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o4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EAGH DEFICIENCY MUST BE PRECETED BY FULL PREFIX {EACH CORREGTIVEACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING {NFORMATION] TAG CROSSREFERENCED TO THE APPROPRIATE DATH
DEFICIENGY}
v Residents will receive no
F 162 | Continued From page 1 162 additional charges for basie
Rouline personal hygiene ltems and services as personal laundsy servicc.
. +  Stoff wilt be cducated on
required o meet the neads of residents, " s .
N . policy/process for resident’s
Including, but not fimited ', hait hyglane supplies, sizlit 1o basi I
) ght to basie persona
comb, brush, bath soap, gisinfecting soaps or Jaumdry.
specialized cleansing agents whan indlcated to «  New process will be
treat special skin problems or to fight infection, monitored as follows:
razor, shaving cream, toothbrush, teothpaste, o A resident personal
danture adhesive, denture cleaner, dental fioss, Jaudering log will be
mmoisturizing lotion, tissues, cotton balls, cotton : wept. Deeumentotion on
swabs, deaderant, incontinence cara and log will Include the
suppiies, sanitary napkins and related supplios, identifyers of resident
towels, washcioths, hospital gowns, over the name & date of birth, list
counter drugs, halr and nalt hyglene services, of items to be laundered,
bathing, and baslc personal laundry. date sent/list of returned
Medically-reiatled soclal services as required at iterns and date received.
§4B3.15(g) of this subpart. Date & resident
signature/initial when
Uiated below are ganeral categories and laundered items are
examgles of ltems and services that the facility returncd to resident.
may chargs to reskiants' funds If thay are o Log will be muintaincd
requested by a resident, If the faclity informs the by Tmﬂs'l.ﬁﬂﬂﬂi Care
rasident that thera will be @ chargs, and if C‘““:"Fh“‘cal
phymant Is not made by Modicare o Madicald: Supervisers.
Talephone.
Telavisicn/ragio for personal use.
Personai comfort items, including smoking
matarlals, nollens and novelties, and confections.
Gosmetic and grooming iems and servicas in
excess of thaze for which payment is made under
Medlcald or Medicere.
Personal ¢iothing.
Personel reading matler.
GiNs purchased on behalf of a rasldent
Flowars and plents.
Soclal avenls and entertainment offerad outslde
the scope of the acllviles program, provided
under §483.15(0) of ihis subpert
Noncovered apeclal care sgrvices such as J
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F 162 | Genlinued From page 2 F 162

privately hired nurses or sides.

Private room, except whan therapeutically
requirad (for exampla, 1solation for infection
control).

Specially preparad or alternative food raguestad
Instead of tha food generally prepared by the
faciiity, as required DY §483.35 of this subpart.

The faciity must not charge & rosident {or his of
her representalive) for eny ilem of servica not
sequesled by the resident, Tha facifity rmust not
raquire @ resident {or his or her cepresentative) to
requeat any item of gervices as & condition of
admssion er continued stay. Tha facility must
inforen the resident (or hig or her represoniative}
requesiing on ltem or sarvica for which a charge
will be mada that there wii be a charge for the
{tam or service and whet the charge wili be.

This REQUIREMENT 1 nat met as evidenced
by:
Basad on observation and Intorview it was
determined the facilily {alled to provide basic
persanal laundry sarvices which are included in
the Medicare or Medicaid payment. Observation
of tho Intorior of the facllity, on Q7TI03,
revaalad there was no 1aundry services avallable
for {esident's basic parsanal clothing and linens.

Findings inciude:

Observalions during 2 tour of the facllity, on
07/01/13, revasled there was no laundry services
avaliable for residents basle persenal clofning
and ¥inans however, 2 washer and dryer wese
1ocated in the laundry depariment.
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THE TRANSITIONAL CARE CENTER OF OWENSEBORO

BTREETAIDRESS. CITY, STATE, ZIF CODE.
{201 PLEASANT YALLEY ROAD

OWENSBORO, KY 42303

4310 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EnCH DEFICIENCY WNST BE PRECEDED BY FULL
a6 REGULATORY CRLSC TOENTIFYING INFORMATION}

bl ] PROVIDER'S PLAN OF GORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENGER TO THE APPROPRIATE
DEFICIENTY)

o
COMPLETION
DATE

F 162 | Conllnued From pago 3

interview with Registered Nurse (RN} #1,0n
07/02/43 at 2:00 PM, revesled washer and
dryerwere tocated In tha therapy depariment but
were not Instalied for use. She additionally stated
there was no projected date for the instaliation of
the washer and dryer.

Interviews wilh Occupational Therapy Asslstant
(OTA} #4 and #2 and Physlzal Therapy Assistant
(PTA) #1, on 0710213 at 3:00 PM, rovesled a
washer and dryer were located In the therapy
department for worklng with residents for motion
of loading and unicading, as therapy. The
washer and dryer were non-fu netional as far as
actually laundering clothing. They stated
someone had been up to [pok and sae if the dryer
could be vented according to coda but they were
unaware of any plans to Install the washer and
dryer to actually fu actlor.

An nterview with the Administrater, on 07/02M13
at 10:00 AM, revealed there was no lzurdry
service jnstatled in the new Transitional Cere Unit
when the bufiding was recentiy constructed. The
Adrilnistrator stated the families took rasident’s
basle persanai laundry home for laundering.

F 371 | 483.35() FCOD PROCURE,

SSE STOREIPREPARE.'SERVE - SANITARY

The facllity must -

(%) Progure food from sources approvad or
consldered satlsfactory by Fedoral, Stale orlecal
suthoritles; and

(2) Store, prepare, distribute and serve food
under sanitary condillons

F 162

Fart
713 F371
{Broom & Dustgan oft floor In food
prep area)

« None of the residents were found
to be affected by this deflclent
practice. To address the
defictency, the solled broom was
Immediately removed from the
area. The solled broom was
removed irmenediately from the
food handling area.

8/14/13
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+ 15 resigents had the potentiai o be
¥ 271 | Continued From page 4 F a7t affected by this deficlent practice. No

This REQUIREMENT Is not metas evidenced
by:
Basad en observatlon, interview and facility
policy and procedure review it was determined
tha facllity failad to ensura food was stored and
preparad under sanitary conditions. A brgom and
dust pan was observed siting on the floorin a
food prep orea. Additionally, opened milk was
observad Inwalk [n refrigerator withaut the proper
labe! to indicate cpened date.

Findings include:

Review of a faclity pelicy titled, "Miscellanecus
Food Service Pollclas-Sanitation Safaty”, st
cevisad 12M0/12, revealed there was no
Information related to storage of breoms and
dusipans. Interview with the Reglstered Diaticlan,
on 07/03113 at 10:30 AM, revealed she was not
sure Jf there was & specific palicy related to
tabaling of food ems or storage of breoms and
dustpans.

An inital tour of the facliity kitchen, on 07/01/13 at
11:30 AM, revealed:

4, an opened, parlly empty, container of mitk
without a labe! {0 indicate what date the milk had
been opened In tha wafk in refrigerator.

2, abroom and dust pan on the floor, propped
against the waell in the food preparation area of
the klichen.

An intendaw with the Food Services Direclor, on
07/01/43 &t the tme of the obsarvations revealed

residents were found 10 have been
affected. The scied broom was
removed lImmedlately from the food
handling area.

The followling corrective action was
taken by the Dlrector, Assisrant
Dlrector/Patient Service and Executlve
Chef:

Polley 8052-705

Sanitatlon Safety was revised to include
proper storage cf brooms, mops, and
dust pans.

Staff were educated on Revised Policy
8057-705/Sanltatfon Safety. In additlon
to education, revised pollcy, with
revisions highilghted, was posted on
the utliity storage zoom door.

An Inspection will be completed daily X
4 months, or untll 4 months of
sustalned compliance Is met, by the
dietary manager/supervisor/designee
to ensure no soiled items ace placedn
clean food handling lecatlons.

Dietary Manager will repart audit
results (o Transitional Care Manager.
Transiticnal Care Manager wil report
audit results to Transitional Care
Quality Assurance committee and
Crwensbaro Health Performance
Improvement Oversight Committee.

L

-

{Opened Milk abserved Inwalk in
refrigerator without proper label to
indicate opened date)

+ None of the residents were found to be
affected by this deflclent practice.
Undatad/expired focd iterns were

i
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removed Immediately. Other focd
F 371 | Continued From page & Fam storage areas were checked for
opened containers of food and beverages should undated ftems — no additional undated
always bo labeled to reflact the dato opened. food items noted.
She stated it would be impossible to determine « Potentlal existed for 15 residents to be
now long the partly used eontainer of milk had affected by this deflcient practice. No
beon opened. Additionally, the Food Services resldents were found to be affected.
Direclor staled bropms, Mops and dust pans » Dletary Sous Chef educated production
should nevar be stored In food preparation areas staff on food storage chart.
and should be stored In the cleaning closet hung Education lncluded:
on the appropriste hangers to keep them off the o Any opcned/stc{ed food Iterns must
floor. be labeted with expiration date.
£ 441 | 48365 INFECTION CONTROL, PREVENT 234 « An inspection/audit wiit be performed
55=p | SPREAD, LINENS by the dletary manager/supervisos/

The facliity must establish and maintain an
infacilon Control Progrem designed o provide &
gafe, sanitary and comfortable environment ond
to halp prevent the devalopmant and transmission
of disease and infaction.

{a} Infection Contro! Program

The faciity must ostablish an Infectlon Condrol
Program under which t-

(1) Investigates, controls, and prevents Infections
in the facility;

(2) Decldes what procedures, such as Isolation,
shotid be applled 1o an individual resident; and
3) Maintains a record of Incldents and comective
actions related to Infactions.

(b) Preventing Spread of infaction

{4} When the \nfaclion Contrel Pragram
determines that a resldent noeds lsolation to
pravent the spread of infection, the facliiity must
isclate the resident.

(2} The facility must prohibit employees vith a
sommunicable disaase or infected skin lasions
from dlrect contact with rasidents or their food, If
direct contact will transmit the digease,

designee 1o 1demify any stored, undated
open food/liquld. Audit wili be
performed dally X 4 months, or untll 4
months of sustained compllance is
achleved.

«» Dletary Manager will report audlt
results to Transitlonal Care Manager.
Transitional Care Manager will eaport
audit results to Transitlonal Care
Quallty Assurance Committee and
Owensboro Health Performance
improvement Oversight Committee.
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The facllity must establish and malntain an
jefaction Cantrol Program designed 1o provide &
sefe, sanitasy and comfortable environment and
{o help prevent the development and transmisslon
of disease and Infaction.

{a) infection Contral Program

The facility must establish an infection Contred
Program under which it -

(1) Investigates, controls, and prevents {nfections
in {he facliity; '

(2) Decides what procedures, such as Isalation,
<hould be applied to an Individua! resldent; and
(3) Melntgins a record of incldents and correciive
actions related to infections.

(b} Prevanting Spread of Infectlon

{1} When the Infectlon Control Program
determines that a resident neseds Isolation to
pravent the spread of Infection, the facility must
Isolate the resident.

(2} The fachity muat prohibit amployees with &
communicatle disease or Infected skin leslons
from direct contaci witn residents or their food, I
direct contact will transmit the disease.

«  Resident#3 was found to be affected.
Resident #3°s central line drossing Right
Chest was changed. Dressing was dated
pnd initialed.

s+ Two rdditional residents were identified
as having the potential to be affected, but
were not affected, by this same deficient
practice. These two residents’ 1V
dressing changes were noted to be dated
and initialed. .

«  Re-cducation
o Staff will be re-educated on policy #

£00-081 “Central Line Care and
Blood Sampling”. Education will
includc the following points:

»  Change transparent dressing
every 7 days orPRN il dressin
becomes wet or 1oose using
sterile technique, 10 dressing,
has gouze under it must e
changed every 24 hour,

o  All dressings should be clear

nurse,
+  Post test will be administered

lobeled with date and initials of

(X%} PROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONSTRUCTICN 13) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185358 B. WG 07/0312013
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZP CODE
THE TRANSITIONAL CARE CENTER OF OWENSBORO 1201 PLEASANT VALLEY ROAD
OWENSBORO, KY 42303
(X4} 1D SUMMARY STAYEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION P
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE AGTION SHOULD BE ¢
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE Cate
DEFICIENCY}
F 371 | Continued From page § Fan
opened contalners of faod and beverages should
always be labeled to reflect the date opened.
She stated 1t would be impossible to determine
how tong the partly used cantainer of mik had
been opaned. Additlenally, the Food Services
Director stated breome, mops and dust pans
should never be stored in food preparation areas
and shauld be stored In the cleaning closet hung
on the appropriate hangers to Keep them off tha
floor.
£ 441 | 483,65 INFECTION CONTROL, PREVENT F 44185441 8/14/13
ag-p | SPREAD, LINENS
t-
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE DATE
CEFIGIENCY)
v-—7mdit
o Clinical Supervisors will audit for
F 441 { Continued From page 6 F 441 the documclzmtion of date & nurse
(3) The facllity must requlre staft to wash thelr Tnitials on afl centenl line dressings
hands after each girect resident contact for which on amonthly basis X 4 months or
hand washing Is indicated by accepted until sustained 100% compliance is
professional practice. achieved X 4 months. The audit
report will be reviewed with
{c) Unens Manoger., Further Identified
Perspnnel must handle, store, process and educntional needs or performance
transport finens so ag to prevent the spread of issues will be wddressed.
Infectlon. Transitional Care Manager will
report andit results to Transitional
Care Quality Assurance Committes
: and Qwensboro Fleaith Performance
This REQUIREMENT ls not met as evidenced Improverent Qversight Committee.
by:
Based on cbsarvatlon, interview, record review, 2-
and raview of the factity's policy/procedure Tt was o Residont #7 was found to be aficcted.
detarmined the facitity ensure the infectlon Resident #7's unlabeled 1V tubing was
Conlre! Program was Impiementad to provide a discarded.
safe, sanltary, and comforiable environment for «  One additional residont was identified as
two (2} residents (#3 and #7) In the selectad having the potential to be affected, but
sampla of eight () resldents and one (1} resident was not affected, by this same deficient
(#9) net In the Selacted sample. The faclity fallsd practice. This additicnal resident’s tubing
to date and label an Intravenous lina {[V} dressing was found 10 be Tbeled with date, time
on {he initation of the site for Resldent #3 and IV lr\tnd :;uialt.'
i - c-cducalicn
;J:rgdf;; tl1u1ds andlor medications for Resicents P et will be re-cducated on policy f
600-508 TV Paticnt Management™.
Education will includes
Findings Include: »  Primary and secondary
A review of the faclity's "Central Line and Blood contimuous IV twbing shalt be
Sampling Plicy", daled 12113112, revealed "al changed every 72 haurs an
dressings should be claarly 1abeled with the dale lmmm'.“ 1c1'y upon suspected
and Inftiala of nursa" contamination or when he
) integelty of the product or

syslem has been compromised,
Intermittent TV tubings shalk b
chenged every 24 hours
{example; patients with saline
Iock receiving intermittent IV
b : el

4. Arecord reviaw ravealed Resident #3 was
admitled to the facillty on 06/28/13 with dlagnosis
of Hematurie.
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. TPOTE S g TrTERtTOT
or when the integrity of the
F 441 | Continued From page 7 F 441 product or system has been
Cbsarvation of Central [ine dressiag on the ght compromised. All tubings shal
chast of Resident #3 which was coverad with a be changed using aseptic
transparent dressing, on 07/01/13 et technique and abserving
spproxmately 12:35 PM, revealed thers waes no Sundard Precautions. Label
data or Inillala of the nurse Inlfating the dressing. tubing with date, time, and
nurse’s initials,
Interview with Assistant Director of Nursing »  Xeypolnt; TPN and Upid
(ADON), on 07/03/13 at 11:00 AM, rovealed tha tubing shall be changed
W teamn was responsible to ensure the dressing every 24 hours,
on & conirel line was dated and labsled by the
c¥iniclan intiating tha 1V accass according to the o Posttestwillbe administered for
facllity's policy/procedure. contpetency validation
A review of the facility's iV Patient Management v Audit
Protacol, dated 11/13/42, revealed the primary o Clinical Supervisoes will perform IY
and secondary [V tubing should be chenged tubing audit monthly X 4 or until
every 72 hours and Immediately upon suspacted 100% sustained complionce is
contasmination or when the Integrity of the praduct achicved X 4 months. The oudit
or system has bean compramised, intermittant IV report will be roviewed with
tublng shall ba changed every 24 hours (example Manager. Further identificd
salino logk receliving atsrmitient 3V infusions) and _L‘d::catlopal necds ur. performance
immediately upon suspected contaménailon or the lssucs \:“H b addressed. .
intagrlly of the product of system has peen Transitional Care Moguger wil
] report audit resuls to Transitionel
compromised. All tubings shali be chenged using . .
aseplic technique and observing Standard Care Quality Assurance Commities
Br ons. Label bl ith date ang 1 d and Owensboro Health Performancy
ecaulons. ng with date ang tlma an Jmprovement Oversight Committes
nurse's Inttlals.
t3
2. Aracord roview rovealed Residant &7 w58 o Resident #9 was found o be allested.

agmiltted 1o the fecllity on 06/20/13 with dlagnoses
1o Indlude Multiple Myelome and Acute
Encephalopathy.

Resident #9's ualabeled 1V tublng was
discarded.

+  One additionat resident were dentificd af
having, the potential to be allected, but
was not aficeted, by this same deficient
practice. This addilional resident’s 1Y
tabing was found to be labecled with date
tinie and initial.

=  Re-cducetion

A roview of Reeldent #7's Physician's order, dated
082213, revealed Lavaquin 500 mg. VBB
sheuld heve been administered once a day for &
days with the last dose on 8/268/M3.

FORK CMS-2567{02-90) Provious Varslony Obsdlots Event jOILETH Fochity I 100733 | continuation shaat page 8of B
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o Stalf will be re-cducated on policy #
F 441 | Continued From pagé 8 Fa41 £00-508 “1V Patient Management™.
Observation of Resldent #7, on 07/01/13 at1:32 Edueation will include:
| PM, revealed an empty intravenous Piggy Back »  Primary and sccondary
({VPB) bag of Levaquin {antiistic) S00 milligrams continuous 1V tubing shall be
(mg.}, with a date of 06/26M3, hanging cn an [V changed every 72 hours and
pole with the IV tublng threaded through the immedintely upen suspected
infusken pumnp without a dated label on the tubing. contamination or when the
integrity of the product ar
3. A record reviow revealed Resldent 39 wae system hos been compromised,
adrnitted to the facliity on 06/21/43. Intermittent TV tubings shall b
changed every 24 hours
A review of Resklent #9's Physician order, dated (example; paticnts with satine
08128113, revealed 0.8% Nomal Saline {NS) IV 10 lack receiving intetmitient IV
Infuse untl 0B/R0A3, infisions) and jmmediately
: upon sugpected contamination
. ot when the integrity of the
Cpsenon o Rdr 0, 0701114 o e
. ® campromised. All ubings shak
labated. Al
be changed using ascptic

technique and ohserving,
Standard Precautions, Label
tubing with date, time, and
nurse's initials
Keypoint: TPN and Lipld tublng
shalt be changed every 24 hours

o Post test wili be administered for

competency validation
»  Audit—

o Clinical Supervisors will perform
TV tubing audit monthly X dor
unti] 100% sustained compliance Is
achieved X 4 montis. The audit
report will be revicwed with
Manager. Further identified
educational necds or performance
issues wil) be addressed.
Transitional Carc Manager wil
report audit results to Transitional
Care Quality Assumnce Comniitce
and Owensboro Health Performance
Emproyement QOverslght Commilted

FORM CME-26aT(02-57) Praviows Varskans Dbzoleto Event1DiLERTI Faciity I0c 100738 it eantimwation shaet Page 9o 8

interview with the ADON, an 07/0313 at 11:00
AN, revealed the [V tublng 1abeling and deting
was an Important infection cantrol Issue N the
Transiticnal Care Acea and he was aware steff
were not dating or laboling the tublng.
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Daficiencies ware tited with the highest
deficlency identifled al an vE" leval.

K 0251 NFPA 101 LIFE SAFETY CODE STANDARD
§5=E
Smoke bartiars are constructed 1o provide at
\east & ane-hour fire resistanca rating In
aceordance with 8,3, Smoke harriers may
terminete atan atrium wall. Windows ara
protacted by fire-rated glazing or by wired glass
panals in approved frames. A minkrnum of twe
saparate comparime s are provided on each
fioor. Dampers are not required in duct
penetrations of smoke barriera in fully ducted
heating, ventifating, and alr conditioning systems.
18.3.7.3, 18.3.7.5, 18.1.6.3

Thia STANDARD ls notmet a3 evidancad by:
Based on observations and Interviaw, it was
datermined tha facility felied to malntain smoke
barriers thet would resist the passage of smoke
between smeke comparments in accordance
with NFPA standards. The deficlency had the
potential to affect two (2) of three (3) smoke
comparimants, residents, staff and visitora. The
{acility Is cartified for thirty (30) beds with a
census of ffeen (15) on the day of tha survey.

Tha findings include:

Observatlons, on 07/02/13 ot 40:00 AM, with tho
Salety and Saecurlty Manager revaaled the smoke

K025 Observation en 7/2/13 3t
10am, revealed smoke bartier...had
4inch by 4 Inch cutin drywall....

K 025

Completion Date 081413

1. Date Corrected: 7/2/13

2. Specific measures o correct
the violation: The four inch
by four inch hole cutin the
drywall was patched with
appropriate mate rials by
Owensboro Heaith
maintenance. Reference
work order #383682.

3, Specific measures to ensure
viclation will not recur: An
Inspection of all fire/smoke
barriers, on Transiticnal
Care Unit, was completed by,
Owensboro Health
maintenance. Maintenance
Technicians were in-serviced

on by the maintenance
superyisor, on inspecting

3/14)13

J
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and ensuring that smoke
K h e . .
025 | Conlinued From p2ge 2 K025 barrier penetrations are
barlar extending above the ceiling, locatad at the .
o5 comidor doors from 8B 1o 8C, had a four(4) sealed appropriately.
inch by four (4) inch hole cutin the drywail Maintenance will inspect the
penetrating the smoke parfition. .
Transitional Care Unit
tnterview, on 07/02/13 at 40100 AM, with tha fire/smoke artitions onc
Safety and Security Manager revealed he was not partition €
awere of the penelration. per month for three months
ta ensure compliance.
Reference: NFPA 401 (2000 Edition}, Weekiy env;ronmental
8.3.6.1 Plpes, condults, bus ducls, cables, wiras, Safety Rounds will be
alr ducis, pneumatic lubes and ducis, and similar :
' » conducted as part of routine
building service equipment that pass through . P f R u.l
flocrs and smoke barriers shall be protected as maintenance mechanics job
follows: Llred .
(a) The space between {ho penetraling item and responsablhtses/ duties. Any
the smoke barrier shail identified issues noted on
1. Be filled with a materiat capable of malntaining facill ds wil
ihe smoka resistance of the smoke bardar, of cility rounds will be
2. Ba protected by an approved davica designed reported to maintenance
for the specific purpose. .
{b) Where the penelrating itern uses 8 sleave 10 manager/su pervisar. Qne
penatrate the smoke pareler, the sieeve shali be component © these safe
solidly set in the smoke barder, and (he space mpon o f ty
batween fhe ltern and the steeve shall rounds will include the
1. Be Kied with & materiol capable of maintaining , . et
the smoke resistanca of the smoke berries, of confirmation of mamtamEd
2. Be protacted by an spproved devica deslgned integrity of fire and smoke
for the apacific purpose. -
(c) Where designs take transmission of vibration partitions.
into cansideration, any vibration isolation shatt
1. Ba mads on either elde of the smoke barrler, of
2_Be mada by an epproved devica deslgned fer
the specific purpose.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
§8=E J
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Exit access Is amanged so that exits are readlly
accessible at ali fmes In accordanca with sectlon
74. 1821

This STANDARD Is not met as evidenced by:
Based on observation and Interview, it was
datermined the faclty falled 1o ensure delayed
egress doors and exdls were maintained In
accordance with NFPA standards. The deficlency
ned the potential to affect two (2) of three (3)
armoka compartments, residents, staff and

visitors. The faciity is certifled for thirty {30} beds
with 3 cansus of fiReen (15) on the day ofthe
survey, ‘The faclity falled to maintaln signage for
doors equipped with delayed egress jocks.

The findings Include:

Obsarvatlon, on 07/02/43 at 9:00 AM, with the
Safety and Security Manager revealed the cross
corridor doore to §C and 8B by the elavators wene
equipped with delayed egress lacks; however, the
doors were not equlpped with proper signage
tndicating the doors weuld open in fiteen (15}
seconds.

Intarview, on 07/02/43 at 8:00 AM, with the Safety
and Secudty Manager revealed he was not aware
ihe delayed epgress signage had besn ovarlooked.

Reference:

NFPA 107 (2000 aditien)

K038 Cross corridor doors 9C and
9B were eguipped with delayed
egress locks...without proper
signage...within 15 seconds.

Completion Date 081413

1. Date Corrected: 7/2/2013

2. Specific measures 10 correct
the violation: Temporary
signage, with proper
verbiage, was placed at each
cited locaticn, on 7/2/2013
by the construction
contractors that read,
#pJSH UNTIL ALARM
SOUNDS DOOR CAN BE
OPENED IN 15 SECONDS”.

3. Specific measures to ensure
violation will not recur:
permanent signage has been
ordered and will be
permanently
mounted/secured to the
delayed egress doors, by
8/5/2013.
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7.24.6.1 Delayed-Egress Locke. Approved,
listed, delayed egress

jocks shall be permitted to @ installed on doors
gerving

low and ordinary hazard contants in buildings
protected .

throughout by an approved, supervised zutomatic
fire detection

system in accordance with Section 9.6, or an
appreved,

supervised automatlc sprinkier system in
accondance with Secllen

9.7, and wherne pernmitted In Chapters 12 through
42, provided

that the foliowing criteria are met.

{a) The doors shall unfock upan actuatlon of an
approved, supervised automatlc sprinklor system
in accorndanca .

with Sectlon 8.7 of upod the acluation of any heat
detetor or activation of not more than wo smoke
detectors

of an approvad, supervised automatlc fire

| detection system In

accordance with Seclion 5.8

(b) The docrs shall unlock upon loss of power
controffing
{he lock or locking mechanism

(€) An Imeversible procass shall release the lock
within 15 -

seconds upon application of a force to the release
devica

required In 7.2.1.5.4 that shall not be required to
exceed 15 [bf

{67 N} nor be required to be continuausty applied

Safety Rounds will be
conducted as part of routine
maintenance mechanics job
responsibilities/dutles. Any
identified issues noted on
facility rounds will be
reported to maintenance
manager/supervisor. One
component of these safety
rounds will include
verification that all required
signage remains intact for
doors equipped with
delayed egress.
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for more

\han 3 seconds. The initiaticn of the raleass
pracess shall acllvate

an audible signal In the vicinity of the door. Once

the

door lack has been relaased by the application of
force to the

releazing device, relocking shall be by manual
means nly.

Exceplion: Where approved by the authority
having Jurisdiction, a delay

not exceeding 30 seconds shall ba pormitted.

{d} *On tho door adjacent to the release davice,
thare

shall be & readily vislble, durable sign in letters
notlass than 4 in. (2.5 cm) high and not less then
1/81n. {03 cm) In shoke width on a contrasting
background that reads as follows:

PUSH UNTILALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

7.10.8.1* No ExiL. Any door, passage. or stalrway
that is neither an exit nor a way of exit access
and that is loeated or arranged so that it is likely
1o ba mistaken fer an exit shali be {dentified by a
sign that roads os follows:

NO

EXiT

Such sign shall have the werd NOQ in letiers 21in.
(5 cm) high with e strake width of 318 in. (1 cm)
and the waord EXIT In letters 1 In, (2.5 tm) high,
with the word EXIT below the word NO.

7.5.9.2* Exlt access and exlt doors shall be
designed and
arranged to be clearly recognlzable, Hangings or

£ ORM CME-2607[02-60) Provious Vardons Obsalela Evers 10:LA0121 Faclity 107 100735 \f confinuaton sheet Page 6 of8
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draperies

shall not be placed over axit doors er located to

conceal or

obacure any exit. Mirrors shail not be placed on

oxit doors.

Mirrors shall net ba placed inof adjacant to any
exltin such 8

mannar as to confuse the direction of exil.
Excaption: Curlaing shalt be permitted acroas
means of agress openings

in tent walls if the following criteria are mat:

{a} They are distinclly marked in conirast to the
tent wall g0 85 to

ba racognizeble o3 means of egress.

(o) They ara installed ocrcss an opening thet is at
laast 8 f (1.8 m)

In width.

(c) They are hung from slida rings or equiveient
hardware 80 a5 to

be readily moved to the side to create an
unobatructed opening in the

tent wall of the minimum widgth required for doar
openings-

Referance: NFPA 101 (2000 edition}

7.1.40.1* Means of egress shall be continuousty
malptained

freo of all pbstructions or impedimants to full
Instant use in

the case of fire ar other emergancy.

7.5.1.4 Exits sheli be located and axlt access
shall be aranged

30 that exits are readily aceessible at all times.
7.7.4* Exts shall tarninate diraclly at a public
way or atan

exterior exit discharge. Yards, courts, open

FORMA CHS 2867(02-00) Previus Verdlona Obaolate Even! ID;L69121 Fesllity ID: 100738 1t cantinaation sheat Page 7 of 8




PRINTED: 07/18/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & VEDICAID SERVICES M8 NO, 0938-0391
GTATEMENT OF DEFICIENGIES (X4} PROVIDER/SUPPLIERICUA (X2 MULTIPLE CONSTRUCTION (3] DATE SURVEY
AND PLAN OF CORRECTION \DENTIFCATION NUMBER: A BUALOING 02 - THE TRANSITIONAL CARE CENTER COMPLETED
OF OWENSBORO
185398 BWNG 0710212013
NAME OF PROVIDER OR SUPPLER STREET ADDRESS. GITY, STATE, ZIP CODE
1201 PLEASANT VALLEY ROAD
THE TRANSITIONAL CARE CENTER OF OWENSBORO 1 A
OWENSBORO, KY 42303
431D SUMMARY STATEMENY OF BEFICIENCIES o PROVIDER'S PLAK OF CORRECTION [
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
MG REGULATORY OR LSC IDENTIFYING JNFORMATIONy ™ COSS-REFERGNGED TO THE APPROPRIATE Dare
DEFIGIENGY)
K 038 | Conlinued From page 7 ¥ 038

spaces, or other

portions of the exit discharge shalt ba cf required
width and .

size to provide all cccupants with a safe accass
1o a publlc way.

Exgeption No. 1: This requirement shall not apply
1o nterior exit discharge

as otherwise provided in 712

Exception No. 2: Thia requirament shall not apply
to rooftop axlt discharge

as otherwlse provided In 7.7.6.

Excoption No. 3: Moana of egress shail be
permitted 1o terminate In an

axterior area of refuge as provided In Chepters 22
and 23,
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