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F 000| INITIAL COMMENTS F gop| Preparation and execution of this plan of
correction does not constitute an admission
A Recertification Survey was initisted on of or agreement by the provider of the truth
01/17/12 and concluded on 01/20/12. of the facts alleged or conclusions set forth
Deficlencies were cited, with the highest scope in the statement of deficieticy. This Plan of
and severity of a "D." ‘ Correction is prepared and executed solely
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281| because Federal and State Law require it.
55=n | PROFESSIONAL STANDARDS Coinpliance has been and will be achieved
. no later than the last completion date
The services provided or arranged by the facility identified in the POC. Compliance will be
must meet professional standards of quality. maintained as provided in the Plan of
Correction. Failure to dispute or challenge
This REQUIREMENT is not met as evidenced ' the alleged deflciencies below is not an
by: -admission that the alleged facts occurred as
y: presented in the statements.
Bassd on interview, record review and review of ,
the facility's policles, it was determined the facility F281 SERVICES MEET PROFESSIONAL
failed to meet professional standards of quality by STANDARDS
falling to ensure Physiclan's medication orders
-were carried out for two (2) of twenty-three (23) Targeted Residents
residents, (Resldent #1 and Resident #17). On 01/18/12, the Unit Manager of Unit 1
- ’ notified the Physiclan's Assistant of the time
The facmty .falled to accurately carry out Resldent administration error for the Aricept order on
#1's Physician's orqgr for_Augmentln {an antibiotic Resident #17, An order was received at that
grderegeio{hbchmg?) tr‘:";e,a dayc'I fotrhseven 7 time to give the medication at HS {Hour of
ays.. ician or .
mgdicat!on v?ro%ﬁlglhavg geen admirﬁ;tereed Sleep). A telephone ovder was completed by
beginning the evening of 01/03112 and the Unit Manager, who also ‘posted it to the
discontinued after the morning dose on 01/10/12, .Mf‘RifMEd'ca“;n édTlmsnl"‘fno,n Recor‘;)' Ti‘e
However, the medication was continued past the felephone  of e;l Mra"“”pt“’“ and ~ the
stop date and the resident received a dose the franscription to the MAR were reviewed by the
evening of 01/11/12 and the morning and evening charge nurse for accuracy. The medication has
on 01/12/12. been given at HS since that date. Resident #17
‘ has experienced no complications from the
The facllity failed to accurately carry out Resident change in medication administration time,
#17's Physician's order for Donspezil ( used to ) )
treat dementia of the Alzheimer's disease type) by On 01/18/12, the Unit Manager of Unit 2
administering the drug in the morning instead of contacted the Physician’s Assistant to discuss
the evening as prescribed, Resldent #1’s order for Augmentin written
" (X8} DATE

ISHU A 2-/0-/2

JORATORY DIRECAORS OR PROVIDER/SUPPWER REPBESENTATIVES SIGNATURE . . TITLE
. /%/‘7//7

y deficiency statement ending with an asterisk (*)der{otes a defictency which the institutlon may be excused from correcting providing it is determined that
er safeguards provide sufficient protaction to the patients. (See insiructions,) Except for nursing homes, the findings stated above are disclosable 90 days
owing the date of survey whether or not a plen of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
ts following the date these documents are made availabie to the facility. If deficlencles are clted, an approved plan of correction is requisite to confinued
wram participation. .
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F 281 Continued From page 1 F 281] on 01/63/12 which was to be administered

-treatment of upper respiratory infection/bronchitis)

administered during those doses.

The findings include:

Review of the Facility's- Policy, "Physician
Medication Orders", with the implementiation date
of 08/18/11, revealed orders for medications must
include: specific duration of therapy and
frequency of administration.

1. Record review revaaled the facility admitted
Resident #1 on 01/25/08 with diaghoses which
included Dementia and Functional Decline and a
recent diagnosis of Upper Respiratory infection
and Bronchitis,

Review of the Quarterly Minimum Data Set
(MDS3) Assessment, dated 11/18/11, revealed the
facility assessed the iasident as having moderate
impairment during a Brief interview for Mental
Status (BIMS) assessment.

Review Resident #1's Physician's Telephone
Orders, dated 01/03/12, revealed an order for an
oral dose of Augmentin {an antibiotic ordered for

to be given twice a day, for seven (7) days.

Review of the Medication Administration Record
(MAR) for 01/12 revealed Resident #1 received
the first dose of Augmentin at 2:00 PM on
01/03/12. Further review revealed the words
"STOP" and "X" indicating the drug was
discontinued. and not to be given at 9:00 P
1110/12 and 9:00AM and 2:00PM con 1/11/12,
however, Initials were also noted in the same
documented area indicating the drug had been

BID x 7 days. This aniibiotic required an
extension of administration dates to ensure she
received the full course of antibiotic due to 3
refusals during the initial course of treatment.
An order was not transcribed to extend the
administration dates. The PA stated that
extension of the dates to ensure the resident
received all doses was the prudent action to
take and would have given that order. A
clarification order was written on 01/18/12 to
cover the extended time frame. The antibiotic
was prescribed for treatment of an Upper
Respiratory Infection. The resident received
all 14 doses between the dates of 01/03/12
and 01/11/12 and has experienced no
complications since the completion of ‘this
medication.

Identification of other residents

All residents have the potential to be affected.
An audit was performed by members of the
Nursing management team including Unit
Managers, Assistant Director of Nursing,
Regtorative Nurse, Quality Assurance Nurse,
Staff Development Coordinator and Weekend
House Supervisor beginning 02/06/12 and

review of all residents physiclan orders with
comparison to all new or re-admit orders,
telephone orders, and any consuitant
recommendations including pharmacy and
psychiatric for the past 30 days. The audit also
included a review of all time limited.orders to
ensure they were carried out as ordered. Any
discrepancies found will be reviewed with the
physician -with new orders followed as
indicated per facility’s “Medication Order”

completed on 02/10/12. This audit included
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AM dose on 01/11H12. Further interview revealed
she would not have given the dose if the "STOP"
had been recorded in the dosing fime slot the day
she had administered the medication. She could
not state who or when the "STOP" would have
been written on the MAR, only that it appeared to
have been written after three additional doses of
medication had been administered.

Interview with Unit Coordinator #1, on 01/18/12 at
4:02PM, revealed it appeared three (3) doses
were given beyond the orlginal stop date of the
antibiotic ordered for Resident #1. Continued
interview revealed she did not know when or why
the drug was extended unless a nurse called the
practitioner to gat an extension of the dosing,
however she could find no documented evidence
in the chart to indicete an extension was
requested or ordered for the medication, She
further stated she was not aware the facllity had
failed to ensure the original medication orders
were carrled out and the medication stopped after
seven (7) days. She also acknowledged the
nurse who received the telephone order failed to
mark the stop time on the MAR when the
medication order was written.

2. Record review revealed Resident #17 was
admitted to the facility on 06/17/11 with diagnoses
which included Aizheimer's Disease, Dementia,
Anxiety, Depression and Depressiva Disorder.

Review of the Quarterly Minimum Data Set
(MDS) Assessment, dated 12/02/11, reveated the
facilify assessed the resident as having severe
impairment during a Brief Intervisw for Mental

An in-service for Licensed Nurses and KMA's
was presented beginning 02/08/12 through
02/11/12 by the Director of Nursing, Staff
Development Coordinator and  Assistant
Director of Nursing reviewing the standard
practice for taking orders from a physician,
appropriate transcription to MAR/TAR, and of
necessary interventions to follow when
carrying orders out including procedure for
reporting refusals and extending time limited
orders.

An addendum was made .to the facility’s
“Physician  Medication Orders” policy to

transcription to MARs or TARs to have a 2nd
check by an additional licensed staff member
and initialed to indicate that the 27 check was
completed and transcription was accurate, The
Staff Development Nurse and Quality
Assurance Nurse in-serviced this new
requirement to Licensed staff and KMA's from
02/03/12 through 02/10/12.

Monitoring

The Quality Assurance Nurse receives a copy of
all physician orders and reviews to ensure 2nd
check initials are present. If a 2 check is not
evident on any order, the Quality Assurance
Nurse will complete the 2nd check and re-
educate the nurse who received the order on
the Physician Medication Order Policy
addendum and expectation of compliance,

The Quality Assurance Nurse [s completing
audits of time limited orders to ensure they are
being followed as prescribed with appropriate

include a requirement for all MD orders and .
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DEFICIENCY) :
F 281| Continued From page 2 F 281| policy.
Interview, on 01/18/12 at 4:00PM, with Licensed
Practical Nurse #1, revealed she gave the 9:00 Systemic Changes

JRM CMS-2567(02-80) Previous Verslons Obsolote

Event 10:UBE311

Fagilily 10: 100644

If continuation sheet Page 3 of8



PRINTED: 02/03/2012
FORM APPROVED
OMB_NO _0938-0391

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

STATEMENT OF DEFICIENCIES {(X1) PROVIDERISUPPLIERICLIA X2} MULTIPLE CONSTRUCTIOMN {X3) DATE SURVEY
A\NDPLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING 7
185248 01/20/2012

NAME OF PROVIDER OR SUPPLIER

SAYRE CHRISTIAN VILLAGE NURSING HOME

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

LEXINGTON, KY 40517

SUMMARY STATEMENT OF DEFICIENCIES (EACH

{Xd) 1D 1D PROVIDER'S PLAN OF GORREGTION (EAGH (X5)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE GROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY}
F 281 Continued From page 3 ' F 281 nursihg inter.ven_tion fof- refusals and' extepsion
Status (SIMS). of order as indicated. These audits will be
performed weekly x 1 month, then every 2
Review of the Package Insert of the medication weeks x 1 month, and then monthly x 1 month.
Donepezil revealed, "DOSAGE AND A ¢ I d during th
ADMINISTRATION- ARICEPT [Donepezil auits il require ve-ecucation by the Diractor
Sh{.)"f“d Ee taken in the evening, just prior to of Nursing or other administrative staff,
relirng. increased monitoring, and revision to the plan
. i . as deemed appropriate by the Quality
Review of Resident #17's Physician's Telephone Assurance comnmittee.
Orders, dated 11/27/11, revealed an order to Results of the audits will be submitted to the
‘change time" of Donepezil tablet to "every AM". Quality Assurance committee for veview and
However, the medication was already being revision until the Quality Assurance committee
- administered in the AM so this order did not has determined 100% compliance has been |
accurately reflect any change of administration achieved. 02/15/12

fime. :

Review of i7esident #17's Nurse's Notes, dated
11/28/M1Y, n.:vealed a new order was received to
change the administration time of the resident's
medicatior, of Donepezil from 8:00AM to bedtime
{8:00PM).

Review of the November and December's
Medication Adminisiration Records (MARs)
revealed Resident #17 had an order for Donepezii
ong;e daily with the administration time of 8:00
AM. Further review of the MAR revealed &
revision to the order related to dosing change on
11/29/11 with the 8:00AM time changed to 8:00
PM (bedtime). The records raflected Resident
#17 received the medication at 8:00 PM
{bedlime) as ordered from 11/28/11 through
12/31/11.

Record review of the January 2012 MAR revealed
the Donepezil was given at 8:00AM instead of
8:00PM.
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| Program under which it-

Continued From page 4

interview, on 01/20/12 at 2:00PM, with Unit
Coordinator #2, revealed the medication should
be given at bediime. She further stated she had
feiled to accurately transcribe the order fo reflect
the change in administration time from 8:00AM
to be given at 8:00 PM. Therefore, in January
2012, when the new month's MAR’S were
checked against recent Physician's orders the
time was incorrectly noted to be 8:00AM instead
of the intended time of 8:00 PM which resulted in
the Physician's orders not being carried out as
recommended and requested.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanltary and comfortable environment and
to help prevent the development and trdnsmission
of disease and infection.

(a) Infection Control Program
The facility must establish an Infection Control

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

(2) Decides what procedures, such as Isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections,

(b) Preventing Spread of Infection

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

(2} The facility must prohibit employees with a
comrmmunicable disease or infected skin lesions

F 281

':'441 F441_INFECTION CONTROL

Targeted Residents

The SRNA found to not. be practicing
apprepriate hand hygiene during meal service
was re-educated by the Assistant Director of
Nursing on 01/25/12. She reviewed the
facility'’s policy on "Handwashing / Hand
Hygiene” which includes before and after
direct resident eontact and before and after
assisting a resident with meals,

Identiflcation of other residents

All residents have the potentia] to be affected.
A review of the facilities Infection Control
Program’s- tracking and trending report was
completed by the Assistant Director of Nursing
to identify any further breach of standard
Infection control practice. There were no
findings to indicate any resident had been
affected by this practice.

Systemic Changes

An in-service for nursing staff was presented
beginning 02/08/12 through 02/11/12 by the
Director of Nursing, Staff Development
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from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident ¢ontact for which
hand washing is indicated by accepted.
profassional practice.

{c) Linens

Personne!l must handle, store, process and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: :
Based on observation, interview and review of
the facility's polices, it was determined the facility
feiled to provide a safe, sanitary and comfortable
environment and to help prevent the development
and transmission of disease and infection as
evidenced by State Registered Nurse Aide
(SRNA} #7 making contact with muitiple residents
at the conclusion of the svening meal service
without sanitizing her hands between resident
contact of Unsampled Residents #1, #2, and #3.

The ﬁndings include:

Review of the facility's policy, Meal Service, dated
1/10/10, revealed the facility policy Is to ensure
each resident recelves the amount of assistance
necessary during meal service, including
positioning the resident to maintain comfort and
assisting the resident with eating. '

Review of the facility's policy, infection Control

" thie Assistant Director of Nuxrsing to ensure all

to re-educate on the facility’s Infection Control
Policy which suppoits standard infection
contro) practice. This in-service included the
review of the acceptable practice of Hand
Hygiehe.

Nursing staff will be required to successfully
pass an exam on acceptable infection control
practices immediately following the in-service

to  ensure comprehension and future
compliance with this policy.
Newly hired nursing staff will receive

education by SDC on the facilities Infection
Control Policy including the acceptable practice
of Hand Hygiene during new employee
orientation,

Monitoring

The DON and assigned department managers
will complete daily audits x 2 weeks, then
weekly x 4 weeks io ensure staff are practicing
appropriate  hand hygiene during meal
services.

Infection Control Rounds will be completed by

other Infection control practices are adequate
to prevent the spread of infection. These
rounds will occur weekly x 4 weeks, then every
2 weeks x 4 weeks, then monthly x 2 months,

Any non-comphiance found during the audits or
rounds will reqguire lmmediate corrective
action by the Director of Nursing or other
member of nursing management as deemed
appropriate by facility Administration.
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F 441 | Continued From page 6 F 444} Resurl‘ts of the audit; and rounds wilii be
dated 10/07 led the facil submitted to the Quality Assurance committee
Program, lated 10/07, revealed the facility for review and revision untll the Quality
program wilt develop control measures to protect Assurance committee has determined 100% -
residents and personnel from institution-acquired compliance has been achieved, 02/15/12
infections. ' '

Review of the facility's policy, Handwashing/Hand
Hygiene, implementation date 10/01/10, revealed
the facility considers hand hygiene the primary
means to prevent the spread of infections. The
policy states all personne! shall follow the
handwashingfhand hygiene procedures to help
prevent the spread of infections to other
personnel, residents and visitors. The policy
further states employees must wash their hands
under the following conditions, -including before
and after assisting a resident with meals, before
and after direct contact with residents or
‘objects/medical equipment in the inmediate
vicinity of the resident.

Observation of the Dining Area located behind the
Nurses’ Station, on 01/18/12 at 5:30PM,
revealed SRNA #7 having direct resident contact
as she assisted Unsampled Resident #1 with
eating. A second unsampled resident seated in a
wheselchair was noted to have finished hisfher
meal and had attempted to self propel away from
dining table. Without sanitizing her hands the
SRNA was observed to reposition Unsampled
Resident #2 which included contact with the
resident's clothing, wheelchair and skin.
Continued obsetvation revealed, without
sanitizing her hands, SRNA #7 provided
infervention to Unsampled Resident #3who
attempted to get out of his/her wheelchair. SRNA
#7 was observed to have her hands in direct
contact with Unsampled Resident #3's hands,
clothing and wheelchair, Observation again
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revealed, without sanitizing her hands, SRNA#7
| provided intervention fo Unsampled Resident #2
by assisting him/her from the Dining Area by
pushing the resident's wheelchatr

3nterwew, on 1/20/12 at 2:40 PM, with SRNA#Y
revealed she had been trained on proper
handwashing/sanitizing. She further stated she
failed to wash her hands because of the urgency
to assist the residents with their |mmed|ate
naeds,

Interview, on' 01/20/12 at 2:50 PM, with the -
"‘uper\nsor of SRNA#7 revealed SRNA‘s are
!rained in orlentation and re-trained as necéssary.
‘The Supervisor stated staff was to provide
sastorative dining care-and follow the facility's
1olicy-by sanitizing hands between asslstsng
residents.
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CFR: 42 CFR 483,70(a)
Building: 01
Plan Approval: 1982
Survey under; NFPA 101 (2000 Edition), Chapter
19 (existing heaith care}
Facility type. SNF/NF
Preparation and execution of this plan of
Smoke Compartment. 5 correction does not constltute an admission
of or agreement by the provider of the truth
Fire Alarm: Complete fire alarm of the facis alleged or conclusions set forth
: . : in the statement of deflciency.. This Plan of
Sprinkler System: Complete automatic sprinkler Correction is prepaved and executed solely
system ‘ because Federal and State Law require il
Compliance has been and will be achieved
no later than the last completion date
identlfled in the POC. Compliance will be
. . maintained as provided in the Plan of
Astandard Life Safely Code survey was Correction, Failure to dispute or challenge
conducted on 01/19/2012. Sayre Christain the alleged deficiencies below is not an
Village Nursing Home was found not to be in admission that the alleged facts occurred as
compliance with the requirements for participation ‘presented in the statements.
in Medicare and Medicaid. The following
demonstrate non compliance: Kod5
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD" K045{ NFPA 101 LIFE SAFETY CODE STANDARD
§8=F Targeted Residents i - oo th
N . . . No Residents were directly affected by this
g:u(r:r;:ra}at::ni;fa:ae:n: d O; e?r::??éillsgugfllgn exl{tn i practice although the facility realizes that there
.S' narge, 9 ° y Singie was a potential to affect seventy four (74}
lighting fixture .(bu")) will not leave the area in residents, staff and visitors. A two bulb fixture
darkness. (This does not refer to emergency was Installed outside of # 2 door on 1/29/12.
lighting in accordance with section 7.8.) 18.2.8 A two bulb fixture was installed outside of
doors #3 and #4 on 1/19/12. A two buib
fixture was installed outside of door #11 on
2/3/12. An audit was performed by the
Maintenance Director on 1/19/12 where he
IORATORY DIRECT‘S OR RRQVIDERSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XG) DATE
Y] J f ’ 7 . o~ - —
')}l W FSAAA /1 Via 740(%’!::{){3’{’%/&—”0!/[ 210 %

y deficlency

sttemant endig t an asterisk ("y denotes a deficiency which the instifutior\ may ba excused from correcting providing it is determined that

«ar safeguards provide suffictent protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
owing the date of survey whether or not a plan of correction |s provided. For nursing homes, the above findings and plans of correction are disclosable 14
ys following the date these documaents are made available to the facllity. If deficiencies are clted, an approved plan of corraction is requisite to continued

ram parlicipation.
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FORM APPROVED
LENTERS FOR MEDICARE & MEDICAID _SFRVICFS N
ITATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
) A. BUILDING 01 - MAIN BUILDING 01
B. WING
185248 01/19/2012
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESs, CITY, STATE, ZIP CODE
3840 CAMELOT DRIVE
SAYRE CHRISTIAN VILLAGE NURSING HOME LEXINGTON,KY 40517
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K 045 | Continued From page 1 K048 ?.lso iden(i;ified/ zdo/orz#lt) Witl? ]E ?iingle bulb
R , ixture. On 1/27/12 a two bu xture was
This STANDARD IS not ij't as dee_nced by: " installed outside of door #10. No other doors
Based on observation and interview, it was were found to have only one buib fixtures
determined the facility failed to ensure exits were :
equipped with lighting, according to National Fire Identification of Other Residents 7
Protection Assoclation (NFPA) standards. The Seventy four (74) residents, visitors and staff
deficiency had the potential to affect three (3) of had the potential to be affected by this practice.
five (5) smoke comparirents, four (4) of six (8)
exterior exits, seventy four (74) residents, staff Systemic Changes :
and visitors. An all staff in-service was given by the
Administrator where she reviewed the X045
N . Life Safety Regulation and that all doors would
The findings include: be audited and any found with only one bulb
; fixtures would be ¢changed to two bulb fixtures.
Observation, on 01/19/2012 at 10:23 AM, This n-service was heid on 1/25/12, 1/26/13
revealed the extetior exit of exit two (2) was and 1/28/12. The Safety Team tmet on
equipped with a single bulb for lfluminating the 1/31/12 to discuss K045 regulation and a
public way from the exit. Exit lighting must be listing of top cited Ktags were given out and
arranged so the failure of a single bulb wilt not reviewed. The Life Safety Code Team will
leave the exit in complete darkness. During the conduct monthly outside rounds to enswre
survey the same was found for exits three (3), facility stays in compliance with K045,
four (4) and efeven {11). The observation was )
conflrmed with the Maintenance Director. Monitoring
Any issues/concerns found through the Life
Interview, on 01/19/2012 at 10:23 AM, revealed Safety Code Team will be brought to the Quality
he/she was unaware the lighting fixtures serving Assurance Commnittee for three months for
the exterior exits must inciude more than one menitoring. 02/15/12
bulb.
Reference: NFPA 101 (2000 edition)
Reference: NFPA 101 (2000 edition)
7.8.1.4" Required lllummatton shall be arranged
so that the
faitlura of any singte lighting unit does nof result in
an illumination
level of less than 0.2 it-candle (2 lux) in any
designated
area.
K 056 | NFPA 101 LIFE SAFETY GODE STANDARD KO58{ Kos6
S8=D NFPA 101 LIFE SAFETY CODE STANDARD -
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
—ENTERS _FOR MEMCARE & MEDICAID SERVICES

TATEMENT OF DEFICIENCIES
NDFPIAN OF CORRECTION

PRINTED: 02/03/2012

(X1} PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER:

185248

o FORM APPROVED
MB.NQ . (0838-0391
{X2) MULTIPLE COMSTRUCTION (X3) DATE SURVEY

. COMPLETED
A BUILDING 01 - MAIN BUILDING D1
B. WING 01/19/2012

YAME OF PROVIDER OR SUPPLIER

SAYRE CHRISTIAN VILLAGE NURSING HOME

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

LEXINGTON, KY 40517

(XA} SUMMARY STATEMENT OF DEFICIENCIES (EACH D PROVIDER'S PIAN OF CORRECTION (EACH {X5)
PREFIX DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX CORRECTIVEACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)} TAG REFERENCED TC THE APPROPRIATE Date
DEFICIENCY) :
Targeted Residents
K 056 Continu?d From page:\ 2 A o K056 No %esidenrs were diréct]y affected by this
it there is an automatic sprinkier system, it is practice although the facility realizes that there
installed in accordance with NFPA 13, Standard was a potential to affect thirty two {32)
for the Instafiation of Sprinkler Systems, to residents, staff and visitors. On 1/27/12
provide complete coverage for all portions of the Brown Sprinkler installed sprinkler protected
building. The system is propetly maintained in equipment to door #2. On 1/19/12 an audit
accordance with NFPA 25, Standard for the was perforined by the Maintenance Director
Inspection, Testing, and Maintenance of and no other issues/concerns were found,
Woater-Based Fire Protection Systems. 1t is fully .
supervised, There is a reliable, adequate water identification of Other Residents
supply for the system. Required sprinkler :";"W Two (3213 residents, visitors and staff
systems are equipped with water fiow and tamper ad the potential to be affected by this practica.
switches, which are electrically connected to the Systémic' Changes
building fire alarm system. ~ 19.3.5 An all staff in-service was glven by the
Administrator where she reviewed the K056
Life Safety Regulation and explained that ali
doors would be audited and any found with
with an exterior roof or canopy over 4 feet in
This STANDARD is not met as evidenced by: - width with combustible equipinent would have
Based on observaiion and interview, it was to be sprinkler protected. This in-service was
determined the facility failed to ensure complete held on 1/25/12, 1/26/12 and 1/28/12. The
sprinkler coverage, according to National Fire Safety Team met on 1/31/12 to discuss K056
Protection Association (NFPA} standards. The regulation and a listing of top cited Ktags were
deficiency had the potential to affect one (1) of given out and reviewed. The Life Safety Code
five (5) smoke compartments, thirty two (32) Team will conduct rlnonthly putsade rounds to
residents, staff and visitors, ensure facility stays in comp]lance with K056,
) ] Monitoring
The findings inciude: Any isswes/concerns found through the Life
Safety Code Team will be brought to the Quality
Observation, on 01/19/2012 at 10:25 AM, Assurance Committee for three months for
revealed the canopy located at exterior of Exit monitoring. 02/15/12
Two (2} was hot protected by sprinkler coverage.
The canopy was constructed of wood. Any
exterior roof or canopy larger than four (4) feet in
width constructed of combustible materials must
be sprinkler protected. The observation was
confirmed with the Maintenance Director.
| Interview, on 01/19/2012 at 10:25° AM, with the
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STATEMENT OF DEFICIENCIES . {{X1) PROVIDER/BUPPLIER/CLIA [X2) MULTIPLE CONBTRUGTION {X3) DATE SBURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: . GOMPLETED
‘ A BULDING 01 - MAIN BUILDING 01
B. WING
186248 01/19/2012
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
3840 CAMELOT DRIVE
SAYRE CHRISTIAN VILLAGE NURSING HOME
AVRE CHRI _ LEXINGTON, KY 40517
¥4y 1D SUMMARY STATEMENT OF DEFICIENCIES D ) PROVIDER'S PLAN OF CORRECTION )
PREFIX | -~ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX- (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DAE
: . DEFIGIENCY} -
K 086 | Continued From page 3 |  koss

Maintenance Director, ravealed he was unaware
of the requirment for the area to be sprinkier
protected. . E

Referance: NFPA 13 {1999. edition)

£-13.8.1. Sprinklérs shall be installed under

exterlor roofs or canopies exceeding 4 f (1.2 m)

In width. '

Exception: Sprinklers are permitted to be omitted

where the canopy or roof-is of noncombustible or
mited combustible construction.
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