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A Recartification/Abbraviated S for ARO 1. Al dietary staff was |

ca 0 ad Survey fo s :
KY00014209 and KY00014211 was conducted counseled on resident #4 and #10
03/23-256/0, and a Life Safety Cods Survey was regarding food preferences by the
conducted 03/26/10. Deficiencies were ciled, with . djetary manager on 4-09-2010.
the highest scopa and severlty of a "F". ARO Resident fruit preferences have

KY00014211 was unsubstantiated, AROC .
KKY00014209 was eubstantiated with defllencies been reviewed ad updated by

cited. the dietary manager to include
F 246 | 483.15(6)(1) REASONABLE ACCOMMODATION F 246) fresh fiuit ' I‘
ga=E| OF NEEDS/PREFERENCES 9. Dictary Managex Audit's of all :

individual resident food preferences and
dietary requirements will be adjusted to |
resident requirements and preferences
by 4-30-2010. On admission and during
quarterly care plans the Dietary

Manager will interview residents/family

A regident has the right to reside and receive
services in tha facllity with reasonable
accommodations of.individual nesds and
preferences, except when the heallh or safety of
the Individuai or other resldents would be

endangared. * members on resident food preferences

1o inchude fresh fruit. Preferences will

be placed in the computer system and |
This REQUIREMENT is not met as evidenced || printed on daily diet cards by the dietary
by. manager.
Based on observation, interview, and record 1. The Dietary Manager in-serviced the
raview it was determined the facillty failed to dietary staff 4-09-2010 on the check

accommodate resldents' food preferences for two
(2) of eleven (11) sampled residents (Resident
#4 and #10). In addition the facllity failed to

provide fresh fruits to residents as evidenced b
group and individual intervisws and the lack of

- system, 10 insure the resident food
eeIes ave hopored each meal. The

fresh fruits avaliable in the kitchen and not of the % line, calling out the food
Included on the facility's menus. e ~-di811Kke% Bhd or food preferences,

o . i placing the silver ware across the plate
The findings include: heat pellet passing on to the second

dietary assistant, the dietary agajat will
i also call out the same dislike, then the
ycook who is placing the food on the

1. Review of Rasident #4's record revealed the
resident was admitted to the facllity for
rehabilitation on 02/08/10. Revlew of the
ﬁar,ﬂssion Minlmum Data Set (MDS)

LABORATORY QJFECTOR'S OWMERWEP ENTATIVE'S SIGNATURE vw’g;% {X6) DATE
: 2~ v vl

(et}

Any daﬁo‘u’eﬁ statement andlng with an asterisk (*) denotes a daficiency which the inalltution mey be excused from eorracting providing it ia daterminad that
olher safeguards provide sufficlent proteslion to the pstlents: (See Inetructions.) Except for nurging homaa, the findings stated above aro dizclosable 00 days
following the date of survey whether or nota plen of correction is provided. For nurging hames, the above findings and plane of correclion are disclosablie 14
days followlng lha date thase documants are made available fo the facility. If deficienclas are clied, &n approve plan of comeotlan s requisite fo continued
program partioipaton. ‘
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.PREF .. (E FICIENCY,, i 2 ; .80
- -—P$E21‘— -—-—I'\SEEI:II:A‘FBRY‘OR'I:BG‘!BENTIFY!NG‘INF@RMA‘I‘IE)N} TAG plate is then passed to the wray loader to ORTE
verify the diet card. The Tray loader
- . will then verify the dislikes for the final
F 248 | Continued From page 1 F246||  check point, On 4/13/10 an in-sexvice
assessment, dated 02/15/10, revealed the facility was given to the nursing staff by the
assesséd the resident as beihg alert and oriented Director of Nursing on the purpose of
and Independent in decislon making abllities. the dietary tray card and their
) ) respansibility for ensuring the resident
Obgervatloh, on 03/23/10 at 12:06 PM, revesled | food preferences to include fresh fruit
Resident #4 was sarved turkey with gravy and are honored. The resident council will
rice, squagh and zucohinl mix, a roll, and pudding. yeview the fruit options for the month
Obaervation further revealed Resident #4 . - . )
Likes and dislikes will be updated on
consumed 100% of the meal except for the the mray cards monthly by the diet
squash and zucchini mix. ' Y il ary
. manager. .
Review of the dist card on Regident#4's tray 4. The Dieta :
. . ry Manager/RD will
revqalad squash as a disltke. Interview with observe the tray fine for accuracy five
Resident #4, on 03/23/10 at 12:03 PM, revealsd .
: times per weelk for four weeks, for food
ghe had Informed the facliity of hes dislikes upon Leferences, likes and dislikes. The
admisslon. The resident stated that he/she fv ” oz;' toring roault ;he die
wished another vegetable had been served. ceicy m." Lorml% P :lby " etary
Intarview further revealad the facllity raraly served manger will be taken 10 the weekly
frult and naver served fresh fruit at meals, standards of care ot review by the IDT
Residant #4 stated he/she ste frash fruit everyday for four Wﬂn‘:‘.ks._ If at the end of the four
prior to admissionl weeks monitoring of the food )
preferences likes and dislilces continned
2. Observafion, on 3/24/2010 at 12:30 PM, monitoring is needed, the dietary
rovealed Resldent #10 was sérved ham with manager will continue the (5) times /
sauce, spinach, sweet potato fries, biueberry weel¢ audit until 100% compliance is
cake, and vanilla ice craam. Review of the dist obtained... If individual food preference
card on Resident #10 tray revealed ice cream es compliance is met, the dietary manager
a dislike and Ice cream as a supplement. The will andit weekly and report to the IDT,
resident stated that she was served vanilia Ice The IDT committes will monitor the
cream with her lunch every day although she had tray line audit results on a weekly basis
Informed the faclii:y she did not like vanilia lce in standards of care meeting, Unit
.| cream. interview further revealed that she manager/ ADON will review 10% tray
requesled fresh frult and that the facility did nct card weekly for foor weeks. The
| sarve frash frult with meals or snacks. SRNA’s will review tray cards for
3. Group Interview, on 03/23/10 at 3:15 PM, | ascuracy prior to ray delivery to each
. 7 * tesident to insure resident preferences
revealad residents rarely receivad fresh fruits. are honored. All andit results will be
Residents stated they Tecelved canned fruils but presented to‘ the quarterly QA meeting
d pref ve f frult 1] s
would prefer to have frash frult more fraquantly for follow up. Sj’ / // )
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Initial tour on 03/23/10 at 9:10 AM, revealed

Continued From page 2

Inferview with the Dietary Manager, on 03/25/10
at 9:45 AM, revealed everyone on the tray line
was to review the tray card and ensure residants'
food preferences were honored. In addilional
interview, the Distary Manager stated the facllity
was currently on the Winter Menu which primarily
used canned fruits. She statad the residents had
expressad a desire for more fresh fruits, howaver,
when ghe tried to Identify which fruits the
residenta wanted they were unable fo state
prefarances.

inferview, on 03/24/10 at 12:66 with Distary Aide
#6, reveatad she was to identify food preferences
and make sure the residents did not recelve
foods listed as a dislike. The Diefary Aide was
unable to explain how Residents #4 and #10
recelved foods listed as dislikes.

483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facllity
must meet professional standards of quality.

This REQUIREMENT is not met.as evidenced
by

Based on observation, Intarview, and record
review [t was determined that the facilily fallad to
meet profeasional standards of quality for two (2)
of eleven (11) sampled residents (Residents #4
and #11 and Unsampled Resident #1).

The tindings include:
1. Observation of the medication cart, during the

medication cups containing packets of medication

F 246

F 281

1. On3-25-2010, KMA #1 and
. LPN #3 were counseled by the
i DON on appropriate procedures
for medication administration.
KMA#] and LPN#3 were then
in serviced on proper
administration of medicationa.
The medication cart andit was
completed 3-25-2010 by the
DON/ SDC/ RN 1o determine if
any medications wexe pre get:

F 281

2. Training will be compléted: by
the DON on 4-18-2010 for all
Nurses and KIMA’s regarding
proper Medication
Administration including the five
“R>. All staff is aware that
presetting of medications is
prohibited at this facility

|
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with 11:00 AM and 2:00 PM written on them, were
in the medication drawer for Resident #4 and the
Unsempled Resident#1. Further observation of
the Medloation Administration Record (MAR)
revealed that the medications pradispensed in the
cups for these resldents were slgned out as
given.

Inferview with State Reglstered Nurse
Aide/Kentucky Medioation Aide (SRNA/KMA) #1
revealed she had set the medications up bacauge
she had not administered medications for a few
months and felt pressurad and was afrald she
might forget something, SRNA/KMA #1 stated “if
residants refused meds then | would circle my
Initlal and documant the reason on the back of
the MAR. | know I'm not supposed to get meds
up early”.

2, Interview on 03/25/10, at 10:30 AM with LPN
#3, revealed that on the evaning of 12/02/09, she
was tha Nurge asslgned to care for Resident #11.
LPN # 3 statad Resident #11 had refused to take
the meds and that she had placed the resident's
meds back in the med cart In the cup., LPN #3
further revealed that the predizpensed medication
In the cup in the med oart were given to Resident
#11 whan the resident's family questioned If the
rasident had gotten their madication. '

Review of the facility's Medication Administration
Polioy and Procedure revealed that medication
should be administered when dispensed using
the five (6) righls and signed off after
adminlgtration of the medication,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resldent

F281{ 3. The DON will perform a

* medication pass and a cart andit

: weekly for four weeks. The
Consulting Pharmacist will
conduct monthly medication pass
audits for concerns xelated to
Medication Administration
following the 5 “R’s”.

Medication catts will be

} monitored for pre set medications

; by the DON/unit managet

" weeldy. Non compliance results
will be reported to DON/
Administrator immedjately for
corrective action.

4. The Medication
. Administration Audits will be
 presented to the monthly safety
% meeting and forwarded to the
l quarterly QA meeting for follow

l up.

| |

F 323

5f1fro
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pravent accldents.

by:

which hazardous chemicals were stored.

The findings include:

Tilex and a spray can of Clean-Sweep.

This REQUIREMENT is hot met as evidencad

Based on observation, Interview, and record
raview it was determined the facllity falled to
ensure residants were fres from hazards as
avidenoed by the unlocked housekeeping closet
on the 100 Unit on 03/24/10 and 03/25/10 in

environment remains as free of accident hazards
as is possible; and aach rasldent recalves
adequate supervision and assistahce daevices {o

Observations on 03/24/10 at 8:00 AM, 12:15 PM,
and 3:00 PM and on 03/25/10 at 8:00 AM,
revealed the housekesping closat across from the
Nurse's gtation, in a common resldent area, was
found 1o be unlocked. Observation further
revealed two (2) cleaning agents were stored in
the ‘closet that contalned hazardous waming
labsls. Obsarvation revealed a spray botlle of

Review of the Material Safefy Data Sheet (MEDS)
for the Tilex Spray revealad health hazard data
which Included; Eye liritant, resplratary risk, and
harmful if swallowed. Review of the MSDS for
the Clean-Sweep revealed health hazard date
which included: Eye irritant, skin Irritant, frritant to
the rasplratory system, and hermful if swallowed.

Interview with Housakesplng staff, on 03/25/10 at
8:45 AM, revealed the door was not always

director.

housekeeping closets ,

1. The housekeeping door was
locked immediately by
maintenance, The area was
agsessed immediately for any
health hazards. An auto door '
lock was installed 3-26-2010 to
prevent any forther occurrence.
The housekeeping staff on Noith
‘Wing was counseled regarding
the door lock policy on 3-26,
2010 by the housekeeping

2. All housekeeping doors have been
assessed for antornatic door locks on
4-16-2010 by the maintenance director.
All housekeeping staff was in serviced
by the housekeeping supsivisor by 4 -
30 -2010 to ensure the housekeeping
doors are locked at all times. The
Housekeeping Supervisor in-serviced
the Honsekeeping Staff 3-26-2010
regarding hazards and concerns of

FORM CM8-2567{02-29) Pravious Versiona Obsolele Event 1D; XQV211 Facitiy 10: 100111
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Based on observation and Intervisw it was
dotarmined the facility failad to properly dispose
of old furnitura.

The findings include:

Obsearvations, on 03/23/10 af 8:00 AM and 3.00
PM and on 03/24/10 at 2;:30 PM, revealed a
facility bed located outslds the facility by the first
exit door on the 100 Unit, Observation revealed
tha bad was uncovered, the frame was rusted,
and the matiress was feded, safurated with water
and ripped down the middfe. Further observation
revealed an old brown chalr located outside the
gacond exit at the end of the 100 Unit under a
covarad porch.

Interview with the Maintanancs Director, on
03/26/10 at 9:18 AM, revealed the bed had been
sai outside the exit door when it was replaced by
anew bed. Interview revealed he waa not sore
how long it had been sitting outside the exit door.
He further statpd both furniture lems should heve
baen disposed of when they were removed from
the faclilty.

MAYFAIR MANOR LEXINGTON, KY 40502
o) 1D SUMMARY ETATEMENT OF OEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 8)
. PREEIX.. | ..... . (EACHDEFICIENCY MUSY.BE PRECENEQ BY. FULL, PREFIX . (EAGH.CORRECTIVE ACTION SHOULD BE . . | COMPLETION
) e REGUEATORY-OR--SGDENTFYINGINFORMATION] —TAG —eﬂeaamEFEREgggggﬁmﬁwpRopmA-T-E Te
o Eg:::u:dzrt?: wﬁgﬁnsaware that the chemicals POl 3. The housckooping supervisor
wera In the closet, Interview with the - will Taonttor the housekeeping
Maintenance Diractor and the facility Cooperate doors (5) times per weel for the
Nurse, on 03/25/10 at 9:35 AM, revealed the function and compliance of the
Fa72 o 3%‘"23?5‘%7’55‘(?5?@?32?3Ea‘a. REFUSE Faya| 2t door locks. Audits will be
a5-0 | PROPERLY * reporte:d to the n_lonthly safety
cominittee meeting.
The facility must dispose of garbage and refuse 4. The monthly Safety
properly. Cominittee will report any
noncompliance of closing doors
This REQUIREMENT Is not met as evidenced to the quarterly QA committee

for follow up.

F 372

1. The facility disposed of all
garbage and refuse properly. The
bed and chair were disposed of
3/25/10 by the maintenance
ditector. The maintenance
director was counseled on 3-25-
2010 by the administrator
regarding the proper disposal of
garbage and refuse property.

2. The facility was evaluated on 4-8-
2010 by the Maintenance director for
any other areas of garbage and refuse
property. The maintenance staff was
in-serviced by the Administrator on
3/26/10 conceming disposing of
furnitare/iteras propetly.
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The Facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT i3 not met as evidenced
by:

Based on observation and interview it was
determined the facllity failed to provide a safe,
functional, sanitary, and comfortable environment
as evidenced by scuffed paint on walls, restdent
room heaters, doors, and baseboards throughout
the facility.

The findings Include;

Observation of the interlor of the facility on
03/23/10 and 03/24/10 revealed paint was scuffed
on the heating units in residents' rooms
throughout the facility, Observations further
revealed the interlor of residents’ bathroom doora
exhibited scuffed paint throughout the faciiity.
Continued obaarvations revealad baseboards and
door casings throughout the facility were nicked
and scuffed.

Observation of the doer casing on room 223
revealed the bottom plece of the door casing was
missing therafore leaving a rough edge.
Observation of the mallbox In front of room 216
revealed the mallbox was pullad away from the
wall, Obsarvation of the door gasing of room 216
vevealed a thres (3) inch plece of wood that was
splimered and tapad back to the door casing.

Interview with the Maintenance Director, on

3. The building exterior will be
monitored during weekly rounds
by the Maintenance Director and
Administrator/Designee. Areas
of concern will be addressed
immediately by the administrator
and or safety committee.

4. All findings will be reviewed
by the facility management staff
in morning meeting. All areas of
concem will be sent to the
monthly Safety Committee for
follow up and reported to '
quarterly QA meeting for further
followup. ¢ ‘

S

F 465

1. The following items Were
repaired on 3/26/1.0: door casing
on 100M 223; mailbox at 215.

The door casing for room 216
was ordered and will be installed

‘upon auival by the Maintenance
staff.

2. The interior building was evaluated
4-8.2010 by the maintenance director
for resident; walls, bathroom doors,
room heaters, baseboards and door
casings. Areaswere assessed and a
plan for painting and vepairs has been
developed.
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The facllity must provide a aafe, functional,
sanitary, and comfortable environment for
residents, atgff and tha public.

This REQUIREMENT s not met as evidenced
by:

Based on observation and interview it was
determined the facility feiled to provide a safe,
functional, sanitary, and cornforteble environment
as evidenced by scuffed paint on walls, reaident
room heaters, doors, and baseboards throughout
the facility.

The findings include:

Observation of the interfor of the facilify on
03/23/10 and 023724/10 revealed palnt was scuffed
on the healing units In residents’ rooms
throughout the facillty. Observations further
revealed the interior of residents' bathroom doora
exhibited scuffed paint throughout the facility.
Continved observations revealed baseboards and
door casings throughout the facllity ware nicked
and souffed.

Observation of the daor casing on room 223
revegled the bottom piece of the door casing was
misging tharefore leaving a rough edge.
Obsarvation of the mailbox in front of room 215
revealed the mailbox was pulled away from the
wall. Observation of the door caslng of room 216
revealed a three (3) inch plece of wood that was
splintered and taped back fo the door casing.

Interview with the Malntenance Director, on

F465| 3. A painting schedule has been
put in place to ensure that the
facility will provide a safe,
functional, sanitary, and
comfortable environment. The
Maintenance Assistant has
scheduled painting days of
Monday, Thursday and Friday
which will ensure the interior of
the facility is repainted every six

months.

follow up.

Date 4-18-2010

"I The Maintenance Director and
Housekeeping Director will
malce weekly rounds to identify
areas of concern and scuffed
paint to ensure that painting and
repairs are maintained timely per
maintenance xepait log.

4. All Areas of concern will be
reviewed by the monthly safety
committee and forward to the
quarterly QA committee for

4/8f10
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03/25/10 at 9:15 AM, revealed he was aware thal : )
some areas heeded painting. He stated that his 1. On 3/25/10 chldcnt #7'3
assistant usually paintad two (2) times per weak _ MAR. and Physician Ofdffr was :
but that he would ba having him paint daily. reviewed by the DON/unit 5
F 514 | 483.75()(1) RES F 614 menager. The Physician orders .
58=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB for resident #7 were clarified '
LE : : e s
' with the physician to reflect the
The facility must malntain clinfcal records on each accurate route of medication
resident in accordance with accepted professional administration. The MAR was
siandards and practices that are complets; updated to reflect the correct

accurately documented; readify acoessible; and

aystematically organized. order clarification. The Nov. and

Dec. (MAR) Medication

The clinical record must contain sufficient administration recoxd for resident
information to identify the resident; a record of the : . N
resident's aasessm(?r’\fs: the plen of care and #1 1 is available for review in the
garvicas provided; the results of any residents closed record.
preadmisslon screening conducted by fhe Stats;
and progrese.notes,

This REQUIREMENT is not met as evidenced
by: .

Based on ohservation, interview, and record
review It was determined the facliity failed to
maintain clinical racords in accordanoe with
accopted professiohal standards and praoctices
that were complete, accurate, and readily
accassible for two (2) of eleven (11) sampled
residents (Resident #7 and Resldent #11), The
Physician's Orders and Medicatlon Administration 5
Record {MAR) for Resident #7 indicated ,
medications wera to be given by mouth, however,
Resident #7 could only receive medications via
Gastrostomy Tube (G-tube). The facllity was
unable to provide the November 2000 MAR and
the Decembar 2008 MAR for "as neaded" (prn
med!eations for Resident #11.

FORM CM5-2507(02-08) Pravioua Varions Ob4olste Evant 1D:XQv211 Facllity [D: 100114 If continualion sheat Page B of 10
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2. A Physician’s Order and MAR audit

F514

‘| interview with the Admissions Coordinator,

| ravealed the "by mouth" should have been “per

Continued From page 8

The findings include:

1, Review of Resldent #7‘e medical record
revealed the resident was readmitted to the
facillty on 02/09/10 with diagnoses which Included
Dysphagia. Revisw of the admisslon Physician's
Orders revaaled Resident #7 had a Gastrostomy
Tube (B-tube), was NPO (nothing by mouth), and
was to raceive all madications per G-tube.

Obaervation during a medication administration,
on 03/24/10 at 2:10 PM, revealed Licensad
Practical Nurse (LPN) #2 pulied an Acidophllus
Capsule and opened the capsule to mix with
water and pulled a Flexerll 3 milligram {mg) tablet
and crushed the tablet to mbcwith water.
Interview with LPN #2 revealed thase medIcatlons
wors to be given per G-tube.

Review of the Maroh 2010 MAR revealed the two
(2) medications were to be given per mouth.
Further review of the Maroh 2010 MAR revealed
all of tha medioatlons for Resident #7 were
ordered to ba given per mouth. Review, of the
Monthly Physiclan'a Orders for March 2010
ravealad all of the Medications were to be given
per mouth, '

Intarview with LPN #1 and LPN #2, nurses
assignad to Resident #7's unit, on 03/24/10 at
7:30 PM revealad Resident #7 wes to have
nothing by mouth and all nutrition and medication
was adminlstered per G-tube,

assigned to check the monthly change over
orders and MAR's, on 03/26/10 at 11:00 AM,

F514] was completed for 100% of the
residents ‘in house on 3/25/10 by the
DON and Restorative Nurse for
accuracy of the administration of
medication route. The clinical records
audit of 100% of the in house residents
was completed to include accuracy
within the documentation of the record,

. that each clinical records is accessible
in the records department and is in a
systematjcally organized filing system
to ensure sufficient information to
identify the resident details of the
resident assessments, the plan of care -
for the resident and the results of an
preadiission screening conducted by
the state and the clinical medical
progress notes.. An audit of all
Residents receiving tube feedings was
completed by the DON/ RN to
determine all MAR’s and Fhysicians
Orders accurately reflect the correct
route of adrainisiration. A,
comprehensive audit has been
completed for closed records to ensure
there are no missing documents.

FORM CMS-2687(02-09) Provioua Vasafons Obisofale Event t0; XQva11
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G-tube” for Resldent #7. She further sfated ihat
she had migsed this mistake when she reviewed
the monthly change over records.

2. Review of Resident # 11's medical record
ravealed the resident was admitted 11/25/09, and
discherged on 12/2/09. Further review revesaled
no November 2000 Medication Adminiatration
Record (MAR) and no December 2000 MAR for
"as needed" (prn) medications.

Interview with Medical Records staff, on 03/25/10,
at 1:35 PM revealed that these MARs could not
be located for Resldent #11.

STATEMENT OF DEFICIENQIES | (X1) PROVIDERUSUPPUERICLIA (X2) MULTIPLE QONSTRUCTION {X2) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING ¢
NAME OF PROVIDER, OR SUPPUIER STREET ADDRESS, CITY, STATE, ZIF COLE
MAYFAIR MANOR 3300 TATES CREEK ROAD
VFAR LEXINGTON, KY 40502
) iD BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (x8)
| rPreFx | . (FACH OEFICIENCY MUST BE PRECEDED BY.FULL PREFIX (EAGH CORRECTIVE ACTION BHOULD BE COMPLETION
= raE—t—REGULATORY-OR LEC1DRNTIFVINGINFORMATION) TAG UHGS8=REFERE§E§%‘EO”I‘;|)E'APPROPR!ntE OATE—
IENG
F 514 | Continued From page 8 F 514

3. An aundit of 100% of the in house
clinical records will be conducted by
the RN weekly. The clinical records
audit will inciude accuracy within the
documentation of the record, that each
clinical records is accessible and is in a
systematically organized filing system
to ensure sufficient information to
identify the resident details of the
resident assessments, the plan of care
for the resident and the results of ap
preadmission screening conducted by
the state and the clinical medical

closed records will be completed by the
- medical records director within seven
days of resident discharge to ensure
completion and accuracy of the record
prlor to being closed and filed.

4. Results of the andit will be taken to
the clinical meeting for review and.
forwarded to the IDT for evaluation and
follow up. DON will forward clinical
record review results to the Medical
Records director monthly for review.
Any area of concem identified will be
veported to the facility Administrator,
DON and regional SCC nurse for
yeview and plan of action. The director
of medical records will forward all andit
results to the quarterly QA mesting for
follow up.

DATE: 5-1-2010

- o= —

progress note A comprehensive audit of -

10
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' . i director has
A Life Safety Code survey was initiated and . 1. The maintenance b

‘concluded on March 25, 2010 for compliance with + Teviewed the life safety code K

Title 42, Code of Federal Regulations, 483.70 and : 038 regarding exit dooxs. The

found the faoility not in compliance with NFPA exit door located near the laundry

101 Life Safety Code, 2000 Edition. . room was evaluated and was

Daficiencies were cited with the highest deficiency ~ corrected to release "“"“hm 15

identified ata "F " sec. The 15 second signage was .,
K 038 | NFPA 101 LIFE SBAFETY CODE STANDARD K038| posted on the door immediately
S8=F by the maintenance director.

Exit access is arranged &0 that exits are readily .
accessible at all times in accordance with section All exit dooxs have been
74, 19.24 . reviewed and have the proper

signage posted and have been
corrected to release within 15 sec
code.

2. All facility exit doors (nine)
have been reviewed. All doors
meet the code of an irreversible

This STANDARD is not met as evidenced by: process that shall zeleasc the lock
Based on obsarvation and interview, the fagility within 15 sec. upon application
failed to ensure exit doors were readily acoesslble of a force to the release device

at all imes and had the proper signags. with magnetic locking devices

The findings Include: and have the proper 15 second
, egress signage.

During the Life Safaty Code tour on March 26,
2010 at 10:16 a.m., with the Director of
Maintenance, an exit door with a magnetic locking
device located near the laundry room was noted
not tc release within fiftaen (15) saconds, The
door did not have the proper signage Indigaling
the door would release In fifteen (16) seconds. oy, KL J
The Director of Maintenance stated a corporate — T '
employes Installed the megnetic lodks in the
facility and the Director of Maintenance was not

=
LABQRATWTOR‘B CR PRWSUPFL REPREBENTATIVE'S SIGNATURE e TITLE (X8} BATE
f It 0 .

Any dafiel’ano@ slatement anding with an asterisk (*) denotes a deflalency which tha inglitution may be exoused from comecting providing It is dater}nl;md that

olher safeguards provide eufflolani protaction to the patients. {See Instruclions.) Excepl for nureing homes, the findings stated above are digclosable 00 days
following the date of survey whether or not a plan of aarrection Is provided. For aursing homee, the abave findings and plans of corraction are disclosable 14
days following Lhe date these documents are made avallable to the factity. If deficiencies are ciled, an approved pien of cotrecllon ie raquisile to continued
pragram parlioipalion,

FORM CMS-2687(02-86) Prevlos Vertians Obeolate Bvent D XQvazt Facility 1D: 100111 If continuation sheet Page 1af &
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_however, falled to have the proper signage.

_suparviead automatlc fire detectlon systam In.

aware the door should open within fifteen (15)
seconds and heve the proper signage. During the

survey six (6) exit doors were noted not to release |

or have the proper signage. Three (3) exit doars
were noted to release within fitteen (15) seconds

Reference: NFPA 101 2000 edition

7.2.1.6.1 Delaysd-Egress Locks.

Approved, listed, delayed-egress locka shall be
permitted to be installed on doors serving low and
ordinary hazard contents in buildings protected
throughout by gn approved, aupervisad automatic
fire detectlon syatem In accordance with Section
8.6, or an approved, suparvisad automalic
sptinkier system in acgordance with Saction 8.7,
and where permitted in Chapters 12 through 42,
provided that the following criterla are met.

(@) The-doors shall untock upon actuation of an
approved, supervised automatic sprinkler system
In accordanoe with Section 8.7 or upon the
actuation of any heat detector or activation of not
more than two emoke detectors of an approved,

aocordance with Section B.6.

(b) The doors shall unlock Upon loss of power
controlling the lock or locking mechanism.

{0} An irreversible process shall release the lock
within 156 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 Ibf (87 N) nor be
required to be continuously appllad for more than
3 seconds. The initiation of the release procoss
shall activate an audible signal in the viginity of
the door. Once the door lock has been released
by the application of force to the releasing device,
relacking shali be by manual means only.
Exceptlon: Whera approved by the authority

checked five times a week during
maintepance xounds for egress
compliance and proper signage.
Maintenance will correct
immediately any non compliance .
! 1ssues.
¢ 4. Facility exit door audits will
 be reported to the monthly Safety
. Committee and reported
» quarterly to the QA comumittee
i for follow up.

‘DATE: 4-18-2010

STATEMENT OF OEFICIENCIES (X1) PROVIDER/SURPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) gST!IE: EEJTI}E\-")EY
AND.PLAN OF CORRECTION IDENTIFICATION NUMEER: M
\ - |A-BUILDING 01 - MAIN BUILDING 01
6. WING R
186009 . 0Y/2b/2010 -
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
3300 TATES CREEK ADAD
MAYFAIR MANOR LEXINGTON, KY 40502
() I SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION pUs)
PREEIX | -(EACH DEFICIENOY-MUST BE-PRECEOED BY FULL- PREFI -] - -~ --~(EACH-CORREGTIVE AGTION-8HOULD BE * - |- COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAQ GAROSS-REFERENCED 7O THE APPROPRIATE | ove
DEFICIENCY) .
K038/ Continued From page 1 K038| 3, All facility exit doors will be
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Means of egresg ere conlinuously malintained free
of all obstructions or Impediments to full instant
use in tha cage of fire or other ememeancy. No
furnishings, dacorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not mel as evidenced by:
Based on observation and Interview, the facility
falled to ensvre corridors were malntalned fres
from obstructions related to full instant use In the
case of fire or other emergencles.

The findings Include:

During the Life Safety Code tour on March 25,
2010 at 9:45 a.m., with the Direotor of
Malntenance, a linen cart was noted to be not in
use and unattended on the south wing short hall
corridor. An intarview wilh the Direclor of
Malntenance revealed linen carte were routinely
left unatiended to one slde of the corridor.
Corridors are intended for means of egress,
intarnal traffic and emergency use, not storage
gpaces. The Life Safety Code has specific

2. Laundry and Nursing Staff in.
service completed by 4-18-10

- regarding life safety code K072.
Regarding linen carts, Means of
egress are to be continuously
maintained free of obstruction or
impediments for uge in case of
fire and or other emergency.

3. The DON/ clinical staff will
ensure the linen cart moves
freely down the corridor room to
room during resident care. The
housekeeping laundry director
will follow up with a weekly
audit to ensuxe the linen carts are
not impeding the egress for fire
and other emergency. Any nom
compliance will be reported to
the DON/ Unit manager for
immediate correction. All exits
will be monitored by the

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLEA {X2) MULTIPLE GONSTRYCTION {3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ' COMPLETEC
A BUILDING D1 - MAIN BUILDING 01
196060 B wiNG 03/26/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIF CODB
3300 TATES CREEK RDAD
MAYFAIR MANOR LEXINGTON, KY 40502
. (X&) ID SUMMARY STATEMENT OF DEF(CIENOIES 10 PROVIDER'S PLAN OF CORRECTION 8
PREFIX: | -~ . (EACH DEFICIENCY. MUST.BE PRECEDED BY FULL - PREFIX: - .~ (EAGH.CORRECTIVEACTION SHQULD.BE . --.- - | . COMPLETION .
TAG REGUIATORY OR LT DEKTIRVING YNFORMATIOR) TAG CHOES- ——oATe—f———
DEFICIENCY)
K 038 | Continued From page 2 Ko03s| X 072
having Jurlsdiction, a delay not exceeding 30 1. The linen cart was removed
seconds shall be parmilled. om south unit short hall
(d) * On the door adjacent to the release device, f m dor immediately. Four other
there shall be a read|ly visible, durable sign In €OXndor ImIm ¥
letters not tass than 1 in. (2.5 am) high and not hallways were assessed and the
less than 1/8 in. (0.3 cm) In stroke width on a linen carts were removed to
contrasting background that reads as follows: of epress and full
PUSH UNTIL ALARM SOUNDS e e ot o, 0x Ofh
- | DOOR CAN BE OPENED IN 15 SECONDS Instant nse w case ol nre ox othex
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072| cmergency.
83=F
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(a) Oxygen storage locations of greater than
3,000 cu ft. aro enclosed by a one-hour
gspamtion,

{b) Locatlons for supply systems of greater than
3,000 cu.ft. are vanted to the culside. NFPA 99
43.1.1.2, 18.3.24

This STANDARD s not met as evidenced by:
Based on observation and interview, the facllity
failed to ensure oxygen cylinders ware stored
according to NFPA atandards. .

The findings include:

During the Life Safety Code tour on March 26,
2010 at B:56 a.m., with the Diregtor of
Maintenance, twenty seven (27) E size oxygen
cylinder tanks were noted to be atored in an
accessible smali closel in the corridor area,
These tanks were within five (5} feet of
combustible storage. Oxygon storage rooms must
ba secured agalnst unauthorized entry and
cylinders must be kept five (5) fest from
combuatibles, During an interview with the
Director of Maintenance, during the tour, the

STATEMENT OF DEFIGIENGIES {X1} PROVIDER/SUPPLIER/QUA {2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A BUILDING 01 - MAIN BUILDING 01
8. wi -
185069 NG 03/25/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE ' '
3300 TATES CREEK ROAD
MAYFAIR MANOR LEXINGTON, KY 40602
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN-OF CORRECTION X6)
PREFN: |- - (EACH-DEFICIENCY MUST BE PRECEDEDR BY FULL. PREFIX - -~ (EAGH QORREOTIVE AGTION-EHOULD BE- -+ --| SOMPLETION
TAG REG ORY RMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE TAVE
DEFICIENGY)
K 072 | Continued From page 3 K072| maintenance staff to ensure the
requirements for storage spaces. These items hallways and the corridors are
would also limit the use of the hand ralis by free from obstruction
resldents, when needed, Four other corridors 4. Th v L ) di
wera also noted during the survey to have linen - Lhe weekly hinen cart andit
garts stored In the corridor. will be reviewed on a monthly
K 075 | NFPA 101 LIFE SAFETY CODE STANDARD K 076 basis by the DON/ Safcty
88=D Medioal o 4 administrat committes and forwarded to
edioal gas storage and administration areas are .
protected in accordance with NFPA 99, quarterly QA committee for
Standards for Health Care Fagilitios, follow up.
K 076

1. The arca was assessed for
proper storage of oxygen tanks
on 4-16-2010. CMS guidelines
states that (12 E sized cylinders)
associated with patient care can

" be located outside of an
enclosure at locations to the
corridor. The O2 storage area
has (12 E cylinders).

2. The facility does not have but
the one storage area for oxygen.
The oxygen storage area 15 in
compliance with the CMS
guideline. Maintenance and
clinical staff will be in serviced
regarding the proper storage and
paaximum capacity by the DON.
4-18-2010
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18-2.1,11.2

Diractor Indicated not beidg aware of this
requirement. Refer to 8§8C-07-10.
Reference: NFPA 86 1209 edition

SBtorage for nonflammable gases greater than 8.5
m3 (300 fi3) but lezs than 85 m3 (3000 ft3)

(A) Storage locations shall be outdoors in an
anclosure or within an enclosed interior space of
honcombustible or limited-combustible
construction, with doors {or gates outdoors) that
can be secured against unauthorized entry.

(B) Oxidizing gases, such as oxygen and hitrous
oxide, shall not be storad with any fiammable gas,
liquid, or vapor.

(€) Oxidizing gases such as onygen and nitrous
oxide shall be separated from combustibles or
materials by one of the following:

{1) A minlmuin distance of 8.1 m (20 ft)

{2) A minimum distance of 1.5 m (5 R} if the
entire storage location (s proteoied by an
automatic sprinkler system designed in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems ,

(3) An enclosed cabinet of noncombustible
conatruction having a minimum fire protection
rating of % hour. An approved flammabile liquid
storage cabinet shall be permitted to be used for
cylinder storage.

the area 3 times weekly for four
weeks to ensure the staff is
maintaining compliance. The 02
vendoz will report weekly visit
compliance to the DON.

4. All audits will be reported in
the weekly standards of care
meeting and forwarded to the
monthly Safety committee, Staff
will be monitored and counseled
for non compliance of the policy.
All results of the audits will be
followed in the quarterly QA
meeting.  4-18-2010
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