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F 000 INITIAL COMMENTS F 000
A recertification survay was conducted on é
12/11/14 through 12/12/14 to delermine the
facility's compliance with Federal requirements. R EC EIVED
“The facility met minimum requirements for
recertification with no deficiencies. JAN 2015
OFFICE OF
) INSPECTOR GENERAL
.\.
\ -
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other safeguards provida sufficent prolection to the patients . (Ses instructions.) Exeept for nursing homes, the indings stated above ara discicsabla 50 days
foliowing the date of survey whether or not a plan of carrection Is provided. For nuraing homas, the above findings and plens of comection are disclosabla 14

days following the data thesa documants era mada avallable to the facitty. |f deficisncies are cited, on approved plap of comaction ls requisits to continued
program participation,

FOARM CM3-2557(D2-99) Provious Versions Dbsolale Event (D:CT0EN Focity ID 100768 I continuation shoet Paga 1 of 1



PRINTED: 12/30/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDWNG 01 - FLOOR 8 COMPLETED
185418 B WING 121122014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2801 KENTUCKY AVENUE

WESTERN BAPTIST HOSPITAL TRANSITIONAL CARE PADUCAH, KY 42003

X4 1D SUMMARY STATEMENT OF DEFICIENCIES i [+ PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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A
CFR: 42 CFR 483.70(a) HECEIVED
BUILDING: 01. JAN 2015
PLAN APPROVAL: 1972, OFF.CE OF
INSPECTOR GENERAL

SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE. Six (6) story, Type 1
(443).

SMOKE COMPARTMENTS: Three (3) smoke
compartments.

FIRE ALARM: Complele fire alarm system
installed in 1972 and upgraded in 2011, with 41
smoka detectors and 5 heat  deteclors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1972 and upgraded
in 2010.

GENERATOR: Type | generator Installed in 1972
Fuel source is Diesel.

A standard Life Safety Code survey was
conducted on 12/12/14. The facility was found in
non-compliance with the requirements for
participation in Medicare and Medicaid. The
facility is certified for twenty-four (24) beds with a
census of seventeen (17) on the day of the
survay.

The findings that follow damonstrate
noncompliance with Title 42, Code of Federal

LABORATORY MRECTOR'S OR PROVIDER/SUPPLIER AEPRESENTATIVE'S SIGNATURE K&} DATE

TITLE
a ! / g
_JM_W QL/MSA//M#} T Y Forremumindor ¢ /15
Any deficiency sttomant ending with an astensk (*) denotes a daficiancy which the instiution may be excused from comacting providing itis determined that

other safeguards provide sufficient protection to the patients. {See instructions ) Except for nursing homas, the findings staled abova are disclosabla 90 days
following the date of survey whether or not a plan of corraction is provided.  For nursing homes, the sbove findings and plans of comection are disclaseble 14
days following the data these documents are made avatlable fo the laciity. If deficiencies are clted, an approved plan of correction is requisite to conlinued
program participation,
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Continued From page 1

Regulations, 483.70(a) el seq. (Life Safety from
Fire).

Deficdlencies weare cited with the highest
deficlency identified at "D" level.
NFPA 101 LIFE SAFETY CODE STANDARD

Smake barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
lerminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
fioor. Dampers are not required in duct
penetrations of smoke bamiers in fully ducted
heating, ventilating, and air conditioning systems,
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.64

This STANDARD is not met as avidenced by:
Based on observation and interview, it was
determined the facllity failed to maintain smoke
barriers that would resist the passage of smoke
between smoke compartments in accordance
with Nafionat Fire Protection Association (NFPA)
standards. The deficient practice has the potential
to affect two (2) of three (3) smoke
compartments, residents, staff and visitors. The
facility has the capacity for twenty-four (24) beds
and at tha time of the survey, the census was
seventeen (17).

The findings include:

Observation, on 12/12/14 at 9:25 AM with the

K 000

K025
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Safety Officer, revealed the smake barrier,
extending above the ceiling located in the ninety
{90) Hall had unsealed penetrations around
wires.

Interview, on 12/12/14 at 9:26 AM with the Safety
Officer, revealed soma new winas had recantly
baen Installed. The Safety Officer was not aware
tha new wires had not been sealed after they
ware installed.

The census of seventeen (17) was verified by the
Administrator on 12/12/14. The findings were
acknowledged by the Administrator and verified
by the Safety Officer at the exit interview on
12112114,

Aclual NFPA Standard:

NFPA 101 (2000 Edition), 8.3.6.1 Plpes, conduits,
bus ducts, cables, wires, alr ducts, pneumatic
lubes and ducts, and similar building service
equipment that pass through floors and smoke
barriers shall be protecled as follows:

{a} The space between the penetrating item and
the smoke barriar shall

1. Be filled with a material capabte of maintaining
the smoke resistance of the smoke barvier, or

2. Be protecled by an approved device designed
for the specific purpose.

{b} Where the penetrating item uses a sleeve fo
penetrate the smoke barrier, the sleave shallbe
solidly set in the smoke barmier, and the space
betwean the item and the sleave shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoka barrier, or

2. Be proteclad by an approved device designed

for the specific purpose.

No residents in the facility were found to be
affected by the identified deficiency.
Resldents with potential affect from the
deficiency have been identified as those
residing in the Transitional Care Unit.
Engineering filied all penetrations with the
proper fire caulk on 12/17/14 that were found
during the 12/12/14 survey. All penetrations
in the facility are monitared by monthly
preventative maintepance, This penctration
was inadvertently missed and we have
confirmed that all preventative maintenence
tasks regarding monitoring of smoke wall
pencirations are generating properly within
our software. The Engineering staff will be
re-irained on the importance of checking all
penetrations in smoke walls on 01/07/15 at the
monthly Engineering Staff Meeting. The
Engineering Department maintains a log of
cach PM end records all deficiencies found. -
This record is monitored by the EOC Safety
Committee during each bimonthly meeting.
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(c) Where designs take transmission of vibration
inlo consideration, any vibration isolation shall

1. Be made on either side of the smoks barrier, or
2. Be made by an approved device designed for
the specific purpose.

8.3.6.2 Openings occurring at points where floors
or smoke

barriers meet the oulside walls, other smoka
barriers, or fire

barriers of a building shall meet ane of the
following conditions:

{1} It shall be filled with a material that is capable
of maintaining

the smoka resistance of the floor or smoke
barrier.

{2) It shall be protected by an appraoved device
that is

designed for the specific purpose.

NFPA 101 LIFE SAFETY CODE STANDARD

Exit and directional signs are displayed in
accordance with section 7.10 with continuous
illumination also served by the emergency fighting
system. 19.2.10.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure exit signs
were maintained in accordance with National Fire
Prolection Association (NFPA) standards. The
deficiancy had the potential to affect one (1) of
three {3) smoke compariments, staff and visitors.
The facility has the capacity for twenty-four (24)
beds and at the time of the survey, the census

K 025

K047
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was seventeen (17). No residents in the facility were found to be
. affected by the identified deficiency.
The findi clude:
s indings inciude Residents with potential affect from the
Obsarvation, on 12/12/14 at 10:10 AM with the deficiency have becn identified as those
Safety Officer, revealed Exit Stairwell #7 did not residing in the Transitional Care Unit. An exit
have an exit sign installed on level one (1) to sign was installed per NFPA 101 Section 7.10
insure the path of egreas was clearly in stair #7 on 12/30/14 to ensure the path of
recognizable. egress s clearly recognizable as found non-
compliant by the Life Safety Surveyor on
Interview, an 12/12/14 at 10:11 AM wilh the 12/12114.
Safsty Officer, revealed she was unaware the
stairwell did not have proper exit signage.
The census of sevenieen (17) was verified by the
Adminisirator on 12/12/14, The findings were
acknowiedged by tha Administrator and verified
by the Safaty Officer at the exit interview on
12/1214.
Actual NFPA Standard:
Referenca: NFPA 101 {2000 edition)
19.2.10 Marklng of Maans of Egrass.
19.2.10.1
Means of egress shall have signs in accordance
with Section 7.10.
Exception: Where the path of egress travel is
obvicus, signs shall not be required in one-story
buildings with an occupant load of fewer than 30
persons.
7.10 MARKING OF MEANS OF EGRESS
7.10.1 General.
7.10.1.1 Where Required.
Means of egress shall be marked in accordance
FORM CMS-2567(02-95) Provious Veraians Obsolate Even! D:C70E21 Facily Iy, 100768 If continuation shest Page 5 ol 10
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with Section 7.10 where required in Chapters 11
through 42,

7.10.1.2" Exita.

Exits, other than main extarior exit doors that
obviously and clearly are identifiable as exits,
shall be marked by an approved sign readily
visible from any direction of exit access.

7.10.1.3 Exit Stair Door Tactile Signage.

Tactile signage sha!l ba locatad at each door into
an exil stair enclosure, and such signage shall
read as follows:

EXIT

Signage shall comply with CABO/ANSI A117.1,
American National Standard for Accessible and
Usable Buildings and Facilities, and shall be
installed adjacent to the latch side of the door 60
in. {152 cm) above the finished fioar to the
centerline of the sign.

Exception: This requirement shall not apply to
exisling buildings, provided that the occupancy
classification does not change.

7.10.1.4" Exilt Access.

Access to exits shall be marked by approved,
readily visible signs in all cases where the exit or

occupants. Sign placement shall be such that no

ft (30 m) from the nearest extemaily illuminated
sign and is not in excess of the marked rating for
internally illuminated signs.

Exception: Signs in exi{ access corridors in
existing buildings shall not be required to meet
the placement distance requirements.

7.10.1.5° Floor Proximity Exit Signs.

Where floor proximity exit signs are required in
Chapters 11 through 42, signs shall be placed
near the floor level in agddition to those signs
required for doors or corridors. These signs shall
be illuminated in accordanca with 7.10.5.

way to reach the axit is not readily apparent to the

point in an exit access corridor is in excess of 100
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Extarnally illuminated signs shall be sized in
accordance with 7.10.6.1. The bottom of the sign
shall be not less than 6 in. (15.2 em) but not more
than 8 in. {20.3 cm) above the floor. For exit
daorg, the sign shall be mounted on the door or
adjacent to the door with the nearest edge of the
sign within 4 in. (10.2 cm) of the door frame.,
7.10.1.8" Floor Proximity Egress Path Marking.
Where floor proximity egress path marking is
requirad in Chaplers 11 through 42, a listed and
approved floor proximity egress path marking
gystem that is internally illuminated shall 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
interrupled by doorways, hallways, comridors, or
other such architectural featuras. Tha system
shall operate continuously or at any time the
building fire alarm system Is activated. The
aclivation, duration, and continuity of operation of
the system shall be in accordance with 7.9.2.
7.10.1.7* Visibility.

Every sign required in Section 7.10 shall be
located and of such size, dislinctive color, and
design that it is readily visible and shall provide
contrast with decorations, interior finish, or other
signs. No decorations, furnishings, or equipment
that impairs visibility of a sign shall be pemitted.
No brightly luminated sign (for other than exit
purposes), display, or objectin or near the line of
vision of the required exit sign that could detract
attention from the exil sign shall be permitted.
7.10.2" Direclional Signs.

A sign complying with 7.10.3 with a directional
indicator showing the direction of travel shall be
placed in every location whare the direction of
travel to reach the nearest exit is not apparent
7.10.3" Sign Legend.

K 047
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Signs required by 7.10.1 and 7.10.2 shall have
the word EXIT or other apprapriate warding in
plainly legible letters.

7.10.4" Power Source.

Where emergency lighting facilities are reguired
by the applicable provisions of Chapters 11
through 42 for Individual occupancies, the signs,
other than approved self-luminous signs, shall be
illuminated by the emergency lighling facilities.
The level of ilumination of the signs shalt be in
accordanca with 7.10.6.3 or 7.10.7 for the
required emergency lighting duration as specified
in 7.9.2.1. However, the level of illumination shall
be permitted to decline to 60 parcant at the end of
the emengancy lighting duration.

7.10.5 lilumination of Signs.

7.10.5.1* Generatl,

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 llluminated by a
reliable ight source. Extemally and intarnally
iluminated signs shali be legible in both the
normal and emergency fighting mode.

7.10.5.2* Continuous Hlurnination.

Every sign required to be illuminated by 7.10.6.3
and 7.10.7 shall be continuously iluminated as
required under the provisions of Section 7.8.
Exception®: lllumination for signs shall ba
pemitted 1o flash on and off upon activation of
the fire alamm system.

7.10.6 Externally llluminated Signs.

7.10.6.1* Size of Signs.

Extemally illurninated signs requirad by 7.10.1
and 7.10.2, other than approved exisling signs,
shall have the word EXIT or other appropriate
wording in plainly legible letters not less than 6 in.
{15.2 cm) high wilh the principal strokes of latters
not less than 3/4 in. (1.9 cm) wide. The word
EXIT shall have letters of a width not less than 2
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in. {5 cm), except the letter |, and the minimum
spacing between letters shall be not less than 3/8
in. {1 cm). Signs larger than the minimum
established in this paragraph shall have letter
widlths, sirokes, and spacing in proportion to their
height,

Exception No. 1: This requirement shall not apply
to existing signs having the required wording in
plainly legible letters not less than 4 in. {10.2 cm)
high.

Exception No. 2: This requirement shall not apply
to marking required by 7.10.1.3 and 7.10.1.5.
7.10.6.2" Size and Locstion of Directional
Indicator.

The directional indicator shall be located outside
of the EXIT legend, not less than 3/8 in, (1 ¢m)
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
diractional indicator at a distance of 40 ft (12.2
m). A directional indicator larger than the
minimumn established In this paragraph shall be
proportionately increased in height, width and
stroke, The directional indicator shall be located
at the end of the sign for the direction indicated.
Exceplion: This requirement shall not apply to
approved exisling signs.

Figure 7.10.6.2 Chevron-type indicator.

7.10.6.3" Level of llumination.

Externally illuminated signs shall be lluminated
by not less than 5 ft-candles (54 lux) at the
luminated surface and shall have a contrast ratio
of not less than 0.5

7.10.7 Internally llluminated Signs.

7.10.7.1 Listing.

Intemally illuminated signs, other than appraved
existing signs, or existing signs having the
required wording in legible letters not less than 4
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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,

FORM CMS-2567(02-98) Pravious Varsions Cbsoleta Event ID:C7DE2Y Facility 0: 100768 I continuation shaet Page 10 of 10



