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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
' R
185317 B. WING 11/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
BELLE MEADE HOME 521 GREENE DR.
GREENVILLE, KY 42345
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T e
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS | {F 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 11/08/13 as alleged.
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of carrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available 1o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program patrticipation.
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28-0CT-2013 10:41AM  FROM-BELLEMEADE +2703380248 T-508  P.003 F-761
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CENTERS FOR MEDJCARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF BEFICENCIES (1) PROVILE RASUPPLIGR/CLLA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ARD PLAN OF CORRCITION [ENTIFICATION NUMBER: A_BUILDING COMPLETED
185317 B, WING 10/04/2013
MAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
521 GREENE DR.
[ =
BELLE MEADE HOME GREENVILLE, KY 42343
Xt SULMARY STATSUE MT OF 2 FICIENCIES [} PROVIDERT PLAN OF CORRECTION . 5
pRerY | (EACH DEFICIENTY 1AUST BE PAECEDED Y FLLL PREFIX {EACH CORRECTIVE £CTIONSHQULD BE | COUPLETION '
=5 - REGULAYCRY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFEREHCED TD T ROPRIATE | | DATE
’ . DEFICIEN
£ &
N\
F OO0 INITIAL COMMENTS F 000

. Astandard recertification rvey was conducted
L on 10/02/13 through 10/04/13 1o gelemine the
fadlity's complianca with Federal requirements.
The facitity failed to meet minimum requirements
| for recartification with the highesl 3/S of “E.”

F 226 | 483.12(c) DEVELOP/IMPLMENT F226. what corrective action will be 10/08/13
530 ABUSENEGLECT, ETGPOLICIES accomplished for thase residents

5 . found to have been affected by

_ The faalily must develcp ard implement written the deficient practice?

: pobces and procedures that prohibit .

| miealment. hedIRcs. 10 Ablee of resiticrls The alleged incident revealed no

i and misappropnation ol resdent propenty.

' This REQUIREMENT i3 nol met s evidenced

harm occurred with a female
104-year-old resident in this facility.
The Director of Nurses submitted
the allegation of abuse investigation
to the state agency representative

by: -
Based on interview, review of the facility's on 10/04/13 and it was found
investigation and policy/prceedure, it was unsubstantiated.
. determined the fadlity failec 10 implement wiitlen
policies and procedures. that pronibit abuse. The How will this fucility identify
| fecility failed to repon an alk:gation of abuse and other residents having the
: the findings of their investigation to the potential to be affected by
. 3ppropriate slale sgency. the same deficient practice?
 The findings indude: All residents had the potential
g : to0 be affected by the deficient
| Review of the Abuse/Neglect policy and practice.

| procedure, undated, revealed the Administrator,
Directer of Nursing (DON), or Designee would be

| potified immediately of any incident alleging

. abuse, neglect, mistrealment or theft. All alleged

| widlations would be repaned (o the Ombudsman,

. Adult Protective Services (APS), and Division of
L:censing and Regulatian wilhin twenly-four (24)
hours with the resulls of the investigation to be

. repornted to appropr{at; ageﬂicies- aforementioned

‘ Vi

ASORAT GRY DRECTOR'S OR Pﬂy‘wr?’ﬁ {REPAESENTATIVE'S SIGNATURE (X5) DATE

A i At [0 =283

Any deficiency statement ending with an astgriek (7 deneles a deficiency which the inslitution moy be excuscd from comrecting prowvading it is datamalned hat

other safeguards provide suflicént prﬂ'!? I the patientr (See instructionz,) Excapl far nurting hames, the findings stated above ara disciosable 90 days
a

following the date of xurvey whether or pilan o’ eomection 14 pravided, Foc nursing homes, the above findings and plans of coection are disciosable 14
days [ollowang the dat: these documenty/ are rade availaol? 16 the tacility. If defclencies ara cited, an approved plan of comrecticn is raquisile to continued
PIOGIrom Paripaden,
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28-0CT~-2018 10:41AM  FROM-BELLEMEADE +2703380248 T-508 P.004 F-781
PDEPARKIMENT (OF HEALEHT AND HUAAN DENVILES FORM ARPPROVED
CENTERS FOR MEDICARE & MEDILAID SERVICES OMB NO, 0938-03581

STATEMENT OF DEESENGTES o) PHOMDERBUPPLIERALIA X2} MULTIPLE CONSTRUCTION {X3; DAYE SURVEY

ANT PLAN OF CORRECTiOEE ICENT RIS ATION MOAMQER: A BUILDING COMPLETED

185317 B WING 10/04/2013
NAME OF PROVICER OR SUPPLIER STREET AQDRESS, GiTY, STATL, ZIF CODE
ADE H 521 GREENE DR.
BELLE MEADE HOME GREENVILLE, KY 42345
(x4 &2 SAPMARY STATEMENT OF CECICIENCIES 10 PROWVIDER'S PLAN CF CORRECTION [2.35]
PRETOX EACH DEFICIENCY MUSY 13E PREGGOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLH ATORY OR (LS6 DOTIFIRC INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
CEFICIENGY)
; What measures have heen
F226| putinto place or systemic

F 226 Continued From page 1
} within five working days of the incilent,

Review of the In-house investigation, dated

| CB12113, revecied APS reporied an allegation of

| abuse 10 1he fadility, on 08/12/13. it was alleged

- that 8 famale resident, 104 years old, was

" receiving 2 bath stating the waler was “loo hot"

* The staff member continued with the shower, par
e afegation. The investigation cevealed the

. fadllity unsubstantialed the sliegaton; however,

1 there was no evidence Ine {acilily ~ad reponted

! the alleaalion to the Sale aaency.

| Interview with the Director of Nursing, (DON), on
;1004713 2t 10:00 AM, revealed sha was not

aware 1o report he allegation o the State agency,
| 25 APS had already complet=d an nvestigation.

Interview with the Administmlor, on 10/04/13 at
11115 PM, revealed the allegation was
' unsubsiantialed by APS and the faciiity, He dig
+ ot know it was required 1o aepor! the allegation to
| the State agency as there was "nolhing 1o report”
F 371! 483.35()) FOOD PROCURE,
$5=£ ; STOREFPREPARE/SERVVE - SANITARY

The fadlity must -
F (1) Procure food from sources appravad or
considered satisfaciory by Faderzl, Stale or local
. authorities; and
: {2) Store, prepare, distritide and serve food
, under sanitary conditions

'
)
'
i

. Ths REQUIREMENT is not mel as evidenced

changes made to ensure
that the deficient practice
will not recur?

The Quality Assurunce
Coordinator provided «ducation
of the F 226 Taw and thy
interprative guidelines 10 the
Administrator and the

Dircctor of Nurses on 10/04/13.
The facility shall report all alleged
violations, even those APS reports
that are found unsubstantiated,
and all substantiated incidents

1o the state agency and 10 all

other agencies as required,

and take all necessary correetive
actions depending on the

results of the investigation,

How will this facility pian

to monitor its performance
to ensure that solations arce
sustained?

Administrator shali monitor
the performance of the
Direstor of Nursing weekly

1o ensure that all alleged
violations and all substantiated
incidents ar¢ reponed according
Lo the poiicy and procedure

of the facility, This moniloring
will be documented slong with
the Safety Team report to the
Quality Assurance Team
weekly for one year. Alluged
compliance date is 10/07/13.

F o CMS-25ET 0048 Presacks versions OOmolgio

Evert ID:BISS11
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28-0CT-2013 10:41AM

FROM-BELLEMEADE

LEFAKIMEN | Ur HEALIH ANEEHUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

+2703380244

T-508

F-781
FORM APPROVED
OMB NO. 0938-0391

P.oos

STAYELICNT OF DEFXIENGIES Lt} PROVIDER/SUPPLIERACLIA {XZ) MULTIPLE CONSTRUGTION X3 DATE SURVEY
AND PLAN OF CORRE STION I2ENTIF e ATION NUMBER, A BUILDING — COMPLETED
165317 B.WING . 10/0472013
MALE OF PROVICCR OR SUPPUER STREETADDRESS, CITY, STnTE. ZIF CODE
HOME 521 GREENE DR.
B GREENVILLE, KY 42345
SLALMARY STATEUENT OF DEFICIENCIES i PROVIDER'S FLAN GF CORRECTION oz
(EACY DEAGEENCY MUST BE PRECEDED B8Y FIULL PREEEX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGUALATORY OR LES IDEHTIFYING INFORMAYION) TAG CROSS-REFERBNCTO 70 THE APPROPRIATE bare
: LEFICENCY)
. What corrective action will
- ! 10/08N13
F 3711 Continued From page 2 F371| be accomplished for those

i by:

| Based on observation, interview, and review of
the facility's policy/procpdurs, it was detemnined

. the fadility failed 1o slore food in the

| freezetfrefrigerator under sanitary cenditions,

; The findings include:

| Review of the Leflover Food Usage

| policy/procedure, dated 09/27/13, revealed to

i sioce all ready-10-eat focds taat were prepped
in-house for a maximum of ihree (2) days. After 3
days, the food must be thrown out 1o prevent

i bacteria from growing 1o unsafe levels.

: Qbservation in the kitchen, on 10/02/13 at 9:30
1 AM, revealed the following:

1, Cne-hall (172) package of hot dogs in the
freezer undated and ungealed, wilh a thick layer
_ofica noled in the package

. 2 {1) coltage cheese conlairer, labeled "roast®

1 with g date of 08/18/13

!

i

i lntetview with the Dielary Manager, on 10/02/13

L2t 9:45 AM, revealed food could be stored in the
refiigerator for three days, then should be

discanded. Freezer itlems should be wrapped in

freezer bags and daled immedialely after
: chening.

! Imenaew with the Administrator, on 10/04/13 at

, 11:15 AM, revealed he expecled sIafT to follow the

' pobey related 10 the storage of food in the Kilchen,

| He revealed it was a group effort between the
digtary manager and dietary staff to monitor for
ceonpliance.

residents found (o have
been affecfed by the
deficient practice?

Dietary covered and dated
alf opened containers or

leftover food items on 10/02/13,

How will this facility identify
other residents leaviny the
potential to be aifected by
the same deficient practice?

All residents had the potential
to be affected by 1he deficient
practice,

What measures hiusve been
put into place or systemic
changes made to cnsure
that the deficient practice
will not recur?

The Food Service Supervisor
shall monitar weekly dietary
services including food
preparation and storage.

All opened containers

of leftover food ftens

shall be covered and duted
when refrigerated,

The Dietary Consuhant,
Shirley Harper, provided
In-Service Educalion or
“Proper Food Preparation
and Storage” on 10/03/13.

FOR CMES 2567 L5 99) Provees Versans Oosoicto

Lot ID: BISSY
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28-0CT-2018 10:41A  FROM-BELLEMEADE +2703360248 T-508 P.00% F-781
LICFANKEIAEML LA MHSHLL S ANL HUNAN SERVILED FORMAPPROVED
CENTERS FOR MEDICARE & MERMCGAID SERVICES OMB NO. 0938-0391
SYATEMENT OF DEFYSENGIES (X 1; PROVIDERSUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION 043} DATE SURVEY
AND PLAN OF CORRECTION (D NTIFICATION NUMBER: A BUILDING COMPLETED
185317 B. WING 10/04/2043
NAUE OF SROVIDER OR SUPPUER STREET ADDRESS, CITY. STAE. 2iP 50DE
u HOME 521 GREENE DR
= GREENVILLE, KY 42345
Xa 0 SUNMARY STATEIENT OF GEFICIGNEES o) PROVIDER'S FLAN OF CORRECTION )
PREFIX {EALH DEFICIENCY MUST € PRE G DED BY FLLL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPITION
™, REGLEATORY OR LS4 WEMTIFYING INF ORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DLFICIERCY)
F 463 | Cominved From page 3 How will this facility plan
F 453! 263.70(1) RESIDENT CALL SYSTEM - to monifor its performance
$3=D ROOMS/TOILET/BATH to ensure thut solutions
arc sustained?
. The nurses’ station must B¢ equipped to recelve
: resident calls thirough a cominunication system The Food Service Supervisor
» frorn resident rooms:; and todet and bathing shall document and repont
; facilties. to the Quality Assurance
; Team weekly checks of
i the proper storage of
| This REQUIREMENT is not met as evidenced food items. Allegud dae
" by . _ of compliance is 10/07:13.
| Based on observation and irtefview, it was
gewermined the facility failed o ensure each . . !
bathroom available for resident use was equipped F 463 What corrective action 11/08/13

1 10 recaive resident calls hrough a communication
" system.

" The findings intlude:

| Observation, on 10/03/15 at = 0:45 AM, revealed

; ong bathroom: on the therapy hall and two

| bathrooms in the office lobby without an

i ememency communication systar in place. Both

bathrooms were unlocked and avantable for

| resident use.

!

 Irterview with the Direclor of Nursing (DON), on
180413 at 10:00 AM, verified ambulatory
ressdents used the bathreoms in the office lobby

1 afa.

; Ireerview with the Physical Therapy Assistant, on
» TQD4/13 at 11:05 AM, verified resicents used the
! bathroom located on the therupy hall.

" Inlerview with the Admininwrator, on 10/04/13 at
1715 AM, revéaled the balhroom on the therapy
hal was utiized by residents, howaver, it was rare
for 2 resxient 10 use the office lobby bathroams.

will be accomplished for
those residents found 10
have been affeeted by
the deficient practice”

The facility is instxlling

an Audio/Visual
communication cmergency
system in the three
bathrooms identificd. The
projected date of
compliance is {1/07/13.

How will this facility
identify other residents
having the potential 1o
be affected by the sane
deficient practice?

All residents had the
potential To be afTected
by the deficient practics,

PO CMS-LSGTINR-G6] Piredes Varsay Oosoists

Event D: 815511

Facitty ID: 100342

If eoatinuation sheel Page 4 of 5




28-0CT-2013 10:42AM  FROM-BELLEMEADE +2703380248 T-500  P.007 F-761

HHIFAMIMEN T UP FEALLF AN FURMAN DERVILED FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF SEFCENCIES ) FIlOVIDER/SUPPLUE RICUA ) MULTIPLE CONSYRUCTION (X3} DATE SURVEY
AND PLAN OF CORRTCTION TCUNTEILATION KUMBER: A SUILDING COMPLETED

85017 B.WING . 10/0412013
STREET ADDRESS, CATY, STATE, ZIF COLE

521G
. ‘ _ REENE DR.
BEL E ME) GREENVILLE, KY 42345

HAVE OF PROVIOER OR SUFPPLIER

(xa1 SUMMARY STATEMEN OF DERICIENGIES i) PROVIDERTS 1'L.AN OF CORRECTION &5

PREFIX | [EADM DEAICIENCY WUST IIE PRECEDED 0Y FULL PREFX {EACH CORRECYIVE ACTION SHOULD BE COMPLETION

ws REGULATORY OR L2 IDENTIEYING INFORMATION} TAG CROSS-REFERENIED TO THE APIROPRIATE DATE
DEACIENCY)

What measures have been
put into place or systemic
' changes made to cnsure
that the deficient practice
will not recur?

The facility is insialling a
communication emergency
system in the three bathrooms
identified. An assessment of
the entire building for ather
resident rooms, resident toilet
and resident bathmg facilities
was made to assure that all
have the avaifable rescurces
of a call system in place,

How will this facility plan
to monitor its performance
lo ensure that solutions are
sustained?

The Safely Team shall

maonitor the Envirormental
Safcty Supervisor’s weekly
checks of the Nurse Call-light
system 1o ensuse that all

: resident rooms, resident toilets
i and resident bathroom facilities
have available vsc of a
communication emergency sysrem.
The alleged complatior: date
for compliance is 11/07/13,

EORM CAeS- 258 E-85) Prewsass vawons Oirsolsla Event ID:GISSTH Faaifty 1D, 104342 If continuation shect Paga Sof 5




PRINTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES 111212013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
, R
185317 B. WING 11/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BELLE MEADE HOME 521 GREENE DR. '
GREENVILLE, KY 42345 e
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5) '
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS - {K 000}
]
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 11/08/13 as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency stalement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foilowing 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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28-0CT-2013 10:43AM  FROM-BELLEMEADE +2703380248 T-509  P.015/029  F-T761

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OV DEFCIENDES (%3] FROVIDERSUPPLISR/GLIA (X2) MULYIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORBLECTION ICRENTIF CATION NUNBER: A BUILDING 01~ MAIN BUILDING 01 COMPLETED

185317 i . 10/02/2013

NAME (3 PROVICER OR SUPPLER STREET ADDRESS, CITY, STATG, 21 CODE

21
BELL E MEADE HOME i
GREENVILLE, KY 42343
{2 23] SUMMARY STATSMENT OF DEFICIENCIES [a] PROVIDERS PLAN OF CORRECTION #
PREFLDL . (EACH OEACIENCY LIYST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - CONPLETION
n ) REGULATORY CR LSC IDEHTIFYING INFORMATICN) TAG CROSS-REFERENCED T THE APPROPRWATE QATE
CLFICIENCY)
KDOO INITIAL COMMENTS K 000 Preparation and/or exscution of the Plan
_ of Correction does not constitute admission
| CFR: 42 CFR 483.70(s) or agreement to the a[leged cited deficiencies.
]
| . ’
| BUILDING: 01, Belle Meade Home submits this Plan of
¢ Correction as evidence of adherence 10
- PLAN APPROVAL: 1965. state and federal requirements for licensure
| and participation in the Medicare and
| SURVEY UNDER: 200C Existing. Medicaid programs.
|
| 3 1 v ‘ a N
- FACIUTY TYPE: SNF/NF. This document is not intended to waive
| ) any defense, legal or cquitable, in
i (T;;':)E OF STRUCTURE: Oree (1) story, Type i administrative, civil, or criminal proceedings.

SMOKE COMPARTMENTS: Four (4) smoke Sprinkler System installed in 1980

compariments.

FIRE ALARM: Complete fire alarm system
installed in 1865, with 35 smoke delectors and 1

heai detector.

: SPRINKLER SYSTEM: Complele automatic dry
sprinkler syslem installed in 1985 and upgraded v
in 2003. \ )

GENERATOR: Typz Il generator installed in
2008. Fuel source is Diasel

A standard Life Safety Code survey was
canducted on 10/02/2013. Belle Meade Home
was found in non-complianoz with the
requirements for participation in Madicare and

- Medicaid. The facility is ccrified for Sixty-Two

- (62) beds with a census of Fifty-One (51) on the

| day of the survey.

i The findings thal follow demanstrate

j nonmmpliance/mvu’e.:iz. Code of Federal

TIYLE (XE) DATE

LABORATORY XRECTOR'S ORAROVGER/SURPLIER REPRESENTATIVE'S SIGNATURE
: , o
//F/Wf " M’J T e

Any defidengy siatemant endng ’n'th'an astenisk (71 denotus a deficicney which the insliluion may be cxcused frem comecting providing itis detenmined that
e L afegrards provese jerit protecton 16 NE PaLCNT , (See¢ instructions.) Except for nursing homes, the findings stated phove an: djsciosabla 90 days
foagreding the gate of murvey ther of not a plan @' eemestion is provided.  For nursing hames, tha abova findings and plaps of uarrechun are disclosablc 14
Eays oNowng 6 ¢ate these/doarments are rnade availabic to the fucility. If deficiencles are cited, an approved plan of cofmection i rexuisite 1o eontinued

FrDGAM PETCAON.

FORM CMS 2567{02-93) Provoud Vorsons Opiools EventID:BING21

Foally 10: 100342 If continuation ahsel Page 10! 15



28-0CT-2013 10:43AM  FROM-BELLEMEADE

DEFARTMENT OF HEALTHAND MUMAN SERVICES
CENTERS FOR MEDICARE & MCOICAID SERVICES

+2703380248

P.018/029  F-761
PRIN I EL: 1032013
FORM APPROVED
OMB _NO. 09380391

T-509

: Doars prolecting comidor openings in olher than
fequired enclasures of vertizal openings, exits, or

| hazardous areas are substantial doors, such as

! those consirucled of 134 inch solid-bonded core

* wood, or capable of resis{ing fire for at least 20

" minutes. Doors in sprinklered buidings are only

. required to resist the passage of smoke. There is

| no impediment 1o the dlosing of the doors. Doors

. are provided with a means suitable for keeping

' the door closed. Dutch doors meeling 19.3.6.3.6

| arg permitted. 193,63

! Roller laiches are prohibiteg by CMS regulations
!in all heatth care facilities.

|

This STANDARD is not mel as evidenced by:
Based on obsesvalion and interview, it was

determined the facility falled 1o ensure doors (o
resident rooms would laich propeny in

j accordance with NFPA siandards. The deficiency

* had the polential lo affect three {3} of four {4)

| smoke compartments, all residents, stafl and

STATEMENT OF DEFICIERCIES %1} PROVIDE RISUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION X DATE SURVEY
ARD PLEN OF CORRECTION INENTIFHATION NUMBER: A BUILDING 01 « MAIN BUILDING 01 COMPLETED
185317 B. WING 10/02/2013
RAME CF PROVIDER O SUPPLIER STREEY ADDRESS, CITY, SYATE, 2 COOE
BELLE £ HOWE 531 GREENE DR,
GREENVILLE, XY 42345
ano | SUMMARY STATEME HT OF ORFICIENCIES [ PROVIDERS PLAN OF CORRECTION o
PREFR | (EACHs DEFICIENCY wUST BE PRICEDED 8Y FULL PRE®IX {EACH CORRE CTIVE ACTION SHOULD BE COMPLETION
s REGUCATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
| g DEFICIENCT)
1
K00 Continued From page 1 K000
| Reguiations, 483.70(a) et £2q. (Life Safety from
: Fire).
]
i Deficiencies were cited with the highest
deficiency identified at " level.
K018 | NFPA 101 LIFE SAFETY CODE STANDARD Ko18; K 018
SS=F ! What Corrective Action will be 11708713

accomplished for Lkose residents found to l
have been affected by the deficient practice?

No resident was atfacted by the deficient
practice. The door laiches in rooms 314,
226,300, 326, 312, 218 and 204 will be
repaired o replaced with new door latoh
hardware. This facility s allcging a
compliance date of 11/07/13,

How will this facility identify other residents
having the potentiai to be affected by the
same deficient practicas?

All residents had the potential to be affected
by the deficienat practice.

Whiit measures will be put into place or
systemic changes made to ensure that
the deficient practice will not recur?.

Door latch added 10 the weekly
Environmental Salery Rounds.

FORM CMS- 280N 250} Previacs Verzisas Qhasiel} Event 1D BI3521

Facitly 1D 100342

I eontinuation shaat Paga 2of15




26-0CT-2013 10:43A  FROM-BELLEMEADE +2703360248 T-508 P.017/629  E-T6!
LA MEN D UIF DAL R ANL FIUNVAN DERVILEDS FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEAENT OF 2EFIENDES {61} PROVADE VSUPPLIERACLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICAYION NUMBER. A, BUILDING 01 - MAIN BUILINNG 04 COMPLETED
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NAME OF PROVIDER OR SLPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
521 CREENE DR
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GREENVILLE, KY 42344
o4 1S SUMMARY STATEMENRT OF DEFICIENCIES 1o PROVIDERS PLAN OF CORRECYION o5
PREST {(FACH DENQIERCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
s REGULATORY OR LSELIDENTIFYING INFORMATION) TAG CROSS-REFERENCED T3 THE APPROPRIATE PATE
. LEFIGIENGY}
K €18 | Continued From page 2 K018 How will this facility plan to monitor

| visitors. The fadility is cerlifed for Sixty-Two (62)

| beds with a census of Fifty-One (51) on the day

I of the suevey. The facilily fsiled 1o ensure seven
(7} carridor doors to the resident rooms were
latching property.

The findings indlude:

; Observations, on 10/02/13 between 1:00 PM and
* 3:30 PM with the Maintenance Personnel,

i revealed the coridor doors 10 rooms 314, 226,
300, 326, 312, 218, and 204 would not [afch

‘ propetly.
i

; Inferview, on 10213 kerwazen 100 PM and 3:30
! PM with the Maintenance Personngl, revealed he
{ was unaware these doors were not latching

| propey.

i Reference: NFPA 101 (2000 edition)

. 19.3.6.3,1" Doors prolecting corridor Openings in

* other than required enclosures of vertical
openings, exits, or hazardols araas shall ba
substantiat doers, such as those construcled of

. 13f4-in. (4.4-cm) thick, solic-bonded core wood

' or of construction that resists fire for not less titan

: 20 minutes and shali be: constructed to resist the

- passage of smoke. Cornpliance with NFPA 80,

Standard for Fire Doors and Fire Windows, shall

. hot be required. Cleararce between the boltent

. of the door and the floor covering not exceeding

, 1in. (2.5 cm) shall be perm.tied for corridor

é doors.

¢ Exception No, 1: Doors 10 tailet rooms,

; bathrooms, shower roons, sink closets, and

. similar

| auxiliary spaces that do not contain lammabie or

its performance to ensure that solutions
are maintained?

The Safety Team shall monitor the
Environmental Salety Supervisor for six
months and resume yearly revicw after

no further deficient practices are identified.
The Environmenta Saftty Supervisor shall
complote a weekly safety check of all door
latches and mainta:nt them in compliance to
the reguiated standard. The Safety Team
shall report to the Quality Assurance Tcam
quarterly. The facility is alleging a
compliance date o3 [ 1/07/13.

FORM GMS 255T{02-86) Provedus Voruans Obseintd

Evenl ID; BSR1
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STATEMENT (F CEFXIENGES
ANT PLAN OF CORRSCTION

{1, FPROMVIDE AVSUPPLIZ AL LA,
HIENTFCATION NUMBER:

186317

(X9} DATE SURVEY

) MULTIPLE CONSTRUCTION
COMPLETED

A GUILDING 01 - MAIN BUILDING 01

. WING 10/02/2013

RALE: O PROVIDER OR SUPPUER

BELLE MEADE HOME

STREET ADDRESS, CITY, STATE, 21 CODE
521 GREENE DR
GREENRVILLE, KY 42344

[ 2y n] I SUADARY STATEMENT OF DETICIERCIES
PREFSE {EALR DEFICIERGY 1IUSY BE PRECEDED BY FLILL
TAG REGURATORY OR LST IDEHTIFYING INFORMATION)

PREFLX

10 PROVIDER'S PLAN UF CORRECTION o5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCD TGTHE APPRGPRIATE BATE

GEFICIEHCY)

K018 I Continued From page 3

' enrbustible malerials.
Excepton No. 2! In $moke compartments
protected throughout by an approved, supervised

! automalic sprinkler sysiem in accordance with

| 18.3.52, the door construction requirements of

i 18.3.6.3.1 shall not be mandatory, bul the doors
shall be constructed to resist the passage of
simoke.

| 18.3.6.3.2* Doors shall be provided with a means

! stritable for keeping the door closed thal is

! acceptable ta the authetily having jurisdiction.
The device used shall bi capabli: of keeping

i the door fully closed if a foro2 of 5 1bf (22 N) is

_ applied atthe latch edge of the door. Roller

1 Lntches shal be prohibited on corridor doors in

] buikdings not fully protectad by an approved
automatic sprinkler system in accondance with
NFFA standards.

K 027 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=F}

! Door openings in smoke bamiers have al least a

. 20-minute fire protection rating or are at least

' 4¥=inch thick solid bonded wood core. Non-rated

' proteciive plales that do not 2xceed 48 inches

i from the bottom of the door are penmitted.

| Horizontal sliding doors comply with 7.2.1.14,

; Doors are self-closing or aulumate closing in

j ecoordance with 19.2.2.2.6. Swirg:ng doors arg
not required to swing with egress and positive

! latching is not required.  18.3.7.5, 19.3.7.8,

119.3.7.7

: This STANDARD is not met as evidencad by;
. Based on obsenation and interview, it was
; determnined the Tacility failed 1o ensure cross

K018

K027 | K 027 10/29/13
What Corrective action will be accomplished

for those residents found to have been affected

by the deficient practice?

No residents were affected by the deficient practice.
The cross-corridor doors located at room #300,
room #218 and room #200 were repaired

on 10/24/13.

How will this facility identify other residents
having the potentind to be affected by the same
deficient practices?

All residents had the potential to be affected by
the deficient practice.

FORM CMS 256702 :89) Prévous Vorsions Obsolele Event I10; BI5521

Fadildy ID; 100342 if cortinvaton shest Page 4 of 15
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FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT (F DEF (ENCIES (U3} PEOVIBUR/SUPP: IERCLIA (£2) MERTIPLE CONSTRUCTION 3) DAYE SURVEY
AND PLAN OF CORRESYION ICENTFIZATION MUEER® A BUILDING 01 - MAIN BUTLDING 01 COMPLETED
185317 6. WING 10/02/2013
NAME OF PROVDER OR SUPPUER STREETALDRESS, CITY. S$TAC. 2t &ODE
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M40 SUMMARY STATEMENY OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION &S
PRETK . [EALH DERCIENCY MUST [E PRECEDED BY FULL PREFIX EAZH CORRECTIVE: ACTION SHOLWLD BE COMPLETION
A3 REGAATORY OR LSC IDEMTIFYING INFORMATION) TAG CROSS-REFERENLED TO THE APPROPRIATE DATE
DL FiGIENGY)

K027 Contnued From page 4

| ~Coeider goors lecated in a smoke barrer would

: resist the passage of smoke in accordance with

i NFPA slandards. The difciency had the

| potential fo affect four (4) of Tour {4 smoke

| compartments, all residents, staff and visilors.
The facility is certified for Sixty-Two (62) beds
with a census of Fifty-One (51) on the day of the

, survey. The facifity failed 10 @nsure three (3)

+ doors m (he smoke bamiers had a2 gap less than

i 1/8 inch where the deors meet

‘ The findings intluda:

| Observation, on 10M2/13 between 1:00 PM and

| 3:30 PM with the Maintenance Personnel,

: revesled the cross-corridor doors focated at room

. #300, room 218 and 200 would nal close

' comnpletely when tested, leaving a gap of

_ appioximalely one-quartec of an inch or greater
between the pair of doors and would not resist
the passage of smoke,

Imorview, on 1070213 between 1:00 PM and 3:30
! PM with the Maintenance Personne!, revealed he
: was unaware the doars would nol close all the
. way keaving a gap between tre doors in the
. cased position,

: Reference: NFPA 101 (2000 edition)

8.3.4.1° Doors in smoke barrezrs shall dose the
L opening keaving
enly the minimurh cearancs racassary for proper
operation
and shall be without undercuts, louvers, or grilles,

, Reference: NFPA B0 (1999 Edition}
: Swandlard for Fire Doors 2-3.1.7

K027 What measures will be put into place or systemic

will not recur?

Smoke barrier doors cleszd allowing & gap
of less than 1/8 inch where the doors meet
added to the weekly Environmental Safety
report.

How will this facility plan to monitor its
performance fo ensure that solutions are

maintained?

The Safety Team shall monitor the
Environmental Safety Supervisor for

six months and resume yearly

evaluations after no further deficient
practices are identified. The Environmental
Salety Supervisor shall complete a

weekly Safety Check of all smoke

barrier devices, including, but not limited to,

the cross-corridor duors and matntain them
in compliance with the regulated standard.
The Safety Team shall report to the

Quality Assurance Team guarterly.

The facility is alleging compliance on
J0/28/13.

changes made 0 ensurce that the deficient practice

FOR CVS-25ETT2-9%) Prormtast Voriars Otsolele Bveod ID:BISS21

Faclity 1D: 100342 it centinisalion $heel Page 5¢f 15
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FORM
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO?J‘;?;-?}\;E}?
STATEMENT CF DEFEENCICS (01 FROVICEHSUMPLERACHA £ MULTIPLE CONSTRUCTION RVEY
- . (X3} DAYE SURVE
AND PLAN OF CORRECTICN {DENTF CATION NUMEER: A BUILDING 01 - MAIN SUILDING 01 COMPLETED
186317 5. WING 10/02/2013
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Yok ] SUNARY STATE LMENT OF ULFICIENCICS 0 PROMD # # ’
PREFIZ ! (SALH DEFICIENGY MUST 13E PRECEDED BY FULL PREFIX (EACH coﬁ;ﬁﬁzrﬁn‘?;ﬂsﬂfg&ﬁa cwﬂnou
W . REGULATQRY OR LSC DENTIFYING INFORMATION) TAG EROSSREFERENLED TO THE APPROPRIATE bave
; DEFICIENCY)
1
K C27 . Continved From page 5 K027
- The dearance between the =dge of the door on
e pulf side shall be 148 in. 1+4) 118 in. (3.18
- mm (+/-) 1.38 mm) for sleel doors and shall not
- exeeed 1/8 in. (3.18mm) for wood doors.
K046 | K 046 } 11/08/13

K 046 | NFFA 101 LIFE SAFETY CQDE STANDARD
§8=F |
Emergency lighting of at leaut 1% hour duration is
provided in accordance with 7.9, 19.2.8.1.

. This STANDARD is not met as evidenced by:

i Based on interview and facdily record review, il

' was detemined the faciiity failed to provide
ememency ighting in accordance with NFPA
standards. The deficiency had the potential 1o
aflect four (4} of four {(4) smoke compariments,
all residents, staff and visitors. The faciiity i
cartified for Sxty-Two (62) beds with a census of
Fifty-One (51) on the day of the survey. The

| facility failed to ensure they conducied an annual

- ememency lighfing testing for the minimum

| requirement of at least once annually far 1-1/2

; hour durabon and 30 seconds monthly,

i The findings include:
|

| Record review, on 1002113 51 1:40 PM with the
Maintenance Personnel, reveated that the
emergancy lights, with battery backup, located

1 throoghoeut the facility had nov been tested for

. 1172 hours within the last year and no

; documentation for 30 secand menthly testing.

¢ Interview, on 10/02413 at 1:40 PM wilh the
Maintenance Personnel, revealed he was
unaweare the lighting had to be: 1ested annually for

' 1-1/2 hears and documentation kegi for the

What Corrective Action will be accomplished
for those residents foeund to have been affected
by the deficient practice? i

No residents were aifected by the deficient
practice. The emergency lights test of 30
sceonds and | % hour resting where
performed and documented

on 11/07/13,

How will this facility identify other residents
having the potential {o be affected by the same
deficient practices?

All residents had the potential to be affected
by the deficient practice,

What measures will be put into place or
systemic changes made 10 ensnre that
the deficient practice will not recur?

Monthly testing of the emergency lights,
with battery backup, locaied throughout
the facility shall be tested for 1 % hours
yearty and for 30 seconds monthly and
documentation shall be kept by the
Environmental Safety Supervisor and
added to the first week of the month
Environmental Safely Rounds report.

TR CUS. 2507100 95 Presnous Werdans Qbanlote

Event iD:B15521

FaGEly D 100342

i cortinuation shect Paga 6 of 18
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FORM APPROVED .
OMB NO. 0938-0391

T-508

monthly 30 second checks.

i
{ Reference: NFPA 101 (2000 edition)

7.9.2.1* Emergency illumination shall be provided
for not less than 1172 hours in the event of failure
+ of nermat lighting. Emergency lighting facilities
. shalt be aranged o provide initial illumination
i that is not less than an average of 1 f-candle (10
i) and, at any point, not less than 0.1 ficandle
{1 Jux), measured along the path of egress at
floor Jevel. llumination levels shall be pemitied to
decine 1o not less than an average of 0.6
| f-candie (6 lux} and, at any point, not less than
0.06 fi-candle (0.6
{ix) at the end of the 11/2 hours. A
| maximum-to-minimum tlumination uniformity
: rato of 40 to 1 shall not be exceeded.

l 7.9.3 Periodic Testing of Emergency Lighting
| Equipment A functional test shali be conducted
| on every required emengency lighting system al
! 30-aay intervals for not less than 30 seconds, An
; annual test shall be conductad on avely fequired
, battery powered emergéncy lighting system for
- ot less than
1112 heurs. Equipment shall be fuily operational
for the duration of the teat. Written records of
vrsual inspections and tests shall be kept by the
owner [or inspection by the autherily having
. junsdiction,
" Exception: Self-lesting/self-ciagnostic,
' battery-operated emergancy lighling equipment
' that aulomatically performs # test {or not less
" than 30 seconds and dizgnostic routing not less
1 than once every 30 days and indicates faiiutes by
a status indicator shall be exemnpl from the
30-day functional test, provited that a visual

ATATIMINT OF HSFNEREES (K1) PROVIDERFSUPPLIERIGLIA {X2 MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND) PLAN OF CORRECTION ISENTISICATION NUMBER; A, HUTLBING 01 - MAIN BUILDING 01 COMPLETED
185317 8. WING .. 10/02/2013
KAME OF PROVOECR CR SUPPLIER STREETADDRESS, CITY, STATL, 2tF CODE
52
BELLE MEADE HOME } GREENE OR.
GREENVILLE, KY 42345
[ 237's) ‘ SLRAIUARY STATEMENY OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIC {(EAZH DEFICIENGY LUST BE PRECEDED BY FuLL PREFIX {EALH EORRECTIVE ATTION SHOULD BE COMPLETION
5 REGLLATORY OR LS 107 ETIFYING INFORMATION) AL CROSS REFERERCED YU THE APPROFPRIATE DATE
. CEMCIENCY)
K048 Contnued From page 6 K046| How will this facility plan to monitoer its

performance to easure that solutions
are maintained?

The Safety Team shall monitor the
Environmental Safery Supervisor’s
maintenance and documentation of
emergency light testing according to
the regulated standurd. The Safety
Team shall report 10 the Quality
Assurance Team quarterly,

The facility is allezing compliancc
on { 1/07/13.

FORM CMS2ET02-59) Prinditass VEnsies Qbsootn

Event 10: BISS21

Fadity Ky 100342
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e ey 4 v FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIC: SERVICES OMB NO. 0938-0391
STRFEMENT C£ DEFKIENCIES tety BROMEC/SUSSLIZRICLIA 00} MOLTIPLE ¢ONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CLRRECTION JENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 61 COMPLETED
oW
185317 NG - 10/02/2013
RAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P CODE
BELLE MEADE HOME S7 GREENE DR.
GREENVILLE, KY 42344
o SUMMARY STATEUENT OF DEFICIENGIES 3] PROVIDER'S PLAN OF GORRECTION o
PREFUX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SKOULD BE coroLERoN
T REGULATORY OR 1,S1 IDEIITIFYING INFORMATION) TAG CROSS-REFERENCED T0O THE APPROPRIATE bare
: CEFICIENCY)
K 046 | Continued From page 7 K048
| inspection is performed at 30-day intervals.
K 054 ! NFPA 101 LIFE SAFETY C(ODE STANDARD KOs4| K064
Sef | 11/08/13
| Portable fre extinguishers are provided in all What Corrective Action will be
1 ! health care octupandies in acoordance with accomplished for those residents
19741 19356, NFPA1D found to have beun afTected by

the deficient praclice?

Neo residents were alfected by the

deficicnt practice. The fire extinguishers
in the laundry, the ar2a behind the small
dryer, rehab hall and the office hall shall

i
| Tnis STANDARD is not me! as evidencad by:
' Based on observation and intervisw, the faciiity

| falled to maintain the inswailled fire extinguishers in recefve the six (6) year mainienance
! accordance with NFPA standards., The deficiency or be replaced by 1 1/07.13.

" had the potential 1o affect four (4} of four (4)

' smoke comparments, all residents, staff and How will this facility identify other
I visitexs. ‘The faditity is centified for Sixty-Two {62} residents having the potential to

| beds with a census of Fity-One {51) on the day .| beaffected by the same deficient

| of the survey. The fadility failed 10 ensure the fire practices?

| extinguishers in the faciliiy had their $ix {6) year

: maintenance. All residents had the potential to be

' affected by the deficient practice,
| The findings Include:
I
: . What mcasures will be put into place
f 230 PM::op. 3‘:3@2:;3 b‘:&e P :_ ;"ggjm and or systemic changes made (o ensure
: with aintenan 205 . s .
¢ il not recuy?
revealed a fire extinguisner in the laundry, the that the deficient practice will not recur
area behind tne small diyer, rehab hall and the All ¥ o .
. . ire extinguishers checked by the
office halt with the last s (8} year maintenance Environmental Saicty Supervisor weekly,

rformed in 2005. . !
performed The six (6) year maintenance date added
to the Environmenlal quasterly report to

i Interview, on 10702113 patwaen 1:.00 PM and .
the Quality Assurance team,

| 3:30 PM with the Maintenane Personnel,

| revealed the fadility was not aware the portable
fire extinguishers had nat been serviced properly,
by their extinguisher ser/ice company.

FORM CUS-286T (12.95) Prevaows Weomons, Qbeolahy Bwent iDL DISS21 faoigy 10: 100343 If continuation sheel Paga 8ol 15
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEUENT {7 DEFICENCES i) PROMIS RSUPPLICRALIA X2) MULTIPLE CONSTRUCTION 3 RVEY
AND PLAN OF T 25 : O P
CORRECTION IBENTI U AYION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185317 B WING
" 10/02/2013
KALE OF PROVADER OR SLPPLUER STRERT ADDRESS, CITY, S"ATE, 21F CODE
MEADE HOME 521 GREENE DR
BELLE MEAD GREENVILLE, KY 42345
e 733~ SULNILARY STATEMENTY OF DEFICIENCIES D FROVIDER'T FLAN P CQRRECTION
PRcox (SASH DEFICIENCY WMUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE #LTYON SHOULD BE GOMPLETION
) REGULATORY OR LS IOENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPRQPRIATE OATE* "
’ HEFICILNGY)
K 054 | Conttnued From page § K 064 How will this facility plan to monitor
Reference: NFPA 10 (1998 ed.) its performance to casurc that solutions
, Actual NFPA Standard: NFPA 10, 44,37, Every 6 ’ are maintained?
- years, stored-pressure fire extinguishers that
i require & 12-year hydrostatic test shall be The Safety Team shall inonitor the
. emptied and subjected to (he applicable Environmenisl Safety Supervisor’s weekly
;n:;!;aeﬂlancj Dmlcfduri;:- The fmﬂ";';“ﬁ?e;‘; reports of the fire extinguisher maintenance
. on agent fire extinguishers shall only and report to the Quality Assurance Team
1 aohe using a listed halon cosed recovery system. : e :
| Whan the applicable maintenance procedures quarterly. This facility is allcging
! pp ante P compliance date ol [ 1/07/13,

| are performed during parindic recharging or
| hydrostatic 12sting, ihe B-year requirernent shall
| begin from that dale.
" Exception: Non-rechargeable fire extinguishers
.' shatl nat be hydrostatically i2sled but shall be
removed from service al a maximem interval of
12 years from the date of manufacture.
! Non-rechangeabie haton agent fire extinguishers
, shall ba disposed of in sccodance with 4-3.3 3.
| Actisal NFPA Standard: NFFA 10, 44.4*. Each
fire exfinguisher shall have @ tag or abel securely
attached that indicates the month and year the
mainlenance was perfoimed and ihat identifies
the person performing the service.
Actual NFPA Standard: NFPA 10, 4-4.4.1". Fire
| extinguishers that pass the apphicable 6-year
i requirement of 4-4.3 shall have the maintenance
information recorded on a suftable melallic jabe!
" or equally durable material having a minimum
isizeof2in. by 3 1/2in, (5.1 em B.5 cm).
[ The new tabel shall be affixed to the shellby a
| haatiess process, and any old maintenance
! Labels shall be remaved, These labels shall be of
! the self-destructive type when removal from a fire
. exnguisher 15 attempled. The label shall include
| the following information:;
| (3) Month and year the maintenance was
' performed, indicated by a peffaration such as is
done hy a hand puneh
{b} Name ot initials of person perfomming the
Rvend 10: 815521 Faclity 1D; 100342 If continuation sheet Page 9of 156
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FORM APPROVI
CENTERS FOR MEDICARE & MELCICAID SERVICES OMB NO. 0938—%35?
STATEMENT (F DEFKIENDES 21) PROVDLIVSUPPLER/CLIA 52) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECION JERTIFRCATION NUMBER; A BUILDING 01 - MAIN BUILDING 04 COMPLETED
185317 B. WING 10/02/2013
RAME OF PROVIDER OR SUPPLIER STREET ADDRESS, &ITY, STATS, P COOE
BELLE £ HOME 571 GREENE DR,
MEAD GREENVILLE. XY 42345
x4 SUWLARY STATEME T OF CEFICIENCIES 3 PROVIDERY: £l AN OF CORRECTION
PRIFD( | (EACH DEFICIENCY WRUST BE PRECEDED BY FULL PREFIX [EACH CORRESTRVE ACTION SHOULD BE cmggrm
A7) REGRAATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
K054 Continted From page 9 K 064
maintenance and name of agency perfonning the
: maintenance
1 Actual NFPA Standard: NFPA 10, 4-4.4.2*. Each
| extinguisher that has underyone maintenance
i that includes inlemal examination or that has
l been recharmged (see 4-5.5) shall have a
» "Verification of Service" collar located around the
neck of the container. The collar shall contain a
. single circutar pigce of uninlerrupted material
i forming a hole of a size thal will nol pemnit the
| collar assembly te move over the neck of the
© comainer unless the valve is complately removed.
i The caitar shail not interfere with the operation of
i the fire extinguisher, The "Verificalion of Service™
: eoltar shall include the month and year the
; service was performed, indicated by a perforation
such as is done by a hand punch.
Exception No. 1. Fire exlinguishers undergoing
| maintenance before January 1, 1999,
Exception No. Z: Cartridge/sylinder-operated fire
extinguishers do no! require a "Verification of
- Service™ collar.
K 147 . NFPA 101 LIFE SAFETY CODE STANDARD K 147 | K147 . o 11/08/13
SSD| What Corrective Action will be
| Etectrical wifing and equipment is in accordance accomplished for those residents found )
* with NFPA 70, National Electrical Code, 9.1.2 to have been affectcd by the deficient practice?
. No resident was affected by the deficient
! practice, The reguluted standard space
| provided for the elccrrical panel in the
: Nurses Station was cleared on 11/07/13.
" This STANDARD is not mel as evidenced by
Based on observation and nlerview, t was How will this facility identify other residents
cetermined the facllity failed to ensure electrical having the poteatial to be afTected by the same
wiring was maintained in actordance with NFPA deficient practices?
standards, The deficiency had the potentiaf 1o
aflect one (1) of four {4) smcke compartments, - .
| sixtean (16) fesidents, sl and visitors. The g\llt;e,s:jdep; .had thf potennat to be affected
| Y the delicient pragtice.

FORM O 2547 12-75) Previass Vixtmons Obrolely Evenl10; 15821
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: facility s certified for Shay-Two (62} beds with a

l census of Filty-One (51) on the day of the survey.
- The facility falled 19 ensure an elecliical panel

| rintained three (3) fect of dearance.

| The findings include!

Obsenvations, on 19/0213 at 1:40 PM with the
| Maintenance Personnel, revealed the efectrical
i pared i the IC nurses * station had storage within
: 3 feel of the electfical panels. The panel was
blocked by cabinets with nursing supplies and a
copy machine.

| [nterview, on T02/13 at 1:40 PM with the
Maintenance Personnel, revealed ne was aware
there could not be storage within 3 feet of
ekedtrical panels due to the previous survey but
Lthis pane] was not méntioned on the prévious

" survey.

: Reference: NFPA7¢ (1999 edition)

? 1026 Spaces

| 1026 Spaces About Elestrical Equipment.

l Sufficient access ang working space shall be

; provided and maintained about alf electric

+ equipment 1o permit ready and safe operation

and mainlenance of sueh equipment. Enclosures
housinyg electrical apparatus that are conlrolied by
kock andg key shall be consioered accessible to

_qualified persons.

" (A) Working Space, Working space for

. equipment operating al §00 vells, nominal, or less

te ground and likely to requirs examination,

; adjustment, servicing, or maintenance whiie

| energized shall comply with the dimensions of

¢ TI0.26(AN1). (2), and (3} or s required or

systemie changes madc to ensure that the
deficient practice will not recur?

Electrical panels acded to the weekly
Environmental Safuty Rounds.

An In-8ervice was provided to Licensed
Nurse personnel eniitied “Regulated Space™
by the Environmental Safety Supervisor on
10/28/13 to ensure the 3 foot clearance space
of the electrical pane} in the Nurse Station

is maintained at all times.

How will this facility plan to monitor its
performance to ensure that solutions are
maintained?

The Safety Team shall monitor the weekly
Environmental Safery Rounds report completed
by the Environmental Sutety Supervisor.

The Safety Teamn shall report to the Quality
Assurance team quurterly. Alleged compliance
date 11/07/13,
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i permitied elsewhere in this Code.

{1} Depth of Working Spacs. The depth of the
working space in the direction of live parts shall
not be less than that specified in Tabig 110.26(A)
(1) uniess the requirements of 110.26(A){1){a),
{b), or {c} are met. Distences shall be measurad
from the exposed live pans or from the enclosure
or opening if the live pars are enclosed,

Table 110.26{(A)(1) Working Spaces

! Nominal Voltage to Groynd  Minimum Clear

Distance
| Condrion 1 Conditon Cendition 3
1 0-150 800 mm (3f) S00mm (3R) 900
i mm (3 A)

151600 omm{sf) Tm (3%t

12m (4 ft)

! Note: Where the conditions are 2s follows:

' Coxxiiion 1 - Exposed live parts on one side and
nG Ive or grounded parts on the ather side of the
working space, or exposed kve parts on both

. $ides effectively guarded by suitable wosd or

- other insutating materiats. Insulated wire or

. insulated busbars operating at not over 300 volte

* to ground shall nol be considered live pans.

' Condition 2 - Exposed live parts on one side and

| grounded pants on the ather side. Concrete, brick,

. or tile walls shall be considered as grounded.
Concition 3 - Exposed live pans on hoth sides of

- the work space {not quardec as provided in

. Congition 1) with the operalor between.

I

| (a) Dead-Front Assemblies. Working space shall
not be required in the baek cr sides of

| assemblies, such as dead-front switchboards or

! motor conirot conters, where all connections and

. all renewable or adjustable pans, such as fuses

" or switches, are accessible Fom locations other
than the back or sides. Whete rear access is

SLATEUENT OF DEFICENCES ORI TROMICERSUPPLIERACLIA (X2} MULTIPLE CONSTRUSTION
; {K3) DATE SURVEY
AND PLAN OF SCTIGN T - R
N OF CORRECTIS [TENTIFICATION NUMBER: A BUILBING 01 - MAIN BUILDING 01 COMPLEYED
186317 8. WING 10/02/2013
KAME OF PROVADER OR SUPPLIER STREETADDRESS, CITY, S1A1E, 212 CODE
e £ HOME 521 GREENE DR
LE GREENVILLE, KY 42245
KD SUMMARY STATEMENT OF DEFICIENCIES i PROVIOER'S PLAN OF GORRECTION
PREFIX (CALCH DERCIERCY MUS™ BE PRECEOED BY FULL, FREFEX {EALH CORRE?:"!WAB'HGN SHOULD BE wuglh.'!&}"rw«
7] REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO YHE APPROPRIATE oATE
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i .
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required to work en nonelectrical paris on the
Eack of enclosed equipment, a minimum

| horizonial working space of 762 mm (30 in.) shall

| be provided.

! {b) Low Voltage. By spocial pemission, smaller

| woriing spaces shall be pemmitted where all

. uninsulated pats operale a: nol grester than 30

| vOis nus, 42 volts peak, or 50 voits dc.

| {¢) Existing Buildings. In existing buildings where

| electrical equipment is beirg replaced, Condition

| 2 workng dearance shall be permitted between

+ daad-front swilchboards, panelboards, of motor

" control canlers located across the aisle from each

. other where conditions of maintenance and

. supervision ensure that writen procedures have

| been adopled to prohibil equipment on both sides

! of the aisle from being open al the same time and

: quatified persons who are authorized will service
the installation.
{2} Width of Working Space The width of the
wurking space in fronl of thg elgctric equipment
shall be the widlh of the squipmen! or 750 mm

i (30in.), whichever is greate, la all cases, the

1 work space shall permit at least a 90 degree

| opening of equipment doors or hinged panels,

| {3} Height of Working Spaos. The work space

I shail be ¢lear and extend from the grade, floor, or

" platform 1o the height required by 110.26(E).
Within the height requirements of 1his section,

- other equipment thal ks asscciated wilh the

" electrical installation and is Iacated above or
below the electrical equipmet shall be permitied

| to extend not more than 150 mm (5 in.) beyond

' the front of the clectrical 2quipment.

' (B) Clear Spaces. Working space required by this

1 section shall nol be used for storage, When
rormally enclosed live pans are exposed for
inspection or servicing, the vorking space, if in a

| passageway or general open $pao, shall be

FOWRM CMS-256T{ T2-9G) Proweess Veeraons Cosoaly Evenl 1 BLS21
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K 147 | Continued From page 13

suhably guarded,

(C) Entrance to Working Space.

. (1} Minimum Required. At least one entrance of

sufficient area shall be provided w0 give access fo

working space abou! electnial equipment.

{2) Large Equipmenl For equipment rated 1200

amperes or more and over 1.8 m {5 ft) wide thal

contains overcurrent device:s, swilching devices,

or control devices, there shell be one entrance (o

the required working space not loss than 610 mm

(24 in.ywide and 2.0 m (6% #) high 2t each end

of the working space, Where the entrance has a

personnel door(s), the doer!s) shall open in the

| direction of egress and be equipped with panic

| bars, pressure plates, or other devices thai ane

i nomnally latched but opdn under simple pressure.

I A single entrance 1o the required working space

. shall be permitted where: either of the conditions

§ m 110.26{CY2Ka) or (b} is mel.

: {a) Unobstructed Exit. VWhen: the location pemits

| a continuous and unobstrucled way of exil travel,
a single entrance 10 the working space shall be
penmitted.

1 {0) Exwa Working Space, Where the depth of the
warking space i twice thal raquired by 110.26(A)
(1), a single enfrance shall be permitted. it shall
be localed 50 that the distance from the

¢ equipment 10 the nearast edge of he entrance is

- not jess than the minimum dear distance

I specied m Table 110.28{A}{1) for equipment

! operating at that voltage and in that condition.

! (D) Miumination, luminadon shall ba provided for
all working spaces aboui sersice equipment,

i switchboards, panclboards, ar mator control

, cenlers mstalled indoors, Addilional lighting

" cutlets shall not be requined where the work

space is iluminated by an adjacent light source or

as permitted by 210.70(AY1), Exceplion No, 1, for
switched receptades. In elecrrical equipment

K 147
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 roorms, the illumination shall not be conlrolied by
i auvipmatic means only
i
1
3
|
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