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{F 000} | INITIAL COMMENTS {F 000}

Based upon imptementation of the acceptable
PoC, the facility was deemed in compliance,
10/07/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statement ending with an asterisk {*) denotes a daficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. I deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsclete Event iD:D8D 112 Facility ID: 100395 if continuation sheet Page 1 of 1






PAGE 15/42

#5/19/2813 23:48 HEARTHSTONE PLACE

i

2782653526

0 EF'ARTMENT JF HEALTH AND HUMAN SERVICES R OR AR

FORM APPROVED
JENTERS FOE MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
mir&ma;w OF DEFI (ENCIES (1) PROVIDER/SUIPPLIERKCLIA {42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND HUAN OF CORRE THON | IDENTIFICATION NUMBER: COMPLETED
A i A BUILOING
. L . i 186400 B. WING - — 0812312013
NRWE OF PROVIDEF OR SURPLIER i STREETADDRESS, CITY, STATE, ZIP GODE i S
HEARTHSTONE | LACE SOBALLENSWILLE ROAD
: : ELKTON, KY 42220
%3 1D SUMMARY 8TATEMENT OF DEFICIENCIES 1o PROVIBER'S PLAN OF CDRRECTION )
PREFIK {EACH DEFICIENGY MUBT BE PRECEGED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETICN
ha REGULATORY OR LSG IDENTIFYING INFORMAITON) e CROSS-REFERENCED TO THE APPROPRIATE DATE -
. i DEFICIENCY)
‘
R 757 [ Confit ued From page 1 F157{ of the residents atiending physician when a
.+ | the a¢ dress and phone nismber of the resident's ;h‘“‘_ﬁe. i';ﬁ:’g“"’" '&,".{ﬂ““ﬁ"‘d' The paticy wes
- [ legal 1 presantative or interested family member. etefmingd (0 be o sulicient.
. i
. : Gn 8/30/13, Administiator reviewed the cucrent
ol Continuous Quality Improvement (CQI) Tool N-
¢ | This F 2QUIREMENT s not met as evidenced 26 “Notification of Change in Resident
by Condition”. The tool was defennined to be -
[ : i i for physician
i i | Base, on record review, !ntewlew and facliity sufficient tool  to  monitor physicl
: id .
ot policy eview it was determmed the facility failed notification foljowing = tesident change in status
1 . | toensiira the physician was notified as required On 9724/13, Director of Nurslng will complete an
by the ‘acility’s policy for Change in Residant's inservics for Licensed Nusses on the Change in
i . f Gondit on or Status, for one {1) resident (#6), in Resident’s Condition or Status Pofjcy.
! | the se cted sempla of thiftean (13) residents. : " . .
1 | Reside 2t #6 sustained a f&il on 07/08/13 with no How the facility placs to monitor - its
i -1 evider @ of netification to the hysleian. perfermance to ensure that solusmns for the
E phy alieged deflcfent practice are sustained:
Py ; ‘
"¢ | The fir Jings include: CQL Tool N-26 “Notification of Change io
: Resident Condition” will be completed by the
TiA revic. v of the facility's pohcy Change In Director of Nussing weekly X 4, then mothly x 2,
| Reside. t's Condition or Status policy, dated and then per CQI Calendor to monjtor that
10M5¢ 0, led physician notification i3 documented in the
P ), revealed the Nuise SupervisorlCharge residents’ medical record after resident chenge in
. -1 Nursa . 1l notify the resideht's attending physiclan condition.
¢+ | of on ¢ il physician when there has been an
© * | accider t of incident involving the resident. Completion Date: L077n3 |
: | ) |

Arecol | review reveslad the facllity admitted
Reside t #8 on 12/18/12 w|th diagnosis to include
* | Alzheir er's Diseasa, Musc!e Weakness-Ganeral,

| Freque 1t Falls, Paget's D}seasa and Dementla.

: P Arevie 1 of the Minimum Data Sat (MDS)

| | aceess ent, dated 06/02/13, revealed the faciity
. i} assess. d Resident #6's cognmon as severely

: impaire- T and he/she reqmrpd supervision.

! | Aravisy ' of the Compreherf!siva Care Plan, dated
" §] 121841, revealed Resident #6 was at risk for
Talis rel: ted to a history of fslls decreased gafety
awaren: §¢ and weakness

[
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DEPARTMENT O:* HEALTH AND HUMAN SERVICES . : FORM APPROVED

CENTERS FOR b EDICARE & WEDlQ:AID SERVICES OMB NQ. 0938-03¢1
SYATEEE NT QOF DEFICIE ICIES 1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION {3} DATE SURVEY
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{157 | Contint' 3d From paga 2 F 187

i -] Aravier + of the nurses notes, dated 07/06/13 at

! -] 9:45 Pt , revealed the resident was found on the

. | fleor or the maf at bedside.| There was evidenca

' ;| the nur- e notified the resldent's Power of Attorney
v 1 (POA) «.f the fall on 07/07/13 at 6:30 AM but there
| was no avidence the physician was notified of the
v fall.

: : | Arevie. " of the facliiy's Unyisual Occurrence
i | Report, dated 07/06/13, the facility provided
reveale | no physlcian notification.

Intervig v with the Director of Nursing (DON}, on
08/23H ) 8t 9:10 AM, reveajed Resident #6 had a
fall on (' 7/06/13 vith no dogumented evidence

{ that the physician was notifled. He stated he

.| would ¢ ¢pect the nurse to 40ﬁfy tha physician for
- | & fall o1 any significant char;\ge.

-1 Intervie v with the Administr!ator, on 08/23/13 at

+ ;] 4:30 PI. and 6:00 PM, revealed she wolld expsct
- { the nur. e to notify the physician of a fall. The

" | Admink: trator etated it was ihs facility's policy that
the rasi lant's physician is notified with

informe ion regarding falls and tha nurse should
have n: tified physician. |

H 421 | 483.1% 1} RIGHTTO BE Fi;?EE FROM F221; E21U
$8=p{ PHYSH, T I
5P WAL RESTRAINTS | 483.13(a) RIGHT TO BE FREE FROM
R C TRAINTS
;] The res dent has the right(t} be frae from any PHYSICAL RES
* 1| physici restraints imposed, for purposes of The corcective action accomplished to corcect
{ | disciplit & or convenience, and not reguired to the alleged deflclent practice:

" i treat th' rasldent's madicatjsymptoms. ' ) )
On B23/13, Assistant Director of Nussing

assessed Residend #5 and determined the Broda
o B . . chair was a restraint thet was used (o treat the
P Ihts RI'QUIREMENT is nat met as evidencad resident's medial symptoms.

L
' i1 Based n observation, racard review, interview,
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S‘TATEI{(E‘{ITDF DEFICIE] CIES {X1) PROVIDER/SUPPLIERICUA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PilAR OF CORREGT 3N IDENTIFIGATION NUMBER: A BUILOING COMPLETED
P * s I o
N : |
i . 185400 B. WING 087232013 -
NAM!! O FfBOV%DER 0 SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE R
HEART H:STONE PL. CE 508 ALLENSVILLE ROAD
i ) ELKTON, KY 42220
(%4h th ] SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIK (I \CHDEFICIENCY MUST S PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOLLO BE COMPLETION
g7 [e) R GULATORY OR L6C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
Fi221} Continu. d From page 3 F221 On 823/13, the anending physician was contactad

and revi =w of the facility's policy/procedure, the
i | faciity frfled to ensure the ré;sident has the right
* | to ba fre 3 from any physical|fsstr_aints imposed
j for purp ses of discipline or convenlence, and not
1 requirec to treat the resident's medical
1 symptor, s, for one (1) msidt.%:nt {#5), in the
1 selectec sample of thirteen (13) residents.
{ Observs ans throughout the duration of the
} survay 1. wealed Resident #5 to ba raclined in a
Broda ¢ air; howsvar, the résident was nof
© 1 assesse | in a timely mannef for the use of tha
Brada ¢ air.

{"The find ngs include:

A review of the facility's poligy/procedure "Use of
1 Resfrair s," undaled, revealed "praclices that
inapproj riataly utilize squipment to prevent

1 resident nobility sre considered restralnts and

¢ { are not | ermitted, including placing a residentin a
i | chair the.: prevents the rezident from rising.”

A review of the facllity's policy/procedure "Device
T Impleme 1tation,” undated, ri)vealed "devices will
{ be asse sed by qualified staff (Licansed Nurse,
1 Therapy priorto the impferﬁentaticn of the
| device. I lesldents recelving therapy services may
{-have de ices implsmanted after assessment and
determir atlon fo be safe and appropriate to treat
tha mad- zal condiion identiﬁled. Documentation of
‘tisk vere 15 benefits will be documented on the
| therapy .waluation or nurslnr risk versus benefit

| assessn ent.”

‘A recore review revealed the! facility admitted
Residan #5 on 01/10/12 wit‘; diagnoses to
‘include : entta Dementid, Alzheimer's Disease,
Diabeter Mellitus Type Hi, Rénal Insufficiency,
.Dysphai ia, Pleural Effuslon] Psychosis,

and an order was obfained by the Assistant
Director of MNursing. Resident  #3%s
comprehensive care plan and nurse aide eare plan
were updated 1o reflect the new onder.

On 9/18/13, a clasification onder wis written
regarding Resident #5°s zestraint. .

How ¢he facility whl Idenfify other residents
having the potential to be affected by the
alleged deficlent praciice

,Op 917113, an audit was conducted by the
Director of Nursing and Assistant Director of
“nursing on cument devices In use for cumrent
‘residents to identify any restraints any residents
with a device. Any device identified as A restraint
will have a physician onder, WACFE, CP
Assessment for restraint.

What measures or systemic chonges were made
to ensure that the alleged deficient practice will
not recur;

On ¥39/13, Administrator reviewed the cument
Restaint Policy. The policy was determined to be
a sufficient policy of required restraint criteria and
documentation.

On 8/30/13, Adwinistrator reviewed the eument
CQI Tool N-1 “Physical Restraints (Device} and
Side Rail”. The tool was determined to be a.
sufficient tool o monjtor for device mssessment
and restraint documentation.

On %/13/13, Adminigtcator completed an in-.
service with the Director of Nursing u.nc! Assisfant
Director of Nugsing on the Resuaint Policy.

On 5724/13, Director of Nursing will complete an
in-service  with  Licensed  Staff,  Cextified
Medicntion Technicians, State Registered Nurges
Aldes on Restraint Policy,
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odyib SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION o5
PREFIX . (1 AGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
e R GULATORY OR L5C IDENTIFYING INFORMATION]) TAG CROSS-REFERENCED TO THE APPROFRIATE DaTE
DEFICIENCY)
21! Continu- « From page 4 F221| How the facility plans to wonitor |hu
: i performance to ensure that selutlons for the
Deprest: on, Hyperienaion, and Altered Mental rlleged deficient practice are sustained:
-| Status. .
The CQI Toot N-1 “Physical Restraints (Devies)
. il Areviev of the quanterly Minimum Data Set and Side Rail” wilt be completed by the Assistant
! || (MDS) ¢ ssessmant, dated 06/30/13, ravealed tha Director of Nursing Cweekéy x4, ﬂien.mﬂﬂt;'li!:j :n?s
i faclllty ¢ i9essed Resident #5's cognition as ?‘::i E;e’;rpr;; nﬁa%t asij;:ma:n? momitos 1
' ssveraly impalred and a chalr which prevented prop
* o fising w. s used daily. . Completion Datet 10/7/13

Amaviev of the Interdisciplinary Care Plan, dated
10/11A. | revealed a Broda chair wes initiated for
position g and safety, effective 12/28/12,

4 Arevieu of the physician's order, dated 12/26/12,
't revealer "Broda chair for positioning and safefy.”

. | Areview. of the Risk/Benefit Analysis, dated

3§ 01103117, revealed the Broda chair was used for
{| positlon 1g and comfort while providing safety

J from fall. .

: '+ Obsarve fons, on 08/20/13 at 1:15 PM and 3:55
1 PM, on 8721/13 at 9:00 AM, on 08/22/13 at 9:45
.| AM, anc on 08/23/13 at 11:00 AM and 5:00 PM,
| reveatar Resldent #5 was sitling quielly in a

1 reclined »>osition in his/her Broda chair on the 200
* Ihallway 1ear the nurses' station,

i | Observe: jon, on 08/23/13 at 3:00 PM, revealed
"Residen #5 was silling in a reclined positian in
{'hisdher § roda chair with both legs thrown across
‘1:the right side of the chair.

4 Furthar aview of the Risk/Benefit Analysis, dated
1 01421110 . revealed a pressure alarm to the chair
behind b s/her knees was put into place.
Addition i review of the summary of findings on
‘the Risk- Beneflt Analysls related to the alamm
‘revealat; "pressure alarm behind knees allows

FORMCHIS 25@7(02—99) Pre. 2Ua Veraions Obsslete Evani 1D:DBD111 Faciy ID; 109255 # cothtnuation shest Page 5of 16
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: DEFICIENCY)
- 22;1 Conlin ed From page 5 F 224

slaff o 2e notified when resident is raising

-4 | [hishe: | legs off the Broda chair.” Observation, on
© | 08722/ 3 at 10:35 AM, revealed the preasure

: | afarm i : the resldent's Broda chair was turned off,
:{ untll 8L veyor questioned the staff,

intervie & with Certiffed Nurse Aide {CNA) #1, on
0B/221 3 at 10:15 AM, rovealed the resident can
sland v ith the assistance of two staff, take shoit
steps,  nd ambulafe a shorl distance. If recfined
: ¢ | inthe ¢ ari-chair, helshe cannot get out of the

. +.| chalr. I not reclined, hefshe could stand;

!, | however, hefshe could not do 5o salely without

- | staff as iistance. He stated he had observed the
" | resider throw both legs over one side of the
reclinat gerl-chair, whather reclined or upright.

Intervie v with CNA#2, on 08/22/13 at 10:60 AM,
“| reveals | the resident can stand and ambulate

.| shortdi tances with the assistance of two staff.

.1 Hershe san swing both faatflegs around while

; | reclinec in the geri-chair. The geri-chair usuaily

‘| staye ir the reclined position.

I Intervie. r with Licensed Practical Nurse (LPN) #2,

| on 0872'/13 at 10:00 AM, revealed the definition

/| of & res -aint would be anylhing that would

"| confine 1 resident and niot allow him/er to move

freely, i they chose to get up. She stated the

reslder. can scoot himeelffherself to the edge of

the Bro« a chair if sitting in &n upright posiiion,

and car 1ot stand up or ambulate on his/her own

without - taff assistance. At times, the rasident

‘I has thre vn both leas over lo the sida of the Broda

- ! chair if .1 & reclined position, In an attempt to get
1 up. The: rasident's Broda chair was initiated on

:{ 12128/1:; by tharapy; however, a Risk/Benefit

1 Analysic (same as nuraing assazsment) was not

¢+ complet d until 01/03/13, She stated the

“

FORMC -1#25_37{02\99} Pre. ous Verdiena Obaolele Evea! iD: DRD111

Factlty 10: 100365
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Fl201 | Continy- g From page & k221

| Risk/Be efit Analysfs form should he completed
;{ atthe tir e tha device is implemeanted.

41 Additior lly, the resident has a pressure alarm in
L hisfher t vair, and the alarm was not turned on

‘i this mo ting (08/23/13), He/fshe can reach the
alamm a d turn it on/off; however, the staff is
respons e to monitor the alarm, She stated the
: ;| Broda ¢ alr does not prevent him/her from rising
{ | when ur. ight; howaver, he/cha will fall if up on

)| histhet ¢ wn.

¢ | Intervien. with LPN #1, on 08/22/13 at 8:25 AM,
1 revealac the Brode chair is usually reclined due to
- 1 the resi 2nt having eome edema in hisMmer fege:

: 1 however hefshe can get both lags ovar sither

i 1 =ide of t e chair whether reclined or not. If not

" {reclined the resident may attempt to stand up:

- | however hefshe cannot stand independaniiy.

- 11 She staf « therapy provided the recommendation
i | forthe E oda chair, and nursing does the
assessn ant for the Broda chair.

Intervigv with the MDS Coordinator, on 08/23/13
at 3:00 ¥ M, revealed she did not code the
resldent : restraint on the last MDS; howaver,
when ¢o npleting the MDS for this resident, the
devige fi  this resident would be coded under the
rastraint ;ection, whether it was a restraint or not
‘Helshe trows his/her legs over the side of the
geficha whether reclined or upright. The
resident :annot stand on hisfher own withaut
fafling. s

A review 5f the therapy evaluation documentation
revealed the Broda chair was utilized by therapy
on 122€ 12, 12/31A12 through 01/04/13, and

+ { 01/07-DE 13, and 0§/10/13. Thara was no

; | mvidence of an esseasment prior to use of the

1 Broda ct.sir on 12/28/12.

FORM M5 hEs7(02.95) Frey s Versions Obeoleta

Bvent10:080 144

Faciity ID: 100056

If continuatlon ahaeet Page 7 of 18




A9/19/2@13 23:48 27826535626 HEARTHSTONE FLACE PAGE  21/42

| : R NTED: 09/08/2013
DEFARTMENT ( F HEALTH AND HUMAN SERVICES co PRI APPROVED

CHN ERS FOR AEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICE NGIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONBTRUCTION {X3) DATE SURVEY

AND ?Lm GF GORREC 108 IDENTIFICATION NUMBER; A BULDING COMPLETED

L 185400 B:waNG ; 08/23/2013 -
NATIEIOF:PROVIDER” R SUPPLIER STREET ADDRESS, CHTY, SVATE, 2IP CODE .

' 508 ALLENSVILLE ROAD

ELKTON, KY 42220
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HERATHSTONE P ACE

M
e

| Contint. ed From page 7 £ 221

Intervig v with the Physical Therapist (FT) and
Oceups: jonal Therapist (OT), on 08/23/13 a1 |
;4] 1210 F W, revealed OT bagan on 12/28/12 after a
 *| referral »n 12/27/12. Services axtended through : |
. 1| 017111 . Fusther interviaw revealed the resident
+1 had ber n observed to throw hisser iegs over the
.‘ sido of ' e Broda chair whather in a reclined

: 1| position or an upright position.

. I Intervier  with the Director of Nursing (CON), on
to| 08/23M. at2:20 PM, revaaled if the resident was
| sitting u.wight in the geri-chair, ha/ahe would

'| altempt o get out of the chair; however, he stated
‘| he did 11 1t sea the danger of the geri-chair versus
1 other of lons.

- | Intarvier with the Adminisirator, on 08/23/13 at
{ 3:30 PV revealed the geri-chair was not
1.assessa | a6 & restraint. If risks outweigh the
.benefits then the device would not be '
tmpleme tad. She aleo stated there was a
‘phyasicia. 's order for the geri-chalr, then the
assessn 2nt. Safety should be assessed prior to
obtainim an order.
483.15(1 {2) HOUSEKEEPING & F2s3] F253
SPE | MAINTE JANCE SERVICES 483.15(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

T
&
O

Tha facil y must provide housskeeping and
maintani nce servicas necessary to maintain a The correetive actign accomplished to correct
: | sanitary, srderly, and comfortable interior. : the aileged deficient practice:

b On 9/17/13, bept and tom blinds on the windows
R ; in rooms #217, #224, and #226 were replaced
. | This REC UIREMENT s not met as evidenced wmrf new blinds by the Mointenance.

s bbyn
| Based o | obssrvation, Interview, and review of . On 9124/13, cracked plaster on the ceiling and
‘the Envit-inmental Director's job duties, the fagility holes in the walls for rooms ¥230, #3086, #308 and

" 'faiied to | rovida housekeeping and maintenance #30§ were repaired and repainted by Maintenance
- warket.

FORM CMB-:ﬁSZ{OLS‘J) Frev!: ue Varsions Obsatete Event{D; DED11t Facdity D¢ 100096 {f continuation shaat Page B of 16




@3/19/2813 23:48

2782653526

DHPARTMENT € * HEALTH AND HUMAN SERVICES

CHNIERS FOR | [EDICARE & MEDICAID SERVICES

HEARTHSTONE PLACE

PAGE 22/42

PRINTED:, 09/09/2013
FORM APPROVED
OMB NO. 0838-0391

" (1 service’ necessary to maintaln a sanitary,

orderly, and comfortabia inlerior,

o Finding inciude:

Revigw f the Environmentai Directos’s job duties,
dated 0./06/10, revealed the Director should
promptl report equipment or facility damagae to

-| the Adty inistrator, make periodic rounds 10 check
:| equipm’ nt and to assure that nacassary

. .| @quipmv nt is available and working properdy and

{ {[ make w sekly inspections of all mainlenance

i ;| function : to aseure that quality control maasuras

are conr nuelly maintainad.

| 1. Obse rvation, during tour of the facility on
i 08/20/%: at 12:30 PM, and throughaut the
- | duratior of the survey, revealed:

A. bent and torn blinds on tha windows in Rooms

#217, # 24, and #2286,

B. crack 1d plaster on the ceifing and hales in the
walls in aur {4) rooma: #230, #3086, #2308, and
#3049,

1 C. raige: brown colored cracked caulking around
| toilets in thrag (3) rooms #308, #309, #306 on tha

Skilled I ursing Facllity/Nursing Facility,

D. In re >m #3085, lima deposits or white

1 substanr 2 were noted to cover the shower head:

there we ‘& malfunctioning water controf knobs for
the hot ¢ d cold water on the shower faucets,
and a he. atativent-fanslight in the ceiling thal did
not func on.

2. Obser rations on ali four days of the survey,
08/20-2! 12, ravaatad numarous darkened spots

rooms #306, #308, and #309,

On 924/13, lime deposits were removed, heat fan
was replaced and contrel knobs were repaired in
the bathroom of room ¥305.

On 914/13 the Director of Fovironmental
Services (DES) and Floor Technician extracted .

and bonnet cieaned the carpet on haljways,

On 9/16/13, Maintenance removed mops, brooms,
and boxes stored on the Housckeeping and Janitor

Closets on the 100 and 200 Hallways.

How the fscility will Identily other residents
haviog the potental to be affected by the same
alleged deflclent practice;

On 9/18/13, Director of Environmental Services -
conducted an audit was comnpleted to detepmine if

any broken or bent blinds, raised brown calking,

{ime deposits on fixtures were present in resident -

rooms and to identify any other carpet in nced of

stain remayal. Any sllegedly deficient practices |

will be scheduled for cleaning and/or repair,

What measures or systeimie ehanges weve made *

to cosuve that the alleged deficlent practice will
nat recur:

On 8/30/13, Corporate Compliance Director mede
comrections 0 CQI Tool ES-I to include:

"Window blinds are in good repair to ensure

resident  privacy” and  ES-14  “General
Environment” to include; “Plaster on ceilings and
walls are'in good repair”, “Canlklog in bathreom
is clean and in good repair”, “Bathroom fixtures
are in working order and free of slains, lime
deposits, ete.”, and “Caipet is clean and free of
staing.’”

On 9/24/13, Administrator and Director of
Nursing wilj complete an In-service with Nursing,
Distary, Laundry, Housckeeping and Supportive

STATEMENT OF DEFICIN 4CIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND HLAN OF CORREC ON IDENTIFICATION NUMBER: COMPLETED
F A BUILDING
o 185400 B. WING 08/23/2013
NARE DF FROVIDER £, 3 SUPPLIER STREET ADDRESS, CITY, STATE, 2iF CODE
508 ALLENGYILLE ROAD
HEARTHSTONE Pl \GE
) ELKTON, KY 42220
oo SUMMARY STATEMENT OF DEFICIENCIES D PROMIDER'S PLAN OF CORREGTION 8
PHERIX i AGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE GOMPLETION
AL ¥ 3GULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
f 953 | Contint >d From page 8 On 5724/13, taised brown colored cracked calking
. page F 253 eround (oifets was removed and replaced for

FORM CHS RSET(02.59) Prev ;us Verdona Obedlats Event iD; DBDTi1 Facifty 102 1€D395 i continuagon sheel Page 9 of 16
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| . , : PRINTED: 09/0812013
DEPARTMENT O:* HEALTH AND HUMAN SERVICES ° "Forira APPROVED
cE T'ERS FOR b EDICARE & MEDICAID SERVICES OMB NO. 0938-0381

STATEMENT. OF DEFIGIE ICIES {X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN 0F CORRECT ON IDENTIFICATION NUMBER! A. BUILDING COMPLETED
Pe 185400 B.vanG 08/2312013
NAE OF I?RCMDER C 1 SUPPLIER ' STREET ADDRESS, CiTY, STATE, ZiP COOE
HEA RiEP{STONE PL \CE 608 ALLENSVILLE ROAD
o ELKTON, KY 42320
Y SUNBAARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION o)
PRERX - { ACH DEFICIENCY MUST BE PRECEDED BY FYLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CCMPLETION
™G R IGUIATORY OR LEG IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TO THE APPROPRIATE DATE
! REFIGIENCY)
H %53 Continy d frorm paga 9 E253] Staffon completing work orders for any broken or
. . bent blinds, ccacked plaster on ceilings or walls,
|.and stsu_ 15 on the carpalad entry way and all the raised brown calking, fixtures that are broken of
carpete’ hallways. have lime deposits on fixtures identified, end
S cleaning up spills regardless of time to prevent
3. Obai rvations, on 08/23/13 from 2:50 PM until catpet/floor coverlng from stelning.
)| 3:16 PN revealed there were mops, brooms and On 9N, Admini 4 Di ¢
‘I boxes o' stripping wax and soaler sto e n, » Admintsirator and  Director of,
; floarint & H?u gk xia ’ at‘;aJenist::rni}cll Ontth Ry fionmental Soriioes drafisd and implemented
i sexseping and Ja 0vels on weekly ¢leaning schedule to have carpet retracted
. the 100. ind 200 Hallways. and bonnet cleaned by the Flsor Technician
| 6:30 PN and/or Director of Environmental Setvices.
L Intenvie , on 08/22/13 at 9:15 AM with the How the facllity plans to qwnltor Its
| Diractor >f Nursing {DON), revealed compliance performance fo eaufe that solullons for (he
I || rounds 1 ‘ere done evary morning by the ® P ’
: | adminis ative staff. The "Compitance Round The CQI form ES-t“General Enviromment” and
. i Check L st for Dept. Heads" revealed slataments ES-14 “Housekeeping Review” will be completed
i 1 had bee 1 checked on 08/19/13 that thera were by Director of Enviranmental Services weekly x
.} leaky fa-, cefs, broken bed focks, and other iterns. 4, then m;nmf? "l 2, a;‘od then pj' CQ;[ Ca]inda{to
. . g - moniter the facility for providing housckeeping
L :aﬁ;me“ on 28’23”.3 at 11'43 AM with lhe and tnaintenance services necessary to maintain a
. Ma nte:_'n ince Supenvisor .and ousekasping sanitary, ordesly, and comfortable jgtesior.
! 1 Supenvit or, revealed environmental concerns
i | were no: 1d sach morming on compliance rounds Completion Datet 1077713
* i'by the a. ministrative staff and after counds were
: Jeomplet d a work order was written and the work
, | complet. d. There was no evidence of a wrltten
reporife the sbove items.
. | Aninten. ew with the Administrator, on 08/23/13
i | at 6:30 t' M, revealed she was aware the carpet F441
: } needed zplacing an 0
| concamy e 2;::;?;;“ storage 48365 INFECTION CONTROL, PREVENTION
: g e & - SPREAD, LINENS
Fia1 | 483.65 ' IFECTION CONTROL, PREVENT F 441
$6iE | BPREAL, LINENS The correctve action accomplished to correct
the alleged deficient practice:
The facil y must establish and maintain an
i . On 9/18/13, the medical secord of Resident 42
3mfedi°n Controi Program des:gne(_:l to provide a was reviewed by the DON to determine if there
: safa, sal fary and comfortable environment and Wwas a change in resident condition or status dué to
¢ | to help p event the davalopmant and transmission the alleged deficient practice. No change in
' | of diseat » and infection. condition or status was determiped.
FORM CNISRS97{02-98} Prov 1us Viersions Obsolale Event |D:0BD114 Faclfty I0: 16036% If continuation sheet Page 10 of 15
t
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PRINTED: 05/05/2013
" FORMAPPROVED

DEPARTMENT O * REALTH AND HUMAN SERVICES e
OMB NO. 0938-0391

CENTERS FOR N EDICARE & MEDICAID SERVICES
S‘TATE'\"IEN'F; OF DEFICIE ICIES X1) PROVIDEREUPPLIER/CLIA X2} MULTIFLE CONSTRUGTION {X3) DATE SURVEY
ANO F{AN GF CORRECY ON IDENTIFIGATION NUMBER: A BUILDING GOMPLETED
t ) i
: 186400 B. VNG 08/23/2013
NAME GF PROVIDER € ! SUPPHIER STREET ADRRESS, CITY, STATE, 2IP CODE
HE.dR HETONE PL (CE 506 ALLENSVILLE ROAD
sTO ‘ ELKTON, KY 42220
oD SUMMARY STAYEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREETION o9
PREFIX [ AGH DEFIGIENCY MUST BE PRECEDED BY FLILL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETICH
e . R GLRATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
| DEFICIENGY)
451' Continu d From page 10 F441( How the facility will identify other residents

1 (&) Infec. ion Controf Program
. | The fac ty must establish an Infection Conlrol
I Progran under which it -
't {1) Inve- ligates, controls, 2nd pravents infactions

in tha fa dity;

;| (2) Deci: las what procadures, such as isolation,

1 should t 3 applied o an individual resident; and

1 {3) Mair ains @ recerd of Incldents and corrective
- | actions - :lated to infections,

.{b) Prev. nting Spread of Infection
{1) Whe' 1 the Infection Control Program

detemir zs that a rgsl‘dent needs Isolation to
prevent e spread of infoction, the facility must

| isolate 4l e rasident. )
4 (2) Tha "icility must prohiblt employees witha
1 commuy: cable disease of infacted skin leslons
| from dire 3t contact with residents or their food, if

direct c¢ itact will transmit thie disease.
{3) The ¢ wility must requira staff ta wash their

-hands a' er each direct resident contact for which

hand wg shing is indicated by accaptad
professir nal practice.

(c) Liner 3

Personn | must handte, store, process and
transpor linens so as to prevent tha spread of
infoction,

This RECUIREMENT is not met as evidenced
by:
Based ¢ 1 observation, interview, and raview of

. the facilil 's policy/procedure, it was determined

the facilit * failed fo provide a safe, sanitary and
comforte e environment related to not sanitizing
a stethos. yope and oxygen saturation monitor

baving the potentina? to be affected by the snme
alleged defllclent practice:

On 9/18/13, Director of Nutsing completed an
audit on current cesidents. Qurrent residents had
the potential to be aFected by this alleged
deficient practice.

What neasures or systemlc changes were made
to ensure that the nHeged deficient practice will
not recur:

Disinfection of Resident Care ltems and
Equipment Policy. The policy was determined to
be a sufficient policy of when and how to clean’
- and disinfect sesident care reusable cquipment

On &30/13, CQI Too! IC-2 “Infection Coutcol
General” was revised by Corperate Compliance
Director to ipclude: “Staff is observed using
proper haud washing techoique”; and, “Multiple

are disinfected aRer each use”,

with Licensed Nurses, Certified Medication Aides
and State Registered Nurses Aides on Cleaning
and Disinfection of Resident Care Htems and
Equipment Policy and hand washing.

How the faciliy plans to monitor ks
performance to ensure that solutions for the
alleged deficient practce are sustsined:

CQI Tool IC-2 “Infection Control Qeneral® will
be completed by Director of Nursing weekly x 4,
then monthly x 2, and then per CQI Calendar to
monitor the facility provides a safe, sanitary snd
comfortable envirorunent and to help prevent the
development and transmission of discase aad
infection.

Completion Date:

On 8/30/13, Administrator reviewed Cleaning and:

use noncritical devices used on multiple residents -

On 9/24/13, PON will complcte an in-service .

107713

FORM ChE-E557(02-99) Prev Us Verstons Obsolate

Event ID: DBO 111

Fachy [Or 100385
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FORM APPROVED
OMB NO. 0838-03¢1

srATE

CE EQRS FOR . 1EDICARE & MEDICAID SERVICES

:N¥ OF DEFIC: NCIES (X1) PROVIDER/SUFPLIER/CLIA

ANO PLAN OF GORREC 108 IDENTIFICATICN NUMBER:

185400

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B.WING

{X3) DATE BURVEY
COMPLETED

. 08/23/2013

NANEIQF PROVIDER R SUPPLIER

HERRTHSTONE P ACE

STREET ADDRESS, CITY, STATE, ZIP CODE
608 ALLENSVILLE ROAD
ELKTON, KY 42220

)

D T SUMMARY STATEMENT OF DEFICIENCIES
Efix. EACH DEFICIENCY MUST BE PRECEDED BY FULL
Al - EGULATORY OR LSC [OENTIFYING INFORMATION)

DEFICIENCY)

D PROVIDER'S PLAN OF CORRECTICN
FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ CROSS-REFERENCED TO THE APPROPRIATE DAlE

&9

L1

141 | Contin: ed From page 11

betwet 1 residents and not hand washing
betwet 1 residents. '

o | The fir tings includa:

Reviev. of the facility's policy and procedure for
"Claan 1g and Disinfaction of Resident Care
itemns ;: nd Equipment” revealed semi-crilical
itemns ¢ dnslst of items that may come in contact
with m -cous membranes or aén-intact sKin (e.g.
respite ory therapy equipment, Glucometer); and
I : | reusat e ftams are cleaned and disinfected or
sterillz: d between residents {e.g., stethoscopes,
durabk. medical equipment (glucomater).

.1 | Obgen ation, on 08/20/13 at 7:16 AM, revealed
Reside: ¥ #2 was sitting in a recliner in his/har
* < | roorn ¢ othed in & hospital gown having yellow
i . | discole -ation at the neck down to mid-chest area
. | on the jown. Licensed Practical Nuise (LPN) #3
"1 auscul ated breath sounds across Resident 42's

"| upper - hest and both sidas. LPN #3 then

obtaine: d oxygen saturation {SaO2)with the
aoxyger aaturation monitor on Resident #2's
finger. .PN#3 recorded a coom aif Sa02 of 94
percer (%) and a haart rate (HR) of eighty-eight
{88) be ats par minuta (bpm) in a notebook. LPN
#3 the picked up the stethoscopa and the Sa02
monlto In her ungloved hands and watked across
. | and dc vn tha hall to room #312. LPN #3 entered

"] room ¥ 312 and proceedad to auscultate breath
sound: and obtain 82302 on Residents #16 and
Reslde t #15. LPN#3 performed these
procec tres without disinfecting the equipment or
' | perfory. ing hand hyglens between Residents #2,
© . | #15 ar 1 #16. LPN #3 proceeded to pick up e
8a02 . vonitor in her ungloved hands and walked
out of 1 1& room and down the hall,

F 441

Fornt buS-2567(02.99) P wious Versions Obsoleta

EventID: paD Faclily ID; 100335

if continualion sheet Page 12of 15
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DEPARTMENT € = HEALTH AND HUMAN SERVICES PRINTEO: 09/06/2013

: " FORM APFROVED
CENFERS FOR | IEDICARE & MEDICAID SERVICES QMB NO, 0838-0391
STAW MENTOF BEFICIE ICIES 1) Pi%OWDERISUPPLIERIGLM {(X2) MULTIPLE CONSTRUCTION 3) DATE 5URveY
AND BLAN OF CORREC' ON lqENﬂFtCATlnN NUMBER: A BULDING ® ,COMPLE.TED
| ; =
b ! 185400 [ owne _ 08/23/2013
HAME BF FROWDER ¢ @ SUPPLIER STREETADDRESS, CITY, SYATE, ZIP CODE
HEARTHSTONE PL ACE 2 506 ALLENSVILLE ROAD
. | ELKTON, KY 42270
D - SUMMARY SYATEMENY OF DEEIGIENCIES a] PROVIDER'S PLAN OF GORRECTION ]
PHERIX ! | { AGHDEFICIENCY MUST aE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
g F !GULATORY OR LSG IDENTIFYING WFORMATION) 7] CROSS-REFERENCED TO THE APPROPRIATE 0sTE
E DEFICIENCY)
i 441 | Contint, »d From page 12 : F 441
_{ Intervie 1, on 0B/20/13 at 7:28 AM with LPN #3,
‘1 revesle she cleans the eql.lipment "ever so
. .| often” v th the bleach wipesion tha treatment cart
: | located n the treatment rooth down the hall.
R 463 | 483.70( ) RESIOENT CALL SYSTEM - F463] Kdad
450 | ROOM! TOILET/BATH |

i)

i

'

.1 The nur es' station must be:equlpped {o receive
: f resident calls through a communication system
! [ from res dent rooms; and 1oilet and hathing

i | facllitied

| This RE JUIREMENT is notmet as evidenced
1 by:

Based ' n obsarvation, Imervmw and reviaw of

It the facll: y's po!lcylprocedure it was determined
* { the facll y faited to ensure & funcuomng call
{:system ' as available in onei{1) room #304.

| The find 1gs includea:

Observa ian, on 08/20/13 at 12:45 PM, revealed
room #3 14 bed A with an unpiugged call fight
which w. & not alamming on the call light board at
the nurs ‘s sfation, the light was not fit outzida the
rosident : room, and the light caver was cracked.

Obsarva lon of Resident #7, on 08/20/13 at 12:45
PM, reve aled tho reslident wds sitting in hismer
wheelth. ir and had Ieft side paralysis from a
previous zerebral vascular aécident.

Review ([ the facility's Compllanc:e Round Check
List for L spartmemt Heads revealed a check box
- was che ked for “Call fights worklng Test weekly
-on Mond- 1y (bethroom also); wh:ch was datad

Meonday 8/18/13,

i

483.70(f) RESIDENT CALL SYSTEM-
ROOMS/TOILET/BATH

The corrective action accomplished {o correct
the alleged deficlent practicer

On 3/21/13, Maintenance worker repaired the call
fight in Room #304.

On 9/19/13, Maintenance replaced the call light
cover at Room #304,

How the Eacility will identify other residents
having ke potential io be affected by the same
alleged delicient practice:

On 8221713, the Director of Envitonmental
Services completed an nudit on call lights, The
sudit showed full compliance with cemaining call
tights,

What measures or systerafe changes were made
to ensure that the alleged deficient practice wlll
not recurs

On 8/30/(3, Cotporate Compliance Director made
revisions to CQl Tool ES-I  “Genersl
Environment” to include: “Nuwe call system is
function properly.”.

How the facility plans {o monitor ils
performance 10 ensure that solutions for the
alleged deficient pracdec are sustained:

The CQL form ES-1 “Genetal Environment”

. weekly x 4, then monthly x 2, and then per CQI

Calepdar to wonitor the facility provides a
functioning call system available in resident
yooms and toilet and bathing facilities,

FORW CNF- SE7(02-99) Prev Us Verions Obsafels

Event (D: DBD 1IN

Faciily ID; 100395

IF continuration sheet Pags 13 of 15
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o PRINTED: 0%09/2013
o FORMAPPROVED

OMB NO. 0638-0351

CEEHTERS FOR N EDICARE & MEDIOAID SERVIGES
STATE[HENT.OF DEFICIE- CIES {X1) PROVIDER/SUPPLIER/ICLIA {X2} WULTIPLE COMSTRUCTION (X3) OATE SURVEY
AND PLAL.OF CORRECT N IENTIFICATION NUMBER: A GUILDING GOMPLETED
R L 185400 B.VGNG 08/2312013
NAME GF éRCMDF_R‘o SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE ’
HEAR rHéTONE PL CE 506 ALLENSVILLE ROAD
e ' : ELKTON, KY 42220
o SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION o)
pmi} : {i. \OH DEFICIENGY MUSY BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COVPLETION
T . R® GULATORY OR L5G IDENTIFYING INFORMATION) TAG GROSS-REFERENCEC TO THE APPROPRIATE DATE
: : DEFICIENCY)
Fl4 33; Contine d-From page 13 F463| Completion Date: 17113
it intervier , on 08/22/13 at 9:18 AM with the
| Director »f Nursing {DON), revaaled she
i 1 parliclpz: ed In compliance rcfunds every moming
i || as doss svery administrative staff member. The
i| DON st :ed if something is idemified as broken or
- i) not inw- rking order It Is entered on a work order
P dand fixe .
| Intervier , on 08/23/13 at 11:45 A M. with
¢ | Mainten nce Supervisor and Housekeeping
| Supervis or, revealed maintenanca repairs should
| {:be notet. on the ComplianceRound Check List
i {-done ev 1y morning by the administrative
! 1 personn:{ and a work order should have been
. | |i 1 entered or a non-functioning call light.
FI430| 483.75 I FFECTIVE : F490| E430
ds zr—' ADMINI TRATIONREGIDENT WELL-BEING ) 483.75 EFFECTIVE
. o ADMINISTRATION/RESIDENT WELL-BEING
A facllity must be administered in a manner that .
- | enables {to useits resources effactively and The correcdve action aceomplished to correct ihe_
"1 efficient, to attain or maintain the highest alleged deficient practice: :
ractical. e physical, mantal,iand psychosocial . . Lo
\?veli-beir' o?l);cﬁaré '; t? ,!B PsY Onp 8/20/13, the Director of Environmental Services
1 srent. removed cigarette bults from the rear exit, meas’
: smeking area, and kitchen back exit,
This REWIREMENT is not: me: as evidenced On 9/19/13, Dicestor of Envitonmental Services was
by: covnseled to complete daily rounds of interor and
Based ¢ 1 observation and |nlerv;ew it was efitey Ways as previous instucted. '
datarmir ad the facility faifed to be administared In On 9/19/13, Administrator was educated to monitor”
a manne ' that enabled it to use its resources Housekeeping and Maintenance
effactiva’ s and efficiently to aﬂaln or maintain the Pepartment to ensure it is administesed in an
highest | racticable physical, mental and effective manner.
psychos cial wellbeing of each resident, During . U1 identify other resid
a Life S= ety Code (LSC) survey, conducted - How the facitity will identify ot er. residents
08/20/4% there was a deficiency cited on the having the potential to be ffected by the same
T as a deliciency on alleged deficient practice:
‘previous annual survay (09/19/12) which had not
been cor ectad. (Rafar to K 0066}
1
FORM C) : Ewvenl 1D; DBO 11 Facflly ID; 05295 Hf continuation shest Page 14 of 15
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1

Py s © . PRINTED: 08
PARTMENT 3F HEALTH AND HUMAN SERVICES T i #gRMAPFf?Q%Z\?éS

i ,
NTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0£38-0391
STATESAENT OF DEFIC ENCIES (1) PROVIDER/BUPPLIER/CLIA (%2} MULTIFLE CONSTRUCTION {43 DATE SURVEY
ANG PLAN OF CORRE TION DENTIFICATION NUMBER: GOMPLETED
o o ‘ A BUILDING ,
: _ 185400 - |mwme | osr2ar2013
NAME OF PROVIDEF OR SLIPRLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
HE ﬂRfH STONE | LACE 508 ALLENSVILLE ROAD
; ELKTON, KY 42220
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
HREFLX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TG EGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)

Fl490 i ' On 9/i8/13, the Administestor towred facility -
] Contic: sed From page 14 F 480 grounds and exits and determined that no other area

was affected by this allezed deficient practice.

Tha fit dings include; .
' What measures or systemic changes were made to

Obser ation, on 08/20/13 I!?etwe en 2:00 PM and ensure that the alleged deficient practlce will not-

butis ¢ 1 tha ground, and lHe kitchen back exit smoking requirements.

had oy a1 20 cigaretta buttzg on the ground, . .
Cn 830743, Corporate Compliznce Director made
i revisions to CQl Tool ES-2 “Review of Facility

; 310F A wnh the Enwronmentai Ditestor, recurs

f reveal d the ama at the repr exit had over 30 On 9/1¥/13, Adminisirator conducted an in-service
: cigara e butts on tha groupd around the smoker's for Nussing, Dietary, Housckeeping/Laundry and
i I pole t e rear smoking arer had ovar 40 cigarette Supportive Services on NFPA standards to include

%, Intervi w, on 08/20/13 bemen 2:00 PM and 3: 10 Exterioc” to include: “Staff dcsiguated Smoking

o | PM wil ) the Enwronmental Diraclor, revealed she area is froe of debrisftrash including cigarette butts:”

* | was av arg of the cigaretta| butts and cleans tham and “Outside doorwsys are free of trash/debrs
up ofte . She stated it is a’constant issue at the {including cigaretie bums).”

facility nd she does not kijow how to maka it e facility pl itor its peri o
top fr:m ing. ! How the facility plans to monitor its performanc
stop fr: m happening to ensure that solutions for the alleged deflcient

. : tice are sustaloed:
Infervic v, on 08/20/13 at 3,50 PM with the prac
' | Admini. trator, revealad the facllity does weekly The CQI form ES- 2 "Review of Facility Exterlor™ .
t | cleanir j of the grounds at the facllity. The and ES-3 “Life Safety” will be compleied by |
i | Envirol mental Superviser and the Maintenance Dicector of Briviconmentat Services wezkly x‘4, then - |
Persor el are in charge of monitoring the monthly x 2, and then per CQI Calendar to cigarette

i inguished i red devices only.
cigaret'z butls and ensuring they are claaned off butts are extinguished in approved dev Y |

" i | the gre inds. The Administiator revealed she was Administrator will monitor affective administration
unawar : of tha cigarette thﬁs on the ground in of the housckeeping depactinent through mo[}Lh]y
the thre & areas around the fa(;ufty Quality Assnrance meetings.
Completion Date; 107713

5
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PRINTED: 10/16/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185400 B. WING 10/07/2013
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
§06 ALLENSVILLE ROAD
HEARTHSTONE PLACE ELKTON, KY 42220
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance,
10/07/13 as alleged.
LABCRATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiancy statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection lo the patients. (Sea instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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HEARTHSTONE PLACE

PAGE 84/42

PRINYED: 08/05/2013
FORMAPPROVED

c hTQRS FOR :AEDICARE & MEDICAID SERVICES QMB NO. 0838-0381
STA mr OF DEFICI NCIES {*1) PROVIDER/SUPPLER/GLIA £X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
ANDIPLINOE CORREC TON IDENTIFIGATION NUMBER: A BUILDING D1 - MAIN RUILDING 0F COMPLETEO

H : _
L 185400 B, WNG 08/20/2013
NAME _oﬁ;'pRovmsR “ 1R SUPPLIER oL STREET ADDRESS, CITY, STATE, ZiP CODE -
" ART?—I;STONE o AGE 506 ALLENEVILLE ROAD
iy ' ELKTON, XY 42220
4] DI . SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN Of CORRECTION 3
HREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH GORREGTIVE AGTION SHOULD BE CONPLETION
AG IEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oAtz
" DEFICIENSY)
Y
i 000 Contin red From page 1 K000
| i | Fire),
: | Deficlki 1cles were citad with the highest
i 1] deficie ey identified at "F" level. K 011
KiO11| NFPA 01 LIFE SAFETY CODE STANDARD Ko
g€ NFPA 10t Life Safety Code Standard

iftha t Jilding has a common wall with a

nonco forming bullding, the common wall is & fire
barriat having at least a two-hour fire resistance
rating : onstructed of materials as required for the
additic s. Communicating openings occur only in
corrlde: ‘s and are protected by approved

self-cl sing fire doors. 19.1.1.4.1, 19.1.1.4.2

Thia 8 'ANDARD is not met as evidenced by:
Basai on observation and inferview, it was
detern ‘ned the facility fafled to ensure the fire

" { wall w: s in accordance with NFPA standards. The

deficie icy had the potential 1o affect two (2) of
four (4 smoke compariments, thidy-twe (32)
reside ts, staff, and visitors. The facility is
certifie | for slxty (60} beds with a census of
fifty-tw 1 (52) the day of the survey. The facility
failed 1 > ensure the fire doors in the two hour fire
walls v are rated for the wall.

-1 The fir- lings include:

Obser ation, an 08/20/13 at 1:40 PM with
Malnté: Yance, revealed the two hour wall
separ: ing the skilled pursing facifity from the
persor: 1l care home had dooms and frame

- | installe 1 that were rated for only one hour at raom

The corrective action accomplished to
corvect the alleged deficient practicer

On 9/19/13, Mainienance ordered a fire door
for the fire wall separating tbe Skilled
Nursing Facility and Pessonal Care Home at
Room #217 that are rated properly for a two
hour walf and mest NFPA Standards,

By 10/6/13, Maintenance wifl install fire
door and frame that are properiy cated
outside Room #217.

o emetras

How the f[acility will identify other |
residents having the potential to be
affected by the same alleged deficlent ;

practice:

On 9/18/13, Administratos completed en ;
audit to determine fire doors separating the !
skilled nursing facility from she personal ;
care home were properly rated to the fire i

wall,

What nieasures or systemic changes were

raade to ensure that the alleged deficient

practice will not recur:

Cn 9/13/13, Administrator conducted gn in- i

service for Nursing, .
Housckeeping/Laundry and  Suppordive

Dietary,

Services on NFPA standerds to include fice

door rating requirements,

FORN [oMi5-2667(02-99) P, vious Verelans Dbsciste

Evenl ID:DBD1¢

Facility [D; 100395

Jf cantinestion eheet Page 2 of 11
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O ) _ o PRINTED: 09/08/2013
DEFARTMENT ( F HEALTH AND HUMAN SERVICES ' FORM APPROVED
CHENTERS FOR, AEDICARE & MEDICAID SERVICES ) OMB NO. 0838-0381

ATAREHENT OF DEFIC! NCIES (%4} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AHDIPUANIOF CORREC 50N IDENTIFICATION NUMBER: A BUILDING 01 - AAIN BUILDING 01 COMPLETED
o 185400 B.wANG E 08/20/2013
A} OF PROVIDER W SUPPLIER DR STREET ADDRESS, CITY, STATE, 2IP CODE
; 506 ALLENSVILLE ROAD
H1ArT:HSTONEF ACE ELICTON. KY 42220 |
&ao " SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION X8}
drdFix 'EACH DEFIGIENCY MUST BE PRECEDED BY FULL - PREFIX {EACH CORREGTIVE ACTION SHOULD BE cawPLETIoN
TAG 1. IEGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
H DEFICIENCY)
:
IjO11 | Contir- sed From page 2 K011] How the facility plans to monitor its !
i w217, performance to ensure that solutions for |
f-} the alleged deficient practice are
| tntervl-w, on 08/20/13 at 1:40 PM with sustained: :
i intr d h - i
H 3212‘1 ot roted pro, afn rf‘srvﬁfvgnhaoﬁﬁgna oors CQl Tool ES3 “Life Safety” will be
: properly \ ’ completed by Direstor of Environmental :

.!' Services monthly x 3 months and per CQLt
Calendar there after to moniter fire doors for :

' | Refer:nce: NFPA 101 (2000 adition) the fire wall separating the Skilled Nursing!
j: . ) Facili d Personal Care Home at Room|
;; 19.1.1 4 Addiliong, Conversions, Modarnization, #;‘;l‘:l?'haa:nare rated properly for a two hour
i. | Renoy ation, and Construction Operations. wall.
{0 | 19.1.1 4.1 Additions.
i |- | Additi ns shall be separated from any existing Completion Date: 10/713

: i, 1 struch re not conforming to the provisions within
Chapl- v 19 by a fire barrier having not lass than a
+i" { 2-hou fire resistance rating and constructed of

| mater s as required for the addition. (See 4.6.11
and 4. ;.6.)
19.1.142

'} | Comn-unicating openings in dividing fire barders
i . | requir-d by 19.1.1.4.1 shall be permitted only in .
t ¢ I corrid 3 and shall be protected by approved
i | galf-¢l &ing fire doors. (Sea also Section 8.2))
19.1.1 43
Doors n bartlers required by 18.1.1.4.1 shall
norme ly be kept closed.
Excer lon: Doors shali be pernitled to ba held
i - [openi thay maet the requirements of 19,2,2,2.6.

8.2.3. Fire Protaction-Raled Opening
Protes ives.
8.23.: .1
Door 1 ssemblies in fire barrlers shall be of an
sppro. ed typa with the appropriate fire protaction
sating or the [ocation in which {hey are installed
~ " | and st alf comply with the following.
i | (a) * ‘ire doors shall be installed in accordance

sl

" i ] with N “PA 80, Standerd for Fire Doors and Fire
FORM CMS-_E:«BQ&?{M.BQ)E cviauz Versens Dbsakts Event 1D:08D121 Facdity ID; 100395

I continuatien shast Page 3 of 11
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PRINTED: 09/09/2¢13
FORM APPROVED
QMB NO. 0938-0381

CENTERS FOR VEDICARE & MEDICAID SERVICES
STASERENT OF DEFIC INCIES (X1) PROVIDERSUPPLIERICLIA {(2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
ANDTE[%N:OF GORRE! T{ON IDENTIFICATION NUMBER: A BUILDING 01 - MAN BUILDING 01 COMPLETEO
: 185400 B.WING - 08/2012013
NAg OF PROVIDER JR SUPBLIER - STREET ADDRESS, CITY, STATE ZIP CODE
. : £08 ALLENSVILLE ROAD
HiA TzHSmNH ACE ELKTON, KY 42220
) ID. SUMMARY 6TATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF CORRECTION )
RBREFX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULDBE GOMPLETION
s . | - IEGLILATORY OR LSC {DENTIFYING INFORMATION) TAG GROSS-AEFERENCED TO THE APPROPRIATE DATE
: DEFIGIENCY)
K G‘Ef! Contir sed From page 3 K011
" | Windc vs. Fire doors shali be of a design that has
been : :sted to meet the conditions of acceptance
of NFf A 252, Standard Methods of Fira Tosts of
.. | Door/ seemblies.
- 1 | Excsf ion: The requirement of 8.2.3.2.1(a) shail
: % | notap sy where otherwise specified by
18230 3.1
{t) F e doors shall be salf-closing or
autorr tic-closing in accordance with 7.2.1.8 and,
where used within the means of egress, hall
;. | compt with the provisions of 7.2.1.
Ki02g | NFPA 101 LIFE SAFETY CODE STANDARD K026] K020
85D
One h ur fire: rated eonatruction {viith % hour NFPA 101 LIEE SAFETY CODE
STANDARD

fira-ra- 2d doors) o an approved automatle flre
exting fishing system in accordance with 8.4.1
and/or 19.3.5.4 protacts hazardous areas. When
-+ | the ar »roved automatic fire extinguishing system
i | optlon Is used, the afeas are geparated from
other: pacas by smoke resisting partitions and
i | doors  Doors are seif-closing and non-rated of
L) | field-g plied protective plates that do not exceed
. i | 48 inc 108 from the bottom of the door are
{1 |permied 19.3.2.1

* | This & TANDARD is not met as evidenced by,
' { | Base: on observation and interviaw, it was

: 1. | deterr ined the facility failed to meet the
requin- ments of Protectien of Hazards in
accor ance with NFPA Standards. The
deficic 1oy had the potential to affect one (1) of
i | four (« 1 smoke compariments, thirty-two (32)

1 resida i, staff, and visitors. The faciity Is

o1 centific 4 for sixty (60) beds with a census of

The correctlve action accomplished o
correct the alleged deficient practice:

On 820/13, Medical Records removed the
installed.

On 9/19/13, Maintenance ordered fire rated
glass for the nursing office door,

By 10/6/13, Maintenance will instali fire
comply with the self closing doot

requirgments for hazardous aress.

resldents having the potential to be
affected by the alleged deficient practice.

bin over 32 gallons until fire’ rated glass is”

rated plass in the nursing office door to

How fhe facility will ldentify other

FORMCEiS-2567(02-89) I evious Yerskons Obscletd Evend ID:DBD 12t

Faghy ID; 100395 iIf conttnuation sheet Pags 4 of 11
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PRINTED: 09/0872013
FORMAPPROVED
OMB NO. 0938-0391

CH ﬁi BRS FOR, AEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICI" NGIES {X1) PROVIDER/SUPPLIBRICLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN DF CORKEC 10N {DENTIFICATION NUMBER: A BUILDING 81 - MAIN BUILDING 01 COMPLETED
185400 B. WING _08/20/2013

NAREIOF:PROVIDER R SUPPLIER

HE AI?TQSTONE P ACE
H

BTREET ADDRESS, CITY, 3TATE, ZIP CODE
506 ALLENSVILLE RQAD
ELKTON, KY 42220

fifty-tw- (52} the day of the survey. The facility

| falled t » ensure one (1) office door was self-
"] closing

The fin lings includa:

Obsen stions, on 08/20/13 at 2:35 PM with
Mainte. ance, revealed the door to the Nursing
Office ' ‘as equipped with a door closer but the

: i | door ht 4 an unrated window assembly in the
door. ~ he room had substantial combustibles -

&nd at n over 32 gallons for shredded paper in

! the roo n

1 Intervie v, on 08/20/13 at 2:35 PM with
| Mainta: ance, revealed he was uhaware the door

could n it hava an ynratad window assembly.

Referel ce: NFPA 101 (2000 Edition}.

{ 19.3.2: rotection from Hazards,
119.3.2. Hazardous Areas. Any hazardous areas

shall be: safeguarded by a fire barrier having a
1-hour : re resistance rating or shalf ba provided
with ar: automatic extingulshing system in
accordi nee with 8.4.1. The automatic

1 extingu: shing shall be permifted to ba in

i 1 accordi nce with 19.3.5.4. Where the sprinkier
option i used, the araas shall ba saparated

'} from ofl er spaces by smoke-resisting partitions

*| and dox rs. The doars shall ba self-closing or

'| automa ic-¢losing. Hazardous areas shall

include but shall not be restroted to, the
followir 3:
{1) Boik-r and fuel-fired heater rooms

:| (2) Cen  -al/bulk faundries larger than 100 fi2
:1{8.3m2
P [ (3) Palr shops

tlodin ) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION S
puﬁe - EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE GoMPLENCH
- - EGULATORY OR LSC I0ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

Ly DEFICIENCY)
| Contin od F 4 On 9/18/13, Administrator conducted an
rom page K028| audit to determine if other doors had unrated -

windows for rooms where self closing doors.
are indicated by NFPA Standards. For any

area(s) identificd, a worker order will

completed for repairs to be completed.

What measures or systemic changes were :
made to ensure that the alleged deﬂclent_‘
practice will not recur:

On 9/13/13, Administrator conducted an in-
=efvice for Nussing, Dietary,
Housekeeping/Laundry and  Supportive

Services on NFPA standards to include self
closing door reguirements, :

How the facility plans to monitor its
pecformance to eysure that sofutions for”
the alleged deficlent practice are
sustained:

CQl Tool ES-3 “Life Safery” will be
completed by Director of Environmental
Services monthly x 3 and then per CQI.
Calendar therenfier to self closing door
requirernents,

Completion Date T 1 0/wL3

FORM C{4d -?5?57(02-99) Pre- teut Varsinns Gbsalaie

Event ID; 080121

Faciity J0: 100386 If esptinuaton shaat Paga 5 of 41
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PRINTED; 09/09/2013
FORMAPPROVED

OMB NO, 0938-0391

H
STNTEMENT OF OEF JIENGIES
ap FLAN OF CORR: STION

"

(X1} PROVIDER/SUPPLIERIGLA
IDENTIFICATION NUMBER:

185400

(X2} MULTIPLE GONSTRUCTICN
A, BUILDING 01 - MAIN BUILDING 01

B, WING

(%3} DATE SURVEY
COMPLETEC

-08/20/2013

HATE DF PROVIDE t OR SUPPLIER

HERRTHSTONE *LACE

STREET ADDRESS, CITY. STATE, ZIP CODE
§06 ALLENSVILLE ROAD
ELKTON, KY 42220

4
PREFIX
he

" QUMIARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGUUATORY OR LSG IDENTIFYIHG INFORMATION)

Lo]
PREFIX
TAG

PROMVIDER'S PLAN OF CORRECTICN
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE AP PROPRIATE
DEFIGIENGY)

(e
COMPLETION
bATE

-

3

B LR

L
LT

029

e

b

.-

Cont wed From page 5

{4) R pair shops

(5) S. iled linen rooms

{6) T: ash collection rooms

(7) R :oms or spaces targer than 50 fi2 {4.6 m2),
inclus Ing repair shops, used for storage of

comt Istible supplies

and ¢ yuipmant in quantities deemed hazardous
by th authority having jurisdiction

{8) L+ ooratories employing flammable or

comt 1stible matarials In quantitles less than
those that would be consldered a severs hazard.
Exce) tion: Doors in rated enclosures shell be
per tted to have nonrated, factory or

fleld-r pplied

ptote stive plates extending not mere than
48 in, 122 cm) above the bottom of the door.
NFP2 101 LIFE SAFETY CODE STANDARD

If thet 1 is an automatic sprinkier eystem, itis
instal wd in sccordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provic: : complate coverage for all portions of the
buildil g, The syatem is properly maintainad in
acoor. ance with NFPA 25, Standard for the
Inspe fion, Testing, and Maintenance of

\Watst Baszed Fire Protection Systems. ltis fully
super ised. Thera s a raiiable, adequate water
guppl for the system. Required sprinkier
syster s ara equipped with water flow and tamper
switeh 35, which are elecyically connected fo the
buildis: 3 fire alarm system,  18.3.5 ’

This & TANDARD i3 not met as evidenced by:
Baser on observation and interview, it was
detern inad the fadllity failed 1o ensure complete

K029

K036

K036

NFPA 101 LIFE SAFETY CODE
STANDARD

The corrective action accomplished to
corcect the afleged deficient practice:

shower room to ensure it is propetly
sprinkler protected.

How the facility will identlfy other

practice:

On 9/18/13, Administrator toured the facility
and dotermined adequate sprinkler coverage
in accordance with NFPA. standards.

By 9/24/13, Armor Fire Protecrion will add .
one sprinkler head to the Malotenancs Hall

residents having the potential to be -
affected by the same alleged deficient ’

FORMKNS-5567(02-89) F sviaus Verslons Obsalats

4

Event [D:ORD124

Faciaty Ir 100355

if continuation sheel Fage 6 of 1"
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i . PRINTED: 09/09/2015
53 %AR'I'MENT JF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOF. MEDICARE _S_c_MEDICAID SERVICES OMB NO. 0938-0391
STHIERAENT OF DEFi( ENCIES {X1) PROVIDER/SUP PLIER/CLLA (X2} MULTIPLE CONBTRUGTION {X3) DATE SURVEY
ANy FLAN OF GORAE TION ADENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
" 186400 B, WING 08/20/2013
HinE OF PROVIDEF OR 8UPPLIER §TREET ADDRESS, CITY, STATE, ZIF COOE
Y “A;Ea';rHSTONE CLAGE 506 ALLENSVILLE ROAD
i :. ELKTON, KY 42220
X8) 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5)
EFiX (EAGH DEFICIENCY MUST BE PRECEDEO BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULO BE COMPLETION
The! REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
. i DEFICIENCY)
'_ ] YWhat measnres or systemic changes were
K 0‘;’_5 Conti ued From page 6 KOS58| made to ensure that the alfeged deficient
= { sprinl er coverage in accérdance with NFPA practice will not recur:
| stand wds. The deficiency. had the potential to - '
: i | affect one (1} of four (4) smoke comparments, On ?113113, Admmlstrator'conductcd?.n in-
L1 j sixteey (16) reslidente, staff, and visitors. The service  for Nursing, Dictary,
i |faclit is certitiad for sixty-(60) beds with a Housekosping/Laundry  and  Supportive
L1 [ eenst s of fifty-two (52) the day of the survey. Services on NFPA standards fo include -
L i | The f:cility failed to ensur a showar room was sprinkler requirements,
. | prope ly sprink! tected.
P prope Ty sprinkier protec ; How the facility plans to monifor jis .
. dinas i . performance fe ensuxe that solutions for
i Tha fi dings include : the alleged deficient practico are
!¢ | Obse ration, on 08/20/13:at 2:48 PM with sustaitied:
© ;- | Maint:nance, revealed the maintenance hall
-1 show.r room did not have proper sprinkler CQl Tool ES-J_ “Life Safety” will be
.| prolerlion to cover the stall and the hall In the compleied by Direstor of Environmental
! | showr r raom. : Services monthly X 3 and per CQI Calendar
;i : thereafler to sprinkler requirements.
0 | Interviaw, on 08120713 at 2:48 PM with c .
Maint: nance, revealed ha was unaware the area ompletion Date: 10/7/13
i i | Inthe shower room did not have proper sprinkler
i 1+ | pratarion.
i~ | Refer nca: S&C 00-04
{1 Adopl on of New Fire Safety Requirements for
;| Leng & Care Facilities, Mandatory Sprinkler
.| Instal ition Requirament,
. http:#. rrw.cms gov/SurveyCerdificationGenlinfo/d
*. | ownlo 1d2/SCLelter03-04.pdf
KIOE6 | NFPA 101 LIFE SAFETY CODE STANDARD Kos6| K066
gs=E i ’
i 1 | 8moki1g regulations are adopted and Include no NEPA 101 LIFE SAFETY CODE
‘| less tt an the foliowing provisions: STANDARD
. (1) Sn oking is prohibitad in any room, ward, or The corrective action ) accomplished to
i | comp: rment where flammable liquids, correct the alleged deficient practice:
;" | comb: stible gases, or oxygen is used of stored . .
and in any other hazardous location, and such g:ﬁaiacgm’ ;Ivl: dl?.rea‘;_t:éeobfugg‘g?mm&imal
.+ lareai posted with signs that read NO SMOKING ees rem 18
FORM ¢! ('s,‘:gse'r(oz.gg) I wvdous Yerskons Obsoiele - Evant ID:DBD124 FacHy I0; 100395 If continuadon sheel Page 7 of 11
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PRINTED: 08/09/2013 .

5 _ , FORMAPPROVED
GENTERS FOI . MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STRTEMENT OF DEF! AENGIER {1t} PROVIDER/SUPPLIERACLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE BURVEY
AND LAN OF CORRS: CTION IDENTIFTCATION NUMBER; A BUILDING 01 - MAIN BUILDING 01 COMPLETED
L _ 188400 B. WING - 08/20/2013
NWE OF PROVIDE. ; OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
hE\RfHSTONE \LAGE 506 ALLENSVILLE ROAD
ELKTON, KY 42220
fXﬂ} o SLIBAMARY STATEMENT OF DEFICIENCIES (v} PROVIDER'S PLAN OF CORRECTION X5}
PREF(X (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFPLETION
TG REGULATORY OR L3 {DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
' DEFICIENCY)
1 OE6 | Cont wed From page 7 K 066
to|or wi. 1 the internationat symbal for ne smoking. roar exit, rear smoking area, and kitchen -
: i back exit.
(2) Sr1oking by patients classified as not
respe 1sible is prohibited, except when undesr How the facitity will Identify other
direc: suparvisian, residents having the potential to be
, affected by the same olleged deficient .
{3} As htrays of noncombustible material and safe practice: _ :
¢ | desig 1 are provided in all'areas where smaking is -
i pefm ted. On 9/18/13, the Administrator toured faciity
grounds and exits and determined that no.
(4} M tal containérs with self-closing cover other arca was affected by cigaretic butts .
¢ | devic' s into which ashtrays can be emptiad are being placed in unapproved ashirays.
. | readll - availabla to atl areas where smokmg is . :
. pemmi led.  19.7.4 What measures oc systemic changes were
made to ensure that the alleged deficient
practice will.not recuy:
On 9/13/13, Administrator conducted an in-
- service for Nursing, Digtary, '
E ; : , Housekeeping/Laundry  and  Supportive .
. This £ TANDARD Is. nat mist as evidenced by: Services on NFPA standards to include
i Base l_on observa‘tllnn a_nd interview, It was smoking requirements.
¢ 17 | detari-ined the facility failed to ensure the uss of
* i | appro- ad ashtrays, In aceordance with NFPA How the facility plang to monitor its’
;. | stand rds, Tha daficiency had the potential to performance to ensure that solutlons for
¢« 1 affect hree (3) of four {4) smoke compartmanig, the. alleged deficlent practice are,
| twent four (24) residents, staff, and visitors. The snstafped: :
1 | facility Is certified for sixty (60) beds with :
.1 | censu-. of fifty-twa (52) tha day of the survey. The COI form ES-2 “Review of Faellly
: * | The fz sliity failed to ensure cigarette butls were Exterior” will be completed by Director of
i | | being roparly placed Into approved ashirays in Environmental Services weekly x4,
© - | threa - reas. This deficiency was cited on the roonthly x 3, and then per CQI Calendar ©,
¢ { previa 1s survey on 08-18-12. cigarette butts are extinguished in approved
: | devices only.
The fir dings Include: '
Completion Date: 107713
Obser atlon, on 08/20/13 betwesn 2:00 PM and
3:10 F Al with {he Environmental Director,
reveal d the area af the rear exit had over 30
, | cigara’ e bulis on the ground around tha smoker's
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: K 066

K 966 | Contin. ed From pege &
- | pole, th 2 rear smoking area had over 40 cigaretie

i *;| butts o:« the ground, and the kitchen back exit
!, .1 had ovir 20 cigarsite butis on the ground.

*“intervie v, on 08/20/13 between 2:00 PM and 3:10
" 1| PM wit:. tha Environmental Director, revealed she
was av. are of the clgarette butts and cleans tham

up ofte’). She slated it is a constant issue at the

i 'l faclity 1ind ehe does not know how to maka it

i +'| stop frc 1t happening.

1] {ntervie v, on 08/20/13 at 2:50 PM with the

i | Admini. tratar, revealed the facility doea weekly

; T | cleanin | of the grounds at the facility. The

i | Enviror mentel Supervisor and the Maintenance

i| Persan el are in charge of monttering the

| cigaret 2 bults and ensuring thay are claaned off
the gro inds. The Administrator revealed she was
. | unawar : of the cigarette butts on the ground in

| the thre 3 areas around the facility.

: © | Refere ce: NFPA 101 {2000 editlon)
. 4 19.7.4* Smoking. Smoking reguiations shall be
| ;| adopta and
i . t shailIn fude not fas5 than the following
¢ | provisit ns;
+ 1 (1) Sm- king shall be prohibited in any room,
1 ward, ¢ ‘ compartment
1 where * ammable liquids, combustible gases, or
oxygen is Used or stored and in any ofthet
{ hazard: us location,
and su.h areas shail be posted with signs that
read N | SMOKING or shal! be posted with the
i interne onal '
¢| symbol for no smoking. :
Except n: in heatth care accupancles whera
+4 smokin: He-prohiblted
t{ and sig 1s are prominently piaced at all major
{ entranc. :s, secondary
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HEARTHSTONE *LACE

(ayi0 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION o8
p,c@esax {EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORREGTIVE ACTION HOULD BE COMPLETICN
AG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROYS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K.068 | Cont wed From page 9 K 066

slgne with language that prohibits smoking shall
i | motb:: required.

i, | (2}S 1oking by patients classlified as not

o 1 | respesible shall be

i - | prohi. ited.

| Exce. tion: The requirement of 19.7,4(2) shall not
apply where the patient

I8 unt er diract supsrvision.

o | (3) A htrays of nencombustible material and safe
Pr | desigs

© 1. |shall e provided in all areas where smoking is

' pem: ted.

(4) M tal containers with self-closing cover

. | devic s into

: [ which ashtrays can be emptied shall be readily
avail ve .

to all - reas whare smoking is permittad.,

NFP2 101 LIFE SAFETY CODE STANDARD K144| Kldd

483.70(f) RESIDENT CALL SYSTEM-
ROOMS/TOILET/BATH

Gene ators are inspected waskly and exerclsed
undet load for 30 minutes per month in

i {accor ancawith NFPA 9D,  3.4.4.1. . . ) :
8 The corrective action accomplished to |

b correct the alleged deficient practice:

, On 9/16/13, Maintenance jostatied battery
' backup lighting at the geperator transfer
switch. .

How the facility will identify other -
residents hoving the potentlal to .be
affected by the same zlleged deficient
practice: :

This & TANDARD is not met as evidenced by: .
: | Baser on ohservation and interview, it was On 9/18/13, the Administrator observed the '
: detern ined the facllity falled fo maintain the battery backup lighting in the generator '
-: | emerg oy generator according to NFPA toom and determined sufficient illumination -
;- { standi 'ds. The deficiency had the potential to of the generator transfer switch.

affect ! ur (4} of four (4) smoke compariments,

P
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14 ni SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
pReFix: " EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
Al - " EGULATORY OR 1.5G IDENTIFTING INFORMATION} TAG CROSS-REFERENGEC TQ THE APPROPRIATE DATE
; BEFICIENGY)
{44! Contin ed From page 10 K 144] What measures or systemic changes were
i ¢ fallresl ents, staff, and visitors, The facility is made to ensure tht the alieged deficient
b+ | certifier i for sixty (60) bads with a cansus of practice wilt not recurs
N ;'S;fag\;-lﬁ>ul:;etg:ga°\i g;ebsat:tr;m;';i ;a;::'xng On 9/13/13, Administrator conduoted an in-
bl at the (- enerator transfer switch serviee for Nursing, Dlma.ry,
i ' ’ Housekeeping/Laundry and  Supportive
T o Services on NFPA standards to include
i { { Tha fin lings include: geperator  trensfer  switch  lighting
‘ ) requirements.
. | Obsan-ation, on 08/20/13 at 3:29 PM with the
| .t Enviror mantal Suparvisor, revealed the facility How the facility plans to monitor its
¢ Il did not ave any batery-powered lighting performance to ensure that solutions for
. 1| installa |in the asea whare tha transfar switch for the alleged deficjent practice ave
i | the em rgency generator was located, sustained:
L] Intervie w, on 08/20/13 at 3:20 PM with the The CQI form ES-3 “Lifo Safety” will be
i i:| Enviror mentat Supervisor, revealed she was not completed monthly x 3 and then per CQI
i 'i| aware §the requirsment for the battery backup Calendar thereafter to ensurc the facility
" | lighting at the generator transfer switch, provides a functioning call system availabls
[ in resident rooms and foilet and bathing
Ly facilities.
* - Refere ce: NFPA 110 (1999 Edition). ~
: Completion Pate: 10/7713
“1 5-3.1 “he Level 1 or Level 2 EPS equipment
i} locatior shall be
ptovide 1 with battery-powered emergency
|t lighting  The emergency
;.| lighting charging systart and the normal setvice
i-| room
- | lighting shail be supplied from the load sida of the
i . transfe
* 5} swilch,
Facity ix 100393 |f continuation eheet Page 11 of 11
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