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F 006 INITIAL COMMENTS F 000
A Recertiflcation Survey was conducted 08/03/10
through 08/05/10 with deficlencies cited. The Life F 282
Safety Code Survey was conducted on 08/04/10, Corrective Actions for
The highest scope and severity was an "F". Targeted Resident(s):
_88=D | PERSONS/PER CARE PLAN - immediately applied per the plan
of care 8/04/2010. Resident
The services provided or arranged by the facility #8's entire Pian of Ca,.el\,,;s
must be providad by qualified persons in reviewed by the DON to ensure
accordance with each resident's wrilten pian of E E %E? S llowing the Plan of
care. Care'irrall areas on 8/05/2010.
m’gen 1#8 did not sustain a
This REQUIREMENT Is not met as evidenced P 1 gl '° the alarm not
by: being in pkace on the morning of
Based on chservation, Interview and record BY: 81412010,
review it was determined the facility failed to .
provide services In accordance with each - ger‘.——gﬁcfm”.'th = c;f- - IOH:B‘H
resident's Comprehensive Plan of Care for one A—-—-«?fs' te'c‘l.“" with Fotential to Be
(1) of seventaen (17) sampled residents atlecled; _
s 100% of the Comprehensive
(Resident #8). !
Plans of Care and Nursing
Assistant assignment sheets will
The findings include: Eﬂe audited é’g th?_ DO;\L Unit
_ anagers, ucation Training
Review of Resident #8's medical record revealed Director and Charge Nurses
diagnoses which included Dementla, a History of starting August 10 and will be
a Sacral Fracture, and a History of Multiple Falls. completed no later than -
Review of the Annual Minimura Data Set (MDS) September 15, 2010 . to ensure
Assessment dated 07/0710, revealed the facility staff are following the Pian of
assessed the resident as having both short and Care in all areas.
long term memary loss, as requiring total '
e y-B88lstance with transfers, and as being unable to | 3] ic Chanages: == R
T T ambulate,  Further feview of the MDS revealsd All Nursing Staff will be in- =
--jthefacllity assessed the-resident as having afall [ - |- ——--- serviced by either the Education |
= ‘"“"‘}ﬁﬁ‘gw‘gpast 31-180 days and & fracture Inthe past-{- - |~ Traifiing Director, DON or Unit R -
e 180 days. . g _ i i

“TITLE

inriniotoiitor

i Pt ~.- =,
LABORATORY DIHECTDR‘S}BQMDEWSUPPLIER EPRESENTATIVE'S BIGNATURE
o PNy ‘

Any deficiancy stalement. endln@ with an astarsk {7) denotes a deflclency which the Institution ;nay be excused from corracting providing it Is détermined that
othar safaguards provide suffleient protection to the patients. (Ses Instrucllons.) Exaept for nursing homes, the findings stated above are disolosabla 80 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 theee documents are m

“program pardicipation.

ade avallable to the facliity, If dellclencles are olted, an approved plan of corraotion ia raquisite to continued

FORM CMB8-2567(02-90) Previous Verslons Obsolate

Event tD: RICK 11

Facllily ID: 100321

If continuation ihea! Page 10f12



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/19/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDI|CAID SERVICES OMB_NG. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREQTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B, WING )
185061 08/05/2010

NANME OF PROVIDER OR SUPPLIER
RICHMOND HEALTH AND REHABILITATION COMPLEX-KENWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE
130 MEADOWLARK DRIVE

RAICHMOND, KY 40475

Review of the Resldent Assessment Protooot
Summary {RAPS) dated 07/05/10, revealed the
restdent fell several times prior 1o admission to
the facility with one fall resulting In a Sacral
Fracture. The fall interventions listed in the RAPS
included a scoop mattress, and chairfoed alarm.

Review of the Comprehansive Plan of Care dated
04/25/10, revealed the resident was at risk for
falls related to a history of falis. The interventions
Included a chair alarm. Further raview of tha Plan
of Care revealed the resident had sustalned falls
on 08/28/09 related to the resident sliding out of
the wheelchair; and, on 08/30/08 related to the
resident sliding out of the wheelchair and tipping
the whaelchalr over, _

Observation of Resident #8 on 08/04/10 at 8:16
AM, revealed the resident was sitting In his/ her
room In a gerl-chalr. Thare was no chalr alarm
noted on the geri-chalr.

Interview on 08/04/10 at 8:20 AM with Certiffed
Nursing Assistant #2, who was agsigned to the
resident, revealed he had assisted the resident
from the bed to the geri-chalr that morning with a
mechanical lift, He stated he did not know If the
resident was to have a chalir alarm onh the
geti-chalr. He further stated he was to check the
CNA Assignment Sheets daifly which he carried in
hls pocket to ensure satety davices were In place
at the beginning of the shilt. Further interview
revealed he was oo busy that morning with the

(%4) iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
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F 282 | Continued From page 1 F 282

Septeml;g;a_r 18, 2010.

Monitoring;

September 13, 2010

the Comprehensive

sheet.
conducted
Education Training
DON or Unit

These audits will be

by

of the Administrator,
Nursing,
Dietary  Manager,

Education
Life

Director,
Director,

- | Asslghment Sheet—CNA#2 reviewed the CNA—

Assignment Sheet and veritied the resident was...

to have a chair alarm, and the alarm was-hotin’

Managers to follow the
Comprehensive Plan of Care
and Nursing Assistant
Assignement sheets. This in-
service will be completed by

To sustain compliance, three
residents will be audited per
week beginning the week of

care Is being provided based on
Care and is consistent with the
nursing assistant assignment

These audits will be
aither

to the QA committee {comprised

Environmental
Services, Maintenance Director,

Office Assistant, Social Services
Enrichment

Director and Medical Birector),
—.beginning-Qctober 2010_and.will

to ensure

Plan of

the
Director,
Managers.
presented

Director of

Business

Training

continue”  monthly

‘months.. The QA Committee will—|
determinein the —December :

for three

. it e i ey s

place,

e TE s

T s —
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indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necassary; and a resident
who is ihcontinent of bladder recelves appropriste
treatment and services to prevent urinary tract
Infections and to restore as much normal bladder
function as pessible.
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F 282 | Continued From page 2 F 282
Interview on 08/04/10 at 8:25 AM with Licensed . . . ,
Practical Nurse (LPN) #4, revealod she was 2:)?3;:&% if the audits  will
assigned to the resldent; however, was unsure If :
the resident was to have a chalr alarm. She

"| stated, the nurses and the CNAs were o check F 31
the CNA Assignment Sheet to ensuie safely 5 .
devices were In place at the beginning of the shift. Correctlve Actions for
However, she had not checked the devices yet Targeted Resident(s):
that morning. The C.N.A. #3 identified not
following policy and procedure
Interview on 0B/06/10 at 11:15 AM with the on proper perineal care a}nd.
Director of Nursing, revealed the oncoming Foley care was re-inserviced by
CNAs were to do rounds.with the CNAs who were Director of Nursing 8/5/10.
leaving the shift and check to ensure safety Resident #1's Physician was
devices were in place according to the the CNA notified that C.N.A did not wash
Assignment Sheets. Further interview, revealed hands prior to providing Foley
the nurses were to check the safety devicas also care and after cleansing stool
and sign them off on the Treatment Administration onh 8/6/10 by Unit Manager with
Regord. The DON verified the Plan of Care had no new orders received.
‘ not been followed related to the chair alarm.
F 315 | 483,25(d) NO CATHETER, PREVENT UTI, F 315 Identification of Other
s5=pD | RESTORE BLADDER Residents with Potential to Be
: Affected:

Based on the resident's comprehensive The Plan of Acticn implemented
assessment, the facllity must ensure that a in June 2010 to observe
resident who enters the facility without an perineal, Foley care hand

by the QA
increased UTl's was
to include

15, 2010 and will be

,Thls REQUIREMENT is not met as evidenoed
by:

Director, ~DON
‘Managers.

' Nurslng, ADON, Unit

washing due to the identification
committee  of

in-servicing

Nursing Staff. This in-servicing
will be completed by September

-by either the EducationTraining .
The Director—of:..|

expanded
all

performed

or

Manager-—--

T T

rBased on observatton, lnterwew, and, record -
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ensure incontinent residents recelved appropriate
treatment and services to prevent Urinary Tract
Infectlons for one {1} of seventesn (17) sampled
residents (Resldent #1).

The findings include;

Review of Resldent #1's medical record revealed
diagnoses which Included Dementia, Urinary
Retentlon, Urinary Tract Infections, and Chronic
"Foley" (indwelling) Catheter, Review of the
Significant Change Minimum Data Set (MDS)
Assessment dated 06/21/10, revealed the facllity
assessed the resident as having severe
Impairment in cognitive skills, and as reguiring
extensive to total assistance with Activitles of
Dally Living. Further review of the MDS, revealed
the facility assessed the resident as having an
indwelling catheter, and as having a Urlnary Tract
Infection in the last thirty (30) days.

Review of the Resident Assessment Protocol
Summaty (RAPS} dated 08/16/10, rovealed the
rasident had an indwelling catheter related to
Urinary Retention, and was dependent on stalf for
folleting. Further review of the RAPS revealed
the Indwelling catheter placed the resident at
higher risk for Urinary Tract Infections.

Revlew of the Comprehensive Plan of Care dated
12/01/09, revaaled the resident had the potentlal

| for Urinary Tract Infections related to the chronlc

use of an indwelling catheter secondary to

.| retention. The lnterventions inoluded catheter

¥4y Ip SUMMARY STATEMENT ‘OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORFECTION X&)
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F 316 { Continued From page 3 F 315

and ETD will complete a one

time audit of perineal, Foley

catheter care and hand washing
for all Nursing Assistants by

September 15, 2010 to identify

any other residents at risk,

Systemic Changes:
The facility is now requiring ali

Nursing staff to be in-serviced
on the policy and procedures for
peringal, Foley care and hand
washing. Education on
perineal, Foley care and hand
washing will be incorporated
into the new nursing employee
orientation and in an annual
nursing in-service, September
2010,

Ten return demonstrations of

Nursing assistants performing
proper peri, faley care and hand
washing will be - performed
monthly beginning in September
2010 by either the Unit
Managers, charge nurses, DON
or ETD. These return
demonstrations will be
presented to the QA Commiftes |

cateperprofoesl™

‘Reviei of Labioratory Data revealsd & Urine -

_Cuiture was.collected on 06!?2/1 0 whlch showed

-~ for- three months.

by the DON beginning October
2:2010.and will-continue morithity
The QA
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The fecllity must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident recelves
adequate supervision and assistance devices to

prevent accidsnts.

—-..—.completed by September_15,._{.
201 0. = — .

e

conducted by the DON, ADON,
Unit Managers, and ETD fto
identify any resident and
ensure their safety devices are
in place. This audit will be
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F 315| Continued From page 4 F 316
Orders dated 06/15/10 revealed orders for . .
Macrobid 100 milligrams (antibiotic medication) Committee will determine in the
twice a day for seven (7} days related to a Urinary December meeting'if the audits | p9/16/10
Tract Infection. will continue. .
Observation of catheter care/ parineal care on
0B/05/10 at 9:30 AM revealed Cettifled Nursing
Asslstant (CNA) #3 cleansed stool from the -
resldent’s anal area and buttocks, changed
glovas and proceeded to complete catheter cars.
There was no evidence the CNA washed her
hands afler cleansing the stool from the anal area
and prior to donning new gioves to perform F 323
petineal care and "Foley” Indwelling catheter Corrective Actions for
care. Targeted Resident(s):
Resident #8's chair alarm was
Intetview with CNA #3 on 08/05/10 at 10:15 AM immediately applied per the plan
revealed sho was unaware she ngeded to wash of care 8/04/2010, Resident #8
her hands as well as change gloves after did not sustain a fall related to
cleansing stool and prior to performing catheter the alarm not being in place on
care. the morning of 8/4/2010.
Review of the facllity's policy entitled "Providing Identification of Other
Catheter Care" revaaled providing proper catheter Residents with Potential to Be
care helps to prevent the person from getting a Affected: -
F 323 géggrg(i;rigilznéegtl{'OXbCIDENT F 323 A one fime visual audt on all
. hree shifis of all resi i
88| HAZARDS/SUPERVISION/DEVICES NeRalivibedbaviil
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by: .
y ges:
Baged on observation, interview and record f\ll?\tlzgli: gcsht:g vfiﬁ be in-
review It was determined the facility failed to serviced by September 15. 2010
provide adequate supervision andfor assistive by either ti¥ o Eguc ation Tréin’ ,
devices to prevent accidents for one (1) of D)i,rector DON or L Moramed
sevanteen (17) sampled residents (Resident #8). y or anagers
on the necessity to prevent

accidents and hazards by
ensuring safety devices are in
place as well as fall risk factors.

The tindings include:

Review of Resident #8's medicel record revealad
diagnoses which included Dementia,
Osteoporosis, History of a Sacral Fracture, and a Monitoring: .

History of Muitiple Falls, Review of the Annual : To sustain compliance, three
Minimum Data Set (MDS) Assessment dated residents will be audited per

07/07M0, revealed the facility assessed the week beginning the week of
resident as having severe Impalrment in cognitive September 13, 2010 to ensure
skills, as requiring total assistance with transfers, . safety devices are in place
and was unable to ambulate. Further review of consistent with the nursing
the MDS revealad the facility assessed the assistant assignment sheet and
resident as having a fall in the past 31-180 days Plan of Care. These audits will
and a fracture in the past 180 days. - be conducted by either the

. : Education Training Director,
Review of the Resident Assessment Protocol DON or Unit WManagers.
Summary (RAPS} dated 07/05/10, revealed the These audits will be presented
resident fell several times prior to admission with to the QA committee, beginning
one fall rasuiting In a Sacral Fracture. Further October 2010 and will continue
review of the RAPS revealed the resident was at monthly for three months. The
high risk for injury with falis related to QA Committee wilt determine in
Hypertension, Osteoarthtitis, and Osteoporosis. the December meeting if the

The fall interventions listed in the RAPS included audits will continue,
a scoap mattress, and chalr/bed alarm. A 09/16/10

- Review of the Comprehensive Pian of Care dated
04/258/10, revealed the resident was at'risk for

—Halls-tefated to-a history of falls:~The TnteTvenlions e T e

A R ptiam. e 131715

_|Included a chalr alarm. Further review of the Plan o : I

on 0872
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Faz2s Comlnued From page 6 F 323
resident sliding out of the whaelchair and tipping
the wheelchalr aver,

Observation of Resident #8 on 08/04/10 at 8:15
AM, revealed the resident was sitting in his/ her
room in a gerl-chalr. There was no chalr alarm
noted on the gerf-chalr

Interview on 08/04/10 at 8:20 AM with Certified
Nursing Assistant #2, revealed he was gssigned
to the résident and took care of the resident often.
He further stated he had assisted the resident
from the bed to the geri-chair that morning;
however, he did not know if the resident was to
have a chalr alarm on the geti-chalr. He further
stated the CNAs were to check the CNA
Agsignment Sheets dally to ensure safety devices
were in place at the baginning of the shift. He
stated he was too busy that morning with the call
bells ringing and had not had time to ¢check the
CNA Assignment Sheet. After reviewing tha CNA
Assignment Sheet, the CNA indicated the
resident was to have a chalr alarm.

Interviow on 08/04/10 at 8:25 AM with Licensed
Practical Nurse (LPN) #4, revealed she wag
assigned to the rasident, and she did hot know if
the resident was to have a chair alarm. She
stated, both she and the CNA's were to check the
CNA Assignment Sheet to ensure safely devices
were In place al the beginning of the shift. She
had not checked the devices that morning,

Interview on 08/05/10 at 11:16 AM with the _
=7 DirecloF of Nursing, revealestherewasniowntten |~ | -~ T e
policy regarding safety devices or chacking bed/ | e .

-——| chair-alarms. However, she 8faled; iHe oncaining | — | oo o o D
‘ CNAs were to do rounds with tha CNAs who ware '
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the CNA Assighiment Sheets. She further stated
the nurses were to check the safety devices also
and sign them off on the Treatment Administration

Racord.

F 441 | 483.65 INFECTION CONTROL, PREVENT Fa441|

§S=D | SPREAD, LINENS E 441
The facilily must establish and maintain an .?::rzf;g?{:‘:ig::f ;o-r
infection Control Program designed to provide a ——-9-——-"-——-—(—)—R dont #6 ved . UA and
safe, sanitary and comfortable environment and | esident #5 recelvec a UA an
to help prevent the development and transmission was started August 4, 2010 on
of disease and infection. Augmentin 875 mg BID x 7

days. On August 12, 2010

Residents Care Plan was
updated to complete Augmentin
monitor for temperature and
pain and encourage increased
PO intake of fluids. The C.N.A
#4 identified not following policy
and procedure on proper hand

{a) Infection Control Program

The facility must establish an Infection Contrel
Pragram under which It -

(1) investigates, controis. and prevents infections
in the fagcility;

{2) Decldes what procedures, such as {solation,
should be applied to an individual resident; and

(3) Maintains a record of incidents and corrective washing, perineal care was re-in
actions related to infections. s?r}ficed by Director of Nursing

A ) 8/4/10.
(b) Preventing Spread of Infaction
(1) When the Infection Contral Pragram : Identification of Other
determines that a resident needs Isolatlon to . Residents with Potential o Be
prevent the spread of infection, the facllity must Affected:;
isolate the resident. The Plan of Action implemented
(2) The facitity must prohiblt employees with a in June 2010 to observe
cammunicahle disease or infected skin leslons . perineal, Foley care hand
from direct contast with residents or their food, if washing due to the identification
direct contact will transmit the disease. by the QA committee of
{3) The facllity must require staff to wash their increased UT!'s was expanded
hands after each direct resident contact for which | _ to_. include__in-servicing.—all
‘hand washing Is indicated by accepted — Nursing Staff. This in-servicing e

— | professlonal practlce : s bzl o wilkbe completed by September e

15;-2010 and will be performéd T
e ; e
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transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: :

Based on observation, interview and record -
review it was determined.the facility failed to
malntain an infection control program in order to
prevent the development and transmission of
disease and infection within the facility.

The findings include:

Review of Resident #8's medical record revealed
diagnoses which included Dementia, and Arthritis,
Review of the Annual Minimum Dala Set (MDS})
dated 07/07/10 revealsd the facility assessed the
resident as belng Incontinent of bowe! and
bladder and as requiring extensive to total
assistance with Activitles of Dally Living.

Feview of the Reasident Assessment Protocol
Summary (RAPS) dated §7/07/10, revealed the
resident had inadequate control of bladder all of
the time and wore briefs for management of
incontinent episodes.

Review of the Comprehensive Plan of Care dated
07114110, reveealed the resident had the potential
for infections related to a history of an Upper
Raspiratory Infection and Urlnary Traet Infection.

08/04/10 at 10:00 AM for revealed Certifled
Nursing-Assistant (CNA)-#4_performed the _
perlneal oare. The CNA then obtafnd the _tuba of

= Observalion of Hesidart#6's-poriearcare on |

ey | SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORAECTION (6} |
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REQULATGRY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 441 | Continued From page 8 F 441

by either the Education Training
Director, DON " or Unit
"Managers. The Director of
Nursing, ADON, Unit Manager,
and ETD will complete a one
time audit of perineal, Foley
catheter care and hand washing
for all Nursing Assistants by
September 15, 2010 fo identify
any other residents at risk.

Systemic Changes;

The facility is now requiring all
Mursing staff to be in-serviced
on the policy and procedures for
perineal, Foley care and hand
washing. Education on
perineal, Foley care and hand
washing will be incorporated
into the new nursing employee
oflentation and in an annual
nursing in-service, beginning
September 2010.

Ten return demonstrations of

Nursing assistants performing
proper peri, foley care and hand
washing will be perfromed
monthly beginning in September
2010 by either the Unit
- Managers, charge nurses, DON
or.. . ETD. ___ _These return | .. _

demonstrations will be
~——presented. to-the QA Committes
by the DON-beginning October

i i sy - - % et
= S = Rl - S

l,,, N
L
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) and applied the Molsture Barrler to the residents 2010 and wil ’

peorineal/anal area and buttocks. The CNA then for th?ge v:rr';&r;tlnue_rw: ntg:{

proveaded to place the tube of Molsture Barrler in Committee will detérmin e in the

her pocket. Further observation revealed Décomber meeting if the audits :

Licerised Practical Nurse (LPN) #4, who was will continue 09/16/10

assisting, obtained the Molsture Barrler from the
CNA and placed it‘on the resident's bedside table.
The LPN stated she would place the Moisture
Barrfer back In the treatment carl. The CNAthen
want to the resident's ¢losel and obtained a pillow
and placed it under the resident's legs, pulled up
the covers, adjusted the side rail of the bed and
handed the resident the call bell while weating the
soiled gloves.

There was no evidence the CNA removed her
soiled gloves and washad her hands prior to
obtaining the tube of Moisture Barrler, In
addition, there was no evidence the CNA
removed the soiled gloves and washed her hands
priar to obtaining a pillow from the resident's
closet, puliing up the covers, adjusting the side
rail and handiing the call bell.

Interview on 08/04/10 at 10:15 AM with CNA #4
revealed she was unawate she had contaminated
the tube of Moisture Barrier by touching the tube
with the same gloves In which she had performed
perineal ¢are. In addition, she was unaware she
had contaminated other ltems in the rocm by
touching them with solled gloves.

Interview on 08/06/10 at 11:15 AM with the
Director of Nursing, revealed the CNA should not
1= |havetouchedthe tube of Molisture Barrler with™=—=
coefeeeeee [ het-g0ll0d gloves, and the Molsture Bartier should ). ‘
=== . |nothave been placed inthe treatment cart -~~~ Cmm.

afterwards. In addltlon she tndicated the CNA
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parforming perineal care and washed her hands
prior to opening the closet door, puliing up the
covers, and touching the side rall and call bell.
Review of the facility's Policy entitles
"Handwashing" revealed handwashing was the
most Impotrtant mathod of preventing the spread
of Infection, F 465 .
85=D | SAFE/FUNGTIONAL/SANITARY/COMFORTABL largeted Resident(s):
E ENVIRON The central shower and
bathroom on C wing had the
The faclity must provide a safe, functional, chipped tile on the floor in front
sanliary, and comfortable environment for of the tub, missing and broken
resldents, staff and the public, baseboard tiles surrounding the
. shower, and cracked tile on the
shower wall replaced and
This REQUIREMENT is not met as evidenced repaited on August 13, 2010.
by: :
Based on cbservation and interview it was
determined the facllity failed to provide a safe, Identification of __ Other
functional and comfortable environment for Residents with Potential to Be
resldents. Affected: _
The Administrator and
The findings include: Maintenance  Director  will
conduct and complete fuil
ObSSI’V&ﬂOH on 08/03/10 at 5:45 PM revealed the inspection of the building by
Giéneral Bathroom on the C Wing had chipped tile September 10, 2010 and
on the floor In front of the tub, missing and broken identify areas that could
basebgard flles surrounding the shower, and potentially affect residents,
| cracked tile on the shower wall, _
Systemic Changes:
Interview on 088!15/1? at 1:20 Piwdwli[lh the inel All staff are being in-serviced by
o Maintenance Supervisor, revealsd he routinely _ the_Malntenance - Director or. | . ~
paintad and-touchadup doors-within the facliity Education Training Ditector on |
once a month.and.at that time.observed the. the meed “to-communicate and |~
environment for-probfems. However, he'was use wofk“b_nﬂ'ér forms to ensure~ 1T
unaware of the 10 probiems withthetilesinthe .~ | : ] _
== General-Baihi ; 90‘1% = —— ‘ i
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- {Interview on 0B/05/10 at 2:20 PM with the areas in need of repair are
" | Administrator, revealed he was aware of the addressed. The in-servicing will
problems with the General Bathrocom on the C - be completed by September 15,
Wing. Ho stated the other General Bathrooms 2010.  The Maintenance
had been remadeled and he had plans to _ Director will inspect all showers
refurbish the C Wing General Bath. He further and general bathtooms at least
.{ stated he had been pricing tiles and was in the monthly for repair.
process of tatking to Corporate about the
remodel, )
Monitoring:
The Maintenance Director will
bring his monthly inspection
report of ali shower and general
bathrooms to the Quality
Assurance Comiittee monthly
beginning October 2010 and
continuing for three. months
unless the QA Committee sees
a need fo continue to monitor
the inspections. _ 08/16/10
ST Pt — = e s Jro B
S — — _ - 1
FORM CMS-2667(02-99) Previous Verslons Obsolete Event iD: DICK1 Faclilty 1D: $60321 If continuation sheet Page 12of 12

12



' ' PRINTED:
DEPARTMENT QOF HEALTH AND HUMAN SERVICES A IE-'\’OEEG A%afﬁ}’i%z\?gg

CENTERS FOR MED) 2DICAID SERVICES e N QMB NO. 0930-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X9) DATE SURVEY -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; _ COMPLETED

' A. BUILDING o1
185061 B. WiNG 08/04/2010
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE
- . 130 MEADOWLARK DRIVE
RICHMOND REALTH AND REHABILITATION COMPLEX-KENWQOD RICHMOND, KY 40475
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K000 INITIAL COMMENTS K 000
A Llfe Salety Code survey was initiated and
concluded on 08/04/2010. The facility was found K 069 -
to not meet the minimal requirements with 42 : orrective Actions for
Code of the Federal Regulations, Part 483.70. Targeted Resident(s):
The highest Scope and severity deficlency ~ Al visual obstructions were
" Tldentifted wasan™"F". removed from the Type K"} 7 |
TTKO89 | NFPATTOTLIFE SAFETY CODE'STANDARD ~ | K068| extinguisher lotated in the | B
gs=0l - Kitchen on 08/04/10,
Cooking facilities are protected in accordance
with 9.2.3, 190.3.2.6, NFPA S8 ldentification of Other
: Resjdents with Potential to Be
. Affected: '
This STANDARD Is not met as evidenced by: All fire extinguishers in the
Based on observation and interview, it was building were inspected by the
détermined that the faollity falled to ensure that Maintenance  Director  on
fire extinguishers were maintained according o 08/27/10 to.ensure they were
. NFPA standards. This condition has the potential maintained according to NFPA
* | to affact all stalf in the kitchen area. standards.
The ﬂndings include; ' s:ﬁemic Changes:
B prte intenance Director wilt
Observation on 08/04/2010 at 10:38 AM, revealed c E~ C é Fle extinguishers
the sign which has the operation instructions for L onthly tolehsure th
the 'K type extingulsher was not noticeable PAUG 2 ﬁ'lﬂml}):ta dbirds. ey meet
because it was covered up with numerous "Post it £ | '
Notes". This was contirmed with the By 4
Maintenance Direotor. Tiatenance Director will
A bring his monthly inspection
- A.ngew 9]1 08/04{2,010 ﬂi‘l OSBAMJWim lhe, . - report.to.the Quality-Assurance - |- - {-
Mziltitenatice Direttor, revealed he was unaware Comittee monthly  beginning
of the slign being blocked by the posted notes. _ October 2010 and continuing for
Reference: NFPA 96 (1999 edition) three months unless the QA
7-0.4.1 - _ Commntee sees a need to
A placerd identifying the use of the extingulsher continue  to  monitor  the
as a secondary backup means to the automatic inspections. 09/16/10
fire suppression system shall be conspicuously
placed near each portable fire extinguisher In the

LABORATORY DlFlEGT/OFl'S).FﬂOVIDEHISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

N > cii %/MN isTragor 5 /27//0
Any deflolency statement ending with an asterl%) denotes a defislency which the Institution may be excused from correcting providing it Is delenmined that
other safeguards provide sufficlent protection to the patfents. (See instructions.) Except for nuysing homes, the findings stated above are disclosable 80 days ,
following the date of survey whethar or not a plan of correction Is provided. For nursing homes, the above findings and plans of corraction are disolosable 14
days following the date these documents are made avallable to the facllity. If deficiencles are citad, an approved plan of correctlon is requisite to continued
program paricipation.
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-“ohservation-was-confirmed with the Biractorof -

Means of egress are continuously maintained free
of ail obstructions or Impediments to full instant
use In the case of fire or other emergency. No
furnishings, decorations, or othier objeots obstruct

This STANDARD is not met as svidenced by:
Based on observation and interview it was
determined the facliity {ailed to ensure that
corridors were maintalned free from obstructions
to full instant use in the case of fire or othet
emergency. This deflclent practice affected five
{6) of five (5) smoke companments staff and all
residents.

The findings include:

Ohservation on 08/04/2010 at 10:55 AM, revesled
that a linen cart was left unattended on the D
Haliway. The cart was located between rooms
D8 and D9, Further observation on 08/04/2010 at
12:02 PM revealed the linen cart was still located
In the D Hallway batween rooms D8 and D9, The

Maintenance.

Further observation revealed other linen carts theat
were noted during the survey to be unattended In
Hallways A, B, C and E. Corridors are intended
for means of egress, internal traffic and
emergency use, hot storage spaces. The Life
Safety Code has spaciflc requirements for

(X4 ID BUMMARY STATEMENT OF DEFICIENCIES - D PROVIDER'S PLAN OF CORRECTION (X5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8& COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

: - DEFICIENOY)
K 089 | Continued From page 1 K 089
cooking area. Ko72
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 Corrective Actions for
88:E Targeted Residentis):

Al linen carts, other equipment,
ohstructions and impediments

are being moved fromthe

~__corridors when not In use or a o
- lexile; access to; egress from; orvisbiity of exits |- -~ - seorat [ ... .| ..

17.1.10

least avery twahty minutes
whan in use, to ensure no exit
access, egress from or visibility
of exits is obstructed incase of
fire or other emergency.

Identification of Other

Residenfs with Potential to Be

Affected:

The Maintenance Director,
Director of Nursing and
Administrator  reviewed  all
potential  obstructions  and

identified objecis that couid
potentially affact the residents.
The objects identified were;
clean and soiled linen carts, lifts,
scales, dietary carts, wheel
chalrs, broda chairs and

" motorized chairs.

Sytemic Changes:

All-staff will-bein-serviced- by |~ -

the Maintenance Director and
Education Training Director by
September 16, 2010 on the
need to keep the means of
egress clear of obstructions and
how to manage the use of
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. K072 | Continued From page 2 Kor2
storage spaces. These items would also fimit the- equipment needed on a
use of the hand rails by occupants of the building temporary basis in the corridors. -
when needed,
Interview on 08/04/2010 at 12:02 PM, with the SoROO: 1 Sheets wil be
| Director. of Maintenance, revealed the linen cans completed at least three times
. ' were routinely left in the hallways. per week _ _bgglmnng_AugustAQ, "
Ksétig NFPATOTCIFE SAFETY CODE STANDARD K144 2010 and ending November 30,
Generators are inspected weekly and exerolsed i20010én;hr:se c;g:tnrﬂc?igﬁits 2:::
under load for 30 minutes per month In :
accordance with NFPA 99, 3.4.4.9; moved at least avery twenty
) s minutes or placed in storage if
not in use. The completed
Corridor Round Shests will be
presented by the Maintenance
Director to the Qualily
Assurance Comiiltee monthly
beginning October 2010 and
continuing for three months
unless the QA Committee sees
This STANDARD Is not met as evidenced by: a need to continue to monitor for 09/16/10
Based on Inferview and record review it was compliance.
determined the facility failed o maintain the
amergeoncy generator according to NFPA
standards. The facllity failed to ensure that the K144 :
emergency generator had a yearly load test Corrective Actions for
performed. This condition has the potential to Targoted Resident(s);
affect all residents and staff. Kenwood contracted for an
annual generator load test to be
“1 ' The findings-include: - +performed-and the 2010 anfuar |
load test will be conducted on or
Record review on (8/04/2010 at 10:19 AM, before September 16, 2010 with
revealed that the emergency generator was being Nixon Power Service Company.
lested at 10% of the rated capaolty for the
emergency generator, This was confirmed with
the Director of Maintenance.
Interview on 08/04/2010 at 10:19 AM, with the
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DEPARTMENT OF HEALTHAND HIJMAN SEHVICES

- CENTERS-FOR- GA
STATEMENT OF DEFIGIENGIES
AND PLAN OF CORRECTION

ED

PRINTED: 08/18/2010

- (Xl) PROWDEF!ISUPPLfEFVGL!A
IDENTIFICATION NUMBER:

185061

NANE OF PROVIDER OR SUPFLIER
RICHMOND HEALTH AND REHABILITATION COMPLEX-KENWOOD

STREET ADDRESS, CITY, 8TATE, 2IF CODE
130 MEADOWLARK DRIVE
RICHMOND, KY, 40475

PRI I 6‘4 1*
{evel-+-and-Levet 2 EPSSs, including-all— -~ of

. | Generator sets in Level 1 and Level 2 service

.| required testing shall be decided by the owner,

Maintenance Director, revealed that he helieved
that the yearly load test had been performed but
was unable to find documented evidence that the
tost had heen performed

Reference: NFPA 101 (1908 editlon)

appurtenant components, shall be inspected
weekly and shall be exercised under load af least
monthiy.

6-4.2*

shall be exercised at least once manthly, for a
minimum of 30 minutes, using one of the
following methods:

a. Under operating temperature condltions or at
not less than 30 percent of the EPS nameplate
rating

b. Loading that maintains the minimum exhaust
gas temperatures as recom mended by the
manufacturer The date and time of day for

based on facllity operations.

6-4.5 Level 1 and Lovel 2 transfer awitches shall
bs operated monthly. The monthly test of a
transfer switch shall conslst of electrically
operating the transter switch from the standard

- position-to-the-allemate-position-andthenareturn |- -

o the standard position,

6-4.2.2

Dissel-powered EPS installations that do not
meet the requirements of 6-4.2 shall be exetcised
maonthly with the available EPSS load and
exearclised annually with supplemental loads at 256

percent of nameplate rating for 30 minutes,

4} ID BUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION (%6)
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K 144 | Continued From page 3 K144

Identification of Other
Residents with Potentlal to Be
Affected:

The Administrator and
Maintenance Director reviewed
the NFPA 100 Life Safety Code |

Standards regarding generators_ | | .

on August 23, 2010 to ensure
facility was complying with all
other standards for maintaining
our EPSS.

Sytemic Changes:

The facility modified it's existing
contract to include an annual
EPSS load test at 25 percent of
nameplate rating for 30 minutes,
followed by 50 percent of
nameplate rating for 30 minutes,
followed by 75 percent of
nameplate rating for 60 minutes, -
for a total of 2 continuous hours.

Monitoring:

The Quality Assurance
Committee will review the
Annual - EPSS load test results

in October 2010 and confirm the
monthly maintenance load tests
~arebeingperformedbeginning
October 2010 and continuing for
three months unless the QA
Commiitee sees a need to
continue to monitor  for

compliance. 09/1 6/10
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K 144 Continuad From page 4 K 144

followed by 50 percent of nameplate rating for 30

minutes, followed by 75 percent of nameplate

rating for 60 minutes, for a total of 2 conlinuous

hours, :

?
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