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¢ A Recertification and Abbrevizted Survey
| investigating KYG0022302 was inftiated on
C10/714 and concluded on 10/08/14.
FRYO0022302 was unsubstantiated with no
| deficiencies cited. Deficiencies were oited during
 the Recertification Survey at the highest Scope
and Severity of an "E",

F27¢, 4B3.20{d), 483 20(k){1} DEVELOP

25=0,; COMPREHENSIVE CARE PLANS

" Afaciity must use the results of the assessmant
1 to deveiop, review and revise the resident's
, cemprehensive plan of cars.

- The facility must develop a comprehensive care
; plan for each resident that includes measurabie
ohjectives and timetables to meet a resident's

- medical, nursing, and mental and peychosacal
+ needs that are identified in the comprehensive

. assessment,

| The care plan must describe the services that are |
o be fumished to sttain or maintain the resident's |
" highest practicabie physical, mental, and

- peychosocial well-being as required under :
§483.28; and any services that would otherwise |
be required under §483 25 but are not provided

| due fo the resident's exercise of rights under
1848310, including the right to refuse treatment

., under §483.10(b){4).

This REQUIREMENT is not met s evidenced

" by

| Based on interview and record review, twas |
i determined the facility failsd to epsure o
- Comprehensive Care Pian was developed for ane :

1 - : !
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{11 of fourtaen (14 sampled residents. Regident |
47 was pms"mbad Zoioft 25 miliigrams (mg) daily

for a documented diagnosie of Deprassion

i howaver, the Comprahensive Care Plan
developed for the resident did net inciyde

imerventions relsted to the residents s Lapression.

| The fingings inciude:

- No policy on Gomprehensive Care Plans was
provided by the facility.

interview, on 10/09/14 &t 6:34 PM with the

i Director of Nursing {DON), revesled care plans
were supposad tv be indwvidualized o meet
resident needs. She stated the purpose of the
care plan was to allow staff to know the residen’'s

| needs,

5 | Review of the medical ranord for Resident £7
ravealzo the resident was admitted hy the facility
an 08713712 with dizgnosss which includad
Anamia, Mear: Faiiure, Non-Alzheimer's
Dementis, Depression and Chronis Kidnay
Digeaze, Review of the Annual Minimum Dats
Set {MLS) Assessment, dated Mf"‘fmé reveaing
the faciity sssessed Mesident #7's Denrasaion '
| Beore to be 06, whick indicsted '“'"srlf* gepression.
Further review of the MDS revealed the rosident
| wae assessed a3 being an an Antidepressant
- medication,

Review of the Phyvsician's orders reveaied the
tesidant had an Hroer, dated 0307414, for Zoloft
2% miligrams once daily

j Review of Resident #7's Comprehensive Care
i - Plan revesiad the facility failed to develnp a care
" plen for depression. Resisert #7 wes care
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F 279 Coniinued Erom page 2
- planned for impaired Cognitive Runction which

|
| rec
!
|
! : placed i@;mhe* & risk fczr altered

| | masds/benaviors, and & related intervention to

moniter cyolic changes in mentation/sakavior,
howsvear, the residents Depression was hot
! addressed.

Pon 10/05/14 2 4:00 PM,
had & diagnosis of Depression and was on an
| entdepressant medication. Ths LPN further

Depression, with written goals and related
s intarvantions,

!nterview with MDS Coordinator #4, on 10/089/1

' eoerdinate care of the resident bassd on

| @ssessac needs and diagnosss, and was
supposed © ba Individualiz

a more individualized care plan that inchiged

: Cﬁepress:or The MD
affer raceiving tr&zlr"mg on care plans, she was

: developing plens that were how more
individualized,

. Continued mterview with the DON, an 1009

of Deprassion which should have bee

mddressed in the care plan. She gtaled in the
1 Dast, the fasility atternpted to comblne & ot of
‘problers araas, which resulied in 2 jass
‘individualized care plan.

related o Resident #7's Depression ware
. heeded,

!

stated the resident should be care piannad for the

L 8USES PM, revealed the care plan was utilized to
: ad for each resident.
The MRS Coordinator stated Resident #7 needed |

fapecifis interventions relsted to the diagnosis of
5 Coardinator ﬁ.@r‘m siated |

DR ar

§6:34 PM, revealed Resident #7 wad 2 di agnosis

The DON stated £ wasg
impartant staff knew what specific interventinns

Interview with Licensed Practical Nurse (LPN) #1,
revegied Rasident #7
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F 322 Continued From page 3
F 323 483.25(h) FREE OF ACCIDENT
se=E | HALARDS/SUFPERVISION/DEVICES

o
L2 L
A B
QJ K:}

| The facility must ensure that the resident _
s enviranment remaing as free of accidert hazards :

a3 Is possible; and each resident recelves :
| adaquate supervision and assistance devicas fo :
. prevent accidants.

i
i , 4 H
. This REQUIREMENT s nof met as evidenced | | é
by : : | {
; Based on cbaervation and Interviews, it was \ | |
determined the feciity falled to ensure reskients | ?
Hinrooms 218, 214, 211, 205, 20”: and 320, and i =
! general showsr rooma 202, 112 and 319 were : }
f free of accident hazards. The doorways to each | !
f | of thage rooms were observed to have jagged, . ; : ‘
‘ “sharp adges, with & potentia far harm 1o the : ' i
resident upon entrance or exit from those arsas. 5 F

- |

P The findings insiuge

; Obsarvation of the genaral showsr room 207
‘ coootway, on 100714 at 12045 PM, revealed
 JBgged, sharp arsas on the outer areas of the
- door within the docrway entrance, ‘ ,f !

|

' Furtivar obsarvations on 1009014, of resident
brooms 21¢ st 2:57 PM, room 214 &t 3:.02 Py

5 room 217 at 3:04 PM, room 206 at 2:08 PI, room |
(201 at 210 PM, Qanera' shower room 112 @+ 31472
F’M room 320 at 3117 PM, and geners! showar :
room 318 al 3:18 PM, siso revaaled jagged sharp
araa*: o the outer araas of the door within the

ds‘.}Gl‘Wuﬁs}

f
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DERICIERD Yy

11

223, Continued From pags £

- doorway.

jagyed edgss,

azfaly harards,
483.35(i) FOOD PROCURE,

4
—

o T
(J;) [
i
113}

3  The faclity must -

Cinterview with the Direster of Nursing (DON), on
10/07M4 at 12 48 PM, revealed the condition of
| the doorways was the resoonsibility of the

i maintenancs deparbsent She steted B work
order shauid be completed (o request repair of
the doors. She further steted the jagged sharp
araas of the doors had the potantial to cause a

" skin tgar to & rasident in passing through the

; Interview with the Mainiznance Supervisor, on
10/09774 &t 2.38 PN, reveried the facility had no
system in plase to monitor doors for sharg,

| Imterview with the Administrator, on 10/08114 &t
7:G0 PM, revesled the faciity monitors the
¢ residants’ rooms for safety concerns and hazards .
Cthrough Gualty Assurancs {O4) rounds, and
recards the information on 2 rounde shﬂef twice a .
. day. She sigied the jagged doorway surfazes at |
ardrances 1o resident rooms ard gensral shower
ronms ware a safety issue and could cause an
injury. She further siated it was her expecigtion
far staff to submit work reguests for dantified

STORE/PREFARE/SERVE - BANITARY

! fr ; Procure food from sources aporoved o

P autharities: ang

r*Dﬂmdﬂﬂ&\d satisiactony by Federal, 8tate ar loos!

(2} Store, prepars, distribute and setve food

| under sanitary conditions

%323 oy Ptz el sorsT f""f’

|
!
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7371 Continued From page &

|
i

|

1

[

! | This REQUIREMENT i5 not met gs evidenced
‘ Ly : ‘ | | :
E ; Basad oh observation and interview, it was ‘ : . ‘
determingd the facility falled to store and prepare | . i :
’ food under sanitary condifions. inctuding four (4} ? i

i » dented cans in stock for use, Wwo (2) prepared ' ‘ { ‘
! . milk shakes in the kitchen refrigarator which wers |

‘ not labeled or dated, and ne thermometers found E

i one (1) refrigerator, one (1) freezer, or the milk
cowler lccated in the basement of the faciity. : l
. ; : }
|

| T . . '
The findings include: | :
I

| Observation during the inttial Kitchen tour, on

100744 21220 PM, revesled two (2) preparad ) ;
mik shakes were stored in the refrigerator . “ |

- without a fabel o date. Observation of the dry

, food storage ares in the basement revealed four
{4) dentad cans stacked i the for use ares, notin

i | the marked dented can arez, Further obsarvation

i ; Of the basemant storage ares reveaied one 1)

E refrigerator, one (1) chest freezer and the milk

; cooler had ne thermomeisrs to monitor the i . ;

| ' | |

Hlemperatures,

| Interview with the Distary Mansger (DM, on -

- 10/08/14 a1 8:25 AM, reveaied al! food items were | f : |
' o be labeled and dated beforg baing placed in ' “
l the refrigerator, She statad the distary aide |
! reported she was in & hurry and forgal She : ‘ [
] Clurther stated the process relsted to the ' j
[ - thermometers was for staff to notify her arytime & : I

- thermometer was missing 5o it could be repiacsd. | !
|  Continued interview revealed refrigeraior, freazer ; :
[ and milk conler temperatures were o be checked : : : ‘

; 8nd recorded each shift. Subsequent interview ; :
Fwith the DM, on 10/08/14 at 10:10 AM, revesled 5 ; |
Facitity I {00146 #f cortinuation shee Page & of 12
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Continued From page 6
" the faclity had no policy regarding dented cang.

F a7

fnterview with the Administrator, on 10/09/14 &t
7:25 PM, revealed it was her e’zxpebfat;on for stalf

{10 foliow the facility's process fo maintain

‘ thermometers in the refrigarators, freezers and

i milk cooter, and to date and labe! all food and |

drinks prior to plazing tham in the refrigerator

She stated stalf should assure alf dented cans

were placad in the denled can arsa, and never in

. siock for uss.

483 B5 INFECTION CONTROL, P
SPREAD, LINENS

REVENT

The faeility must establish and maintain an
- infection Contro! Program designed 1o provide &
safe. sanifary and comforiable environment and
1o help prevent the davelopment
of dissase and infection,

Infection Control Program
facliity must establ sh an Infection Control
caram unger whick it -

(&)
The

‘ F’

%' it facility:
2 D cides what proceduyres, such as isoiation
should be applied to an individua! resident; and
{3 Maintaing & record of moidents and corrective
. aotions related to infactions.

(b} Preventing Spread of Infaction

1) When the Infection Control Program
setermines that a resideni needs isolation o

- prevent the spread of infaction, the facility mus?
istlaie the resident,

12} The facility must prohibit emplovess with 2

“communicabile disaase or infected skin lesions
from direct contact with residants or thair foor,

and transmission.

i*. ﬁﬁtigat%. controls, and pravents infections

0 -.{5‘%/5;{“’

/éji,{g“mf-d/'

i et dttaekiead.

t
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| F441 Gontinued Fram page 7
dir=et contact will transmit the dissase,

{3 The faciiity must require steff to wash thair :
nands #fer each direct resident contaat for whick

| hand wasning is indicated by sccapted

; professional practics,

i {cj Linens
Fersonne! must hendig, store, process and

ransport linens 50 a8 to prevent the spread of

infection.

: This REQUIREMENT is nof mat a3 evidencad
| : by :

Based on obsenvation, mterview and review of f s
the facifly's policy, i was determined the facillyy

failed to ensure its infection Sontrol palicy and

procedures wers followed o heip pravent the

- apread of infection for four (4 of fourtaen {(14)

; sampled residents (Rasidents #3, #7 #9 and

#1235 Observations during penneal care and

; BKin assessmeant revesied staff did not change

" gloves and/or wash thedr hanos per the faciiity's

Ry,

The findings inslude: : ;

Review of the facility's policy fitled
"Handwashing”, dated 05/23/06, revesisd

handwashing was regarded 28 the single most

impm“ém rmgans of preventing the spread of

infaction. Further review revealed all personnel i

. should foliow the established handwashing 3 ‘
' procedurs fo prevent the sprea'* of infections and |

. disease o olher personna visitors and residents

| Additional review reveaied staff ware to wWash &

: their hancs #fter contact with blood, body fuids,

" exeretions, secretions, or iems pcstemzézﬁy : ‘ :
faciiity 1D 100186 i zontinustion shest Page 8 of 12
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F 441 Continued From page §
contaminated with these fiuids, and after
i removing gloves,

= 441 slee etz ohel.,

Review of the facility's in-service resord reiated to .'

CInfection Contral, dated 08/28/14 . revealad
. handwashing was to be perfarmed before and
" after gloving any time resident care was provided.

1. Medical record review ravesled Resident £3
Pwas re-admitted to the faclity on 08/08/14, with

, diagnoses which inciuded Non-Insulin Dependent :

Diabetes, Hypertension, End Stage Rena!

; Disease, Dementia, and Epllepsy. Continued
revisw of the medical record reveaied Resident
#3 was currentiv in isolation for Inose stools while

, awalting the resyliz of & pending iab spasimen.

1 Obgarvation during & skin assessment. on
10/08/14 at 3:20 P, ravealed Ragisterad Nurse
C(RRY #7 moved from e difty ares to a clean arss
. of the body, without changlng her gloves or
“washing her hands.

interview with RN #1, on 10/08/14 at 4:30 PM,
revealed handwashing sholld be done when vou
enter a ragident's room, when you oo from & dirty
farea o & clean area on the body, and afsr
; curnpleting care for the resigent.  Agditinns!
Cinlerview revealsd she should have changed her
- gloves and her washed hahds after touching the
resident's perineal area and before proceeding to
: 2 vlean areg, in order to preven? the spread of
any infection.

o Review of the medical record reveaied
Residen! #2 was admitied by the facliify on

07730113 with diagnoses whinh included Diabetes |

P and Schiznphrenia,

S

|

|
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FORM APRROVED
DMB NO, 0838-0391

f {78y DATE BURVEY

1RSE

BYATEMENT OF DEREIBNGIES A1l FROVIDER/SHRBLIERCLIA |0 MULTIRLE SONSTRUSTION LI, fs
IAHB PLAN OF CORRECYION IDENTIFICATION NUMBER: ( A BUILDING GOMBPLETED g
5 | !
| | N P
! ; 185388 ; BOWING [ 0e/201d
| NAME OF PROVIDER DR SUPPLIER ! STREET ADDRERS, CITY. 8TATE, ZIF CDOE f
- TH LA | 235 WEBSTER AVENLUE
EDGEMONT HEALTHCARE { CYNTHIANA, KY 44031
i s io SUMMARY STATEMENT OF DERIGIENCIES i PROVIDER'S PLAK OF CORRECTION ixg: i
I rrEey (EACH DEFICIENGY MURT BE PRECEDED BY FULL FREFIN (EAGH CORAEDTIVE ACTION BHOULD BE comeiETion |
TAL REGULATDRY OF LS00 INENTIEYING INFORMATION) TAD CROSS-REPERENCED 7O THE ARPROERIATE RATE !
' DEFIGIENGTY) !
i N !
| i ! . 4 - |
| F 441 Continued From page % F 441, pkf_//.,énd MC{/‘.{{CB{ A=A s '5/
‘ i

; Obsarvation of perneal care for Resident #9, on

FHO/08M14 at 2:20 PM, raveaiad Kentucky
Medication Alde (KMA) #1 changed her gloves

} | belore and aftar claaning the recta! ares, but

i falied to wash her hands, Further nbsenvation

" waste basket and elevate the Residant's bed,

' Interview with KIMA#1, on 10/09/14 &t 2:35 P,
revealad hand washing during perines! care

reveslad she should have washed har hands

" pefore and sfter ciganing the resident’s rectal
carea. Additionally, she stated she should have
; not have touched the resident's bed without

i . washing her hands.

Interview with BN #2, on 1070814 2 503 PM,
' revegied gloves were {0 be changed and hands

’ washad prior to cieaning the rectal area, Further

interview revealed the KMA shauld net have

resident's bed withau!t changing gioves and

~staff were in-serviced on infection Contral,
Cincluding handwashing, spproximately twe (2)
fmionths age,

’ - 3. Medical record review revealed Resident #12
wias gdmitted by the facility on 03/25/13 with

| diagnosas which included Hyperansion,

t Coronary Artery Disease, ang Dizbetas.

! Observation of cars for Rasident #12, on
F 10/08/14 at 315 PN, revealed Certifled Nursing
i | Assistant (CNA) #3 washed her hands and

- donned gloves, handied the resident's drinking

. gass and celiular phone and changet gloves, but

| ravasled KMA #1 proceeded to place a bag in the |

shatid vocur before and efter the procedure, and
anybime gloves were changed. Further interview

1

| placed & bag in the wastebasket ang adjusted tha

e washing her hands. Additionsl interview revealad

If sontinuation sheet Page 10 of 12

|
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3 o RINTED: 10/£23/2014
DEPARTMENT OF HEALTH AND HUMAN BERVICES IORM APPROVED
CENTERS FOR MEDICARE & MEDICAMD SERVICESD DB NGO G838.030
STATERMENT OF DEFICIENCIES ’ (X1} PROVIMERISUPFLIER/CLIA ! oy miLipLE coNSTRUSTION [ (X5 DATE U
AND PLAM OF CORRECTION [ MENTIRCATION MURMBER i P — | COMPLETED
f |
f 185368 L s wans . | 1omezots
NAME OF PROVIDER OR SURPFUER [ BTHIET ADDAESE GNTY. STATE, ZIF CODE
EDGEMONT HEALTHCARE , 323 WEBSTER AVENLE
- ' ' I CYNTHIANA, KY 41034
o SUMMARY STATEMENT OF DEFICIENSIES 5 _ PEOVIDER'S Fi AN OF CORPEGTIN ‘ {245}
{ BREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL B {EAGH CORRECTIVE ACTION SHOULE BE SONBLETION
TAG REGULATORY Of LSS IDENTIEYING INFORMATION TAC CROSE-REFERENGED TO THE APRROFRIATE oRTE
_ DEFCIENTY) ; !
i . - -
F 441 Continued From pags 10 =3 H,- J-ﬁé.{ ﬁzﬁiﬁ,axﬁi fzfi AT <

; didd not wash her hands. Continued observation

‘revesled CNA #3 changed her gloves at

#12, but failed 1o wash ke hands each lime.

Interview with CNA £3, on 10/08/14 at 3:30 PM,
revealed hand washing and changing of gloves
i should be completed before and after providing
care, and any tme thare was g potantial for

' and drinking glass,

L4 Revigw of Raesident #7's medics! record

1 [on 0B 312 with dlagnosss which included
Anemiz, Heart Feilure, Non-Alzhaimers

. Dementia, Ostaoartfirosis. Depression, Anxiaty,
Chronic Kidney Dizease and Rheumatoid

L the Taciity assessed Resident #7 to be

1R EE®;

of the MDS revealad the regicdent was assessad
H o be incentinent of bowel and bladder,

Con V0844 at 248 AN, revealad ONA #4

s washed her hands and applied gloves, fouched

‘ ' ihe water faucet and the dooricnok, and

i _ proceeded {o provice incontinence ¢are without

i washing her hands or changing her gloves
Continuad observation revealsd affer CNA 4

completed the incontinence care ghe Reiped

‘reposifion ihe resident,

Lt refioving her gioves and washing ner hands.

i

et e 4t ..

appropriste other timas while cating for Residen:

sontamination. Continued interview revealed she
should have changed ner gioves and washed har
, hands after touching the resident's cellular phone |

1 raveszlad the resident was admitted by the faciity

| Arthrtis, Review of the Quartarky Minimum Dags
- Set (MDS) Assessment, dated 09/16/14, revealiad

| moderately coanitieely impairad. Further review

Observation of incontinence care for Resident %7

placad a piliow bahind the |
i resident's back. and mnd ed the bed linans prior

!
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I F441 Continued From page 11 ,M.‘/jéL Md&".‘ el et /57 5T ’N/
! Interview with CNA#4, on 10/09/14 &t 10:00 AM, | !
[ revealad after she washed har hands and donned ‘ ;
’ gloves, she should have used a papertowsl o

s turn the water off. and should not have touched

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROES
CENTERS FOR MFDnGAR:: & MEDICAID SERVICES GIE NO. 0938.0367
; STATEMENT OF DERIDIENCES (X1 FROVIDERSIFPLIERCLIA R MULTIPLE CONSTRUCTION ‘\XB? DATE SUrey }
PAND PLAN OF CORRECTION i IRENTIFICATION NUMBFER A BUNL NG i CORPLETED
, : RUILDING
| | | |
; 185388 Lo e | 10mor2e14 |
! RIAME OF PROVIDER OR SLPSLIER f FTREET ADOHESS. (ITY S7TATE o oobE i
! EDGEMONT HEALTHOARE | 173 WEBSTER AVENUE
l EDGEMONT HEALTHCARE CYNTHIANA, KY 41037 j
] Ay 0 SUMMARY STATEMENT O€ DEFITIENCIES : i PROVIDER'S PLAN OF CORRECTION 5! H
i PREFX {EACH DEFIZIENCY MUST BE PRECEDED 87 FULL PREFK {EACH CORRECTIVE ACTHNN SHOULD BE i KLQMFE_"ETWG!\; %
I vae | REGULATIIRY OR L 50 IDENTIFYING INFORMATION, TAG CROSS-REFERENCED TO THE AFPACPRIATE gtz |
i DEFIDIENCY; |
! ;

‘ 'the doorknob. She stated it was an infection
5  contrel lssue because she had contaminated her
i q!av% priar to toushing the resident,

lmmmew: with the DON, on 10/09/14 &t 6:20 PM : j
: 'and 7:18 PM revested staff should wash the : ? E
i hands each time ploves ware changad. ' ‘ ' i
Continued Intarview revealad the procedure far
f ' gloving and handwashing should be folowed
] before and sfter the provision of care, when
“moving from a dirty o clean area of the body, and |
]  after touching any ubzec that was potentially :
! 'contamingted. The DON stated proper
‘ i parformance of handwashing and glove- char‘fcﬂm
| Iowered the poential for crogs-contamination and . . ;
[’ "spread of infection : ' [f

; L -
RORM CMS-2587102-99) Fravious Versions Olisainte Evant 12 FER 1Y Eeolty i 100188 H# sontrgation sheal Page 12 of {72
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DERARTMENT OF HEALTH AND HUMAN SERVICES

e

PAGE B3/05

EDGEMONT HEAL THCARE

PRINTED 107232014
FORM APPROVED
OMBNO. 0838-6391

GCENTERS FOR MEDICARE & MEDICAID SERV ] L
| STATEMENT OF DEFICIENCIES [} PAOVIDER/SUPELIERICLIS | (2) MULTIPCE CONSTRUCTION (X3 DATE SURVEY |
! o Fleariets H Y R T R AT £ H¥s 0 . H LA ! i
| AND PLAN OF CORRECTION ' CEHTIFICATION NUMBER [ A BUROING 01 - MAIN BUILDING ¢4 | COMPLETEC
i i ]

H H

Ef ; 185388 L& g | imiesizeia
; NAME OF SBOADER OF SUEP SR ; ETHREET ADDRESS. &1y BYATE, ZiF GOLE j
| | 223 WEBSTER AVEMUE 3
h o e - E

EDGEMONT HEALTHCARE J )
g | CYNTHIANA, KY 41031
g SUMMBAY STATEMENT OF DE BIGIENCE S it PROVIDER'E #LAN OF CORRELTEON

PREMS (EACH CORRELTIVE ASTION SHOULT

(EADH DEFICIENGY MUST BE PRECEDED BY FULL

REGLILATORY OR LEC IDENTIFYING INPFORMATION

TAG CROSS-REFERENCED TO THE APFROPRIATE : l

(€]

KDOQ INITIAL COMMENT

ol

CFR: 42 CFR 483 70(

Building. 03

l ' Plar Approval Unknown

? | Survey under: 2000 Existing

| Facilfy Type, SNFINF

- Type of structure” One {1 stary Type V{111) with |

basement

Smoke Camparimerts, Four ey

Fire Alarm. Full firs glarm system

Sprinkier Systern Automatic (dry) sprinkler ﬁ
Bygterm

} Generator Type | Disssl Gensaratar

! A Life Bafety Code Survey was initiated and

‘ L conchided on 10/06/14, The faciifty was not in

" compiance with Title 42, Code of Federa!
Regulations, 483.70 (a) et s2a (Life Safaty from
| Firs) with deficiencies cited. The faciity is

| licensed for aixty-eight {8B} beds and the censug
-was fifty-five (E5} on the day of the survey,

!
The following findings demonstrate :

i noncompiiance with the higheet deflziency gt "g |

;favie|

CNERA 104 LIFE SAFETY CODE STANDARD

3
pury

ES

Y

i
1

Doors pratecting corridor chenings in other than
required enclesures of verticsl apenings, sxits, or

|

|

Ao coetoceot /sy

|
:

K18

I

U\ingORY DIRECTORE OR FRC\’]&EF{!‘S‘ PLIER ﬁﬁPRESEN"l’ATWiEyNATURE N

(X5 EATE

8/3) /7

Any deficiancy gtaiement anding

ather safeguards provids sufficke
failowing the date of survey whether or nat
deys following tha dete ihese documents are made avaitzab

progrer purlcipation

¢ protestion fo the

it an seterEx (') denotes a dexfiignoy whic
patients. (See mzlructions) Exeep! for my
2 plan of comrection & préwiged For nursing homes,
& o the faciity. ¥ defiiencizs ars ched, o approved pian of &

fi the inglitution may be sxcused from sofracrg pra{fdéng it iaéetemmeﬁ that
reing nomee, the findings siates above are digrissable $0 daye
the ahove findings ard plane of comactian 2e disslozable 34
OrRECiun i requisite 1o continoed

ol 18
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N FRINTED: 10/23/2074
DERPARTMENT OF HEALTH AND HUMAN BERVICES S : FORM APPROVED
OME NO. 08286397

CENTERE FOR MEDICARE & MED&AID SERVICES . )

STATEMENT OF DEFICIENCIER I“m) PROVIDER/SUPR UER/CL A ; {L2IMULTIPLE CONSTRUSTION f{}ZEs DATE Syrvny |
. i A} : T S A i i ) e o e oy o !
AN PLAN OF CORRECTIIN i IDEMTIFICATION NUMRER: | ACBULIG 01 - MAIN BLILEHNG o4 H LORADLETED 5
| | | |
185385 Eﬁ.ws;«s«‘s L qameiznts 1
[ NAME 0F PROVIDER OR SUPFLIZE ' | SYREET ADDRESS, BITY. §TATE, 218 GODE ]
l EDGEMONT HEALTHCARE | 823 WEBSTER AVENUE
i NP AL THT : [ .
f CYNTHIANA, KY 41031
U ixa SUMMATY BTATEMENT OF DEECIENDIES o ‘ PROVIDER'S PLAN OF CORBRECTION

; {EACHK DEFICIENCY MUST BE PRECENED BY FULL . PREFIX [EACH CORRECTIVE ACTION SHOULD BE
‘ YAG CROSS-REFERENCED TO THE ARPROPRIATE

Cra REGULATORY OR LEC IDENTIFYING INFORMATION
DEFICIENGTY)

I Kot Continued From pags 7 : K18 A/ 4477;’}%/49/

hgzprdous areas are subgtantal doors, such as
Fthose consiructed of 1% inck selid-bonder cors
. wood, or capabie of resisting fire far at leas? 20

minutes. Doors in sprinklered bulldings are only
-requirsd o resist the passage of smoke. There is ‘
, e impediment to the olosing of tha deors. Doars i
-are provided with 2 means suitable for keeping
the door closad. Dutch doars meeting 18.3.8.3.8
are permitted. 18.3.6.8 i

!
’ - Roller fatches are prohibited by CMS regulations
f ~in all hesith care faciiities. ! : 7

i

’ [ Tals STANDARD is not met 26 evidenced by

| . Based on observation and intarview, it was

{ determined the faciity fallad to ensure there wers ;

i mpediments 1o the closing of doors locatad in -

cofricors as per Nationa! Sire Protection

s Assaciation (NFPA) standards. The ceficiency

i had the potential to a%act ane {7} of five (5

. SMoke compartmants, tweanty-six {28] residents,

“staff and vigitors.

I The findings inclus: _
Observation or 10/08/2014 &t 1:38 PR, wWith tha ‘ . :

: ' : |

e

Maintengnce Dirsctar, revealsd the reom 174
doar was blocked from clesing by & door wedgs,
Interview, with the Maintenance Direntar at the
time of abservation, revesisd some atsf was

| Bwarg door wedges could not ba used in prop

. carridar doors ppen, bl the factity had not kad

f
|

O CME-2867(02-82) Pravioug Veraions Obsoists Evant I FEpi 84 Facliy (3 100180 ¥ conlinuation shes Page 2 o7 16
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- S . . FRINTED: 1072372014
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APRPROVED
SENTERSEOR MEQECA?ZE! & MEDICAID SERVICES OME NG 08380307
J:‘:{‘E; PROVIDERISURPRLIER/OLIA

(R WULTIRLE CONSTRUCTION ji%3; DATE Sumvey i
{ COMPLETED i

| SYATEMENT OF DEECHNSIES

i BND PLAK OF DOMRECTION | DENTIFICATION NUMBER { A BULONG 09 - AN BLILDING [ | .
| | _— |5 | |
; | 185388 E 8. WING , . _ ; 1082014 !
; ! STREET ADDREZE, CiTY. STATE, 5P ConE ;

HAME OF SROVIDER QR SUBSBLIER
| 223 WEBSTER AVENUE

EDGEMONT HEALTHCARE | CYNTHIANA, KY 410%1

l
] SUMMARY BTATEMENT 5F DEFICIENCIES : BEROVIDER'S PLAN OF CORRES TION
{EACH CORRESTIVE ACTICN SHOLLD BE

{#a5 I ;
R (EACH DEFICIENGY MUST BE FEECEDED By 2ULL
TAS REBLLATORY OF LEC IDENTIEVING INEORMATION: CROBEPESERENCER TO THE APPROPRIATE
i DEFIDIEN Y
L
| ‘ > -
POKOTE Y Continued From uage 2 K218 ‘/{_" > m&/

- &ny formal fraining an improper use of door . i
’ wedges with ataff ’ f
| Reference: NFPA 101 (2000 edition) : | ‘

| 18.3.8.3.1" Doors protacting corrider opanings - : :
cther than required enciosures of vertics ‘ !
 openings, exlts, or hazardous areas shall be .
substantal doors, such 2¢ thase consiructas of :
3/4-in. {4.4-cm) thick, solid-bonded care wood or
of construction that resists fire for not less than
24 rminutes and shall be construstad to resist tha
- passage of smoke. Complignse with NEPA 80,
¢ Standard for Fire Doors ang Fire Windows, shall _
| ot be required, Clearance betwesn the battom of _ ;
~{he door and the floor covering not excesding 1 !
i (2.8 emi shall ba permitted for cormdor doors. i |
i Exception Ne. 1 Doors 1o toile? rooms, ; |
bathrooms, showar rooms, sink clesets, and !
L &imiier auxdliary spaces that do ret centain : |
, fiammable or combustible materials, [
' Exception No. 2 in smake compartrments '
- protected throughout by an approved, supervised
, automatic sorinkier aystem in aceardance wits
1€,3.5.2, the door construction requiremeants of
118.3.6.3.1 shall not be mandatory, but the goors :
- shalt be construcied fo rosisf the passage of ) |

SMaie. i |
F18.3.8.3.27 Doors shal be provided with & means | §
! - suitable for keeping the door zinsed that = : o i
- atceptabie 1o the authority having iurisdiction. : ; |
The device used shall be capable of Kegning the E
door fully closed If 2 force of 5 1 (22 Ny is ‘ !
2pplied at the latch adge of the door. Rofier ? i
 latches shall be prohitited on corridor doors in _ !
buiidings not fully protected by ar approved ' {
| automalic sprinkier svsters in accordance with : :

18.3.62

Exception Ne. 1! Doors to toilef roams. : :
| bathrocms, shower rooms, sink closets ang : |
Bvent ID Pl Fasility I0r 100188

S .
A e,

s
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' PRINTED: 102373014
DEPARTMENT OF HEALTH AND HUMAN SERVICES OBM ABPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB ND 08as-n0+

Eaenie)

(A MULTIPLE CONSTRODTION

| BTATEMENT 0F DEFICIENCIES fm’; FROVIDERISURSLIERIGLIA }
| AND PLAN OF LORRESTION | DENTIFIGATION NUMBER: | £ BUILDING 01 - MAIN BUILBING 01
.f | | |
‘ 185380 X |
STREEZT ADDRESE OITY, 8TATE Z#b C0OE [

' NAME OF PROVIDER OF SUPPLIER
373 WEBSTER AVENUE s,

frud H
EDGEMONT HEALTHCARE CYMTHIANA, KY 41021

[ men SUMBIARY STATEMENT DIF DERICIENDIE & I PROVIDER'S PLAN OF GORRESTION
i PR ey (EACH DEFIGIERCY MUST BE PRECERID BY FLLL PRECN (BALH CORRECYIVE ACTION SHOULD BE
| e RECULATORY O L5G IDENTIFVING [NFORMATION, COTAE 1 CROBS-REFERENCED TO THE APPEOPRIATE
DEFICIENG T
| 77

KO18 Continuad From page 3 Ko1s 77 é?/

( - similar suxiiiary spaces that do not consein
“flammable or combustible materias, : j
’ + Exvaption No. 2 Existing roller latokes : |
demonstrated fo ksep the door closed againsts ( i
force of & Ibf (22 N shall be permited to be kapt E
in service, : _ |
19.2.6.2 3* Mold-open devicas that release when : l

the door is pushied or pulled shall be permitieg. | : R
K028 NFPA 101 LIFE SAFETY CODE STANDARD . K 0z8, A{ ﬂﬁ,{//{ Y, Jyﬁyfﬁ;/

- One howr fire reted construction {with % hour :
i . fre~rated doors) or an anproved sutomatic fire i
[ Faxtinguishing system in ascordence with 8.4.1 | ;
F cand/or 19,3 8 4 protects hazaedous areas. Whes : i !
the approved automatic fire extinguish ng systam i
} roption is used, the aregs are saparated from :
‘other spaces by smoke resisting partitions and |

fdoors. Dowrs are seif-closing and nonrated o
! fmf c-appiied protective plates that do net exces

48 inches from the bottom of the door are

. permitted. 18,32 ¢

|

|

H

!

' This STANDARD s not met as svidenced v

] Bas@d on observation and interview, it was ‘
determined the faclHly failed to ensure hazardous :

! ,2reds were protectad, acaording to Natians! Fire !

i : Pratection Asseciation (NFRA) standards, The !

! deficiency had the potantial to affect two (2) of : i |

‘ four (43 smoke compartments, fifty-two (523 : ; !

] residents, staff and visitors

g The findings include:

- Obsetvation on 10/09/14 3t 12:48 PM. with the
; Maintenance Director, revealed tha i\r’!amfe; 1anne

DR CMS -2667(0%59; Pravious Vieralans Obsclen Eveni D FEM1s Faclity I 10088 I continimtion skeet Page 2 of 46
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1173752014 18:85 185373486878
T ; " PRINTED: 10239514
DESARTMENT OF MEALTH AND HUMAN SERVIGES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES _ CME NO, DE28.0301
! STATEMENT OF DEFISIRNGIES [ir5) PROVIDERISUPPLIZERIELIA ; {22) MULTIPLE CONSTRUCTICH ; (% DATE SuRvEY |
E AMD FLAN OF CORREDTION i IDENTIFICATION NUMEER ; A BURLDING 07 - MAIN BLILIMNG o1 COMPLETED
' i
! i
i 185380 DB WiNG |

| STREET ADDRERES CITY, 8TATE 2F CODE

i
343 WERBSTER AVENLE

|
|
10/69/2014 |
!
!
i

1

| NAME 0% PROVIDER OR SUPPLIES
H

§

EDGEMONT HEALTHCARE .
I CYNTHIANA, KY 41031
(LR SUMMARY ETATEMENT OF DEFICIENDIES o BROVIDER'E PLAN OF SOSRECTION
PREFN {EACH DEFICIENCY MUST BE PRECEDED 2Y FLILL PREFY (EACH CORRECTIVE AZTION SHOULD B8
TAG REGULATORY Of LEC IDENTIFYING INFORMATION . TAG CROGS-REFERENCED TO THE APPROFRIATE
i ; DEPIGIERG Y

!

)

| . |

j K 028 Continued From nage 4 i K028 | %&/ Wéyﬁﬁ{

. Shop had a dron down hold cpen gavice.
j L interview, with the Mainenance Girentor,
| revealed he was not aware that drop down held
! open devices could not be usad on doors

¢ protecting hazardous greas.

i
[} Observation on 10/69774 at 1:18 PM, with the _
Maintenance Director, revealsd the : \
[ « Housekeeping Storage room celling was i : !
; squipped with a set of pull down attic steps,
r * Centinued ohsarvation revealed when the ladder
i
i
|
f
|

. wag fully refracted the ceiling had # gap of 1/7 ‘ !

Hinch around the edges of the pull down steps ‘ : i

: creating an opening in the smioke partition esiiing. . ' i

interview, with the Maintenance Director,

s revealed he was not aware of the gap around the ; 5
pull down attic steps. ' : !

! Reference: NFPA 107 (2000 edition) ' |

] 18.2.2.1 Harardous Areas Any hazardous arsas 5 : ;

f

i

' shall be safeguarded by & fire barrier having &
I-howur fire resistance rating or shall be provigied ; j

~with 2n automatic extinguishing system ir : I

i . Botordance with 8.4 1. The automatie '

textinguishing shall be permittad to be in

| - accordance with 18,3 5.4, Where the sprinkler ; |

| 'option is used, the areas shall be separated from | A :

f - other spaces by smoke-resisting partitions and ; ’ i

| !

|

i

deors. Tha doors shall be seff-ciosing or
- elromatic-ciosing, ;
‘Hazardous aress shall include, but snal nat ke ; l
. restricted {o. the follawing: -
{1} Boller ang fus!-fired Reater rocmz g
{2) Centrai/buik launcries iarger than 100 2 (2.5 : |
n2) | ; |
(3) Paint shops ? |
{4) Repair shops _ : i
| (5) Sollad linen rooms 5 ; |
{6} Trash colisction reoms : ' E j
{7} Rooms or spaces larger than 50 12 (4.6 m2), ‘ [
Eveni, 1L FEMT24 Fauiity i 100186

B |

VRN CME-Z5B7102-08) Sravicus Vatsions Ohbsaioie if continirgtion shaet Pags £ of
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DER
_UENTERS FOR MEDICARE & MEDICAID SERVIGES
}‘ STATERMENT OF DEFICIENSS () PROVIDERISUSPLIER/CLIA l (K21 MULTIBLE CONSTRUCTION |2 DaTE suRvey é
e izt y RTIEE ; = TR e g
é AN PLAN OF CORRESTION | IDENTIFIZATION NUMBER: , A BLEOING 04 - MAIN BUILDING 02 COMPLETED 3
; ] ;
i H i
} 185388 | B | 10/6si2044 |
NAME DF PROVIDER OR SUPSLIER I FTREETADDRESS LI7Y. BTATE ZIF COOE !
;325 WEBSTER AVENUE ?
EDGEMONT MEALTHGARE e ]
| CYNTHUANA, KY 41031 ;
%4y 10 SUMMARY ETATEMENT OF DEFICIENDIES ; i | PROVIDERE PLAN OF CORRECTION
PREFMX (EACH DEFICIENCY MLIST RE ERECEDSE BY FULL bOBEEF (EACH CORRECTIVE ADTION SHOULD B8
CROSS-REFERENCED TO THE AFFROPRIATL

REGULATORY 27 LSC IDENTIFYING INFORMATICH! TAE
| DEFICIENGY;

mzn::;. j/ Wff//

K028 Certinved From page &
- including repalr shops, vsed for storage of
‘comeustible supplies and equipment in fquantities |
deemed hazargous by the authority having
jurtsdiztion
i {8) Laboratories employing flammable or
} combustible materiais in quantities less than
- those that would be sonsidered a severs hazard.
{ * Exception: Doors in ratad enclosures shall be i ‘

| |
i ;

E
i
|
|
i
i
f TAG
I}
1
i

permitied to have nonrated, factory- or

field-applied protective platas extending not more | ,
(than 48 in. (122 cm) above the botiom of the i i l
i door. : . 2 : /( o /

. Koss) &/ BT L % 5’/(‘5#4{

- NEPA 0T LIFE SAFETY CODE STANDARD

1
1

it
3

o
=]
L
2z

Exil zncess is arranged so that axits are readily
ible at 2l timas In aocordance with section ¢

| - This STANDARD is not met a5 evidenced by,

| - Based on observation and interview, i was

3  determined the facility failed to ensure exit egresa :

{ ‘was maintained, according to National Fire
Protection Assaciation (NFPA) standards, The

! deficiency had the potential to affect two {2y of

|  twe (2) smoke compartiments, sixteen | 18 : |

! residents, staff and visitors, i ?

' The findings incluge:

| Obssrvation on 10/09/12 2t 12.62 PM, with the

SIRM CME-ZBETI02-48) Praviant Versiong Cipealeis Event [ FERMT24 Faaflity 00 10006 i cogsthnuation sheet Pagg fof {a
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CEMTERE FOR MEDHDARE &  JAEDICAID BERVICES ) AR WD OG3B.030
LK) PROVIDERISUPPLIZRIOLIS

S

1X3) RATE SURVEY

7
! AR LETED

| (RE MULTIELE CONSTRUGTION

; STATEMENT OF DEF) , |
] | ARD PLAN OF CORRES ? IRENTHICATION NUMABER, r & BUILDING £ - MAIN BUILOMNG o1 ; §
i i’ i f |
1
! NI i §
| E 185282 [ B wiNG L 10/09IRO14
i MARE OF B fli}"” LF BUPP|IER i STREETADDRESS, QITY. ETATE, 2IF SO0E A}
| aa
323 W&EE$“§'ER AVERLE ;
[ EDGEMONT HEALTHCARE E . ' i
;j i CYNTHIANA, KY 41021 ;
: {4 BUMMARY STATEMENT OF DEFICIENCIES I : BROVIDER'S PLAN OF SORBECTICN e 1
E PREF ; {EACH DEPENENCY MUST BE PRECEDED BY FULL i PREFY (EATH CORBECTIVE ASTION SHOWLD a5 mn
TAT REGULATORY OF LST IDENTIEYING NP DRATION: i TREG ; CROSS-REFERENCED TO YiE APPROD ATE :
t ; DEFIDIENCY)
‘ : |
wose Ao W 2 Y %
: J

! K O38 ! Sontinued From page 6
; Maintenance Director, revealed the Ut ity Close ;
1 HEXL o N.;rss Statfon 2 projected grasier than ‘ : {
{ | seven (7] inches into the corridor when in the full iy 5
‘open positton. interview, with the Maintenance ‘f
i - Direstor, revealed he was nof aware the door
~profected inte the corridor grester than sevan {7
»inchaa when in the fully open position,

!
J ‘ Qbaewatian on 10/08/1014 a1 £:03 PM, with fhe
| Maintenance Director, revasied the door of the

conference room being used by the State Survey

| | feam was equipped with doubie locks. The door 1 :

! _had a slide bolt lock and & turn lack, Interview, : |

{ | with the Mai~lanance Direstor, reveaied he waz | ‘ : i

| _not aware the double locks on the conference ’ {

r T rearn were not allowad since this area was only

! utilized by stail and was in e apartment area of
the facility.

The findings ware ackrowledged by the
I Adminisirator during the axit conferanee,

Reference: NEPA 101 (2000 ecition;

4.47 During its $wing, any door in g means :
of sgrese shall leave net igss than one-half of the | !
required width of an aisle, corridor, passageway,
| | of lBrding unobatruated and shall not nroject
‘ mare than 7 in. (17.8 cm) into the requirad widih
of an aigle, coridor, passagewsy, or ianding,
Cwhen fully open
t Doors shal! not CJ{)E“ directly onto a stair without 2
Ending. The landing shal have a wirdth nﬁ lass
than the width of the door. (See 7.2 1.3
. Exception. In existing suildings, @ door prcv iding
aceass o @ stair shalf not be reguired o maintain :
' . BNy munimm unebstructed width during its swing,
‘provided that it mesets the requirament *hat limits
. prefection to nat more than 7 in, (17.8 em} inte i
Event 10 FERIIZ Facfity 10, 100165 i continuation sheet Page 7 of 15
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(X1} PROVIDER/SUFRPLIERILIA

PETATEMENT OF DEFICIEMDES
INETIFICATION NUMBER:

E: ANE PiAN OF CORRECTION

H

|

A BLRDING 01 < MAIN BUILDING T

185389 !

(2 MULTIPLE CONSTRULTION
; CORPLETED

B Wi 10/08/2012

joce Dare suRvey ;5

STATE, IiF CODE !

NAWME OF PROVIDER Of SURBLIER

| |
)

i EOGEMONT HEALTHCARE

BTREET ADDRESS, TITY,
H20 WEBSTER &YENUE
CYNTHIANA, KY 41031

I

[t 1  SUMMARY STATEMENT OF DEFICIENCIES

PREFIN ¢ [RACH DEFITIENGY MUST BE PRECEDED BY FULL
TR REGULATORY OR LEC IBERTIFYING INFORMATION

PROVIDER'S PLAN OF CORRECTION

i
PREFIN (EACH CORRECTIVE ACTION BHDULD BE
TAZ CROSS-REFERENCED TC THE ARFROPRIATE

DEFICIENGY

|
f
I
L

[ K O38 Continued From page 7
| Hthe required width of a star or landing whan the
daor is fully open

721547 Alateh or othar fastening device on z

- door shall be provided with a releasing devics

, having an obvious methad of aparation and that

Is raadiy operated under al lighting conditions. ;

; The releasing mechanism for sny latoh shall be

lacated not less than 34 in, (86 cm), and nat mare

than 48 in. {122 am), above the finished foor,

“Doors shall be operable with nat more thar one

releasing operstion.

Exception No. 1. Egress doors from individua!

ving units and guest rooms of resideniial !
woourancies shall be permitted (o be proviged

Lwith devices that require not more than one

, additions] refsasing cperation, provided that sunh

duvice fs operable from the inside without the use

of a key or tool and is mounted af & height not

exceeding 4% in. {122 om} above the fnished

 floor. Existing securlty devices shall be permited

"t have two additional releasing operations.

| EXisting security devices other than automatic
latohing davices shall not be lacated more than

L B0 in. {182 om) above the finished fioor,

- Automatic latching deviess shall not be locatad

mare than 48 n. (122 cm) asove the finished

flowar,

Expeption No. 2 The miimum moutiting height

for the raleasing mechanism shall not be

| @ppiicabls to existing installations

K066 NFPA 101 LIFE SAFETY CODE STANDARD

I there is an automatic sprinkler system. # e
“instalied In accordance vith NFFA 13, Standard
- for the nsialiation of Sprinkler Systems o

' provide complete coverage for all portions of the
s building, The system iz proparly mairtained in

Ks.:-as; ,44 Wé/ﬁﬁ

O Y
| |

|

|

|

X
]
Lrr

P
O

FORM CME-2567(D2.5%) Pravious Varsianz Chanisis

Event I0n FEM122
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T
[ STSTEMENT OF DEFICIEHSIES {001} BROVIDER/SUIPPLIERrA,
| At FLAR OF B0 RRECTION i

F
INERTTIRICATION NJN‘EEm é
i

2 MRILTHPLE CONET
A BLHLDING 39 -

e leny

i B

(fab

MAIN BUALDING 01

i
[ %3 DaTE sumvey
; COMBLETED

H
i

|

i

SUMMARY BTATEMENT OF DEFICIEHCIZE

(BAGH CORRICTIVE ACTION SHOULD BE

DOOURMPLETION

SR
FREFK | {EALH DZFTIENGY MUST BE #RECEDED BY Fum P OBREEX -
e REGULETORY DR LET IDENTIFYING INFORIATIO ' Tal CROSB-REFERENCED TO THE APRRODIATE RATE
‘ thuwy 7y

{ ; 185388 B WINe L 10marm014
f BAME OF PROVIDER OR SUPFLIER | STREET ADDRESS, I STATE. ZIF COLE
P {323 WEBSTER AVENUE

| EDGEMONT HEALTHCARE i

f REALT R | CYNTHIANA, KY 41031

j i BROVIDER'S BLAN OF DORRECTION e

1
|
i

b Obc, Continued From page &

accordance with NFPA 28, Standard fmr fhe

| Inspection, Testng, and Maintenance of
Waier-Based Fire Protection Systems. #is fully

Supervised. There is & refiable, adenuste water
suppiy for the systam. :éequrfecé sprinkler ;
| gystems are equipped with water flow and tamper
5witr::hea which are slactically connecter to the

i bullding fire alarm systam. 1833

Th|5 STANDARD is nof met as avidenced by

Based on observation and inlerview, it was

“determined the facility failsd # ¢nsure all areas

ware profaoted by the automatic sprinkiar gystem, |

Lacoord ing to National Fire Brotection Associntion |
 {NFPRL) standards. The defictency had the
potential to affect one (1) of four (4) smoke
ccompariments, twanty iy (26) residents, stef
fend vigitors.

The findings inciude:

| Obsarvation on 10/09/14 at 1:08 PM. with the
Maintenance Director. ravealed 2 emall closet ‘
| sariEinng the electrical pansls was not protacted -
Cby the autornatic sprinklet systam . |Interview, witi
i the Maintenance Drrects" reveaied the fasility
'had not identified the aras 28 ngwding to be
. Pratectedc by the automatic spririder systerr
before the day of the survey.

[ The findings were acknowladged by the
Adminisirator during the exit conferance.

j
Reference: NFPA 101 (2000 adition)

| :
1 18.1.8 2 Heallh cars occupancies shall be imited |

- DT /ﬁ/%@/

ORM OMS.2ER7102.90) Bravious Versione Chealete Svnnd 10 PR Re

Faoility 12 150186

I eeniinuation sheet Page 9 of 43
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DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM AFFROVED
CENTERS FOR MEDICARE & MEDICAID SERVIOES S NO, 09380331
{ STATEMENT OF OEFIDIENGIES ’:jxs;- FROVIDER/BUSFLIERIC A i A2} MULTIPLE CONSTRUCTION f;xm DATE BURVEY ;
i ARD PLEN OF DORRECTION I RIENTIFICATION NUKEER. [ £ BULBING 07 - MAIN BUILDING 14 g COMPLETED Ii
J 1 ¢ ] :
f 185389 fi 2. WING . _ | 1omenoig |
| NAGE oF PROVIDER OR SUPPLIER PooaTREsT AODREBE, CIY STATE, 2P 500G i
' EDGENMONT HEALTHCARE | s weaSTER AvENUE |
l h ~ [ CYNTHIANA, KY 41031 |
P D SUMIMARY BTATERMENT OF DEFICIENTIES i0 _ PROVIDER'S RLAN OF CORREGTION ; %
] PREFIY (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFN (RALH CORRECTIVE ACTION SMLULD BE PRRLETION
TAG REGULATORY OR LAG IDENTIFYING INFDRMATION: LTAG CROSS-REFERENCED TO THE APPROPRIATE bare
! ‘ DEFIGIERCY: : E
; . '
} K056 Continued From page 8 K 036 \:A/ W /C(/,J( /ﬂ%&/é‘%/
| to the types of building canstrustion shown in i
! ' Tabie 19.1.82. (Se= 821, : ' I
i ' Exception:* Any building of Type 1(443). Tupe \ ; ' i
j HE32), Type (222 or Typs 11 construction : ‘ j
: “shail be permitted to include roafing Bystems
| rinvolving eombustibls supports, dacking, ar : i |
] roofing, provided that the following criteria are ‘
[ ‘maet _ ‘ ¥
! i (&) The roof covering meets Clasz G i
, Tequirements in accordancs with NFEA 256, . ;

|

- Standard Methods of Fire Tests of Rast ‘
F Goverings. j
. {b) The roof is separated from al stoupisd E
' portions of the buliding by @ noncombustibie flomr ,
- assambly that includes not less than 21/2 in, (6.4 | l'
amy of consrate or gypsum fil ' | ; /
(e} The attic ar other space is sither unocoupiad . ' f
Lor profected Broughout by an approved F
, BUomatic sprinkier system, ,
!

¥

t

i

Table 18.1.6,2 Congtruction Type Limitations

IHDAT Xt X NP NP
2T X X NP NP

Construction Stories

i b Type j

] 12 3 4 . , I
| 44z X X x x : |
| {332 X X X X ' ]
| fezeos X X X x f !
: RGN XX X NP ' i
| |

el X* NP NE NP : 1
CIVEHHD X X NP ND : : i
MM X Xe NP NE : | : |
FVE0D0) ¥ NF NP NP ' ' |
! i

H

X, Farmitted type of construction.
NP Not permited

ORM CME-ZEET05.00) Pravioys Varslons Oitsolate Evant £ FEMT S

Fazilhy Ly 100168 ¥ continuation sheei Page 1007 16
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ETATEMENT OF DEFID

SIEMCIES {1} PROVIDER/SURPLIER/CL A

AND PLAN OF CORREDTION IEENTIFICATION NUMBES:

j 18538¢%

f
|
I8 s
i

(X2 F;?UL‘T"#’*L& CONSTRUCTION
A BUILEANG 0 -

+ DATE BliRvey
COMPLETED l

NAIN BUILDNG 04 l

i 10/082014 |

NARE OF PRIVIDER O §Rp R

EDGEMONT HEALTHCARE

;

|

i
H

ETREEY AUDRESS CITY, 3TATE, 1P CONE

I3 WEBSTER AVENUE
CYNTHIANA, KY 41031

SUMMARY BTATEMENT OF BEFICIENCIES
(GACH DEFICIENCY MUST BE PRECEDED Y FULL
REGULATORY OF L3S IDENTIRYING INFORMATIDN

(X4}

LT

i

T?i-. it

B

t:

E

):'k %
ik
]

PEERTY
TAG

FROVIDER'SG PLAN OF CORRECTION

{EAC“H CORRECTIVE AZTION SHOULD

CROSE-REFERENCED TO THE ABPROPRIAT
C}"“Nw‘*‘?\'ﬁ,l"_

K G58 Continued Fram page 10

| Building requires automatic sprinkler protection,

(See 19.351)

' 18.3.8.1 Buiidings contairitg nursing homes shal -

. be protecied throughout by an spproved,
*supervised automatic sprinkler system i

- accardance with Section 8.7, unisss otherwise
permitted by 182 3.5.5.

Reference: Centers For Medisare and Medicaid
s bervices Survey and Cenification Leiter
1385080

CNFEA 1S (1289 Editiom

¢ 513,17 Elactical Equipment. Sprinkier

protection shall be required in slectrical

sguipment rooms. Moods or shields instalies ©

pretect important electrical squipment from

- gprinider discharge shall be noncombustitie,

"X"E;?i
i of the ﬁ:‘ Hiowing eenditions are meaé:

orly.

{b) Omiy dry-type elubtrrﬁx edquipment is used

P e F‘:m ipment & installed in g 2-hour fire-rates
encicsure including protection for penatrations.

-1l No combustible storage is permittad to he

 stored in the room.

CNFRA DY LIFE SAFETY CODE STANDARD

. Reguired automatic sprinkier systems are
| continususly maintained in refisble operating
condition and are inspacted ang tested

periodically,

; Bprinklers shall not be reguired where |

19.7.6, 46,12, NFPA 13, NFRA 25,

’a: Tre room |s dedicated to electrical equipment

B 082

6 wder PTWIAA

KO8

W

;
|
i
|

Lo PG sty

f
H

|
|
!
{

DN GRME-2567 (3255} Previcus Versions Obzoiee

Event (D FEMTM

Paclity 12 160448 If continuaiion sheet Fage 11 of 18
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] H i
| | :
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I HARE OF PROVIDER J% BUPPLIER | FTHEEST ADDRESS. OiTv. ST4VE. 2F CODE
z | 223 WEBSTER AVENUE |
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| | CYNTHIANA, KY 41031 |
; FROVIDER'S PLAN (F OORRECTION C s E

£ | BLMRLETION

Xy i BUMMARY STATERENT OF QEFICIENGIER
BACH CORRECTIVE ADTION SHOULD
AT

PREEY {E&CH DEFICIENCY MUST BE PRECEDED BY FULL ; PREFN
TAS REGULATORY OR LSC IDENSIFYING IN FORRBATIIN TR : CROBS-REFERENCED T TrE APPROBR
: : BEFICIENCY,

! K OBZ. Cantinued From page 71
8.7.5

| This STANDARD is not met as evidanced by ‘
) - Based on observaiion and interview, it was !
detarmined the facility failed to ensure automatic
! sprinkler systems were maintained, accorging fo
; National Fire Protection Association (NFPA)
slandards. The deficiency had the potential to
affact one (1) of four (4) smoke comparments. ! ;

e e s e,

The findings. include:

! - Observation on 10/08/14 at 2:08 PM, with the :
i Maintenance Qirector, revesied the spare :
| sprinkler head box contained one (1) uUpright ‘ :
g’ . sprinkier and one {1} gidewall sorinkler head. . !
[ Continued ohservations revealed the upright ;

! cspriniier head was damaged. Interview, with the

; . Maintenance Direstor, reveailed he was no? HWErE

i “of the reguirement 1o have a minimum of two

i

i

i

|

|

neads locsted in the facility.

-Qbservation on 10/08/14 at 217 PM. wits the

_Maintenance Director, reveaiad in the Latindry _

" Room iwo (2) sprinkizr heads which were diry ; ;
i

!

|

spare sprinkler head types per type of sprinkier f’
f

-with fink interview, with the Mainienance
irecior revesied he was uhaware the sprinkier
| haads ware diry and he assumed the Lalndry ,
Department ensured the sprinkier heads wers ‘
cigarn. ; j
The Findings were sanfirmad with the !
| Administrator during the exit confarence :
'Referance: NFPA 25 (1998 edition) f
P2-4.1.4 & supply of at least six Sgare sorinklers ;

Everd [T FEMT21

QR E:-MS-Q‘SG?(C’?-F?Q} Previpus Versinne Dbaolete Fasifity I 100188 1 camtinustion shast Eage 13 of 18
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| sTeveuenT oF oerniERsICE [oes: provIDERBUPRLERIG LI | (2) MULTIPLE CORSTRUCTION |10 DaTE suRvay
§ AN RLAN OF CORREDTION ; IDEMTIFELATION NUMACSE, ! A BUMLGING 81 - MAIN BUILDING 61 [ COMPLETED I

i : :

| | 185388 | 8 win nempis |
i ; VO3 [ VRS N 11105 T e !
STREET ADDRESS, CITY. $TATE. B SODE i
E

HA&ME OF FRC‘J?DE%’%‘ OR SUPPLIER
323 WEBSTER AVENLE

] i

I EDGEMONT HEALTHCARE !

: F R ! CYNTHIANA, KY 41031

Lo SUMMERY STATEMENT OF DEFICIBNGIES i PROVIDER'S PLAN OF QORRICTION

P PREFX [EAEH DESICIENGY MUST B3 PRECEDED BY FUiLL PREFI {EACH CORRECTIVE ALTIOHN SHOULD BE

. Yo REGULATORY IR 130 IDENTIFYING INFORMATION Ty CROSB-REFERENCED TO THE AFFRDERIATE
f DEFIGIENSY)

| K OB2. Continued From page 12 S K082 \é/ ﬁg’/&&é{

shall be stored in & cabinet o the premises for .

[ rsplacemant purposes. The stock of spare :
sprinkiare shall be proportionally represeniative of

- the types and temperature ratngs of the system ‘

_ sprinkiers. A minimum of two sprinklers of eash ' | ‘
yps and temperature raing installed zhal be ' : ;
. provided, The cabine! shall be o located that it ; _ f
Fwill not be exposed to moisture, dust, cotrosion, ! :
. Or a temperaturg axceading 100°F (38°C). i j
- Exception: Where dry sprinklers of differen ! |
| lengths are instatiad spare dry sprinkiers shall a ;
i nol be required, provided that a misans of : : i;
1
|

 returning the system to service is fumished.
! 2-4.1.8 The stock of spare sprinkiers shall be ag
\ . forllevars
’ (@) For protectey facilities having under 300
J sprinkiers -no fewear than & sprinkiers !
: (b} For protecied facilities having 300 io 1000 ' !
| ; sprinkiers - no fewer than 12 sarinklars _ :
' (¢} For protected facilitiss having over 1000 ‘ _ *

: sprinklers -no fewer than 24 sprinklers Q ' *

F

1412 Corrective maintenancs includes, butis ;

; netiimited to, repincing loaded, corroded or : : E
] ; bainted sprinkiers; replacing missing or inces ;
- pipe mangers: cleaning clogged fire pump i

! | Impgliers; raplacing valve seals and gaskets: :
f restoring heat in areas subjent to fraezing . !
temperatures whers water-filled piping is = i

nstalied, and replacing worn or missing fire noge |

L Or pazzies ; |

2-21.1" Bprinkiers shall b inspected from the
fioor leve! annually, Sprinkiers shal be free of
: carrosion, foreign materiels, paint, and physica! _ : ;
I ' damape and shall be instalied in the praper ‘ ’
| origntation (2.g., upright, pendant, ¢r sidawali; ,
Any sprinkler shalt b replaced that s paintad, j
| _corroded, damaged, Ivaded, or in the improper ' |

P
t

Event [0 FEM1 &1 Faciity 0 100158 conltinuation shew Fags 13 &

L]

FORM GMS-2E67(02-98) Provious Versions Ohisoicte
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ﬁ ‘ DEFICIENCT

! " orientation,
i : Exgeption No. 127 Sprinklers instalied in
‘ concealed spaces such as above suspended
| celfings shall not require inspactian,
l Sxception No. 21 Sprinklers instalied in gress that
| are inaccessibie for safety considerations due o

K084 NFPA 107 LIFE SAFETY CODE STANDARD

Portable fire extinguishers are provided in af
health care cccupancies in aceordance with
@741 1893585 NFRA1D

I _ This STANDARD s not met as avidenced by
* Based or observation 2nd intarview, It was
; determined the facility faflad 1o enaurs fire
“extinguishers were mounted acconling (o
: Nabona! Fire Protection Association ( NFPA
standards. The deficiancy had the potential i
sfect one (1) of four (4] smoke comparments, ;
sixteen {18 residents, staf ang visliors, : :

- The findings include:

‘Maintenanzs Director, revealed s fire extinguisher

| in the L-Hati was mounted at a height of six (6)

' feat and five (8) nches. Interview, with the

i ! Maintenance Dirsctor. reveaied he was net aware
, the fire extinguishier could not pe mounted st 2
| height greater than five (5) foot,

i
g Dbservation on 10/48/14 gt 1:32 B with the
!

| | The findings ware acknowledgad by the

K OS2, Continued Erom page 13 K 062 %/ mxﬁ/;{ _; /eﬂ/ﬁﬁ’/
5 é

 brocess operations shall be inspactag curing . : [
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) F

W

AULTIPLE QONSTRULTION

LALDING B - MAIN BUILDING 01

3
]
COMPLETED f

[ 10/0972014

|

ELGEMONT HEALTHEARE

MNAME OF PRICVDER DR SUFFLIER

|

oD
FREFIX

SLIERY ETATEMENT OF DEFICIENGIES
[EAZH RESCENTY MUBT
REGULATORY QR LBT IDENTIFYING INFORMATION:

BE SREQEDED BY FULL

YARE
H STREET ADDRERS, 2ITY BTATE, IR AGDE
} 323 WERSTER AVENUE
E CYNTHIANA, KY 41034
Hal PROVIDER'S BFLAN OF CORSETTINN
FREFX {EAIM RORRESTIAS AT TION Sx
TAL CROZE-REFERENGED TO THE ARPRESERIATE

DEFEE

Lo gz

|
|
i TAG
i
!

K ls4

Gontinued From page 14

" Adrministrator during the exit conference.

|
i : Rai&:rmmm' NEPA 10 (1268 edition)

s :
: i 1-6.10 Fire exiinguishers having a gross welight
' noL gxceading 40 ib {158.14 kg) shail be instgliag
80 that the ton of the fire extinguisher s not more

s extinguishers having a gross weight greater than

{ “than 5 f (1.53 m) above the floor. Fire

480 b {18.14 ke {&zxcmpt wheeled types) shall be
| -1s) lnsfaéﬁed that the fop of the fire extinguisher is
notmorethan 3 12/ (1.07 m
| ne case shall the cisarance between the bofiom

of the fire extinguisher and the floor be less than
Cadn {16.2 omil.
47 ‘. NFPA 101 LIFE SAFETY CODE STANDARD

Pwith NFPAT

i Electrical wirl hg and equipment iz in 3
0, Nationg! Elsgirica! Code. 5 1.2

{ Based on ohsewazm and ntn'wnw it was

detsrmined the facmt} faligd o ensure slestrical
equipment was mainiained, accnrding to Natianal
Fire Protection Association (NFPA standards.

The deficiericy had the potentiai to affect one (4
of four {4) smoke compantments, sixteen (16]
risidgnts, siaff and visitors

: Obsarvalion on 10/08/94 8t 1:26 PN with the

¢ The findings include:

coordanoe

m} above the floor. I

Mairtenance Direstor, revealed two {“"? electrical |

Cwiring junction boxes were migsing the covers.

Interview, with the Maintenance Direclor

o Low DPTAM

Loy Pt

|

|
-
| l

Em%f%%/

|
|
|
|

|

|
|
|
|
i
I
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K 47 Comtinued Fram page 18
revesled he was not aware the electrical wiring
Hunction boxes did not have their covers,

{ Reference: NFPA 70 {1989 adition)
370-28, Covers and Canopies. in completes
installations, each box shall have a cover,
faceplate, or fixture canopy.
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