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FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL B -
| e e oy | B ol rerntiouser, | oo
© DEFICIENCY) '
F 000 | INITIAL COMMENTS F 000
A Racertifioation/Abbreviated survey was
conducted on 03/08-11/10, and z Life Safety
Code Survey was conducted on 03/11/10, .
Deficlencles were cited with the highost scops
and geverity of an "F*. During the survey,
complaints numbers ARO KY00014308, ARO
KY00014377, ARO KY00014404, and ARC
KY00014446 were Invastigated and determined to
be substantiatad with no deficient practice
1 Identifled. An additional complaint number ARO
KYD0014379 was Investigated which was
determined to be unsubstant!ated with no
deficlent practice identified.
F 158 | 483.10(b}(5) - (10), 483.10(b)(1) NOTICE OF F 156 ‘ :
88=8 | RIGHTS, RULES, SERVICES, CHARGES I. Administrator ordered Medicare/ 3/26/10
- Medicaid posters from OIG that ad- :
The facllity must inform the resident both orally dress residents rights related to Medi-
and In writing In & language that the rasident care/Medicald eligibility and benefits.
understands of hia or her rights and all rules and This was posted in frames in front
regulations goveming resldant conduct and Tobby on 3/18/10,
responsibilitiee during the stay in the fat:lllln.1 The 2. No resjdents were found to be affected
facllity must also provide the regldent with the by the deflcient practice.
notioa (If any) of the State developed under 43 Administrator/Business Office Man-
§1918(e)(6) of the Act. Such notifloation must be ager discussed Medicare/Medicald
made prior o of upon edmigsion and during the related to residents rights fn Resident
resident's stay. Receipt of auch Information, and . )
any amendments to It, must be acknowledged in Pwnm}BMe.eﬂng on 3/25/10. Admin.
writing, - istrator/Business Office Mauager also
subroitsed artioles to family newslet-
The facllity must Inform each residsnt who is ters advising family mepsbers of these
antitlad to Medicald bensfits, In writing, at the time rights
of admission to the nursing facliity or, when the
resident becomas eligible for Medicald of the
items and services that are included In nureing
facllity services under the State plan and for
which the resident may not be charged: those
other Items and services that the facllity offers
and Whlch the resident may be charged, and /
LABORATORY DIRELTER : j BUPHIEER-GEPREBENTATIVE'S BIGRATURE - T %0) DATE
T e I
Any deficiency statern 9 with en asterisk (%) donotes a daficiancy which the Institution may be excused from correcting providing it i detsmnined that

cther safeguands p:ovla mnhm protection to tha pationts. (See Instructions.) Extept for nursing hames, the findings statad abovs are disciosable 80 days
lolfowing the dets of survey whethar or nata plen of oumection In provided. For nursing homas, the above ﬁndtngs and plans of conection are disolosahla 14
dayo following the date these doguments are mads avallable to the fackity, If dafclenclaa ara ciled, an approved plan of eorrection ls requisite to continued

program pamicipation,
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the amount of charges for those services: and
inform each resident when ohenges are made to
the items and services specified in paragraphs (6)
(i{A) and (B) of this section.

The facility must inform each resident befora, or
at the ime of admission, and pariodically during
the resident's stay, of services available In the
facliity and of charges for thiose services,
including any chargas for services not coverad
under Medicare of by the facillty's per dlem rate.

The facility must furnish a written degcription of
legal rights which Includes: '

A description of the manner of protacting
personal funds, under paragraph (o) of this
section;

A description of the requiremants and prooedures
for establishing aligibility for Medicald, including
the right to request an assessment under section
1924(c) which dstermines the extant of a couple's
non-exampt rasources at the time of :
institutionalization and attriiutes to the community
spouse an equitabla share of resources which
cannot be considered available for payment
foward the cost of the Institutionalized spouse’s
medloal care in his or her process of spending
down to Medicald eligibliity levals. :

A posting of names, addresses, and. telephone
nimbera of all partinent State client advocacy
groups such as the State survay and certification
agenoy, the States licenaure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
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F 158 | Continued From page 1

F166| Rights and to see administrator/business
office xnanager for any questions. Ad-
mission coordinator wil) continue to
review Medjcare/Medicaid upon admis-
sion to facility. Care plan teamn loaders
will seek out any questions during care -
pian process. : , S
4. Administrator/business office man- e
ager will meet with resident council for i
90 days to seck out questions relatedto ' |
Medicare/Medicaid process. Care plan
team leader will forward questions to
administrator/BOM for follow up. Will
review for 90 days in monthly QA meet-

ing.
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F 166

'( physician respaonsible for his or her care.

* | determinad the facility falled to prominently

Continued From page 2

misappropriation of resident property in the
facliity, and non-compliance with the advance
directives requirements.

The facility must comply with the requirements
specifiad In subpart | of part 480 of this chapter
related to maintaining written policies and
procedures regarding advance directives. These
requirements Include provisions to inform and
provide written information to all adull residents
concerning the right to accapt or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a writlen desoription of the faclity's
policies to implement advance directives and
applicable State law.

The fecility must Inform each residant of the
name, specially, and way of contecting the

The facility must prominently display in the facifity
written information, and provide to reaidants and
applicants for admission oral and written
infarmation about how to apply for and uge
Medicare and Medicald benefits, and how to
recaive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by. o
Baged on observation and interview, It was

display written information about how to apply for
and use Madlcare and Medicaid henefits and/or
how to receive refunds for previous payments
covered by such benefiis.

F 156
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authorities; and

under sanitary conditions

by:

considered satisfactory by Federal, State or ioagl
(2) Store, prepare, distribute and serve food

This REQUIREMENT Is not met as evidenced

.| Based on observation, interview and record
reviow, it was determined the facility fafied to
ensura diatary sanitation as evidenced by
observations of male dietary staff working in the
kitchen without beard restraints. Additional
obsarvatlone revealed, the fecility failed to ensure
sanitation was meintained as avidencad by
observation of the outdoor dumpstars overfilled
and not covered. Further observation reveated
the facilily fafled to ensure sanitation was

affected by the deficient practice.

The Dietary Manager/Assistant Die-
tary Manager conducted inservices to
all cooks and dietary aides on 3/24/10
to insure that no other residents would
be affected by the deficient practice in
the future. The inservices included: F
tag 371, beard restraiuts, dumpster
overflow, and importance of appropri-
ate drying techniques for dishes.

The assistant djetary manager/dictary
mamaget will conduct walking rounds
five (S) days per week for eight (8)
weeks to identify and non-compliance
with {nserviced arcas. The sanitation
rounds will continue twice weekly
thereafter to insure compliance.

The Dietary Manager will conduct an
audit once weekly to identify any po-
tential non-compliance with inserviced
areas for eight (8) weeks. These au-
dits will be reviewed at monthly QA

FORM
ENTERS FOR MEDICARE & EDICAID 8ERVICE QMBONQ,%P&FS%\:;EQ?
STATEMENT OF DEFICIENCIES X1} PROVIDER/S .
AND PLAN OF GORRECTION 0 .osnm.'f-,'i’ﬁ‘é?fp&{?ﬂé‘éﬂ? O ULTIPLE CONSTRUCTION "‘*"ga‘,ﬁ'ifé#%‘{;"‘*
o A BUILDING
SIS [ . C
185218 B WiNG 03/11/2010
NAME GF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PINE MEADOWS HEALTH CARE 1608 HILL AiGE DRV
| LEXINGTON, KY 40504
o) 1D SUMMARY STATEMENT OF DEFIIENGIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BR PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFGRMATION} P';AEQ X N cé&gvagggggggg ?g :‘ﬁ’f? ml.;a“?:m m&%m
. DEFICIENCY)
F 158 Continuad From page 3 F 166 .
The findings include:
Observation on 03/14/10 at 3:30 PM, revealed the
facllity did not have prominently posted
information about how to apply for and use
Medicare and Medicaid benefits.
Interview with the Business Office Manager on
03/1110 at 4:00 PM, revealad the faofity was -
aware this information neaded to be posted
however, did not realize the generstized
Information which was displayed did not mest
regulatory requirements.
F 371 | 483.36(1) FOOD PROCURE, F 371
88=k | STORE/PREPARE/SERVE - SANITARY
Tha facilty must -
(1) Procure foed from sources approved or No residents were found to have been | 3/26/10
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Fan

.| Observation on 03/11/10 at 4:05 PM revealed,

Continued From page 4

maintained as evidenced by obsgrvation on three
(3) seperate occasions water pitchers with water
drops inside, lids on and no ventilstion for proper
drying tachnigues.

The findings include:

During Initial tour of the digtary department on
03/09/10 at 8:30 AM revealsd, five (5) storsd
pitchers with lids however, water droplets were
observad inside the pitchers, related to
Incomplete drying process. Obsarvation on
03/10/10 at 8:30 AM revealed, two (2) waler
pltchers with lids on had water dropa inside them

three (3) water pitchars were noted with lids on
and water in the bottom.

Observation on 03f09/10 at 11:16 AM revealad,
male dietéty aides with facial hair were not
wearing beard restraints. Review of the facility's
policy related to Employee Sanitary Practices
(undated) ravealed, dietary staff were reguired to
wear haimets or restraints. Interview with the
Dietary Manager on 03/10/10 at 12:30 PM,
revealed male staff were required to wear hair
restraints if facial hair was involved. '

Interview with the Dletary Manager on 03/10/10 at
12:30 PM revealed, water pitochers should have
remalned in the drying area untll the drying
process wae completed. The Dietary Manager
indicated staff had been eduoated on the
dishwashing proceduras.

Reviow of the the facility's Dishwashing Policy
and Procedures (undeted) on 03/11/10 revealed,
cleanad dishes must be allowed to air dry before
storage,

F 371 | Meetings for ninety (90) days.
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F 371 | Continued From page &

Observation on 03/11/10 at 10:45 AM revealed,
bath or the facility's dumpsters were not covered
with lide and one dumpstara was averfliled.
Interview with the Dlstary Manager on 03/11/10 at
11:00 AM, revealed the dumpsters should have
been-covered.

Interview with the Malntenance Aasistent on
03/11110 at 3:30 PM reveated, dumpsters were to
be emptied on Mondays, Tuesdays, Thursdays
and Satutdays. Tha interview revealed, the
sanitation company would coma and empty the
dumpsters more {raquently If needed.

F 371
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NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1808 HILL RISE DRIVE
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 000 | INITIAL COMMENTS K 000

A Life Safety Code survey was conducted on
03-11-10 for compliance with Title 42, Code of
Federal Regulations, 483.70 (a) (Life Safety from
fire, requirements for Long Term Care
Facilities)NFPA 101 Life Safety Code 2000
Edition. Deficiencies were cited with the highest
scope and severity being a "F",

K 080 | NFPA 101 LIFE SAFETY CODE STANDARD K 060
§8=F
Inltiation of the required fire alarm systems is b
manual means in accortiance with 8,.6.2 and by 1. Facility maintenance director/designee 4/2/2010
means of any required sprinkler system water contacted Able Alarm company re-
flow alarms, detection devices, or detection garding cited deficient practice. Per
systems. 19.3.4.2, 8.68.2.1 services manager alarm system func-

tioned as it should.
2. No residents were found to have been

. affected by the deficient practice.
This STANDARD 8 not met as evidenced by: 3 Maintenagce director revl;ewed service
Based on ohservation, interview and record ' . .
review it was determined the facilty failsd to record with Able Alarm technician for

ensure a required water flow alarm for the facility dates reviewed by Life Safety Inspec-
aptinkler system was maintained In working tor during survey. These dates were
order. noted to have been times when sys-
tem was being serviced and preventa-
The findings include: tive maintenance being performed.
Alarm company was aware and in-
Observations during the Life Safety Code volved with this service review and
Inspection on 03-11-10 at 4:00 PM, with the Inspection.
Director of Maintenance, revealed the OS&Y 4. Maintenance director/designee will

tamper switch valve located In the automatic
sprinkler riser room of the facility was notad to
have an electronic monitoring device. Revlew of

continue to insure that quarterly in-
spections are conducted. These will

the monitoring company's faxed document of the . be reviewed at monthly QA meetings |,
Fire Alarm test report revealed the OS&Y tamper for 90 days. Maintenance director will
switch had alarmed five times within the period of continue ta communicate with Able
01-2010 through 03-11-2010. Record review and Alarm technician regarding any future
intervlew with the Maintenance Director on repairs/system checks.

10 at4:00 P revealed the Fire Alarm

03
LABORATO?IR OR PROYIDER/S PRE ENTATYE'S SIGNATURM (XG)DATE A
/j D)

Any deflclency sta\gmentfnding with an esterisk (*) dano(es & deficiency which the mstitutlon may be excused from correcﬂng providing it is dalarmmad lhal
otheor safaguards pri sutficlent protaction to the patlents. (See instructions.) Except for nursing homes, the findings slated above are disclosable 80 days
following the dete of survey whather or not a plan of correstlon Is provided. For nursing homes, the ebove findIngs and plans of correction are disclosable 14
daya following the date these documents are made available to the facliity. If deficiencias are cited, an approved plan of correotion is requisite to continued
program participation,
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K 060 | Continued From page 1 K 080

Panel did not activate and alert the facility as this
device was designed to notify the facility by alarm
if the water was shut off to the sprinkler system.
The Director of Maintenance further stated from
the monitoring records hs did not know how long
the trouble alarm had been this way.

Refer to NFPA 101 Life Safsty Code (2000
Edition).

0.7.2.1* Supervisory S[Qnals.

Where supervised automatic sprinkler systems
are required by another section of this Code,
supervisory aftachments shall he installed and

| monitored for integrity in accordance with NFPA
72, National Fire Afarm Code, and a distinctive
supervisory signal shall be provided to indicate a
condition that would impair the satisfactory
operation of the sprinkler system. Monitoring
shall include, but shall not be limited to;
monitoring of control valves, fire pump power
supplies and running conditions, water tank levels
and temparatures, tank pressure, and air
pressure on dry-pipe valves, Supervisory signals
shall sound and shall be displayed either at a
location within the protected building that is
constantly attended by qualified personnel or at
an approved, remotely located receiving facility.

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066
SS=E 1. Corrective action is that all extra 4/2/2010
Smoking regulations are adopted and include no ashtrays have been removed. Metal self .
less than the following provigions: -closing (NFPA compliant) have been
ordered. These were put in place on
(1) Smoking Is prohiblted in any room, ward, or 4/30/10

compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area Is posted with signs that read NO SMOKING

FORM CM8-2587(02-98) Pravious Verslons Obsolete Event ID: DEH421 - Faellily ID: 100938 if continuation sheet Page 2 of 8
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
1808 HILL RISE DRIVE
P :
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- ~{Xd)ID—|- - ————SUMMARY STATEMENT-OF DEFICIENCIES -- - D~ - ——PROVIDER'S £LAN-OF CORRECTION — - |- pugy—— -
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAQ REGULATORY CR LSG IDENTIFYING INFORMATION) TAG . CROBS-REFERENCED TO THE APPROPRIATE DATE -
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K066 | Continued From page 2 K 066 No residents were found to have
or with the international symbol for no smoking, been affected by this practice.
. Systemic changes put into place are
(2) Smaking by patients classified as not _ that Environmental Services Direc-
responsible is prohibited, except when under tor has been inserviced on 3/24/10
direct supervision. to purchase only NFPA 101
approved ash trays.
(3) Ashtrays of noncombustible material and safe This will be monitored by Environ-
design are provided in all areas where smoking Is mental Services Director checking
permitied. monthly for compliance. Will be
’ reviewed monthly in QA meeting
(4} Metal containers with self-closing cover for 90 days.
devices into which ashtrays can be emptied are
readily available to all areas where smoking Is
permifted. 19.7.4
This STANDARD- is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the
smoking area met minimum requirements as
established in NFPA Standard 101.
The findings include:
. Observation during the Life Safety Code
inspection on 03-11-10, at 11:10 AM, revealed
the smoking areas in two of the court yards falled
to have metal containers with self-closing cover
devices into which ashtrays could be emptied.
Interview on 03-11-10 at 11:10 AM, revealed the
Maintenance Director was not aware of the
requirements regarding these containers.
Actual NFPA Standard: 19.7.4 Smoking. Smoking
FORM CMS-2667(02-88) Prsvious Varslons Obaolete Evant |D: DEH421 Faclllty ID; 400638 If continuation shest Page 30f8
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regulations shall be adopted and shall Include not
less than the following provisions:

(3) Ashtrays of noncombustible material and safe
design shall be provided in all areas where
smoking is permitted.

(4) Metal containers with self-closing cover
devices into which ashtrays can hs emptied shall
be readily avallable to all areas whers smoking is
permitted. _

K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K078
§8=E
Madical gas storage and administration areas are
protected in accordance with NFPA 99,
Standards for Haalth Care Facililies.

(a) Oxygen storage locations of greater than
3,000 cu.ft. are snclosed by a one-hour
separation,

(b) Locations for supply systems of greater than
3,000 cu.ft. are vented to the outside. NFPA 80
43.1.1.2, 19324

This STANDARD s not met as evidenced by:
Based on observation and interview it was
determined the facility falled to ensure oxygen
cylinders were stored according to NFPA
standards.

The findings include;

Observation during the Life Safely Code
inspection on 03-11-10 at 11:55 AM with the
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Director of Maintenance revealed twenty-three rated door which will replace old door.
(23) E-Tanks of oxygen full, with the potential for 2. No residents were found to be affected
forty (40) E- Tanks to be stored in the oxygen A R}’ this deﬁ"’le(;?t practlc‘?l-l o rvice all
storage room. This room was observed located at : a.m:enance t'rfif'tor N sarvice @
the Five-hundred hall nurse's station. In addition, ‘:tlgrl: eenﬁé“’:irsefne ; ffa‘ét‘;é B’;{gg )
the door failed to have a forty-five minute fire 8 ‘(1]. Mai by P
TGSiStanCB raﬁng ment.co'or 1na'tor amte.nance wrec-
) tor will inservice all nursing staff re-
. . . . arding oxygen storage requireinents.
An interview with the Maintenance Directorand %/IaintegnanZGg directorgwillccl:heck dur-
Unit Nurse on 03-11-10 at 11:55 AM revealed : di :
the Uni : ing building rounds to insure that oxy-
:ggﬂn_weer:; ;‘tost aware of oxygen storage gen is only stored in appropriate stot- -
- . age area.
1. Results of maintenance rounds regard-

NFPA 19.3.2.1 Hazardous Areas.

Any hazardous areas shall be safeguarded by a
fire barrier having a 1-hour fire resistance rating
or shall be provided with-an automatic
extinguishing system in accordance with 8.4.1.
The automatic extinguishing shall be permitted to
be in accordance with 19.3.5.4. Where the
sprinkler oplion Is used, the areas shall be
separated from other spacas by smoke-resisting
partitions and doors. The doors shall be
seif-closing or automatic-closing. Hazardous
areas shall include, but shall not ba restricted to,
the following: .

(1) Boiler and fuel-fired heater rooms

(2) Central/bulk laundries larger than 100 ft2 (9.3
m2)

(3) Paint shops

(4) Repair shops

(6) Solled linen rooms

(6) Trash collection rooms

(7) Rooms or spaces larger than 50 ft2 (4.8 m2),
including repalr shops, used for storage of
combustible supplies and equipment in quantities
deemed hazardous by the authority having
jurisdicticn

ing oxygen storage will be reviewed
for 90 days in monthly QA meeting,.
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K 076 | Continued From page 8 K076
NFPA: 99, 1909
8-84.1.7
Al} labeling shall be durable and withstand
cleansing or disinfection,
8-6.4.2* Signs.
K 135 | NFPA 101 LIFE SAFETY CODE STANDARD K135
88=F
Flammable and combustible liquids are used ‘
from and stored in approved containers in
accordance with NFPA 30, Flammable and
Combustible Liquids Code, and NFPA 45,
Standard on Fire Protection for Laboratories
Using Chemicals. Storage cabinets for
flammable and combustible liquids are
constructed in accordance with NFPA 30,
Flammable and Combustible Liquids Code, NFPA
90. 4.3,10.7.2.1.
This STANDARD is not met as evidenced by:
Based on observation and intsrview it was
determined the facility failed to ensure flammable
materials were stored safely in the event of a fire.
The findings include: 1. Propane tank stored in courtyard was  |4/12/2010
removed immediately. Staff who -
Observation during the Life Safety Code would have occasion to use propane
Inspection on 03-11-10 at 11:00 AM revealed tank grill have been inserviced on
propane was stored in a gas grill located In the 3/24/2010 rega;dmg fro.pane safety
court yard. The court yard was located outsids of ) ﬁsmcf‘(‘f“i an re%.“ at:iofsil b
the building but within the center of the facility T Vo [ESITENLS Were Jound o ave been
where there was no exit to the street affected by the deficient practice.
” 3. Only approved/inserviced department
' , . . ill be allowed f
Interview with the Maintenance Director on g‘ﬁaﬁf;:,pa;e taﬁ}:_ o¢ usage 0
the propane tank for the gas grill, they transport
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K 135 | Continued From page 6

the propane tank through the facility. The
Maintenance Director stated he was aware that
flammable products such as propane should not
be in the facility.

NFPA 2000 ,
.| 8.4 SPECIAL HAZARD PROTECTION

| 8.4.1 General.
8.4.1.14*
Protection from any area having a degree of
hazard greater than that normal to the general
occupancy of the building or structure shall be
provided by one of the following means:
(1) Enclose the area with a fire barrier without
windows that has a 1-hour fire resistance rating in
accordance with Section 8.2,
(2) Protact the area with automatic extinguishing
systems In accordance with Section 9.7.
(3) Apply both 8.4.1.1(1) and (2) where the
hazard is ssvere or where otherwise spacified by
Chapters 12 through 42.

NFPA 99, 10-7.2.4* Flammable and Combustible
liquids shall be used from and stored in approved
containerg in accordance with, NFPA 30- 4.3.3
Storage cabinets that meet at least one of the
following sets of requirements shall be acceptable
for storage of liquids:

(a) Storage cabinets that are designed and
constructed to limit the Internal temperature at the
center of the cabinet and 1 in. (25 mm) from the
top of the cabinet to not more than 325°F
(162.8°C), when sublected to a 10-minute fire test
that simulates the fire exposure of the standard
time-temperature curve specifled in NFPA 261,
Standard Methods of Tests of Fire Endurance of
Building Construction and Materiale, shall be

K 135! And storage of propane tanks. Mainte-
nance director or assistant director will be
present at all functions where propane grill
will be utilized. A distance of a minimum
of 20 feet from building will be main-
tained. This will be reviewed for 90 days
at monthly QA meeting,
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acceptable. All joints and seams shall remain
tight and the door shall remain securely closed
during the test.
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