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SUMMARY STATEMENT OF DEFIGIENCIES

comprehensive care plan had been designed to
ldentify problem areas and to build on the
ragidant's strengths, "Further review of the poiicy
revesled the plan of care for the residents should
identify the profassional services that are
responsible for each glement of the resident's

1 revesled the facility admitted the residenton

1 01M3/12, revealed the facility assessed the

behaviors have

the MDS Coordinator and
interventions have been reviewed for
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care and prevent declines in the resident’s
functional status and/or functional levels.:

A review of the medical record for Resident #7

05/18/06, with diegnoses of Alzheimer's,
Dementia, and Depression. Review of a quartarly
Minimum Data Set (MDS) assessmeni dated

resident to be sometimes understood and
sometimes understand others. Continued review
of the MDS assessment revealed facility staff
assessed Resident #7 to have othar behavioral
symptoms not directed foward others, to occur
daily, during that assessment period, Furthar
raview of the MDS assessment ravealed
Resident #7 required extensive assistance from
staff for transferring, dressing, bathing, aod
eafing. - .

A review of the Comprehensive Care Plan for
Resjdant #7 last updated 02/22/12, revealed

facifity staff had identified & focus area of concern |

related o Resident #7's anxiety, with behaviors
and agitation. Further review of the care plan
revealed facility staff had developed interventions
for the resident’s behaviors and agitation,
repetiive verbalizations, and rapid pacing in
wheelchair related to'anxiety as follows: ‘
administer s needed medication as orderad,
attempt o put the resident in bed when agitation

acours, and reduce excessive stimulation by

3. An in-servic¢ was conducted with -
all nursing staff (RN, LPN, CMT and
CNA) by the Administrator and
Director of Nwsing on 3/29/12
reviewing follo
and implementing the appropriate
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. providing a quist environment and fimit contact
with othars. - '

Observations of Resident #7 during the evening
meal on 03/06/12, from 5:30 PM to 6:30 PM, in
the dining raom; revealed the resident was crving'
and moaning repetitively, rocking back and forth : [
in his/her wheelchair, and making loud gasping '
noises with breathing, while awaiting the svening -
meal on 03/08/12. Further observations revealed ‘ '
facility staff was present in the dining room and
would occasionally approach the resident and ask
the resident what was wrong and "pat’ the
residsnt on his/her back. Resident #7 continued | . v
to display behaviors and facility staff was not
abserved ta implement other interventions to
. | address the resident's behavior symptoms.

An interview with Certified Nursing Assistant,
{CNA) #1 on 03/07/12, =t 6:10 PM, revealed she
was agsighed to the dining room during the
svening meal on 03/06/12. Continued interview
with CNA #1 confirmed Resldent #7 was in the
dining room on 03/06/12, and was agitated, made
repetitive ¢rying and moaning scunds, and
displayed loud gasping noises with braathing,
while awaiting the evening meal, CNA #1 staled
.| she did not report the residen{’s agitated
behaviors to the nurse because being agitated
was the resident's normal behavior. Further
interview with the CNA revesjed Resident #7 “is
agitated a majority ofthe timd," and that the
resident's behavior observed on 03/06/12, was
how hefshe is “normally.” CNA #1 alsted she
would have removed the resident from the dining
room and takan the resident to histher room if
she was more agitated than normal, however,
behaviors displayed on 03/06/12, were the
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resident's normal behavior.

An interview with CNA #3 on 03/07/12, at 8:40
PM, revealed Resident #7 had behaviors of
making loud repelitive noizes white hraathing and
"cries and moans all the time."! CNA #3 stefed

| and forth while sitting in a wheelchair. Gontinued

F 282

she didn'f always report the resideni's behavior
because that's the way the resident is all the time.

An intarview with Licensed -Practical Nurse (LPN)
#1 on 03/07/92; at 5:00 PM, confirmad she had
not been nctified of Resident #7's agitated
behaviors on the evening of 03/08/12. Further
interview with the LPN revealed she should have
been netified if a resident was ohserved 1o be
crying, moaning repetitively, and rocking back

interview revealed Resident #7 had as needed
medjcations that could have bean administered
for agitated behaviors.,

An interview with the Care Plan Coordinator on
03/08/12, at 12:20 PM, confirmed she had -
identified anxiaty with behaviors as a focus area.
of concern for Resident #7. Further interview with
the Care Plan Coordinator revaaled facility staff
shauid have teken Resident #7 out of the dining
room and provided the resident with a quist
environment wheén the resident experienced
periads of agitation. Caontinued interview with the
Care Plan Coordinatar revesled she ensured care
pian interventicns were fellowed by making
rounds daily but stated she did not observe
Resident #7's behavior during the svening maal
on 03/08/12, : :

An interview with the Director of Nursing (DON)
on 03/08/12, at 4:30 PM, reveated she ensured
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" | care planned interventions were being provided to
the residents by reviewing shift reports and
making rounds daily. Further interview with the
DON ravealed she was unaware staff had failed
to provide cars plan interventions as indicated for
Resldent #7's pehavicr during the evening meal
on 03/06/12.
" F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 308} F3(0% 3/30/12
$g=D | HIGHEST WELL BEING Tt is and was on the day of survey the
Each resident must receive and the faciiity must POI}Cy of Rld_geway that each
provide the necessary care and setvices to attain resident receivg the- necessary care
or maintain the highest practicable physical, and services to|attain physical,
mental, and psychosocial wel-baing, in mental, and psychosocial well-being,
accordance with the comprehensive assessment - I
and plan of care. ‘ in accordance with the
| comprehensive assessment and plan
of care. '
This REQUIREMENT. is not met as evidencad 1. Resident #7|has been reassessed

by: i

Based on observation, interview, and record
review it was determined the factlity failed to
provide necessary care.and servicas to attain or
maintain the highast practicable physical, mental,
and psychosocial well-being for one of fifteen
sampled residents (Resldent #7). Observations
conducted on 03/06/12; during the evening meal
revealed the resldent to have repetiiva behaviors
of crying, moaning, rocking his/er upper body
back and forth while in the wheslchair, and to

-| remove the table linen while awaiting the evening
meal. However, interview and record review on
03/07/12, revealed the facility failed to pravide
interventions for Resident #7's behavior as
outlined in the comprehensive pian of care.

The findings include:

and interventi
on her care pl
agitation.

2. All residents who have agitated

{ behaviors havg been reassessed by
the MDS Coordinator and ‘
.interventions have been reviewed for
those residents.

us have been updated
related to her
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A review of the facility's comprehensive care plan
policy dated 01/08/03, revealed the resident’s
comprehensive care plan had been designed to
identify problem areas and to build on the
resident's strengths, Further review of the policy

all nursing staff (RN, LPN, CMT and
CNA) by the A
i Director of Nussing on 3/29/12

reviewing the behavior protocol and
behavior monit

Aministrator and

ring tracking sheets
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F 309 | Continuad From page & F 309! 3. An in-servicg was conducted with

revealed the plan of care for the residents should
identify the professional earvices that are
responsible for each elemant of the resident’s
care and prevent dedlines in the resident's
funcfional status andfor functional levels.

A review of the facility's Behavior Tracking -
Protocol {not dated) revealed facllify ataff was 10
monitor 2ach resident daily for certain behavior
indicators as determined by the Minimum Data
Set Process, Further review of the policy
revealed a Behavior Tracking Flowsheet, which
included specific behavior indicators, would be ~
kept in the resident’s record and completed as
the resident's behaviors were observed to occur.

A review of the medical record for Resident #7
reveaied the facilify admitted the resident on
08/168/06, with diagnoses of Alzheimer's,

Minimumi Data Set (MDS) assessment dated
01113712, revealed the facility assessed the
resident to ba somelimes understood and
sometimes understand others, Further review of
the MDS assessment revealad Resident #7
required extensive assistance from staff for
transferring, dressing, bathing, and eating.
Continued review of the MDS assessment
revealed facility staff assessed Resident #7 to
have other behavieral symptoms not directed
toward others, to occur daily, during that

aseessment period.

Dementia, and Depression. Review of a quarterly |

documentation
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as it pertains to
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Observations of Resident #7 during the evening
meal on 03/06/12, from 5:30 PM to 6:30 PM, In
the dining room, revealed the resident was crying
and rnoaning vepetitively, rocking back and forth

| in his/her wheelchair, and making loud gasping
noises with breathing, whila aweiting the evening
meal on 03/06/12. Further observations révesled
facility staff was present in the dining room and
would occasionally approach the resident and ask
the resident what was wrong and "pat” the
resident on his’her back. Resident#7 confinued
to dispiay behaviors and facility staff was not
observed fo implement other intervantions to i
address the resident's behavior symptoms.

| A review of the Comprehensive Care Plan for
Resldent #7 last updaied 02/22/12, revealed
facility staff had identified a focus area of concern
related to Resident #7's amdety, with behaviors
and agitation. Further jeview of the care plan
revealed facilify staff had developed interventions
for the resident's behaviors as follows: administer
as needed medication as ordered, attempt to put
the resident in bed when agitation occurs, and
reduce excessive stimuiation by providing a quiet
environment and limii .contact with others,

A raview of the Bahavior Tracking record for S
Reasidant #7 revealed no behaviors had been : _
docurmnentad for the resident as observed o have |
cccurred on 03/06/12.

A review of Resident #7's Medication
Administration Record (MAR) for the month of
March 2012 for any prn anti-anxiety medications
administered ravealed the resident had two
different anti-anxisty medications orderad to be
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administered as needed for anxiety. Howsver,
further review of the MAR for March 2012
revealed the facility failed to administer the
medications for Resident #7's anxiety an
03rge/2.

An interview with Certified Nursing Assistant
(CNA)#1 on 03/07/12, at 6:10 PM, revealed she
was assigned to the dining raom during the
evening meal on 03/06/12. Continued inferview
with CNA #1 confirmed Resident #7 was in the
dining room on 03/06/12, and was agitated, made
. repetitive crying and moaning sounds, and ‘ )

v displayed loud gasping noises with breathing, - » !
while awaifing the evening meal, : ‘ : . .

CNA 21 stated she did not report the resident's
agitated behavicrs to the nurse because being.
agitated was the resident's normal behaviar. -
Further intarview with the CNA revealed Resident
#7 "is agitated & majority of the time," .and that the
resident's behavior cbserved on 03/06/12, was
how heishe is "normally.” CNA#1 stated she-
would have removed the resident fram the dining
room, and taken the resident fo histher room, if
she was more agitated than normal, however,
behaviors displayed on 03/06/12, was the
resident's normal behavior,

An interview with CNA #3 on 03/07/12, at 640
PM, revealed Resident#7 had behaviors of
making loud repétitive noises while breathing and
“cries and moans all the ime." CNA #3 stated
"she didn't always, report the resident's behavior
because that's e way the resident is all the
fime." ’

[}

An interview with Licensed Practical Nurse (LPN)
#1 on 03/07/12, at 5:00 PM, confirmed she had
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' nhot bean notified of Resident #7's agitated

| and forth while sitting in a2 wheelchair. Centinued

hehaviors on the evening of 03/08/12. Further
interview with the LPN revealed she should have
been notified if a resident was observed to be
crying, meaning repetitively, and rocking back

F308

STATEMENT OF DEFICIENGIES K1) PROVIDER/SURPLIERICLIA {2} MULTIPLE CONSTRUCTICN {#3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED
! . A BUILDING —
o B. WING
A 185254 . 03/08/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. SE'ATE, ZiP CCoDE '
- AfB WYOMING ROAD #ad
(DGEWAY NURSIN EHABILITATION FACILITY :
R GaR F | OWINGSVILLE, KY B0360
%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFIGIENGY MUST RE PRECEDED BY FULL -PREFIX (EAGH GORRELTIVE ACTION SHOULE BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE -
- - - DEFICIENCY)
F309} Continued From paga 8

interview revealed Resident #7 had as needed
medications tha! could have besn administered
for agitated behaviors. :

An interview with the Director Of Nursing (DON)
on 03/08/12, at 4:30 PM, revesled she moritored
residents’ behaviors and ensured care planned
interventions were being provided to the residenls
by reviewing shift reports, making rounds, and
reviewing behavior monitoring sheets daily,
Further interview with the DON revealed she was
unaware the behavior monitoring sheet for
Resident #7 was incomplete, and was not aware
of Resident #7 ' ¢ behavior on 03/06/12, and that
staff had failed to provide care plan interveritions
as indicated for the rasident. ’
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{X4) 1D
PREFDX

SUNMARY STATEMENT OF DEFICIENCIES
({EACH DEFICIENGY MUAT BE PRECEDED BY FULL

TAG

REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S
(EACH CORREQ
CROSS-REFEREN
B

o]
PREFIX
TAG

PLAN OF CORRECTION

FAVE ACTION SHOULD BE

X5
COMPLETION |

ERIGIENCY)

SED TO THE APPROPRIATE

DATE

K 000

K D45
§8=E

| Survey under. NEPA 101.(2000 Edition)

| Type of structure: Type lll unprotecied

| Fire Alarm: Fire alarm installed in 1978

‘t compliance with the requirsments for participation

i Hlumination of means of egress, including exit

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

Building, 01

K 000

Plan approvai: 1978

Facilly type: SNF/NF

Smoke Compartments. Three

Smoke detectors in corridors
Heat detectors in kitchen/attic

Sprinkler System: Complete sprinkler systam
(dry} installed 1978 '

Generator: Natural gas installed 2005

A standard Life Safety Code survey was
conducted on 03/07/12. Ridgeway Nursing and
Rehabifitation Faoility was found not to be in

in Medicare and Medicaid. The census on the
day of the survey was 58. The facility is licensed
for 60 bads, - '
The highest scope and severity identified was at
"F" level, T

NFPA 101 LIFE SAFETY CODE STANDARD

discharge, Is arranged so that failure of any singls,
lighting fixture (buib) will not leave the area in

K 045 K045

each resident’s

It is and was on the day of survey the
policy of Ridg pway to provide
qualified persqns in accordance to
written POC.

12712

LABQ

RY MRECTOR'S D

LD

ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

THLE |

 AdminiShatee

5 DAT!

Any deticiency sha{f_vrqexending wilh &n asterizk (*) denctes & deficiency whieh tha insttution meay be excused {
ottier sfegitards provide eufficent protection to the patients, (See Inetructions.) Except for nursing hames, the
following the gete of survey whethar or nota plan of comection I provided. Fornursing homse, the sbove findir
days following the date these documents are mede evallabie to the feclity. If deficiencies are citad, an approve:

program pdriicipation.

=) YIS

' [
rem cotracting providing it s determined that
findings stated above are disclosable 90 days
as and plans of carrection are disclosable 14 .
H plan of comreation is requistta 10 confinued
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‘K045 C‘Dnﬁnued From page 1 K045 1- The emergency lighting for exits
" | darkness. (This does not refer to emergency Pas b?en porre«:ted 10 ensuee proper
lighting in accardance with section 7.8.)  19.2.8 illumination off means of egress.
2. All exits were examined and now
: are properly lluminated.
T This STANDARD iz Tiot et ag evidenced by:
Based on ohservation and interview, it was 3. The maintenance dixector has beexn|
determined the facility failed ta ensure emergency . . dministrator on
lighting for exits was according to National Fire in-serviced by the admint ired exit
Protection Assosiation (NFPA) standards, The 3/26/12 relateq to the required ex
deficiency had the potential to afiect two of three lighting.
smoke compartmenits, thlrty five resldents staff, ‘
and visitors, : ' 4. As part of the facility’s ongoing
The findings ]nc:lude: quality assurance the Director of
, Maintenance will monthly check all
'(\.:)ﬂbsirvation D[I!')! 03/?7”2 at [111%? AM with th; exit hghn_ng 1o epsure bu_lbs are
aimenance Ujector, reveale 2 emergenc . : : .
illumination for Hallway A was provided by a functioning properly. Al.ldns will be
lighting fixture with a single bulb. Exits must be forwarded to QA commuttee for
provided with emergency illumination with mhore review.
than one bulb: Further observstion reveated the
exit from Hallway B d]d not have any emergency
lighting.
Interview on 03/07/12, at 1105 AM, with the
Maintenance Director revezlad he was Linaware
of the requirements for the aemergency
illumination of the exits. '
Reference: NFPA 101 (2000 Edition).
7.8.1.4* Required illumination shall be arranged
g0 that the fafiure of any single ighting unit does
not result in an illumination level of less than 0.2
fi-candle {2 lux} in any designated area.
K 082 | NFPA 101 LEFE SAFETY CODE STANDARD K052| ..
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condition and are inspected and tested
periodically.  18.7.6, 4.6.12, NFPA 13, NFPA
25,9.7.5 ‘

qualified persd
each resident’s
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K 062 | Continved From page 2 K 062f K062 3/28/12
> Required automatic sprinkier systems ar - TLis and was op the day of survey the
1 YELIBIMS afe . . N .
continuously maintained in refiable operafing policy of Ridggway to provide

ns in accordance to
written POC.

| twenty-four residents, staff, and visitors.

I must be maintained clear of obstruction to ensure

1 2-2.1.2* Unacceptahbie obstructions to spray

This STANDARD is not met as avidenced by:
Based on observation and interview, it was
determined the facility failed to ensure sprinkler
heads were cleared of obstructions according to
National Fire Protection Association (NFPA)
standards. The deficiency had the potential to -
affect one of threa smoke comparments,

The findings include;

Observation on 03/07/12, at 10:31 AM, with the
Maintenance Director revealed one sprinkier
nead located in the attic area of Haliway A was
covered with blown-in insulation. Sprinkler feads

their refiability during a firs.

Interview on 03/07/12, at 10:31 AM, with the
Maintenapice Director reveated the facility
inspects sprinkier haads on & monthly basis to
ensure sprinkler heads are not obstructed and
was not aware the sprinkler head wal obstrusted
with biown-in insulation. ’ '

Reference: NFPA 25 (1995 Editian).

patterns shall be corrected. -

cbstructed was
pitch of the rog
immediately.

| 1. The sprinkler head which was
in the attic in the
f, It was corrected

1, 2. All sprinkle
meet NFPA st

for review.

3, An in-servig¢e was condncted on
3/27/12 with all maintenance staff by

r heads are clear and
dards.

e facility’s ongoing
ce program the
irector will monthly
inkler heads to ensure |
A requirements: Audit|
will be forwar{ded to QA committee '
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K 064 | NFPA 101 LIFE SAFETY CODE STANDARD K 04 K064 3/14/12
Sg=F

| Partable fire extinguishers are provided in all

health care occupancies in accordance with
2741, 19.3.56 NFPA10 ’

It is and was on| :
policy of Ridgeway to provide
qualified persons in accordance to

the day of swvey the .

each resident’s written POC.
1, The four Fire{extinguishexs have
' - been serviced gn 3/13/12 and the
This STANDARD is not met as evidencad by: collar indicating proper maintenance -
Based on observation, interview, and record inspection is inj place. -,

review, it was determined the facility feiled to
ensure fire extinguishers were maintained
according to Nationat Fire Frofection Association
(NFPA) standards. Obseryations revealed four
faoility fire esdinguishers did not have a six-year
senvice collar indicating the required maintenance
jnspection, The deficiency had the potential fo
affect three of three smoke compartments,
fitty-two residents, staff, and visitors.

The findings include:

Observation on 03/07/12, at 11:22 AM, with the
Maintenance Director, revealed the fire
axiinguisher in the Laundry Department did not
have a six-year service coltar indicating the
required mafntenance or inspection. Fire
extinguishers must be maintainad and inspected
to ensure their refliability. Daring the survey three
additional fire extinguishers were found not to

have the raquired six-year service collar. The fire |
| extinguishers were found near the exits of

Haltways A, B, and C.

Interview on 03/07/12, at 11:22 AM, with the
Mainfenance Director, revealed he helieved all

fire extinguishers in the facility had been replaced

| 2. All fire extis
with 19.3.5.3, 1

3. A letter of ¢
the company W
protection. sery

inspection.

| Tnonitor yearly

\guishers now comply
NFPA 10.

bncern was issued to
thich provides our fire
ice concerning the fire

extinguishers lack of collar
indicating prop

er maintenance

4. As part of the facility’s ongoing
quality assurarce program the
Director of Maintenance will

for any extingnisher

that requires sgrvice.
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TAG . CROUSS-REFERE

PLAN OF CORRECTION

K 084

Continued From page 4
with hew extinguishers the previous year.

Record review on 03/07/12, af 1,19 PM, of the fire
exiinguisher inspaction report deted 10/18/11,
indicated the fire extinguishers were new in 1998
and requirsd a six-year inspaction and

“Interview on 03/07/42, at 1:18 PM, with the

' subjected fo the applicable maintenancs

| agent fire extinguighers shall only be done using

| shali be disposed of in accordance with 4-3.3.3.

K064

riaintenznce of the extingulshers located nthe
laundry, and the exits of Hallways A, B and C.

Maintenance Direcior, revealed he was unaware
the fire extinguisher repori indicated the four (4)
extinguishers nesded tha -year maintenance
and inspection. ’ e

Referenca: NFPA 10 (1898 Edition).

4-4 3* Six-Year Maintenance. Every 6 years,
stored-pressure fire extinguishers that require a
12-year hydrostatic test shall be emplied and

procedures. The remaval of agent from halon .

a listed halon closed recovery system. When the
applicable maintsnancs procedures are
performed during periodic recharging or
hydrostafic testing, the 6-year requirement shall
begin from that date,

Exceptien; Nonrechargeable fire extinguishars
shall pot be hydrostatically tested but shall be
removed from service at a maximum interval of
12 years from the date of manufacture,
Nonrechargeabie halon agent fire extinguishers

4-4 4 2™ Verification of Service (Maintenance or
Recharging). .

A

FORM CMS-2567(02-88) Pravious Verglons Obeclete Evenl ID: TZGB2{

Received Time Mar. 30 2012 12:35PM No. 6478

Facifity ID: 100427

If contlnuation sheet Page 5 of 6



MAR-31-28912 BB:45 From: To: 16863382054 Faee:18-18

PRINTED: 03/22/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES | FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . CMB NO. 0838-0391
S;SATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLERICUA, (X2) MULTIPLE CONSTRUGTION <3) gg;;i EI:EIEE\(JEY
| Al F o] U 3 |
D PLAN OF GORREGTION ISENTIFIGATION NUMBER ABULDING 01 - MAIN BUILBING b4 :
B. WING
185254 " . 03/07/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, 2P CODE
406 WYOMING ROAD #38
RIDGE RS B {»] Cl
WAY NURSING & REHABILITAT ‘ N FACILITY ' OWINGSVILLE, KY H0360
(X4) 1D SUMMARY $TATEMENT OF DEFICIENCIES D _ PROVIRER'S| FLAN OF CORRECTION ey
PREFIX . [EAGH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GRLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . BEFICIENGY)
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Each extinguisher that has undergone
maintenance that includes internal examination or
that has been recharged (sae 4-5.5) shall have a
"Verification of Service” collar located around the
neck of tha container. The eallar shall sontain a
single circular piece of unintarrupted materal
1.farming & hole of a Bize that will not permit the
collar assembly to move over the neck of the
container unless the valve is completely removed.
The collar shall not intarfere with the operation of -
the fire extinguisher. The "Verification of Sarvice"
collar shall inciude tha month and year tha
service was performed, indicated by a perforation
such as is dene by a hand punch.
Exception No. 1: Fire extinguishers undergoing
maintenance before January 1, 1999,
Exception No. 2: Cariridge/cylinder-operated fire
extinguishers do not require. a "erfication of
Service” eollar. -
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