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F871{ Coritiued Frompage1 - F 371
not have a palicy on handwashing speaific to the
distary despatiment. .

1. Observation of the tray line, during the' naan
meal on 1t/01/14, revealed Cook #5 did not test
the holding temperature of the gravy, beef paities,
chipped turkey, chicken wings, french fries or
hagh browns.

Interview, on 11/08/2011 at 11:20 AM, with Caok
#86 revealed she did not test all the food on the
steam table, She expiained she had done that
when the foods were taken from. the cooker and
did not retest them when she did the main meal
itemns,

Interview, on 11/03/11 at 11:14 AM, with the
Distary Manager revealed the facility tested
halding temperatures for the regular foods,
pureed foods and mechanically alterad foods an
the steam tabla. She stated the alternate foods
wers tested when they wera removed from the
coukers, and not after thoy were placed on the
steam table,

2. Ohservation of Dietary Aide (DA) 4 5, on
1101711 at 12:06 PM, ravesled she plugged in
the microwave with her gloved hands. Further
obsarvation revesled she proveeded to heat
some.bacon.and finished cooking & grilled
cheese sandwich. Continued observation
revealed she prepared a becon, tsituce and
tomato sandwich and sliced the sandwich in half,
Obsefrvalion revealed DA #5 touched the bread
with the gloved hand used to plug in the
mictowave. Continued observation revealed DA
#5 passed the grilled cheese sandwich and

1 bacaiy sandwioh to the cook an the eerving line.
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‘| PMand 12:21 PM, revealed Cook #6 transferred

touched the door with her gloved hand twice.

Interview, on 11/03/41 at 10:50 AM, with Cook #6

Continued From page 2

Funher obaervation revealed DA #38 took tha
skiliet, used to cook to the grilled cheese
gandwich, to the diny dish line. DA #5 was
observed to procesd to the food preparation
counter and kegin cleaning theé counter. o
Dbseervation of DA #5 revealed while cleaning the
food preparation table she received a bowl of
soup from a etafi member working in the dining
reem. Contitued obeervation revealed she
obtained blinder parta from the clean sink ares,
touched the inside of the blinder with-giuved
hands then pureed the howl of potato soup and
dalivered It to the steff in the dining room. _
Continued obsarvation revesled DA #5 did not
charige her glovas or waeh her hands untii all the
above tagk wera completad,

During interview, on 11/01/11 at 12:18 PM, with
DA #b she stated "you got rs, | didn't changes
my glove on Tuasday (11/01/11) after plugging in
the microwave", The DA explained gloves shquld
be changed and hands washed betwéan each .
task.

3. Observation, on 11/01/2011 between 12:15

food from the kitohen steam table onto a oart and
then onto the steam table in dining room,
Chservation ravealsd during the process of
translarring the f0od 1o the dining room the cook

Upon completion of tho transter of food, Cook #6
bagan serving food without changing her gloves
or washing her hands.

revealed she had touched the door when
tranaferring food to the dining reem on 11/01/11,

F 37
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{ and retumed with & {ray of salads. The DA was

this time revealed DA #5 took ooffes cups and

Continued From page 8

In further interview Cook #8 stated gloves should
be changed and hands washed anytime she left
the kitchen and went haek in.

4. Obsarvation, 11/02/11 between 6:25 AM and
6:44 AM, revealed Cook #7 took & pan of
salsage from the steamer using oven mills,
Continued obsarvation revealad the aook
ramoved the oven mitts and her hands were
gloved. infurther cbservation, Cook #7 placed -
saysage in the meat grinder and ground the
sausage. The cook |eft sausage sétling an the
food preparation table uncovered and swept the
floor by the preparation table, Obsearvation
revealed Cook #7 failed to change her gloves or
wash her hands.

Interview, en 11/03/11 at 10:69 AM, with Cook #7
revealed cooks should change gloves snd wash
hande after uging aven mitts because they "get
groddy" Inside.

5. Observation of DA #5, on 11/08/2011 from
12:02 PM until 12:17 PM, revealed she tock a
container 1o the walk-in refrigerator and returnad
to the food preparation table, Further observation
revealed DA #5 entered the walk-in refrigerator

observed to then cbtain a tray of frulf cups from
the walk-in refrigeratar withotit ¢hanging gloves or
washing her hands. Further abservations during

setving trays-1a the dining room staff énd took
olsan saucers ta the cook on the serving line. DA
#5 did not change gloves of wash her hands
during thie ohservation periad.

I Interview, on 11/03/11 &t 12:18 PM, with DA #5

F 371
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ravealed she did not teuch food during the
obeervation petiod an 11/03/11 and therafora did
not shange her gloves or wash her hanta,

Interview, on 11/03/2011 at 11:11 AM, with DA #0
révealed staff. should wash hands and change
gloves when they start work, when ¢hanging from
ong job to another, when golng in and out of the
kitchen, when going in and oul of the walk-in
refrigerator, and afler using the oven mitts.

Interview, on 11/03/2011 at 11;14 AM, with the
Dietary Manager revealed staff was to wear
gloves and wash hands when working with food,
when Ihey go outside of the kitshen and come
baok In, when they uas the ovén mitts and when
they go from difty to olean in non faod taske,

Far1
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K 000 | INITIAL COMMENTS K 000 . hoeg . Sign wae ovasrad on 11/1/03 11/7/2011
. - : . 2’;‘?#,’}‘{“" n the kitshen as of

CFR: 42 CFR 483,70 (a) , 1% at anytime the faoility
- st £ D Elon nlesins
. . pa) ]
BUILDING: 01 - : _ qagpua will.unmplege immediately,
The fasility alleges compliance
PLAN APPROVAL: 2004 Additlon 8/16/2010 . a8 of N;vemiex ‘T,QQQHW
1 SURVEY UNDER: 2000 Naw
FACILITY TYPE: BNF/NF ' kS

TYPE OF STRUCTURE: One (1) story, Type lIf
(211) Protected

SMOKE COMPARTMENTS: Fourtsen (14)

smoke compartments.

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM (Origina Installation)

FULLY SPRINKLED, SUPERVISED (DRY
SYSTEM) {Origihal Installation)

EMERGENCY POWER: Type li Digss! \
Geherator. (Original Installation) R

Alife safsty code survey was initlated and .

1 concluded on 11/01/11, The findings that follow
demonstrate noncompliance with Tille 42, Cads
of Federal Regulations, 483,70 {(a} et saq (Lite
Safety from Fire). Tha fasility was found not in
sybstantial compliance with the Reguirementa Tor
Partioipation for Medioare and Madicaid.

Deflciencies were cited with the hiphest
deficlency identifled at "D" level.
K 022 | NFPA 101 LIFE SAFETY CODE STANDARD - Ko22

) F/SUPPLIER HEPﬁE&EN‘I’M‘ IVE'® SIGNATURE

{ A AA‘ ‘ . .‘:A@‘JLJ..L“-. A , m -'-';1., .

Any deaficiency slatement ending with an asteriak (*) denotes a deficlency which the Inethution may he excused fram mrrealing providing K i determined that
other sateguards provide sutficlent prateciion lo the patients, (Ses inslruciions.) Excapt for hursing hamee, the findings stated abové are disclosable 90 daya
foltowing the data of survay whather of not a plan of correction is provided, For nuraing homes, the dbove findings end plana of corection are disclosable, 14",
days following the: ldala these desumenty are made available to the faollity, If dellolencles ate clted, an approved plan of corraction Is requisie to continued
pragtam participation.
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Acoese-to oxits Is marked by approved, readily

visible signs in all cases where the exit or way to

reach exit ig not readily apparént to the
occupants.  7.10.1.4

This STANDARD is not mat as evidenced by:
Baeed on ohservation and intetview, It was
determinad the facility failed to maintain exits
acgording to NFPA standards. The dsficisncy had
the potential to affect ong (1) of fourtean (1 4? :
smoke compariments, and all Kitchen personnel,

The findings Include:

Obsarvation, on 11/01/11 at 10:20 AM, with the
Maintenanoe Director ravealed the kitchen door,
used a8 exit access, was not identified with an
exit sign.

Interview, on 11/01/11 at 10:20 AM, with the
Maintenence Assistant revealed he was unaware
of the door not being marked according to NFPA
standards and acknowledged the potential for
hazatd in the gvent of an smergancy.

Refererice: NFPA 101 7.10.1.4* Exit Adess,
Access to exite shall be marked by epproved,

readily visible signs in all cages whare the exit or
way to reach the exit is not readily apparent to the
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Nov, 23. 2011 5:03PM Cedar Ridge

DEPARTMENT OF HEALTH AND MUMAN SERVICES

CENTERS FO DICARE & MEDICAID SERVICES

‘| STATEMENT OF DEFICIENCIES
AND PLAN OF-GORRMEGTION

No.3989 P, 21

PRINTED: 11/6/2011
FORM APPROVED

(A1) PROVIDER/GUPPLIBRIGLIA
IDENTIFICATION NUMBER:

- 185145

* | (%2 MULTIPLE CONSTRUCTION
A BULLDING . p2 - GEDAR RIDGE HEALTH C.

B. WING

[XB) DATE SURVEY
« GOMPLETED

11/01/2011

OME NO, 0038-0301

NAME OF PROVIDER OR SUPPLIER
CEDAR RIDGE HEALTH CAMPUS

STREET ADDRESS, CITY, STATE, ZIP CODE
1217 UB HIGHWAY 62E .

CYNTHIANA, KY 41031

o) 1D
PREFIX
TAG

BUMMARY STATEMENT OF DEFIQIENCIES
(FACGH DEFICIENCY MUBT BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)
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KQ22

‘Confinued From page 2

| EXIT : :

eccupants. Bign placement shall be such that no
point in an exit acoess sortider is in excess of 100
ft (30 m) from the nearest externally illuminated
sign and is not in excess of the marked rating for
internafly iluminated slgns.

Exception: Signs in exit access corrldors In |
existing bulldings shall not be retiuired to mest
the placement distance requirements.

NFPA 101 7,10.8.1" No Exit.

Any door, passage, or stairway that I8 neithér an
exit nor & way of exit acoese and that Is logated or
arranged go that it is likely to be mistaken for an
axit ehall be identilied by a sign that reads as
follows:; ’
NO

Such slgn shall have the word NO in letters 2 in,
(56 om) high with a stroke width of 3/8 in. S'l om)
and the word EXIT in letters 1 in. {2.5 cm) high,
with the word EXIT helow the word NO.
Exception: This requirament shall not apply to
approve existing signa.

K022
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