B DEPARTMENT 6F HEALTHAND HUMAN SERVIGES | o coT - FORM APPROVED
STATEMENT OF DEFICIENCIEGR k1) menwaurpuwcm {X2) MULTIPLE GCONSTRUCTION {X9) DATE SURVEY
AND PI.AN OF CORREOTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING .
185283 8. WING 3 1211672011
NAME OF PROVIDER OR SUPPRLIER . . STREETADDRESS, GITY, STATE, ZiPF GODE
2000 BOUTH MAIN STREET
BOURBON HEIGHTS NURSING HOME PARIS, KY 40351
m ’ " SUMMARY STATEMENT OF DEFIGIENGIES ] . PROVIDER'S PLAN OF GORRECTION | m
(EACH DEFICIENCY MUST BE PRECEDED BY FULL \ PqEle EACH CORRECTIVE AGTION S8HOULD BE GOMPLETION
TAR REGULATORY OR LSG IDENTIFYING INFORMATION) AG A + OS‘B-REFERENOEI&TOGT%EAPPROPNATE i DATE
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F 000 INITIAL COMMENTS Fooo

A Recertification Survey was Initiated on 12/12/11
and concluded on 12/16/11. Deficiencles were

" | citad with the highest acope and severify of a "D".
F 441 | 483.86 INFECTION CONTROL, PREVENT F441 .
§8=D{ SPREAD, LINENS i il

The fecility must establish and maintain an

1 Infection Control Pragram designed to provide a ; gram i
aafe, aanttary and comfortable environmant and mmuzsmoimkmsgm
to help prevent the development and transmisslon will i ¥ ) P
of disense and infection. will include: assesament of risks;
. : . . assessment of services. provided,
(a) Inféction Control Program - assessment of population served;
;ha facl!lty,rggsmﬁbillish an Infection Control strategies to decrease risks; and
rogram under - surveillance plan (logs) based on
g )ulll;vft;s:]il?;lee. controls, and prevents infections analyms of previous data. All of these
(2) Dacldes what procadures, such as isolation, - revisions will guide the activitios of
should be applied to an individual resident; and | the infeotion control department. The
(3) Maintains a record of incidents and corrective Infection Control plan will be updated
- | aotions ralated to Infeciions. , at lcast annually by the Administrator, .
o , Director of Nursing and Quality :
(b) Preventing Sipread of Infection Assurance Director if needs arise. f

(1) When the Infectlon Control Program
detenmines that & resident needs isolation to
prevant the spread of infeotlon, the faoiiity must
isolate the resident.

_| (2) The facility must prohibit employses with a
oommunicable dissasa or infected skin leslona
from direct contact with residents or thelr food, If

direct contact will transmit the disease.

{3) The faollity muat require staff to wash their
handa after each diract reaident contéct for which
hand washing is indioated by accepted
professlonal prauﬂoe .

.

5 AN 2

(o) Linens

E IPRECENTAYIVE'S SIGNATURE - ﬂ’ms , (%) DATE
150y ,a/‘. ﬁ I—fo-] 2

Any daﬂcianoy stodément ending iith &n e ylariy (‘) denoles a deficlency which tha Instiiution aey be smusud kom coreciing providing It ls dstermined that
“pther sufeguarte provide sufficknt proh oret the paitenia, {(Sse Instrustlons.) Exocspl for nursing homes, the findings siated abovs ara disclopable 80 days
following the date of survey whether or not & plan of cotragtioh lo provided. For nursing homes, the ebove findings and plans of carrection are disclosatie 14
days fouowlslg oithu“dale thasa doournsnia ara mede evallabla to the faclity. i deficiencies are cliad, an L plan of correction Is requisita to oentinued
pragram particigation, ' ,

f—
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a DEPARTMENT OFEHEALTH AND HUMAN BERVIGES ' FORMAPPROVED
RVICES T J38-
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE GONSTRUGTION {8) DATE BURVEY
AND PLAN OF CORREGTION - IDENTIFICATION NUMBER: A BUILOING o GOMPLETED
. 188283 B. wike 12/18/2011
NAME CF PROVIDER OR SUPPLIER SYREET ADDRESS, GITY, STATE, ZIP GODE
c 2000 SOUTH MAIN BTREET
BOUI}BF)N HEIGHTS NURSING HOME | PARIS, KY 40369
{4) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 1)
FREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX " (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMAION) O TAB cnoss-nmkeggn TOTHEAPPROPRIATE | - DATE
T "The Infoction Control Nurse Gd the |
F 441 [-Continued From page 1 _ F 441| proper treatment and dressing change
| Personnel must handte, store, process and on resident #4 immediately in the
tremsport linens so as to prevent the spraad of aﬂ.emoon of 12-14-11
infaction. _ .
The Director of Nursing educated the |
Infection Control nurse on the proper
protocol of wound care that included
‘This REQUIREMENT s not met as svidenced gloving, hand washing, and proper
by: : _ dregsing change, The D.O.N.
Baised ';:n ob:ar;atl:;n. inmw:ewiﬁynd liecord observed I/C nurse while he*
review It was determinsd the faciilty falled to ' resi
establish and maintaln an infection Control i);orf;}gnwegnwound care on 2 residents.
Program dasigned to provide a safe, senitery and ’
comfurtable environment and 1o fielp pravent the . : \ .
development and transmission of disease and The Director of Nursing and Unit
lnfetr)lﬂ%n The fﬁgty falled 0 ensure staff Coordinators checked all wounds for
waghed their hands after a skin asssssment. In " proper dressing change techniques and
addition the facliity falled to ensure infection E, e?:sure ﬁml:l‘;mss of dressing
contral practices waere followad for a dressing change All wonnds were checked for
change for Resident #4. propet infection | ol protocol, as
The findings Include:. well,
Observation of a skin assesament, on 12/14/11 et The Infiction Control Program is
| 1:30PM, revealad the Wound Care Nurse faiied currently under revision. Revisions
fo wash his h;nf:a‘aﬂemomplﬁﬁnt:lnﬂ the mnaﬂe will include: assessment of risks;
agsessment, Further obsorvation revealad r t of gervices provided:
completiort of the skin essessment he did remove g::mmxt of;pulaﬁgn serdv:f;
his gloves befare exiting the room, tratagics to dec risks; and a
Interview with tha Wound Care Nurse, on surveillance plan (fogs) based on
12/14/11 at 1:40 PM, revaalad he should have analysis of previous data. All of these
removed his gloves and washed his hands befors revigions will guide the activities of
oxltlnn"thg room. fg&tlh?wmwhﬁﬁm!e? x the infection control department. The
normelly had an alcohot bass sanitizing sofution Infection Contro! plan will be updated !
in his pocket but did not on this particular day. at least annually by the Administrator,
Observation of a skin agssssment, on 12/14/41, Director of Nursing and Quality
, . : Assurance Director if needs arise.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . ' - * FORMAPPROVED
*_CENTERS FOR MEBICARE & MEDICAID SERVICES : . N L OB NO. 0938-0391 -
STATEMENT OF DEFICIENCIES 044) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION - {¥3) DATE SURVEY
AND PLAN OF CORREGTION INENTIFIGATION NUMBER: A BULDING . COMPLETED
185283 B. wike ' 12{16/2011
NAME OF PROVIDER OR SUPPLIER ' | sTREET ADDRESS, O1TY, 8TATE, 2IP 0ODE .
2000 SOUTH MAIN STREET
BOURBOP.J‘HIT:IGHTS NURSING HQME B PARYS, KY 40361 .
: - OF N - '
SO | (EA0 DRFIGIENGY WST BS PRECRDED BY FULL PREPIX (EAOH GORREQTVE AGTION SHOULDBE | combLarion
ey REGULATORY OR LSC IDENTIFVING INFORMATION) TAQ caoaa-nemnmoeoizgg%ammmm DATE
F 441 | Continued From page 2 ) F 441 : |
at 3:30 PM, revealed the Wound Care Nuree Director of Nursing will observe the
-::Hed to otr;gng%? t;i‘res:;ng on Resident “l?h dafter | . Infection Control nurse monthly for
@ completion 8 gkin assesament, The : : .
Woaound Care-Nurse pulied baclk the old dressing mﬁe:vgsrgit:csol rﬂg;fgﬁf wf;‘.l'::‘:‘alf’
(dated 12/13/11) to mensure the wound and then ABINRG, an 8- v
replaced the old dressing back onto the wound be conducted for three months during
bed. No new dreaging was placed on the wound. | - a prtl)batxona:y period of the
, employee,
Revisw of Resident# 4 ' s Treatment : .
Administration Record (TAR) {or Dacember 2011, in-gervice _
revealed the dressing for his/lier wound was to be f:;:ln -seG .zo%ﬁ:;wdaﬁn
completed datly. Further review of the TAR , uary.o, i P B all staff
indioatad the dressing had haen changed on mfe(_:t:op contro 156103 101 -
12113!11 Topics inctuded specifically hand
washing, gloving and un~gloving,
Iy ‘#i&“ “‘ﬁé’""“’ﬁ%ﬁ%?%”‘i’?" 20.AM, e o ot
. revealsd the Wound Care Nurse did not change ﬁafecﬁon)(.m proven pread o :

. the dressing on the wound and replaced the old
i . ane when he was finished 'with the ekin )

asgasament. Further interview revaaled the :
 dressing should have been removed when the . _ Jan, 20, 2012
. ©kin assessment was complsted and a new : T
dressing applled to the wound.
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES R ) _ ~ FORMAPPROVED
CE RS FOR MED! M I L IR S NO. 0038-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/GUPFLIEF/CLIA (¥2) MULTIPLE GONSTAUCTION ' (X9) DATE EEP;‘:Y
AND PLAN OF CORREGTION . IDENTIFICATI ABULDING 0§ - MAIN BUILDING 04 COMF _
_ 185233 B.WiKG — 12/16/2011
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1 e 2000 SOUTH MAIN STREET.
BOURBON HEIQHTS NURSING HOME ' PARIS, KY 40381 .
" It SUMMARY STATEMENT OF DERICIENGIES S FROVIDER'S FLAN OF GORREOTION ol
REFIX {EAGH DEFICIEKCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
7 . PEFIGIENG‘!')
K 000 | INITIAL COMMENTS ) K000
CFR: 42 GFR 483.70(a)
Bullding: 01
Plan Approvel: 1985
Survey under: NFPA 101 (2000 Edition)
Faglllty type: SNF/NF '
Type-of structure: Type it (000) Unprotected
Smole Compartment: Ten {10)
Fire sxlarm; Complate Fire alarm System
Sprifucler Systam: Complete Sprinkler System
(Wt and Dry) : .
Genenator: Type || Diesel
Astandard Lifa Safely Gode survey wag
conducted on 12/16/11. Bourbon Heights was
found to be In compltance with-the reguirements
for partioipation in Medicare and Medizald.
Ef REPREGENTATIVE'S SIGNATURE . nnE - OB ONTE
: [0/ 2

CY\B aetarisk () donolas a deficlonoy whioh the Inglitution mey ba excusad from comecting providing It e determined that
ciher safegudrds provide sufficlent protaction o tha patisnis, (See istruotiona.) Except for nureing homes, the findinge atated above are dieclossbls 80 days
follewing the date of aurvay whether of not a plan of correction Is provided. For nursing homes, the abisve findings and plans of corraction are diacloanbis 14
days following tha Idm these dooumants are made availabia to the facliily. f daficencias are ciad, an approved plan of correcilon la requisite to ocontinued
program parligipation. .

FORM CMIS-2507(02-08) Frevioun Varslans Obsalete Event (D:ROB421 Faolity 1D: 100024 (¢ continuation sheat Page 1 of 1






