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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERVCLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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NAME OF PROVIDER OR BUPPLIER BTREET ADDRESE, GITY, STATE, ZIP CODE '
LEXINGTON COUNTRY PLACE ] :?x'f';g‘r’g:'ss\“}f;;g"‘“
Earyy [T . 4
(X4) ID SUMMARY BTATEMENT OF D] oo - PROVIDER'S PLAN OF CORRECTION %)
PREFIX {EACH DEFIOIENOY MUST BE PREGEDED BY FULL CH CORRECTIVE ACTION 8HOULD BE GCOMPLETION
TAG REGULATORY OR LSC IDENTIFYING) 085-REFERENCED TO THE APPROPRIATE DA
o ; DEFIGIENCY)
i , .
, BV W . 1 The following constitutes Lexington
F 000} INITIAL COMMENTS T +5==F Q00] - Country Place’s plan of correction for
the deficiéncies cited and will serve as
_A Standard Recarlification Survey wes Initiated .| the facliity's credible allegation that . -
on 10/11/11 and concluded on 10/13/11. substantial compliance will be achieved
Deficlencies were citod at 42 CFR 483,15 Quality by November 15, 2011,
of Life, 42 CFR 483,20 Reslident Agsessment, 42 :
CFR 483.25 Quality of Care, 42 CFR 483.95 The submisslon of this plan of correction
Dletary Services, 42 CFR 483,65 Infection is not an admission on the part of the
Control, 42 CFR 483.70 Physical Environment - facility that a deficiency exists or that the
and 42 CFR 488.75 Administration. The highest facility necessarily agrees with the
soope and severlly was an "E".’ accuracy of the surveyor’s findings.
F 241 Itii‘?gljv' ?I(JaL)J DIE'G_I_NITY AND HESPECT OF F 241( Rather, it Is being submitted as required } 4115711
88=F ALITY . by law. - -
The fachiity must promote oare for residents Iha - Nursing staff wers in-serviced by the
manner and in an environment that maintains or Direclor of Nursing (DON) on October
enhances each res/dent's dignity and respect In 12, 2011, on the proper procedure for
full recognltloq of his or her Jndlvfduality Sewing meal traya and the requ[rement
that all residents seated at ths sama
tabls are served at the same time. Staff
This REQUIREMENT s not met as evldenced mecrsnzv:;Eis;:lu;theﬁlet(;r%%?;gg residents
by: :
Based on cbservation, intervlew and record assistance during meals.
review, it was determined the facllity falled to e i
ensure oare was provided In an environment and Resident sealing arrangsments and
preferences were reviewed by the
in a manner that maintalined and enhanced each
résident's dignity for two (2) of thirteen (13) rirsing unit managers and the distary
sampled residents, (Resldent#2 and #9) and (1) " o 8 donth rf d cmtal
unsampled resident (Unsampled Resident B), e dar nged on fhe food carts In
"The facillty falled to enaure Raesldent #2's and table order.
Unsampled Resident B's indwelling catheter h
dralnage bags were In dlgnity bag covers. To help prevent a ’?o‘;cu”encei the
Observation of meals revealed the facllity failed to DO.N or Unit Coqr dinators will monitor
ensure tesldents' trays were served In a manner dining rooms during & meal five (5)
to promote dighlty duting the mesal service, times per week for six (6) weeks using
- . an audit tool (Exhibit A) to ensure meals
The findings Inolude: are|gentled at tthc? Statf;‘e time t‘: il: ;
resldents seated at the same table an
LABORATQ R'8 QR PROVIDER/SUPFLIER AEFRESENTATIVE'S SIGNATURE TITLE 78] BATE
: e e AwisieanR - -zl

Any daﬂa%‘o_)'r'é't;‘t-emenl ending wlthguAlsterlak {"} danotea a deilciancy which the'institutien may be sxoused from correating providing It Is datarmined that

other safaguards provide sufflalant protection to the patients. (See Instructions.) Excapt for nursing homes, the fincdings stated above are disclosable 80 days

following tha date of survey whethat or not a plan of correction
days fllowing the date thase documents are mads avallablp
program parilelpation,

MeD :

Is provided. For nuraing homes, the above lindings and plans of correction are diaciosable 14
) aglHyy 1 deflolencles are olted, an approved phan of aorreotion Is requlshte to co7!nued

ADW A/ STV t 17/1!
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F 241

|.Director of Nursing (DON), I the Conference
.Room, revealed she had raquested a policy

Review of the facllity's poficy, Personal Prlvacy

and Respact (dated 1/1/07), revealed nonspeclﬁc B

“erlterla Telated to digni‘“
Interview, on 10/12/11 at 4:456 PM, with the

speclfi¢ to dignity but no documented evidence
was available for review.

1. Obsetvation of the lunch meal, on 10/11/11 at
12:40 PM, revealed residents sitting at the meal
tables was not served all together. Further
observation revealed table one (1) was served
the firat two (2) trays, then table two (2) was
served one (1) tray, next table three {3} was
sorved one (1).tray and the Spesch Theraplst
asslsted him/er with the meal, then a resident
sltting in the sltting room was ssrved, then table
one (1) was served another tray, then table two
(2) was served three (3) trays and finally table
three (3) was served three (3) trays.

Intarview, on 10/11/11 at 12:15 PM, with State
Registered Nursing Asslistant (SRNA) # 5 in Unit
Two (2) dining area, revealed staff was to pass
the trays out as they come off the cart. Further
Interview validated, the trays do not always come
ouf table by table,

Interview, on 10/11/11 at 12:25 PM, with SRNA #4
In Unit Two (2).dIning area, revealed that nursing
assletants normally passed trays by raom number
as that was the way they were arranged in the
sorver cart from the kitehen. Further interview,
valldated It oould make a resident fesl bad If they
were not served their tray when other residents at
that table reosived their trays.

conversation while assisting with the
meal,

) FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391,
T BTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {((2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTHIOATION NUMBER; COMPLETED
A BUILDING
B. WING
185160 . 10/13/2011
NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, CiTY, STATE, ZIF CODE
: 700 MASON HEADLEY ROAD
LEXINGTON C Y PLACE .
X ON COUNTR ’ LEXINGTON, KY: 40604
X4 ID " QUMMARY STATEMENT OF DEFICIENGIES ) PROVIBER'S FLAN OF CORRECTION o
PREFIX (EAGH DEFICIENGY MUST BE PREQEDED BY FULL PRAEFIX - {EACH GORREGTIVE AGTION S8HOULD BE GOMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ OROBE-REFERENCED TO THE APPROPRIATE DATE
oo DEFICIENCY)
Contlnued From page 1 F241| that staff engage residents in

The physician for Resident #9 was
contacted and instructed to knock and
ask residents permission before
entering a patlent room and check with
nursing staff as necessary to preserve
privacy and help ensure dignity. Other
physicians will be notified of this
reguirement as well,

To ensure ongoing compliance, the
Sacial Services Director (SSD) or Soctal
Services Assistant will interview three
(3) residents per week for six (6) weeks
using an audit tool (Exhibit B) to ‘
determine If privacy needs are being
met,

The catheter drainage bags for Resident
‘#2 and Unsampled Resident B were
placed in dignity bag covers and have
besn kept in these covers while the
resident [s in bed or in a wheelchair,

Other residents with Indweliing catheters
wete chacked for the presence of
uncovered catheter bags but none were
identiflad. .

Nursing staff were in-serviced by the
Director of Nursing (DON} on October
12, 2011, on the requirement that
cathefer bags be coverad with dignity
bags at all times and that they never
touch the floor.
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FORM APPROVED
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STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {{2) MULTIFLE GONSTRUCTION {X3) DATE BURVEY
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186160 10/13/2011
NAME OF PROVIDER OR SUPPLIER STREET ADPRESS, CITY, STATE, ZIP CODE
700 MASON HEADLEY ROAD
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(X4} Ip .SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEX {EACH CORREOTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE DATE
: DEFIGIENOY)
- : To prevent a reaccurrence, the DON or
F 241 | Continued From page 2 F 241] Unit Coordinators will audit five (5)

| Unlt Ywo (2} dining area, révealed ihat staff

1 () dining area, with the Dletary Manager,

Interview, on 10/11/11 at 12:45 PM, with SBNA #6

indwelling catheters per week for six (6) |

weeks using an audit tool (Exhibit C)

servad the trays as they came up on the tray cart,
but the residents dld not sit adcording to room
numbers. -

Interview, on 10/11/11 at 1:00 PM, with SRNA #7
in Unit Two (2) dining area, reveeled staff wéte
suppose to serve trays as they came up on the
dletary cart. Further Interview confirmed residents
ware hot all served, table by table beceuse the
trays did not come up that way.,

Observation of the evening meal, on 10/11/11 at
515 PM, revealed table two (2) beling served two
(2) trays, then table one was served one (1) tray,
then a resident sitting afone In the sitting room
was served, then table two (2) was served
ancther tray, then table onhe (1) was served bne
(1) tray, then table thrée (3) was served ona (1)
tray, then back 1o table. orte (1) for ohe (1) tray,
next table two (2) was served one (1) tray and the
last three (3) traya were served to table three (3).

Interview, on 10!1 2111 at 5:40 PM, In the Unit Two

revealed trays on Unit Two (2) came out ih room
ordet and were setved accordingly,

In addition, observation of the evening meal, at
5:06 PM on 11/12/11, roevealad State Registered
Nurse Aide (SRNA) #0 (restorative alde) only
provided cues to residents to eat, no observations
wete made of any attempts at soclal
conversatlion.

intorview, on 10/12/11 at 8:00 PM, with SRNA #0

- Any further deficiencies noted will be

referred to the facllity Quality Assurance
committee for corrective action,
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BUMMARY BTATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUBT BE PRECEDED BY FULL
REGULATORY OR LSO IDRNTIFVING INFORMATION)

PROVIDER'S PLAN OF GORREGTION
{EACH CORRECTIVE ACTION 8HOULD BE
CROSS-REFRRENOED TO THE APPROPRIATE

.. DERIGIENGY)

D
PREFIX
TAGQ

(We)
COMPLETION
DATE

F 241

' F 263
88=D

| Rostorative Alde Included engaging residents In

[|confirmed, 4t embarrassed me'.

Continued From page 3
reveaied that part of herjob description as a

F 241

soclal conversatioh during meal times

| 2. Interview with Resident #9, on 10/13/11 at _
10:25 AM, In his/her room, revealed he/she had

rarjuestad to usd the bedpan andwas left on the
bedpan when his/her physlslan came for a vigit.
Furlher Intetview revealad Resldent #9 confirmed
with hisfher physiclan the bedpan was in place
and the physician Indloated he would take care of
the Issus. Contlnued interview with Resident #9

interview, on 10/1 8/11 at 3:30 PM, with Soclai
Services Direciot, revealed she was nat aware of
the bedpan/physician visit lssue.

3. Observations during inltlal tour, on 10/11/11
revealed Unsampled Resident B's indwaelling
catheter was not In a privacy bag.

Interview, on 10/11/11 at 2:16 PM, with Licensed
Practioal Nurse (LPN) #4 revealed Unsampled

Realdent B's cathieter shouild have boen putin a
privacy bag to maintain Unsampled Resldent B's

- | dignity. Interview, on 10/13/11 at 2:30 PM, with

SRNA #3 revealed that catheters should be In a

.| privacy bag to enhance a residents sense of

dignity,
483:15(h}(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facllity must provide housekesping and
maintenance sarvices neoessary to malnitain a
sanltaty, orderly, and comfortable interfor,

F 253
The therapy department was deep

cleaned oh October 12, 2011. Dust
was removed from the sight exerclse
machines and the fire extingulsher, and
the floor below the seated bicycle was
cleaned and the white substance
removed.,

11/15/11

FORM GMS 2667(02 99) Prevlous Vamlona Obsoleie

|:ven1 ID JDPMH

Facluty ID 100527

Ir oomlnual!on shsat Paqe 4 of18

= e meedD .

——— [ v



DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PARINTED: 10/27/2011
FORMAPPROVED

_OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION - {X3) DATE SURVEY

| This REQUIREMENT s not met as evidenced
by:

‘Obsertvation of the therapy department revealsd a

STATEMENT OF DEFIGIENGIES {X1) PROVIDER/BUPPLER/CLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: : . COMPLETED
A BUILDING
B, WING
188160 : 10/13/2011
NAME OF PROVIDER OR BUPPLIGR §TREET ADDAESS, CITY, HTATE, ZIP CODE
" 700 MASON HEADLEY ROAD
cou : .
LEXINGTON CQUNTRY PLACE . LEXINGTON, KY 40504
(%4} 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREOTIVE ACTION SHOULD BE GOMPLETION
TAQ AEQULATORY OR LG IDENTIFYING INFORMATION} TAG CROBE-REFERENCED TO THE APPROPRIATE DATE
REFICIENQY)
F 263 | Continued From page 4 F 253| ‘A new seat cushion was Installed on the

Based on observation and Interview [t was
determined the facllity falled to maintain the
environment in a clean and ordetly manner,

visible buiid up of dust on the exerclse equipment
and the “Upper Back Machine" had duct tape
araund the seat cushion.

The findings Include;

Observations of tha therapy department, on
10/11/11 at 10:20 AM and 10/12/11 at 12:41 PM,
raveelad a bulldup of visible dust on elght (8)
exerclse machines and the flte extingulsher,
Under the seated bicycle there was g bulldup of a
white powdery substance.

Interview, on 1041711 at 4:06 PM, with the
Therapy Manager revealad she was aware the
equipment was dusly and had requested a "deep
clean” the weok before. She explained the
housekaeping manager was out of the faollity that
wesek end the cleaning coutd not be soheduled.

Obaervation of the "Upper Baok Machine", on
10/11/11 at 10:20 AM and 10/12/11 at 12:41 PM,
revealed duct tape was around the edge of the
seat cushlon, The duct lape was {attered and
pllling around the edge.

Interview,; oh 10/11/11 at 4:30 PM, with the
Outpatient Therapist revealed the she did not
know why the duot tape was In place. She
sxamined the tape and stated there was a hole in
the cushlon. She stated she did not know how

Upper Back Machine on Ogctober 18,
2011 and the old cushion with duct tape___ e
“noted was dlscarded

A new cleaning schedule for the therapy
room was developed by the Director of
Environmental Services and the room
and its equipment contents will be
routinely cleanad weekly.

To help ensure ongoing compliance, the |
therapy room will be audited by the
Director of Environmental Services for
cleanliness and the presence of taped
cushions or equipment weekly for six (6)
1 weeks using an audit tocl (Exhibit D).

Any further deficiencies noted will be
reforred to the facllity Quality Assurance
committee for corrective action.

FORM CM8-2567(02-00) Pravious Voralons Obsclete Evant (D) JOPMT1
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FORM APPROVED

~_OMB NO. 0938-0381_

The facllity must ensure that the resident
environment remalins as tree ot accident hazards
ag is possible; and each resldent recelves
adequate supervision and assistance devices lo
pravent accldents,

This REQUIREMENT Is not met as evidenced
by: .
Based on cbservation and Interview it was
determined the faclliity falled to provide a resident
envitanment that was free from accldent hazerds
ae evidenced by hazardous chemigals not belng
sooured by the facllity and some handralls having

'| sharp edges, The following chemicals were

found In an untocked sink cabinet in the resident's
shower room: a plastio spray boitle of Ecolab TB
Disinfectant and Peadorizer, a blastic bottle of
Tlle And Grout Rejuvenator, and a plastic spray

. week for six (6) weeks using an audit

STATEMENT OF DEFICIENCIES (ot PROVIDERSUPPLIERVOLIA (%2} MULTIPLE CONSTRUGTION {%) DATE BURVEY
AND PLAN OF CORFEGTION - IDENTIFIGATION NUMBER; COMPLETED
_ A.BUILDING
185160 B WiNa 10/13/2011
NAME OF PROVIDER OR SBUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
700 MASON HEADLEY ROAD
LEXINGTON COUNTRY PLACE ' LEXINGTON, KY 40504
X4 ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORRECTION o
FREFIX (EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG AEQULATORY OR L8O IDENTIFYING INFORMATION) TAG OROSS-AEFERENDED TO THE APPROPRIATE DATE
_ . o DEFICIENGY) .
F 263 Continuéd From pags 6 F 253
long the tape hed been In place.
|interview, on 10/11/11 gt 12:44 PM, with Therapy | | o T T
Manager revealed the machines were no longer
manufaotured and it was difficult to get parts.
8he atatad she did not know for aure how long
the duct tepe had been in place. The Therapy
Manager also stated she did not know what
maintenance was doing to fix the cushlon.
Interview, on 10/11/11 at 4:50 PM, with the
Maintenanae Direator revealed he was not aware
the duat tape was on the equipment. _ :
F 323 | 483,26(h) FREE OF ACCIDENT F328] The TB Disinfectant and Deodorizer, 11/15/11
§8=E | HAZARDS/SUPERVISION/DEVICES Grout Rejuvenator, and Acid Free

Restroom Cleaner found in the sink
cabinet of the 100 Halt shower room
were removed on QOctober 11, 2011 and
the cabinet locked. Cabinets and
storage units located in the -other
shower rooms were inspacted for the
presance of chemicals but nene were
noted.

Ali staff were in-serviced on October 21,
2011 by the Adminlstrator cri the proper
storage of hazardous chemicals and the
need to keep them locked up and non-
accesslble by residents at all times.

To prevent a reoccurrence, the
Maintenance Director or Director of
Environmental Services will audit
shower rooms for the presence of
unlocked chemicals three (3) times per

tool (Exhibit E) and remove them as
necessary.

FORM CMS-2667{08-89) Previous Varsions Obsslola

Event I0:JOPM11
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/OLIA
AND PLAN OF CORRECTION . IDENTIF{OATION NUMRER:
186160

) FORM APPROVED
- OMB-NO. 0938-0391
. {%2) MULTIPLE CONSTRUCTION - | (X3) DATE QURVEY .o
A BUILDING GOMPLET-ED
B. WiNg 10/13/2011

NAME OF PROVIDER OR SUPPLIER
LEXINGTON COUNTRY PLAGE

STREET ADDRESS, CITY, BTATE, 2IP GODE
700 MASON HEADLEY ROAD -~
LEXINGTON, KY 40504

bottle of AFC Acld Free Restroom Cleaner. In

addition the facility falled to ensure handrails In . _|_
‘| the éofridora wére tree from sharp edges.

The findings Include:

1. Observation, on 10/11/11 at 9:05 AM, of
showet room: on hallway one-hyndred (100), used
by mufliple residents, revealed the following
hazardous chetnlcals found under an unlocked
gink cabinet; .

Observation revealed a plastic spray boltle of
Ecolab T8 Disinfectant and Deotlorizer. The
label noted "Danget: Corrosive oauses
Irreversible eye damage and skin burns”.

Observation ravesled a plastic bottle of Tile and
QGrout Rejuvenator. The label llsted "Caution:
May cause eye/skin irrtation®,

.| Observation revealed a plastlo beifle of AFRC

Acld Free Restroom Cleanar, The jabel read

1 "Gaution; Harmful If absorbed through the skin.

Avold contact with skin, eyes, and clothing."

Intarview, on 10/11/11 at 10:00 AM, with Director
of Enviranmental Services regarding the
chemicals found undar the sink revealed they
shouid have been locked up. He stated the
bathroom cabinet should have been locked. *
When asked about the dangar of thess chemicals
nol belng secured he slated all chemigals can be
dangerous,

2, Obssrvation on 10/H1/41 al 10:65 AM,
revealod some areas of the corridor handralls on
Anna's Place had some sharp edges. -

4d) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (x8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE AOTION SHOULD BE COMFLETION
TAG REGULATORY CR L8O IDENTIFYING INFORMATION} TAG GROBB-REFERENCED TO THE APPROPRIATE DATE
. ~ : DEFICIENCY)
F 323 Continued From page 6 F 323{ The handralls observed to have sharp’

edges/ areas in Anna’s Place,
_Greenbriar Crossing (100 Hall)and

Magnolia Court were repalired by
maintenance staff en October 11, 2011
and the sharp edges removed.

Other handrails were inspected by the
maintenance staff for sharp edges and
firm mounting and repaired as
necessary. '

To prevent a reoccurrence, the
Maintenance Director or maintenance
staff will audit handrails for sharp edges
three (3} times par wesk for six (8)
weeks using an audit tool (Exhibit 1) and
make repairs as necessary.

Any further deficiencies noted will be
referred to the facility Quality Assurance
committee for corrective action.

FORM CMS-2587(02-00) Previous Verslong Ohaclete

Event ID;JOPMN

Frillly ID: 100527 if cantinuation shest Page 7 of 18
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'| consldered satlsfactory by Federal, State or local

1 task without changing gloves ar washing hands,

The facility must -
{1) Procure food from souross approved or

authorfties; and :
(2) Store, prepare, disttibute and serve foo
under sanitary conditions

This REQUIREMENT s not met as-evidenced
by:
Based on observation, Interview and review of
faollity's polioy it was determined the faoliity talled
to distrbute food In & sanitary manner.
Chsearvation of the tray line on 10/11/11 during the
lunch meal revealed staff moved from task to

In addition the faollity falled to ensure staff In the

STATEMENT OF DEFICIENCIES {X1) PROVIDER/EUPPLIER/GLIA (%2) MULTIPLE CONSTRUOTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER; COMPLETED
A, BUILDING
185160 B-wiNa 10/18/2011
NAME OF PROVIDER OR SUPPLIER ' BTREET ADDRESS, CITY, BTATE, ZIP CODE '
700 MASON HEADLEY ROAD
L :
EXINGTON COUNTRY PLACE LEXINGTON, KY 40804
(X4 Ip  SUMMARY STATEMENT OF DEFICIENOIES o PROVIDER'S PLAN OF CORRECTION . )
PREFIX (EACH DEFICIENGY MUBT BE PRECEDED BY FULL " PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ OROBS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 823 | Continued From page 7 F323( .
_._| Observation, on 10/11/11_at 12:45 PM, revealed | ... . — N
some areas of the corridar handralls along the
one-hundred {100) hall had some sharp edges. .
Observation, on 10/11/11 at 12:55 PM, fevealed
some areas of the catrider handrails on Magnolia
Wing Hall had somme gharp areas, _
interview, on 10711711 at 3:20 PM, with the Plant
Operations Director regarding the sharp areas
along thé corridor handralls revealed he
acknowledged the sharp edges on the handralls
and stated the sharp edges could be a hazard to
- | residents, '
F-371.| 483.36()} FOOD PROCURE, F 371} The kitchen staff were in- serviced on
- §8=E | STORE/PREPARE/SERVE - SANITARY October 12, 2011 by the Foodservice  [11/15/11

Director (FSD) on the propet procedures
for hand washing, and the wearing of
gloves and hair nets,

To prevent a reoccurrence and ensure
ongoing compliance; the FSD,
Dieticians or dietary supervisors will
audit the Kitchen five (5) times per week
for six {6) weeks using an audit tool -
(Exhibit F} to ensure proper employee
sanitation practices.

Any further deficlencies noted will be
referred to the.facllity Quality-Assurance
comm|ttee for cotrective aotion,
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helr,

'} Observation of kitchen during the lunch méal,

cauliffower, alternate meat, mashed potatoes,

‘betwesn each task.

Continued From paga 8
kitchen wore halr covering that covered all of the

The findings Include:

1. Review af the facllity's policy "Hand Washing®
daled 01/01/01 revealed hand washing Is to be -
done after contact with sofled or gontaminated
ariloles, such as waste removal and atticles that
are conhtaminated with body fiulds; after removal
of glovea. ,

beginning at 11:00 AM on 10/11/11, revealsd two
{22’ staff members were putling eway supplies,

Ohe (1) staff member rubbed her nose with the
palm of her hand and proceeded into the walk-in
tofrigeratot/freezer without washing her hands.

Additional observations, on 10/11/11 at 11;10 AM,
of the Dletary Manager during the lunch meal
preparation revealed he checked the temperature
of the ribs, put the ribs into the oven and
proceeded lo take the temperature of the

melted cheese and puraed carrots without
changing his gloves and washing his hands.

Interview, on 10/11/11 at 1:03 PM, with the
Dietary Managet revealed glaves are changed

Observatlon, on 10/11/11 during the lunch meal
service, of Caok #3 revealed she removed plastio
from the steam table and proceeded to serve
food, The cook checksd the book for serving size
and put a new glove on her leit hand without
washing her hands, Cook #3 reset a timer,

F a7

FORM CMB-2667(0:2-99) Previous Varslons Obeolate Evant ID:JOPMN

Faoflly ID: 100627 ) it sontinuation sheet Page 9 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES -

PRINTED: 10/27/2011
FORM APPROVED

OMB NO. 0938-0391_

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185160

(¥2] MULTIPLE CONSTRUCTION *
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

__10/13/2011

NAME OF PROVIDER OR S8UPPUIEA
LEXINGTON COUNTRY PLACE

STHEéT ADDRESS, CITY, STATE, ZIP CODE
700 MASON HEADLEY ROAD
LEXINQTON, KY 40804

,ﬁ"“’ It
REFIX
TAQ

SUMMARY GTATEMENT OF DEFIQIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D : PRAOVIDEA'S PLAN OF CORRECTION sy

DEFIGIENCY)

- PREFIX {EACH CORRECTIVE ACTION S8HOULD BE - | COMPLETION
TAQ CHOSE-HEFEHENGED TO THE APPROFPRIATE DATE

F 371

The cook put on glovea obtalned the bread and

.. | Cook #4 proceeded to spray a pan and place

Continued From page 9
removed the giove from her right hand and
placed a new dglove onh the right hand, The cook

did not wash her hands when she changed .
gloves,

Interview, on 10/11/11 at 12:56 PM, with Cook #3
revealed she washed her hands a fof. The cook -
waa not.aware she should have washed her
hands when changing gloves.

Further chservation of the kltchen, duting the
luhch meal on 10/11/11, revealed Cookit4
preparing peanut butter and Jelly sandwiches,

peanut butter from the dry storage area and
began meaking sandwiches without shanging her
gloves. The cook obtained a can of jelly from the
dry storage area and continued to make
sandwiches. Cook #4 then took bread and
cheese to the stove to make & grilled checse
sandwich, The cook was weating the same pair
of gloves which was donned when she began to
make the peanut and butter sandwich, The cook
did net change her gloves and wash her hand
priot to moving to a new task.

Additional observation of Cock #4, on 10/11/11 at
11:55-AM, ravealed sha put ewey her sandwich
‘making supplles and washad her hands, She
‘obtained bacon from the walk-In reftigerator and
put on gioves. She asked a male dietary aide to
hand her a ¢an of hon-stick spray. The male
employes did hot have gloves on his hands.

strips of bacen onto the pan with her gloved hand
which had touch the can of non-stiok spray .
hendled by the male alde who was pulfing away
supplies. The coak did nhot change her gloves or

F a7t
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wash het hands after touching the can of spray.
Interview, on 10/11/11 at 12:50 PM, with Cook #4._
revealed gloves were to be changed each time
she switched foods and tasks. She stated the
male aide had glven her tha ¢an of non-stick
spray and she did not know If he was wearing

gloves and was puiting away stock.

Obsdrvation of Dletary Alde #2, on 10/11/11
beginning at 11:00 AM, revealed she was on the
serving line placing plates on the trays and
placing the trays Inlo carts. The alde was
abserved to leave the serving Ine, enter the
walk-In refrigerator to obtain a sandwich and
resumed placing items on trays. The aide did hot
change her gloves or wash her hands. The alde
dropped -a lid onto the floor and picked the lld up
with her gloved hands and placed the lid on top of
the plete warmer. The alde dld not changs het
glovea or wash her hands, Additlonal obaervatlon
revealed Alde #2 taok a bowl from a staff member
in the dining room and placad the bowl an the
sarving ling, next to the pureed foods, The aide
did not waeh her hands or change gloves.

Intervlew, on 10/11/11 at 12:52 PM, with Dietary
Alds #2 revealed she was to ¢change gloves and’
wash her hands when she changed tasks. She
stated sho should have changed her gloves when
going to the walk-In, after picking up the Ik and
after taking the bowl from the dining room. She
stated the bowl from the dining room was
contaminated and should have gene to the dish
room, not the sarving line.

-2, Observation of the kitchen araa, on 10/11/11
beginning at 11:00 AM, revealed the Dietary
Manager and threa {3) other distary staff's hair
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“The facillty must establish and maintaln an

. | sals, sanitary and comfortable environment and

{ The facllity hust establish.an Infection Control

Infection Control Program deslgned to provide a

to help prevent the development and transmission
of diseass and infection,

(a) Infection Control Program’ '

Pragram under which it -

(1) Investigates, controls, and prevents Infections
in the faciiity;

(2) Deoldes'what procedures, such as isolation,
should be applied to an Individual resident: and
(3) Maintalns a record of incidents and corractive
actlons refated to Infections.

(b} Prevanting Spread of Infsction

{1) When the Infection Control Program
determines that a resident needs Isolation to
prevent the spread of tnfeotion, the facility must

touched by staif with their bare hands.

DON on Qctober 13, 2011 on the proper
procedure for administering medications
and the prohibition against placing
medications in bare hands.

To ensure compliance, the DON or Unit
Coordinatars will perferm three (3)
medication pass audlts of LPN's and/ or
KMA's per week for six (6) weeks using
an audit tool {Exhibit G), ~

Nursing staff were in- serviced by the -
DON on October 12, 2011 oh other

infection ¢ontrol practices including the
requirement that resident’s food not be

The therapy department staff were.in-
serviced by the Rehabilitation Director
oh October 24, 2011 on the requirement
that resident's food not be touched by

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIEA/GLIA {X2) MULTIPLE CONBTRUCTION {X3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICGATION NUMBER: COMPLETED
& ABUILDING
B. WING
. 185160 N 10/13/2011
NAME OF PROVIDER OR SUPPLIER BTAEET ADDRESS, CITY, STATE, ZIP CODE
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LEXINGTON COUNTRY P -
) N COUNTRY PLACE LEXINGTON, KY 40604
(X4 D SUMMARY GTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFIQIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE AGTION SHOULD RE GOMPLETION
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F 371 { Continued From page 11 _ F 371
- | covering did not cover all the hair.
'''''' Interview, on 10711711 et 12:52 PM, with Dietary | ‘
Alde #2 revealed halr covering was to cover all
the halr line.
In an Interview, on 10/11/11 et 12:56 PM, with
Cook #3 revealed hair coverings were worn to
pravent hair from getting into food and should
cover the entire halirline,
Interview, an 10/11/11 at 1:03 PM, with the
Dietary Manager revealed halr covering was wom
to prevent hair faling Into food and spreading
microorganisms,
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
88=0 | SPREAD, LINENS Nursing staff were in- serviced by the 1171511
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SUMMARY 8TATEMENT OF DEFIDIENCIES

0

PROVIDER'S PLAN OF CORRECTION

| facility's polley and pracedures It was determined

Isolate the resident.

from diract contect with realdents or thelt food, I
dlrect contact wlll trangmit the disease,

(3) The facility must require staif to wash iheir
hands after each direat resident cortact for which
hand washing is indlcated by accspted
professional practice.

(cf Linens

Persorinel must handle, stors, process and. .
trensport inene so as to prevent the spread of
infection,

This REQUIREMENT Is not met as evidenced
by: _ .
Based on observation, Interview and review of

the faollity failed to maintaln effective infoction
control. Observations and Interviews revealed
two (2) ataff pushed medications from blister
packs Into thelr hands, contaminhating the
medication, Additional observation revested two
(2) staft State Registered Nursing assistant
{SRANA) #9 and the Speech Theraplst handled
resldents’ food with bare hands. In addition, en
indwelling catheter drainage bag was absarved
laying on the floor,

The findinga include; _
Reviaw of the facllity's"‘Speolﬁé Madication

Administration Prooedures” pollcy dated
02/01/10, revealed medications ware to be

{2) The facllity must prohiblt employess witha___{ .
‘|'eommunicable disease or infocted skin lesions

. Director of Nursing {DON) on October

committee for corrective action.

bl
PREFIX {EACH DEFICIENGY 8UST BE PRECERED BY FULL FREFIX (EACH CORREDTIVE AGTION SHOULD PE cour‘ulnon
TAQ REQULATORY OR LSC IDENTIFYING INFORMATION) - TAG . OROB8-REFERENCED TO THE APPROPRIATE DATE
. . . DEFICIENGY)
F 441 Continued From page 12 [ 441{ staff with tholr bare hands

DON or Unit Goordinators will monitor
dinlng rooms during a meal five (5)-
times par week for six (6) weeks using
an audit tool (Exhibit H) to ensure that
staff do not improperly touch food.

The catheter bag for resident #2 was
repositioned on October 12, 2011,
placed in a cover and secured to -
prevent it from fouching the floor. Other
residents were checked for the
presence of indwelling catheter bags
touching the floor but none were
identified.

Nursing staff were in-serviced by the

12, 2011, on the requirement that
catheter bags be covered with dignity
bags at all times and that they never
touch the floor.

To prevent a reoccurrence and enhsure
ongoing compliance, the DON or Unit
Coordinators will complete an audit
three (3) times per weak for six (6)
weeks using an audit tool {Exhibit C)

Any further deficlencies noted will ba
referred to the facility Quality Assurance
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F 441 | Contihued From page 13
1 poured Into souffle cups.

F 441

1. Observatlon, on 10/12/11 at 8:05 AM, revealad
Kentucky Madication Alde (KMA)#2 pushed &
medication into her bare hand, Observation, on
10/12/11 at 8:50 AM, revesled Licensad Practical
Nurge (LLPN) #1 pushed a meédication Into her
ungloved hand. Observation, on 10/12/11 at 9:47
AM, tevealed KMA #2 dropped several
medications from her ungloved hand into a
medication oup.

Interview; oh 10/12/11 at 10:00 AM, with LPN #1
reveated she had pushed a resldent's medication
into her bare hand. She stated that was wrong
and she should have pushed i out into a cup.

In interview, on 10/12/11 at 10:15 AM, with KMA
#2 she stafed she had medications in het hang
when observed giving meadications at 9:47 AM.
The KMA staled medications wera to hs pushed
out over & oup or gloved hand.

Interview, on 10/12/11 at 11:30 AM, with the
Direotor of Nursing (DON) revealed staff wase to
push madications from the bilster packs irto cups
and not thelt hands,

In an interview, on 10/12/11 at 1:11 PM, with LPN
#2 revealed medications were to be pushed out
of blister packs into a cup. She explained
touching medications was an infeation control
iasua.

Interview, on 10/12/1 at 1:11 PM, with KMA #1
revealed medlications should be put out Into cups,
to pravant contaminating the medication,

FORM CMB-2587(02-88) Provious Varelons Obsolele Evant ID: JOPM11 Faclitty 1D; 100627 If continuation sheet Page 140f 18
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1 packs Tnio clps, dus to nfection conttol.

| revealed the rationale for pushing medications

fook a sandwich out of a baggle with bare hands,

resident to gst & dtink from the water fountain

| Therapist (ST) was agslsting Rosident #2 with
eating. Further observation revealed the ST

interview, on 10H2/11 at 4:13 PM, with LPN #3
revealed medications were pushad_ out of bllster

interview, on 10/12/11 at 4:29 PM, with LPN #4

into cups was to prevent contamination of the
medicatlon. :

2. Observation durlng the evening meal servioe.
on 10/12/11 at 6:05 FM, revealed SRNA #0 was
feeding residents at the Rastorative Dining table
with bate hands. Observation revealed SRNA #9

out it with a knlfe and handed thie resldent half of
the sandwilch, handed another resident at the
Restorative table a sandwich with bare hands,
toughed her face and a resident's face then gave
that reskient a drink and asslsted another

before sanitizing hands.

Interview with SRNA #9, on 10/12/11 at 6:00 PM,
revealed sha should not have teuched realdent
food with hare hands.

Intarview with LPN #6, Restorative Alde Charge |
Nuree, on 10/13/11 at 2:35 PM, revoaled SANA
#3.should not have used her bare hands to feed
tegldents. LPN #86 furhter stated SRNA #9 should
have used Standard infection Control procedures
when assisting or feeding resldents.

3, Obsetvation, on 10/11/11 at 12:43 PM, In the
Unit Two (2) dining area, revealed the Speach

removed & grilled cheese sandwioh from
Resident #2's plate with her hare hands and

F-441
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F 468
88-E

[interview, on T0713/11 at 2:66 PM, inthe

‘(dated 1/07) on 10/12/11 at 4:45 PM, eanfirmed in

touch the floot."

Continued From page 16
began feading the resldent.

Conferance room, with the ST revesaled she
normally wore glove wheh feeding resldents.
Further Interview valldated she should have had a
glove or some bartiar an her hands prior to
touching the sandwioh.

4. Review of the facliity's policy on Urinary
Catheter and Drainage Bag Care {dated 10/1/09)
revealed "Do not aliow the catheter bag holder,

F 441

tubing.or splogot to touch.the.floor. Eurtherreview | ] o

of polioy oh Care of Patient with Foley Catheters

3.0 Procadurs, first bulleted item states, "Bags
are hung on the frames of beds, sides of
wheslchairs, and stretchets, so that they do not

Observation, on 10/12/11 af 9:00 AM, revealed
Resident #2's utinary dralnage bag was lying on
the floor and was not in a privacy/dignlty bag,

Interview, on 10/12/11 at.3:20 PM, with License
Practica! Nurse (LPN) #2, on-Unit Two (2),
revealed Resident #2's calheter bag should not
have been directly on the fioor.

Interview, on 10/12/11-at 3:25 PM, with the
Diractor of Nurging (DON), revealed per polioy
catheter bags wers to be kept off the floor,
483.70(h)(3) CORRIDORS HAVE FIRMLY
SECURED HANDRAILS

The facllity must equlp corridors with flrmly
seoured handralls on each side,

F 468

The end segments of the handralls:
located in Anna's Place, the handrails
along the glass corridors leading into
Greenbriar Crossing, and the haridrail
outside of Room 204 were all tightened

11/16/11
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This REQUIREMENT s not met as evidenced |
g e R AR S

Based on obsetvation and Interview it was
determined the facllity falled to provide firmly
seoured handralls In the cotridores. The
hendralls along various corridors of the faclilty
were not firmly segured 1o the wall and one
corridor dld not have handralls avaliable,

The findings Ihclude;

Chservation, on 10/11/11 at 12:15 PM, of the
handrails an both sides of the giass corddor golng
from the dining area to Anna's Wing revealed
they were not firmly secured to the wall on both
end segmants of aach handrall,

Observatlon, on 10/11/11 at 12:40 PM, of the
handralls along the glass side of the corridor
going from the dining area to the Greenbrier

. Crossing Wing revealed the handrall was not

firmly secured to the wall at the both end
segménts of the handred,

Observation, on 1041/11 at 12:50 PM, of the
hendralls on both sides of the glass corridor going
from the dining area to the Magnolla Wing
revealed they had no handralls along the gldss
cerridor, Further observation revealed thate were
holes along the corridor's struoture Indicating
whersg a handrall had baen secured.

Observation, on 10/11/11 at 12:65 PM, of the
hallway handrall outside of room 204 revealed It
was not firmly secured to the wall,

Imerview, on 10/11/11 at :20 PM, with the Plant

2011 and are firmly secured to the wall.

“'the glass corridor leading into Magnofia
Court by maintenance staff on October
12, 2011.

To prevent a reoccurrence, the
Malntenance Director or maintenance
staff will compiete an audit three {3)

_ times per woek for six (6) weeks using
an audit tool (Exhibit f).

Any further deficiencies noted will be
referred to the facility Quality Assurance
committee for corrective action.

. Handrails were Installed on both sides of |
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F 488 | Continuad From page 17 F 468

Operations Director confirmed the loose handrails
In the observed areas. He acknowledged that the
[ laoee handrails oolild possIbly give wayifa
tesident [eanad against them. He also stated
they should have & handrails oh the corridor
beltwean the Dining Room and the Magnolla
Wing
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K 000 | INITIALCOMMENTS K 000

CFR: 42 CFR 483.70(a)
Buliding: 01
Plan Approval; 1980

The following constifutes Lexington
Country Place’s plan of correcticon for

Survey under: NFPA 101 (2000 adiition) the deficlencles cited and will serve as

Faoliity type: SNF/NF . the facllity's credible allegation that

Tyne of étructure; substantial compliance will be achleved -
| 8moke Compariment; Seven (7) by November 15, 2011.

Fire Alarm; Complate fire alarm with amoke E

detectors In resident rooms and at smoke The submission of this plan of correction

barrlers. is not an admission orr the part of the

Sprinkler System: Complete sprinkler aystem facility that a deficiency exists or that the

Ganerator: 300KW diesel installed In 1986 : facility necessarily-agrees with-the

A standard Life Safely Code survey was acouracy of the surveyor's findings.

conducted on 10/12/2011. Lexington Country Rather, it is being submitted as required

Place was found nof te be In compliance with the : -+ by law.

réquirements for particlpation In Madlcare and " J—_

Medicaid. The census the day of the survey wes |. B CE I e

eighty nine (89). The facility is licensed for one : : :
hundred sleven {111). : : NOY -3 201
The findings that follow demonstrate

honcompliance with Tille 42, Code of Federal '

Regulations, 483,70(a) et seq, (life Satety from ‘. BY:
Fire) with the highest soope and severity (S/8) of
an IIFII' . '
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K ozp| The condult and ductwork penetrations .|, 1 4
88=E| found in the Station 1 smoke
Smoke barriers are constructed to provide at compartment, the smoke barrier next to
ieast a one half hour fire resistance rating In Roorn 218, and smoke barrier for
gaccardance with 8.3, Smoke barrlers may. Station 2 were filled using an approved
terminate at an atrium wall, Windows are fire rated patching compound on
protected by fire-ratéd glazing or by wired glase October 31, 2011,
panels and steel frames. Aminimum of fwo o
$eparate compartments are provided on each Other above- ceiling smoke barrier walls
fioor, Dampets are not required In duot were inspected by the maintenance staff
penetrations of smoke barrlers in fully ducted on October 12, 2011 for the presence of
heating, ventilating, and alr conditioning systems, holes! penetrations, but nona were
19.3.7.3, 19.3.7.5, 12,1.8.3, 18.1.6.4 Jdentified. .
LARQ ¥ DIFBQTOR'S OR PROVIDEA/SUPFLIER AEPRESENTATIVE'S SIGNATURE TITLE {X0) DATE

A e — — f f
| YL——~— . Al i1 308AmR iz/i]
Any deffolérioy statement anding with-gh asterisk (*} danotes a deflclency which the Inatiiutlon may bs excusad from corrsoling provkiing It le det%rml sd that
othor safeguards provide suffislant pidtection to the patlants. (Ses Inatruations,) Exedpt for nursing homes, the findinge etated above are diaslosable 80 days
tollowing the date of gurvay.whether or nol & plan of correolion ls previded, For nursing hemes, the above lingdings and plans of eorieollon are disclosable 14
days following the dale theae dooumants are made avallable to the faility, If defislenclee are oltad, an approved plan of aorreation ls ragulslte to continued
program. patiicipation. ' :
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K 025 | Continued From page 1 ’ K 025

To prevent a reoccurrence, the
Maintenance Director or designeg will
Inspect stnoke barrler walls monthly for

This STANDARD Is hot met as svidenoed by. : 8 months using an audit tool (Exhibit J)
Based on observatlon and Interview, it wes .and make repairs as necessary.
determined the faclilty tafled to ensure snioke Any further deficiencles noted will be
barriéra were malntained according to Natlonal referred to the facility Quality Assurance
Fire Pratection-Assoclation (NFFA) standards. ' committee for corrective action.

The deflclancy had the potential to affect:-two (2)
of saven (7) smoke compartments, seventy four
(74) rasldents, staff and rasldents

{ The findings mclude

Observation on 104 2/2011 at :21 AM, revealad
the smoke compartment for Station One (1) hag
three (3) penetrations from oondult and one (1)
from duct work, Furthet ohservation revealed
three (3) henatrations from condult In the smoke
bartler next to room 218, Penefratlons were as
ohserved In the smoke barrler for Station two (2)
by two (2) pleces of conduit. The observation
was coiifitmed with the Maintenance Director.

Interview on 10/12/2011 at 8,21 AM, with the
Malntenance Directof, revealed the faclllty checks
smoke barriers approximateiy ever thrée (3)
months and he was unaware the smoke bartiers
wars paheirated,

Refarance: NFRA 101 (2000 edition)

8.2.4.4.1 Pipes, conduits, bus duots, oables,
wires, alr ducts, .

pneumatic tubes and dusts, and simijar building
ssrvios aguipment

that pass through smoke partltlons shall be
proteoted as

FORM GMS 25B7(02-0%) vahus Vers!ons Obaolsle Evant I): JOPM21 . Faolity 1D 100827 If oontinyation ﬁheel Page 2 of ?
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K 025

K 062
85=F |

| b It shall be proteoctad by an approved device that

-{he transfer of stnoke.
* | designed for the specific purpose.

-| eny vibration Isolation shall mest one of the

Continued From page 2

folfows:

(1) The space between the penetratlng ltem and
the smoke.

partition shall meet one of the foliowing
conditions:

g, It shall be filled with a materlal that Is capabie
of limiling

the transfer of amoke,

I
dealgned for the speciflc purposs.
(2) Where the psnetrating itam uses a slesve to

penalratethe -
smoke partition, the sleeve shall he soffdiy setn
the

smoke partition, and the space hetween the Jtem
ahd the

gleave shall meet one of the fallowing conditions:
a, It shall be filled with e materia| that is capable
af limiting

b. it shel! be protected by an approved device that
5]

(3) Where dealgns take transmisalon of vibratlons
Into conasldsration,

tollowing condlitions:

a: It shall be made on slther alde of the smoke
partitions,

b. it shall be made by an approved device that Is
designed for the spsclfic puipose.

NFPA 101 LIFE BAFETY. CODE STANDARD

Required automatic sprinkler systems are
continuously maintalned In reliable operating
oondition and-are Inapected and tested

pariodlcally 18.7.6, 48,12, NFPA 13, NFPA 25,

K028

K062}
New sprinkler heads have been ordered

to replace the corroded sprinkler heads

located under the front entrance canopy
and are scheduled to be installed on or

before November 15, 2011.

11/16/11
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-according to Natfonal Fire Protection Association

'O'bservation, on 10/12/2011 at 1:21 PM, révaaled

Malntehanoe Dlreotor, revealed he was unaware

(NFPA) standards. The deficlenoy had the
potentlal to alfect iwo (2} smoke compartments,

thirty two (82) residents, stafl and visitors.

The findings Include:

goven (7)-of eight (8) sprinklers head iocated at
the iront canopy was corroded, Sprinkler heads
must remain free of correslon to enaure the
sprinkler heads activated durjng a fire. The
observation wes canfirmed with the Maintenanee
Director. -

Interview on 1012/2011 at 1:21 PM, with the
Maintenance Director, revealed he was unaware
that the sprinkler heads were cotroded,

Obsarvation an 10/12/2011 at 9:34 AM, revealed
sprinkler plping locatad In the attio (hear room
219) was belng used to eupport duct work,
Further observation revealed sprinkler piping In
the attlo above Slation Three and the Station
Three conneolor was being used to support
various cables and wires, The ohsarvation was
conflrmed with the Maintanance Director,

interview on 10/12/2011 at 9:34 AM, with the

The wires being supported by the
sprinkler piping located In the attic near
Room 218 and the attic located above
-1-Station -3 and the -Station 3 connector -
have been sacured with-wire hangers
end suspended above the plplng.

Other attic areas were inspected by the
maintenance staif on October 13, 2011
for the presence of wiring being .
supported by sprinkler piping and those
found have been suspended above the
pipes using wire hangers.

To prevent a repccurrence, the
Maintenance Director or designee will
inspect attlc areas monthly for 8 months
using an audit'tool (Exhibit L} and make
. repairs as neceasary.

Any further deficiencies noted will be
referred to the facility Quallty Assurance
committee for cofrective action.

gfrg_r&tﬁg Eggggg}%ﬂﬁs e ;EE%E;EWBU?JP#%W%EA {X2) MULTIPLE CONSTRLUGTION - |{48) DATE BURVEY
( [ ATION NUMBER; : t Lo LE
) : A BUILDING  p1 - MAIN BUILDING 01 COMPLETED
' B. WING
‘ , 168160 _ . 10/12/2011
NAME OF FROVIDER OR SUPPLIER: STREET ADDREGS, OITY, STATE, ZIF CODE
. 700 MASON HEADL EY ROAR
LEXINGTON COUNTRY PLACE i
. N LEXINGTON, KY 40504
(X4} ID BUMMARY STATEMENT OF DEFICIENOIES - D PROVIDER'S PLAN OF CORAREOTION {35}
PREFIX {EACH DEFIOIENOY MUBT BE PREQEDED BY FULL PREFIX {EACH CORRECQTIVE ACTION BHOULD BE COMPLETION
TAG AEGULATORY OR LG IDENTIFYING INFORMATION) /Y OROES-REFERENCED TO THE APPROPRIATE DATE
) DERICIENGY)

K 062 | Continusd From page 3 K 062 | Other sprinkler heads weré inspected by -

2.7.5 the maintenance staff on October 12,

2011 but none were identlfied.
- To prevent a reoccurrence, the
This STANDARD s not met as evidencad hy: Maintenance Director or designee will
Based on observation and Interview, it was Inspect outdoor sprinkler heads monthly
detarmined the facllity fallad to ensure the for 8 months using an audit ton! {Exhibit
sprinkler syatem ocomponents were maintained Ky and replace them as necessary.
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K 062

Continued From page 4

the sprinkler piping was being used to support the
wlres and oables,

Reference:, NFPA 25 (1098 edition)

2-2.1 Sprinkiers,
2-2,1.1* Sprinklers shall be tnspeoted from the
floor level
annhually. Sprinklers shell be free of corroslon
forelgn matetials,
paint, ahd physical damage and shall be instalied
in the
proper orientation (s.q., uprlght pendant of
sidewall), Any .. .
sptnkler shall be replaced that Is paintad
ocorreded, damaged,
loaded, or in the improper orlentation,
Exceptlon No, 1:* Sprinklers Installed in
ooncealed spaces such as
above suspenasd oellihge shali not require
inspaction,
Exaeption No, 2: Sprinklers Installed in areas that
are Indooesslble
for safety considerations due to process
operations shall be inspeated
during each scheduled shutdown. .
2-2.2* Pipe and Flttings. Sprinider pipe and
fittihgs shall be
Inspectad annually from the floor level, F'Ipe and
fittings shall
be. In good condition and free of mechanleal
damerge leakage,
corrosion, and misalignment. Sprlnkler piping
shall not be
sublected to external loads by matetials elther

“testing on the

plpe or hung from the pipe. : ,
Exceptlon No. 1:* Pipe and fitlings installed in
conoaaled spaces

K 062
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such.as above suspended cellings shall not
raqulre Inspection,

Exceptien No. 2: Pipe installed in areas that are
inacceasibla for aafety -

conslderations due to process operatlons shall ba
Inspected during

each schedulad shutdown, _ | 1111504
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072} The exit corridor leading from the
88=n -basement area will be cleared of the
Means of egress ars continuously malntained free beds, malttresses, wheelchairs and other
use In the case of fire of other emergency. No in order to be free of abstructions. This
| exlts, access ta, agress from, or visibility of exits.

type of storage, including temporary
storage. Other exit corridors were
inspected by the maintenance staff for
the presence of stored Items but none
" ware identifled.

7.1.10

This STANDARD ia not met as evidenced by:
Based on obsarvation and interview It was
determined the facllity failad to ensure exite were
malntained free and olear of obstruclions

To prevent a reoccurrence, the .
Maintenance Director or designee will
inspect exit corridors weekly for 6

according to Natlonal Fire Protection Assoslation months using an audit tool (Exhibit M)

(NFPA) standards. The deflclency had the and remave any items found as ‘

potential to affect one (1) smoke compartment, necessary.

ane hundred and eleven (111) resldenta, staff and : .

visltors. Any further deficlencies noted will be
" referred fo the facility Quallity Assurance

The findings include: commlttee for corrective action,

Obeervation on 10/12/2011 at 11:12 AM, reveled’
an exlt corrldor leading from the basement area
was beihg used to store varfous items (bed,
mattresaes, wheelchalrs). Corridors must be kept
free and clear of obstruclion for thelr Instant uge,
The basement area contained the beauty shops |
and physlcal therapy. Ali residents had
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K072

‘wag gonfirmed with the Maintenance Director. .

Contlnuad From pagle 6
oustomary access to the area, The cbeervation

Interview on 10/12/2011 at-11:12 AM, with the
Maintenance Director, revesled the area was
used to store the ltems befora balng transterred
io another storage area. Further inferview :
revealed the ltems may stay In the cotridor for up
to thrae (3) deya before being moved to storage.

Reforence: NFPA 101 (2000 editlon)

7.1.10,1* Means of egress shall be contlnuously
maintained

frae of all obstructions or Impediments to full
Instant use in

the case of tire ot other emergency

K O72
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