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F 000; INFTIAL COMMENTS

[ A Recertification Survey was initiated on
 10/08113, and concluded on 10/10/1 3, with no
: deficiencies cited.

STATEMENT OF DEFICIENCIES IX1) PROVIDERBUPPLIER/CLIA 1X2) MULTIPLE CONSTRUGTION |X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
_ 185061 B. WING 10/10/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CFY, STATE, ZIP CODE
130 MEADOWLARK DRIVE
KENWOOD HEALTH AND REHABILITATION CENT
Nw THAND R ER RICHMOND, KY 40475
(X410 | SUMMARY STATEMENT OF DEFICIENCIES I . PROVIDER'S Pl AN OF GORRECTION )
PREFIX IEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | EACH CCRRECTIVE ACTION SHUULE BE " COMPLETION
IAG | REGULATORY OR LSC IDENTIFYING INFORMATION| TAG CRDSS-REFERENCED TO THE APPROPRIATE DATE
: i DEFICIENGY)
i -
000

TiTLE 8] DATE

; ., : )
LABORATORY DIRECTORS OR PROVIZER/SUPPLIER RF@ZNTATIVE'S SEENATURE

Administrator 11/01/13

may be excused from correcting providing it is delermined that

Any deficiency slatement ending with an asterisk {") denotes a deficiency which the institution .

other safeguards provide sufficient prolection to 1he patients. {See instructions.) Excepl for nursing homes, the findings siated above are disglosabie €0 days
following the date of survey whether 6f not a plan of correction is provided. For nursing hormes, 1be abova firdings and plans of comettion are disclosabile 14
days following the date these docurments are made avaliable o lha facilily, i deficiencies are cilsd, an approved ptan of comaction 15 requisite 0 continued

program participation.
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PRINTED: 11/26/2013

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF OEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION /X3) OATE SURVEY
ANO PLAN OF CORREGTION IOENTIFICATION NUMBER: * A BUILOING 01 - MAIN BUILDING 01 COMPLETEO

R
185061 B. WING 11/26/2013
NAME OF PROVIOER OR SUPPLIER STREET ADORESS, CITY. STATE, ZIP COOE

130 MEADOWLARK DRIVE

KENWOOD HEALTH AND REHABILITATION CENTER RICHMOND, KY 40475

(X4} 10 SUMMARY STATEMENT OF OEFICIENCIES 10 ‘ PROVIDER'S PLAN OF CORRECTION 1X5)
FREFIX ! (EACH DEFICIENCY MUST BE PRECEOED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULO BE  COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCEDD TO THE APPROPRIATE OATE
DEFICIENCY)

{K 000} INITIAL COMMENTS  {K 000}

An offsite revisit was conducted and based on
the acceptable POC the facility was deemed to
: be in compliance as alleged on 1119/13,

LLABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESE NTATIVE'S SIGNATURE TITLE .(XG) DAFE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may b& excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deflciencies are cited, an approved plan of correction Is reguisite to continued
program pariicipation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ ) , . . EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRIICTION (X3) OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICA TGN NUMBER: A, BUILOING 61 COMPLETED
185061 8. WING 10/09/2013

STREET AODRESS, CITY, STATE, ZIP CQOE
130 MEADOWLARK DRIVE

NAME OF PROVIOER OR 8UPPLIER

KENWOOD HEALTH AND REHABILITATION CENTER
Lt RICHMOND, KY 40475
X0 SUMMARY STATEMENT OF DEFICIE NCIES : s PROVIDER'S PLAN OF CORRECTICN T
PREFIX ! (EACH DEFICIENCY MUST 8E PRECEDED BY FLLL : PREFIX ! [EACH CORRECTIVE ACTION SHOUL DBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG ; CROSS-REFERENCEQ TO THE AFPRO PRIATE i OATE
: OEFICIENCY)
‘ |
; : | K020
K 000/ INITIAL COMMENTS { Koo,

! I. The forty-two nail/screw holes i1l

: CFR: 42 CFR §483.70 (a) : i the janitors closet on B wing were {
: s g ‘tépaired and sealed by the "
Viaintenance Director on 10/10/13. i

[ BUILDING: 01

Z. A one time audit of every janitors

closet or hazardous area will be

completed by the-Administrator on i
I1/01/13 to ensure those areas are :

| PLANAPPROVAL: 1985
' SURVEY UNDER: 2000 Existing

i FACILITY TYPE: SNF/NF ’ ¢ safeguarded by a fire barrier having a !
. . . " I-hour fire resistance rating. ,

TYPE OF STRUCTURE: One story, Type llI ; ; SE i
E (200) e siory. Type : i No other issues were identified. i

3. The Maintenarice depariment will

| SMOKE COMPARTMENTS: 6
audit all janitor closets and hazardous

| COMPLETE SUPERVISED AUTOMATIC FIRE | | areas weekly beginning week of

ALARM SYSTEM ; ~ 11/04/13 and on-going to ensure

! hazardous areas are safeguarded by a

" FULLY SPRINKLERED, SUPERVISED (WET & : - five barrier having a 1-hour fire

. DRY SYSTEM) = ©  resistance rating.

i’ i - Anyissue identified will be addressed
:_ EMERGENCY POWER: Type Il diesel generator , immediately. {
i i The Administrator will re-edncate the

" Alife Safety Code Survey was initiated and g ma?menance supervisor regarding !

hazardous areas are safeguarded by a
fire barrier by 11/01/13,

: concluded on 10/08/13. The findings that follow

| demonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 (a) et seq (Life

. Safety from-Fire}. Thefacillty was found notin | e T L T

" substantial compliance with the Requirements for 4. Th.e Quahty Assurance Team

: Participation for Medicare and Medicaid. i - (consisting of at least the

: : :  Administrator, Medical Director,

! Director of Nursing, Social Services

Divector, Dietary Manager and

Deflciencies were cited with the highest

| deficiency identified at ‘F* level. . ¢ . )
K 029° NFPA 101 LIFE SAFETY CODE STANDARD |  KO0zg'  Maintenance Supervisor) will review
$8=Di i ;  allaudit findings and revise current
* One hour fire rated construction {with % hour ! plan at least monthly beginning week
- fire-rated doors} or an approved automatic fire ! . of 11/13/13 and ongoing until issue is
: | resolved or satisfactory.

i ‘ :
LABORATORY DIRECTOR'S OR PROVIQER/SUPPLIER REP! SENTATIVE'S SIGNATURE THLE {XB: QATE
4\7L Adminjstrator 11/01/13

Any deficlency slatement ending with an aslelisk (*) derotes a deficiency which the Institullon may be excused from correcing providing Itis determined Ihat
other safeguards provide suffident protection to the patlents. {See Instructions.) Except for nursing homes, the findings stated above sre disclosable §0 days
following the date of survey whether or not a plan of correction Is providad. For nursing homes, the above findings and plans of comeciion are disCiosable 14
days foliowing the date Ihese documents are made avallable to the facility, If deficlendies ars clted. an appraved slan of corredtlon |e requisiie 1o continued

prograsm particlpalion.
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FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STAI'EMENT OF DEFICIENCIES (X1} PROVIOER/SIJPPUF&/CLEA (X2) MULTIPLE CONSTRUCTION (X3} OATF SURVEY
ANO PLAN OF CORRECTION I0ENTIF ICATION NUMBER: A BLILOING 01 COMPLETEQ
- 3
185061 8. WING 10/09/2013
NAME OF PROVIOER CR SUPPLIER STREET ADORFSS, CITY, STATE, ZIP COTE
130 MEADOWIARK DRIVE
KENWOOD HEALTH AND REHABILITATION CENTER
D l RICHMOND, KY 40475
X4 SUMMARY STATEMENT OF DEFICIENGIES D : PROVIOER'S PLAN OF CORRECTION : (sl
PREFIX (EACH OEFICIENCY MUST 8F PRECEOED 8Y FULL PREFIX ! (FACH CORRECTIVE ACTION SHOULO 8E * COMPLETION
TAG REGIILATCRY OR LSC IOFNTIFYHNG INFORMATICN} TAG CRCSS-REFERENCED 10 THE APPROPRIATE BATE
OEFICIENCY}
. | 5. Date of Compliance: 11/19/13
K028 Continued From page 1 K 029: P

, extinguishing system in aceordance with 8.4.1 i
'andfor 19.3.5.4 protects hazardous areas. When
the approved autom atic fire extinguishing system
| option is used, the areas are separated from ‘
* other spaces by smoke resisting partitions and
; doors. Doors are self-closing and non-rated or
 fietd- applied protective plates that do not exceed
48 inches from the bottom of the door are
i permitted. 19.3.2.1

{ .
i
" This STANDARD s not met as evidenced by: :
: Based on observation and interview, it was

determlned the facility failed to maintain
hazardous areas, according to National Flre ;
{ Protection Assoc:atlon The deﬁclency hadthe |
' potential to affect one {1) of six (6) smoke '

. compariments, twenty two (22) residents, staff

I and visitors.

; The findings include:

Observanon on 10/09/13 at 11:32 AM, revealed
: the Janitor Closet on B wing had approximately
forty -two {42} nail/screw holes not sealed.
Penstrations must be sealed with a material
equa! of greater than the orlginal censtruction to
resist the passage of smoke during a fire.

!nterwew on 10/068/13 at 11:32 AM, with the
Mamtenance Director, revealed he was unaware
: of the penetrations as he had only been at the

! facility for two {2) months.

Intemew on 10/09/13 at 4:00 PM, with the
Admm:strator revealed he was aware of the

FORM CMS-2567(02-99) Previous Ve:sions Obsokete Evenl O:vHT129
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PRINTED: 10/22/2013
DEPARTMENT OF HEALTH AND. HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (x1] PROVIOER/SUPPLIERI/CLIA {X2) MULTIPLE CONSTRIICTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION ENTIFICATION NUMBER: A. BUILOING 01 CCMPLETE!:
185061 B. WING 10/09/2013
STREET ADORESS. CITY. STAl E, ZIP CCDE

NAME OF PROVIOER OR SIIPPLIER

KENWOOD HEALTH AND REHABILITATION CENTER

130 MEADOWLARK DRIVE
RICHMOND, KY 40475

(8]

SUMMARY STATEMENT OF OEFICIENCIES

Xalo
(EACH DEFICIENGY MUST BE PRECEOEO €Y FULL

PREFIX :

i

TAG REGULATORY OR LSC ICENTIFYING INFGRMATION)

10 : PROVICER'S PLAN OF CORRECTION
PREEIX {EACH CORRFECTIVE ACTICN SHCULO8E
TAG CROSS-REFERENCED TO | 1HE APPRQ PRIATE
OEFICIENCY)

! coMPLETION

DATE

i
K 029" Continued From page 2

I penetrations and was working to get them ;
" repaired. :

Reference: NFPA 101 (2000 edition)
19.3.2.1 Hazardous Areas. Any hazardous areas

| shall be safeguarded by a fire barrier having a |
" 1-hour fire resistance rating or shall be provided

; with an automatic extinguishing systemin
| accordance with 8.4.1. The automatic 9
“extinguishing shall be permitted to be in

j accordance with 19.3.5.4. Where the sprinkler _
i option Is used, the areas shall be separated from .‘
; other spaces by smoke-resisting partitions and !
i doors. The doors shall be seff-closing or
“automatic-closing. Hazardous areas shall include, |

i but shall not be restricted to, the following: !
*{1) Boiler and fuelfired heater raoms

{2) Central/bulk laundries larger than 100 ft2 (9. 3

i m2) ;
*{3) Paint shops

. {4) Repair shops

| (5} Soiled finen rooms

" (6) Trash cellegtion rcoms

{7} Rooms or spaces larger than 50 #2 (4.6 m2),

t incduding repair shops, used for storage of :
- combustible supplies and equipment in quantities )
j deemed hazardous by the authority having i
" jurisdlctlon

(8) Laborataries employing flammable or ;
| combustible materials in quantifies 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 bottom of the

door.
K 056; NFPA 101 LIFE SAFETY CODE STANDARD

K029°

K 056!
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PRINTED: 10/22/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES . . . . FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03%1
STATEMENT OF DEFICIENCIES {X1) PROVIOER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND FLAN OF CCRRECTION IDENTFICATION NUMBE R; A BUILDING 01 COMPLETEQ
185061 8. WING 10/09/2013
NAME OF PROVIDER OR SUPPLIER STREET AOORESS, CITY, STATE. ZIF CODE
130 MEADOWLARK DRIVE
KENWQOOD HEALTH AND REHABILITATION CENTER RICHMOND, KY 40475
(X0 | SUMMARY $1ATEMENT OF DEFICIENCIES ‘ o PROVIOER'S PLAN OF CCRRECTIGN T )
PREFIX | (EACH DEFICIENCY MLJST BE PRECEOEQ BY FLILL | OPREFIX JEACH CORRECTIVE AC1ION SHQULO BE ! COMPLENION
raG | REGLILATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APEROFRIAIE DATE
_ OEFICIENCY) ;
. i ) l. Dry pendeit sprinklers will be
K§56 : Continued From page 3 I K056, jnstalled at the two overhangs located i
SS=E outside the ambulance door exit and
; If there is an automatic sprinkler system, it is 1 . C wing exit by the facility's sprinkler
installed in accordance witlr NFPA 13, Standard | K system vendaor to ensure sprinkler
' for the Installation of Sprinkler Systems, to . protection to the area. The :
. provide complete coverage for all portions of the C installati on is scheduled for the week i
| buildlng. The system Is properly maintained in =~ | ' of 11/64/13
“accordance with NFPA 25, Stanidard for the : : :
- Inspectlon, Testing, and Maintenance of 5 Aonetimea dit of ’
| Water-Based Fire Protection Systems. Itis fully ! - A one Lime audit ol every roon)
“supervised. Therels a reliable, adequate water : and outside p\{erhangs was pompletcd
: by the Administrator on 10:28/13 to

; supply for the system. Required sprinkler ; r
1 systems are equipped with water flow and tamper - . ensure complete sprinkler coverage :
“swilches, which are electrically connected to the i for all portion of the building. :
; building fire alarm system. 19.3.5 No other issues were identified.

‘ * 3. The Maintenance department will
! . audit all areas weekly beginning week
: | of 11/04/13 and ongoing to ensure all

This STANDARD is not met as evidenced by: | - areas of the facility are sprinkler
. Based on observation and interview, it was i . protected as required.
! determined the facility failed to ensure the 7 ‘ Any issue ideltified will be addressed
" building had a complete sprinkler system, in immediately.
aocordance with NFPA Standards. : i The Administrator will re-educate the
! Lo ) : * maintenance supervisor Tegarding all
The findings include: . arcas of the facility are sprinkler

i Cbservation, on 10/09/13 at 11:50 AM, revealed protected by 11/01713.

i two (2) overhangs that were located outside of . -
the ambulance-doer exit and-C Wing-exitthat - ;A The Quality Assurance Team
; extended out from the building seventy-four (74) (OO“S_'Sfmg ofat 'Ca§‘ the
! inches which were made of combustible matenals | Administrator, Medical Director,
Director of Nursing, Social Services

- and were not sprinkler protected.
Director, Dietary Manager and

| Interview, on 10/09/13 at 11:50 AM, with the . Maintenance Supervisor} will review

! Malntenance Director revealed the overhang was | o all audit findings and revise current
made of combustible materials and he was not © plan at least monthly beginning week

| aware the overhang needed to be sprinkler i . of 11/13/13 and ongoing wuntil issue is

! protected. He stated he thought all the resolved or satisfactory.

" overhangs waere Identified.

Facllity ICk: 156321 If conlinuation sheet Page £ of 9
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DEPARTMENT OF HEALTH AND HUMAN SERVICES..
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/22/2013
- FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVICER/SIPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMEER: A BUILOING 01 COMPLETEO
185061 B. WING 10/09/2013
NAME OF PROVIOFR OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP CODF
130 MEADOWLARK DRIVE
KENWOOD HEALTH AND REHABILITATIO N -
H REHABILITATION CENTER RICHMOND, KY 40475
xH0 SUMMARY STATEMENT OF OEFICIENCIES T PROVIOFR'S PLAN OF CORRECTION Ll
PREFIX (EACH DEFICIENCY MUST BE PRECEQZO Y FuLL ' PREFIX (EACH CORRECTIVE ACTION SHOULDBE | COMPLETEN
TAG | REGIILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE OATE
; OEFICIENCY)
' | 5. Date of Compliance: 11/19/13
K 056! Continued From page 4 K 056 -
: Interview, on 10/09/13 at 4:00 PM, with the ;
 Administrator revealed he was not aware of this ! ; :
reqlirement. ‘ ‘
- | K062
. Reference: NFPA 13 (1999 Edition) 5-13 8.1 ; : ;
: Sprinklers shall be installed under exterior roofs , 1 A permanent hefat SOurce will be ;
or canopies exceeding 4 Ft. (1.2 m}) in width. i - Installed in the sprinkler raiser rooin :
i Exception: Sprinklers are permitted to be omitted | ; by the Maintenance Supervisor by :
! where the canopy or roof is of noncombustible or - 11/15/13 to ensure that the sprinkler X
IImited combustible construction. _ system is in reliable operating :
K 062  condition and heated.

K 082 NFPA 101 LIFE SAFETY CODE STANDARD
88=F
Required automatic sprinkler systems ars
- continuously maintained in reliabla operating
: condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA25

1975

ThlS STANDARD is not met as evidenced by:

" Based on observation and interview, it was

. determined the facility failed to ensure the
Spnnk!er Raiser Room was equipped with a
‘permanent heat source. The deficiency affected
all smoke compartments-and-had the potential 1
, affect all the facility’s residents, and staff.
| The findings include;
" Observation, on 10/09/13 at 3:00 PM, with the
; Maintenance Director, revealed the Sprinkler
! Raiser Room did not have a permanent heat
" source.

interview, on 16/19/13 at 3:00 PM, with the
Mamtenance Director, revealed he was not aware |
of the requirement. i

2. A one time audit of the faciljty's
spriakler system throughout the
building was completed by the
Adrministrator on 10/28/13 to ensure
that the sprinkler system is in reliable
operating condition and adequately
heated.

No other issues were identified.

' 3. The Maintenance department will
audit the facility’s sprinkler system
weekly begiuning the week of
11/04/13 and ongoing to ensure the
sprinkler system Is in reliabie
operating condition and adequately
heated.

i Any issue identified will be addressed

. itnmediately.

The Administrator will re-educate the
maintenance supervisor regarding the
sprinkler system is in reliable
operating condition and adequately
heated by 1'1/01/13.

FORM CMS-ZSG?(GQ-QQ) Previous Versions Obsclele Evenl 10:¥YHT121
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. DEPARTMENT GF HEALTH AND HLIMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 107222013
FORKI APPROVED
OMB NO. 0838-0381

STAIEMEN | OF OEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) OATE SURVEY
ANO PLAN OF CORREC KON IDENTIFICATION NUMBER: COMPLETED
A. BILLOING 01
185061 8. WING 10/09/2013
NAME OF PROVIOER OR SUPPLIER STREET AQORFSS, CItY, STATE, ZP GOOE
138 MEADOWLARK DRIVE
KENWOOD HEAL E ITAT CE ;
0D HEALTH AND REHABILITATION CENTER RICHMOND, KY 40475
(X&) 1o SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIOFR'S PLAN OF CORRECTICN 5]
PREFIX (EACH DEFICIENCY #MUST 8E PRECEOEO BY FULL PREFIX (EACH CORRECTIVE ACTION SHOIILO BF i COMPLETION
TAG |  REGULATORY OR LSC IOENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE | OATE
- OEFICIENEGY) .
g * .‘
K 062 Contlnued From page 5 K 062! ?@Ig:t%;aggﬁ:g: atg:e Team
i Interview, on 10/09/13 at 4:15 PM, with the | Administrator, Medical Directar,
5 fe?qrglgsmt; E::?r revealed he was unaware of this " Director of Nirsing, Social Services
: Di i d
Reference: NFPA 13 (1999 edition) Mé?ﬂggmcl:??;\f\?jz%; :v;jllll review
: 4-2.8.2 Vialve rooms shall be lighted and heated. ) 1 audit findin P d revise current
i The source of heat shall be of a permanently a' tll ' gs if; t';e . "
- Installed type. Heat tape shall not be used in lieu pan at ‘;aﬁt monthly beginiing wee:
- of heated valve enclosures to protect the dry pipe ! of 11/t3/13 and ongoing until issuc s
valve and supply pipe against freezing. ' T esolved or satisfactory.
K073 NFPA 101 LIFE SAFETY CODE STANDARD K 073;

58=k

i No furnishings or decorations of highly fammable |
19.7.5.2,19.7.53,18.754

! character are used,

i This STANDARD is not met as evidenced by:

¢ Based on observation and interview, it was

; determined the facility failed to ensure that no

i combustible decorations were used in the facllity,
according to NFPA standards. The deficiency

: had the potantial to affect all smoke

" compartments, all residents, staff, and visitors.

; The facility is certified for ninety-three (93) beds
'with a census of eighty-two {82) on the day of the
survey. The facility failed to ensure decorations
brought into the facility were properly fire treated

and documented.

The findings include:

: Observation, on 10/09/13 between 11:00 AM and |
1 4:30 PM, with the Maintenance Directer, revealed ¢

. wreaths/decorations were on doors throl ighout
! the facility to include the following rooms: 81, B2,
' B6, B8, B11, C2, C3, C7, D4, D7. The facility ?iad
;o documented evidence of flame retardant
g having been applied to these items.

5. Date of Compliance: 11/19/13
K073

1. The wreaths/decorations on the
doors of rooms B!, B2, B6, B8, B,
C2, C3,C7, D4 and D7 were
removed by the Maintenance
Supervisor on 11/01/13 to ensure no :
combustible decorations are used in )
the facility. i

. 2, Aone time audit of the wreaths !
I and decorafions throughout the :
. building was completed by the
! Administrator on 11/01/13 to ensure
° that no furnishings or decorations of
highly flammable character are used,
Items identified were immediately :
removed. :

! 3. The Maintenance department will

* audit the wreaths and decorations
throughout the building weekly

. beginning the week 0f 11/04/13 and

i ongoing to ensure that no furnishings

* or decorations af highly flammable :

i character are used. :

FORM CMS-2567102-99) Previcus Versions Obsolete

Ever 10:VHT121
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PRINTED: 10/22/2013

DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCT (ON (X3) DATE SURVFY
AND PLAN OF CORRECTION IDENTIFICATION NIIMBF R: A SUILOING 01 COMPLETED
185061 BWING 10/08/2013
NAME OF PROVIDER OR SUPPLIER STREET AGGRESS. GITY, SIAIF, 2IF CODE
130 MEADOWIARK DRIVE
KENWOOD HEALTH AND REHAB N CENTE
. ILITATIO R RICHMOND, KY 40475
xa SUMMARY STATEMENT OF DEFICIENGIES Tl . PROVIOER'S FLAN OF CORRECTION T e
FREFIX | (EACHOEFICIENGY MUST 6E PRECEOED BY FULL PREFX |, (EACH CORRECTIVE ACTION SHOULOBE ~ { GOMPLETION
TAG | REGULATORY OR LSC JOENTIFYING INFORMATION) ; TAG |  CROSSREFERENCEOTO THE APPROPRIATE -  DATE
, 5 OEFICIENCY} ;

The administrator will develop and

K073 Continued From page 6 - KO73 inplement a written policy for

; . i decorations including the requirement i

! Interview, on 10/09/13 at 4115 PM, withthe . for flame retardants or treatinent with
Maintenance Director revealed he was aware ' ! flame retardants.

i decorations were required to be treated with a fire | ' The administrator will develp and
retardant spray. He also stated that the facility : { imploment a treatment log to
dld not have a policy on decorations. . document use of flame retardarts for g
. Interview, on 10/08/13 at 4:15 PM, with the decorations ot furnishings needing .

treatment. i

- Administrator revealed she would gst this

, corrected and have a written policy created. The Administrator will educate the

: ! maintenance supervisor regarding no
furnishings or decorations of highly

' Reference: NFPA 101 (2000 Edition) ) . flammable character are used and
. : new flame retardaut policy for :
!18.7 5.4 Combustible decorations shall be ¢ decorations by 11/01/13. '
_ prohibited in any health care occupancy unless ' :
i they are flame-retardant. ) " 4. The Quality Assurance Team
K 147 NFPA 101 LIFE SAFETY CODE STANDARD ! K147; (consisting of at least the
S8=E| . ! Administrator, Medical Director,
Electrical wiring and equipment is in accordance i Direcior of Nursing, Social Services

; with NFPA 70, National Electrical Code. 9.1.2 Director, Dietary Manager and
: 5 ¢ Maintenance Supervisor) will review
all audit findings and revise current
i plan at least monthly beginning week
i i . of 11/13/13 and ongoing nntil issue is
This STANDARD is not met as evidenced by: resolved or satisfactory.
| Based on observation and interview, it was : \ .
determined the facility failed to ensure the faciity | ¢ 5 bateof Compliance: 11/19/13
: had an adequate number of electrical receptacies ! '
"to meet the needs of residents without the use of .
. extension cords or multiple outlet adapters ; i
! acoording to National Fire Protection Association i 1. The power strips in rooms B8,
(NFPA). The deficiency had the potential to affect | . Bl and D2 were remaved by the
| two (2) smoke compartments, forty-two {42) _‘ i Maintenance Supervisor on 10/10/13,
res:dents staff and visitors,

K 147

; i 2. A onetime audit of the electrical :
_- The findings include: . outlets and receptacles in the resident ,
; ' __rooms was completed by the :
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; X i Administrator on 10/28/13 to ensure
K 147 Continued From page 7 K147
i

' Observation, on 10/09/13 between 11:00 AM and ;
4:30 PM, with the Maintenance Director revealed ;
i multi-outlet strlp being used as permanent wiring. :

" Resident beds, were observed plugged into

; power strips in rooms B8, B11, D2. In addjtion,

! extension cords and mulli-outlet strine cannot be
used as & substitute for permanent wiring.

"Interview, on 10/06/13, at 4:00 PM, with the ;

. Maintenance Director revealed he had fofd staff

! that the medical equipment could not be plugged

into power strips.

i
* Interview on 10/09/13 at 4;15 PM with the

. Administrator revealed he would prohibit the use
i of power strips.

i Reference: NFPA 99 {1998 Edition).
3-3212D

i 2. Minimum number of Receptacles. The number

" of receptacles shall be determined by the

. intended use of the patient care area. There shall|

| be sufficient receptacles located so as to avoid |

"the ieed for extension cords or multiple outiet

; adapters.

! Reference: NFPA 70 (1999 Edition).

| 400-8. Uses Not Permitted

‘ Unless specifically permitted In Section 400-7,
flexible cords and cables shall not be used for the !

: following:

" 1. As a substitute for the fixed wiring of a

. structure

| 2. Where run through holes in walls, structural
ceilings, suspended ceilings, dropped cellings, or :

i floors

!'3. Where run through doorways, windows, or

that the facility has an adequate

' number of receptacles to meet
resident needs without the use of
extension cords or multi outlets
adapters.

No other issues were identified.

3. The Maintenance departinent will
audit the electrical outlets and
! receptacles in the resident rooms
" beginning the weck of 11/04/13 and
ongoing to ensure tliat the facility has
an adequate number of receptacles to
meet resident fieeds withot the use
of extension cords or multi outlets
adapters,
i Issues identified will be corrected
immedijately.
The Aduiinistrator will re-educate the
mailtenance supervisor regarding the
facility has an adequate number of
receptacles to meet resident needs
without the use of extension cords or
multi outlets adapters by 1 1/01/13.

4. The Quality Assurance Team

~ {consisting of at least the

L -Administrator, Medical Birector,

" Director of Nursing, Social Services
Director, Dietary Manager and
Maintenance Sipervisor) will review
all audit findings and revise current
plan at least monthly beginning week
of 13/13/13 aud ongoing until issue is
resolved or satisfactory,

5. Date of Compliance: 11/19/13
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i ; i
K147 Continued From page 8 K147,
" similar cpenings
: 4. Where attached to building surfaces !
" Exception: Flexible cord and ¢able shall be '
; permitted to be attached to building surfaces in
" accordance with the provisions of Section 364-8.
: 5. Where concealed behind building walls, :
* structural celings, suspended cellings, dropped
. ceilings, or floors i
' 6. Where installed in raceways, exceptas
; Otherwise permitted in this Code.
!
|
i
. i
’f H
;
i ;
i / %
1
: i
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