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A standard heatth survey was conducted on - ‘ F 241 o
08/23-25/11. Deficiencies were identified with the ‘ Corrective Actions for
highest scope and severity at E level. Targeted Resident(s):
. ‘ - Resident #4 call lights have bee
An abbreviated standard survey (KY16913) was mfss‘i,;;d tin:(l:ely ;ﬁd res?;:nt ZZI;
also conducted at this tme. The allegation was ' had 1o forther incontinent episodes
' unsubstantiated with no related deficient practice, A T P -
" 241 483.16(z) DIGNITY AND RESPECT OF | TN Identification  of  Other
5&=0 | INDI} : ] Residents with Potential fo Be:!
The fecility must promote care for residents in a "-—-———-fo?c;t; d: . ol : |
manner-and in an environment that maintains or octal Services to complete a one
enhances each resident's dignity and respect in time interview all cognitive
full recognition of his or her individuality. residents by 10/2/2011 to identify
. . any resident that is waifing too long
for call light to be answered and
: . needs are being met.
This REQUHREMENT is not met as evidenced - Any issue identified will be -
by: ] . immediately addressed.
Based on observation, interview, and record '
review, the facility falied to promote care in a Systemic Changes:
manner to mainiain or enhance each resident's Education Training Director to re’
dignity and respect for one of twenty-two sampled ‘ * educate nursing staff regarding
residents (Resident #4), answering call lights timely and
o _ ' ensuring all resident needs are met
The findings include: ' ' by 10/3/2011.
- ‘ Six (6)call light audits to be
1. A review of the medicat resord revealed the - comgnlzsted bf Administrator and
- | facility readmitted Resident #4 on 12/28/10, with . el ;
P . ‘ . Director of Nursing three(3) hmes
. diagnases fo include Fracture of the right ankle, _ a week x 4 weeks then two times a
' nasal bone Fracture, Atrial Fibriliation, * week x 2 weeks to onsure call
: Hypertension, Depression, Anxiety, and ) . L
' Psychosis, : lights are being answered timely
i : . begimning week of 10/3/2011.
* A review of the quarterly comprehensive Social Services o interview 3
: assessment completed on 06/03/11, revealed residents a week related to timely
- Resident #4's Brief Interview for Mental Status - o ’
LABORATORY DIRECTORS On PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ] TITLE (X8) DATE

/S Yy ) _ Aeosstr Y5

Any deficiancy statemnent ending with an asterisk (%) denotes a deficiency which the institufion may be excused from correciing providing 1t is determined that
other safeguards' provide sufficient protection to the patients. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nat a plan of comrection is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days foflowing the dats these documents are made availabie to the facility. If seficiencies are cited, an approved plan of carmection is requisite to continued
prograim participation. :
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episode.

result of the staff's siow response. Resident #4
further stated he/she feit "small and
émbarrassed"” as a result of the incontinence

An interview conducted with Certified Nurse Aide
{CNA) #10 or 0B/24/11, at 2:00 PM, revealed
Resident #4 turned on the call light during the
breakfast meal on 08/23/11.. CNA #10 stated she
and another CNA were passing the breakfast !
trays and could not respond to the resident's call |
Hlight. The CNA stated when the resident's call
light was answered the resident had already had
a bowel movement in the resident's brief. CNA
#10 acknowledged the resident waited over an
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A DEFICIENCY) ,
F : irue .
241 - Continued From page 1 e e Feat ~call Hght answering three (3) times
(BIMS) score was 15, which indicaiad the k x four(4) weoks bewinm;
resident was cognitively intact. Further review of a week x four(4) weeks beginning
the quarierly assessment revealed the facility week of 10/03/2011.
assessed Resident #4 to require extensive o ’
assistance of two staff members for transfers, Monitoring: T
toiieting, and personal hygiene needs. Quality ~ Assurance  Cormmittee |
: . (Director of Nursing,
Resident #4 was observed on 08/23/11, at 11:00 Administrator, ~ Unit  Manager,
: AM, sitting in a wheelchair with both legs Dietary Manager, Business Office
- extended. The resident's right leg was observed Manager) to meet every two (2)
to have surgical pins and a gauzefAce wrap on wecks  beginning  week  of
‘the right leg. A ciock was observed to be on the 107372011 x 2 then one(1} time a
wali facing the resident's bed, month to review andit findings and
: _ _ revise plan as needed. - [ 10/08/11
An interview conducted with Resident #4 on ' :
08/23/11, at 11:15 AM, revealed direct care staff
did not answer call fights timely. Resident #4
: stated he/she waited for one ‘and one-half hours
‘ during the breakfast meal on 08/23/11, for staff to
assist the resident with foileting. Resident #4
stated he/she verified the time by looking at the
clock in the resident's room. Resident #4 stated
hefshe could not wait and had an accident as a
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F 241 Continued From page 2 E 241 E 253
hour before staff responded o the rgsident ' Corrective Actions for
Interview conducted with the Unit Manager on Targeted Res:deqt(s):
08/25/11, at 4:00 PM, revealed she was Al residents are at risk for
| responsible to condiuct resident rounds daily to potential harm. The following areas
-ensure resident care needs were provided for have all been repaired, replaced or
{ each resident. The UM stated she was not aware fixed. Protruding commode screws
; of the inconfinence episode for Resident #4 on have been cut down and covered
1 0B/Z3M1. : ' with cap in rooms A4, Bi, B8, C5,
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 - D10, and E6; Bathroom sink lights
8S=£ | MAINTENANGE SERVICES . - over sinks in A4, B2, and C8 have
. : been repaired or replaced; Resident
The facility must provide housekeeping and room ceiling in C5 has been
maintenance services necessary to maintain a " painted, The door facings in
sanitary, orderly, and comfortable interior. residents rooms A4, A6, B2, B7,
: B10 and D6 and in shower rooms
" on A, B, D and E halls have been
- smoothed to remove ali exposed
. . ) sharp edges; resident room A6 has
'tl)‘h{s REQUIREMENT is not met as evidenced had éntry door sanded and repaired -
Y i e
Based on observatio_n, Enterview,‘ and record ;;ﬁ?e?:j &ngf g)ﬁu&ﬁaﬁﬁ
review, it was determined the facility failed to A10 and D6 bathrooms have been
provide a sanitary, orderly, and comfortable i cleaned and dust removed: the -
interior. Observations revealed commode anchor ! tv closet doors in sho :
screws were exposed, drywall was chipped and Supp y‘c ose wer
| marred, fights over the bathroom sinks were not rooms A and E have been removed;
working, exhaust fans had an excessive berildup Sink basins in rooms B1, B2, and
of dust, bathroom door facings were scraped C9 have hafi rust rfet.nc.wed or sink
expasing splintered wood, sink basins were. replaced. Siuk basins in C4 and 8
- | stained, a faucet dripped confinuously, a have been replaced; The fancet in
: bathroom ceiling and wall were stained/solled, a BI has been repaired to prevent
: formica finish on a resident closet door was leaking; Drywall in C2 and E9 has
: chipped, and cracks were observed in sink been repaired and painted; Fissue
basins, bar in C2 has been replaced; The
. - g lmoletim in C9 has been replaced; .
‘| The findings include: the chipped Formica at the base of
i _
" Facliity iD: 100321 - " i contimuation sheet Page 3 of 17
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- ; directed staff to complete the work order form to
. ensure Departments were notified of any area

" empioyee of the facility,

i -Commode anchor screws were protruding
i one-half to two inches in the bathrooms located in

-The bathroom door facings were scraped and
-exposed sharp, splintered wood in resident rooms

. -The exhaust fan in resident bathrooms A10 and
: D5 were observed to have an excessive bufidup

Review of the facility’s policy titled Work Order
Request/inservice {not dated} revealed work -
order request forms were used o nofify
Maintenance and Housekeeping of areas that
needed to be cleaned/repaired. The policy

that could harm a resident, visitor, or employee.
The work order forms were located at every
nurses’ station and were to be compieted by any

During the environmental tour of the facility on

D8/23-28/11, the following items were observedin |

need of repair :

resident rooms A4, B1, B7, B8 C5, D10, and E8.

~The lights over the bathroom sinks in resident
rcoms A4, B2, and C8 did not work.

-The ceiling in resident room C5 was observed to
be sofled with a tan substance,

A4, AB, B2, B7, B10, and D6, and in resident
shower rooms A, B, D, and E.

-The entry door to resident room A6 was chipped
and exposed splintered woodg,

of dust.

I

+| STATEMENT OF DEFICIENCIES - }(X1) PROVIDER/SUPPLIERICLIA ** ' { (X2) MULTIPLE CONSTRUCTION (x4 DATE SURVEY -
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: _ ‘ - COMPLETED
7 A BUILDING
C
B. WING
185064 |8 v : | . 08I25/2011
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
' . . o 130 MEADDWLARK DRIVE
KENWOOD HEALTH AND REHABILITATION CENTER ’ .
) . : . RICHMOND, KY 40475 .
D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX | (EACR DEFICIENCY MUST BE PRECEDED BY SULL PREFIX {EACH CORREGTIVE ACTION $HOULD BE GOMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
S DEFICIENGY)
F 253 | Continued From page 3 F 253 : o '
pag closet doors in C8 and C12 has

been repaired or replaced; the wall
in.B6 has been cleaned to remove
brown substance; The tile prout in
I hall shower room has had black
substance removed; The peeling
drywall undemneath the AC in E2
has been replaced or repaired. -

Identification of Other
Residents with Potential to Be
Affected:

A complete audit will be completed
by 9/23/11 of the residents rooms |

~and shower rooms for commode |
screws protruding, lights not -
‘working, stained ceilings, all door -
facings with exposed sharp edges,
dusty exhaust fans, cracked vinyl
overlay on doors, sink basins .
stained or cracked, leaking faucets,
drywall peeling and or cracked and.
in need of repair, toilet paper

~ holders missing, piece of floor

Hnoleum missing, chipped :
Formica, soiled wails and dirty tile | -
grout. Any residents rooms or
shower rooms found to have any of
the above problems will be repaired
and or tbe broken item replaced.

-] stemié Changes:

Maintenance Supervisor(M$) and

" staff received write up for poor
performance. Administrator and =~ |
MS will tour weekly for 30 days to |
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-The viryl overlay on the supply closet doors in

: shower rooms A and E was cracked and

; detached from the door at the door knobs and
exposed sharp edges.

-The sink basins in resident bathrooms B1, B2,
and C9 were observad to have a rust-colorsd
stain and the sink basins in resident bathrooms
C4 and C8 were cracked.

-The facet in resident room B4 was observed to
drip continuously.

-The-drywall above hoth resident beds in room
C2 was observed to have deep crevices and the
drywail above resident bed 2 in room E8 was
scraped.

-The tissue paper bar was missing in remdent
: bathroom C2.

| -A section of the floor linoleum was missing at the |
bathroom threshoid in resident room C9.

-Chipped formica was observed at the base of
the closet doors in resident rooms C8 and C12.

-The wall in resident room B6 was soiled with a
dried brownish substznce.

-The file grout in the D Wing shower room was
observed to have a black substance on i,

i -The drywall was peeling underneath the
air-conditiorsing unit in resident room E2.

_An inferview conducted with the Maintenance
Supervisor (MS} on 08/25/11, at 2:00 PM,

I

{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION oS
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLRL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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- : . h . . DEFICIENCY)
F 253 Continued From page 4 F 253

identify areas that need work and
ence every 2 weeks for next 60

- days. All areas identified will be .-
repaired immediately with
administrator validation. RDO will
tour center once monthly for next
90 days to validate all repairs,

Monitoring:

Quality Assurance Committee

will review the finding from the
Administrator and MS weekly tours
for the next 30 days in the
November meeting and the every
two week four for the next 60 days
at the December 2011 and January
2012 meetings.

10/08/11
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' revealed the fadility utilized a work order system. Corrective Actions f
The'MS stated any staff member could obtain a To etc ':; c'd 1 ?_r
. work order at the nlirses' station to inform the argeted esjcen i5):
Nb resident was identified. All

Maintenance Department of anyihing that needed

to be repaired. The MS stated staff also informed residents had the potential fo be

him verbally or by phane of items in need of ‘ affected.
repair. The MS revealed rounds were conducted On 8/24/2011 a key code lock was |
by the Maintenance Department approximately { placed on all shower room doors.
four times a day and the box that contained work | : : )
| orders and kept at the nurses' station was ' Identification. _of ~ Otheri
checked several times during the day. A review ! ' _ Residents with Potential to Be!
of facility work orders reveaied the above : Affected:
concerns had not been identified by the facility. A one time audit of all shower
In dddition, the MS confirmed work orders had | ’ i rooms to identify that they are
not been completed for the identified concerns ~ locked wili be completed by the
+ and had hot been identified during the rounds Administraior . -
made by the Maintenance staff, : 10/2/2011. Administrator to
F 323 | 483.25(h} FREE OF ACCIDENT F 323 complete a one time audit of all .
§8=D | HAZARDS/SUPERVISION/DEVICES work orders by 10/2/2011 and that
Thg facifity must ensure that the resident g:lg; rk orders ate con.lpicte.d
emfironme:nt terna:ns as ﬂ*eg of acc;de_nt hazards : Any issue found will be
i as is possible; and each resident receives - jmmediately corrected.

adequate supervision and assistance devices to

prgvent acc;dgnts,- Systemic Changes:

Education and Training Director to
re educate nursing staff regarding
policy for chemical storage and
ensuring all chemicals are locked ,

This REQUIREMENT s not met as evidenced ! ensuring all shower rooms are
by ' . : locked-and that Maintenance Work
Based on observation, inferviews, and review of orders are complete and is
facility policy and Material Safety Data Sheets completed timely by 10/2/2011. ~ |
(MSDS), it was determined the facility failed to Admimistrator to check all shower |
| ensure residents’ environment remained as free ‘ rooms at least one time a day five
: from accident hazards as possibie. Observation (5) times a week x 4 weeks and

i during the environmenta) tour reveated the facility

FORM CMS-2567(02-99) Previous Versions Obsolete - Bvent iD: TWsS14 Facility [T 100321 If continuation sheet Page 6 of 17
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_ j q P Qf | 8 ensure chemiicals are stored per ) ;
f?lle to ensur?hdxs:nhmfnt spray, persaonad . policy in 10 random rooms three .
o R onaing crean ceodoran, | . @ timesaweckxd wecks
P po 1S, aentun . beginning week of 10/3/2011,

{ablets, and sharp manicure sticks were

securedfiocked and not aceessible fo residents. Administrator to check all work

orders one(1) time a week x 4
wecks to ensure they are completed
correctly and timely completed
beginming the week of 10/3/2011.

The findings include; -

Review of the facility policy entitled Hazardous
Drug/Chemicals (revised 05/10710} failed to

reveal instructions related to storage of cleaning Monitoring:

- supplies or personal hygiene products. Quality Assurance Committee

. : . . (Director of Nursing,

Observation on 08/24/11, at 10:40 AM, revealed a Administrator, Unit Manager,
storage closet was unsecured/uniocked in the . - Dietary Manager, Busmess Office
shower room located on the D Wing. A chain . - Manager) to meet every two (@

i with a broken key was secured to the wall beside weeks beginning - week of

| the storage closet door. The storage closet _ . 10/3/2011 x 2 then one(1) time a
contained the foliowing: a partiafly used spray _ - month fo review audit findings and
container of Ecolab Disinfectant Cleaner, twa ' revise plan as needed. 10/08/11
g-ounce containers of Secura Personal Cleanser, - )

eleven 4-ounce containers of McKesson -~ . T s g
mouthwash, nine botlles of MeKesson skin care | . . _ ‘
lotion, fifteen 1.5-ounce cans of McKesson ’ : I
shaving cream, 11 containers of McKesson
antiperspirant/decdorant, 19 bottles of McKesson
shampoo/body wash, 45 disposable razors, an -
: unopened box of McKesson denture cleanser

. tablets that contained 40 tablets, a box of
approximately 50 sharp-manicure strcks and a
commode plunger.

Further observation of the Ecolab Disinfectant
Cieaner container reveated in boid letters, "Do
Not Drink," and a waming tabel fo inform the
product was hazardous to humans and domestic
animals.
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| Record dated 08/23/11, revealed 45 residents

: revealed she had given two residents'a shower in’

'| to the storage closet had been broken for

Review of the facility's Census and Condition”

had a diagnosis of Dementia. Review of the
facility's list recorded in the Elopement Book,
stored at each nurses' station, revealed 17
residents were assessed to exhibit wandering
behaviors. Further observation revealed an
unsarmpled resident's room {D10), located two i
doors from the uniocked/unsecured shower room :
closet, had a veiero stop sign door guard appiied
to the entry door frame to prevert wandering
residents from entering the resident's room. - i

Interview on 08/24/11, at 10:45 AM, with CNA #1
the D Wing shower room. CNA #1 stated the key

approximately five months and she had verbally
nofified the Maintenance staff of the broken key.
CNA #1 stated a work order should be completed
but she had not had fime fo fill out the form. CNA |
#1 stated the items in the storage closet could
harm residents if the items were swallowed.

Interview on 08/24/11, at 10:50 AM, with the D
Wing Unit Coordinator (UC) revealed the UC had
no knowledge the sforage closet key was broken,
The UC stated she conducted routing checks of
resident rooms but the shower rooms were not
routinely monitored. The UC revealed the
'storage closet should be locked when not in use
and residents shouid not have access to the
items stored in the closet.

Interview on 08/24/11, at 11:20 AM, with the
Maintenance Supervisor (MS) revealed he had
thanged the locked on the shower room storage -
closet in the past. The MS stated staff frequently |

X4 Ib ) SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION G :
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T0 THE APPROPRIATE CATE
o _DEFICIENCY) |
! -
F 323 | Continued From page 7 -F 323
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F 323

‘new key was aftached to the chain beside the
-| closet door. However, observation on 08/24/1 1,

| Cleaner revealed misuse of the disinfectant could
i cause severe eye irritation and the product could :

irritation of eyes and skin. The MSDS directad

Continued From page &

left the key in the lock and when the shower room
door was opened the door wouid hit the storage -
closet door knob and break the key. The MS
stated he did not know the key was broken but
had worked on drywall in the closet recently and
the door was not focked when he enferéd the
shower room. The MS stated if residents drank
any itemms stored in the cioset it could he fatal to
the resident.

Observation on 08/24/11, at 1:00 PM, revealed a |
new door knobllock had been instalied on the
storage closet door and the door was locked. A

at 5:30 PM, revealed the storage closet was
unsecuredfuniocked.

Review of the MSDS for Fcolab Disinfectant

be moderately irritating to the respiratory system
if inhaled.

Further review of the MSDS information for
Secura Personal Cleanser, Skin Care Cream,
and Shampoo/Body Wash revealed the products
couid cause moderafe irritation to the eyes and if
ingested the products could cause gastric
disturbances. Review of the MSDS information
for Denture Cleanser Tabiets revealed misuse of :
the product could cause moderate o severe’

staff to contact the Poison Control Center and
seek medical attention immediately if the Denture
Cleanser Tablets were ingested or inhaled.

Interview on 08/24/11, at 5:50 PM, with CNA #2

E 303
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TAG REGULATORY OR LSCUENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 323 | Continued From page 9 F 323 F 253
and CNA#3 reveaieq _the CNAs proyided a _ : ‘Corrective Actions for
shower o a male resident at approximately 4:30 Targeted Resident(s):
| PM. CNA #2 stated after the resident’s shower - Resident #4 call lights have been
was complefed she obtained fotion from the d timely and resident has
storage closet for the resident. CNA #2 stated Enzwar;l rth od tinent episod
she faled to lock the door o the storage cioset ad o u Zr 111;310? nenhepm% ©s.
and the items stored in the closet could be Resident #14 call lights have been
harmful fo residents, - -answered timely and resident has
‘ _ had no further difficulties with
tnterview on 08/24/11, at 6:05 PM, with the UC . turning and repositioning.
revealed the UC had monitored the shower room |
once since notified of the broken key at 10:50
AM, and the storage closet was locked. The UC ;
i stated showers had- been provided o residents |
and the closet door should be kept locked at all - Identification  of Other
times. ' Residents with Potential to Be
F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353 Affected: .
88=p | PER CARE PLANS ' ' Social Services to complete a one

1 Except when waived under paragraph {c) of this

The facifity must have sufﬁcient‘nursing staff to

provide nursing and related services to attain or
maintain the highest practicable physical, mensal, |
and psychosocial well-being of each resident, as |
determined by resident assessmenis and
individual plans of care..

The facility must provide services by sufficient
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care pians:

section, licensed nurses and other nursing
personnel.

Except when waived.under paragraph (c) of this
section, the facility must designate a licensed

time interview of all cognitive
‘residents by 10/2/2011 to identify
any resident that is waiting too long
for call light to be answered and
needs are being. met,

Any issue identified willbe
immediately addressed.

Systemic Changes:

Education Training Director to re
educate nursing staff regarding
answering call lights timely and -
ensuring all resident needs are met
by 10/3/2011. :

Six (6)call light audits to be
compleied by Administrator and
Director of Nursing three(3) times
.a week x 4 weeks then two times 2 |
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i extended. A clock was observed to be on the

Based on observation and interview, the facility
failed to provide sufficient nursing staff to provide
nursing and related services to attain or maintain
the highest practicable physical, mental, and -
-psychosocial weli-being for two of twenty two
sampled residents (Resndents #4 and #14).

The ﬂndzngs include:

1. Resident#4 was observed on 08/23/11, at
11:00 AM, sitting in 2 wheelchair with both jegs

wall facing the resident's bed.
An interview was conducted with Resident #4 on

08/23/11, at 11:15 AM. The resident reported the
direct care staff did not answer calt fights timely

 stated hefshe had activated the call light during

due to not having enough staff. Resident #4

‘the breakfast meal on 08/23!11 and had o wait
for one and one-half hours for staff assistance
with toileting. The resident stated he/she had
-checked the clock in the resident's room to verify
the time the resident had to wait Resldent #4
stated he/she had an Incontinence episode due fo
having to wait for staff assistance and hefshe felt

i "small and embarrassed." The resident further

i stated he/she had experienced incontinence
‘episodes more than one hme

An inferview conducted with Gertified Nurse Aide
{CNAY#10 on 08!24/11 at 2:00 PM, verified

oo _CENTERSFOR MEDICARE & MED!CAED SERVICES . - _— . OMB NQO. 0938{1391' o
P STAT'EMEN‘I OF DEFIGIENCIES .. ] (x1) PROVIDER/SUPPLIER/GLIA - GEFMULTIPLE GORSTRUCTION ~ - 70¢ X3 DATE SURVEY i
| ARD PLAN OF CORRECTION IDENTIFICATION NUMEBER: - COMPLETED
A BUILDING .
’ 506-' E, WING, C
S 85061 ) , : 0812512011
‘NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE ) v
CL _ - ' 130 MEADOWLARK DRIVE
- KENWOOD HEALTH AND REHABILITATION CENTER 'RICHMOND, KY 40475
(X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION \ e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHOULD BE | comPierion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS- REFERENCED TO THE APPROPRIATE DATE
_ : DEFICIENGY)
F 35:.3 Continued From page 10 - F 353 week x 2 weeks to ensure call
nurse to serve as a charge nurse on each four of lights are being answered timely
1 duty. beginning week of 10/3/2011.
Social Services to interview 3
! - residents a week related to timely.
: ghis REQU!REMENT is not met as evidenced | call light answering three (3) times
y- a week x four(4) weeks beginning

week of 10/03/2011. Additionally, :
the Staffing Coordinator will be i
- utilized as relief on C Hall during
peak hours to ensure resident call
lights ate responded to quickly.

Social Services will conduct
an interview in November, and
December 2011 with all cognitive
residents 10 identily any resident
that is waiting toc long for call

" light to be answered and needs are
bcmg met,
Any issue 1dentxﬁed W111 be

; " immediately addressed. Findings

. will be reported to the QA
committee once beginning in
November 2011 and will continue
nntil Jannary 2012, unless the QA
commitiee determines to review
further. 10/08/11
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F 3563

1.

Continued From page 11

Resident #4 waited for more than one hour on -
08/23/11, for assistance with toilefing due to staff
not being available. CNA #10 stated resident call
lights were not answered timely due to only two
CNAs being scheduled and no one was avallable
to assist with answering call lights during meal
times. In addition, CNA #10 stated on some days
all of the residents were not gotten out of bed
daily, nail care could not be provided as needed,
and some shawers had fo be carried over to the
next shift or the next day. CNA #10 stated he/she
had reported the staffing concerns to the
administrator,

Interview conducted with CNA #8 on (8/23/11, at
12:00 PM, revealed two CNAs were normally
scheduled to work the 7:00 AM to 3:00 PM shift
on the C Hall. CNA #9 stated the C Hall was
considered the "Rehab” Hall and the residents
reguired more assistance. CNA #8 further stated
call lights could not be answered timely during
meal times or when showers were provided for.
the residents due to lack of staff.

An Interview conducted with the Uinit Manager
{UM) on 08/25/11, at 4:00 PM, revealed residents
on the C Hall were "heavy” care residents. The
UM stated it was difficult for the. two CNAs fo
provide all the resjdent care needs appropriately.
The UM also stated she tried to assist the GNAs
as much as possible, but staff was not able to -
deiiver meals timely to the residents, to respond
to call lights timely, and to provide showers as
scheduled for the residents, The UM further

; stafed she had discussed staffing concems with

administrafive staff.

2. Resident #14 was observed lying in bed on

F 353
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048 1D SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION x5
PREFIX *(EACH DEFICIENCY MUST BE PREGEDED EY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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‘ DEFIGIENGY) .
F 353 Continued From page 12 F 353 F 364
' 08/25/11, at 5:50 PM. The resident was Corrective Actions for
ggdserved to be obese and requxred a bariatric Targeted Resident(s); _
) Resident #13 has had her meals

A . . ’ ‘ served timely and has had no
interwewconducted‘wsth_ Resident #14 on - further . comcerns  with  the

08/26/11, at 6:00 PM, revealed staff was slow fo aure of the food
answer the call lights and to provide assistance temperature of the food.
with furning/repositioning. Resident #14 stated

he/she had waited 20 to 25 minutes for staff to . _ identification __of __ Other
respond to the resident's cafl light. Resident #14 Residents with Potential to Be
stated he/she was legally blind and worea - Affected: )
“tatking" watch to determine the time. Social Services and Nutrition _
: Service Manager are to complete a
An interview was conducted with the Director of one time interview all cognitive
Nurses (DON) on 08/25/11, at 7°10 PM. The ' residents by 1072/2011 to identify
DON stated she had been employed at the facility any resident who's food
since 07/11. The DON stated the staffi ing pattern . : femperature 1s cold. Any issue
for the C-Hall was two CNAs during the 7:00 AM | . : identified will be immediately
. to 3:00 PM shift, two CNASs during the 3:00 PM to ~ addressed.
11:00 PM shift, and ane CNA for the 11:00 PM to . . ’
7:00 AM shift. The DON also stated the unit had : Systemic Changes:
20 beS and had not been at 100 perc:ent . “The © Unit Manger, ) chkend
) capacity untif the past two weeks. ':I'he D?N Manager, Clinical Reimbursement
: si:a_ted even though thg unit was a "heavy’ care i Nuese, Unit Manager or other
unit, she had not received any reports from staff Administrative Nursing Staff have
that resident care needs were not prowded ina ' been assigned to the C hall dining

* Himely manner for the residents. .
room during meals fto ensure

An interview was cond ucted with the Facility residents frays are passed timely.

Administrator on 08/25/11, at 7:50 PM. The

Administrator stated the C Hall census fluctuated Monitoring: .
and the unit had recently been at 100 percent ' Social Services and  Nutrition
capacity. The Administrator stated he had not - | Service Manager will conduct .
recelved any reports related to'inadeguate Interviews in November, and
staffing. _ December 2011 with all cognitive
F 384 483.35(d)(1)-{2) NUTRITIVE VALUE/APPEAR, F 364 residents to identify any resident
$5=D | PALATABLE/PREFER TEMP : : who’s food temperature is cold.
’ '
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This REQUIREMENT is not met as ewdenced
by:

Based on observation, mterwews and a review
of facliity policy, the fac:ilty failed to provide foods
on the £ Wing hall that were palatabie and at the
-proper temperatures. On 08/25/11, at 9:20 AM,
observation of the breakfast meal was conducted
and revealed foods were not served at the -
preferred temperatures to aliow for food
palatability and resident satisfaction.

1 A review of the Test Tray Policy/Quality Validation

- Aninterview was conducted with Resident#‘lS D

f On 08/25/11, at 9:2;’) AM, during observation of a

The ﬁndéngs include:

(dated July 2011) revealed Point of Service
temperatures were o be 135 degrees for hof
‘ foods and 41 degrees for cold foods.

08/256/11, at 9:00 AM, and revealed residents
often had to wait long perinds of time for their
breakfast frays and the breakfast foods that
should be hot were cold when they were served
to the residents. Resident #13 stated the
residents complained during the past Resident
Council meaeting and the service time had
improved. However, Resident #13 stated staff
was agairr taking ionger to serve the trays and the
foods were coid again.

X410 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION Y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
F_364 Continued From page 13 F 354 Any issuc identified will b |
Each restdent receives and the facility provides immediately addressed.
food prepared by methods that conserve nutritive - Findings will be reported to the |
! va{ue ﬁiavor and appearance; and food that is QA committes once per month
. E fa atab er,u attractive, and at the proper beginning in November 2011 znd
emperature. : will continue nuntil Janvary 2012,
uniess the QA commitiee 10/08/1 1

determines fo review further.
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F 364 Continued From page 14 ' ‘ F 364 F 441
meal tray pass, the facility's Dietary Services 4+ 1 Corrective Actions for
Manager obtained temperatures of foods from the : Targeted Resident(s): :
meal tray that was served last and the palatability |- ‘ N e ident was identified
of the foods was assessed. At that me-the L ospes ¢ resident was identibed,
scrambled eggs were found to be at 98 degrees.
The scrambied eggs were tasted and the texture | . . ‘
was rubbery and tough. The temperature of the tdentification of Other |

| French toast was checked and was 84 degrees.
! The French toast texture was tough. The . -

Residents with Potentiaf to Be |

temperature of the sausage links was obtained Affected: . _
and was noted to be 90 degrees. The sausage . A one time medication pass audit
links were dry and had a tough texture. The milk | . : will be completed by the Education
was 52 degrees and unpalatable. The orange S Training Director to monitor at
juice temperature was 60 degrees, and tasted least six(6) Licensed Personnel by
hland and too warm. 10/02/2011 administering.
. ‘ : ‘ " medications to identify any
An inferview was conducted with the State Licensed Personnel not washing
Registered Nursing Assistant (SRNA} on ' hands during medication pass.
08/25/11, at 9:15 AM. The SRNA stated the. frays Any issue identified will be
took longer to pass because there was not immediately corrected.
: enough staff fo pass the trays. o
F 441 483.65 INFECTION CONTRCL, PREVENT F 441
SS=0 | SPREAD, LINENS :

Systemic Changes:

! The facility must establish and maintain an - Education Training Director to re

{ Infection Control Program designed to provide a- i educate nursing staff regarding
safe, sanitary and comfortable environment and o P infectioﬁ control policy specifically
1o help preveni the development and transmission i focusing on hand washing by
of disease and infection. ’ . - 10/02/2011 -

Director of Nursing to monitor at
least 2 Licensed Personnel per
week x 4 weeks beginning week of
10/2/2011 administering
medications to ensure infection
control policy is being followed .

{a) Infection Contro! Program

The facility must establish an infection Control
Program under which it - .

(1) Investigates, conbrols, and prevents infections
in the facility; o ' ’
(2) Decides what procedures, such as isolation,
should be applied to an individual resident. and

i (3) Maintains a record of incidents and corective |
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eam | - BUMMARY STATEMENT OF DEFICIENCIES il iD. PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFFRENCED TO THE APPROPRIATE DATE .
, o : A DEFICIENGY) - ‘
,F a1 i Gc‘}r]tinued From page 1.5 " | ’ F 441 " Education Training D'n'ector to
* i actions related to infeciions. _ ‘ ensure hand washing competency
, . o ' : _ during medication pass for ail
(k) Preventing Spread of infection o Licensed personnel by 10/3/2011,
(1} When the Infection Control Program : :
determines that a resident needs isolafion to .
prevent the spread of infection, the faciiity must : .-
honioring:
isolate the resident. : gt?al;;tt;r] rmAss‘ ce  Commitice
(2} The faciiity must prohibit empioyaes with a (Director - of . Nursing,:

communicable disease or infected skin lesions A .
from direct contact with residents or their food, if - Administrator,  Unit ~ Manager,
direct contact will transmit the disease. A - Dietary Manager, Business Office
(3) The facility must require staff to wash their _ Mapager) to meet every two (2)
hands after each direct resident contact forwhich . weeks  beginming  week  of

hand washing is indicated by accepted . 10/3/2011 x 2 then one(l) time a
, professronal pracfice. ‘ month to review audit findings and

revise plan as needed, 10/08/11
{c) Linens ' . ;
Personnel must handie, store, process and
_ | transport Enens so as to prevent the spread of
: ihfection.

This REQUEREMENT is not metas ewdenced
by:
| Based on obsenvation, interview, and record
review, it was determined the facility failed to
ensure staff washed or sanitized hands after -
direct resident contact for. which handwashing
was indicated by accepted professional practics.
Observation during medication pass on 08/25/11,
revealed staff failed fo wash/sanitize hands
between resident contact,

{ The findings include:

Review of the facility's policy and procedure
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PREF(X | - (EACH DEFICIENCY MUST BE PREGEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
T REGULATORY QR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APFROPRIATE | DATE
‘ i DEFICIENGY)
F 441 Continued From page 16 o F 441

related to medication administration with an
effective date of 12/01/07, revealed staffwas -

*| required fo follow the facility's infection control
policy related to handwashing, prior to preparing
ar admimslertng medu::atlon

Observation of a medication pass on 08/25/11, at
! 8:55 AM, revealed Licensed Practical Nurse
{ {LPN} #1 entered resident room B4 to administer
: oral medications to the unsampled resident in bed
:2. The LPN adjusied the resident's oxygen .o !
! cannula and then proceeded to administer the . i
# medications to the resident. The LPN placed the : ;
| medication cup in the trash and retumed to the o : _ : .
j medication cart and failed o wash her hands B ‘
| after resident contact. .
An interview conducted on 08/25/1 1, at 9:00 AM,
W|th LPN #1 revealed the LPN was
- knowledgeable of the requirement to wash her
- hands affer resident contact. The LPN
: . acknowiedged she failed to wash her hands
; during the observation and shouid have washed
.1 her hands prior to leaving the resident's room and
before the preparation of medicafions to be
delivered to other residents.

An interview conducted with the Directar of
Nursing (DON} on 08/25/11, at 9:25 AM, revealed
staff was expected to wash/saniiize hands after:
any resident contact, and prior to preparing and
after administering medications to a resident.
Th= DON revealed the facility conducted
handwashing in-services at ieast annually. -

-FORM CMS-2567(02-85) Pravicus Versicns Obsolete Event [D; TV5511 . Facility ID; 100324 -~ ¥ continuation sheet Page 17 of 17
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T 100277200

DEPARTMENT OF HEALTH AND HUMAN SERVICES APPROVED

CENTERS FOR MERICARE & MEDRICAID SERVICES ™ £ 0O3R-0391
STATEMENT OF DIFICHNGIES (X1) PROVIDLRISUPFLIERACLIA (X2) MULTIPLE f_:c»mdi nonNQY  F 4UN
AND PLAN OF CORREGTION HIENTIFICATION NUMBLR:
A BHILPING g BUILDING ¢1
WG ] on.of Heath © Z
14506 nforcemeni 2011 ..
NAMIE OF PROVIDER OR SUIPP|IER STREET AL Ry s Al GORE

130 MEADOWIARK DRIVE

HE G ; -
KENWOQD HEALTH AND REHABILITATION CENTER RICHMOND, KY 40475

(XA} 10 SUNMMARY STATEMENT GF DEFIDITNCIES [1h] i
SRR H (HACH DEFICIERGY MUST BE PRESEDEL 1Y FULL PRI Il CUWMPLETION
TAG REGULATORY OMCLSC WENTIEYING INFORMA 1INy Al INGED TO THL ARPROIRIATE DAL
) . [HEFIGHENG Y)Y
(K 000} | INITIAL COMMENTS {K 000}

CFR: 42 CFR 8§4B3.70 (a}
BUILDING: 01

PLAN APPROVAL; 1985

P AURVEY LNDER: 2000 Extsting
| FACILITY TYPE: SNiF/NF

- TYPE OF STRUCTURL: One story, Type Il
© (000}

SMOKE COMPARTMENTS:  Six

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKILED, SUPERVISED (WET &
DRY SYSTEM) o

EMERGENCY POWER: Type Il diese! generator

Alife safety code revisit was conducted on
101311, The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483,70 (a) et seq (L.ife Safaly fram
Fire). The facility was found nat in substantial
comphance with the Requirsments for i
Participation for Medicare and Madicald,

The facility alleged compliance effective 10/08/11,
for deficiencies cited an 08/23/11. Tha revisit on
10/13/11 revealed KG2Z5 and K062 were nof
correcied,

! Deficiencies were clted with the highmst

v T U TI N

N S . ... P S
LAORATER t.anﬁc‘lr%%ii-"f{nvn: %UF'F'LIEI? REMRESENTAT M SIGNATURE /rl]'_l__E / D DA
\(._, A - 64 / / / (

Any defﬁén&'ﬁ'{l:‘s\L-'.-me:nMding with an n.-:.lari::nl(d ulem‘)lus a dofidancy which the instilutios may be r;:mltmed fm’m corracting proviging it 18 delenminac tyal
oiher salnguaids provide sutficiant protection o the palients. (See Insteuctions.) Except tor nurging homes. 1he lindings siated above we discosale 90 diayn
tollowing (he date of survey whather or nol o plan of correstion s provided, For nurging honiey, the ahove findings and pians of corroclion ot disclosabie 44
days tollowing the data thoso dosuments are made ayailable to e facility, If dediciuncies are ciled, an approved slan of cerraclion rowguiniie 1o conlinged
progeamn paricipation. - ‘
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= N A I R ; N PRINTEL: $0/277 '
DEPARTMENT OF MEALTH AND HUMAN SERVICES T RORY AaaaT1

_CENTERS FOR MEDICARE & MEDIGAID SERVIGES | . OMBNO. 09358-0391

STAILMUNT DF DEFICIENCIES (X1} PROVIDERISUPELIERAIA {X2) MULTHRLE CORSTRUCTION X3} DATE SURVEY

AND PLAN OF CORRECTION INENTIFICATION NUMIBER; . COMPLETED
A BUILDING 01« MAIN BUILIMNG 01

‘ R

3 WING |

185061 10/1 3/20.11
NABMIE QFF BRGVIDER (2 SUPPLIER _ STRELT ABDRESS, CITY, STATE, 2IP £ONE -

1306 MEADOWLARK DRIVE

RICHMOND, KY 40475

x4y SUMMARY S TATEMENT GF DEFICINGIES I PROVINER'S PLAN OF GORRECTION 0w
PR {HAGM DEFICICNGY MISST BE PREGEDED (Y [ULL PRI X (EACH COGETTIVE ACTION S1HOULD 1t CONIE oM

TACG REGULATOHRY Ol 150 IDENTIFYIN(G INFORMATION) TAL CROBS-REFERENCLD T THE SRR UATE DAYE
UkFRHUENGY}

KENWQOD HEALTH AND REHABHLITATION CENTER

{K 025} | Continued From page 2 [ {K025)
; building, Deficient pracice was cited on 04/28/08 i
18nd 08/23/11, for damage 1o the fire/smoke
P harrier walts. The plan of corcection received
; from the faciily on 0919711, slated (his wall
would be repaired by 10/08/11,

An interview with tha DOM on 10/13/11, al 11:30
AM, reveaisd the DOM was notl aware the
fire/smake barrier wall nesded to be repaired by
the date given in the plan of correction,

An inlerview with the Administrator on 10/13/1 1,
at 12:15 PM, revealed the Administrator thoight
the DOM knew the date that the wall needed fo

i be repaired by and was not aware ihe wall hag |
L not baen repaired. : C

Refurence: NFPA 101 {2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cables, wirQs, :
alr ducts, pneurnatic lubes and ducts, and similar :
building service equipment that pass through
floors and smoke barriers shall be prolucted as
fllows:
{a) The space between the penetrating iten and
; the smoke barrier shall i
| 1. Be filled with 3 materia! capabla of maintaining :
s the smoke resigtanes of the smoke barrier, or |
2. Be protecled by an approved davice designed
for the specific purpase,
(b} Where the penetrating item uses & slagve to
penatrate the Smoke barder, the sleeve shail be
solidly set in the smoke barrier, and the space
betwaan the item and the sleeve shali
1. Be filled with & material capabia of maintaining
' the smoke resistance of the smoke barrier, or
1 2. Be protecled by an approved device designed
“for the specific pumpose. j
| {
2

1OIM G260 £ {U2-B1) Pievions Vertiong Qbsalale [Zvent 10, TvH52

|
|
|
)

Facilily 1L 10032% i continualion shesl Pagn 3 ol §
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : _ OMB NG, 09358-0381
STATEMENT OF DEFISIENGIES {X1) PROVICERASUPELIERA IA (X2) MULTIPLE CONSTRUGTION {43) DATE SURVEY
AND AN OF GORRECTION IDENTIFICATION NUMBEE: - COMPLETER
A BULLGING O - MAIN EHHLDING 09
. R
185061 | . WING 10/13/2011
NAME OF PROVIDER OR SUPIPLIGR : STREET ADDRESS, GITY, STAVE, 1IP GODE
. " - 130 MEADOWLARK DRIVE
KtNWQOD HEM..TH AND RLHAE’.ILITATIQN CENTIER RICHMOND, KY 40475
(X4} 12 SUMMARY STATEMENT OF DEFIQIENGIES n o PROVIDER'S F1LAN OF GORREGTION b
PREFIX (CACH DEEFICIENCY MUST RE PRECEDLD BY UL . PREFIX (FAGH CORRECTIVE AGTION SHOUILD B I GOMELL DN
TAG REGULATORY OR LEC DENTIFYING INFORMATIEN) IAG GROSSEFERENCED 10 THE APRROFIRIGTE ¢ DAL
. PEFICIENCY) b
- {K 000} | Continued From page 1 1K 000}
deficiency idantifiad al "F" |evel, :
K 025) | NFIPA 101 LIFE SAFETY CODE STANDARD I {K025)
SS=E : !
Smoko barriers are conetructed to 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 K025
; protecied by fire-rated glazing or by wired glass 1. The unsealed penetration of electrical
panels and steel framas. A minimum of two conduit in the atiic arca above the
separate compariments are provided an each fire/smolce barrier doors in B Wing has been
floor. Dampers are not required in duct : Repaired and sealed with a one-half houy
penetiations of smoke barriers in filly ducted fire resistant rated product, \
heating, ventilating, and air conditioning systems, 2. All smoke bawrier wally were inspected by
18.3.7.3,19.3.7.5, 19.1.6.3, 19.16.4 new Mainienance Direclor and any arcus of
concern were repaired as above.
3.The Muintenance Direclor and of his
assistant will ingpect all smoke barrier walls
This STANDARD is not mat as evidenced by: at least quartorly beginning November 2011.
Based on observation, interview, and review of Thesc areas will also be checked for
 the facility's plan of correction, the facility failed to | penetrations when any outside contracor
| maintain smoke barriers with at least a one-half has accessed the atic.
hour it resistance rating as required. This 4. QA commitice will monitor tha! these
defisient practice affected two of six smoke checks are contploted and brought to QA
comipartments, staff, and approximately thirty meeting for roview, ’
residents. Tha facility has the capacity for 93 5, Dute of Compliance 11/9/11
beds with a consus of 80 on the day of the
sunvey. : ' ' !
The findings include: -
| Observation on 10/13/11, 8t 11:30 AM, with the
: Diractor of Maintenanca {DOM), revealed an
unsealed penatration of eisctical conduit in the '
aitic area above tha fire/smoke barrier doors in ! .
the B Wing of the facility. In a firo situation,
unsealed penetrations of smoke barriers aid in
the spread of smoke and fire to other parts of the
FORM CMS-EE’JC\T{OE-BD) Priwious Varsiong QObsoiste Evani 1K), TVES22 Faility fra 100321 Il conlinuation shaol Poge 2 of G
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PRINTELD: 102772011

DEPARTMENT OF HEALTH AND HUMAN SERVICES : EQRM ARFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO, (1938-0391
STATEMENT OF DEFICKNCIES (X1} PROVIDERISUPPLIERICLIA | MurieUs consTrRUCTION (X8) DATE SURVLY
AND PLAN OF CORREGTION IMENTIFICATION NUMBER: COMMLITED
: A RUILDING 01 - MAIN BUILDING 61 "
185061 " e 10/12/2011
NAME OF PROVIDER Ot BUPRLIER STREET ADRRESS, GITY, STATE, 210 COBE
- 130 MEADGOWLARK DRIVE
KENWOOD HEALTH AND REHABILITATION CENTER RICHMOND, KY 40475
XAy 112 SUMMARY STATEMENT O DN FIGIENCIES [Ja} PROVICERS AN OF CORREGTION I *E)
PREFIX (EACH DEFICIENGY MUBT BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVI ACTION SHOULE BE | EOMEETION
TAG REGULATORY OR 1,56 IDENTIFYING INFORMATION) TAG CRROSS-REFERENCED 16 THE APPROPRIATE | UATE -
- DEFICIENCY) :
. : I
{K 025} | Continued From page 3 {Ko28y :
[ {c) Where designs take transmission of vibration Ko62
into consideration, any vibration isolation shall . N .
1. Be made on either side of the smake barrier, or 1.Please ree attached for the required
1 2. Be made by an approvad device designed for full flow trip test completed on 11/4/11.
| the specific purpose. The lime for the water to reach the test
(K 062} NFPA 101 LIFE SAFETY CODE STANDARY) (K 062} opening is 33 seconds. Three
B8l attachments.
Reguired sulomatic sprinkler systams are 7 2. Three year inspection 1o be
continuously maintained in relizble operating ' f seheduled for 2014,
condition and are inspected and tested :
periodically.  18.7.6, 46,12, NFPA 13, NFPA 1. The blown-in insulation mownded in
25,874 i close proximity to the sprinkler head
; area in [ Wing atlic has beon removed.
A and E wing attic areas had the
This STANDARD is nol mat as evidencod by : blown-in and hﬂl‘l.ed. insulation renlwvcd
Based on observation, interview, and a review of %‘rom a om?d (.I?c s;:r:nkle:: hcnds: The
: the facility's Plan of Comection, the facility falied insulation inside the A wing sprinkler
to ensure the sprinkier system was maintained head has been removed.
acoording to NFPA standards. This deficlent 2. All attic sprinkler heads were
practice affected six of slx simoka compartments, oxamined for insulation in close
staff, and ali the residents. The facility has the i proximity or mounded around sprinkler
capacity for 83 beds with & ¢ensus of 90 on the ! heads and for insulation inside
day of the survey, i sprinkler head by Fire Protogtion
: Specialist and new Maintenance
The findings include; Director, this was completed 11/3/11,
; 1. During the Life Safely dee survey on 3. The Maintenanee director and or his
. C - assistant will inspect all sprinkler heads
- 0B/23/11, deficlent pracice was identiflod due to _ at least quarterly beginning November
no evidence that & full flow trip test had been 2013, Sprinkler heads will also b
_ _ prinkier heads will also be
performed on the facility's sprinkler system. - This +d afl tsid
tesl is required evary three years to ensure the exainined afler any outside contractor
sprinkier system is oparating as intended. The ; has uccessed arcas i attic.
facility issued a plan of correction for the deficient | ' 4. QA committee will monitor that
quarierly sprinkler head inspoctions are

practice on 09/19%/11. The plan of correcon

| rovailed @ full fiow trip test had bean completed completed and brought to meoting for

; and an accelerator was recommended to ‘ revicw,
‘decrease lhe time it took for the water {¢ reach : 5. Date of Compliance 11/9/1 1
. : ]
FORM CME-2567 (07-09) Provious Veraioma Obanintn Evand L TVRSERD Faclltly i 02T ) W eondinuation shaet Poagn 4 nfd
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PRINTED: 1072778011
FORM APPROVED
GMB NO, 09380481

ARLY ELAN

SLATEMENT OF DEFICIENGIES

(X1} PROVIDERIBUPPLIERICLIA

OF GUNRECTION WHINTIFGATION NUMBER:

1450814

(X2} MULTIPLE, CONSTRUCTION

A BUILDING

BOWING

01 - MAIN BUILDING 01

(K3} DATE SURVIEY
GOMPLETED

iR

10/13/2011

NAME QF FROVIDER OR SUPFFR

KENWGOD HEALTH AND REHARILITATION CENTER

STRIZET ALOREES

130 MEADOWLAKK DRIVE
RIC.-HMONU KY 40475

W, GITY, BTATE, 2P CODE

plan of correclion stuled & bid was being oblained :
to purchage and install an aceelerator and alleged
cornpliance effectivie 10/08/14,

Interview with the Directer of Mainlenance (DOM)
P ON TG 3T, at 11:20 AM, during a revisit at the

i facility revealed an accelerater had not been
“instalied on the gprinkler system. The DOM

; stated the original contractor was not available
and someone else had to be contracted 1o make
the repairs to (he sprinkler system. The DOM did
not know when the new contracior would be
making the repairs. i

An interview with the Administrator on 10/13/11,
at 12115 PM, revealed she was aware (he repairs
lo Wrie sprinkler system had not heen made.

2. 0On 10/13/11, at 1140 AM, blowh-in insulation
was chsarved to be mounded in close proximity
11 the sprinklar haad in the attic area of D Wing.
Observation of the A and £ Wing altic area
revealed blown-in and hatted insulation was

a sprinkler head in the altic of the A Wing was

observed to have insulation inside the sprinkler

head. This could prevent the spray pattern from
reaching the hazard In a fire situation.

! Deficient practice was ciled on 04/28/09 and
08/23/11, because sprinkler heads were covered
with insulation. An interview with the DOM on
101311, &t 11:40 AM, revealed the DOM
Uncovered the sprinkler heads bul was not aware
[hat the insulation should not have bean i
meunded around the gprinkler haads, An

mounded around the sprinkier heads, 1n addition, |

(X4} 1) SUMMARY STATEMENT OF DEFIGIENGHS ) X5
PRIEFIX (EAGH DUTICIENGY MUST BE FRECELH=D 13Y 701 T, PREFIX : ¢ COMPE I ON
YRGS REGULATORY OR | SG IDENTIFYING INCORMATION) TAG L':F\‘D.:S»NE}'»Iil-(l::.NL'Jt.-.lJ 'r:;> THE N-‘I-‘R()I“m.r\'r[? ST
DEFGIENGY) [
{K 082} | Continled From page 4 (K 062}
the test outlet. Al ascelerator ensures the Now of i
water from the sprinkler system is adequate. Tha :

oS

FORM GME
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PRINTED: 027401
FORM APPROVED
GOMB NQ., 19380381

STATEMENT OF DEFICIENGIES (X1} PROVIDERSUFFLIER/GLIA
/\NIJ HLAN OF CORRL:CTION GENTIFICATION NUMEER: )

185061

(%23 MULTIPLE CONSTRUGTION
A BULDING g1 . MAIN BUILDING 01 .
3. WiN(

ST

{X3Y AT "‘L[HV-I::-Y— """"
COMPMETED
R
1013120114

NANT OF PROVIDER QR SUPPLIER

KENWOQOI? HEALTH ANJY REHABILITATION GENTER

43¢ MEALDOWLARK DRIVE
RICHMOND, KY 4047o

STREEY ANDRIEGS, CITY, STATE, 2 CODK

(X4} 0

TAL

PRI |

|
i

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST &I PRECEDELD 1Y UL
REGUILATORY Ot L3 IDLNTIFYING INFORMATICN}

¥ I’ROVIIJI'.R
PREIX {EACH CORR
TAL CROSE-REFHRM NCA

(K 062}

:

: 12:15 PM, revealed the Administralor was not

; Automatic sprinklers shall not be obstructad by
| akxillary devices, piping, msulation, and o forth,

o Table 8-1 Summary of Valvee, Vaive

Trip tes Annually

f’l AHH] LORRECTION ) RN
TIVE AGTICN BRI B GOMOLETION
O 1H;— AFFROPRIATE BATE

Continugdd Fram page &
inerview with the Adrinistrator on 1(}/15/11 al

BWHlE 1.hcru was sfiil a problem with the sarinkier
heads in the allic area, :

Reference. NFPA 13 (1998 Edition),
4-6,1.4 Obstruttion to Discharge.

from detecting fire or from proper distribution of
wc_qter

Reference: NFPA 25 (1998 FEditian),
Componants, and Trim Inspaction, Testing, and
Maintenance

"ol flow Lrip lest 3 years

(€ 062}

I"ORM GMS-2LUT(0R-0) Mitwitnn! Vorsions Obaoiete - Evang 14011 VES22
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_ PRINTED:. 09/08/2011

' DEPARTMENT OF HEALTH AND HUMAN SERVICES . .. .=.< " e e ATty T
. CENTERS FOR MEBICARE & MEDICAID SERVICES e RS OMB NO. 09380391
+' | STATEMENT OF DEFICIENCIES .~ |(X1)' PROVIDERISUPPLIERJCLIA -~ ©  [{X2) MULTIPLE CONSTRUSTL basememememizsares XY TREE'S -
-1 AND PLAN OF CDRR‘.ECTIDN IDENTIFICATION NUI}&BER._ ABULONG 01 - md @!LDEG @ E ﬂ WC%L :
' - |5 waine SN '
: S 185061 - Ay . 08/2 1
NAME OF PROVIDER OR SUPPLIER _ ~ STREET ADDRES }i wrar§EPoobed 201 |
130 MEADOW| RIVE ..
KENWOOD HEALTH AND REHABILITATION CENTER RICHMOND, . ‘ _ .
X4 D SUMMARY STATEMENT OF DEFICIENCIES - D PRO) ARREEE UBnras ok o5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH . : ETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
' . DEFICIENCY)
K000 | INITIAL COMMENTS . K 000
CFR: 42 CFR §483.70 {a) ) K025

; Corrective Actidné for
BUILDING: 01 ‘ : - Targeted Resident(s):

) ' : The unsealed penetration of
PLAN APPROVAL: 1985 electrical conduit in the attic

:  area above fire/smoke docrs in
; B wing were repaired and
sealed with a one-half hour fire
~ resistant rated product as

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type !l - required. - This repair was
{000) ) performed by the Maintenance
_ i Director and his assistant on
SMOKE COMPARTMENTS:  Six . - September 19, 2011.  The
_ - _ o Maintenance Director and his

| COMPLETE SUPERVISED AUTOMATIC FIRE "~ assistant made the access
ALARM SYSTEM : panels in C wing morej-
- ' reasonably accessible to ensure

FULLY SPRINKLED, SUPERVISED (WET & fire and smoke barrier walls can
DRY SYSTEM) . be inspected and repaired as

' required.

EMERGENCY POWER: Type Il diesef generator |-
' ' : identification of  Other

A life safety cbde survey was ipitiated and Residents with Potential to Be
concluded on 08/23/11. The findings that follow . W
demonstrate nonoc_»mphance with Title 42, Code ) Al smoke barrier walls were
of Federal Regulafions, 4B3.70 {a) et seq (Life inspected by the Maintenance

Safety from Fire). The facility was found not in
substanfial compliancé with the Regquirements for
" i Participation for Medicare and Medicald.

Director and his assistant. The
facility was inspected by the
Maintenance Director and his
: Deficiencies were cited with the highest ~assistant to ensure no other
{ deficiency identified at "F* levei. fire/smoke barrier walls were not
K 025 NFPA 101 LIFE SAFETY CODE STANDARD K Q25| accessible.
S8=F
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in

LABORATORY DIRECTORS OR PRO = PPLIER REFPRESENTATIVE'S S?GNATURE . ‘Tl . ) [£.6) D;‘.TE
.o z - . ' ; o
- /Lj_g%— i ‘%/’7/4’
7
)

P e . R o . K ¥
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the insthution may be excused from corracting providing i is determined that

ather safeguards provide sufficient protection to the patients. (See instructions.; Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether ar not a plan of correction is provided. For nursing omes, the above findings and plans of correchion are digdosable 14
days following the date thess documents are made avaifable to the faciiity. ¥ deficiencies are cited, an approved plan af corraction is reguisite to continuad
program participation, ’

FORM CMS-2567{02-99) Previous Versions Obsclete Event D Tvas21 - Facility (D: 100321 : If confinuation shest Page 1 of &'
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'+ DEPARTMENT OFHEALTH AND HUMAN SERVICES " <" s <
. CENTERS FOR MEDICARE & MEDICAID SERVICES

.- .PRINTED: 0gfogreqit, .. .
" FORM APPROVED™
OMBNO 0938-0381 -

{(%X2) MULTIPLE CONSTRUCTION. .

STATEMENT.OF DEFICIENGIES (X1)' PROVIDER/SUPPLIER/CLLA. . . . | nTUHEE) DATE SURVEY L.
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; . ‘ . : . .. COMPLETED :
: - _ . JA-BULDING . 1. MAIN BUILDING 01
B. WING
185061 : 08/23/2011

NAME OF PROVIDER OR SUPPILIER

KENWOOD HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
130 MEADOWLARK DRIVE
RICKMOND, KY 40475

| An interview with the DOM on 08/23/11, at 10;55

Xam | SUMMARY STATEMENT OF DERCIENCIES ] FROVIDER'S PLAN OF CORRECTION ).
PREFDX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG ¢  REGULATORY OR LSC IDENTIFYING INFDRMATION) TAG CROSS-REFERENGED TO THE ARPPROPRIATE DATE
‘ DEFICIENGY}
K 025 | Continued From page 1 K 025 )
accordance with 8.3. Smoke bamiers may ~ Systemic Changes:
terminate at an afrium wall. Windows are . The.Maant‘enance' D.lrector and
protecled by fire-rated glazing or by wired glass or his assnsfant will inspect alf .
panels and steel frames. A minimum of two smoke barrier walls at least
separate compartments are provided on each quarterly beginning October
‘| floor. Dampers are not required in duct 2014, to ensure all penetrations -
penetrations of smoke barriers in fully ducted are sealed. The Maintenance
heating, ventilating, and air conditioning systems. Director and or his assistant will
19.3.7.3, 19.3.7.5, 19.1.6:3, 19.1.6.4 inspect all smoke barrier walls
. ‘ after any outside contractor has
accessed areas where smoke
" barrier walls are located.
This STANDARD is not met as evidenced by: Monitoring; .
Based on observation, the facility failed fo The Maintenance Director will-
mairain smoke barriers with at ieast a one-half .bring his quarterély inspection
hour fire resistance rating as required. This report of smoke barrier walls to
deficient.practice sffected three of six smoke the Quality Assurance Comittee
compartments, staff, and approximately 50 beginning October 2011 and
residenlfs. The facility has the capacity for 93 continuing for three quarters
lsj ﬁfi{se;wm a census of 90 on the day of the uniess the QA Committee sees
: a need to continue io monitor ‘
The findings include: the inspections. 1 0/08!1 1
) . £
During the Life Safety Code survey on 08/23/11,
at'10:55 AM, with the Director of Maintenance
(DOM}, an unsealed penitration of electrical
conduit was observed in the atfic area above the
fire/smoke barrier doors in the B Wing of the
facilty. The C Wing firefsmoke barrier wall was
not reasonably accessible for inspection. In a fire
situation, unsealed penetraticns of smoke
barriers aid in the spread of smoke and fire to
other parts of the buliding. The facility must
provide reasonable access to firefsmoke barrer
walls for mainfenance and inspection purposes.

i
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STATEMENT QF DEFIC!ENCJES - [tSH PRO\HDER:‘SUPPLIER!CLIA.
AND FLAN OF CDRRECT]ON IDENTIFICATICN NUMBER:

(X2} MULTIPLE CONSTRUCTION _ '»‘ el {¥3) DATE SURVEY
A BULDING 01 - MAIN BUILDING £1

B. WING

COMPLETED

08/23/2011

NAME OF PROVIDER OR SUPPLIER

185061

KENWOOD HEALTH AND REHABILITATION-CENTER

STREET ADDRESS, CITY, STATE, ZIP GODE |
130 MEADOWLARK DRIVE
RICHMOND, KY 40475

(X4} ID
FREFTX
TAG

. {EACH DEFICIENGY MUST BE FRECEDED BY FULL !
REGULATORY DR LSC IDENTIFYING INFORMATION) i

SUMMARY STATEMENT OF DEFICIENCIES i

D PROVIDER'S PLAN OF CORRECTION x5)
! " PREFIX (EAGH CORRECTIVE AGTION SHOULD BE - COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE BATE

DEFIGIENCY)

K025

{ (a) The space between the penetrating item and -

Continued From page 2

AM, revealed the DOM was not aware the
ﬁrefsmoke barnier wall needed to be repaired.
The DOM stated the C Wing fire/smoke barrier
wall was a nightmare to get to and the fire/smoke |
barrier walls were not included in the
maintenance scheduie,

Reference: NFPA 101 {2000 Edition),

B.3.5.1 Pipes, conduits, bus ducts, cables wires,
alt ducts, pneumatic tubes and ducts, and slmllar
bullding service equipment that pass through
floors and smoke barriers shali be profected as
follows:

the smoke barrier shall

1. Be filled with 2 material capable of ma;ntammg
the smoke resistance of the smoke barrier, or

2. Be protected by an approved devzc:e designed

12.Be protected by an approved device deslgned

for the specific purpose,

; (b) Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sleeve shall be
i solidly set in the smoke barrier, and the space

i between the item and the sleeve shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

for the specific purpose.
(c) Where designs take transmlssmn of vibration
into-consideration, any vibration tsolation shall

2. Be made by an approved dewce designed for
the spec:ﬂc purpose, ‘

19.1.1.3 Total Concept,
Al health care facilities shall be designed,

1. Be made on either side of the smoke barrier, or

constructed, maintained, and operated to

K025
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(X2 MULTIPLE CONSTRUCTION -~

Required auiomatic sprinkier systems are
continlously maintained in reliable operating
coendition and are inspected and tested
periodically. 19.7.8, 4.6.12, NFPA 13, NFPA
25,975

This STANDARD is not met as evidenced by
Based on observation, interview, and record
review, the facility failed fo ensure thé sprinkier .
system was maintained according to NFPA
standards. This deficient practice affected six of
six smoke compartments, staff, and all the
residents. The facility has the capacity for 83
beds with a census of 90 on the day of the
survey. .

The findings include:

| STATEMENT OF DEFICIENCIES (X3} PROVIDER/SUPPLIER/GLIA (X3) DATE SURVEY
.| AND PLAN OF CORRECTION “IDENTIFICATION NUMBER: : COMPLETED
, ) A BUILDING 01 - MAIN BUILDING 01
: B. WING '
, 185061 : 08/2312011
. NAME OF PROVIDER OR SUPPUER STREET ADDRESS, GITY, STATE, ZIP COPE
. ! ) 130 MEADOWLARK DRIVE :
KENWOOD HEALTH AND REHABILITATION CENTER RICHMOND, KY 40475
x4 | SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ' DEFICIENCY) :
K 025 Confinued From page 3 . K 025 K 062
minimize the possidility of a fire emergency Corrective Actions for :
: requiring the evacuation of cccupants. Because Targeted Resident{s):
the safety of health care occupants cannot be The sprinkler heads located in
ensured adequately by dependence on the attic above A, B, D, and E
evacuation of the building, their protection from halls have had the.blown in -
fire s_he!‘l be provided by appropriate arangement insulation removed by the
of facilities, adequate staffing, and diveiopment Maintenance Director and his
g;;%%fgg%f;i?ﬁgﬁggnce precedures assistant. The full flow frip test
{1) Design, construction, and compartmentation 0;?: ri;;réngle;git:;nswarais K
(2} Provision for detecl:ion, alarm, and pertor Y printder
extinguishment ) ~ system on September 14, 2011.
(3} Fire prevention and the planning, training, An accelerator was
and drilling programs for the isolation of fire, recommended to decrease the
transfer of bccupants to areas of refuge, or time it takes the water to reach
evacuation of the building ‘ the test outlet. The -
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062 Maintenance Director is
SS=F . ’ : obtaining a bid {o have the

- accelerator purchased and

installed.
Identification of Other
Residents with Fotentlal to Be
Affected:

The Maintenance Director and
his assistant’ inspected all
sprinkler heads in the attic fo
ensure they were not covered
with blown in insulation or any
other product. All other reports
required to be performed such
as the Full flow Trip test were
reviewed by the Maintenance
Director to enfsure they were
completed as required.
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{ 08/23/11, at 11:20 AM, revealed the DOM was

Reference: NFPA 13 (1999 Edition).

{auxiliary devices, piping, insulation, and so forth,

During the Life Safety Code survey on 08/23/11
at 11:20 AM, with the Director of Maintenance
{DOM), a sprinkler head located in the attic area
in the E Hail cormdor was pbserved to be covered
with blown-in insulation. This would prevent the
sprinkler-head fram reacting as intendad in z fire
situation. An interview with the DOM on

unaware this section of the attic was spnnkier
protected and'was rot aware insulation was
covering the sprinkler head. During the survey
sprinkler heads were observed to be coverad with
blowr-in insulation in the A, B, and D Hall attic
areas of the facility. The facility was cited on
04/28/09, for the same deficiant practice,

A record review on 08/23/11, at 3:30 PM, with the
DOM revealed no documentation that a full flow
trip test had been performed on the faciiity's
sprinkler system. This testis requnred every three
years to ensure the sprinkler system is operating
as intended. An interview with the DOM on
08/23/11, at 3:30 PM, revealed the DOM was not
aware of this testing requirement.

4-8.1.4 Obstruction to Discharge.
Autorratic sprinklers shail not be obstructed by

from. detecting fire or from proper distribution of
water.

Reference: NFPA 25 (4998 Edition).

Table 8-1 Summary of Valves, Valve

. Quality Assurance
beginning October 2011 and :

P
3

STATEMENT OF DEFICIENCIES - | (¢5)- PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGCTION ~ [{X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) ) COMPLETED
, A BULDING D1 - MAIN BUILDING 01' \
: B. WING ' ‘
185061 08/23/2011
NAME OF PROVIDER OR SUPPLIER , STREET ADDRESS, GITY, STATE, ZIP CODE
: 130 MEADOWLARK DRIVE
KENWOOD HEALTH AND REHABILITATION CENTER ) ]
. RICHNMOND, KY 40475 -
Xy SUMMARY STATEMENT OF DEFIGIENCIES o _ PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION.
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. , ) ; _ DEFIGIENCY)
K062 | Continued From page 4 K082

Systemic Changes:

The Maintenance Director and
or his assistant will inspect all
sprinkler heads at ieast -
quarterty beginning October
2011, to ensure they are not

~ covered with blown in insulation i

or any other product. The
Maintenance Director and or his
assistant will inspect alf sprinkler
heads afier any outside -
confractor has accessed areas
where sprinkler heads are
located. The full flow trip test
was added to The Equipment
Lifecycle System (TELS)

monthly report and will come up |

on this report in three years
when due again. -

Monitoring: )
The Maintenance Director wili

bring his quarterely inspection
report of sprinkler heads to the
Comiitee

continuing for three quarters
uniess the QA Committee sees
a need to continue to monitor
the inspections. -~ The
Maintenance Direcior will bring
a copy of his monthly: TELS
report 1o .the QA committee
once per month for the next
three months begmmng Ocotber
2011.

10/08/11
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STATEMENT OF DEFICIENGIES X1) PROVIDERISUPPLIER/CLIA + - 1(%2) MULTIPLE CONSTRUCTION  ~ {X3) CATE SURVEY:
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: L ] o ' COMPLETED
. ) ' ' A BULLDING 01 - MAIN BUILDING 01 - .
: B. WING -
& 185061 o ‘ 08/23/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE s
‘ 130 MEADOWLARK DRIVE
KENWOOD HEALTH AND REHABILITATION CENTER R -
: ) RICHMOND, KY 40475
1oxap § SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE - | COMPLETION
TAG |  RFGULATORY ORLSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRLATE DATE
. DEFIGIENCY)
K 062 | Continued From page 5 K 062
Components, and Trim inspection, Tesfing, and :
Maintenance
Trip test Annually
Ful! flow trip test 3 years . !
i
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