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F 274 | Continued From page 1 F274 was  indicated. On 20202012, an
A record review revealed Resldent #4 was Administrative Nurse completed CQI Tool
admitted to the facility on 08/12/11 with dlagnoses N-19 “RAI Process™. No later than 2/9/2012,
toinclude Congestive Heart Failure, Diabetes any resident addressed will be roviewed by an
Meliitus, Cerebral Vascular Accident, Left-sided interdisciplinary team and an ARD wiil be
Hemiplegia, Chronic Obstruction Pulmonary set. ' '
Disease, Depression and Mood Disorder,
What ymeasures will be put into pince or
Areview of the admission Minimum Data Set systemie changes made to ensure that the
(MDS), dated 08/22/11, revealed the resident to alleged deficient practice will nof recur?
have a Brief Interview for Mental Status (BIMS) On  2/9/2012, Interdisciplinary  Tenm
score of nine; ‘Further review revealed the . members will Le in-serviced on how to
resident was free of mood symptoms with a _identify change in resident status per MDS
severity score of zero, The resldent required 3.0 criteria and how to conduct a significant
limited assistance with bed mobility, fransfer, walk change check  on  completed MDS
in room and corrdor, dressing, toilet use and Asgessmants.
personal hygiene, Resident#4 was continent of
bowel, and the resident’s weight was 148 pounds, How does the facilily plan to monitor ils
performance fo ensure that solutions are
A review of the quarterly MDS, dated 11/22/11, susiained?
revealed the resident to have a BIMS score of CQI Tool N-19 will be completed monthly
eight. Further review revealed the resident . for three consccutive months and then as per
experienced a decline In mood, bed mobility, quarterly Continuing Quality Improvement
transfer, walk in room and corridor, dressing, schedule under the supervision of the
toilet use, personal hygiene, bowet confinence Director of Nursing (DON) to ensure the
and weight loss, as evidenced by the resfdentl iacility identifics and conducts significant
reguiring extensive assistance with bed mobility, change asscssments as indicated. The Quality
trangfer, walk in room and corridor, dressing, Assurance Team will review any deficient
toitet use and personal hygiene. He/she was practice identified and implemenl new
frequently incontinent of bowel, A review of the . interventions as necded. )
MOD$S documentation revealed, over the last two
weeks, the resident experienced, "little interest or Compliance Dafe:
pleasure in doing things {iwo to six days); feeling
tred or having little energy (seven to eleven 2/10/2012
days), poor appetite or overeating, (never or one
day)" and a severity score of three. The quarterly “
MDS noted weight loss - "not on a
physiclan-prescribed welght-loss regimen.”
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A review of the "Weight Log" for Resident #4
revealed, on admission, the resident's weight was
151 pounds, on 11/17/11 higher welght was
135.1 pounds, and on 12/26/11 his/her weight
was 132,8 pounds. ‘

A review of the "Urinary Output and Bowel
Movement (BM) Record," dated November 2011,
revaaled Resident #4 had ten epizodes of bowel
incontinence. Review of the Dacember 2011
record reveaied the resident had 20 episodes of
bowel incontinence.

Areview of the "Mood/Behavior Monitering Log,”
dated December 2011, revealed Resident #4
exhibited "little interest or pleasure doing things™
for 22 days out of 31 days, "fegling or appearing
down, depressed, or hopeless” for 24 days; and
"poor appetite or overeating” for 21 days.

An Interview with Certified Nurse Aide (CNA) #1,
on 01/06/12 al 8:35 AM, revealed Resident #4
atrrently exhibited an increase in hisher mood
and appeared to be more confused later In the
afternoon. She further stated some days he/she .
reqitired more assistance with activiies of daily
living (ADLs).

An interview with the Certified Dietary Manager, P f )
on 01/05/12 at 3:20 PM | revealed Resident #4's
admission weight was 151 pouinds, She stated

the resident’s weight, on 11/47/11, which was the
look-back reference period, was 135.1 pounds,
and this caiculated to be a 10.5 percent

significant weight loss since August 2011.

An interview with the MDS Coordinator, on
01/05/12 at 2:40 PM, reveaied after a review of
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the resident's admission and quarterly MDS's,
there should be a significant change MDS
completed whenever there is a decline in two or
more care sreas, F 281
483.200003)(4) SERVICES PROVIDED
An interview with the Director of Nursing {DON), MEET PROFESSIONAL STANDARDS
on 01/05/12 at 3:45 PM, revealed it was the MDS :
Coordinator's responsibiiity to review all sections What  corrective  action  will  be
of the MDS and to make the delermination if a accomplished for those residents found (o
significant change assessment was required, have been affected by the nlleged deficlent
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 2g7| Practice?
58=D | PROFESSIONAL STANDARDS - Cn 2/2/2012, Medication Errors, Unusual
Qeoutrance Reports to include family and
The services provided or arranged by the facility physiciat rotification, clavification orders
must meet professional standards of quality. and updates mcdication administration
ricords were completed under the supervision
of the DON on Residents #9 and #15.
This REQUIREMENT is not met as evidenced
by: How f{he facility will identify other
Based on observation, interview, record review, vesidents  having the potential to . be
and review of the facility's polley/procedure, it was affocted by the same slicged deficicnt
determined the facifity failed 10 ensure services practice? .
provided by the facllity met professional On 1/2?/29;_?., an audit was conducted under
standards of quallty for two residents (#9 and the supervision of the DON to review new
#15), in the selected sample of fifteen residents. adn;r‘sswusiand readiissions to verify that
related to the failure to administer medications hospital discharge orders were property
per the physiclan's orders. h:m;scnbed to Physician’s Order Slheet and
Medication Administration Record, On
The findings include: . , s 222012, an Administrative Nurse completed ,
. : ’ CQI Tool N-29 “New Adrhissions and
A review of the facility's policy/procedure, Hospital _Reium Review” and N-16 “Med
"Administering Medications,” revised 11/16/11, Pass Review™,
revealed, "medications will be administered in a :
timely manner and as prescribed by the resident's Wirtat measures will be put into place or
attending physician o the facility's Medical systemic changes made to ensurc that the
Director.” alleged defiejent practice will not recur?
On - 172772012, Charge Nurses, Medication
A review of the {acility's policylprocedure. PIUFSCS and Certified Medication Technicians
were in-serviced by Assistant Director of
Facalty (D: 100385 If continuation sheet Page 4 of 18
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F 281 Continued From page 4 F281) Nursivg  (ADON)  on Administering
"Physleclan Orders Nursing Facllity,” revised Medications and Physisian’s Order Policies
10/18/11, revealed, "physician's orders must be regarding following physician’s orders to
given and managed In accordance with include dilution of medications and on
applicable laws and regulations.” Further review flushing of gastrostomy tube prior to the
revealed *The nurse receiving a physician's order ‘administration of medication (licensed staff’
is responsible for transeribing the order onto the only). On 2/9/2012, an in-service will be
Medication Administration Record (MAR), concluded regarding - an  aclmission/
Treatment Adminjstration Record (TAR), flow: ‘I readmission checklist to be completed by
sheet, lab book, ete. The 7 PM - 7 AM Charge ©t licensed  staff  for facility admission/
nurse is respengible for reviewing the physician's rcadmission this will include reconciling
orders written each day and for making sure that hospital discharge orders to facility admission
orders were transcribed correctly. Check to see ‘orders and medication administration records,
that the order was transcribed on the MAR, TAR, "'{"How docs the facility plan to monitor ifs
Insulin book, appointment book, lab tracking performance to ensure that solutions are

'book/NPO sheet, etc,, correctly, Afier checking sustained?
the physician's order, the nurse should initial and Effective 2/2/2012, within 72 hours of
date the yellow copy and place It In the Assistant adwission or readmission to facility, an MDS
Director of Nursing's (ADON) box. The ADON Nurse will utilize an Admission/Readmission
will review orders the next day fo make sure the Checklist to verify accurate completion of
order was completely followed through." modical record to include physician’s orders,
- _ | inedication administration records, and other
1. Arecord review revealed Resident #9 was | pertinent documentation. CQI Tool N-29 and
admitted to the facility on 02/17/11 with diagroses N:=16 will be completed weekiy for four
to include Coronary Artery Disease, Peripheral -| consccutive weeks, monthly for threc
Vascular Disease, Sleep Apnea, Diabeles consecutive months and then as per quarterly
‘Mellitus, Transient Ischemic Aceident and | Continuing Quality knprovement schedule
Hypertension. : : under the supervision of the DON to ensure
the facility administers medications in
- A review of the hospital's Medication _ ‘accordance with MD orders. The Quality | ,
Reconciliation Ordets, dated 12/29/11, revealed Assurance Team will review any deficient
Resident #9 was to receive "Potassium Chloride ‘['practice jdentified and implement new
(Klor-Conj 10 milliequivalents {mEq) two pills by interventions as needed.
molith {po) daily,"
A review of the admission physlclan's orders and Complinnce Date:
the MAR, both dated 12/29/11, reveaied the order 210/2012
was transctibed to read "Klor-Con 10 mEq po
twlce daily." A review of the physician's order and
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MAR, dated January 2012, revealed the resident
was currently receiving Kior-Con 10 mEq po twice
daily,

An interview with Licensed Practical Nurse (LPN)
#1, on 01/06/12 at 2:40 PM, revealed the day shift
nurse Initisted the admission orders for Resident
#3 and then he completed them. He stated upon
new admission orders or any other new ordera,
there was to be double checks completed to
ensure nothing was missed,

An interview with LPN #3, on 01/08/12 at 3:12
P, reveaied she initiated the orders for Resident
{##9 and the evening nurse finished them. She
stated it was the facility’s policy for the same
nurse who admitted the resident to complete the
nursing assessment and physician's orders. She
stated the same nurse should have completed ali : . .
of the paperwork, .

An interview with the Assistant Director of Nursing
(ADON), on 01/06/12 at 1:55 PM, reveated
papetwork was placed In her box after new |
physician's orders 1o check for accuracy. She o
stated she was not aware of this medication
discrepancy, and she expected the staff to place
copies of the physician's orders in her box,

:‘ 4 F
2. Arecord review revealed Resident #15 was
admitted to the facility on 08/24/09 and
readmitted {o the facllity on 05/18/11 with
diagnoses to include Cerebral Vascular Aceident,
tulti-itifaret Dementia, Hypertension and Atrial
Fibillatior.

A review of the physiclan's order, dated January
2012, revealed "Potassium SF 10% solution 20
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mE@16 ml, give 7.5 ml (10 mEqg) per tube at
bedtime for Potassium replacement (dilute with
3-8 ounces of water or juice before :
administration).”

An observation of a medication paas, on 01/05/12
at 5:156 PM, revealed LPN #4 adminisiered
Potassium solution 7.5 milliliters {ml) into a
syringe via gravity Into the resident's gastromy -
tube (g-tube), :

An interview with LPN #4, on 01/05/12 at 5:15
PM, revealed he did not dilute the Potassium in
the water or Juice before administration of the
medication. He stated he was expeécted to follow
the physician's orders as they were written. LPN
#4 revealed he was frying to complete the
medication pass in a imely manner,

An Interview with Resident #18's primary care .
phystelan, on 01/06/12 at 11:27 AM, revealed the
absorption of the medication would notbe
affected by giving ft directly into the g-tube;
however, the staff were to administer the
medication as ordered.

An interview with the Director of Nursing (DON),
on 01/06/12 at 4:15 PM, reveaied she expecie{d
the nurses to pass the medicafions right. She; <y

.staﬁed the nurses are expected to give the

residents medicalions as ordered by the
physician.

483.25(g)(2) NG TREATMENT/SERVICES -
RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who is fed by a naso-gastric or gastrostomy tube

281

F322
483.25()(2) NG TEATMENT/SERVICES —
RESTORE EATING SKILLS

What covrective  action  will  be
accomplished for those residents found to
have been affected by the alicged deficient
practice?

On 1/27/2012, LPN #4 was cducated
regarding flushing a gastrostomy tube prior to
the administration of medication and
following a physician order to include
dilution of medications, as indicated.

How the facility will identify other
residents baving the potential o be
affected by the same alleged deficient
practice?

There are no other residents with a
gastrostomy tube int the facility to be affected
by the alieged deficient practice,

What measures will be put into place or
systemjc changes made to ensure that the
alleged deficient practice will not recur?

On 172772012, Charge Nurses,! Medication
Nurses and Certified Medication Technicians
were in-serviced by Assistamt Director of
Nursing (ADON) on Administering
Medications and Physicians Order Policies,
regarding following physician’s orders to
include dilution of medications -and o
flushing of gastrostomy tube prior to the
administration of medication (licensed staff
oniy). On 2/2/2012, an Adininistrative Nursc

F 322
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receives the appropriate treatment and services
to prevent aspiration pneumonia, diarthea,
vomiting, dehydration, metabolic abnormalities,
and nasal-pharyngeal ulcers and to restore, if
possible, normat eating skills,

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, record review
and review of the facllity's policy/procedure, it was
determined the facliity failed to provide
appropriate treatment and services for one
resident (#15), in the selected sample of fifteen
residents, related fo not flushing the gastrostomy
tube (g-tube) prior to the administration of his/her
medications.

The findings include:

A review of the facility's policy/precedure,
"Administering Medications," dated 11/15/11,
revealed "madisations must be administered in a
timely manner in accordance with the attending
physician's written/verbal orders. The individual
administering the medication must ensure that
the right medication, right dosage, right time and
right method of administration are verified before
the medication is administered." ‘

A racord review revealed Residenl #15 was
admitted to the facility on 08/24/09 and
readmitted to the facility on 05/18/11 with
diagnoses to include Cerebral Vascular Accident,
Multi-Infarct Dementia, Hypertension and Atrial
Fibriliation,

Areview of the physician's order, dated January

new interventions as needed.

xaylp SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION 8HOULD BE COMPLETION
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F 322 ; Continued From page 7 F 322

compieted CQl Tool N-11 “Tube Feedings”
and N-16 “*Med Pass Review”,

How does the facility plan o monitor its
performance to ensure that soiutions are
sustained?

CQI Tool N-11 and N-16 will be completed
weekly for four consceutive weeks, monthly
for three consecutive months and then as per
quarterly Continuing Quality Improvement
schedule under the supervision of the DON to
ensure the facility administers medications
via gastrostomy tube according to MJD oyders.
The Qualily Assurance Tcam will review any
deficient practice identified and implement

Complionce Datc: |2/1072012
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2012, revealed an order for enteral feedings,
“flush PEG tube with 30 milliliters {ml} of water
prior to administration of medications and flush
PEG tube wilh 60 ml water after administration of F 164

medications.”

An observation of 2 medication pass, on 01/06/12
at 5:20 PM, revealed Licensed Practical Nurse
(LPN) #4 administered Resident #15's
medications via g-tube without flushing the g-tube
with water pric®io the administration of his/her
medications.

An interview with LPN #4, on 01/05/12 at 5:28
PM, revealed he was aware he was suppose {0
complete & flush prior to and afier administration
of the g-tube medications; however, he stated he
did not have an extra medication cup to measure
30 mi of water, LPN #4 revealed he was
“nervous” and was trylng {o complete the
medicatfon pass in a timely manner. He stated
he was expected 10 follow the physician's orders
as they were wrilten.

An interview with the Director of Nursing (DON),
on 01/06/12 at 4:15 PM, revealed LPN #4
informed her he did not fiush the resident’s g-tube
tube before administration of the resident’s
medications. She revezled she expected the
nurses to pass the medications correctly, which
meant the nurses were to administer the
residents' medications as ordered by the
physician.

483.35(d(1)=(2) NUTRITIVE

VALUE/APPEAR, PALATABLE/PREFER
TEMP

What  correetive  action  will  be
accomplished for those residents found to
have been aflceted by the allegéd deficient
pracitice?

On 1/83/2012, Nursing Home Administrator
(NHA) ordered insulated domes and bases for
Dietary staff to utilize to maintain food
tomperatures during meal servicee  On
1/20/2012, Centified Dietary Manager (CDM)
received and implemented use of the
purchased equipment. .

How the facility wil! identify other
residents having the potential to be
affected by the samc nalieged dcficient
practice?

Any resident who cats meal(s) in their room
has the potential to be effected by the alleged
deficiont practice,

' Whnt measures will Lic put into place or
systemic changes made to cnsurc thot the
alleged deficient praciice will not recur?

On 1/20/2012, CDM in-serviced distary staff
regarding use of insulated domes and bascs to

FORM CMS8-25687(02-9%) Pravious Verslons Odsolsle Evam ID:XSCZ
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rcgarding  resident  counsel, concemns
expressed by resident council and addressing
those concerns.

value, flavor, and appearance; and food thatis
palatable, attractive, end at the proper
temperature.

How doss the facility plan to monitor its
performance to ensure that solutions are
sustained? ‘

Resident couusel will continue to be held
monthly and AD or designee will continue to
alfow residents to voice concemns related {o
dietary and other facility services to include
bul not limited to food temperature and
palatability, CQI Tools D-3 and D-7 will bo
completerd weckly for four consceutive weeks
and then monthly per Continuing Quality
Tnaprovement schedule to monitor for proper
temperatures of meals served at the facility.
The Guality Assurance Team will review any
deficient practice identified and implement
new interventions as necded.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation and interview, it was
deterimined the facilliy failed to serve food that
was at the proper {emperatures.

A review of the Census and Condition, dated
01/04/12, revealed there were 54 residents in the
buitding and 52 of those residents received thair
meals from the kitchen.

The findings include:

An inferview with the Dietary Manager, on
01/06112 at 2:15 PM, revealed the fasility had no
policy/procedure which addressed food

temperatures, Compliance Dato:

An observation of a meal pass, on 01/06/12 at 2/10201%

11:30 AM, revealed the meal frays were passed
to afl residents. Food temperatures were taken of
& test tray right after the last tray was served.

The food temperature revealed the pork rib was
B4 degrees Fahrenheit (F), green beans and . . i
potatoes was 90 degrees I and the pudding was
70 degrees F.

During the group Interview, on 01/05/12 at 10:30
AM, eight out of eleven residents revealed the
food was not hot when served,

An interview with ihe Diatary Manager, oh
01/06/12 &t 2:16 PM, revealed she expected the

FORM CMS-2567(02-79) Previous Verslons Ohsolele Event 1D XSCT11 Frdiity 10; 1003356 If continustion sheet Page 10 of 15
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F 371 | 483.35() FOOD PROCURE,
ss=E | STORE/PREPARE/SERVE - SANITARY

The facility must - .

| (1) Procure food from sources approved or
considered satisfactory by Federal, State or focal
| euthorities; and ~

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by: .
‘Based on observation, interview, review of the
facliity's dietary cleaning schedule, and a review
of the facllity's policy/procedure, it was
determined the facility failed to prepare food
under sanltary condiions.

A review of the Census and Condition, dated
01/04/12, revealed there were 54 residents in the
bullding, and 52 of those residents received -
hister meals from the kitchen.

The findings include;
A review of the facility's "Sanitation”
policy/procedure, undated, reveated "all

equipment shall be kept clean.”

Observations conducted durtng an initial tour of
the Kitchen, an 01/04/12 at 9:05 AM, revealed

483.35(i) FQOD PROCURE. STORE,
PREPARE, SERVICE — SANITARY
What  corrective  action  will  be
accomplished for those residents found to
have been affected by the allcged deficient

practicc?

“On 1/4/2012, under the supervision of CDM,

the can opener, toaster, and oven drip pans
were decp cleaned, immedjately, and build up

“was removed.

tHow the facility will identify other
- residents having the potential to be
“aAffected by the samc alleged deficient

practice?

| On 1713/2012, NMA completed CQl Tool D-

8 “Depattinent Audit” and found can openes,
toaster and oven drip pans to be clean and
free of build up,

What meastires will be put into place or
systemic changes made to cnsure that the
aheged deficient practice will not recur?

On 2/2/2012, CDM in-serviced dietary staff

regarding Dietary Sanitation Policy and |

Cleaning Schedules,

How does the facility plan to monitor its
performance fo ensurc that solutions arc
sustained?

Certified Dietary Manager will complete CQl
Tool D-8 weekly for four consecutive weeks
and then monthly per Continuing Quality

HEARTHSTONE PLACE
ELKTON, KY 42220
%4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX, (EACH DEFICIENCY MUST B PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INF ORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DrTE
DERICIENGY)
F 384 | Continued From page 10 F 364
hot food temperatures to be at least 110 degrees
F when served, and the cold food temperatures to
be around 55 degrees F.
‘F 371 F371

FORM CM.5.2587(02-89} Prowvious Varsions Ohaolele . Even 1D XSCZ1
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5)

The facility must dispose of garbage and refuse
property.

This REQUIREMENT is not met as evidenced
by: - ;

Baged on observation and interview, Il was
determined the facility failed to ensure trash and
refuse was disposed of properly. The facility
failed to ensure dumpsters were placed on a
smooth, washable, nonabsorbert surface, as
required by the Kentucky Retail Food Code (KRS
217.127), and falled o ensure trash was properly
contained,

| fncluded with Dictary Policies in the facility

practice?
On 1/6/2012, Food Related Garbage aund
Rubbish Disposal Policy was drafted and

policy manunl,

What measures will be put into place or
systemie changes made {o cnsure that the
alleged deficient practice will not recur?
On 1/13/2012, NHA completed CQI Tool D-
8 “Department Audit” to monitor and identify
potential deficient sanitation practices for
Dietary department. On 2/2/2012, facility
management and  dietary staff were in-
serviced on the Food Related Gatbage and
Rubbish Policy.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APFROPRIATE DaTE
DEFIGIENCY)
F 371 | Gontinued From page 11 F 371 :‘n’;‘;fggefe.’rlache‘l‘t‘.';‘;'“"“i““ d;P““me“-t
' on. The Quall ssurance Team will
there was a bulld-up of a pink substance on the ; s .
blade of the can upZner, tll:;ere was a thick {:1“?:“2:3 ngeﬁcitem practice identified and
huild-up of crumbs on the inside of the toaster, P w iterventions as needed.
and the oven drip pans had & buitd-up of \
brown-black substance on them. Compliance Date:
‘ 271012052
A review of the "Dietary Cleaning Schedule,” Far’
dated January 2012, revealed the can opener , gy
should be clgmed after each use and ihl?a toaster 483.35()(3) DISPOSE GARBAGE &
and oven drip pans should be deep ¢leaned REFUSE PROPERLY
weekly. Further review reveaied initials on the ¥ . .
cleaning schedule indicated the can opener was What  corrective  action will  be
cleaned daily and the toaster and oven drip pans accomplished for thosc residents found to
were cleaned that week. have been affected by the alleged deficient
practice?
An interview with the Dietary Mangger, on No later than 2/9/2012, the facility will have
01/16/12 at 2:15 PM, revealed the can opener a smooth, nonabsorbent and washable surfnge
was not used that morning, and the oven drip for dumpsters to conform to Rentucky Retail
pans and toaater did not look like they were Food Code on garbage and refuse storage,
cleaned in the past week. ‘ R .
F 372 | 483.360)(3) DISPOSE GARBAGE & REFUSE Fa7p| How the freility will identify other
ssa¢ | PROPERLY "%l residents having the potential o . be
affected by {he samc alleged deficient

FORM CMS.2587{02-89} Previous Virsons Obsolels

Evanl ID;XSCZH
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x5
COMPLETION
DATE

F 372

Continued From page 12
The findings include:

An obzervation, on 01/06/12 at 9:55 AM, revealed
three (3) dumpsters were located outside the
facility on a loose gravel surface.

An interview with the facility Maintenance
Diractor, on 01/06/12 at 1:20 PM, revealed she
did not know the dumpaters were supposed to be
placed on a smooth, nonabsorbent, washable
surface. Additionally, the facility did not have a
policy/procedure on disposal of waste and refuse.

An interview with the Administrator, on 01/06/12
at 4:35 PM, ravealed she was unaware the
dumpsters were required to be placed cn a
smooth, nonabsorbent, washable surface.
483.75({1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accapted professional
standards and practices that are complete;
accurately documented; readily sccessible; and
systematically organized.

The clinical record must contaln sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preacdmisston screening conducted by the State;
and progress:notes.

This REQUIREMENT is not met as evidenced
by:
Based on interview, record review and review of

F 372

-

it
514\ -what

How does the facility plan to moniter its
performance to ensurc that solulions are
sustained?

Certified Dietary Manager will complete CQI
Tool D-8 weekly for four consecutive wecks
and then monthly per Continuing Quality
Improvement schedule (o monitor departiment

sanitation. The Quality Assurance Team will

roview any deficicnt practice identified and
implement siew interventions as needed.

Compliance Date:

F 514
483.75(1)(1) RESIDENT. RECORDS —
COMPLETE, ACCURATE, ACCESSIBLE

corrective  action  will  be
accomplished for those residents found to
have been affected by the alleged deficient
practice?

On 2272012, Medication Frrors, Unusua}
Occuirence Reports o include family and
physician notification, clarification orders
and updates medication administration
records were completed under the supervision
of the DON on Residents #9.

How the facllity will identify other
residents having  the potential to  be
affected by the samc alleged deficient
practice?

On 1/27/2012, an audit was conducted under
the sopervision of the DON to review new
admissions and readmissions to verify that
hospital discharge orders were properly
transeribed to Physician®s Order Sheel aud
Medication Administration Record.  On

Hnnizorn

FORM CM8-2567(02.03) Pravouns Varalons Obtolole

Event I0hX8CZ 1Y

Faciity [D: 100335
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F §14 | Continued From page 13 F 514 21012, an Administrative N leted
™ . . . . [ C. 15
the facility's policy/procedure, it was determined cQJ TdoEIl N-zr;ml‘?ch:.v A;‘";.‘Sis;;g:;p ea;d
the facility failed to maintain clinical records on Hospital Return Roview” and N-16 “Med
each resident in accordance with accepted Pas f Rcviéw” ]
professionals standards and practices that are B '
accurately documented for one resident (#9), in . .
the selected sample of fifteen residents, related WI;at fncn;ures wil [:Jc tp ut into [’:BCB "0 r
to transcription of physician's orders upon systemic changes made to ensure that the
re-admission to the facili : alieged deficient practice will not recur?
Y. On 1/27/2012, Charge Nutses, Medication f
. . Nueses and Certified Medication Technicians
The findings include: were in-scrviced by Assistant Dircctor of
N I Nursing (ADON) an  Administering
"Arevh‘e\:.r of the fadlity's pohcyl;.)f w ure, Medications and Physicians Order Policies
Physisian Orders Nursing Facility,” revised regarding following physician’s orders to
10716/, revealed, "Physician orders must be include dilution of medications and on
gmel?czgi :r;i;aag:g :'2 atﬁ:‘tjigdnasn'?e d fushing of gastrostomy tube prior to the
PP g ) administvation of medication (licensed staff
A record review revealed Resident #9 was ' 2;‘:‘52!“ dc:g 2/9/2012, i_:“a::'i':ewm wil E;
admitted 1o the facility on 02/17/11 with diagnoses o s sion/readmission B che'cimt o be
to Include Goronary Artery Disease, Peripheral comp;i.cfccl by Iiceﬁs ed stafl 3 for facility
Vascular Disease, Sleep Apnea, Diabetes : . .y
Mellitus, Transient Ischemic Accldent and ?g?;;]ﬁ;rcasggi;?n di:ﬁarg:mor di:ril“(:g
8 o i —
Hypertension. | facility admission orders and medication
A review of the hosphtal's Medication administration records,
Reconciliation Orders, dated 12/29/11, revealed How does the facility plan (o monitor ils
Resident #98 was to receive "Potassium Chloride : " N "
(Klor-Con) 10 milllequivalents (ml=q) two tabiets, E’E:{:i:::;;cc to ensure that solutions are
by mouth (po) dally. Bffective 2/2/2012, within 72 hours of
A review of the facillly's admisslon orders and admission or readmission to facility, an MDS
Medication Administration Record (MARY), both Nurse will utilize an Admission/Readmission
dated 12/20/41, revesled the order was ' Checklist 10 verify accurate completian of
wanscribed as ;Klor-C on 10 mEq by mouth (po) medical record ta include physician’s orders,
twice dally " y medication administration records, and other
: pertinent  dogumentation, CQl  Tool

An interview with Licensed Practical Nurse (LPN)
#1, 0n 01/05/12 at 4:25 PM, revealed the nurse

FORM GM3-2887({02.5%) Previcus Varsions Obsolste Evert 10:X8CZ41 Feclihy ID: 100385 If contnuation sheat Page 14 of 16
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F 614 | Continued From page 14 * F 814
who admitted the resident should have completed N-29 and N-16 wili be completed weokly for
the admission orders and transcribe the orders to four conseoutive weeks, monthly for three
the MAR. A second nurse was to check the consecutive months’ under the supervision of
physician‘s orders and MARs for accuracy. the DON and then as per quarterly
Contiouing Quality Improvement schedule to
An interview with 1LPN #2, on 01/06/12 at 2:43 ensure the facility administers medications in
PM, revealed the facility's pollcy/procedure stated accordance with MD orders. The Quality
the nurse who admitted the rasident should Assurance Team will review any deficient
complete both the nursing assessment and practice identifled and imploement new
physician's orders, followed by a second check by interventions as needed.

another nurse to ensure accuracy,
An interview with the Assistant Director of Nursing Compliance Date:
(ADON), on 01/08/12 at 1:55 PM, revesled the 2102012
nuree who transcribed the admission orders
should take the MAR/physician's order and have
a second nurse verify them for accuracy.

FORM CMS-2567(02-89) Previous Verskans Obsolete Evont ID:XSCZ11 Fadllty ID: 160325 If continuatlon sheat Page 15 of 16
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K Q00 | INITIAL COMMENTS ‘ K000| Revised 2 /16 12012
CFR: 42 CFR 483,70(a) “JJearthstone Place is a facility
icate ot residents, il
plan of correotion has been

completed and  submitted in

PLAN APPROVAL: 1086, 1994
accordance with State and Federal

SURVEY UNDER: 2000 Existing ' . Regulatlons, not as an admission of
FACILITY TYPE: SNFINF nop-compliance,  guile  or
wrongdoing in enyway; it is being

submitted because it is required by

TYPE OF STRUGTURE: One (1) story, Type V
law. Furthermore, this plan of

(411
_ . correction 1§ not an admission or
SMOKE COMPARTMENTS: Bix (6) amoks agrecment by Hearthstone Place of
compariments : .
the allegations, statements,
FIRE ALARM: Complete fire alarm system wilh - ﬁn;lings, facts or conclusions that
heat and smoke defectors are comprised alleged deficiencies

" and/or in the entire CMS-2567."
SPRINKLER SYSTEM: Complale automatic dry
sprinkler system,

GENERATOR: Type |f generator, Fuel source fs
natural gas,

A standatd Life Safely Code survey was
conducted on 01/04/12, Hearthslone Place was
found not to ba in compliance with the
requirementls for particpation in Medicare and
Modicald. The facllily 1s llcensed for sixty (60)

:Jhe:: :fln}:y?_censm of fitty four (84) on the day of I Fj{ ,"‘ C; L - ! \ / E. D

Tha findings that follow demonastrate FEB 22 2012

b 00 155, Lo Sl o

Fira) — -
LABORATORY DIREGTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TR ' oo -
'% Tk o O- G, Mo Ao isha doe <53/;),:1,/ /9.

Any deflelency atalemant ending with an etlarisk {*) denotes a defiglency which tha Institullon may bo axoused from corractng providing Ria detarminad that
other safoguards previda aufiictant protection lo the paflents , (Sen Instrustions.) Excapl for nursing hormas, the findings staled abovo are dlecloeable 90 days
following the data of slrvoy wheler oF not a plan af corratlion Is provided. Fornureing homes, the Above findings and plans of correction &ro dizolgaable {4
doys following Ihe dala these documents aro made avallsble to the facity, If deficlonaies are olicd, an approved pian of corrociion |3 requisit fo contnued

program panicipaiion,

Madhily 1D 100395 if confinualion sheel Pags 1 of 14
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K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K 026

58=F

Smoke bariers are consliucted to provide at
least a one half hour fire resistance rating in
accordance with 8,3. Smoke barriers may -
terminate at an atrlum wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames, A minimum of two
separate companmenta are providad on each
floor. Dampars are not required in duol
penetrations of smoke barriers in fully ducted -

This STANDARD Is not mel as evidenced by:
Basad on obsarvations and Interview, it was
determined the faoliity falled to malntain smoke
barders that would resist the passage of smoke
between smoke compariments in accordance
with NFPA standards, The deflciency had the
potentlal to affect six (8) of six (6) smoke
compartmants, residents, staff and visiters. Tha
faollity is Hleensed for sixiy (60) beds with a
eensus of fifty four (§4) on the day of the survey.

The findings Include:

Cheervation, on 01/04/12 at .30 PM, with the
Maintenanca Director ravaaled {he smoke -
partition exiending abova the ceiling located
above the oross corridor doors throughout the

* | healing, ventilating, and alr conditioning systems.
19,3.7.3, 10.3.7.8, 19.1.6,3, 19.1.6.4

‘smoke Larrlers.

" defleiont practica?

What correetive action(sy will be
accomplished for those residents round
to have Dheen' affected by the alieged
deficiant practico?

On 1/24/2012 — 2/7/2012, 3M Fire Barrler
Sealant with four hovr fire ratlng was
purchased and apphed 1o seal penotrations
by 4 jnoh piping In the attic flre walls anct

How faellify will Identily other
resldents/pationts having the potential
to bo affected by the same alieged

On 2/1/2012, Administrator completed A
tour of tha facltity to Includo the atilc fo
identify any furthor doficlent practices,
Any deflclent areas wore immediately
comected or were Immediatoly scheduled
fot correction, S

What measures will bo put into place or
what systemic changes will he made to
engure {lat the alicged deficient
practice does not recur?

On 1/31/2012, CQL Teol ES-3 “Lifs
Safety” was revised by Administator to
Incorporate visual Inspeotion to identify
and correct any  present  barrer
penefrations, open junctions, storage of
jtems in font of ofectrical panels and
Intexferlng with means of egress, portable
heating devises, adequate coverage of
sprinkler systom, properly closing fire
doors and to vorlfy new oonatructions
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
’ 508 ALLENSVILLE ROAD, P,0, BOX 42/
HEARTHSTONE PLAGE ELKTON, KY 42220
SUMMARY STATEMENT OF DEFICIENCIES o PROVIOER'S PLAN OF CORREOTION X0
:g:‘e};i& (EAGH DEFIC/ENGY MUST DE PREGEDED BY FULL PREFIX (EACH CORAEOTIVE AGTION SHOULD PE CNPLETION
TAB REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENOED TO THR APPROPRIATE
DEFIOIENGY)
K026

K 025 | Continued From page 2

facliity, were noted to have penefrations by 4 ¥
piping through the amoke pariltions with wires
passing through. The area Inside the piping did
not have a material rated or equal fo the wall that
wauld reslsi the passage of smaoke,

Interview, on 01/04/42 at 4,30 PM, with the
Mainfenancs Direotor revealed (hey werg nof
aware of the penstrations.

Reference: NFPA 101 (2000 Edition).

8.3.8.1 Pipes, candulte, bug ducts, cables, wires,
alr duets, pneumaticiubes and ducts, and simitar
bullding sevice equipment thal pass through
floots and smoke barrlers shall bo protected ag
follows;

(8) The spaca betwzen the psnetrating item and
the smoke barrier shall

1. Be fllled with & material capable of meintaining
the smoke resistance of tha smoke barrlsr, or

2, Be protected by an approved device desfgned
for the specifio purpose,

{b) Whera tha penelrating item uses a ‘sleeve to
penetrate the smoke barrer, the slesve shall ba
solidly sot In tha smoke barrier, and the space
between the [tem and the aleeve shall

1. Be fillad with a material capable of maintalning
tha smoke raslistance of the smake barrler, or

2. Be protecled by an approved device desfgned
for the spealfio purposs.

{c) Where designs take {ransmissfon of vibration
Into consigieration, any vibration isolation shall

1. Be made on sither side of the smoke barrler, or

the speclfie purposs.

2. Be mada by an approved device dasigned for -

havs appropriate fire rating, On 2/1/2012,
CQI Tool ES-3 “Life Safaty” was
complated by tho  Director of
Environmentnl Serviess (DES).

How the facility plans to moniter its
performapce to cnsure that solutions
are pustained.

Continuing Quality Improvement sche-
dule has Deen changed to complele CQ!
Tool ES-3 monthly during 2012 and
reevaluated in 2013 to monitor and ensure
smoke barriers that will resist the passage
of sioke betwesn smoke eompariments
and - reraain  in  mocordance to NFPA
standards, The Quality Assurance Team
will review any doflclont practice ident)-
fied and implesent new Interventions ng
needed,

aliof 12

Completion Date:

Koz27

NERA 101 LIFE SAFETY CODE,
) STANDARD

What corrective actlon(s) will bo
accomiplished lor those regidents fonnd
to have besn affccted by the alleged
deficient practice?

On 1/27/2012 under thie supervision of the
Dicector of Envirommental Services, the
cross corridor doars [n tho smoke partition
by reams 302 and 320 have been adjusted
to enswre doors close In proper fashion
and allow for full and complets closure,
By 2/19/2012, the accoss doora jn the

FORM CM$-25687{02-29) Pievious Vacslons Obaolele
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Doar openings in smoke barriers have al least a
20-minute fire protection rallng o are at least

proteclive pates that do not exceed 48 Inches
from the bottom of tha door are permitted.
Hotizontat sliding doors comply with 7.2.1.14,
Doots are seif-closing or automatls closing In’
accordance with 19,2.2.2.6. Swinging doors are
not required fo swing with egress and positive
lalahing Is not required.  19.3.7.5, 19.3.7.8,
19.3.7.7 -

This STANDARD Is not met a3 evidenced by:
Baged on obearvalion and Interview it was
determinad the facllity fallzd to ensure acosas

. | doors In smoke barriera were Instalied in
accordance with NFPA Standards, The deflolency

had the potential to affect six (6) of six (8) smoke
compartments, resldents, staff, and visitors, The
facllity Is licensed for sixty (60) bedswith a
census of fifty four (64) on the day of the survey, .

The findings include:

Observation, oh 01/04/12 betwaen 12:30 PM and

£:00 PM, with the Mainfenance Direolor ravealad
unrated homemade smoke barrler accays doors
located In the attle.

interview, on 01/04/12 between 12,30 PM and
5:00 PM, with the Malntenance Dirgolor revealed
they were not aware the doors In the altic must be

1%-Inch thick solid bonded wood core, Non-rated

_ponotrations, open junctions, storage of

How faclity will idontily . ofher
residents/patients having the potentisi
to be alfccted by the same alleged
deficicnt practice?

On 2/1/2012, Administrator completed a
tour of tho facliity to Include atle to
identify any further deficient practices
whioh will be addressed whon product is
availablo,

What mensuves will bo put into place or
what systemic changes will be made to
pnsure ¢thot the alleged doficient
practice does not reeur?

On 1/5/2012, Director of Environmentul
Services (DES), Housokeeper and Floor
Tech were oducated by tho Administrator
regarding the requiroment fire rated doors
for amoke bariers and cross conrldor
doors must completely close to be
offeotlve and that although doors to smoke
oortidors 1 tho atilc are not required, If
installed they should bo fire rated, On
1/31/2012, CQ! Tool ES-3 “Life Safety™
was revised by Administrator fo
facorporate visual inspection to idontify
and . correct aony prosont  barrier

lterns in font of electrica! penels and
intorfering with means of egress, portable
heating dovises, adeqguatc coverago of
sprinkler system, properly olosing fire
doors and to verify new constructions
have appropriate fire rating, On 2/1/2012,
CQl Tool ES-3 “Life Safety” was

STATEMENT OF DEFRICIENCIES {X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIFLE CONSTRUGTION ) gg;g .fé"%fv
b 0 DENTIFIGATICN NUMBER; :
AND PLAN OF DORREGTION IDENTIRIGA A BULDING 1. HAIN BUILDING 01
. 165400 B, WNE o1i04i2012
NAME OF FROVIDRR OR SUFPLIER STREET APDRESS, OITY, STATE, 2P 00DE
, 508 ALLENSVILLE ROAD, P.0. BOX 427
BARTHSTONE
HEARTH PLACH BLKTON, KXY 42220
(41D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF SORREGTION o
PREFIX (EAOH DEFIGIENGY MUST BE PRECEDED BY PULL PREFIX (EAGH GORRGCTIVEAGTION SHOULO BE COMPLLTIN
TAG REGULATORY OR L8O IDENTIFYING INTORMATION) TAG CROSS-REFERENGEO TO THE ARPROPRIATE
’ DEFIOIENGY)
K 027 | NFPA 101 LIFE SAFETY CODE S§TANDARD K027 sioko barrier looated In tho attle wilt bo
§8=F sealed.
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S TATEMENT OF DEMICIENCIES (X1} PROVIDER/SUPPLIZRICLIA (X2} MULTIPLE OONSTRVOTION {x3) ggg féJTﬂé.é’EY
ANO PLAN OF CORREGTION HOENTIFIOATION NUWBER! A BURDING o1 . MAIN BUILDING 08 ‘
185400 B. NG 01/04/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, 8TATE, ZIP CODE
+ON 508 ALLENSVILLE ROAD, P.0, 80X 427
HEARTHSTONE PLACE | ELICTON, KY 42220
SUMMARY STATEMENT OF DEFIOIENOIES D FROVIDER'S PLAN OF CORRECTION (x5
;:‘lg)rlnm {EAOHDEFIGIENGY MUST BE PRECEOED BY FULL PREFIX {EACH CORREOTIVE AGTION 8HOW.D BE commLETIoN
TAD REGULATORY OR L8G IDENTIFYING INFORMATION) TAG oaoss-aﬁraﬁeggﬁg E‘ E)E APPROFRIATE
K027 Conttnuef! From page 4 K027 completed by  the Ditector  of
rated for Gs. Environmontal Services (DES).
Observation, on 01/04/12 at 2:00 PM, with the How the facllity plans to monitor its
Maintenancs Diraolor revealed the cross corridor performepce to onture that solutions
doors In the smoke partition by room 302, and ate sustained.
320, would not olose all the way. Contipuing Quality Tmprovemesit sche-
; dule has been changod to complete CQI
Interview, on 01/04/42 at 2:00 PM, with the Tool ES3 monthly durlng 2012 and
Maintenancs Director revealed they were not yeovaluated In 2013 to be soheduled no
awere the doors would not close all the way. foss than quarterly to ensure Frotection of
. Hazards requirements meet and are in
Reference: NFPA 101 {2000 Editlon) accordance wlih NIPA standards. The
193,73 Quality Assurance Team will roview any’
Any required smoke barrier shall be constructed defiolont practico identifiod sud imple-
in accordanca with Section 8,3 and ehall have 5 ment fow interventions as nceded.
fire resiatance rating of not less than 1/2 hour.
Completion Dato: 3}5\0/[;\
Referance: NFPA 101 (2000 Edition) ) ‘
Continully 8.3.2 : :
Smoke barders required by this Code shall be K29
sontinuous from anh outside wall fo an outside NFPA 101 LIEE SARETY CODE
wall, from a floor to a floor, or from a smoke . ~ STANDARD
bariier to a smoke harrler or a combination
thereof. Such barrlers shali be continuous What corrective sction(s) will be
through all concesled epaoes, such &s those " aecomplished for those residents found
found above a celling, inoluding Interstitlal to have heen affceted by the alleged
Spacas. ' deficient practice?
On 1/5/2012, esoulchoon caps and Mylar
rings were ordered from sprinkler
Referenoe: NFPA 101 (2000 edilon) contractor to correct tho penstration o the
8-3-4.1'. DOO[S In Smoke bariers Sha" 01059 th@ 02 StOl‘flgB room, On 1/2412012’ ‘ho 8
opening leaving inioh by 8 tuch penctration {n the wall in
only the minirmum clearanoe necessary for proper the kitchon chemical storage oloset was
operation ropaited with diy wall, Op 172572012,
and shall be without undercuts, lowvers, or grilies. DES ordored self olosing devices for door
K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K029 45 the kitohen and kitohon storage. Self
$8=0 ' ' closing brackets will be instatied no Jater
Ona hour fice rated construction (with % hour than 2/7/2012. Repairs in the 200 Hall
#ORM CM8-2007(02-55) Previavs Versions Obsolate Even 1D; X8CZ21 Feclilty I0; 100308 if continuiallon sheel Page & of 14
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fire-rated daors) or an approved automatic fire
extingulshing system In accordance with 8.4.1
andior 18.3.5.4 prolects hazardous areas, When
the approved automatie fira extingulshing system
option is usad, the areas are separated from
other spaces by smoka resisting partitions and
daars, Doors are gelf-closing and non-rated of
flold-applied protective plates that do not exceed
4B inches from the baltom of the door are
permitted.  19.3,2,1

This STANDARD i3 not met as evidencad by:
Based on observation and interview, it was
determined the facility failed to meet the
requirements of Protection of Hazards In
acaordance with NFPA Standards. The
deflciency had the potential lo afiect two (2) of six
{6) smoke compartments, residents, staff and
visiors, The facliity Is llcanaed for sixty (60} beds
with a cenaus of fifty four (54) on the day of the
survey,

The findings Include;

Observallon, on 01/04/12 between 12:30 PM and
5:00 PM, with the Malntenance Direotor revealed
the door to the Kitohen from the Dinlng Room did
not have a seff closing deviee. A hazardous
storaga oloset In the Kitohen hada 8" x8“
penetration In the wall, and had no self closing
device an the door. Furlher ohaervation revealed
a penatration around the light fixtura and the
sprinklar asculchecn in the 200 Hall oxygen

1/2/15/2012, under the supervision of the
Diroctor of Environmental Servlces.

How fucility will identify other
residents/patients having tho potential
to be affected by tho same alleged
doficient practico?

On 2/1/2012, Administrator completed a
tour of the facility to include tho atfle to.
fdentify any further defiolent practiocs.
Sprinkler contractors will re-inspect and
correct any flrther penelrations around
sprinkiers,  Any doflclent arcas were
jmmediately  cowected  or  wer
immediately scheduled for comrection,

What measures will be put info place ox
what systemic changes will be made to
ensure that the alleged doliclent
practice docg not recur?

On 1/5/2012, Dlrector of Envirommnental
Services (DES), Housokeeper and Flcor
- Teoh woro educated by the Administrator
rogarding the NFPA requlrement of sclf
closing devices on doors and cerrective
measures to be taken on eny penetrations
in emoko barrlers sluce penctratlons In
smoke barrfers aro prohibited by Lifo
Safoty Code, Op 1/31/2012, CQI Tool ES-
3 “Lifo Safety" was rovised Dby
Administrator to  inoorporate  visual
inspoetion to identlfy and corvect any
present  bagier  ponetrations, open
junotions, storage of itews In font of
olectrlcal panels and Interfering  with
meaus of egress, portable heating dovises,
ndequate coverage of sprinkler system,
propetly olosing flte doora and (o verify.

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES %1} PROVIDER/BUPPIJER/CLIA {42) MULTIPLE CONSTRUGTION (Xs)gg;f Pfg%%ﬂ
ER!
AND PLAN OF CORRECTION IDENTIFIOATION NUMBER! £ BULONG 1. MAIN EULLDING 01
186400 B. WNG 01/04/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP OODE
HEARTHSTONE PLACK 506 ALLENSVILLE ROAD, P.0. BOX 427
HARTHSTONE PLA , ELKTON, KY 42220
x4y SUMMARY STATEMENT OF DERIGIENGIES D PROVIDER'S PLAN OF CORRECTION o)
pm;)nx {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION 8HOULD BE m:f:rssmn
TAG REGULATORY OR LBO [DENTIFYING INFORMATION) TMe CRO$S-REFERENCEO TO THE APPROPRIATE
- DEFIGENGY)
K 029 | Confinued From page & K028| Central Bath were completed on
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DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFIGIENOIES {X1) PROVIDER/SUPPLIERICUA {X2) MULTIPLE GONBTRUCTION (X3) DATE SURVEY
AND BLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
A.BULDING 01 - MAINBIILDING 01
185400 NG 0110412012
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
‘ 504 ALLENSVILLE ROAD, P.O, BOX 427
HEARTHSTONE PLACE ELKTON, KY 42220
X41D SUMMARY STATEMBNT OF DEFICIENCIES In PROVIDER'S PLAN OF CORREQTION ey
PREFIX {EACH DEFICIENCY MUST BE PREOEOED BY FULL PREFIX (BACH QORREGTIVE ACTION 2HOULD BB COMPLETION
TAQ REGULATORY OR LIC IDENTIFYING INFORMATION) TAG CRO$5-REFERENOED TO THE APPROPRIATE DATE
DEFICIENDY)
K 029 i Continued From page 6 : K 026 dons b o
orags room, & @ 200 Hall Central Bathin mew conalrliotions hiwe approprisie 1re
storag room, and inthe 200 H ‘ rating. On 2/172012, CQI Tool ES-3 “Life -
' Safaty” was cotnploted by the Director of
Interview, on 01/04/12 between 12:30 PM and Environmental Services (DES).
5:00 PM, with the Maintenanca Direotor revesled - tor its
they wera not aware tha self closing devices were How the facility plans t°h ';“‘“ !0"' $
required, and not aware of the penetrations in the ::"f"lr ':“‘!““d to cnsure that solutlons
walls, and cellings. ¢ Justaned.
L cefings Continuing Quality Improvement sche-
Referance: dule bas beon changed to complets CQ!
Tool ES-3 monthly during 2012 and
NFPA 101 (2000 Edition). yeevaluated in 2013 to monitor and to
ensure Protection of Hazards requirements
19.3.2 Protection from Hazards. ; mect and are in accordance with NFPA
19,3.2.4 Hazardous Areas. Any hazardous areas standards, The Q“a"ﬂé ?‘.s.:;urance Team
shall be safeguarded by a fire barrier having a will fe;lew ayy deficient practice
1-hour fire resistance rating or shall be provided identified and implement new Intervene-
with an autornatic extinguishing eyslem In tions as needed.
sccordance with 8.4.1. The automatic .
extingulshing shall be permitted to ba in Completion Date: 9’ 1l 1A
aceordance with 16.3.5.4. Wherae the sprinkter '
optlon |s used, the areas shall be separated K056
from othar gpaces by smoke-resisting partitions
and doors. The doors shall be salf-closing or NEPA 101 LIFE SARETY CODE
sutornatic-closing, Hazardous areas shall STANDARD
include, but shail not be restricted to, the \
following: What correclive action(s) will bo
(1) Boller and fuel-fired heater rooms accomplished for these residonts found
(2) Centralibulk laundries larger than 100 ft2 to have been affected by the alleged
9.3 m2) deficient practice?
(3) Paint shops On  1/5/2012,  sprinkler  contractor
(4) Repalr shops conducted & quarterly Inspection and
(5) Solled linen rooms prepared an estimate to complete additien
(6) Trash collection rosms of identified sprinklers. Repalrs were jnit-
(7) Rooms or spaces larger than 60 ft2 (4.6 m2), inted on 2/6/2012, The feoility is install-
Including repalr shops, used for storage of ing six sprinklers ta the frant canopy, two
combustible supplies sprinklers to the 200 Hall Central Bath,
and aquipment In quantities deemed hazerdous one sprinkler o the rear entry poroh, and
FORK CME-2587(02-63) Provious Yersions Ohsnlele Buept IDXB224 Pocliiy 1D; 400295 If continuation sheat Paga 7 of 14
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIOIENTIES [¥1y FROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {{X9) DATE SURVEY
AND PLAN OF GORREGTION [DENTIFICATICN NUMBER: ‘ COMPLETED
‘ A BUILOING 01 - MAIN BUILDING 01
185400 B WING 01/04/2012
NAME OF PROVIDER OR BUPPLIER STRRET ADDRESS, CITY, STATE, ZIP COPE
508 ALLENSVILLE ROAD, P,O, BOX 427
HEARTHSTONE PL.ACE ELKTON, KY 42220
{X4)1D ALUNMARY STATEMENT OF DEFIQIENOIEE (s} PROVIDER'S PLAN OF CORRECTION (K8
PREFIX (BAGH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTKIN SHOULD BE COMPLITION
TAG REGULATORY OR LSG IDENTIFYING JNFORMATION) TAG CROSS-RERFRENCED TO THE APPROPRIATE DATE
- DAERICIENDY)
K028 Continued From page 7 K020| one sprinkler to the rear entry porch to
by the autherity having Juristotion courtyard,
(8) Laboratories ampleying flammable or
combustible materals in quantifles fess than How facllity will identify other
those that would ba considered a severe hazard, residents/pationts having the potential
Exceptlon; Doors In rated enclosures shall be ta be affected by tho same nlleged
permilted to have nonrated, factory or deficiont practice?
field-applied On 1/5/2012, sprinkler contractor con-
‘protactive plates extending not mora than ducted an audit of facllity to identify if
48 In; {122 cm) above fhe bottom of the door. any additional sprivklers were nosded.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 066
- 88=D ) What mensures will he put into place or
If there is an automatic sprinkler system, it is what systemic changés wil be made to
Installed in aocordance with NFPA 13, Standard ensure fhat the alleged deficlent
for the Instaliatlon of Sprinkler Systemns, 1o practice does not recuy?
provida complete coverage for all portions of the On 1/5/2012, Director of Environmontal
bullding. The system ls properly malntained in Services (DES), Housekeeper and Floar
accordance with NFPA 26, Standard for the “Tech were educated by the Administrator
Inspection, Testing, and Maintenance of rogarding the NFPA requirement having a
Waler-Based Fire Protection Systems, it Is fully complete sprinkler systom In accordance
supervised, There is a reltable, adequate water with Life Safety code and to verify system
supply for tha system. Required sprinkler needs with quarterly sprivkler inspections,
systems are equipped with water flow and tamper On 17312012, CQl Tool RBS-3 “Life
awllohas, which are electrically connected {o the Safety” was revised by Adminisirator to
building fire alarm system.  18.3.8 incorporate visual ingpection to identify
and  correct any  present  bamier
penetrations, open junctions, stornge of
ltems In font of electvical panels and
interfering wlith means of egress, portable
This STANDARD [s not met as evidenced by: heating devises, adequato coverage of
Based on obsarvation and Interview it was sprinkler system, properly closing fire
determined the facllily faifed to ensure the doors and to verify new constructions
bhuitding had a complete sprinkler system, In have appropriate five rating. On 2/1/2012,
accordance with NFPA Standards. The deficlency CQl Tool ES-3 *“Lifc Safety" was
had the potential {o affect two {2) of six (8} smoke completed by tho  Dirgctor of
compariments, residents, staff, and visitors, The Environmental Services JDES).
facliity is Hicensad for sixty (80) beds with a
) gensus of fifty four {64) on the day of the survey.
FORM OMS-2067{02.85) Prandous Vnealons Obzolela Event ID:XSGZ21 Factllty iD; 100355 if continuation skeeat Pago 8 of 14
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/ISUPPLIERICLIA {X2) MULTIPLE GONSTRUOTION (xa)gémﬁ PLS;FE\?Y
AND PLAN OF consz_—:onorq IDENTIFIGATION NUMBER! A HUILDING o1 - MAI BUILOING 84 ‘
185400 B WING 0110412012
NAME QF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
503 ALLENSVILLE ROAD, P.0, BOX 427
HEARTHSTONE PLACE ELKTON, KY 42220
PROVIDER'S PLAN OF DORREGTION o
%‘2;& (mi"é‘éé?&ﬁé?’ﬁb‘&%ﬂ? Qggggﬁ §ULL pnlanmx {EACH CORREOTIVE ACTION SHOLLD B8 COMPLETN
TAG REGULATORY OR LBO IBENTIFYING INEORMATION) TG GROSS-REFERENOED TO THE APPROPRIATE
OEFIOIENGY)
K 066 | Continwed From page 8 K 068
The findings Include: How the facliity plans to monitor ils
performance to ensure that solutions .
are sustained.
Ohservatlon, on 01/G4/12 between 12;30 FM and Contlnuing Quality Tmprovement sche-
5:00 PM, with the Malntenance Dlreclor revealed dule has been changed to complete CQI
thrae {3) porchas locsted outslds exl doors Tool ES-3 nonthly durlng 2032 and
throughout the facility to extend out four (4) foot reovatuated In 2013 to ensure facility has
or grepler, made of combustible materials, and a complete sprinkler system in accordanco
were not sprinkler profected. The perches are with NFPA Siondards. Tho Quality
located at the Rear Entry, the Courtyard Entry, Assurance Team will roview any deflolont
and the Front Porch over driveway. practice identified and implement new
interventions as needed,
Intetview, on 01/04/12 belween 12:30 PM and
5:00 PM, with the Maintenance Director reveated Completlon Date: é), ;q/’ 2%
they were not aware the porehes needed to be -
sprinkler profected.
Xn7g
Observation, on 01704112 at 1:02 PM, with the NFPA 101 LIFE SAFETY CODE
Maintenance Director revealed the sprinkler STANRARD
coverage in the 200 Hall Central bathing room
was not adequate to cover all ar¢as of the room. What corrective action(s) will bo
Areas were blocked from coverage by walls. accomplished for those residents found
' to havo been affected by the alleged
interviaw, on 01/04/12 at 1:02 PM, with the deficient practico?
Matntenance Director confirmed the observation. On 1/4/2012, DBS removed any portable
. heating devices Identified in administra-
Reference: NFPA 13 (18889 Edition) 5-13 8.1 tlvo arens.
Sprinklers shall be installed under exterior roofs Mow fucility will idenfify other
or canoples exceading 4 Ft. (1.2 m) In width. residents/patients having the potential
Exception; Sprinklers are parmittet to be omitted to be alfected DLy the same alleged
where the canopy or roof is of noncombustibie or deficient practice?
limited combustible construction. = Op 1/4/2012, DES inspected administra-
tivo arens In facility and vemoved auy
Refersnce: NFPA 13 (1880 Edition) identified portablo heating devices. No
K 070 | NFPA 104 LIFE SAFETY CODE STANDARD K070| portablo heatlng devices were identiffed in
ss=D ' residont areas,
PORM CMS:2507(02-88) Pravious Verzions Obsolals Byant 1D XSG Facllily 1D $00086 If continuation sheat Paga & of 14
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Portable space healing devices are prohibited In
all health care occupancies, exceptin
non-sleeping staff and employee areas where the
heating elements of such devices do not exoeed
212 degrees F, {100 degrees G)  19.7.8

This STANDARD is not met as evidenced by:
Based on observation and Interview [t was
determined the faciiity falled to ensure, pertable
space heaters ysed in the facility were In
accordance with NFPA standards. The deficlency
had the potential to affect one (1) of six (6) smoke
compartments, residents, staff and visitors, The
facility Is licensed for sixty (60} beds with &
cansus of fifty four (84) on the day of the survey.

The findings include:

Observation, on 04/04M12 at 2:36 PM, with the
Maintenance Director revealed two (2) portable
space heaters located in the Distary Managers
Offica.

intarview, oh 01/04/12 at 2:38 PM, with the
Maintenance Direotor revealed they were aware
the haaters wars not permitted In patient care
areas, but hot aware the healing element could
not exceed, 212°F (100°C) when used in
non-sleeping etaff and emiployea areas,

Reference: NFPA 101 (2000 edition)
19.7.6 Portable Space-Heating Devices, Portable
space-heating

CQIE Tool

STATEMENT OF DEFIOIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONSTRUOTION ) (t:ag;i Islt_rl;;\éev
D FLAN OF GORRECTION IDRNTIFIGATION NUMBER: : Y
AND FLAN : A, BUILDING 01 - MAIN BUILDING 04
B, WING
. 185400 01/04/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRASS, CITY, STATE, 2IP CODE
WEARTHSTONE PLAGE 506 ALLENSVILLE ROAD, P.0. BOX 427
ELKTON, KY 42220
x4 D BUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREOTION 5}
PREFIX (EAGH DEFICIENOY MUST BiE PRECEOED BY FULL PREFIX {EACH CORRECTIVEAOTION SHOWLD B2 copiEToN
TAD REGUIATORY OR L£0 IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE
‘ ‘ " DEFIGIENGY)
K 070 | Gortinued From page 9 KO70| what measures will be put into place or

what systemic changes will be mado to
onsure that the alleged deficient
practice does not rcenr?

On 1/5/2012, Dircctor of Environmental
Services (DES), Housekceper and Floor
Toch were educated by the Administrater
regarding the NFPA requirement prohib-
itlng use of portable space heaters and ox-
tension cords In the faollily as well as
plugging medical equipment directly into
outlet and non-medleal equipment may be
plugged into an approved power strip, Ou
1/5/2012, Diractor of Environmental
Services (DES), Housekeeper and Floor
Teoh wore educated by the Administrator
regarding the NFPA requivement prohib-
iting uso of portable space hoaters and ex-
tension cords in the facility as well os
plugeing medical cquipment direotly inlo
outlet and non-medical equipment mmay be
plugged into an approved power strlp. On
1/31/2012, CQI Tool ES-3 “Life Safety”
was vevised by Adminisirator {o
incorporate viswal inspection to identlfy
and comect any prosent barrer
penofrations, open junctlons, storage of
jtems in fort of clectrical pancls and
{nterforing with means of ogross, portable
fheating devlses, adequate coverage of
sprinkler system, properly closing firo
doors and fo verlfy new constructions
have appropriate firo rating. On 2/1/2012,
ES-3 “Life Safety” was
completed by the Director of Environ-
roental Services (DES).
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PAID SUMMARY STATEMENT OF DEFICIENGIED 10 PROVIDER'S PLAN OF CORRECTION st
PREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIN {EACH OORRECTIVE ACTION 8HOULD BE COMPLETION

TAG RESULATORY OR L8O iDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE baTE

- DEFICIENOY)

K 070 | Continued From page 10 K070 How the facility plans to monitor its
devices shall be protibitad in ali health care performance to ensure that sojuttons
occupancles. are sustained, :
Excepilon: Purtable space-heating devices shall Continulig Quality mprovement sched-
ba permitted to ba vsed ule has been ohanged to 'completa CcQrI
in nonsleeping staff and employee areas where Tool ES-3 monthly during 2012 apd
ihe heating elements of reevalugted In 2013, The QUa‘hty
such devices do not exceed 212°F (100°C). : Assurance Team will rovisw any doficient

K 072 | NFPA 101 LIFE SAFETY CODE STANDARD Ko72| practice identified and implement now

85=E interventions as needed.
Means of egress are continuously maintained free "
of alf abstruetians or impadiments to full instant Coimpletion Datey |3 } 10/ 1
use in the case of fire or other emergancy, No
furnishings, decoratlons, or other objects obstruct
exils, access to, egress from, or visibility of exits. K 672
7.1.10 NFPA 101 LIFE SAFETY CODE
STANDARD
What corrective action{s) will be
' - necomplished for those residents found
This STANDARD is not met as evidenced by: to have been affected by the alleged
Based on observation and Interview, it was deficlent practice? -
determined the faclifly falled to maintain exit On 2/8/2012, all Iteras stored In haftway
access In acsordance with NFPA standards, The were removed and permanent storage
deficlenoy had the potentisl to affect three (3) of _ placement was obiaincd.
six (8} smoke compartments, residents, staff, and .
visitors, The facliity Is llcensed for sixly (60) beds How facllity will Identily other
with a cansus of fifly four (54) on the day of the residents/paticnts having the potential
survey, ) " to be affected by the same alleged
) deficlent practice? )
The findings include; On 2/1/2012, Adminlstrator completed a
' ' tour of the faollity to include the attic to
Observation, oh 01/04/12.between 12:30 PM and {dentify any further deflclent practices.
5,00 PM, with the Maintenanca Direotor revenled Any deficlent areas were immediately
linen carts, wheelchalrs, lits, and trash earts were corieoted or wero hnmedlately scheduled
baing stored n the 100, and 200 Halls, for correction.
Interview, on 01/04/12 between 12:30 PM and What measures will be put info place or
6:00 PM, with the Maintenance Director revealsd what systemic changes will be made to
Evonl ID; ¥8C221 Foclilty iD: 100380 if continualion chaet Page 14 of 14
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STATEMENT OF DEFIOIENGCIER [£4]] PRDVIDER/AUPPLIGRICLIA {X2) MULTIPLE GDNSTRUOTICH (Xﬁ)cﬁé\:gl-sgri\fnﬁ
N OF CORRECTION [FICATION NUMBER:
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3) Medical equipment was plugged Into a power

HEARTHSTONE PLACE | Bucron, kv 4222
X4 SUMMARY BTATEMENT OF DEFIOIENGIES o PROVIDER'S PLAN OF GORREGTION el o
PREFIX {EAGH DEFIGIENGCY MUST BE PRECEDKD BY FULL PREFIX (EACH CORREGTIVE AOTION $HOULD BE e

TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG oRoaa-REFEREggg ;lri?‘ gj)e APPROPRIATE
K 672 | Continued From page 11 K072 ;‘:_:::’;e dti::.: notthreecu?'l?hgcd deficicut
the facility routinely stored linen carts, On 1/20/2012, DES in-serviced Nursing,
wheelchairs, lifts, and trash carts in thess halls, Dictaty, and Hongekesping/Laundry staft
y
. tbat {toms could not be stored in corridotrs
Referenca: NFPA 10'! (?2900 Edltion) and hallways is to be free for olear ineans
Means of Egress Reliability 7,1.10.1 of egress. On 1/31/2012, CQI Tool ES-3
Means of egress shall be continuously “Lif - Safety’ was revised by
maintained frea of all abstructions or Administrator to  incorporate  visual
impediments to full Instant use in the case of fire luspection to identify and corvect any
or other emergency. present  barrier  penetrations, open
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147\ funotions, storage of itoms In font of
S35 olectrical panols and interfering with
Etectrioal wiring and equipment s in accordancs means of cgress, portable hoating devises,
with NFPA 70, Natlanal Electrical Code. 9.1.2 adcquate coverago of sprinkier systetn,
properly closing fire doors and to verify
new constructions have appropriate fir
rating. On 2/1/2012, CQI Tool 128-3 “Life
Safety” was completed by the Dircctor of
Envirommental  Sorvices  (DES).On
This STANDARD s not met as evidenced by: 2,”20'2’ CQI Toal ES-3 “ife Safety"
Based on obsarvation and Interview, 1t was was comploted by the Director of
determiried the facliity failed to ensure slastical Environmenta} Services (DES).
wiring was maintained in accordance with NFPA
standards, The deficlenoy had the potential to How the facllity plans to monitor its
affect three (3) of six (8) smoke compartments. performance to cnsure that solutions
residents, staff, and visitors, Tha facility is are sustained.
llceneed for sixly (80) beds whh a census of fifly Continuing Quality Improvement sched-
four (54) on the day of the survey. ulo has been chauged to complete CQT
. Too! 1S-3 monibly during 2012 and
The findings include: roovaluated in 2013. The Quality Asaur-
ance Toam will review any deficient
Observation, on 04/04/12 between 12,30 PM and practice identified and lmplzmant new
6:00 PM, with the Maintenance Diraotor revealed: interventions ns needed. '
1)  Arefrigaratar was piugged inlo a power atrip Completion Date:
located In the Medication Room, K147 omp I D/ I3
2) An extension cord was plugged into a power NFEPA 101 LIFE SAFETY CODE
strlp lacated In the sorporate Billing Office. STANDARD
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STATEMENT OF DEFIOIENGIES %4} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE OONSTRUCTION (xa)&l)\:‘li EEJ;VI;EY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A BULOMNG 6% » MAIN BUILDING 01
185400 . Wihe 01/04/2012

NAME OF FRQVIDER OR SUPPLIER

STREET ADDRESS, OITY, STATE, ZIP GODE
E0A ALLENSVILLE ROAD, P.0O. BOX 427

¢irip looated in the NF Nurses Station.

4) An axygen concentrator and a minl nebulizer |

wera plugged into a powar sirip lacated In room
#3418,

§) A mini nebulizer and a BPAP maching were
piugged into a power strip located in room #3141,
8) Storages In front of eleclrical panels in the
Electrical Room looated in the Dinlng Room,

7) Open junclion boxes looated in the ettlo
above room 230,

Interview, on 01/04/12 betwaen 12;30 PM and
8:00 PM, with the Mainlenance Direotor revealed
thoy were not aware of the extension cords and
power sttips being misused. Further interview
revealad they wera atso not aware of the storage
in front of the elactrical panels, or the open
junction boxes in the attic.

Reference; NFPA 92 (1999 edition)
3-3.21.2D

Minimum Number of Receptacles. The number
of receptacles shall ba determined by the
Intended use of the patient care area, There shall
be sufflcient recepiaslos Jocated 8o as to avold
the need for extension cords or multiple outlat
adaplers,

370.28(0) Covers,

accomplished for those residents found
to have beon nffected by the nlleged
deficlont practice?

On 1/4/20)2, DBES removed exiension
cords in the NF Medication Room and
Billing Office. Medienl Equipment in
Room 311 and 316 were pulled into walt
ouilet, On 1/31/2012, alt itoms were

" removed from in front of the elecirical

panals located in the dining room closet.
On 2/1/2012 open wire Junctions not
contained by a junction box identlfied in
the aftlc were disconneoted from the
electrio panel and are no longet {n use.

How facility will jdentify othey
vesidents/patients having the potential
to be affected by the same alleged
deficient practico?

On 2/1/2012, Administrator completod a
tour of the fucility to Include the attic io
Identify any further dofleient practicos.
Any doficlent aroas were Immediately
corrested or were immediately scheduled
for coirection,

What inoasuras wilt bo put into place or
what sysfemic changes will be made to
ensure that the alleged deficient
practice does not recur?

On 1/5/2012, Director of Environmental
Servicos (DRS), Housekeepot and Floor
Tech were educated by the Administrator
regarding the NFPA requirement prohib-
iting uso of portable space heaters and ex-

&
HEARTHSTONE PLACE ELKTON, KY 42220
4310 SUMMARY STATEMENT OF DEFICIENCIES {n} PROVIDER'S PLAN OF CORRECTION [u1:]
p(’ras)nx (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX (EACH OORRECTIVE AOTION SHOULD BE COMPLETION
TAG REGLLATORY OR L8O {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
OFFICIENGY)
K 147 | Centinued From page 12 K147] What corrective action(s) wifl be
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(X2} WULTIPLE CONSTRUCTION

STATEMENT OF DEFICIENGIES {X{) PROVIDER/SUPPLIER/CLIA X3) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! ! ’COMPLErED
ABULDING  gf.. MAIN BUILDING 01
B, WINQ
185400 : 01/04/2012

NAME OF PROVIDER QR SUPPLIER

STREETADDRESS, CITY, $TATE, ZiP CODE
506 ALLENSVILLE ROAD, P,0. BOX 427

HEARTHSTONE PLAGE
, ELKTON, KY 42220
o) 1D SUMMARY $TATEMENT OF DEFIOIENCIES t PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENOY MUST AE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AOTION 8HOULD BE COMMLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
' DEFICIANCT)
K 147 | Continued From page 13 i 147| tension cords in tho facility as well as
plugging medical equipment directly into
All pull bokes, juncilon boxes, and condult bodies O;Jl:letei:in]c:l ?ooﬂ,}medlﬂ eiiql‘i)m?;ir?uyg:
shall be provided with covers compatible with the E’B?E’ZO 2. C Ia’;lj‘go! ES}; o] ife Si.f "
box or conduit body constructlon and sultable for wag rev’h ac? by Administrator © "
the conditions of use. Where metal covers are ) o etion |
used, they shall comply with the grounding VR e:t[*’““' ’"Bpe";ii:n:" i‘lifami?;
fequirements of Seqtion 250.110. An extension enetrations, o &:IG_!’UHGS(;I;S gtor ;T of
fr(I;hm éhe clzbver of an exposed box shall comply ?tems in fc;nt pof olecirleal ! pan oilf and
Wi Sactlen 370-22, Exoepfion. interforing with means of egress, portabile
heating devises, adequate coverage of
110-26. Spaces sptinkler system, properly closing firc
' doors and to verify now constructions
Aboul Etertrical Equipment, Sufficient access lggf ar-}.‘;rg}p“gg_?eiﬂﬁg' S?:;of/?;m:i:s’
and working spaca shall ba provided and compleied b ' the Direct{: rof
maintained around all electric equipment fo Eaviconmental g etvices (DES)
permit reatly and aafe opearation and maintenance - )
of such equipment. Enclosures housing eleclrical . irs , .
apparsfus that are controiled by lock and key ::t:-‘;ort:‘l:n?emtl;y eﬁ:i::-se t?ha'?":::l?;o;l:,
shafl be consldered accassible to qualified are sustained N ) |
pareons. On 2/1/2012, CQI Tool ES3 “Life
Safety” was completed by the Director of
Environmental Services (DES). Contin-
uing Qualty Improvement schedule has
been changed to completo CQI Tool ES-3
monthly during 2012 and reevaluated in
. 2013 to identify any elecivical wiring and
equipmicnt meots NFPA standards, Tho
Quality Assurance Teamy wlll review any
deflolent  practico  identiffed  and
iviplement new interventions as neaded,
Completion Date: |9/ )6 {12,
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