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Preparation and execution of this
Astandard health survey was conducted on fan of correction does not
09/20-10/01/15. Deficient practice was identified onstitute an admission of or
with the highest scope and severily at "E” lavel. greement by the provider of the
ruth of the facts alleged or
An abbreviated survey (KY23885) was alsa nclusions set forth in the
wuiuue:hit‘:ldis;g:a. 'L"Bﬁ;:“ml"‘“m}“s tatement of deficiency. This Plan
.ml'smmm' node practos f Correction is prepared and
F 323 | 483.25() FREE OF ACCIDENT F 3pafxecuted solely because Federal
s5=F | HAZARDS/SUPERVISION'DEVICES nd State Law require it.
ompliance kias been and will be
The facifity must ensure that the resident chieved no later than the last
envianment remains as free of accident hazards ompletion date identified in the
el e Y 0C.  Complince wil _ b
gt/ piy aintained as provided in the
prevent lan of Correction. Failure to
ispute or challenge the alleged
| eficiencies below is not an
dmission that the alleged facts
:'rﬁ‘ REQUIREMENT is not met as evidenced ccurred as presented in the
Based on observations, interviews, record ptatements.
review, and review of the facility's policy it was
determined the facility falled to ensure that the
residents’ environment remained as free of
accident hazards as possible for nine (9) of
eighty-nine (89) residents that the facility
me;:; ";I'a"de"'l “;L“g"“"“he':;‘mso" F 323 (SS=E) 483.25(h) FREE
SN30AS, OF
ke e acnesitio t3 ACCIDENT HAZARDS/
SUPERVISION/DEVICES
The indings includa:
Corrective Action for Residents
Review of the facilty's poiicy titled "Electrical Found to Have Been Affected
Safety for Residents,” dated 04/11, revealed the The electrical circuit breaker box
mmms SIGNATURE MO OATE _

— 100

TYernuia Dnicd)

[DR/S

e ety wili an ¢ m (*) denctes a deficioncy which tha inafitution may be excuied from corracting providing it (s determined that
peoalide suffickent protection to the patients . (See instructions.} Except for nursing homes, the findings stalsd above are disclosabla 90 days
Mn\i Mudwwlﬂmormu plan of comecton is provided. For nursing homes, the above findings and plans of correclion are disciosable 14
diayn folltomiimg e diais hese documents ane made avadabls to the facility. If deficlencies sre cited, an approved pian of correction Is raquisiia to continuad
PR andicitin,.
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candis, power stips, and electrical devices as part
of roufima e safisly amnd inaintenance
imspaciuns. However, the electrical circuit
Inreadiosr iz vaes mok anidiressed in the pobicy.

Orsevalion comieciad cn OW3INS at 11:11 AM
vevesliod e an electicall crcuit breaker box on
e B-Ooaidor wes unliocdked and accessible to

resifienis on it halloay. Futher investigation

revasied thare wes zm open space between the
thox cover and e eflectrical breakers when the

disunr wes opan expasing electical witing. There
wene msit 2my resitamis in the B-Cortidor during

e iyt

Rezviizor of a list provided by the tacily Diector of
Nursing (DON) reveaiad the facfity assessed
mima residiemnts 25 "wandeners™ and stated those
vesidimiis wemiisond tinneugioot the olty,
fimchuziiimgy e B-Comfidicr.

Iintiemizuy comdivxieed wifs Maimlenance staff on
OIS =it 11-15 AR revesied the Mainlenance
stafffoes umassme Hhet the brealer box was
umltocheadl, Tine Mainiienamnce staff staled the box
settumulbd] inapue iveserm bneliad and was probably left
winfisclired wdinem ey wwene wrorking cn something
am e B-Comitdinr ard fonget So indk # back.

iintinvii=e oondurted with $he Mamieaonce
Diireciimnr om (OIS =t M4AS AM revedied fhat
ines thomemcatioen lipm freniid e been locked and
tinatt itt vocms m avveemsiighhit inait She box was
winlimoiedl.

SAem itz oomdiscied wiiifh the Executive
Direcitor am HODLES at 1031 AM revesied thal
tiines elietivica oimwilt restier oo om tie B-Comidior

on B-Corridor was locked
immediately and is locked at all
times when not being attended.

Identification of Other Residents
Having the Potential fo be
Affected

All electrical circuit breaker boxes
have been reviewed to assure that
these boxes are locked at all times
when not being attended.

Measures or Systemic Changes
Made to Avoid Reoccurrence

On 10-21-2015, the Executive
Director reviewed and revised the
policies, titled “Electrical Safety
for Residents” to include the
electrical circuit breaker box. On
10-2-2015, the Director of
Maintenance inserviced Staff
development  RN. Staff
development RN began
inservicing ali staff on 10-2-2015
completed on 10-23-2015 on the
importance of assuring that
clectrical circuit breaker boxes are
locked at all times. On 10-5-20135,
the locking of electrical circuit
breaker boxes was added to the
daily maintenance checks.
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CHARLESTOMN HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE. ZIP CODE
203 BRUCE COURT
DANVILLE, KY 40423

SS=E | STOREIPREPARE/SERVE - SANITARY

The Iacdilily must -

(1) Procure food from souwrces approved or
considared safisfactory by Federal, State or local
authoeities; and

{2) Store, prepare, distribute and serve food
under sanitary canditions

This REQUIREMENT is not met as evidenced
by

Based on obseyvation, interview, and record
eview it was determined the fadility failed to
siore, serve, and prepare food under sanitary
condilions. Observalions on 08/2015 in the
kilchen revealed the following: kitchen utensil
dranvers viere observed with built-up dirt and food
diebeis, pans were observed to be stored wet anxi
sadied with food particles, and a kitchen air
condifoner was observed sofled with a buldup of
a black substance. Observations of the evening
meal om 0929/15 revealed staff touched food
with their bare hands when setting up the supper
trays for one (1) of eighteen (18) sampled
residents (Resident #8) and three (3) unsampled
resadents (Resident D, Resident E, and Resident
F}.

The Gndings includec

[T ] SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ]
PREAX (EACH) DEFICIENCY MUST BE PRECEDED BY FEAL PREFIX (EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
s REGULATORY OR LSC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO Tl IE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 2 F323
shauld have been locked.
F 371 | 483.35(f) FOOD PROCURE, F 371

Plans to Mpnitor Performance
for Sustained Solutions

The daily maintenance checklist is
reviewed with the Executive
Director at the end of each week to
assure that the electrical circuit
breaker boxes are locked and
monitored for a sustained solution,

10-25-2015

F 371 (SS=E) 483.35 (i) FOOD
PROCURE,

STORE/PREPARE/ SERVE -
SANITARY

Corrective Action for Residenis
Found to Have Been Affected

The kitchen utensil drawers were
emptied and thoroughly cleaned
on 10-1-2015 by the Dietary Aides
to assure that built-up dirt and food
debris were avoided. All wet and
soiled pans were removed and
cleaned immediately and left to
dry before being stored. On 10-2-
2015, the Dietary Manager met
with Dietary Staff to assure that
pans are not stored wet and are

IROIRN (RS 2SR ) Franiious Viersions Obweolete Evend ID:QP7TG11
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1. Raview of the facilily's policy for "Sanitation &
Infection Control,” no dats, revealed cleaning
m?mm Qn 10-2-2015, the Maintenance
The policy further pevealed the cleaning Director cleaned the air
frequeency Fist served as the basis for the conditioner. Beginning on 10-1-
mgwmnmmm 2015, Residents #8 and Residents
sanilization inspections. All staff was assigned D, E, and F do not have staff
xgwm?wmh touching their food with bare
y directly hands.
addiness storing pois and pans wet or cleaning
ulensi drowers.
Review of the faciity's poficy for “Policy and Identification of Other Residents
Procedures Maintenancs,” dated 0402/15, Having the Potential ito be
mmm‘wm%m&g Affected
mm"l’w mmmun Im conform All residents have the poten‘tial to
mmummmwfw be affected by F 371. The kitchen
appiicatiie codes it nalate to opevation of the utensil drawers were thoroughly
faciily. However, s poilcy did not address cleaned on 10-1-2015 by the
cleaningimainizining the air condtionss i the Dictary Aides to assure that built-
feichen. up dirt and food debris were
avoided. On 10-2-2015, the
m‘x m&m& Dietary Manager met with Dietary
fivee utensil ciasrs that 2l inad food particies Staff to assure that pans are not
inside e drasers amd in contzact widh the clean stored wet and are absent food
wiensils, and 2 (tile tiad ixed diied food on the particles,. On 10-2-2015, the
fizod comtact anea. These wene also five pans with Maintenance Director cleaned the
m”ﬂ:“’ mmmm”’:’" air conditioner and the air
lindiow @i mm’u"ym anib was cbserved (o conditioner is Ia_acking any black
frave a bikack fuzzy moldile substancs on the substance. Beginning on 10-1-
imsidis avd cutsicle of tie AUC wni cutpwd vent in 2015, no residents have staff
close prxxdiaity of 2 fesd prerariion aea. touching their food with bare
hands as evidenced by visual
mgﬂxm%m“ ‘::'ﬁ:“ observations by the Director of
drvery Nuzsing.and nit Managers
RN RS EEONE 555 Mesin Senlms Cheales Eowny D: PTG M Fasiidy I9; 169937 if comiinustion sheel Page 4 o 4
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aven Sough the drawers ane not on the deaning
list. Tha cook fisther stated pans should never
tex youtt asmazy wt and she did not know why they
wem wel.

linderviizay wilh the Dietary Manager on 030415 at
13 PRl nsvexled it the kitchen does not have
adizsming schedule for the window AJC unit, and
tinatt Baintenance was responsible for identifying
proiiams with and cleaning the A/C wnit. The
Diletzvy Manager stated she had not identified a
probdzm with . The Dietry Manager stated that
tthe peais should not have been put on the siorage
rachk resdy for use when they were wet, and the
diireners should not have had food particles in
tham. The Dietary Manager stated she was not
e that the drawers wene not on the cleaning
lliss.

intierviiesy with the Maintenance Director on
THDIAS a8 10:45 AM revealed that dietary staff
was responsitiie (o identify problems with
equiprrent and should have sent a2 work order on
#ha AKC window unit Io have it deaned.

linterviienr with the Registered Dietifian (RD) on
OEIEMS at 11:00 AM revealed kitchen staff does
met kave a dieaning schedide for the window A/C
wwit,, swed theat Maintenance staff was responsible
oy identiiding problems with and cleaning the A/IC
(T[4

lintsriiew with the Executive Director on 10/01115
at 10031 AM revealed that she would expect
Dizkary 8o et her know when something needed
repsiv of reglacement, and the A/C unit shoukd
Irave lbeen cleaned.

2. Areview of the facility policy titied “Assistance

with Afeals,” with a revision date of October 2009,

FORM APPROVED
OMB NO. 0838-0381
L) MULTIPLE CONSTRUCTION (3} DATE SBURVEY
A BULDING COMPLETED
c
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D SUNRIRRY SIATESENT OF DERCIENCIES D PROVIDERT'S PLAN OF CORRECTION x5
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F 371 || Comtiimued From page 4 Farn

Measures or Systemic Changes
Made to Avoid Reoccurrence
The facility policy for Sanitation
& Infection Control was reviewed
and revised by the Food Service
Director and approved by the
Executive Director on 10-20-2015
to include storing pots and pans
dry and the cleaning of utensil
drawers. The facility policy for
Policy and Procedures
Maintenance was reviewed and
revised on 10-20-2015 by the
Maintenance  Director  and
approved by the Executive
Director to include the cleaning
and maintenance of the air
conditioner in the kitchen. The
facility policy titled Assistance
with Meals was reviewed and
revised on 10-20-2015 by the
Director of Nursing and approved
by the Executive Director,

On 10-21-2015, the Health Care
Service Group (HCSG) District
Manager educated the Food
Service Director, the Food Service
Director inserviced the Kitchen
Staff or the importance of

O SIS ERERIIRRT) Praxions Yersions Obsclele Event iD;OP7G11
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revealed residenis shall receive assistance with
meals in a manner that meets the individual
needs of each resident. Further review of the
policy revealed Nursing staff would take trays into
resident rooms, set up trays, and open
containers. There was no evidence the policy
addressed bare hand contact with food.

Areview of the 2013 Food and Drug
Administralion (FDA) Federal Food Code Section
3-301.11 specifically prohibits bare hand contact
wilh ready-to-aat foods especially in the elderly
poputation.

Observations of the evening meal sarvice on
09/29/15 at 5:50 PM revealed State Registered
Nurse Aide (SRNA)#4 set up the tray for
Resident #8 and removed the resident's cookie
from a wrapper with bara hands and placed the
cookie on the serving tray. SRNA #4 was then
observed to set up Resident D's fray, remove the
resident’s cookie from a wrapper with bare hands,
and place the cookie on the serving fray. SRNA
#7 was observed to set up the tray for Resident E
and Resident F and was observed to touch the
residents’ cookies with bare hands when
remaoving the cookies from the wrapper.

Interview with SRNA #4 on 09/29/15 at 8:10 PM
revealad she did not realize she was touching the
resident’s coolde with her bare hand and laying
the cookie on the sesving tray. According to the
SRNA, she should have placed the coolde on the
resident’s plate and used the wrapper to handle
the cockie to prevent touching the cookde.

An iiterview conducted with SRNA #7 on
0972915 at 6:05 PM, revealed she was not aware

she had fouched the residents’ cookies when

ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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pans dry and without any food
particles, and assuring that the
kitchen air conditioner is placed
on routine cleaning schedule to
avoid any black substance. The
Registered Dietitian will complete
sanitation reports each week to
include these areas to assure that
compliance is maintained with F
371.
100% Education of SRNA’s
began 10/2 and completed 10/23
by Staff development RN
regarding the proper set up of foed
trays and how to open straws and
items that are on the tray in
packages, without touching them
directly with their bare hands.
Daily observations of meal
service by Nursing Administration
team began 10/2 to validate the
cducation was effective.

Plans to Monitor Performance
Jor Sustained Solutions

Utensil drawers will be added to
and remain on the dietary
cleaning check list

Dietary Manager wiil monitor and
sign off drawers daily for one

FCRM CRAS-2557(02.59) Previmus Versions Cbsolete Event ID:QP7GT1
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ss=g | SPREAD, LINENS

The facilily must estabfish and maintain an
nflection Control Program designed to provide a
salie, sanitary and comfostable environment and
0 help prevent the development and transmission
of diisease and infection.

{a) infection Control Program

The facility must establish an Infection Centrol
Program under which it -

{1} nvesfigates, controls, and prevents infections
fin the facily;

(2) Decides what procedures, such as isolation,
sirouid ba apphed to an individual resident; and
{3) Maintains a record of incidents and comective
actions related fo infections,

{b) Preventing Spread of Infection

(1) Whan the Infection Control Program
delennines that a nesident needs isclation to
prevent the spread of infection, the facility must
isolata the resident.

{2) Tha facility must prohibit employees with a
conununicable disease or infected skin lesions
firom dfirect contact with reskients or their food, if

MANE OF FROMDER OR SUPFPUER STREET ADDRESS, CITY, STATE, ZIP CODE
203 BRUCE COURT
CHARL EETIN HEALTH CARE CEMTTI DANVILLE, KY 40423
o SIRSAATY ETRIETAENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PHERX FEACH DEHACEENCY MUST BE PRECEDED BY FLRL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™o RELATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
Tt ctH!y‘B‘i‘Cﬂ‘ly‘M‘lﬂ'ﬂsm

Eartlc IF 8 Far w?ek}y on samtaﬂoF audlt‘
cpening the wrapper and should not have District Manager will monitor
twesched the residents’ food with her hands. drawers on weekly visits and on

it the of monthly unit inspections.

Nursing (DON) on 1001/15 at 1:10 PM revealed Dietary manager will monitor
the DON mondtored the meal service at least daily pans for wet nesting daily for one
to identily concems and was not aware SRNAs month. Pans will also be
#4 and #7 were touching residents’ food with their monitored by Dietary Manager
bare hands, According to the DON, food should weekly on manager sanitation
not be handied with bare hands to prevent the audits.
spread of infection. . L . .

F 441 | 483,65 INFECTION CONTROL, PREVENT F 441 | District Manager will monitor

pans during weekly visits and on
monthly unit inspections.

Proper food set up and serving
added to yearly competencies for
SRNA’s.

Infection control and safety
surveillance rounds sheets updated
to include observation of tray prep
with emphasis on not touching
food with bare hands.

WS A8 28T IR £59) Prwolisso Vienlons Cluciate Event ID:QPTAIN
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direct contact will iransmit (he disease.

{3) The faciiity must require siaff to wash their
hands after each dinect resident confact for which
hand washing is indicated by accepted
professional practice.

{c} Linens

Personnel must handle, store, process and
transport finens so as {o prevent the spread of
nfection.

This REQUIREMENT is not met as evidenced
by

Based on observation, intsrview, and review of
facitity pokicy it was determined the facility falled
o msiintain an effactive infection control program
fo preven the transmission of diseass and
fnfiection for two (2) of sighieen (16) sampled
residenis (Residonts #2 and #3) and two (2}
unsampled residends (Residenis A and C),
Obsevvation of wound care for Resident #2 on
GH20MS5 at 10:35 AM revested Licensed Practical
bluree (LPM) #1 removed Nu-Gauze (wound
packing strip) from 2 container with ungloved
hands, placed the paciing strip into a piastic cup,
and used ungloved fingers to push the packing
stfip indo the cup. LPH#1 provided wound care
fior Regident #2 and packed the packing sirip into
the resident’s open abdominal wound, Faciily
stzff faled to fodow factity poficy and senitize the
iood glicose meiss betwesn sesident Lise for
Resident #3 and Restdent A on 09/30/15 at 445
P, Facifty staff toushed and repositionsd
Resident C's catireier Bag and tubing with hands
o G205 at 550 P and failed to

FORM APPROVED
{X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
A BULDING Clo )
C
SN0 10/01/2018
STREET ADDRESS, CITY, BTATE, ZIP CODE
203 BRUGE COURT
DANVILLE, KY 40423
e SULMIARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
ey (EACH DEFICIERCY NUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION 8HOLLD BE COMPLETION
"o REGULATORY OR LSC IDEMTIFYING INFORMATION) TAG CROBB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Results of rounds will be
F 441 |} Continued From page 7 F 441

discussed with the QA committee
that meets  monthly  for
recommendations and follow up.

10-25-2015

F__ 441  (SS=D)  483.65

INFECTION CONTROL,
PREVENT SPREAD, LINENS

Corrective Action for Residents
Found to Have Been Affected
LPN's #1 and #4 were
immediately inserviced gfter their
errors were noted by Staff
Development RN on 9/30/15.

All  staff  inserviced  with
handwashing  after  touching
persanal items of a resident
PRIOR to tray prep by Staff
Development RN beginning on
10/2/15 and completed on
10/23/15.

All licensed nmurses were re-
educated on how o perform a
clean dressing change, with
emphasis on not touching dressing
items with bare hands.

TS ATETIRE AT Prasorisnis tamisns Glasiate Evant iD; GPTGH

Faghiy I0: 100037 If eontinustion shaet Page 8 of 11




Infection control safety and
sirveillance rounds sheet updated
to include direct observation of
dressing change and cleaning of
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F 441 | Contimued From page 8 F 441
washisaniize hands before sefting up the All Licensed nurses were re-
resident's supper iray. educated on the disinfection of the
The findings incheler Glucose meters with the use of
Cavi wipes.
1. Areview of the facility’s policy tHied "Wesord All murses passed competencies of
Care Poficy,” (not dated) revealed staff would dressing changes and glucose
:‘zm l":::’“" 3“‘:;?‘ hand meter cleansing,
&0 peslooe] wound andfor patient
com. Identification of Other Residents
Clmervation of wound cane on 093015 al 10:50 Having the Potential to be
AR sevealed LPN #1, while gaihering the wound Affected
trectiment supplies, reached into fhe Nu-Gauze All residents have the potential to
paciing stip bolt'e with ungloved hands, pufled be affected by F441. Under
out the packing sirip, and pushed the packing Direction of the Director of
mm’aml " I:pl ml :‘WI m Nursing R.qsident #2 and Resident
proceeded 0 do wound care and packed the #3  dressing changes were
Ns-Gauze packing stip info Resident #2°s open immediately  changed and
airdigonimall sound, performed correctly. Resident #2
and Resident #3 were monitored
ntniiew conducted with LPN #1 on 030415 at and observed with no signs or
.05 AR m’::”““‘:"l ml Ilm:! symptoms of infection or
mmmm supplies, complications. Resident A and
especkily when using the paciing stip.” Resident C were each washed and
properly  sanitized in  the
latendipa with She Unik Manager who was 5o the appropriate areas. Resident A and
w&wﬁ?‘mm 015 at Resident C were monitored and
resealed she chserved muses pesom observed with no signs or
;_mmdi : mmﬁmm symptoms  of infection or
ientiied 2y concems refated 10 st falling fo complications,
weer gfiowes wihile gathering supplies for wound
e, Measures or Systemic Changes
Made to Avoid Reoccurrence
2. Aneview of the mww “Ciotaining 2 Yearly competency added for
RO S 2EEAN 28 Periinne Vormians Clasiots EanInOPIGH Focld) 5 S090E] nuursing staff, If contiountion sheet Page 9 of 14
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glucometer randomly and at least
F 441 | Continuad From page § Fd41 weekly.
2011, reveaiad the blood glucose motor was Iv checks wi -
required to be clesned and disinfected between gfﬁfgﬁ: ‘:;}f‘ "}{.“g::ek;,‘:;gﬂi"‘;"n;
resident use. A review of tha faclitty protocel for ! y
disinfecting the blood gliicose meter was to wipe different days of _ the week t.o
the mater with 8 CaviWipe (s disinfecting soiution ensure the Facility staff is
towaeletie) and silow the surface of ihe meler to Jollowing proper protocol and
remain wet for five minutes to disinfact the meter. Facility is better equipped in
infecti I,
Observations of biood ghucoss lesting conducted infection contro
on 09/30/15 st 4:48 PM revesied Lisensed
Practical Nurse (LPN) #4 removed a bloed
glucoss meter from the madication cart, wipad
the surface of the meisr with an alcoheo! wips, and
then pericrmed biood giucoss tssting on Resident Plans to Monitor Performance
g:- U’N:“lt W the h{::.“ ﬁ'"wwli;' f:;"ﬂﬂ for Sustained Solutions
of cohol‘ Rasid Wios, 9 l'vd m“wm m"“m' "t'" ks {iesults af rounds will . be
discussed with the QA committee
paiform blood giicoss testing on Residant A,
failing to disinfect the biood glucose meter in that meels monthly  jor
sccordancs with faciiity poficy/protocol. recommendations and follow up.
An interviow conducted with LPN #1 on 09/30/18
st 815 PM revealsd the LPN thought alcohol
wipas could be ussd (o disinfect the blood
glucose matsr belween rasidsnt uss,
10-25-2015
An intsrvisw with the Unit Manager on 08/30/16 o
5:23 PM revesiad that CaviVipes were required
{o be ulifized io cisan and disinfact the bicod
glucose matsr botwoen resident use, Further
interview with the Linit Mensger revesisd she was
not sware thel LPN #1 was using slcchol wipes
instasd of the CeviWipes &s reguired,
3. Arsview of the facility poficy tiled
"Handwashing,” (undstsd) revaaled facillty staff
was required to wash/seniize hends efler contact
with Insnimste objscts including medical
equipment in the immedisls vicinity of the
FORM CHIS- 7567 (92:67) Fravieuws Yersions Gbesiols Event ID:QPTSH Fasitty 1B; 100037 H senifauation shael Page 10 of 11
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Gbsarvalion sf oy servise for Resident € st the
supper maet on O9/29/15 ot 5:50 PM revesiod
State Ragistonsd Nurse Aiga (SRNA} #7 delivered
amoni ¥ay to Resident G, sat the iray en the
rasident's Svorbad {able, and then meved the
resident's catholer ohd lbing (e positisn the
ovarbed (able. SRNA#T then prosssdad 19 set
gmemsmmmmﬁgxm

Anintarview sendusiod with SRNA #7 en
G515 2t 6:65 P ravasiad the SRNAhad Ast
reakized she had teushad the rasident’s catheler
bag and Qing when pesitisring the resident’s
mmmmmmmmm

A inleriaw congusted with the Direstsr of
Mursing (BOW) revaaiad calling up a iray was
ravigwed with SRNAS duing sriehiation and the
GON mevtevad tray senviss at laast aavy and had
Retigenibed any CORSOIRS.
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A. BUILDING 01 - MAIN BUILDING 01

185264 B. WING 09/29/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
203 BRUCE COURT
DANVILLE, KY 40423

CHARLESTON HEALTH CARE CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)

BUILDING: 01

PLAN APPROVAL: 1990

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: 1 story, Type Ill (200)
SMOKE COMPARTMENTS: 6

FIRE ALARM: Complete automatic fire alarm
system.

SPRINKLER SYSTEM: Complete automatic
(dry) sprinkler system.

GENERATOR: Type Il diesel generator.

A life safety code survey using 2786-S (Short
Form) was initiated and concluded on 09/29/15.
The facility was found to be in substantial
compliance with the Requirements with Title 42,
Code of Federal Regulations, 483.70 (a) et seq
(Life Safety from Fire) for Participation for
Medicare and Medicaid. The facility is licensed
for ninety (90) beds with a census of eighty-six
(86) residents on the day of the survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction 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 deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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