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i daterioration in hoalth, mental, or paychosocial

- status in either life threatening conditions or

¢ ciinical complications); a need fo alter treatment
significantly (l.e., a need to discontinue an
exisling form of treatment due to adverse
consequences, of to commence a new form of
treatment); or & decision fo transfer or dlschargs
the resident from the facility as specifled in

§483.12(a).

The facility must also promptly notify the cesldent
and, if known, the resident's legal reprosontativa
or interastad family member when there is a
change in room or roommate.assignment s
specified In §483,15(s)(2); or a change in

i resident rights under Federal or State law or
regulations as specified in paragraph {b){1) of
this seclion.

The facllity tnust record and periodically update
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F 000 | INITIAL GOMMENTS Foooj F137 3
A Recaitification and Abbrevialed Survey
invastigating KY#00018452 was conducted . .
06/03/12 through 06/06/12. Deficiencies were 1) Upon interviewing the twa nurses
oitad wilh the highest Scope and Severity of an who conducted the initial skin
;;E;ici';:#()oﬂ 13;(1152 was unsubstantlated with no assessment, both nurses explained that
cies ciled. - - . ' .
F 157 | 483,10(b)(11) NOTIEY OF CHANGES Fapz| Tosident fi 5 was upsol about moving
sgan | (INJURY/DECLINE/ROOM, ETC) into the long-term care setting and
‘ ‘ required an anti-anxiety medication to
Aofacﬂ:tty ?:#?:1 in:gﬁg:ﬁy igfogi;:aafr?;{?eml calm her down, Furthermore, hoth
consulf w e 's physictan; i g ) PE .
known, notily the residents legal representative | nurses also rcponc_d that resident #5
or an Iriterested famity member when there is an i only allowed one light (o be turned on
| accldent involving the resident which results in !' in the room. The nurses reported that
fngury ﬁ:ltqogas the pfqgenttfi*h f;: égqxi&negrgg{dsﬁgg © resident #5 rolled onto her sides
interveniion, BIQ_HI 1can . § H COO L . :
physical, mental, or psychosocial status (l.e., & during ”f‘e skin assessment and while
on her sides they both thought they

1 i resident #5°s right fower flank

had an excellent view of the skin as
they viewed no open areas. Both
nurses believe that the subcutaneous
tissue from resident #5's right buttock
pushed upward while resident #5 was
on her right side thereby impeding the
view of the implanted device located

region.

During the skin assessment with DON
and State Surveyor, the DON got the
resident to agree (o sit on the side of
the bed and that is when the DON was
able (o visualize that resident #5 had
an implanted device. There was no

LABDRATCRY DIRECTOR'S OR PROVIDER/SUPPLIGR REPRESENTATIVES SIGNA E TITLE (XU OATG
W% Aot srpabn & 26 /¢
tioh may be excusad fram correcting providing [ 1s dataimined thal

¢ nursing homos, tho findings slated above are disclosable 80 days
1@ abova fingings and plans of correction aro disclosable 14

0] Lol v
Any deticlancy stetemont anding with an aslerisk (*} donotos o deflcienoy whioh (he Inolity
pproved plan of correction 16 requieile to conlinued

othor safoguards provide sufficiant pralaction to the patients. {(See Inalfuctions.) Except fo
lolowlng Lhe data of survay whethar or not u plan of correclion is prayidad, For nursing homes, Ui
gays following tho date lhoso docyments are mado available to the facility. If deilcloncles are cilsd, an @
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A Racartification and Abbreviated Survey

Investigating KY#00018452 was conducted LN
08/03/12 thraugh 08/08/12, Deficlencles were 1} Upon ififsiviewing:the twa )
git?d with the highest Scope and Severity of an who conducted the injtial skin
dif%cj*é:g‘iggﬂ%‘;ﬁ? wae unsubstantiated with no assessment, both nurses explained that
F 157 | 483.10(b){11) NOTIFY OF CHANGES - Fgy| residenti# 5 was upset about moving
s5=0 | (INJURY/DEGLINE/ROOM, ETC) A into the long-term care setting and
Afacilly N ooty inforri th dent required an anti-anxiety medication to
acility must immediately inform the resident, | = | "calm her déwn.  Fucthernore. be B
consult with the resident's physician; and if o2 Tn hul d owrvn. ,rmthcl,mor.(" both
known, notify the resident's lagal representative nurses aso ;ep(}:te_c! that resident #5
! only allowed onc light to be turned on

of an interested famfly member when there ig an
accident involving the resident which resuits in
Injury and has the potential for requiring physician
intervention; a significant chanda in the residént's

in the room. The nurses reported that
resident #5 rolled onto her sides
during the skin assessment and while

! physical, mental, or psychosacial status (1.8, 2 _
i geterioration in health, mental, or paychosocia on her sides they both thought they
- gtatus in"either life threatening conditions or ’ -1 had an excellent view of the skin as
+ clinical complications); a need to alter freatmont | ey i mrad’ - ,
significantly (i.e., a need to discontinue an . they v1ew?d 10 opoll areas. ABOLh
nurses believe that the subcufaneous

existing form of {reatment due to adverse

cohsaquences, of to commence a new form of tissue from resident #5°s right buttock

troatment); or a decision fo transfer or discharge pushed upward while resident #5 was

gf& ;eislzd(‘;f)“ from the facilily as specified In on her right side thereby impeding the
‘ : view of the implanted device Jocated -

The facility must also promptly notify the resident it resident #5°s right lower flank

and, if known, the resident's legal reprasentative region.

of interested family member whan thera Is a . . .

ohaines i foom or roommate.aseignmant as During the skin assessment with DON

and State Surveyor, the DON got the

specifled In §483.15(e)(2); or a changa in

resident rights under Federal or Slate law or resident to agree to sit on the side of

lr;agulati?lns as specified in paragraph (b)(1) of , the bed and that is when the DON was
s section. ‘ able to visualize that resident #5 had
an impfanted device. There was no

The facility must record and periodically update
THLE (R0) DATE

LABORATORY DIRECTOR'S OR PROVIPER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficiency slatament anding with an eslariak (*) denotes a deflolency which the institullon may ba exciised from corracting providing il Is determined thal
other safoguards provido sufficiand profaction io the patients. (Bee instructions.} Exoept for nursing homas, tho findings staled abovo are disclosable 80 days
following the date of survey whethes or not u plan of coraction is provided. For nuising homes, fhe above findings and piane of corragtion a'e disclosable 14
days following the date ihase documents ace made available lo the facilily, ¥f deficiencles are clted, an approved plan of corraclion Is reqlsiie to conlinued
program-padicipatian, : .
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1 revealed Resident #5, who was a new.admisslon,

the addrass and phone number of the resident's
iegal representative or intarested family member,

This REQUIREMENT is not met as evidenced
by: "

Basad on obsarvation, Interview and record
review, It was determined the faciiily falled to
ensuie the Physiclan was notified of a poseible

| need fo after treatment far one {1} of twenty-one

(21} sampled residenta (Rasident #5).
Observation of a skin assassient on 06/04/12

had an unidentified device under the skin which
protruded from his/har right lower back. The
nurse recognlzed on 06/04/12 there was a device
which had not heen caught an admission during
the skin assessment; however, as of 06/06/12
there was no documented evidance the Physician
had been nofified.

The flnqings Include!

A factlity policy related to Physlclan Notification
was reguested; however, nof raceived.

Roview of Resldent #6'a medical record revealed
helshe was admitted to the facility on 05/30/12
with didgnoses which Included Renal Disorder.
Tharse was no Mintmum Data Sel (MDS)
Assessment completed due to the recent
admission.

¢

Observation of a skin assessment, on 06/04/12
with the Director of Nursing (DON), revealed
Resident #5 had a device under the skin which
was square and protiuded from his/her lower

facility. The DON asked resident #5
what the device was and she stated,
““That has been there for years, it's for
my bladder,” On 6/5/12, the Unit
Coordinator called resident #5°s
husband and he informed her that his
wife had the implant years ago and he
didn’t remember when. He could not
“remeriber where the procedure was
done or any further details. On .
6/5/12, the Unit Coordinator also
called both sons of resident #5 and
they too could not provide any
information abouf the device.
6/5/12, Unit Coordinator called

On

had no knowledge of the implant.
Unit Coordinator requested they fax
any information that they had on
resident #5. Urologist’s office faxed
information on resident #5 on 6/6/12
but made no mention of the implant.
This document was shared with State

Surveyor.

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF GORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDEL RY FULL PREFIX | {EAGH CORREGTIVE AGTION 3HOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG ] CROSS-REFERENCED TO THIE APPROPRIATE - DATE

) : DEFICIENGY)

. 1.
. B E -
F 157 | Gontinued From page 1 447 ontion of the implanted device in the
‘ vecords received from previous

resident #5°s Urologist and the office ‘
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F 157 | Continued From page 2 F 167; On June 25, 2012 the facility nurse
‘back. The DON sfaled she would check the i supervisors canducted an audit of a)l
:;Tﬁﬁ:: or:::‘t;ord and tnat it was probably a bladde: residents admitted sinco May I, 2012,
. _ Thirteen (13) residents were audited
- Interview with Resident £6, af the time of the skin and either they or their responsible
' assessment, ravealed the device was placed by, - party were asked if they had any
Urology and helshe had a foliow up appointmant ; . .
: implanted device: g:
with Urology. planted devices such as: pain

Review of the Admission Skin Assessment,
|- Raesident Date Collestion/Admission Notes, :
-Physician's Orders and Admission Nurse's Notgs, ;
dated 05/30/12, revealed no documentsd :
evidence staff was aware of this davice. Further
review of the June 2012 Physician's Orders and
Nuree's Notes revealed there was no

- dooumanted evidence of the device. ) pumps, pacemaleers, breast implants,
1 Interview, on 06/06/12 at 3:45 PM, with Licensed ‘ Sl?u“.ts’ ,bla(wfn h[ln;u,i?,t -0 U,l’ halid_Waa_e
Practical Nurss (LPN) #4 revealed she had done | ot other devices. If resident or
a head fo toe skin assessment on Resident #5 on | responsible party were uncertain, a
05/30/12; howaver, had not noted the device thorougl skin assessment was
which protruded from the resldent's back. She completed.

stated she had completed the skin assessment
: with a new nurse and pelther of tham noted the
davice. Continued interview revealed the head to
toe skin assessment consistad of looking over the

2} No other residents were alfected.

entire body; howaver, she dld not see the device. egion the Miree wi
She stated, if she haa sesn if, she would have 3) U?OP Efl(;ll"l‘uSSlO.ll the nllusc' \fn!l
documented it on the Skin Assessment. assess for implanted devices; in

) ’ addition the nurse will ask the vesideat
mﬂ"i’?vﬂ'& on 06!’0(?}"1%2) at 101?0d A*;-:i. with LPN - { and/or responsible party if they have

nit Manager {UM) revealed she was unaware v e o f o ol

of the device until she was informed of it by the auy knowledge of any implanted
DON after the skin assessment with the Siate devices. The nurse will complete the

“Admission Assessment for lmplanted
i i Devices” form.
interview, on 06/06/12 at 10:10 AM and 2:45 PM : ) . |

Surveyor.
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F 157 | Continued From page 3 : F 157

with the DON revealed she had informed LPN
#1/UM about the device after the skin
assessment and instructed her to contact the
Nephrologist and the Nurse Practitioner/ARNP.
She further stated the admitting nurse should
have recognized the device and followed up with
documentation in the chart on the Skin
Assessment, as well as followed up with reporting
the device to the nursing staff and the ARNP.

Interview, on 06/06/12 at 2:30 PM, with the ARNP
revealed she was unaware Resident #5 had a
bladder stimulator or any device in his/her back
and had not been natified by the facility staff.

Follow up interview, on 06/06/12 at 4:15 PM, with
LPN #1/UM, revealed she had just notified the
ARNP of the device, (two (2) days after it was
noted in a skin assessment).

F 323 | 483.25(h) FREE OF ACCIDENT F 323
HAZARDS/SUPERVISICON/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supetrvision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to ensure resident
environment was as free from accident hazards

FORM CMS-2567(02-99) Previous Versions Ohsolete Event ID: UEIN4"!1 ' Facility ID: 100638 ) If continuation sheet Page 4 of 10
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PREFIX
TAG
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Faz3

J water tamperatures were regulated to ensure

Gontinued From page 4
a3 possible. The facllily failod fo ensure tha

water temperatures in residents’ hand sinks were
within acceptable temperature rangs of 100
degrees Farenheit to 110 degrees Farenheit, In
addition the faallity falled to have a system in
ptace to ensurg water temperatures in the
showers ware checked routinely to ensure they
remained within a safe range.

The findings include;

Review of the faclllly's policy titled, "Water
Tenperatura Policy" (no date), revealed it was the
policy of the facility to ensure water temperatures
of retidant point of esrvice (POS) areas, fell
betwaan 100-110 degrees Farenhelt. Further
review revealed the facility was fo do a woakly
water temperature check of each hall and to
make adjustments as needad.

Observationa of resident hand sink water
temperatures on 06/05/12 and 068/06/12 revealed

the following;

Obsoarvation, on 06/06/12 from 10:30 AM to 10:45
AM, revealed the water temperature in room 101
was 118 degrees Faranhail; reom 104 was 116
degrees Farenheif; room 100 was 118 degrees
Farenhelt; room 110 was 118 dsgrees Farenhalf;
and room 112 was 116 degrees Farenheil.

Continued observation, on 06/06/12 from 10:66
Al to 11:04 AM, revealed the water iemperalure
in the Unit | shower was 114 degrass Fatenheit
and [n the Uit | hand sink was 116 degrees
Farenheit.

3) The facility wilt now check and log
Point of Service water temperasures
once-a-day, five times a week. Duting
these checks, two rotating rooms wili
be checked on each of the six halls at
varying times of day. Spa/shower
rooms o each unit will also be
checked and recorded atl these limes as
well. If during these temperaiure

F 323

compliant range the résidents and
SRNAs will be notified of the
condition and will not use hot water in
that area until adjustments are made
and temperatures of 100- 110 degrees
Fahrenheit are registered.

_ Thermometers have also been placed
on cach unit for SRNA use if they foel
that hot water may be exceeding 110
degrees Fahrenheit. If exceeding
temperatures are recorded by SRNA
or nurse than they will immediately
notify maintenance.

L —

If eontihuetion ahoat Pagé §of 10
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F 323

Continued From page 5

Continued observation, on 06/05/12 from 11:05
AM to 11:10 AM, revealed the water temperature
in room 301 was 120 degrees Farenheit and
room 302 was 119 degrees Farenheit.

Further observation, on 06/05/12 from 12:49 PM
to 1:20 PM, revealed the water temperature in
room 305 was 120 degrees Farenheit; room 308
was 118 degrees Farenheit; and 312 was 118
degrees Farenheit.

Observation, on 06/06/12 from 12:30 PM to 12:45
PM, revealed the water temperature in room 506
was 112 degrees Farenheit; room 507 was 116
degrees Farenheit; and room 508 was 115
degrees Farenheit; room 202 was 111 degrees
Farenheit; room 206 was 113 degrees Farenheit;
room 207 was 111 degrees Farenheit; and room
208 was 112 degrees Farenheit.

Interview with State Registered Nurse Aide
(SRNA} #1, on 06/06/12 at 12:35 PM, revealed he
had never had a resident tell him the water was
too hot but thought the water was suppose to be
below 110 degrees Farenheit.

Interview with the Maintenance Director, on
06/06/12 at 12:50 AM in the Conference Room,
revealed he had only been the Maintenance
Director for two (2) weeks. Further interview
revealed he was aware of the water temperature
regulation for water temperatures to be in the
range of 100 to 110 degrees Farenheit. He
further stated they took temperatures every
Monday around 7:15 AM; before showers started
for the day and that rooms to have temperatures
taken were picked based on availability, i.e. the
resident being out of the rocom. Further interview

F 323

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UBN4i1
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323 | Gontinued From page 6 _ F 323:
| revealed the resident rooms were on different
water heaters than the laundry/kitchsn and
usually tha residents wouid tel! tham
{Maintenance) or the care giver if the temperature
was too hol ot too cald, He further stated he did |
not notify Management if tamperatures ware ol :
of range, hit tried to handie It on his own. He , i
stated ha noted the temperatures wers . : ;
inconsistent, but he had not reported it to Quality
Assurance (QA) and he did not remember the
[ previous Maintenance Birector-ever-mentioning—-{-
! taking the water temperatures to QA, Further
* interview ravealsd that inconsistent water
_temperatures should have been roporied to the
: Administration or to QA.
| Interview with the Qualily Assurance Director, on
06/08/12 at 2:26 PM in her office, revealed thal to
her knowledge the watar temperatures had never F 431
been brought before QA but that she would ’
expect the inconsistent water temperatures to be
addressed by QA. : _
2%90% /%fsqu fﬂ%l&yg‘ﬁ ngqp}?gatgs eIo'gga c?r:n?ett";‘ 1) On June $, 2012 the Pharmacist
, Fevea ater: . Consulta e it of 4
| temperatures were taken and recorded weekly, . _ {.’UH. nt conducl(,d an audit of a1l
put usually just In one (1) room on each hall : medication carts, refrigerators and
(most often the same,rdom). as wall as in the medication rooms and no other
Dietery and Leundry areas. There was no discontinued drugs were fowid.
documanted avidence, on the temperafure tog
sheets, of water temperatures being taken in the . . .
showers or whirfpoals. 2) No other residents were affected,
F 431 463.60(b), (d), (8) DRUG REGORDS, F431| On 6/25/2012 all facility
$3=0 | LABEL/STORE DRUGS & BIOLOGICALS nurses/IKMASs were in-serviced on the
: . removal of disconti adicatioirs
The facliity must employ or oblain the eervices of | o p o8¢ 011}{muod mcdccau ons
1 a licensed pharmagcist who establishes a system mmed catts, refrigerators and
of records of raceipt and disposition of all - medication. rooms.
——— 1
Evant 10: UBNAH tacliity i0; 100030 It continuation sheel Page 7 of 10
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“NAME OF PROVIDER OR SUPPLIER
PINE MEADOWS HEALTH CARE

STREET ADDRESS, CITY, STAYE, ZIP CORE
1808 HILL RISE ORIVE
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SUMMARY STATEMENT OF DEFIGIENCIES

D

PROVIDER'S PLAN OF CORRECYION (M8}

[ appropriale accessory and caulionary -
fdnstructions;.and the. explranon date.whetr..- S R

‘controls, and permit cnly authorized: personne! o

contraliad drugs in sufficient detall to énable an
accurate reconciliation; and deiermines that drug
records are in order and that an account of afl
controlied drugs is maintained and perlodically
reconciled.

Drugs and biologicale used in the facility must be
labaled In accordance with cufrently accepied
prafessional princlples, and include the

applicable.

In accordance with State and Faderal aws, the

facility must store all drugs and biologicais in
locked compartmants under proper temparature

have accass to the keys.

The facility mus! pravide separately locked,
permanently affixed compartments for storage of
conhtrolled drugs lsted in Sohedule t of the
Comprahensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, excepl when the facilily useg single unit
package drug distribution systems in which the
quantily storad is minimal and a missing dose can
be readily detected.

This REQUJREMFNT is not met as ewdencad
by:

Based an observation, Intervlew, record review
and review of tha facility's Disposal of
Madications and Medication-Related Supplies;
Discontinued Medications Policy (#IE3), it wee
detarmined the facility failed to ensure the proper

%)
,SRE)F,K H (EACH DEFICIENCY MUST DE *RECEDED BY FULL . PREFX (EA(‘H CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROYS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENGY]
i
F 431} Continued From page 7 F a31] 3) When checking Physicians Orders

'4) The Unit Coordinator or a
_designated Supervisor will conduct an

- conducted overy, othet month

Completiou Date:

daily, supervisors will have the nurses
andfor KMAs recheck for ;
discontinued medications and ifany |
are found they will be removed from
the medication cart, refvigerator or
medication room.

audit monthly x 3 months using ten
(10) MD ordexs per month of
discontinued medications to ensure
they were removed from the
medication cart, refrigerator or
i'ncdl(}dll()l'l room. If no deficient

[ practice is noted this audit will be

6/26/12

FORM CMS.2667(02-99) Previovs Varsions Qbsclele
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) ; ’ . A, BUIEDING .

C I
0. WING .
185218 ‘ : 06062012
STREE ' ADDRESS, CITY. STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
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X4 10
FREFIX
TAQ

SUMMARY STATEMENT OF DEF|CIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENT’ IFYING INFORMATION}

1
PREFIX

TAG .
DEFIGENCY)

PAOVIDER'S PLAN OF CORREGTION (X5}
{EACH CORRECTIVE ACTION SHDULO BE GOMPLETIDN
GROSS-REFERENCED TO THE APPROPRIATE DAY

F 431

¢
b

Conlinued From page B
storage of drugs and biological. The facility failed
to ensure discontinuedfexpired medicalions were

{ removed from a medication cart and from the
I madication room refrigerator.

| .
i The findings include:

Review of the facility's policy, "Disposal of
Medications and Medication-Related Supplies.
Discontinued Madications Policy", revealed when

-|[-medications-were-dlacontinued-by-a-Physician-ar.-

when a resident was {ransferred, discharged or in
the event of thelr death, the remalning
maedications were to be marked as "discontinued”
and destroyed, Further review of the policy
ravealed, upon receipt of an order to disooninue,
ihe medications were to be removed from the
medication cart immadtatety, to avoid tnadvertent

admlnlstrat[on

Observation, on 06/06/12 at 9:10 AM, In the
medication room refrigerator on Unit One, .

was marked as boing opened on 06/04/12.
Review of lhe Physicians oder revealed it was
ordered on 04/26/12 for 10 days. Which would
constitute a digcontinuation date of 05/08/12.

interview, on 06/06/12 at ©:10 AM, with the
Assistant Director of Nursing (ADON} reveated
the Mucomyset had an automatic stop date and
.should have been removed afler the last dose on
. 06/08/12. Further intetview revealed the nurses
end the consulting pharmacy ware responsible for

| checking the inventory and ensuring discontinued

medication were removed according to the
facility's policy.

revealed a vial of Acelylcystaine (Mucomyst), that

F 431

FORM GMS-£597{02-98) Previous Versioits Obsolels
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NAME OF PROVIDER OR SUPPLIER
PINE MEADOWS HEALTH CARE
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LEXINGTON, KY 40604

(R4}
PREFIX
TAQ

" SUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REOULATORY OR 1.8G IDENTIFYING INFORMATION)

0] PROVIDER'S PLAY OF GORREGTION (X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TG CROSS-REFERENCED TO THE APPROPRIATE oare
. BEFICIENCY) :

F 431

1 Interview, on 06/05/12-at 1:16 PM, with Licensed

Continued From page 9

Gonlinuad obaervation, on 06/05/12 at 1:15 PM,
of the 100 Hall medication cart, revealed niheteen
{19) capsules of Spirive, & maedication which wag
discontinued on 05/11/12,

Practical Nurse.(LPN) #4 revaaled the medication
should nat have been in the medication cart,
Furthar interview revealed it was the nurses'
responsibllily fo remove the medications from the

—i-Garts-and- puti(hem-ln-the-medieaﬁon disposal- . - o s

box.

Interview, on 06/06/12 at 4:32 PM, with the
Diroctor of Nursing (DON} revealed the
Mucomyst and Spiriva should have been
destroyed, per the facllify's policy.

F 431

i

FORN CMS-2667(02-00} Freviouo Vaeoions Ohsolete Evenl ID: UBN4T
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NAME OF PROVIDER OR' SUPPLIER ) R ] STREET ADDRESS, CITY. SIATE, ZIP CODE
S . 4600 HILL RISE DRIVE

PINE QWS HEALTH C : N

PINE MEADOW H CARE | LEXINGTON, KY 40604

[{4] PROVIDER'S PLAN OF GORAEGTION 5}
PREFIX {EACH CORRECTIVE ACTION SHOULO BE - COMPLETION
TAG . CROSS-REFERENCED TO THE APPROPRIATE 0A7
DEFIGIERCY)

iy | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (FACH DEFIQIENCY MUST BE PRECEOED DY FULL
Tac | REQULATORY OR LSG IDENTIEYING INFORMATION)

K 000 INITIAL COMMENTS K 000

Y i CFR: 42 CFR 483,70(a} o . i

Building: 1.

Survey under: NFPA 101 (2000 Edition)

Plan approval: 1989, 1066

Facillly type: SNF

Type of struclure: Type V {000)

Smakes Comparments: Seven (7)

Fire A'arm: Complete tire alarm with smoke
detestors installed in corridors and hasement,
Single stalion smole detectors in resident rooms.

Sprinkier System: Completa sprinkier sysfem
(dry).

;‘Genarator: Type 2 generator powered by Natural
: Gas Installed In 1989

A Slandard Life Safely Coda survey was
conducted an 06/04/12. Pine Meadows Heaith
Care was found not to be in compliance with the
requirements for participation in Medicare and
Madicald. The census on the day of the survey :

way ane hundred six (108). The facility is ' : ' o
licensed for dne hundred twenty {120) beds.

The highest scope and severity was at "F"Jevét.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056

S85=E
if there is an automatic spiinkler system, it s
* linstalled in accordance with NF PA 13, Standard

ABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES _SIGI':JATUR&

LULEN-. (R0} DATE

*¥ denoles a deficiency which lha Inslution may ba exctisod from correcting providling il is delormingd thal

her safaguaris provide sufficient protection lo the pationts. (Sad insltuclions.) Excepl for nuraing homos, the findings stated above are disclosable 90 days
llowing the dale of survey whether or not a plan of corseciion Is provided. For nuising homes, the above findings and piane of corractlon are disclosable 14
1ys followlng tho dale these documents are made available to the facitity. If deficlencles are ciled, an approved plin of cerraction 15 requlaite th continued

ogram participation.

ny daficiancy slatemenl ending with an asterisk (

(02-00) Previous Varsfons Ohsoloto ' Fvbni ID:UBN4 2] Faclllty 1D; 100630 I continuation shool Page 1 0f 3
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{X2] MULTIPLE CONSTRUCTION

(¥3) DATE SURvY

STATEMENT OF D'lEF:fHENCIE?.S (X1} PROVIDER/SUPPPLIER/CLIA COMPLETeD
AND PLAN OFCORRECTION . . . IENTIFICATION NUMBER: . 2 ET'E
A - A, BUILDING 01 - AN BUILDING 01 .
B, WING .
186215 . 06/04/2012
STREET ADDRESS, GITY, $TATE, ZIP CODE ‘

NAME OF PR OVIDER OR SUPPLIER ~

PINE MEADOWS HEALTH CARE

1808 Hil.L RISE DRIVE
1 .- LEXINGTON, KY 40504

{x4) 10
PREFIX
TAG

! BUMMARY STATEMENT OF DEFIGIENGIES -
I . (EAGH DEFIGIENCY MUST RE PRECEOED BY FULL i
HEGULATOR'Y OR LSG {DENTIFYING INFORMATION} '

1]
PREFIX
TAG

PROVEDER'S PLAN OF CORRECTION
(EACH GORRECTIVE ACTION SHOULD BE

{0} ’
GOMALETION

K 000

K 056
8Sef

| GFR: 42 CFR 483.70(a)

INITIAL COMMENTS'

Bullding: 1

Survey under; NFPA 101 (2080 Edition)
Plan approval. 1989, 1998 |
Faclity type: SNF |

Type of structure: Typelv (000}

Smoke Compartments: Seven (7)

Fire Alarm; Compleste fire alarm with smoke

detactors Installed in cortidors and basement.
Single station smoke detactors in resigent rooms.

Sprinkler Syslem: Complete sprinkler sysiem

| (dry).

: Generator: Type 2 generafor powered by Nafural
: Gas Installed In 1689

installsd in accordance with NFPA 13, Standard

A Slandard Life Safely Code survey wae
congucted on 06/04/12, Pine Meadows Health
Care was found not to be in compliance with the
requiremanis fur participation in Medicare and
Medicaid. The census on the day of the survey
was one hundred six (108). The (acilily is
Jicensed for one hundred twenty {120) beds.
The highost scope and severity was at "F" level, {
NEPA 101 LIFE SAFETY CODE STANDARD

{f there is &n autqmatic sprinkler system, i is

K 000

K 0566

GROSS-REFERENGED TO THE APPROPRIATE DATH
: DEFIGIENCY)
1
i
"
i
i
i
i
1
;
i
!
TITLE {XB} DATE

R ROV ERIS'.{PPL!ER'REPRESENTM‘IVE'B SIGNATURE

gt 54 74 :

oLt

BORATORY DIRECTO% :
nich the institutlon may be excused from correcting providing il is delarminad hal

ns.) Exgept for nurslng homes, the findings etated above are disclusable 90 days
For nursing harnes, the above findinga and plans of correciion aro disclosabie 14
fictsnsioe ore cilad, an approved pldn of carractlon Js requisile lo continued

= = -
w daficiency ataterment andlng wilth an astoerisk (*y denolec a deflolancy w
1at safeguards provide sufficlant protection to tha patiante, (Sae instructio
Jowlng the dale af eurvey whother or not a plan of correclion Is provided.
ye Tollowing ihe date theso documents ara made avallable to the foollily. If de

igram parijoipation.

R GMS-2667{0209) Provious Varslons Obsotelo

Cvbnl 10 UBNA 21

aclilly 1D; 100630
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hjf\ME OF PROVIDER OR SUPPLIER ) : ' ~'

PINE MEADOWS HEALTH GARE

STREET ADDRESS, GITY, STATE, ZIP CODE
1808 HILL RISE DRIVE "
LEKINGTON KY 40504

-supply for the system. Required sprinkler

“This STANDARD s not met as evideacsd by:

| determined the facilty failed to ensure complete

"1 The deficiency had the potential to affect three (3)

for the Instaflation of Sprinkler Systems, to
provide complate coverage for all portions of the
bullding. The system Is properly maintained in
accordance with NFPA 25, Slandard for the
tnspection, Testing, and Maintenance of
Water-Based Fire Protaction Systems. s fully
supervised. There Is a reliable, adequate waler

gystems are equipped with waler flow and tamper

-switches, which are electrically connected to the

building Isre alarm system.  19.3.5

Hased on observation and.interview, it was -

covarage of the spriniier system was provided,
furthermore, the fadility failled to ensure a
sprinklar wrench was provided to exchange
activated sprinkler heads, according o National
Fire Protection Assoclailon (NFPA) standards.

of seven (7) smoke comparlmants, fotly (40)
rasldents, staff and visitors,

The findings include: i

Observation, on 06/04/12 at 1,20 PM, reveled a
canopy located above the exterior exit of Nursing
Station 11, measured approximately twelve (12} 1

| teet by eight (8) feel and did not conlain sprinkier

protection. Further observation revealed the

same for the 100 Hall exlterior exil and the

Adminlstrative offices exterlor exit. Canopies or

axterior roofing measuring wider than four (4) feet -

must be sprinkler protected. The observation i
!

(X4} 10 .- SUMMARY STATEMENT OF DEFICIENCHES D : PROVIDERS PLAN OF GORRECTION (%a)
PREFTX {EACH UBFICIENCY MUST DE PRECEDED DY FULL PREFIN | {BACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG : (,Ross REFERENCED TO THE APPROPRIATE DATE
- - . DEFIGIENGY)
uad F ‘ 056
K 056 | Gontinued From page 1 K086 KOs6

1) No residents werte affected by

[ practice.

2) No résidents were affected by
praotlcc

3) Bach noted aron listed in the
Statement of Deficiencies does hﬂ\fL

~sprinklers:-Fowevet, existing

sprinkler heads did not extend beyond
the canopy. Facility obtained quotes
to have sprinkler heads that currently
exist under the canopics extended to a
point where they are visible and no
longer covered by the canopy. The
facility contracted to have the
sprinklers extended into compliance. -
The facility also obtained the proper
wrench to keep in the sprinkler head -
box as required, Sprinkler head
extensions wili be done on July 9,
2012 by contracted company.

It ¢ontinvation ehesl Paga 2 of 3
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: : ALBUHLDING 01 - MAIN BLIILIHNG 01
. WING
186215 - 06/04/2012

NAME OF PROVIDER OR SUPBLIER

PINE MEADOWS HEALTH CARE

STREET ADDPRESS, CITY, STALE, 2IP CODE

1808 HILL RIGE DRIVE
LEXINGTON, KY 40804

o) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF-GORREGTIGN N
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL © PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMFLETIOR |
" TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPRUPRIATE DATL

DEFICIENCY) A
K-056 | Continued From page 2 _ K056: 4) Facility has replaced wrench and
was confirmed with the Malntanance Director. will check at lime of monthly fice drill
Inferview, on 06/04/12 at 1:20 PM, with the ; that it is located ip Ai'he sprinkler lwfsad
aintenance Director, revealad the canopy was box. Bxtended sprinkler heads will be
-constructed of ordinary wooden construction, checked by contracted service during
' 3 . annual audit.,
| Observation, on 06/04/12 at 1:53 PM, revealed - )
thie wrench to change aclivated sprinkler heads
was not in the spare sprinkler head box. A o .
P e Completion Date: : . 1797202

: extarior rools or canopies axceading 4 (1.2 m)
1 in width.

{ Raference: NFPA 3 (1999 ediiton)
i 5-13.8.1 Sprinkiars shall be installed under

wrench mus{ be provided to- change activated
sprinkler heads and limk the amount of time the
sprinkler syslem is oul of service. The
observation was ¢onfirmed with the Maantenance
Director,

Interview on 06/04/12 at 1:53 PM, with the
Maintenance Director; revealed he was unaware
the wrench was mé ssmg from the spare sprinklar
head box,

Exceplion: Sprinklers ere permitled to be omitted
whare the canopy or roof is of noncombustible or
limited combustible construction.

3-2.9.2 A apeclal sprinklet wrench shall also be
provided and kept in the cabinet {o ba used in the
removal and instaliation of sprinkiers,

- ]

ORR GG -2557 (02-00) Pravious Verslons Ohaolata

Evopl [ UBNA2
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