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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 15} 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG DATE
K000 | INITIAL COMMENTS K 000
CFR: 42 CFR 483,70(a)
Submission of this plan of correction is not a
BUILDING: 01. legal admission that a deficiency exists or
that this statement of deficiency was
PLAN APPROVAL: 1962. correctly cited, and is also not to be construed
as an admission of interest against the
SURVEY UNDER: 2000 Existing. facility, the Administrator or any employees,
ageits, or other individuals who draft or may
FACILITY TYPE: SNF/NF. be discussed in this response and plan of
correction, In addition, preparation of this
TYPE OF STRUCTURE: One (1) story, Type lll plan of correction does not constitute an
(200): admission or agreement of any kind by the
SMOKE COMPARTMENTS: Four (4) smoke Bicility of the tr“tfh ot s hits ageg‘;}d orsee
EODEECTS. the cp_rrectness ofany legation y! e
survey agency. Accordingly, the facility has
FIRE ALARM: Compiete fire alarm system pg’epar(id and.submitted this p_lian of
installed in 1962, with 21 smoke detectors and no correction prior to the resolution of any
heaf detectors. appeal which may be filed solely because of
the requirements under state and federal law
SPRINKLER SYSTEM: Complete automatic dry that mandate submission of a plan of
sprinkler system installed in 1962 and upgraded correction within (10) days of the survey as a
in 2010. condition to participate in Title18, and Title
.19 prograws. The submission of the plan of
GENERATOR: Type |l generator installed in 2011, correction within this timeframe should in no
Fuel source is Natural Gas. way be construed or considered as an
agreement with the allegations of
An Abbreviated Life Safety Code Survey noncompliance or admissions by the facility.
investigating #KY 21330 was initiated on 02/18/14 This plan of correction constitutes a written
with a Standard Life Safety Code Survey. Both allegation of submission of substantial
surveys were concluded on 02/20/14. .Bowlmg compliance with Federal Medicare
Green Nur_smg anr_.l Rehab wals found in Requirements.
nan-comptiance with the requirements for
participation in Medicare and Medicaid. The
complaint was found to be substantiated with
deficiencies cited. The facility is certified for
sixty-six (66) beds with a census of fifty-seven
LABORATORY DIRECTOR'S OR PRQYIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIMLE {6) DATE
T St T AL febnititin )

Any deficiensy statement ending with an asterisk (*) denolesaé’deﬁclemy which the Instituticn may be excused from correcling providing it is delermined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except 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. Fer nursing homes, the above findings and plans of cocreclion are disclosable 14
days following the date these documents are made avallable to the facility, If deficlencies are cited, an approved plan of correction Is requisite to continued
program participation.
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K 000 Continired From page 1 . K 0G0|-
{57} on the day of the survey.
The findings that follow demoenstrate
noncompliance with Title 42, Code of Faderal
Reguiations, 483.70{a) et seq. {Life Safety from
'] Fire).
Deficlendies were tited with the highest - i
deficiency identified at a Scope and Severity of
an llFl"
Repeat Deficiencies: The following are repeat
deficiencies from the standard survey ‘conductet -
on 08/12/13:
K-25, 29, 38, 47, 62, 66, 69, 72, 73, and 147, )
r; ;)1: NFPA 101 LIFE SAFETY CODE STANDARD : _kois i{ (g 8 3}3! [‘[
= A o . Doors
Doors profecting corridar openings in other than have b for rooms #1 » 7,28 and #4
redjuired eniclosures of vertical openings, exits, or - ave peen ordered through as one
hazardolis areas are substantial doors, such as hour fire-rated doors to resist the
those construsted of 1% inch solid-banded core . passage of smoke. Doors wil be
wood, or capable of resisting fire for at least 20 installed b
_ > 03 18 vor mstailed by on 3/28/14
minutes. - Doors in-sprinkiered buildings are only 2. A i )
required fo resist the passage of smoke. There is - An audit of all doors to resist the
no impec‘iiment‘ te the closing gf the doors. Eljooirs passage of smoke was conducted
are provided with a means suitable _for Keeping® - thIOUghout the faCﬂity comple ted on
the door closed. Dutch doors meeting 18.3.6.3.6 3/14/14 .
. to validate NFPA standards
are permitied.  19.3.6.3 The r . .
e result of all doors on indicated
Roller Iatches are pr_qr?ibited by CMS regulations the rOO%nS that have been ordered.
in all health care facilities. 3. Regional Facilities Director wil}
' ' educe‘xte’: Maintenance Director and
Administrator to enforce NFPA
standards by 3/28/14

Event ID: QSXUZ1 Faclity 10; 100409 I continuation sheet Page 2 of 54
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- . , . ¢ 4. The Maintenance Director or
K 018 | Continued From page 2 K Oiﬁi Adminustrator will audit 5 doors
) monthly for three months and report
any deficiency findings to the Quality

- Assurance Conmumnittee monthly for

This STANDARD is not met as evidenced by: ihree months until the matter is
Based an cbservation and interview, it was considered in compliance. The
determined the facility failed to ensure doors : Quality Assurance Committee will

proleciing corridor openings were constructed to

resist the passage of smoke in accordance with consist of at 2 minimum the Director

NFPA standards. The deficiency had the ‘ ~ of Nursing, Administrator, Assistant
potential to affect three (3) of four (4) smoke _ Director of Nursing, Dietary
compartments, eight (8) residents, staff and ) 'Ma'nager Maintenance Director

visitors. The facility is certified for slxty-six (66)
beds with a census of fifty-seven (57) on the day
of the survey, ' ‘

Social Services Director, and Activity
Director with the Medical Director at

least quarterly.
The findings include:

Observation, or 02/19/14 between 8:30 AM and
4:00 PM, with the Maintenance Director from a
sister facility revealed the corridor doors o Fooms
#7 and #28 had a gap greater than one half
{#2}inch from the deor stop and would not resist
the passage of smoke. Further observation
revealed the comidar doors to roeoms #1 and #4
would not fatch when tested,

Interview, on 02/19/14 between 8:30 AM and 4:00
PM, with the Maintenance Director from a sister
faciiity revealed he was not aware the deors
identiified had too large of a gap or would not fatch
to resist the passage of smoke.

interview, on 02/20/14 at 1,30 PM, with the
Administrator revealed the facility did nothave a
policy for doar gaps or doors laiching, Further
interview revealed he was aware of the
requirements for doors in the corridor; however,

he was not aware the doors identified had too .
Event ID: QSXU21 Facilily 1D: 160109 f coptinuation shest Page 3 ef 5%
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K 018 | Continued From page 3 K018

large of a gap or would not laich to resist the
passage of smoke.

Referenca: NFPA 101 (2000 edition)

19.3.6.3.1* Doors protecting corridor openings in
other than required enclosures of verticat
openings, exits, or hazardous areas shall be
substantial deors, such as those constructed of
13/4-in, {4.4-cm) thick, solid-bonded core weod
or of construclion that resists fire for not less than
20 minutes and shall be-construcied to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doars and Fire Windows, shall
not be required, Clearance between the hoftom
of the door and the floor covering not exceeding
1 in. {2.5 cm) shall be permitted for corridor
doors.
Exception No. 1: Doors to toilet rooms, |
bathrooms, shower rooms, sink closets, and
sirpilar
auxiliary spaces that do not contain lammmable or
compustibie materials. ’
Exception No. 2: In smoke compartments
protected throughaut by an approved, supervised
automatic sprinkler system in accerdance with
' 19.3.5.2, the door construction requirements of
19.3.6.3.1 shatl not be mandatory, but the doors
shall be constructed to resist the passage of
smoke, . .
18.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that is
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping
 the door fully closed if a force of 5 Ibf (22 N} is |
applied at the fatch edge of the door, Roller
latches shall be prohibited on carridor doors in
buildings not fully protected by an approved

FORM CMS-2857(02-99) Pravious Versions Qbsoleta Event (D: QSXU21 Facifiy 10 100409 If conlinuation sheet Paga 4 of 81
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K 018 ; Gontinued From page 4 K018
automatic sprinkler system in accordance with 3}‘3!}[ ?’
NFPA standards. 1. The smoke barrier above room _
k K 025! NFPA 101 LIFE SAF EW CODE STANDARD K025 #11 has been extended to the roof

$8=F

Smoke barders are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke bariers may
terminate at an alriuvm wall, Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separale compartments are provided on each
floor. Dampers are not required in duct
penstrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems,

118.3.,7.3, 18.3.7.5, 19.1.6.3, 19.1.56.4

This STANDARD is not met as evidenced by:
Based on observations and interview, it was

1 determined the facility failed to maintain smoke

barriers that would resist the passage of smidke
between smoke comgartments in accordance
with NFPA standards. The deficiency had the
potential to affect four (4} af four (4) smoke
compartmants, sixty-six {86) residents, staff and
visitors. The facility is certified for sixty-six (66}
beds with a cansus of fifty-seven (57) on the day
of the survey.

The findings include;

Observations, on 02/19/14 between 8:30 AM and
4:00 PM, with the Maintenance Director from a
sister facility revealed the smoke barrier
extending above the ceiling located in the A-Hall
by room #11 did not extend to the roof sheathing.

sheathing. The work was completed
on 3/14/14

On B-Hall by room #35, the smoke
partitions will be scaled with
approved sealant by 3/28/14.

2. The attic was audit for any
deficiencies and none was found on
3/14/14. The attic is up to NFPA
standards.

3. Al future work in the attic by the
Maintenance Dircctor or outside
contractor will be required to seal all
penetrations to the smoke barrier
immediately following the
penetrations with the appropriate
rated sealant. The Regional Facilities
Director will educate Maintenance
Director on proper sealant for smoke
barriers according to NFPA standards
by 3/28/14

4. Audits will be conducted monthly
or when constraction is taken place.
The Director of Maintenance or
Administrator will report any
deficiency findings to the Quality
Assurance Committee monthly for
three months for follow-up and

FORM CMS-2567(02-68] Pravicus Verslons Cbsdlete
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Assurance Committee will consist of

. K025 | Gontinued From page 5 K025 LS
The wall was not sealed to the roof sheathing and at a minimuin the Director of
could not resist the passage of smoke. Further Nursing, Administrator, Assistant
observation revealed the smoke partition focated Diretctor of Nursing, Dietary
in the B-Hall by roam #35 had drywall mud aver . ’ g
Manager, Maintenance Director,

quick foam in a concrete block wall. Sealant 7 \ ) :
i-ngst he raled or equa[ ta the wall ’ SOClai SSI'V_ICES D]Iector, aﬁd AC{iVity

- . - , Director with the Medical Director at
Interview, an 02/19/14 batween 8:30 AM and 4:00 least quarterly. : -
PM, with the Maintenance Direclor revealed he .
was not aware of the penetrations or the unrated

sealant. -

Interview, on 02/20/14 at 1:30 PM, with the
Administrator revealed the facllity did not have a
policy for smoke barriers. Further interview
revealed he was aware of the requirements for
smoke barrders; however, he was not aware of
the penetraiions or the unrated sealant.

Reference: NFPA 101 {2000 Edition).

8.3 SMOKE BARRIERS

8.3.1* General,

Whers tequired by Chapters 12 through 42,
smoke barriers shall be provided fo subdivide
building spaces for the puspose of restricting the
movement of smoke,

8.3.2* Continuity.

Smoke barriers required by this Code shall be
continuous from an outside wall 1o an outside
wall, from a floor (o a floar, or from & smoke )
barrier to 2 smoke barrier or a combination . .
thereof. Such barriers shall be continuous -
through aft coneealed spaces, such as those
found above a ceiling, including interstitial
spaces.

Exceptio A smoke barrier required for an
accupied space below an interstitial space shall
Event I Q8XU21

: ity 3 100408 1 continuation sheet P
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'K 025 | Confinued From page 6 K025

not be required to extend through the interstifial
space, provided that the construction assembly
forming the botiorn of the interstitiat space
provides resistance 1o the passage of smoke
equat fo that provided by the smoke barrier. .

Reference: NFPA 101 (2000 edition)
19.37.3 . C _
An'y required smoke barrier shall be constructed
in accordance with Section 8.3 and shalihave a
fire resistance rating of rot less than 172 hour,

-| Exception No. 1 Where an atdum s used,
smoke barriers shali be permitted to terminale af
an atrlurn wall constructed in accordance with
Exception No. 2 to 8.2.5.8(1}. Not less than two
separate smoke comparments shall be provided
on each floor. .
Exception No. 2*: Dampers shail not be required
in duct penefrations of smoke barriers ir fully
ducled heating, veatilating, and air condliioning
systems where an approved, supervised
automatic sprinkler system in accorgance with
19.3.5.3 has been provided for smoxe
compariments adjacent to the smoke barier.

B.3.8.1 Pipes, conduiis, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar .,
building service equipment that pass through

ficors and smoke barriers shall be protected as
foliows: . .
{a) The space between the penetrating itern and
the smoke barrier shall

1. Be filed with 2 malerial capable of maintaining
the smoke resistance of the smioke barrier, 07
2. Be protected by an approvad device designed
for the speclfic purpose, . . )
(b) Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sleeve shall be

solidly set in the smoke barrier, and the space _
EventinQSALZY Faclity t: 100409 If continuation sheet Page 7 of 51
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One hour fire rated construction {with ¥ hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are seif-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the.door are
permitted,  19.3.2.1

This STANDARD is nof met as evidenced by:
Based on chservalion and intenviaw, it was
determined the facility failed to meeli the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potential to affect one (1} of
four {4} smoke compartments, residents, staff
and visitors. The facifity is certified for sixty-six
(65} beds with a census of fifty-seven {57} on the
day of the survey. The facility failed to maintain

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICTIA (£2) MULTIPLE CONSTRUCTION £X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING 01 - MAIN BUILDING 61 COMPLETED
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(X4} D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DERIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHORILD BE COMPLETION
A REGULATORY OR LEC IDENTIFYING IMFORMATION) 86 CROSS-REFERENCED T0 THE APPROPRIATE pATE
DEFEIERSY)
K025 | Goninued From page 7 K025
between the item and the sleeve shalt
1. Be filled with & maierial capable of maintaining
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpose.
I {c) Where designs take fransission of vibration.
into consideration, any vibration isolalion shalt
1, Be made on sither side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.
1 029 | NFPA 101 LIFE SAFETY CODE STANDARD K p2s| K 029
55-D : - 1. On 2/19/14 the Administrator

conference room was not propped
open.

2. On 2/19/14 the Administrator
observed that there were no doors
propped open to hazardous arcas.

3. All staff will be educated by
Administrator, DON, ADON or
Maintenance Director on not to prop
doors open with any materials and
keep egress deors clear by 3/28/14.
4. Audit will be conducted by .
Maintenance Director or
Administrater to ensure egress doors
and self closings are not blocked with
any materials once a week for three
months The results of these audits
will be reviewed with the Quality
Assurance Committee monthly for
three months for follow-up and
recommendations, The Quality

noted the hazardous door next to the

FORM C145-2567(02-99) Previcus Versions Obsolats Evenl ID: 0SXU23
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K 029 . Assurance Cominittee will consist of
91 Continued From page 8 K 028 at a minimum the Director of

self-closing doors protecting hazardous areas.
The findings include:

Observation, on 02/18/14 at 11:13 AM, with the
Maintenance Director from a sister facility
revealed the door to a hazardous reom josated
‘next to the Conference Room had a self-closing

| device instalied to keep the door closed;
however, the door was heid open with a book-end
and a paint can leaving the room open to the
agress comidor.

Interview, on 02/18/14 at 11:13 AM, with the
Maintenance Director revealed contractors
working on the building had held the door open
and they were not aware of the requirements for
protection from hazards.

Interview, on 02/20/14 at 1:30 PM, with the
‘Administrator revealed he was not aware the door
had been hels open. Further interview reveated

-| he was not aware of a policy for ssif-ciosing
doors on hazardous rooms.

Reference;
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous afeas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shalt be provided
with an autemalic extinguishing system in
-accordance with 8.4.1. The automatic
extinguishing shall be psrmitted to be in
accordance with 18.3.5.4. Where the sprinkler
option Is used, the areas shall be separated

Nursing, Administrator, Assistant
Director of Nursing, Dietary
Manager, Maintenance Director,
Social Services Director, and Activity
Director with the Medical Director at
least quarterly. |
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from other spaces by smoke-Tesisting partitions
and doots, The deors shall be self-closing or
automatic-closing. Hazardous areas shail
include, but shail not be restricted {o, the
following:
{1) Boiler and fuel-fired heater rooms
{2} Centralbulk laundries larger thah 100 fi2
{8.3m2)
{3) Paint shops
(4) Repair shops
(5) Soiled linen rooms’
{8) Trash collection rooms .
{7) Rooms or spaces larger than 50 ft2 (46 m2)
including repair shops, used for storage of
combustible supplies
and equipment in quaniities deemed hazardous
by the authorily having jurisdiction
{8) Laboratories employing ftammable or
combustible materals in quantilies less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied ’
protective plates extending not more than
48 in. (122 cm) above the boliom of the door.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 K 038
S=F . ' . ' ) S 1. New locks tha ailow proper
Xit access is arranged so that exits are reacily .
: . : e
accessible at all times in accordance with section deiayefd Bgrf:ss and r_cieased when i
7.1, 19.2.1 alarm is activated will be complete by
| 3/28/14. On 3/17/14 the three 3 ) 2 }l‘/
identified exit doors had signage :
’ ' placed that was at least one inch fall.
2. The Maintenance Director was
sducated by the administrator on or
by 3/14/14 regarding ensuring
delayed egress doors and exits were
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This STANDARD is nol met as evidenced by:
Based on gbservation and interview, it was
determined the fadility failed to ensure delayad
egress doors and exits were maintained in
acéordanca with NFPA standards. The deficiency
hat! the potential to affect four {4) of four (4)
smoke compartments, sixty-six (68) residents,
staff and visitors. The facility Is certified for
sixty-six {66) beds with a census ¢f fifty-saven
(57) on the day of the survey, The facmty fafled o
ensure doors with delayed egress locks were
operational and had preper signage.

The findings include:;

Observation, on 02/19/14 between 8:30 AM and
4:00 PM, with the Maintenance Director froma
sister fadility revealed the exil deor located in the
B-Hall was equippzd with a delayed egress lock
that failed to release when tested. The door
would release with the fire alerm and with the
keypad. Random staff members were asked to
open the door with & 100% success rate;
however, the code was not posted.

Interview, on 02/19/14 between 8:30 AM and 4:00
PM, with the Maintenance Direstor from a sister
facility reveaied he was not aware the delayed
egress door was nat functioning properly.

Observation, on 02118114 between 8:30 AM and
4:00 PM, with the Maintenance Director from a
sister facility revealed the delayed egress signage
on thres (3) of three (3} exit doors did not have
tetters that were ane (1) inch tall.

-Interview, on 02/20/14 at 1,30 PM, with the
Administrator revealed the facility did not have 2.
policy for delayed egress doors. Further interview

K 038 standards.

maintained in accordance with NFPA

3. Starting the week of 3/17/14, the
Maintenance Director or
Administrator will complete audits
weekly for § weeks an then monthly
for two months to ensure proper
release of doors in the facility. The
Maintenance Director will be
educated by the Administrator by
3/28/14 regarding ensuring detayed
egress doors and exits were

maintained in accordance with NFPA
‘standards.
4. The Maintenance Director or -

- Administrator will complete audits
weekly for 8 weeks and then monthly
for two months to ensure proper
release of doors in the facility. The
Maintenance Director or
Administrator will monitor for all
deficiency findings to the Quality
Assurance Comupittee monthly for

-three months for follow-up and
recomunendations. The Quality
Assurance Committee will consist of
at a minimum the Director of
Nursing, Administrator, Assistan{
Director of Nursing, Dietary

" Manager, Maintenance Director,
Social Services Director, and Activity
Director with the Medical Director at
Jeast quarterly
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revealed the delayed egress doors were checked
weekly; however, he was not aware the delayed
egress door was nof functioning properly.

Reference:
NFPA 101 (2000 edition)

7.2.1.6.1 Delayad-Egress Locks. Approved,
listed, defayed egress

locks shall be permitted to be installed on doors
serving

low and ordinary hazard contents in buildings
protected

throughout by an approved, supervised automatic
fire detection

system in accordance with Section 9.6, or an
approved,

supervised automatic sprinkler system in
acecordance with Section

9.7, and where pemmitted in Chapters 12 through
42, providsd

that the fallowing eriteria are met.”

{a) The doors shall uniock upen actuation of an
approved, supervised automatic sprinkler system
in accordance

with Section 9.7 er upon the ac(uatlon of any heat
detector or activation of not more than two smoke
detectors

of an approved, super\nsed automatic fire
defection system in

accordance with Section 9.6 -

{b) The doors shall unlock upon foss of powe{
-centroliing
the lock or locking mechanism.

(¢} An frreversible process shall refease the lock .
Event 1D: OSXU21 Facifity 1D 100408 . tf conlinuation sheel Page 12 of 51
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- | viithin 15
seconds upon appllcahon of & force to the release
devics -

required in 7.2.1.5.4 that shalf not be required to
exceed 15 {bf

{67 N) nor be requzred to be conlinuously apphed
for more .
than 3 seconds, The initiation of the release
process shall actwate

an audible signal i in the v.cmlzy Gf the door. Once
1 the

door lock has been released by the application of
| force to the

releasing device, relocking shall be by manual
means ony.

Exception: Where approved by the authonty
having jurisdiction, a defay

nat exceeding 30 seconds shall be perrnitted.

(d} *On the door adjacent to the release dewce
there

shall e & readlly visible, durable sign ;n iatters.
not less than 1 in. {2.5 cm) high and not less than
1/8 in. {0.3 cm) in stroke width on a contrasting
background that reads as follows:

PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

7.10.8.1* No Exit. Any door, passage, of stainvay
that is neither an exil nor a way of exit access
and that is located or arranged so that it is likely f
{0 be mistaken for an exit shall be identified by & .

sign that reads as follows:

NO

EXIT

Such sign shall have the word NO in lstters 21in.
{5 crm) high with a siroke width of 3/8 in, {1 cm)
and the word EXIT in latters 1 in. (2.5 cm) high,
with the word EXIT betow the word NO.

It continuatien sheet Page 13 of 31
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7.5.2.2" Exit access and exit doors shall be
designed and .

arranged to be clearly recognizable. Hangings or
draperies '
shall not be placed aver exnt doors or located o
conceal or

obscoure any exit. Mirrors shall not be piaced on
exit doors, )

Mirrors shali not be placed in or adjacént to any
exit In such a '

manner as to confuse the direction of exit.
Exception: Curtalns shall be permitted across
means of egress openings

in tent walls if the following criteria are met:

{(a) They are distinclly marked in conirast to the
tentwall so as to

be recognizable as means of egress.

{b} They are installed across an openingthat s at -
least 6 ft{1.8m) .

i width.

{c) They are-hung from slide rings or equivatent
hardware so as to

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

tent wall of theé minimum width required for door
openings.

Reference: NFPA 101 (2000 edition})

7.1.10.1* Means of egress shall be continucusly
| maintalned ..

free of all obstrugtions or impediments to full
instant use in

the case of fire or other emergency.

7.5.1.1 Exits sHall be located and exit access
shall be arranged :

50 that exits are readily accessible at alf imes.
Event ID: Q5XU21 Faciliy ID: 100409 If centinuation shzet Page 14 of 51
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7.7.1* Exits shall terminate directly at a public
way or at an
axtarior exit discharge. Yards, courts, open K046
spaces, or other e -
portions of the exit discharge shail be of reguired L. The facility will install new up to date

emérgency lighting throughout by 3/28/14.
2. An audit on 3/14/14 of all emergency
Hghting was conducted to ensure compliance
with NFPA. standards. No concemns were

width and

size to provide all occupants with a safe access
to a public way.

Exception No. 1: This requisement shalt not apply

to interior exit discharge identified.
as otherwise provided in 7.7.2. 3. The Maintenance Director or
Exception No. 2: This requirement shall not apptly Administrator will test the emergency
1o rooftop exit discharge lighting for & minimum duration of (30)
as otherwise provided in 7.7.6. thirty seconds monthly and 11/2 hour
Exception No. 3: Means of egress shall be annually. This will be in accordance with the
permitted lo terminate in an facility TELS program with battery back-up 7
exterior area of refuge as provided in Chaptlers 22 located at the transfer switch and the J/Zwy
and 23. generator:

Education of the Maintenance Divector by
Reference: CMS S&C letter 5-38 the Administrator to audit proper emergency
7.3.2* Measurement of Means of Egress. lighting by 3/28/14.
The width of means of egress shalt be measured 4. The Maintenance Director or
in the ¢lear at the narrqwest point of the exit Administrator will audit to ensure
component under consideration, compliance of emergency lighting on a

Exception: Projections not more than 31/2 in.

(8.9 cm) on each side shall be permitted at 38 in. monthly basis for three months. The

Maintenance Directoy or Administrator will

(96 cm) and below. itor for defici findi p t
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046 Donttorfor deliciency HnAings and repor
SS<F findings to the Quality Assurance
h Commitiee monthly for three months for

Emergency lighting of at ieast 1% hour duration is

provided in accordence with 7.9, 19.2.9.1. follow-up and recommendations. The

Quality Assurance Committee will consist of
Nursing, Administrator, ADON, DON,
Dietary Director, Maintenance Dirvector,

This STANDARD is not met as evidenced by: Sogial Services Dircetor, and Activities :
Based on interview and battery light testing Director with the Medical Director at least |
record review, it was determined the facility failed Quarterly. j

to provide emergency lighting in accordance with i
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NFPA standards.  The deficiency had the
potential to affect four (4) of four (4) smoke
compartments, sixty-six (86) residents, staff and
visitors. The facility is certified for sixty-six {66)
beds with a census of fifty-seven (57} on the day
of the survey. The facility failed to ensure they
conducted monthly and annual emergency
battery light testing for the mininum duration
requirement of Emergency lighting for at least
thirty (30} seconds monthly and 1-1/2 hour
annuaily,

The findings include:

Emergency battery light testing record review, on
0220114 at 9:00 AM with the Administrator
revealed the facility failed 1o test the emergency
lights, with battery backup, located at the transfer
switch and the generator for thirty {30} seconds
maonthly or 1-1/2 hours annually,

Interview, on 02/20/14 at 8:00 AM, with the
Administrator revealed he was nof aware the
lighting had to be tested for thirty (30} seconds
monthiy or 1-1/2 hours annually. Further
Interview revealed the facility did not have a policy
for the testing of battery lights; however it was
listed in the TELS program for monthly checks.

Reference: NFPA 101 {2000 edition}

7.9.2.1* Emergency illumination shall be provided
for not less than 1142 hours in the event of failure
of normal lighting. Emergency lighting facifities
shall be arranged to provide initial iHlumination
that is not less than an average of 1 ft-candie (10
{ux) and, at any point, not less than 0.1 fi-candle
{1 lux), measured along the path ef egress at

FORM CMS-2567{82-59) Pravious Versions Gbsolole Event ID: 155121 Faciiily ID: 100409 if continuation steet Page 16 of 51
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floor level. liumination levels shail be permitted to
decline o notless than an average of 0.6
fi-candle (6 lux) and, at any point, not less than
0.06 ft-candle (0.6

1ux} at the end of the 1142 hours. A
naximum-to-minimum flumination uniformity
ratio of 40 to 1 shall not be exceeded. ‘

7.9.3 Periodic Testing of Emergency Lightirig
Equipment. A funcﬁoha_l test shall be conducted
on every required emergency lighting system at
30-day intervals for not less than 30 seconds. An
annual test shall be conducied on avery required
battery-powered emergency lighting syslem for
not fess than ‘

$1/2 hours. Fquipment shall be fully operaticnal
for the duration of the test. Wiitten records of
visual inspections and tests shail be kept by the
owner for inspection by the authority having
jurisdiction. :
Exception: Self-testing/self-diagnostic,
battery-operated emergency lighting 2quipment
that automatically performs a test for notless
than 30 seconds and diagnostic routing not tess . .
than once every 30 days and indicates faiiures by
a status indicator shall be exempt from the
30-day functional test, provided that a visual

Inspection is performed at 30-day intervals. : : . K 047
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K047 L . . .
55=0 ; K 1. Exit signs and directional signs
Exit and directional signs are displayed in were instalied in the kitchen on
jacco.rdaljoe with section 7.10 with continu?ljls . 2124114 Non -Exit signs will be
: 2';;’?;;3“{’“?39‘20 f;:"e‘j by the ertergency fighting installed at the front door to be %]3 }/ /"/
' R completed on 03/28/2014.

2. The Maintenance Director or
Administrator will inspect all exits in
 the building for proper signage by

Facity i 100409 If continuation sheet Page 17 of 51
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3/28/14 any identified concerns will
K 047 | Continuad From page 17 K 047 be corrected b}’ 03/2%/14.
This STANDARD is not met as evidenced by: ) 3. Fducation of the Maintenance

Based on ¢hservation and interview, it was . . . .
determined the facility failed to ensure exit signs Dircetor by the Administrator to audit

were maintained in accordance with NFPA _ : proper Exit and Non-exit signs by
1 standards. The deficlency had the potentiat to 3/28/14.
affect one (1) of four {4) smoke compartments, . 4. The Maintenance Director or

and Kitchen Staff. The facility is certified for
sixty-six {66} beds with a census of fifty-seven
(57) on the day of the survey. - ’ )

Administrator will inspect monthly = -
for three months-all exit doors for

, A _ proper signs and ensure signs are

The findings Include: ' | maintained. The Maintenance

| Obsetvation, on 02/18/13 at 1:40 PM, with the Director or Administrator will present

Maintenance Director from a sister facility. . audit findings to the Quality
revealed the front door did not have signage to a Assurance Commiitee m onthly for
indicate if it was an Exit or No Exit. Review of the three months for fOUOWﬁlp and

Plarn of Correction from the previous survey i ) \ o R
revealed the front door had been removed from recommendations. The Quality

the egress path in ihe event of an emergency. Assurance Committee will consist of-
Lo ~ ata minimum the Director of

Nursing, Administrator, Assistant

Director of Nursing, Dietary -

_ Mandger, Maintenance Director,

Observation, on 02/19/13 at 10:20 AM, with the Social Services Director, and Activity

i i kitchen did not . . . i
Maintenance D.rre:':tor revealed the kitchen di Director with the Medical Director af
have propes exit signage to make the path of ¢

: least quarterly

egress clearly recognizable,

interview, on 02/18/13 at 1:40 PM, with the
Maintenance Direct_dr revealed he was nof aware
the front door did not have the preper signage.

Interview, on 02/19/13 at 10:20 AM, with the
Maintenance Director revealed he was not aware
the kitchen did not have proper exil sigriage.

Interview, on 02/20/13 at 1:30 PM, with the
Administrator revealed the fadility did nothave a
policy for exit signage. Further interview revealed
he was net aware the kitchen ar the front door did
not have proper exit signage.
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Reference: NFPA 101 {20C0 edifion)

19.2.10 Marking of Means of Egress.

19.2,101

Means of egress shafl have sighs in accordance
with Seclion 7.10, : ‘
Exception; Where the path of egress travel is
obvious, signs shall rio! be-required in one-story
buildings with an accupant foad of fewer than 30
persons. '

7.10 MARKING OF MEANS OF EGRESS

7.10.1 General. i

7.10.1.1 Wheare Required.

Means of egress shall be marked in accordande
with Section 7.10 where required in Chapters 11
through 42.

7.10.1.2* £xits.

Exits, other than main exterior exit doors ihat
obvicusly and clearly are identifiable as exits,
shalt be marked by an approved sign readily
visibte from any direction of exit accéss.
| 7.40.1.3 Exit Stair Door Taclile Signage.

Tactile signage shali be located at each door into
an exit stair enclosure, and such signage shall
read as follows:

EXIT : : :
Signage shall comply with CABO/ANSE A117.1,
American National Standard for Accessible and
Uszhle Buildings and Facilities, and shall be
installed adjacent to the Jatch side of the door 80
in. {152°cm) above the finished floor to the
centerline of the sign.

Exception; This requirement shalf not apply fo
existing buildings, provided that the cccupancy
classification does not change.

7.10.1.4* Exit Access.

Access to exits shall be marked by approved,
Event ID:Q5XL21 Faditity 10: 100409 If continuaticn sheet Page 19 6f 51
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readily visible signs In all cases where the exit or
way {o reach the exit is not readily apparent fo the
accupants. Sign placement shall be such that no
point in an exit access corridor is in excess of 100
ft {30 m} from the nearest externally iluminated
sign and is not in excess of the marked rating for
internally illuminated signs.

Exception: Signs in exit access coridors in
existing bulldings shall not be required to mest
the placement distance requirements.

7.10.1.5* Fioor Proximity Exit Signs.

Where floor proximity exit slgns are required in
Chapters 11 through 42, signs shalt be placed
near the floor level in addition fo those, signs
required for doors or corridors. These signs shall
be fMluminated in accordance with 7.10.5,
Externally fluminated signs shall be sized in
accordance with 7.10.6.1. The bottom of the sign
shall be not less than 6 in. {16.2 em) but not more
than 8 In. {20.3 cm) above the floor. For exit
dbo'rs, the sign shall be mounted on the door of

.| adjacent to the door with the nearest edge of the
‘sign within 4 in. {10.2 cm) of the doer frame.
7.10.1.8® Floor Proximity Egress Path Marking.
Where floor proximity egress path marking is
required in Chaplers 11 through 42, a lisled and
approved floor proximity egress path marking
systérmn that s internally lluminated shal be
installed within 8 in. {20.3 cm) of the floor. The
system shall provide a visible delineation of the
path of travel along the designated exit access
and shall be essentially continuous, except as
interrupted by doorways, hallways, corridors, or
other such architectural features. The system
shali operate continuously or at any time the
building fire atarm system is activated. The
activation, duration, and continuity of operation of
the system shall be in accordance with 7.9.2.
7.10.1.7 Visibility.
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Every sign required in Section 7.1 shall be
located and of such size, distinclive colar, and
design that it is readlly visitle and shalf provide
contrast with decorations, interior finish, or other
signs, Mo decorations, furnishings, or equipment
that impairs visibility of a sign shalf be permitied.
No brighily Huminated sigh (for ather than exit
purposes}, display, of object in or. near the line of
"] vision of the required exit sign that could detract
attention from the exit sign shall be Derm:tted
7.10.2* Directionat Signs,

A slgn complying with 7.10.3 with a directional
indicator showing the direction of travel shall ba
placed in every location where the direction of
travel to reach the nearest exit is not apparent
7.10.3* Sign Legend. \

Signs required by 7.10.1 and 7.10.2 shali have
the word EXIT or other appropriate wording in
plainly legible letiers,

7.10.4* Power Source.

Where emergency iighting faciliies aré requtred
by the applicable provisions of Chaplers 11
“through 42 for individual occupancies, the signs,
other than approved self-juminous signs, shall be
ilfurninated by the emergancy lighting facilities.
The levei of illumination of the signs shall be in
accordance with 7,10.6.3 cr 7.10.7 for ihe’
required emergency lighting duration as spacified
in 7.9.2.1. However, the level of flumination shalf -
be permitted to decline to B0 percent at the end of
the emergency lighting duration.

7.10.5 Humination of Signs.”
'I 7.10.5.1* General.

Every sign required by 7.10.1.2 or 7.10. 1.4, other
than where operations or processes require low
" lighting levels, shall be suitably illurninated by a
reliable light source. Externally and internally
Hluminated signs shall be legible in both the
normal and emergency lighting mode.

~
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7.10.5.2* Continuous Humination.

Every sign required fo be illuminated by 7.10.6.3
and 7.10.7 shall be continuously illuminated as
required under the provisions of Section 7.8.
Exception*: lliumination for signs shall be

pemnitied to fash on and off upon activation of

the fire alamm system.

7.10.8 Extemaily lliuminated Signs,

7.10.6.1* Size of Signs.

Externally fluminated signs required by 7.10.1

and 7.10.2, other than approved existing signs,
shall have the word EXIT or other approprats
waording in-plainly legible letters not iess_than 6 in.
{15.2 cm) high with the principal strokes of letters
not less than 3/4 in. (1.9 cm) wide, The word

EXIT shall have letiers of a width not less than 2
in. (5 cm), except the tetter |, and the minimum
spacing between letiers shall be not less than 3/8
in. ( cm). Signs larger than the minimum :
established i this paragraph shall have letter
widths, strokes, and spacing in proportion o their
height, ' ’ .
Exception No. 1: This requirement shall not apply:
{o existing signs having the required wording in
plainly legitle ietters not less than 4 in, (10.2 ain}
high. _

Exception No, 2; This requirement shall not apply
to marking required by 7.10.1.3and 7.10.1.5.
7.10.6.2" Size and Location of Directional”
indicator.

The directional indicator shall be lccated ouiside
of the EXIT tegend, not less than 3/8 in. {1 cm)
from any letter. The directional indicator shall be .
of a chevron type, as shown in Figure 7.10.6.2.
The directional indicator shall be identifiable as a
directional indicator at a distance of 40 f{(12.2
m). A directional Indicator larger than the
minimum established in this paragraph shaltbe

proportionately increased in height, width and .
Event 10; QEXUE Fecitity 1t 100409 if continuation sheet Page 22 of 51
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| The face of e photoluminescent sign shall be

Continued From page 22

stroke, The directional indicator shall be located
at the end of the sign for the direction indicated.
Exception: This requirement shailt not apply to
approved existing signs.

Figure 7.10.6.2 Chewron-type indicator.

7.10.6.3* Leve! of Hiumination.

Externally iluminated signs shall be lllurninated
by not less than 5 ft-candles (54 lux) at the
Hluminated surace and shallhave s contrast ratio
of not less than 0.5. '
7.10.7 intemally Bluminated Signs.

7.40,7.1 Listing.

Intemally iluminated signs, other than approved
existing signs, er existing signs having the
required werding in legible letters not less than 4
in. {10.2 cm) high, shall be listed in accordance
with UL 924, Standard for Safety Emergency
Lighting and Power Equipment.

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

7.10.7.2* Photolumingscent Signs.

continually iluminated while the building s
occupied. The illumination fevels on the face of
the photoluminescent sign shall be in accordance
with its fisting. The charging iHurnination shall be a
reliable fight source as determined by the
authority having jurisdiction, The charging light
source shall be of a type specified in the product
markings.

7.40.8 Special Signs.

7.10.8.41* No Exit.

Any door, passage, or staiway that is neither an
exit nor a way of exit access and that is located or
arranged so that it is fikely to be mistaken foran
exit shall be identified by a sign that reads a3

K047

follows: .

Event 10 Q8XU214
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NO

EXiT

Such sign shall have the word NO in letlers 2 in.
(5 cm) high with a stroke width of 3/8 in. {1 cm})
and the word EXIT in letters 1 in: {2.5 cm) high,
with the word EXIT below the word NO.

Exceplion: This requirement shall not apply to
approved existing signs.

7.10.8.2 Elevator Signs.

Elevators that are a pari of a means of egress
{see 7.2.13.1) shall have the following signs, with
minimum letter height of 5/8 in. (1.6 cm), in every -
elevator lobby:

{1} .* Signs that indicate that the elevator can be
used for egress, including any restrictions on use
{2) * Signs that indicate the operaticnal siafus of
elevaters

7.10.9 Testing and Maintenance,

7.10.9.1 Inspection.

Exit signs shall be Vtsuaily mspected for operation
of the illumination sources at intervals not to
exceed 30 days,

7.10.8.2 Testing.

Exit signs connected to or provided with a |
battery-operated emergency illumination source,
where required in 7.10.4, shall betested and
rmalntained in accordance with 7.9.3.

7.10.1.2* Exits. Exits, other than main exterior
exit doors

that obviously and cleariy are |denttf abile as exils,
shalt be

marked by an approved sign raadt{y visibie from
any direction

of exit access.

Reference: NFPA 96 (1998 edition)

7-5.1 A readily accessible means for manual . .
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activation shall be lozated between 42 in. and 60
in. (1087 mm and 1524 mr) above the fioar,
located in a path of exit or egrass, and clearly
identify the hazard protecied. The automatic and
manual means of system activation external to
the control head or " réleasing device shail be
separate and independent of each other 50 that -
failure of one will not impair the nperahon of the
-other.
Exception Mo. 1: The manual tneans of system
1 activation shall be permitted to be common with
ine autormatic means if the manyal activation
"| device Is located between the control head or
raleasing device and the first fusible link.
Exceptian Ne. 2; An automatic sprinkler system.
K 050.] NFPA 101 LIFE SAFETY CODE STANDARD Kose| K 050
SS8=F : 1 ~ :
Fire drills are held at unexpected times undear i dT].]e.l\t’I‘alnt&nE?ﬁu‘?‘Dj._r&:{:lor or
varying conditions, at least quarterly on each shift. ministrator will schedule and
The staff is famitiar with procedures and is aware document fire drills at unexpected [
that drills are part of established routine. N random times and 2 hours. apart from 7 /3}/,-’
Responsihility for planning and conducting drills is _ prewous quarter drills this sche dule -

assigned anly to compelent persons who are
qualified to exercise leadership. Where drills are
conducted between @ PM and 6 AM a coded |
arnouncerment may be used inglead of audible
atarms.  18.7.1.2

This STANDARD is not met as evidenced by:
Based on interview and fire dril recard review, it
was determined the facility failed to ensure fire
drills werse conducted quarlerly on each shift at
unexpected times, in accordance with NFPA
standards, The deficiency had the potential to
affect four {4} of four (4) smoke compartments,

-t was reviewed by the Admtmstratox
on 03/14/14
2. The Maintenance Director or
Administrator will schedule and
document fire drills at unexpected
random times and 2 hours apart from
previous quarter drills this schedule
was reviewed by the Administrator
on (03/14/14 _
3. The Administrator will educate
maintenance director on fire drills to

- be schedule randormnly including .

weekends by 3/28/14.
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4. The Maintenance Director or

K050 ; Continued From page 25 K086| Administrator will conduct fire drills
sixty-six {66) residents, staff and visitors. The on each shift and reports witl be
facility is certified for sixly-six (66) bads with a reviewed monthly for three months
census of fifty-seven (57) on the day of ihe .
survey. Thé facility failed to ensure the fire dills : and then quaﬂerly. The Ma“jltenmce
were conducted quarterly on each shift at Director or Administrator will
unexpected times, _ monitor for all deficiency findings to

the Quality Assurance Committee

The findings include: A - .
g5 ncluce monthly for thre¢ months for follow-

Fire Dril record review, on 02/20/14 at 9:00 AM, , up and recommendations. The

with the Administralor revealed the facility faited Quality Assurance Committee will

to conduct quarterly fire drils for each shift at + “consist of at a minimum the Director
random times, The facility has three (3) shifts that : . co .

work Monday-Friday and weekend staff that werk of Nursing, Adm.imstrator, ASSIS.ta nt
three (3) shifts Salurday and Sunday. The ' Director of Nursing, Dietary
Menday-Friday third shift fire drills were not being iE "} Manager, Maintenance Director,
conducted at random fimes. The weakend staff Social Services Directot, and Acﬁvi’ry

(Saturday and Sunday) did not conduct quarierty . o . .
fire driis for all three (3) shifts. Only three (3) fire Director with the Medical Director at
drills were conducted on the weekend between - least quarterly.

08/02/43 and 12/07/13 for the three (3) ‘shifts.

Interview, on 02/20H4 at 1:30 PM, with the
Administrator revedled the facility did not have a
policy to detail when to conduct fire drilis. Further
interview revealed the Maintenance Director was
responsible for conducting the fire drills. Further

.| interview revealed he was aware of the
requirements for fire drills; however, he was not
aware the fire drilis were net being conducted in
accordance with NFPA standards,

Reference: NFPA 101 (2000 edition)

19.7.1.2.

Fire drilis shall be conducted at least quartery on
each shilt and at unexpected times under varied
conditicns on all shifts.
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