A APPROVED
LOMB NO\ 0938-0391

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

4181920 : ‘
\6\‘] 1 02 "
) ; <
(N AP e
N &5 ,thg__ : 07/11/2014
[ <y, FOR
N s,
7 <
o <

STATEMENT OF DEFICIENCIES {(X1) PROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONSTRUGTIONES /%3, ¢
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING - ¢
\%
186147 B. WING & % ¢
NAME OF PROVIDER OR SUPPLIER . :;:Zi;;?‘?’?;susﬁmw'wglP(,'(i,oog \(y
CHRISTIAN HEALTH CENTER ’
HOPKINSVILLE, KY 42240
(X4) Ip SUMMARY STATEMENT OF DEFICIENCIES 3] 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-REFERENSE{Q TO T\I;)E ARPROPRIATE DATE
' DEFIGIENC ,

. The provider wishes this plan of

F 000 | INITIAL COMMENTS F 000 gortection to be considered as our
, allegation of compliance, Preparation
A RecerémcalIonlAbb!r?vlated Survey (KY#21880) and/or execution of this plan of
was conducted 06/24/14 through 06/26/14 to correction does not i 58]
determine the facllity's compllance with Federal : or agreamlent bsy 1‘f,e°p?;ﬁf§f{';?§fﬁf;s§§a

requirements. The facility falled to meet
minimum requirements for recertification with the
highest scope and severily of a "D". KY#21880

of the facts alleged or conelusions set
forth in this statement of deficiencies,

was substantiated with deficlencles cited. ' The plan ofcorrection is prepared and/or
F 282 | 483.20(k)(3)(Il) SERVICES BY QUALIFIED F 282 executed solely because it is required by

$s=D | PERSONS/PER CARE PLAN the prov{sion of federal and state law,

The services provided or arranged by the facllity
must be provided by qualifiad persons in
accordance with each resident's written plan of

care. !'
|

What corrective action will be
acconiplished for those residents AL

This REQUIREMENT s not met as evidenced
found to have been affected?

by:

Based on observation, interview, record review, ,

and review of the facliity's pollcy/procedure, It was Resident #] receives only those
determined the facllity falled to ensure services foods allowed on MD preseribed
ware provided by qualified persons in accordance Therapeutic Diet as indicated by
with each resident's wrilten plan of care for two Plan of Care and C.N.A,

(2) of twenly (20) sampled residents (Resldent #1 Assignment sheet.

and #4). The facllily failed to follow the care plan

for a pureed diet for Resldent #1 and provide one Resident #4 ambulated wi fh assist

(1) staff assist with ambulation for Resldent 4. of one (1) staffas indicated ot Plaa

of Care and C.N.A. Assignment

The findings Include:
sheet,

Review of the Comprehensive Care Plan
policy/procedure, last revised July 2013, revealed
an Individualized comprehensive care plan was
developed to meet the resident's medical,
nursing, mental, and psychologlcal needs.

1. Observation of breakfast, on 06/25/14 at 8:20

LABORATORY BIRECTOR'S OR P OVIDEWS%EFRESENTATNE'S SIGNATURE TITLE (X6) DATE

A pteo cho, WHA — Qdpienioliatio 218/ 14

Any deflclency statemant ending with an adterlsk (*)/denotes a deficlancy which the Institution méy be axcused from coreecling providing It is delermined (hat
other safaguards provide sufficlant protaction to the pallents. (Sea Instruclions.) Exeept for nursing homes, the findings stated abova are dlsclosable §0 days
followlng the date of survey whethar or not a plan of correctlon I3 provided, For nursing homes, the above findings and plans of corraction sre dlsclosable 14
days following the date these documents are made avaltable to the facillly. If deficlenclas are cilad, an approved plan of correclion Is requisie to conlinued

program particlpation,
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F 282 | Continuad From page 1 F2g2| ‘How the facility will identify

AM, revealed Resldent #1 received a fruit cup on
histher tray. State Reglstered Nurse Alde (SRNA)
#3 attempted to faed the resident the frult cup
during the observation,

Record review ravealed the facllity admilted
Resident #1 on 01/31/14 with diagnoses which
Included Adult Fallure to Thrive, Malignant
Neoplasm of the Kidney, and Dementla. Review
of the Significant Change Minimum Data Set,
dated 06/21/14, revealad the facllity assessead
Resident #1 as severely cognitively impalred and
required extensive asslstance with eating, Review
of the Physlclan's Orders, dated 06/20/14,
revealed an order for a pureed diet. Review of the
Nurse Alds Care Plan, dated 06/21/14, indicatad
Resldent #1 was to recelve a pureed dlet,

Interview with SRNA#3, on 08/26/14 at 8:156 AM,
revealed she attemptad to feed Rasident#1 for
breakfast on 06/25f14, She slated she was
supposed lo cheok the care plan for each
rasident as they were updated dally. She revealed
the frult cup on histher tray was not pureed;
therefore, she should have nolifled the nurse,

Interview with the Director of Ntirsing (DON), on
08/26/14 at 2:00 PM, revealed a fruit cup would
not be appropriate on a pureed dlet, She
expecled staff to follow the diet order listed on the
Nurse Alde Workshest (care plan),

2. Record review revealed the facilily admitted
Resident #4 on 12/24/13 with dlagnoses which
included Dementla, Syncope, Falls, Weakness,
Hypertension, and Parkinson's with Tremors,

Review of the Quarterly MDS assessiment, dated

03/16M14 |, revealed the facilily assessed the

 in service education to all nursing

* monitoring of C.NLA. assignment

other residents having the
: potential to be affected by the
same deficient practice?

All residents Plan of Care and

! C.N.A. assignment sheets checked
and corrected by Charge Nurse and
changes updated in red.

|

' What measures will be put into

- place or systemic changes made

i to ensure that the deficient

- practice will not recur?
Procedure for CN.A. Assignment
sheet updates to include reviow and
signature g shift by each C.N.A.,
and sheets turned in to the Unit
Manager daily and Weekend
Supervisor for review,

Director of Nursing and/or
Assistant Director of Nursing/Staff
Development Coordinator provided

staff regarding: a) change of
process for updating C.N.A,
Assignment sheets ; b) changes in
sighature requirement and

sheets.
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F 282 | Continued From page 2 F 282 How does the facility plan to
resident’s cognitlon as cognitively intact with a : mouitor its performance to
Brlef Interview of Mental Status (BIMS) score of
14 and required the assistance of one staff for enstu::e tl;?t solutions are
ambulation, Sustained:
Revlew of Resident #4's Comprehensive Care Unit‘ Manager will monitor C.N.A.
Plan, dated 03/06/14, revealed the resident Assignment sheets daily and
should ambulate with one (1) asslst using a Weekend Supervisor will monitor
walker, on weekend for compliance.
Observallon, on 06/26/14 at 8:065 AM, revealed : : . :
Rasldent #4 was ambulating on haliway 200 ?};ﬁ:t ::g}fjgggﬁgafnggins with
without the asslstance of a staff member, £OS an: ponding
C.N.A, assignment sheets weekly
interview, on 6/24/14 at 9:36 AM with Certified by Clinical Care team
Nurse Alde (CNA) #6, revealed Resident #4 (Consisting of all unit managers,
ambulated to the bathroom requiring assistance Director of Nursing, and Assistant
but could ambulate throughout the facllity without Ditector of Nursing) for
assislance, compliance and resuits reported to
A team monthly for follow u
Interview, on 6/26/14 at 7:26 AM with GNA#5, QA fonm mont detione P
revaaled CNA worksheels serve as the care plan )
for each resident and indicated the Isvel of care
required and should be checked each shift for
any changes,
Interview, on 6/26/M4 at 4:20 PM with the DON,
revealed residents care planned for one (1)
person assist should be provided lhat leval of
care, ' . ' .
F 309 | 483.25 PROVIDE CARE/SERVICES FOR Faog| - What corrective action will be 71212014
8s=D | HIGHEST WELL BEING accomplished for those residents
found to have been affected?
Each resident must recelve and the facilily must . )
provide the necessary care and services to attain Resident #1 is offer_ed a meal tray
or maintain the highest practicable physical, at each meal taken info room and
mental, and psychosocial well-belng, In offered to resident.
accordance with the comprehansive assessment
FORM CMS-26587{02-08) Pravious Verslons Obsolale Evenl ID: H7V3H Facifity ID; 100486 If continvallon sheot Page 3 of 14
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- How the facility will identify
F 309 | Continued From page 3 other residents having the

and plan of care,

This REQUIREMENT s not met as evidenced
by:

Based on observatlon, interview, and record
review, It was determined the facllity falled to
provide the necessary care and services to attain
or malntaln the highsst praclicable physical,
mental, and psychosocial well-belng for one (1) of
twenly (20) sampled resldents (Resldent #1),

The facllity staff falled to offer Resldent #1 a
lunch tray on 06/24/14.

The findings include:

Qbservatlon, on 08/24/14 at 1:35 PM, revealed
lunch trays were brought onto the 300 hall, The
tray for Resldent #1 was on the cart, per
observation. At 2:30 PM, State Reglstered Nurse
Alde (SRNA) #2 began putling dirly frays on the
cart; however, the tray for Resldent #1 was still on
the cart, -

Record review revealed the facllity admitted
Resident #1 on 01/30/14 with diagnoses which
Included Adult Fallure to Thrive, Malignant
Neoplasm of the Klidney, and Dementla. The
resldent is currently on Palliative Care, Review of
the Slgnificant Change Minimum Data Set, dated
05/21/14, revealed the facility assessed Resldent
{1 as saverely cognitively Impaired and required
extenslve assistance with eating. Review of the
Physician's Orders, dated 06/20/14, revealed an
order for a puresd diet.

Interview with SRNA #1, on 06/24/14 at 2:30 PM,

F 309

~ potential to be affected by the

same deficient practice?

All residents are offered a meal tray
at meal time for each meal.

What measures will be put into
place or systemic changes made
to ensure that the deficient
practice will not recur?
Consumption sheets are updated to
include a column which reflects
that a tray is offered to the resident
for each meal,

The Consumption sheet process is
Updated to indicate that the C.N.A.
responsible for the resident checks
that a tray has been offered to each
resident, At the end of each meal,
the Charge Nurse is to review the
Consumption sheet and document
compliance. If a tray has not been
offered, the sheet needs to have
documentation of why. All
residents need to have a tray
offered unless they are out of
facility.

Director of Nursing and/or
Assistant Director of Nursing/Staff
Development Coordinator provided
in service education to all nursing
staff regarding: a) change of

process for the consumption sheets;
i
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Based on the comprehensive assessment of a
resident, the facliity must ansure that & resident
who anters the facliity without pressure sores
does not develop pressure soras unless the
individual's clinical condition demonstrates that
they were unavoldable; and a resident having
pressure soras recelves necessary frealment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT Is not met as svidenced
by

Based on observation, interview, record raview,
and review of the facllity's policy/pracedure, It was
determined the facllily falled to ensure a resfdent
having pressure sores received the necessary
trealment and services to promole healing and
prevent infection for one (1) of twenty (20)
sampled residents (Resident #1),

CHRISTIAN HEALTH CENTER HOPKINSVILLE, KV 42240
(X4 1D * SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 6)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD 88 COMPLETION
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and b) compliance reviéiv cach
F 309 Conu?u:d:rom page; 0 g6t th dent to sat F 30? meal by the Charge Nurse with
revealed she was unable to get the resident to ea : foll .
any breakfast on 06/24/14. She revealed the oliow up as nécessary
resldent's mouth was molstened; howaver, she
did not altempt to feed the resident a lunch tray. : ‘
Interview with SRNA #2, on 08/24/14 at 4:20 PM, How does the facility plan to
revealed staf usually offer the resident a food monitor its performance to
tray, however, she offered the resldent a pudding ensure that solutions are
cup and thickened waler instead of the tray (after sustained?
2:30 PM).
Unit Managers will audit
Intervisw with the Director of Nursing (DON3, oh :
06/26/14 at 2:00 PM, revealed Resldent #1 does Consumption sheets weokly for
not eat well; however, she expected staff to offer compliance and results reported to
a fray and feed the resident at every meal, QA team monthly for follow up
F 314 | 483.26(c) TREATMENT/SVCS TO F314]  ond recommendations,
85=D | PREVENT/HEAL PRESSURE SORES 01212014

“What corrective action will be
accomplished for those residents
found to have been affected?

Resident #1 *s M.D, notified and
new orders received related to
change in pressure ulcer condition.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice?

All residents with change in
condition of pressure ulcer will be
noted on the 24 hour report and
MD notified of change.
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F 314 Gonlinued From page & F 314 | What measures will be put into

The findings include:

Review of the Pressure Ulcer pollcy/procedure,
last revised July 2013, revealed to nofify the
physician if infection was suspeacted in the wound.

Review of the "Nofifioation of Change In
Resldent's Condition or Status" pollcy/procedure,
last revised Aprit 2007, revealed the charge
nurse/supervisor would nolify the resident's
altending physistan when there was a need to
alter the resldent's treatment significantly.

QObservation of wound care, on 06/24/14 at 1:30
PM, revealed Resldent #1 had a cocoyx wound
measuring 2.2 centimeters {cm) by 2.4 e, There
was yellow slough to the wound bed with dark
naocrosls to the left adge of the wound. The area
surrounding the wound was dark rad with foul
odor noted,

Record review revealed Resident #1 was
admitled to the facilily on 01/30/14 with dlagnoses
which Included Adult Failure lo Thrive, Dlabetes,
Dementla, and Malignant Neoplasm of the
Kidney. Review of the Significent Change
Minimum Data Sel, dated 06/21/14, revealed the
faclily assessed Resldent #1 as severely
cognitively impalred and requlred extensive asslst
with bed mobility.

Review of the clinlcal notes, dated 05/29/14,
revealed the facllity Identified a Stage Il pressure
ulcer with measurements of 1.2 cm by 0.4 cm to
{he resident's cocoyx. On 06/03/14, the wound
had Increased in slze to 2,0 cm by 1.0 em with
notation of a red wound bed, dark discoloratlon to
the center, slight edor and scant serous drainage.

. to ensure that the deficient
* practice will not recur?
- Policy on Physician notification

. be notified of change in pressure

- notified. MD to be contacted by

place or systemic changes made

has been revised. Physician is to

ulcer and if no response times 3
days then Director of Nursing to be

Director of Nursing and if no
response then Medical Director is
to be consulted for interventions.

Policy on Pressure Ulcer updated to
include: Unit Managers measure
and assess pressure ulcers weekly
and complete weekly Wound
Report. A weekly audit by charge
nurses for documentation,
timeliness of treatment, etc. (see
exhibit) is completed and given to
DON.

FORM CMS.2667{02-99) Previous Verslons Obsolele

Event ID: H7V31§

Faclity 10: 100486

It continuation sheel Page 6 of 14




PRINTED: 07/11/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
186147 B. WING 06/26/2014
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, SVATE, ZIP GODE
200 STERLING DR,
CHRISTIAN HEALTH CENTER HOPKINSVILLE, KY 42240
X4 Io SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
. PERIOIENCY) _
F 314 | Continued From page 6 F 31;4

The note revealed the physiclan was notified by

fax; however, there was no documentation noted Director of Nursing and/or Assistant

of a response. The clinical noles, dated 08/14/44, Director of Nursing/Staff
revealed there was a small necrotic area noted to Development Coordinator provided in
the coccyx wound; howsver, there was no © service education to all nursing staff
avidence of physician netification, On 06/16/14, regarding: a) Policy and Procedure
the notes Indicated the wound had Increased In change for MD notification; and b)
size to 2,0 cm by 2.0 em with slight odor and Policy and Procedure change for
radness. The nole revealed the center of the ressure ulcer monitori £ d
wound looked to be nacrotic, There was no pressu utoring en
svidence of phystclan notlfication. The ¢linical - Teporting,
notes, dated 06/18/14, revealed tha wound had
Increased In size to 2.3 ¢m by 2.1 cm with foul How does the facility plan to
gdor, rgdness. and sloughhnoted Ito the wound menitor its pexformance to

ed. The notes indicated the facility altempted to : \
notify the physician at 9:45 AM, 1:10 PM, and ::::;;’;fl:gf‘,t solutions are

3:15 PM, and was walting for a return call. On
08/20/14, new treatment orders wers racelved for

the worsen]ng cocoyx wound‘ l 1p~7a Charge nurses wiﬂ audit the

- wound report weekly for change and

Interview with Licensed Practical Nurse (LPN} i1, notification. Audit report given to QA
on 06/26/14 at 10:05 AM, revealed she was the team monthly for follow up and
nurse for Resident #1 on 06/03/14. She reveslad recommendations, -

odor and dralnage to the resident's wound would
indicate a possible infection; however, with no
other slgns or symptoms such as a fever, she feit
it was appropriate to fax the physician and have
the next shift follow up on the wound changes.

Interview with LPN #2, on 08/26/14 al 9:40 AM,
revealed she was the nurse for Resident #1 on
06/14/14. She documented the wound as having
a nacrotic area; however, when it was discussed
with the next shift, she was informed it was
already being addressed, She revealsd It would
still be her responsibliily to notify the physician.

Interview with LPN #3, on 06/26/14 at 10:50 AM,
ravealed she was the nurse for Resident #1 on

FORM CMS-2687(02-56) Pravious Verslons Obsolele Evonl H:HVaN Facility [D: 1004668 If continuation sheet Page 7 of 14




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

PRINTED: 07/11/2014
FORMAPPROVED
OMB NQ. 0038-0391

146147 B. WING

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/GLIA {X2) MULTIPLE GONSTRUCTION {X3) DAYE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BULDING

COMPLETED

06/26/2014

NAME OF PROVIDER OR SUPPLIER
CHRISTIAN HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
200 STERLING DR.
HOPKINSVILLE, KY 42240

X4 SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

Ip PROVIDER'S PLAN OF CORREGTION )
FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE PATE

DEFICIENGY)

F 314 | Continued From page 7

06/18/14 and 06/18/14, She revealed Unit
Manager #2 was nollfied of the resident's wound
necrosis; however, it was her responsibility to
notify the physician of the worssning wound, She
did not actually speak with the physician about
the resident's wound as atlempts were made
several times 1o contact with no response.

tnterview with the Unlt Managsr #2, on 06/26/14
at 1:06 PM, revealed the physician was notifiad
numerous times of the resident's wound
warsening with no response, On 06/20/14, she
spoke with the physlclan's assistant with new
treatment orders obtalned at that ime,

interview with the Diractor of Nursing (DON), on
06/26/14 at 2:00 PM, revealed she was aware
Unit Manager #2 had altempted to contagt the
resldent's physiclan about the wound for three (3)
days with no response. She revealed slaff should
hava notified her Immediately If there was no
response from the physiclan, as she would have
hotifted the Medical Director for orders.

F 323 483.25(h) FREE OF ACCIDENT

§8=D | HAZARDS/SUPERVISION/DEVICES

The facliity must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices to
prevenl accidents,

This REQUIREMENT s not mel as evidenced
b .

Based on observatlon, Interview and record

F 314

F 323

- What corrective action will he
accomplished for those residents
found to have been affected?

Resident #A does not have foods
not allowed on present therapeutic
diet in room,

+ Resident #4 evaluated by Physical
Therapy and ambulation assistance
provided as recommended.

17!22/2014

FORM CM5-2567(02-56) Proviaus Verslons Gbaolele EventID; H7V311
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F 323} Conlinued From page 8 How the facility will identify

review it was determined the facliily failed to
ensure the envlronmant ramalned as free of
accldent hazards as Is possible for one (1) of
twanty (20) sampled residents {(Resident #4) and
provide adsquale superviston to prevent
accidents for one (1) unsampled resident
{Resident #A). Resident #A was observed with
non-pureed food llems at bedslde, in reach, after
a slgnificant choking episode and Residant #4
who was at risk for falls, was observed
ambulating unassisted despite the resident's care
plan for assisted smbufation,

The findings Include:

1, Racord review revealed the facllity admitted
Resident #A on 11/21/13 with diagnoses which
Includad Syncopa and Collapss, Paralysis Agltans
and Depressive Disorder,

Raview of the Signifleant Change Minimum Data
Sel (MDS) assessment, dated 05/27/14, revealsd
the facility aseessad the resident as cognitively
Intact with the Brlef Intervlew of Mental Status
score of "16" with assistance with meal lray gst
up and utlitzation of speclal utensiis for eating.

Review of the June 2014 Physlclan's Ordars
revealed Resldent #A was 10 have a regular diet.
Raview of the resldent's care plan, titled Alteration
in nutrition/hydration, dated June 2014, revealed
“aliow adequate lime to eat: provide cues;
ancouragement. Feed resident remaining food
ltems", Review of the undated Nurse Alde Cara
Guide ravealed to keep flulds next to resident at
all times and encourage fluids.

Review of Nursing Notes, dated 06/24/14 at 8:31
AM, revealed Resldent #A became choked on a

F 32?

other residents having the
potential to be affected by the
same deficient practice?

Residents on therapeutic diets have
had their rooms audited and any
non-allowed foods in room have
been removed.

Residents with ambulation
assistance needs are identified by
staff q shift.

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

C.N.A, Assignment sheets
reviewed and updated daily by
Charge Nurse.

C.N.A. each shift signs
acknowledging that the CN.A. has
reviewed the Assignment sheet for
the residents including the
ambulation needs,

FORM ¢MB8-2507(02-99) Previous Veralons Obaolote

Evont ID:HZVAN
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bit of catmeal and had difficully clearlng food from
throat. The resident's Physiclan was on site and
assessed the resident and ordered a speach
evaluaflon and a stat chest x-ray. Crackling was
notad In bllateral lower lungs.

Review of the Speach Pathologlst Evaluation,
dated 06/24/14; revealad Resident #A was
evaluated by the Spsech Pathologist and the diet
was down graded from regular to puree with
honey-thickened liquids with total assist with all
meals.

Observalicn on 06/26/14 at 8:48 AM revealed
Resldent #A was in room sitling in a chalr. The
bad slde lable next to the resident had food ltems
on ftin reach that conslsted of three {3} bags of
gummy candy, a whole banana and a package of
six (6) single serving pecan pies with one (1)
remaining in the package. The resident indlcated
at the time, that the shacks were hisfhers and
hefshe could eat them.

Inlerview on 06/26.14 at 9:00 AM with Spsach
Pathologlst revealed the resident had been
screened due to having a major choking event on
06/24114 and the diet had been downgraded lo
pureed. The Spaech Pathologlst statad there
would be a choking risk Involved If the resident
altempled to eat the snacks located on the
badsids table that were not puread. She
additionally stated, she had observed the items
the day of the choking event (06/24/14). She
stated she did not recommend the ltems be
removed from the resident's reach and should
have,

2, Record review revealad the facllity admitted

Resldent #4 on 12/24/13 with dlagnoses which

. Unit Managers are to randomly audit
3 residents weekly for correct

FORM CMS-2507(02:99) Pravious Versions Obsolele

Event {D:H7VA14

Faclity ID: 100468

CHRISTIAN HEALTH CENTER HOPKINSVILLE, KY 42240
91D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULO BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 323 Continued From page 9 F 323 Director of Nursing and/or

Assistant Director of Nursing/Staff
Development Coordinator provided
in service education to al nursing
staff regarding; a) C.N.A,
responsibility to review and sign
the assignment sheet q shift; b)
requirement to follow the
assignment sheoet as it is the Care
Plan for the nursing assistant; and
©) the charge nurse to update daily
chariges to the C.N.A, Assignment

sheet; d) foods not allowed on a
therapeutic dist should be removed
immediately from room when diet
change ocours,

How does the facility plan to
monitor its performance to
ensure that solutions are
sustained?

Charge Nurses are to monitor
rooms weekly for compliance with
foods at bedside and report to the
Unit Manager,

Unit Managers are to randomly
audit 3 rooms weekly for
compliance and report to the QA
committee for recommendations,

ambulation assistance and
report compliance to the QA
committee for recommendations.

if continuation sheet Page 10 of 14
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F 323

F 367
88=D

Continued From page 10

included Dementla, Syncope, Falls, Weakness,
Hypertenslon, and Parkinson's with Tremors,
Review of the Quarterly Minlmum Data Sst

(MDS) assessment, datad 03/16/14 , revealed the
facility assessed the resident to recuire the
assistance of one staff for ambulation,

Revisw of the Comprshensive Care Plan, dated
03/06/14, revaaled an intervention for the resident
to ambulate with one (1) assist using a walker,

Observallon on 06/25M4 at 8:05 AM revealed
Resident #4 to be ambulating to dining hall
wilhout asslstance with the use of a walker.

Interview on 06/24/14 at 00:36 AM with Cerlifled
Nursing Assistant (CNA) 16 revealsd Resident #4
ambulates to bathroom with assistance but can
ambhulate svarywhere else alone.

Interview oh 08/24/14 al 09:40 AM with Licensed
Praclical Nurse (LPN) #4 revealed the resident
was able to ambulate to the dining reom alene.

Interview on 06/26/14 al 04:20 PM with Director
of Nursing (DON) revealed staff not providing the
aimount of asslstance the resident was assessed
and care planned for placed the residant al risk
for a possible fall. '
483.36{¢) THERAPEUTIC DIET PRESCRIBED
BY PHYSICIAN

Therapeutic dlets must be prescribed by the
attending physiclan,

This REQUIREMENT Is not met as evidenced

F 323

F387  What

accomplished for those residents
found to have been alfected?

Resident #A dqes not have foods
not allowed on present therapeutic
diet in room.

corrective action will bo 712112014

FORM CMS-2667{02-89) Previous Veislons Obsalele
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F 367 | Continued From page 11 F 367|  Resident #1 receives therapeutic
by "]} dietas ordered by attending
Based on observation, intervisw, record review, physician.
and ra\;lew of the facl!ity‘? policy, it was
determined the facility falled to ensure each - .
resldent recelved a therapeutic dlet as prescribsd ilg:v ,ﬂ'e t:ac’]'ty w"! Identify
er residents having the
by the physician for one (1) of twenly (20) .
sampled resldents (Resident #1) and one (1) potential to be affected by tho
unsampled resident (Resldant A). same deficient practice?
The findings include: Resident diets are checked against
- Physician orders for accuracy and
1. Review of the Dysphagia Puree (Level 1) Diet are served correctly,
policy, undated, revealed foods to avold on the
diet Included any non-pureed desserts or snacks, * What measures will be put into
and any food ftem with chunks, lumps, or place or systemic changes made
particles. to ensure that the deficient
Record review revealed Resident #1 was practice will not recur?
admilted to the facilily on 04/31/14 with diagnoses .
to include Adult Fallure to Thrive, Malignant Resident trays are checked for
Neoplasm of the Kidney, Damentia. Review of the accutacy prior to feaving the
Significant Change Minlmum Data Sset, dated kitchen by the tray checker.
06/21/14, revealed the facllity identified the
resident as severely cogtnltlvely Empair?d ag{d : Policy and Procedure for Meal
required extensive assistance with sating, Review : : .
of tha Speech Therapy notes, dated 06/20/14, iir‘;ﬁ;gcxgg %gi.d ai%::s:?d; frays
revealed the resldent had continued decline in C.N.A. against the diot cany ricr
aleriness with Increased dysphagia. The note A, against the diet card prior
Indicated the resident was a high aspiration risk fo serving to the resident.
secondary to lethargy, Review of the Physiclan’s .
Orders, dated 06/20/14, revealed an order for a Diot cards are checked weekly
puread diat. against the physician orders by the
Dietary Manager and all
Observation of hreakfast, on 06/25/14 at 8:20 - disctepancies corrected and
AW, revealed Resldent #1 received a frult cup on ' verified.
Ws/her tray. State Registerad Nurse Alde (SRNA) '
#3 attempted to feed the resldent the frult cup
during the observation.
FORM CMS-2697(02.98) Pravious Varslons Obaclste Event ID: H7V311 Faclliy 10: 100488 It eontinuatlon sheet Pags 12 of 14




Meals, Serving 12.7

This procedure may involve potential and/or direct exposure to blood, body flulds, infectious discascs, air contaminants,
and hazardous chemicals,

Protective Barriers

Handwashing

Gloves (as indicated)

Gown (as indicated)

Designated Waste Disposal (as indicated) .

Purpose

"The purpose of this procedure Is to provide adequate nuirition for the resident in an enjoyable atmosphere,

Key Procedural Points

—

Check the (ray for accuracy against the diet card, by CNA, prior to serving it to the resident to be sure that
everything is on the tray (i.e., silverware, napkin, special devices, straw, etc.) and any inappropriate items are
removed, Report or replace missing items,

If food has been spilled, clean it off the tray before serving the tray to the resident. If necessary, return the tray to
the kitchen for a replacement tray.

Be sure the right tray is served to the right resident,

4, Bncourage the resident to feed himself or herself, However, assist the resident as necessary (i.e.,, cut meats, open

cartons, butter bread, position the napkin, etc.),
Allow the resident plenty of time to eat. Do not rush the resident.
Be sure the resident’s face and hands are washed after he or she has finished the meal.

Should it become necessary to attend to another resident durlng the serving process, wash your hands before and
after attending to such resident.

Check that hot foods are hot (but not too hot) and cold foods are cold.

9. Take care in serving hot foods to avoid burns. Do not offer foeds hot enough fo bumn residents with visual

10,
1.
12.

problems, who are weak, shaking, or who may be unable to grasp objecis,
Be alert to the dangers of choking while residents are eating.
Be sure that everyone is served.

Report all complaints about the food. Try to obtain specific information from the resident about the nature of the
complaing such as tastes bad, too cold, too hard to chew, ete.

Christian Care Commaunities- Hopkinsville

Tssue Date: Decentber 1998
Revised July 2014
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¥ 367 Gontinued From page 12 F367] | Director of Nursing and/or

Interview with SRNA #3, on 06/26/14 at 8:15 AM,
revealed she attempted to feed Resldent #1 for
breakfast on 06/25/14, She revealed ths fruit cup
on his/har tray was not pureed; therefors, she
should have notifled the nurse,

Interview with the Direclor of Nursing {PON), on
08/26/14 at 2:00 PM, revealad a frult cup would
not he appropriate on a pureed diet, She revealsd
staff should have removed the fruit cup from the
tray.

2. Record review revealed the faclilty admitted
Reslident #A on 11/21/13 with dlagnoses which
Included Syncope and Collapse, Paralysis Agltans
and Depressivs Disorder,

Revisw of the Significant Change MDS
assessment, daled 05/27/14, revealed the facility
assessed Resldent #A's cognition as cognitively
Intact with a BIMS score of 18" indicating the
resident was Interviewable and the resident
requlred set up of meal trays and utllized special
wenslis for ealing.

Review of the June 2014 Physiclan's Orders,
revealed Resldent #A was o have a regular diet
and he/she had care plan interventions of
allowing time to eat, provide cues and
ancouragement,

Review of a Nursing Note, dated 06/24/14 at 8:31
AM, revealed Resident #A choked on a bit of
oatmeal and had difficully clearing food from
throat, The resldent was assessed by hisfher
Physlclan and he ordered a speech evaluation
and a stat chest x-ray. Crackling was noted in
bilateral lower lungs.

Assistant Director of Nursing/Staff
Development Coordinator provided
in service edueation to all nursing
staff regarding: a) Therapeutic
Diets and b) change is Meal
Serving policy.

* Dietary Manager provided in
service education to all Dining

- Services employees on Therapeutic
Diets and tray card check.

How does the facility plan to
monitor its performance to
ensure that solutions are
sustained?

Dietitian or Dietary Manager will
audit 3 therapeutic diet trays
weekly for accuracy and report
compliance to QA committee
monthly for recommendations.

FORM CMS-2667(02-08) Previous Vorsions Obsolets
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Review of a Speach Pathologlst Evaluation, dateg
06/24/14, revealed Resldent #A was evaluated by
the Speach Pathologist, and the dist was down
graded from regular to puree with
honey-thickened ilquids with total assist with all
meals,

Observation, on 06/26/14 al 8:48 AM, revealad
Resldent Awas In hisfher room sliting in a chalr,
Food was observed on the bed side tabla nextto
the resident (In reach) and cansisted of three (3)
bags of gummy candy, a whole banana and a
package of six (8) single seiving pecen ples with
one (1) remalning In the package. The resident
Indicated at the time, that the snacks were
hisfhers and he/she could sat them,

Interview, on 06/26.14 at 2:00 AM with Speech
Palhologlst, revealed the resident had besn
screened due lo having a major choking event on
06/24114 and the diet had been downgraded to
pureed. The Speech Pathologlst stated there
would be a choking risk involved if the resident
altempted {o eat the snacks located on the
bedslde table that were not pureed. She
additionally slated, she had observed the tems
the day of the choking event (08/24/14), She
stated she did not recommend the ltems be
removed from the resident's reach and should
have,

CHRISTIAN HEALTH CENTER HOPKINSVILLE, KY 42240
(X4 1D SUMMARY STATEMENY OF DEFICIENCIES iD ~_ PROVIDER'S PLAN OF CORRECTION oy
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F 367 | Continued From page 13

F 367
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| The provider wishes this plan of
K 000 | INITIAL COMMENTS KOO0O| correotion to be considered as our
" | 'allegation of compliance, Preparation
CFR: 42 CFR 483,70(a) and/or execution of this plan of
_correction does not constitute admission
BUILDING: 01, or agreement by the provider of the truth

of the faots alleged or conolusions set

PLANAPPROVAL: 1077. forth in this statement of deficiencies,

SURVEY UNDER: 2000 Existing, The plan ofcorrection is prepared and/or
executed solely because it is required by

FACILITY TYPE: SNF/NF. the provision of federal and state Jaw.

TYPE OF STRUCTURE: One (1) story, Type IlI

(211). ;

SMOKE COMPARTMENTS: Flve (5) smoke S

compartments, 2324 2s=

FIRE ALARM: Complete fire alarm system
Installed in 1877, upgraded In 1998 with 102
smoke detectors and no heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
and dry sprinkler system installed in 1977.

GENERATOR: Type Il generator installed in y e
10, 54192

1977. Fuel source Is Diesel,

Astandard Life Safety Code survey was
conducted on 06/24/2014. The facllity was found
not to be in compliance with the requirements for
participation In Medicare and Medicald. The
facllity Is cerlified for One-Hundred Fourteen
(114) beds with a census of One-Hundred (100)
on the day of the survey,

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from

LABOR?G DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Uaneen I 7 lado, WHA Udorani aliatpe 2023 /1§

Any defiglancy slatement ending with dn asterlsk (*) denotds a deflcloncy which the sttutlon may be excusad from correcting providing It Is détermined thal
other saleguards provide sufficlant protection td the pallents. (Sea Insltuctions.) Except for nursing homes, the findings staled above are disclosable 90 days
followlng the date of survey whether or nel a plan of corractlon Is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are made available to the faclllly. If deficlenclos are ciled, an approved plan of correctlon Is requisite to conllnuad

program particlpation,

Facllity ID; 100486 If continuatlon sheet Page 1 of 11
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K 000| Continued From page 1 K000
Fire).
Deficlencies were cited with the highest
deflclency identified at "F" level,
K 018 NFPA 101 LIFE SAFETY CODE STANDARD K018| :
88=E - What corrective action will he :
Daoors protecting corridor openings in other than ' accomplished for those residents found |[7/31/2014
required enclosures of verlical openings, exits, or to have been affected? o
hazardous areas are substantial doors, such as o

those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minules. Doors In sprinklered bulldings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors, Doors
are provided with a means sultable for keeping
the door closed. Dutch doors meeting 18.3.6.3.6
are permitted,  10.3.8.3

Roller latches are prohibited by CMS regulations
in afl health care facllities,

This STANDARD s not met as evidenced by
Based oh observatlon and interview, it was
determined the facllity falled to ensure corrldor
doors of rasldent rooms were In accordance with
National Fire Protection Assoclation (NFPA)
standards. The deficlent practice has the
potential to affect three (3) of five (5) smoke
compartments, ninety (20) residents, staff and

Bathroom door hinge stops that were
wotn on 200, 300 and 400 wing have been
replaced

How the facility will identify other
residents haviug the potential to he
affected by the same deficient
practice?

All bathroom door stops have been
inspected and replaced as needed to be
 sure the door does not open over 90
degrees.

FORM CMS-2687(02.99) Prevlous Varslons Obsolale Even ID: H7V321
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K018 | Continued From page 2 K018 I
visitors. The facility has the capacity for  What measures will be put into
one-hundred fourtesn (114) beds and at the time ’place or §
ystemic changes made to
. 00).
of the survey, the census was one-hundred (100) ensure that the deficient practice
The findings Include: will not recur?
Bath room door stops will be added to
QObservation, on 06/24/14 at 12:35 PM with the ithe monthly room checks audit, Door
Maintenance Personnel, revealed the corridor “stops will be monitored for wear and
doors to resident rooms on the 200 hall had the -effectiveness and replaced
potential to be blocked from closing by the 2 asaeadatl
resldent bathroom doors. The doors had a hinge ' , -
stop Installed to kesp the bathroom doors from ;If'w dt? es the facility plan to monitos
opening over 90 degrees but the hinge stops | § performance to ensure that.
were worn throughout the hall, solutions are sustained?
Maintenance techniclan will report to
Interview, on 06/24/14 at 12:36 PM with the QA monthly the compliance results of the
Maintenance Personnel, revealed he was monthly monitor for recommendations.
unaware the hinge stops were no longer ? o
functloning on the bathroom doors.
Observation, on 08/24/14 at 12:50 PM with the
Maintenance Personnel, revealed the corrldor
doors to resident rooms on the 300 hall had the
potentlal to be blocked from closing by the
resldent bathroom doors. The doors had a hinge
stop Installed to keep the bathroom doors from
opening over 90 degrees but the hinge stops
were worn throughout the hall.
Interview, on 06/24/14 at 12:61 PM with the
Malntenance Personnel, revealad he was
unaware the hinge staps were no longer
functioning on the bathroom doors.
Observation, on 06/24/14 at 1:00 PM with the
Maintenance Personnel, revealed the corrldor
doors to resident rooms on the 400 hall had the
potential to be blocked from closing by the
resldent hathroom doors. The doors had a hinge
FORM CM8-2667(02-99) Prevlous Verslons Obsclsle Event ID: H7Va24 Facllity ID: 100486 If continuation sheat Page 3 of 11




MONTHLY ROOM AUDITS 200 Wing

ROOM

ELECTRICAL | OUTLET | CALL [ ELECTRICAL | PLUMBING | SPRINKLER | MEDICAL BATHROOM
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201A
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205
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208
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213A
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214A
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216A
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K018

Continued From page 3

stop instalfied to keep the bathroom doors from
opening over 80 degrees but the hinge stops
were worn throughout the hall,

Interview, on 08/24/14 at 1:01 PM with the
Maintenance Personnel, revealad he was
unaware the hinge stops were no longer
functioning on the bathroom doors,

The census of one-hundred {100) was.verlfied by
the Administrator on 06/24/14, The findings were
acknowledged by the Adminlstrator and verifiad
by the Maintenance Personnel at the exit
Interview on 06/24/14.

Actual NFPA Standard:

NFPA 101 (2000 editlon) 19.3.8.3.1* Doors
protenting corridor openings In

other than required enclosures of verlical
openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
13/4-In. (4.4-cm) thick, solid-bonded core wood
or of construction that reslsts fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Gompliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance betwsen the bottom
of the door and the floor covering not exceading
1 1n. (2.6 cm) shall be permitted for corrldor
doors,

Excaption No. 1: Doors to toilet rooms,
bathrooms, shower rooms, sink closets, and
simllar

auxlliary spaces that do not contaln flammable or
combuslible materlals.

Exceplion No. 2: In smoke compartments
protectad throughout by an approved, supervised
automalic sprinkler system In accordance with .

KO’I?
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19.3.8.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke, |

19.3.8.3.2* Doors shall be provided wilh a means
suftable for keeping the door closed that Is
acceptable lo the authorlty having Jurisdiction,
The device used shall be capable of keeping
the door fully closed if a force of 5 Iof (22 N) Is
applied at the lafch edge of the door, Roller
latches shall be prohibited on corrkdor doors In
bulidings not fully protected by an approved
automatic sprinkler system In accordance with

19.3.8.3.3*
Hold-open devices that release when the door is
| pushed or pulled shall he permitled,

A19.3.6.3.3

Doors shoufd not be blocked open by furniturs,
door stops, chocks, tie-backs, drop-down or
plungeri~lype devicas, c;r totr?ler devices that | “What corrective action will be
necessltate manual unlatching or releasing action ; . . :
to close. Examples of hold-open devices (hat | :‘c‘;]m"pl];smd f(f’r ?’gﬁe vesidents found 3112014
release when the door is pushed or pulled are 9 have been aliected!
{riction catches or magnetic catches,

K026 | NFPA 101 LIFE SAFETY CODE STANDARD K025

88=F - .
Smoke barrlers are construoted to provide at .Smoke Barvier walls extending above
least a one half hour fire resistance rating in room 201 and 301 will have 5/8 “ sheet
accordance with 8.3. Smoke barrlers may rock applied to the wall and it is sealed
terminate at an atrium wall. Windows are to the roof decking using sheet rock

protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
saparate compartments are provided on each ' . , .
floor. Dampars are not required In duct “The sheet rock will be applied by private
penetrations of smoke barrlers in fully ducted icommctor,

tape, fire caulk and sheet rock mud.
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K026 Continued From page’s

heating, ventilating, and alr condilioning systems.
19.3.7.3, 19.3.7.5,19.1.6.3, 19.1.6.4

This STANDARD is not met as evidanced by:
Based on observations and Interview, it was
determined the facllity falled to maintain smoke
barrlers that would resist \he passage of smoke
between smoke compartments in ascordance
with National Fire Protection Assoclation (NFPA)
standards. The deficient practice has the potential
to affect five (B) of five (6) smoke compartments,
all residents, staff and visitors, The facllity has
the capaclly for one-hundred fourteen (114) beds
and at the time of the survey, the census was
one-hundred (100).

The findings Include;

Observatlon, on 06/24/14 at 8:30 AM with the
Maintenance Personnel, revealed the smoka
partition, extending above the celling locatad at
the administrators office had large penetratlons
around the pipes golng through the wall,

Interview, on 06/24/14 at 8:31 AM with the
Malntenance Personnel, revealed he was
unaware the wall had the large penetrations
around the piping.

Observation, on 06/24/14 at 8:45 AM with the
Maintenance Personnel, revealad the smoke
pariition, extending ahove the celling located at
resident room #201 had three (3) penetrations
around the pipes going through the wall. Further
observation revealed the wall was not sealed

properly at the top next to the roof decking.

K026; How the facility will identify other

t | residents having the potential to be
affected by the same deficient

. Practice? :

All Smoke barrier walls in the attic have
been inspected and penetrations and

gaps repaired and sealed.

What measures will be put into

- place or systemic changes made to
ensure that the deficient practice

~ will not recur?
Smoke barrier walls will be inspected
after any installation or maintonance

~ done in the aitic. The inspection will be

- completed by maintenance supervisor
and repairs made as needed and
documented,

How does the facility plan to menitor
_ its performance to ensure that
solutions are sustained?
Smoke barrier walls will be inspected
quarterly by Maintenance Supervisor or
designee for compliance and noted on
QA report. Compliance will be reported
to QA committee quarterly for follow up
and recommendations. T

FORM CMS-2687(02.99) Previous Varslons Qbsolate Event ID; Hiva24
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Interview, on 06/24/14 at 8:46 AM with the
Maintenance Personne), revealad he was
Unaware the wall was penetrated around the
piping and It was not sealed properly to the roof
decking.

Observation, on 06/24/14 at 8:63 AM with the
Mainlenance Personnel, revealed the smoke
partition, extending above the celling located at
resident room #301 had a penetration around a
plpe going through the wall. Further chservation
revealed the wall was not sealed properly at the
top next to the roof decking.

Interview, on 06/24/14 at 8:64 AM with the
Malntenance Personnel, revealed he was
unaware the wall was penelrated around the plps
and it was not sealed properly to the roof decking.

Observalion, on 06/24/14 at 9:00 AM with the

Maintenance Personnel, revealed the smoke
partition, exlending above the celling located at
room #401 had a penelralion around a plpe golng
through the wall.

Ilerview, on 06/24/14 at 9:01 AM with the
Malntenance Personnel, revealed he was
unaware the wall had a penetration around the

plpe.

The census of one-hundred (100) was verified by
the Adminlstrator on 06/24/14. The findings were
acknowladged by the Administrator and verified
by the Maintenance Personnel at lhe exit
interview on 06/24/14,

Actuat NFPA Standard:

(%4} Ip SUMMARY STATEMENT OF DEFICIENCIES (X6}
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 028 | Continued From page 6 K026

FORM CMS-2607(02-99) Praviaus Varsions Cbsolslo

Event 10: HIVIN

Facllity iD: 160460

If conlinuation shaal Page 7 of 14




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/09/2014

: FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0891
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X2) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; A BUILDING 01 - MAIN BUILDING 01 COMPLETED
186147 8. WING 08/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
200 STERLING DR.
H CENTE
CHRISTIAN HEALTH CENTER HOPKINSVILLE, KY 42240
{X4) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (X5}
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BiE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENOY)
K 025 | Continued From page 7 K 025

NFPA 101 (2000 Edition). 8.3.6.1 Pipes, condults,
bus ducls, cables, wires, air ducls, pneumatic
lubes and ducts, and similar building service
equipment that pass through floors and smoke
barriers shall ba protected as follows:

{a) The space between the penelrating itom and
the smoke barrler shali

1. Be filled with & materlal capable of maintalning
the smoke resistance of the smoke barrler, or

2. Be protected by an approved device deslgned
for the specific purpose.

(b) Where the penetrating ltern uses a slasve (o
penetrate the smoke barrier, the slesve shall be
solidly set In the smoke barrler, and the space
between the item and the slseve shall

1. Be fillad with a material capable of maintalning
the smoke resistance of the smoke barrier, or

2, Be protacted by an approved davice deslgned
for the speclfic purpose,

{c) Where designs take transmisslon of vibration
Into constderation, any vibration Isolation shall

1. Be made on elther slde of the smoke barriar, or
2. Be made by an approved davice designed for
the specifio purpose.

8,3.6.2 Openings ocaurring at polnts where floors
or smoke

barrlers meet the outslde walls, olher amoke
barrlers, or fire

barriers of a bullding shall mest one of the
following conditions:

(1) It shall be fillad wilh a materlal that Is capable
of maintaining

the smoke resistance of the floor or smoke
barrler.

(ﬁ) It shall be protected by an approved device
thatis :

designed for the spacific purposs,

FORM CMS-2687(02.88) Provious Varslons Obaclets
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‘ | What corrective action will be
K046 | Continued From page 8 K046, |
accomplished for those residents found 7117/2014
I;gfg NFPA 101 LIFE SAFETY CODE STANDARD K045 to have been affected? !
Illumination of means of egress, Including exit | A

dischargs, Is arranged so that fallure of any single i Lights that illuminate exit doors at
lighting fixture (bulb) will not leave the ares In Friendship House hallway have been

darkness, (This does not refer to emergency .
lighting In accordance with section 7.8.)  19.2.8 . ;e?;:'md with fixtures that have 2
ulbs.

How the facility will identify other
residents having the potential to be
This STANDARD Is not met as evidenced by:

Based on observation and Intervisw, I was a{fectt;d ,;’ y the same deficient
determined the facility fallsd to ensure exits were practice

squipped with lighting In accordance with National . . .
Fire Protection Assoclation (NFPA) standards. 'E_m.lfl’ath? havde been audited and all exits
The deficient practice has the potential to affect aro illuminated with light fixtures that
one (1) of flve () smoke compariments, have 2 bulbs: .- Y. v
residents, staff and visitors, The facliity has the , ‘ G
capacily for one-hundred fourteen (114) beds and

at the time of the survay, the census was o, :
4 What measures will be put into

one-hundred (100).

. place or systemic changes made to
The findings Include: _ ensure that the deficient practice
Observation, on 06/24/14 at 1:10 PM with the will not recur?

[ ari. 1 H : H .
Malntenance Personnel, reveated the exterlor Exit fath lighting monitored daily by
exits at the friendship hallway had a single fight matntenance technician and bulbs
for lilumination of the outside of the exit, replaced as indicated.

Interview, on 06/24/14 at 1:11 PM with the Exit path fixtur : ;
Malnlenance Personnel, revealed he was Secufi? G:_:;?g?s %ﬁlted daily ?y
unaware the exlerfor exit was only equippad with v wuardin PM and any lights
one light. out noted on report for mainfenance,

The census of one-hundred {100) was verlfied by
the Administrator on 08/24/14. The findings were
acknowladged by the Administrator and verlfled
by the Maintenance Personns! at the exit

FORM GMS-2687{02-99) Pravious Varsions Obsolsle Event D HiVa21 Faclty 10: 100486 i conlinuatlon sheet Page 9of11-
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K045 | Continued From page 9
interview on 06/24/14.

Actttal NFPA Standard;

NFPA 101 (2000 edition)

7.8.1.4* Required lllumination shall be arrangead
80 that the

fallura of any single lighting unit does not resuit In
an llumination

level of loss than 0.2 ft-candle (2 lux) In any
deslgnated

area.

K089 | NFPA 101 LIFE SAFETY CODE STANDARD
88=D
Cooking facilities are protected In accordance
with9.2.3.  18,3.2.6, NFPA 96

This STANDARD Is not met as evidenced by:
Based on observation and Interview, it was
dolermined that the facllily falled to maintain the
cooking eppilances In accordance with National
Fire Protection Assoclation {NFPA) standards.
The deficlent practice had the potential to affect
one (1) of five (6) smoke compartments,
resklents, staff, and visitors. The facllity Is
certified for one-hundred fourteen (114) bads with
a census of one-hundred (100) on the day of the
survey. The faclilly falled to ensure the grease
fryer was propenly separated from stove fop.

The findings Include;

Observalion, on 06/24/14 at 10:33 AM with he
Maintanance Personnel, revealed the grease
iryer was located ten {10) Inches from the
cooking surface.

K045 | How does the facility plan to monitor
11, its performance to ensure that
solutions are sustained?

Maintenance Technician will report to
QA monthly on compliance of Ij ghts
and fixtures. QA committee to make
recommendations as needed.

K 069

' What corrective netion will be
 accomplished for those vesidents found [7/16/2014
: 10 have been affected? '

An 8 in stainless steel baffle hag been
installed on the left side of the gas stove
adjacent to the fryer. This baffle creates
a barrier between the fiyer and the open
flame of the gas stove,

How the facility will identify other
residents having the potential to be
affected by the same deficient practice,

Any new equipment with open flame will
have an 8”baffle installed for a barrier,

FORM CMS-2667(02-09) Pravious Verslons Obsolele Evant |D: HIVIN
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Intervisw, on 08/24/14 at 10;33 AM with the
Malntenance Personnel, revealed he was
Unaware the grease fryer did not have proper
separation from the cook top.

The census of one-hundred (100) was verified by
the Administrator on 06/24/14, The findings were -
acknowledged by the Administrator and varified
by the Malntenance Personnel at the exit
Interview on 06/24/14,

Aclual NFPA Standard:

Reference; NFPA 96 (1998 Editlon)

9-1.2.3 All deep fat fryars shall be Installed with at
least

16-In. (408.4-mm) space betweon the fryer and
surface flames

from adjacent cooking equipment,

Exception: Where a steal or tempered glass
baflle plate Is installed -

at a minimum 8 In. (203 mm) In height betwaen
the fryer and surface

flames of the adjacent appliance.

K 069
i

 fryer and open flame or have an 8”

What measures will be put into
place or systemic changes made to
ensure that the deficterit practice
will not recur?

Dining Services Manager and
Maintenance Technician in serviced
by Administrator on LSC requirement

- that all deep fat fryers shall be

installed with at least 16° between
stainless steel baffle between them.

8” baffle monitored on monthly
equipment check by Dietary
Manager for placetment.

How does the facility plan to monitor
its performance to ensure that
solutions are sustained?

Kitchen equipment audit reported to QA
monthly for compliance and
recommendations,
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