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A Recettification Survey, and an Abbreviated
Survey was conducted on 11/08/10 - 11/1010. A
Life Safely Code Survey was condugted on
11/08/10. Deficionsies were cited with the highest
Soopse and Severity of an "F°. ARO .
#IKY 00015465, ARC #KYQ0015467 and AR
KY00015582 were unsubstantiated, .
F 282 483.20(1)(3)(ll) SERVICES BY QUALIFIED F 282
as=D | PERSONS/PER CARE PLAN '

F 282

The services provided or arranged by the facilt . ' . .
must l?)e proviged byquaﬂ?igg pgersnrzg n y Immediate Corrective Action For Residents
accordance with each resident's written plan of Found To Be Affected
cBte, . .

¢ Resident #3's abduction wedge pillow] and

_ heel boots were put into place on Novetlber -

This REQUIREMENT Is not met as evidenced 10, 2010 as cate planned and staff werg re-
by. ) . _educated, by the DON and Weekend Nurse
 Based on observation, Interview and recard Supervisor beginning November 10, 2010
reviow [t was determined the facllity falled o through Noveraber 14, 2010, on Lthis

provide care by qualified parzons in accordance
with each resident's Plan of Care for two (2) of
twenty six (26) residents {Resldent #3 and
Resident #11). Resldant #3 was o have an
abduction pillow between histher jegs when in the

resident’s need for the use of the abdugtion
wedge pillow when ip bed and need foy use -
of heel boots when out of bed. Resident
was assessed t0 ensure no negative outqome

bod and hee! boots on when out of bed - “relative to this deficient practice.
:?]gsaebrtvﬂézgi gﬁlgx{\:?;;%g? ﬁ': 1;;2?&2;%?‘9(1 o Resi[:lent #11 ‘§ abduction wedge pillow| was
resident was in the bed.. Observations on put into place on November 10, 2010 as
11/09/10 and 11/10/10 revealed the heel boots _ care planned and staff were re-educa;ed,. by
wera not on when the resident was out of the bed. the DON and -Weekend Nurse Superyisor
Resident #11 was to have an abduction pillow at ) beginning November 10, 2010 thrpugh
ali times except when Activities of Daily Living ' November 14, 2010, on this resident’s need
(ADLs) were being petiormed. Obssrvations _ . for the use of the abduction wedge pillgw at
during the course of the Survey revealed the all times except when ADL care is Yeing
abduction plilow was not In use for Resldent #11, - provided. (NOTE: There was no ordgr or
. ' care plan intervention for heel boots foy this
The findings include: resident at the time of survey). Resjdent

LABOR,

b

RS OR Pnovmﬁn/suppjt_aj‘saemasﬁmmva's SIGNATURE . TITLE - ANENTRED 6) DRTE
z’éa.r /%m,w/ S TR &l /o
eflcisncy/Statefnent endlnﬁ with an asterisk {*} denotes a deficlenscy which the Institution may be exousatt from corregting providing It is determined that
other safeguatds provide suffislent protection to the patishts, (Ses instructlons.) Excapt for nursing homes, the findings stated above are disclogable 60 days
following the date f survey whether or not & plan of correotlon is provided. For nursing hornes, the above findings and plans of correction ara disclosable 14

days following the date these dacuments are made avallable to the facility. If deficlencles are clied, an approved plan of correotion Is requishe to oonfinued
program panticipation. . R R S
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

- . PRINTED: 11/30/201C

"1, Record review revealed Fleéldent #11 was
1 admiited to the faciiity on ¢4/18/09 with diagnoses

" 2010, revealed the abduction pllow was an

which included Osteoporosis, Alzhelmer's,
Rheumatold Arthritis and Status Post Left Hip
Fracture,

Observation of Resident #11 on 11/08/10 at 9:40
AM, 10:30 AM, 11:18 AM, 12:15 PM, and 12:50

PM revealed there was not an abduction pilfow or |

heel boots in use. Observation on 11/09/10 at
8:12 AM, 9:30 AM and 10:45 AM revealed there
was not an abduction plilow or hesl boots In use
when Resident #11 was in bed or up in the Gerl
Chair, .

Review of the Physlclans Orders for October
2010 and November 2010 reveated an order for -
the abduction plilow to be used at ali times
except when personal care was belng performed
to decrease the risk for skin breakdown and as &
fractured hip precaution.

Roview of the Interdisciplinary Plan of Care dated
06/11/10, revealed an intervention for the |
aliduction pillow at all times except when ADLs
ware performed to decrease skin hreakdown and
for fractured hin precautions. Further review of
the Resident Dally Care Plan dated November

lntawentlon on thet Care Plan,
Interview with CNA #6 on 1110110 at 5:15 PM,

revealed she looks at the Nurse Alde Care Plan
and gets repart from the Charge Nursa, CNA #6

further stated she wil look at the CINA Care Plan |
.|.Book at the Nurse's Statlon if goes fo another unit

to work to familiarize self with th_e residents.

Id

+

M

+

‘Potential to be Affected

Be a Recurrence
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F 282 Continued From page 1 . F Hgaa was assessed to ensure no negative out¢ome

relative o this deficient practice,

entification -of Other Residents With [The

An audit of all residents was completeld on
December 8, 2010 by the DON | and
designated  licensed  staff ' members
reviewing care planned interventions to
ensure  100% compliance. - This audit
_included ensuring that all positidning
devices were in place as indicated.

Inservicing is being provided by| the
DON/licensed designee from Decembgr 9-
11, 2010 for the nursing staff regarding the
importance of following care plahned
interventions at all times including ensyring
specific positioning devices are in 'plaée as
indicated. ‘ '

easures Taken To Assure There Will|Not

DONHicensed designee will inservic on
December 9-11 of the responsibility of the
licensed staff to monitor care that is Geing
provided to the residents by the SRIA’s
under their supervision.

Beginning December 13", ficensed [staff
will be responsible for completing rofinds
with documented. findings each shift to
" ensure-care planned interventions inclhuding .
positioning devices are in place. |Any
findings of non-compliance will} be
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1 Observation of Resident #3 on 11/08/10 bhetween

-the bed. Continued chservation of Resident #3
| on 14/08/10 betwesn the howrs of 1:20 PM to 2:15

-1 Residant Daily Care Plan-dated November 2010

Interview with Licensed Practical Nurss (LPN) #2
on 11/10710 at 3;15 PM reveaied the CNAs sign
the back of the Care Plan to indicate they were
aware of the needs of the resident.

Review of the slgnature space on the baock of
Resident #11 CNA care plan revealed that CNA
#6 was Resident #11's usual care glver an the
3-11 shift.

2. Aecord review revesled Resident #3 was
admitted to the facility on 07/31/09 with diagnoses
which included Hip Fracture, Mild Dementia, and -
Preseurs Ulcer on the Cocoyx,

the hours of £:50 AM to 12:65 PM, and an
11/08/10 at 8:30 AW revesled there weas not ah
abduction piltow in usé when Resident #3 was in

PM and on 11/10/10 at 11:45 AM to $:15 PM
revealed the resident had gripper socks on with
no hesl Jift boots in use,

Review of the Physiclan's Orders for November
2010 revealed the order for the abduction wedge

when In bed and bilateral heel boots on while up
ln cha!r

Review of the Interdisciplinary Plan of Cara dated
QB/0710, revealed an intervention for the
abduciion wedge while In bed, and bilateral hesl
boots when In the ohalr. Further review of the

and the Certifled Nurse Aide {CNA) Care Plan,
revealed the abduclion wedge and the bilateral
heal boots were Interveritions on that Care Plan.

the licensed nurse. The SRNA responkible

for the' non-compliance will receiv

education and/or disciplinary action by the

DON or designated licensed staff me

as deemed appropriate . by fa
Administration.
+ Begimning Decomber . 20th,

DON/licensed  designee . will  com
weekly audits for 4 weeks on a

resident selection to. ensure care plahned

interventions are being followed incly

will require -direct observation of
delivering care over all 3 shifts.

care.planned positioning devices. This tudit

Monitoring Changes To Assure Contin
Comphance

submitied to the Quality Assu
- Committee for review and revision unt

Quality  Assurance  committes

determined 100% compHance is achicvs

‘¢ DON/licensed designee audit results w‘}l be

4+ Any area of non- compliance will red
re-education by the DON/licensed desig
increased monitoring, and revision to
plan as deemed appropriate by the Qu
Asswance committee -to ensure |
compliance.
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Conﬂnued From page 3

interview with CNA #7 on 11/0910 at 3:15 PM,
revealed she looked at the Nurse Alde Care Plan

and got report from the Charge Nurse before she |.

goss on the floor. CNA #7 further stated she did
not hotice the wedge or hee! boots on the care
plan, but these lterns were in the resident's room.

Interview, on 1170810 ai-3:05 PM, with the
Director of Nursing revealad the CNAs sign the
back of thelr Care Plan to indicaie they wera
aware of the needs of the resident.

Review of the signature space on the back of

‘Resident #3's CNA care plan revealed CNA 47

was Resident #3's usual care glver on 7-3 shift.
483.35(1) FOOD PROCURE, |
STORE/PREPARE/SERVE - SANITARY

The facillly must -

{1) Procure food from sources approved or
considered satistactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food

| under sanitary condiflons

This REQUIREMENT is not met as evtdanced
by:

Based on observation and Interview Il was
determined the facility falled o prepare and serve
food under sanitary conditions, Cbservation,
during the Initial tour on 11/08/10, revealed the .
meat slicer was stored with particles of meat and-
grease on the blade and press. Observation of
ihe svening meal.fray line on. 11/09/10 revealed
lhe cook to change floves sevaral timas without

Fogel

F a7

" Identification of Other Residents With T e

F371

Immediate Corrective Action For Resi?ents .

Found To Be Affecied

No specific resident(s) identified. However, no
resident was identified in Infection -Cagnirel
Tracking and Trending report that wouldihave
been affected by this practice.  Houlever, -
zmmedrme!i clecmed

house staff on Navember 09 relative to proper
hand _washing. _us foves _an ‘oper
cleaning and storage o eqmgme

Potential to be Affected

¢  Dietary Manager performed o sanifalion
inspection _on November 09 fo assulle no-
additional ssues were identified ~ lnone
were poted,

FORM OMS-2667{02-85) Previous Vorsions Obsolsle
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/30/2010

. | revealed she was in & rush and forgot to use the

tongs. She stated she knew better, -

4. At 4:65 PM, during the tray [Ine down time
belween units, Distary Alde #7 was observed o
he stending at the end of the iray line with her
albow festing in the plate covers,

Monitoring Changes To Assure Coutuluing
Compliance

. ! . FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . : OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1y PROVIDER/SUPPLIER/CLIA 162) MULTIPLE GONSTRUGTION {X8) DATE SURVEY
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. : : A BUILDING : .
185248 B WiNg 11/10/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE ’
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(X4 ID T SUMMARY STATEMENT OF DEFIGENGIES D FROVIDER'S PLAN OF CORREGTION: L
PREFI (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 371 Continuet] From page 4 - . Fa7i| ¢ A review of the facilities Infsaction Cantrol
) washing her hands betwsen changes, and the Program’s tracking and trending report was
assistant cook transferred the garlic toast from dlso completed by the . DON/licgnsed
the pan to'the tray line with her hands. designee on December 10 to identify any
o : resident which may- have been affgcted.
1 The findings include: There were no residents identified.
1. Observation during initlal tour on 11/08/10 at Measures Taken To Assure There Will Npt
6:45 AM, revealed the meat slicer was stored with be a Recurrence
| particles of meat and grease on the meat press
and the blade. . + Distary Manager rmser\uce!::l all dletary staff
. ‘ on November 9" and 10" relative to{food
fnterview with the Dietary Manager on 11/08/10 at procurement, Sioring, preparation | and
6:15 PM, revealed the meat slicer was stored . " und it dltions
dirty end she heid cleaned It after the AM serving cunder sanfary ~oonal.on
o ¥ " specifically as it relates fo hand waghing
9 servation. and glove change and cross contaminatjon.
. line VRT
.311%3?;65:’ :?3?5?3&? :)vggggP?ﬁ??éygzled ﬁgl ¢ On November 10" glove distribution| sites
cook to change gloves without washing her hands “were limited to over the sink so s to
betwsen the glove changes at least four (4) times. require employees to be at the sink for
- . washing during glove changes.
During an interview with Cook #6 on 11/08/10 at ‘ {
6:30 PM, she stated "l just wasn't thinking, my + Daily monitoring for proper procedule of
hends wearen't dirty, | know fo wash my hands -glove use, hand ~ washing, [pross
anytime | remove gloves." contamination and equipment storage| was
. added to the weekly cleaning/ monitpring
3. Assistant Cook #8 was observed on 11/08/10 - gchedule on November 15, 2010,
.| at 5:40 PM, to transfer gatlic toast from the pan it S
was heated on to the tray line wilh her ungloved + DONlicensed designee will iriservick on
hand. . December 9-11 of the responsibility df the
+ | interview with Cook #8 on 11/08/10 at 6:35 PM, nursing staff relative to food serving ynder

sanitary conditions specifically as it r¢lates
to hand washing and glove change] and .
. cross contamination.

FCOPRM CM5-2687{02-89) Pravicus Varslons Cbsolels

Evenl DIWVET14

Faoliity 1D: 100544
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| NAME OF PROVIDER OR SUPPLIER

SAYRE CHRISTIAN VILLAGE NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP GODE
3840 CAMELOT DRIVE

LEXINGTON, KY 48817

BUMMARY STATEMENT OF DEFICIENCIES

() ID . D PROVIDER'S FLAN OF CORREGTION (9
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PHEFIX {EACH CORREGTIVE ACTION BHOULD BE COMPLETEIN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
~ DEFICIENGY}
F 371 | Continued From page & Fazi| ¢ Dietary  Manager will _monitor Haily
. sanitation __schedule _for . _complignee
During Interview with Distary Aide #7 on 11/09/10 beginning November 15,2010,
at 4:55 PM, she stated she had oross .
dontaminated the plate covers and she was going + Monitoring for proper procedure of glove
to put-the.cover in the dish room. use and hand waghing was added tq the
B ' . Monthly Dietary Quality Assurance: Report
interview with the Dietary Menager on 11/09/10 at {cross contamination end equipment stgrage
.| 6:18 PM, revealed the staff were to wash their are already incorporated in the existing
hantis anylime they removed gloves or if thelr report) beginning November 15, 2010,
hands were dirty. S .
F 4411 483.65 INFECTION CONTROL, PREVENT F 441 + Dietary Manager shait i)rovide results of
88=0 | SPREAD, LINENS

The facllity must establish end maintain an
Infection Control Program dasigned 1o provide a
gafe, saniiary and comforiable enviranment and
to help prevent the development and transmission
of disease and infectlon,

{a) infectior Control Program

The facllity must establish an infection Control
Program under which it ~

(1) Investigates, confrols, and prevents infections
| in the fagility;

(2) Decides what procedures, such as isolation,
should be applied 1o an Individual resident; and
{3) Maintains a reqord of inoidents and cotrective,
actlons related 1o infections.

{b) Preventing Spread of Infectlon

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2} The faclity must prohibit smployees with a
communicable diseass or infectad skin lesions
from dlrect contact with residents or their food, if
diraet contact will transmit the disesse.

(3) The feollity must require staff to wash their

monthly Qualiy Assurance monitoring to
the QA Committee at least quarterly|x 2.
QA Committee shall determine cessation or
continuation based on compliance achigved.

Date of Completion: 12-13-10

Fd4}

Immediate Corrective Action For. Resi ehts
Found To Be Affected

No specific resident(s) identified. However,

¢+ LPN # found to not wash_ her Hands
between glove changes durihg wound| care
was re-educated by the DON on November
10, 2010 which reviewed standard nujsing
practice and the facility’s policy of washing
hands after each change of gloves during
wound care.

+ Re-education was provided to SRNA #8 to
review standard infection control prqctice
and the facility policy to bag dirty linen as it
is acquired for appropriate removal |from

FORM GM$-2567(02-86) Pravious Varslons Obadiste

Event {D:WVBT14
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(69 1D BUMMARY STATEMENT OF DEFICIENCIES . FROVIDEA'S PLAN OF CORREGTION 15)
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" F 441 Continued From page 6 F 441 resxdent care area. This re-sducation)was

hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and

transport linehs so as to pfevent the spread of

| infaction.

This REQUIREMENT I8 not met as evidenced
by:

Based on observation and interview It was
determined the faollity falled 1o maintain an
infection conirol program designed to provide a
safe and sanitary environment and to help
prevent the development and transmission of
disease and infection, Dhservation on Unit i
révealed State Reglstared Nurse Aldes {SRNA)
putting soiled linens on the floor in resident
rooms; leaving the lce scoop In the ice while
passing loe. The wound care nurse did not wash
her hands betwaen glove changas durmg wound
oare,

The findings inc|ude‘

1. Observation of wound oare on 11/09/10 at 9; 30
AM,-revealed the Licensed Practical Nurse (LPN)
1o ohan'ge her gloves three (3) times during the
wound care but did not wash her hands with any
of the glove changes.

Interview with LPN #2 on 11/10/10 at 9:20 AM,
revealed she had not washed her hands when
she had changed gloves. She further statet not
washing her hands gould cause an Infection In the

presented by the DON November 10, 2010. '

¢ ° Re-education was also provided to SRNA
#9 that reviewed standard infection copirol
practlce and facility policy to place the ice
scoop in the tray provided on the side of the ;
ico cart at all times when not in use. [This
re-eduication was presented by the DON on
November 10, 2010. .

Identification of Other Residents With TlTe
Potential to be Affected

+ A review of the facilities Infection Control
Program’s tracking and trending report| was
completed by the DON/licensed designes
on December 10th to identify any further
breach of standard infection coptrol
practice.  -There were no residpnt’s
identified from this audit.

¢ Re-education was prowded to the nussing
staff 1) to bag dirty linen as it is acqyired
for appropriate removal from resident jcare
area and 2) to place the ice scoop in thejtray
provided on the side of the ice cart 4t all
times when not in use. This re-education
was presented by the DON and Weekend
Nurse Supervisor from November 1¢-14,
2010,

Measures Taken To Assure There Will Not
be a Recurrence .

4 Re-education was provided to the nursing
staff to review standard infection coptrol
practice and the facility policy by the

FORM OMS-2567(02-98) Pravicus Varsions Obsolete
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (2] MULTIPLE CONSTRUCTION {X3) DATE SURVEY )
'} AND PLAN QF CORRECTION IDENTFIF{CATION NUMBER: COMPLETED
: A, BU!L‘mNG .
185248 B WiNG 11/10/2010

NAME OF PROVIDER OR SUPPLIER
SAYRE CHRISTIAN VILLAGE NURSING HOME

STREET ARDRESS, CITY, BTATE, ZIP CODE
3840 CAMELOT DRIVE '

LEXINGTON, KY 40517

X4 I

SUMMARY BTATEMENT OF DEFIOIENCIES

D

wound,

2, Observation of resident care on 1110/10 at
2145 AM, revealed the SRNA fo put the soiled
linens on the ﬂoor as she dld. the AM care.

interview with SRNA #Bon 11/10/10 a1 9:45 AM
revealed ghe knew not to put soilsd-iinens on the
floor as il could spread infection.

Observafion on Unlt It on 11/10/10 at 10:17 AM,
revaated while & SANA was passing les she had
{oft the Ice scdop inthe ioe.

Interview with SRINA 40 on 11/10/10 at 10:17 AM
revealed she should have placed the lce scoop in
the tray provided on the side of the cart.

Interview with the LPN, Unit Manager for Unit Il
on 11/10/10 at 8:00 PM, revealed the LPN should
have washed het hands after each glove change.
Further interview revealed the SRNA should have
bagged the linen and placed the ice scoop in the
tray provided to help prevent the spread of
infection. -

Review of the faoilltys poticy for Clean Dressing
Change dated 10/01/10, revealed staff were to
wash and dry thelr hands each fime gloves were
removed.,

F 441

'+~ Insetvicing is being provided byl

PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX . {FACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY) - . .
F 441 | Continued From pala 7 DON/license designee from December -9-

11, 2010.

the
DON/icensed designee from Decembpr 9-
11, 2010 for licensed staff on the faci|ity’s
policy and standard nursing practict on -
proper technique when performing 2 ¢lean
-dressing change including washing NWands
after each change of gloves.

¢ Licehsed Staff will be -required fo
“successfully complete a skills checl off
competency for a clean dressing chiange
observed by the Assistant DON/licdnsed
designee by December 23, 2010 whichi will
include appropriate hand washing techtjique
after each change of gloves.

+ Beginning Decerber 20, 2010 newly hired
nursing staff will receive education by the
Assistant  DON/licensed  designee | on
standard infection control practices ang the
facilities Infection Control Policy during the
initial new employee orientation as well as
on the facilifies policy for a “Clean
Dressing Change” and will be requirdd to
successfully complete a skills .check off
competency on a cleah dressing chhnge
with the Assistant DON/ licensed designee
prior to being released to independent dlity.

+ Beginning December 20, 2010,
-Agsistant DON/licensed designee will
alog of comp]eted cotpetencies.

the
eep

+ " Infection Contro} Rounds will be comp eted
by the Assista license
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| '  PRINTED: 11/30/2010
SEPARTMENT OF HEALTH AND HUMAN SERVICES' o INTED: Tidaaeets

CENTERS FO DICARE & MEDICAID SERVICES - - Lo OMB NGO, 0933—_0391
[ STATEMENT OF DEFICIENDIES (X1) PROVIDER/SUPPLIEFVOLIA *112) MULTIPLE CONSTRUCTION (@) 83{5: fg%va ‘
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING _ '
156248 B WING 11/10/2010
MAKE OF PROVIDER OR SUPPLIER STAEET ADDRESS, CITY, STATE, ZIP CODE
. - 8640 CAMELOT DRIVE
SAYRE CHRISTIAN VILLAGE NURSING HOME LEXINGTON, KY 40617
/ NT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION T
P"é“g’,!& (Eaga-Ll’ &Mggﬁ&ﬁﬁgr BE ERECE'DED BY FULL PREFX | %ﬁﬂﬁgﬁgg&lg .?grriﬁg fé’p%‘%,?ﬁ% . COMPLETION
THE AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG C R oy T .

1t g
TR e IR T

v
i

beginning December 20, 2010 alternaling
units to ensure all other infection COIFO]

practices ar¢ adequate fo prevent the spriead
of infection. These rounds will odcur
weekly x 4 weeks, then every 2 weeks K 4
weeks, then monthly x 2 months.

¢+ Any non-compliance will require immediate

intervention as directed by the Assis*an’g
DON and staff re-education/discipline | by
the DON/jeffB4licensed designee s deemed
appropriate by fucility Administration.

Hiee&sedﬁesigme—as-de@nwd_ailam@pvia@eby

Monitoring Changes to Assure Continuing
Compliance ‘

¢ The DON/licensed designee "will compEthe
monthly audits of the competencies lio
ensure timely compliance and performangce
concerns are appropriately addressed.

+ The DONlicensed designee will complgte
" daily audits x 2 weeks, then weekly xi4
weeks t0; 1) ensure resident’s rooms aye
free of soiled linens and; 2) wmonitor ite
passes to ensure the ice scoops are placed jin
the tray provided on the side of the ice cart
when not in use.

{9 {nfection Control Rounds will be completed
. by the Assistant DONAicensed design
heginping December 20. 2010 allernating
wnlts fo ensure all other infection confrpl
practicas are adequale 1o _prevent  the
spread _of infection. These rounds will

R

esch WVBT11 . #f continuation sheet ¢
STATE FORM . .

Sayre Christi



PRINTED: 11/30/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES' 'FORM APPROVED
CENTERS FOR MEDICARE & MEBICAIE SERVICES i : n—— gﬁﬂ;ﬁibg\?&&(}am
NCIES 1) PROVIDER/SUPPLIER/CLIA. “ [ (X2} MULTIPLE CONETR o] 3,

iﬁ%TgLMfNN &9 gggﬁL%ErlON X0 IDENTIFICATION NUMBER: A BUILDING COMPLETED -
| 185248 B Wika 11/10/2010
MAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8YATE, ZIP CODE
. 3840 CAMELOT DRIVE .
SAYRE CHRISTIAN VILLAGE NURSING HOME LEXINGTON, KY 40517 N
kNT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION - o
é’é‘gﬁ (EAgl"!J '&‘E’E&"’Eﬁ%ﬂm BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GONTLETION
TAR REGULATORY OF L8C IDENTIFYING INFORMATION) e CROBE-REFERENCED TO THE APPROPRIATE -
; ’ . DEFICIENCYY
‘ Qccur weekly x 4 weeks,: then every 2 wheks
X 4 weeks, then monthly x 2 months, ~
¢ Resulis of the audits will be submitted to
the Quality Assurance committee for review
al, least quarterly ‘amd revision until |the
Quality  Assurance  committee  |has
determined 100% compliance is achieve
+ Any area ‘Qf non-compliance witl requir re-
education by the DON/licensed desighee,
increased monitoring, and revision to [the
plan as deemed appropriate by the Quallity
Assurance committee to ensure 100%
compliance.
Date of Completion: 12:24-10
STATE FORM gaoy WVSTH If continuation sheat
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| 3 . ' _ . : PRINTED; 11/29/2010-
DEPARTMENT OF HEALTH AND HUMAN 8ERVICES : . o _ ' le:gsll\)‘l APIJ;ROVED

_ CENTERS FOR MEDICARE & MEDICAID SERVICES. s ‘ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES  ©  |{X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION _ {X8) DATE SURVEY
AND PLANOF CORRECTION IDENTIFIGATION NUMBER: . 't - o : GOMPLETED
A BULDING o
185248 B WiNG e - 11/69/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
. : * 8840 CAMELOT DRIVE
SAYRE CHRISTIAN VILLAGE NURSING HOME | _ LEXINGTON; KY 40517 B
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T
BREFIX (EACH DEFICIENCY.MUST 8E PRECEDED BY FULL PREFIX | (EAGH CORRECTIVE AOTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . | TaG - |- . CROSS-REFERENCED TO THE APPROPRIATE DATE
. _ - ‘ DEFICIENCY) : . .:
K 000 | INITIAL COMMENTS - o K000 - o :
.| A Life Safety Code survey was inltiated and b m E gwﬁ
concluded on 11/09/ 10, The facllity was found fo BEC i 0
not meet the minimum requirements with 42 By 2[315!
Code of the Federal Regulations, Part 483.70. ‘ §H- i
The highest Scope and Severlly deficlency -+ - gvfiffl?.'.’?:’.:.‘;‘:t':‘_';':fi’::"g'_:
. {lidentified was an "F". S ST B
K 018 | NFPA 161 LIFE SAFETY CODE STANDARD Ko18
$8=D ‘ : K08
Doors protecting corrider openings in other than . . . ;
required enciosures of vertical openings, exits, or | Immediate Corrective Action For Residgnts
hazardous areas are substantial doors, suchas | - Found To Be Affected _ ’
those constructed of 134 inch solid-bonded core ) : . . .
wood, or capable of resisting fire for at least 20 ' No specific resident(s) identified. However,
minutes. Dootrs In sprinklered bulldings are only . i
‘required to resist the passagde of smoke. Thereis | . ‘4 Maintepance Director indicated there lwas
no impediment to the closing of the doors. Doors no negative effect on any resident fochied
| are provided with a means suitable for keeping - within the immediate area at the time| the
the doot closed, Dutch doors meeting 19.3.6.3.6 .| suwrvey was conducted. Doors in.zone 3
are permitted.  19.3.6.3 . near room 131 were adjusted on November
' - 09, 2010 by Maintenance Director.
Roller latches are prohibited by CMS regulations _ . ,
in all health care facllities. Identification of Other Residents With [The
Potential to be Affected
+ An audit of all corridor fire doors [was
inspected by Maintenance Director] on
November 09, 2010 to assure proper. clﬂser;
All doors sealed as required thus no ofher
residents were identified.
o _ Measures Taken To Assure There Wiil Not
This STANDARD is not met as evidenced by: Be a Recurrence
Based on observation and interview, it was : ' :
datermined the factiity falled to maintaln corrider + Simplex — Grinnell performed follow| up
doors that were capable of resisting the passage . inspection of all corridor fire -doors{on
of smoke. ‘The doors found with deficlent were - December 02, 2010 with certification that
located in Zone #3 near room #131. The
REGTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE g4 TITLET " {X6) DATE
' R Z:‘Z\__: 4 i 57 7 L7 /474

v, . :
y defloisned’ statament EI’MrIFIQ with an asterisk (*) denotes a defloiancy which the Instituiion may be excused from cbrrecting providing it Is determined that
other gafeguards provide sufiiclant protection to tha patlents, (See Instructions.) Except for nursing homes, the findings stated above are disolosable 90 days
- following the date of survey whether or not a pian of correction Is provided, Foraursing homes, the above findings and plans of corraotion are disolosable 14
days following the date these documents are made avallable to the facility. If deflotencles are cited, an approved plan of correction is requisite 1o continued
" program parficipation. . : - ) . .

FORM CMS-2667(02-99) Previous Verslons Obsoible Event [D;WVETZ Facilty 1D 100844 If sontinuation shaet Page 1 of 10



s - _ ' ‘ ' NTED: 1328720
DEPARTMENT OF HEALTH AND HUMAN SERVICES | , Pﬂlll'\ggi\?t Ayé%qévég

" CENTERS FOR MEDICARE & MEDICAID SERVICES - : - - OMB NO. 0988-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION | oxey aTE SURVEY
AND PLAN OF CORREGTION " IDENTIFICATION NUMBER: : ‘ COMPLETED
. A, BUILDING i}] .
- B.W o . | . ‘
| | 186248 . e — 11/09/2010
NAME OF PROVIDER OR SUPFLIER | sTREET ADDRESS, CITY, STATE, ZIP GODE '
~ ‘ 3040 CAMELOT DRIVE
SAYRE CHR!STIA!‘J VILLAGE NURSING HOME . _ LEXINGTON, KY 40617
%) D SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION | o)
PREFIX -] (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG .| REGULATORY ORLSG DENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY) :
K O18 Conﬂnu'ed From page t : ' K018 _ all doors closed and sealed properly pn
. cti .
deficlent practice has the potential to affect staf . inspection. -
-| and ali twenty (20) residents. The facllity has the . : . . L " .
capacily for one hundred and nine {109} beds and ‘ %ﬁfé’faﬁg ‘g’l?;fi tw‘g;’; ﬁ‘i"f lt;’ “’e?i‘ ;ﬁ
at the time of the survey the census wes one Ren rtl beanin g ‘g y 0 ;I())el% A
hundred and seven (107). : ' Report beginminig Lecember: J,. 0

assure proper closer and seal.

The findin $ Include '
. g Monitcrmg Changes To Assure C{mtinumg '

'Observation on 11/09/10 at 10:00 AM revealéd Compliance

upon the testing and inspection of one (1) fire ' _
door, the door falled to close all the way o resist ¢ Maintenance Director/designee _inspectipn.
the passage of smoke as required, This was report shall be submitted to the Quality
conﬂrmed by the Mamtenance Director. Assurance Commiitee for review apd
) . revision - until ‘the Quality Assurange
interview with the Malntenance Director on commitice  has  determined 1000
11/09/10 at 10:00 AM, revealed he had just ‘ compliance is achieved.
checked all the flre doors recently and all had ) o . S A
worked fine, o 7 | Date of Completion: : §2-13-10

NEPA Standard: NFPA 101, 19.3.6.3.1 Doors
protecting cotridor apenings in other than

‘| required enclosures of vertical openings, exits, or
hazardous areas shall be substantlai doors, such
as those constructed of 1-3/4 In, (4.4-om) thick
solid-bondad core wood of of construction that
resists fire for not less than 20 minutes and shall
be constructed to resist the passage of smoke,
Exceptlon No. 2: In smoke compartments
protectad throughout by an approved, supervised
automatic sprinkler system In accordance with
19.3.5.2, the door construction requirements of nJ
19.3.6,3.1 shali not be mandatory, but the doors Immediate Corrective Action For Residents
| gll;acl)lk k;e.a constructed io reslst the passage of Found To B?« Affected

K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
B8=F [ =

K025 .

No specific resident(s} identified. Howevar,

'Smpke bariers are construsted to provide at Maintenance Dlrectgr performgd vxsua.l check pf
least a one half hour fire reslstance rating In ' ’

FORM CMS-2567{02-28) Pravious Varsions Obeolete " EveniID:WVETZ4 Faclllty (D; 100544 - If continuation sheet Pags 2 6{ 10



: DEPARTMENT OF HEALTH AND HUMAN SERVICES

"FORM APPROVED .
CENTERS FOR MEDICARE & MEDIGAlQ SERVICES . . QMB NQ. 0838-0391 .
STATEMENT OF DEFIGIENC!ES {X1) PROVIDER/SUPPLIGH/CLIA (%2} MULTIPLE CONSTRUCTIGN - _}{Xa) BATE SURVEY
AND PLAN OF COHREGTION IDENTIFIGATION NUMBER: ' COMPLETED
A, BUILDIN_G ol ’ .
186248 B winG 11/09/2010

PRINTED: 14/20/2010

1 NAME OF PROVIDER OR BUPPLIER
SAYRE CHRISTIAN VILLAGE NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
9840 CAMELOT DRIVE

LEXINGTON, KY 40517

D

SUMMARY STATEMENT OF DEFICIENCIES

0.

" PROVIDER'S PLAN OF CORRECTION

{%8)

accordance with 8.3. Smoke bartlers may
lerminaie at an atrium well, Windows are
protected by fire-rated glazing or by wited glass

‘| panels and stes! frames. Aminimum of twa

separate compartments are provided on each
floor; Dampers are not required in duct

" | perietrations of smoke.bartlers in fully ducted

healing, ventilating, and air conditioning systems,
19.3.7.3, 18,3,7.6, 19.1.6.3, 18.1.6 4

This STANDARD is not met as evidenced by:
Based on cbsetvation and interview, it was
determined the facitity failed 1o ensure smoke
barrfers were an approved lype. according o
NFPA standards.

|'The findings inciude:

Obsetvation of the attic space on 11/09/10 at
11:30 AM, revealed the attic space smoke
barriers could hot be visually seeh to confirm that
stmoke barriers exist. Observatioh of one (1)
smoke battier was confirmed in the
admiristration office attic access. The Code
requires that smoke barriers he-continucus
through ali concegled spaces for the purpose of

‘testricting the movement of smoke. This was

cohfirmed by the Maintenance Directar.

| Inferview on 11/09/10 a1 11:30 AM, with the

Maintenance Director, revealed hs was not able
to crawl through the attic to get to these walis .

| because the space was 1o small.

NFPA 101 2000 Edition

8.3.1* General. Where required by Chapters 12

through 42,

have been affected by this practice.

- Monitarmg Changes To Assure Contmuhﬁg

with no breeches-noted. Thus no resident woyld

Identification of Other Residents With The
Potential to be Affected

Maintenance  Director  performed - visial
inspection of all smoke "barrier walls bn
December 03, 2010-with no breeches noted.
Thus né residents identified.

Measures Taken To Assure There Will Not
be a Recurrence . ‘ _
¢+ Contracted with - architectural . firm Jto
perform visual inspection on December |9,
2010 and provide written -documentatipn
and recommendations, if 4ny, for correctipn
in order to comply with current Life Safgty
Code. Contracts, if any, will be secured jas
soon as practical aﬂer documentation fis
prowded

+ Inspection of Smoke Bairier Walls shall pe
- added to Maintenance Quarterly Quality
Assurance Report beginning December [9,
2000, y :

Compliance

+ Maintenance Director/designee inspection
report shall be submitted to the Quality
Assurance Committee quarterly for revigw
and revision until the Quality Assurange

" committee - has  determined  100P%
compliance is achieved.

PREEIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B~ | COMPLETION
TAG ’ HEGULATORY ORLSC IDENTIFYPNG INFORMATION) TAG OCROSY-REFERENCED TO THE APPHOPHIATE - DATE
. - ‘ - . DEFICIENCY)
K 025 | Continued From page 2 .K 025 “ali smoke barrier walls on December 03, 20110

. FORM CMB-2567(02-99) Provious Verslons Obsolote

Event 1D: WVBTZ1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ~ ~ - | PRINTED: Tuasf2010

; _ o , FORM APPROVED -
CENTEHS FOR MEDICARE & MEDICAID SERVICES = ) ___OMB NO. 0938-0391
BTATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERYCLIA (XY MULTIPLE CONSTRUCTION , (X9) DATE SURVEY
AND FLAN OF c:onnea*nou IDENTIFICATION NUMBER: ‘ , COMPLETED
. ABUILDING ot _
| 185248 6. Wi . 11409/2010
NAME OF PROVIDER OR SUPRLIER -1 STREET ADDRESS, GITY, STATE, ZIP CODE
- ’ | 3840 CANMELOT DRIVE
_SAYRE CHRISTIAN VILLAGE NUHSIING HOM_E | LexinaToN, KY 0817
xaw | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORBECTION - o)
BREFIX (EACH DEFIOIENCY MUST BE PREQEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L§C IDENTIFYING INFORMATION) .TAG  CROSS-REFERENGED TO THE APPHOPF!IATE DATE
o DEF!GIENCY) .
- K 025 Gontinued From page 3 . . K 025 Date of Com;?letiOﬁ. ) 12-24-10
smoke barrjers shall be provided to subdivide )
| butiding spaces
.| for the purpose of restricting tha movement of
smoke.
| 8.3.2* Continulty. Smoke barriers requlred by this
Gode shall
be continugus from an outside wall 1o an outslde
wall, from.a
floor to a fioor, or from a smoke barrler toa
smoke. barrter or
& combination thereof. Such bartiers shall be
continuous
through all concealed spaces, such as those
found above a ceiling,
including interstitial spaces. :
Exoeption: A smoke bartler required for an
oocupled space below an
Interstitial space shall not be required to extend
through'the interstitial .
space, provided that the construction assembly
forming the boltom of
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
88=D : K038 ] -
Exit access Is arranged so that exits are readily ) C :
accessible at all times In accordance with saction Immediate Corrective Action For Resid%ts
174, 18.24 . o : Found To Be Affected
No specific resident(s) identified. However,
+ Maintenance Director indicated there whs
no tegative effect on any resident located
within the immediate area at the time the
survey was conducted.  Blinds were
] removed by Maimenance director -on
This STANDARD s niot met as evidenced by: : November 09, 2010, .
"t Based on abservation and Interview, it was . ' '
deterimined the facliity falled to ensure that exits
were properiy marked according to NFPA
stendards,

FORM CMB-2567(02-08) Previous Veralons Qbsolete Event ID: WVBT21 Faollly ID: 100544 If continuation sheet Page 4 of 10



DEPARTMENT OF HEALTH AND HUMAN SERVICES

_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/29/2010
FORM APPROVED
OB NO. 0938-0391

STATEMENT OF DEFICIENGIES | (X1) PROVIDER/SUPPLIGRIGLIA (X2) MULTIPLE CONBTRUCTION | {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: c COMPLETED
o , A BULDING o . :
B. WING
R . : 185248 ‘ ) . _11/09/2010
- NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
- arE a1 3840 CAMELOT DRIVE
SAYRE CHRISTIAN VILLAGE NURSING HOME. : :
: LEXINGTON, KY 40517 .
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D - .. PROVIDER'S PLAN OF CORREGTION oey
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE “COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG |° OROSB-REFERENCED TO THE APPHOPRIATE DATE
, DEFICIENCY)
K 038 K 038 ~Ident_iﬁ‘cation of Other Residents With The

Cont'lnu_ed'From page 4

The findings include:

Observation on 11/0910 at 10:10 AM, revealed
the facllity had delayed sgress locks on an exit
door leading from the Unkt #1 lounge to the
outside. Further cbservation revealed an
adjustable blind was installed 6n the door
blocking the signage on the door indlcating such.
This was confirmed by the Director of
Maintenance during the observations. Exits are
to be readily accessible af alt times,

Interview on 11/09/10 at 10:10 AM, with the
Diractor of Maintenance, revealed that they were
1rying to block the sunlight coming in during a
specific time of day and thought 1t would be
allowable,

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

Approved, listed, delayed-egress locks shall be
permitied to be Installed on-doors setving low and

.| ordinary hazard contents In buildings protected

throughout by an approved, suparvised automatic
fire deteotion system in accordance with Section
9.8, or an approved, supervised automatic
sprinkler system In accordance with Section 9.7,
and where permittad in Chapters 12 through 42,
provided that the following criteria are met,

(8) The doors shall unfock upon actuation.of an

4 approved, supervised automatic sprinklisr system
In accordance with Seclion 9.7 ot upon the

actuation of any heat detector or activation of not
more than two smoke detectors of an approved,
supervised automatic fire detection system in

Potential to be Affected

+ An audit of all fire exit doors whs
performed by Maintenance Director gn
November 09, 2010, with no other dodrs™
identified as being effected, thus no ofher
residents were identified.

Measures Taken To Assure There Will Not
be a Recurrence

¢ Exit fire doors will be added to weekly
Maintenance Quality Assurance Inspection
Report beginning December 13, 2010 o
assure that fire exits are readily accessibffe
at all times. ' '

Monitoring Changes to Assure Contmuing
Compliance

+ Maintenance Director/designee inspection
. teport shall be submitted to the Qualily
Assurance Committee for review and .
revision until the Quality Assurante
committee  _has determined 100P%
compliance is achieved,

Date of Completion; - 12-13-10

. FORM CM8-2687(02-09) Pravious Varsions Obsolote

Bvant D WVBT21

Faellity 1D: 100544 if continuation sheet Page 8 of 10




DEPARTMENT OF HEALTH AND HUMAN SERVICES | . : . PRINTED: 11/29/2010

. ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ : — OMB NOQ, 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/OLIA {X2) MULTIPLE CONSTRUGTION : (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: o : |+ coMPLETED
AR _ JaBubive  of -
185248 B Wina ' . 11/09/2010
NAME OF PROVIDER OR BUPPLIER _ STREET-ADDRESS, CITY, STATE, ZIP CODE -
A 3840 CAMELOT DRIVE
SAYRE CHRISTIAN VILLAGE NURSING HOME LEXINGTON, KY 40517
(%4) 1D T SUMMARY BTATEMENT OF DEFIOIENGIES ) PROVIDER'S PLAN OF GORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL | prERN (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
T TAG AEQULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
, . , DEFICIENGY)
K 038 | Continued From page 5 : K 038
accerdance with Sectlon 8.6,
(b} The doors shall unlock upon loss of power
controlling the lock or locking mechanism, A
() Anlrreversible process shall release the lock
 within 16 seconds upon application of a force to
the release device required in 7.2.1.6.4 that shall
not be required to exceed 15 1bf (87 N) nor be
required to be continuously applied for more than
3 seconds. The initiation of the release process
shall actlvate an dudible signat in the vicinity of -
the door, Onge the door look has heen released
by the applicatlon of force to the releasing device, K072
relocking shalt be by manual means only.
Exception: Where approved by the authority - '
having jurlsdiction, a detay not exceeding 30 : Immediate Corrective Action For Residents
secongs shall be permitted, .| Found To Be Affected
(d) *Qnthe door adjacent {o the release device, | . :
there shall be a readlly visible, durable sign In ' No specific resident(s) identified. However,
letters not less than 1 In. (2.5 am) high and not : R :
less than 1/8 in, (0.3 am) In stroke width on a + Maintenance Director removed linen cafts
oontrasting background that reads as follows: . and Bfts' from the areas ;dent;ﬁed by
PUSH UNTIL ALARM SOUNDS November 09, 2010,
DOOR CAN BE'OPENED IN 16 SECONDS : . .
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K 072] Identification of Other Residents With The
SS=F Potential to be Affected
Means of egress are continuously maintained free . ,
of all obstructions or impediments to full instant ¢ Al means of egress were inspected by
use In the case of fire or other emergency. No Maintenance Director on November (9,
furnishings, decorations, or other objscts obstruct 2010 16 identify any other areas that might
| exlts, access fo, egress from, or visibility of exits. be affected by this practice.” Those arehs
71.10 identified were corrected immediately.
-} Measures Taken To Assure There Will Not
be a Recurrence
This STANDARD s not met as evidenced by: - .
Based on observation and interview, It was . lf;men cargl were fp?g?;laﬂe“*‘?;) removgd
determined the facllity falled o maintain exit rom ¢ acihty y o e
aocess according to NFPA standards, L

FORM _GMS-EEST(Oz-BQ) Provious Versions Qbsolete ’ Event [D:WVET21 Faclllty ID; 100844 ) If continuaifon sheol Page 6 of 10



PRINTED: 11/20/2010

. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

- _CENTERS FOR MEDICARE & MEDICAID SERVICES

: . OMB NO, 9938-039
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/OLIA {X2) MULTIPLE-CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; . - GOMPLETED
ABULDING o1 .
B, WING '
: _ 185248 _ H/09/2010 _
NAME OF PROVIDER OR SUPFLIER T STAEET ADDRESS, CITY, 8TATE, 2iP CODE
: ' 3840 CAMELOT DRVE
SAYRE CHBIS'HAN VILLAGE NQRSING HOME LEXINGTON, KY 40817
4D |- SUMMARY SBTATEMENT OF DEFICIENGIES 10 . PROVIDER'S PLAN OF CORRECTION x5
PREFX (BEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSO TDENTIFYING INFORMATION) TAQ onoss REFERENCED TO THE APPROPRIATE DATE
| , : DEFICIENCY) . _
K 072 Continued Erom page 6 Housekeepmg/Laundry Supewasor on
_ u Pag K072 Novenmber 09, 2010. .
| The findings include: ¢ Lifis were stored in identified areas by
-Obsarvations an 11/09/10 al 9:23 AM, revealsd ' gfgi;'gmame Director on No"ember o,
linen carts were stored outside of rooms 111 and
129. Further observation revealed patient lifts ) N T
wete also being-stored outside of rooms 117 and ¢ DON/licensed desighee will inservice gn
125 in the cofiidor/hallway. This was confirmed + December 9-11 of the responsibility of the
by 1he Maintenanca D]reotor hcensﬁd Staff £0 assure that means Of eg‘t‘(’.ss
remain free of all obstructions and
| Interview with the Malntenance Director on - impediments in case of fire or othpr
11/09/10 at 9:23 AM, revealed the linen carts and emergency.
patient lifts were stored there because the facllity _
did not have.any other place to put them. + Moans of egress will be added to weekjy
. Maintenance Quality Assuranée Inspection
\ - Report beginning December 13, 2010 fo
t NFPA Standard: 19.2,3.3* .
Any.required aisle, corridor, or ramp shall be not :ff‘:’f ;:ft.mags ;f egg‘:ﬁfn’;';a?g :resz 31;
less than 4 ft (1.2 m) in clear width where serving o s by Jons and Impediments {0 ¢a
as means of egress from patlent sleeping rooms. He OF other emergency.
The alsle, cortidor, or ramp shall be arranged to . -
avold any obstructions to the convenient removat Monitoring Changes To Assure Coutinuing
of nonambulatory persons cegried on stretchers Compliance
or on maitresses serving as stretchers, - _ . ; , , -,
Exception No. 1: Alsles, corridors, and ramps in + Maintenance Dlrector{demgnee' inspection
adjunct areas not Intended for the housing, report shall be submitted to the Qualifty
treatment, of use of inpatients shall be not jess Assurance Committee for review . and
than 44 in. (112 om) in clear and unobstructed revision untll the Quality Assuranpe
width, commiltee has.  determined 100P%
Exoeption No. 2; Exit access within a room.or Comphance is achieved.
sulte of rooms complymg wiih the requirements of .
19.2,5, Date of Complelion. 12-13-10
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD KO73 . '
. 88=F| . ‘ _ K073
No furnighings or decorations of hlghly flammable . : R
character are used. 19.7.5.2, 19.7.6.3, 18.7.5.4 Immediate Corrective Action Foir Residenis
: ' Found To Be Affected - .

FORM CM$-2667(02-98) Provious Vorslons Qbsolete

Event ID:WVET21
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

" PRINTED: 11/29/2010
" FORM APPROVED

... OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA : (xa) MULTIPLE CONSTRUCTION ' (X3} DATE BURVEY
AND PLAN OF CORBECTION - . IDENTIFICATION NUMBER: ' CONPLETEDR
_ , A, EU!LDING 01 :
- : ‘I B, WING -
185248 11/09/2010

NAME OF PROVIDER OR SUPPLIER

SAYRE CHI;!ISTIAN VILLAGE NURSING HOME

| STREET ADDREES, CITY, STATE, ZiP CODE
2840 CAMELOT DRIVE ’

LEXINGTON, KY 40517

A | SUMMARY STATEMENT OF DEFICIENCIES

This 8TANDARD is not met as evidenced by:
Based o observation and Interview, itwas
determined the facliity falled toa ensure
decorations used in the facility were flame
retardant, according to NFPA standards, The
deficishcy affected approximately one hundred
and seven (107) residents, The facility Is licensed |
for one hundred and nine {109) beds and the
census the day of sUrvey was one hundred and
geven (107).

The findings inolude:

Observation on 11/09/10 at. 9:02 AM, revealed
decorations (wreaths) on resldent room doors
located In the faoll:ty The resident rcoms were:
| number: -
_1102,106,106,109,144,118,114,1156,117,118,120,12 |

1,122,125,126,180,135,136,137,138,138,140,141
,148,144,14b,148,148,150,152,1686,156,158,159.
Combustible decorations used |n a health vare
facllity must be flame retardant to prevent the
gpread of fire. The pbservation was confirmed
with the Maintenance Director,

Interview on 11/09/10 at 9:02 AM whh he
Maintenance Director, revealed the facliity does
net treat-decorations to make them flame
retardant

Fteference NFPA 101 (2000 edition)

19.7.5.4 Combustible decorations shall be
prohibited In any

Health care ocoupancy unless they are
flame-retardant.

Exception: Combustible decoraiions, such as

! [ PROVIDEH'S PLAN OF CORRECTION {X6)
PREFIX | . (EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORHECTIVE ACTION'SHOULD BE COMPLETION
TAG - REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBS:REFERENCED TO THE APPROPRIATE DATE
' : DEFICIENGY) - :
K 673 | Gontinued From page 7 K g73| No specific resident(s) identified. However,

¢+ Maintenance staff retained or treatpd
wreaths with fire retardant, logged apd
tagped item on December 01, 2010.

¢ Al remaining decorations were treatqd,
logged and tagged by Maintenance staff by
December 03, 2010. : '

Identification of Other Residents With The
Potential to be Affected

A review of the resident’s” decorations wps
performed by maintenance staff from November
10 through November 30 to identify any resident
which may have been affected. There were fo
additional residents identified.

Measures Taken To Assure There Will Not
be a Recurrence .

¢ Lstter to resident’s and families was mailpd
on  December 03, 2010 by facility
administrator outlining requirements fpr
compliance - with  assuring that o
furnishings or decorations of highly
flammable character are used.

+  Any flamnable -decoration or furnishing
with no flame retardant label pr
identification . and that is unable to be
treated with a flame retardant treatment wilt -
be removed by the resident or farmly thy
December 135, 2010.

FORM CMS-2687{02-96) Previous Verslons Obsolete T " Bvent ID:WVETR21

photographs and paintlngs' + Any noncompliant items identified -after
In such limited quantities that a hazard of fire | December 15, 2010 will be removed by
deve!oprnent or . .

Facll

ity ID: 100544 - If continuation sheot Paga 8 of 10




- DEPARTMENT CF HEALTH AND HUMAN SEHVECES '

PRINTED: 11/20/2010

NAME OF PROVIDER OR SUPPLIER

SAYRE CHRISTIAN VILLAGE NURSING HOME

STREET ADDRESS, CITY, BTATE, ZIP CODE
3840 CAMELOT DRIVE

LEXINGTON, KY 40517

. ” h FORM APPROVED
_ CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0838-0391
" | STATEMENT OF DERICIENCIES (X1) PROVIDER/SUPPLIER/CLIA ) (X&) MULTIPLE CONSTRUCTION - , (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A, BULDING [1]]
185248 8. WING.. 11/00/2010

(X4y ID SUMMARY STATEMENT OF DEFICIENOIES D PROVIDER'S PLAN OF CORRECTION " {X8)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE . GOMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CTAG CROSS-REFERENCED TO THE APPROPRIATE . DAt
. DEFICIENGY)
; ™. facility staff and stored for no more than 30
A K073 S;rgt;rt‘juiesdnz:(:::‘ez:gf 8 K073 days, . Social Services will notlfy .
K 147 | NFPA 101 LIFE; SAFETY CODE STANDARD K147|  OPpropriate partiesto pickup these items.
88=F ' . - Staff will be mserwcfsd on December 911 - -
Electrlcal wiring and equipment is In agoordance *
with NFPA 70, National Electrical Code, 9.1.2 by each Department Manager of the
_ requirement to assure that no furnishings jor
decorations of highly flammable character
are used. -
. : _ Mobnitoring Changes To Assure Continuilig
This STANDARD s not met as evidenced by: Compliance
Based on observation and interview, it was o :
determined the faciiity failed to guard agalnst ¢ Maintenance Director/designee inspectipn .
accldental contact of live parts per NFPA report: shall be submitted to the Quality
Standard. , Assurance Commlltee for review ahd -
The findings include; revision untit the -~ Quality ~Assurange
. . _ committee  has  determined 100%
Observation revealed the electrical panel box in compliance is achieved.
the corridors of Unit #1 Nurses Station and Unlt # ' :
2 Nurses Station were not secured, This Date of Completion: 12-24-10 .
deficlency has the potential to affect all four (4)-
smoke compariments, staff and ohe hundred and K147
seven (107) residents. o F ‘
. i Immediate Corrective Action For Residerits
Interview on 11/09/10 at 9:45 AM, with the #ound To Be Affected
I Mainteriance Direcior, revealed he was unaware :
the electrical panels should be secured. No specific res1dent(s) :denuﬁed However,
\ ! + Mamtenance Director mdtcated there wps
Reference: NFPA 70 (1988 Ediiion), " no negative-cffect.on any resident locatpd
11027 Guarding of Live Pars. within the immediate arca at the time the
(A) Live Parts Guarded Against Actidental survey - was conducted.  Elecfrical panel
Contact. Except as elsewhete required or - ks o ted. al pan
. _ ere secured by Maintenange
permitted by this Code, live parts of electrical Director on November 10. 2010
equipment operating at 50 volts or more shall be ' ’
‘| guarded against accldental contact by approved
enclosures ar by any of the following means:
{1} By location in a room, vauli, or similar
eholosure that is accessible only to qualified
FORM CMS-2667(02-60) Previous Versions Obsolste Event D WysT21 Faallity ID: 100644 if continuiation sheet Page 9of 10




DEPARTMENT OF HEALTH AND HUMAN SERVICES

" PRINTED: 11/20/2010

NAME OF PROVIDER OR SUPPLIER

SAYRE CHRISTIAN VILLAGE NURSIN_G HOME

STREET ADDRESS, GITY, STATE, ZIP CODE
3840 CAMELOT DRIVE

- LEXINGTON, KY 40617

- FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES L | OMB NO, 0938-0391
STATEMENT OF DEFlClENClES (X1} PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAFION NUMBER;: ' COMPLETED
: , _ A BULDNG o1
185248 | |BWING 11/08/2010

1D, - SUMMARY STATEMENT OF DEFICIENCIES D. " . PROVIBER'S PLAN OF CORREQTION g(s)'
PREFIX " .(EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . GROSS-REFERENCED T0 THE APPROPRIATE DATE
. . i DEFICIENCY) .
K 147 | Gontinued From page 9 K 147| 1dentification of Other Residents With The
Potential to be Affected
persons, :

{2} By suitable permanem substanﬂai partitions
or scréans arranged so that only qualified

-persons have access to the spaceé within reach of

the live parts. Any openings in such partitions or
screens shall be sized and located sothat |
persons are hot likely to cotne into accidental
contact with the live parts or to bring conductlng
objects Into contact with them.

(3) By location on a suitable balcony, gallery, or
platform elevaled and arranged so asto exclude

" {-ungualified parsons,

(4) By elovation of 2.5 m (8 ft) or miore above the
floor or other working surface,”

(B} Prevent Physioal Damage. in locations where
elaotrio equipment is ikely to be exposed to
physical damage, enclosures or guards shall be
so arranged and of such strength as to prevent
such damage.

(C) Warning Signs, Entrances to robms and other
guarded locatiens that contain exposed live parts

shall be marked with conspicuous watning signs

forbidding unqualifled persons to enter.

+

1+

Measures Taken To Assure There Will Not
be a Recurrence

*

Monitoring Changes To Assure Continuing’
Compliance

committee  has determmed 10006
comphance is achieved.
Date of Completion: - {2-13-10

“be affected by this practice. No other aréas

revision  untif

All electrical panels were inspected by
Maintenanice Director on November {9
2010 to identify any other areas that might

were ldentified thus no other remdents were
identified.

Electrical panels will be added to weeldly
Maintenance Quality Assurance Inspectipn
Report beginning December 13, 2010 fo
assure all are secured against. aceldenual
contact.

Maintenance Director/designee inspection
report shall be submitted to the Quality’
Assurance Committee for review and

the Quality Assuranfe

FORM CMS-2567(02-96) Pravious Versions Obsolete '

Event 1ID:WVET21
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