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F 871 | Continusd From page 28 F 371| The coffee and tea makers were scrubbed
Observation of the kitchen, on 01/08/13 at 815 and parts have been replaced by the vendor
AM, revealed the seaj between the hand sink and " to ensure cleanliness on 1/13/13, the dish .
the wall was cracked. There were three (3) dish " washers were in-serviced on using dish rack
crates stored on the floor in the dishwashing trolleys on 1/12/13, the eye wash station
room. The eye santitation basin was solled with a bowl was replaced 1/18/13, the crack behind
%*}ACK W?'igﬁh Sufbtﬁanc'?fﬂ“d Smka” b'%cf partlc;es- the hand sink was repaired on 1/14/13 by Joe
& outsldas of the colfes maxer and lea maxer Saylor, maintenance superviosor.

weare smearad and a whitlsh substance was
present. There ware numerous sofled papet
signs taped to the walls and tape residue was
present in many areas.

All paper signs were removed and placed in .
plastic frames on 1/18/13. The frames were
mounted to the wall to  hold the required

Observation of the kitchen, on 01/10/13 at 10:30 information by Sara Otto. Gaston Diomi
AM, revealsd the tea-makers and coffes makers - | added the dish warmer to the daily cleaning
continued to have the same solling as on . schedule as of 1/14/13.

01/08/13. The dish warmer full of plates had a The Nutritional Service Manager Gaston'

brownlsh greasy bulld-up able to be removed and Diomi will hold monthly. department.
brown and white particles around the openings meetings to ensure compliance with daily,
for the plates. weekly and monthly cleaning schedules.
' The Nutritional Service Manager, the
Review of the cleaning schedule for the kitchen, assistant Nutritional Service Manager will
revealed the dish warmer was to be cleaned do daily rounds of the Kitchen, the
weekly and other apphances were to be wiped Registered Dietician Andrea Baker, and the
down daily. Executive Director, Dennis McNatt will
i conduct weekly rounds of the kitchen. The

Intervisw with the Cook, on 01/1. 0/13 at 10:30 AM, Nutritional Service Manger will compile the
revealed each w_orker had specific areas to clean. information from these rounds and report to
She stated the kitchen needed to be clean to the Performance Improvement Committee

prevent the spread of germs, : for the next twelve  months.  The.

information will be shared monthly with the :
dietary staff at the monthly department
meeting.

Interview with the Manager, on 01/10/13 at 10:40
AM, reveaied the cleaning schedule times
needed to be Increased to ensure the kitchen wag
clean. He stated the kitchen needed to be ¢lean

io prevent the spread of disease. He stated he The Nutritional Service Manager, Gaston

was responsible to ensure the cleanliness of ma Diomi will present the compiled report to the
| kitchen. Performance Committee for twelve months.
. F 431 483.60(b), (d), (6) DRUG RECORDS, F431| The Executive Director is overall
. responsible for compliance.
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F 431 | Continued From page 29
58=D | LABEL/STORE DRUGS & BIOLOGICALS

The facility must smploy or obtaln the services of
a licensed pharmaclst who establishes a system
of records of receipt and disposition of all
controlled drugs in sutficlent detall to enable an
accurate reconclilation; and determines that drug
records are in order and that an account of all
conlrolled drugs is maintained and perlodically
recohciled.

Drugs and biologicals used In the faclllty must be
labeled in accordance with currently accepted
professional principles, and Include the
appropriate accassory and cautionary
instructions, and the expiration date when
applicable,

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facillty must provide separately locked,
permanently affixed compartments for siorage of
controlied drugs listed in Schedule I of the
Comprehansive Drug Abuse Prevention and
Caontrol Act of 1976 and other drugs subject to
abuse, except when the faclity uses single unit
package drug distrbution systems in which the
quantity stored is miplmal and a missing dose can
be readlly detectad.

This REQUIREMENT Is not met as evidenced
by: ,

F 431

This Plan of Correction is the center's credible
allzgation of compliance.

Preparation and/or execution of this plan of correction
does not constitule admission or agreement by the
provider of the truth of the facis alleged or conclusions
seiforih in the statement of deficiencies. The plan of
correction is prepared and/or exécuted solely because
it is reguired by the provisions of federal and state law.

F431 Label/Store Drugs & Biologicals 2/18/13
It is the practice of Kindred Transitional

Care and Rehabilitation - Northfield to see

that drugs -and. biclogicals are stored and

labeled properly.

Audit completed of all medication carts,
Treatment carts, and medication rooms to
ensure all are labeled and expiration dates
are appropriate. Completed on 01/20/2013.

Daily auditing of the medication carts,
treatment carts, and medication rooms
completed every day starting 01/13/2013 and
ongoing for the next 30 days, then weekly
audits to be completed by Unit Manager to
ensure all drugs/biological are labeled and
stored comeectly.  To be dome weekly
ongoing. :

The Director of Nurging will review audits
with unit manager on a weekly basis and will
compile a yeport for the Performance
Improvement Committee for twelve months.
The Executive Director is responsible for
overall compliance.
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F 431

Continued From page 30

Based on observation, interview and policy
review, it was determined the facility failad to
remove sixtean (16) of sixty-one (81) expired
needles and sterility compromised needies from
resident stock supplies on the North Hall '
Medication room. In addition, there was ons (1)
of one (1) Urethral Catheter Kit that had expired.

The indings include:

Upon requast of the facllity's polley for explrad
items, the facllity provided the Policy for
Medications with Special Explration Date
‘Requirements, revised 10/31/08, which did not
address these items in questlon,

Observation, of the North Medicatlon Rdom, on
01/09/13 at 11:00 AM, revealed twelve (12) of
sixty-one (61) needles expired on 02/2011, one
(1) of sixty-one (61) needles expired on 02/2009,
two (2) of sixty-one needles were opened and
sterility was broken. Qne (1) of one (1) Urethral
Cathater Kit expired 09/2012..

Interview, with Licensed Practical Nurse #4, on
01/09/13 at 11:00 AM, reportad she stocks the
medication room on North Hall and stocks it when
the supplles arrive. She raports she cleans the
room as it is needed,

Interview, with the Direcior of Nurses, on
01/10/13 at 11:12 AM, revealed each Unit
Manager was responslble to clean the madication
room and check supplies for an explration date
when supplies were ordered or stocked. She
reported she did not track each Unit Manger In

F 431
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Program under which it -

(1) Investigates, contrals, and prevents Infections
in the facility,

(2) Decides what procedures, such as isolation,
should be applied to an individual resident, and
(3) Malntains a record of incldents and corrective
actlons related to Infactiens.

(b} Preventing Spread of Infection

(1) When the Infection Control Program
dstarmines that & resident neads isolation to
pravent the spread of infection, the facillty must
izolate the resident.

(2) The facliity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or thair food, if
dlrect contact will ransmit the disease.

(3) The facility must require staff o wash thelr
hands after each direct residant contact for which
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F 431 Continued From page 31- _ - F431
that area. She reported she did not have polley 1o
address when to clean the medication rooms.
Upon request of the facility's policy for expired
items, tha facility provided the Pollcy for
Medications with Special Explration Date
Requirements, revised 10/31/09, which did not
address these items in question,
F 441 g??ﬂ%il[')\lF{_Elggid%N CONTROL, PHEVEN-T F 441 This Plan of Carrection is the cenler's credible
55=E v allegation of compliance.
The facility must establish and maintain an Preparation and/or execution of this plan of correction
Infection Gontrol Program designed to provide a does not constitute admission o agreement by the
safe san]tary and comfortable envir@nment and pmvidsr of{he truth ofthefacrs a!leged or conclusions
. set forth in the statement of deficiencies. The plan of
to help preverg 'tha d?velopm ent and transmission correction is prepared andfor execured solely because
of disease and Infection. it is required by the provisions of federal and state law.
(a) Infsction Control Program
L The facliity must establish an infection Control F441 Infection Control, Prevent Spread, 2/18/13.

Linens

It is the practice of Kindred Transitional
Care and Rehabilitation - Northfield to
assure  proper  infection  control is
demonstrated by staff.

Performance improvement was completed
with LPN#3 for not washing hands on
01/09/2013. One on one education was
completed with staff member by SDC on
01/09/2013. .

The medication and freatment carts were ;
immediately deep cleaned and sanitized on Il
01/09/2013 by the unit managers. '

The medication rooms were deep cleaned
and sanitized by the unit managers on |
(1/09/2013.
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F 431 | Continued From page 31- . - F431
that area. She reported she did not have policy to
address when to ¢lean the madication rooms,
Upon request of the facility's pollcy for expired
itams, the facility provided the Policy for
Maedicatlons with Special Explration Date
Requlrements, revised 10/31/09, which did not
address theee items In question.
F 441 483.65 INFECTION CONTROL, PREVENT Fé441| . \ .
—£ | SPREAD, LINENS - This Plan of Correction is the center's credible
88 ! allégation af compliance.
The facifity must establish and maintain an Preparation and/or exscution of this plan of correction
infection Contral Pr ogram deslgned to pr ovide a2 does not constitute admission or agreement by the
safe, sanltary and comfortable environment and provider of the truth of the facts alleged or conclusions
to halp prevent the developm ont and transmission set forth In the statement of deficlencies. The plan of
of dis d Infect] correction Is prepared and/for executed solely because
ease and infection. it Is required by the provisions of federal and state law.
(a) Infectlon Control Prograrm
The facllity must establish an Infection Control : .
Program under which it - i?g;ns Infection Contrpl. Prevent Spread, 2/18/13 ;
1) Investigates, controls, , i . , , - ‘
I(n )th 6 facil?l‘;ir,e rols, and prevents infections It is the practlce' pf 'Kmdred Transitional
(2) Decides what procedures, such as Isolation, Care and Rehabilitation - Northfield to
should be appliad to an Individual resident; and asswe proper infection  control s
(3) Maintalns a record of Incldents and corrective demanstrated by staf.
actiong related fo Infections. _
All nursing staff education on hand washing
(b) Preventing Spread of Infaction and infection control completed on
(1) When the Infection Control Program 01/29/2013.  All staff checked off on
datermines that & resident neads Isalation to approptiate hand washing techniques. -
pravent the spread of Infection, the facility must
isolate the resident. ) . All nursing staff education completed on
(2) The facillty must prohibit employees with a removal of gloves with hand washing and
communicgble dlsaa§e or If_lfBCted skin lesions medication pass. Education also completed
ft‘tom td'rect Cont.ﬁl.C'l with rgSIdent-S or thelr fo@d,'if on cleaning medication and treatment carts
direct contact will transmit the disaase. ) at the end of each shift.  Bducation
{8) The facility must require staff 10 wash their completed on 01/29/2013
hands after each direct rasident contact for which P ’
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F 441 | Continusd From page 32 F 441 | The suction equipment was removed from
har}d W?Sh"l‘g 18 ["d'Cat‘ﬁ‘C_’ by accepted the room of resident #5 and was immediately |
| professional practice. _ cleaned and new canisters, catheters placed
on machine, '
(¢) Linans
Parsonnel must handle, store, process and :
transport linens so as to prevent the spread of All suction equipment will be monitored by -
Infaction. the Respiratory Therapist for cleaning, and '

replacing on a daily basis. Nursing staff o
monitor after cach use as well. ;

All nursing staff education on hand wasluﬂg, '
cleaning of equipment and infection control
completed on 01/29/2013. All staff checked
off on appropriate hand washing techniques.
By the SDC completed education with all
employees. All staff demonstrated

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and facifity
policy review, It was determined the facliity failed
to consistantly implsment their infection control
program In regards fo handwashing, suction

equipment, and cleaning of the medication competency by re-verbalization, testing, and
rooms. The facllity staff did not practice demonstration.

appropriate hand hyglene after removal of gloves ‘

for two (2) of five (5) glove changes during the All nursing staff education completed on

use of the blood glucose monitoring. The removal of gloves with hand washing and _
medication and treatment carts on two (2) of two medication pass. Education also completed |
{2) units were soiled inside and outside and both on cleaning medication and treatment carts

(2) medication rooms had solled cablnets and at the end of each shift. Dating and Labeling :
storage areas. In addition, one (1) of sixtesn (16) equipment education also completed. '
sampled residents and eight (8) unsampled Education completed on 01/29/2013 by the
residents used suction equipmant for his/haer SDC, All staff showed competency thl'OUgh
care, The facilily staff did not ¢lean or change demonstration and testing.

Resident #5's suction equipment for two (2) days.

Unit managers and DNS to monitor on a
daily bagis medication rooms for cleanliness.
Started 01/13/2013 and daily for the next 30
days. Then to be completed weekly by Unit
Managers ongoing, The Dirgctor of Nurging
Services and Unit Managers are to monitor
on a daily basis and education to be ongoing
~with nurses.

The findings Include:

1. Review of the facillty's Hand
Hygiene/Handwashing Policy, revised 08/31/11,
page three (3), sectlon eight (8)(h) revealed staff
were to  decontaminate their hands after
temoving thelr gloves.
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F 441 | Continued From page 32 F 441 | Unit managers and DNS to monitor on a

daily basis medication rooms for cleanliness.
Started 01/13/2013 and daily for the next 30
days. Then to be completed weekly by Unit

hand washing s Indicated by accepted
1 profassional practice.

(¢} Linens Managers ongoing.

Personnel must handle, store, process and

transport linens so as to prevent the spread of The Director of Nursing or Asistant
infectlon, Director of Nursing will monitor through

direct observation and review of Infection
Confrol logs to assure proper infection

trol t . S ; .
This REQUIREMENT is hot met as evidenced control technique is utilized including hand
washing, This data will be reviewed and

by:
Based on obsetvation, Interview and fagillty analyz‘cd at the Performance Improvement
committee for twelve months, The

pollcy ravlew, It was determined the facllity faifed
to consistently implement their infection control Executive Director is responsible to ensure:

program In regards to handwashing, suction compliance.
equipment, and cleaning of the medication
rooms, The facllity staff did not practice
appropriate hand hyglene after remaval of gloves
for two (2) of five (5) glove changes during the
use of the blood glucose monitoring. The
medication and treatment carts on two (2) of two
{2) units were soiled inside and outside and both
(2) medication rooms had solled cabinets and
storage areas. In addition, one (1) of slxtesn (16)
sampled residents and elght (8) unsampled
residents used suction equipment tor his/her
care. The facllity staff dlid not clean or change
Residant #5's suction equipment for two (2) days.

The findings include:

1. Review of the facility’s Hand
Hygiene/Handwashing Policy, revised 08/31/11,
page three (3), section sight (8)(h) revealad staff
were to  decontaminate thelr hands after ‘
removing thelr gloves. ) '
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F 441 | Continued From page 33 F 441 |The Director of Nursing and The Assistant Director -

Review of the faciity's Infection Gontrol Work
Practices, revised 04/28/10, revealed the
employes was o wash their hands with soap and
water immadiately or as soon as feasible after the
remaval of gloves or other personal protective
ecuipment,

Observation of Licensed Practical Nurse (LPN)
#3 during a blood glucose check, on 01/09/13 at
4:15 PM, revealed of the flve (5) glove changes
the nurse failed to perform hand hygiene after
removal of the gloves on two (2) occaslons,

Interview with LPN #3, on 01/09/13 at 11:45 AM
and at 4:40 PM, revealed hand washing with
soap and water was done after three (3) 1o five
(5) glove changes and alcohol based gsl after
aach glove change. She reported she used
alcohol based hand gel after each glove change.
She staled she did not know why she did not do
hand hyglene after sach glove change.

2. Obsetvation of the North Hall Medication
Room, on 01/09/13 at 11:00 AM, revealed four (4)
of four (4) drawers had loose brown particles and
what appeared to be halr In the needle storage
basket. The sink had white and brown stains
around the sink faucet.

Ohsarvation of the North Hall Medieation Room,
on 01/08/13 at 4:50 PM, ravealsd all drawers had
loose brown particles and the storage cabinets
were solled. Residents' supplies ware stored in

| tha solled drawers.

Observation of the Sduth Hall Medication and
Treatment Carts, oh 01/10/13 at 10:10 AM,
ravealed Betading colored staine with spillage into

of Nursing will monitor through direct observation-

and review of equipment and medication room to
assure proper infection control technique is utilized:
including hand washing. Thig data will be reviewed!
and analyzed at the Performance Improvement
committee for three months and then quarterly. The
Executive Director is responsible to ensure '
rombliance.
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the bottom drawers of the Treatment Cart. The
Medication Cart for rooms one (1) through
thirty-two (82) was solled at the trash can
raeceptacle, .

Interview with LPN #3, on 01/09/13 at 11:45 AM
and at 4:40 PM, revealed each medication cart
was cleanad by the nurse on the shift sha/ha
uged the cart. .

interview, with LPN #4, on 01/09/13 at 11:00 AM,
reported she monitored the medication room

‘| when she ordered supplias and stock. She
stated she cleaned the medication room as it was
needed.

Interview, with Registered Nurse {RN) #1, on
01/09/13 at 4:50 PM, revealed he monitored the
medication room when he ordered supplies and
atock.

Interview, with the Director of Nurses, on
01/10/13 at 11:12 AM, revealed each nurse was
responsible to clean the Medication and
Treatment Carts during each shift, and If they saw
any spillage, it should be cleaned at that time,
She raported each Unit Manager was responsible
to clean the medication drawers and supplies
when supplies are ordered or stocked, She
stated she did nol track each Unlt Manger in that
area. She reported she did not have a policy to
address when to clean the medication rooms or
caris,

3. Revlew of the faclilty's policy regarding Suction
Machine, Care and Use Of, Revised 08/31/12,

FORM CMB3-2567(02-89) Pravlous Vaersions Obaolate Evant ID:508311 ) Facility 1D: 100233
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revealed appropriate handling and care of suction |-
machinas prevented contamination, spread-of
infection and maintained the equipment in good
working order,

Review of the Respiratory Equipment Change
and Cleaning Guids, Revised 08/31/11, revealed
the suction catheter was to be finsed after use
and have a date and label with the residents
raom humber on i,

Observation, on 01/08/13 at 10:66 AM, revealed g
suction maghine In the room of Resident #5, with
the products of suctioning in the machine, tubing
with produels of suctioning present and the
Yankauer suctlon cathster uncovared hanging
behind the suction machine. The suctioh

catheter was not laheled or dated. Continued
observation, on ¢1/09/13 at 9:30 AM, revealed no
change In the suction equipment from the
previous day,

interview, on 01/09/13 at 10:40 AM, with Licensed
Practical Nurse (LPN) #1 revealed the suction
machine was to be covered with a bag. She also
revealed the suction catheter was 10 be covered
or discarded. She revealed there was an oxygen
aquipment company that came to the facllity
weekly to change out the equipment. She also
revealed for infection control purposes that the
suction catheter should be cleansed and put In a
package.

Interview, on 01/059/13 at 10;45 AM, with the
Director of Nursing (DON) revealed the suction
cathetsr for the suction machinewastobelna
plastic bag when not in use. Inaddition, she
stated the suctlon cannister should have been

FORM CMS-2667(02-00) Previous Verslons Obsolate Event ID; 60831 Facliity 1D: 100235
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emptied every twenty-four (24) hours. The
- reason was so the cannister would be clean,
Interviaw, on 1/08/13 at 10:50 AM, with LPN
Weekend Supervisor #2 revealed the guction
catheter should be stored under the bag with the
suction machine. She gave infection control as
the reason for appropriate storage of the suction
aquipment. She revealed if the suction catheter
was not stored approprlately, you may expose the ) o ,
resldent to anything the catheter was exposed to. Tz;“ Plan of C"wf.“"“ is the center's credible
F 485 | 483.70(h) F 465 allegation of compliance,
§58=F | SAFE/FUNCTIONAL/SANITARY/COMFQ RTABL Preparation and/or execistion of this plan of correction
E ENVI RON does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
The facllity must provide a safe, functional set forth in the statement of deficiencies. The plan of
It d fortabl P L ! correction is prepared and/or executed solely becouse
?a;}da;‘ﬂy; a:ta?fo?dotha e te)ll?w ronment tor it is required by the provisions of federal and state low.
esidonts, al e public, U,
_ F465 Safe/Punctional/Sanitary/Comfortable 2/18/13
, . Environment
g;]lls REQUIREMENT ig not met as evidenced It is the practice of Kindred Transitional
Based on observation, interview and facflity .Cmo and S%ﬂj\"j‘;&“"?‘ i No:ggﬁegi fo
policy review, It was determined the facility failed ImpIove a Sale environment [or resicents.
to provide a functional envirohment for eight (8) of ) . ) .
twanty-five (25) resident rooms with over the bed The Maintenance Director was in serviced
fight strings. Five (5) of twenty-five (25} resident on 2/4/13 by the Executive Director of
rooms was cluttered and had boxes stored on the proper use of PM's and daily rounds to
floor in the resident's room. The facllity falled to ensure building upkeep. A weekly check off
provide a comfortable, safa environmaent for the for windows was developed on 2/12/13 and
rasidents In one (1) of wo (2) Day Rooms with will be utilized by the maintenance and
observation of a window that had foose, crumbly housekeeping  departments. The
wood exposed to outside elements, maintenance Director will collect the check
. offs weekly and ensure that all windows are
The findings include: in working condition. Any issues will be
. - addressed, corrected and reported to the
Upon request, of the Pollcy and Procedure for the Executive Director for inclus;i’on in the PI
Facility, from the Director of Malnteniance, on report on a safe environment for residents.
I
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F 465 | Continued From page-37 F465| Rooms 15,17, 18, 50B: 52B, 534, 54B, 60A
011713, revealed he did not have a policy on the all have strings attached to overhead lights
up keep of the building. He staled corporate did as of 1/14/13. This was completed by the
not require a preventative maintenance of the maintenance director. The maintenance -
building and he did not have & check off for the director on dajly rounds will check for
windows. overbed light strings and replace as needed. '
) Rooms 36B, 39B, 43B, 47A, 484, 48B and
Oztagerggt[lfnszf éesfcilaggrgom 51;15/6;;’1,;8:[ 201 8, 518 have been declutitered by maintenance,
52 B, ! an » ON 3 at 8115 housekeeping and nursing staff on 1/14/13.
AM, durlng facliity tour, revealed missing over the . .
bed light strings. Observation during a facillty A lotter was given (o residents and sent to
tour of resident rooms 15, 17, 18, 50 B, 52 B, 53 responsible parties on 1/31/13 stressing the{
A, 54 B and 60 A, on 01/10/13 at 1:00 PM, need to assist the center in controlling items
revealed the over the bed light strings remalned in resident rooms. All resident rooms with -
missing. clutter were addressed by social services
1/14/13 and will be addressed as needed
Observation, on 01/08/13 at 8:30 AM, during each month and at resident council for
initialtour, revealed cluttered rooms and boxes twelve months.
stored on the floor in resident rooms 36 B, 39 B, e
43 B, 47 A, 48 A/Band 51 B. The window in the north day room was-
i diately covered with plastic on 1/10/13!
Observation, of the North Day Room, on 01/08/13 e
at 8:30 AM and on 01/10/13 at 8:35 AM, revealed and s C";’fl‘;“l Jlnder warranty and was,
one window was cloudy and the wood sash had feplaced on 2/15/
loose wood particles, The wood trim that held the
glass window In place had lost the coat of paint, All residents had the potential of bemg
and cool alr was felt through the wood. Daylight affected by the envionment.  The
was seen through the window sash. Maintenance Director, Joe Saylor completes :
' daily rounds using the PM daily check,
Interview, with the Dlrector of Maintenance, on based on visual observations. Weekly the§
01/10/13 at 8:40 AM, reported he was not awars Executive Director, Dennis McNatt  will
of any window damage in the North Day Room. also do rounds with the Maintenance
He reported, he did not have any tracking Director, Joe Saylor. All finding will be :
mechanism in place to ensure areas of the facility logged and any areas needing attention wili
were routinely checked. He stated, he did not- be addressed immediately with the direction -
Phaevg j{g{npgremnﬂve maintenance checklist for of the Maintenance Director, Joe Saylor.
Interview, with the Director of Housekeeping, on
FORM CMS5-2567(02-99) Pravious Varslons Obsalete Evant 1D: 506311 Fmtv ! IF continuation sheet Page 38 of 39
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01/10113 at 8:55 AM, reported his staff was
responsible for cleaning the North and South Day
Rooms. He stated, he was not aware of any
window damage in the North Day Room. He
reporied, he did not have any tracking
-mechanism in place to ensure items of concern
were reponied.

interview, with the Director of Nurses, on
01/10/18 at 8:59 AM, reported she was not
aware of the rotted window In the North Day
Room; howaver, she did have a Maintanance
binder at the North Nurses Station, She stated,
the nurses document any repalr naeds for the unit
In that binder. She stated the Maintenance staft
check it everyday for repairs.

Interview, with the Adminlstrator, on 01/10/13 at
9:05 AM, reported he was not aware of the rotted
window in the North Day Room. He siated, he
had neticed the window was cloudy, but was not
awatre the window had rotted, He verbalized, If
they had know the window was rotten, they would
have called someone In to fix It. However, review
of the Maintenance Binder locatad at the North
Nurses Station, revealed staff documented
window wood dry rot, dated 10/17/12. This job
was signed off as completed by the Maintenance
staff. '

¢

building to ensure that all staff is aware of
the maintenance log book on both units.
Education was

8TATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMSER: . COMPLETED
A. BUILDING y
B. WING
185179 N 01/10/2013
NAME OF PROVIOEH OH SOPPIER R 1 T e I e
. §000 HUNTING RD,
NDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD
Ki LOUISVILLE, KY 40222
(X4) 1D | =--vom = SUMMARY. STATEMENT. QR DERICIENCIES - - e e rom. on D rmme | e -cremo PROVIDER'S ELAN-OF CORRECTION ool - 680 |
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F 465 | Conlinued From page 38 F 465| In service completed for all staff jn the entire

completed by Jamie

Humphrey RN SDC and the Maintenance -

Director, Joe Saylor on 1/31/13

The .

maintenance director, Joe Saylor will collect
the log each morping and bring it to the
morning stand Up meeting to give an update -
on repairs and gather new items that need .

repair.

'{ The Maintenance Director will report the

findings from the unit maintenance log'

books and the information gathered during
scheduled rounds for twelve months and
present the findings to the Exccutive
Director 10 report at the Performance
Improvement committee for twelve months..
The Executive Director is the responsible for

overall compliance.

FORM CMS-26687(02-99) Previoua Verslons Obsolate

Event ID; 508311

Faslifty 10; 100233

IF continuationy sheet Page 39 of 38




Feb. 20. 2013 3:47PM  Kindred Northfield Centre - Ne. 3313 P69
‘ PRINTED: 01/23/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (x1) PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A BUILDING 01 - MAIN BUILDING 01
185179 B. WING 01/08/2013
NAME-QF-PROVIDER OR BLIPPLYER- - -nvromin meessves cmesrmmmssssissocs ses s1eeme s s o or1n ommoeoom oooe “STREE T ADDRESY. CITY. STATE 2P GoBE "~~~

.6000 HUNTING RD.
LOUISVILLE, KY 40222

SUMMARY STATEMENT OF DEFICIENCIES , dD ... ... PROVIDER'S PLAN OF GORBEGTION .

KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD

{ - GR1D . BUMMARY STATEMENT OF DEFICIENCIES ! o i~ R— Y
%‘?gmx ; {EACH DEFICTENCY MUST BE FRECEDED BY FULT PREFIX (EACH CORRECTIVE ACTION SHOULD BE T ¢omPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE  ;  DATE
. B ’ - : DEFICIENGY)

i
K 000; |

¥
H
|
i

i
]

K 000 | INITIAL COMMENTS

| CFR: 42 CFR 483.70(a)
 BUILDING: 01

PLAN APPROVAL: 1686

f SURVEY UNDER: 2000 Existing

| FACILITY TYPE: SNE/INF

| TYPE OF STRUCTURE: One Story, Type Il
 (000)

' SMOKE COMPARTMENTS: Seven (7) smoke
- compartments

. FIRE ALARM: Complete fire alarm system with | , |
“heat and smoke detectors i :

| SPRINKLER SYSTEM: Complete automatic dry . :
1 sprinklsr system. (2- risers) i
i i
: GENERATOR: Type Il generator, Fuel source is : i
 digsel. ! i

: Astandard Life Safety Code survey was
» conducted on 01/08/13. Kindred Transitional Care i
! and Rehab was found not to be in compliance

; with the requirements for particlpation in

' Medicare and Medicald. The facility is certlfied for
: one hundred twenty (120) beds with a cehsus of

| sevanty eight (78) on the day of the survey.

The findings that follow demonstrate

;- honcompliznce with Title 42, Cofle of Federal

;}R{agulatiohs, 483.70(a) et seq. (Life Safety from
ire) .

v

i
!
i
|
|
|

LABORATORT DIRECTOR'S OR PRPVIDE UPPLIER REPRESEN TIVE'SSIG':IATURE THLE ;. . :(XG)QATE
A U Qs MW@ ' ~ ;«?BMJ/ df@ﬁﬂ 23

7

Any deﬂcten’cy statement ending with ari a‘é'letisk ) &enmss & deficiency which the institulion may be excusad from correcling providing fi Is de!em{inad—t—ﬂ;t
other safeguerds provida sufflcient proteciion to the patienls. (See instructlons,} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather of not a plan of correction is previded. For nursing homes, the ahove {findings and plans of correction are disclosabls 14
days followlng the date (hese documants are made avallable lo the faclity. If deficlancles are clied, an approved plan of correction is requisite to conlinued
program parlcipalion.
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i

This STANDARD is not met as evidenced by:
i Based on observation and interview, it was
: determined the facility failed to meet the
» requirements of Protection of Hazards in
{ accardance with NFPA Standards, The
» deficiency had the potential to affect one (1) of
- seven (7) smoke compartments, residsnts, staff
. and visitors, The facility is certified for one
: hundred twenty (120) beds with a census of
i seventy eight (78) on the day of the survey. The
; facility failed to provide a self-closing devices for
- doors profecting hazardous areas.

: The findings include:

Observation, on 01/08/13 at 2:34 PM. with the

i
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%4 C . SUMMARY STATEMENT OF DEFICIENGIES |5 1 PROVIDERS PLANOE CORREGTION - —i .
éééﬁx i {EACH DEFICIENCY MUST BE SRECEDED BY FULL L -1 (EAGH ctgg‘geacw& ACTIONagHOIJLD BE . coMg{L?mN
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T ’ _ CEFICIENCY) :
K 000 : Continued From page ;. Kooo
 Deficiencies were cited with the highest ;
' deficlency identified at F level. : : D
K029 : NFPA 101 LIFE SAFETY CODE STANDARD ! K029; '
s8=0 ; o ;
- One hour fire rated construction (with % hour N . .
 fire-rated doors) or an approved automatic fire | E :
- extinguishing system in accordance with 8.4,1 | !
- andfor 19.3.5.4 protects hazardous areas. When ' . f
- the approved autornatle fire extinguishing system : : :
» option 13 used, the areas are separated from i ? :
. ETesising parttioTE g ' :
:doors, Doors are self-closing and non-ratedor ¢ |
 field-applied protective plates that do not exceed ' '
! 48 inches from the bottom of the door are : ; :
‘permitted.  19.3.2.1 : ;

|

i
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1
1
It

! Interview, on 01/08/13 at 2:34 PM, with the

; Adrinistrator revealed they wers not aware the
1 door to this room was required (o be seif-closing.

]
i 8.4.1.8
: Doors in barriers required to have a fire
i resistance rating shall have a 3/4-hour fire
| protection rating and shall be self-closing or
automatnc—cloamg in accordance Wlth 7.21.8
(

i
3

s
1

P
: Reference:

* NFPA 101 {2000 Edition).

i 19.3.2 Protection from Hazards.
1 198.3.2.1 Hazardous Areas. Any hazardous areas
i shall be safeguarded by a fire barrier having &

. 1-hour fire resistance ratmg or shall be provided
i

3

LoD, i AN OF G =
é%?é.g‘ e AT DEFTENCY RUST BE PRECEDED BY FULL PR'EDFIX T TEALH CORRECTIVE ACTION SHOULD BE " GOMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENGED TO THEAFPROFRIATE | DATE
; 5 | - DEFICIENCY) - :
K 029! Contmued From page 2 ! K 029§ This Plan of Correction is the center's credible
s allegation of compliance.
Mamtenance Supervisor revealed the North Hall : egation of comp .-M .
i Storage room had hazardous storage and did not ! Préparation and/or execution of this plan of correction
I'have self-closing device to keep the door closed. ! " . does not constitute admission or agreement by the
- i | provider of the truth of the facts alleged or conclusions
‘ ! set forth in the statement of deflclencies. The plan of
P . ; : | correction is prepared andlor exceuted solely becouse
- Interview, on 01/08/13 at 2:34 PM, with the : it is required by the provisions of federal and state law.
; Maintenance Supervisor revealed they were not 1 : ‘ '
i aw?r? the door to this room was requlred to be | K29 Life Safety Code Standard
se -closing. ! It is the practice of Kindred Transitional 2/18/13

Care and Rebabilitation - Northfield to have
self closing devices for doors protecting
hazardous areas, _ J

. The residents in 1 of 7 smoke compartments
; had the potential to be affected by the non
! gelf closing door in the North hall storage
! oom. The self closure Was installed on
1/15/13 in the storage closct (morth). All
doors requiring self closure were checked by
the maintenance director 2/4/13. i

| The Maintenance Director and the staff were +
" educated on the regulation regarding K29 ; )
and requirements of self-closing doorson -
appropnate rooms. The Executive Director

I was educated on the proper use of self

closing doors on appropriate rooms and Tag
K29. Education was completed by the area

! Maintenance Supervisor on 01/30/2013. The !
Executive Director and Maintenance staff

{ demonstrate competency by re-verbalization

; of education. ‘

The maintenance director on daily rounds !
will check doors that self close for proper :
. operation and recorded for monthly safety |
§ meeting for twelve months, 1
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STATEMENT OF DEFICIENCIES (X’i) PROVIDER/SUPPLIER/CLIA (XZ) MULTIPLE CONSTRUCTION (XB) leTE SURVEY
AND BLAN OF CORRECTION ' IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
© 185178 B. VNG 01/08/2013
NAME OF PROVIDER OR SURPLIER-~ -+ -~ = -~ --=woc oo oo |'STREET ADDRESS, CITY, STATE, 2IF CODE -

6000 HUNTING RD.

KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD LOUISVILLE, KY 40222

(X410, . SUMMARY STATEMENT OF DEFICIENGIES I 10 1 . ___ PROVIDERSPLANOF CORRECTION ___ . _. 5. .
T pReFX T (EACHOEFICIENCY MUSTBE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE " GOMPLETION
TAG f REGULATORY OR LSC IDENTIFYING INFORMATIQN) i TAG } CROSS-REFERENCED TO THE APPROPRIATE ! DATE
; , ; DEFICIENCY) '
— .«‘ 4
K 0295 Continued Fram page 3 K Dggﬁ The maintenance director will present this
| with an automatic extinguishing system in . teport o the Exective Director for
. accordance with 8.4.1. The automatic - : ; Submission to  the Performance
- extinguishing shall be permitted to be in : :  Lmprovement commitiee for twelve months. .
: accordance with 18.3.5.4, Where the sprinkler i The Executive Director is overall
{ optlon is used, the areas shall be separated % ! responsible for compliance.

~ from other spaces by smoke-resisting partitions X i
: and doors. The doors shall be self-closing or ! i ‘ i
; automatic-closing. Mazardous areas shall i
i include, but shall not be restricted to, the i
i following: : :
" (1) Boller and fuel-fired heater rooms : i
' (2) Central/bulk laundries larger than 100 f2 '
: (9.3 m2) i ;
' (3) Paint shops . : : ; :
_(4) Repair shops j ; '
" {B) Soiled linen rooms : |
| (8) Trash collection rooms ] :
i {7) Rooms or spaces larger than 50 ft2 (4.6 m2), !
“including repair shops, used for storage of
; combustible supplies .
i and equipment in quantities deemed hazardous
+ by the authority having jurisdiction
: (8) Laboratorles employing flammable or _
. combustible materials in quantities less than |
" those that would ba consldered a severe hazard. ! : \
- Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or :
. field-applied f :
- protective plates extending not more than f ;
“48in. (122 ¢m) above the bottorn of the door. ¢ : =
K 046 ; NFPA 101 LIFE SAFETY CODE STANDARD | K 046! i
§8=F | ' ; i :
| Emergency lighting of at feast 1% hour duration Is | ’ ;
i provided in accordance with 7.8, 19.2.9.1, i

v
)
1

" This STANDARD is not met as evidenced by:

FORM CM8-25687 {02-68} Previous Verslons Obsolete Event ID: 508321 Faclity 10, 100233 ~-lf sontinuation gheat Page 4 of 156
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: CGOMPLETED
A BUILDING 01 - MAIN BUILDING 01
B, WING
185179 01/08/2013

-HAME OF PROVIDER GR SUPPLIER

KINDRED TRANSITIONAL CARE AND REHAB.NORTHFIELD

| eTrREET ADDRESE, CITY, §TATE, ZiF CODE

6000 HUNTING RD,
LOUISVILLE, KY 40222

* Based on staff interview and testing of

. emergency lighting record review, it was i
: determined the facility fafled to test emergency
; lighting in accordance with NFPA standards. The |
* deficiency had the potentlal to affect seven (7) of |
: seven (7) smoke compartments, residents, staff |
i and visitors, The facllity is certifled for one :
i hundred twenty (120) beds with a census of

i seventy eight (78) on the day of the survey. The

! facility failed to provide documentation that ’
- battery emergency lighting was tested annually
“or 1 % hours. !
' i

“The findings Include:

Testing of emergency lighting record review, on
: 01/08/13 at 12:16 PM, with the Maintenance
| Supervisor revealed the facility did not have
- documentation that the battery emergency !
*lighting in the facility was tested for 1-1/2 hours
i within the last year.

i Interview, on 01/08/13 at 12:16 PM, with the :
' Maintenance Supervisor revealed he was not {
. aware the annual test for the battery emergency |
i light for 1-1/2 hours had to be documented.

s Interview, on 01/08/13 at 3:40 PM, with the |
: Administrator revealed they were not aware of the |
: requirement for emergency battery light testing. ‘

'

I Reference: NFPA 101 (2000 edition) i
i 7.8.2.1* Emergency illumination shall be provided !
~for not less than 11/2 hours in the event of failure :
; of normal lighting. Emergency lighting facilities

: shall be arranged to provide initial illumination :
‘ that is not less than an average of 1 fi-candle (10

| o , e ey SIMMARY STATEMENT OF DEFICIENCIES e D) iz PROVIDER'S PLAN OF CORRECTION ... .5, . (x5}
PREFIX | 7 TEACH CEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ™| COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ! CROSS-REFERENCED TO THE APFROPRIATE | DATE
i i ; DEFICIENCY) i
: " T
K 048 ! Continued From page 4 ; K 046

This Plan of Correction is the center's credilile
allegaiion of complionee.

Preparation and/or execution of this plan of correction
daes not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because ' '
it is required by the provisions of federal and state law. :

|

K46 Emergency lighting 2/18!1331
It is the practice of Kindred Transitional ':
Care and Rehabilitation - Northfield to test *!
" emergency lighting.

All residents could have had potential issues o
with the lack of documentation of a 1% hour !
testing of emergency lighting in the last year. i
All emergency lighting was tested on !
. 1/16/13 and is. operating properly. The
Bxecutive Director in  serviced the
_ Maintenance Director on NFPA 7.9.3
! Periodic Testing of Emergency Lighting
Equipment on 2/8/13. /

i The Maintenance staff was educated by the
Executive Director on 02/08/2013.
Competency of education was verified through
Re-verbalization of understanding of policy
on testing emetrgency lighting,
The maintenance director will ensure the 1%
; is on the PM’s and checked yearly. The
- results of the checks will be documented
and presented to the safety meeting.
i The maintenance director will present thi¥
‘ report o Performance  Improvement
committee in February., The Executive
. Director  is overall responsible for
! compliance.
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DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
BTATEMENT OF DEFICIENCIES (X1) .PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 « MAIN BUILDING 04
185179 o : 01/08/2013
-NAME-OF PROVIDER OR SUPPLIER - : R : "STREET ADDRESE, GITY, STATE, 2P COBE o

&000 HUNTING RD,

RED TRANSITIONAL CARE AND REHAB-
KIND A NORTHFIELD LOWISVILLE, KY 40222

QaIQ. ... .. .. SUMMARY STATEMENT OF DEFICIENCIES " T \n i PROVIDERSFPLAN.GF CORREQTION. .. 1. . (x5
" PREFIX T [EAGH DEFICIENCY MUBT BE PRECEDED BY FULL ~ " ""pREFX | (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG .  REGULATORY OR LSCIDENTIFYING INFORMATION) ! 'YAG |  CROSS-REFERENCED TO THE APPROFRIATE _  DATE
| H : DEFICIENCY) :
! : .
! [ 5 . - " H
K 048 Continued From page 5 . Kode.

: lux) and, at any point, not less than 0.1 fi-candle : |
(1 lux), measured along the path of egressat : :
: floor fevel. llumination levels shall be permitted to | '
declme {o not less than an average of 0.6 :
ft~candle (6 fux) and, at any point, not less than
- 0.08 ftcandle (0.6
lux) atthe end of the 11/2 hours., A i
; maximum-to-minimum ilumination uniformity :
“ratio of 40 to 1 shall not be excesded.

£ 7.9.8 Pericdic Tesling of Emergenoy Lighting
Equrpment A functional test shall be conducted
' on every required emergency lighting system at
§ 30-day intervals for not Iess than 30 seconds. An
: ahnual test shall be conducted on every required
- battery-powered emergency lighting system for
; not less than
. 11/2 hours. Equipment shall be fully operational :
_for the duration of the test, Written racords of | : i
“visual inspections and tests shall be kept by the | ; i
- owner for inspection by the authority having : ! i
{ jurisdiction. | ' L
" Exception: Self-testing/self-diagnostic, : : : !
! battery-operated emergency lighting equipment | f 5
{ that automatically performs a test for not less P .
*than 30 seconds and diagnostic routine notless 5 %
| than once every 30 days and indicates failures by ; :
; @ status Indicator shall be exempt from the , i :
. 30-day functional test, provided that a visual '
f inspection Is performed at 30-day intervals. i i
K 050 ' NFPA 101 LIFE SAFETY CODE STANDARD . K050
58=F ; : i
* Fire drills are held at unexpected times under ;
, varying conditlons, at least quarterly on ‘each shift.;
i The staff is familiar with procedures and is aware |
t that drills are part of established routine. ; i
. Responsibllity for plahning and conducting drilis is
i assigned only to competent persons who are ;

1

]
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {*1) PROVIDERISUPPLIER/CLIA {X2) MULYIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 . MAIN BUILDING 01
, 185179 8. WNG 01/08/2013
NAME OF PROVIDER OR SUPPLIER - 'STREET ADDRESS, CITY, $TATE, 2IP CODE '
6000 HUNTING RD.
RANS R D REHAB-
KINDRED T ITIONAL CARE AN ‘ H NORTHFIELD LOUISVILLE, KY 40222
CABAD, L SUMMARY STATEMENT OF DEFICIENCIES | ceecADmincrt e e . PROVIDER'S RLAN OF CORRECTION < <o v oo (X5}
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG | REGULATQRY OR LEC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THEAPPROPRIATE +  DATE
5 : ! ; DEFICIENCY) : :
. f ’
K050 Continued From page 6 I K050
! qualified to exercise leadership. Where drills are | * Thig Plan of Correction is the center's credible
i cohducted between 9 PM and 6 AM a coded ~ allegation of compliance.
» announcement may be used instead of audible ! '
.alarms. 10712 ! . Preparatlon andior execution of this plan of correction
! : ' does not constitute admission or agreement by the
, i provider of the truth of the facts alleged or conclusions
; i setforthin the statement of deficiencies, The plan of
! i+ correction is prepared and/or executed solely because
i ' i it Is required by the provisions of federal and store law,
 This STANDARD is not met as evidenced by: | i
i Based on interview and fire drlll record review, it : K50 NFPA 101 Life Safety Code Standard ~ 2/22/13

1 was determined the facility failed to ensure fire

: drills were conducted quarterly on each shiftat |
- unexpected times, in accordance with NFPA :
i standards. The deficiency had the potentialto |
" affect seven (7) of seven (7) smoke !
{ compartments, residents, staff and visitors. The

: facliity is certified for one hundred twenty (120) |
" beds with a census of seventy eight (78) on the
“day of the survey. The facility failed to ensure the !
i fire drills were conducted at unexpected times.

i H
i The findings Include: I
i ‘ !
i Fire Drill review, on 01/08/13 at 11:42 AM, with :
i the Maintenance Supervisor revealed the facllity
¢ failed to conduct fire drills at unexpected times on :
i all shifts. ' :

- Interview, on 01/08/13 at 11:49 AM, with the ;
i Maintenance Supervisor revealed they were not |
t aware the fire drills were not being conducted as |
- required,

i : :
: Intarview, on 01/08/13 at 3:40 PM, with the !
: Administrator revealed they were not aware of the :
| requirements for conducting fire drills.

It is the practice of Kindred Transitional
Care and Rehabilitation - Northfield to
conduct fire drills quarterly on each shift,

All residents had the potential of being
affected by the lack of documentation on
quarterly fire drills. The maintenance
director will follow the PM schedule and
conduct monthly fire drills on each shift at
staggered times for the next 12 months. The
Executive Director in  serviced the
maintenance Director on 2/8/13 on the
importance of staggering the drills to ensute
staff awareness.

The maintenance director will conduct fire
drills and document as part of his monthly
PM program and report findings at the safety
committee meeting for twelve months.

The maintenance director will present the
report to the Executive Director for
presentation to the Performance
Improvement committee for twelve months,
The Executive Director is overall
responsible for compliance.
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
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185179

(*2) MULTIPLE- CONSTRUCTION {XS)SJ\TE SUREVDEY
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0170812013

NAME OF PROVIDER OR SUPPLIER .
KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD

STREET ADDRESS, CITY, STATE, ZIF CODE
- 6000 HUNTING RD.

LOUISVILLE, KY 40222

88=D!
! If there Is an autornatic sprinkler system, it is
| installed in accordance with NFPA 13, Standard
. for the Installation of Sprinkler Systems to
{ provide complete coverage for all portions of the
j building. The system ja properly maintained in
. accordance with NFPA 25, Standard for the :
' Inspection, Testing, and Maintenance of ;
| Water-Based Fire Protection Systems. Itis fully !
- supeivigsed. There is a reliable, adequate water
- supply for the system. Required sprinkler i
- systems are equipped with water flow and tamper :
. 8Wltches, which are electrically connected to the !
i bmldmg fire alarm system.  19.3.5

" This STANDARD is not met as evidenced by: |
. Based on observation and interview It was i
. determined the facility failed to ensure the i
: i building had a complete sprinkler system, in ;
' accaordance with NFPA Standards, The deficiency -
i had the potential to affect one (1) of seven (7)
" smoke compartments, residents, staff and
vrsnors The facility Is certified for one hundred
i tWenty (120} beds with & census of seventy eight
: (78) on the day of the survey.

| The findings include:
' |

L0 1 SUMMARY STATEMENT OF DEFICIENGIES R .o wieme.or. EROMIDER'S PLAN OF CORRECTION 1. (x5}
PREFIX T IR TEFICTENCY MUST BE FREGEDED BY FULL TTUPREFIX "(EACH CORRECTIVE ACTION 8HOULDBE  , GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Potas CROSS-REFERENGED TO THEAPPROPRIATE . DATE
| ; DEFICIENCY) !
K 050 | Continued From page 7 K 050:
" Reference: NFPA Standard NFPA 101 10.7.1.2, ! f :
; Fire drills shall be conducted at leagt quarterly on : i !
! each shift and at unexpected times under varied : !
- conditions on all shifts. | ;
K 056 1 NFPA 101 LIFE SAFETY CODE STANDARD 5 K 086

This Plan of Correction is the center’s credible :
allegation of compliance. :
|

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction Is prepared and/or executed solely because
it {s required by the provisions of federal and state law.

K56 NFPA Life Safety Code Standard

It is the practice of Xindred Transitional

 Care and Rehabilitation — Northfield to have

required sprinkler systems in the center,

Regident in 1 of 7 smoke compartments
could have been affected by the lack of
sprinklers in the O2 storage room and the
locker area. The sprinklers for the O2
storage room and the locker avea were added
to the system on 1/10/13. The Bxecutive
Director in serviced the Maintenance
Director on 2/8/13 about sprinkler system
requirements.

The maintenance director on weekly rounds
will check for any areas that have changed or
may require additional sprinkler heads. This
will be documented and reported 1o the
monthly safety meting for twelve months.

i

2/18/13
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8000 HUNTING RD.
LOUISVILLE, KY 40222

[eL3 0103 SUMMARY STATEMENT OF DEFICIENCIES ) 2 PROVIDER'S PLAN QOF CORRECTION .....__;.”_.. {x5).

KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD

" PRERXT TTT(EAUH DEFICIERCY MUSY BE PRECEDED BY FULL 7 BREFIX 1 (EACH CORRECTIVEACTION SHOULD BE © GOMPLETION
™we | REGULATORY OR LSG IDENTIFYING INFORMATION) i TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
E : : DEFICIENCY) 5
, ! ! ;
i . ' : i ) : ’
K 0562 Continued From page 8 E ‘K088 The maintenance director will present this
) . : i report 1o the Executive Director  for
- Observation, on 01/08/13 at 1:52 PM, with the | . presentation 1o  the  Performance
Maintenance Supervisor rovealed a closest | Improvement committee for {welve months.
i i i . . '
Hocated in the oxygen storage room, and the E ! The FExecutive Director is overall

locker area located in the service hall did not | : . .
!  have sprinkler coverage. ; ~ responsible for compliance.
i Interview, on 01/08/13 at 1:52 PM, with the ;
: Maintenance Supervisor revealed he was not '
- aware the areas did not have sprinkler coverage - g
and conflrmed the observation. ’ i

“Interview, on 01/08/13 at 3:46 PM, with the : :
. Administrator revealed they were not aware of the
i areas not having complete sprinkler coverage. |
§

, .

' Reference: NFPA 13 (1899 Edltion) 5-13 8.1 ! |

' Actua! NFPA Standard: NFPA 101, Table 19.1.6.2 | :
.and 19.3.5.1. Existing healthcare facilities with i :
 construction Type V (111} require complete ) : :
spnnkler coverage for all parts of a facility. :
- Actual NFPA Standard: NFPA 101, 19.3.5.1, !
{ Where required by 19.1.6, health care faclilities

* shall be protected throughout by an apprcved
: supervised automatic sprinkler system in !

; accordance with Section 8.7. :

!Actua! NEPA Standard: NFPA 101, 8.7.1.1. Each ; ‘

" automatic sprinkier system required by ancther ! ! 4 ;

. section of this Code shall be in accordance with ; ;

i NFPA 13, Standard for the Installation of Sprmkler ! : '
| Systems. Coe , i

" Actual NFPA Stapdard: NFPA 13, 5-1.1. The 3 ;

" requirements for spacing, location, and position

; Of sprinklers shall be based on the following i | :

i principles: ; i

1
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STATEMENT OF DEFICIENGIES (X1) PROVIDER/BUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 04

185179 B. WING 01/08/2013

NAME OF PROVIDER OR-BUPPLIER - " | STREET ADDRESS, CITY, STATE, ZIP CQDE

6000 HUNTING RD,
N - .
KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD LOUISVILLE, KY 40222

oaID, SUMMARY STATEMENT OF DEFICIENCIES vdminedD i ... PROVIDER'S PLAN OF CORREGTION. . ....... ; {x5)
©UPREFIX “EACH BEAMCIENTY WMUET BE FRECEGED BY FOLL v PREFIX ¢ {EACH CORREGCTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) {TAG CROS5-REFEREMCED TO THE APPROPRIATE {7 DATE
: ; DEFIGIENGY) .

K 056 - Continued From page 9 o Ko58

: (1) Sprinklers installed throughout the premises i
l 2) Sprmklers located so as not to exceed ) i
i maximum protection area per sprinkler b ‘
- (3) Sprinklers positioned and located so as to
- provide satisfactory performance with respact to |
" activatlon time and distribution. 1 ' ;

! Reference: NFPA 13 (1999 ed.) -
! 6-5.5.2.2 Sprinklers shall be positioned in i

{ accordance with

{ the minlmum distances and special exceptions of .
: Sections 5-6

through 5-11 so that they are located sufficiently {
- away from ; i

obstructions such as truss webs and chords, :

_pipes, columns, : ‘
- and fixtures, i ! . ‘

- Table 5-6.5.1.2 Posltioning of Sprinklers to Avmd g :

Obstructions to Discharge (S5U/SSP) :‘

i Maximum Allowable Dlstance‘ j : '
; Distance from Sprinklers to of Deflector 5‘ ; i
: above Botiom of :
! Side of Obstruction (A) Obstruction (in.)
(B i . ;
' Less than 1 ft 0 ’ 3
i 1fttolessthan 16 in. 2112 :
“1ftGintolessthan 2 ft 312
c2fttolessthan 2 ft 6 in. 6172
2ft6intolessthan 3 ft 7112
13 fttolessthan 3 ft & in. 91/2 ' ‘
I3t 6in. toless than 4 ft 12 : : .
.4fttoless!han4ft6m 14 i
’4ﬁ6m toless than5 fi 1612 |
: & ft and greater 18 {

 For Sl units, 1in. = 25.4 mm: 1 ft = 0.3048 m.

| s
i
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X33 DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01~ MAINBU‘LDING (i3]
185179 B. WING : 01/08/2013
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
6000 HUNTING RD,
KINDRED TRANSITIONAL CARE AND REHAR-NORTHFIELD LOUISVILLE, KY 40222
.28 I, SUMMARY STATEMENT OF DEFICIENCIES ezl @ L PROVIDER'S PLAN OF CORRECTION _ ° *  pxsy
"PREFIX ¢ (EACH DEFICIENCYWUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ™" " COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) WG ! CROBS-REFERENCED YO THE APPROPRIATE DATE
! : DEFICIENCY)
K 056 Continued From page 10 LK 056,
" Note: For {A) and (B), refer to Figure 5-6.5.1. Z(a) i
 Refarence: NFPA 13 {1999 ed.) '
! 5-6.3.3 Minimum Distance from Walls. Sprmklers j
i shall be located a minimum of 4 in. (102 mm) '
. from a wall. . :
K073, NFFPA 101 LIFE SAFETY CODE STANDARD i K073
§G=F : i This Plan of Correctlon is the center's credible
. No furnishings or decorations of highly frammab!e | allegation of compliance.
; Charact&r areused.  19.7.5.2,19.7.5. 3,19.7.5. 4 ! Preparation and/or execution of this plan of correction
! ; " does nor constitute admission or agreement by the
i ] provider of the truth of the facis alleged or conclusions
i : . &t forth in the statement of deficiencies. The plan of
. This STANDARD is not met as evidenced by: i I corréction Is prepared and/or executed solely because
* Based on interview and policy review, itwas  itis required by the provisions of federal ond state law.
determined the facility failed to have a policy to ? :
) Pt I K73 NFFA 101 Life Safety Code Standard ~ 2/18/13

‘were used in accordance with NFPA standards,
: The deficiency had the potential to affect seven
. (7) of seven (7) smoke compartments, residents,
staff and visitors, The facility is certified for one
. hundred twenty (120) beds with a cansus of
; seventy elght (78} on the day of the survey.

H

i The findings include:

- Policy review, on 01/08/13 at 12:16 PM, with the
- Maintenance Supervisor revealed the facilily did
i not have a policy for treating combustible

! decorations in the facility with flame retardant

i material,

" Interview, on 01/08/13 at 12:16 PM, with the
: Maintenance Supervisor revealed the facility did

i decorations were treated with 2 flame retardant
! material.

. ensure that combustible decorations in the facility :

i not have a policy or system in place to ensure the .

"1t is the practice of Kindred Transitional
. Care and Rehabilitation - Northfield to have
, a policy to ensure combustible decorations

“were used in accordance with NFPA
' standards.

All residents had the potential of being

. affected by the Jack of a policy on j
! flammable materials. Kindred Healthcare ‘
" hag developed a policy as of 1/15/13 dealing

: with combustitable decorations. Residents

. and regponsible parties were notified by

" letter on 1/31/13. The staff was in serviced

" on 2/4/13 by Maintenance director and he

will include this information in the
presentation to the new hire orientation.

- The center will issue a letter on 1/31/13 to
" all residents and responsible parties with the
+ policy on flammable materials in the center.
{ The maintenancé director and Executive

i
1
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K 073 | Continued From page 11 Ko73; Director will ensure during weekly rounds

: } ‘ that. rooms do not contain flammable
Interview, on 01/06/13 at 3.45 PM, with the . materiale. The rounds will be documented

" Administrater revealed the facility's corporate | and reported to the safety committee for 12

offlce had instructed the facility not o treat o
- combustible decorations with lame retardant due i months.  Facility Angel rounds on 2/4/13

i to they could not be sure if the flame retardant : bad information added to rounds about
| was actually flame retardant. i . combustible materials in resident rooms to

¢ be reported to the morning meeting on a-
: . weekly basis. |,
! Reference: NFPA 101 (2000 Edition). ; ' .

’ The maintenance director will present the
121754 S : results of his rounds to the Bxecutive!
. Combustible decorations shall be prohibited ! : Director who will submit to the Performance '
« Unless they are flame-retardant. : ‘ Improvement committee for 12 months. The:
 Exception: Combustible decorations, such as Executive Director is overall responsible for
: photographs and paintings, in such limited | compliance ;
- quantities that a hazard of fire development or ; ’ :
i spread is not present.

K 130 NFPA 101 MISCELLANEQUS l K 130? This Plan of Correction is the center's credible
58=D * allegation of compliance.

OTHER LSC DEFICIENCY NOT ON 2786

Preparation end/or execution of this plan of correction
does not constitutz admission or agregment by the
i provider of the truth of the facls alieged ar conclusions
| : U setforth in the statement of deficiencies. The plan of
- i t correction is prepared and/or executed solely because

. it is required by the provisions of federal and state law.

: This STANDARD is not met as evidenced by: |
i Basad on observation and intetview, the facility |
 failed to maintain the hazardous areas in :
" accordance with NFPA standards. The deficiency ;
; had the potential to affect ane (1) of seven (7) ;
: smoke compartments, residents, staff and '

| K130 NFPA 101 Miscellaneous 2/18/13
"It is the practice of Kindred Transitional

i Care and Rehabilitation - Northfield to

: maintain the build up of lint in the dryers

; All residents had the potential to be affected

! visitors. The facility is certified for one hundred il |
i by this build up of lint in the dryer

twenty (120) beds with a census of seventy elght

1 (78) on the day of the survey. ' ! compartments. The .top and bottom were
; ' : | cleaned completely on 1/8/13.  The
: The findings include: ' P " housekeeping supervisor in serviced all
: o : " housekeeping staff on proper technique for
. Observation, on 01/08/13 at 1:47 PM, with the | " cleaning dust from dryers on 2/4/13.

i L
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185179 5w — 01/08/2013
NAME OF PROVIDER OR SUPPLIER S o STREET ADDRESS, GITY, STATE, ZIP CODE
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ALID_ SUMMARY STATEMENTOFDEFICIENCIES - |0 ' PROVIDERSPLAN OF CORREGTION _ . . (x5,
TPREEIX T (EAGH DEFIGIENCY MOS TBE PRECEDED BY FOLL ~ ™ T TERERIK " {BACH CORREC TIVE ACTION SROULD BE COMPLETION
TAG | REGULATORY OR L5C IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
: : ! ;_ DEFICIENCY) ;
K 130 Continyed From page 12 K 1301 The maintenance director with hougekeeping
Mamtenance Supervisor revealed a heavy build- . © supervisor will check during weekly rounds
up of lint in the top and bottom of the dryers © that the dryer lint cleaning schedule is being
 located in the Laundry Room. : . followed. This will be recorded and reported

i fety committee for twelve months,
| Interview, on 01/08/13 at 1:47 PM, with the to the safety co

! Maintenance Supertvisor revealed the lint was

" cleaned oh a regular basis but confirmed that it

" should be done more frequently.

The maintenance director will present this
report to the Executive Director to submit to
the Performance Improvement committee

| Interview, on 01/08/13 at 3:47 PM, with the ; . for twelve months. The Bxecutive Director
' Administrator revealed they were aware of the - + s overall responsible for compliance.

‘ requirements for keeping the dryers cleaned, but
i not aware the lint build- up was so excessive. i

i

i
i : .

: NFPA 101 (2000 Edition) 4.6.12 Maintenanca and

i Testing. 4.6.12.1 Whenever or wherever any
- device, equipment, system, condition, . . .
: arrangement, level of protectlon, or any other i : ;
! feature is required for compliance with the : | :
provisions of this Code, such device, equipment, | .
" system, condition, arrangement, level of : !
| protection, or other feature shall thereafter be - |
i continuously maintained In accordance with i ;

. applicable NFPA reqmrements or as directed by

l the authority having jurisdiction. o I ;
K 147_ NFPA 101 LIFE SAFETY CODE STANDARD t K147! :
$8=D" | ; B
. Electrical wiring and equipment Is In accordance | ;
“with NFPA 70, National Electrical Code. 9.1.2 ' s

|

| This STANDARD s not met as evidenced by: ' : i
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(X3) DATE SURVEY
COMPLETED
A BUlLi'NNG. 01 - MAIN BUILDING 01

B. WING

NAME OF PROVIDER OR SBUPPLIER

KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD

01/08/2013

STREET ADDRESS, CITY, STATE, ZIP CODE
5000 HUNTING RD.,
LOUISVILLE, KY 40222

+ Based on observation and interview, it was

* determined the facility failed to ensure electrical
i wiring was maintained in accordance with NFPA
: standards. The deficiency had the potenfial to
“affect two (2) of seven (7) smoke compartments,
; residents, staff, and visltors. The facility is :
. certified for one hundred twenty (120) beds with a |
: census of seventy eight (78) on the day of the !
i survey.

| The findings Include:
' Observations, on 01/08/13 between 10:00 AM

i and 2:30 PM, with the Malntenance Supervisor
revealed:

- 1)  Amicrowave plugged into a power strip i
located in the Administrators Office, Lo
. 2)  Arefrigerator plugged into an extenslon cord
- located in the Activities storage room.
j 21 An extension cord in use located in room
0.

 Interview, on 01/08/13 between 10:00 AM and
! 2:30 PM, with the Maintenance Supervisor

i revesled they were aware of the proper use of
. power strips and extension cords but it was hard
“to monitor. )

! Interview, on 01/08/13 at 3:48 PM, with the

- Administrator revealed they were aware of the
: proper use of power strips and extension cords.

Reference: NFPA 101 (2000 Edition)

; 9.1.2 Electric.

LoD, L SUMMARY STATEMENT OF DEFICIENCIES el ... PROVIDER'S PLAN OF CORREGTION, .+ (x5 _
PREFIX ! (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX i (EAGH CORRECT{VE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG : GROSS-REFERENCED TO THE APPROPRIATE DATE
; ' DEFICIENCY)
* 11 :
, _ . i This Plan of Correction is the center's credible
K 147 : Continued From page 13 ' K 147§ allegation of compliance.

Preparation and/or execution of this plan of correction
dogs not constiture admission or agreeient by the
provider of the trith of the facts alleged or conclusions
sét forth in the statement of deficiencies. The plan of
correction Is prepared and/or executed solely becanse
it is required by the provistons of federal and siate law.

: K147 NFPA Life Safety Code Standard 2/18/13
.1t is the practice of Kindred Transitional
i Care and Rehabilitation - Northfield to
| ensure electrical wiring is maintained in

! accordance with NFPAS standards

- All residents had the potential to be affected

'by improper power strips and extension
cords. The power strip in the administrators
office for a microwave oven ‘was removed
on /813, the refrigerator in the activity
storage room had an outlet installed by a
electrician on 1/10/13, and the extension
cord was removed, Room #40's extension
cord was removed from the Lift chair and
plugeed into & wall outlet direct on 1/8/13

- The Maintenance director on weekly rounds

* will check rooms, offices, and common areas
for improper power strips or extension cords,

- A letter was sent to residents and responsible

' parties about not using extension cords or |

. power strips. This lotter was sent out on

i 01/31/13. A notios was posted in the

- employee breakroom and on the information -

- boards by the time clock to inform staff about

{ the improper use of extension cords and
power strips in offices, resident rooms, and
other areas of the center. The Maintenance
director will document his findings from
weekly rounds and report to the safety
committee for twelve months,

i
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' Elecirical wiring and equipment shalf be in
accordance with NFPA 70, National Electrical

i permitted to be continued in service, subject to
 approval by the authority having jurisdiction.

H

- Reference: NFPA 70 400-8
( Extensions Cords) Uses Not Permitted.
Unless speclfically permitted in 400.7, flexible
- cords and cables shall not be used forthe
- following:
(1) As a substitute for the fixed wiring of a

- atructure

£ (2) Where run through holes in walls, structural

flcors
_{3) Where run through doorways, windows, or
- similar openings
i (4) Where attached to building surfaces

{ Reference: NFPA 99 (1999 ediition)

|3321.20

« Minimum Number of Receptacles. The number
of receptacles shall be determined by the

: be sufficient receptacles located so as to avoid
: the need for extension cords or multiple outlet
i adapters.

. Code, unless existing installations, which shall be :

 ceflings, suspended ceilings, dmpped cellings, or -

; Intended use of the patient care area. There shall

i

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION - {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 1 COMPLETED
. ) A. BUILDING 01 - MAIN BUILDING 01
B. WING
‘ 185179 01/08/2013
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CQDE -~
6000 HUNTING RD.
KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD
. LQUISVILLE, KY 40222
(;;4) D e SUMMARY STATEMENT OF DEFICIENCIES RSN | ST .- FROVIOERS PLAN OF CORBECTION. . ..oie.... (X
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX : " {EACH CORREGTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE . PATE
: : DEFICIENGY)
! '
K 147 i Continued From page 14 K 147  This Plan of Correction is the center's eredible

. allegation of compliance.

Preparation andfor execution of this plan of correction '
does not constitute admission or agreement by the |
provider of the truth of the facts alleged or conclusions ‘
setforth in the statement of deficiencies. The plan of

correction is prepared andior execured solely because .

+ itis required by the provisions of federal and state law.

. The maintenance director will report the
 findings to the Executive Director who will .
| submit the findings to the Performance
! Improvement committee the findings for .
_twelve months, The Executive Director is
: overall regponsible for compliance '

'
1
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