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; f 1. Director of Nursing reviewed
F 490 Continued From page 45 ' F 450 the shower records for all o

' This REQUIREMENT s not met &s evidenced
. by: r
i Based on interview and record review, it was ]
- determined the facility failed to be administered in |

. @ manner to ensure the oversight of the nursing

' department staffing as detailed in the plan of
; correction for the abbreviated survey which

| concluded on 05/25/12 with a compliance date of |
- Q7/05/12 and repeat noncompliance found in

| F353 during the standard survey which concluded !
on 12/07/12. :

|

The findings include:

Rewew of the facility's plan of correction

» submitted for the abbreviated survey concluded
' on 05/25/12 revealed by 07/05/12 the results of

; the nursing staff levels would be reported to the |‘
| Quality Assurance Commitiee and the :

| Administrator no less than quarierly to ensure |
! compliance was achieved and maintained. -

" lnterview with the Director of Nursing (DON), on
: 12/07/12 at 5:00 PM, (in charge of the facility in
“the Administrator's absence) revealed monitoring 1
| of nurse staffing levels had fallen below minimum !
- nurse staff levels since the plan of correction i
| dated 07/05/12 and there was a plan in effect to
call nurses in to ensure adequate nurse staffing.
- She stated it was sometimes impossible to get l
] ! enough staff, however, she did not come in to the !
- facility to work on the units to ensure resident's \
; needs were met. In addition, she could not ;
- provide any evidence of the facility's attempts to
- hire additional staff. However, she stated twas
 difficult to get nursing staff for the facility due to
it's geographic location and CNAs would apply

{ i

residents on 12-10-12 and any

resident who had not received a

; shower in the past 7 days was

| offered a shower.

On 1-18-13 the DON and VP of

Operations for Elmeroft Semor

. Living reviewed the facility

P staffing ratios to ensure staffing

levels are well defined including

] minimum staffing levels
required to ensure resident’s

; needs are met. Staffing levels

were then discussed with the

| staffing coordinator, staff

f development, and all

! administrative nurse staff to

| ensure understanding of staffing

: levels. DON and VP of i

| Operations reviewed actual

: staffing schedules back to

October 2012 10 determine ;

when the staffing ratios were

not attained. Upon review it

appears that staffing issues

began in late November 2012. .

VP of QOperations reviewed QA

minutes from meetings held 7-|

l 24-12 and 10-30-12 and staffing

‘ was discussed during the QA |
: meetings and at the time of the,
: meetings the facility had !
l . maintained-compliance with the
' POC.

FORM CMS-2367(02-09) Previous Versions Obsclete Event ID:90UD

Ly 4 LOvw ON

Facllity ID: 100453 If continuation sheet Page 46 of 49

Wdvp- 0 €100 81 uer

Fourw paofyaoy




d

L0y "oN

JOURW DIOLYI0Y

2. The shower schedule was
reviewed 1o ensure all residents
were on the schedule. Director
of Nursing reviewed the shower
records for all residents on 12-
10-12 and any resident who had
not received a shower in the
past 7 days was offered a
shower.

VP of Operations reviewed
actual staffing schedules back to
Qctober 2012 to determine
when the staffing ratios were
not attained. Upon review it
appears that staffing issues
began in late November 2012.
DON reviewed skin
assessments, reports of
incidents, meal intakes, and
weight records back through
November 2012 to determine if
there have been any negative
outcomes that may be related to
staffing and none were noted.
Social Services reviewed all
resident and family grievances
and Resident Council note back
through November 2012 to
determine if any grievances
were noted related to staffing.
All this was completed by 1-19-
13.
3. Director of Nursing provided
written communication to
nurses on 1-3-13 regarding
providing showers for all
residents. This was presented by
way of a read and sign memo
that was also reviewed verbally
with the nurse by Staff’
Development. Nurses were
responsible to communicate the
procedure to the nurse aides at
the beginning of each shift.
Staff must provide to the
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Director of Nursing each day a
list of any shower scheduled but
not completed. Any shower not
completed must be explained. If
the resident refuses, the nurse is
to approach the resident 10
ensure it is the resident’s choice
to refuse the shower. An
alternative bathing process will
be offered, such as a bed bath,
partial bath, etc. If the resident
refuses any type of personal
hygiene the family will be
contacted and informed.

Administrator, Staffing
Coordinator and Director of
Nursing met on 12-10-12 to
review current staffing levels
and to discuss a plan to improve
staffing. The following plan was
developed.

1. Authorization received to
utilize temporary staffing
agency to improve staffing

2. Identify additional resources
for recruitment of staff and
place additional ads for staff.

3. Utilize Administrative
nursing staff on week-ends to
provide restorative services,
provide assistance with dining
service, and provide additional
supervision to ensure resident
needs are met.

4, Utilize light duty staff to
provide support and assistance
with resident care based on
limitations.

5. Contact local CNA training
programs to increase visibility.

6. Establish Staffing committee
to meet weekly to review
recruitment efforts, orientation
process, and staffing patterns to
ensgure resident care needs are
met.

7. Review non-essential duties
assigned to aides and delegate -
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those non-essential duties to

other staff members as needed.
8. Establish staffing ratios and

monitor staffing numbers daily.

Staffing Committee met on 1-
11-13 to begin the task of
implementing the plan outlined
above. Staffing Committee
includes Director of Nursing,
Staffing Coordinator, Director
of Social Service, a CNA and a
Staff Nurse.

Staffing Committee to report
weekly to the Administrator and
the VP of Operations for
Elmecroft Senior Living
regarding progress in
recruitment, and retention of
staff.

Staffing Committee will meet
weekly until staffing ratios are
aftained and maintained for no
less than 3 months and then will
continue to meet monthly to
monitor/review daily staffing
patterns, hiring process,
interviews/observation of ADL
care,

QA Meeting held on 1-16-13.
Committee reviewed the survey
finding from the annual survey
completed on 12-7-12 and
reviewed the proposed POC.
Committee was educated on the
QA function and responsibility,
including ensuring compliance
with any facility POC.
Discussed the failure of
committee to ensure compliance
with POC developed for the 5-
25-12 statement of deficiencies
resulting in a repeat
noncompliance with F 353, This
education was provided by VP
of Operations for Elmeroft
Senior Living. The QA
Committee established a sub-
committee to meet monthly to
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monitor implementation and
compliance with the POC. This
sub-committee includes the
Administrator, DON, Staffing
Coordinator, Staff
Development, Maintenance
Director, Safety Commitice
Chairman, Social Services and
Activity Director. This
committee will review all
audits, rounds, etc. to ensure
compliance with the POC. Sub-
committes to review the work of
the Staffing Committee to
ensure progress 1s made in the
areas of staff recruitment,
retention, orientation, and staff
morale.

4. QA Sub-committee to meet
monthly to review all reviews,
audits, completed as part of the
POC. This commitiee will
ensure that any identified issues
are addressed as per the POC
and that a through report is
presented to the facility QA
Committee no less than
quarterly. This sub-committee
will be in place no less than one
year to ensure compliance with
the implementation of the POC.
Staffing Committee will report
on their actions and plans to
Quality Assurance Committee
no less than quarterly for one
year.

The facility Corporate
Consultant or VP of Operations
to review the actions of the QA
Sub-committee monthly to
monitor the implementation of

the POC.
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F 490 . Continued From page 46

" but frequently they would not pass the drug
_screen or the criminal background check. She
[ further stated she thought the salary's were !
sufficient but the facility was just having ahard
[ time getting staff. The DON stated it was her
| i responsibility to hire nurses and nursing
. @ssistants to maintain adequate nurse staffing !
i levels. She stated the Administrator left the hiring ;
- of nursing staff and the staffing PAR of the
bu:ldmg to her.

| mtennew with a Vice President of the corporation, |

Son 12/07/12 at 8:55 AM, revealed she was ?'

! responsible o review all of the corporation |

! facilities' statements of deficiencies and each !

- facility's plan of correction, She stated she had |

| not been informed by the facility Administrator of

! inadequate nursing staff levels and that residents’ |

' needs were not being met, :

F 520 483.75(c)(1) QAA |
$$=F | COMMITTEE-MEMBERS/MEET :
. | QUARTERLY/PLANS i

- Afacility must maintain a quality assessment and
assurance committee consisting of the director of
| nursing services; a physician designated by the

 facility's staff.

" The quality assessment and assurance |
- committee meets at least quarterty to identify

| issues with respect to which quality assessment
j and assurance activities are necessary; and :
1 develops and implements appropriate plans of :
» action o correct identified quality deficiencies. ‘

1
| A State or the Secretary may not require

F 520

facility; and at least 3 other members of the i .
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F 520 Continued From page 47 CF 520! the shower records for all o N

' disclosure of the records of such committee .f residents on 12-10-12 and any .
except insofar as such disclosure is related to the ! i resident who had not received a;
- compliance of such committee with the 3 i - shower in the past 7 days was |
f equements of this section. off'ered a Shower i
i On 1-18-13 the DON and VP of

Operations for Elmcroft Senior |
Living reviewed the facility
; : staffing ratios to ensure staffing;
‘ : ; f levels are well defined including

ﬁ minimum staffing levels

 Good faith atternpts by the committee to identify
and correct quality deficiencies will not be used as:”
_a basis for sanctions, }

! Ihis REQUIREMENT is not met as evidenced i required to ensure resident’s

y: i :

- Based on interview and record review, it was 3 | needs are m‘et. Stafﬁng levels
 determined the facility's Quality Assurance i j were then discussed with the

. Committee failed to ensure the plan of correction \ staffing coordinator, staff

| developed for the 05/25/12 statement of | ;‘ development, and all
deficiencies with a compliance date of 07/05/12 | ! administrative nurse staff to

for cited dEﬁCiency (F353) was monitored and ! ' ensure understandine of staffine
' evaluated for compliance and/or the need for \ levels. DON and VP of =
. revision to ensure compliance was achieved and . i Opera.tions reviewed actual

- sustained. A repeat noncompliance was found in }

. F333 during a standard health survey which [ | staffing schedules back to

| concluded on 12/07/12. ' : ‘October 2012 to determine
‘ when the staffing ratios were |

' No policy was provided regarding the Quaity * ;Eg::r?nﬂ;:;sgﬁgi ;S;u;(s) 12 !

i o o :

' The findings include: : | | not attained. Upon review it |
‘ !

“ Assurance Committee.” | ; . |
; ' VP of Operations reviewed QA:

- Review of the facility's plan of correction f ; minutes from meetings held 7- '
" subrnitted for the abbreviated survey concluded | ! 24-12 and 10-30-12 and staffing
. on 056/25/12 revealed resuits of the nurse staffing - _— was di d durine the OA
! level monitaring would be reported to the Quality | 3 fi w:fcusiz t t;' tg ?_. th
. Assurance Committee to ensure compliance was ! meetngs and at the tme o1 ine,
| achieved and maintained to ensure residents' | : . meetings the facility had
- needs were met. : maintained compliance with the
| | | POC. :
l.
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2. The shower schedule was
reviewed to ensure all residents
were on the schedule, Director
of Nursing reviewed the shower
records for all residents on 12-
10-12 and any resident who had
not received a shower in the
past 7 days was offered a
shower,

VP of Qperations reviewed
actual staffing schedules back to
October 2012 to determine
when the staffing ratios were
not attained. Upon review it
appears that staffing issues
began in late November 2012,
DON reviewed skin
assessments, reports of
incidents, meal intakes, and
weight records back through
November 2012 to determine if
there have been any negative
outcomes that may be related to
staffing and none were noted.
Social Services reviewed all
resident and family grievances
and Resident Council note back
through November 2012 to
determine if any grievances
were noted related to staffing.
All this was completed by 1-19-
13.
3. Director of Nursing provided
written communication to
nurses on 1-3-13 regarding
providing showers for all
residents. This was presented by
way of a read and sign memo
that was also reviewed verbally
with the nurse by Staff
Development. Nurses were
responsible to communicate the
procedure to the nurse-aides at
the beginning of each shift.
Staff must provide to the
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Director of Nursing each day a
list of any shower scheduled but
not completed. Any shower not
completed must be explained. If
the resident refuses, the nurse is
to approach the resident to
ensure it is the resident’s choice
to refuse the shower. An
alternative bathing process will
be offered, such as a bed bath,
partial bath, etc. If the resident
refuses any type of personal
hygiene the family will be
contacted and informed.

Administrator, Staffing
Coordinator and Director of
Nursing met on 12-10-12 to
review current staffing levels
and to discuss a plan to improve
staffing. The following plan was
developed.

1. Authorization received to
utilize temporary staffing
agency to improve staffing

2. Identify additional resources
for recruitment of staff and
place additional ads for staff.

3. Utilize Administrative
nursing staff on week-ends to
provide restorative services,
provide assistance with dining
service, and provide additional
supervision to ensure resident
needs are met,

4. Utilize light duty staff to
provide support and assistance
with resident care based on
limitations.

5. Contact local CNA training
programs to increase visibility.

6. Establish Staffing committee
to meet weekly to review
recruitment efforts, orientation
process, and staffing pattemns to
ensure resident care needs are

7. Review non-essential duties .
assigned to aides and delegate -
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those non-essential duties to

other staff members as needed.
8. Establish staffing ratios and

monitor staffing numbers daily.

Staffing Committee met on 1-
11-13 to begin the task of
implementing the plan outlined
above. Staffing Committee
includes Director of Nursing,
Staffing Coordinator, Director
of Social Service, a CNA and a
Staff Nurse,

Staffing Committee to report
weekly to the Administrator and
the VP of Operations for
Elmeroft Senior Living
regarding progress in
recruitment, and retention of
staff.

Staffing Committee will meet
weekly until staffing ratios are
attained and maintained for no
less than 3 months and then will
continue to meet monthly to
monitor/review daily staffing
patterns, hiring process,
interviews/observation of ADL
care, 4

QA Meeting held on 1-16-13.
Committee reviewed the survey
finding from the annual survey
completed on 12-7-12 and
reviewed the proposed POC.
Committee was educated on the
QA funetion and responsibility,
including ensuring compliance
with any facility POC.
Discussed the failure of
committee to ensure compliance
with POC developed for the 5-
25-12 statement of deficiencies
resulting in a repeat
noncompliance with F 353, This
education was provided by VP
of Operations for Elmcroft
Senior Living. The QA=
Committee established a sub-
committee to meet monthly to
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monitor implementation and
compliance with the POC. This
sub-committee includes the
Administrator, DON, Staffing
Coordinator, Staff
Development, Maintenance
Director, Safety Committee
Chairman, Social Services and
Activity Director. This
committee will review all
audits, rounds, etc. to ensure
compliance with the POC, Sub-
committee to review the work of
the Staffing Committee to
ensure progress is made in the
areas of staff recruitment,
retention, orientation, and staff
morale.

4, QA Sub-committee to meet
monthly to review all reviews,
audits, completed as part of the
POC. This committee will
ensure that any identified issues
are addressed as per the POC
and that a through report is
presented to the facility QA
Committee no less than
quarterly. This sub-committes
will be in place no less than one
year to ensure compliance with
the implementation of the POC.
Staffing Committee will report
on their actions and plans to
Quality Assurance Committee
no [ess than quarterly for one
year.

The facility Corporate
Consultant or VP of QOperations
to review the actions of the QA
Sub-committee monthly to
monitor the implementation of
the POC.
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|
F 520 Continued From page 48
Interview with the Director of Nursing (DON), on
12/07/12 at 5:00 PM, (in charge of the facilty in
| the Administrator's absences) revealed the Quality |
. Assurance Committee (QA Commitiee) wasto
-, review, recormmend and act upon facility |
: problems and concerns. She stated the QA ’

i
\
'
i
i

Committee had been informed of the nursing
- department staffing level monitoring as outlined in !
i the pian of correction for the abbreviated survey
! concluded on 05/25/12. The committee was
| aware there were days when minimum staffing
" was not met; however, there was no other action |
- plan developed and in place to ensure adequate |
nursing department staff levels to ensure the
- | residents’ needs were met. She indicated she
. was not aware the residents’ needs wera not
| being met.

i
s
f
'

|
F 520
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K 000 1 INITIAL COMMENTS K 000: DISCLAIMER:
: : i The preparation of this Planof |
. CFR: 42 CFR 483.70(a) ‘ ; | Correction does not constitute an
i i admission or agreement by the
| BUILDING: 01 provider of the truth of the facts
: _ i 5 alleging or conclusions set forth in :
PLAN AFPROVAL: 1874 . 1n
; : | the Statement of Deficiency. This
: SURVEY UNDER: 2000 Existing : ‘ plan of Correction is prepared and
: executed solely because it is require
FACILITY TYPE: SNF/NF ! : by Federal and State Law.

I
TYPE OF STRUCTURE: One (1) story, Type lll - {
(111) :

" SMOKE COMPARTMENTS: 5ix (6) smoke
compartments

|
FIRE ALARM: Complete fire alarm system with }
heat and smoke detectors | ;

| SPRINKLER SYSTEM: Complete automatic dry
- sprinkler system,

- GENERATOR: Type i generator. Fuel source is ‘
. Natural Gas. : ! :

A standard Life Safety Code survey was

conducted on 12/05/12. Rockford Health and

Rehab Center was found not to be in compliance

with the requirements for participation in

Medicare and Medicaid. The facility is certified for -

one hundred ten (110) beds with a census of one
" hundred nine (108) on the day of the survey.

- noncompliance with Title 42, Code of Federal

The findings that follow demonstrate i
- Regulations, 483.70(a) et seq. (Life Safety from l

. Fire

. , ,
LABGRATORY DIRECTORS O /PR/O}DEWVES SIGNATURE TITLE X6) OATE
A ‘ A D //‘7 ; A / -5

. e s i T .
Any deficiency sta @rjent ending with an asterisk‘f) denctas a deficiency which the institution may be excused from corracling provi&ing [t i determined that
sther safeguardsuetide sufficlent protection to the patieats. (See instructions,) Except for nursing homes, the findings stated above are disclosable 90 days
follawing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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7 T
. 5 '
K 000" Continued From page 1 ; K OOD! i
| Deficiencies were cited with the highest ’ I /=25y &

. deficiency identified at F level.
K 018 NFPA 101 LIFE SAFETY CODE STANDARD

§8=D . :
' Doors protecting corridor openings in other than

' hazardous areas are substantial doors, such as

| those constructed of 1% inch solid-bonded core

| wood, or capable of resisting fire for at least 20

. minutes. Doors in sprinkiered buildings are enly

‘ required to resist the passage of smoke. There is
ne impediment to the closing of the doors. Doors

. are provided with & means suitable for Keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

- in all health care facilities.

. This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure there were

. resist the passage of smoke, in accordance with

' NFPA standards and failed to ensure the staff

: was knowledgeable of th e requirement. The
deficiency had the potential to affect one (1) of six
- (6) smoke compartments, residents, staff and

' required enclosures of vertical openings, exits, or .

' Roller Iatches are prohibited by CMS regulations

! no impediments to the closing of corridor deors to |

! KO0181.Resident room 2 the bed was
moved immediately by the main-
| tenance department. |
2 .Aggistant Director of Maintenan
checked all patient room doors to
i ensure that door closureswas not
i blocked by bed or any other objec
: on 1-3-13. §

) 3. Staff will be informed via

i written commmication from Admin-
: !istrator reguarding bed placement
» and need to ensure nothing blocks
closure of resident doors.This
will be completed by 1-19-13.
Employees will receive a copy of
‘the commumication and will| sign
that they "acknowledge that I
have been trained and undexstand
‘these safety regulations. [ may
keep a copy of this memo for
future information." Compliance
will be evaluated by review of
the rounds completed for Quality
Assurance. The DON will review
reports of the rounds to deter-
mine the need for re-education.

4 .Director of Maintenance to make
Fgunds weekly for 4 weeks then

[ni

nthly to check to see that no
lobjects prevent resident dooxs
from closing. These rounds will
be recorded in the TELS program
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K 018! Continued From page 2 . KO018|and rev:.ewed by the. regn.onal
| vigitors. The facility is certified for one hundred Director of Facility Management
ten (110) beds with a census of one hundred nine . lno less than quarterly to ensure
(109) on the day of the survey. ; ‘the rounds are being completed.
j Director of Maintenance will re-
! N , ; iport any ongoing issues to the
: The findings include: : /Administrator who will report on
'same to the facility QA Connnm:.ttqe
- Observation, on 12/05/12 between 12:30 PMand | for ome year. :
| 4:20 AM, with the Maintenance Director revezled
i the corrider door to resident room #2 was blocked
: from closing due to the resident's bed was .
. located too close to the door. ! :
H ! ‘ |
' Interview, on 12/05/12 between 12:30 PM and |
4:20 PM, with the Maintenance Director who | =
: gonfirmed the observation of the door not closing |
- due to the resident's bed being located too close :
| to the door. !
i H ]
Reference: NFPA 101 (2000 edition) g
19 3.6.3.1* Doofs protecting corridor openings in '
": other than reqired enclosures of vertical § |
* openings, exits, or hazardous areas shall be : | !
substantial doors, such as those constructed of i :
L 13/4-in. (4.4-cm) thick, solid-bonded core wood
 or of construction that resists fire for not less than |
| 20 minutes and shall be constructed fo resist the | |
. passage of smoke. Compliance with NFPA 80, .
' Standard for Fire Doors and Fire Windows, shall |
. not be required. Clearance between the bottom ‘ ‘
of the door and the floor covering not exceeding ! ; i
 1in. (2.5 cm) shall be permitted for corrider ]
' doors,
! Exception No. 1: Doors to toilet rooms, '
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LOUISVILLE, KY 40216

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

X410 .
PREFIX
TAG

K018 Continued From page 3
' ‘ bathrooms, shower rooms, sink closets, and

_similar

f auxiliary spaces that do not contain flammable or
- combustible materials.
* Exception No. 2. In smoke compartments

. protected throughout by an approved, supervised

- automatic sprinkier system in accordance with
19.3.5.2, the door construction requirements of
18.3.6.3.1 shall not be mandatory, but the doors

| shall be constructed 1o resist the passage of

f smoke.

; 19.2.6.3.2" Doors shall be provided with a means
' suitable for keeping the door closed that is
: acceptable to the authority having jurisdiction.
' The device used shall be ¢apable of keeping

i the door fully closed if a force of 5 Ibf (22 N) is

: applied at the latch edge of the door. Roller

_latches shall be prohibited on cerridor doors in

: buildings not fully protected by an approved

autornatic sprinkler system in accordance with

19 3633
| Hold-open devices that release when the doar ls
pushed or pulled shall be permitted. o
"A19.3.6.33
. Doars should not be biocked open by fumiture,
. door stops, chocks, tie-backs, drop-down or
' plunger-type devices, or other devices that
. necessitate manual uniatching or releasing action -
I to close, Examples of hold-cpen devices that,
' release when the door is pushed or pulled are
friction catches or magnetic catches,
K025 NFPA 101 LIFE SAFETY CODE STANDARD
88=D
. Smoke barriers are constructed to provide at
 least a one half hour fire resistance rating in

! I i PROVIDER'S PLAN CF CORRECTION : *5)
i PREFIX (EACH CORRECTIVE ACTION SHQULD BE . COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
! !
K018: .
i
{ -
i
; !
! s
|
¥
i B
i .
: ; i
|
| |
. a
i
:‘ -
o
| | .
|
i E
/3073

‘caulked 1-3-13 at both locations.
This was completed by the Assist-

!
l
[
|
g K025:1. Penetration has been flre
]
: ;r.ant Director of Malntenance.
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4y le SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN OF CORREGTION L)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! éOMg}t\.;ETtoﬁ
TAG i REGULATORY QR LSC IDENTIFYING INFORMATION) i TAG ! CROSS-REFERENCED TO THE APPROPRIATE 1
| : , 1 DEFICIENCY) _
+ i 1 i
‘ |
K 025 Continued From page 4 © K0252. Regional Director of Fac:.llty
+ ; accordance with 8.3. Smoke barriers may | hanagemant visually inspected all]
- terminate at an atrium wall. Windows are | ifire walls to ensure no other
protected by fire-rated glazing or by wired glass penetratlons were present on
- panels and steel frames. A minimum of two - 1-3-13.
gggf@:ﬁ:{giﬁ:ﬁgﬁ ;;ﬁlf;g‘l’fggc‘:" each &3 Regional Director of Fac:l.l:l.tle.s
 peretrations of smoke barriers in fully ducted | Managemgnt fERDHég ﬁlngzzzizg a
' heating, ventilating, and air conditioning systems. | gi;‘gi:ﬁrm? M])‘)}rto glgnlln /ot
119,3.7.3,19.3.75,19.1.6.3, 19164 |
; g vendors and review their final
‘ j product prior to contractor de-
? | | parture. This will be in place by
i '1-19-13. )
' This STANDARD is not met as evidenced by: | " l4. We will add a fire/smoke pen-
* Based on observations and interview, twas etration inspection to our TELS
determined the facility failed to maintain smoke ‘computer maintenance/ trackmg
i barriers that would resist the passage of smoke
. hetween smoke compartments in accordance {;ZS tgm for r?”'ewl‘c D:gﬁ;ggrwggk—
_with NFPA standards. The deficiency had the intenance to make o1
i potential to affect three (3) of six (8) smoke ! 1y for 4 weeks then monthly to
. compartments, residents, staff and visitors, The check to see that no penetrat:.on
! facility is certified for one hundred ten (110) beds, in the fire walls. These rounds
_with a census of one hundred nine (109) on the 1w111 be recorded in the TELS
| day of the survey, The facility failed t¢ ensure | iprogram and reviewed by the Reg~-
f penetrations'in. the smoke partition were sealed | 1onal Director of Fac‘lllty ‘Man-
'with a miaterial capable of maintaining the smoke ‘agement no less than quarterly
m&ﬁamedﬂwsw@ebamer ) | !to ensure the rounds are Hezng
' 'completed. Director of Maintenande
The findinas include: 'will report any ongoing issues tg
9 ; 1the Administrator who w111 TEeport
Observation, on 12/06/12 between 12:50 PM and - jon same to the Facility QA Com~
 4:20 PM, with the Maintenance Director revealed mlttee for one year. !
| the smoke partition, extending above the ceiling i t
i located at the cross corrider doors acress from '
the dining room, had a penetration by & pipe
| sleeve with data lines and was not ssaled inside
the sleeve. Further observation revealed another
FORM cms.zécs?(oz-gs) Previous Veersions Obsolete Evert 1D: 20UD2A Faptity 10; 100453 If continuation sheet Page 5 of 32
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NAME OF PROVIDER OR SUPPLIER - | STREET ADDRESS, CITY, STATE, ZIP CODE
. 4700 QUINN DR,
ROCKFORD HEALTH AND REHABILITATION CENTER , LOUISVILLE, KY 40216

(41D ! SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
SREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) S V¥ CRoss-REFERENé:Eg Eo gga ARPPROPRIATE DATE
. DEFICIEN

K 025 Continued From page 5 : K025,
penetration above the cross corridor doors i ;
- located on the west side of the east/west cross
" corridor doors. The penetration was around a
- data fine pipe sleeve. The penetrations were not
 filled with & material rated to maintain the smoke
| resigtance rating of the wall.

!

i Interview, on 12/06/12 between 12:50 PM and

£ 4:20 PM, with the Maintenance Director revealed
they were aware of the requirements for sealing

. penetrations in smoke barriers but not aware of : i
 the unsealed penetrations found above the ;
- ceiling. ‘ |

Refarence: NFPA 101 (2000 sdition) ,
i198.3.7.3 ‘
. Any required smoke barrier shall be constructed : !
_in accordance with Section 8.3 and shall have a | : : {

|

|

* fire resistance rating of not less than 1/2 hour,
" Exception No. 1: Where an atrium is used,
" smoke bariers.shall be permitted to terminate at
~ an atrium wall constructed in accordance with
" Exception No. 2'to 8.2:5.6(1): Not less than two
separate smoke compartments shall be provided
on each floor,
Exception No. 2% Dampers shall not be required
in duct penetrations of smoke barriers in fully
ducted heating, ventilating, and air conditioning
systems where an approved, supervised »
automatic sprinkler system in accardance with t
|

19.3,5.3 has been provided for smoke
compartments adjacent to the smoke barrier.
Reference: NFPA 101 (2000 Edition).

|
1

' 8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
| . ' ;
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a0 SUMMARY STATEMENT OF DEFICIENCIES in : PROVIDER'S PLAN OF CORRECTION ‘ X5
PREFIX [ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE' COMDPA.TE?ON
!

TAG REGULATCORY OR LSC IDENTIFYING INFORMATION) | TAG CROE‘;S-REFERENCE% 'Iéggc)E APPROPRIATE
. ' : DEFICH

K325 Continued From page 6 K 025!
- air ducts, pneumatic tubes and ducts, and similar :
" building service equipment that pass through
. floors and smoke barriers shall be protected as
 follows:

i (a) The space between the penetrating item and
. the smoke barrier shall ‘
- 1. Be filled with @ material capable of maintaining
“ the smoke resistance of the smoke barrier, or -
! 2. Be protected by an approved device designed -
- for the specific purpose.
' (b) Where the penetrating item uses a sleeve to
| penstrate the smoke bartier, the sleeve shallbe - : :
; solidly set in the smoke barrier, and the space ; !
- between the item and the sleeve shall .
; 1. Be filled with a material capable of maintaining |
: the smoke rasistance of the smoke barnier, or
| 2 Be protected by an approved device designed
for the specific purpose.
- (¢) Where designs take transmission of vibration , i
| into consideration, any vibration isolation shall i '
| 1. Be made on either side of the smoke barrier, or}
| 2. Be made by an approved device designed for
the specific purpose.

19 3.7.4 '

Not Iess than 30 et f2 (2 8 pet m2) pér patient in |
a hospital or nursing home, or not less than 15
| net fi2 (1.4 net m2) per resident in a limited care |
| facility, shall be provided within the aggregate !
- area of corridors, patient roems, treatment : ;
rooms, lounge or dining areas, and other low

" hazard areas on each side of the smoke barrier.
~On stories not housing bed or litterborne patients,
‘et less than 8 net ft2 (0.56 net m2) per occupant |
| shall be provided on each side of the smoke

| barrler for the total number of occupants in

I adjoining compartments.

FORM CMEB2567 (02-89) Pravious Versions Qbsalete Evant ID: 9DUD21 Facility 10 100453 If continuation sheet Page 7 of 32
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(X410 | SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION D
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: ; i DEFICIENCY) |
K 025 | Continued From page 7 | Kozs|

' ! Openings in smoke barriers shall be protected by

! fire-rated glazing; by wired glass panels and steel '

: frames; by substantial doors, such as 13/4-in.

' (4.4-cm) thick, solid-bonded wood core doors; or

. by construction that resists fire for not less than

: 20 minutes. Nonrated factory- or field-applied
proteciive plates extending not more than 48 in.
(122 ¢m) above the bottom of the docr shall be

| permitted,

| Exception: Doors shail be permitted to have fixed

i fire window assemblies in accordance with ?
1 8.2.3.2.2,

K 027 NFPA 101 LIFE SAFETY CODE STANDARD

$8=D

" Door openings in smoke barriers have at least a
- 20-minute fire protection rating or are at least
1%-inch thick sotid bonded wood core, Non-rated !
" protective plates that do not exceed 48 inches
i from the bottorn of the door are permitted.
t Horizontal sliding doors comply with 7.2.1.14.
: Doors are self-closing or automatic closing in
: accordance with 19.2.22 6. Swinging doors are
& not required to swing with egress and positive
Vatching is not required.  19.3.7.5, 19.3.7.8, |
18.3.7.7 T

i
" This STANDARD is not met as evidénced by:
" Based on observation and interview, it was
- determined the facility failed to ensure
 cross-corridor doors located in @ smoke barrisr
' would resist the passage of smoke in accordance
i with NFPA standards and failed to ensure the
| staff was knowledgeable of the requirement. The
| | deficiency had the potential to affect two (2) of six
i (B) smeke compartments, residents, staff and |

: vigitors, The facility has one hundred ten (110)
: !

i
i

K027'1. Astragal to be removed, Reg-

2003

i

.ional Director of Fac111ty
Managemant will add "siliconseal"
(UL approved) to the space be-
ltween the doors that will eliminate
‘the overlap issue permanently.
.This will be completed by¢1—19-13
2. Entire building to be reviewed
for like issues related to door
overlapping. This will be icomp-
leted by 1-19-13 by the MHln-
‘tenance Director.
3. Regional Director of Faclllty
Management to provide education
to the NFPA Standards to the
|Facility Maintenance staff by
1-19-13 and provide a current
‘copy of the standard.
4. Director 6f Maintenance to
check all doors for:proper closune
'weekly for 4 weeks then monthly.
These checks will be recoxrde in
‘the TELS program and reviewed by
|the Regional Director of Facility.

.
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K 027 - Continued From page &
- certified beds with a census of one hundred nine
(109) on the day of the survey.

The findings include:

| Observation, on 12/06/12 at 12:54 PM, with the

| Maintenance Director revesled the cross-corridor |
doars, located across from the dining room would
not close completely when tested, This was due

' to the doors not having a coordinator to ensure

" the door without the t-astragal would close first

i gfter the intial close.

| Interview, on 12/05/12 at 12:54 PM, with the

i Maintenance Director revealed he was unaware
! the doors needed a coordinator to ensure the

. doors would ciose properly in the event of an

| emergency.

i NFPA Standard: NFPA 101, 19.3.7.6* Requires
. doors in smoke barriers to be seif-closing and
i resist the passage of smoke,

? Reference: NFPA 80 (1999 Edition)

2-4 1 Cloging Devices.
 2-4.1.1 Where there is an astragal or prcuectmg
- lateh holt that
" prevents the inactive door from closing and
* tlatching before ;
' the active door closes and latches, a coordinating |
| device shall E
f be used. A coordinating device shall not be !
: required where
: each door ¢loses and latches independently of
. the other. |

K 029 ' NFPA 101 LIFE SAFETY CODE STANDARD |

K027 Management no less than quarterly

K029|1

‘to ensure the checks are being
completed. Director of Malhteumee
w111 report on same to the Facililty
QA Committee for one year.

i
:

| ;

aaor—dumrtnﬂmm the|
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$8=D

hazardous areas.

K028 Continued From page 9

One hour fire rated construction (with % hour
: fire-rated doors) or an approved automatic fire
. extinguishing system in accordance with 8.4.1
| and/or 19.3.5.4 protects hazardous areas, When
the approved automatic fire extinguishing system |
: option is used, the areas are separated from
" other spaces by smoke resisting partitions and
' doors. Doors are self-closing and nen-rated or
field-applied protective piates that do not exceed
48 inches from the botiom of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
. Based on chservation and interview, it was
determined the facility failed to meet the
' requirements of Protection of Hazards in
accordance with NFPA Standards and failed 1o
ensure the staff was knowledgeabie of the
requiremnent, The deficiency had the petential to
| affect one (1) of six (6) smoke compartments,
| residents, staff and visitors. The facility is
certified for one hundred ten (110) beds with &
¢census of one hundred nine (109) on the day of
the survey. The facility failed to provide
self-closing devices for doors protecting

The findings include:

 Observation, on 12/05/12 betwesn 12:30 PM and
' 4:20 PM, with the Maintenance Director revealed
! the door to the Medical Records QOffice did not

i

i

|
1
|
.
H
i

4

K 029.

LLd e vy
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' 1. Door closer to be added to the Medical re-  §.30.
K 028! Continued From page 10 "K 029, cords office by 1-8-13, This will be com-:
 have 2 self-closing device installed and the door pleted by the Assistant Maintenance Director

| and was protecting a hazardous storage area. :
" 2. Assistant Maintenance Director inspect all
facility doors to identify any other doors re-

! Interview, on 12/05/12 between 12:30 PM and quiring door closures. This will be completed
i 4:20 PM, with the Maintenance Director revealed on 1-8-13.

he was not aware the door {0 this room was |

| required to be self-closing. 3. Regional Director of Facility Management

to provide education on the NFPA Standarfs
| to facility maintenance staff by 1-19-13 and
provide a current copy of the standard .

8 4.1.3
| Doors in barriers required to have a fire : i . . :
| resistance rating shall have a 3/4-hour fire g | ‘f‘m_ 32'33";:jﬁi‘ﬁ::ﬁ;‘ef;:’:l:f:;‘kzlgh‘i;m
. protection rating and shall be self-closing or : : thlp These checks will b od i th
' automnatic-closing In accordance with 7.2.1.8. | montaly. Lhiese checks will be recorded in the
| _ . : TELs program and reviewed by the Regional
Director of Facility Management no Iess than
quarterly to ensure the checks are being czm
Referenca i pleted. Director of Mairitenance will repo
any ongoing issues to the Administrator who
" will report on same to the facility QA Ccnﬂ-
|
i

NFPA101 (2000 Edition),
mittee for one year.

1 19.3.2 Protection from Hazards. i
: 19,3.2.1 Hazardous Areas. Any hazardous areas |
' shall be safeguarded by a fire barrier having a

| 1-hour fire resistance rating or shall be provided |

| with an automatic extinguishing system in *
accordance with 8.4.1. The automatic

| extinguishing shall be permitted to be in i
| acoordance with 19.3.5.4. Where the sprinkler

| option is used, the areas shall be separated

| from other spaces by smoke-rgsisting partitions

| and doors. The doors shall be self-closing or '
' automatic-closing. Hazardous areas shall

L include, but shall not be restricted to, the 5

" following: ;

. {1) Boiler and fuel-fired heater rooms

FORM CME-2567(02-09) Pravious Verslons Obseiete Event (D: 90UD21 Facilty 1L 100453 If continuation sheet Page 11 of 32
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‘ - RINTED: 12/18/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ ‘ OMB NO. 09383-0331
STATEMENT OF DEFICIENCIES (x1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ICAT .
AND PLAN OF CORRECTION IDENTIFICATION NUMBE A BULONG . 1. MAIN BUILDING 01
185311 B. WING 12105/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
4700 QUINN DR.
ROGKFORD HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40216
(X4} ID { SUMMARY STATEMENT OF DEFICIENCIES I D PROVIDER'S PLAN OF CORRECTION . . {%5)
PREFIX i (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE . QATE
[ DEFICIENCY) :
‘ !
K 029 Continued From page 11 C K029
“{2) Central/bulk laundries larger than 100 #2
(9.3m2)

£ (3) Paint shops

. (4) Repair shops

(5) Seiled linen rcoms

(6) Trash collection rooms : :

‘ {7} Rooms or spaces larger than 50 fi2 (4.6 m2}, ' ;
| including repair shops, used for storage of

i i combustible supplies ‘
and equipment in quaniities deemed hazardous
| by the authority having jurisdiction :

. (8) Laboratories employing flarmmable or .

. combustible materials in quantities less than

' those that would be considerad a severe hazard.

' Exception: Doors in rated enclosures shall be

- permitted to have nonrated, factory or :

 field-applied ;

i protective plates extending not more than .

48 in. (122 cm) above the bottom of the door. i
K. 038 | NFPA 101 LIFE SAFETY CODE STANDARD - K 038!
§&8=D. ;

| Exit access Is arranged so that exits are readily

accessible at all times in accordance with section

7.1, 1821 i

| This STANDARD is not met as evidenced by: |
| Based on observation and interview, it was :
determxned the facility failed to ensure delayed |
| egress doors and exits were maintainad in ; )
' accordance with NFPA standards and failed to | 3

' ensure the staff was knowledgeabie of the i :

i
i
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' l 4:20 PM, with the Maintenance Director revealed

' requirement. The deficiency had the potentizl to
. affect two (2) of six (8) smoke compariments,

. residents, staff and visitors, The facility has one
l hundred ten (110) certified beds with a census of

! one hundred nine (109) on the day of the survey,

' The findings include:
t Observation, on 12/05/12 between 12:30 PM and |
,4:20 PM, with the Maintenance Director revealed
| the exits at the end of the Fast and West Halls to
| have hanging shades mounted to the doors
| making the path of egress not clearly .
. recognizable. Further observation revealed the
. exit door located at the end of the West Hall had
i a dead bolt lock instalied at approximately five ()
i feet from the finished fioor. The dead balt lock
could not release upon activation of the facilities |
: fire alarm system or power failure, ’

} Interview, on 12/05/12 between 12:30 PM and ]

he was unaware the doors were not allowed to |
~have dead bolt locks installed on the exit door,
| Further interview with the Administrator revealed
| the door was lockad only at night due io the
- employees using thé exit to come and go and the |
i facility was not in a good neighborhood. t

|

! ,
| o

: Reference:
i

' NFPA 101 (2000 edition) ’
- 7.2.1.6.1 Delayed-Egress Locks. Approved, i

K 038!

side-light and the dead bolt will be removed
This will be completed by 1-19-13, by the |
Maintenance Director

2. Regional Director of Facility Management
made rounds on 1-3-13 to identify any other
doors with shades and/or deadbolts and no'
others were noted. !

5. Regional Director of Facility Management
to provide education on the NFPA Standards
to facility maintenance staff by 1-19-13 an
provide a current copy of the standard . |

4. . Director of Maintenance to check all doors
for deadbolts monthly. These checks will be
recorded in the TELSs program and reviewed
by the Regional Director of Facility Manage-
ment no less than quarterly to ensure the 7
checks are being completed. Director of Main-
tenance will report any ongoing issues to the
Administrator who will report on same to the
facility QA Committee for one year, '

i

|

!

I
!
i
i
i

DEPARTMENT QOF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ . OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES X PROVIDERISUPPLIER!C%A (X2) MULTIPLE CONSTRUCTION (x3) gé\ai fér'?gosv
AND FLAN OF GORRECTION IDENTIFIGATION NUMBS ABULDING 01 - MAIN BUILDING 04
185311 B NG 12105/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
' 4700 QUINN DR,
ROCKFORD HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40216
(%4 1D SUMMARY STATEMENT OF DEFICIENCIES s PROVIDER'S PLAN OF CORRECTION L s
PREFIX (EACH DEFICIBNCY MUST BE PRECEDED BY FULL ., PREFIX {(EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) i TAG CROSS-REFERENCED YO THE APPROPRIATE | PATE
! DEFICIENCY) |
‘ 4 1 Shades to be removed permanently and we 12049013
K038 Continued Frorn page 12 will affix a frosted film to the door glass and

If continuation sheet Page 13 of 32
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: , PRINTED: 12/19/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (£$)] PROVIDER/SUPPLIER/GLIA {(X2) MULTIPLE CONSTRUCTION . {(X3) DATE SURVEY

ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
AND EC i A BUILDING 01 .MAIN BUILDING 01

185311 B. WING 12/05/2012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

. 4700 QUINN DR,
ROCKFORD HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40216

PROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION S8HOULD BE
CROSS-REFERENCED TD THE ARFROPRIATE

TRERMCIENGY)

10 x5
PREFIX (EACH DEFICIENGY MUSY BE PRECEDED BY FULL PREFIX COMPLETION
' TAG pATE

{X4) 10 { SUMMARY STATEMENT OF DEFICIENCIES |
TAG REGULATORY OR L&C IQENTIFYING INFORMATION}
i

K 038 . Continued From page 13 K 038!

- listed, delayed egress

locks shall be permitted to be mstalled on doors
low and ordinary hazard contents in buildings |
- protected {
' throughout by an approved, supervised autornatic |
fire detection !
system in accordance with Section 8.6, or an ! i
approved, :
, supervised automatic sprinkler system in

! accordance with Section :
8.7, and where permitted in Chapters 12 through
42, provided :
that the following criteria are met.

i
|
‘
i
i
!
'
i
H
H
!
i

(8) The doors shall unlock upon actuation of an !
approved, supervised automatic sprinkler system

in accordance '
- with Section 9.7 or upon the actuation of any heat
| detector or activation of not more than two smoke |
| detectors |
 of an approved, supervised automatic fire ?
| detection system in i
: accordance with Section 9.8, ;
i

{b) The doors shall unlock upon loss of power
- gontrolling
- the lock or locking mechanism.

‘g (c) An irreversible process shall release the lock | |
s within 15 | ’
: seconds upon application of a force to the release
i device
' required in 7.2.1.5.4 that shall not be required to
. exceed 15 1bf :
! (67 N) nor be required to be continuously applied
tHor more
than 3 seconds. The initiation of the release

FORM CMS-2567(02-99) Previous Versions Obselete Event 1D: 50UD21 Facily 1Ex 100453 If continuation sheet Page 14 of 32
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/16/2012
FORM APPROVED
QOMB NQ._0938-0391

(%2) MULTIPLE CONSTRUCTION

. process shall activate
_an audible signal in the vicinity of the door, Once i
| the
door lock has been released by the application of

| force to the )
| releasing device, relocking shall be by manual .

! means only.

! | Exception: Where approved by the authority

' | having jurisdiction, a delay

i  not exceeding 30 seconds shall be permitted.

(d) *On the door adjacent to the release device,
- there
 shall be a readily visible, durable sign in letters
1 not less than 1 in. (2.5 cm) high and not less than
i 1/8 in. (0.3 cm) in stroke width on a contrasting
| background that reads as follows: |
] PUSH UNTIL ALARM SOUNDS '
| DOOR CAN BE OPENED IN 15 SECONDS

1 7.10.8.1* No Exit. Any door, passage, or stairway
“that is neither an exit nor a way of exit access
{and that is located or arranged s that it is likely
|t be mistaken for an exit shal be identified by a
! sign that reads as follows: 1
! NO
FEXIT
! Such sign shall have the word NO in letters 2 in.
| (5 cm) high with a-stroke width of 3/8 in. (1 cm)
{ and the word EXIT in letters 1 in. (2.5 ¢m) high, |
" with the word EXIT below the word NO.

1 7.5.2.2* Exit access and exit doors shall be

: designed and

. arranged to be clearly recognlzable Hangmgs or
; draperies
- shall not be placed over exit doors or located to

i

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (43) DATE l::sgngvDE-:Y
MBER:
AND PLAN OF CORRECTION IDENTIFICATION !“lU BE| A BUILDINQ o1 - MAIN BUILDING 01
B. WING
185311 12{05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 4700 QUINN DR,
BILITATION CENTER
ROCKFORD HEALTH AND REHABILI ‘ LOUISVILLE, KY 40216 ‘
*X$)ID SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION x8)
PREFIX ' (EAGH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TaG = REGULATORY ORLSC IDENTIFYING INFORMATION) | "TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
—
K 038. Continued From page 14 | K038

" FORM CMS-2567(02-99) Praviaus Verslong Obsolete Event 10; 9DUDRY

9L 4 wlyy oN

Facillty 1D 100433

JéU@LU pA0oiyaoy

If continuation sheet Page 15 of 32

Wd96:0 €10 8} ue




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/18/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPFLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

185311

18 WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 04

(%3} DATE SURVEY
COMPLETED

1205672012

NAME QF PROQVIDER OR SUPPLIER

ROCKFORD HEALTH AND REHABILITATION CENTER

4700 QUINN DR,
LOUISVILLE, KY 40216

STREET ADDRESS, CITY, STATE, ZIP CORE

{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

¥ ; PROVIDER'S PLAN OF CORRECTION (x5
FREFIX {EACH CORRECTIVE ACTION SHOULD BE _ COMPLETION
TA : CROSS-REFERENCED TQ THE APPROPRIATE DATE

DEFIGIENCY)

|

K 038" Continued From page 15
conceal or

; exit doors,

cexitin such a

| manner as to confuse the direction of exit.

. Exception: Curtaing shall be permitted across
. means of egress openings

“in tent walls if the following criteria are met:

fentwallsoasto
' be recognizable as means of egress.

Cleast8# (1.8 m)
m width.

' hardware so as fo
‘ be readily moved {o the side to create an
" unobstructed opening in the
opemngs
K 045! ‘ NFPA 101 LIFE SAFETY CODE STANDARD
SS-E i

 lighting fixture (bully) will not leave the area in
' darkness. (This does not refer to emergency

' Based on observation and interview, it was

standards and failed t¢ ensure the staff was

- obscure any exit. Mirrors shall not be placed On

i Mirrors shall not be placed in or adjacent to any

. (a) They are distinctly marked in contrast to the

. (¢) They are hung from slide rings or equnvalent
i tent wall of the minimum width required for door

. Mumination of means of egress, including exit
" discharge, is arranged so that failure of any single |

| lighting in accordance with section 7.8.)  19.2.8

| This STANDARD is not met as evidenced by:

! datermined the facility failed to ensure exits were
i equipped with lighting in accordance with NFPA

knowladgeable of the requirement. The defi c:ency

. (p) They are installed across an opening that is at

i
{

K 038

K 045
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/19/2012
FORMAPPROVED
OMB NO. 0938-0391

__CENTERS FOR MEDICARE & MEDICAID SERVICES

ROCKFORD HEALTH AND REHABILITATION CENTER

STATEMENT OF DEFICIENCIES [t.3)} PROVIDER/SUPPLIER/CLIA (XZ} MULTIPLE CONSTRUCTION (%3) ggMTEPfél?gDEY
AND PLAN QF GORRECTION IDENTIFIGATION NUMBER: A BULDING 01~ MAIN BUILDING 09
. WIN
185311 B WING 12/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4700 QUINN DR.
LOUISVILLE, KY 40216

- had the potential to affect five (5) of six (8) smoke |

~compartments, residents, staff and visitors. The !

* facility is certified for one hundred ten (110) beds |
with a census of one hundred nine (109) on the -

. day of the survey. |

| The findings include: I

F Observation, on 12/05/12 between 12:30 PM and
© 4:20 PM, with the Maintenance Director revealed |
E the exterior exit located inthe A, B, C, and D Hall |
~only had one light bulb outside to light the egress |
" path. Further observation revedled the West ;
i Wing Exit did not have a light outside to light the
. egress path.

" Interview, on 12/06/12 between 12:30 PM and

- 4:20 PM, with the Maintenance Director revealed
' they were not aware the exits did not have the

.  required illumination for egress lighting.

 Referance: NFPA 101 (2000 Edition)

£ 19.2.8 lumination of Means of Egress.
" Means of egress shall be illuminated in
- accordance with Section 7.8,

: 7.8 ILLUMINATION OF MEANS OF EGRESS
: 7.8.1 General.
[ 7.84.1*

; | lumination of means of egress shall be provided

' in accordance with Section 7.8 for every building
' and structure where required in Chapters 11
- through 42. For the purposes of this requirement, |
exit access shall include only designated stairs,

| aisles, corridors, ramps, escalators, and

i SUMMARY STATEMENT OF DEFICIENCIES Lo PROVIDER'S PLAN OF CORRECTION - P
PRE)Flg( : {EACH OEFICIENCY MUST BE PRECEDED BY FULL | PREFIX : (EACH CORRECTIVEACTION SHOULDBE | COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG ,  GROSS- REFERES@FEDIE?J (':r%e APPROPRIATE
I : ,
| N .
1 . 1.Maintenance Director-or Assistant will rg-
K 045 Continued From page 16 K 045

i
i

i

© program and reviewed by the Regional Diree-

1-22:2013
pair or replace fixtures to incorporate 2 Iigﬁ;
bulbs at each exit by 1-19-13, and add a li
on the West Wing Exit. This will be com-
pleted on 1-21-13 due to the work is to be
performed by an outside contractor and we J
cannot get on his schedule until 1-21-13, This 7
work is bema completed by J&J Design and
Constructxon ;
2- On 1-3-13 the Regional Director of Facility
Management made rounds and observed all
exity for this type of upgrade ;

1
3- This upgrade will resolve all exterior light
requirements, Regional Director of Facility
Management to provide education on the
WFPA Standards to facility maintenance staff
by 1-19-13 and provide a current copy of the
standard . ;

4. These exterior lights will be reviewed on
the TELS maintenance schedule to be con<
ducted and repaired on a monthly basis. .
These checks will be recorded in the TEL$

tor of Facility Management no Iess than quar-
terly to ensure the checks are being completed.
Director of Maintenance will report any ongo-
ing issues to the Administrator who will report
on same to the facility QA Committee for one
year.
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oy 0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATICN)

10
PREFIX
TAG

[

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTI

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(X5)
ON SHOULD BE COMPLETION
DATE

13

K 045

Continued From page 17 :
passageways leading to an exit For the purposes |

- of this requirement, exit discharge shall include

. only designated stairs, aisles, corridors, ramps,
| escalators, walkways, and exil passageways

i
‘

' pecupancy require that the means of egress be

- available for use. Artificial lighting shall be

; employed at such locations and for such periods
- of ime as reguired to maintain the illumination to

|7.8.1.2
| Mumination of means of egress shall be

leading to a public way.

continuous during the time that the conditions of

" the minimum criteria values herein specified.

i
|

!

Exception: Automnatic, motion sensor-type
lighting switches shall be permitted within the
means of egress, provided that the switch
controllers are equipped for fail-safe operation,
the illumination timers are get for a minimum
15-minute duration, and the motion sensor is

| activated by any occupant movement in the area
" served by the lighting units,
7813
" The floors and other walking surfaces within an
. exit and within the portions of the exit access and

, exit discharge designated in 7.8.1.1 shallbe
" lluminated to values of at least 1 ft-candie (10
| lux) measured at the fioor.

‘lgast 0.2 fi-candle (2 ux) during periods of

Exception No. 1 In assembly accupancies, the
llumination of the floors of exit access shall be at |

performances or projections involving directed
light,

Exception No, 2 This requirement shall not
apply where operations or processes requirg low
lighting levels.

7.8.1.4%

Required illumination shall be arranged so that
the failure of any single lighting unit does not

H

K 045

4

!
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- PRINTED: 12M9/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED

DEFICIENCY)

: . S 1. Maintenance Director will be trained on 1-2042013
K 045 | Continued From page 18 i this process by the Regional Director of

" result in an illumination level of less than 0.2 i Facility Management by 1-19-13. The:

i ft-candle (2 lux) in any designated area. i battery emergency lighting will be tested

CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0838-0391
STATEMENT OF DEFICIENCIES [2.C)) PR%:DERISUPPLIERICLIA (2) MULTIPLE CONSTRUCTION (X3>gg‘%fél%\/§\’ :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

ND A BUILDING 01 - MAIN BUILDING 01

B. WING ‘
185311 12/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
4700 QUINN DR.

QCKFORD HEALTH AND REHABILITATION CENTER
R HA LOUISVILLE, KY 40218

X&) 1o SUMMARY STATEMENT OF DEFICIENCIES : [ : PROVIDER'S PLAN OF CORRECTION i (X8}

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) PoTAG GROSS-REFERENCED TO THE APPROPRIATE  ;  PATE

i

K 046 . NFPA 101 LIFE SAFETY CODE STANDARD | K046, per the requirement for 1 % hours by the
§5=F | ’ maintenance Director by 1-19-13 ;

. Emergency lighting of at least 1% hour duration is . . 2. Maintenance Director will be trained on

 provided in accordance with 7.9, 19.2.9.1. ! i this process by the Regional Director of‘

; : Facility Management by 1-19-13. The!
: bartery emergency lighting will be tested
per the requirement for 1 4 hours by t_he

| 'This STANDARD is not met as evidenced by: maintenance Director by 1-19-13
* Based on interview and record raview of ' " 3. The docurnentation of this test will be.
. emergency lighting testing, it was determined the : inserted into the Life-Safety binder on;the
facility failed to test emergency lighting in premises. It is located in the Administra-

" ensure the staff was knowledgeable of the

- requirement, The deficiency had the potential {0 4. These tests will be recorded in thf" TE!LS
" affect six (B) of six (8) smoke compartments, program and reviewed by the Regional
 residents, staff and visitors. The facility has one ' ! Director of Facility Management no less
' hundred ten (110) certified beds with a census of | than quarterly to ensure the checks are

i

" accordance with NFPA standards and failed to ] tors office.
i
|

one hundred nine {109) on the day of the survey. - being completed. Director of Maintengnce
; will report any ongoing issues to the Ad-

i facility QA Committee for one year. ;
| Record review fo the emergency lighting testing,
| on 12/05/12 at 1:56 PM, with the Maintenance
| Director revealed they did not have
i docurnentation that the battery emergency

| lighting in the facility was tested for 1-1/2 hours

|
T within the last year. i

; The findings include: E | ministrator who will report on same to the
|
!
|

Interview, on 12/05/12 at 1:56 PM, with the i
- Maintenance Director revealed they were not |

aware the annual test for the battery emergency
- light for 1-1/2 hours had to be documented.

' Reference: NFPA 101 (2000 edition) 5 .‘
£ 7.9.2.1* Emergency ilumination shall be provided i
| ;
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K 046 " Continued From page 19

- for not less than 11/2 hours in the event of failure |
' of normal lighting. Emergency lighting facilities
- shall be arranged to pravide initial illumination .
. that is not less than an average of 1 ft-candle (10
! ux) and, at any point, not less than 0.1 ft-candle
F{4 lux), measured along the path of egress at
- floor level. lllumination levels shall be permitted to
' decline to not less than an average of 0.6
ft-candie (6 lux) and, at any point, not less than
0.06 ftcandle (0.6
I lux) at the end of the 11/2 hours. A
! aximum-to-minimum ilumination uniformity
ratio of 40 fo 1 shall not be exceeded.

7.9.3 Periodic Testing of Emergency Lighting
Equipment A functional test shall be conducted
! on every required emergency lighting system at
; 30-day intervals for not less than 30 seconds. An |
" annual test shall be conducted on every required |
| battery-powered emergency lighting system for
"onotlessthan
11/2 hours. Equipment shall be fully operaticnal
for the duration of the test. Written records of
visual inspections and tests shall be kept by the
owner for inspection by the authority having
jursdiction.’ ;
1 Exception: Se!f-testmglself-duagnosnc
battery-operated emergency lighting equipment
| that automatically performs a test for not less
- than 30 seconds and diagnostic routine not less
_than once every 30 days and indicates failures by
. a status indicator shall be exempt from the
30-day functional test, provided that a visual
lingpection is performed at 30-day intervals.
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD
58= D
. Exit and directional signs are displayed in
* accordance with section 7.10 with continuous

t

i

K 046

K 047,
!
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L illumination also served by the emergency l:ghtmg
system 19.2.10.4

| This STANDARD is not met as evidenced by:

| Based on observation and interview, it was

| determined the facility failed to ensure exit signs |

| were maintained in accordance with NFPA !

" standards and failed to ensure the staff was

: knowledgeable of the requirement, The

! deficiency had the potential to affect one (1) of six

. (6) smoke compartments, residents, staff and

vigitors, The facility is certified for one hundred

ten (110) beds with a census of one hundred nine |

' (109) on the day of the survey. The facility failed |

| to ensure exits were clearly recognizable with i
proper exit signage,

| The findings include:

- Observation, on 12/06/12 at 3:17 PM, with the

Maintenance Director revealed the exit doors
" located in the Kitchen did not have an exit sign
' above the door making the path of egress clearly |
| recognizable.

! Interview, on 12/05/12 at 3:17 PM, with the
' Maintenance Director revealed he was not aware ‘
) the exits did not have proper signage. i

| Reference: NFPA 101 (2000 edition)

' 7.10.1.2* Exits. Exits, other than main exterior

parking lot by 1-4-13. Thxs will be completed
by the Maintenance Director or Assistant ?

2. 3- On 1-3-13 the Regional Director of Fa-
¢ility Management rnade rounds and observed
alI exits for appropriate signage.

. Regional Director of Facility Management
to prawde education on the NFPA Standards
to facility maintenance staff by 1-19-13 and
provide a current copy of the standard . |
4. Director of Maintenance to check all exﬁ
signs monthly, These checks will be recorded
in the TELs program and reviewed by the Re-
gional Director of Facility Management no
less than quarterly to ensure the checks are|
being completed. Director of Maintenance will
report any ongoing issues to the Administrator
who will report on same to the facility QA |
Committee for one year.

I
.
|
|
!

i
'
i
'

(X410 SUMMARY STATEMENT OF DEFICIENCIES 1+ PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE | COMPLETION |
YAG ~  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
: DEFICIENCY) :
: ; 1, We will modify the existing exitsignto add {20501
K 047 Continued From page 20 5 K 047/ adirectional arrow leading to the exterior !
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T _— |

K 047 ' Continued From.page 21 C K047 ’

" exit doors : 7

that obviously and clearly are identifiable as exits, |

shall be ’

marked by an approved sign readily visible from |

 any direction !

, of exit access. E

K 050 NFPA 101 LIFE SAFETY CODE STANDARD i

58=F,

. Fire drills are held at unexpected imes under

i varying conditions, at least quarterly on each shift.|

| The staff is familiar with procedures and is aware |

I that drills are part of established routine. ‘

- Responsibility for planning and conducting drills is

: assigned only to competent persons who are |

' qualified to exercise leadership. Where drills are :

' gonducted between 9 PM and 6 AM a coded : ;

' announcement may be used instead of audible '
palarms. 19.7.1.2

K 050!

" This STANDARD is not met as evidenced by:
‘Based on interview and fire drill record review, it
. was determined the facility failed to ensure fire
- drills were conducted quarterly on each shift at
- unexpected times, in accordance with NFPA :
. standards and failed to ensure the staff was i
| knowledgeable of the requirernent. The deficiency '
- had the potential to affect six (6) of six (6) smoke
| compartments, one hundred ten (110) residents, |
- staff and visitors. The facility is certified for one
hundred ten (110) beds with a census of one
_hundred nine (109) on the day of the survey. The
- facility falled to ensure the fire drills were - ; ;
 conducted at unexpected times. ! !

; The findings include:
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K 050 Contmued From page 22

Flre Drill review, on 12/06/12 at 1:.45 PM, with the
- Maintenance Director revealed the facility falled to”
conduct fire drills at unexpected times on all
- shifts.

' Interview, on 12/05/12 at 1:45 PM, with the ‘
" Maintenance Director revealed they were not {
i aware the fire drills were not being conducted as |

required.

Reference: NFPA Standard NFPA 101 18.7.1.2.
. Fire drills shall be conducted at least quarterly on !
" each shift and at unexpected times under varied
- conditions on il shitts.

| Reference: NFPA 101 Life Safety Code (2000 |
| Edition).
18 7.1.2*
' Fire drills in health care occupancies shal! include
! the transmission of a fire alarm signal and
| simulation of emergency fire conditions. Drills
. shall be conducted quarterfy on each shift to ;
 familiarize Tacility personnel (nurses, interns,
malntenance engineers, and administrative staff)
" with the signals and emergency action required
: under varied conditions. When drills are . j
' conducted between 9:00 p.m. (2100 hours) and !
- 8:00 a.m. (0600 hours), a coded announcement
- shall be permitied to be used instead of audible
" alarms.
" Exception: [nfirm or bedridden patients shall not
‘ be required to be moved during drills to safe
! areas or 1o the exterior of the building.
K 058 ; NFPA 101 LIFE SAFETY CODE STANDARD

35=F'

i

K 050,

K056

i
i

| Beginning in January Fire Drills will be con-
ducted at varying times on all shifts. '
2. Maintenance Director was provided a
schedule for the monthly fire drills by the Ad—
ministrator on 1-17-13.
3- We will modify the TELS program to s‘npu-
late variable times, one shift permonthona .
quarterly basis. Regional Director of Facility
Management to prowde education on the
NFPA Standards to facility maintenance staff
by 1-19-13 and provide a current copy of the
standard .
4, Director of Maintenance to record all ﬁre
drills in the TELs program and log accord-
ingly into the Life Safety Binder, F1re drill
records will reviewed by the Regional Dxrec-
tor of Facility Management no less than quar-
terly to ensure the drills are being completed.
Director of Maintenance will report any origo-
ing issues to the Administrator who will report
on sarne to the facility QA Committee for one
year.

1-20-

201
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|
| DEFICIENGY)

A 1. We will be replacing the light fixtures in-all  projected

K 056 the areas identified as having the Sprmkler ‘ date oflcom-
If there is an automatic sprinkler system, it is head blocked by the light fi fixture, We are add' pletion[2-15-

. installed in accordance with NFPA 13, Standard ing sprinkler heads to the areas identified 25 3
for the Installation of Sprinkler Systems, fo ' ' not having them .

. provide complete coverage for all portions of the t 2.0n 1-3-13 the Regional Director of Famllty
building. The system is properly maintained in Management made rounds and observed all
accordance with NFPA 25, Standard for the areas for any lights that blocked sprinkler

K056 Continued From page 23

' Inspection, Testing, and Maintenance of i i heads and to observe for any areas requiring
Water-Based Fire Protection Systems, Itisfully | sprinkler heads that did not have them.
supervised. There ig a reliable, adequate water . 3. Lights are approved and contracted to be

| supply for the system. Required sprinkler g supphed by AM Electric Company. Per the

ﬁ systems are _equnpped wh ﬂ? water flow and tamper { quote that was received 1-16-13 the lights will

; switches, which are electrically connected to the - i be delivered in two weeks. Installation will be

building fire alarm system.  19.3.5 ) i completed by corporate maintenance staff and

will begin the day the lights are delivered. 1t is
© estimated that installation will take approxi-

5 | mately 2 weeks. This project will be underithe
oversight of the Regional Director of Famhty
Management. The Sprinkler Heads are ap-

This STANDARD is not met as evidenced by: ,
: Based on observation and interview it was ; i - areap
. determined the facility failed to ensure the " } proved and per the quote received 1-16-15 and
| building had a complete sprinkler system, . retumned as approved 1-17-13 this work will
 installed in accordance with NFPA Standards and i ¢ begin within 2 week of the approval , It is esti-
’ failed to ensure the staff was knowledgeable of | mated that the installation will be completdd
L the requlrement The deficiency had the potential | within 3 days. This project is under the over-
| to affect six (6) of six (§) smoke compartments, ! " sightofthe Rewlonal Director of Facility Man-
" residents, staff and visitors. The facility is : | .agement. i
- certified for one hundred ten (110) beds with a g {
census of one hundred nine (108) on the day of ; |
I the survey. The facility failed to ensure sprinkler '
| i heads were not blocked by light fixtures on the :
| ceiling, and the facility had complete sprinkler |
' coverage. :

'

i The findings include:

" Observations, on 12/05/12 between 12:30 PM
. and 4:20 PM, with the Maintenance Director ; 5 :
: revealed the sprinkler heads located in resident i ; |
i ! < |
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|

! . ; 4, . Director of Maintenance to cheek all sprin-
K056 ; Gontinued From page 24 L K 056§ kler heads quarterly, These checks will be
- bathrooms, Therapy Bathroom, Admissions * recorded in the TELs program and reviewed

Office, Dish Room, Medical Records, Staffing ' by the Regional Director of Facility Manage-

- Office, and the Laundry Room were blocked by - i myem no ISss than quarterly to ensublfe the 7

 light fixtures, within 1 foot of the sprinkler head, ! . checks are being completed, Director of Main-
i = '

| extending below the sprinkler heads. Further

| observation revealed a ceiling compartment g ]
located atthe A, B, C, and D Hall cross corridor ;
doors that did not have sprinkler coverage. i
Further observation revealed a porch roof off of :

| the Kitchen back door, and the Dining Room exit | ;

tenance will report any ongoing issues to the
Administrator who will report on same to the
facility QA Committee for one year. The Re-
gional Director of Facility Maintenance will
be responsible for the oversight of the installa-

! did not have sprinkler coverage and the porch | - tion of the lights and sprinkler heads, and will

- roof extended out greater than forty eight (48) . notify the VP of Operations for Elmcroft Sen-
inches. i ¢ lor Living if the project will not be completed

: 2s indicated in this POC 5o notification can be

D Interview, on 12/05/12 between 12:30 FM and made to the Central Office if the project will

. 4:20 PM with the Maintenance Director revealed exceed the projected date of compliance. |

. they were unaware sprinkler heads could have no
, obstructions below the deflector within 12 inches ‘
' of the head. Further interview reveaied they were | i
| not aware the building did not have complete ; ;
' sprinkler coverage. ‘ Co |

|
!
j
i

. E Reference NFPA 13 (1998 Edut!on) _‘ i
i i !
| 5-13 8.1 Actual NEPA Standard: NFPA 101, Table | ‘ |

119.1.6.2 and 19.3,5.1. Existing healthcare !

facilities with construction Type V (111) require

j complete sprinkler coverage for all parts of a

: facility.
| | Actual NFPA Standard: NFPA 101, 18.3.5.1. :
Where required by 19.1.8, health a:are facilities

1 shall be protected throughout by an approved ]

I superviged automatic sprinkler system in '

| accordance with Section 9.7. 5 ‘

| Actual NFPA Standard: NFPA 101, 8.7.1.1. Each ! :

* automatic sprinkler system requwed by another . ;

i
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K 056 | Continued From page 25

| section of this Code shail be in accordance with

* NFPA 13, Standard for the Installation of Sprinkl er

; Systems.

| Actual NFPA Standard; NFPA 13, 5-1.1. The

requirements for spacing, location, and position
of sprinklers shall be based on the following
principles:
(1) Sprinklers installed throughout the premises
(2) Sprinklers located g6 as not to exceed
maximum protection area per sprinkler
(3) Sprinklers positioned and located so as to
provide satisfactory performance with respect to
activation ime and distribution.

Reference. NFPA 13 (1999 edition)

5-6,3.3 Minimum Distance from Walls. Sprinklers
: shall be located a minimum of 4 in, (102 mm) :
from a wall,

| 5-5.6.2.2 Sprinklers shall be positioned in
‘ accordance with
g ‘ the minimum d:stances and specnal exceptmns of |
| Sections 56 .- |
| through 511 so that they are !ocated sufﬁclently
| away from |
' obstructions such as truss webs and chords, !
pipes, columnsg, i
| and fixtures,
| Table 5-6.6.1.2 Positioning of Sprinklers to Avoid
| Obstructions to Discharge (SSU/SSP)

| Digtance from Sprinklers to of Defiector
. ahove Bottom of

H
i Maximurn Allowable Distance .
’ Side of Qbstruction (A) Obstruction (in.) '

]
'Reférence NFPA 13 (1999 ed.) { ,

|

|

K 056

|
s
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K 056 Continued From page 26 i K056 :
(8 :
l.ess than 1 ft 0 | i
1ftolessthan 1/ 6 in. 21/2 | ;
1fEin tolessthan 2 ft 312 5 ,
2fttoless than 2ft 6 in. 8172 : . :
‘2ﬂ6in. to less than 3 ft 7112 i :
i3 fttolessthan 3ft6in. 912 ! A 5
3ftéin. tolessthan4 ft 12 ‘ 2
4ftolessthan 4 ft6in. 14 I o z
|4ft6m to less than 5 ft 161/2
| 5 ft and greater 18 i
"For Sl units, 1in. =25.4 mm; 1 ft=0.3048 m.

‘ Note: For (A) and (B), refer to Figure 5-6.5.1.2(a). - .?

Reference NFPA 13 (1999 edition) i

5 13.8.1. Spnnk!ers shall be installed under i

i gxterior roofs or canopies exceeding 4 ft (1.2 m) j ‘ ,

[ in width, i i :

: Exception: Sprinklers are permntted to be omrtted ‘ : '

- where the canopy or rof is of noncombustivle or ; . ;

l limited combustible construction, . g e . ;

K 064 | NFPA 101 LIFE SAFETY CODE STANDARD j K 064
58=0D"
' Portable fire exhngu:shers are provaded inal 5
. health care occupancies in accordance with |

(9,741, 19.3.58, NFPA10 ‘ ;

' This STANDARD is not met as evidenced by: :
© Based on abservation and interview it was l

L |
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; determined the facility failed to ensure that firg
. extinguishers were maintained in accordance with :
- NFPA standards. The deficiency had the
" potential to affect smokers, staff, and visitors.

; The facility has one hundred ten (110) certified

' beds with a census of one hundred nine (108) on
: the day of the survey.

j The facility failed to have fire extinguishers in !

" smoking areas and failed to ensure the staff was |

i knowlegeable of the requirement, |

i

| The findings include:

| Cbservation, on 12/05/12 at 3:35 PM, with the
Maintenance Director revealed there was no fire

g . extinguisher located in the designated smoking

| area.

' Interview, on 12/05/12 at 3:35 PM, with the
i Maintenance Director revealed he was not aware |
 that a fire extinguisher was required to be located

| in the smoking area. .

|

 Reference: NFPA101999 | ‘
1
i
1

| 4-3.2* Procedures.
! Periedie inspection of fire extinguishers shall
- include a check of at least the following items:
| ! (a) Location in designated place
(b No obstruction to access or visibility
(¢) Operating instructions on nameplate legible
. and facing outward
| L {d)* Safety seals and tamper indicators not
. broken or missing ‘
| (&) Fullness determined by weighing or "hefting”
i (f) Examination for obvious physical damage,

i

|
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i i DEFICIENCY) i
i 1. Fire extinguisher added 1o the designated 1-20-P013
K064 Continued From page 27 K064, smoking area 1-4-13. This was completed by

the Maintenance Assistant.

2. On 1-3-13 the Regional Director of Faclhty
Management made rounds and observed all
areas for required fire extinguishers,

3. Regional Director of Facility Management
to prowde education on the NFPA Standards
to facility maintenance staff by 1-19-13 an
provide a current copy of the standard .

4. Director of Maintenance to check all fire
extinguishers monthly. These checks willjbe
recorded in the TELs program and reviewed
by the Regional Director of Facility Manage-
ment no less than quarterly to enswre the |
checks are being completed. Director of Main-
tenance will report any ongoing issues to the
Administrator who will report on same to the
facility QA Commitee for one year.
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: : | : DEFICIENCY) ,
! {1, Linen Carts will no longer be utilized. Trash  j.30l2013
K 084 | Continued From page 28 | Keeee. carts and lifts will be relocated to appropriate

corrosion, leakage, or clogged nozzle
| (9) Pressure gauge reading or indicator in the ‘
" operable range or position ‘
l (h) Condition of tires, wheels, carriage, hose, and
» nozzle checked (for wheeled units) )
- (i} HMIS label in place i
| 4-3.3 Corrective Action. l
: When an inspection of any fire extinguisher
“ reveals a deficiency in any of the conditions listed *
i in4-3.2 (@), (b), (h), and (i), immediate corrective |
| action shall be taken.
K 072 : NFPA 101 LIFE SAFETY CODE STANDARD ’
SS=E |
I Means of egress are continuously maintained free |
| of ail obstructions or impediments to full instant |
i use in the case of fire or other amergency. No |
| furnishings, decarations, or other objects obstruct |
| gx;tﬁ,oaccess to, egress from, or visibility of exits.. '

|
|
|

i

! This STANDARD is not met.as evidenced by:
| Based on observation and interview, it was
i determined the facility failed to maintain exit |
i access in accordance with NFPA standards, The |
; deficiency had the potential to affect three (3) of {
six (6) smoke compartments, residents, staff and |
vigitors. The facility is certified for ane hundred |
 ten (110) beds with-a census of one hundred nine {
" (109) on the day of the survey. The facility failed |
 fo ensure the means of egress was free of all |
obstructions or impediments and failed to ensure
the staff was knowledgeable of the requirement. |

|

|
[ The findings include: |
|

|

/(571!

K o72!

|

area ( shower rooms) for storage when notiin
nse. E

2. Trash carts and lifts will be relocated to
appropriate areas for storage when not in use,
3. Staff will be informed via written commu-
nication from Administrator regarding storage
of linen carts, trash carts and lifts when not/in
use and the need to keep the hallways clear of
obstructions, This will be completed by "1:19
-13.. Employees will receive a copy of the
communication and will sign that they “ act
knowledge that I have been trained and under-
stand these safety regulations. I may keepa
copy of this memo for future information, ¢
This will also be addressed in a nursing in-
service scheduled for 1-10-13. This in-service
to be repeated monthly for 3 months, Compli-
ance will be evaluated by review of the rounds
completed for Quality Assurance. The DON
will review reports of the rounds to determine
the need for re-education, X

4. Charge Nurse will monitor the hallways
daily for one week, weekly for four weeks ‘and
monthly thereafier. Reports will be submi%ted )
to the DON upon completion and will be re-.
viewed with staff on duty at the time of the
observations so any issues may be addressed
with staff responsible. DON will report onl
observations to the facility QA Committee! for
one year, '
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K 072 Continued Fram page 29
" Observation, on 12/08/12 between 12:30 PM and } |
: 4:20 PM, with the Maintenance Director revealed | |
 the storage of linen carts, trash carls, and lifts ! ;
located in the B, C, and D Halls. ’

| Interview, on 12/05/12 between 12:30 PMand | | |
" 4:20 PM, with the Maintenance Director revealed | ;
: the items were routinely stored inthe B, C,and D | ! 1
| Halls, : '

| Reference: NFPA 101 (2000 Edition) \ i
| Means of Egress Reliability 7.1.10,1 i
- Means of egress shall be continuously !
| maintained free of all obstructions or i
| impediments to full instant use in the case of fire
i or other emergency. ; )

K147 NFPA 101 LIFE SAFETY CODE STANDARD © K147l

$58=0. ' i :
| Electrical wiring and equipment is in accordance ‘| : 'ﬁ

 with NFPA70, National Electrical Code. 9.1.2 | - ‘ ;

s o '

' This STANDARD is not met as evideinced by:

- Based on observation and interview, it was

" determined the facility failed to ensure electrical

‘ wiring was maintaired in accordance with NFPA
standards and failed to ensure the staff was

i knowledgezble of the requirement, The i | :

 deficiency had the potential to affect two (2) of six ; |

- {6) smoke compartments, residents, staff, and

| visitors. The facility is certified for one hundred

“ten (110) beds with a census of one hundred nine

1‘ (109) on the day of the survey.

! The findings include: | '

| |
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K 147 | Continued From page 30

. Observations, on 12/05/12 between 12:30 PM
| and 4:20 PM, with the Maintenance Director -
' revealed:

i 1) Arefrigerator, loagter, and microwave
I plugged into a-power strip located in the Front
; Office Copy Reom.

{ 2} Arefrigerator and coffee maker were plugged |
|into & power strip located in the Admissions
- Office,

.‘ 3) Anextension cord was plugged into the wall
lv:cated in the Administrators Office.

: 4) An extension cord was plugged into a power

" strip and running up through the ceiling to service |
i phone equipment located in a closet in the o
' Laundry. |

:5) An oxygen concentrator was plugged into a
- power strip located in room #4.

! nterview, on 12/05/12 between 12:30 PM and
. 4:20 PM, with the Mairtenance Director revealed
| they were aware of the proper use of power strips
i and extension cords but not aware any had been
i ‘installed and rmisused.

|

i
i

| Reference: NFPA 101 (2000 Edition)

:9,1.2 Electric. i
. Electrical wiring and equipment shall be in ;
- accordance with NFPA 70, National Electrical }
- Cede, unless existing installations, which shall be |
' permitted to be continued In service, subject to t

1 and coffee maker) have been removed.

: and all equipment plugged directly into

: the wall outlet. The toaster was removed.

! The extension cord was removed from

: the Administrators office . The extension

; cord in the Jaundry room was removed .

\ The oxygen concentrator has been
plugged directly into the wall outlet, Thts
will all be completed by 1-19-13 :

2. On 1-3-13 the Regional Director of Facil-

. ity Management and the Maintenance -
Assistant made rounds to identify any:
other improper use of power strips or ex-
tension cord.

3. Staff will be informed via written com-
munication from Administrator regarding
use of power strips and extension cords.
This will be completed by 1-19-13 Em-
ployees will receive a copy of the com-
munication and will sign that they “ a¢-
knowledge thar I have been trained and
understand thege safety regulations. [
may keep a copy of this memo for future
information. “ This will also be ad- | -

e dressed in a nursing in-service scheduled

for 1-10-13. This in-service to be repeated

! monthly for 3 months. Compliance wxll

' be evaluated by review of the rounds |

completed for Quality Assurance. The:
DON will review reports of the rounds to

] determine the need for re-education. |

{ 4. Maintenance Director will make rouhds

|

i

daily for one week, weekly for four weeks
and monthly thereafter to check all areas
of the facility for the improper use of ;
power strips and extension cords. Re-

| ports will be submitted to the Administra-
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" approval by the authority having jurisdiction,

Reference: NFPA 70 400-8
. { Extensions Cords) Uses Not Permitted. :
' Unless specifically permitted in 400.7, flexible
-cords and cables shall not be used for the
| foliowing: '
: (1) As a substitute for the fixed wiring of a
{ structure .
| (2) Where run through holes in walls, structural

[ floors

i (3) Where run through doorways, windows, or
I simitar openings

| (4) Where attached to building surfaces

1 Reference: NFPA 99 (1999 edition)

13-321.2D
. Minimum Number of Receptacies. The number
| of receptacles shall be determined by the

1

| be sufficient receptacles located so 28 to avoid
the need for extension cords or multipie outlet
adapters,

i ceilings, suspended ceilings, dropped ceilings, or

i intended use of the patient care area. There shall
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