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A revisit conducted on 09/10/13 determined the
facifity was deemed to be in compliance with
Federal Regulations as of 08/23/13, as alleged in
the acceptable PoC.

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 date of survey whether or not a plan of correction s 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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F 157 | Continued From page 1 FAS7) 1. The physisian for resident #9 was

fegulalions as specified in paragraph (b)(1) of
this section, .

The facility must record and periodically update
the address and phone number of the resident's
tegal represantative or interasted family member.

This REQUIREMENT is not met as avidenced
by:

Basad on interview and record raview, it was
determined the facility failed o notify the
physician when there was a need to alter
traatment far one (1) of fiteen (15) samplad
rasidents (Resident #9),

The findings include;

Record review revealed the facility admitted
Resident #9 on 07/16/13 with diagnoses which
includad Hypertension, Abseess/infection and
history of Breast Cancer, Status Post Amputation
of the laft fourth (4th) and fifth (5th) toes related
to gangrene,

Review of Resldent #9's Immunization Record
revealed the resident was adminlatered a
tuberculin skin test (TB) on 07/16/3. Further
review revealed the resuits were cbtalned on
07/18/13 and indicaled positive results. A review
of 3 physician order, dated 07/18/13, revealad an
order to obtain a chast x-ray.

Review of the Radlology Report, dated 07/18/13,
revealed a clinical impression which indicated
that active TB could not be excluded and
continved close clinical correlation was advised
with reccmmendation for follow up to include a

‘natified of the ehest x-ray resulis and '

recommendations by the Director of
Nursing on 7/19/2013 with further orders
noted.

2. An audit of nli current residents® records

for the past thiny (30) days will be

completed by 8/22/2013 by the Director of

Nursing, Assistant Director of Nursing ar
Unit Manager to ensure that physician
notification has occurred with any change
in condition. Any idontified as not having
had appropriate physiclan notification will
be immediatety notified for further
recommendations.

3, All Licensed Staff wil] be re-educated
on the requiremcnt that the physician Is
notifted of any resident with a change in
condition. This re-education will be
completed by the Ditector of Nursing or
Assistant Director of Nursing by 8/22/2013
with no licensed nurse working afier
8/22/2013 without having reccived this re-
edueation,

4. The Director of Nursing or Assistant
Dircctor of Nursing will complete a wockly «
audit of five (5) resident records for twelve |
(12) weeks to assure the physician was
notificd of any significant changc in
condition. The results of thesc audits will |
be reviewed by the Quality Assurance
Committce on a monthly basis for at least |
three (3) months in order to validalc
conlinued compliance. Ifat any time a ;
concern is identified, & Quality Asstrance
Committce meeting will be held to revicw
concerns for further recommendations as
needed. The members of the Quality
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F 157 | Continued From page 2 F157)  Assurance Comminiee will consist of ata
sputum culture. minimum the Admi'nistrmo!-, the Director
of Nurging, the Assistant DII:ECtor gf
Interview with the Asslatant Director of Nursing N,”;S"l"g ;‘;d dt.h;]Sgic:giti?;ﬁzggﬁ?;ast :
(ADON), on 07/19/13 at 11:10 AM, revealed she wit :1‘ > viedie ,
did not nofify the attending physisian of the quarterty: i
clinical recommendations suggested on the chest !
X-ray report, Snhe stated, *| would have expected
the nurse on the unit to call the doctor and refay Complianee Date: 8-23-13
tha clinlzal recommendations”,
F 184 | 483,10{e), 483,75()(4) PERSONAL F 164
. F D -
$5=D | PRIVACY/CONFIDENTIALITY OF RECORDS 1. An observation by the Director of

The resident has the right to personal privacy and
confidentiality of his or her personal and clinical
records.

Personal privacy includss accommodations,
medical treatrmant, weltten and telephone
communications, personal care, visits, and
mestings of family and resident groups, but this
doas not require the facility to provide a private
room for each resident.

Except as pravided in paragraph (e)(3) of this
section, the resldent may approve or refuse the
release of personal and ¢linical records to any
individual outside the facility,

The resident’s right to refuse release of parsonal
and clinical records does not apply when the
resldent is transferred to another health care
instftution; or record release is required by law,

The facility must keep confidential all information
contained in the rasident's records, regardlass of
the form or storage mathods, except when
release is required by transfer to another
healtheare institution; Jaw: third party payment

Nursing on 7/15/2013 of care provided to
resident # 4 noted that the privacy curtains
were pulled and staff maintained the
resident’s privacy and dignity. i
2. An observation of care being provided |
01t 7/23/2013 to residents by the Ditector of
Nuising and Assistant Director of Nursing
noted that privacy curteins were pulled and
no concerns were identified.

A, All direct care staff will be re-educated
on the requirement to assure that privacy is
being provided during eare to include the
pulling of privaey curains during care.
his re-education will be corplcted by the
Dircotor of Nursing or Assistant Director of }
Nursing with no direct carg staff working
after 8/22/2013 without having received

this re-cducation, K
4, The Director of Nursing and/or ;
Assislant Director of Nursing will observe
care being provided on five (5) residents -
per weck for twelve (12) wocks to assure
that privacy curtains are pulled and the
resident’s privacy and digpity are
maintained. The results of these audits wiil

¥
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F 164 | Continued From page 3 F 164 be revicwed by the Quality Assurance
conract: of the resident, Committee on & monthiy basis for at least

This REQUIREMENT s not met as evidenced
by:

Basad on observation, interview, and record
review H was datermined the facility failad to
ensure privacy for one.(1) of fifleen (15) sampled
rasidents (Resident #4). Observation revealed
Nursing Staff performed Resldent #4's skin
assessment and falled to ensure the resident was
provided privacy during the assessment.

The findings include:

Recard review revaalad the facility readmitted
Resident #4 on 06/26/13 with diagnoses which
included Chronic Obstructive Pulmonary Disease,
Cerabral Vascular Aceident, Coranary Artery
Disease, and Dacublius Uicers,

Review of the facility's Lippincott's Textbook for
Nursing Assistants (A Humanistic Approach to
Caregiving) undated, revealed " The privacy
cuntain should be closed, or a room divider used,
when you are providing care for your patients or
residents,”

Qbzervation of a skin assessment, on 07/19/13 at
10:37 AM, revealed Licensed Practical Nurse
{LPN) #3 and LPN #4 left Resident #4 uncovered
during the skin assesament with the door to the
foom being opened multipls times during the
assessment, as well as the privacy curtain not
pullad,

Interviews with LPN #3 and LPN #4, on 07/19/13
at 11:30 AM, ravealed tha resident should have
besn covered as much as possible during the

three (3) months in order to validate
continued compliance. Ifat any time a
concern iy identified, a Quality Assurance
Commiftee meeting will be held to review
concerng for further recommendations as
nceded. The members of the Quality
Assurance Commites will consist of af &
minimum the Administrator, the Direcior |
of Nursing, the Assistant Director of '
Nursing and the Social Services Ditector I
with the Mcdical Ditcctor attending af least:
quarterly.

Compliance Date; 8/23/20123
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The facility must provide housekerping and
maintenance services necessary to maintain a
ganitary, orderly, and comfortable interior.

This REQUIREMENT is net met as avidenced
by:

Basad on observation, interview, and review of
the facility's polley and procedure, it was
defarmined the facility failed to provide
housekeeping servicas necessary to maintain a
sanltary, orderly, and comfortable interior.

Observation of rooms #22, #23, #27, #29, #31
and #32 on 07/17/13, during the initial tour of the
facility, revealed the above mentioned rooms had
bugs in the vent lights in the bathrooms.

Addltional observations on 07/18/13 and 07/19113
ravealed bugs in the lights throughout the survey.

The findings include:
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F 164 | Continued From pags 4 F 164
skin assessment and the privacy curtain should
have been puflad prior to beginning the
assessment.
Interview with the Director of Nursing {DON}, on
07/19/13 atl 355 PM, revealed she expected the
nursing staff to pull the privacy curtain and keep
the resident covared as much as possible during
the as=assment. .
F 252 | 483.15(h}(2) HOUSEKEEPING & F253; 1. Light fixtures in rooms #34 and 478
58=E | MAINTENANCE SERVICES werg oleuned by the Maintenance

Director on 7/20/13.

2. An audit of the facility including light
fixtures wiil be conducted by the :
Administrator and the Maintenance -
Director by August 22, 2013 1o,
identify any concems with cleanliness :
and  mainlaining  an orderly ;
environment., Any igsucs identified !
will be addressed immediately.

Y. All housekeeping staff will be re-,
educated on identifying issnes with’
environmental ¢leanliness by-
8/22/2013 by the Administrator or
Housekeeping  Supervisor with no
housekeeping  staff  working past
8/22/2013 without having received
this re-cducation,
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F 263 | Continued From page 5 F 253
Review of the facllity's Housekeeping policy and
procedure indicated that Housekesping performs 4. The Administrator and Maintenance
a vadely of general task In cleaning resident Director will conduct environmental
rooms, inspeels assigned aren to ensure ruu‘nds weekly for tv.-el‘ve (12) w:eeks
compliance with depanment standards and may to idently concerns with cleantiness
perform other routine duties as assigned to a]f"?hmder!}é;m;!ﬁn;mntieatfj ::'?(:PIF:
create and maintain a safe, clean and orderly DQURI;:SE a;\'minn; o é;?nminee gn :'
environment for residents, visitors, and momhjl; b;l;;is for at lcast three (3) '
associates, months in order 10 validate continged
campliance. If at any time a concern is
Observations during tha initial tour, on 07/1713 identified, A Quality Assurence !
at 8:45 AM, revealed bugs were noted in the Committee meeting will be held to ,
bathroom light dome in rooms #34 and #38, review  concerns for  further |
’ recommendntions as needed, The
Interview with the Housakeeper, on 07/18/13 at members of the Quality Assurance |
3.00 PM, revealed Housekeeping was Commiltes  will consist of at a .
responsible for cleaning all areas of rasidents* minimum  the Administrator, the ’
rooms and bathroems. The Housekeepar stated Dircotor of Nursing, the Assistant |
that he/she was not aware of the bugs in the Director of Nursing and the Social |
bathroom dome lights and was not capable of Services Dircc':or with the Medical
accessing light fixtures to clean, Director nitending at least quarierly,
Interview with tha Maintenance Director, on Compliance Date: §/23/2013 E
07/18/13 at 3:15 PM, revealed Housekeeping and
Maintenance were responsible for cleaning the F312 l
bathroom dome fights. :
. 1. Recsident #15 wns asscssed on ;
Interview with the Administrator, on 07/18/13 at 07/17/2013 by the Director of 5
9:80 AM revealed she was not aware of bugs in Nurging and was noted 10 have no
tha bathroom fight domes, negative cffects from the allcged .
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332 deficicnt practice, The physteian for :
$5=D | RATES OF 5% OR MORE resident # 15 was notificd of the
medication errors on 07/17/2013 by |
The facility must engure that it is free of the Director of Nursing with no ;
madication error rates of five percent or greater, further orders given, Cn 071292013,
an obscrvation of tmedication .
administration for resident # 15 by the
Diractor of Nursing noted that the
resident raceived their prescribed
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, medications as ordered with no
F 332 Ccp.mmued From page 6 F 332 medication crrors noted.
This REQUIREMENT is not met as evidenced 2, Anobservation of medication
by: administration by the Director of
Based on obsarvation, interview, record review, Nursing and Assistant Director of
and reviaw of the facillty's policy/procedure, it was Nursing on 07/29/2013 noted that the
determined the facllity failed to ensure it was free residents received their medications
of medication error rates of five (5) percent or a5 ordered with no medisation emors .
@reater, The facility had two (2) errors out of . lwtet_l. . )
thirty-one (31) opportunities to equal a six percent 3. All Licensed Staff wil be re-cdacated :
{6 %) medication error rate, invoiving 6ne “V[” g‘F st,R‘Bh‘S? Admm:stt)crmg
ident (Resident #15), i clected sampie. Medicailons and accurecy by 4
resident Resident #15), n the s Samp 8/22/2013 with no ficensed staff |
. . working past this date without
The findings include: receiving this education. The re-
. L , cducation will he conducted by the
Review of the facility's Medication Administration Director of Nursitig or the Ass)i'smnt .
polley and procedure, undated, revealed the Dircetor of Nursing, i
licensed nurse and/or medication assistant would 4. The Dircctor of Nursing and/or :
check the following to administer medications: Assistant Director of Nursing will
Right medicatlon, right dose, right dosage form, obscrve medication administration for .
right route, right residant, and right time, Verify five (5) residents weekly for twelve- i
the pharmacy prescription label on the drug and (12) weeks to cnsure that all |
that the manufacturer's identification system modications arc being administered |
matchas the Medication Administration Record per nursing standards aud physician
(MAR). orders. The results of thesc audits will |
he revicwed by the Quality Assurance |
Observation of a medication pass, on 07/17/13 at Committee on a monthly besis for at
9:10 AM, revealed Licensed Practical Nurse least threc (3) months in order to :
(LPN) #1 administerad the following medications validate continued compliance. Ifat
1o Resident #15: any time a conccm s identified, o {
‘ Quality Assurance Committec meeting,
, : will be held to review concerns for
1..[_‘a.c1ulose (faxative) 10 grams (glm.}i 1o further rccommendations ag necded.
miliiliters {mls} solution, 15 mi administered by The members of the Quality
mouth , + Assurance Commitiee will consist of
2. Divalproex Sodium Delayed Release _ at a minimum the Administrator, the
(Depakote- seizure), 250 mgs ohe tablet given by Director of Nursing, the Assistant
rmouth Direetor of Nursing and the Social
Se,'fvices Direator with the Medjea]
Review of the Physician's Orders and the MAR Director attenling at {cas quarterly,
for Resident #15, dated July 2013, revealed an )
order for the following: leomphance Date; §/23/2013
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F 332 Continued From page 7 F 332
1. Lactulosa 10 gms/15 mis solution, 30 mis daijly
2. Depakote 500 mgs every maorning
Further review of the MAR, dated July 2013,
revealed LPN #1 initialed the above medications
as given at the ordered dosage.
interview with LPN #1, on 07/17/13 at 4:15 PM,
revaaled she read the order wrong for the
Lactulose, and verified only 15 mis was given to
the resident, She indicated the other-250 mgs of
Depakote was given to the resident later in the
shift as she realized her error. However, the ,
surveyor did not observe the LPN administer the
medications ta Resident #15, She revealed she
shoutd cheok the order with the medication to
ensure it Is given at the propar dosage,
Interview with the Director of Nursing {DON}), on
0771913 at 10:20 AM, revealed she expacted
staff to check the MAR with the actual medication
to ensure the right medication dosage was
administered. She sfated the facilily did not F371
conduct medication audits of ataff, ag it waa
“nursing school knowledge" to follow the five (5) I All vndated and expited items wore
rights of medication administration, discarded on 7/17/2013 by the Dictmy
F 371 | 483.35(1) FOOD PROCURE, F 371 Service Manager, :
58=E | STORE/PREPARE/SERVE - SANITARY 2. An andit was conducted of afl food ;
items by the Administrator on ;
The facility must - B/172013 to ensure that all stored items '
{1) Procure food from sourees approved or were dated appropriatcly. None were
considered satisfactory by Federal, State or local noted, !
awthoritles; and 3. All Dictary staff will be re-cducated |
(2) Store, prepare, distribute and serve food on proper food storage by 8/22/2013
under sanitary conditions by the Dictary Service Moenagor with
no Dictary staff working  afer
8/23/2013 without having recejved
this re-cducation,
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4. The Administrator andfor Dietary
F3 i - ) ; i ;
711 Continued From page 8 F 3N Services Manager will conduct audits

This REQUIREMENT ia nat met as evidenced
by:

Basad on observation, interview, and reviaw of
the facility's policy/procadure, it was determined
the facility falled to ensure refrigerated items were
tabeled and stored appropriately,

Tha findings include:

Review of the faclllty's "Refrigerators and
Freezars" poficy, undated, revealed the facllity
would observe food expiration guidelines,
Expiration dates en unopened food would be
observed and "ure by" dates whare Indicated,
once food was opened,

Review of the labal information for thickened
sweataned tea, thickened drange juice, and
thickened golden fruit punch, undated, revealed
once openad, they could be raffigerated for up to
five (5) days.

Obszervation of the rafrigerator, on 07/17/13 at
8:45 AM, ravealed the following:

1. ¢ne (1) package of vanilla wafers, placed in a
2ip lock bag with a discard date of 04/20/13

2. one (1) opened carton of thickened sweetened
tea, undated .
3. one {1) opaned carton of thickened fruit punch,
undated

4. two {2} cartons of thickened orange juice,
undated

Intervjew with the Dietary Manager, on 07/17/13
at 2:05 PM; and, on 07/19/13 at 12:20 PM,

to ensure that stored itémns are dated
appropriately weekly for twelve (12)
weeks. The results of these audits will .
be reviewed by the Quality Assurance '
Committee on a monthly basis for at
least three (3) months in order to :
validate continucd compliance. I{ at !
any Hmne a concem is identified, a;
Quality Assurance Committce mieeting
will be held to review concems for;
further rccommendations as needed.
The members of the Quality:
Assuranee Committee will consist of:
at a minimum the Administrator, the
Director of Nursing, the Assistant
Director of Nursing and (he Social

. Services Director with the Medieal

Director attending at least quarteriy.

Compliance Date: 8/23/2013

FORM GM3-2587{02-£8) Pravioum Verelons Obsolas

Event10;BGQ414

Focifity ID: 100089
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DEPARTIMENT OF HEALTH AND HUMAN SERVICES PRmsaAgi%gicgg
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (XT) PROVIDER/SUPFLIER/CLIA %7) MULTIPLE SONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING m’fgﬂifé}rifv
185323 B.wiNg 07/18/2013
NAME OF PROVIPER OR SUPPLIER STREET ADDRESS, CITY, STATE. Z2IP CODE
T L
CHRISTIAN HEIGHTS NURSING AND REMABILITATION CENTE 123 WEST NASHWILLE 5T
FEMBROKE, KY 42266
X4 1D SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF GCORREGTION ey
PREFIX (EACH DEFICIENGY MUS T BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COUPLETIDN
TAG REGULATORY OR LS IDENTIEVING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
. DEFICIENGY)
F 371 | Continued From page 9 F 371
fevealod she removed the bag of vanilla wafere
from the refrigerator; they ware stored in eror.
She stated the thickened liquids should not be
stored more than four (4) days in the refrigerator
once opaned, However, she indicated staff did
not date the items upon opening. She verified
there were three (3)residents In fhe facility on
thickened liquids,
Interview with the Adminiatrator, on 07/19/13 at
8:40 AM, revealed she expected staff to follow
the facility's policy ralated fo food storage in the
refrigerator.
FORM GMB-2587(07:09) Previous Varsions Obiofats Evont|D; BAQA41 Faulaty I0: 100059 Hf continuation sheat Page 10 ¢f 10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT CF DEFICIENCIES (X1} PROVIDER/SUPFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NMUMBER: A. BULLDING 01 - MAIN BUILDING 01 COMPLETED
R
185338 B. WING 09/03/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE

124 WEST NASHVILLE ST

CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42266

(X4) tD 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-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

Based upon impiementation of the acceptable
POC, the facility was deemed to be in
compliance, 08/23/13 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 80 days
following the date of survey whether or net a plan of correction is provided. For nursing hames, 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.

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: BGQ422 Facility ID: 100069 if continuation sheet Page 1 of 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES O e apzran3
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES | {X1) PROVIDER/GUPPLIERACLIA [X2) MULTIPLE CONSTRUGTION ) DATE Y
AND PLAN OF CORRECTION OENTIFICATION NUMBER: A. BULDING 01 - MAIN BUILDING 01 P CompLETED
196338 B, WNG 07/17/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE 124 WEGT NASHVILLE ST
PEMBROKE, KY 42246
{X4}1D SUMMARY STATEMENT OF DEFICIENCIES ib PROMDER'S PLAN QF CORRECTION : s
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE PATE
DEFICIENCY)
K025
K 000 | Continued From page 1 K 000
Fire). 3. The ceiling in the bathcoom of room |
10 will be lowcrcd and shect rock |
. . . added 1o make it {irc rated for onc (1)
Sef“.‘e“c‘g.z W‘i_'f‘]"e‘;“":’,,‘;j‘:‘ ”’? highest howr, This will be completed by e |
eficiency tdentified a evel. Drywall and Acoustieal, LLC, by
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K625 August 22, 2013, j
S8=E€ 2. An audit of sl fire walls will he,
Smoke batriers are constructed to provide at completed by the Maintenance!
least a one half hour fire resistance rating in Dircctor by August 22, 2013, tof
accordance with 8.3. Smoke barriers may cnsure that all smoke batviecs coveraltl,
terminate at an atrium wall. Windows are arcas approprintely with no smoke;
protected by fire-rated glezing or by wired glass barriers compromised. Any concerns)
panels and steel frames. A minimurn of two identificd will be corroeted by
separate compartments are provided on each R/22/2013. ) ) it
floor. Dampers are not required in duct 3. The Maintenance Direcior was fe-.
penetrations of emoke bamiers in fully ducted educated by the Adminisirator on the;
heating, ventilating, and air condiioning systems. requitcments regarding fire walls on.
18.3.7.3, 19.3.7.5, 19.1.6.3, 10.1.6.4 | Avgust8, 2013. .
T TR e T e 4. The Maintenanee Dirsctor willl
conduct 3 monthly audit for three (3)!
months of all firc walls to ensurc all’
smoke barrlers cover &Il arcas
appropriately.  The results of these
This STANDARD is not met as evidenced by: audits will be reviewed with the
Based on obsarvations and interview, it was Quality Assurance Commitiee
datemmined the facility falled to maintain smoke monthly for at icast three {3) months
barriars that would resist the passage of smoke in order to validatc continued
betwesn smoke compariments in acsordance compliance. If at any time a coneem is |
with NFPA standards. The deficiancy had the identified, 8  Quality A.ssumncei
potential to affect two {2) of four (4) smoke Committee mecting will be held to
compartments, thirty-two (32) residents, staff and rovicw  coneerns  for  further
visitors, The facility is certified for Sixty {60) beds recommendations as nocded.  The
with a census of Forty-Seven (47) on the day of members of the Quality Assuranco
the survey. The facility failed to enaure the Comminee  will consist of at a;
amake barfer at roam #10 failed to be complete g:::;’t‘g:’ . f‘hﬁm’?:gr-""‘[;?;'“?;'s istgrﬁ E
from outside wall to outskle wall. Diirector of Nursing and the Socinl
The findings include: Services Direc.tcr with the Medical
Director attending at least quarterly.
Observations, on 07/17/13 at 9:45 AM with the Compliance Datc: 8-23-2013
FORM CMS-2607(02-89) Previsin Virslona Obsolats EvanlID:BGQ43Y Frcllity lD: 100059 If coptinuation shoot Page 2 of 16
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- FORMAPPROVED

QMB NO, 0938-0391

STATEMENT OF DEFICIENCIED (Xt} PROVIOER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

1856338

{X2) MULTIPLE CONSTRUGTION [L3) DATE SLURVEY

A. BUILDING 0% - MAIN BUILDING 0%

B.WING

CQMPLETED

07/1712013

NAME OF PROVIDER OR SUPPLIER

CHRISTIAN HEIGHTS NURSING AND REHARILITATION CENTE

STREET ADORESS, CITY, STATE, ZIP CODE
524 WEST NASHVILLE 5T
PEMBROKE, KY 42266

X4} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IOENTIFYING INFORMATION)

1D ' PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE AGTICN 8HOULD BE
TAG CROS6.REFERENGED TO THE APPROPRIATE
DEFICIENCY)

e
CONMPLETION
DATE

K 025

Continued From page 2

Maintenance Diractor, revealed the amoke
pariitions, extending above the ceifing located at
foom #10 does not go around the bathroom
located in the room, The barrier is therefore
compromised due to the opeéning for the
bathroom,

Inierview, cn 07/17/13 at 9,45 AM with the
Maintenance Directar, ravealed he was unaware
the bathroom door {ocated in a smoke barrier
compremised the barrier.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipas, conduifs, bus ducts, cables, wires,
alr ducts, pnaumatic tubes and ducts, and similar
building service equipment that pass through
fioors and smoke barrlers shall be protected ag
follows:

(a) The space betwean the penetrating item and
the smoke barrier shall

1. Be fillad with a material capable of maintaining
the smoke rasistance of the smoke barrier, or

2. Be protectad by an approved device designed
for the specific purpose.

(b) VWhere the panetrating item uses a gleeve to
penetrate the smoke barriar, the sleeve shall be
solidly set in the smoke barrier, and the space
between the item and the sleeve shail

1. Be fillad with & material capable of maintaining
tha emoke resistance of the smoke barrler, or

2. Bo protected by an approved device designed
for the specific purpoze.

(¢} Whare designs take transmisalon of vibration
into considaration, any vibration isolation ghall

1. Be made on either side of tha smoke barrier, or
2. Be made by an approved devica designed for
tha specific purpose.

K025

FORM CMS-84H{02.89] Pravisus Vorslons Obioials

Eveni [D:DGEA21

Fachiy [0; 100DG8 i continuation shegt Page 3of 16
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of maintalning

the amoke resiatance of the floor or smoke
batrier.

{2) it shali be protected by an approved device
that is

designed for the specific purpose.

K 027 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=E
Door opanings in smoka barrlers have at leasta
20-minute fire protection rating or are at least
1%-inch thick solid bonded wood cora. Non-rated
profective plates that do not exceed 48 inches
from the bottom of the door are permitted,
Horizonlat sliding doors comply with 7.2.1.14,
Doors are self-closing or autornatic closihg in
aceordance with 19.2.2,.2 8, Swinging doors are
not required to swing with egress and positive
{atching Ia not required.  19.3.7.5, 19.3.7.6,
19.3.7.7

This STANDARD Ia not mat as evidenced by:
Based on observation and interview, it was
determined the facllity faited to ensure cross
-corridor doors located in a smoke barder would
resist the passage of smoke in acoordance with
NFPA standards. The deficiency had the
potential to affect three (3) of four (4} smoke
campariments, all residents, staff and visitors.
The facifity is certified for Sixty (60) beds with a

FO
CENTERS FOR MEDICARE & MEDICAID SERVICES oMB !\Tg‘ %Zgg%\ég?
STATEMENT OF DEFICIENCIES (41) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION y
AND PLAN OF CORRECTION : (X3} OATE SURVEY
IDENTIFICATION NUMEER: A BUILDING 0% - MAIN BUILDING 01 COMPLETED
136334 B. WING
NAME O 07/17/2013
F PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE 124 WESTNASHVILLE 8T
. PEMBROKE, KY 42266
(x4) D SUMMARY STATEMENT OF DEFICIENQIES D PROVIDER'S PLAN OF CORRECTIDN
PREFIX {EACH OEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX . {EACH CORRECTIVE ACTION $HOULD BE mugﬁrmu
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSAEFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
K 025 | Continued From paga 3 K 025
6.3.6.2 Openings occurring at polnts where floors
OF smoke
barriers meet tha outgside walls, other smoke
barriers, or fira
barriers of a building shall meet one of tha
following conditions:
{1) 1t shall be fifled with a material that is capabla 02
7.

1. The (ire barrier door focated outside,
room #10 was adjusted 5o not allow the
passage of smoke. This adjustment was;
compicted on July 19, 2013, A door closer
was added by the Maintenanee Directar lo:
K027 ihe door to the medication room behind the!
nurscs' station on halt 1, the door bctweenl
the laundry and the soilcd {inen, and a door’
penetrating the smoks barricr next to room.
#11 on August 5, 2013,

9. The Administrator and Mamtenuncca
Dircctor conducted a 100% audit on 8/7/13 !
o emsure el crossecorridor doors closc,
properly to prohihit she passage of smoke- .
and that eil doors located in the smokc'
barricr had functioning door closers, Al
identificd as not clasing properly {o
prohibit the passuge of smoke was adjusted .

by the Maiatenanco Director immediatedy. -

Any doors Jocated in the smake barriers:

that did not have functioning door closers '
were corcected immediately by the_
Maintenance Director.

3. The Administrator re-educated :he
Maintenance Dircetor on assuring all cross- |

corridor doors close properly fo prohibit the !
passage of smoke and conducting monthly -
rounds on cross-cotridor daors to ensure
proper  closure, Additionally, the’
Maintenance Director was re-cducated on
the requirement for any door loeated in the
smoke barrier fo have funciioning door

FORM CM3-2567{02-99) Previcut Varsinng Qbsolata Event 1D;8GQ42T

Frolfily [D: §00058 If continuatfon sheet Page 4 of 18
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{X1} PROVIDER/ISURPPLUER/CLIA (X2) MUATIPLE CONSTRUGTION %3 DATE
AND} PLAN OF CORRECTION : ' A e erory
i . IDENTIFICATION NUMBER: A, BUILDING 07 - MAIN BUILDING 04 COMPLETED
185 B, WING
338 0772013
NAME QF PROVIDER QR SUPFLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE 124 WESTNASHVILLE 5T
< PEMBROKE, KY 42266
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (5]
PREFIX (EACH DERICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
K 027 | Continued From page 4 K 027 closcrs. This education was completed by

census of Forty-Seven (47) on the day of the
survey. The facility failed to ensure one (1) set of
doors in the smoke barriars had a gap less than
1/8 inch where the doora meet and three {3)
doors located in the smoke barriers did not have
functioning door closers.

The findings include:

Obsarvation, on 07/17/13 between 11;00 AM and
1:00 PM with the Maintenance Director, revealed
the cross-corridor doors located at room #10
would not ¢lose completely when tested, leaving
a gap of approximalely one-quarter of an inch or
greater between the pair of doors and would not
resist the passage of smoke. Further observation
revesled the door for the med room behind the
nurses' station for hall 1, the door batween the
laundry and the <oiled linen, and a door
penetrating the smoke barrler next to room #11
did not have a functioning door closer to ensure
the smoke barriers were properly sealed,

tnterview, on 07/17/13 betwaen 11:00 AM and
1:00 PM with the Maintenance Director, revealed
he was unaware the doors at room # 10 would
not close all the way leaving a gap between the
daoors in the closed position and that any door that
penetrates a smoke barrier must be self-¢losing.

Reference; NFPA 101 {2000 edition)

B.3.4.1* Doors in amoke barriers shall close the
opening lsaving

only the minirmum ¢learance necessary for propar
operation

and shall be without undercuts, louvers, or grllfes.

/13, :

4, The Mainignance Dircctor will
complete an oudit of ail cross-corridor
doors monthiy for three (3) months to
¢nsurc ail doors close propetly to prohibit
the passagc smoke. Further, the
Maintenance Dircctor will complete an!
audit monthly for three (3) months 10
ensure all doors located in the smoke !
barrier has functioning door closers. The |
results of thesc audits will be reviewed with I
the Quality Assurance Committee on a|
weekly basis until substantial compliance is |
achieved and then on a monthly basis for at ;
feast three (3) quarters in order to validate ;
continued compliance, If at any time a
concemn s identified, a Quality Assurance;
Committec mecting will be held to oview |
gonceins for further recommendations as |
needed. The members of the Quality
Assurance Committee will consist of at a !
minimum the Administrator, the Director’
of Nursing, the Assistant Dircctor of|
Nursing and the Social Services Director:
with the Mcdical Director attending at feast
quanerly.

Compliance Date: §-23-2013

FORM CM3-2587(02.59) Pravlous Yarsiens Ohsolals

Event iD:BGQ421

Fasilly 10 100359 It conlnuation sheat Page 5of 16
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0538-0351
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SURPLIERICLIA {X2) MULTIPLE GONSTRUCTION (X) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:! A, BUILDING 0f - MAIN BUILDING 04 COMPLETED

1us338 B.WING 07/17/2013

NAME &F PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

124 WEST NASHVILLE 8T
CH N HE S NURSING AND REHARBILITAT
RISTIA IGHT: RS} D Bl ON CENTE PEMBROKE, KY 42288 .
4 1D SUMMARY STATEMENT QF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION o6}
PREFIX {EACH DEFIGIENCY MUBT BE PRECEDEGC BY FUEL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLENON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CRO$8-REFERENCED TQ THE APPROPRIATE OATE
DEFICIENCY)
K 027 | Continued From page 5 Koz27
Reference: NFPA 80 (1529 Edition)
Standard for Fire Doors 2-3.1.7
The cleararce between the edge of the door on
the pull side shalt ba 1/8 in. (+/} 1/16in. (3,18
mm {(+/-) 1.59 mm) for steel docrs and shalt not
exceed 1/8 in. (3,18mmy) for wood doors. :
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD Koagf 1. The signs on the delayed ogress doors,
58= were  changed  to - conmasting,
Exit aceess is amanged so that exits are readily backgrounds and !hlc curtains covering|
accassible at all imes In accordance with section the doors were lowered to allow
121 1821 visibility of the signs on August 1|
o - 2013 by the Maintenance Dircctor,

2, A 100% audit was conducted op all
doots for egress by the Administrator !
ob August 7, 2013, to ensuré signage |
was on a contrasting background and
that signage is not ¢overed by curtaing, |
No concerns were identified, I

3. The Maintenancc Director was re- .

' . . educated by the Administrator on |
This STANDARD Is not met as eylder_\ced by: ensuring that signage on delaycd |
Based on observation and Interview, R was egress doors is on a contrasting ..
determined the facility falled to enaure egress background and not covercd by
doors and exits were maintained in accordance chirtaing, This cducation was !
with NFPA standards, The deficiency had the completed on Auogust 7, 2013, :
potential to affeot four (4) of four (4} smoke 4, The Maintenance Director will .
compartments, af residents, staff and visitors. complete an audit of all delayed cgress |
The facility is certified for Sixty (60) beds with a doors montlily for three (3) months fo
cenaus of Forty-Seven (47) on the day of the ensurc all signage is on contrasting ;
survey. The facility failed to ensure all egress * backgrounds and not covered by |
doors had delayad egress signs with a curtains. The results of these audits |
contrasting background and curtains not blocking will b reviewed with tbe Quality |
the signage Assurance Committee monthly for at |
’ fcast three (3) months in order to
L . validate continted compliance. If al
The findings include: any time a concern it identified, a;
) . Quality Assurance Commities meeting
Obtservaﬂon, on 07717113 at 10:37 AM with the will be held 1o roview concems for
Maintenance Director, revealed four (4) doors In forther recommendations as needed,
the facility were squipped with signage for the The members of the Quality
Evnrl ID; BGA21 Faclity ID; 100068 if esntinuatlon sheal Pags 6 of 16
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NAME OF PF-RO\RDER OR SUPPUER STREET ADDRESS, CiTY, STATE, ZIP CDDE
124 WEST N LL
CHRISTIAN HEIGHTS NURSING AND REHARILITATION CENTE ASHVILLE ST
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Xay 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORREC TIVE ACTION SHOLILD BE CAMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROS3.-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
. Assurance Committee will congist of
K038 | Continued From page 6 K 03B at a minimum the Administrator, the
delayed egress doors with no contrasting Director of Nursing,” the "Assistant .

Director of Nursing snd the Social |
Services Director with the Medicall
Director attending at least quarterly.

backgraund on the signs. Further abservation
revealed {hree (3) doors had curtains that ware
blocking the delayed egress signage.
intarview, on 07/17/13 at 10;37 AM with the Compliance Date: ___ 8-23-2013
Maintenance Director, revealed he was unaware
the =igns must have a contrasting background
and the signaga cannot be blocked by curtains..

Reference: NFPA 101 (2000 Edition)

19.2.2.2.4

Doors wlthin a required means of egress shall not
be equipped with a latch or fock that raquires the
use of a teol or key from the egress side.
Exception No., 4: Door-locking arrangements
without delayed egrass shall be permitted in
health care occupancies, or portions of health
cafe occupancies, where the clinical needs of the
patients require specialized security measures for
their safety, provided that staff can readily uniock
.such-doors at all times, {See 19.1.1.1.5 and
19.2,2,25)

Exception No, 2*;, Defayed-agress locks
complying with 7.2,1.6.1 shall be permittad,
providad that not more than one such device is
lacated in any egress path.

Excaption No, 3: Access-controlled egress doors
complying with 7.2.1.6.2 shall be permitted,

7.2.1.6.1 Delayed-Egrass Locks. Approved,
lIsted, delayed agress

locks shall be permitted to be installed on doors
sening

low and ordinary hazard contents in buildings

protected
throughout by an approved, supervised automatic

FORM CMS-2587(02-49) Prevoup Versieas Obsolals Event ID: 3GQ421 Faclity ID; 100089 If eontinustion sheel Pago 7 of 16
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fire detection
system in accordanca with Section 9.6, or an
approved,
supervised automatic sprinkler system in

accordance with Section

8.7, and where permitted in Chapters 12 through
42, provided

that the following criteria are met.

{8} The doors shall untock upon actuation of an
approved, suparvised automatic sprinkler system
In accordance

with Section 8.7 or upon the actualion of any haat
detestor or activation of not more than two sroke
detectors

of an approved, supervised automallc fire
datection system in

accordance with Sectlon 9.6.

() The doors shall unfock upon loas of power
controlling
the lock or focking mechanism.

{c) An irreversible process shall releage the fock
within 15

seconda upon application of a force to the release
device

required in 7.2.1.5.4 that shall not be required to
exceed 15 [bf

{67 N} nor ba required to be continuously applied
for more

than 3 aecands. The ipitiation of the releasa
process shalf activate

an audible signal in the vicinity of the door. Onca
the

door fock has been released by the application of
force to the

reteasing device, relocking shall be by manual
means only.
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K 038 | Continued From page 8 Ko3g| K056
Exception: Where approved by the authority | 1. Ceiling fans on halls 1 and 2 that were |
haying jurisdiction, a delay blocking sprinkler heads within ) foot |
not exceading 30 seconds shall be permitted, of the sprinkler head extending 1 foot ;
below the sprinkler head were !
{d} *On the door adjacent to the refease device, reimoved by thc Maintenance Direcior §
there on July 29, 2013. Sprinkler heads in |
shall be a readily visible, durable sign in [ettera Room #19 will be changed by Tri- -
not less than 1 in, {2.5 ¢m) high and not less than . Statc Fire Prolection by 8/22/2013 to
1/8in. (0.3 cm) in stroke width on a contrasting ensure all Sp’:“k!er heeds have ‘he i
: same responsc time
gﬁ%‘ﬂrﬁ‘ﬂ%th:&ﬁ'ﬂssagl_f,ﬂg";s' 3. A 100% audit of the sprinklcr heads |
DOOR CAN BE OPENED IN 15 SECONDS yes f:"fh‘;'“;“":ub"sgﬁ’nﬁg':“E::g;“’;;d" :
K 058 | NFPA 101 LIFE SAFETY CODE STANDARD K 058 were not blocked by cciting fang and -
38=E ) had a clear spray path and no coneerns |
If there is an autornatic sprinkler system, it is were  identified. Til-State  Fite
installed in accordance with NFPA 13, Standard Protection will conduct an audit by |
fo:: the instailation of Sprinkier Systems, to 8/22/13 to cngurc that ali sprinkler
provide complete coverage for all portions of the heads in each compartment will have |
building. The system is properly maintained in the same response timc. Any concerns
accordance with NFPA 25, Standard for the identified will be comected by }
Inspection, Testing, and Maintenance of 8/22/13. :
Water-Based Fire Protection Systems, Ris fully 3. The Maintenancc Director was re-:
supervised. There is a reliable, adequate water educated by the Administrator on|
supply for the gystem. Required sprinkler Avpust 7, 2013, on ensuring that’
systems are equipped with water flow and tamper sprinkler heads arc not blocked by ;
switches, which are electrically connected to the ceiling fans and that sprinkler fieads ;
bullding fire alarm system,  19.3.5 have the same responsc time in each
compartment, :
4. ‘'the Administrator and Maintcnance -
Director will conduct environmental ;
rounds to cnsure all sprinkler hcads=
. , ) have thc same response time per -
This STANDARD is not met s evidenced by: compartment and arc not blocked by |
Based on observations and interview, it was ceiling fans and have a clear spray
determined the facilfty faited to ensure ¢emplete path monthly for three (3} months,
sprinkler coverage in accordance with NFPA The results of these avdits will be
standards, The deficiency had the potential o reviewed by the Quality Assurance'
affect two (2) of four (4) smoke compariments, alf Committee on a monthly basis for at;
rasidents, staff and visitors. The facility is certified least three (3) months in ordec to
FORM CM8-2507(02-38) Previeus Verslons Obisalsin Event1D: BGQ421 Fasitty 1Dy 100069 If continuation sheet Page 6 of 16




PAGE  21/37

PB/22/2013 11:58 2704754173 REFERAL
DEPARTMENT OF HEALTH AND HUMAN SERVICES e Dat22019
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO, 0938-0391
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUFPIIER/CLIA (X2} MULTIPLE 2ONSTRUGTION {%3) PATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 - MAIN DUILDING a1 COMPLETED
186338 B. WiNG O7H712013
NAME OF PROVIDER OR SUPPLIER $TREET ADGRESS, GITY, STATE, ZiP CODE
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE 124 WEST NASHVILLE ST
PEMBROKE, KY 42266
X4y 1D SUMMARY STATEMENT OF DEFICIENGIES o PRGVIDER'S PLAN OF CORRECTION o8
PREEIX (EACH DEFICIENCY MLIST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE . PATE
DEFIGIENCY)
K 056 | Continued From page K (58 validate continued cﬁmpliancc. If at

for Sixty (60) beds with a census of Forty-Seven
{47) on the day of the survey, The facllity failed to
ensure sprinkler heads were not blocked by
ceiling fans and that all sprinkler heads matched
in room #189.

Tha findings Include:

Observations, on 07/17/13 between 11:00 AM
and 1:00 PM with the Maintenance Direclor,
revealed the sprinkler heads located in halls #1
and 2 were blocked by ceiling fans, within 1 foot
of the sprinkier head, extending below the
sprinkler heads.

Iterview, on 07/17/13 between 11:00 AM and
1:00 PM wilh the Maintenance Director, revealed
he was aware the ceiling fans might not be in
compliance becayuse his sprinkler veridor had
mentloned during his survey he might have to
move them.

Observations, on 0717113 at 12:05 PM with the
Maintenance Director, revealad a standard
response sprinkler head and quick responze
gprinkiar head [n the same compariment located
in room #19.

Intarview, on Q7/17/13 at 12:05 PM with the
Maintenance Director, revealed ha was not aware
that the sprinklers had to have the same
ehgagement heat if the aprnkier heads are
iocated in the same companrment.

Reference: NFPA13 {1989 &d.)

5-5.5.2.2 Sprinklers shail be positioned in
accordance with .
the minimum distances and spacial exceptions of

Complinnce Date: 8/23/2013 i

any time a con¢ern is identified, a
Quality Assurance Committce meeting
wil] be held to review concemns for
further recommendations as needed,
The members of the Quality’
Assurance Committee will consist of |
ol & minimum the Adminisirator, the
Director of Nursing, the Assistant:
Director of Nursing and the Social!
Scrvices Direcior with the Medical |
Director attending at least quarterly. |
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K068 | Continued Fram paga 10 K058

Sections 58

through 5-11 50 that they are located sufficlently
away from

obstructions such as truss webs and chords,
pipes, columns,

and fixtures,

Table 5-8.5.1.2 Positioning of Sprinklers to Avold
Obstructions to Discharge (SSU/SSP)

Maximum Allowable Dlstance
Distance from Sprinkiers to of Deflector
above Bottom of

Side of Obstruction (A) Obstruction {in.)

8
Less than 1 R a
1fitolessthan 1 G In. 21/2
1 it 8 in. fo iess than 2 ft a2
2fttoleasthan 2t B in, 51/2
2R6In tolessthan 3 A 7112
3ftto lessthan 3§t 6 in. 8112
3ft&in. tofess than 4 ft 12

4 fttolesathan 4 ft 6 in, 14
41tGin. to less than 5 ft 161/2
5 it and greater 18

For Sl units, 1in. = 25.4 mm; 1 ft = 0,3048 m,
Note: For {(A) and (B), refer to Figure 5-8.5,4.2(a).
Reference: NFPA 13 (1909 ed)

5-8.3.3 Minimum Distanee from Walls, Sprinkiers
shall be located a minimum of 4 in. (102 mm)
from a wail,

Reference: NFPA 13 (1699 Edition)

7-2.3.2,4 Where listed quick-response sprinklers
are used

throughout a system or portion of a system
having the same

hydraulic design basis, the system area of

operation shall be

FORM CMS-256T102-23) Pravitus Varslons Obsolels
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K 656 | Cortinued From page 11 K 058
permitted to be reduced without revising the
dansity a3 indicated
in Figure 7-2.3.2.4 when all of the following
¢onditions
are satisfied:
(1) Wet pipe system
{2} Light hazard or ordinary hazard ocsupancy
(3) 20-t (6.1-m} maximum celling height
The number of sprinkiers in the design area shall
never be .
less than five, Whare quick-responze sprinklers
areusedon a
sloped eelling, the maximum ceiling height ahall
be used for Ka62
determining the percent reduction in design area,
Where I.  The sprinkler heads located in the
quitk-response sprinklers ara installed, ail kitchen and the kitchen storage closet |
sprinklers within a were  changed by Tri-Swate F;re
compartment shall be of the quick response type. Protection on July 31, 2013, ;
Exception: Whare circumstances require the use 2. An oudit of all sprinkler heads was |
of other than erdinary conducted by the  administrator : :
temperature-ratad sprinkiers, standard response rovealed that no sprinkler hoads had 4 j
eprinkiers shall be buildup of corrosion oh the sprmklerl
\ heeds. This audit was cormpleted on'
permitted to ba used, August 2, 2013.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 3. The Maintonsnce Dircctor was re.
85=D educated by the Adminisicator on!
Required automatic sprinkler systems are nud.gmg sprinkler hcads 10 ensure |
continuously maintained in relizble operating there i3 mo buildup of corrgsion on '
condltion and are inspected and tesfed sprinkler heads.  This re-education ,
periodically,  18.7.8, 4.6.12, NFPA 13, NFPA 25, was completcd on August 8, 2013, |
06.7.5 4, The Admiaistrator and Maintenance ;
Director will conduct environmental i
rounds monthly to ensurc there is no
corrosion buildup on sprinkler heads'
This STANDARD is not met as evidenced by: for three (3) months, The results of-
Based on observation and Ihterview, it was these audits will be reviewed by the
determined the facility failed to engure sprinkler Quality Assurance Commitiee on
heads were maintainad in accordance with NFPA
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. monthly besis for at lcast trec (3
. K082 | Continued From pEge. 12 : K 062 monthsyin order to validate cnniinu(cg
starkiards, The deficiensy had the potential to compliance. If at any time & concern is
affect one (1) of four (4} smoke compartments, identificd, a Quality Assurance
residents, staff and visitors, The facility is certified Commiticc meseling will be held toi
for Sixty (60) beds with a census of Forty-Saven review  concerns  for f‘urther{
{47) on the day of the survey, The facility failed to recommendations as needed.  The:
ensure sprinkler heads located In the kitchen members of the Quality Assurance’
areg were free fram eorrosion. Committce  wil} consist of a o
minimum the Administrator, the;
Tha findings includa: Direefor of WNursing, the Assistant;
: Director of Nursing and the Sociali
Observations, on 07/17/13 at 12:40 PM with the St’:rvlces Dimc}or with the Medical!
Maintenance Director, revealed the sprinkter Director attending at least quarterty.
heads located in the kitchen and the kitchen .
storage closet had a bulldup of corrosion on the Compliance Date: $/23/2013
sptinkler heads,
interview, on 07/17/13 at 12:40 PM with tha
Maintenanee Director, revealed he was unaware
the sprinkler heads in the kitchen and storage
closet had a buildup of corosion,
Referenca: NFPA 25 (1998 Edition),
2-2.1.1* Sprinklers shall be inspected from the
fioor tevel annually, Sprinklers shall be free of
carrosion, foreign materials, paint, and physical
damaga and shall be installed in the proper
orientation {e.g., upright, pandant, or sidewalt).
Any sprinkler shall be replaced that is painted,
corrodad, damaged, lorded, or In the improper
orientation,
K072 | NFPA 101 LIFE SAFETY CODE STANDARD Ko72
85=E
Means of sgress are continuously maintained free
of alt obstructions or impediments to full instant
use In the case of fire or other emargency. No
fumishings, decorations, or other objects obstrust
Event [0: BGC421 Faclly [D: fo0068 If coninuation shast Paga 13 of 18
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072 K072
K Continued From page 13 K072 1. The fumiture will be removed from

exits, access to, egreas fram, or visibility of exits.
7.1.10

This STANDARD is nol met as evidenced by:
Based on observation and interview, it was
determined the facillty failed to maintain axit

accass In a¢cordance with NFPA standarde. The !‘eer'i:l',%n enffﬁf;u;ilth,: mcllgar of
. . impedi st7,2013.
deficiency had the potential to affect two (2) of 4. The Maintenance Director  will

four (4) smoke compartments, twventy-sight (28)
residents, staff and visitors, The facility is certified
for Sixty (60) bads with a census of Forty-Seven
(47) orithe day of the survey, The facility failed 1o
ensure the exit corridor at the front exit was kept
free and clear of impediments.

The findings include:

Observation, on 07/17/13 at 1:00 PM with the
Malntenance Diractor, revesled two (2) couches,
three (3) chairs, a table, a plant, copy machine,
and two (2) shred it bins located in the egress
path to the front exit of the building.

Interview, on 07/17/13 at 1:00 PM with the
Maintenance Director, revealed the facllity has
the area sel Up as the television viewing area and
they currently have no where alse for the
residents to view television in a social area.

Reference: NFPA 101 (2000 Edition)

Means of Egress Reliability 7,1,10.1

Maans of egress shall be continuously
maintained free of ajl obstructions or
impediments to full instart use in the case of fire
or other emergency.

the means of egress by August 22,
2013,

2. The Maintcnance Director campleted |
an audit of all egresses on August 7, ;
2013 to assure all were clear of ¢
impediments,.  No  other areas of
concern were identificd,

3. The Mnintenance Dircctor was re-
educated by the Administrator Uni

conduct an audit monthly for theee (3) |
months to ensure egress paths are
clear of impediments. The casulls of
those audits will be reviewed by the
Quality Assurance Committee on a
monthly basis for at least three (3)
months in order to validatc continued
compliance, 1 at any fime a concern i
identified, a  Quality Assurance
Committes meeting will be held ©
review  coneerns for  further
reccommendations as necded.  The
members of the Quality Assurnce
Commirttee  will consist of at &
minimum  the  Administrator,  the
Dircctor of Nursing, the Assistant|
Director of Nursing and the Social:
Serviecs Director with the Medical,
Director attcnding of least quartecly, |

Compliance Date: 8/23/2013
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' K144
K144 | Continued From page 14 K 144 ). All items stored inside the generator
K 144| NFPA 101 LIFE SAFETY CODE STANDARD K 144 cnclosure were removed on 7/17/13 by
§8=F the Maintenance Director.

Generators are Inspected weekly and exerclsed
under load for 30 minutes per monih in
aocordancs with NFPA S,  3.4.4.1,

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure emergency
generators were malntained in accordance with
NFPA standards. The deficiency had the
potential to affect four (4) of four (4) smoke
compartmenta, all residents, staff and vigitors.
The facility is certified for Sixty (60) beds with a
census of Forty-Seven (47) on the day of the
survey, The facility failed to ensure tha generator
enclosure did nof have any storage Inside.

The findings Include:

Observation, on 07/17/13 at 10:50 AM with the
Maintenance Director, revealed the factlity was
equipped with an emergency generator, The
enclosure for tha generator had WD40,
antifreeze, and oil stored Inside the enclosure,

Interview, on 07/17/13 at 10:50 AM with the
Maintenance Director, revealed he was not aware
there could not be any items stored In the
generator enclosure,

2. An audit wag conducted by the,

3. The Maintcnance Director was rc-;

4, Thc Administrator and Maintcnance |

Compliance Date: 8/23/2013

Administrator on 8/1/2013 to ensure
that no items were stored inside the
generator enclosure. No items were
noted.

educated by the Administrator on not i
storing items inside the ¢nclosure of ;
the generator on August 7, 2013, :

Director wil] conduct audits to ensure |
ne items arc stored inside the
enclosuce of the generator weckly for |
twelve (12) wocks. The results of f
these oudits will. be reviewed by the !
Quality Assurance Commille¢ on a
monthly basis (or at least three (3) ;
months in order to validate continued |
complignee, If at any time a concern is i
identificd, a Quality Assurance !
Commiltee meeting will be heid o ;
review  concerns  for  funher
recommendations as necded.  The |
members of the Quality Assurance
Committee  will consist of at a!
minimum  the  Administretor, thc;
Dircctor of Nursing, the Assigtant:
Dircctor of Nursing and the Seclal
Services Dircctor with the Medical,
Dircctor attending at least quarterly,
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Referanca: NFPA 110 (1989 Edition)

5-2.1 The EPS shall be installed in a separate
rootnt far Leve)

1 Installations. EPSS equipment shall be
pamitted to be

instalied In this room, The room shall have a
minimum 2-hour

fire rating or shall be located in an adaquate
enclosure located )
outside the building capable of resisting the
entcance of spow

or rain at a maximum wind velocily required by
local building

codes, No other equipment, including
archilactural appurtensnces,

except those thal sarve this spaca, shall be
permitted

In this room,
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