PRINTED: 01/06/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-03¢1
j (X2} MULTIPLE COMNSTRUCTION ;(Xﬂ) DATE SURVEY
COMPLETED

! STATEMENT OF DEFICIENCIES X1} PROVIDERVSUPPLIFRICLIA
| AMp PLAN OF CORREDTION IDENTIFICATION NUMBER, A BUILDING

F oo, The Preparation and execution of this Play of

1

{

i

;

} 185340 8. WING — 12119/2014 ]

! MAKME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7IP QUDE ;
{ 220 WESTWGOD 8T,

GLASGOW HEALTH & REHABILITATION CENTER !

GLASGOW, KY 42141 i

— - . {

EE T : SUMMARY STATEMENT OF DEFICIENCIES jin) : PROVIDER'S PLAN OF CORRESTION H

PREFIX (EACH DEFICIENCY MUST 88 PRECEDED BY Frity . PRESX {EACH CORRECTIVE ACTION SHGULD B2 {

TAG REGULATORY OR LEC IDENTIFYING INFORMATION] TAG ’ CROSE-HEFERENCED T THE AFPEOPRIATE g

f : : DEFICIENTYY j
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‘ Correction does not constitute an admission or ;

i o . . ) " Egredsient by the pravider of the trat w f
A Recertification and Abbreviated Survey : e - prawider of the trath of the fets !
investigating KY0OD022567 was initiated on + ateeed or conclusion set forth in this Statement of }
gaung i : Deficiency. This Plan of Correction is prepared and

* executed solely becanse it is requised by Federal and

{ ; 12116114 and concluded on 12/19/14. _
/ . KYQ0022887 was unsubstantiated with no related . State law,
' deficiencies cited. Deficiencies were cited on the ;
+ Recertification Survey with the highest Scope and :
! . Severity of a 'D)" ‘ : ;
| F 274 483.20(b}2)il) COMPREHENSIVE ASSESS '
88=0' AFTER SIGNIFICANT CHANGE

T
[N}
=
N

A facility must conduct a comprensnsive

“assassment of a resident within 14 days sfter the

facility determines, or should have detéermined, :

. that there has been a significant change in the _ !
resident’s physical or mental condition, {(For

' purpose of this section, a significant change
means a major deciing or improvement in the

f  Tesident’s status that will not normally resclve

itself without further imtervention by staff or by

fimplementing standard disease-related clinical

. interventions, that has an impact on more than
one arez of the resident's health status, and
requires interdisciplinary review or revision of the

i care plan, or beth.)

| This REQUIREMENT is not met as evidenced
s by

. Based on obsarvation, interview, record review
Cand review of the Resident Assessment . :
-instrument (RAI) User Manual 3.0, it was : |
; determined the facility failed to complete a ‘

' comprehensive assessment after a resident :
- experienced a significant change in his/her status

. for ane (1) of fifteen (15) sampled residents :

_[Resident #4).

e H //-) / : :
LABCRATORY PIRECTOR'S Wnesmmﬂws SKINATURE M gxe.}mﬂ;]
be excused from corracting E?oviciing it is determyjned fhat
EVE

Apy dbficieficy statement ending with a%ierisk {*} denotes a deficiency which the instltution ?ﬁay
othersafefuards provide sufficient protecihn to the patlants. {See instructions.) Except for nursing homes, the findings stated above are disclosable a0
iolloving’the date of survey whether or not a plan of correction is provided. Eor nursing homes, the sbove findings and plans of correction sre disclosable 14
days fliowing the dale these documents are made available fo the facdity, if deficiencles are ciled, an approved plan of correction is reguisite o contirueg
program paiticipalion.
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F 274" Continued From page 1
! Resident #4 was noted to have sustained: a
; significant weight loss; developed a Pressure
. Sore; declined in bowel continenca; and had 2
“change in histher communication status in
- October 2014, A Quarterly Minimum Data Set
- {MDS) Assessmen! was completed for Resident
L #4) however, there was no documented evidence
the facility completed a Significant Change MDS

Aszsessment as required for the resident,

¢ The findings include:

. Interview on 12/18/14 af 2:55 PM with the

- Administrator revealed the facility did not have &
' pelicy specific to Significant Change MDS

- Assessments. The Adminislrator stated the

; Facllity utilized the RAI User Manua! 3.0

. guidelines,

Review of the RAI User Manual 3.0 revealed a
. Significant Changs MDS Assessment shotld be
" completed when a resident experienced a decline
in two (2} or more areas which included: a '
change in & resident's decision-making; change
in moad and/or behaviors; any decfine in an
Activities of Daily Living (ADLs) physical :
functioning area where a resident is newly coded
as extensive assistancs, fotal dependence or '
- aclivity did not accur; the resident's incontinence
pattern changed; emergence of unplanned weight :
“loss; emergence of a new Pressure Ulcer at )
| Stage I ar higher; and overall detericration of the

. resident's condition.

- Record review revealed the faciiity admitted
Resident #4 on 10/27/09 with diagnoses which

- included Hypertension, Seizure Disorder, Anxiely,

“and Diabates. Review of the Annual MDS j

" Assessment dated 07114/14, ravesled the facility |

A comprehensive assessment was
completed by the MDS Coardinator on : i
Resident #4 on 01/14/2015. - 1
The MDS Coordinator and interdiscipiinary: !
Team reviewed the most current MDS f
compared to the previous MDS for cach I
J

j

!

resident to determine if there had been any
Significant Change Assessments nissed.

This was completed oz 01/15/2015,

Corporate Consultant reviewed the

Significant Change criteria with the MDS

Coordinatar on 010272015, MDS !
Coordinator will attend the {aeility morning {
meeting, the facifity Medicare Review
meeting, review 24 hour reports, and receive
copies of all MD orders for review to assist
in identifying changes in resident condition
that may indicate a need for a Significant
Change Assessment.

Director of Nursing will review 25% of ail
MDS's completed monthiy for 6 months
then quarterly for two quarters and comparg
them to the previous MDS to ensare no
Significant Change Assessnient was nesded’
and not completed.  Any missed Significant
Change Assessment will be compieted, if
needed. Results of these audits will be H
presented 1o the facility QA Commities no |

less than quarterly for review.
s

et

Completion Date: January 17, 2015
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274 :' Centinued From page 2

had assessed Resident #4 as having a Brief

Interview for Mentaf Slaius (BIMS) score of fifteen :'
- {15} which indicated the resident was cognitivery

intact. Continued review of the Annual MDS
Assessment revealed the faclily assessad

*Resident #4: to have no pressure areas. be

- aceasionally incontinent of bowel, o require

. limited sssistance of ane (1) with eating: and o
have a weight of two hundred and two (202)

" paunds.

- Review of the Quarterly MD'S Assessment dated
10/07774 revealed the faciity assessed Resident

“#4to have three (3) Slage | Prassure Ulcers: as

- always being incontinent of bowel; to require '

extensive assistance with eating, and 1o have a

) weight of one hundred and eighty-seven (127}

pounds. Further review of the Quarterly MDS

- Assessment revealed the facility assessed

Resident #4 to have suslained a significant
welght loss, and to have a decline In hisfher

" conumunication status.

Cbservation on 12/168/14 at 12 45 Py, 2:53 B

and 3:55 PM revesied Resident #4 fo be lying on
the bed. Inferview af the limes of abservafion

 revealed Resident #4's spesch could not be

undearstood.

Interview on 12/48/14 at 12.55 PM, with Resident |

#4's daughter reveaied the resident had
experenced an overall decline recently due

“having been diagnosed with a brain tumer which

was affecling his/her spesch.

interview with the MDS Nurse on 12/18/14 at 2215 |

' PM, revealed she had started as the MDS nurse
! for the facllity in mid-Septembar, 2014, The MDS
: Nurse stated Resident #4 had experienced some

Fa74
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F 274 Continued From page 3
gradual declines which included his/her

+if a Significant Change MDS Assessment sheuld
. have heen completed for the residant related 1o
“the decfines. Per interview. she had not
completed & Significant Change MDS

chmnmunication abilities. She reveaied she fell as

. &
e “
e L

~Assessment however, because she did nol know |

- alt of the criferia required for completing &
. Significant Change MDS Assessment al the lime
_of Resident #4's Quarerly MDS Assessment,

|

e

i
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PROVIDER'S FLAN OF CORBELTION

K000 INITIAL COMMENTS

|
|

CFR: 42 CEFR 483.70(a)
BUILDING: 01,
. PLAN APPROVAL® 1985,

SURVEY UNDER: 2000 Existing.

FACILITY TYPE: SNFNE,

t TYPE OF STRUCTURE: Cre (1) story, Type 1]
{21

SMOKE COMPARTMENTS: Seven (7) smoke
. compailiments,

; FIRE ALARM. Complete fire alarm systam

_installed in 1985 and upgradad in 2008, with

- eighty-six (86) smoke detactors and thres (3)
heat deteciors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler systermn installed i 1085 and upgraded
in 2009

GENERATOR: Type I} generator instalfed in
1987, Fual source is natural gas.

A Slandard Life Safety Code Survey utiizing the
- CME-27865 Short Form was conducted on
: 12/16/14. The faclity was found to be in
_hon-compliznce with the requirements for
participation in Medicare and Medicald. The
; facility is certified for sixty-eight (88) heds with a
. census of sixty-six (68) on the day of the survey.

|

{ The findings that follow demonstrate

X4y o SUMMARY STATEMENT OF DEFICIENCIES 1%
FREFH (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFN {EACH CORRECTIVE ACTICN SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRGES-REFERENCED TG THE APPROPRIATE
DEFICIENCY}
K 0og

i The Preparation and exccution of this Plan of
Carrection docs not constitule an admissian or

: agreement by e provider of the fruth of the facts
a{lcgcé ar conclusion sel forth in this Staterent of
Deficiency. This Plan of Cerrection is prepared and
executed solefy because it i3 required by Federal and

State law.

Kot7?

T On 0442015, the facifity instaited a
connection to the fire alarm to the existing
rolt down type door which would shut the
roll down door in the event of an
emergeney.

2. The faciiity cheeked 2l the egress paths in
the facility to insure that there was not
ancther separation which needed {0 be
protected in the egress path. There were no
other separations noted wihen checked on
GUTA/2G13 by the Maintenance Director.

3. The facility matntonance divector will audit
the egress paths within the facility each
quarter, o insure that 1o new penetrations or
changes in the paths oceur which would
result in a reenrrence of this deficient
practice. Results of the audit will be
presented o the factlity QA commities.

4. The QA commitiee will mest no less than

quarterly to review the audits presented by

the fucility mainfenance director related to
the egress paths, :

Completion Date; January 17, 2015

A

i RATORY DIHECTOR'S OR

IER REPRESENTATIVE'S SIGNATURE
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other gafey

folivwingAhe dale of survey whathar of nof

days folfowihg the date these documents are mads available fo the faciiily. ¥ deficienci

program parlicipation.
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rds provide sufficient protestion ta the patients. (See instructions.} Except for nursing homes, th
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[ 185340 B WiNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
220 WESTWOOD §T,
GLASGOW HEALTY HAEBILITATION CENTER
H & REHABILITAT CENT | GLASGOW, KY 42141
P owaymp SUMLIARY STATEMENT OF DEFICIENGIES oo PROVIDER'S PLAN OF CORRECTION
] PREFIX {EACH DEFICIENCY MUST BF PRECEDED RY FULL PREFIX (EACH CORRICTIVE AGTION SHOULD BE
{ TAG REGULATORY OR 15 JDENTIFYING iINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
CEFICIENTY)
K00 Centinued From page 1 K00,
nancempliance with Title 42, Code of Federal
*Reguialions, 463.70(a) et seq. (Life Safety from
: Fire).
! Deficiencies were cited with the highest
. deficiency identified at 2 "D" lavel. :
KO??; NFPA 101 LIFE SAFETY CODE STANDARD K17,
§8=0 '

Corridors are separated from use areas by walls
constructed with at least ¥ hour fire resistanca

“rating. In sprinklered buildings, parfitions are onty
[ required to resist the passage of smoke. In

. horesprinklered buildings, walls properly extend
“above the celling. (Corridor wails may terminate

- at the underside of ceilings where specifically

permilted by Code. Charting and clerical stations,
waiting areas, dining rooms, and activity spaces !

may be open to the corridor under certain

conditions specified in the Code. Gift shops may
be separated from corridors by non-fire rated '

+walls if the gift shop is fully sprinkiered.)
 18.381,19.362.1, 18365

' This STANDARD is not met as evidenced by:
' Based on obsarvation and interview, if was

. determined the faciiity failed to ensure corridors

- were separated from use areas in gecordancs
“with lhe Naticnal Fire Protection Association

{NFPA) standards. The deficiency had the

' potential to affect one (1) of seven (7} smoke

compartments, residents in the dining room, staff :

i conlinuation shest Page 2 of 13

|
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K G17. Continued From page 2
and vigitors. The facility has the capacity for
sixly-eight {68} bads and the census was sixy- X

*(66) on the day of the survey.

; AND PLAN OF CORREDTION
|
j 185340 |G J 121612014
é NAKE OF PROVIDER OR SUPPUER ] STREET ADDRESS, CITY, S3TATE, 2P 00T
| GLASGOW HEALTH & REHABILITATION CENTER | 20 WESTWOOD ST.
f i GLASGOW, KY 42141
AL D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORNECTION EXER
FREFIX (EADH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFY (EACH CORAECTIVE ACTION SHOLA D BE COMPLETOM
TAG REGULATORY Q8 LEC DENTIFYING INFORMATION) TAG CROSS-REFERENGED 7O THE APPROPRIATE BATE
DEFICIENCY]
!

: The findings nclude:

| ¢ Observation, on 12/16/14 at §:51 AM, with the
. Director of Maintenance revealed a roil down type

“service door located in the corridor wall

- separating the Kitchen from the egress path. The

s rodl down dype door wes not self-closing or
connectad ta the fire alarm 1o close in the avant

“of an emergency.

Interview, on 12/16/14 at 9:52 AM, with the
Direstor of Maintenance revealed he was not
aware of the requirements for corridor walls

- protecting the egress path,

. wa—

The findings were acknowledged by the
Adminisirator and verffied by the Director of
Maintenance at the exit interview on 12/16/14.

Referencs: NFPA 101 (2000 adition)

18.3.8.3 Corridor Doors.
;1838317
Doors protecting corridor openings in other thap

' a3 those conslructed of 13/-in. {4 4-cm) thick,.
- solid-banded core wood or of construation that
resisis fire for not less than 20 minutes and shali
- be construnied fo resist the passage of smoke.

Compliance with NFPA 80, Standard for Fire
Doors and Fire Windows, shall net be reguired.

f - Clearance between the batiom of the door and

 he floor covering not exceeding 1in. {2.5 am)
" shail be permitted for corridor doors.

e et
PN

| required enclosures of vartical openings, exis, or
hazardous areas shall be substantial deors, such

KOo17:

FORN CMS-2587{02-30) Pravious Versipns Qhsoiote. vent I 2002
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1
|
f
12/16/2014 ;
|

Exception No. 11 Doors to toilet rooms,

Ko7

185340 11 BOWING ;
NAME OF PRCVIDER QR SUPPLIER STREETADDRESS, CITY, STATE, ZIP ODE
GLASGOW HEAE_TH & REHABILITATION CENTER 220 WESTWOOD ST.

H
GLASGOW, KY 42141 i
f oy ip SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (5] {
PREFIX {FACH DEFICIENCY MUST BF FRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD 88 §DDEPLETION
f TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE }
: DEFICIENCY) H
i i
) Ko17 Conur*ued From page 3 (

bathrooms, showser rooims, sink closels, and
- similar auxilfary spaces that do not contain
- flammable or combustible materiais.
“Exception No. 2 in smoke compartments

' protected throughout by an approved, supervised

- sutomatic sprinkler system in accordance with
. 18.3.5.2, the door consiruction requirements of
*19.3.6.3.1 shall not be mandatory, but tha doors

- shail be censiructed to resist the passage of

smoke.
16.3.6.3.2*

Doors shall be providad with a means suitable for ;

; keeping the door closed that is acceplabie to the

authority having jurizdiction. The device used

-shall be capable of keeping the door fully closed if !
a force of § Ibf (22 N} is applied at the latch edge

_of the door. Reller lalchss shalt be prohibited on

- corvidor doors in buildings not fuily protected by

- an approved aufomatic sprinkler system in
accordance with 18.3.5.2,

i Excaption No. 1: Doors to toilet reoms,

: ¢ bathroorns, shower rooms, sink closets, and
_similar auxiliary spaces that do not contain
‘flammatile or combustible materials,

: Exception No. 2 Existing roller latches

demonstrated to keep the door closed against a

et

force of § Ibf (22 N} shall be permitted fo be kept

£ in service.
19.3.6.3.3

5 Hold-open devices that ralease when the door is

: pushed or pulled shali be permitted.

. 19.36.34
* Door-closing devices shail not be required on

. doors in corridor wall openings other than those

. serving required exits, smoke barriers, or

“enclosures of vertical openings and hazardous

; areas,

]

f

H
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i Refarence: NFPA BD, Standard for Fire Doors and
: Windows (1989 zdition) -
' Ghapter 10 Fire Shutters :
- 10-1 Shutlers. :
. 10-1.1 Construction, : I
Fire doors withoul glass lights shall be used as |
fire shutters.
§10-1.2 Types.
. Shutters shall be of the following three general
types:
(a) Swinging dogr |
(b) Horizontally or vertically sfiding deor I
f e} Roling steel door |
’ -2 Insfaliation. J
| " The installation of shuiters shall ke in accordance : : !
l : with the requirements for instalfalion of swinging, ; !I
: sliding, and roffing stee] doors. i
] 10-3 Operation, |
10-3.1 Automatic Closing. |
( All shutters shail be equipped to close ‘
! automaticaily i1 the event of fire.
! 10-3.27 weather Protection.
} “Where shullers ars installed on the outside of an
opening, they shall be protected against the
. weather to ensure proper operation.
" 10-3.3 Cther Requirements.
The operation of shulters shall be in accordance
, with the requirgments for operation of swinging,
sliding, and rofling steel doors.
! Chapter 11 Access Doors
-1 Doors.
11-1.1 General. _ !
Trus chapter shail cover the instaliation of both : !
horizontal and vertical access doors in fire-rated : 3
walls, ficors, and floor-ceiiing or roaf-cailing : !
assembliss,
F11-1.2 Components.
| - An access door shail be an integral unit including
Eventilx 20021 Facllity 10 166014 i continuation sheet Page 5 of 13
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K017 . }

“the door, frams, hinges, tatch, and closing device

{where required) bearing a fabel that reads ~
. Feame and Fire Door Assembiy. ©
" Exception: A verlical access door shall be
i permitted o have hinges that ars not part of the

- labaled assembly, provided the hinges conform to

Table 2-4.3.1.

F11-1.2.1

: Access doors shall be self-closing.

11-1.2.2

“Access doars shall be self-latching.

i Exception: A horizontal access door that does
nat open downward and that remains in place

“when an upward force of 1 psf (48 N/m2) is

: appiied over the entire exposad sur[ace of the

; door shalf nol be required to be self-faic ching.

T11-1.2.3

Self-closing access doors that are infended to be

: used to allow a person o enter the concealad
space behind the door completely shall be

' operable from the inside without the use of & key

- or tool.

C1i-1.2.4

* Access doors shall be installed in accordance
- with their listing.

. 1-2 Types of Doors.

11-2.7 Horizontal Access Doors,

1211

. Door gssemblies used in fire-rated foors or
floor-cailing or roof-ceffing assemblies shall be
ttesied in the korizontal position in accordance
. with the procedures described in NFPA 251,

- Standard Methods of Tests of Fire Endurance of

- Building Construction and Materials, and shall be :

labeled as horironial access doors.

11-2.1.2
| A horizantal access door shall bear a label that

i includes the additional wording " For Horizontal
"installation,

S
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K17,

Continued From page 6 K017’

11-2.1.3
A horizonial access door shall be used in a
fire-rated floor or floor-celling or roof-ceiling

. assembly unly where it has been tested and fisted
“for use as a component of the assembly. _

i11-2.1.4
. Horlzontal zccess deors shall nof te regquired to

" be subject to the hose siream test.
§11-2.2 Verticai Access Doors.

11-2.2.1

Vertical access doors shail have a fire protection
'rating of 3/4 howr, 4 hour, or 1142 hours. {See

1 Appendix F)

112,22

Vartical access doors shall be used only in wails.
11-2.2.3

Where the authority having jurisdiction
determines that a vertical access door is located

~in proximity fo combustibles so that, in a fre

condition, the door is likely to ransmil sufficient

“heat fo ignite he combustibles, the temperature
Frise on the unexposed face of the door shall not

exceed 250°F (138°C) al the end of a 30-minute

" exposure (o the standard fire test as described in :
FNFPA 252, Standard Methods of Fire Tests of

Door Assemblies. Such an access door shall bear
a label indicating & maximum temperature rise of

L 250°F (139°C)

P H224

~Closing by means of gravity using lop-hinging
“vertical access doors shall be permitted to meet

the requiremenls for self-closing doors,

11225
- Averical access door shall bear 2 label that

K047’
58=D !

Includes the additional wording " For Vertical

_Instailation. * : ;
K047,

NFPA10T LIFE SAFETY CODE STANDARD

et s

i
|
|
|
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K047 ' Continued Fram page 7

Exit and directionai signs are displayed in
aceordancs with section 7.10 with continsous
ilumination aiso served by the emergency th*mg

“system,  19.2.10.1

This STANDARD is nol met as evidenced by:

* Based on observation and interview, it was
determined the facility falied to ensure exit signs

. were maintained in accordance with National Eire

Protection Association (NFPA} standards. The
deficiency had the potential to affect one (1) of

; seven {7) smoke compartments, twelve {12}

residents, slaff and visitors. Thae facility has the
capacity for sixty-eight (68) bads and at the time
of the survey, the census was sixty-six (86).

" The findings include:

Observation, on 12/18/14 at 9:54 PM with the
Direster of Mainlenance, revealed the Grace
- Dining Room did not have comptete exit signage
- to make the path of egress ciearly recognizable.,

Interview, on 12/16/14 at 9:54 PM with the
: Director of Maintenance, revealed he was
; Unaware the Dining Room did not have proper

exit signage.

The findings were acknowledged by the

¢ Administrator and verified by the Director of

Maintenance at the exit interview on 12/18/14.

t Actual NFPA Standard:
Reference: NEPA 101 (2000 edition)

B WING ;

STREET ACDRESS, CITY, STATE, ZIP 006 g

220 WESTWOON §T, !

GLASGOW, KY 42141 i

o T PROVIDER'S FLAN OF CORRECTION aE

PREFIL {EACH CORRECTIVE ACTICN SHOULD 26 COMPLE IO }
TAG CROSS-REFERENCED TQ THE APPROPRIATE QATE

DEFICIENGY f

K 047, f

§

K047

wa

On §1/0%/2013, the maintenance director
installed the exit sign in the dining room.
On 01/0%/2013, the facility maintenance
directer checked the facility to insure that no -
other exit signs were needed. There was no
additional exit signs needed at this particular
fime. ‘
The maintenance director will audit for fire
exit signs each quarter for the next year, and
report the results of these audits to the
qualily assurance commities.

The QA committes will meet no less than
quarterly to review the audits presented by
the maintenance director refated to exit
signs.

Completion Date: January 17, 2015

; I/a? 5
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DEFICIENCY)

l -

I

]§  EACH DEFICIENGY MUST RE PRECEQED 8Y FULL
|

K047 Continued From page 8

’ . 19.2.10 Marking of Means of tgress.
S19.2101
"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 cecupant load of fewer than 30

, PETSONS,

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
. with Section 7.16 where reguired in Chapters 11
/ _through 42,
710.1.2" Exits.
Exits, other than main exterior exit doors that

. obviously and clearly are identifiablc as exits,

shail be marked by an approved sign readily
visible frony any direction of exit access.
£ 7.10.1.3 Exit Stair Door Tactile Signage.

Tactile signage shall be focated at each door into
" an exil stair enclosure, and such signage shall
:read as follows:

EXIT
Signage shall comply with CABO/ANSH A117.1,

¢ American National Standard for Accessibie and

. Usable Buildings and Facilities, and shall be
instafled adjacent to the fatch side of the door 60

“in. {152 cm) sbove the finished flocr ta the

i canlderling of the sign,

. Exceplion: This requirement shall not apply to

“existing buildings, provided that the cceupancy

- clagsification does not change.

; 7.10.1.4* Exit Access.
Access to exils shall be marked by approved,
“readily visible signs in all cases where the exit or

et e

ey

I
f

: !
if continuation sheet Page 9 of 13
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K 047 ‘
|

. way to reach the exit is not readily apparent to the
occupants. Sign placement shall be such that no

- (30 m) from the nearest externally iluminated

. sign and is not in excess of the marked rating for |

" internally Huminated signs.

: Exception: Signs In exit access cormidors in

. exisling buildings shall not be required lo meat
" the placemant 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 piaced
- naar the floor level in addition o those signs

. required for doors or corridors, These signs shall

be fluminated in accordance with 7.10.5.
- Externally lluminated signs shall be sized in

» ascordance with 7.10.6.1, The hoftorn of the sigh :
shall be net less than 6 in, {15.2 cmi} but not more

| “than 8 in, {20.3 cm) above the floor. For exit
[ doors, the sign shall be mounted on the door or
. adjacent to the door with the nearest edge of the
sign within 4 in. {16.2 cm) of the door frame.
£ 7.10.1.6" Floor Proximity Egress Path Marking.
: Where fioor proximity egress path marking is
" required in Chaplers 11 through 42, 4 listed and
“approved floor proximity sgress path marking
system that s infernally ilfuminated shall be
installed within 8 in. {20.3 cm) of the foor. The
system shall provide a visible defineation of the
: path of fravel along the designated exit access
and shall be essentlaily continuous, except as
Cinterrupted by doorways, hallways., corridors, or
i other such architectural features. The system
shall operate continuously or af any iime the
" buiiding fire alarm system is aclivated, The

the systemn shall be in accordance with 7.6.2.

71047 Viibilify,
| Every sign required in Section 7.1¢ shail be

: point in an exit access corridor s in excess of 100

activation, duration, and continuity of operation of |

e e et e

e
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K047 Continued From page 10
 Iocated and of such size, distinctive color, and
- design that it is readily visibie and shall provide
cantrast with decorations, interior finish, or other
i signs. No deccrations, furnishings, or equipment
- that impairs visibility of a sign shall be permitted.
“No brightly fluminated sign (for other than exit
’ i purpeses), display, or object in or near the line of -
- vision of the required exit sign that could detract }
“attention from the exit sign shall be permitted. |
 7.16.2* Directional Signs,
Asign complying with 7.10.3 with a directional
indicator showing the direction of travel shail be
- placed in every location where the direction of :
; travel to reach the nearest axit is not apparent.
7.10.3" Sign Legend. {
| ' Signs raquirad by 7.10.7 and 7.10.2 shall have i
. the word EXIT or other appropriate wording in ,
plainly lsgible lefters. i
7.10.4* Power Source, !
- Where emergency lighting facilities are required [
by the applicable provisions of Chapters 11
- through 42 for individual occupancies, the signs, ’
. other than approved sell-luiminous signs, shafl be -
“Huminated by the emergency lighting facifities.
The level of iffumination of the signs shall be in
. accordance with 7.10.6.3 or 7.10.7 for the
required emergency fighting duration as specified
in 7.9.2.1, However, the level of liumination shall
. be permitied fo decling to 80 percent at the end of:
the emergency lighting duration. .
: 7.10.5 Hiumination of Signs.
C7.10.5.1" 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 ba suitably lluminated by a
- reliabie light source. Externally and internally _
itluminated signs shali be legibie in bath the ‘ ‘ !
nermai and emergency lighting mode. i ‘ ; !
: : |

1 7.10.5.2* Continyous illumination.
If continuation shee! Page 11 of 13
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K047 ; Continued From page 11

. Every sign required to be itluminated by 7.10.8.3
_and 7.10.7 shall be continugusly iiluminated as
s required under the provisions of Saction 7.8.

Exception® Illumination for signs shall be

“permitted to flash on and off upon activation of
: the fire afarm system.

7.10.8 Externally Huminated Signs.
7.10.6.1% Size of Signs,

; Externally luminated signs required by 7.10.1
“and 7.10.2, other than approved existing signs,

* shail have the word EXIT or other appropriate

; wording in plainly legible letters not less than 6 in.
{15.2 cm) nigh with the principal strokes of letlers
fnot fess than 3/4 in. (1.8 cm) wide, The werd

EXIT shall have letlers of a width not less than 2
in. {5 cm), except the leller |, and the minimum

. (1 cm). Signs farger than the minimum

3 estabiished in this paragraph shall have letter
s wadths, strokes, and spacing in proportion to their

hejght,

plainly fegible letters not less than 4 in. (10.2 oy

" high.
i Exception No. 2. This requirement shadl not apply

to marking required by 7.10.1.3 and 7.10.1.5.
©7.10.6.2* Size and Location of Directional

- Indicator.
The directional indicstor shail be located outside

i of the EXIT legend, not less than 3/8 in. {1cm)

from any lelter. The directional indicator shall be

- of a chevron type, as shown in Figure 7.10.6.2,

The directional indicator shall be identifialile as a
directional indicator at a distance of 40 ft (12.2

fm). A directional indicator larger than the

i minimum established in this paragraph shait be
_proporticnately increased in height, width and

' stroke. The directional indicator shall be Jocated

" spacing between letters shall be not less than 3/8

: Exception No. 1! This requirement shal not apply‘_
¢ o existing signs having the requirad wording in

e
i,
T —

)
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GLASGOW HEALTH & REHABILITATION CENTER
XD SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 6v FULL PREFIY {E4CH CORRECTIVE ACTICN SHOULE G2
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f ;
j[ K047 Continued From page 12 K047

approved existing signs.

( Figure 7.10.8.2 Chevron-type indicator,

'7.10.6.3% Level of Murnination.

Extemaﬂy illuminated signs shall be Hluminated
- by not less than 5 f-candles (54 Jux) at the

) illuminated surface and shall have a contrast ratic

i of not less than 0.5,

. 7.10.7 Infernally Hluminated Signs.

710,71 Listing.

Fntemally illuminated signs, other than approved
: existing signs, or existing signs having ihe
required wording in legible letters not less than 4

“in. {10.2 cmyj high, shail be listed
with UL 924, Standard for Safety
Lighting and Power Equipment.

in accordancs
Emergency

Exceplion: This requirement shall not apply to

i signs that are in accordance with
71015

7.10.1.3 and
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