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_CENTERS FOR MEDICARE & MEDICAID SERVICES DMB NO. 0938-0391
STATEMENT GF DEFICIENCIES {1} PROVIDERIBUPPLIER/ICLIA {2 MULTIPLE CONSTRUCTION £X3) DATE SURVEY
AND PLAN OF CORRECTION SPENTIFICATION HUMBER: A BULDING COMPLEYED
f85254 B WG 372072014
WAME OF PROVIDER OR SUPPLIER GIREET ADDRESE, GITY. STATE, 2P ODE :
405 WYDNING ROAD
RIDGEWAY NURSING & REHABWLITATION FACILITY OWINGSVILLE, KY 40360
Py SUMMARY STATEMENT OF DEFICIENCIES T FROVIDERE: PLANOF CORRECTICH P
FREFIX (  {FACHDEFICENCY MUST BE PRECEDED EY FULL ! OPRERC | {EACH CORRECTIVEACTIONSHOULO BE | COMPLEEGN
TG ¢ REGULATORY CRLSC IDENTIRYING INFORMATION] , TAG CRDEY REFERENCEBTO IHEAPFROPRISTE .  DNE
; ] i DEFICIENCY] ER
] H [ ot § ::
F 000" INITIAL COMMENTS * Fopol i
i ARecertification Survey was inftiated on i F323 '
D3/18/14 and concluded on 83/20f14 with :
{ deficlenies cited af tha highest Scope and : '} Ttis and was on the day of survey the policy |
; Severity of an “E”. ; ? of Ridgeway Nursing and Rehabilitation to |
: ¢ i : a
F 323 48325(0) PREE OF AGODENT L pa, e esldonts ol romnine
=E { HACARDS/BUPERVISIONIDEVICES : . ‘ )
§8-£1 HAZA : ; as fres of accident hazards as ia possible,
; ;. Tho surveyor questioned the Administrator

Hhe facilly must ensure that the resident

§ epvironment remains as free of accident harards ¢ " concerning the clean utility room on unit 2,

; ﬂﬁ 18 possible; and each ?Sidfiﬂi mﬁﬂ:;f‘f's i ! 1t was explained that the room was open
_ Hr. m?:ﬂﬁgg‘g@bﬁ and assistance devices fo ; i when there was someone present in the
? . . § Lurse’s station to ensure no resident entersd
i ; ; this area. Inthe case of any emergency the
. i door iz locked. On 03-20-14 at 8:20am it
o ‘ . o ! ¢ should be noted that it was reporied thata |
i gz;f_fﬁ REQUIREMENT is not met as evidenced ; ! hings spring failed on the clean utility room !
! Based on obseryatiap, imenview, review of fhe E dm)ri on Unit 1. Th]s was imuediately
j facllily's poficies and review of the Material Ssfery ; ; Tepaired by the maintenance supervisor,
Pata Sheats (MSDS), it was delerrined the P , )
 facllity failed to enstre the residents” enviranmert : ¢+ L. No residant were affeoted by the clean
j mme;ig;gd as free of accident hezards as was ; ;  uillity room door being unlocked.
| opecrvations veslods cloan iy oset dooy | P 2. All residonts are routinely monitared
servalions revealed a clean itilily closet door : i
Funloeked on Uit 2 with chemicals and oxygen | : &@Wia,uy thas;;ha are identified as !
; cannisters stored within; and a clean lility closet wandering residents. |
" door o Uinit 1 unlogked and ajar with chemicals 3. An inservice wag conducted witt
. . i : H . with all
i and oxygien eanmisters alse stored i it i employees by the Divector of Nirsing on
" The findings inclade: ? 32814 specifioally addressing the need 1o
; i mamtam an accident freg environment fir
f Review of the facility's policy tifled, “Siorage the residents, The two clean utility rooms
} Areas, Mainlenance” dated 08/01/18, ravesiad : are being kept locked and alf staff has heen
" - E ! .
, materiale including chemicals that could pose a Instructed fo ensure the dooy Iatches before

H h‘ ] re b H i «
: safely hiazard te vilnerable residents were 1o be i walking away from the arex,

Toltoing dhe dat of svrvey whiether or ol a plan of vomsclion s provided, For sursing homes, 1 show findings and plans of camecton ars disclaabio 14
days fllowing the tate these documents ara made avallable 1o fia facility, ¥ deficiencies are gited, an approved plan of coifection is requisite o zontimed

program paﬂftﬁpﬂﬂm,
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__CENTERS rOR MEDICARE & MEDICAID SFRVICES _ OMB NO. 09380394
SYATEMENT OF BEPICIENCIES (%1} PROVIBER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (03 DATE SURVEY
AND FLAN OF CORRECTION WENTIFICATION NUMBER: A BULDING GOMPLETED
185264 B Wme I s3rezo14
MAME DF PROVIDER OR BUPPLIER STREET AUDRESS, CITY, S1ATE, 210 CODE
. . 408 WYOMING ROAD
RIDGEWAY NURSING & REHABILITATION FACILIRY OWINGSVILLE, KY 40360
pap SUMMARRY STATEMENT OF BEFICIENCIES T o PROVIDERCS PLAN OF CORRECTION e
PREFIX §  (EACH DEFICIENCY MUST SE PRECEDED BY FUL, i OPREFIX {EACH CORRECTIVE ACTION SHOULD BE | comPLEVIoN
TAG REGULATORY ORLEC IDENTIFANG INFORMATION) . TAG ! CROBS-REFERENCEDY() THE APPROPRIATE DA
{ 5 BEFIGIENGY)
: ' 4, Ag ility® ; .
F 323i Continued From page 1 ¢ Faxy Asmua}z;: ;fothe afzm:éiy glau‘gomg Qnath |
{ monifored and/or stored safely. Further review ; will daily for &, tho Director of Nursing
; Tevealed storage areas were to be maintajned in pert one month audit for any
A safa manner. ! chemicals which are not properly stored and
H then monthly the safety committee will audis
; Observation, durlng inikial tour of the facility on for chemicals whioh are not properly stored ‘
“Unit 2, on 03/18/14 at 5:28 AM and 5:26 AM, These audits will be fncorporateq ; he
{ revealed a clean ity storage closet door , facility’s Quality Ass P inthe ;
. infocked and the contents accessible jo : 1y Assurance meetings
* tesidents. Observation of the storage closet are | monthly. In addition, the safety commifiee
i tevealed: two (2) containers of bleach wipes; : (monthiy) will conduct environmenta! audits
; forly-seven (47) containers of hand sanftizer; : to ensure the facility is free of aceigen: ;
*twelve (12) containers of mouth wask; eight (8) ¢ bazerds 15 possible, This practice will b *
; botlles of hydrogen peroxide: six (6) boxes of one | orgoing © Wit be
. hundred (100) count per box Povidone-lodine : - a
! {fantimicrobial) Prep Pads; twenty-one {21 i }
) Oxygen gyfinders; eleven {11) containers of Lt : i .
. Secure antiperspirant; en (10) packs of fen {(10) ; 0d0g.14 :
tdisposable razors, ons {1) box of one lmndred | . i
i {100} count disposable razors and sixteon (16} i ;
" loosa disposatile razors, % g ;
i : : !
_ Observation on 09/20/14 at 8:20 AM, revesied a : i :
t elean oiflity closet door on Unilt { was ajar and ; ;
; easly accessible 1o residents. Observafion of the [ ! f
“daor revedled despite having a push buttor ) i .
; locking mechenisim, the door would not : X !
automaticaly elose al the way upon exitunless it ; ? g
twas physically pulled closed. Observation of the i :
 elean wtilily room area revealed: fourieen {14) i : ¢
oxygen cylinders; a contalner of Dispatoh Hospital © : ;
i Cleaner Dislofectant Towels with Bleach; thirteen | g f
: {13) botlles of ydrogen peroxide; seven {Noans : . :
of Freshscent Aerosel Shave Cream: fwenlydwo - ! g
§ (22) containers of Desmatech Hand Sanftizer with i :
. Aloe; three (3) boxes each conlalning nivety (80) ’
* tablets of Freeh Mint Denture Cleanser; fourtaon | i ;
i (14) containers of DermaRite Antiperspirant : ; '
. Spray; one (1) container of DermaSama Anti-itch :
* Lolion; six (8) ten {109 packs of disposatle ;
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STATEMENT DF DEFIGIENGIES ]
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85254 BwiNg : QA362014
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40
BEWAY NURSING & REHABHATATION FAGILITY OWINGBVILLE, KY 46380

xHIn | BUMMARY STATEMENT OF DEFICIENCIES . FROMIDERS PLAN OF CORREGTIN -
PRSI | {EACH DEFICIENCY MUST B RRECEED BY FUL i PREFIX {EACHCORRECTVEACTION SHOULDBE | CoMPAERON
H .
;

&k

H

TAG L ATORY OR LEC IDENTHFYING INFORMATIONY TaL: | 0 O THE ARPROPIIATE
‘E BEFCEAENCY) H
i H

H
L } i
F 323, Confinued From page 2 I S 7 i
_razors, two {2) open packs confaining a total of i : i
{ nine {8) disposable razors; 2nd fan boses of : i
| vrootlen cuticle sticke. ? ;
]

1 Review of the faciiity's MSDS for Dispaich : I ;
"Hosplial Cleaner Disinfectant Towels with Blaach g i
jrevealed the product coud cause eve initation if : :
; golien; inthe eyes, which coudd reguire medical

: attention if the condition persisfed more than fve : §
j Minutes. Furiher review revealad the product :
" could casse gastrointesting irdtation.

i .
. Review of the faciliy's MSDS for Hydrogen
! Peroxide revealed if expesed fo aves they were to}
i be dnsed and a Physician called. Further teview
revealed if ingeeted vomiting should be induced |
s followed hy a oali to a Physician. " i
: : : %

! Raview of the faciliy's MSDS for Freshspant {
. Aerosol Shave Cream revealed the produet coudd
' cauge eye irdtation, and eyer were o be fushed |
; With water for af least fiteen {18) minutes, with a i
" Physician contacted if initation persisted bevond .
i filftean (15) minutes. Further roview revealed jf |
“ingested the preduct could canee nauses,

{ vomfiing, and diarthes, medical attention would

5f!:n”rz roquired,
: Review of ho facllfy's MSDS for Denmetoch | P

 Hand Banitizer with Aloe revealed the product | ;
i could cause eye ritation if it came in conlact with |
“eyes. Furller review revealed # could cnuse |
| iausea or upset stomach ifingester, and a

_ Physician or polson control center should be

i called,

i Rewiew of the faciliy's MSDS for Fresh Min

i Denture Cleanser revealed the product soutd
. Sause gye lnitation ¥ il came in contact wilh syes, : : ;
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CENTERS FOR MEDICARE & MEDCAID SERVICES
{41) PROVIDEASUPPLERICLA

BOATEMERY OF DERCIENCIES
ANDPLAN OF DOSRECTION DENTIFICATION BUMBER:

185254

B2 MULHPLE CONSTRUCTION
A BUILONG

| B -

(XS DAYE Sineny
TOMPLETED

03/26/2644

MANVE OF PROVIDER O BUPPLIER
RIDGEWAY NURSING & REHARILITATION EACILITY

SYREET ADIRESS, CIYY, STATE, 28 CODE
A5 WYOMING ROAD

OWINGSVILLE, KY 40360

i SUMMARY STATEMENT 0F {IEFICIENCIES
FREFD | (BACH DEFICIENCY MUST BE PRECEDED (v FLiL
TAG HEGULATORY DR BT DENTIFYING INFORMATICN)
i

BEFICIENCYS

PROVIDERS PLAN OF CORRECTION i P
{EACH CORRECTIVE ACTION SHOLULA BE D ORI
CROBLREFERENCED TO THEAPPROPRUTE  ;  DATE

H

i
F 323, Continued From page 3
requsiring fushing with water and & call io 2

t revenled if ingested water and milk were to bp
j INgested fo diute the product, and 4 poISGN
“£ontrol cenler was 1o be contactad,

4

; Review of the facity’s MSDS for DermaRite
Antiparspisant Spray revealsd syes were o be

i aftenfion senght §f contact made with Byes.
Furihey review revealed if ingested medical
Laltention was required, -

' Review of the Safety Data Sheet (9D for

minutss. Fiother review revealed if ingested

- @ Physician called.
one {1) resident, Unsampled Resident #A
g Linit 2,

; #5 on 08720714 of 10:58

; other residents’ rooms or repms with clesed

 Physician If irritation remaied, Forther review

| DermaSans Anti-toh Lotion revesled fhe progict :
j coid e an eye ilant if contact was made, and -
. eyes should be Gushed with water for fifteen {15) !

§ large amvounts of water ware to be consumed and ;

§ Iterview wilh Cortified Nursing Assistant (CNA)
AM, reveated Unsampled |

| Resident #A wandered in fie hathvays an Unit 1,

{ antd he had not wiinessed himrther wandsting in

 doors. CMAHS revealed Residont #B, although
 hefshe resided on Unii 2, accasionally wandered
p ento Unit 1, but agaln had nof been oheanted in
by fo gt info areas with cosed doors. CAN £5 ;
 tevealed he Bad never ohsarved the olean ufillty !
1room {o be open. Hp stated he always pulied the |

A T

i
i
F
f

{ washed immediately with farge amounts of water |
i for 2 minimen of ffeen {18} mimstos aod medicat’

H
!
i
1
X
&

]

'
z

!

{
i Review of the facility's list of resident's s risk for
; wanidering revealed ttwes (3 tofa) residents, with

[l
I

fresiding on Unit 1 and Unsamplad Residont B on ;

et agpmat
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BLMMARY STATEMENT OF CEROIENCIER
{EACH DEFRAENCY MUST BE PRECEDED BY R
REGULAYORY ORLBC IDENTIFYNG EQEMATION)

P
PREFK |
TAG

PROVIDERS FLAN OF CORRECTION
(EACH CORREATIVE ACTION 8HO4LD FE
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: {453}
1 CORFLEDIDN
H FATE

F 323 Continued From page 4

; toor closed behind him. The CNA stated Hhere

were "(hings” stored in the clean ulility closet

{ wihich he wouldn'f want sesidenis "o getinle”, He

5 indicated these “fings” would be polentizily

* hermil to residents.

i
, Interview with Licensed Practical Nurse LN 7
" on 03/20/14 2 1:58 PM, revealed ihe clean utility
i slorage glosel to Lt 2 wae generally lefi open if
, Bomeone was presend af the nuree'e stalion to
" monitor the door. LPN#7 staled i case of an

_gumiiy sforage dosel. Further interview revealed
{the chemicals and sharps stored i clean ity

5 storage pleset could be a hazard o some of the
Facilitys residents.

ntesview with Registered Nurse R4 on
10320114 at 12:40 PM, revealed she was unaware
] of any Instance i which wandsring residents had
“ wandared intp other rooms. RN# siated,

1 however the clean witlity shyage closels

, Sontained fers that cauld polentially be hamafil
tHor residents. She stated that was why thesa

; Breas were 1o ba kent seciyed.

i Inferviow with the Administrater on 03720014 at

( 12:47 PM, revegled the cloan ulllily siorage

t closets were kept secured 5o no residents could
; Juet wander in and pofentially be ost and the

* facility unable fo Jocate them. The Adninisiasar
i stated “as a general rile”, he woidd rot want

- products, such e, bleach wipes or fazors to be
i with confused resikdenis, She indicated,

; however she did not feel the deor fa the daan

! wlllily storage: dosels not being secured posad a
$ 1isK to rosidents boyond risks they faced ona

- day-do-day basis. She siated iy the cane of Unit
} & clean ulity storags closet door if frad heer

i
T
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H
i
H
1
H
+
H
H
H
H
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!

emergency staff would Jock the door fo the clean :
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEBICAID SERVICES OMB NO_ 00330351
STATEMENT DF DEFICIENCHES {X1y PROVIDERISUPPLIER/CLIA [X2) MULTIPLE CONSTRUCTION DAY DATE SURVEY
AND PLAN OF CORREGYION IDENTIFICATION NUMBER: A BULONG COMPLETED
185254 BN 03120/2014
NAME OF PROVIDER OR BUFPLIER STREET ADDRESS, CIY, STATE, ZPCODE
A 406 WYOMING ROAR
RIBGEWAY '
EWAY NURSING & REHASILITATION FACILITY OWINGSVILLE, KY 40260
payn | SUMMARY STATERMENT OF DEFICIENCIRS R PROVIDER'S FLAN OF CORRECTION . P
PREFIX 1 {EACH DERICIENCY RMUST BE PRECEDRFD BY FULL I prery | (EACH CORRECTIVE ACTION SHOULL BE I coMeLETon
The REGULATORY OR LSC IDENTIFYING INFORRMATION; i OTAR [ CROSS-REFERENCED YO THE APPROPRIATE  ©  DAE
i H DEFICIENCY) !
i ! : g
F 323" Copfinued From page & i Fozai
t"flure of a piece of equipmrent and she would i i ;
i "Bsaume” staff had “thought” the door was secure ; : i
as thoy (staff) knew they were fo "check doors™. i : ;
F 5941 483,75()(1) RES i F514; poy ‘
58=0¢ RECORDS-COMPLETEIACCHURATE/ACCERSIE :
H - i .
; L . Itis and was ou the day of survey the policy
The faciity must mainlin efinical records on sach £ of Ridgoway Nursing and Rehabilitation to
! residdent in accordance with accepled profassional’ { mainten clinicel records on each resident in |
.} standards and practices that are complete; ' i accordance with accepted professional :
i'_ acourately documented, readily accessible; and - standards and practices. Long Term Care |
: systaxnamm organized, ! Facilities are exempt from the requirements !
 The alinioal rocord must contsin suficient § i ofzeporting all death to the KODA program,
information to identlfy the resident: a record of the i i This was confinmed with the KODA
resident's assessmants; the plan of care and : j Coordinator during the survey. Hername
! services provided; the resulls of any i ! and phone number was provided to the
; gﬁaﬁgﬁggg :g;:;nlng conducted by the Sixte; | 5 surveyor, The question related fo whether
, i | blood and body fuids precautions were
d : i advised was not answered however, as a
i § {  nedical professional; it is a standard of
: ) . i ¢ practice that Al blood and bady fluids are
__: g;is REQUIREMENT is not piet as evidenced f g treated with precautions. The facility did
_! Based on record review, inferview and review of f ; document in the reﬁideni’s nurse’s notes that
; the facility's policy, it was determined the faciity ! i  the fineral home picked up the body and
 faiied fo mamial each resident's medical record | I that the facility released the remains,
{In agcordance with accepiod professional i
 standards and practices 1o snsure the medicsl ] i L. Resident#18 died on 01-18-14,
' record wag acourate, complete snd organized for ; i :
i one {1) of nineleen (19} sampled fesidents ! ; i
- {Resident #18). i é {
£ : H
i : ¢ 1
, Review of Resident #18' closed madical record | 1 d
i revealed the resident had been pronouncsd i ;
; deceased by @ Hospice Nurse. Reviewofthe : i
Provisional Report of Death form revealed  hag | i t
i !
Evant jD: 5024 Facliy iy, 100427 i conbinuation shest Page 6 of 12
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BULDING

0312012014

185254 8. WING

STREET AODRESS, CITY, STATE, ZIP CODE
406 WYOMING ROAD
RIDGEWAY NURSING & REHABILITATION FACILITY OWINGSVILLE, KY 40360

(X SUMMARY STATEMENT OF DEFICIENCIES i s PROVIDER'S PLAN OF CORRECTION : {Xsy
: (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION 3HOULD BE ;. COMPLETION
i CROSS-REFERENCED TO THE APPROPRIATE DATE

PREFIX
TAG j  REGULATORY ORLSC IDENTIFYING INFORMATION] P,
! ; { DEFICIENCY)

NAME OF PROVIDER QR SUPPLIER

T

F 514 Continued From page 6 i
! not been completely filled out to indicate: the )
 location of death, whether the Kentucky Organ |
" Donor Affiliates (KODA) had been notified: and ne; .
i documentation to indicate who the facility :
. released the resident's remains 1o, : '

F514.

i

! The findings include: E

" Review of the facility's, "Hospice Agreement”

{ undated revealed under the "Compitation of :

; Records” section fhe Hospice was fo prepare and *

~maintain complete and detaited medical records ;

f concerning each Hosplee patient receiving . )

: Hospice Services under the Agreement in !
accordance as required by applicable federal and | i

* state faw and regulations and applicable : )

; Medlicare and Medicaid program guidelines. '

! Review of the facilily's pelicy titled, “Documenting i
. Death of a Resident", revised 08/01/13, revealed | '
' the person removing the deceased resident’s i
i body from the facility was to sign the release for
. the body, and the release was 10 be filed in the

" resident's medical record. Further review

{ revealed all records were to be completed and :
“forwarded to the facility's Medical Records ; : :
| department for disposition. : :

!

" Review of Resident #18's medical record ; : :

! revealed the resident had admitted to Hospice !

. after being diagnosed with a terminal finess, :

“Continued review revealed Rasident #18 was . i

7 pronounced deceased on 01/08/14 and the

. remains had been released fo the Funeral Home

" personnel, Review of the Provisionat Report of

i Death form, located in Resident #18's medlcal

. record, however revealed all areas of the form |

: had not been completed, such as, the location of

L_ 1 the resident's death and the area indicating who
Event ID: IHC214 Faciity ID; 100427
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CENTERS FOR MEBICARE & MEDICAID SERVICES OMB NO, 88380391
STATEMENT OF DERCIENCIES X1 PROVIDERASUPPUER/CLA {G) MULTIPLE CONSTRUCTION {43} DATE SLRVEY
AND PLANDF CORRECTION IDENTIFICATION NUMSER: A BUILBING COMPLETED
185254 B W _ . 03/20/2014
NAME OF PROVIDER DR SUPPLIER STREET ADORESS, CIFY, STATE, ZP CODE
: A06 WYOMING RDAD
RIDGEWAY NURSING & REHABILITATION EACHITY OWINGSVILLE, §Y 40360
D . EUMMARY STATEMENT OF DEFICIENCIES iom FROVIDER'S PLAN OF £ORRECTION .o
PREFIX 1 (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX EACH CORRECIVEACTION SHOLLO BE 1 COMPLETION
e REGULATORY OR LS50 IDENFICYING INFGRMATION] i e | CROSSPEFERENCEDTO T};E APPROPEIATE | OMIE
! ; : DEFICIENCY t

Fs4 : Confinued Fram page 7 F 51 45 2. All records of residents who fiied in. the
: had granted ralease of the resident’s remains 1o P past ,ﬂjme months have been Tﬂ\’iﬂ\‘field by
? the Funeral Home personnel, Cenfinied review ;. medical records to eniure the provisional
i of the form revealed the KODAarsa had not been death certificate has been completed
; completed and the question regarding whather properdy, Medival records of all residents
- biped and body Ak precautions were advised have been audited by Medical Records staff
to ensure the climical record is maintained in

i had not been answered.
accordance with accepted professional ;

! Interview with Medical Records Staff #1 and . ; ‘ . !
; Medical Hecords 8taff 42 op 03/20/114 at 1:58 . standards snd practice thit is complete. Py

. PM, revesaled the Provisional Report of Death

R T TP

.

e

FIEfne  fimewws 1mranl

 form's sections A, Band G were incomplete, ; i 3. Anin-servico was conducted by the
; Medical Records Staff #1 ataled the Charge : . Ditector of Nursing and A trator with -
Numa present when Rasident ¥18 was § § dminis
: licensed staft on 03-28-14 concerning the

I pronounced deceased, should have indicating the :

; facility's name for focation of the of the death in need to maintain complete, accurate medical

f Section Aand in Section B for granting release of ! records. The Provisional Death Certificate
the body to the Fuperal Home personnel. ) i was specifically re
% According to Medical Records Staff #1 facilty : g{vﬂ?’; o eg’m:?:;i znd flfructmﬁs
! staff shouid have had the Funeral Home : H 1o bo
parsornel complete Section C when they were | E completed,
! ready to tramsport the deceased resident’s i H )
j remains. Modical Hevords Staff #1 stated the i _ ‘ |
nurses had the spporfunily to engare the : . 4. Aspart of the facility’s ungoing Quality
! document was comploted before the t{;uner:al g ! Assorance Program the Director of Nursing J
Home persomnel arived o trensport the : : 11 et i
F residants body. Medisal Reoords Staff £2 statod | e e Sl e ]
ishe agreed the Provisional Report of Death form | j  [oeidentWho dios In the faciity o ensure it
 was incompleie and indicated, therefore Resident . is complete specifically the Provisional |
5#18‘5 madical record was incompleie. i 1 Death Certificate. The clinical record of {
5 N . Ny 2 1 residents of the facility will be audited for
Inlerviaw with Registe urse on : : completeness quarterly by the Director of
03]2%4 at 2:55 PM, reveaied the Provisional i i Nursing. This audit will be conducted

Ra rt of Death forin was incorplele and showid * ; : L !
ﬁaf: been completed, She stated the Sections A § i duting the resident’s care plan meeting. J

; and B should have been completed, RN#2 also | . This practice will be on-going. The resulis
> staled Section C was irzﬁbﬂ;g?ﬁfa bm&g} fhe © ofthese audits will bs reviewed and action
: Funeral Hore personn not signed the ¢ Jan developed by the Administrator.

| document when they picked up the deceased L ped by dminjstra

i resident’s body from the facillty. She stated it i

Event L HEZH Facilly i 160427

i confinuatipn shee! Pags 8 of 12
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_CENTERS FOR MEDICARE & MEDICAID SERVICES '
STATEMENY OF DEFIGIENCIES {3} PROVIDERSUPPUIETUICLIA {X2) MULTIPLE CONSTRUIGTION {9 DATE SHRVEY
AND PLAN OF DORRECTION IBENTIFICATION HUMAER: A BUILDING " COMPETED

155254 E. Wi D320/2014
NABIE OF PROVIDER OR ELIFPLIER : SYREET ADDRESS, CITY, STATE, 79 GODE .
408 WYOMING ROAD
RINGEWAY NURSING & REHABILITATION FACILITY OWINGSVILEE, KY 40350
s | SLMMARY STATEMENT OF DEFICIENCIES ioom F PROVIDER'S PLAN [F CORRECTION .y
PREFE, . {EACH DEFICIENGY MUST BE PRECEDID BY FULL , PREX {EACH CORRECTIVEACTION SHOWLDEE | coupyion
TA¢ | REGULATORY DR LSC IDENTIFYING INFORMATIDH L YR cmsmﬁpmsmgg 0 T%E,APPRDPRMH , DwE
P . R . DEFICIENG H
i j ; -.f
F &1 4é Continued From page & . F5145 04-09-14 §
- was fhe responsibllity of the facility's nirses to~ © P |
Vensurs the form was entirely complated before  { 1 :
{ submission i Medical Records, i
! Interview with the faciily's Administator on i i !
j BH20/14 at 3:40 PM, revaealed jf was her ; : ;
expeciation for the Provisional Report of Death . ;
Horm to be entirely completed before it was filed in : :
; A resident’s medical record. The Administrator i 3 g
" Indicater § was the responsibility of the facilify to - :
f ensure the docurent was completad and the i ! :
1 medical record complete. She further stated the ' {
 Facility was ultimately responsible for the Hospiee | : :
tNurse’s fallure to accurately somplete e : i :
1 Provisfonal Report of Death forn before was {
. submitfed fo medioal records. ; T .
F 5201 483, 75(0){1% QAA : F 8200 F520 )
58=E | COMMITTEE-MEMBERS/MEET i j
. QUARTERLYIPLANS i s Itis and was on the day of survey the policy |
H ; . OfRidgeway Nursing angd Rehabifitation to
* Afacifty must malnfain & quality asssssment and ; ; Maintain an active Quality Asswrance
 assurance commities vonsisting of the director of * '+ Program. The facility’s Quatity Assurance
- nesrsing services; 3 physician designated by the  ; i Conymittes meots monthly and the Facility’g }
Haciily, and at least 3 ofier members of fhe i , Medical Director attends these meetings,
; facllity's stoff, : ' The facility implemented a plan of
i The qualily assessment and assurance E cmefﬂ“ﬂ related to the pl‘ﬁviﬂusly‘cited
. commillee meels at least quarterly o ety | | deficiency and continued those audits for the |
! iseues with respect to which duality assessment ’ ;  Specified time with periodic audits after the
; And assurance activitles are necessary: and - time frame expired. The deficiency cited on
" develops and implements appropriafe plans of | thisg ;
j action 0 norrect ientified quality deficncios, ot Y vas related to fuilure of 2 door |
i i spring which was immediately correctad. !
{AState or the Secretary may viot reguire + The brevious citation related to the resident
 disclosura of the reconds of suich commikiee : nothaviug an adaptive piece of equipment
. except insofar as such disclosure is related 1o he | 10 ninintain safuty,
t compliance of stch commities with the i /
Evenl :iHC2 Factley 0 100427 # continuafion sheet Page 8 of 42
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STATEMENT 0F PEFICIENCIES £33 PROVIDER/S PPLIECLIA (O MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF LORRECTION DENTIFICATION NUMBER: - COMPLETED
185254 BwiNg Q32012014
NAME DF PROVIDER OR S1IFPLIER GTREET ABRRESS, CITY, STATE, 7IP CODE
_ ‘ 406 WYOMING RDAD
RIDGEWAY NURSING & REHARILITATION FACILITY OWINGSVILLE, Ky 46360
I SUEMMARY STATEMENT OF DEFICIENCIES i b FROVIDER'S PLAN OF CORRECTION P g
pﬂfnfgpﬁ ; {EACH DEFICIENDY MUST 8E PRECENED 6Y FUpL ; PREFIY | EEACH CORRECTIVE ACTION SHOULE BE ; COMPLETION
TAG | RECULATORY ORLSCIDENTEYING INFORMATICIN) P ! CROSSREFERENCED émz) &E APPROPRISTE | PAiE
: : DEFIC :

4
E
F 520 f Continued From peoe 0 §
| requivements of this saction. i
: "
 Good falth attemipts by the commitien fo identify |
1 and correct guality deficiencies will not be used %y
* & hasts Tor sanchons, :
i f
:
i This REQUIREMENT is not met as evidenced i
“by: :
! Based on observation, interview, record reviow i
; @nd review of the faclity's policy, it was )
* defermined the facllily failed to mainiain a Quality |
{ Assesament and Assurance {(A) Frogram that i
: developed and implemented appropriate plans of
faction lo correct quality deficlencies. This was i
; evidenced by a repeated deficiency refated to the ;
HMacllity's faflure to ensure the residente’ {
i environment remained as #68 8F 3e5dent
" hazards as was possibler :
L £
I3

j :
. The findings include: ;

Review of the facliity's Plan of Corcertion {FFO0)
' with & compliance dale of 06/01713, revealed siaff |
# were educated op proper storage of chemicals
and biclegicals. Continued review of the POC
i revesled Department Supervisars wers fo
“wonduct safety audits monthly specifically looking
i for acciden} kazarde. Those audits were fo have
: been conducted for fhree (3) mogihsandifne
* Issues ware noted fhe audits would be condyeted }
; o1 @ randpm hasis and were o be incorporated ;
{into the facility's QA Program Committse. 5

i !
. Dbservations during the current survey revesled i
i insecured clean utilly storage dosels which
j contained chemicals and sharps, such as, razors |
: and cuficta sficks, Observation of the Ling 2 i

S

:
E
i
:

£ 520 1. Mo residents were affacted.

2. All residents are monitored routinely
. @specially those identified as wandering
| residents,
; 3. Aninservice wag corducted with g1
1 employeos by the Direcior of Nursing on
i 03 -23~14_spesiﬁcaﬂy addressing the need to
maintain an accident freq environment for
the residents, The two clean wtility rooms
; ¢ botng kept focked and all staf? hag been
i mstructed to engure the door latches before
walking awsy from the sreq,

‘ 4.‘ Daily sudits wipy be condneted by the

; Dire‘cf'or of Nursimg, Monday—Frid&y, and

3» administrative staff person on weekend call, |

i Saturday apd Sunday, to engyre all

; chsmrcalb &re properly stored. These daily

’ audits will continye for ome menth and thefr

: resulte will b Teported to the Quality

; Assuranca Committes, If there are pp
further problems with chemijca] storage

Zoted these andits wij] be moved 1o »

monthly bagis, I addition, e safety

committes (monthly) wip conduot

: “uvironments] andiss t, ensure the facility is

P free of sccident hazardg 49 possible. Thig

TN iy e

I practice will be 0u-going,

| 040814

i "

FORR CHMS-2867(62-58) Pravioos Yessions Obsclsts Event : 81031
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185254 | WiNG

MAME OF PROVIBER GR SUPPLIER STREET AGDRESS, CITY, STATE, 7IP CORE
A% WYOMING ROAL

RIDGEWAY NURSMNG & REVABILITATION FACILITY OWINGSVILLE, KY 40360

eI i SUMMARY SYATEMENT OF DEFICIENGIER i i PROVIDERS PLAN OF CORRECTION i ol
{EACH DEFICISCY MUST BE BHECEDED BY Fi #REFx ¢ {EACH CONRRECTIVE ACTION EHDELD #E DOMALETION
CROSB-REFERFHDEN YO THE APFROFRIATE ¢ DA%

FHEFE
TG | FEGULATORY ORLSCIDENTIFVING INFORIATION; i AR o
i i i CEFICIENCY}

i : :

F 520 Continued From page 10 i F 52

§ clean utility storage clozef rovealed it io be )
unlocked and observation of the Unit 1 dean

! ullity storage clogef reveald the door did io be

; 8jar and not cloze unless pulled clpsed by sitaff, i :

1 : \ i

., Interview with the Housekeeping Supervisor an

1 0820113 at 2-00 P, revealed she and her sialf .

. Foutinely monftored resident care areas for ifems i :

{ which might be hazardous and needed © be i ;

secured. The Housskeeping Suparvisor stated if : )

| she or her staff were ip discover a door opan, : i £

such 35, the clean wlillly siarage closet door ihey ; ) .
gwmﬂd sectre ¥ immediately for resident safely as i

there were oxygen lanks and razors i the ' :

j Poseds. According fo the Housekeeping ’

! Supervisar, she and her slalf audited resident )

. Care areas as part of the POC for fise 05/01/13 : )

| through 06/03/13 Statement of Deficiencies : i

[ T R
-~

_(80D). She Indicatad, however fhe facllity had no; ;
| documented evidanpe of the apdits perfarmead by ¢ i :
herself and ber staff, : i i

‘-g Intendew with the Adminstrator prs 63120413 at .
i 2:35 PM, revealsd she thought she current Slryey .
: observalions were a “lotally different sifuation” - ;
; Than last year's survey flndings a5 a family E ) .
¢ member had brought in Hydrogen Peroxide for a | ! :
- resident and stalf had been unaware of it during . .
i lagt yoar's survey. She indicated she saw the : : :
* unsecured clean utiity storage closet sn Uni 4 ag | ) .
j & "failure of a pisce of equipmen”, notas theugh | :
" stoff had ieft potentially harmiul fems accessible :

i 10 sesidents. However, the Adminictrator stated ;

' ag @ “general rufe” the faclily wolild not want i
; preducts, stich as, bieach wipes and razers o be |
i arceseible to a confused resident. Further
. interview revealed the unlocked dooron Unit2 |
{ was monftered by siaif 2t the nursing stalion er it ) -
 would have been locked as sfolf new thoy were | : i

L L — Eveat 1D HC21

Faciliy 10: 40427 i confiution sheet Page 13 of 12
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BEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
RE FOR MEDICARE & MEDICAID SERVICES OMB NO._ 19380301
STATEMENT OF DEFICIENCIER {17} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION %39 DATE SURVEY
AND FLAN OF CORRECTION IBENTFICATION NUMBER: A, BULLDING 51 - BLAIN BUILDING 03 COMPLETED
135254 B WG 03/1912014
MAME OF PROVIDER O SUPFLIER STREET ADDRESS, CITY. STATE, ZIP CODE
406 WYOMING ROAD
RIDGEWAY NURSING & REHABILITATION FACILITY
OWINGSVILLE, KY 40360
HHID SUMMARRY STATEMENT OF DEFICIENCIES g f PROVIDER'S PLAN OF CORRECTION )
PREFIX , {EACH DEFICIENCY MUST BE PRECEDED SY FULL i PREFDC {EACH CORRECTIVE ACTION SHOULD BE I COMPLETION
TAG ' REGULATORY ORLSC IDENTIFYING INFORMATION] ;  PRG | CROSSREFERENCENTOTHEAPPROPRIATE |,  bAW
; i DEFICIENCY) :
: - j E " H
K 080 ¢ INITIAL COMMENTS ~ Koo' Ridgeway Nursing and Robabifitation |
! . does nat believe nor does the facility admit | -
' CFR: 42 CFR 483.70(a) 2 that any deficiencies exist.
s Bullding: ¢ ] ! Ridgeway Nursing and Rehabdfitation
) . i ! reserves all rights to contest the survey
; Survey under: NFPA 101 {2000 Edion} g = findings through informal disputes ;
 Plan approvat: 1978 ; . vesolution, logal appeal proceedings or any
§ ; 5 rdministrative or legal proceeding. This
i Facility type: SNEINF . ! plan of correction does not constitute an
. ¢ admission regarding any facts or
; Type of siructure: Type Il unprofected ! . 5 ;H;ﬂmm ces sﬁnﬁ ding any allege ﬁ ‘
i Smoke Compartments: Three : ¥ deficiencies to which it responds; nor is it
; P : ! meant to establish any standard caro,
s Fire Alarm: Fire alarm instafled in 1978 ! contract, obligation or position, Ridgeway
' Smoke detactors in corridors ; ! Nursing and Rehabilitation reserves all }
'f Heal detactors in kitchen/altic : ! rights to reiso all possible contentions and j
: defonses In any type of civil or eominal :

i
; Sprinkler Systenr: Complele sprinkier system i )
i {dry} installed 1078 ; ;
' Genetator: Natural gas jnstalied 2005 ! i
j Astandard | fe Safety Coda Sirvey was i i
conducted on; 0310114, Ridgeway Nursing and : '
! Rehabilitation Facility (Existing corstruction} was {
Hound fo be in compliance with the requirements | ;
¢ for participalion in Medicare and Medicaid. The i i
; census un the day of the survey was ninety-one i
; {91). The facility is licensed for ninely-nine (99) |
beds,

T LI T

i
' :
g M

H
i

clgita, actlon or procesding, Nothing
contaimed in this plan of correction should
be considered a3 a waiver of any potentially
applicable peer review, quality sssrance of
s¢lf eritival examination privileges which
Ridgeway Nursing and Rehabilitation does |
bt waive, and reserve the right to asgert in I
any edministrative, civil, or ariming) glamm, |
action, or proceeding. Ridgaway Nursing {
and Rehabilitation offers its responses, |

e e et

¢redible allegations of compliance and plan
of correction as pat of its ongoing effort fo
provide ¢uality care to resident,

i

T —— e e 1 et
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FRINTED: 04/02/2014
FORM APPROVED
OMB NO. 0938-0391

ENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENES {K1} PEOVIDERYSUPFLIERICE A
AND FPLAN OF CORRECTION IBENTIFICATION NHMEER:

B Wikl

X2 MULTIPLE CONSTRUCTION
A BUILDING 02 - NEW EDITION

{3} DATE SURVEY
COMPLETED

03119/2014

185254

NAME OF PROMIDER DR SURPLIER
RIDGEWAY NURSING & REHABILITATION FACHATY

BIREET ADDRESS. CHY, STATE, 2P CODE

406 WYOMING ROAD
OWINGSVILLE, KY 40360

n
PREEX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST AF PRECERED By FULL
REGULATORY OR LSL IDENFIFYING INFDRMATION;

o
FReFD
tas

PROVIDER'S PLAN DF CORNECTION i gém
{EACH CORRECYVE ACTION SHOULD B COMPLETION

CROBSREFERENCED TD THEAPPROFRITE | DOE
DEFICIENTY) :

K 000; INITIAL COMMENTS

1 CFR: 42 CFR 483.70(a)

; Buffding: 02

. Plan Appreval; /082042 :
* Busvey under: NFPA 104 {2000 edifion) :
¥ Facility type: SNF/INF .
5 Type of slyusture: Type IKEY) ;
; Smoke Compariment: Ona (1)

. Fire Alarm: Completa fire alarm (Mow)
* Sprinkior Systen: Complete sprinkler system
i (New) i
§ Ganerator: Type fl (New) )

| Astandand Lfe Safaty Code survey was
" conducted on 0319114, Ridgeway Moreing and
i Rehabllitation Fachify (New Construction Wingd
i was found not o be in
; requirements for participation in Madicare and
Medicaid, The census on the day of the survey |
Lwas ninely-one (81). The favility is Jicersed for
I pinety-nine {90) beds,
; The highest Scops and Severily ideniified was at
L&D levei,
. K038 NFPA 101 LIFE SAFETY CODE STANDARD
85-07
i Exit access is amenged so that exlts are readify
j accessible at all tines In accordance with section

LY.

R

i :
H

i
H

 This STANDARD Js not met s evidensed by:
| Basad on observation and nterview, it was

i datermined the facility fajled to ensre doors :
; equipped with defayed egross hardware had ;
; Signage of the proper height, according o !

KAO00:;

e

compiianee with the § ;

;K038

f 1t is and was on the day of survey the policy
Ko3s:

N

(74 1821 : ;

RN o e,

i

of Ridgeway Nursing and Rehabilitation to
clearly identify all exits as roquired by
NFFA 101. The facility added 39 beds to
the facility in 2013 and received approval by
all state apencies before eccupancy.

1. The exit doors will be identified with 1
moh Jetters and non-exits are identified with
27 lettering far the word NO o accordance
with NEPA, [
2. All exity are clearly marked aind nop- f “
exits are identifiod iy accordance with |

NFPA standards. E ]
) DATE

E' National Fire Protsction Association {NFPA)
ORATORY DIRECTORS OR 77

i
Sgﬁizﬁia&@mmms SIGNATURE

i in istodA

0 Y//-1f

Any deBtiency staemeht ending with ap asterisk (*) denotes & deficlenty which the insftst

other safeguards provide sufficient profection te the patienls. (Baa instructians } Excepf lor

Toflensing the date of strvey whelher or nota plar of comection is provided, For owElng homes,
e facillty, ¥ deficiendes arp cited, 2n spproved plan of cormotion ¥ reiufsits 4o comdfrued

days followig fe date ihese documents am mads avgifable to
program patiefpation,

Bt B L N

R CMB-S67(02-88) Previous Versian: {thsolste

e (ORI

Even(IiHC221

e — Ay e

Facillpy 10 1omasy

G ay be exeused from comeciing providing i is defanyined Saf
Fusing howies, e findings stated abovs g dlsciosabie 50 days
e above findings and Plans of correction Are digrinsabls 14

.if cantinuation sheat Pags 1 of 8
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CENTERS FOR MEDICARE & MEDICAID SERVICES OME NG, 00380301
STATEMENT {F DEFICIENCIES 1) PROVIDERISUPPLIERIGLIA {X2) MULTIPLE GOMSTRUICTION {023 DVAYE SURVEY
ARD PLAN OF GORRECTION DENTIFICATION SUMBER: A SULDING 172~ NESY EDITION COMPLETED
| 125254 B WiNG 03/19/2014
NAME OF PROVIDER DR SUPFLIER BIREET ADDRESS, CITY, BYATE, 2IF CODE
, 405 WYOMING ROAD
1 .3
RIDGEWAY NIFRSING & REHABILITATION FACILITY OWINGSVILLE, KY 40360
Ko BUMMARY STATEMENT OF DEFIGIENGIES ool PROVIDER'S PLAN O CORRECTION o)
PREFPC  (EACH DEFICIENCY MUSY BE PRECEBED BY FiLL . PREFM {EACH CORRECTNVE AGTION SHOULD BE: COMPLETION
TG i REGULATORY DRLSC IDENTIFYING INFORMATION) ToTAE CR NCED Y0 THEAPPROPRIATE | pais
: ! DEFICIENCY) ;
4 ’ : i
K 000 INITIAL COMMENTS ' Koo
i CFR: 42 CFR 483.70(a) ;
: Building: 02 : : :
. Plan Approval; 0310612642 ) ; :
" Burvey under: NFPA 104 (2000 ediion) ; : d
? Facillly type; SNF/NF g *
1 Type of sinucture: Type (1113 _ ;
» Smoke Compariment: One {1) t : .
. Fire Alarm: Complete fire alarin (New) : ; .
Sprinkisr System: Complate sprinkior syslem :
+ [New) ; s
t Ganerglor: Type I (New) ;
’ A standard Life Safety Code survey was E : :
 conducted on 03/16/14. Ridgeway Mursing and | .
i Rehabiiitation Fachity {New Consiruction Wing} §
i was found nof te be in compliance with the ; .
; Fequirements for partichation In Medicare and ¢ :
Medicaid. The census on the day of the survey !
twas ninety-one (81). The facllity is frensed for
 ninefy-nine (589 beds. ! 1 K038
; The highest Scope and Severity identified was at i ,
, @D level, . Itis and was on the day of survey the policy
. Koas { NFPA101 LIFE SAFETY CODE STANDARD K838, ofRidpeway Nursing and Rehahilitation to
88=1 : -identify all exity as required by
} Exit access is aranged so that exits are readify ﬁgg ;g?n ,ifyhﬁ facility addc%i 39 beds to
j Aceassible at all tines In accordance with seofion | i a0 ‘ b
7.4. 1824 i . the facility in 2013 and received approval by
? : . all state agencies before acoupancy.
i 3 s
i ; I 1, The exit doors will be identified with 1
g This STANDARD y - b ; i inch Ietiers and non-exits are identified with
“hHs Is not met as evidenced w: i i 2 feftering for the d'NG in accordance |
! Basad o observation and inferview, fwas . | D i e
t determined the facility failed fo ensure oo : . ’ i
; equipped M;h delayed egress hardwere had ; 2. All exits are clearly marked atd non- [
; ignage of the proper helght. accerding o : exits are identified i st
e RO &d 11 accordance with
\ National Fire Protection Association {NFFA) ; NEPA standards,
¥Yrre DATE

LABORATORY DIRECTORS CR FROVIDERIZUPFLIER REFREBENTATIVES BIGMTURE

Anydoficioncy statement ending wih

' up guletisk {*) denotos a deficiency which the nsthifion may be gxcused from sosracting providing # i= determined Fot

ihe findinge stted above any disclosahia 57 days

OtTer safequants provide sufficient profection fo B palienils. (Sea Instructions.) Except for mureing bomes,
ritfings and plans of sormrection are dicelosabie 14

Tollowing the date of survey wheter or nota plan of comection s provided, For musing homes, the above §
daye following the data thase documents are mads avalleble to the facllty. IF defidendies arp ciled, pis approves plar of eomoetion iz requislie fo continney

program panielpaliog,
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CENTERS FOR MEDICARE & MEDICAID SERVICES ORE NO. 0938-0391
KTATEMENT OF DEFICIENCIES {X$) PROVIDER/SLPPLERICLIA (%2} MULTIPLE CONSTRUGTION X3} DATE SURVEY
ARD PLAN OF GORRECTION IDENTIFICATION MAMBER: A BUILDING 62 - NEW EDTFION COMPLETET
185254 B WG e $3119/12014
NAME OF PROVIDER (R SUPPLIER STHEET ADDRESE, CITY, S1ATE, 2P [20DE
. 406 WYOMING ROAD
RIGGEWAY NURSING & REHABILITATION FACILITY | owinasviLLE, Ky 40360
xomo SUMMERY BTATEMENT OF DEFICIENGIES mo PROVIDER'S PLAN OF CORRECTION i opry
PREFIX | (EACH OFFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIEACTION SHOWMOBE | LOMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMAYICN) T CROBE-AEFERENCED 10 THE AFPROFPIIATE |
§ i DEFICIENGY) ;
K038, Continued From page 1 Kosgy A" mservice will conducted by the
: ) ; ;. sdninistrator on 04-04-14 wigy all
. standgrds. The deficlency had the potentialio  : | Mains )
affect one (1) of five (5) smioke compariments, | ; ouance Staffto review NFPA
! thirty six (36) residents, staff, and visltors. t Standards on signage requirements,
“The findings include: - 4 As part of the faciliy's ongoing Quality |,
; i Assurance Program the Maintenance i
; Dbsa*:rvaﬁqn oy 0318/14 at 303 PM, revealed the Supervisor will check gl exits doars
exterior exit door equipped with delayed : quarterly fo ensure the NEPA o .
YTocal I0e Layndry Hall Aréa had stanage et A standard is
less than one (1) inch in haloht . Additional i {
' observation revesled the same was found for the !
{ exterior exits from the 100 Mall, 200 Hall, and 300 ; : 04-23-14 :
Hall. The observations Ware Sonfrmed with the : :
TWaintenance Director. Doors having delayed ‘ l
 egress hardare must have signage meeting . % s
, height and brush stroke width requirements, i : ;
H R H i
{ Inferview, on 03/19/4 at 10:40 AM, with the : I i
. Regional Maintenance Director revealed the . ;
*facility had refied upon the constretion sontractor ; .! §
i 1o ensure the new construction area met the f
" National Fire Protection Association Codes. t 5 :
; i ; :
; The findings were confirmed wiih the ; i
 Admiinigirator during the exit confersnce an ) :
| 08/10/14, ; : .
' Reference: NFPA101 (2000 Edition), ; :
§ ! i ;
. 7.21.6.4 Dalayed-Fgress Locks. Approved, E
fisted, delayed egress locks shall be permitied 1o |
{ be installed on doors serving low and ordinary i
; hazard contents in bolidings protectad throughout § : :
by an approved, supervised automatic fire . ;
 defection systemn in accordance with Section 9.8, | ! ;
; OF 8n approved, supervised automatic sprinkder 5 :
! system in accordance with Section 9.7, and 5
{where permiitied i Chaplers 12 through 42, : ;
FacTily i0: 100437 # roninustion sheet Page 2 of A
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NAME OF PROVIDER CR SUPFLIER STREET AGDRESS, CITY, BTATE. 29 CODE :
408 WYOMING ROAD
GEWAY
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oD BUMMARY STATEMENT CGF DEFICIENCIES . D i PROVIDER'S PLANOF CORRECTION o
PREFIX ' (BACH DEFICIENCY MUST SE PRECEDED BY FU1. i PREFX {EACH CORRECTIVEACTION SHOULDBE . SOMPLETGN
TAG ;  REGULATORY-GRLSC IDENYIFYING INFORMATION) ; TA& ' CROSGREFERENCED YO THEAPFROPRIATE ©|  O%E
’ : DEFICIENCY)
: : i §
K 038 Continued From page 2 i K038 1
! !

* provided that the following criteria are met,

i {8) The doors shal) ufock upon actuation of an
¢ Bpproved, supetvised attomatic sprinkler aystem :
. In accordance with Section 8.7 or upon the i
- aciuation of any heat detecior or activation of nof ;
i more than we smoke defectors of an approved,
; Bupstvised automatic fire detection system in

. aceordance with Section 9.6.

* (b} The deors shall unlock 1spon lozs of power :
1 eontrolling the lock or locking mechanism. .

% {c} Anireeversible process shaft release the lock
‘ Within 15 seconds upon application of a foree to
j the release device required iy 7.2.1,5.4 thaf shalt
; net be required 1o exceed 15 I6f {67 N} nor be
required to be continuously applied for more than
¢ 3 sevonds. The initiation of the release process |
s shalt aclivate an audible signal in the vicinity of
; the-doar. Onee the door lock has been relessed :
1 by the ppplication of foroe 1o Hhe releasing devics, |
s relocking shall ba by manual means only, §
. Exeeplion: Where approved by the authorfy ;
* having junisdiction, 2 defay not exceeding 30
i seconds shall be permitied,

f {d) "On the door adjacent to the release davics,
* there shall be a readily visible, durable sign in

i letters not less than 1 in. (2.6 cm) high and not
, less than 1/8 0. {0.3 cm} in stroke width on g

' confrasting background that reads as folfows:

i PUSH UNTIL ALARM 30UNDS

; BOOR CAN BE OPENED IN 15 SECONDS ;

§7.40.8.1* No Exif. Any door, passage, or stalrway |
¢ that s neither an exlt nor a way of exti access -
; and that is focated or aranged so tha it is fikely ;
“to be mistaken for an exit shall be identified bya |
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NAME OF PROVIDER OR 8UCSLIER BTREET ADDREAR. £ITY, BTATE, ZIP CODE
‘ 408 WYOMING ROAD
RIDGEWAY NURSING & REHABILITATION FACILITY OWINGSV) KY 40360
KD . SUMBARY 2YATEMENT OF DEFKYENCIES ; PROVIDER'S £LAN OF CORRECTION 15
PREFR | (EACH DEFICIENGY MUST BE FRECEDED By F1ILL : {EACH CORRECTIVE ACTION SHOULD BE . COMPUETON
; CROBS-REFERENCED TO THE APPROFRIATE. | DWIE

TAG i REGULATORY OR.LAC IDENTIFYING HFORMATION;

;

PEFIIEMEY) :

5

K038 ; Continued From page 3
; sign that reads as follows:
0

FEXIT
, Such sign ehall have the word NO in letters 2 n.
*{5 ©m) high with a stroke widtf of 78 - cm
{and the word EXIT in lelters 1 in, {2.5 cm) high,
. with the word EXIT bielow the word NO.
K 056 : NFPA 101 LIFE SAFETY CODE STANDARD
861}
. Thera Is an automatic sprinkler system, installed
{in acoordance with NFPA 43, Standard for the
; Installation of Sprinkfer Systems, with approved

! compleie coverage of alf porfions of the facility.
; The system is maintained in aceprdance with
* NFPA 26, Standard for the inspection, Testing,

_Systems. There Js a reliable, adequate water
! supply for the system. The sysiep i equippad
; with waterflow and tampar switches which are
 connecled to the fire alarm systern,  18.3.5.

* This STANDARD is not met as evideneed by:

i Based on observations and interviews, it was
_defermined the facility failed o enusure sprinkler
' coverage wae not obstructed acconding o

; National Fire Pratection Asgogiakion {NFPA)

* standards. The deficiency had the potential fo

s affect one (1) of five (5) smoke comparimenis

i and Malplenance stalf working in the basement.

| The findings include:

~ components, devices, and equipment, 1o provide

§ and Maintenance of Water-Based Fire Profection

i
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It is and was on the day of survey the polficy
of Ridgeway Nursing and Rehabilitation to

| matntain an sutomatic sprinkler system in

! accordance with NFPA 13. This area was

i newly constructed and certified in 2013,

3 1. The lights will be moved on or before 4-
! 24-14 to allow sprinkler coverage m the
basement,

2, All sprinklers have been assessed to
.. “nsure there are no other obstructions to the
! sprinkler coverage,

3. A inserviee was conducted on 04-04-14

- by the Administrator with fie Maintensnee

¢ Supervisor discussing the NFPA 13 |
Standard. ff
4. As part of the facility’s ongoing Quality \
Assurance Program, quarterly the sprinkier

' heads will be-assessed to ensure they are no

i obstructions.

i

WS oy,

: 04-14-14

i

I
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640 SUMMARY STATSMENT OF DEFICIENGCITS 2
PREFIN } (FACH DERCIENCY MUST BE PRECEDED BY FLLL f
AR i RECINATORY ORLEC IDENTIFYING INFORMATION;

OWINGSVILLE, KY 40360

i : PROVIDERS PLANOF CORRECTION
TEACH CORRECTE ACTION SHOULD BE
RENCED YO THE APPROPRIATE

{
TAE | CROSSREEE
$ DEFICIENCYS
4
H

1453
§ EombLonont
;DA
i

L]
K56 : Contintsed From page 4 :

i H
» Observations on 03/19/2014 at 255 P'M, with the |
E‘Mamtmance Girector present, revealed four {4)
- sets of fiuorescent lights which obstructed four {43
1 sprinkler fieads locafed in the bagement area.
; The fighis were located between five {5) and elght |
&) inches from the sprindler heads, The Sprinkder
* heads did not project bejow the flusrescent fights.
i Obsiructions fo spriokier heads can prevent the :
; Sprinkder heads from aclivating dutingafire. The |
 findinge were confiimed with the Meinterance ;
! Dlrector. ;
§
Infexview, on 03/19/2014 at 255 BM, with the i
. Maintenance Direclor revesled the fuorescent
i Hights were iastalled with the new construction |
s and the faciity bad refied on the eloctrical !
_contraciors and the sprinider mstalation :
“ gontractors fo ensure the sprinkler heads and
s fluorescent fights foflawed the NFPA standards,

The findings were acknowiedged with the
s Adminigtrator during the exit conference.

v

g

:

" Reference; MFPA 13 (1800 &) i
i 5-5.5.2.2 Sprinklers shall be posiionad n :
; dccordance with H
, He minimum distances and special exoopfions of i
f Bertions 5-6

j frpuigh 531 6o that they are lecated sufficently ¢
, Aay from g
* ebstruclions such as friss webs and chords, :
1 pipes, columng, :
; ard Tidtures. i
 Table 5-6.5.1.2 Posifioning of Sprinklers to Avoid ;
! Ghsirectiona te Dischamge {88UBEM

;
]

| Maxtmum Aflowable Distance ;

i
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KOS58 Continusd From page 5

* Sidde of Obstruction (A)

1 Obstruction {in.) {B
Less than 1 1

4

f 11 {ojess than I Réin.

j242

13102

2fi e Ioss than 2 16 in.
i B2

26 in. fo loss than 3§
i7ii2
Afttoless than 316 in,
me
AfSindolessthan4 ft
i2

4fttolessthan 4 ft 6 in,
114
ARG I to Jess than 5 &/
P1942
. b ftand greater
118

i

H

%f

 Distanes from Sprinkders to
: Deflactor above Bottom of

188 folees thap 27

{ For Sl units, 1 in. = 254 oy { 8203048 m, i
. Note: For {A) and (B), refer to Figure 58512,
i

of i
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i KOSS}
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4
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