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F Q00 | INITIAL COMMENTS F 000
A Recertification Survey was conducted on
10/13/15 through 10/15/15 with no regulatory
viplations identified,
{A5) CATE

LABORATORY DIRECTOR'S OR FROVICER/ISUPPLIER REPRESENTATIVE'S snGMTmy ’}v‘( 'rTLF.
l e !l‘n.(L!“m“‘t‘f—

Medeys

Any deficiency statement ending with an astersk {*) denctes a deficiency which Ysel institution may be excused from nén"ecung providing it is determined that
other safeguards provide sufficient protection lo the patents  (Sae instructions.) Except for nursing homes, the findings stated abeve are disclcsable 90 days
fallowing the date of survey whelher or not a plan of correction is provided, For nursing homes. the above findings and plans of correction are disclosable 14
days fellewing the date these decumenls ara made available to the faclity I deficiencies are cited. an approved pian of corraction is requisde to continued
program particigation.
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
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Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance
10/22/15, as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent prolection to the patients. (See instructions.) Except for nursing homes, the findings staled above are disclosable 80 days
following the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable lo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public raporting for this coliectlon of information is estimated fo average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintalning data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of Infermatlon
Including suggestions for reducing the burden, to CMS, Office of Financtal Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503,

{Y1) Provider/ Supplier/ CLIA/ | {Y2) Multiple Construction | {¥3) Date of Revisit
Identification Number A. Building
185399 | B. Wing 01 - MAIN BUILDING 01 ] 11/4/2015
Namae of Facility Street Address, Clty, State, Zip Code
HEARTLAND VILLA CENTER 8005 US HWY 60 WEST

LEWISPORT, KY 42351

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/for Clinical Laboratory Improvement Amendments program, 1o show those deficlencles previously
reported on the CMS-2567, Statement of Deficiencles and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using elther the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to tha left of each
requirement on the survey report form).

{Yd) Iitem (YS) Date (Y4} tem (Y5) Date (Y4) ltem {(Y5) Date
I
Correction Correction Correction
Completed Completed Complated
1D Prefix 10/22/12015 ID Prefix 10/22/2015 ID Prefix
Reg. # NFPA101 Reg. # NFPA 101 Reg. #
LSC ¥0018 LSC Ko0038 LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LsSC LSC
Carrection i Corraction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reg. # Req. #
LSC LsSC LsSC
Correction 1 Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Req. #
LSC LsC LSC
Correction Correction Corraction
Completed Completed Completed
1D Prefix 1D Prefix | 1D Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
ReviewedBy @ Reviewed By Data; | Signature of Su - iDate:
| ) | -
P s VALY =T N VA7) ) i) A il
Reviewed By . | Reviewed By Date: Signature of Surveyor: I Date:
CMS RO |
. — - — | e - = e i
Followup to Survey Compleied on: o Check for any Uncorrected Deficiencies. Was a Summary of
10/14/2015 | Uncorrected Deficiencies (CM5-2567) Sent to the Facility? ygg NO
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CENTERS FOR MEDICARE & MEDICAID SERVICES

B%RMAPPROVED

CFR. 42 CFR 483.70{a)
BUILDING: 01.

PLAN APFROVAL: 1985,
SURVEY UMDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: Ona (1) story, Type |l
(141).

SMOKE COMPARTMENTS: Three (3) smcke
compartments.

FIRE ALARM. Complete fire alarm system
instalied in 1995, with 38 smoke detectors and no
heat deteciors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1995.

GENERATOR: Type |l generator installed in
1995. Fuel source is Digsel.

A standard Life Safety Code Survey was
conductad an 10/14/15, The facility was found in
nan-compliance with the requirements for
participaticn in Medicare and Medicaid

The findings that follow demonstrate
nencompliance with Ttle 42, Code of Federal
Regulations, 483.70(a} et saq. (Life Safety from
Fira}

Deficiencias were cited with the highest
deficiency identified at "D" level.

-

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTIC
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 04 - MAIN BUILE
185339 B. WING
NAME OF PROVIDER OR SUPPUER i
HEARTLAND VILLA CENTER sa08 LS 80 WEST
LEWISPORT, KY 42251
411D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
The Heartland Villa Center provides
KOO0 | INITIAL COMMENTS K 000

his plan of correction without
admitting or denying the validity or
existence of the alleged deficiencies.
The Plan of Correction is prepared
and executed solely because it is
required by federal and state law.
K018 NFPA 101 Life Safety Code
Standard

UL rated door seals were installed
on the therapy doors and & latch
lock was installed to replace the
tumbler lock on the therapy doors
on 10/16/15 by the Maintenance
Director.

All residents of the facility have the
potential to be affected. The Director
of Maintenance audited all doors f0|E
impediments that would resist the
passage of smoke and latch
securely on 10/16/15. No additiona
doors were identified.

The Director of Maintenance was re
educated by the Regional Property
Manager regarding NFPA 101 (2000
Edition) 19.3.6.3.2 for doors resisting

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE V

b

TITLEy (Md) DATE

R N T

Any deficlancy statamant anding with an asterisk {"} denctes a deficiency which the institution may be sxcused'ireth cofrecting providing it is determined that

ather safeguards provide sufficient protact'on to the patients . (Saa instructions.} Except for nursing homes, the findings stated abcve are disclosatle 80 days
following the date of survey whether or nol 8 plan of correclion is provided  For nursing hames, the abova findings and plans of correction are disclosable 14

days following the data thesa documents ara mace available o the facility |f deficiencies ara cited, an approved plan of correction is requisile o continued

program participaticn
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DEPARTMENT OF HEALTH AND HUMAN-SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:

10/28/2015

FORM APPROVED
OMB NO. 0938-0391

Doors protecting corrider openings in ather than
required enclosures of vertical openings, exils, or
hazardous areas ara substantial doors, such as
those constructed of 1% inch solid-bonded core
waod, or capabie of resisting firs for at least 20
minutes. Doors in sprinklered buildings ara only
required to resist the passage of smoke. Thera is
na impediment to the closing of the doors. Doors
are provided with a maans suitable for keeping
the door closed. Dutch doors meeting 19.36.3.6
ars permitted.  19.3.6.3

Rclfer latches are prohibited by CMS regulations
in all health cara facilities.

This STANDARD Is not met as avidenced by
Basad on observation and interview, the facility
fziled to ensure that corridor doors were
maintained according to National Fire Protection
Assaociation (MFPA) standards. This deficient
practice affectad one {1) of three (3) smoke
compariments, staff and other occupanits of the
building. The facility has the capacity for forty-five
{45) beds with a census of forty-one {41) the day
of survey.

The findings include:

During the Life Safety Code tour, on 10/14/15 at

locks on doors, and no impediment
to the closing of daors on 10/21/15.
A posttest was completed to
validate understanding.

The Maintenance Director and the
Administrator will auditdoors |
weekly times 4 weeks then monthly
during preventative maintenance
rounds with carrective action upon
discovery to ensure the doors resis
passage of smoke, no tumbler locks
and no impediment to the closing
of doors. The Maintenance Director
will report the resuits to the monthltf
Quality Improvement Committee,
attended by the Medical Director,
Administrator, Director of Nursing
Services and the Maintenance
Director for any additional follow
up and/or inservicing needs until
the issue is resolved and randoml|
thereafter.

Completion Date: 1

-

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA [%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMEER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185399 B.WING 10/14/2015
NAME QF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
HEARTLAND VILLA CENTER 8005 US WY 60 WEST
LEWISPORT, KY 42351
(X4} 1D SUMKWARY STATEMENT OF DEFICIENCIES [{n} PROVIDER'S PLAN OF CORRECTION | X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CCRRECTIVE ACTICN SHOULD BE | COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENGY} !
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD kois the passage of smoke, no tumbler
§8=0

0/22/15
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185398 8.WNG 10/14/2015
NAME OF PROVICER OR SUPPLIER STREET ADCRESS, CiTY, STATE, ZIP CODE
8005 US HWY &0 WEST
HEARTLAND VILLA CENTER
LEWISPORT, KY 42351
{X4) 1D SUMMARY STATEMENT QF DEFICIENCIES n} PROVIDER'S PLAN (OF CORRECTION {18)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDEMTIFYIMG INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K018, Continued From page 2 K018

9:20 AM with the Diractor of Maintenance {DOM},
a double set of doors to the therapy department
were observed to have an approximate one
quarter inch (1/4") gap between the doors when
the doors were closed, The doars utilized a dead
bolt to keep the doors closed. Doors are required
to be smoka rasistant and have an automatic
latching davice to help protect comidors in a fire
situation.

Interview, cn 10/14/15 at 9:20 AN with the DOM,
revealed he was not awara the doors wera
required to be smoka rasistant and latch properdy.

The findings were revezaled to the Administrator
on axit.

Reference: NFPA 101 2000 edition

19.3.6.32*

Doors shall be provided with a means suitable for
keeping the door closed that is acceptable to the
autharity having jurisdiction. The device used
shail be capable of kesping the door fully closed if
a force of § Ibf (22 N} is applied at the fatch edge
of the door. Roller latches shall be prohibited on
corrider doers.

Exception Na. 1. Doors to toilet rcoms,
bathrooms, shower roems, sink closels, and
similar auxiliary spaces that do not contain
flammaicle or combustible matenals.
K038 NFPA 101 LIFE SAFETY CODE STANDARD K038
58=0
Exit access is arranged so that exils arz readily
accessible at all times in accordance with section
7.1 19241

FORM CMS-1567102-59) Previous Yersans Chsclote Event 1D BNFD21 Facility 1D 16C579 I} continuation sheet Page 3of 8
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{4410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION 5
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE DATE
DEFCIENCY)
K038 NFPA 101 Life Safety Code
K038 | Cantinued From page 3 K 028 ty

This STANDARD is not met as evidenced by

Based on cbservation and interview, the facility
failed o ensure exits wera readily accessible in
accordance with National Fire Protaction
Association (NFPA) standards. This deficient
practice affected one (1) of three (3) smoke
compartments, staff and other occupants of the
building. The facility has the capacity for forty-five
{45) beds with a census of forty-one (41) the day
of survey.

The findings include:

During the Lifa Safety Cede tour, on 10/14/15 at
9:25 AM with the Diractor of Maintenance {DOM),
a double dogr exit to the service hall was
observed to have a magnetic locking device, A
coded kay pad was utilized by staff to unlock
these doors to gain access to tha service hall,
Signage above the doors stated that this was an
exit. Doors marked as an exit must he available
for use as an exit for people unfamiliar with the
building.

Interviews with the DOM, on 10/14/15 at 9:25 AM,
ravealed he was unaware the doors could not be
lacked in this manner

The findings were revealed lo the Administrator
on exit.

Standard

Exit signage was removed an
10/15/15, by the Maintenance
Director fo clearly define the
emergency evacuation path for
persons unfamiliar with the building.
All residents of the facility have the
potential to be affected. The
Director of Maintenance audited
all emergency exits for appropriate
signage on 10/15/15. No
additional sign concerns were
identified.

The Director of Maintenance was
re-educated by the Regional
Property Manager regarding NFPA
101 2000 edition
7.21.5.1,72154,7.2.1.6.1;
7.10.8.1 for appropriate signage
directing the emergency exits on
10/21/15. A posttest was completed
to validate understanding.

The Maintenance Director will audit
emergency exits signage monthly

FORN CMS.2557(02-99) Pravious Versicns Obsolata
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— DEPARTMENT OF HEALTH AND. HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MED!CAID SERVICES OMB NQ. 0933-0391
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LA MG 1011412015
NAME OF PROVIDER OR SUPPLIER STREET ACCRESS, CITY. STATE, ZIP CODE
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HEARTLAND VILLA CENTER LEWISPORT, KY 42351
(X310 SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG caoss-n&eaagg:g é: é‘:s)s APPROPRIATE DATE

during preventative maintenance

K038 | Conlinued From page 4 K 038 d ith t i
Reference: NFPA 101 2000 edition ARt sl Cicise DIt el
7.21.51 discovery to ensure they meet

Deors shall be arranged to be apened raadily regulatory i I e

from the egress side whenaver tha building is Maintenance Director will report the:
occupied. Locks, if provided, shall not requira the results to the monthly Quality

use of a kay, a tool, or special knowledga or effort .

for operation from Ihe egress side. Improvement Commitiee, attended

by the Medical Director,
Administrator, Director of Nursing
A latch or other fastening device on a door shall Services and the Maintenance

be provided with a releasing device having an " e
obvious method of oparation and that is raadily Director for any additional follow up

72154

operated under all lighting conditions. The and/or inservicing needs until the

releasing mechanism for any jatch shall be issue is resolved and randomly

locatad notfess than 34 in. {86 cm), and not mora

than 48 in. {122 cm), above the finished floor. thereafter.

Doors shalt be operabie with not more than one Complstion Date: 10/22/15

releasing operation.

7.2.1.6.1 Delayed-Egress Locks,

Approved, listed, delayed-egress locks shall be
permitted to be installed on doors sarving low and
ordinary hazard contents in buildings protectad
throughout by an approved, supervised automatic
fire detectlon system in accordance with Section
9.6, or an approved, supervised automatic
sprinkier systam in accordance with Saction 9.7,
and where permittad in Chapters 12 through 42,
providad that the following criteria are met.

{a} The doors shaill uniock upon actuation of an
approved, supervised automatic sprinkler system
in accordance with Section 9.7 or upon the
actuation of any heat detaector or activation of not
moers than two smoka detectors of an approved,
supervised automatic fira detection systam in
accardance with Section 9.6.

{b) The doors shall unlock upon loss of power

FARM CMS-2537(02-99} Pravious Varwena Cbaclels Event D INFOU Facilty 10 100579 If contlnuation sheet Page S of 8
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TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE caTE
DEFICIENGY)
K 038 | Continued From page 5 K 038

controlling the lock or locking mechanism.

(c) Anirreversible process shall release the lock
within 15 seconds upon application of a force to
the release device required in 7 2.1.5.4 that shall
not be required to axceed 15 Ibf (87 N) nor be
required to be continuously applied for more than
3 seconds. The initiation of the release process
shall activate an audible signal in the vicinity of
the door. Once the door lock has been released
by the application of force to the releasing device,
relocking shall te by manual means only,
Exception: Where approved by the autharity
having jurisdiction, a delay not exceeding 30
saconds shall be permittad.

(d) * On the door adjacent to the releass device,
thera shall be a readily visible, durable sign in
letters not less than 1in, (2.5 cm) high and not
less than 1/8 in. (0.3 cm) in stroke width an a
contrasting background that reads as follows:
PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

7.10.8.1* No Exit.

Any door, passage, or stairway thal is neither an
exit nor 2 way of exit access and that is located or
arranged so that it is likely to be mistakan for an
exit shali be identifiad by a sign that reads as
follows:

NO

EXIT

Such sign shall have the word NQ in letters 2 in.
{5 cm) high with a stroke width of 3/8 in. {1 cm)
and the word EXIT in letters 1 in. (2.5 cmy) high,
with the word EXIT below the ward NO.
Excaption: This requirament shall not apply to
approved existing signs
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