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F 000 | INITIAL COMMENTS F 000
| AMENDED
A Standard Survey/Extended Survey as well as
anh Abbreviated Survey investigating ARO F 364 )
KY00015281 was initiated on 01/25/11 and . 15/0"4 i
concluded on 01/27/11. ARD ##KY00015291 D g sl offered t roplaco or hatood
! . cmperatires bélow desired
was unsu.bstantlated with no deflclencles. point of servite temperamres for resident,
Deficiencies were clted at 42 CFR 483.10 2)  The Dictaty Director  interviewed residonts
Resldant Rights, 42 CFR 483.15 Quality of Life, on both units to find out specifios about the cold
42 GFR 483.35 Diotary Services, 42 CFR 483.66 1. A dietary task force
& congisting of dietary,
Infection Control, and 42 CFR 483.76 nursing and administrative staffto determing
Administration. The highest Scope and Severity the best means of service food to the residents
being a "K"." A Life Safety Code Survey was ) loca(;:d onthe wings atthe proper temperatures.
conducted on 01/25/11. 3)  On 1/28111the Dietary Dircetor in-serviced the
. dlcmg ?taﬂ' on dividing the number of resident
_ o way® delivered o the onits to engurc adequate
Immediate Jeopafd'y' was identified on 01/26/11, time for the nursing assistants to pass thcq tray
The facllity was notified of Immediate Jeopardy and maintain appropriate serving femperatsos
oh 01/26/11. at the point of service, On 2/25/1 1the DON in-,
) servicod mursing staff on serving meal trays to
. the units to maintain appropriste servin
An acceptable Allegation of Compllancs, related . tempesatores. The Dictary Duecmrmeﬁgnce
to the Immediate Jeopardy, was recelved on will audit food temperatures five times & weck
01/27/11. The Immediate’) eopardy was verified for two weeks 1o ensure food temperdures are.
to be removad on 01/27/11. :;amtlamcd ancjrlwheekl;v, thc:’wa.ﬁnr ANy non
. . mphlianco wi 6 repore -
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 Admp:mstrator w:.c.ldypm the ft‘;gsk meoting.
$s8=k | PALATABLE/PREFER TEMP - o @:; E E Norsing staff will ask yosidents upon service. if
o 5 w r=-thefood temperatires are appropriste and if not
Each resldent recelves and the facility provides Sf\pepiscc o heat foud tems immcaincly
p M A g B stdent Counof) will be interviewed by
food prepared by methods that conserve nulritiy R ¥~ 201 o fary Director at their monthly meeting to
value, flavor, and appearance; and food that Is§ § ansgire foods are being served at the correct
palatable, attractive, and &t the proper __ Speranre.
temparaturs. 4)  Informarion from the dictary andits will be
forwarded to the daily moming administrative
meeting by the dietary manager and reviowsd
This REQUIREMENT fs nof met as evidenced for complitucs, The weekly food tompernire -
by ;:dil:s, by the dictary manager, will be forward
t review by the morthly Resident Couneif,
Based on ohservation and interview, it was Results of the food lempiudlts will be taken to
determined the facility failed to provide food at the the quasterly QA by the edministrator for
proper temperature. review.
\BORATORY BIRECTOR'S OR PHOVIDEHJSUPPUE;F( HEFHESENTATIVE'S BIGN TITLE [x8) OA
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ny deficiency stalament ending with an astarisk {*) denotes a deficlancy which the Instliution may be excusad from correcling providing 111 datermmeJ they
‘her saleguards provide sufficlent protection to the patients, {Eee Instructions) Except for nursing homes, the findlings stated above are disclosable 80 daye
llowing the date of survey whelher or not a plan of correction I8 provided. For nursing homes, the above findings and plans of comectlon are disclosable 14
ays following the date these documents are made avallabla to the facliily. If deflciencles are clted, an approved plan of correction fo requisite 1o continugd

‘ogram partlolpalion.
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The findings Include:
During the Group Interview unsampled residents
volcad concerns that food was sometimes cold
when served on each unit. Interview with
Resident #11 on 01/27/11 at 11:30 AM revealed
his/her breaktast was not hot on that morning.
Atest tray was ordered on 01/26/11 after
recelving complainte from residents and family
membars. Observation revealed the test tray was
“deliverad on the North Unit, Further observation
revealed temperatures were laken by the
facility's Certlfled Dietary Managsr at 8:30 AM.
The scrambled eggs were 122 degrees Farenheit
(F); sausage and gravy at 124 degrees F; and,
the pancakes were 122 degrees F. Further
observation revealed the temperatura of the milk
on the test tray was 62 degrees F; and, the
orange juice was also 52 degrees F.
gel 9 F 371 )
interview with the Certified Dietary Manager on ‘1) The Administrator 3/().’ /l
giﬁﬁlg at 3:1| g I:\M1 lé%vgaled he;: detstltr]e was :h&?t immediately removed the carafe
ot foods would be egrees F at the point 0 from the nursi . -
service, although any temperature 140 degrees F instructed ltESlI(Zilg wing and
or above was acceptable. od the dietary staffto
F 371 | 483.35(l) FOOD PROCURE, Fari|  dsposeofit.
ss=E | STORE/PREPARE/SERVE - SANITARY 2) The Dietary Directot inspected
o faciity must a]l serving items 1/27/11 and '
@ facility must - | disposed of items
(1) Procure food from sources approved-or ] ba (f repair fj;ﬁ‘ : tha:lwcrz n
considered saflstactory by Federal, State of local | pair. All rems have been
authorities; and | replaced.
{2) Store, prepare, distribute and serve food 3) On 1/28/1) the Dietary
under sanltary conditions Director m—servmcd the dictary
staff on proper washing and
Inspection of service items to
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F 371 | Continusd From page 2 F 371 o : . .
Pag ensure food is served under
‘ . sanitary conditions.
This REQUIREMENT is not met aa evidenced . 4) The Dictary Director will
by: audit equipment monthly by
Based on observation and interview, it was visual inspection. Any
determined tha faclliity falled to serve and prepare noncompliant .. 11
tood under sanltary conditions. pliant service items wil
be reported to the administrator
The findings inclgde: and disposed of immediately.
: The Dietary Director will replace
Observation of tray pass on 01/26/11 at 7.25 AM any disposed of items and r 5 ort
revealed Cerlifled Nursing Assistant (CNA) #1 | Sndines 1o 1h 1y oaf P
brought a carafe of coffee from the kitchen. The ¢ Incings to the monthly saiety
outside of the carafe appeared to be soiled with : committee and report quarterly to
¢oltee splashes and appeared to be stained with i the QA committee for follow up.
a brownlsh substance. He/she returned the _ - '
carafe to the kitchen and returned with another Fd4)
carafe of coffee. This carafe had a dried brown g '
| substance around It, approximately two (2) Inches. A On 12671 1:10 concentration disinfactant : /C il
from the bottom of the carafe. Further cleaner “Dispatch” ws scd to immeditely S
observation revealed a split from the top of the cleant00% of the(Blood Glucose Moniors)BGM
carafe to the bettom of the carale. in lheb Tacitity according to policy and procedure
: by DON, SDC, Unit Managers, and MDS Nurse,
Interviaw, on 01/26/11, during tray pass with CNA Medical Director was contacted by the
#1 revealed both carafes appeared dirty or Administrator vegarding the 3 Nurses identified
stained and she would not want to drink coffee an 1/25/11 &s hot following fasility Policy and’
out of them. Sha stated she had never noticed Procsdure for clcaning BGM. The Medicat
dirty carafes prior to that day. Diector gave orders on J06/11 for al Residenss
. ' _ ;GWIV\'E BGM to heve 3 Hepatio Panel and CRC
\ . rawn, Family ct/or Responsible Party and
Interview, on 01/26/11, during tray pass with Residonts informed of nced o obtain (b work
Licensed Practical Nurse #6 revealed the carafe Al Iab wark obtzined and results completed or
appeared stained. She also stated she had never 127111, One Resident 1ab work muﬂ‘;d"m“
o noted the atained carafes hefore that day. inactive Hepatitis B on 1/27/11. This Resident s
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 a diagnozis of Hepatitis B by bistory, All
s8=K | SPREAD, LINENS Residents wero negative for infootions One

“{ The facility must establish and maintaln an

Infection Controt Program designed 1o provide a
safe, sanitary and comfortable environment and

Resident admitéod on 1720411 conttnued low RAC
count. Medlica) Director was notified on 1/26/11
of all results by the DON, Resident with low RBC
vaunt was transferrad per physiclan orders'on
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F 441 Contlnued From paga 3 F 441 1/29/11 for a seheduled blood transfusion, Al

to help prevent the development and transmission

| (a) Intection Control Program

+(2) Decides what procedures, such as Isclation,

| direct contact will transmit the disease.

of disoase and infection.

The facility must establish an Infection Control
Program undar which It -

(1) Investigates, controls, and prevents infections
in the facllity,

should be applled 1o an Individual restdent; and
(3) Malntatns a racord of incidenis and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Contro! Program
determines that a resident needs (solation to
prevent the spread of infection, the facility must
Isolate the resident.

(2) The fachity must prohlbit employees with a
communicable diseass or Infactad skin lasions
from direct contact with resldents ar their food, (f

(3) The fecility must require staff to wash their
hands after each direct realdent contact for which
hand washing is indlcated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and
transport linens 8o as to prevent the spread of
Infection.

Thfs REQUIREMENT Is nol met as evidenced
by: '

Based on observation, interview, and record
review (of Centers for Disease Control and

_complated nursing competencias for hand

Nursas ware In-Serviced by 2/13/11 on proper
policy and pracedure for cleaning BGM by SDC,
BON, Unit Managers and requlrad to provide a
return demonstration/competency by 2/13/11
befare they could work on the unit. The 3 Nurses
Identified on 1/25/11 ag not following BGM
cleaning procedure were counseled by the DON
on 1/26/11. Re-education to the 3 Nursas
identifled an 1/25/11 as not followlng policy snd
procedure were 3udtted each day worked as
provlding BG menitoring to diabetic Residants
fram 1/26/11 through 2/8/11 by SDC, DON, Unit
Mahagers, MOS, On1/31/11 Reglstered Nurse
(RN) #2 was counseled by the DON en ustng
proper policy and procedures for hand washing,
use of PPE and dressing changes, RN # 2

washing, use of PPE and dressing changes, AN 7 2
was required to do a return demonstration prior
to completing dresging changes on the resldents

All new Nurses will be orlented and receive educatton per
BGM potity and procedure For cleaning and lncation of
product by, SOC. Bach new licensed Nurse will be
required to per-form a return demonstration of the
cleaning of the BGM. A competency and audit tool will be
completed by the SOC on all new licensed staff prior to
providing BG monitoring to Resi-dent to perform BEM
untll they have demonstrated competency by the S0C. Alt
Nurses were educatad on locations of distnfectant cleaner
“Dispatch,” by SDC, DON and Unlt Managers by 2/13/11.
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F 441 | Continued From page 4 .  Audits will be conducted 2 times a month on all three

Prevention(COC) guldelines, manufacturer's
instructions, and the facility's policy and
procedure,) It wag determined the taallity falled to
establish and maintaln an Infaction control
program to ensure a sale environment and to
help prevent the development and transmission
of Infection as evidenced by tha facllity's failure to
ensure staff propenly disinfeoled shared blood
glucose monitors after each use and falled to
ensure staff was knowledgeabie related o the
faclity's policy regarding blood glucose monitor
cleaning. This alteoted two (2) samplad restdents
(Resident #1 and #3) and twenty-one (21)
ungampled residents, oul of a selecled sampled
of twenty-three (23) resldents. On 01/26/11,
facllity staff was observed using a bloed glucose
monltor to test Residents #1 and #3's blood sugar
levels without disinfecting the device between
each use. The facliity identifiad twenty-three (23)
residents, who requlire blood glucose monitoring
for which this fallure has a likelihood to affect,
Additionally, staff falled 10 adhere to infectton
control practi¢es with hand washing for-Resident
#6.

The failurs of the facllity to ensure proper
Infection contro! practices wers followed, placed
resldents in the facllily at rlsk for serious harm,
Injury, Impairment or death. Immaediate Jeopardy

| was identifled on 01/28/11 and was removed on

01/27/11, after an accaptable Credible Allegation
of Compllance (AoC) was received. Further
observations, staff Interviews, and In-service
record reviews were conducled to verify removal
of Immediate Jeopardy, The facllity remained out
of compliance at a lower scope and severity ot
and "E", a pattern deflclency with potential for

‘more thah minimal harm, for all residents with a

diaghosis of Diabetes Mellitus wha recelved blood

F 441

ghifts and both North snd South Wings and will be
perfarmed by DON, SDC, Unit Manager and MDS 10
insure on-going-compliance for the next 90 days If 100%
compliance, then will perform annual competency for

licensed Nyrsing staff on tocations of disinfectant cleaner
"Dlspateh,” and cleaning pollcy and procedure for BGM .
All nurses ware in-serviced by the SDC and DON an the
proper policy and precedure for hand washing, use of PPE
and dressing changes and required to provide a veturn
demonstration/ competancy by 2/13/11.

3. The SDC/IP will collect, analyze and provide infection
data and trends to nursing staff and health care
practitionars; consult on infectlon risk assessment and
prevention contral strategles; provide education and
tralnlng: and implemant evidanced-basad infactlon
cantrol practices. Infection contro! audits (hand washing,
glucometer cleaning and disinfecting, locatian of
Dlspatch, PPE, and clean dressing taechniques) will be
performed by the 5DC-P, BON, ADCN, UM, on 10% of the
Feensed nursing staff on North and South Wings for a1l
shifts on o weekly basis. Any Issues of non-complinnce will
be torrected immedlately by the SDC-1P and reported to
the DON and Administrator. After A00% campliance ovar
3 two week period, Infection control audits will ba
performed by the SDC-IP, DON, ADON, UM on 5 % of the
censed staff on North and South Wing for atl shifts on a
weekly basis. Any issue of non-compllance will be
correctad immediatety by the SOC-IM and reported to the
DON and Administrator, After 100% compliance over
another 2 week perlod, infection control audits will be
performad by the SDC-IP, DON, ADON< UM on 3 % of the
licensed staff on the North and South Wings for sl shifts
on  monthly basls for three months. Any issues of non-
compliance will be corrected immedlately by the SDC and
reported to the DON and Adminlstrator. The result of the
above listed audits will be reported in the weekly
infactlop control meeting by the SDC-IP. The infectlon
control commlttee To inchrde but not limited to:
Administrator, DON, ADON, UM, 50C-1#,
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glucose monitoring, in order for facility to
implement monitoring and a surveillance

program.

The findings include.

1. Revlew of the Centers for Disease Control and
Prevention defalls if blood glucose meters are
shared, the device shouid be cleaned and
disinfected after every use. Revlew of the facility
policy, Glucameter-Cleaning, Cleaning of
Equipment in Personal Contact, dated 08/2010,
revealed: "clean medical device surfaces when

| vislble blood or bloody fluids are present by

wiping with a cloth dampened with soap and
water ta remove any vigible organic melterial
befare disinfection; if no visible ofganic material is
present, disinfect the exterior surfaces after each
use using a cloth or wipe with either an
EPA-registered detergent/germiclde with a
tuberculold or HBV/HIV label claim, ar a dilute
bleach solution of 1:10 to 1:100 concentration;
disinfect according to guidslines provided by the
manufacturer in relation to product kil time...;
wipa dry or allow to air dry between cleaning and
between aach patient ..." Review of the blood
giucose monitor manutaclurer's instructions
revealed that the blood glucnse monitar shotild be
cleaned betiween each use.

Observatlon, on 01/25/11 at 4:10 PM, revealed
Licensed Practical Nurse {LPN) #1 went into the
room of Resident #1 and Resident #3 with a
caddy that contained a blood glucose monitor,
alcohol preps, lancets, cotton bafls, and test
strips. LPN #1 was observed testing the blood
sugar for Resident #1. After she completed the
blood sugar testing, she went to Resident #3 and
gompleted a blood sugar 1est with the same

Director. This information will be forwarded o the
Weekly at Risk Meeting to include but not limited to:

Administrator, BON, UM, Soclal Services, Dletary Dlrector,!

and Restorative nurse, At Risk weekly reports and -
infaction controt raports will be forwarded to the
quarterly QA Meeting for avaluation, education and
implementatton of changes In policy and procedure If
appropriate. Any areas of concern throughout the maonth
for infaction control raquiring notification of the Medical
Dnrector by the Adminlstrator or DON will be reviewed st

_the quarterly QA Meeting for evatuatlon, educatian,

changas ln policy and pracedure and follow up with the
QA team.

&. Altaudits will be reviewed In the weekly At RIsk
Meetlng (the committee consist of but not lmited to:

Administrator, DON, ADON, UM, Dletary Director, Soctal
Services and Restorative Nurse) and will be forward to
the monthly Infection Control Meetlag and tha results to
the quarterty QA Meeting.. Infection Control weekly
reports will alse be brought to monthly QA Meeting for
evaluation, educatlon and Implementation of changeg in
policy and procedure.
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monltor. Observation revealed she did not clean
the monitor between Resident #1's test an
Resident #3's test. :

Interview with LPN #1, on 01/25/11 at 4:20 PM,
révealed she had completed a total of five (6)
residents’ blood glucose fests, three other
residents prior to the observation of Residant #1
and Resident #3. She sated she cleans the
monitor with alcohol aftar she has completed the
glucose tests for all the residents.

Interview with LPN #2, on 01/26/11 at 4:05 PM, -
revealed she used alcohol preps to clean the
monitor between resident use. -

| Interview with Raglstared Nurse (RN) #1 on
01/26/11 at 4:20 PM, revealed she used alcohol
praps to clean the monitor between resident use.

On 01/25/11 at 4:45 PM, observation ot the
caddias the fadility provided for the blood glucose
monitor and supplies on hoth unlts revealed no
evidence the bleach wipes were available. On
01/25/11 at 4:45 PM, observation of the
madication rooms on both units revealed no
evidence the bleach wipes were avalldble,

Record review revealed the faclilty trained staff on
the Cleaning of Equipment in Parsonal Contact
policy In 09/2010, and tha three licansed staff
(LPN #1, #2 and RN #1) had altendsd the
tralning. However, Intarview and observation -
revealed stall did not follow the tacility's policy as
evidenced by not cleaning the device after each
resldent use and the type of disinfectant used.

On 01/26/11 at 4:30 FWI. the Director of Nursing
revealed It was the facllity's policy to clean the
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monitors befween each resident use with bleach
wipes. She further staled she was unaware staff
was not using the bleach wipes to clean the
‘monitors and was unaware staff was not cleaning
| the glucose monitors aftar eaoh use. She stated
claaning the monitors with alcohol was
unacceptable. She further revealed the taclity
had no system In place to monitor staff to ensure
they were following the Cleaning of Equipment in
Personat Contact pollcy. '

2. Review of the facility's Handwashing/Hand
Hygiene policy (revised June 2010) revealed staff
were to wash thelr hands prior to danning gloves
and afler removing gloves.

Review of tha Personal Protective Equipment
(PPE) -Using Gloves Policy (revised August 2009)
revealed sterile gloves wore to be used for
invasive procedures and to decrease the risk of
infection when changling dressings.

| Review of the the facillly's Dressing, Dry/Clean
Polioy (revised August 2009) revealed staff should |
clean the bhadside stand, establish a clean field,
and place clean equiptment on the bedside stand.
Wash and dry hands tharoughly, put on clean
gloves, remove the solled dressing then pull glove
over dressing and discard into plasic or blohazard
bag. Hands should then be washed and drled
ihoroughly and apply clean gloves prior to
cleaning and dressing the wound. Using a
separate gauze for each cleansing stroke, the
wound was to be cleansed from tho least
contaminated area to the most contaminated area
{usually from the center outward), Dry gauze was
to be used 1o pat the wound dry. '

Reoord reviaw revealed Resident #6 was
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| On 01/26/11 at 2:15 PM. observation revealad

| wound with the gauze using a Q-tlp. The nurse

Continued From page 8

diagnosed with Urinary Tract Infection positive for
Vancomycin Resistant Enterococous (VRE),
Urinary Incontinence, and a Surgical Wound of
the Groin. Peview of the Physicians Orders,
dated 01/21/11, revealsd dressing changes were
to be performed every day.

gowns, gloves, and masks were In the hall, in a
container baside the restdent's door. Observation
of the dressing change and skin agsessment for
Reslgent #6, on 01/26/11 at 2:16 PM, revenled
Registered Nurse (RN) #2 did not use sterile
gloves during the dressing change as per the
faciifty’s policy. The nurse poured Normal Saline
(NS) info the wound and placed gauze in the
wound {2 times, used her hand) to absorb the NS
then proceeded to measure the wound without
changing gloves. The RN wiped the wound with
NS-soaked gauze by holding the gauze in her
hand. The RN did nol use foroeps or separate
the gauze for each cleansing stroke. The nurse
also did not ¢lean the wound from least
contaminated to most contaminated. - The AN
then held gauze In her Hand while they poured
Daklng solutlon on the gauze and packed the

touched the cotton of the Q-tip prior to packing
the wound.

Interview, on 1/27/11 at 3:30 PM wilh AN #2,
revealed she was unawara that she didn't follow
protocal/policy. The nurse then proceeded to
explaln how sha should have performed the
drassing change. She stated she thought nurses
somatimes forget the proper procedures and
thought all nurges there needed to have a
tefresher course.

F 441
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Interview, on 01/27/11 al 5:20 PM with the
Director of Nursing (DON), revealed they will
re-educate staff about fnfectious disenses,
dresgsing changes, proper handwashing, PPE
disposal, PPE use, finger sticke, glucometer use.
Further Interview revealed the faclllty would audit
for compllance with PPE for 1 week and then wi
pefform random audits of PPE compilance.

The Administrator and the DON were notified on
01/26/11 at 4:45 PM that Immediate Jeopardy (IJ)
was determined to exist. The tacllity pravided an
acceptable Credible Allegation of Compliance
{AoC) on 01/27/11 al 9:15 AM, that alleged
ramoval of the I, effective 01/27/11, based on the
following corraction:

1) Glucose monitors were cleaned immediately
upon Identification of the cancern per facility

policy,

2) The Medical Direotor was notlfled of the
concern and gave orders to obtain an acute-
Hepatic Panel and CBC (Complete Blood Count)
on all residents who received blood glucose
monitoring,

3) The ligensed staff Identitted as hot correctly
cleaning the manltors were counseled and
re-educated by the DON regarding the
requirement of appropriate cleaning of the
monitors with bleach wipes prior to use, between
residents, and after use as per facility policy.

4) Licensed staft, assigned to perform blood
glucose monitoring were re-egucated on how and
when to clean the monltors, by Nursling

| Administration and parformed a return
demonstration/competency evaluation.
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5} On 01/26/11, Nursing Adminigtration
performed a 100% audit (by direct visuai
observation and utllization of a written audit tool)

.| of the resident population who recelved blood
‘glucose monitoring for compilance to_ensure staff
were correclly claaning the monitors per the
facllity's policy.

6) The facility placed the blsach wipes in each
caddy used for blood glucose monltoring and at
each nurses' station, Stalf were educatad en the
location of extra disinfectant as well,

7) To assure compiance with the facility's policy,
Nursing Adminlstration wauid monitor
performance through direct observatlon and
supervision daily on all three (3) shifts.

8) AQuality Assurance Committee meeting was
hetd on 01/26/11 regarding the plan to ensure
appraopriate cleaning of biood glucose monitors.
The policy and procedure was reviewed and
accepted. :

On 01/27/14, it was veritied the Immedlacy of the
IJ was removed and the facllity had implementsd
corrective actlions as alleged in the AoC, effective |,
01/27/11, based on the following:

Obsgervation of the blood glucose monitoring
rounds an 01/27M11 at 3:40 PM, ravealsd LPN #2
cleaned the blood glucose monitor with Dispatch
bleach wipes before and after performing the
finger stick blood sugar on each resldent, as per
tacllity policy. Observation furthier revealed the
Unit Manager observed the rounds for

.| compliance.
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Interview with LPN #2, on 01/27/11 at 3:45 PM,
rovaalad sha wag aware of the policy and had
been educated on the proper cleaning of the
monltors hefore and after each use with Dispatch
bleach wipes. :

Interview with the Unit Manager, on 01/27/11 at
' 3:50 PM, ravealad she was observing for
compliance with the facility's pollcy on cleaning
tha monitors with Dispatch bleach wipes befors
and after each use, She stated she would
complete the audit form and report to the
Adminlstrator.

Observation of the biood glucose monltoring
rounds, on 01/27/11 at 4:00 PM, revealed RN #3.
cleaned the blood glucose monitor with Dispaich
bleach wipes before and after performing the
finger stick blood sugar on each resldent, as per
faclity policy. Observallon further revealed the
DON observed the rounds for gompllance.

inferview with RN #3, on 01/27/11 at 4:05 PM,

revealed she had been educated on the facliity

_| poliey related to the praper cleaning of the
monltors with Dispatch bleach wipes before and

after each use. ' _

Interview with the DON, on 01/27/11 at 4:10 PM,
revealed she was observing for compllance with
the tacllity's policy oh cleaning the monitors with
Digpateh bleach wipes before and after each use.
She stated she would complete the audit forms
and report lo the Admintstrator,

Observatton of the blood-glucose monitoring
rounds, on 01/27/11 at 10:55 AM, revealed LPN .
#4 cleaned tha blood glucose monltor with

-| Dispatch bleach wipes before and after
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performing the finger stick blood sugar on each
resident, as per facility policy. Observation further
revealed the DON observed the rounds for
campllance.

irerview with LPN #4, on 01/27/11 at 10:55 AM,
reveeled ghe had been educated by the facility on
proper cleaning of the blood glucose monitors as
per ihe facility's policy. She statad that monltora
should be cleaned with Dispatch bleach wipes
hefore and after each use.

Interview with the Unit Manager, on 01/27/11 at
11:00 AM, revealed she was observing for
campllance with the facllily's polloy on cleaning
the monltors with Digpatch bleagh wipes before
and after each use. She stated she would
complete the audit form and report to the
Administrator.

Review of the resldente’ records revealed the
Hepallc Panels and CBCs were completed for all
regidents with Dlabetes Melitlus on §1/26/11, as
ordered. -

10n 01/27/11, a raview of the education
documentation revealad the facility had
conducted education and competency testing on
all ficensed steff. A review of the monitoring
forms confirmed the facility had conducted
monltoring on 01/26/11 and 01/27/11, as planned.

The facllity remained out of compliance at a tower
scope and severlty of an "E", a patlern deficiency
wlith potential for more than minimal harm, for all
residents with a dlagnosis of Dlabetes Mellltus
who regelved blood glucose monitoring, In order
for facllity to implament monitoring and a

- | surveillance program. '
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Atacllity must be administered in a manner that
enables It to use its resources effectivaly and
efficiently to attaln or maintaln the highest
practicable physical, mental, and psychosoclal
well-being of each resident.

This REQUIREMENT is not met as evidenced
by: .

Based on observatlon, Inlerview, and recard
review it was determined the Ffacility falied to
administer the Infection contral program in a
manner that maintalned an ongoing effoctive
taclity-wlde infection prevention and control
program that 1) provided on going survelllance
and monitoring to ensure staft was following the
facliity's policy, 2) tralnad staff on praventing the
spread of Infectious diseases by appropriate
cleaning/diginfecting blood glucose monitors, and
3) designated an infection control nurse to
conduct process and outcome survelllance
system, in monitoring staff practices that related
to dressing changes and blood giucose monitor
maintenance.

The fallure of the facillty to ensure proper
Infection control practices were followad, placed
residents In the facllity at risk for serious harm,
injury, impalrment or death. Immediate Jeopardy
wae ldantified on 01/26/11 and was removed on
01/27/11, after an acceptable Credible Allegation
of Compliance (AoC) was recelved and further
observations, In-service record reviews and stalt
Interviews were conducted to verlfy removal of .
the |eapardy. The facllity remalned out of
compliance at a lower scope and severity of "E", a
pattern deficlenoy with potential for more than

1. On 1/226/11 1,10 goncentration disinfectant
eleancr “Dispatch” was used to immediately
cean100% of the (Blood Glucose Monitars)
BGM in the facility according to policy and
procedure by DON, SDC, Unit Managers,
and MDS Nurse. Medical Director was
contacted by the Administrator vegarding ihe
3 Nurses identificd on 1/25/11 as not
following facility Policy and Procedure for
cleaning BGM. The Medical Director gave

BGM 10 have 6 Heparie Panel and CBC
drawn. Family andfor-Responsible Party and
Residents informed of necdto obtain lab

- worlk. All lab work ohrained and resulu
completed on 1227/ ). One Resident’s lab
work retumned with inactive Hepatitis B on
1/27/1 L. This Resident has o diagnosis of
Hepatitis B by higtory, All Residents were
negative for infections. One Res{dent
admined on 1221/11 continved to have low
RBC count, Medical Director was notified
on 1/26/11 of all results by the DON.
Resident with low RBC count was
teansTerred per physician orders on 1/28/11
for 4 scheduled blood transtusion. All
Nurses were In-Serviced by 243/13 on
proper polity and procedure for cleaning
BGM by 5DC, DON, Unit Managers and
required to provide 2 retom
demonstration/compétency by 213711
before they could work on the unit, The 3
Nurses identified on 1/25/1) asnot
following BGM cleaning procedure were
counseled by the DON on J726/11. Re-
sducation 1o the 3 Nurses identified on
1/25/11 as not following policy and
procedure were eudited each day worked
while providing BG monitoring o diabetic
Residents from 1/26/1] through 2/9/11 by
SDC, DON, Unit Managers, MIDS wurse.

orders on 1/26/11 for all Residents receiving |

3/l
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minlmai harm, for all residents with a diagnosia of
Diabates Mellitus, who received blood glucose
monitoring, in order for facility to implement
moniforing and a survelllance program.

The findings includa:

1. Based on observation, interview, and record
revlew (of Centers for Disease Control and
Prevention(CDC) guldelines, manufacturer's
nstructions, and the facility's policy and-
procedure,) it was determinod the facility talled to
estabiish and maintain an Infection control
program to ensure a gafe envirohment and to
help prevent the development and transmiasion
of Infectioh as evidenced by the facllity's tallure to
ensure staff properly disinfected shared blood
glucose moanltors after each use and falled to
ensura stalf was knowledgeable related to the
facillty's policy regarding blood glucose monitor
cleaning. This affected two (2) sampled residents:
{Resident #1 and #3) and twenty-one (21)
unsampled resldents, out of a selected sampled
of twenty-three (23) residents. On 01/25/11,
faclilly staff was observed using a blood glucose
monitor totest Resldents #1 and #3's blood sugar
lavelz without disintecting the device between
each use. The facility identifled twenty-three (23)
residents, who require blood glucose monitoring
for which this fallure has a likelihood to affect,
Additionally, staff failed to adhere to Intection-
control practices with harid washing for Resldent
#6.

2. Reviaw of the Infaction Control Pollcy and
Procedura for the facility, revealed the facility

| should have an Infection-Controt Coordinator, in

conjunction with the Quality Assessment and
Assurance Cormnmittee to be responsible for

AN new Nurseg will be ariented ad reccive
education per BGM policy md progedure
for ¢)eaning and location of product by
SDC. Each new licensed Nurse will be
requircd to per-form a vetum demonstration
of the cleaning of the BGM. A competency
and andit tool will bo completed by the SDC
on all new licensed stoffprior to providing
BG monitoring to Residonts, New Licensed
siaff must demonsirale eompetoncy prior 1o
being allowed to perform BGM on the unit
by the SDC. All Nugscs were tducated on
locations of diginfectant cleaner “Dispatch,”
by SDC, DON and Unit Managers by
2/13/11, Day shift, Evening shift and Night

shift, North and South units, will be audited
two tmes a month. The audits will be
performed by DON, SDC, Uit Manager
and MDS$ to ensure on-going compliance for
the next 90 days when 100% compliance is
toet, then the SDC-TP win perform annual
compsteney for licensed Nurdng staff on
locations of disinfectant clcancr “Dispateh,”
and cleaning and disinfecting polioy and
procedure for BGM,.

The Administrator bas assigued the SDC as
the Infection Proventist Nurse, effective
2/20/1 1. The SDC/nfection Nurse will be
respousible for providing proccys and
outcome surveillance and monitoring to
insure follow through, train staff on
proventing spread of mfectious discase by
appropriate cleaning/disinfesting ofblood
glitose monitors and monitor staft practices
rclatod to dressig changes, The SDC will
conduel raining, competencics and asudily as
- 3t relares to identificd arcas of concem. The
 Adminisrator and DON will ceview the 24
Hour Report and weekly infection control
report in the daily clinical meeting and
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PREF | (EACH DEFIGIENGY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS:AEFEAENCED TO THE APPROFRIATE DATE
: DEFICIENCY)
F 480 Continued From page 15 F 490 Weekly at Risk meeting.. The Administrator

keeping the Infectlon control pragram and
practices surrent. Fevlew of the Infaction Contro!
Coordinator Policy revealed the Coordinator was
‘responsible for monitoring of the facility's
astablishad infection control policies and
practices.

Interview with the Director of Nursing
{DON})/infection Contro! Coordinator, on 01/25/11
| at4:45 PM and again on 01/27/11 at 6:16 PM,

'| revealed she had conducted in-sarvices training
for all licensed staff in 09/2010 on the Cleaning of
Equipment in Personal Contact polley, to Include
disinfecting the exterior surfaces of blood glucose
monltors with a dilute bieach golutlon of 1:10 to
1:100 oongentration after each use. Interview
further revealed she had not conducted any
surveillance or monitoring to eneure staft was
following the policy ahd was unaware the bleach
wipes were not belng utized by the tacllity staff
during blood glucose monitoring. She further
stated the faclity could do better on monitoring
and should have been conducting audits and
competencies for staff,

Interview with the Administrator, on 01/27/10 at
7:00 PM, revealed she dld not know why the staff
was not following the poilcy bacause they had
baen educated In 09/2010. She statad the facllity
did not havé an Infection Control Committae, and
aven though the DON had conducted education
the taclilty had not compieted follow-up and
monltoring. She turther stated the Infection
control program naeded more focus on
prevention and surveilience.

wil} notify the Medical Dircetor
immediately of an infocton control concems
or monitoring.

4, The Adnunistrator will review andits and
the minutes from the At Risk Meeting and
will be an active member of the Infection
Control Committee, Any infsction contral
areas of cancern theough out the month will
be reportied to the Medical Divector by the
Adminigtrator for evaluation and follow up, .
The Infection Control report will be forward
10 the quarterly QA for evaluation,
implementation and education,

JAM CMS-2667(02-00) Previous Verslans Obeolele Event |D: 0LFB1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

AH

CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY

NO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM A, BUILDING COMPLETE:

FFOR $NFs AND NFs 185069 B, WING 1/27/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3300 TATES CREEK ROAD
MAYFAIR MANOR LEXINGTON, KY
D
PREFIX
TAG SUMMARY STATEMENT OF DEFICIENCIES
F 160 483.10(c)(6) CONVEYANCE OF PERSONAL FUNDS UPON DEATH

Upon the death of a resident with a personal fund deposited with the facility, the facility must convey within
30 days the resident's funds, and a final accounting of those funds, to the individual or probate jurisdiction
administering the resident's estate.

This REQUIREMENT is not met as evidenced by:
Based on interview and record review, it was determined the facility failed to convey resident funds to the
individual administering the resident's estate within thirty (30) days.

The findings include:

Closed record review of one deceased unsampled resident revealed a date of death of 10/06/10. Further
review revealed the resident's account was not closed out until 11/08/10. Additionally, review of resident
funds revealed account balances belonging to two (2) other unsampled residents from 2009,

Interview with the Business Office Manager on 01/27/11 at 4:15 PM revealed he/she was aware that checks
needed to be sent out no later than thirty (30) days following the death of a resident. The Business Office
Manager stated the two unsampled residents' accounts had balances because the accounts gained interest the
same month they were closed. The Business Office Manager recognized this as a concern, as families were
not receiving the full balances due them.

B EIVES
Mot- ﬂ

. ¢

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 cortection is provided,

For nursing homes, the above findings and plans of cotrection are disclosable 14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of

The above isolated deficiencies pose no actual harm to the residents

031059

Event ID:- 9LF811
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DEPARTMENT OF HEALTH AND MUMAN SERVICES : . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0928-0391
ITATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRAUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING o1
185060 8. winG . 01/25/2011
NAME OF PROVIDER OR BUPPLIER " . | STREET ADDRESS, CITY, STATE, ZIP CODE
AR 3300 TATES CREEK RDAD
M{WFMR MANOR LEXINGTON, KY 40602 -
04 ID BUMMARY BTATEMENY OF DEFICIENCIES D FAOVIDEA'S PLAN OF CORRECTION (45)
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG AEGULAYOAY OR LEC IDENTIFYING INFORMATION) TAG CAOS8-REFERENCED TO THE APPROPHIATE LI
. DEFICIENGY)
TINITIAL )
K 0001 INITIAL COMMENTS € 000 K 029 W 5/0 l/”
A Life Safety Cade survey was Initlated and S , :
concluded on January 25, 2011, The facility was | 1) The Maintenance Director
found to not meet the minimal requirements with installed a self-closing lock on
42 Code of the Federal Regulations, Part 483.70. | - the housekeeping door on
Tha highest Scope and Saverity deflclency 1/31/11
identified was an "F*. Th M . ace Ditecto
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029| | 2) The Maintenance Director
§8=D nspected all offices for storage
" | One hour fire rated conatruction (with % hour of chemicals on 2/01/11. None
fire-rated doors) or an approved automatic fire were found. Eight other

extingulghing system In accordance with 8.4.1

and/or 19.3,6.4 protects hazardous areas. When chemical storage areas have self-

the approved automatic fire extinguishing system closing locks. . :
option |s used, the areas are separated from 3. The Administrator in-serviced
other spaces by smoke resisting partitions and _ all department managers on
g"l‘;m- DI%‘::S are sl?"‘cf?stlggizr;tti gon-r?ted ord NFPA 101 Life Safety Code
: - ectiv o not axoe
' 4: Ingt?gsl froma boetlgrraw o?the door &lreB ° Stand.a:rd r§lated to storage of
permitted.  19.3.2.1 chemicals in offices on 2/18/11.
- 4. The Maintenance Director/
Designee will check offices
weekly to insure that chemicals
are not being stored
This STANDARD Is not met as evidenced by: inappropriately. Any issues of
Based on observatlon and interview, itwas noncompliance will be corrected

iately and reported to the
istrator. Information will

determined the facility fallad 1o ensure hazardofR
areas were protected, according to NFPA ° E c E HV

standards, This deficiency has the potential to .
affect one (1) smoke comparment and FEB 212 e n to the Safety Committee
twenty-four (24) residents. Bv: morgly and reported to QA

* quarterly for follow up by the
The findings Include: Administrator. :

Observallon, on 01/25/11 at 12:00 PM, with the
Maintenance Director, revealed chemicsls stored
in the housekeeping office without a self-closing

device on the door.
the door.
THLE (¥6)-BATE

HORATORY DIRECTORS OR.EAO) .euﬂm.- RREPPESENTALIMES, SIANATIAE -
Leeg, \Ajjﬁ = (U eniilinitss 21/)1

Iy deficlency statement ending Mﬂ( an asterisk (*) denotes a deficlancy which the Institulion may be axoused from correcting praviding It |s datartﬁlnadﬁhal
1or safeguards provide aufficlont pratection to lhe patients, {See Instruclions.) Except for nursing homaes, he findings stated above are disclosable 90 days
lowing the dale of survey whsther or not a plan of corrgotion Is provided. Far nursing homea, the abeve findings and plans of correclion are dissiosabte 14
ys fallowing the date these dooumants are mada avallable to the lacliity. If deficlencles are oltod, an appraved plan of correctlon ¢s requisite fo continued
yaram particlpalion,

-
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {41) PROVIDER/SUPPLIER/CLIA {2) MULYIPLE CONSTRUCTION : " | oare suRvEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
) A BUILDING 01 .
B. WING
165069 01/25/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3300 TATES CREEK ROAD
YFAI .
MAYFAIR MANOR LEXINGTON, KY 40602
(X4) 1D BUMMARY STATEMENT OF DEFICIENCIES io FROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL ‘ PREBFIX (EACH CORRECTIVE ACTION SHOULD AE COMPLETION
TAG REGULATORY OR LSO IDENTIFVING INFORMATION) TAQ CROYE-AEFEAENCED TO THE APPROPRIATE DATE
: . - DEFICIENCY) -
- K028 Continued From page 1 K029 w038
Interview, with the Maintenances Director, on : he 15 d .
1/25/2011 at 12:00 PM, indicated that he would }) The 15 second signage was
place a self-closing device on the door. posted on the seven (7) set of exit /
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 doorson 1/31/11 by the 3/0’ /
§8=F C _ . Maintenance Director and the
Exit acoess Is arranged so that exite are readily Administrator.
accessible at all times In accordance with section oy .
71, 1921 2) All facility exit doors have

been reviewed by the
Maintenance Director on
1/31/11. All doors meet the code
for proper signage.

3) Nine (9)facility exit doors
will be checked five times a

This STANDARD is riot met as evidenced by: week duting maintenance rounds

Based on observation and interview, it was by the Maintenance ,
determined the facllity falled to ensure exit doors Director/Designee for proper
had the proper signage. The deficiency affects all signage five days a week on
residents and staft In the facllity. This is a repeat going. Maintenance will coxrect
deficlency trom the Lfe Safety Code survey | immediately any noncompliance
compleled on 03/25/1 0. . : .

issues will be reported to the
The findings include: Administrator.

4) Facility exit door audits will
Observation on 01/25/11 at 10:55 AM, revealed be reported to the monthly Safety

seven (7) sets of exit doors in the, facility without . .
the proper signage Indicating the doors would Committee by the Maintenance
release within (15) seconds. This observation Director and reported quarterly to
was conflrmed with the Malntenance Director, the QA committee for follow up.

Interview, with the Administrator, an 01/25/20 at
4.00 PM, indicated that the signs would be on the
doors by the end of the day.

Reference: NFPA 101 (2000 Edition)
7.2.1.6.1 Delayed-Egress Locks

“ORM CMB-R587(02-08)-PreviousVarslong- Obzolsle——Event-b: 0LF824 Faallity IDA0) 11— —""|Fgontinuatlon-shest-Page—2-of -
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONBTRUGTION - |{X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A. BUILDING 11}
B. WING
185060 01/25/2011

No, 9612

PRINTED: 02/10/2011
FORM APPROVED
QMB NO, 0938-0391

NAME OF PROVIDER OR S8UPFLIER

MAYFAIR MANOR

STREGT ADDRESS, CITY, STATE, ZIP GODE
3300 TATES CREEK ROAD

LEXINGTON, KY 40502

BUMMARY STATEMENT OF DEFIC}ENCIES

{44y 1D iD PROVIDER'S PLAN OF COARECTION (X6}
PAEFIC (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REQULATORY QR LIC IDENTIFYING INFORMATION) TAG GROSS-HEFEHEBJ;J;&E%;I)E APPROPRIATE DATE
K 038 | Continved From pagé 2 K038 Ko7
On the door ad)acent to the release davica, there
shall be a readily visible, durable sign in letters .
not less than 1 in. (2.5 cm) high and not less than 1) T!‘e hr;en cart, treatment cart
1/8 In. (0.3 cm) in etroke width on a contrasting and ice cart were removed from
background that reads as follows: PUSH UNTII the corridors on 1/26/11 by
ALARM SOUNDS DOOR CAN BE QPENED IN Administrator. Four other
15 SECONDS hallways were assessed on
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 11261 1yby the DON and items 5/o¢ )
SS8=F

Maans of egjress are continuously malntained free
of all obstructions or impadiments to fult Instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access 1o, egress from, or visibility of exits.
7.1.10

This STANDARD s not met as evidenced by:
Based on cbservation and interview, it was
determined the faoility failed to ensure the
corridors were maintained free from obutructions
related to full Instant uge In the case of flre or
other emergencles. The deflclency affects all
rasidents and staff In the facliity. This is a repeat
dellolency from the Life Safety Code survey
completad on 03/25/10.

The findings include:

Obseryation on 01/26/11 at 11:00 AM, revealed
clean linen carts outside of rooms numbered 204,
220, and 117. Further observation revealed
medicatlon carts and kee/drink carts next to the
nurge's, stations on the North and South Wings. A
chalr wag also tound next to the exit on the North
Wing corridor across from the library. Corridors
are intended for means of egress, internal traffic

removed to ensure means of
egress and full instant use in case -

-of fire or other emexgency.

2) Laundry and Nursing Staff in-
service was completed by
Administrator on 2/23/10
regarding life safety code K072
regarding linen, ice and treatment
carts. Means of egress are to be
continunounsly maintained free of
obstruction or impediments for
use in case of emergency.

3) The DON/clinical staff will
ensure thaf the ice cart and
treatment cart moves freely down
the corridor room to room during
resident care and stored in the
designated areas after resident
care by visual inspection. The
linen. carts will be stored in the
lounge area at each nurse’s

DAM-GMB-2607(02-09)-Previous-Varalens-Cbaolste:

Event-ID:OLFa24+————Faalliy-1B:-100444
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES , FORAM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE QONSTRAUCTION . (¥3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFIQATION NUMBER: . COMPLETED

A BUILDING ot
B. WING

: 188069 01/25/2011
VAME OF PROVIDER OR SUPPLIEA STREET ADDRESS, CITY, STATE, ZiP CODE
3300 TATES CREEK ROAD
MAYFAIR MANOR ) LEXINGTON, KY 40502
(X4) ID " BUMMARY STATEMENT OF DEFICIENCIES o . PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFY(NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 072 | Continued From page 3 K072 station and the staff will access
‘ and emergancy use, not storage spacea These Jinens from this area.
obsgervations were also confirmed wnh the und . . '
Maintenance Director, : : The _la y _staf.f will delivery
the linen carts directly to the
Intarview with the Administrator on 01/25/11 at lounge daily. The
4:00 PM, indleated that the carts and chair would Housekeoping/Laundry Director
be moved. will monitor five times weekly
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD _ K073 for two weeks to ensure the
85=F . .
No furnishings or decorations of highly flammable linen, ice and treatment carts are
character are used. 19.7.6.2, 19.7.56.3, 19.7.5.4 not impeding the.egress for fire
: or other emergency. Any
noncompliance will be reported
This STANDARD is ot met as evidenced by: 0 the DON/Unit M‘mﬂg"‘r{‘l’:
Based on observation and Interview, It was immediate correction. 4) The
determined the faclliiy falted to ansure that no weekly cart andit will be
combustlble decorations wers used in tha fecility, reviewed on a monthly basis by
according to NFPA gtandards. The deficlency the safety committee and
affects all residents and staff in the tacilty. forwarded to QA quarterly for
The findings include: follow up by the Administeator.
Observation on 01/25/11 at 11:00 AM with the K073 3/01/, /1
Malntenance Director, revealed ten (10) resident
rooms with hanging dacorations on the doors that . :
were not flame retardant. The resldent rooms 1 '.Iz‘hc .‘tngngm g decorancir(; on
were numbered 103, 109, 122, 214, 215, 217, resident doors 1n rooms 103,
219, 220, 222, and 224. , 109,122,214, 215, 217, 219,220,
222, and 224 were removed by
Interview, with the Maintenance Director, on the Administrator on 1/28/11.
01/25111 at 11:00 AM, revealed they were : .
unaware of the requirement that the dacorations The Mgmt_i;anﬁlc Director
| had to be flame retardant, sprayed with a tlame retardant
all hanging decorations on
‘Reference: NFPA 101 (2000 Edition) 19.7.5.4 2/15/11 and were logged.
Combustible decorations shall be prohibited in 2) The Maintenance Director
any heallh care occupancy unless they are . :
flame-retardant. Ircwewcd .::11[ remde‘n_t doors and
IHM'GMMB&T(DE*O)'FrevloUB"Va;eloﬁe'Obao[ole"‘—EVanl'NJ.'Gl:FBE1 Facllity D 100111 lf‘l:i_m‘itfﬁﬁ'ﬁilmﬁ"ﬁﬁt'ﬁﬁ'ﬁfll—uf'ﬁ—
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PRINTED: 02/10/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENY OF DERICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULYIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . : COMPLETED
. ' A. BUILDING 01
185089 B, Wina 01/2/2011
NAME OF PROVIOER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
3300 TATES CREEK ROAD
AIR MANO
MAVF A _ LEXINGTON, KY 40502
(X4) 1D JUMMARY BTATEMENT OF NEFICIENCIES I - PROVIDER'S PLAN OF CORREGTION (4e)
FREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 076 rooms and sprayed the
88D combustible decorations with
Medical gas storage and administration areas are flame-retardant on 2/15/11. All
protected in acoordance with NFPA 99, Standards :
for Health Care Fagilitias, itoms have been logged and
labeled and will be re-sprayed in
(a) Oxygen storage locatlons of greater than six months to insure
3,000 cu.ft. are enciosed by a one-hour effectiveness of the flame
| separation. retardant.
(b) Locations for supply systems of greater than 3) On 2128./1 | the Resident
3,000 cu.ft. are vented to the outside. NFPA 99 Council will be made aware of
- 143.1.1.2, 19.3.24 the NFPA 101 Life Safety Code )
Standard related to furnishings or
decorations of highly flartnmable
character and the need for the
flame retardant by the Activity .
This STANDARD s not met as evidenced by: Director if items are to remain in
Based on-observation and imetview, it was 0 :
determined the facllity failed to ensure oxygen the fac1h_ty. A;lyfnc};.r items b
oylinders were stored according to NFPA brought into the facility must be
standerds. This I5 a repaat deficienoy from the non-combustible or given
Life Safety Code survey completed on 03/25/10. immediately to the Maintenance
, Director to be made flame
The findinga include: vetardant. On 2/16/11 the
Obsstvalion on 01/25/11 at 12:00 PM, revealed Administrator made the President
tweive (12) oxygen oylinder tanks stored in the of the Family Council and the
resident shower room on the South Wing. The facility Ombudsman aware of
o;rygen tanks were also stored within five (5) feet this cods. All new
of combustible storage. The crash cart was also : P .
stored next to the oxygen tanks. This observation resld.lents/fa_mﬂy_mcmbcrg will
was also confirmed with the Maintenance receive notification of this code
Director, upon admission and the need for
" rvle. th tho Admi /2612011 items to flame xetardant. The
nterview, with the Administrator, on at inte i ionee
| 4:00 PM, Indloated that the tanks would be moved ﬁiﬂt P D“ect; Idmwin W
to another area for-storage. | Aucit rooms and doors on
K 130 | NFPA 101 MISCELLANEQUS K 130| Weekly basis to insurc that any
' ' new items are flame retardant. If

JAM CMS2E867(02°08) PTavIous Vamiohs Dbsoleis

Evenl TD: #LFa2\

Fa
immediately corrected by the
Maintenance Director and

reported to the Administrator.

any items are found they will be 1on shest Page 6 of 6
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FORM APPROVED
OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCGTION

STATEMENT OF DEFICIENCIES () PROVIDER/SUPPLIERVCLIA {X9) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING o1 )
B. WING* '
188069 01/26/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE -
8300 TAYES CREEK ROAD

MAY o
AVFAIR MANOR LEXINGTON, K¥ 40602 _
o4 1D SUMMARY GTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORE, SCTIVE ACTION EHOULD BE COMPLETION
TAG REGULATORY OR LBG IDENTIFVING INFORMATION) TAG CADBS:REFFLENCED TO THE APPAQPRIATE OATE
DEFlCiENCV)
K 130 | Continued Fror 5 30, ;
§8=D e " PRge 5 @9 (4) Al NFPA 101 audits will be 3 /0/ / /]
OTHER LSC DEFICIENCY NOT ON 27686 forwarded bY the maintenance
- director to the monthly safety
meeting for review and follow
_ up. This information will be
This STANDARD Is not met as evidenced by: presented fo the m"nﬂﬂyb h
Based on observation and Interview, it was resident co]mscl meeting by the
determined the faclllity falled to maintain doors Activity Director and forwarded
within a required means of egress. They shall not by Activity Director to the
.be equipped with a latch or lock that requires the varterly QA committee for
use of a tool or key from the egress side. This }1 1 by the Administrator
deficlency affected (1) one smoke compartment ollowup by '
and 24 residents. . '
Date of compliance
Tha findings Include:
| . . K 076
Observation on 01/26/11 at 11:00 AM with the . 3 / /
Malntenance Direotor, revealed that an 1) The twelve (12) oxygen t;mks oifil
unapproved lock (elide holt type) was installed on were removed from the resident
the inside of the door In the rehahllltation unit.
shower room on 1/27/11 by the
Further observation on 01/26/11, revaaled a dead : .
bolt lock on the outside of the laundry raom with Maintcnance Director and placed
keyed access an the inside. in the oxygen storage closet. The
crash cart which has an oxygen
Interview, with the Malntenance Directar, on canister attached was removed
01/25/11 at 11:00 AM, Indicated that he would from the resident showex room
remove the slide bolt lock and change the keyed . :
iock on the laundry rocm door. by the I_namtenanoe director and
' ' placed in the lounge across from
NFPA 101 (2000 Edition) 19.2.2.2.4 the nurse’s station in an assigned
Doors within a required means of egress shall not | area.
be equipped with a latch or lock that requires the
use of a tool or key fromthe egrees side.
RN NS 587(02-00) PFIoUS VaTSIons OBEalae—— EvenT IDFOCFoZY Faclfy 167 T007H
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STATEMENT OF DEFIOIENOIES (X1) PAOVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X9) DAYE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLEYTED
_ A.BULDING 01
8. WiNG:
166000 01/25/2011

NAME OF PROVIDERA OR SUPFUIER

STREET ADDRESS, GITY, STATE, 2iP CODE
3300 TATES CREEK HOAD

MAYFAIR MANOR -
LEXINGTON, KY 40502
o4 1 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDEA'S PLAN OF CORRECTION' ()
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORP :CTiVs ACTION BHOULD BE GOMPLETION
TAG AEGULATORY OR LSG IDENTIFYING INFORMATION) TAQ CAOSS-AEFE ENCED YO THE APPAOPRIATE DATE
: - DEFICIENCY)
K130 | Continued From page 5 K 130| 2) The facility has one
88=D designated storage area for full

OTHER LSC DEFICIENCY NOT ON 2786

This STANDARD is not met as avidenced by:
Based on observation and Inlerview, it was
determined the facility failed to maintain doors
within & required means of egress. They shall not
be equipped with a latch or fock that requires the
use of a tool or key from the egress side. This
deficlency affected (1) ane smoke compariment
and 24 residents,

The findings Include:

Observation on 01/25/11 at 11:00 AM wih tha
Maintenance Dirgolor, revealed that an
unapproved lock (slide bolt type) was Installed on
the inside of the doar in the rehabliitation unit,
Further observation on 01/256/11, rovealed a dead
bolt lock on the outside of the laundry room with
keyed access on the Inslde.

Interview, with the Maintenance Director, on
01/26/11 at 11:00 AM, indicated that he would
remove the slide bolt lock and change the keyed
lock on the laundry room door.

NFPA 101 (2000 Edition) 19.2.2.2.4

Doors within a required means of egress shall not
be equipped with a latch or lock that requires the
use of a tool or key from the egrees side.

'ORNCMS-Z587(02-89] Frevious VaTEIONS ObE0MEIE

Bvent I0:90FR2T

Faclll

and empty oxygen. The facility
has contracted with a DME to
provide oxygen delivery as
needed to insure that extra
storage of E size oxygen cylinder
tanks will not be necessary. The -
Maintenance Director reviewed
all other arcas for noncompliance
of oxygen storage. E-tanks in
racks were removed from the
therapy area. The DME was
called to remove additional
storage racks and E tank
canistexs on 1/28/11.

3. The DON/Unit Manager will
audit the oxygen storage area
three times weekly for four
weeks to ensure the staff 1s
maintaining compliance of
proper storage of E tank
canusters. Any noncompliance
will be corrected immediately by
the DON. All audits will be
reported to the Safety
Committee by the DON monthly
and referred to the quarterly QA
for follow up.

4) All oxygen storage audits will
be reported in the weekly At Risk
meeting by UM and forward to
the Safety Comumittee monthly

by DON. Staff will be monitered
and counseled for non

1 sheat Page 6 of B



rev, 41,

VI D aarM

DElleFlTMENT'OF HEALTH AND HUMAN SEFNICES

- _CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 9612 P. 25

PRINTED: 02/10/201
FORMAPPROVED
OMB NO. 0938-0391

(%2} MULTIPLE CONBTRUCTION

SYATEMENT OF DEFICIENOIES {t1) PROVIDER/SUPPLIEA/CLIA (X3) DATE S8URVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
_ A.BULDING 01
WING'
105069 & 01/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z® CODE
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(4 D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 046)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORP SCTIVE ACTION EHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING |[NFORMATION) TAQ CAOBB-REFE" :ENCED TO THE APPAOPRIATE DATE
: - : ' DEFIGIENGY) -
130 | Continugd From page 5 K130; 4) Facilify exit doors will be
88=D checked five times per
OTHER LSC DEFICIENCY NOT ON 2788 week duting maintenance
rounds by the
Maintepance
_ Director/Designee to
This STANDARD s not met as avidenced by: ensure the exit doors are
Based on observation and interview, it was intained within means
determined the facllity failed to maintain doors | yoaint _
within a requirad means of egress. They shall not of egress. Maintenance
be equipped with a latch or lock that requites the will correct immediately
use of a tool or key from the egress side. This any noncompliance issues
deficlency affected (1) one smoke compartment _
and 24 residents. and Fcpon to the
, administrator for follow
The findings Include: up. Nine facility exit door
: ‘ audits will be reported to
Observatlon on 01/25/11 at 11:00 AM with the the Safety Committee
Malntenance Director, revealed that an thly by the
unapproved lock (sllde balt type) was Installed on Honthly by .
the inside of the door in the rehabllitation unit. Maintenance Director
Further obgervatton on 01/25/11, revealad a dead and reported quarterly by
bolt lock on the outslde of the laundry room with the Maintenance Director
keyed access on the Inslde. to the QA. committee for
Interview, with the Maintenance Dlrector, on follow up.
01/26/11 at 11:00 AM, indicated that he would
femove the slide bolt lock and change the keysd
lock on the laundry room door.
NFPA 101 (2000 Edition) 19.2224 -
Doors within a required means of egress shall not
be equipped with a latch or lock that raqulres the
use of a tool or Key from the egreas side.
ORMCMS-Z587(02-00) PoUIjus Velelons DUSalals — EGAlIDTACFEET Faglilty I0E 70071 IF continuallon sheet Paga 8 of 6
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: . : PRINTED: 02/10f2011
DEPARTMENT OF HEALTH AND HUMAN S8ERVICES - FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {¥2) MULTIPLE GONSTRUGTION - |(xa) oare suRVEY :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED

- |A suiLOING o
195069 B WiNg: 01/26/2011
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
| 2300 TATES CREEK ROAD '
MAYFAIR MANOR .| LeEXINGTON; KY an60z
4D " BUMMARY BTATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION 6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORF <CTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CRO&S-AEFF .ENCED TO THE APPROFRIATE DAYE
: : "DEFICIENGY) -
K 130 | Continued From page 5 ' K130| compliance of the policy as
88=0| . needed by DON, SDC and UM..
OTHER LSC DEFICIENCY NOT ON 2786 A_'ll Iesu].ts of the oxygen Storage
audit will be forwarded by the
DON to the quartexly QA
' meeting for review and follow
This STANDARD s not met as avidenced by: ) up.
Based on observation and Interview, it was :
detarmined the facllity falled to maintain doors K 130 3
within a required means of egress. They shall not : / /
be equipped with a latch or lock that requires the 1) On '1/27/ 11 the 6 ’I
use of atoo! or key from the egress side. This Maintenance Director
deficiency affacted (1) one smoke compartment removed the unapproved
and 24 residents. , lock from the inside of
The findings include: the rehabilitation door.
On 1/28/11 the
Observation on 01/26/11 at 11:00 AM with the Maintenance Director
Malntenance Director, revealed that an | . removed the dead bolt
unapproved lock (slide bolt type) was Installed on ] .
the inside of the door In the rahabliitation uni, iock don tlhe outside of the
Further observation on 01/25/11, revealed a dead laundry door and replaced
batt lock on the outside of the laundry room with it with a keypad lock.
keyed access oh the inside. 2) The Maintenance
Intervigw, with the Malntenance Direclor, an Dircctor reviewed all
n L] A » ' .
01/25/11 at 11:00 AM, Indicated that he would : egress doors on 1/28/11
remave the slide bolt lock and change the keyed 1o ensure that all doors
lock on the laundry room door, are maintained within a
_ required means of egress.
Doors within & required means of egress shall not : !
be equippad with a lateh or lock that requlres the noncompliant locking
use of @ toot or key from the egrees side. devices. o
3) . The Administrator in-
serviced the maintenance
staff on approved locking
devices for egress doors
on.2/18/11.
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