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F 000 | INITIAL COMMENTS F 000
25262755
A Recertificatlon Survey was conducted on 1~ : i) .
09/03/14 through 09/04/14 to determine the v ; UL\
facllity's compliance with Federal requirements. AT \
The facility met the minimum requirements for \
recertification with no deficiencles clied. U )
(L8]
(&) /
cCY 2 A\ /
: o
~ bl | { l}"\' e
ORY DIRECTOR'S OR ?ROVIDER!SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (x0) DATE
AAA ﬂﬂ‘c{fv\ l:'l/!.f‘(‘{ﬁ.«‘ﬁi'_“ 9‘ 25~/ Y

Any de@ncy statértent ending with an aslerisk (*) denoles a deficlency which the Institullon may be excused from coecting providing It Is determined that
other saleguards provide sufficient prolection to the palients. (See Instruclions.) Except for nursing homes, the findings staled above ara disclosable 80 days
following the date of survey whether or nol a plan of correclion Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documenls ara made availabla to the facliity. If deficlencies are cited, an approved plan of coneclion is requlsite to continued
program participalion,
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RO SUMMARY STATEMENT OF DEFICIENCIES : D i PROVIDER'S PLAN OF CORRECTION ! (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | pReFiX i (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG 3 REGULATORY OR LSC IDENTIFYING INFORMATION) f TAG i CROSS-REFERENCED TO THE APPROPRIATE i DATE
j >‘ i DEFICIENCY) i
| ! ]
] 1

I i i
K 000 | INITIAL COMMENTS K 000{

* CFR: 42 CFR 483.70(a)
1

| BUILDING: 01.
| PLAN APPROVAL: 1971, ! g
- SURVEY UNDER: 2000 Exlsting.

FACILITY TYPE: SNF/INF. i

: TYPE OF STRUCTURE: Six (6) slory, Type Il
“(200).

SMOKE COMPARTMENTS: Three (3) smoke | i
compariments, :

| FIRE ALARM: Complete fire alarm system .

- Installed in 1971, upgraded in 2003 with 300

 smoke delectors and 12 heat detectors, |

: i
SPRINKLER SYSTEM: Complete automalic wat
sprinkler system Installed in 1971.

! GENERATOR: Type | generator Installed In 1979. !
! Fuel source Is Diesel, \
i Astandard Life Safety Code survey was

: conducted on 09/03/14. The facllity was found not
in compliance with the requirements for

 participation In Medicare and Medicald, The ; ;
facliity Is certified far twenty (20) beds with a {
census of ten (10) on the day of the survey. i

! The findings that follow demanstrate compliance
! with Title 42, Code of Federal Regulations, .! :
| 483.70(a) ot seq. (Life Safety from Fire). | !
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038  On 09/15/14 the locks on the office doors

LA \TORY DIRECTOR: PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
A, Adominstrati— QP-25—- /Y

Any de{:lancy s!al&enl ending with an aslerisk (*) denoles a deficiency which the Institullen may be excused from correcting providing it Is determined that
clher safeguards provide sufficient protectlon to the palients . (See inslructions.) Excepl for nursing homes, the findings staled above are disclosable 90 days
fallowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans aof correclion are disclosable 14
days following the date these documenls are made available la the facility. If deficiencies ara ciled, an approved plan of correclion is requisie to continued
program pariiclpation.
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING D1 - MAIN BUILDING 01 COMPLETED
185395 B, WING 08/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BAPTIST HEALTH TRANSITIONAL CARE I BATEIZAL L
MADISONVILLE, KY 42431
(X4) 1D } SUMMARY STATEMENT OF DEFICIENCIES | D ! PROVIDER'S PLAN OF CORRECTION ! (X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ! coMPLETION
TG | REGULATORY OR LSC IDENTIFYING INFORMATION) S 7Y R CROSS-REFERENCED TO THE APPROPRIATE DATE
i ! ' DEFICIENCY) |
| |
K 038! Confinued From page 1 ‘ K038 628 and the room labeled as the clean linen :
88=D ! * room were reinstalled to the height of 41 |
Exit access Is arranged so that exils are readily | : inches.
accesslble at all times In accordance with section : : |
7.4, 19.21 : i All patients admitted to the unit have the -
i potential to be affected,
i
Listed below are the systemic changes to
| be put into place to prevent this from
recurring: r
In the future when any lock is placed on
~any door the height will be not less than 34
 This STANDARD s not met as evidenced by: ‘ ;_nc.h;:s [tl)rﬂmore Aaryt8 il v the X
Based on observation and interview, it was Hished Hoor. |
| determined the facility failed to ensure egress : 5 :
- was maintained at exit doors In accordance with | Thgre will be o monthly preventive ':
National Fire Protection Association (NFPA) i maintenance (PM) work order generated by
| standards. The deficlent practice has the potential .1 + our PM system that will have a " |
‘ | to affect one (1) of three (3) smoke E | maintenance lechmcm_n'mspect the 6™ floor ]
: compartments, residents, staff and visitors. The } | (the location of Transitional Care) to i
i facllity has the capacity for twenty (20) beds and i * ensure that no lock is less than 34 inches or |
| i at the time of the survey, the census was ten more than 48 inches high. |
10 !
Ho i The PM program is electronic and is saved
] The findings include: { in a database. Monthly, maintenance }
1 technicians will enter their findings and
: Observalion, on 09/03/14 at 2:11 PM with Plant electronically sign. If any issues are found
. Operallons, revealed Room #628 and the Clean i they will be documented and the lock will '
 LInen Room door had locking arrangements | be replaced immediately at the appropriate |
located five (5) feet from the floor, ! height. This database information canbe
retrieved at any time,
, Interviaw. on 09/03/14 at 2:12 PM with Plant ! :
| Operalions, revealed they were unawars locking ' The results of the inspections will be
- arrangements could not be located over four (4) l reported to the QA committee quarterly by |
! {Ee Ieapthie oo | ¢ the director of support services or the
. The census of ten (10) was verified by the J‘ SUPEWIS'"; engineer, This da.m will e
| Administrator on 09/03/14. The findings were , used to guide further process improvement. | 09/26/14
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B. WING 09/03/2014

HNAME OF PROVIDER OR SUPPLIER

BAPTIST HEALTH TRANSITIONAL CARE

STREET ADDRESS, GITY, STATE, ZIP CODE
800 HOSPITAL OR.
MADISONVILLE, KY 42431

{X4) 1D
PREFIX
TAG

[

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

1

] PROVIDER'S PLAN OF CORRECTION ! x5
PREFIX {EACH CORRECTIVE ACTION SHOULD BE i coMpiEmON
TAG CROSS-REFERENCED TO THE APPROPRIATE DBATE
DEFICIENCY) i

K 045

K 038 |

b
Continued From page 2

i acknowiedged by the Administrator and verified
by Plant Operations al the exlt interview on
09/03/14,

Actual NFPA Standard:

Reference: NFPA 101 (2000 Editlon) 7.2.1.5.4* A
latch or other fastening device on a doar shall be
pravided with a raleasing davice having an
obvious method of operatlon and that Is readily
operated under all lighting conditions. The
releasing mechanism for any latch shall be
tocated not less than 34 In. {66 cm), and not more
' fhan 48 In. {122 cm), above tha finfshed floor.

; Doors shall be operable with not more than one

! releasing operation.

Exception No. 1*: Egrass doors from individual
Iving units and guest rooms of rasidential
occupancles shall be permitted to be provided
with devicas that require not more than one
additfonal releasing operation, provided that such
device Is operable from the inside without the use
. of a key or too} and is mounted al a helght not

i exceeding 48 In. {122 cm) above Ihe finished

| floor. Existing securily devices shall be parmitted
' to have two additional releasing operations.

! Existing security davices olher than automatic

1 laiching devices shall not be iocated more than

_ 60 In. (1562 cm) above the finished floor.
Automalic latching devices shall not be located
more than 48 In. (122 ¢m) above the finlshed
floor,

Exception No. 2: The minimum mounting helght
for the releasing mechanism shall not be
applicable to existing Installations.

NFPA 101 LIFE SAFETY CODE STANDARD

|

K038 i

K 045% A light fixture will be installed outside the
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185385 B. WING 08/03/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 217 CODE

200 HOSPITAL DR,
BAPTIST HEALTH TRANSITIONAL CARE
MADISONVILLE, KY 42431
xapip | SUMMARY STATEMENT OF DEFICIENCIES (s} PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E | COMPLETION
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; DEFICIENGY)
] '
K 045! Continued From page 3 K 045° 6 east stairwell to provide egress lighting. -

ss5=n!

i tumination of means of egress, including exit

f discharge, Is arranged so that failure of any single

i lighting fixture (bulb) will not leave the area In
darkness. (This does not refer to emergency
lighting In accardance with section 7.8.)  19.2.8

This STANDARD is not met as avidenced by:
' Based on observation and Interview, it was
| determined the facllity falled to ensure egrass
: ighting was matntained In accordance with
f Nallonal Fire Protection Assaciation {NFPA)
| standards. The deficiant practice has the polentfal
i . to affect two (2) of three (3) smoke
' compartments, residents, staff and visitors. The
| fackity has the capacity for twenty (20) beds and
" at the time of the survey, the census was fen
-{10).

: Tha findings Include:

Observation, on 09/03/14 al 3:17 PM with Plant
Operalions, revealed the facllity falled to provide
egress lighting outside of the 6 east Stairwell to
lluminate the path of egress to the public way.

tntarview, on 09/03/14 al 3:18 PM wilh Plant
i Operallons, revealed he was not aware the exit
| discharge did not have egress lighting.
i
The census of len {10) was verilied by the
' Administrator on 09/03/14. The findings were
' acknowledged by the Administrator and verified
- by Plant Operations at tha exit interview on
; 09/03/14,

i The light fixture will have at least 2 bulbs
i and shall be at least 0.2 fi-candle (2 lux).
All patients admitted to the unit have'the
potential to be affected.

Listed below are the systemic changes to
be put into place to prevent this from
recurring:

A light fixture will be instalied outside the
* 6 east stairwell to provide egress lighting,
. The light fixture will have at least 2 bulbs
and shall be at least 0.2 fi-candle (2 jux).

The other outside exits were inspected to
verify appropriate lighting.

A security guard will make weekly roiinds

to the 6 cast stairwell and all campus light
fixtures to ensure the installed lights are
operational. When one is found to be in

" need of repair the security guard will :
generate a report to the lighting contractor |
and hefshe will replace the light by the end
of the next business day.

The results of the weekly lighting
inspection will be reparted at the quarterly
QA committee by the security manager or
- the safety director. This data will be used
" to guide further process improvement,

' 00/24/14

| - 3

| ;
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800 HOSPITAL DR.

S(TiO
BAPTIST HEALTH TRANSITIONAL CARE MADISONVILLE, KY 42431

(X4HD SUMMARY STATEMENT OF DEFICIENCIES 2 PROVIDER'S PLAN GF CORRECTION tx8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 045 | Continued From page 4 K045 )

Actual NFPA Standard:

Refarence; NFPA 101 {2000 Editlon) 7.8 ,
ILLUMINATION OF MEANS CF EGRESS

7.8.1 General,

7.8.1.1*

Hluminatlon of means of egress shail be provided
In accordance with Seclion 7.8 for svary buliding
and structure where required in Chapters 11
through 42, For the purposes of this requirement,
exlt access shall Include only designated stairs,
alsles, corridors, ramps, escalalors, and
passageways leading lo an exll. For the purposes
of this requirement, ext discharge shall Include
only designated stalrs, aisles, corridors, ramps,
ascalalors, waltkways, and exit passageways
teading to a public way.

7.8.1.2

llumination of maans of egress shall be
continuous during the fime that the conditions of
occupancy require that the means of egress be
avallable far use, Arllficlal lighting shall be
employed al such locations and for such periods
of time as required 1o malntaln the iflumination to
the minimum criteria values herein specified,
Exceptlon: Automatic, motion sensor-type
llghting switches shall be permilted within the
means of egress, provided that the switch
controlfers are aquipped for fall-safe oparalion,
the Humination timers are set for a minimum
15-minute duration, and the molion sensor is
activaled by any occupant movement in the area
served by the lighting units.

7.8.1.3*

The floors and other walking surfaces wilhin an
exit and within the porllons of the exit access and
axlt discharge designated in 7.8.1.1 shali be
iluminated to values of at least 1 fi-candle {10
hix) measured at the floor,

FORM GMS-2567{02-88} Previous Versions Obsolete Event |1D: SHCE21 Faciity ID: 100728 H continuation sheat Page 5 of 14
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(x40 | SUMMARY STATEMENT OF DEFICIENCIES ! D ? PROVIDER'S PLAN OF CORRECTION (x5)
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1 | |
K 045 ' Continued From page 5 : K045 !
' Exception No. 1: In assembly occupencies, the | !
+ lllumination of the floors of exIt access shall be at ;
{ loast 0.2 ft-candle (2 lux) during periods of j
i performances or projections involving directed i '
light. ! |
Exception No. 2*: This requirement shall not : ;
: apply where operations or processes require low |
llighting levels. ; :
| 7.8.1.4¢ | ?
i Required illumination shall be arranged so that ’ |
{ the fallure of any single lighting unit does not | i
Ii result In an lilumination level of less than 0.2 |
| ft-candle (2 lux) in any designated area. i
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD ; K 144f On 09/03/14 the mechanical room :
88=F *I technician removed and cleaned the battery -

Generators are Inspecled weekly and exercised
under load for 30 minutes per month in
accordance with NFPAS9. 3.4.4.1.

This STANDARD s not met as evidenced by:
Based on observation, and Interview, the facilily
failed to maintain the generator set by National
Fire Protection Association (NFPA) standards.
The deficlency had the potential to affect three (3)
of three (3) smoke compartments, twenty (20)
resldents, staff and visltors, The facility has the
capacily for twenty (20) beds with a census of ten
(10) on the day of the survey,

cables and posts on all generators, The
mechanical room technician received
education on proper inspection and -
cleaning of the battery cables and posts.
This education was given by the
supervising engineer,

All patients admitted to the unit have the
potential to be affected.

Listed below are the systemic changes to
be put into place to prevent this from
recurring:

A weekly preveative maintenance plan

(PM) has been developed to inspect and
clean all battery terminals to ensure the ;
batteries arc free of corrosion, This weekly -
inspection and cleaning will be completed
by a mechanical room technician.
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HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP COGE

900 HOSPITAL DR,

s L
BAPTIST HEALTH TRANSITIONAL CARE MABISONVILLE, KY 42431

®4) D SUMMARY STATEMENT OF DEFICIENCIES ! in PROVIDER'S PLAN OF CORRECTION {
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL {  PREFIX {EACH CORRECTIVE ACTION SHOULD BE | coMPrERo
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; : DEFICIENCY) ;
! j
K 144 | Conlinued From page 6 | K 144! The PM program is electronic and will be ;
i The findings include: ! saved in a database. The mechanical room |
; . technician will enter their inspectionand |
i Observation, on 09/03/14 at 3:10 PM with Plant ' | cleaning and sign clectronically that the
' Operatlons, revealed there was corraslon on the work was completed, The supervising
! battery terminals that were connacted {o the - engineer or director of support services will
. facilities generalors. verify the inspection/cleaning takes place
: : weekly.
- Interview, on 09/03/14 at 3:11 PM with Plant
t Operations, revealed he was not aware of {he i The results of the weekly :
| corrosion. © inspections/cleanings will be reported at |
, _ the quarterly QA commitiee by the l
. The census of ten (10) was verified by the supervising engineer or the director of g
Adkr:l‘!nls.'lrgtordog O‘E}J:‘ D?Q‘iﬁhf’ Hl"d'“gé' Wa'_'? 4 i support services. This data will be used to |
acknowledged by the Adminlstrator and verifie N : :
by Piant Operations at the exil Intarviaw on guide further process improvement. 05/10/14
09/03/14, : :
* Aclual NFPA Standard: i .
Referenca; NFPA 99 (1899 Edition) 3-4.1.1.15 + :
Alarm Annunciator. A remole annunclalor, i
| slorage batlery powered, shall be provided to
, operate oulside of the generating room In a

; location readily observed by operaling personnal i
at a regular work station (see NFPA 70, Nationat
Electrical Code, Seclion 700-12.}

The annunclator shall indicale atarm condilions of
the emergency or auxlilary power source as

i follows:

i &. Individual visual signals shall indicate the
following:

¢ 1. When the emargency or auxiliary power source
| Is aperating fo supply power to load

| 2. When tha battery charger Is malfunctioning

. b. Individual visual signals plus a common

{ audible signat to warn of an engine-generalor

: elarm condition shall indicate the following: !
i 1. Low iubricating oll pressure | '
] 2. Law waler lemperature {below those required |

1
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K 144! Continued From page 7

in34.1.1.9)

3. Excesslve water temperature

4, Low fuel - when the main fue! storage tank
conlains fess than a 3-hour operating supply

8, Overcrank (falled to start)

6. Overspaed

Where a regular work station will be unattended
pericdically, an audible and visual derangement
signal, approprialely labeled, shall be established
at a continuously monilored location, This
derangement sfgnal shall activate when any of
the conditions in 3-4.1.1.15{a) end (b) occur, but
need not display these conditions individually.
[110:3-55.2)

Reference: NFPA 110 (1999 Edition) 5-3.1 The
Level 1 or Level 2 EPS equipmant location shall
be

provided wilh battery-powered emergency
llghting. The emargency

lighting charging system and the normal service
room

lighling shalf be supplied from the load side of the
transfer

swiich,

Reference: NFPA 99 (1993 Edition) 3-5.4.1.1
Maintenance and Testing of Allarnate Power
Source and Transfer Switchas,

(a) Maintenance of Altarnale Power Source.
The genarator sel or other allernate powaer source
and assoclated equipment, including all
appurienant parts, shall be so maintained as to
be capable of supplying service within the
shortest ime practicable and within the
10-second interval specifiad in 3-4.1.1.8 and 3-
5.3.1.

K 144
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{b) Inspection and Testing. Generalor sels
shall be inspected and tested In accordance with
3-4.4.1.1(h).

Actual Slandard: NFPA 110, 6-4.5 Level 1 and
Level 2 transfer swilches shall be operated
monthly. The monthly test of a transfar switch
shall consist of electrically operaling the transfer
swilch from the slandard position to the allernale
posttion and 1hen a return lo the standard
position.

Aclual Standard: NFPA 99, 3-4.4.1.1 Mainlenance
and Testing of Alternate Power Source and
Transfar Switches.

{a} Maintenance of Allemate Power Sourca.
The genarator set or olher allernala power sourca
and assoclaled equipment, Including all
appurienant parts, shall be so maintained as to
be capable of supplying service within tha
shoriast ime practicable and within the
10-second interval spacified in 3-4.1.1.8 and 3-
4.3.1. Maintenance shall be perfarmad In
accordanca with NFPA 110, Standard for
Emergency and Standhy Power Syslems,
Chapter 6.

(b} Inspaction and Tesling.

1. Test Crllerla. Ganerator sels shall be
tested twelve {12} times a year with testing
intervals between not less than 20 days or
oxceading 40 days. Genarator sels serving
emergency and equipment systems shall ba in
accordance with NFPA 110, Standard for
Emergeancy and Standby Power Systems,
Chapler 6,

2, Tast Conditions. The scheduled test under
load conditions shall include a complste
simulated cold start and appropriats aulomatic
and manual fransfer of all essentia! slectrical
systam loads,

3. TestParsonnel. The scheduled {ests shalt
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be conducted by compelent personnel. The tests
are needed fo keep the machines ready lo
functlon and, In addition, serve to detect causes
of malfunction and to train personnel in operaling
procaedures,

Actual Standard: NFPA 99, 3- 3-4.4.2. Awritten
record of Inspection, parformance, exercising
period, and repairs shall be regularly malntained
and avallable for inspection by the authority
having jurisdiction.

Reference: NFPA 99 (1999 Edition) 6-1.1* The
routine maintenance and operational testing
program shall be based on the manufacturer's
recommendalions, instruction manuals, and the
minimum requirements of this chapler and {he
authority having Jurisdiction

Reference: NFPA 99 (1999 Edition) 6-3.3 A
written schedule for routine maintenance and
operalional testing of the EPSS shall be
established

Reference: NFPA 99 (1999 Edition) 6-4.1* Level 1
and Level 2 EPSSs, Including all appurtenant
components, shall be Inspected weekly and shall
be exarcised under load at least monthly.

Reference: NFPA 99 (1999 Edition) 6-4.5 Level 1
and Level 2 transfer switches shall be oparated
monthly. The monlhly test of a transfer switch
shall consist of electrically operaling the transfer
switch from the standard posilion to the alternate
posilion and then a retumn lo the standard
position.

Reference: NFPA 101 ( 2000 edition) 7.9.1.2
Where maintenance of lllumination depends on

AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
185395 B. WING 09/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BAPTIST HEALTH TRANSITIONAL CARE S0.HORFVAL DR
MADISONVILLE, KY 42431
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
K144 | Continued From page 9 K 144

FORM CMS-2567(02-89) Previous Verslans Obsolete

Event |D: EKCE21

Facility 10: 100728

Il conlinualion sheet Page 10 of 14




270-825-5204 BAPTIST ADMINISTRATION 01:13:40 p.m. 09-25-2014 14117

PRINTED: 09/17/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
185395 B. WING 09/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

900 HOSPITAL DR.

BAPTIST HEALTH TRANSITIONAL CARE
¥ MADISONVILLE, KY 42431

(x4)ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 144 | Continued From paga 10 K 144
changing from one energy source lo another, a
delay of not

more than 10 seconds shall be permitled.
Reference: NFPA 110 (1999 ed.)

5-7 Healing, Cooling, and Ventilating.

5-7.1* Conslderation shall be given to properly
sizing the ventilation

or air-conditloning syslems to remove all the heat
rejected to the EPS equipment room by lhe
energy converter,

uninsulated or insulaled exhaust plpes, and other
heat-producing

equipment.

5-7.2 Adequate ventilation shall be provided to
prevent temparalures

or temperature rises in the EPS and related
accessory

equipment that exceed the recommendations of
the

manufacturer.

§-7.3 For the EPS equipment room, the
ventilalion or coollng

equipment, or both, shall be sized so that the
amblent temperature

shall not exceed the EPS equipment
manufacturer' s criterla

or allowable maximum temperatures.

Reference: NFPA 110 (1999 Edition) 5-2.1 The
EPS shall be Installed in a separate room for
Level

1 inslallations. EPSS equipment shall be
permitted to be

installed in this room. The room shall have a
minimum 2-hour

fire rating or shall be located in an adequate
enclosure located

FORM CMS-2567(02-99) Prevlous Verslans Obsalele Event 1D:5KCE21 Faclity 10: 100728 If continualicn sheet Page 11 of 14




270-825-5204

BAPTIST ADMINISTRATION

01:13:53 p.m.

09-25-2014 15117

PRINTED: 09/17/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILOING 04 COMPLETED
185395 8. WING 08/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, TATE, ZIP CODE
800 HOSPITAL DR.
BAPTIST HEALTH TRANSITIONAL CARE MABISONVILLE, KY 42431
D SUMMARY STATEMENT OF DEFICIENCIES ; D : PROVIDER'S PLAN OF CORRECTION | sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE 1 ©
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) ! TAG i CROSS-REFERENCED TO THE APPROPRIATE DAYE
i ; DEFICIENCY) !
|
K 144 : Continued From pags 11 K 144 ;
ottside the bullding capable of resisling the :
| entrance of snow Q
or raln at a maximum wind velocity required by '
lacal building !
 codes. Ne other squipment, Including i
. architectural appurtanances, ) {
except thuse that serve this space, shall be !
permitted ‘ i
in this room. ] |
Reference: NFPA 110 {1999 Edition) 5-12.6 The i
starling battery unils shall be localed as close as
praciicable to the prime mover starter fo minimize ;
voltage drop. Battery cablas shall be sized lo
i minimize vollage drop In accordance with the
manufacturers ' recommendations and accepted
engineering practices. i
Baltery charger output wiring shall be i
permanently connecled. Connections shall not be i
mada at the battery terminals. . :
K 147 : NFPA 101 LIFE SAFETY CODE STANDARD K147 On the day of the survey 09/03/14, the ;
8S=E" i power strips in office 625 were removed |

¢ Electrical wiring and equipment Is in accordancs
: with NFPA 78, Natlonal Etactricat Cada. 9,1.2

| This STANDARD Is not mel as evidenced by:

| Based on observation and Intarview, It was

; determined the facllity falled to ensure electrical
! wiring was maintalned in accordance with

: National Fire Protection Assoclation (NFPA)

: standards. The deficiency had the potential to

! aftect two (2) of three {3) smoke compartments,
| residents, slaff and visitors. The facllity has the
1 capacity for twenly (20) beds and at the time of

|

: and the microwave and coffee maker were

¢ wall outlet,

i The staff of these offices was educated by
i the supervising engineer on the improper
- use of power strips at that time,

The power strips were removed from office
. 626 and the computer uninterruptible
power supply was plugged directly inta the

: The refrigerator from office 627 was
unplugged from the power strip and
plugged directly into the wall outlet.

. plugged directly into the wall outlet. I
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‘ ! the survey, the census was ten (10).
| The findings include:
|

* Observations, on 09/03/14 at 2:04 PM with Plant

; Operalions, revealed a power strip was plugged
| into another power strip located In the

J Adminlstrative Secretaries/Safety Office

1 (room#625). Further observalion In the same

g room revealed a microwavae and a coffee maker

i plugged Into another power strip.

| Interview, on 09/03/14 at 2:05 PM with Plant
: Operations, revealed he was not aware lhe power
I strips had been misused.

. Observations, on 09/03/14 at 2:08 PM with Plant
4 Operalions, revealed a power strip was plugged

Into anolher power strip localed In the Compuler
' Support Office (room #626),

! Intervlew, on 09/03/14 at 2:09 PM with Plant
Operal!ons revealed he was not aware the power
| strips had been misused.

’ Observations, on 09/03/14 at 2;10 PM with Plant
| Operallons, revealed a refrigerator was plugged
Into a power slrip located in the Infection Contral
I Office (room #627).

Inlerview on 09/03/14 at 2:11 PM with Plant
Operailons revealed he was not aware the power
|  strips had been misused.

‘ The census of ten (10) was verified by the

- Administrator on 09/03/14. The findings were

i acknowledged by the Adminlistrator and verified
¢ by Plant Operations at the exit interview on

£ 09/03/14.
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K147 j Continued From pagse 12 K 147 . All patients admitted to the unit have the :

* be put into place to prevent this from

further process improvement.

potential to be affected,
Listed below are the systemic changes to
recurring:

Power strips will not be used for any

medical equipment. High energy devices
like coffee pots, refrigerators, and
microwaves will not be plugged into power
strips in any offices. Power strips will i
never been plugged into other power strips.

Office staff has been educated on proper
use of power strips.

The security manager will assign a security
guard to complete monthly inspectians of
the offices located on the 6 floor. He/she
will monitor for the misuse of power strips
and remove them if any misuse is found.
This inspection will be done as the security
guard completes our monthly fire drill and
hefshe will document the results with the
fire drill results,

The results of the monthly inspections will

be reported at the quarterly QA committee

by the safety director or the security ;

manager. This data will be used to guide

- 09/10/14
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Actual NFPA Standard:
Reference: NFPA 101 {2000 Editlon)

9.1.2 Electric.

Elscircal wirlng and squipmant shall be in
accordance with NFPA 70, Nationat Electrical
Code, unless existing Installallons, which shall be
parmilied lo be continued in service, subjsct lo
approval by the authority having Jurisdiction.

Relerence: NFPA 70 (1899 Edilion) 400-8 {
Extensions Cords) Uses Not Parmitied.

Unless spacifically permitited in 400.7, flexible
conds and cables shall not be used for tha
foltowing:

{1) As a substilute for the fixed wiring of s
siructure

{2) Whera run through holes in walls, structural
cellings, suspended cellings, dropped ceilings, or
floors

(3) Whare run through docrways, windows, or
similar openings

{4) Whare attached to building surfaces

Reference: NFPA 89 (1999 edition) 3-3.2.1.2 (D)
Minimum Number of Receptacles. The number of
receplacles shall be determined by tha Intended
use of the pallent care area. There shall be
sufficient recaplacles focaled so as o avoid the
need for extension cords or multipts outlat
adaptars,
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