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I' A Recertification Survey was conducted 10/22/13 |
: through 10/25/13 with deficiencies cited with the ;

. highest Scope and Severity of "F.” ;
F 278! 483.20(g) - (j ASSESSMENT F2
88=0; ACCURACYICOORDINATION/CERTIFIED ‘

The assessment must accurately reflect the
resident's status.
A registered nurse must conduct or coordinate
t each assessment with the appropriate I
_participation of health professionals.
. Aregistered nurse must sign and certify that the
! assessment is completed,
{ Each Individual who completes a portion of the ;
; assessment must sign and certify the accuracy of |
 that portion of the assessment. ;
: ]
! Under Medicare and Mexlicaid, an individual who |
, williully and knowingly certifies a material and {
i false statement in a resident assessment is
. Subject to a civil money penalty of not more than
1 $1,000 for each assessment; or an individual who
. willfully and knowingly causes another individual
| to certify a material and false statement in a |
resident assessment is subject to a civil money
¢ penalty of not more thar $5,000 for each
" assessment. \

Clinical disagreement dees not constitute a
; material and false statement.

This REQUIREMENT is not met as evidenced

: 1. Care plans for both residents-were -
.updated on 10/23/13 by Ashley
Kincade LPN Infection control nurse
-to reflect assistance x1 with eating

;and to feed resident #3 if in bed but

' alow her to attempt to feed self when |

f she is up in wheelchair. Nurse aide

_ care plans also updated to reflect this |

on 10/23/13 by Ashley Kincaide LPN |

Infection control !

! nurse. ;

2, A mandatory in service for all staff |

! was conducted on 11/8/13 by Janet |

: Caswell RN MDS Coordinatorand |

; Tamara McCarty LPN Assistant MDS |

Coordinatar {See attached mandatory'

education). All ADLtracking sheets to

be reviewed by 11/22/13 by Tamara !

McCarty LPN, Janet Caswell RN and

! -Asghley Kincade LPN to ensure

correct coding. All residents who

require assistance with feeding
have the potential to be affected.

Although no other residents were

identified as being affected.

by: j : |
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F 278! Continued From page 1

| Based on observation, interview and record

' revlew it was determined the facility failed to
. ensure assessments were accurately coded on
 the Minimum Data Set {MDS) assessment to ;
. accurately reflect the resklent's status for two (2)

‘ of fifteen (15) sampled residents {Residents #2
and #3)

The findings includa:

; Rewew of the facility's policy titled, "Assessment

* and Nursing Care Screening”, with a revision date |
. of 10/01, revealed the MDS Form is used to :
* record information obtained during the nursing

¢ assessment

lnterwew. on 10/25/13 at 10:30 AM, with the

: Assistant Director of Nursing {ADON) revealed

{ the person completing the Minimium Data Set

' (MDS) assessment js responsible to ensure

j accuracy of ihe assessment and, the facility had
no policy related to this.

i
i
H

1. Review of Resident #2's record 1evealed the
. resident was admitted to the facility on 01/03/13,
| with diagnoses which included Dementia and :
Cardiovascular Disease. Review of the Quarterly
. MDS, dated 08/31/13, revealed under Section G,
"the facility assessed Residen| #2 to require two
i (2) person physical assist with eating. Review of
‘the Comprehensive Care Plan dated 01/15/13, |
; related to the resident required a mechanicaly |
 altered diet, revealed Resident #2 was to befed
all meals and snacks by staff.

Obsewatlon of Resident #2, on 10/23/13 at 8:35

i AM, revealed that one {1) staff member assisted :
" the resident to eat breakfast. Further observation
- of Resident #2 on 10/23/13 at 11:45 AM, and on

F278;

3. Laminated examples of ADL :
' coding was placed in '
each break room on 11/15/13 by :
Tamara McCarty LPN | :
and Janet Caswelh RN. .
! 4. MDS staff will review ADL sheets | !
i whenthe MDS isdue andif errors | |
areé nigted they wil make a note’'and™
educate staff individually at that time. i
. This is will done by Tamara McCarty |
! LPN Assistant MDS Coordinatol and g
;  Janst Caswel RN MDS Coordinator. |
This will be done gquarterly on each |
resident and will be observed weeky |
by tha Unit Coordinators Michslle
Teegarden LPN and Page Hammnck
LPN. -

- 5. Weekly reporting to the :
. QA Committee will be done |
by Janet Caswell, RN/MDS
' Coordinator or Tamara
McCarty, LPN/MDS .
Assistant Coordinator to 1
ensure the that weekly and
quarterly monitoring and re- |

education of the staff
maintains the proper coding
of the MDS on an on-going

basis. s

!

8. CDmph'ance Date ' ;11/25f1 3
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F 278  Continued From page 2 '
| 1024113 a1 11:50 AM, revealed the residents |
j spouse assisted Resident #2 lo eat lunch. |

: 2. Revlew of Resklent #3's record revealed the
! resident was admitted to the facility on 02/25/02,
- and readmitted to the facilty on 03/08/13, with |
- diagnoses which include Depression, Anxiety and .
't GERD. Review of the Quarterly MDS dated !
" 09/18/13, revealed the facility assessed Re51denl
| #3 to require two (2) person assistance with i
eatmg Review of the Comprehensive Care Plan |
| dated 01/23/13, revealed an intervention had :
- been added on 04/25/13 to assist the resident |
i with meals. :
. Observation of Resident #3 on 10/23/13 at 12:10 ;
- PM, revealed the resident was being assisted to
eat the lunch meat by one (1) staff member.
Further observation of Resident #3 on 10/24/13 at
. | 5:47 PM, revealed the resident eating the dinner |
- meal without assistance. j
}
Interview, on 10/25/13 at 9:48 AM, with Licensed |
i Practical Nurse (LPN) #1, the MDS Assistant and !
" the ADON revealed LPN #1 completed Resident
| #2's and #3's Quarterly MD'S assessments. LPN |
' #1 stated she utilized the "ADL Tracking form*
. which was coded to indicate Resident #2 and #3
" required fwo (2) person physical assist for eating. ;
: She stated she knew this was not accurate for
' Resident #2's and #3's eating assistance; i
, however, the "ADL Tracking form” was the {
* facility's validation for what got coded on the MDS |
assessments. LPN #1 further stated she should |
 have talked to the State Registered Nursing
Assistants (SRNAs) regarding the assistance
i Resident #2 and #3 required with eating; and,
. documented her interviews, She stated she
"should have then coded the MDS assessments

I
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F 278;‘! Continued From page 3 :
! correctly to indicate the correct asslstance
; Resident #2's and #3's required and, in-serviced i
* the staff on correctly coding on the "ADL Tracking ;
i farm®,
F 325 483.25(i) MAINTAIN NUTRITION STATUS '
§5=D. UNLESS UNAVOQIDABLE :

-+ Based on a resldent's comprehensive
; assessment, the faciity must ensure that a
" resident - ;
i {1} Maintains acceptable parameters of nutriticnal
~ status, such as body weight and protein levels,
| unless the resident's clinical condition i
, demonstrates that this is not possible; and
: (2) Receives a therapeutic diet when there Is a
: nutritional problem,
i

. This REQUIREMENT is not met as evidenced |
i by

~ Based on observation. interview, record review _
| and review of facility policy it was determined the ;
: facility failed to provide lo ensure residents did

* not receive foods listed as allergies for one (1)

. Unsampled resident (Unsampled Resident A) as

- avidenced by the resident receiving food
. identified on the meal card as an allergy, which
 resulted in the resident becoming distressed.

! The findings inciude:

' Review of the facilily's policy titled, "Hydration and |
i Nutrition™ undated, revealed tha following under |
“the "Procedures” section: an ongoeing assessment
 of ability to consume and assimilate food by ;
, residents was conducted by nursing personnel

F 278,

F325

L. Resident was given a meal
substitution on 10/24/13 by the
nursing staff,

2. Telesa Fa lywine, QA Director
and Kim Mullins, Dining Services
Manage| observed meal
Pleparation fol {ray prepalation and
accuracy to the resident meal cards
to find no other lesidents affected
on L1913, Theie js potential for

rr——unid

all lesidents 10 be affected.
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F 325 Continued From page 4 | F 325
! and or the Registeled Dietitian {RDY, and, staff | i 3. Weekly QA observations will be
were to observe food for the desired effect or completed by Teresa Barylwine,
_~‘ advgrSe response anq dgcument findings in the i \ QAD, Janet Patton, QAA, Deanna
; medicat recard when Indicated, - Eads, DON, and Willas Glay,
: Record Review revealed Unsampled Resident A i i?&foeiqiéiy walk through performed
, was admltted to the facility on 12/29/10, with ; ‘ by the QA C ittee will include-
-+ dlagnosis which included-of “Irritable Bowel; ; o the 1A Lammittee will include
. Syndrome, Diverticulos's and Anxiety. Review of -monitoring of meal card to check
' the Quarterly Minimum Data Sheet (MDS} dated i fo! accuracy on the meal Service.
: 06/12/13, revealed the facility assessed k 3. Telesa Eallywine, QAD in-
' Unsampled Resident A to have a Brief Interview 1 serviced ali staff during madatory
; for Mental Status (BIMS) score of fifteen (15) 15 : in-service on ensuring the accuracy
- which indicated the resident was cognitively _ ! of the tray cards and meals served
| Intact. Review of Comprehensive Care Plan, ' ; at time of service delivery on
~dated 09/18/13, the goal was for nutritional needs ; 11/8/13.
i to be met and no weight loss would go o 6. Weekly walk thru information
; Undetected. Interventions included the following: 5 and observations will be reported
dlet‘as order.eq, provide food preferences and . ; to the QA Committee weekly to
avoid food dislikes. ! i ensure that the accuiacy of the meal
- Observation, on 10/24/13 at 12:30 PM, of the | ,  cardandmeal are being maintained
 lunch meal, revealed Unsamped Resident A was : ! on an on-goilig basis. ‘
: sefved soup beans. Review of the resident diet | 7. Observation results will be
! card revealed soup beans was highlighted and | ; passed to the Dining Services
 listed as an allergy. Continued observation Manager. Kim Multins to ensure
revealed Unsampled Resident A was making i accuracy is maintained at the time
; crying sounds and asking why he/she recaived : f of meal prepaiation.
i soup beans. Interview, on 10/24/13 at 12:30 PM, _
| at the time of the observation, revealed i : 8. Compliance Date 11/25/13
- Unsampled Resident Awas asking why he/she :
: received soup beans.
interview, on 10/24/13 at 12:35 PM. with State
- Registered Nursing Assistant, (SRNA) #1 ;
i revealed staff looked at the meal ticket {diet card) !
_and if a resident did not like their meal she called
: dietary for a substitution. She stated the :
. residents do change their minds about their
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i dislikes. She indicated Unsampled Resident A’s
i soup beans would be substituted with soup.

. Interview, on 10/24/13 at 2:30 P, Un-sampled
* Resident Arevealed this had heen the first time
. he/she had received soup beans. Unsampled

the beans upset histher stomach.

: { Interview, on 10/24/13 at 3:15 PM, with the
. Registered Dietitian (RD}) levealed Unsampled
‘ Resldent A had a strong dislike of s0up bgans

, and did not have an ailergy lo soup beans. She
: stated soup beans were listed under "allergy” on

F Interview, on 10/24/13 at 3:50 PM, with the
. Assistant Director of Nursing (ADON) revealed
! staff should look at the meal (diet) card for
: residents’ dislikes and, if a resident did not like
i what was served the resident could be offered a
3ubst|tute She stated this was a two (2) fold
! problem as dietary sent the soup beans and

' meal (det) card. The ADON indicated dietary
: and nursing stafl should observe the meal (diet)

; dld net receive these foods.

lnterwew. on 10/25/13 at 9:35 AM, with the
. Dietary Manager revealed that two (2) dietary
 staff highlighted residents’ dislikes and allergias
. on the meal (diet) card. She stated the dietary
; staff assigned to the front of the service line
. called out the diet order, dislikes, and food

" Resident A stated he/she did not hke beans and

i the diet card to get the attention of dietary staff so |
"they would not to send soup beans to Unsampled |
| Resident A, who strongly disliked the soup beans.

| nursing staff serving the meals did not check the :

! card for dislikes and allergies to ensure residents

 allergies prior to the cook placing the food on the
: fray. The Dietary Manager stated theast person
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F 325, Continued From page & .~ Faz25
on the service line checked the food tray for ;
{ accuracy with the meal (diet) card. She indicated i
. th's system was supposed to prevent residents  ©
t from receiving disliked food and foods they were &
. allergic to,
F371:

F 371 483.35(1) FOOD PROCURE,
S$8-F ; STORE/PREPARE/SERVE - SANITARY

: The fachity must -

“{1) Procure food from sources approved or

; considered satisfactory by Federal, State or local
" authorities: and

: (2) Store, prepare, distribute and serve food

« under sanitary conditlons

! This REQUIREMENT is not met as evidenced
by

' Based on observation, interview it was

; determined, the facility failed to store and

! distribute food under sanitary conditions as

; evidenced by resident refrigerator temperature
i10gs were not available for two (2) resident units

- and food was not labeled and dated with resident

| identification.
The findings include:

i Observation, on 10/23/13 at 9:00 AM, revealed

“the resldent refrigerator on Unit 3 had no

i evidence of a temperature log. Further

" obsesvation revealed and a package of twelve

| (12) twin popsicles not abeled, dated with no
resident identification.

F371
1.Thermometers were placed in
refrigelators and freezers on 160/23/13
by Teresa Earywine Quality
Assurance Director. All un abeled
food items were disposed of on
10/23/13 by Willas Gray Assistant
Directol of Nursing. Temp logs were
paced on 10/23/123 by Teresa
Earywine Quality Assurance Director.

2. A/l residents have the potential to
be affected by this practice. A»
refrigerators and freezers were
checked and temp 1ogs praced on
10/23/123 by Teresa Earywine
Quality Assurance Director. Al
unlabeled food items were disposed
of by Willas Gray LPN Assistant
Director of Nursing on 10/23/13.
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- of popsicles in original containers to the units.
i The Dietary Manager stated one (1) dietary staff
. member was responsible for checking the
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F 371! Continued From page 7 F 3?1; '
| Observation, on 10/23/13 at 11:10 AM, revealed | s . 4 o
- the resident refiigerator on Unit 1 had no i 3. All staff were in-serviced on :
! evidence of a temperature log. Observation of ! 11/8/13 by Teresa EW?C’ QAD
. the freezer revealed it contained a bag of | on temperature logs, labeling of
i twenty-four (24) frozen popsicles not labelled, food items and thermometers in the
. dated and with no resident identification. { freezels and refrigerators, Dietary
‘ { staff will check S
- iInterview, on 10/23/13 at 10:05 AM, wth the - , R h t Il food is properly
Licensed Practical Nurse (LPN) Manager of Unit | daily to ensul;e l:aif f‘ mci)nate d?s ig‘; .
| 3 revealed temperatures on the resident : . datedand 'g & the r(aefri erators
1efrigerator had not been 1ecorded daily. She P were f{)lac%horh; shiﬁgchalge
 stated refrigerator temperatures were looked at 11715 13'”_ :eck the refrigerator and
, week'y duting the facility's "wak through” ?urses s;;mc s daily i
‘ perfoimed by departrment heads and reszer lemp ’ J
j administration. She indicated refrigeatol . ; Michelle
temperatures should be thirty-four (34) to %{ém;%zzrigﬁtgr:d P’Iaige Hamiick |
| thirty-eigh: (38) degrees Farenheit; however, did : LPNgand all float nuises will check the
- not know what the freezer temperature was : logs daily to ensure 11-7 charge i
' supposed to be. The LPN Manager of Urit 3 nurses are competing their duties. All
; stated if there was a problem with the refrigerator | ! staffinvolved wil be in serviced by
; they would pack it with ice and call the | . Teresa Earywine Quaity Assurance
] maintenance departrment. ' Director. Teresa Earlywine QA t B
f Director and Janet Patton Assistan
» Interview, on 10/23/13 at 3:15 PM, with the LEN ; QA Director will observe that these
! performing Quality Assurance 1evealed the facilify : are compteted weekly, : N
i had "messed up” as there were no tempaiature e o o :
: log sheets on the resident refrigerators on Uit 1 _
i and Unit 3; however, there should have been so .
! daily tem peratures could have been performed 5'Q?D or QAA will report the
 and documented. results of the termperature log to the
; QA Committee woeldy 10 ensure
| Interview, on 10/24/13 at 11:15 AM, with the the piopel tempelature js
 Dietary Manage! revealed popsicles were maintained fol safe handling of
| supp'led from the dietary department and were food. !
- sent on residents' meal trays. She stated the :
i dietary department did not send large packages ; " 4125013

5. Compliance date

P
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF OCFICIENCES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICAT ION NUMBER; A BULDING - COMPLETEQ
185283 8. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP COOE
2000 SOUTH MAIN STREET
o]
BOURBON HEIGHTS NURSING HOME PAR'S, KY 40361
(e SUMMARY STATEMENT OF DEFICIENCIES ! o PHOVIOER'S PLAN OF CORREC TION S
PREFIX | (EACH DEFICIENCY MUST BE PRECEDEQ BY FULL ' PREFIX | (EACH CORREC 11VE ACTION SHOULO BE | COMPLETION
TAG | REGULATORY OR LSC I0ENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THEAPPROPRIATE ,  DATE
l! i OEFICIENCY) '
F 371 Continued From page & L OF 371,
 resident nourishment refrigerator on the units
j and, were responsible for labelling and dating all ;
" nourishments delivered to the units. |
. Interview, 10/24/13 at 3:50 PM, Assistant Director
t of Nursing (ADON) revealed nuising staff were to :
; identify any food that was brought in by family, ;
7 check it against the diet oldel and [abel and date |
i It with the resident’s identifying information. .
i 5 |
i :
j
| :‘
| J'
i ;' ;
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PRINTED: 12/13/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185283 B. WING 11/19/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2000 SOUTH MAIN STREET

BOURBON HEIGHTS NURSING HOME PARIS, KY 40361

(X43 1D f 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 . COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} : TAG : CROSS-REFERENCED TO THE APPROPRIATE ; OATE
f : : DEFICIENCY) ;
{K 000} INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
" plan of correction, the facility was deemed to be
_in compliance effective 11/19/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6} OATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safequards provide sufficient protection to the patients. (See instructions.) Except for nursing hores, the findings stated above are disclosable 20 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. |If deficiendies are cited, an approved plan of correction is requisite to continued
program participation.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF OEFICIENCIES (X1} PROVIOER/SUPPLIER/CLIA [X2} MULTIPLE CONSTRUCTION {X3) OATE SEJRVEY
AND PLAN OF CORRECTON DENTIFICATION NUNMBER: A. BUILDING 01 - MAIN BUILDING 04 COMPLETED

185283 B.WING 10/23/2013
STREET ADORESS, CITY, STATE, ZIP CODE

NAME OF PROVIOER OR SUPPLIER
2000 SGUTH MAIN STREET

BOURBON HEIGHTS NURSING HOME
8 M PARIS, KY 40361
X410 SUMMARY STATEMENT OF OEFICIENCIES 10 : PROVIOER'S PLAN OF CORRECTION ; (X5}
PREFIX | {EACH GEFICIENCY MUST BE PRECEDED BY FULL © PREFIX ° {EACH CORRECTIVE ACTKIN SHOULO RE i COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS.REFERENCEQ TO THE APFROPRIATE | oare
OEFICIENCY}
K 000; INITIAL COMMENTS - K000

, CFR: 42 CFR 483.70(a) ;
Building: 01 | :
; Plan Approval; 1965

R 'jg Survey under: NFPA 101 (2000 Edliion) . o
Facility type: SNF/NF | l
Type of structure: Type lll (000) Unprotected
: Smoke Compartments: Ten
Fire Alarm: Complete Fire alarm System

: Sprinkler System: Complete Sprinkler Systern
- (Wel and Dry)

' Generator: Type |l Diesel

: A standard Life Safety Code survey was : ;
“conducted on 10/23/13. The findings Ihat follow | ;
. demonstrale compllance with Title 42, Code of
{ Federal Regulations, 483.70(a) et seq. (Life
~ Safety from Fire). Bourbon Heights Nursing
| Home was found to not be in compliance with the
‘ requirements for participation in the Medicare and

Medicaid program. The census Ihe day of the '
: survey was one hundred eight (108) with the
* facility being licensed for one hundred twenty nine -

The findings that follow demonstrate

: noncompliance with Title 42, Code of Federal

" Regulations, 483.70(a) et seq. (life Safety from
Fire) with the highest scope and severity at *F"

JITL 16} OATE

o] : :
LABORATORY BEWS ajR I OVWRESENTATNES SIGNATY c . .
-~ & A
alige 2 o dmenist 15713

Any deficiency statement ending wilh an asterisk (*} denotes a deficlency which Ihe Institution may bé excused fram correcling providing Il s delefrined tal
other saleguards provide sufficient protection to Ihe patients. (See Inslructions ) Except for nursing homes, the findings slaled above are disclosable 90 days
iollowing the date of survey whether or not a plan of corraction s provided. For nursing homes, tha above {indings and plans of correclion are disclosabla 14
days laliowing the date these documents are made avaflable to the lacilily. If deficiencies are ciled, an appeoved plan of coreclion is requislte o continuad
program partlcipation. BTSSR e,
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PRINTED: 11/08/2013
- FORMAPPROVED
OMB NO: 0938-0301

8S=Dj
" Bullding construction type and height meels ong
; of the following. 19.1.6.2, 19.1.6.3, 18.1.6.4,

"19.3.5.1

: This STANDARD Is not met as evidenced by:
* Based on observation and interview, it was
| determined the facility failed lo ensure all areas

; to National Fire Protection Association (NFPA)
‘ standards. The deficiency had the polential to

i affect two (2) of ten (10) smoke compartments,
- twenty (20) residents, staff and visitors.

! The findings include:

"Un#t 3 shower room. Further observation
. revealed during construction the facilily had
f completed a shower wall that prevented lhe
sprinkler head from providing coverage to other
| areas of the shower room. All areas were 1o be
_sprinkler protected lo prevent the spread of fire.
i The observation was confirmed with Maintenance ;
Staff

Inlerview on 10/23/2013 at 2:27 PM, with

; Maintenance Staff, revealed the shower room

: construction had been completed within the lasl
two (2) weeks and staff had nol Idenlified the lack |
" of sprinkler coverage in the shower room.

‘were provided with sprinkler proteclion, according

' Observation on 10/23/2013 at 2:27 PM, revealed
- the facillty had completed new construction in the :

STATEMENT OF OEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION [¥3) OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BULDING 01 - MAIN BUILDING 01 CORPLETED
185283 | B.WING 10/23/2013
NAME OF PROVIDER OR SUPPLIER STREET AOORESS, CiTY, STATE, ZIP CODE
2000 SQUTH MAIN STREET
BOURBON HEIGHTS NURSING HOME
PARIS, KY 40361
(X410 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION : x5}
PREFIX [EACH OEFICIENCY MUST BE PRECEDEO Y FULL PREFIX IEACH CORRECTIVE ACTION SHOI.O BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE ! OAtE
H DEFICIENCY}
K 000! Continued From page 1 K 000/
level, ;
K012 NFPA 101 LIFE SAFETY CODE STANDARD K012

X012

Installation of two (2)
sprinkler heads in the
Unit 3 shower room :was
completed by American
Fire and Sprlnkler on
11/6/2013.

No other areas of concern
were found to be without
proper sprinkler coverage
per walk thru condacted
on 10/23/13. :
Future constructlon or
remodeling will be:
monitored by maintenance
and administration: to
ensure all areas are
sprinkler protected to
prevent the spread of fire.
Compliance bate | 11/7/

FORM CHS-2667{02-9%) Previpus Versions Otsoleie Event 10: 6HBK2?
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__CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11082013

,,,,, e e e EORM APPROVED .

OMEB NQ. 0938-0391

STATEMENT OF OEFICIENCIES X1y PROVIOER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IOENT:FICATION NUMBER:

185283

X2} MULTIPLE CONSTRUCTION (X3} OATE SURVEY
A BUILDING 01 - MAIN BUILDING 01

B. WING

COMPLETED

10/23/2013

MNAME OF PROVIDER OR SUPPLIER

BOURBON HEIGHTS NURSING HOME

STREET AGORESSE. CITY, STATE, ZIP COOE
2000 SOUTH MAIN STREET
PARIS, KY 40361

(XD SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH OEFICIENCY MUST BE PRECEOQEO BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

10
PREF!X
TAG

PROVIDER'S PLAN OF CORRECTION ; X8
{EACH CORRECTIVE ACTION SHOULY: BE i OOMPLETE(}N
CROSS.REFERENCED TO THE APPROPRIATE | OATE
OEFICIENCY} [

K012 Continued From page 2

| The findings were acknowledged by the
Admzmstrator at time of exit.

] Reference: NFPA 101 {2000 edition)

“to the types of building construction shown in
: Table 19.1.8.2, (See 8.2.1)
*Exception:* Any building of Type 1(443), Type
£ 1(332), Type 11{222), or Type 11{111) construction
"shall be permitted to include roofing systems
: involving combustible supporls, decking, or
‘roofing, provided thal the following criteria are
. met:
! (a) The roof covering meets Class C
_requirements in accordance with NFPA 258,
| Standard Methods of Fire Tesls of Roof
Coverlngs
(b) The roof is separated from all occupied :
“portions of the building by & noncombustible floor !
- assembly that includes not less than 21/2in, (6.4
'cm) of concrete or gypsum fill. :
: () The atlic or other space is either unoccupied
tor protected throughout by an approved
. aulomatic sprinkler system.

Table 19.1.6.2 Construction Type Limllations
: Construction Stories

Type
1

\S]
G

" 1(443) X

1{332) X
l(222) X
l(111) X
- 11{00Q) X* X* NP NP
Hl211) X* X" NP NP
S 1I(200) X* NP NP NP

SIV(ZHH)  X* X' NP NP

i 19.1,6.2 Health care occupancies shall be limited

K012,

FORM CMS-2567(02-9G) Pravious Versions Obsolele Event 10: EHBKZ1
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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185283 B. WinG 10/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADEIRESS, CITY, STATE, ZIP CGOE
2000 SOUTH MAIN STREET
BOURBON HEIGHTS NURSING HOME
RSIN PARIS, KY 40361
(XD SUMMARY STATEMENT OF OEFICIENCIES : o PROVIOER'S PLAN OF CORRECTION : 1268}
PREFIX | {EACH OEFICIENCY MUST BE PRECEOEO BY FULL i PREFIX {EACH CORRECTVE ACTION SHOULO BE | COMPLETION
TAG . REGULATORY OR LSC IOENTIF YiNG INFORMATION) : TAG CROSS-REFERENCEO 70 THE APPROPRIATE LaTg
i : OEFICENCY)
K 012! Continued From page 3 L Ko12 E

V(111) X* X* NP NP |
V(000)  X* NP NP NP ;

I

' X: Permitted type of consiruction.

¢ NP: Not permitted.

" *Building requires automatic sprinkler proleclion.
i (See19.3.5.1.)

58=D] .
" Exil access is arranged so that exits are readlly |

; accessible at all times In accordance wilh sectlon
‘7 19241 !

This STANDARD is not met as evidenced by:
. Based on observation and interview, it was
~ determined the facility failed to ensure doors did
; nol projed into the corridor, according lo National
' Fire Prolection Associalion (NFPA) standards,
. The deflclency had the potential to affect two (2)
“of len (10) smoke compariments, twenty (20)
. fesidents, staff and visitors.

“The findings include:
“ Observation on 10/23/2013 at 1:58 PM, revealed
. lhe Garden Dining Room Double doors projected |
‘into lhe corridor greater than seven (7) inches, :
wheﬁ the doors were in the fully open position,
! The aciual projections into the corridor were
between eight (8) and ten (10) inches. Further
§ observation revealed the doors were equipped

K038° NFPA101LIFE SAFETY CODE STANDARD ™ K038

FORM CMS-2557[02-3%) Previous Varsions Obsolele Everd 10; 6HBK2t
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STATEMENT OF OEFICIENCIES (X1} PROVIOER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION {X3} DATE SLRVEY
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185283 B. WiNG 10/23/2013
NAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIF COOE
2000 SOUTH MAIN STREET
BOURBON HEIGHTS NURSING HOME PARIS, KY 40361
X0 SUMMARY STATEMENT OF OEF ICIENCIES o PROVIOER'S P1 AN OF CORRECTION ,
PREFIX | {EACH DEFICIENCY MUS T BE PRECEOEO BY FULL [ OPREFIX {EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCEO TO THE APPROPRIATE DATE
7 OEFICIENCY}
K 0381: Continued From page 4 K038 ;
- with self-closing hardware that had been '
i deactivated. The findings were confirmed with KO3R |
; the Maintanance Staff. Doors projecting into lhe | 1. Review of all other ddors
* corridor greater than seven (7) inches restrict exit : found Unit 3 Pipe Chase
? egress in an emergency. : door to protrude into the
- Interview on 10/23/2013 al 1:58 PM, with hallway more than 7 inches.
"Maintenance Staff, revealed they were unsure . ‘Self-closure hardware: placed
-t why the self<losing hardware had been removed. | on this door by maintenance
: : staff on 10/24/13. ,
i The findings were acknowledged by the ; 2. The State Fire Marshall's
“ Administrator at time of exit, office was contacted to
: review the need for doors
| Reference: NFPA 101 (2000 edition) _ on the Garden ?iglzg R‘?’ZT .
~7.21.4.47 During its swing, any door in a means ! as tl}e doors w1 e
| of egress closing mechanism had been
'shall leave not less than one-haif of the required removed due to the |
| width of an hindrance of access to the
" alsle, corridor, passageway, or landing : area by the residents.
i unobstructed and shall ‘3. Tim Juett, Deputy State
| project more than 7 in. (17.8 cm)into the : . ¢ !
; ?:quired width g Fire Marshall visited the
“of an aisle, corridor, passageway, or landing, facility 1 0/25/1 3 to r:EeVlew..
i when fully open. doors and advise on potential
- Doors shall not open directly onto a stair without a approval te remove doors
anding. { his supervisor. !
‘ The landing shall have a width not less than the 4. Phone call rec'd from Tim
EWidth of the Juett on 10/31/13 rquestlng
! door. (See I? 21.3) email sent to his attention
Eggggél?gar;t::sﬂng bulldings, a door providing for supervisor approva}l as
: shall not be required to maintain any minimum conversat:!.on was acce[;)i;able
" unobstructed width between Tim and super:gfl sor
- during its swing, provided that il meets the for removal of doors.:
! requirement that limits projection 5, Fmail sent 11/4/13.
. to nol more lhan 7 in. {(17.8 cm) into the required 6. Doors removed 11/18/13.
- width of a : 7. Compliance date 11/19/ 4
. stair or landing when the door is fully open.
FORM CMS-2587[02-99; Previcus Versions Obsoete Evanl 1Dy 6HEKZ21 Faciity 10; 100024 If continuation sheet Paga 5 of 11
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S8=F !
Flre drills are held al unexpected times under

" lhat drilis are part of established routine.
i Responsibility for planning and conducting drills is ;
~assigned only to competent persons who are
--i-qualified to exercise leadership. Where drils-are |
conducled between 9 PM and 6 AM a coded '
! announcemenl may be used instead of audible
calarms,  18.7.1.2

" This STANDARD is not met as evidenced by:
! Based on record review and interview, it was
delermined Ihe facllily failed to ensure fire drills
. were conducted at various times, according to
. National Fire Protection Association (NFPA) i
| standards. The deficiency had the potential to i
. affect one hundred twenty nine (129) residents,
: staff and visitors.

- The findings include:

! Record review on 10/23/2013 at 4:02 PM,
; revealed multiple first (1) and second (2) shift :
- drills were conducted at the same times for those |
shifts. Fire drills must be conducted during

! various times.

{interview on 10/23/2013 at 4:02 PM, wilh

. malnlenance staff revealed the facility did not i
“have a policy for conducting fire drills at various |
: times. :

: The findings were acknowledged by the
Administrator at time of exit,

STATEMENT OF QOEFICIENCIES {X1) PROVIOER/SUPPLIER/CLIA X2} MULTHPLE CONSTRUCTION {¥3) OATE SURVEY
ANI PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILDING 01 « MAIN BUILDING 01 COMPLETEO
185283 B. WING 10/23/2013
NAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COOE
2000 SOUTH MAIN STREET
BOURBON HEIGHTS NURSING HOME
PARIS, KY 40361
X410 SUMMARY STATEMENT OF OEFICIENCIES o é PROVIOER'S PLAN OF CORRECTIGN %5}
PREFIX | {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG REGULATORY OR 1.8C 10ENTIFYING INf ORMATION} TAG CROSS-REFERENCEQ 10 THE APPROPRIATE DATE
OEFICIENCY} i
K 0505 NFPA 101 LIFE SAFETY CODE STANDARD K 050'

i varying conditions, at least quarterly on each shzﬂ.g
: The staff Is familiar with procedures and is aware -

K050 -
;1. Fire drills are completed
‘at minimum guarterly:.on each
teach shift to familarize |
personnel with the signal| and
‘actions requlred under varled
~condlt10ns.
;2. The maintenance dlrector
‘or designee is responslble
‘for conducting the fire
drills at various times
.collaboration with:the i
{Administrator to ensure Qhat
5requirement$ to be held at
unexpected times under E
‘varying conditions at least
i quarterly on each shift are met
" 3.Quality Assurance will imonitoy
zthe fire drill sheets when
i turned in by maintenance to
. ensure that the times are
?varled each quarter for each
; shift.
4. Fire drills were condﬁcted
i on 10/29/13 at 9:47 a.m. and
- 4:05 p.m. to ensure facility
' personnel were familiar with
: the signal and actions
required under varied conditionp

in

5. Compliance date i‘210/30/1’5
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oN ¢ URSING H PARIS, KY 40361
X410 SUMMARY STATEMENT OF DEFICIENCIES ; 1o : PROVIDER'S FLAN OF CORRECTION L o)
PREFIX | (EACH DEFICIENCY MUST BE PRECECED BY FULL ! PREFX ¢ \EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TG CROSS-REFERENCEO TO THEAPPROPRIATE | DATE

LEFICIENCY)

K 050: Continued From page 6

| Reference: NFPA 101 (2000 edition)
. 19.7.1.2" Fire drills in health care occupancies
i shall include
i the transmission of a fire alarm signal and
. simulation of emergency

Uron
{interns,

“with the signals

{ and emergency action required under variad
. conditions.

‘When drills are conducted between 9:00 p.m.
i {2100 hours)

" and 6:00 a.m. (0600 hours), a coded

! announcement shall be

" Exception: Infirm or bedridden patients shall not
i be required to be
- moved during drills to safe areas or to the exierlorn
| of the building. i
j .7.5" Simulated Conditions. Drills shall be held at
expected :
: and unexpected times and under varying
conditions to simulate !
« the unusual conditions that can occur in an actual |
; emergency. :
K 062 - NFPA 101 LIFE SAFETY CODE STANDARD
S$8=F |
. Required automatic sprinkler systems are
- continuously maintained in rellable operating
; condition and are inspected and tested :
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, |
1875 :

i fire conditions. Drills shall be conducted quarterly
, @ach shift 1o familiarize facility personnel {nurses,

; maintenance engineers, and administrative staff) .

: permitted to be used instead of audivle alarms. |

K 050!

K 062!
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K 062! Continued From page 7 CoK 062 |
This STANDARD is not met as evidenced by:
' Based on record review and interview, it was ; TKO62. {
i determined the facllity failed to ensure sprinkler ' i1. American Fire and f
_ systems were maintained, according to National ‘Sprinkler completed internal
 Fire Protection Association (NFPA) standards. | P ti gn on 10/28/13 of
: The deficiency had the potential to affect ten (10) _:plpe inspection Yler svckam
“often’(10) smoke compartmiénts, oné Fiirdred ‘wet ‘and dry sprinkler system.
125 . Maintenance will maintain

“twenty nine (128) fesidénts, §taff and visitors.
The findings include:

Record review, on 10/23/2013 at 4:53 PM,
revealed the facility could not produce

. documentation that a current internal plpe

: inspaction of the facility sprinkler system had

for the sprinkler system was conducted on

: Administrator. Sprinkler systems must have
“internal pipe inspection conducted every five (5)
{ years to ensure sprinkler systems will operate

. correctly during a fire. The

- Interviaw on, 10'23/2013 at 4:53 P#4, with the
Administrator, revealed she was unaware the

 facllity was lacking a current internal pige

- inspection for the sprinkler system.

' Reference: NFPA 25 (1998 edition)

" examined

. internally for obstructions where conditions exist
that could
i cause obstructed plping. If the condition has not
. been corrected
" or the condition is one that could result in

! 08/06/2008. The findings were confirmed with the

i been conducted. The last internal pipe inspection

10 2.2* Obstruction Prevention. Systems shall be

i calendar for required 1nspectloqs
‘to ensure compliance.

P

i 3, Compliance date é10/29/13
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PREFI | (EACH OEFICIENGY MUST BE PRECEDIED By FULL | PREFIX (EACH CORREC TIVE ACTION SHOULD BE . COMPLETION
TAG HEGULATORY OR LSC IQENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE | DAIE
: i OEFICIENGY]
K 062 Continued From page § PK 0625
. obstruction _ ;
! of piping despite any previous flushing ? K130
. procedures that have i i1, Total Comfort performed
' been performed, the system shall be examined ' the required change of the
; internally for o | fusible links on 11/13/13
gﬁzltlngc;nggcso?r\:;zfezears. This investigation : to ensure prper working
" by examining’ the Interior of a dryvalve or - conditions of the rolling
Cpreaction” ; ! fire doors in the Chapel
‘valve and by removing two cross main flushing i ; area.
| connections. f * 2. Inspection of the rolllng fire
K 130 NFPA 101 MISCELLANEOUS ¢ K130 doors and changing of
88=D] : i fusible links will be added to| the
' OTHER LSC DEFIGIENCY NOT ON 2786 | yearly fire inspection.
{ | i
; : 3. Compliance Date 11/14/18
. This STANDARD is not met as evidenced by:
| Based on observation and interview, it was
, determined the facility failed to ensure vertical : :
: rolling fire doors were inspected and tested i ‘ :
, according to National Fire Protection Association : : ;
: (NFPA), the deficiency had the potential to affect ; ; !
_one (1) of ten (10) smoke compartments, forty '
! {40) residents, staff and visitors, :
: The findings include: i
: Observation on 10/23/2013 at 3:13 PM, revealed
four (4) stained glass windows in the Chapel area ]
- were protected with vertlcal rolling fire doors. The |
. vertical rolling fire doors were activated by fusible |
i links. The observation was confirmed with the
" Maintenance Staff. Fire doors must be inspected |
and tested annually. :
FORM CA48-2567(02-39) Previgus Ve sions Obsalaig Even IE:5HRKZ Faciity 10; 130024 If confinuation sheet Page 9 of |1
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£
P

K 130: Continued From page 9 ,
. Interview on 10/23/2013 at 3:13 PM, with the 1
Maintenance Staff, revealed they were unaware !

i of an inspection or maintenance performed on |

. the vertical rolling fire door. i

'
i

: The findings were confirmed by the Administrator |
" attime of exit. ;

‘Reference: NFPA 101 (2000 edition) =~ i

: 4.8.12.2* Existing life safety features obvious to i
the public, if '

‘ not required by the Code, shail be either

: malntained or

" removed. '

' NFPA 80 (1999 edition)

; 16-2.4.3 All horizontal or vertical sliding and

“rolling fire i
i doors shall be ingpectad and tested annually to

~check for ;
- proper operation and full cluosure. Resatting of the ;
. release !
* mechanism shall be done in accordance with the !
manufacturer ' s '
instructions. A writien record shall be maintained
 and
 shall be made available to the authority having
¢ jurigdiction,
- 15-2.4.4 Fusible links or other heat-actuated
: devices and
release devices shall not be painted.
15-2.4.5 Care shall be taken to prevent paint
: accumulation on

K 130]
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| ? 3 :
K 130, Continued From page 10 IOK 130? i
: any movable part such as, but not limited to, stay ; | :
| I

" and closing mechanisms.
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