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: DEFICIENCY)
. “The Plan of Correction is prepared and
“F 000 | INITIAL COMMENTS F 000! submitted pursuant lo Federal and State law.
’ This Plan of Correction does not constitute
A Recertification Survey and an Abbreviated an admission of, or agreement tfo, any
Survey Investigating ARO#KY00016195 were alleged deficiencies or to any statements,
initiated on 04/19/11 and concluded on 04/21/11, findings, facts, or conclusions that form the
| ARO#KY00016195 was subslantlated and basis of the alleged deficiencies. This
deficiencies cited at 483.13. AlLife Safety Code factlity reserves the right to challenge the
Survey was conducted on 04/21/11 with the alleged  deficiencies in  any  legal
‘ highest scope and severity of an "E". : proceeding”. :
F 223 483.13(h), 483.13(b}{1)(i)) FREE FROM F 223
§8=D | ABUSE/INVOLUNTARY SECLUSION
: F223/N105 51311
The resident has the right to be free from verbal, 1. The facility™ initiated its :
sexual, physical, and mental abuse, corporal investigation by checking the
punishment, and involuntary seclusion. employee’s  schedule  to
: . : determine her next scheduled.
The facility must not use verbal, mental, sexual, work date, which was not until
or physical abuse, corporal punishment, or ~ the following day at 3pm. All
| involuntary seclusion, ' proper  nolifications  were
made, a meeting was held with
the child's family, and the
: B 5, investigation was begun. The
This REQUIREMENT is not mel as evide%éfeﬂ % facility scheduled and held a
by: _ N ¥ p meeting with the employee
Based on interview and record review, it i{?%; Jhip b L % it and Human Resources prior to
determined-the facility failed 1o protect ong’ i) of ?,} her returning to work. The
fiiteen (15) sampled residents from abuse, B¥cme rcmen ool State Registered  Nursing
(Resident #1): Interview and record review Assistant (SRNA) was
revealed, on 03/21/11 at 5:45 PM, State interviewed and the decision
Registered Nurse Alde (SRNA} #1 was observed was made to terminate the
by the Speech Language Pathologist {(SLP} to.yell employee. The employee’s
al Resident #1 and be farcefut In removing the behavior was desmed
resident from the wheslchair and drop him/her 1o " borderline  however,  the
the bed., facility has a zero tolerance for
" such  bechavior and  will
The findings include: conlinue the practice of zero
: tolerance, to enswe that no
Record review of the facility's policy "Protecting other resident is affected by
Residents/Clienis }Q,Ln Abuse/Neglect", revised this praciice. ‘ .
P e /] f (X6) DATE

ABORATORY DIRECTOR'S OR PHA

\ny deliciency statement ending with an asterisk {*) denoles a delicienc

RESENTATIVE'S SIGNATURE

y which the institulion may be excused from cotrecling providing It is determinad that

§-9-7]

rther safegquards provide suliicient prolection to the patients. (See instructions.) Excopt for nursing homes, the findings stated abova are disclosable B0 days

ollowing the date of survey whether or not a
lays following lhe date these @Gc g
wogram paricipation. ] :

plan

N

of corraction is provided. For nursing homes, the above findings and ptans of correclion are disclosable 14
Talle available to the facity. If deliciencles are cited, an approved plan of correction is requisite 1o continued

‘CRM CMS-?&SB?(OE—Qm’!eViDU

s Vargions Obsololo Event ID: VOEM11

Faclily 10: 100493

If continuation sheet Page 10f 6



' DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/03/2011

FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . , OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CORREGTION IDENTHICAT ION NUMBER: ' GCOMPLETED
o A. BUILDING
G
185154 B. WING 04/21/2011

NAME OF PROVIDER-OR SUPPLIER

HOME OF THE INNOCENTS

STREET ADDRESS, CITY, STATE, 2P CODE
1100 EAST MARKET STREET

LOUISVILLE, KY 40206

PROVIDER'S PLAN OF CORRECTION

(X4} ID SUMMARY STATEMENT QF DEFICIENGIES ) (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTHYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) - :
F 223 | Continued From page 1 E 203 2. The facility identified other

'Review of the facility's investigative report, dated
03/22/11, revealed the SLP reported to the

Augus! 2007, revealed "...Residents have the
right to be free from abuse and the facility shall
protect the resident from physical and verbal
abuse by anyone, including staff members...".

Record review revealed the facility admitted
Resident #1 (date of birth 11/23/04) on 01/05/11
with diagnoses which included Quadriplegic
Cerebral Palsy, Mental Retardation and
Dysphagia.

Nursing Clinical Supsrvisor on 03/22/17 at 7:15
AM that she witnessed verbal abuse and
"borderiine” physical abuse to Resident #1 by
SRNA #1 on 03/21/11 al 5:45 PM. The report
indicated the SLP returned Resident #1 1o histher
room and informed SRNA #1, who was asslgned
to Resident #1. Review of the report revealed
Resident #1 started yelling and she withessed
SRNA #1 yell in the rasident's face and
threatened 1o "just put him/her in the bed",
Further review of the report revesled ihe SLP
indicated, SRNA #1 then pulled the resident out of
the chalr very quickly with a mad lone, and
dropped the resident on his/her back from about
six (6) Inches above the mattress, while yelling
that the resident would stay there for acting that
way. The repor further indicated the SLP stated,
Hesident #1 was crying.

Interview with the SLP on 04/21/11 at 11:20 AM
revealed she had witnessed the incident on
03/21/11 at 5:45 PM when she saw SRNA #1 yell
at Resident #1 and be forceful in transferring the
resident from the wheelchair t6 the bed. She
further sialed she was aware sha should have

residents who may have been
affected by this practice thru
interviews with other staff

from the unit, and found no
other resident to be involved,

3. The facility has all
employees read and sign the
Acknowledgement  Statement
of Commitment that serves to
Prolect Residents From Abuse
Neglect and Misappropriation
of Their Property. (Aftachment
#1) The [facilily's training on
this topic begins in corporate
orientation with the President
and CEQ explaining to all new
employees that abuse and
neglect in- any form violates
the resident’s rights and the
. company’'s policy. The Vice
. President and  Administrator
will enforce the policy and
procedure thru presented in-
services and e-mail on Abuse
and MNeglecl ensuring that the
stafl understands protection of
the resident i8 the
responsibility of every
employee and failure to protect
the residemt may/can lead to
termination.  Social Services
staff will educate bi-annually
thru role playing senarios of
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F 223 | Continued From page 2 F 223 possible abuse during Resident
reported the incldent lo facility staff that evening Rights  training.  Social
instead of waiting to report it to her supervisor the Services  has  refined its
next morning. Further interview revealed she description  of  resident’s
was aware thal by waiting, the alleged perpetrator - behavior by identifying what
was allowed to continued to work with the staff can do to work with the
residents the remainder of the shift. residents who exhibit socially

inappropriate behavior such as
Interview with SRNA #1 on 04/21/11 at 2:10 PM sereaming. This is the systemic -
revealed Resident #1 returned from school and change the facility made to
the SLP worked with him/her by feeding supper refine its practices to help staff
and taking for a walk around the unit before “identify interventions to reduce
taking the resident to his/her room and turning on negative  cncounters  with
ihe television., She stated Resident #1 started residents through role plays,
crying (hisfher normal mode of communication) please see attachment #2.
because he/she liked the radio instead of
television. Further interview revealed SRNA
was in a hurry to gel hirn/her out of the wheelchair
and into bed but denied any verbal or physlecal
abuse 4. This will be monitored by
the Director of Nursing thru
review of incident reports and
| Interview wilh  Director of Nursing {DON)Y on trend analysis. The information
{ 04/21/11 al 2:35 PM revealed the investigation . . -
was began and concluded on the same day the gl” b?n reported _1'0 the Q1.
report was made. She indicated SRNA #1 was ommittee quarterly.
not scheduled to work on 03/22/11, the day of the
investigation. Further interview revealed SRNA
#1 was instructed to come in early the next day
and was terminated after she was interviewed
about the incident.
Interview with the Master Social Worker (MSW)
on 04/21/11 at 2:45 PM revealed the "Abuse"
glemenls were emphasized during Orientation
and staff were fully aware of the ramifications of
not foltowing faclity policy.
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
88=D | ABUSE/NEGLECT, ETC POLICIES
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F226/N106
F 226 Continued From page 3 FDog 1. The facility will train and 1
enforce with all staff it’s 5-13-
The facility must develop and Implément written principles  to protect  all
policies and procedures that prohibit residents  from  abuse and
mistreatment, neglect, and abuse of residents neglect as described in  the
policy and procedure by

and misappropriation of resident property.

This REQUIREMENT IS not met as evidenced

b

gased on mterview and record review, it was
determined the facility failed 1o implement policies
and procedures to protecl one {1) of filteen (15)
sampled residents (Resident #1) from physical
abuse. Interview and record review revealed, on
03/21/11 at 5:45 PM, Slate Registered Nurse Aide
(SRNA} i1 was observed by the Speech
Language Pathologist (SLP) to yell at Resident #1
and forcefully transter the resident from the
wheelchair to the hed. Howerver the SLP failed
1o follow the facility's policy by failing 1o report the
incident immediately,

The findings include:

Record review of the fagility's policy “Managing
Adlegations of Abuse/Neglect”, revised August
2007, revealed that any withess of any form ol
abuse ...."shall immediately report the incident to
their immediate supervisor...”.

Review of the acility's investigative repoii, dated
03/22/11, revealed the SLP reported 1o the
Nursing Clinical Supervisor on 03/22/11 at 7:15
AM that she wilnessed verbal abuse and
"bordertine” physical abuse 10 Resident #1 by
SRNA#1 on 03/21/11 at 5:45 PM. The report
indicated the SLP returned Resident #1 to his/her
room and informed SRNA #1, who was assigned

reporting  all  allegalions or
suspicion of abuse
immediately 1o any person
“having the authority to act and
protect  the resident. The
Jacility will train all staff to
make the report immediately
and leave it lo the facility to
determine the ouicome. We
will impress upon the minds of
all employees the importance
of reporting suspicion of abuse
and allow the facility to
delermine whether the
allegation meets the definition
of abuse as described in F226
and F223.

2. The corrective action to
ideniify other residents’
affected by this deficiency is
for the facility 1o ensure
through education and training
that staff understands they
must report abuse immediately
and that this repott is not
implied but is an expectation
of employment in this facility.
Because of the diminished
cognitive  abilities of the
resident, the family and staff
were  interviewed, It was
determined that no  other
residents were affected.
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F 226 | Continued From page 4 3. We will continue to teach

1 04/21/11 at 2:35 PM revealed the SLF made the

to Resident #1. . Review of the report revealed
Resident #1 started yelliing and the SLP
withessed SRNA #1 yell in the resident's face and
threatened to "just put him/her in the bed".
Further review of the repor revealed the SLP
indicated, SRNA #1 ihen pulled the restdent out of
the chalr very quickly with a mad tone, and
dropped the resident on his/her back from about
six (6) inches above the mattress, while yelling
that the resident would stay there for acting that
way. The raport further indicated the SLP stated,
Resident #1 was crying. ’

Interview with the SLP on 04/21/11 al 11:20 AM
revealed she had withessed the incident on
03/21/11 at 5:45 PM when she saw SRNA #1 yell
at Resldent #1 and be forceful in transterring the
tesident {rom the wheelchair lo the bed. She
further stated she was aware she should have
reported the ingident to facility staff that evening
instead of walting to report it to her supervisor the
next morning. Furlher interview revealed she
Wwas aware that by waiting, the alleged perpetrator
was allowad to continued to work with the
residents the remainder of the shifl,

Interview with the Director of Clinical Services on

report to her supervisor the nexlt morning, instead
of reporting to the Supervisor Immadiately, at
which tima the Director of Clinical Services
remined her the incident should have been
reported immediately,

interview with Director of Nursihg on 04/21/11 at
2:35 PM revealed the investigation was initiated
and concluded on the same day the report was
made. She further stated at the conclusion of the

F 226

our policy . and procedure of

- training  staff  initially  in .
orientation, during Resident
Rights Training, during

Anmal Skitls Validations and
with one-on-one training as
necessary 10 strengthen the
understanding and importance
of  reporting  allegations
immediately and timely. We
will  .initiate Leadership
Administrative Rounds on afl’
units to monitor the interaction
between staff and the residents.
Leaders  will observe for
inappropriate conversation,
language or interactions, rough
freatment of residents, staff
member stress that may lead to
the potential for abuse, and
leaders will take corrective
aclion when any of the above
behaviors are observed.

4, Leadership Rounds will be
monitored by Director of
Clinical Services, . Staff
Development, Social Services,
Director of Nursing and the
Administrator to ensure
compliance.
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F 228 | Continued £rom page 5 ' F228

Investigation, SRNA #1 was terminated,

interview with the Masler Social Worker (MSW)
on 04/21/11 at 2:35 PM revealed the "Abuse"
elements, including the reporting aspect of the
policy ware emphasized during Crientation and
staff were fully aware of the ramifications of not
following tacllity policy. '
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K 000 | INITIAL COMMENTS | ( ' K 000
| ALlfe Safety Code survay was Initiated and
congludad on 4/21/20111. The facllity was found
to not meet the minimal requirements with 42
Code of the Fedaral Regulations, Part 483.70. -
The highest Scope and Severity deficiancy
- identified was an "F". : :
K 011 | NEPA 101 LIFE SAFETY CODE STANDARD . K011 ‘ . .
88=E| o L ' K01} - Fire caulking was used: $5-13-11
If the building has a common wall with a . to seal all fire wall penetrations e
nonconforming building, the commén wall is a fire and all 4” plastic sleeves were :
barrier having at least a iwo-hour fire resistance ] . scaled inside and outside with
rating constructed of materials as required forthe | ~ 2 smoke barior insulation, and
addition. Coremunicating cpenings accur only in _ all work was completed before
-corridors and are protected by approved R the surveyors left the facility.
seli-closing fira doors. 19.1.1.4.1, 18.1.1.4.2 The facility will cnsure that all
. ' foture contractors, maintenance
staff and IT support staff
will repair fire wall

. penetrations as they aoour.
The facility will inspect the
fire walls after each service

This STANDARD is not met as évidenced by: call which may penctrato_the

Basod on observation, the facllity falled to provide _ fire barder. This will be added
1.a two hour separation betwesen a non- canforming: | to the preventive maintenance
-bulicting and the nursing homs. The deficiant . . program. ‘
practice would affect two of eight smoke . n “This soluton will be
compartments which included the Commons monitored by the Maintenance
Bullding, and the Maple Way Wing. The Maple Supervisor. -
Way Wing has flfleen (T5) patient beds, offices, S .
therapy rooms, confarence rooms, kitchen, dining ' The completion date was April
room, and classrooms. The Commons Building . 21, 2011. j

is often occupied By residents, staff, and visitors.
The.faclity is licensed for seventy six (76) beds . _
and had a census of sixty (60) the day of the : E CE a\l =

survey., .
MY 1S 21

-

Findlngs tnolude:

J——

ABORATORY OIREGTOR'S PACP & RrOtBAIMER REFAESENTATIVES SIGNATURE . g B‘f:ﬂ ::mé

ny doficiency statement ending with an asterisk (*) denotes a daficiancy which the institution may be excused Irom correcting providing ilis delfrminef thal _
ther saleguards provide sufficent protection to the palients. (See Instructions.) Except for nursing homes, the lindings slated above are disclogable 80 days
siowing tha,date of survey whether or not a plan of conection Is provided. For nurzing homaes, the abova findings and plans of comection are disclosable 14
ays following the date thase documents are made avallable 1o-the facility. If deflclencies are cited, an dpproved plan of corréotion Is requisita to continued

: & :

rogram parlicipation,
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dre permittad.

Doors protecting corridor openings in other than
required enclosures of verlical opanings, axits; or’
hazardous areas are substantial doors, sugh as
thosé constructed of 1% inch solld-bended core .
wood, or capable of-resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a megins suitabie for keeping
the door closed. Dutch doors mesting 19.3.6.3.6
. 19.3.8.3

Roller latches are prohibited by CMS regulations
in all health care facllities. -

" . therapy

K018 - The wedge holder was,

n::mcwed from the door
immediately and the staff was
informied that wedges and door
openers in the medical record
arce arc profibited. Storage
room doors located in the
cortidor of the pbysical
wing-  recoived
automatic door closers. The
automatic door closers were
mtalledMay 13, 2011
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TAG RABEGULATORY DR LEC IDENTIFYING INFORMATIHQN) TAG CROSS-REFEAENCED TO THE AFPROPRIATE DATE
L . DEFIGIENDY)
K011 | Continued From pag@ 1. K 011
it was observed on 04/21/11 at 9:55 AM, that the .o
facility failed to ensure that penetrations in the fire
wall were sealed to maintain a 2-hour separation
from the non-conforming building. The deficient .
practice was caused by the inslallation of two (2)
4" plastic sleaves through the fire walls to run
data cables. . The sleeves were flre caulked on
ihe exterior of the sleeve, bt the intarior of the
sleeve was open to the other side of the fire wall,
Actual NFPA standard: Additions shall be
separated from any existing atruoture not
conforming to the provislons within Chapter 19 by
a fire barrier having not less than a 2-hour fire
resistance rating and constructed of materials as
required for the addltion. NFPA 101 seoflon
191141 -
K018 [ NFPA 101 LIFE SAFETY CODE STANDARD Ko18]"
58=D '
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NAME OF_ PHOVIL?EH OR SUPPLIEA smaef ADDRESS, CITY, STATE, ZIP CODE
HOME OF THE INNOCENTS 11600 EAST MARKET STREET
LOUISVILLE, KY 40206
{X4) 10 BUMMARY STATEMENT-OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ") o
PREFRIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL _PREFIX ' (EACH CORRECTIVE ACTION SHOULD BE COMPLETON
" TAG HEGULATOHY OR LSC IDENTIFYING INFORMATION) TAG CROA%-REFEARENCED TD THE APPROPRIATE DATE
‘ {DEFICIENCY)

K 018 | Continued From page 2 K018
S . The facility staff checked all

" doors and found them. to meet
K018 regulation. '
The maintenence staff will
ocontinvte to cheok and monitor
doors regulatly and replace

 determined the facility failed to ensure there were

I had the potential to affect residents and staif

This STANDARD iz not met as evidenced by:
Based on observation-and interview it was -

no Impediments to the cloging of corridor doors,
according to NFPA standards, The deficiency

within two (2) smoke compartments.

sutomatic door closers when

needed.

The maintenance smpemsor
will monitor work orders and
assign a staff member to
replace broken door closures
whon necded.

P

Attachment # ] Training

* Medica] Recorde Staff .
Arntachinent #2 WillisKlein
Purchasc of Closure

The fmdmgs mcluda
Observations on'04/21/11 at 2:00 F’M revaa!ed

(1)a wadge holding the door to 0253 Medical
Records office door open. The absérvalion was | |.
confirmed with the Maintenance Dlrector who
was present at that time.

(2) Storage room doors locatad in the corridor of
the Physical Therapy Wing did not have self
closing devices.

Interview with the Maintenance Director revealed
that he was unawara that the wedge was in use,

"| and that the storage room doors nesded to be
aelf closing, ]

Refarance: NFPA 101 (2000 Edition)

19.3.6.3.3°
Hold-open devices that release when the door is -

pushed or pulled shall be psrmitted.

AWM CMS-2667(02-95) Pravious Varsions Obsosé;a Event 10: VOEMZ1 Facility 10; 100483 1t continuation sheet Page 3 of 8
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PRINTED: 04/25/2011
FORM APPROVED
OMB NO. 0838-0391

ITATEMENT OF DéFIClENClES
WD PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185154

{X2) MULYIPLE CONSTRUCTION
A BUILDING 01 - MAIN BUILDING 01

B. WING

(X3) DATE SURVEY
COMPLEYED

04/21/2011 -

NAME OF PROVIDER OR BUPPLIER

HOME OF THE INNOCENTS

A

! 1100 EAST MARKET STREET
LOUISVILLE, KY 40206

STREET ACDRESS, OITY, STATH, ZIP CODE

{X4) ID
PREFIX
TAG

. SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
AEGULATORY OR LEC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORREQTION )
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICON
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

DATE

K018

K 025
S556=F

| keeping fhe daor cosed that is acceptable to the

"an approved
-automatic sprinkler system in accordance with’

Continued From page 3

A.19.3.6.3.3

Doora should not be blocked open by furniture;
door gtops, chocks, tie-backs, drop-down or
plunger-type dévices, or other devices that .
necesaitate manual unlatching or releasing action
to close. Examples of hold-open devices that
release when the door Is pushed or pulled are
friction catches or magnetic catches.

19.3.6,3.2" Doors shall be provided with-a means
suitable for

authorily having
jurisdiction. The device used shall be capable of

keeping | .
tha door fully closed If & force of 5 Ibf (22 N) is

applied al'the
latch edge of the door. ‘Roller Iatohes shall be

prohlbitad on -
corridor doors in buuldings not fully protected by

19.3.62.
Exception No. 1: Doors to tollet rooms,

bathrooms, showar rooms, sink .

closets, and similar auxiliary spaces that do not
contain flammable or

combustible materials. _

Excéption No. 2: Existing roller latches
demonstrated to keep the door

closed against a force of & Ibf (22 N) shall be
permitted to be kept in

service.

NEPA 101 LIFE SAFETY CQDE STANDARD

Smoke barriers are conslructed lo'provide at
least a one half hour fire resistance rating In
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. . Windows are

KOo18

K025

AN CMB-R567(02-00) Praviouz Varstons Obsofeta

Event 1D:VOEMZ1

Facliity iD: 1004623
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PAGE  06/17

PRINTED: 0472972011
FORM APPROVED,

OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES . .
FATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICUA {X2) MULTIPLE CONSTRUCTION ((3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A, BUILDING 01 - MAIN BUILDING 01 _
B. WING
185154 04721/201
JAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
1100 EAST MARKET STAEET
HOME OF THE INNOCENTS
. _ . , LOUISVILLE, KY 40206 .
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORAECTION R
PREFIX (EACH DERICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG AEQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RAEFERENCED TO THE APPROPRIATE DATE
. - : i " DERICIENCY)
K025 n @ [ . .
Continued From p age 4 K026 K025 Fire caulking was used 5.13-17 -

protecied by fire-rated glazing or by wured glass
pansls and steel frames. Aminimum of two
separate compariments are provided on each .

'| flobr. Dampers are not required in duct

penetrations of amoke barriers in fully ducted
heating, ventitating, and air conditioning systems.
19.3.7.3, 19.3.7.5, 16.1.6.3, 18.1.6.4

This STANDARD is not met as evidenced by:
Based on observations and staff interviews, the |
faoility failed to maintain smoke barriers that
would resist the pagsage of smoke batween

-1 smoke compaitments per NFPA standards. The

facility has the capacity for sevanty six (76) beds
and the census was sixly (60) on the day of the |
survey. The deficlency has the patential to affect
all.eight (8) smoke compartments, sixty (60)

 residents, staff and visltors.

The findings include;

Atour of the facility conducted on 04/21/11,
revealed that all the smoke partitions extending
ghove the ceiling, Jocated throughout the facliity,
were noted to be penelrated by newly installed 4"
plastic data Ine sleeves, and data lines. The
space around the data line slesves were fillad
with a material rated equal to the rated partition
but the interior of the a!egves wera hot filled with
matenal raled to resist the passage of smoke.

An intgrview wlih the Maintenance Direcior

04/21/11, revealod he was not aware of the
penstrations. The Maintenance staff was

{ instructed to immediately till the penetrations with

the required sealant.

' monitored by thc.antenance

to seal all  fire wall
penctrations, and all 4” plastic
slooves werc sealed inside and
out with a2 smoke barrer
insulation ‘and all work was
completed before the surveyors
left the facility.
The facility will ensure that afl
: ﬁmljrc contractors,
mamtenance  staff and IT
support staff will repair firc
wall  penetrations as they
ocour.
The facility will inspect the’
fire walls afier each service
oall which mey pepetrate the
fire batrier. This will be added
to the preventive maintenance
© program.
This  solution

w:li be

Supervisor,

The completibn data was April
21,2011,

s

d 0MS-2567(02-99) Pravioua Versions Qbaclate

Evont 10 VOEM21

Facily 10; 100465

If continuation sheat Page 5 of 9
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PRINTED: 04/28/2011
FORM APPROVED
OMB NO. 0938-039

(X2) MULYIPLE CONSTRUCTION

{X3) DATE SURVEY

| Based on absetvation and interview, it was

-1 was properly marked with delayed egress *

| Exit access ia arranged so that exuts are readily
acoessible at all times in accordance with section

7. 1921,

This STANDAHD is not met as evidenced by:
determined the facilily falled to ensure that an exit
slgnage, and another exit did not have delayed

egress according to NFPA standards. This
deficfency has the potential to affect one (1) of

STATEMENTO&?EEICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULDNG b1 - MAIN BUILGING Of . COMPLETED
. . 185154 8. Wine 04/21/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDAESS. GITY, STATE, ZIP GODE
HbM E OF THE mmb c EﬁT s 1100 EAST MARKET STREET
LOUISVILLE, KY 40208 -
o4 10 ' SUMMARY STATEMENT QF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL: PREFX (EACH CORRAECTIVE ACTION SHOULD BE - COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROB8-AGFEAENCED TO THE APPROPRIATE 0ve
. DEFICIENGY) -
K025 Continued From page 5§ K 025
Reference to:
NFPA 101 Life Safety Coda 2000 Edmcm
8-2.4.4 Penetralions and Miscellaneous Openmgs
in Smoke Partitions.
B.2.4.4.1
Pipes, conduits, bus ducts, cables, wires, alr
ducts, pneumatic'tubes and ducts, and similar
bunldmg service equipment that pass through
smoke partitions shall be protactad as follows:
(1) The space betwsen the penetrating item and
the smoke partition shall meet.one of the
following conditlons: '
.| & it shall be filled with 2 material that'is capable
of limiting the transfer of smoke.
K 038 NFPA 101 LIFE SBAFETY CODE STANDARD Koas| v
88~ "K038 -Signege was purchased 5
' and placed on dodr #113B

identifying that the delayed
egress systom is functional.

The facility wmaintenance and
management staff will monitor
ai!l doors with dolaycd egress
slgnape to ensurc. that the
signage remaing visible,

IV CMB-2667(02-99) Pf'e\rlcus Versfanz Obeolele Bvent (D:VOEM21

Fagity ID: 160453

If continuation sheet Page 6 of 9
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' . : 'PRINTED: '04/20/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR' MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0391
ITATEMENT OF DEFICIENCIES |01 PROVIDER/SUPPLIERVCLIA (2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; . COMPLEVED
A BUILOING 01 ~ MAIN BUILDING 01
' B. WING L .
. 185154 - T 04/21/2011
NAME OF PROVIDER OR SUPPUIER STREET ADDRESS, CITY, STATE, ZIP CODE
- : 1100 EAST MARKET STREET
HO OF THE INNOCENTS '
ME OF T LLOUISVILLE, KY "40206 ,
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION 8)
PREFX |- (EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5S8-AEFBRENCED TO THE APPROPRIATE oAt
. DEFICIENCY)
K 038 | Continued From page 6 K 038 The exit door in the new

fourteen (14) residents, staff and visltors. The
facllity has the capacily of sevently six.(76) beds
with a census of gixty (60) at the time of the
aurvey, )

| for egress. This was confirmed by the Director of

[ unaware that exit door, #113E did not display the

"| permitted to be installed on daors serving low and

{{a) The doors ghall unjock upon.actuation of an -

The findings include:

facllity did not have delayed egress locks on exit
door #1273E, located in the new PCC building.

delayed egress but does not have proper signage
Maintenance during the cbservations.

Interview on 04/21/11-at 1:20 PM, with the
Director of Maintenance, revealad he was

‘required signage, and had never notfced that exit
#1273E did not have délayed egress.

Reference: NFPA 101 (2000 edition)

7.2.1.6,1 Delayed-Egress Locks.
Approved, listed, delayed-egress locks shall be

ordinary hazard contents in buildings protectad
throughout by an approved, supervised automatic
fire detection system In accdrdance.with Sectian
9.6, or an approved, supervised automatic
sprmlder system In’accordance wilth Section 9.7,
and where permilted in Chapters 12 through 42, -
provided that the following criteria are met.

appr_oved. supervised automatic sprinkler system

eight (B8) smoke compartments and approximately

Obsarvation on 04/21/11 at 1:20 PM revealed the

Another exit in the new PCC building, #113E, has

Kosair Charities  Pedlatric
Cenmvalescent Center building
door # 1273E with locking
system, which remains locked
except during activation of the
fire alarm, a new locking
system was ordered with a
delayad agress - Jocking
mechanism with alarm. The
new  equipment ordered has
arpived, installation completed
by May 13, 2011 by ECT
Services. The new systern will
now open when pressure is
applied consisteptly for more
than 3 seconds, & count down

. will start and the door will

unloek in 15 seconds. The

maintenance supervisor and. .

staff will monitor to ensure
that the door works per the

. manufacture’s

recommendation.

i CMB-2687(02-99) Previous Varsions Obsolate

. Evant ID: VOEM21

© Facllity (D: 100483
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. | . PRINTED: 04/29/2011
CENTERS FOR MEDICARE & MEDICAID SERVICES ' : . : : QMB NO. 0938-0391
o1} PROVIDER/SUPPLIER/CLIA

3TATEMENT OF DEFICIENCIRS
AND PLAN OF CORRECTION .- IDENTIFICATION NUMBER:

085/19/2811 12:55 502-5961 445

(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETRO,
A. BUILDING 01 - MAIN BUILDING 01 ,

B. WING _ -
s 04/21/2011

SYREET ADDRESS, CITY, STATE, ZIP CODE,
1100 EAST MARKET STREET

HOME OF THE INNOCENTS . LOUISVILLE, KY 40208

{x4) I SUMMN-IY STATEMENT OF DEFICIENGIES o . , PROVIDER'S PLAN OF CORRECTION .
" (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (SACH CORRECTIVE ACTION SHOUILD BE COMPLETION
CRO&B-REFERENCED TO THE APPROPRIATE bar

PREFIX
TAQ " REGULATORY OF LSC IDENTIFYTNG INFORMATION) TAG
. . : DEFICIENCY)

1857154

NAME OF PROVIDER OR BUPPL(FH

K 038 | Continued From page 7 K 038
: in accordance with Section 9.7 or upon the .
actuation of ahy heat detector or activation of not

-{ more than two smoke datectors of an approved,
supervised automatic fire delection system in
accordance with Section 9.6, -
{b) The doors shalt unlock upon loss of power
controliing the lock or locking mechanizm.
(c) Anirreversible process shall relaase the lock
within 15 seconds upon applmatlon of a force to
the release device required in 7.2.1.5,4 that shall
not be required to excead 15 Ibf (67 N) nor be
required to be continuously applied for more than
3 seconds. Tha initiation of the release process
shall activate an audible signal in the vicinity of .
the door. Once the door lock has been.released
by the application of force to the raleasing device,
relocking shall be by manual means only.
Exception! Whére appioved by the authority
having jurisdiction, a dealay not excesding 30
saconds shall be permitied.
(d) * On the door adjacent to the release davice,
there shall be a readily visible, durable sign'in
letters not less than 1'In. {2,5 ¢m) high and not
legs than1/8 in. (0.3 cm) in stroke width on a
contrasting background that reads as follows:
. | PUSH UNTILALARM SOUNDS .
: DOOR CAN BE OPENED IN 15 SECONDS . .
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD | K147 K147 “The meintenance staff
SS=E : - --placed
.| Electrical wmng and equlpmenl i8 in accordance I;pe:' ;}::c:;:::e 91?:::: m:];h; )
with NFPA 70, National Electrical Code. 9.1.2 . ceiling #11-11 and 1250B at
' the end of the NFPA: survey

inspection, The maintenance
departmcnt mspcctcd all other

. jugomm boxes in the ﬂacllit}f
This STANDARD is not met as evidenced by: :rnm :?!u;riwetzf plate. covers '
Based on observation and interview, it wag | '
determined the facillty falled to ensure electrical

Evant ID:VOEM Facflity ID:; 100403 . If contlnuation shest Page 8 of 9
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S PRINTED: (4/29/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SER\_IICES _ . . OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (*x3) ‘C’SLEP fé;ﬁ;:gv _
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULDING 01~ MAIN BUILDING 01 )
X . wing
185154 ) 04/21/2011
NAME OF PROVIOER OR SUPPLIER STREET AODAESS, GITY, STATE, ZIP CODE
: £ OF CENTS 1100 EAST MARKET STREET
"'.DM THE INNOCE LOUISVILLE, KY 40206
‘o0 SUMMARY STATEMENT OF DEFICIENGIES o - PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFTX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATOAY OA L8O IDENTIFYING INFORMATION) TAG CROSB-AEFERENCED TO THE APPAOPRIATE DATE
DEFICIENGY)
K 147 | Continued From page B C K147 _ ‘
wiring was maintained according to NFPA ' The facility will ensure that all 5-13-11

standards.. The deficlant practice affected two (2)
of eight (8) smoke compartments, staft and
approximately thirty (30) residents. The facility
has the capagity [or seventy six (76) beds with a
census of sixty (80) the day of the survey.

The findings include:

‘| Observations on 04/21/11, with the Director of

Malntenance revealed: Open junction'boxes
were obgerved above the ceiling near door
#1111, and #12808. .

Interview with the Director of Maintenance and
the Administrator, confirmed that they wera

unaware of the open junction boxes and would
get the covers and install immed|ately.

Refargnce: NFPA 70 (1999 edition)

37.0.28((:) Covers,

shall be provided with covers compatible with the
box or conduit body construction and suitable for

'the conditions of use. Where metal covers are -

used; they shall comply with the grounding.
requirements of Section 250-110. An extension
from the cover of an exposed box shall comply
with Seotlon 370-22, Exception.

All pull boxes, junotion boxes, and conduit bodies

his lstaff.

electrical  contractors  who
ramove . junotion box plate
covers to perform thoir work
will replace the covers when
work is completed. This will
be  monitored by the
Supervisor of Maintenance and

The maintenance department
inspected junction boxes in
other areas where clectrical
contractors worked and found.
junction box ‘covers to be in
placs,

The wainténance departmeit
will go behind all contractors
after cach job and inspect the
junction: boxes to epsure
covers were replaced. This will
be  mopitored by  the
maintenance supervisor.

Arachment # 5

IAM CMS-2567(02-88) Previous Vorslons Qbsolete

Event ID:VOEM21

Facllly 10: 100493
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| | s Ao ik L
| L 0\8

According to the NFPA. 101 Life Safety Code Standard

Date Survey completed: 4/21/2011

Tag: KO18

A wedge was holding the door open, to room 0253, Medjcal
Records office. The observation was confirmed with the

maintenance supervisor.

Bascd on observation and interview it was determined the facility
failed to ensure there were no impediments to the closing of
corridor doors accordmg to NFPA standards.

Teaching was done by J eff Lewis on 05/09/2011 with Tomni
Knierem, (Health Information Management Coordinator) regarding
the door being held opened with a wedge and potential fire safety
issues. That wedges and door openers are prohibited in the

/
Jeff Lewis, Instructor: $= &/

&WW

Toni Knierem:
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