteady gait.

Review of Physlcian's Orders, dated 12/17/14 at
- 1:15 PM, revealad an order 1o discontinue tha
| use of a lap buddy, for Resident #8, while she
| was up In a wheslchair,

Observatlon of Resident #8, on 01/22/15 at 9:15
AM, ravaaled the resident was silting up in the
wheelchalr at the bedside. The lap buddy was in
place and the resident was unable to release it on
command.

Interview with the SRNA #2, on 01/22/15 at 1:50
PM, revealed Resident #8 was tc have the lap
buddy In place when he/she was up in the
wheelichalr. She stated she was not aware the
physician hed discontinued the lab buddy as it
was still listed on the Nurse Aide Dala Sheel.

Interview with the RN Unit Manager, on 01/22/15
at 3:35 PM, revealed she was the nursa that
recelved the order from the physician lo
discontinue the lap buddy. She stated she
changed the Interdisclplinary Care Plan to reflect
the physiclan's arder lo discontinue the iap buddy
! but failed to reflect the physician's order on the
MNurse Aide Data Sheet,

Interview with the DON, on 01/23/15 at 9:05 AM,
revaaled she expected staff to follow through with
physiclan's orders.

updating the resident's Nurse Aide Data
Sheet and Nursing Care Plan with any MD
orders that affect the Nursing Care Plan
and Nurse

Aide Data Sheet.

(2] On 02/06/15, the Assistant Director of
Nursing was in-serviced by the Director of
Nursing that all MD orders must be audited
dally Monday thru Friday in conjunction

i |with the Abbreviated Quality Assurance
Meeting, to ensure all Nursing Care Plans
i land Nurse Aide Data Sheets have been
updated as needed with the MD ovders

Monitoring Measures To Maintain (o
Going Compliance
[1] The Director of Nursing will bring the

results of the Nursing Care Plan and Nurse
Alde Data Sheet audits to the Monthly
Quality Assurance meeting x 6 months for
review by the Quality Assurance
Committee.

2/13/15

FORM CM3-2887(02-09) Pravious Varsions Obsolate

Evanl ID:5GOC1

Facliity ID: 100049 If conlinuation shee! Page 7 of 7




PRINTED: 02/05/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF GEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185318 B. WING 01/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
IN H REHAE CENTER, INC 1333 WEST MAIN ST.
b e UL ' PRINCETON, KY 42445
(X410 SUMMARY STATEMENT QF DEFICIENCIES : 1o PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR L5C IDENTIFY NG INFORMATION) : TAG CROSS-REFERENCED TG THE APPROPRIATE DaTe
! DEFICIENCY)
K 000 INITIAL COMMENTS K 600' gisclaimer:dSubmlssion of this plan of
: Correction does not constitute
. : . admisslon or agreement by the provider
CFR: 42 CFR 483.70(a) : ; of the truth or the facts alleged or
3
BUILDING: O1. i conclusions set forth in the Statement_ o
. Defictencies. The Plan of Correction is
PLAN APPROVAL: 1972, ! submitted solely because it is required
by the provision of federal and state
SURVEY UNDER: 2000 Existing. law.
FACILITY TYPE: SNFINF. i 3
TYPE OF STRUCTURE: One (1} story, Type Il i é
@), " RECEIVED
!
SMOKE COMPARTMENTS: Four {4) smoke ! MAR 201 5
compariments. : OFFICE OF
.t
ENERAL
FIRE ALARM: Complete fire alarm system INSPECTOR G
installed in 1972, upgraded in 2011 with 38
smoke detectors and 5 heat detectors.
SPRINKLER SYSTEM: Complete automatic dry b
sprinkler system installed in 1972 and upgraded
in 2011, |
]
- GENERATOR: Type |l generator installed in 2011, :
Fuel source is Diesel. I
- A standard Life Safety Code Survey was :
conducted on 01/22/15. The facility was found in
non-compliance with the requirements for
participation in Medicare and Medicaid. The
facility is certified for one-hundred four (104) beds
with a census of seventy-eight {78) on the day of
the survey
The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
| ABORATORY DIRECIAR'S OR PROVIDER/SUPPL ER REPRESENTATIVE'S SIGNATURE TITLE {X) DATE
AN Adwiw's fnador. 2/13]15

Lient protection 10 the patlents ASee Instructions.) Excapl for nursing hames, the findings stated above ara disclosable 90 days
tultowing the date of survey whether ar riot u plan of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the dale these documents are made available to the lacility, Y deficiencias are clted, an approved plan of correction ig requisite to continued
progrom paricipation.

g with an asQ@ *) den'olozdaﬂdancy which the institution may ba excused fram caftecting providing it s delermined that
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
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PRINGETON HEALTH & REHAB CENTER, INC PRINGETON, KY 42445
(xa) 1D SUMMARY STATEMENT OF DEFICIENCIES ' i PROVIDER'S PLAN DF CORRECTION : os)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR |.SC {DENTIFYING INFORMATIGN) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY}
! P ife Saf e
K800 Conﬂnu?d From page 1 , K 000; Standard: It is the practice of Princeton 02/13/15
R'egulahons. 483.70(a) et seq. (Life Safety from Health and Rehab Center, Inc. to meet
Fire). the Life Safety Codes as stated in the
Deficiencies wera cited with the highest NFPA 101 Life Safety Code Standard,
- deficlency identified at "D" level.
K 147 NFPA 101 LIFE SAFETY CODE STANDARD K 147
$S=D . .
Electrical wiring and equipment is in accordance Carrective Actions for those.
wilh NFPA 70, National Electrical Code. 9.1.2 identified in the deficiency:
Upon discovering the issue, Plant
' Service Director immediately removed 2
the power cord to an exhaust fan and
the hole in the wall was fixed by
4:00pm on 01/21/15.
This STANDARD is not me! as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure electrical
wiring was malnlained in accordance with . identified who may haw
National Fire Protection Association (NFPA) " impa e defi ractice:
standards. The deficlency had the potential o ' No others were impacted by the
affect one (1) of four {4) smoke compantments, deficient practice.
residents, staff and visitors. The facility has the
capacity for one-hundred four {(104) beds and at !
the time of the survey, the census was |
seventy-elght (78). | Trplem or Svsten
The findings include: L 14 nce:
On 01/21/15 Plant Service Director was
Observation, on 01/22/15 al 3:30 PM, with the in-serviced on NFPA standards hy
Plant Services Director revealed a power cord lo Regional Maintenance Director.
an exhaust fan was run through a hole in the wall
located in the Beauty Shop.
Interview, on 01/22/15 at 3:31 PM, with the Plant . Monitoring Measures to Maintain
Services Director revealed he was not aware the On-going Complignce:
power cord could not run through a hole In the | No monitoring needed since the cord
wall - was removed and no longer exist.
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
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{%2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY

A. BUILDING 01 - MAIN BUILDING 01
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COMPLETED

01/22/2015

NAME OF PROVIDER GR SUPPLIER

PRINCETON HEALTH & REHAB CENTER, INC

STREET ADDRESS. CITY, STATE, ZIP CODE
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PRINCETON, KY 42445

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY CR LSC IDENTIFYING INFORMATION)

(2]
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION {x5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED T THE APFROPRIATE GatE
DEFCIENCY)

K 147 . Contlnued From page 2
The census of sevanty-eight (78} was verified by
the Administrator on 01/22/15. The findings were
acknowledged by the Administrator and verifled

on 01/22/15,

Actual NFPA Standard:
Reference: NFPA 101 (2000 Edition)

9.1.2 Electric.

Electrical wiring and equipment shall be In
accordance with NFPA 70, Nationai Electrical
Cods, unless existing installations, which shall be
permitted to be continued in service, subject to
approval by the authority having jurisdiction.

Reference: NFPA 70 (1999 Edition) 400-8 (
Extensions Cords} Uses Not Permitied.

Unless specifically permitted in 400.7, flexible
cords and cables shall not be used for the
following:

(1) As a subslitute for the fixed wiring of a
structure

{2) Where run through holes in walis, structural
cellings, suspended ceilings. dropped ceilings, or
floors

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

{4) Where attached to building surfaces

Reference: NFPA 99 (1899 edition) 3-3.2.1.2 (D}
receptacles shall be determined by the intended

use of the patient care area. There shall be
~ sufficient receptacles located so as to avoid the

by the Plant Services Director at the exit iterview

Minimum Number of Receptacles. The number of

K 147!
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; i
K 147 ' Continued From page 3 i K 147
" need for extension cords or multiple outlet i
adaplers. !
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