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185338 B.wiNG 08/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
124 WEST NASHVILLE 8T
CHRISTIAN HEIGHTS NURSING AND HABI El
S RE LITATION CENTE PEMBROKE, Kv 42268
o) 1D SUMMARY STATEMENT OF DEFICIENGIES p PROVIDER'S PLAN OF CORRECTION [y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CAUPLITION
TAG REBULATORY OR LSG IDENTIFYING INFORMATION) 1AG CROSES-REFERENCED TO THE APPROPRIATE RaTe
DEFICIENCY)
F 000 | INITIAL COMMENTS F DoD

A Recerlification Survey was conducted on
08/25/15 through 08/26/15 with deficiencies cited
at the highest Scope and Saverity of an "E",
F 323 | 483.25(h) FREE OF ACCIDENT ) F 323
58=p | HAZARDS/SUPERVISION/DEVICES

F323 483.25(h) FREE OF ACCIDENT
The facility must ensure thet the resident HAZARDS/SUPERVISTON/DEVICES
environment remains as free of accident hazards
as is possible; and each resident receives 1. Hall #1 housekeepers keys were secqred and
adequate supervision and assistance devices to housekeeping cart locked as observed by the
prevent accidents. Housekeeping supervisor on 8/26/15,

2. The Housekeeping supervisor obseryed Hall
#2 keys securs and housekeeping cart Igcked on

B/26/15.
This REQUIREMENT is not met as evidenced
by: 3. Education was conducted by housekkeping
Based on chservation, interview, facility policy » supervisor an 8/26/15 with housekeepet #1 on
review and Material Data Safety Sheet review, it securing housckeeping cart and always keeping
was determined the facility failed to ensure that cast keys secured in their pockets, Edutation
the resident environment remains as free of was conducted with all housekeeping staff on
accldent hazards as Is possible. Observations 9/3/15 of proper lacking of carts and ping

revaaled one {1) housekeeping cart storad on the
resident haliway with the keys to the storage
compartment containing chemicals left laying on
top of the cart within residants reach.

keys secured in their pockets

4. The Housekeeping Supervisor or
Administrator will make rounds 5x wedk for 4

\ weeks, then 3x weck for 4 weeks, then eekly
The findings Include: : ~ far 4 weeks to ensure compliance with $ecuring
Review of the facility policy titied, "Proper Storage of housekeeping carts. Findings of audils will be
of Chemical Supplies”, not dated, revesled reviewed monthly with Quality Assurace
chemicals must be stored behind locked doors, con;mtilttec and recommendations made|as
needed.

On 8/26/18 at 10:34 AM, an observation revealed
a housekeeping staff left keys to the 9/10/15
housekeeping cart on top of the cart with

chemicals stored in it and accessible to residents.

LABORATORY DIRECTOR'S OR PHOVIDER/GLIPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

sufiiciant protection to the patiants., (Ses Instructions.) Exeepl for nuresing hames, he findIngs stated abova ore discicsable 00 days
Tolowing the date of sUfvey whether or not a plan of comaction i pravided, For nursing hemes, the above findings and plana of eorrection are diaclasable 14
daya foliowing the dete thesa dacuments ere made svaitable to the faclity, if doficlenclen are cited, an approved pian of correction is requisite 1o continued
program particlpation,
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F 323 | Continued From page 1 F323
Further observation revealed tha cleaners stored
In the cart were a Dollar Store Clezner with
Bleach, Emerald #412, NuAge Dimathyl Bentzyl,
Glance NA Glass Cleaner, Fabuloso All Purpose
Cleaner, and Virax | 256,
Review of the Material Safety Data Sheats for the
following items revealed the Dollar Store Cleaner
with Bleach was hazardous to health; Emeraid F371 483.35(1)) FOOD PROCURE<
#412 was hazardous if thera was contact with STORE/PREPARE/SERVE-SANITARY
skin or eyes; NuAge Dimethyl Bentzyl was
hazardous if thare was contact with skin, eyes or 1. Meat was discarded by Dietary Manager on
mouth; Glence NA Glass Cleaner may be 8/25/15 and alternate menu was preparefl by the
hazardous with contact with eyes; Fabuloso All cook for that meal. Thermometer was placed in
Purpose Claaner may be hazardous If contact milk cooler on 8/25/15 by Dietary Mandger and
with eyes, skin, or if swallowed; and Virex )i 258 temperature was noted to be 35 degrees|F. There
wha haza";"”‘ with contact to eyes, skin, and if ware no further Instances where ADON|entered
inhaled and is a corrosive and can cause .
permanent damage and may ba irritating to the the kitchea without a haimet
mouth, throat and stomach. 2. Meat was discarded by Dietary Mandger on
iaw wi 8/25/15 and alternate menu was prepargd by the
Interview with Housekeaper #1, on 08/26/15 at
12:43 PM, revealed she should have placed the cook for that meal. Thermtometer was placed in
keys In her packet and leaving the keys on the milk cooler on 8/25/15 and temperature jwas '
cart was danger for the residents. noted to be 35 degrees F, Dietary Manager did
inspection of the kitchen on 8/25/15 to ensure
Intarview with the: Environmental Manager, on there were no other foods needing to be
08/26/15 at 12:45 PM, revealed the discarded. There were no further instagces
housekeeping carts should always ba locked and where ADON entered the kitchen without a
the kays should be sacured so the residants hairnet.
would nat be able to get into the chemicals,
F 371 483,35() FOOD PROCURE, F 371
ss=rF | STORE/PREPARE/SERVE - SANITARY
The facility must -
{1) Procure food from sources approved or
considered satisfactory by Faderal, Stata or local
authorities; ang
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DEFIGIENCY)
F 371 | Continued From page 2 F 371
fi’;:“;:a?,;fpg',:&"::““ énd serve food 3. Dietary staff were educated by dietary
. manager on 9/9/15 of proper thawing of{food and
checking milk cooler
temperatures/documentation. ADON
educated on 8/25/15 by Regional Directpr of
Marketing of wearing hairnet upon enteting the
kitchen.
This REQUIREMENT is not met as evidenced
by: 4. Dietary manager or dietary staff member
Based on obsarvation, interview, record review assigned by the Dictary Manager will jonitor
and facility policy review, it was determined the for proper thawing of foods, documentation of
facifity failed to store, prepara, distribute and milk temps, and compliance with wearing of hair
serve food under sanhtary conditions, net for 5x week for 4 weeks, then 3x week for 4
Observation revealed staff were thawing meats in weeks, then weekly for 4 weeks. Findings will
still water with a temperature of eighty (60} be reviewed with monthly Quality Assurance
dagree Fahrenheit (F) temperature. Additionally, committee and recommendation/revisiohs made
the staff falled to wear a hair net when in the a8 needed.
kitchen,
Review of the facility's Cansua and Condition, 0/10/15
dated 0B/26/15, revealed there were thirty-efght
(38} residenta in the building and all of the
residents recaived food that was prepared in the
kitchen.
The findings include;
Review of the facllity policy titled, ¥ Food Handling
Guidelines (HAGCP)", not dated, revealed staff
should wear proper hair restraint when on duty.
Thawing of foods should ba completed In the
refrigerator at forty-one {(41) degrees F or below
or under running water at seventy (70) degrees F
water for no longer than two (2) hours.
Additionally, temperatures are to be maintained in
the refrigerators of forty-ane (41) degrees F,
Observation of the kitchen, on B/25/15 at 9:22
FORM CMS-2567{02-29) Previous Varsions Obaolete Event|0: CB831 FoolMty [D: 100089 IF continuation shest Page 3 of 4
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F 371 | Continued From page 3 Fan
AM, revealed:

1, Thera was a five (5} polind package of ground
tieef and pork chops being thawed in still water in
tha sink. The temperature of the water was
checked using tha facility thermometer and the
tamperature was aighty (80) 80 degrees F.

2. The Milk refrigerator did not contain a
thermomater,

3. The Assistant Director of Nursing (ADON)
antered the kitchen and walked into the food prep
area without a hair net on,

Interviaw with the Dietary Manager, on 8/25/15 at
9:35 AM, revealed all meats should be thawed In
the refrigerator or under running cold water. The
Dietary Manager stated no one should enter the
kitchan without a hair net and a thermomater
should be in the milk refrigerator,

Interviaw with the ADON, on 08/28/5 at 9:48 AM,
revealed staff should not enter the kitchen without
hair nets. She stated she did enter the kitchen on
B/25/15 without a hair net.

intarview with the Director of Nursing (DON), on
08/26/15 at 10:05 AM, revealed no one should
enter the kitchan without a halr net,

interview with the Administrator, on 08/25/15 at
10:10 AM, ravealed no one is to be in the kitchen
except dietary staff and they should always have
a hair net. The Administrator stated all food
should be prepared per faderal and state
guidelines. The Administrator further stated she
expected the refrigerators to be monftored with g
thermometer per the facility policy.

Submission of this plan of correction is hot a
iegal admission that a deficiency exists pr that
this statement of deficlency was correct]y cited,
and s also not to be construcd as an adrfission of
interest against the facility, the Admini
any employces, agents, or other individ
draft or may be discussed in this responge and
plan of correetion, In addition, prep
plan of correction does not constitute
admission or agreement of any kind by the
facility of the truth of any facts alleged or see the
carrectness of any allegation by the survey
agency. Accordingly, the facility has prépared
and submitted this plan of correction prior to the
resolution of any appeal which may be filed
solely because of the requirements under state
and federal law that mandate submission of a
plan of correction within (10) days of
as a condition to participate in Title18,
19 programs. The submission of the plaf of
correction within this timeframe should|in no
way be canstrued or considered as an agreement
with the allegations of noncompliance
admissions by the facility. This plan of
correction constitutes a written allegatiqn of
submission of substantial compliance with
Federal Medicare Requirements,

FORM CMS.2547(02-99) Pravious Varsions Obsoiste

EventiD: COB391
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED
R
185338 B. WING 09/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
124 WEST NASHVILLE ST
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42266
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) 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 GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
on 09/10/15, 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 safequards provide sufficient prolection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foltowing 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. I deficiencies are ciled, an approved plan of correction is requisite to continued
program participation.

FORM CMS5-2567(02-99) Previous Versions Obsclete Event ID: C68322 Facility 1D: 100069 If continuation sheet Page 1 of 1



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report g

Public reporting for this collection of information Is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of Information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project {0928-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier/ CLIA/ (¥2) Muitiple Construction (Y3) Date of Revisit
Identification Number A. Building
185338 | B. Wing 01 - MAIN BUILDING 01 9/22/2015
Name of Facility | Street Address, City, State, Zip Code

CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE 124 WEST NASHVILLE ST
PEMBROKE, KY 42266

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencles previously
reparted on the CMS-2567, Statement of Deficiencles and Plan of Correction that have been corrected and the date such cormective actlon was accomplished. Each deficiency should be
fully identified using either the regufation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
raquirement on the survey report form).

(Y4) Item {YS5) Date (Y4) Item {YS) Date (Y4) iem (Y5) Date
Correction | Correction Correction
Completed ! Completed Completed
ID Prefix 09/10/2015 ID Prefix 09/10/2015 1D Prefix 09/10/2015
Reg. # NFPA 101 Reg. # NFPA101 Reg. # NFPA101
LSC Ko0025 LSC Ko0062 LSC KO0075
Carrection Corraction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LSC LSC
Carrection Correction Correction
Completed Compleled Completed
ID Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Carrection
Completed Completed Completed
1D Prafix 1D Praefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviswed By | Reviewed By Data: Si ure of Suryaypr: | Date:
gency | AU | i A 1P _
Reviewed By | Reviewed By Date: Signature of Surveyor: | Date:
CMS RO | |
. 1 — — — —d —_——
Followup to Survey Completed on: ‘f - Check for any Uncorrected Deficiencies. Was a Summary of
8/25/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facllity? vgg NO

Form CMS - 25678 (9-92) Page 1 of 1 EventID: CB8322
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 = MAIN BUILDING 01 COMPLETED
_ 165338 il 08/26/2015
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z1F CODS
124 WEST NASHVILLE 8T
CHRISTIAN HEIGHTS G B
H IGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42268
(X431D SUMMARY STATEMENT OF DEFICIENCIES (=] PROVIORR'S PLAN OF CORRECTION 5]
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED T0 THE APPROFRIATE taTE
DEFICIENGY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 4B83.70(a)
BUILDING: 01,

PLAN APPROVAL: 1968,
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF,

TYPE OF STRUCTURE: One {1} story, Type Il
(211).

SMOKE COMPARTMENTS: Four (4) smoka
cormpartments,

FIRE ALARM: Complete fire alarm system
Installed in 1968, and upgraded in 19988 with 20
smoke detectors and no heat detactors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1968.

GENERATOR: Typae Il generator installed in
2010. Fuel source is Propane,

A Recertification Life Safety Coda Survey was
conducted on 08/25/15. The facility was found not
to be in compliance with the requirements for
pariclpation in Medicare and Medicald. The
facility Is cortified for sixty {(60) beds with a
census of thirty-nine {39) on the day of the
survay.

The findings that follow demonstrate
noncompliance with Tille 42, Code of Federal
Regulations, 483,70(n) et seq. (Life Safaty from

LARORATORY DIRECTOR'S OR PROYTOER/SUPPLIER REPRESENTATIVE'S SIGNATURE (%0) DATE

AAVIY S V7, -Mmfﬂlﬁﬁafty Q/[&//‘J'—

ghding whh en astensk (") danotas a deficlency which the Inztitution mey be excused from carrecting praviding i 1s datermined that
oviye gulficient protection {o tha patients . (Ses nstructions.) Excapt for nursing homes, the findings stated abova are disclosable ¢0 days
following tha dete of survey whether or not a plan of comection Is provided, For nuraing homes, the above findings end plans of correstion are diaclosable 14
day3 followlny the data thege documents are made evailable to the facilly. If deficiendies ere cited, an approved plan of correctlon is requisite to continued
program participation.

FORM CMS-2567/02:59) Pravious Versions Obssiele Evanl 1D:C6B321 Facillty ID: 100069 It continuation sheet Page 1 of 11
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terminale at an atrium wall. Windows ara
protected by fire-rated glazing or by wired glass
paneis and steel frames. A minimum of two
separate compariments are provided an each
floor. Dampars ara not required in duct
penetrations of smoke barriers In fully ducted
heating, ventilating, and air conditioning systems,
19.3.7.3, 19.3,7.5, 19,1.6.3, 19.1.8.4

This STANDARD is not met as evidenced by:
Based on observation and Interview, it was
determined the facility failed to maintain smoke
barviers that woulld resist the passage of smoke
betwaen smoke compartments In accordance
with National Fire Protection Association (NFPA)
standards. The deficient practice has the potential
{o affect three (3) of four (4) smoke
compartments, sixty {(80) residents, staff and
visitors. Tha facility has the capacity for sixty (60)
beds and at the time of the survay, the census
was thirty-nine {39).

The findings include;

1. Ckservation, on 0B/25/15 gt 1:55 PM, with the
Maintenance Director revealed an open electrical

FORM APPROVED
Cl RS FOR [CARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONBTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NLIMBER: A BUILDING 01 - MAIN BUILDING 01
145338 E. WING 08/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
124 WEST NASHVILLE 8T
CHRI EIGHTS NURSIN:
STIAN HEIGHT. SING AND REHABILITATION CENTE PEMBROKE, KY 42286
o4 1o SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED aY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE SOMPLETION
TAG REGULATORY QR L§0 IDENTTFYING INFORMATION) TAG GROBB-REFERENCED TO THE APPROPRIATE oarg
DEFICIENCY)
K 000 | Continved From page 1 K aoo
Fire).
Deficiencies wera citad with the highest Scope
and Severity deficlency identified at the "F level.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
8=
Smoke barrlers are constructed to provide at K 025 NFPA 101 LIFE SAFETY CO&’ E
least a one half hour fire rasistance rating In STANDARD
accordance with 8.3, Smoka barriers may

1. The smoke barriers at the copper water line in
laundry and wire chase on Hall 1 were ealed
with 3M Fire Barrier Seatant on 8/26/15 by the
Maintenance Director.

2, Fire walls for the entire facility wen
inspected on 8/26/15 by Maintenance Ibirector to
ensure there were no other smoke barripr

penetrations.

3. Education was completed on 8/26/15 by
Administrator with Maintenance Director on
sealing of smoke barriers,

4. Maintenance Director will visually
fire walls to ensure smoke barriers are Intact
weekly X 8 wks, then monthly x 1 month,
Findings will be reviewed monthly wit]: Quality
Assurance Committee and recommend

made as needed,

91015

FORM CM3-2587(02-B0) Pravieus Vamslons Dbeciete Evant ID: Cap321
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PEFIGIENCY)
K 025 Continued From page 2 K025

wire chase penetrating the smoke barrier localed
in Hall 1, The wire chase was open on both sides
of the barrier preventing the harrier from resisting
the passage of smoke.

Interview, on 0&/25/15 at 1:56 PM, with the
Maintenance Director revealed he was not aware
of the opan electrical wire chase,

2. Observation, on 0B/25/15 at 2:00 PM, with the
Maintenance Director revealad an unsealed
penetration in the attic around a coppar water line
lacated in the Laundry amoke barrier.

Interview, on 0B/25/15 at 2:01 PM, with the
Maintenance Director revealed he was not aware
of the unsealed penetration.

The census of thirty-nine (39) was verified by the
Administrator on 08/25/18, The findings ware
acknowisdged by the Administrator end verified
by the Maintenance Director at the exit Interview
on 08/25/18.

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition),19.3.7.3
Any required smoke barrier shall be constructed
in accordance with Section 8.3 and shall have a
fire resistance rating of not less than 1/2 hour.
Exception No. 1: Whera an atrium [s used,
smoke barriers shall ba parmitted to terminate at
an atrium wall constructed in accordance with
Excaption No, 2 to 8.2,5.8(1). Not less than twa
separale smoke compartiments shall be provided
on each floor.

Exception No, 2*: Dampers shall not ba required
In duct penetrations of smoke barriers in fully
ducted heating, ventilating, and zir conditioning

FORM CMB-2567(02-89) Pravieus Varsians Obsoats Evonl |D; C8A31 Facifty iD: 100088 If continuation sheet Page 3 of 11
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186333 B. WNG (B/25/2015
NAME OF FROVIDER CR SUPPUIER STREET ADDREES, CITY, 8TATE, AP CODR
124 WEST NASHVILLE ST
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE
PEMBROKE, KY 42265
o4 10 SUMMARY STATEMENT OF DEFICIENGIES 1] PROVIDER'S PLAN OF CORRECTION (.5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION} TAQ CROSS-REFERENCED TO THE APPROPRIATE oa7E
DEFICIENCY)
K025 Continued From page 3 K028

8ystems where an approved, supervised
automatic sprinkler system in accordance with
19.3.5.3 has baan provided for smoke
compartments adjacent to the smoke bamver.

Raferenca: NFPA 101 {2000 Edition) 8.3.6.1
Pipes, conduits, bus ducts, cables, wires, air
ducts, pneumatic tubes and ducts, and simllar
bullding service equipment that pass thraugh
floors and smeke barriers shall be protected as
follows:

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

1. Ba fillad with a material capable of maintaining
the smoke resistance of the smoka barrier, or

2. Be protected by an spproved device designed
for tha spacific purpose,

{b) Where the penetrating itam usea a sleeva to
penetrate the smoke barrier, the sleeve shall be
solidly set in the smoka barrier, and the space
betwaen tha item and the sleeve shall

1. Be filled with a material capable of maintaining
the smoke resistance of tha smoke barrier, or

2, Be protected by an approved device designed
for the specific purpose,

(c) Where designs take transmisslon of vibration
into consideration, any vibration isclation shall

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

8.3.6.2 Openings occurring at points where floors
or smoke

barmiers meat the outside walls, other srmake
bamiers, or fire

barrers of a building shall meet one of the
following conditions:

(1) It shall be filled with a matarial that is capable

FORM CME-2567(02-96) Previcus Varsions Obsalate Event iD: CB8321 Facilify 10: 100059 If continuatlon sheat Page 4 of 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P R A0t
OME NO, 09380391
STATEMENT OF DEFICIENCES {%1) PROVIDER/SUPFLIER/CLIA (42) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
14338 NS 08/25/2015
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE. 2IP CODE
124 WEST NASHVILLE ST
CHRISTIAN HEIGHTS NURSING AND REHABILITATION GENTE PEMBROKE, KY 42268
o410 SUMMARY STATEMENT OF DEFIGIENCIES o FROVIDER'S PLAN OF CORRECTION o8
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
™G REGULATORY ORLSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 025 | Continued From page 4 K 025
of maintaining
the smoke resistance of the fioor or amoke l;-?gm% 101 LIFE SAFETY CODE
barriar. ‘
It shall be protected by an roved device .
g;t s prele v &n ape L. Annual trip test was performed by Armor Fire
designed for the spacific purpose. Protection on 6/19/15, (see attached
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 documentation). Documentation has been
SS=F received from the vendor and will be maintained
Required automatic sprinkler systems are on site.
cantinuously maintained in reliable operating . .
condition end are inspected and tested 2. Annual trip test was performed by Armor Fire
petiodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, Protection on 6/19/15. (see attached
9,75 docementation). Documentation has been
received from the vendor and will be maintained
on site,
This STANDARD is not met as evidenced by: 3. Education completed by Admini r with
"| Based on interview and sprinkler testing record Maintenance Director on 8/26/15 on titheliness
review, it was determined the Facllity failed to and documentation of Annual Trip Test.
maintain the sprinkler system in accordance with
National Fire Protection Association (NFPA) 4. Maintenance Director will monitor scheduled
s‘::dird" 'L'he ﬁaﬁcie:cy h:: the mhr';::a'r:; inspections to ensure inspections condycted as
aftact four (4) of four ( ).sm € compartments, required and documentation has been received.
all esidents, staff and visitors. The facilky has This will be done monthly x3 months With
the capacity for sixty (60) beds and at tha tima of findings reviewed with Quality Assurajce
the survey, the cancus was thirty-nine (36). Committee and recommendations mads as
The findings include: needed.
Sprinkler testing record review, on 08/25/15 at 910/15
2:42 PM, with the Maintenance Director revealed
the facility failed to provide documentation that a
trip test had been performed within tha last year.
Interview, on 0B25/15 at 2:43 PM, with the
Maintenance Director revealed he relied on the
sprinkler contractor for testing the sprinkler
system,

FORM CMB8-2587(02-99) Previcus Varsions Ohsolate Evimt ID; C68221 Factity 10 100068 If continuetlon shest Paga 5 of 11



B9/18/2015 16:29 2784754173 REFERAL . . PAGE 18./25

Sep 02 2015 O149M HR FaxArmor Fre 270B307616 page 1
Form for Inspection, Testing and Ammor Fire Protection, LLC.
Maintenance of Fire Sprinkler Systema 1196 5* Street « Henderson, KY 4%;20
270.830-7518

onty be necesary .
sovered on the form Is feheck ome); £ Monthly @& Quaterly E1 Anmual O Semismnunl

Owner; Chuistian Heights Nucsine and Rehabilitation Ph. 270 4759227 5
N

Owner's Address:
Property Being Evaluatad: 124 W, Ngihville Rond Pambyroke KY 42366
Property Address: )
Date of Work: &/19/2015 All responzes refer 1o the current work (Inspocticn, resting and malstenance) on the date,
— : €. Dry-pipa valve passed imcmal Inmpeation? (2] Yes CINo CIN/A
Part I— Owner's Section ﬁfﬂ*“ﬂ&ﬁ:““mm piping? [3Yen CINo @I
A Inihe ing nacupied? Y N . Adequais arefs wet {08 A,
B\.Hsd:ul’“:ﬂm:uwmmwhuﬂd @ve Ot ; Il:mm:mmﬂw Q¥es LINa @A
i A laat 3 - Na . Lo mmm Geezan
C. Are i fiow prowection ysmae iy cersing T bl = free of loe hinckage? QYes DM EIva
D. Has the system remained in sarvica without
modificstion sinve the last inspection? [3 Yes (AN 8- Haze, hiosa couplingy and W“WE
E. Was the sytem fhoe of 2cuntion of deviees or Sxtem pxsed inspection? Yos [Ne EIN/A
slamm since the last ; jon? &mvurhmmnlum(lnmumwl
L Check vatves intemally Inspected, ali purs
operme prperly, end wre in good osndition? @ Yer CINo CIn/A
h.s«ﬁaa-.m“mwoﬁammaw

chambers on dry-pipe valves, alarm valves and

Ui pusses internal fnspection? OYes O (FNia
:.?ll-'ligee:nr'nsm g,u.gmmm.'llhmuumurhp!nbmnmw
. {nspoe removing the fleshing ecnmection end on sprigkier ooer
mepmuwaﬂdﬁh-unbﬁnlﬁm mg:;ngf“m.mmmmu
2. Hydrmulic nameplate (calculatesd pysteras) ( Yes OIno CON/A

wocurcly attached o riser and legible? Ove CIne Owa 4,0,’.’,,,.,'"' Touty
b. Fire Deparmem Conpections visible, aconssible. couplings & Mechaniotl water flaw alsema devises passed teses by

and swivels not demaged, gaskets in place and i poos . ing the bypass conneotion with alarms
condiion, dentiication sgis) in place. check vatwe s not chuasng s fow brervad? @ ver CINs E10A
mm-nnlmmmwmm b. Fost indicsting valves opened untl spring or
drain valwe in place and operating properly [7] Yes [INo [IN/A torsion Bt In the rod, Gan closed back
. Alarm avwmmmwanga? B ves LN LA v 1rn? CI¥es CINo EANA
d.m Redueing ’:;v:‘ in q: ;-:n. .m“l:%lns- & Priming level correct? % ;c ENﬂ %M
WEIReam per orie, aod in d. Law gir pressure signal passed test? 'es CINo EEIN/A
grad condhion with handwhodls roi broke? (3 Yes [ NaGINA &qmm‘{niﬂﬁzmm kel Yoo O%o DINVA
1 Muin Drain Test for Systam Downstrenm of Baclflew Davice ar 5. Semiananal Tests (bu addition 10 previous lrema)
I'revsnrm Reducing Valve . 4. Valve supervisory swvitehes indlegte
n, Reeord tha static___ 50 psi and residust mevemon? Yes EINo CIN/A
presture 45 __ pyi, O Yo [@ne EIN/A 6. Elsctrical wamer flow alarm davioes passmd euts by
b, Was flow obeerved? OYer @% Ova apenivg bypa connection with alenna acrusting
©. Ao resulia companable s previous 1208?  [ElVes DINu CiW/A and Bow chserved? [ Yes OINe CINA
1. Ausugi laspestion [tems (in addition 10 above Ream) 6. Anaual Tavts (In addition (o previous items)
:mmmmgmrmmmmm DINe CT/A ;Annllwiddmdledlm«h:;‘! [ Yex CINo CINvA
. Visible speinklere b. Fam response sprinkiers 20 years or maty replsced ar
1. Free of conosion and physics) damege? (7] Yos Do CIN/A mmwmpumi:?umm [DYes CINe ONA
1. Pree of abatructions tn spray patierns? [l ves CINo CINA €. Standard resporse epridkliors 30 yoars 00d of more replsted or
3. Free of foreign muicrials including peint? [ Yer Clo CINA mucoassfilly sumple tested in last $ years? (7] Yew [INo [ENA

c. Viible pipe: wicresfi e tested [ last 3 years LD Yeu [0 CINA
1, [n govd condition/no exierasl comosion? [Byes CINa Chwa e ;:,W”m replnced or succensfully cample
;..Nnmchnicddmrmlmm? g‘\‘fug:og:;: vesied io the favt 10 years? Y BNe ONA

. Properly aligoed and no external (] o £, Al comol valven npevaied through full
d. Visible pipo hangers end seimmic brmeey 4 7 Dves Oino LA

ot
damaged ot loows? d¥es OOno ONvA s mwuumpcmmm prased tasi? L Yes DOINo [N/A
Asmor Fire Protection, LLC, = 1166 5% Sireet » Henderson, KY 42420 o 270-830-7515 Office 2 270-830-7616 Fax
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Sep 02 2015 O14SPM MP FoxAmor Fre 2708307616 page 2 ]
h. Dy-type valve partial flow trip tast (unless fuli tip sort danel: Dafcieacion nad Commenta:

- Make ‘inﬁkitg_m E2 A5R8

1. initle) wir prescure __29_ ouiend wator pressure S0 i

Seeiald

L. Pressure ruducing valves pasocd partind
flaw? 0O Yex EINc @A
m. Specific gmvity of antl-Beeze comeei? O Yes CINe @A
7.1mm-urynlrdmﬂu-ddldnumhmhmn
Dry-plpa fiill Bow wip tese:

Mk _due 2007 podes
Acceferator Make

& Inidal sir presgure psi and wator pressure Pl
b, When valve trigped. aic prescure pl and time L]

¢. Wares delivery time__ min e
Waner delivery time not required so ba 80 secomds per NEPA 23
» Resulta comparable to pravious tarted?  CJ Ve LINo [FIN/A
8 Tests jar mrymrmll- addition tv =pp 'er"“u )t
t R e inperanur: teyied? o LUiNe [gA
b. Gages checked by eallbrxted page or @
replaced? @ves CIne CInia

e. Presture redooing valves passad full fow
9 OYa CiNe EIN/A

el
%, Regular Malnmayzoe lcems
a.ll'minkh-shm:bemmplm.md\ey
proper replacementy? {£] Yos CINe /A
b. Have low polnt drains heen empiicd? [Z Yes CINe CTNVA
< Was an obrtruction investigation conducted il o dafective
hmk;su:nmpmq rupplicd from open sourcer
s founy

d. If congitions ware fiyurd the required flush
fumhing of spstem conducied”?
Part IN = Commenty

Seriale

1 we Dry %
Modc >
Modzl

Madef

Modz|

Madcd

Maodel

Modet
Modc]
Modal
Model____

6d. heady rested coupls yaary tthers i
ot e upls apoly and iled. Guote being

Add addithonal pageif noodad,

faspassor: Gregory Lucken

[ stxde that the infrmwition o this bem s cormoct at the time end place
Mmylmpnh‘o_a_.mdthﬂlﬁqumwumllmwhﬂh
o:;ﬁmmm upon comtipletian of this inspaction excemm sy poved
al

Signatuts of Ingpector;
Daiz:
License of Ceniflcation Wumber (il spplicable):

SSR 274

Awmnox Fire Protection, LLC. » 1196 5® Street Hemderson, KY 42420 « 270-830-75 |5 Office « 270-830-7616 Fax

 —
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PRINTED: 0871012015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CE S FOR MEDICARE & MEDICAID SERVICES MB NO. 093
STATEMENT OF DERICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONGTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BULDING 01 - MAIN BUILDING 04 COMPLETED
135338 S 08/26/2045
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE o
124 WEST NABHVILLE 8T
CHRISTIAN HEIG RSING AND
HTS NV REHABILITATION CENTE PEMBROKE, KY 42268
M4 1D SUMMARY STATEMENT OF DEFICIENCIES [iv] PROVIDER'S PLAN OF CORREGTION o9
PREEIX (EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFTX {EACH CORRECTIVE ACTION 8HOLLD BE GOMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 062 | Continued From page 5 K062

The census of thirty-nine (39) was verified by the
Administrator on 08/25/18, The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 08/25M15.

Actual NFPA Standarg:;

Reference: NFPA 25 (1598 Edition). 2-1 General,
This chapter provides the minimum requirements
for the routine inspaction, testing, and
maintenance of

sprinkler systems. Table 2-4 shall be used to
detenmine the

minimum required frequenciea for inspection,
testing, and

malintanance,

Exception: Valves and fira department
connections shall be inapected,

tested, and maintainad in accordance with
Chapter 8,

Table 2-1 Summary of Sprinkler System
Inspection, Testing, and Maintenance

ltem Activity Frequency Reference

Gauges (dry, preaction deluge systems)
Inspection Weekly/monthly 2-2.4.2

Control valves nspection Weekly/manthly Table
8-1

Alarm devices Inspection Quarterly 2-2.6
Gauges (wet pipe systams) Inspection Monthly
2-2.4.1

Hydraulic nameplate Inspection Quarterly 2.2,7
Buildings Inspection Annually (prior te freezing
weather)

2.25

Hanger/selsmic bracing Inspection Annually 2-2.3
Pipa and fittinga Inspection Annuazlly 2-2,2

FQRM CM8§-2587({02-08) Pravicus Varsians Obsolaty

EvantID; CE83Y

Facity [0: 1C0068

If continuetion sheet Paga & of 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

REFERAL

PAGE 21/25

PRINTED: 098/10/2015
FORM APPROVED
OMB N 38-0381

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{x1) PROVIDRR/SUPPLIER/CLIA
IDENTIFICATION NUMEBER:

185338

P%2) MULTIPLE CONSTRUICTION
A BUILDING (4 - MAIN BUILOING 81

8. WING

(X3) DATE SURVEY
COMPLETED

08/25/2015

NAME OF FROVIDER OR SUPPLIER

CHRISTIAN HEIGHTS NURSING AND RERABILITATION CENTE

STREET ADDRESS, CITY, STATE, ZIF CODE
124 WEST NASHVILLE ST
PEMBROKE, KY 42266

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DERICIENCY MUST BE PRECEDED &Y FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD B
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

PREFIX

ooy
COMPLETION

DEFICIENCY)

K 062 | Continued From page &

Sprinklers Inspection Annually 2-2,1,1

Spara sprinkliers Inspection Annually 2-2,1,3

Fire department connections Inspection Table 9-1
Valves (all types) Inapection Tabla 9-1

Alamm devices Test Quarierly 2.3.3

Main drain Test Annually Table 9-1

Antifresze solution Test Annually 2-3.4

Gauges Test 5 years 2-3,2

Sprinklers - extre-high temp. Test 5 years 2-3,1,1
Excaption No, 3

Sprinklers - fast response Test At 20 years and
every 10 years

thereafter

2-3,1,1 Exception No. 2

Sprinklers Test At 50 years and every 10 years
thereafter

2-31.1

Valves (all types) Maintenance Annually or as
needed Table 9-1

Obstruction investigation Maintanance 5 years or
as needed Chapter 10

Table 9-1 Summary of Valves, Valve
Components, and Trim Inspection, Testing, and
Maintenance

Component Activity Frequency Reference
Control Valves

Sealed Inspection Weekly 8-3.3.1

Locked Inspection Monthly $-3,3,1 Exseption No,
1

Tamper switchas Inspection Monthly 9-3.3.1
Exception No. 1

Alam Valves

Exterior Inspection Monthly 9-4.1.1

Interior Inspection 5 years 9-4.1.2
Strainers, filters, orifices Ingpection 5 years
S-4.1.2

Check Valves

Interigr Inspaction 5 years 9-4.2.1

K 062

FORM CM-2557(02-99) Previous Varsions Obselsin

Event |D: C86321

Facility 10: 1C0069

If continuation sheet Paga 7 of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Sl
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_ 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185339 8. WiNG 08/25/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
124 WEST NASHVILLE ST
CHRISTIAN HEIGHTS NURSING AND
HT. REHABILITATION CENTE PEMBROKE, KY 42288
(x4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUPRIATE bate
DEFICIENGY)
K 062 { Centinved From page 7 K082

Preaction/Deluge Valves

Enclosure (during cold weather) Inspection
Dally/weskly 9-4.3,1

Exterior Inspection Monthly 9-4.3.1.2

Interior Inspection Annually/5 years 9-4.3,1.3
Strainers. filters, orifices Inspection 5 years
8-4.3.1.4

Dry Pipe Valves/Quick-Opening

Devices

Enclosure (during cold weather) Inspection
Dailyeekly 8-4.4.1.1

Exterior Inspection Monthly 8-4.4.1.3

Interior Inspection Annually 9-4.4.1.4
Strainers, filters, orifices Inspection B years
94415

Pressure Reducing and Relief Valves
Sprinkler systems Inspection Quarterly 8.5.1,1
Hose connections Inspection Quarterly 5.5.2.1
Hose racks Inspection Quarterly 9-5.3,1

Fire pumps

Caslng rellef valves Inapection Weekly 9-5.5.1,
9-5.5.1.1

Pressure relief valves Inspection Weekly 9-5.5.2,
9.5.52.1

Backflow Prevention Assemblies

Reduced pressure Inspection Weekly/monthly
9-6.1

Raduced pressura detectors Inspection
Weekly/monthly 9-6.1

Fire Department Connections Inspection
Quarterly 8-7.1

Main Drains Test Annually 9-2.5, 9-34.2
Waterflow Alamms Test Quarterly 9-2.7

Control Valves

Pasition Test Annually 8-3.4.1

Operation Test Annually 5-3.4.1

Supervisory Test Semiannually 9-3.4.3
Preaction/Deluge Valves

Priming water Test Quarterly 9-4.3.2.1

FORM CM$-2587(02-05) Previsus Vorsions Obsalste

Event 10: CO8321

Focliliy [B: 100069

It continuation sheat Page 8of
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

E & MEDICAID SERVICES

REFERAL

PAGE 23/25

PRINTED: 09/10/2015
FORM APPROVED

OME NO. 0938-0391

X1) PROVICER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

186338

(X2} MULTIPLE CONSTRUCTION
A, BUILDING 01 - MAIN BUILDING o1

B, WING

(X3) DATE SURVEY
COMPLETED

08/25/2015

NAME OF PROVIDER OR SUPPLIER

CHRISTIAN HEIGHTS NURSING AND REHABILITATION GENTE

STREETADDRESS, CITY, STATE, 2P CODE
124 WEST NASHVILLE ST
PEMBROKE, KY 42280

(X4 10
PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
(EACH DEFICIENCY MUBT BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH CORRECTIVE ACTION SHOLAD BE COMPLETION
TAG CROBS-REFERENCED TO THE APPROPRIATE e

DEFICIENCY)

K062

K Q75
$8=D

Continued From page 8

Low alr pressure alarms Test Quarterly 9-4.3.2.10
Full flow Teat Annually 9-4.3.2.2

Dry Pipe Valves/Quick-Opening

Davices

Priming water Tast Quarterly 8-4.4.2.1

Low sir pressure alam Test Quarterly 8-4.4.2.8
Quick-opening devices Test Quartarly 9-4.4.2.4
Trip test Test Annually 9-4.4.2.2

Full flow trip test Test 3 years 9-4.4.2.2.1
Pressure Reducing and Rellef Valves

Sprinkler systems Test 5 years 8-5.1.2
Circulation relief Test Annually $-5.5.1.2
Pressure relief valves Test Annually 9-5.5.2.2
Hose connections Test 5 years 8-5.2.2

Hose racks Test § years 9-5.3.2

Backflow Preventien Assemblies Test Annually
9-5.2

Control Valves Maintenance Annually 9-3.5
Preaction/Deluge Valves Maintenance Annually
9-4332

Dry Pipe Valves/Quick-Opening

Devices

Maintanance Annually 9-4.4,3,2

NFPA 101 LIFE SAFETY CODE STANDARD

Sviled linen or trash collection receptacles do not
exceed 32 gal {121 L) in capacity. The average
dansity of container capaclty In a room or space
does not exceed .5 gai/sq ft (20,4 L'sqm). A
capecity of 32 gal (121 L) is not exceeded within
any 64 sq ft (5.9-sq m) area, Mobile soiled linen
or trash collection receptacles with capacities
greater than 32 gal {121 L) are located in 2 room
protacted as a hazardous area when not
attended. 19755

K082

K075

FORM CMS-2587{02-89) Provious Verslons Obsolete Event ID: 68321

Facilly ID: 100080

If continuation shest Page 8 of 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

REFERAL

PAGE 24/25

PRINTED: 08/10/2015

This STANDARD is not met as evidenced by:

Based on cbservation and interview, It was
determined the facility failed ta ansure linen or
trash collection receptacles with capacities
greatar than thirty-two (32) gallon wera stored in
accordance with Naticnal Fire Protection
Association {NFPA) standards, The deficient
practice had the patantial to affect one (1) of four
(4) smoke compartments, residents, staff and
visitors, The facility has the capacity for sixty (60)
beds and at the time of the survey, the cansus
was thirty-nins (39),

The findings include:

Observation, on 08/25/15 at 4:22 PM, with the
Maintenance Direclor ravealed two (2) trash
containers with a capacity of fity-five (55) gallons
were belng stored in the Dining Room,

Interviaw, an Q&/25/15 at 4:23 PM, with the
Maintenance Diractor ravealed he waa not aware
of the requirement for trash receptacies with
capacitias greater than thirty two (32) gallons.

Tha census of thirty-nine (39) was verifisd by the
Administrator on 08/25/15. The findings wera
acknawledged by tha Administrator and verified
by the Meaintenance Director at the exit interview
on 08/25/15,

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition) 19.7.5.5
Sailed finen or trash callection receptacies shall

FORM APPROVED
OMEB NO. 381
STATEMENT OF DEFICIENCIES (1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTAUCTION %) DATE BURVEY
AND PLAN OF BORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN 8UILDING 01 COMPLETED
108328 B. WING 08/25/2015
NAME OF PROVIDER OR 3UPPLIER STREET ADDRESS, CITY, STATE, ZIF CQDE
124 WEST NASHVILLE 8T
CHRISTIAN HEIGHTS NURSING AN HABILITATION CENTE
L PEMBROKE, KY 42266
&) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
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1. Linen and Trash barrels from the digi
were replaced on 8/30/15 by the Main
director with appropriately sized contaipers and
the oversized containers were remaved|from the
premises go that they would not re-ent

2. Maintenance Director inspected the [facility
on 8/26 and there are no other barrels needing
replaced.

3. Education was completed with Mainjcnance
Director by the Administrator on 8/26/]5 on the
requirement of 32 gallon max. capacity|in the
non-hazardous aregs.

4. Maintenance Director will make rounds wkly
x 4 weeks, then mthly x 8 weeks to ensure there
are no barrels exceeding required capagity.

Findings will be reviewed by the Quality
Assurance Committee and recommendétions
made as needed.
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not excesd 32 gal (121 L) in capacity. The
averapge density of contalner capacity in a room or
space shall not exceed 0.5 gal/ft2 {20.4 Lim2). A
capacity of 32 gal (121 L) shall not be exceeded
within any 64-ft2 (5.9-m2) area. Mobile soliad
linen or trash collection receptactes with
capacities greater than 32 gal {121 L) shall be
located In a room protected as a hazardous area
when not attended.

Excaption: Container size and dansity shall not
ba limitad in hazardous areas.

Submission of this plan of correction i
legal admission that a deficiency existsor that
this statement of deficiency was correctly cited,
and is also not to be construed as an admi
interest against the facility, the Admini
any employees, agents, or other indivi
draft or may be discussed in this resporse and
plan of correction. In addition, preparation of this
plen of correction does not constitute a
adrission or agreement of any kind bythe
facility of the truth of any facts allegedlor see the
correctness of any allegation by the suryey
agency. Aceordingly, the facility has prepared
and submitted this plan of correction prior to the
resolution of any appeal which may be filed
solely because of the requirements undér state

plan of comection within (10) days of the survey
as a condition to participate in Title18, and Title
19 programs. The submission of the pl
correction within this timeframe should in no
way be construed or considered as an
with the allegations of noncompliance ér
admissions by the facility, This plan o
correction constitutes a written allegati
submission of substantial compliance with
Federal Medicare Requirements.
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