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253 Continued From page 1 F 253 This Plan of Correction is the center's credible
responsible for the dally cleaning and sanitizing of allegation of compliance.
bathrooms including sinks, tubs and commodes. s plan of
' Preparation and/or exectition of this plan of correction
Observation of the bathroom batwoen Room e e e ek
#310 and Room #312 dunng the initial tour, on sel forth in the statement of deficiencies. The plan of
04/10/12 at 10:60 AM, revealed an area of correction is prepared and/or executed solely because
yellow-colored liquid on the fioor, approximately it is required by the provisions of federal and state lgw.
12 inches by eight (8) inches, in front of the foilet,
and a brown, rust-colored substance in the F 253 5/21/20
crevice qround the base of the tollet. Furlher The facility will provide housekeeping and
observation, on 04/10/12 at 2:40 PM, in the maintenance services necessary to maintain
e‘zforesaid bathroom, revealed tpe yel]gw-colored a sanifary, orderly and homelike
ia?u!d was st (;)n the floor, parl_;a!ly dried. A environment to include:
strong urine odor was present in the bathroom. 1. The yellow colored liquid on the
An Inferview with Certified Nurse Alde (CNA) #4, athroom floor between Room #310 and
on 04/13/12 at 6:20 PM, revealed the residents 2 Th tive Direct d.h keepi
who reslde In Room #310 and Room #312 ulilize - " he execu “ée rec gr an £ Oﬁse ee% g
v bltvoom adofing e eoms e s ks o
An interview with Housekesper #1, on 04/11/12 at the floor, . ]
8:30 AM, revaaled he was the housekeeper for 3. All staff will be in-serviced by 5/21/2012
the 300 Hall on 04/10/12. He stated, that on by the staff development coordinator |to
04/10/12 at 8:30 AM, he observed urine in the monitor rooms and floors for items that
floor of the bathroom hetween Room #310 and would detract from a sanitary, orderly and
Room #312, and cleaned it up. He revealed he comfortable interior to ensure this deficiency
was in training as the Housekeeper Manager and does not reoccur. Housekeepers will be jn-
was required to complete rounds cn all four halls. serviced by 5/21/2012 by the housekeeping
He funher_reveaied he coulq have _missed the supervisor to give additional visits to any
yellow f|qu|d“0r_| the floor while makmg rounds, rooms which may [equire more frequ nt
;ndfst&;ltf,:d, if it was notl cleaned up, it would he monitoring on a daily b.usis. . .
y faul. 4, The housekeeping supervisor will
; : . monitor bathrcoms on a daily basis and
An interview wm? the Housekeaping Supernvisor, report to the PI Committee at least monthly
on 04/11/12 at 1:25 PM, revealed the bathrooms for th ths and until this deficiencyl is
were checked when housekeepers hegan their dor fee ':0" !a" ub d and
shift between 6:30 AM and 7:00 AM. He stated cormiinec 10 v Jeen -eomected an
the housekeeper first checked all of the rooms to compliance is sustained.
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Continued From page 2 F 253 This Plan of Correction is the cenler’s credible
remove {rash from the floor and to clean the allegation of compliance.
tables. The housekespers go back to sweep and
mop the fioors. He revealed after every third Preparation and/or execution of this plan of correctign
room, the housekeeper should go back and does _:;"‘ c"}';;’”:"’eﬂ‘:d’f":;s"}" “’; ”ﬁf‘i’?g’";’{‘ ;‘::f (ohs
" proviager gf the truin g e J(ICls aiege. T CO; 45
check the PI‘EVIOUS three ro,oms' He stated, "If he set forih in the statement of deficiencies. The plan of|
was fOllOWH‘}? the process, it should have been correction is prepared and/or executed solely becan
cleaned up. il Is requived by the provisions of federal and state f%;l.
F 279 483.20(d), 483.20(k){1) DEVELOP F 279
5$5=0; COMPREHENSIVE CARE PLANS F 279 5/21/2012
_ 1. The care plan for resident #2 has bee
A facility must use the results of the assessment updated to reflect her foley catheter and it
to develop, review and revise the resident's is being followed and properly documented.
comprehensive plan of care,
The facii 2. All care plans for all residents have bee
f e facf ity ';:uSt I((iievilghp ?Icolm(?mhens've CE{e reviewed by the nursing administrative sta
{objectives and tmetablos to moet a residents to ensure they accurately reflec the currerf
medical, nursing, and mental and psychosocial gﬁzgse:::g d:aar:n e?:;szmh resident - wit
needs that are fdenlified in the comprehensive g Sk
assessment. . .
3. The Staff Development Coordinator wi]l
The care plan must describe the services that are in-service licensed nurses by 5/21/201p
to be furnished to attain or maintain the resident’s with emphasis on the developmnent of a cate
highest practicable physical, mental, and plan which addresses the current servicgs
psychosocial well-being as required under needed for the remd.ent to attain or mainta
§483.25; and any services that would otherwise their highest practicable physical, mental
be required under §483.25 but are not provided and psychosocial well-being and maki
due to the resident's exercise of rights under additional changes as the resident]s
§483.10, including the right to refuse treatment condition changes to ensure this deficien
under §483.10(b){4). does not recur. All residents with fol
catheters will be reviewed weekly times
weeks and monthly thereafter if no
. L , concerns exist,  New orders will He
gh‘ls REQUIREMENT is not met as evidenced reviewed daily by the Director of Nursirlg
Eﬁ:sed oh observation, interview, record review and on the weckends by the weekend
and review of the facility's pollcy/procedurs, it was iuﬂ:glsc;; t::e eﬁi?maﬁl; ;2 aen(;ir; Ii:]: ‘
determined the facility failed to develop a paat
deficiency does not recur,
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Shaet.

05128108, ¢
changes in

completion
disciplines

comprehensive care plan for one residant (#2), in
the selected sample of twenly residents. The
facllity recdived a physictan's order, on 02/21/12,
t for Resident #2 to have a urinary catheter
insertad, however, the facility failed to develop a
care plan for lhe resident's use of lhe cathster
and did not update the Murse Aide Assignment

Findings in
Areview of the facility's ;licy/procedure for
Compreheiisive Care Plan of Care, revised on

| plan tdentifigs resident centered
problems/needs/strengths, The care plan
ldentifies mpasurable goals with established

interventions.

lude;

gvealad, "The care plan is o reflect
care, sefvice and {reatment. The Gare

Hales. The care plan identitins
to assist with implementation of

Arecord rg

Pulmonary
of the chan

Record, da

Review of {

facilily had

Resident #2| on 09/20/04 with diagnoses to
include Diabetes Type I, Chronic Obslructive

revealed placement of a catheter. Further review
of Resident #2's record revealed an Evatuation of
Medical Justification for Indwelling Catheter use,

dated 02/22012, A review of the Trealment

of an indwelling catheter for Residant #2,

02115112, re

resident's use of an indwalling catheter.

view revealed the facility admitted

isease, and Hypertension. A roview

& of condition form, dated 02/21/12,

ted April 2012, revealed no evidence

he comprehensive cara plan, revised
ealed there was no evidence the
developed a care plan for the

This Plan of Correction is the center's credible
allegation of compliance.

FPreparation and/er execution of this plan of correciioh
does nol constitute admission or agreement by the
provider of the truth of the facts alleged or concluﬂon}:
et forth in the statement of deficiencies. The plan of |

correction Is prepared andier executed solely becusd
it is required by the provisions of federal and state I,

4, The DNS and Unit Managers .wil
monitor through record review tha
comprehensive care plans are developed as
indicated and will report to the Performancd
Improvement committee at least monthly
for three months and until the committe
determines this plan of comection has beer
sustained.

DD SUMMARY STATEMENT OF DEFICIENGIES D | PROVIDER'S PLAN OF CORRECTION [ e o
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE CoNPLETIO!
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|
F 27%1 Continued From page 3 : F 279
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comprehensive care plan for one resident {(#2), in
the selected sample of twenty residents. The
facility received a physician's order, on 02/21/42,
for Resident #2 to have a urinary catheter
inserted, however, the facilily failed to develop a
care plan for the resident's use of the catheter
and did not updale the Nurse Aide Assignment
Sheet.

Findings include;

Areview of the facility's policy/procedure for
Comprehensive Gare Plan of Care, revised on
05/28/08, revealed, "The care plan is to reflect
changes in care, service and treatment. The Care
plan identifies resident centered
probiems/needs/strengths. The care plan
identifies measurable goals with established
corpletion dates. The care ptan identifies
disclplines to assist with implementation of
interventions.”

A record review reveaied the facility admitted
Resident #2 on 09/20/04 with diagnoses {o
include Diabetes Type I, Chronic Obstructive
Pulmonary Disease, and Hypertension. Areview
of the change of condition form, dated 02/21/12,
revealed placement of a catheter. Further review
of Resident #2's record revealed an Evaluation of
Medical Justification for Indwelling Catheter use,
dated 02/22/12. Areview of the Treatment
Record, dated April 2012, revealed no evidence
of an Indwelling catheter for Resident #2.

Review of the comprehensive care plan, revised
02/15/12, revealed there was no evidence the
facilily had developed a care plan for the
restdent’'s use of an indwetling catheter,
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Furthermore, review of Nurse Aide Assignment
Sheets, dated 04/10/12, revealed no evidence of
Resident #2 having a indwelling catheter under
the Bowe! & Bladder section. However, on
04/10/12 at 2;55 PM, Resident #2 was ahserved
with an indwelling catheter.

An interview with RN #2, on 04/12/12 al 4:55 PM,
revealed "j hadn't inlended to leave the catheter
in, it was only o drain fluid, that's why | didn't start
a care plan. | was walting for the physician to calt
back with furlher orders.”

An interview with Licensed Practical Nurse (LPN)
#3, on 04/13/12 at 3:20 PM, revealed CNA care
plans ware updaled daily at the morning
interdepartmental meetings. She stated, "we ga
over all new physician’s orders and read over the
24-hour book and make changes that need to be
added or deleted to the CNA care plan sheets.
Then we send them ta data entry who prints them
out, and puts the new sheets in the CNA books."”

An interview with the Social Worker, on 04/13/12
at 3:55 PM, revealed "we use the care plan
updats slips, until the care plan is put into place,
The new updated care plan is not triggered until
the next Resident Assessment or the next Care
plan mesting.”

An interview with the Director of Nursing (DON)}),
on 04/13/12 at 5:20 PM, revealed the updated
care plan slip should have been more specific
when providing resident care, until the
comprehensive care plan was developed, and it
should not have taken so leng to develop a care
plan, She ravealed RN #2 should have
implemented a care plan for the indwelling

FORM CMS-2667(02-99) Frevious Versiens Ohsoleta Even! ID:MG5P 11 Facility tD; 100481 If continuation sheet Page 5 of 17




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

PRINTED: 05/17/2012
FORM APPROVED

OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMDER:

185142

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A. BUILDING
B.WING
04/13/2012

NAME Of PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
401 INDIANA AVE
MAYFIELD, KY 42066

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care. .

This REQUIREMENT is not met as evidenced
by.

Based on observation, inferview, record review
and review of the faciily's policy/procedure it was
determined the facility failed to ensure one
resident (#9), in the selected sample of twenty,
was provided the care and services in
accordance with the written plan of care. The
facility assessed Resident #9 upon admission as
having wandering and exit seeking behavicrs and
successfully exiting the building without staff
knowledge on 07/08/11 and 04/10/12. The facility
developed care plan interventions to include the
utllization of a nolse-making device on his/her
wheelchair to alert the staff of movement. On
04/11/12, the facility failed to ensure the
noise-makers were applied to both wheels of the
resident's wheelchair and the one that was in
place did not funclion. The staff was unaware
one noise-maker was not in piace or that the one
on the wheeichalr did not function. Thus, the
facility failed to ensure adequate implementation
of the care plan intervention to alert staff of the
resident's movement in histher wheelchair lo
prevent elopement.

Findings include:

provider of the truth of the facis alleged or conclusions

set forth in the statement of deficiencies. The plan g
correction is prepared andlor executed solely becan

it is required by the provisions of federal and state lgw.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {45}
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETIGN

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENGY)
F 279 Continued From page 5 F 279 This Plan of Correciion is the center's credible
catheter on 02/21/12, allegation of compliance.
F 2_?2 2?53R?800(|;1)'(S"3=§ﬁE}F\,S (ELE\F\{E;E&E:\JY QUALIFIED F 282 Preparation and/or execution of this plan of correctipn
85=D does not constitute admission or agreement by the

=

F 282
The services provided or arranged by t
facility will be provided by qualified perso
in accordance with each resident’s writt
plan of care.

1. Resident #9 is no longer residing

this facility.
2. All care plans of all residents ha

been audited to ensure all resideTts

are receiving care and services

he

n

accordance with their written pian

of care.

3. All staff have been in-serviced
the resident elopement poli
missing resident search ste
missing resident search checki

on
Y,
DS,
st,

missing resident profile, residént

supervision and monitoring 4
resident monitoring tool 4
immediate reporting g
implementation of the resider
care plan. All residents are be
assessed upon admission and up
significant change of condition
wander/elopement risk.

nd
nd
nd
t’s
ng
on

for
All
residents with newly identified exit

572172012
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Arevi f the facility' licy/ d This Plan of Correction is the center’s credible
/ review of the faci ity's policy 'P.roce urea allegation of complience.
Comprehensive Plan of Care” included "Develop
goals and approaches that are resident centered Preparation andfor execuition of this plan of correctibn
{rather than staff-centered) for each problem does not consfitute admission or agreement by the
and/or condition that; are reafistic, are specific pr "f”’d‘}" of ’}""’ truth of ”’?“}CJ’; affeged or C""j’"s"" &
" " ! set forth in the statement of deficiencies. The plan of
are meqsurabie and. The ‘frequ,ency of service to correction is prepared and/or executed solely because
be provided, and ﬂ"le lnterdlsci_plfnary team it is required by the provisions of federal and state ld'kv.
‘members responsible for providing care of
T . ) .
service. seeking behaviors are being placed on

' 1:1 supervision for at least -
Arecord review revaaled the faclity admitted bt o e Ty poae oyt
Resident #9 on 01/13/11 with diaghoses fo and determines proper supervision, ad

Inciude Alzheimer's Disease and Dementla with
Bahavlor Disturbance and Delusions. Acare

‘| plan with interventions, dated 01/13/11, included:
8) Nolse sticks on histher wheelchair wheels. A
review of Resident #9's care plan, entitled "1 am
at risk for wandering/elopement,” dated 01/13/11,

updates the resident’s care pian,
wander/elopement  risks  will

ensure the care plan is current ay
appropriate  supervision is being

revealed an Intervention, dated 03/31/11, "It's ok provided. Meal and break times are
to have noise sticks on my wheelchair wheels." A being assigned daily to ensufe
review of the quarterly Minimum Data Set (MDS) supervision is maintained on the hall pt
assessment, dated 03/20/12, revealed the all times. The social services directbr
resident was severely cognitively impaired and will monitor behavior logs on a monthly
demonstrated wandering behaviors. basis and report any concerns to the

performance improvement committee.
Reaview of the Nurses' Notes, on 07/08/11 at 7:30

AM, revealed Resident #9 was successful in 4, The executive  director lis
exiting the building without the supervision of'the responsible for implementing aind
staff. Review of the facility's summary completed maintaining this plan of correctién
on 04/12/12 for the event of 07/08/11, revealed and will monitor monthly through
. : . 1
the resident was discussed in an IDT meeting performance improvement meetings

and possible interventions to include
noise-makers on the wheeichair to alert the staff
when traveling to encourage the resident to
remtain on his/her own hall. Thera was nothing in
the summary to address If the noise sticks were
heard or if they were in place or if staff was
knowledgeable of the resident's whereabouts,

for three months and/or until it {is
determined this deficiency lis
corrected.
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An interview with Licensed Praclical Nurse {LLPN)
#1, on 04/12/12 at 10:45 AM, revealed, on
04/10/12, she was working on {he 200 Hall and
had jus! returned from a funch break about 7:30
PM and was In a resident's room when she heard
a door alarm. When stepping into the hall, LPN
#1 determined the PT department exit door alarm
was sounding. The double doors leading inio the
PT department were closed and the pull tab
alarm on those doors was not sounding. LPN #1
went 1o the PT department, through the double
doors and looked outside and saw Resident #9 in
histher wheelchair at the end of the sidewalk with
hisfher arms folded. Resldent #9 was returned to
the bullding, assessed with no injury and one to
one supervision was inttiated. LPN #1 had not
seen Resident #9 on the 200 Hali prlor to being
found ouside the PT department's exit door and
had not heard the noise-maker devices on the
wheelchair.

CNA#1 interview, on 04112712 al 9:35 AM,
revealed she was working the 100 Hall, on
04/10/12, and CNA #2, was on lunch break. CNA
#1 slated she was gathering linens and
answering call lights and did not notice Resident
#9 was not on the hait and did not hear a door
alarm. CNA#1 was not aware Resident #9 exited
the facility through the Physical Therapy
department exit door untit LPN #1 told her. The
CNA revealed Resident #9 was known to wander
into other residenis’ rooms and often went lo the
exit doors and required redirection.

An interview with Reglstered Nurse (RN) #2, on
04/13/12 at 6:00 PM, revealed she was working
on the 100 Hall and had been busy on 04/10/12.
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She had been on the 400 Hall speaking with a
family member around 7:30 PM, when the 200
Hall nurse (LPN #1)} informed her Resident #9
had exited the building. RN #2 stated Resident
#9 was "active,” but was on the 100 Hall when
last seen. The two CNAs were on the 100 Hall
when she left to speak with a family member on
the 400 Hail.

An interview with the Director of Nursing (DON},
on 04/12/12 at 12;05 PM, revealed she was
notified by LPN #1, on 04/10/12 around 7:30 PM,
that Resident #9 had gotten out of the facility
through the exit door. CNA#1 had beenin a
resident's room and did not notice Resident #9
feave the 100 Hall and was unaware the resident
had exited the building, untit someone told her
and CNA #2 had been on lunch break,

On 04/11112 at 9:30 AM, observation revealed
Resldent #9 was in his/her room in a wheelchair
with a personat alarm in place and Certified
Nurse Alde (CNA) #1 was with the resident. One
of the wheel's on the wheeichair had a plastic
nolse-maker attached with plastic lies, The other
wheel had plastic ties, but no noise-maker was in
place. Ademonsiration at the time revealed the
ncise-maker that was attached to the
wheelchair's wheel did not make any noise when
the wheslchair was rolled. A basket containing
four noise-makers that was located on the
bedside table revealed four noise-makers of
which anly two made a sound. An interview,
conducted with CNA #1, revealed she was
providing one o one supervision to Resident #9
due to exiting the facility the previous night. The
CNA was unaware the noise-maker was not
functioning or that one was missing. She stated

F 282
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the noise-makers had to be replaced from time to
time and was unaware if anyona was fo check
them lo see if they were in place or {o ensure they
were working. The CNA thought if someone
noticed the noise-makers were not working, that
maintenance would replace them. A review of the
CNA assignment sheet for Resident #9, listed
undar the ALERT section, ravealed "redirect to
his/her hall and stay with him/her until back o
histher hall, wanderguard to (L) ankfe." There
was no documenied evidence that the
assignment sheet addressed noise-makers on
the resident's wheelchair wheels.

Further interview with the DON revealed the
facility had no system 1o monitor the noise-maker
devices for the resident's wheelchalr wheels {o
ensure ptacement and function, and she thought
the nurses would nolice if the nolse-makers were
not in place or not functioning. The facility was
unable to provide documented evidence that they
verifled the noise-makers were in place or
checked for function after both incidents of
elopement as this was an intervention used to
alert slaff when the resident was "on the move".
Therefore the facillly could provide no evidence
that they ensured the care plan intervention was
followed refated to the application of two noise
maketrs to the wheelchair wheels and failed {o
ensure the devices functioned appropriately.
483,25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facilily must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices to
preveni accidents,

F 282

F 323

FORM CMS-2567(02-99) Pravious Vorsions Obsolele Even! ID:MG5P14

Facility 1D: 1004814

If conlinualion sheet Page 10 of 17




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

PRINTED: 05/17/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185142

{%2) MULTIPLE CONSTRUCTION
A BUILBING

B. WING

(X3) DATE SURVEY
COMPLETED

0411312012

NAME OF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADBRESS, CiTY, STATE, ZIP CODE
401 INDIANA AVE
MAYFIELD, KY 42068

{X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

fD PROVIDER'S PLAN OF CORRECTION

{X5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPRROPRIATE DATE

DEFICIENCY)

F 323

Conlinued From page 10

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review,
and review of the facilily's policy/procedure it was
determined the facility falled to ensure one
resident (#9), in the selected sample of twenty
residents, recelved adequate supervision to
prevent accldents, The facility failed to ensure
thelr "Patient Supervision and Monitoring" was
offective and implemented fo ensure adequate
supervision of residents with wandering and
elopement risk. The facility faifed to ensure
interventions imptemented for elopement
prevention were effective and were being
monitored to ensure the devices were functioning.
The facllity assessed Resident #9, as having
wandering and exit-seeking behaviors and
implemented multiple interventions to include a
wanderguard bracelet and a nolse-making device
to his/her wheel chair to alert the staff of the
resident's movement. On 04/10/12 at 7:.30 PM,
Resident #9 exited the building through the {FT}
department exit door, Staff was unaware of
Resident #9's whereabouts until they heard the
door alarm at which fime they responded bringing
the Resident back in the facilily. The facilily
identified that staff failed to ensure the {ab alarm
was applied to the PT Department doors which
falled to alart the staff that a resident was
entering the Therapy Department. Staff
interviews revealed they did not observe the
resident or hear the resident's nolse-maker
wheelchalr devices when the resident propelied

F 323
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Conlinued From page L F 323 This Plan of Correction is the center's credible
through the 100 hall and traveled through the 200 alfegation of compliance.
hali. Thus, the facility failed to provide necessary
supervision to a wandering resident who the Preparation andlor execution of this plan of correctibn
facility had assessed as an elopement risk and ﬂfﬁ;‘;ﬁiZj’r’ﬁf’ff.iﬁ‘i}"fiiﬂ?! e olsiohs
faited to ensure intervent_io_ns developed {o set forth in the statemeni of deficiencies. The plan g
ensure ad?quate_supeW|5|on were effective and correction is prepared and/or executed solely becamje
functional in alerting staff to address the it is required by the provisions of federal and state ldw.
resident's wandering behavior in order to prevent
elopement. F 323 5/217201
o The facility will ensure that the resident
Findings include: environment remains as free of accident
, - . I hazards as is possible; and each resident wiil
Areview of the facility's policy/procedure, "Patient receive adequate supervision and assistange
Superviston and Menitoring,” dated 04/28/11, devi :
: : - evices to prevent accidents.
revealed patients are provided supervision when
they present with conditions that may place other : : ;
patients and/or themselves at risk for harm, The L ?es.;fiem #9 no longer resides at thfis
patients are supervised under normal aciilty. .l
circumstances to ensure optimal safety and 2. Al residents have been reviewed
clinical outcome. The patient is able to move for wander/elopement risks and ito
about the center at will except in areas ensure  adequate supervision |is
designated as "non-patient Areas” for safety being provided.
reasons, 3. All staff have been in-serviced pn
the resident elopement poligy,
missing resident search steps,
A record review revealed the facllity admitied missing resident scarch checklist,
Resident #9 on 01/13/11 with diagnoses to missing resident profile, residgnt
include Alzheimer's Disease and Dementla with supervision and monitoring and
Behavior Disturbance and De!usior_\s. On resident monitoring  tool d
01/13/11, the facilily assessed Resident #9 as at immediate reporting ahd
irlsk[for elcngment. Tl;e f?cilfly developed and implementation of the resident’s
mpfemented a care plan for elopement, dated care plan, All residents are bel’;}lg
01/13/11, which included the following assessed upon admission and upon
interventions: 1) Keep my picture available on the o iﬁcantpchan ¢ of conditi Onp or
Medication Adminisiration Record (MAR), 2) gn Horrol g t Tk i
Make sure alarmed exits are functioning at all wander/etopement - Tisk. >
times. 3)Wanderguard to the left ankle, check residents with newly identified exit
every shift and as needed. 4) Assistance to find
FORM CMS-2667(02-09) Pravious Verslons Obsolete Evont ID;MGSP11 Facility iD: 100481 1f continuallon sheet Page 12 of 17
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histher room or appropriate area during
wandering. 5) Staff to ensure neads were met
and envircnment was comfortable. 6) Fold towels
or watch baby doll or listen to the Bible being
read. 7} Talk fo his/her daughter on the phone. A
review of the quarierly Minimum Data Set {MDS)
assessiment, dated 03/20/12, revealed the
resident was severely cognitively impalred and
demonstrated wandering behaviors.

Documentation in the nurse'’s notes revealsd,
from 01/16/11 through 07/08/11, the resident
exhibited thirfeen (13) episodes of wandering
behaviors, which included repelilive attempts to
exit the facility and triggering the door alarms.
Nurse's notes dated, 01/16/11 at 6:00 AM
revealed "attempted to open side door and out
through 100 Hall, was redirected”, On 01/18/11
at 2:30 AM nurse's note stated "multiple times
pushing af exit doors receiving intervantion by
staff*. 01/18/11 at 3:00 PM the Nurse's note
revealad "propelled to each facility door and set
off the alarms, now on one to one for safety”. On
01/28/11 at 3.00 PM Nurse's nole revealed
“pushing at door four (4)times, one to one
initiated”, On 02/06/11 at 3:00 PM Nurse's noles
revealed the resident was wandering info other's
rooms, 02/11111 Nurse's note, timed 12:45 AM
revealed "resident sitting around Nurse's station
asking how to get out, tried to go out of front
iobby doors and wandering around facility going
in and out of other's rooms, will monitor” Nurse's
nole, dated 02/12/11 at 3:30 am revealed the
resident was behind the Nurse's desk in charts,
digging in trash cans, picking water pitchers off
medication carts drinking &, while in other's room
tried to climb in bed with other resident. On
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3| Continued From page 12 F323 This Plan of Correction Is the center's credible

allegation of compliance.

Preparation and/or exectiion of this plan of correctipn
does not constitute admission or agreeiment by the
provider of the truth of the facts alleged or conclusions
sei forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it Is required by the provisions of federal and staie Igw.

seeking behaviors are being placed “En
1:1 supervision for at least seventy-two
hours and until the IDTeam assesses
and determines proper supervision atd
updates the- resident’s care plan.. All
wander/elopement  risks  will e
reviewed weekly by the IDTeam [to
ensure the care plan is current and
appropriate  supervision is  beihg
provided, Meal and break times gre
being assigned daily to ensyre
supervision is maintained on the hall{at
all times. The social services direcjor
will monitor behavior logs on a monthly
basis and report any concerns to the
performance improvement committee,

4, The executive  director |is
responsible for implementing and
maintaining this plan of correction
and will monitor through monthly
performance improvement meetings
for three months and until it{is
determined this deficiency |is
corrrected to ensure this deficiericy
does not reoceur.
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02/17/11 at 1:15 PM the resident was attempting
to enter the facility kitchen, On 03/14/11 at 8:00
FPM threatened to "cut off' the wanderguard.

Review of quarterly review documentation, dated
03/15/11, revealed noise makers to wheels of
wheef chair to alert staff and make staff aware of
where the resident was located in the building,
however, further review of the care plan revealed
the facility added the following intervention, dated
03/31/11, 8) Noise sticks on wheelchair wheels,

On 03/16/11 at 4:00 AM was "irying to get out
doors”, On 03/20/11 at 2:00 PM, Nurse's notes
reveal "propelling self In whese! chair attempts to
go oul some doors and goes in other resident
rooms is on fifteen (15} minute monitoring.
03/25111 at 2:55 AM, Nurse's note reveals
“repeatedly tried to get out the door and in and
out of other resident's rooms. On 03/26/11 at
8:30 AM the notes indicate "was wandering in and
out of others' rooms.  On 04/02/11 at 4:15 AM
“altempted to get out through back doors two (2)
times" was documented i the Nurse's noles, On’
05/06/11 at 2:00 AM "wandering into others's
rooms requiring continuous monitoring”. On
06/08/11 at at 2:50 AM, the Nurse's nole revealed
"has been trying to get out of doors. Has been in
and out of others's rooms, been on medication
carts"

On 07/08/11 at 7:30 AM, the Nurse's note
revealed "Resident very agitated this AM.
Combative with slafi and other patients. Not
easlly redirecled. Using wheel chair and pushing
through exits. Noted to exit the building out of the
therapy door this AM. Brought back into the

FORM CMS-2567(02-98) Pravious Varsions Obsolels Evont ID:MG5P 11 Fagility 10: 100481 if continuation shest Page 14 of 17




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

PRINTED: 05/17/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185142

(X2) MULTIPLE CONSTRUGTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

04/13/2012

NAME OF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADORESS, CITY, STATE, Z{P COOE
401 INDIANA AVE
MAYFIELD, KY 42068

PREF1X
TAG

410 |

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEOED BY FULL
REGULATORY OR LSC [DENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

(X6}
PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 323

Continued From page 14

building with staff and placed with a staff member
for monitoring. ..." Review of the summary,
undated, provided by the Administrator on
04/12/12, revealed the resident was discussed in
an IDT meeting and possible interventions to
include noise-makers to the wheelchair to alert
the staff when traveling to encourage the resident
to remain on his/her own hafl, An interview with
the Director of Nursing (DON), on 04/12/12 at
12:05 PM, revealed PT department staff wasto
notify nursing when ieaving for the day (5:30 PM
to 6:00 PM usually} and nursing would engage a
pull tab alarm on the double doors leading to the
PT department to alert staff when a resident was
allempling to go into the PT depariment.

On 07/24/11 at 5:30 PM altemptled fo exit the 100
Hall exit. On 07/25/11 at 1:30 AM the resident
was going from hall to hall trying o find an exit
per the Nurse's notes. On 08/30/11 at 6:15 AM,
Nurse's note revealed “observed o siand from
wheal chair and remove puit tab alarm and enter
Physical Therapy department requiring
intervention®. :

An interview with Licensed Practical Nurse {LPN)
i1, on 04/1212 at 10:45 AM, revealed, on
04/10/12, she was working on the 200 Hall, had
just returned from a lunch break about 7:30 PM,
and was in a resident's room when she heard a
door alarm. When stepping into the hall, LPN #1
determined the PT department exit door alarm
was sounding. The double doors leading into the
PT department were closed and the pull tab
alarm on those doors was not sounding. LPN #1

F 323
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went to the PT depariment through the double
doors and tooked outside and saw Resident #9 In
hisfher wheelchair at the end of the sidewalk with
his/her arms folded. Resident #9 was returned to
the building, assessed with no injury and one to
one supervisicn was initiated. LPN #1 had not
seen Resident #9 on the 200 Hall prior to being
found outside the PT department exit door and
had not heard the noise-maker devices on the
wheeichair.

An interview with CNA#1, on 04/12/12 at 9:35
AM, revealed she was working the 100 Hali, on
04/10/12, and CNA #2, who was working with her,
had leit for a lunch break. CNA#1 stated she
was gathering linens and answering call lights
and did not notice Resident #9 was not on the hall
and did not hear a door alarm. CNA #1 was not
aware Resident #9 had exited the facility through
the PT department exit door, untit LPN #1 told
her. The CNA revealed Resident #9 was known
to wander in to other residents’ rooms and often
went to the exit doors and required redirection.

Observalion, on 04/1112 at 9:30 AM, revealed
Resident #9 was in his/her room In a wheelchair
with a personal alarm in place and Cedified
Nurse Aide (CNA) #1 was with the resident. One
wheelchair wheel had a plastic nolse-maker
atlached with plaslic ties. The other wheelchair
wheel had plastic ties, but no noise-maker was in
place. Ademonstration, at the lime, revealed the
noise-imaker that was attached to the wheelchair
wheel did not make any noise when the
wheelchair was rolled. A basket containing four
noise-makers thal was located on the bedside
tabla reveaied only two noise-makers actually

F 323
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made a sound. An infervlew conducted with CNA
#1 at the time revealed she was providing one to
one supervision to Resident #9 due to exiiing the
facilily the previous night. The CNA was unaware
the noise-maker was not functioning or that one
was missing. She stated the noiso-makers had
to be replaced from time to time and was
unaware if there was a system to verify if they
were working and thought maintenance would
replace them when staff requested.

An interview with the Director of Nursing (DON),
on 04/12/12 at 1205 PM, revealed she was
notified by LPN #1, on 04/10/12 around 7:30 PM,
that Resident #9 had gotten out of the exit door.
LPN #1 reported to the DON that she heard a
door alarm and when she looked outside, she
saw Resident #9 on the sidewalk outside. The
resident was returned to the building, assessed
and placed on one [o one supsrvision, CNA#1
was in a resident’s room and did not see
Resident #9 leave the 100 Hall and was unaware
the resident had exited the building until someone
told her, and CNA #2 had been away on a iunch
break. The DON revealed nursing did not set the
pull tab alarm on the PT department double doors
leading into the PT department. There was no
system to monitor the noise-maker devices for
the resident's wheelchair wheels to ensure
placement and function.

F 323
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non-sprinklered bulidings, walls properjy extend - 1t is the practice of this center to assure that
above the cel_iing. (Cc?r_ndor walls may !ermlnate all fire/smoke resistant walls are mainfained
at the underside of ceilings where specifically | _ within compliance at all times to include:
permitted by Gede, Charting and cleficd! stations, 1. The therapy room at the end of 20

waiting areas, dining rooms, and activily spacas
may be open to the cormridor under certain
condifions specified in the Coda. Gift shops may .
be separated from corridors by non-fire rated construction of hallway walls |

walls if the gift shop is fully sprinklered.) separate  treatment/therapy  ars
19.3.6.1, 16.3,6.2.1, 10.3.8.5 from hallway egress, discussed wi

Jeremy  Tayler, Life Safe
Inspector, by phone on 5/1/201
Construction  drawings will be
submitted for review and approval
to the Frankfort, KY Office Code
Enforcement office. Heritage |is
cequesting a construction waiver pf
six months for subruittals, revigw

hall corridor used for therap
treatment will be corrected Y

T w0« < O

a4

This STANDARD s not met as evidencad by: and approval by Code Enforcement,

Based on observation and interview, the facility to begin construction of corridor
failad to ensure that rooms open to the corridor separation walls. The training rodm
would not interfere with egress requirements in at the end of 300 and painting area
accordance with NFPA standards. The deficiancy at the end of 400 hall corvidors Ce

had the potential to affect six (8) of twelve {12)
smoke cornpartments, residents, staff and
visitora. The facllity Is licensed for one hundred

{100) beds and the census was eighty nine (89) 2. Al areas of the building .wili e
on the day of the survey, examined to ensure no freatment

rooms or hazardous areas are opeén
1o the corridor.
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The findings include:

Observation, on 04/10/12 betwesn 11:00 AM and
12:00 PM. with the Director of Maintepance
revealed a therapy room at the end of 200 hall, &
training room at the end of 300 hall, and 2
painting area at the end of 400 hall all open to the
corridor. The contents of these rooms are not
permitted to be in an area open to the comidor,

Interview. on 04/10/12 between 11:00 AM and
12:00 PM., with the Diractor of Mainienance and
he Administrator revealed these areas were
originally designed as smoking lounges =t the
ends of the corridors. Further interview revealad
, that they were unaware that treaiment reoms and
hazardous areas could not be open to the
corridor

NFPA 101 (2000) edition

{19,3.6.1

. Corridors shall be separated from all other areas
i by partitions complying with 19.3.6.2 through
19.2.6.6. (See also 19.2,5.9.)

Exception No. 1; Smoke coemparntments
protected throughout by an approved, supearvised
autematio sprinkfer system in accordanca with
19.3.5.3 shall be permitted to have spaces that
are unlimited in size open to the comidor,
provided that the following criteria are met:

(a) The spaces are nof used for patient sleeping
{ rooms, treatment rooms, or hazardous areas.

{b) The corridors onto which the spacas open in
the same smoke compartment are protecied by
an electrically sup&rvised auvtomatic smoke
detection system in accordance with 18,3.4, or

A BUILOING 01 - MAIN BUILDING o1
B. WING
185142 04/10/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, Zif CODE
HERITAGE MANOR HEALTH CARE CENTER 401 INDIANA AVE
MAYFIELD, KY 42088
wap | SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION st
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
OEFICIENCY)
K 017 ! Continued From page 2 w 017|  This Plan of Correction is the center’s credible

ailegation of vompliance. ;
Frepararion ond/or execution of this plan of carreclion:
dous not constitute admission or agréement by the
provider of the truth of the facts alleged or condusr‘orz.{
sei forth In the slatement of deficiencies, The plan of
correction Is prepared andlor executed solely because
it is requived by the provisions of federal and state law

3. The maintenance director wil
conduct 3 building survey 1o ensur
no hazardous or treatment areas ar
open to the corridor and report t
the Performance Improvemen
Committee on a monthly basis for
three months and/or  unti]
compliance is maintained to ensuré
this deficiency does not recur.

4. The Executive Director will overse
the performance improvemen
committee and be responsible fol
overall compliance. i

FORM CMS2687(02-9%) Previous Vers'ons Obsolate
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One hour fire rated construction {(with % hour
fire-rated doors)} or an approved automatic fira
extinguishing system in accordance with 8.4.1
and/or 19,3.5.4 protects kazardous areas. When
the approved automatic fire extinguishing system
optlon Is used, the areas are separated from
other spaces by smoXe resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do nof exceed
48 inches from the bottom of the door are
permitted.  18.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facllity falled to meet the
requirements of Protection of Hazards in

X410 SUMMARY STATEMENT OF DEFICIENGIES [s] PROVIOER'S PLAN OF CORRECTION [£5)]
PREFIX (EACH DEFICIENCY MUST BE PRECEDEC BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION,) © TG CROSS-REFERENCED TO THE APPROFRIATE DATE
. DEFICIENGY)
K 017 { Continued From psge 3 K017 his Bl o/ G p "
. his Plan of Correction s the center's credible
the smolke companment in which the space s allegation of cempliance.
located Is protected throughout by
qulck-response sprinkiers., Preparation andfor execution af this plar of correction
{c) The open space Is protected by an electrically does not constitite admission or agreement by the
supervised automatic smoke detectlon system in provider of the truth of the facts atleged or conclusions
accordance with 19.3.4, or th e entire space i sed forih i the statement of deficiencies. The plan of
. carraction is prepared andior execured solely becatis(
arranged and located to aliow direct supervision it Is required by the provisions of federal and state lay.
by the facility staff frorr a nurses stahon ar .
?é?ll‘?iwzpsa cafcre does not obsiruct accnss to : K 029 5812012y
e qm red esns n . - Tt is the practice of this center to assure thit :
all  hazardous locations are  within
{611 e . compliance at all times to include:
Exits shall be located and exit access shal] be \
arranged so that exits are readily accessible at all 1. Door closers will be nstalled on e
{imes. clean linen door, office door and soiled lingn
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD Kozg| door in the laundry ares, the Utilizatico
SS<E coordinator’s office, medical records officg,

housekeeping closet on 400 hall, the MDOS
office at the end of 300 hail and the dry
storage area of the kitchen,
2. All other areas of the building wiil
be inspected by the maintenance director and
olosers installed where necessary.
3. The maiotenance director will
continue to monitor all doors for compliance
to ensure this deficiency does not recur.
4. The maintenance director wiil
report to the Performance Improvement
Committee monthly for three months and
until the committee determines complianpe
has been attained and sustained.
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@i | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ! Pt
PREFIX i (EACH DEFICIENCY MUST BE PREGEDEO BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE : °°“$L$ET'°”
TAG REGULATORY OR L5G IDENTIFYING INF ORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY}
K 028 | Continued From page 4 Ko2a|

accordance wilh NFPA Standards. The

. deficiensy had the potential to affect six (6) of
twelve {12) smoke sompanments, residents, staff
and visitors, The facility is licensed for one
hundred {100} beda and the census was eighly

' nine {89) on the day of the survey.

i

The findings include:

Obsarvation, on 04/10/12 between 10;30 AM and
2:16 PM, with the Director of Maintenance

: revealed the following hazardous areas did not

| have a door closer installed; ¢lean linen in the
laundry area, office In the laundry area, soiled !
linen in the laundry area, utiization cocrdinator ' :
office, medical records office, housekeeping
closet on the 400 hall, the office door at the end
of the 300 hall (MDS}, and the dry slorage area
for the kitchen,

Interview, on 04/10/12 between 10:30 AM and
2:15 PM, with the Director of Maintenance

! revealed he was not aware thal areas with
hazardous storage needed a door closer
installed.

Reference’ |
NFPA 101 (2000 Edition).

19.3.2 Protgction from Hazards.

198.3.2,1 Hazardous Areas, Any hazardous areas
shall be safeguarded by a fire barrder having a

" 4-hour fire resistance rating or shall be provided
! with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extinguishfng shall be permitted to be in

FORM ChM$-2587(02-99} Pravious Versions ODsolate Event ID; MG5P21 Facility 1Dy 100481 If eontinuation sheet Page § of 17
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K 029 ¢ Continued From page 5 K 029

accordance with 19.3.5.4, Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shail
include, but shall not be restricted to, the
fallowing:
(1} Boiler and fuel-fired heater rooms
(2) Central/bulk laundries farger than 100 ft2
{9.3 m2)
{3) Paint shops
{4) Repair shops
{5} Soifed linen rooms
! (8} Trash collection rooms f
: (7) Roams or spaces larger than 50 fi2 (4.8 m2),
{ including repair shops, used for storage of
combustible supplies
i and equipment in quantities deemed hazardous
I by the authority having Jurisdiction i
i {8) Laboratories employing flammable or
| combustible materials in quantities less than
I those that would be considered a severe hazard.
! Exception: Doors in rated enclosures shall be
! permitted to have nonrated, factory or
i field-appiied
i protective plates extending not more than
- 48 in. (122 cm) above the bottom of the door. :
K 066 E NFPA 101 LIFE SAFETY CODE STANDARD K 056 .
58=D
: If there is an automatic sprinkier system, itis
i Installed in accordance with NFPA 13, Standard
! for the Instaliation of Sprinkler Systems, to
| provide complete covarage for all portions of the
| building. The system is properly maintained in
i accordance with NFPA 25, Standard for the
! Inspection, Testing, and Maintenance of
% Water-Based Fire Protection Systems. 1t is fully
i supervised. Therg is a reliable, adequate water

)
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NAME OF PROVIDER OR SUFPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE. ZIP CODE
401 INDIANA AVE

MAYFIELD, KY 42066

This STANDARD is not mat as evidenced by.
Based on observation and interview, it was
datermined the facility failed to ensure complete
sprinkler coverage in accordancs with NFPA
standards. The deficiency had the potential to
affect two {2) of twelve (12) smoke
compartments, residents, staff and visitors. The
facllity is licensed for one hundred (100) beds and
the census was glghty nine (89) on the day of the
survey.
Tha findings include:

Observation, on 04/10/12 at 11:45 AM, with the
Diractor of Maintenance revealed a canopy with
no flame refardant rating located at the exterior of
the exit for therapy that was 4 ' in width,

Intervieve, on 04/10/12 at 11:45 AM, with the
Director of Maintenance revealed he was
unaware of the requirement for the area to be
sprinkler protected.

Gbsarvation, on 04/10/12 at 2:00 P, with the
Director of Maintenance revealed a standard
response sprinkler head and a quick response
aprinkler head in the same compariment located
in the 400 hall founge area. .

Interview, on 04/10/12 at 2:00 PM, with the
Diractor of Maintenance revealed he was not

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY 'OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
OEFICIENCY)
K056 | Continued From page 6 KOS8]  his Plon of Correclion is the canter's cradible
supply for the aystem, Required sprinkler aflegarion of compliance,
systamns are equipped with water flow and tamper . .
: : : Preparation andlor execution of this plan of correciion
Sw.rtc.hesl which are etecmca“y connectad to the does nol constitute admission or agrezment by the
building fire alamm systemn.  19.3.5 provider of the inah of the facts alleged or conclusions
sut forth in the siatament of deficiencies. The plan of
correction is prepared and/or executed solely becduse
it is required by the provisions of fedaral and stare lav)
K 056 5/8/2012

It is the practice of this center to assure th
automatic sprinklers are installed an
mainfained in accordance with NFPA 13 an
NFPA 25 to remain in compliance at all
times to include: _
i. The canopy to the rehab departrent

has been removed and the sprinkidr

head in the 400 hall lounge

been replaced with the appropria
sprinkler head by a licensed
contractor.

2. A Licensed Contractor inspected all
ceuter arcas to assure all aveas of

the building are in compliance,

3. All future system alterations will ke
corrected by licensed contractorp.

The Maintenance Director will

Inspect Sprinkler Piping monthly

and Document in the Centefs
Preventive Maintenance Logs for

three months and then quarterly
thersafter. Licensed Contractor will

inspect cemter Sprinkler Systein
Quarterly thereafter to ensufe
continucd compliance. Quarter]y
inspections witl be completed by

the maintenance Director and |a
Licensed Contractor.
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K 056 | Continued From page 7 K 056 This Plan of Correction is the center’s credible

aware that the sprinkler haads were mixed in this
compartment. He revealed that had & fof of
sprinkler heads changed and he must hot have
naticed just the one being changed.

Referance: NFPA 13 {1999 edition)
5-13.8.1. Sprinklers shall be Instailed under
exterior roofs or canoples exceeding 4 f (1.2 m)

1 in width.

Excaption: Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible construction.

Reference: NFPA 13 (1989 Edition)

7-2.3.2.4 Where iisted quick-response sprinklers
are used '
throughout a system or portion of a system
having the same

hydraulic design basis, the system area of
operation shali be

pefmitted to be reduced without revising the
density as indicated

in Figure 7-2.3.2.4 when all of the following
conditions

are satisfied:

(1) Wet pipe system

{2} Light hazard or ordinary hazard occupancy
{3} 20-ft {6.1-m) maximurn ¢eiling height

The number of sprinklers in the design &rea shall
never be

fess than five, Where quick-respensé sprinklars
are used ona

sloped ceiling, the maximum ceiling height shafl
be used for

determining the percent reduction in design area.

allegation of compliance.

Preparation and/or execution of this plan of correctio
does nof constitute admission or agreemient by the

provider of the truth of the facts alfeged or conclusions
58t forth i1 the siatement of deficionicies. The plan of
correction is prepared and/or executed solely becass
it is requived by the provisions of federal and stale law.

=

4,

These ingpections will be
documented in the Preventative
Maintenance Program to-ensure
future compliance.
Life Safety Preventive Maintenande
Logs will be reviewed monthly Wy
the Safety Committee to ensure
continued compliance. The
Executive  Director  will  be
responsible to ensure this plan Js
implemented and sustained.
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K 058 | Continued From page 8 K 056
This Plon of Correction is the center's credible
. Where allegation of compliance.
1 quick-response sprinklers are instailed, all
sprinklers within a Preparation and/or execution of this plan of correction
compariment shall be of the quick response type, does noi constitite edmission or agreement by the
Exmpﬁonn W‘here circumskances requ”'e the use prowder Of”}&‘ truth qftbefaql: alleged or conclusions,
of other th.a h ordina set forth in the statement of dificiencies, The plan of
¥ correction is prepared and/or executed solely becausa
temperature-rated sprinklers, standard rasponse it i required by the provisions of fedaral and state o,
sprinklers shall be
permitted to be used, K 064 It is the practice of this center to] 5/8/2012
K 084 | NFPA 101 LIFE SAFETY CODE STANDARD K 064

85=D
i Portable fire extinguishers are provided in all
i health care occupancies in accordance with

! 9.74.1, 19.3.5.6, NFPA 10

i This STANDARD is not met as evidenced by:

| Based an observation and interview, the facitity
failed to ensure the kitchen had signage in place
for the proper use of the Class-K poriable fire

| extinguisher in_accordance with NFPA standards.
The deficiency had the potential to affect one (1)
of twelve {12) smoke compartments, residents,
staff and visitors. The facility is licensed for one

: hundred (100} beds and the census was eighty

; hine (89) on the day of the survey,

| The findings include:

Observation, on 04/10/12 at 2:20 PM, with the
Director of Maintenance revealed there was no
signage stating that the hood suppression system
‘must be vsed before the class K fire extinguisher,
This type of extinguisher is used as a secondary
measure to the range hood extinguishing system,

assure that all miscellaneous life safery]
issues are within compliance at all times to
include:
1. A placard has now been placed|
conspicuously near the class-K fire
extinguisher that states that the fire
protection system shall be activated

prior to using the fire extinguisher.

2. Al fire extinguishers have been
inspected by licensed contractor to

ensure proper signage js in place.

3. The maintenance director will
inspect  fire extinguishers and

signage month]y. Monthly
inspections will be documented in
preventive maintenance logs to

ensure this deficiency does not

Tecur. '

4, Preventive maintenance logs will be
revicwed by the safety committee
monthly to ensure continned
compliance. The Executive Director

will be responsible for monitoring

this overall plan of correction.

FORM CMS-2567{02-63) Previous Versisns Qbsolete . Evant 1D!MESP21
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Cooking facilities are protected in accordance
with 9.2.3.  19.3,2.6, NFPA 98

This STANDARD s not met as evidenced by:
Bagsed on obsarvation and interview, it was
detarmined the facility failed to ensure a ¢lass-k
i fire extinguisher for the kitchen was readily
avallable. in accordance with NFPA standards.
The deficiency had the potential to affect ane (1)
of twelve (12) smoke compariments, residents,
siaff and visitors. The facility is licensed for one

i hundred (100) beds and the census was eighty
ning (89} on the day of the survey.

The findings include;
| Observation, on 04/10/12 at 2:20 PM, with the
Director of Mainienance revealed there was no
class k fire extinguisher located in the Kitchen.

i Interview, on 04/10/12 at 2:20 PM, with the

Director of Maintenance revealed he was aware
the extinguisher was required for the kitchen but
he had moved it during some recent remodeling
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K 084 | Continued From page $ { KO64| i Plan of Carrection is the center's credible
! allegation of compliance.
Interview, on 04/10/12 at 2:20 PM, with the ; . . )
Director of Maintenance revealed he was X praradon andlor execution of this plan of correction
: I ! loes not constitute admission or agreement by the
unaware of the signage fequirement, i provider of the mruth of the facts alfeged or conclusions
sei forth in the statement of deficlancies. The plan of
Reference: NFPA 10 (1998 Edition). correction is prepared and/or executed solely becanse
it is required by the provisions of federal and state law. !
2-3.2.1 A placard shall be conspicuocusly placed :
- near the extinguisher that states that the fire K 069 Tt is the practice of this center to] 5/8/2012
f protection system shall be activated prior to using assure that all cooking facilities are protected
| the fire extinguisher, in accordance to NFPA 96 to maintain|
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K069 compliance at all times to include:
88=D 1. A class k fire extingnisher has now

been installed in the kitchen,

2. A licensed contractor has reviewed|
the cooking facilities to ensure they
are properly protected,

3. The maintenance director will
inspect kitchen equipment monthly]-
for proper placenent. Monthly
inspeetions will be documented inf
the preventive maintenance logs.

4. Preventive maintenance logs will b
reviewed by the Safety Commmitte

monthly and report to  the
performance improvemen
committee ponthly for thre

months and/or until compliance i
sustained. The executive director
will be responsible to ensure thi
pPlan of correction is implemcntea
and tnaintained. The Executiv
Director will be responsible for
monitoring this overall plan of
correction. ‘
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Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

i This STANDARD is not met as evidenced hy:
Based on observation and interview, it was
determined the facility failed to maintain exit
access in accordance with NFPA standards. The
deficiency had the potential to affect five {6) of
twelve (12) smoke compartments, residents, staff
and visitors, The facility is licensed for one
hundred (100) beds and the census was eighty
nine (89) on the day of the survey.

! The findings include:

STATEMENT OF OEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
B, WING
185142 N 04/10/2012
NAME OF PROVICER OR SUPPLIER STREET AODRES4, CITY, STATE, ZIP CDDE
HEALTH GARE GENTER 401 INDIANA AVE
HERITAGE MANOR HEALTH CA MAYEIELD, KY 42088
4y 1D SUMMARY STATEMENT OF DEFIGIENCIES 7] PROVIDER'S PLAN OF CORREGTION | o)
PREEIA (EAGH DEFICIENCY MUST 8E PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACYION SHOULO BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE :
DEFICIENCY}
K089 i Continued From page 10 KOB9| e plon of Correction is the center's credible
' and had not remounted it. allegation of compliance.
Refaranca: NFPA 10 1998 edition Preparation and/or oxecuion of thiy plan of corvaction
does not constitte adimission or agreemeni by the
. . . pravider of the trith ¢f the facts alfeged or conclusions
3-7 Fire Extinguisher Size and Placement for sel forth in the statement of deficiencies, The plan of
; Class K Fires, corvection is prepared andjor executed solely bevause
it is required by the provisions of federal ond state law,
3-7.1 Fire extinguishers shall be provided for
hazards where there is a potential for fires K 072 It is the practice of this center to 5/8/2012
involving combustible cooking madia (vegetabls assure that all miscellaneous life safety
or animal olls and fats). issues are within compliance at all times to
372 _ include: :
i Maximum travel distance shail net fexcged 301t 1. The tables at the end of 300 and 400 hall
| (8,15 m) from the hazard to the extinguishers, have been moved. The wheel chair au
K 072 | NFPA 101 LIFE SAFETY GODE STANDARD K072| cardboard boxes are no longer stored at th
S8=E

end of 300 hall corridor. Cleaning cairts an
chairs are no longer stored in the laundrﬂ
conider,

2. All arcas of the building have beej
examined o ensure corridors are maintaine
as a reliable means of egress.

3. All staff will be in-serviced by 5/8/201
by the Staff Development Coordinator on the
importance of maintaining a means of egress
free of obstructions or impediments, Weekiy
rounds will be done by the mamtenanceI
director to ensure this practice does not re
OCCr. 1
4. Results of rounds will be reviewed by th
facility Performance Improvement
Committee monthly. Prc\.fenmref
Maintenance Logs will be reviewed by the
Pl commitiee monthly for three months
and/or until the committee determines thi
plan is implemented and sustained. The
executive director is responsible for overail
compliance..
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SYATEMENT OF DEFICIENCIES {X1) PROVIGERISUPPLIER/GLIA {¥2)} MULTIPLE CONSTRUCTION En gg;i f:f:ow
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; A, BULDING 01 - MAIN BUILDING 04
185142 8. WING 04/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIYY, STATE, ZIP GODE
401 INDIANA AVE
HERITAGE MANOR HEALTH CARE CENTER MAYFIELD, KY 42066
SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION L5
éf;?;'& : {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECYIVE ACTION SHOULD BE CowMLETIoN
TAG ¢ REGULATORY QR LSC ICENTIFYING INFORMATION) TAG CROSS-REFERENRCED TO THE APFROPRIATE
: DEFICIENCY}
i
i
K 072 ; Continued From page 11 K 072
onind . pad . This Plan af Correction is the center's credible
Observation, on 04/10/12 between 1:00 PM and allegation of compliance.
1:30 PM, with the Director of Maintenance
; revealed the corridor at the end of the 300 and Preparation and/or execution of this plan of correction
: 400 hall ta be blacked by tables. Furthermore the does not consiitute admission or agreement by the
; . provider of the truth of the jacts alleged or conclusions
! cc:frld[or on 3t00 hdaft hid card‘Zoardeo;\;es and a set forth in the statement of deficiencias, The plan of
wheelchair stored in the corridor. Further corraction is prepared and/or executed solely becarse
observation showed cleaning cars and chairs to it is required by the provisions of federal and state law.
be storad in the laundry corridor,
, i ‘ K073 5/8/2012
i Interview, on 04/10/12 between 1:00 PM and 1:30 It is the practice of this center to assure thaf
i PM, w;?l'\ the Dllrector of Ma:ntenanc&_a revealed alf life safety issues are in compliance at alf
the facility routinaly stored the cars in the laundry times to include:
! hall, and that the tables were always placed in the : N L
; 1. Swffed animals and hanging
1 400 and 300 halls, ;
l decorations that are not flame
 Reference: NFPA 101 (2000 Edition) retardant bave been removed from
| Means of Egress Reliability 7.1.10.1 ¢ facility. .
: Means of egress shall be continuously 2. The executive director and
| maintained free of all obsteuctions or maintenance director made rounds
i impediments to full instant use in the case of fire throughout the facility to ensure
i or other emergency. there were not any decorations that|
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD K073 were not flame retardant witht
SS=F | corrections made as necessary, !

| No furnishings or decorations of highly fammable

| character are used.  19.7.5.2, 18.7.5.3, 19.7.54
I

}
i
1
H

i This STANDARD is not met as gvidenced by:

- Based on observation and intarview, it was

: determined the facility failed to ensure that no

i combustible decorations were used in the facility
in accordance with NFPA standards. The
deficiency had the potential to affect twelve {12)
of twelve (12) smoke compartimenis, residents,
staff and visitors, The fadility is licensed for gne
hundred {100} beds with a census of eighty nine
(89) on the day of the survey.

3. Staff wi) be in-gerviced byi

5/8/2012 by the staff development!
coordinator to recogmize and report!
to the maintepance director or.
executive director any jtems being!
brought into the center by visitors:
or family members that might not]
be fire retardant. The admissions
coordinator will inform residents
and family members upon
admission that only flame retardant
decorations will be allowed in the
center.
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55=D
OTHER LSC DEFICIENCY NOT ON 2786

- This STANDARD is not met as evidenced by:

. Based on observation and interview, it was

. determined the facility failed to ensure dead-end
i corridors were maintained in accordance with

i NFPA standards. The deficiency had the

. potential to affect one (1) of twelve (12) smoke

+ compartments, residents, staff and visitors. The

STATEMENT OF DEFICIENCIES {X#) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETED
A BUILDING 01 - MAIN BUILDING 01
B.WING
185142 041102012
NAME QF PROVIDER OR SUPPLUIER STREETADDRESS, CITY, STATE, ZIP CODE
HERITAGE MANOR HEALTH CARE CENTER 401 [NDIANA AVE
MAYFIELD, KY 42066
%41 1D SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION {xa)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX. (EACH CORRECTVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
! DEFICIENGY)
K073 Continued From page 12 KOT3! s plan of Correction is the cenler's credible
allegation of compliance.
i The findings include; Preparation andlor execution of this plan of correction
does nof constitute admission or agreemant by the
; , provider of the truth of the facts alleged or conolusiors
Opse rvation, 0.‘” 10/12 at 11:40 AM, with the set forth in the statement of deficiencies, The plan of
Director of Maintenance revealed no policy for correction is prepared andlor executed solely becanse
flame retardant spraying at the facility. Stuff it is required by the provisiony of federal and statg lmy.
animals and hanging decorations were found -
throughout the {acllity with no flame retardant, A letter was sent by the executive
Director an 5/7/2012 to all current
interview, 04/10/12 at 11:40 AM, with the Director family members informing them of
of Maintenance revealed the facility did not allow this requirement.
decorations or sluff animals unless they had a 4.  Assipned angels will be instructed
fiame retardant rating. He also confirmed the to monitor on their daily rounds for
ner_ns we found did not hava a flame retardant any mew decorations which might
rating. not be fire retardant and report to
the maintenance director of
Reference: NFPA iti ] .

101 {2000 Edition). exceutive director. The
19.7.5.4 maintenance director will make
Combustible decorations shall be prohibited in weekly  rounds ‘throug,hout th_e
any health care occupancy unless they are center to enswe no Mon-firg
flame-retardant. : retardant decorations have been

K 130 | NFPA 101 MISCELLANEOUS K 130 brought into the center and will

report to the performance review
commmittee  monthly for three
months and/or until the commiiteg
determines this deficiency to havg
been corrected and sustained. The
executive director is responsible for
monitoring compliance of this
overali plan of correction,
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STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BULDING 01~ MAIN BUILDING 01 _
185142 B. WING 04110/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, IP CODE
HERITAGE MANOR HEALTH CARE CENTER 40T INDIANA AVE
MAYFIELD, KY 42066
%4110 SUMMARY STATEMENT OF DEFICIENCIES in | PROVIDER'S PLAN OF CORRECTION {¥s)
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COWPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
' ] %
130 ! Continued From page 13 K 130 This Plan of Corraction is the center’s credible |

; facility is licensed for one hundred (100} beds and allegation of compliance,

" the census was eighty nine (89) on the day of the ,

F survey, Preparation andlor execution of this plan of correction

i does not constituts admission or agreement by the

. . | provider of the truth of the facts alleged or conclusions
The findings include: sel forth in the statement of deficiencies. The planaf
correciion Is prapared and/or executed solely becausz
Observation, on 04/10/12 at 11:15 AM, with the it is required by the provisions of federal and state law.
Director of Maintenance revealed there was no
second exit sign on the back of the laundry K130 It is the practice of this center to| 5/822012
corrider.  Making this axit not an exit made this assure that all miscellaneous life safery
overa 60" dead end corfidor. Further issues are within compliance at all times to
observation showed the facility map that was inciude:
proxaded showed a door marked exit on the 1. Exit signs have been installed in the
Ifa::’l't‘f map. 4100 , ) laundry corridor.
gi::r:tf:vc;foh: qnt on2at 11’1: A:;' “f't!’ :he; 2, All corridors throughout the facility have
awmntenance and the Administrator been examined to ensure exit signs are
revealed they were unaware that you can only anoropriately placed
have a dead end corridor if it is impractical and 3p P Thp y P X di il d
unfeasible to provide a exit.. - The maintenance director will conduct
reviews of all eoxit signage during daily,
Reference: ; rounds and record findings in the preventive;
NFPA 101 (2000 Edition) maintenance log on a weekly basis. Logs;
19.2.5.10 Existing dead-end corridors shall be will be reviewed by the PI committes

| parmitted to monthly for three months and/ or until this

! be continued to be used if it is impractical and deficiency has deterinined to be corrected
unfeasible to and sustained.

: alter thern so that exits are accessible in not leas 4. The executive director will be responsiblel
than two different for monitoring this overall plan of
directions from all points in aisles, passageways, correction,
and
comidors,

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144
SS=F
Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordence with NFPA 99,  3.4.4.1. ;
:
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(X1} PROVIDER/SUPPLIERACLIA
IDENTIFICATION NUMBER:

185142

{X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
COMPLETED
A.BUILOING 01 « MAIN BUILDING 61
B. WING
04/10/2012

NAME OF PROVIDER OR SUPPUER

HERITAGE MANOR HEALTH CARE CENTER

STREETADDRESS, CITY, STATE, ZIP CODE
401 INDIAN A AVE

MAYFELD, KY 42066

PROVIDER'S PLAN OF CORRECTION i

! Continued From page 14

This STANDARD is not mét as evidenced by:
Based on observation and interview, it was

i determined the facility failed to ensure the

i emergency generator was maintained In

« acoordance with NFPA standards, The deficiency
had the potential to affect twelve (12) of welve
{12} smoke comparniments, rasidents, staff and
visitors, The facitity is licensed for one hundred

: {100) beds and the census was eighty nine (89)

| on the day of the survey.

The findings include:

Observation, on 04/10/12 at 2:16 PM, with the
Director of Mainlenance revealed the generators
battery charger was hooked directly to the
generator battery. Battery chargers cannot be
hooked directly to the generator battery due to
increase risk of fire,

Interview, on 04/40/12 at 2:15 PM, with the

| Director of Maintenance revealed he was not
aware of the battery charger being hooked
directly to the generator battery.

Reference: NFPA 110 {1992 Edition).

5-12.6
The starting battery unita shall be located as

This Plan

allegation of compliance.

Preparation andfor execution of this plan of correction
does not constitufe admission or agreement by the
providar of the triah of the facts alleged or conclusions
sal forth in the statement of deficiencies. The plan of
correction is prepared endlor executed solely becemuse
i1 is required by the provisions of federal and state law.

X4)ID SUMMARY STATEMENT OF OGFIGIENCIES iD :
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPPRUOPRIATE DATE
: DEFLGIENGCY)
K144 K 144

of Correction Is the center's credible

K 144

L.

assure that all life safety issues are within
compliance at all times to include:

It is the practice of this center to; 5/8/2012

The battery charger to  the
emergency gemerator is  now
permanently connected and is not
directly connected 1o the battery.
All  electtical wiring on  the
generator has been examined fo
ensure compliance.

Preventive Maintenance Logs will
be maintained by the maintenance
director weekly and reported to the
PI comwittee monthly for thres
months and/or untl it  deems thig
deficiency corrected and sustalned
to ensure continued compliance., |
The executive director will be

responsible  for the  overal
monitoring of this plan of
correction.

t
i
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STAYEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
8. WING
185142 04110/20612
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
HERITAGE MANOR HEALTH CARE CENTER 407 INDIANA AVE
MAYFIELD, KY 42066
®&s0 | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o5
PREEIX {EACH DEFICIENCY MUST BE PREGEDED BY FULE PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROFRIATE ORTE
H CEFICIENCY} 1
K 147 | Continued From page 16 K147

Interview, on 04/10/12 between 10:30 AM and
2:10 PM, with the Director of Maintenance
revealed he was awara there could not be
storage within 3 fest of electrical panels, but
confirmed the storage was there.

Reference: NFPA 99 (1909 edition)

110-28. Spaces

About Electrical Equipment. Sufficlent access
and working space shall be provided and
maintained around all electric equipment to

: permit ready and safe operation and maintenance
» of such equipmient. Enclosuras housing electrical
apparatus that are cantrolled by lock and key
shall be considered accessible to qualified
parsons.
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