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F 164 | 483.10(e), 483.75()(4) PERSONAL
$5=D | PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right {o persenal privacy and
confldentiality of his or her personal and ciinical
records.

Personal privacy includes accommodations,
medical {reatment, wrilten and tefephone
communications, personal care, visits, and
mastings of family and resident groups, but this
does not reguire the facllity to provide a private
room for each resident.

Except as provided in paragraph {e){3) of this
seclion, the resident may approve or refuse the
release of personal and clinical records to any
Individual ouiside the facility,

The resident's right fo refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
institution; or record release is required by law.

The facility must keap confidential all information
contalned In the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another
healihcara Institutlon; law; third party payment
contract; or the rasident.
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F 000 | INITIAL COMMENTS Foon| Preparation and execution of this
plan  of Correction does not
Arecertification/abbreviated (KY #20360) survey ;":’:Z‘;‘:"t an th"‘dm‘“‘f’“ of or
was conducted on 06/26/13 through 06/28/13 to tg i “f y the provider of the
determine the facility's compliance with Federal ruth of the facts alleged or
requirements. The facliity failed to mest minimum concius:on.s set forth in the statement
requlrements for recertification with the highest of deficiency, This Plan of
SSofa"D", KY #20360 was substantiated with Correction is prepared solely
no deficlencles cited. because Federal and State Law
F 164] require it. Compliance has been and

will be achieved no later than the
last completion date identified in the
POC, Compliance will  be
maintained as provided in the Plan
of Correction. Faflure to dispute or
challenge deficiencies below is not an
admission that the =alleged facts
occurred as presented in  the
statements.

F 164 D PERSONAL
PRIVACY/CONFIDENTIALITY
OF RECORDS

Residents Found to Have Been
Affected

Licensed Practical Nurse (LPN) #1
was educated on the Dignity/Respect
Policy by the Director of Nursing on
06/28/13.

Licensed Practical Nurse (LPN) #2
received in-service education on the

LAHOWO\RS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

T
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ency slatemerny ending with en asterisk {*) denofes a deficlency which tha institutlon may be excused from correcling providing i is determined Lhat
o1hsr feguards provids sufficlent protection to tha palients . {Sae inslrustions.) Except for nursing homes, the findings slated above era disclosable 20 days
following the date of sdrvey whether or not a plan of correction is provided. For nursing hemas, the abova firdings and plans of cofrection are disclosable 14
days following the date these documents are made evaliable to the facility. [fdefldencios aro cited, &n epproved plan of correction [ faquistie to continred

pragram parikipation.
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F 184 | Continued From page 1 F 1641 Dignity/Respect Policy by the

Director of Nursing on 06/28/13.

This REQUIREMENT is not met as evidenced Identification of Other Residents

by: with the Potential to be Affected

Based on observation, interview, record review, All residents have the potential to be

and review of the facility's policy/procadure, it was affected by F 164. Systemic and

determined the facifity failed to ensure personal Monitoring actions listed below will

privacy during resident care for fwo (2) residents inciude alf residents who have the

(#1, #8) in the selected sample of ninetean {18) potential to be affected. All residents

residents. were interviewed on July 17 — 19,
2013 to solicit any concerns relating

Revisw of the Dignity/Respect policy, revised to dignity.

10/04/11, revealed appropriate measures would

be taken to assure that residents were freated In Systemic Changes

a courteous and dignified manner. Drape All licensed nurses were educated on

properly during care and procéduras {o avoid the Dignity/Respect Policy by the

exposure and embarrassment. Lse cunains or Director of Nursing on July 1-2

screens during care and procadures. 2013. All nursing departmen;

1. Observation of Resldent #8, on 08/27/13 al personnel were e{.i“"“ted oy ;};e

1:50 PM, revealed Licensed Practical Nurse Dignity/Respect Policy on July 1-19,

{LPN) #1 removed the resident’s shirt and bra for 2013.

a skin assessment; however, she did not close ) )

the window blinds in the room. The facility’s On July 18, 2013 the Social Services

courtyard could be viewed from the windows. [});partment conguctedkrandgm audits
three times each week to determine

Record review revealed Resident #8 was compliance with personal privacy.

admitted to the facility on 02/05/13 with diagnoses

to include Alzheimer's Disease, Dementia, and Monitoring

Anxiaty, Roview of the quarterly Minimum Data The Administrator will review all

Set (MDS) assessment, dated 06/110/13, revealed concerns with the Social Services

the facitity identifled the resident as moderately Director at the daily Continuous

cognilively impalred. Quatity Improvement {CQI) mesting
to verify that the Dignity/Respect

An interview with Resldent #8, on 06/26/13 at Policy is followed.

8:00 AM, revealed he/she would feel more

comfortable with the window blinds closed during The QAA Committee will meet

cars as it would be an "invasion of privecy" if weekly beginning July 15, 2013 for a

FORM CMS-2667(02-93) Previous Varsions Obsolzle Event |D; TPSH Feciity ID: 100627 If continuallon sheet Page 2 of 10
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F 164 | Continued From page 2
someons could see in hisfher room.

An interview with LPN #1, on 08/27/13 at 1:65
PM, revealed she should have ensured the blinds
were closed before starting the skin assessment,

Interview with the Director of Nursing (DON}, on
06/28/M13 af 2:50 PM, revealed she expected staff
{o close the window blinds during resident care.

2. Observation during a skin assessment, on
0B/27/13 at 2:45 PM, revealed Resident #t was
left naked on the bad and was not provided any
covering whils LPN #2 left the room to obtain
supplies and to wash/glove hands during care.

Record Review revealed Resident #1 was
admitted to the facility on 11/08/12 with diagnoses
to include Anxiety end Depressive Disorder. A
review of the quarterly MDS assessment, dated
06/20/13, revealsd the facility assessed Resident
#1's copnition as cognitively intacl.

Interview with Resident #1, on 08/28/13 at 10:45
PM, revealed “it bothered him/her {p be left naked
during care",

interview with LPN #2, on 06/27/13 at 3:00 PM,
revealed she should have covered Resident #1
when leaving the room during the skin
assessmant.

Interview with the DON, 08/28/13 at 9:19 AM,
revealed the LPN should have covered Resident
#1 when she left the room.

F 281} 483.20(k)(3}({) SERVICES PROVIDED MEET

E 14| minimum of four weeks and until

F 281

regulatory compliance is achieved.

Completion Date: JTuly 20, 2013

FORM CMS-2657{02-59) Previous Versions Obsolele Event [D: TPSIT1
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F 281 Continued From page 3 F 281
58=D ; PROFESSIONAL STANDARDS

The services provided or arranged by the facllity
must meet professional standards of qualily.

This REQUIREMENT s not met as evidenced
by:

Based on obsarvation, interview, and record
raview, and facllity policy and procadure review it
was determined the facility failed to ensure a
physician order for oxygen (02) was followed for
one (1) resident (#1), in the selected semple of
ninoteen {19) residents.

Findings include;

Araview of the facility's policy, entiled Concord
Health Systems Oxygen Policy and Procedurs,
{ast revised 04/04/12, revealed the purpose of
oxygen was to supplement oxygen supply when
insufficlont oxygen is being carrled by the bloed to
the tissues and to check physician's order for liter
fiow and method of administration.

Record Review revealed Resident #1 was
admitted fo the facility on 11/06/12 with diagnoses
to includs Wheezing, Shorlness of Breath, and
Unspecified Disease of Resplratory System. A
review of the quartery Minimum Data Set (MDS)
assesament, dated 06/20/13, revealed the facllity
assessed Rasident #1's cognition ag cognitively
fntact.

A raview of the physician order, dated 05/30/13,
revealed staff should provide continuous O2 at

F_281 P SERVICES PROVIDED
MEET PROFESSIONAL
STANDARDS

Residents Found io Have Been
Affecied

Resident #1 is receiving oxygen as
order by the physiclan, On June 28,
2013 Licensed Practical Nurse # 2
was re-educated and counseled on
the proper administration of oxygen.

Identification of Other Residents
with the Potential to be Affected

All residents utilizing oxygen have
the potential to be affected by F 281,
On June 28, 2013 a review of all
oxygen orders was completed to
assure that all residents receiving
oxygen ure receiving care according
to physician orders.

Systemic Changes

Beginning on July 18, 2013 the
Quality Assurance Nurse RNA will
observe oxygen rates on all residents
receiving oxygen to ensure that the
rate is given as ordered by the
physician. These observations will
continue for thirty days and
compliance is sustained.
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CENTERS.FOR MEDICARE & MEDICAID SERVICES

Observations an 08/26713 et 10:45 AM, 3:00 PM
and 3:45 PM and on 06/27/13 et 9:07 AM and
10;00 AM revealed Resident #1's was receiving

Nurse will be submitted to the
Quality Assurance and Assessment
feam for recommendations and
follow up.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (42} MULTIPLE CONSTRUGTION 0€3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
185306 B, NG 06/28/2013
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P4y 10 SUMMARY STAFEMENT OF QEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE COMPLETICH
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F 281 | Continued From page 4 F281: Monitoring
three (3} iiters {§) per minute (¥m} per nasal Al reviews of oxygen rates
cannula. completed by the Quality Assurance

02 at two {2) I/m.
Completion Date: July 22, 2013 7 {33/ 13
Observation and interview with State Certified

Nursing Alde (SRNA) #2, on 08/27/13 at 10:30
AM, revealsd Resident #1 was recsiving O2 at 2
¥m. The SRNA stated the 02 was set at 2 I'm
and sha would have to check the care plan to
verify if it was the eppropriate O2 rate. SRNA#2
stated the 02 rate was wrong after checking the

care plan,

interview with Licensed Practical Nurse #2, on
06/27/13 et 10:40 AM, revealed SRNA #2 had
toid her Resident #1's oxygen was running at the
wrong rate so she set it to the ordered three {3}
im,

Interviaw with the Diractor of Nursing (DON}, on
06/28/13 2:30 PM, revealed the chasge nurse
should check the 02 rates when he/ahe
compiates their compitance rounds.

F 282 | 483.20(k)(3)(ii} SERVICES BY QUALIFIED
s5=p | PERSONS/PER CARE PLAN

F 282

The services provided or arranged by the facility
must be provided by qualified persons i
accordance with each resident’s written ptan of
care,

Event {D: TPSIH Faclity |0; 100627 i continuation sheet Page 5 of 10
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STREET ADDRESS, CITY, STATE, ZIP CODE
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MADISONVILLE, KY 42431

This REQUIREMENT s not met as evidencad
by:

Based on observation, Interview and record
review, it was determined the facility failed to
ensurs care plans were followed for ona (1}
resident (#1), In the selected sampla of nineteen
{19} resldents refated to falls.

Findings include:

A raview of the faciilty's policy entitled, "Concord
Health Systems Nurse Aide Care Plan”, dated
02/10/10 revealed, "It was the purpose of this
farm fo document how each residents’ daily care
needs are provided by the nursing staff as
outlined in the Comprehensive Care Plan in
accordance with the guidance of the RAl process
and in keeping with the Common Wealth of
Kentucky Depariment of Medicaid Services".

Record review revealed Resident #1 was
admitted to the facllity on 11/06/12 with diagnoses
to include difficulty in walking, Abnormal Posture,
personal history of fall, other convuisions, and
muscle weakness. A review of the quarterly
Minimum Data Set (MDS) assessment, dated
06/20/13, revealed Resident #1's cognition was
assessed as cagnifively intact.

A review of the Comprehensive Care Plan for at
risk for falisfinjury related to impalred balance,
use of psychotropic medications, and history of
fallsfiift, dalad 06/25/13, and Certified Nurse Alde
(CNA) care plan, daled 06/2013 revealed
Resident #1 should have hipsiers on at all imes.

Observations of Resldent #1, on 6/27/13 at 2:45
PM and 06/28/13 at 9:20 AM revealed hipstars

(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION 8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 282 | Gontinued From page § F 282

F_28 D _SERVICES BY
QUALIFIED PERSONS/PER
CARE PLAN

Residents Found fo Have Been
Affected

Hipsters were provided for Resident
#1 in accordance with the care plan.

Identification of Ofher Resldents
with the Potentinl to be Affected

All residents have the potential to be
affected by F 282, Systemnic and
Monitoring actions listed below will
include all residents who have the
potential to be affected.

On July 18, 2013 a review was
completed of the resident care plans
and observations of the care plan
provided to the resident to ensure that
care was completed in accordance to
the care plan.

Systenric Changes

Beginning on June 28, 2013 — July
19, 2013 all noursing personnel
including nursing assistants,
medication. Technicians and ficensed
nurses were educated on following
resident care plans to include use of
hipsters and other fall prevention
measures,

FORM CMS-2567(02-93) Pravitus Versions Obsclele Evenl |0: TPSI11
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F 282 Continued From page 6 F 2g2| Care plan monitoring through direct

observation will be completed each
week by the Unit Managers for four

interview with State Certified Nursing Assistant weeks or until compliance s
{SRNA) #12, on 06/28/13 at 1:30 PM, revealed achieved.

Resident #1 was care planned to have hipsters
on at alt times due to the resident falling out of

were not on the resident.

bed. Monitoring
The Interdisciplinary Team wiil
Intervisw with Licensed Practical Nurse (LPN} #2, monitor the care plan cbservation
on 06/28/13 at 8:20 AM and 1:40 PM, revealad reviews at their daily meeting to
Resident #1 did not have hipsters on and they ensure that care plans are being
wara supposed to be on at all imes according to followed.
the care plan. LPN #2 further stated Resident #1 . ,7/33/,5
did not have the hipsters on the day before Completion Date: July 22, 2013

{06/27/13} at 2:45 PM when she was doing the
skin assessment.

Interview with the Diractor of Nursing, on
06/28/13 al 9:10 AM, revealed if the resident was
care plannad for hipsters on at all imes then the
hipsters should be en the resident at all imes.
The DON stated she expacied staff to follow the
care plans.

F 323 D FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVIC

F 323 | 483.25(h) FREE OF ACCIDENT Faz3| ES
s5=D | HAZARDS/SUPERVISION/DEVICES Residents Found lo Have Been
Affected

The fachiity must ensure that the resldent The Maintenance Director replaced
environment remains as free of accident hazards existing emergency call ligit
as is possible; and each resident receives chain/cord in Rooms #302, 303, 308,
adequate supervision and assistance devices to 309, 407, 410, 501, 505 and 607 on
prevent accidents. 07/16/2013.

Hdentification of Other Residents
with tire Potentinl to be Affected

On 07/0972013 the Maintenance
Director completed a 100% audit of
all emergency call light chain/cords
This REQUIREMENT is not met as evidencad and replaced/lengthened all

FORM CMS-2567({02-99) Previous Vereions Dbso'eta Eveal [B: TPSH1 Facilty 1: 100827 It continuation shaat Page 7 of 10
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by:

Based on observation, interview, record review,
and review of the facllity's policy/procedure, it was
determined the facility failed to provide an
environment free of accldent hazards related to
emergency call light cords having adequale
langth to allow easy accass in nina {9) of the totat
sixty (60) resident rooms,

Findings include;

Areview of the facility's Resident Call Lights
policy, not dated, revealed the facility should
maintaln an appropriate call light systemn for the
convenience of its residents and fo assist the
slaff Iin responding to needs of its residents in a
fimaly manner, Itls the policy of the facilily to
respond promptly to a call for assistance and to
assure that the call system is in proper working
order. Place call fights on the bed or close to the
resident so it s within easy reach.

Observations during the Initial tour, on 06/26/13
from 9:10 AM through 11:15 AM, revealed five (5}
rosident bathrooms in rooms #302, 303, 308, 309
and 410 had emergency call light pull chalnfcord
in each bathroom that were approximately the
langth of a ballpoint pen and one call light cord in
one {1} resident's bathroom in room #407, that
was less than the length of three (3) ballpoint
pens with twelve (12} residents affectad. Further
observations, on 08/26/13 from 9:05 AM ta 10:35
AM ravealed a very short chain on the call ight in
{he bathroom of rooms #501, 505, and 807 that
was spproximately the Jangth of a ballpoint pen;
affecting six (6) rasidents.

4D SUMMARY STATEMENT OF DEFICIEMCIES 1D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
DEFICIENGT)
F 323 | Continued From page 7 F 323| chains/cords found to be too shart on

07/16/2013.

Systemic Changes

On 07/09/2013 the Maintenance
Director completed a 100% audit of
all emergency call light chainfcords

and replaced/lengthened all
chains/cords found to be too short on
07/16/2013,

The Maintenance Director will
complete audits each month for three
months and every quarter thereafter
to check for appropriate length of call
Hght cords, These audits will be
added to the Preventive Maintenance
Log.

Monlitoring

The Maintenance Director will
review the findings in the Preventive
Maintenance  Log  with  the
Administrator and CQI Team at the
daily CQI meeting,

Completion Date: July 17, 2013 '7%7 /’3
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F 323 | Continued From page 8 F 323

Intarview with Resident #19, on 06/28/13 at 2:00
PM, revealed hefshe could not reash the
bathroom emergency calt light chain/cord if
he/she foll in the bathroom floor.

Interview with Licansed Practical Nurse (LPN) #1,
on 6/28/13 at 2:24 PM, revealed she would
expect the erergency call tight chain/cord to be
long enough for anyone lying on the floor to reach
it and the length should be uniform throughout the
facility.

Interview with Registered Nurse (RAN} #2, on
a/28/13 at 2,30 PM, revealed the emergency call
light chain/cord would not be easily accessible to
a parson lying on the floor and would expect the
length to be uniform throughout the facility.
Interview with the Director of Nursing (DON}), on EY s;%?’m D RESIDENT CALL
06/28/13 at 2:45 PM, revealed she would expect

anyone who felt in the bathroom Roor to be able ROOMS/TOILET/BATH
to reach the emergensy call light chain/cord;
however, residents would not be capable of
reaching the chain/cord if it was only the tength of
a baflpoint pen.

F 463 | 483,70(f) RESIDENT CALL SYSTEM -

ss=p | ROOMS/TOILET/BATH

Residents Found to Have Been
Affected

Coded door locks were ordered and
£ 463| will be Installed on bathroom doors
of the bathroom located on the 200
hall, 500 hall, and two bathrooms

The nurses" station must be equipped to receive located in the front lobby by the

sesident calls through a communication system Maintenance Director on July 23,

from resident rooms; and toilet end bathing 2013. These restrooms are

facllilies. designated for employees and
visitors.

This REQUIREMENT s not met as evidenced
by: .

Based on observation, interview, and review of
the facility's policy/procedure, It was determined

FORM CIMS-2567{02.99) Previous Versiana Ctsolata Event |D: TPSHA1 Fecity |D: 100627 If continuation sheat Page & of 10
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the facility failed to ensure each bathroom
avaitable for resident use was equipped o
recaive rasident calls through a communication
system.

Findings include:

Observation, on 06/28/13 at 11:40 AM, revealed
one hathroom on the 200 hall, one bathroom on
the 500 hall, and two bathrooms In the front fobby
without an emergency communication system in
place. All four bathrooms were unlocked and
available for resident use.

Interview with the Maintenance Director, on
06/28/13 at 1:50 PM, revealed he did not consider
the four bathrooms available for resident uss;
however, verified they wers unlocked with no
emergency communication system,

Interview with the Diractor of Nursing {DON), on
06/28/13 at 1:50 PM, revealed ambulatory
residents would be able to use the four
bathrooms, as they were unlocked.

Interview with the Administrator, on 06/28/13 at
2:30 PM, revealad she was not aware it was a
regulation to have a communication system In
bathrooms available for resident use.

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CUA {%2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING CDMPLETED
185306 B.WING 06/28/12013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZF CODE
RIDGEWOOD TERRACE NURSING HOME 426 ISLAND FORD ROAD
MADISONVILLE, KY 42434
(X4 ID SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CDRRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBRIATE DATE
DEFICIENCY)
F 463 | Continued From page 6 F 43| Identification of Other Residents

with the Potentinl fo be Affected

All residents have the potential to be
affected by F 463, See Systemic and
Monitoring actions are listed below.

Sysfemic Changes

Coded door locks will be installed on
bathroom doors of the bathrooms
located on the 200 hall, 500 hall, and
two bathrooms located in the frong
lobby by the Maintenance Director
on July 23, 2013. A review was
completed of all other doors that are
designated for employees and visitors
to ensure that these are not for
resident use and for compliance with
ihe citation in F 463, AM doors not
for resident use wili have coded
doors for security.

Mornitoring

The Mainienance Director will
monitor the door lock system on the
bathroom doors of the 200 hall, 500
hall and two bathrooms located in the
front lobby monthly on the
Preventative Maintenance Plan,

Any issues of concern will be
reported to the Quality Assurance
Committee.

Completion Date: July 24, 2013

7 24’//3
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Kooo) Preparation and execution of this |
plan  of Correction does not |
constitute an admission of or

K 000 | INITIAL COMMENTS

CFR: 42 CFR 483.70(a) agreement by the provider of the
BUILDING 01 _ truth of the I‘ac?s alleged or
conclusions set forth in the statement

of deficlency. This Plan of
Correction s prepared solely
because Federal and State Law
requirc it, Compliance has been and
will be achieved no later than the
Iast completion date identified in the
POC, Compliance  will  be
maintained as provided in the Plan
of Correction, Failure to dispute or
SMOKE COMPARTMENTS: Four (4} smoke challenge deficiencies below is not an
compartmeants admission that the alleged faets
occurred as  presented in the
FIRE ALARM: Complete fire alarm system with statements.

thirty-nine {38} smoke detectors.

PLAN APPROVAL: 1972
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFINF

TYPE OF STRUCTURE: One (1) story, Type il
(200)

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system.

GENERATOR: Type 1l generator. Fusl source is

natural gas. K 018 E LIFE_SAFETY CODE

A standard Life Safety Code survey was STANDARD

conducted on 06/28/43. Ridgewood Terrace R

Nursing Home was found not to be in compliance esidents Found to Have Been
Affected

with the requirements for participation in
Medicare and Medicald. The facility is cerlified for
one-hundred ten {110) bads with e census of
ninely three (93) on the day of the survey.,

The wheelchair blocking the door of
Room # 407 was removed; a smaller
mat was placed in Room # 406 to

allow door closure; walkers blocking

The findings that follow demonstrate the door were removed from

nencompliance with Title 42, Code of Federal doorway in room #204; and a smaller
Regulaiions, 483.70(a) et seq. (Life Safety from mat was placed in Room #606 to
Fire) atlow door closure,

TLE

71
umyfo YofR go’ 'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE :7:»\15
L 01/z 7 /20/3

ciency ﬂglement ending with &n asterisk {*) dencles a deficiency which the institution may be excused from correcling providing it is datermined tﬂal

Any/géhi
oﬁ{ahguards provide sufficlent protection 1o tha patlents, (See Instructions.) Except fer nursing homes, the findings stated ebove are disclosable D days
téflowing the date of survey whether o not e plan of correction is pravided. For nursing homes, tha ahova findings and plans of correction sre disclosabla 14
days follawing the data thess documants ara made aveltable to the faclity. If deficiencles are cited, an approved plan of comection Is requisite to continued

program pariicipation,

If continuation sheat Page § of i7
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) -
K 000 | Continued From page 1 k oop| The Maintenance Director replaced
the corridor doer latch to Room #
Deficiencies were clted with the highest 601 on July 17, 2013 so that the door
deficiency identified at "F" level. properly latches.
K 018 | NFPA 104 LIFE SAFETY CODE STANDARD K018 . .
SS<E The Maintenance Direetor removed a
Doors protecting corridor openings in other than rubber strip from the corridor door to
required enclosurss of vertical openings, exits, or Room # 306 on July 17, 2013 so that
hazardous areas are substantial doors, such as the door properly latches.
those conetructed of 134 Inch solid-bonded core
wood, or capable of reslisting fire for at least 20 The Maintenance Director will repair
minutes. Doors in sprinkiered buildings are only the corridor door to Room # 401 on
raquired to restst the passage of smoke. There is July 25, 2013 so that the door will
no Impadiment fo the closing of the doors. Doors property latch.
are provided with a means suitable for keeping
the door closed. Dufch doors meeting 18.3.6.3.6
are permitted.  18.3.6.3 dentification of Other Residents
. with the Potentlal to be Affected
Roller latches are prohibited by CMS regulations All residents, visitors and staff have
In elf health care facilities. the potential to be affected by K 018,
On June 28, 2013 the Maintenance
Director completed a 100% audit of
all comridor doors fo resident rooms
to ensure no objects prevented doors
from closing,
On July 18, 2013 the Maintenance
This STANDARD is not met as evidenced by: Director completed a 100% audit of
Based on observation and interview, it was all corridor doors for proper latching.
determined tha facllity failed to ensure corrider
doors of resideni reoms were In accordance with
NFPA standards. The deficiency had the Systeniic Changes
potential to affect three (3) of four (4} smoke The Maintenance Director will
compartments, ninaty-four {94) residents, staff, complete audits each month for three
and visitors. The facility is certified for months and every quarte]- thereafter
one-hundred tan (110} beds with a census of to check for clearance of comidor to
Facifly 1D: 100627 it continuation sheet Page 2 of 37
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Lo SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
WG REGUAATORY OR LSC {DENTIFYING INFORMATION)

L]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION x5)
{EACH CORRECTIVE ACTION SHOULD BE COUPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K 018 | Continued From page 2

ninety three (83) on the day of the survey. The
facility falled to ensure four (4) resident doors
could be closed with a single motion, and three
{3) doors would properly fatch.

The findings include:

Observations, on 06/26/13 betwsen 11:00 AM
and 4:00 PM with the Maintenance Supervisor
and the Staff Development Coordinator, revealed
the corrdor doors to the resident roams were
blocked from closing. The rooms affected by this
were rooms #407- wheelchalr blocking door, 406~
padded mat blocking door, 204- walkers blocking
door, and 808- padded mat blocking the door.

Interviews, on 06/26/13 between 11:00 AM and
4:00 PM with the Maintenance Supervisor and the
Staff Development Coordinator, revealed they
ware unaware the items were biocking the door.
Further Intarview reviewed the padded mats were
down when the residents were in bed but ihe staff
was to pick them up if the resident was not In

bed.

Observations, on 06/26/13 betwaen 11:00 AM
and 4:00 PM with the Maintenance Supervisor
and the Staff Development Coordinator, revealed
tha corridor doors to rooms #401, 601, and 306
would not {atch property.

interview, on 06/26/13 between 11:00 AM and
4:00 PM with the Maintenance Supervisor and the
Staff Development Coordinator, revealed they
were unaware the doors ware nof latching to the
rooms.

Referance: NFPA 101 (2000 edition)

Ko18

resident rooms and for proper
latching of corridor doors to rooms,
These audits will be added to the
Preventive Maintenance Log,

Monlitoring

The Maintenance Director will
review the findings in the Preventive
Maintenance  Log  with  the
Administrator and CQI Team at the
daily CQI meeting.

Completion Date: July 26, 2013 7/3&’//5
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K 018 | Continued From page 3 K 018

19.3.8.3.1* Doors protecting comdor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shalt he ;
substantial doors, such as those constructed of “
13/4-in, {(4.4-cm) thick, solid-bonded core wood
ar of construction that resists fire for not less than
20 minutes and shali be constructed 1o reslst the
passage of smoke, Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance hetween the bottom
of the door and the floor covearing not excesding
1in. (2.5 cm) shall be permitted for corridor
doors.

Exception No. 1: Doors to toifet rooms,
bathrooms, shower reoms, sink closets, and
similar

auxitiary spaces that do not contain flammable or
combustible materials, '
Exception No. 2: In smoke compartments
protecied throughout by an approved, supervised
autormatic sprinkler system in accordance with
19.3.5.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be conslructed to resist the passage of
smoke.,

19.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that s
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping

tha door fully closed if a force of 6 Ibf (22 N) is
applied at the latch edge of the door. Roller
tatches shali be prohibited on corridor doors in
bulidings not fully protected by an approved
automatic sprinkler system in accordance with

19.3.6.3.3"
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K 018 | Continued From page 4 kois| K 029 D LIFE SAFETY CODE
Hold-opan devices that release when the door is STANDARD,
pushed or puiled shall be pamitted. .
Residents Found to Have Been
A19.36.33 Affected '
Doors should not be blacked open by furniture, The Maintenance Director replaced
deor stops, chocks, lie-backs, drop-down or the door closer in the dry storage area
plunger-typa devices, or other devices that of the kitchen on July 2, 2013,
necessitate manual untafching or releasing action
to close. Examptes of hold-open devices that The Maintenance Director will install
release when the door is pushed or pulied are a door closer and latching device for
friction catches or magnetic catches. - i the briefroom on July 19, 2013,
K 029 ! NFPA 101 LIFE SAFETY CODE STANDARD K 029
§8=D Tdentlfication of Other Residents

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3,5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Docrs are seif-closing and non-rated or
flald-applied proteciive plates that do not exceed
48 inches from the bottom of the door are
parmitted.  19.3.2.1

This STANDARD s not met as svidenced by:
Based on observation and interview, it was
defermined the facliity failed to mest the
requirements of Protection of Hazards in
accordance with NFPA Standards, The
deficiency had the potential to affect one (1) of
four {4) smoke compartments, forty (40)
residents, staff, and visiiors, The facility Is
certified for one-hundred ten {110} beds with a

with the Polential to be Affected
Forty residents, staff and visitors are
affected by K 029.

On July 2, 2013 the Maintenance
Director completed a 100% audit of
all doors to ensure that doors on
hazardous rooms are equipped with
door closers.

On July 18, 2013, the Maintenance
Director completed a 100% audit of
all doors to hazardous rooms to
ensure that doors properly latched.

Systemic Clanges

The Maintenance Director will
complete audits each month for three
months and every quarter thereafter
to check for door closers and proper
latching of doors to hazardous rooins.
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K 029 | Continued From page 5 K 020| Monlioring

cansus of ninety three {93} on the day of the
survey. The facility failed to ensure two (2)
hazardous fooms wera property saparated.

The findings include:

Malntenance Supenvisor and the Staif

device to keep the door clesed.

interview, on 06/26/13 at 11:25 AM with the
Maintenance Supervisor and {he Staff

proper way to separate tha hazardous room,

Referenca: NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.

with an automatic extinguishing system in
accardance with 8.4.1. The automatic
extinguishing shall be parmitied to be in

option is used, the areas shall be separated

and doors, The deors shall be sel-closing or
auvtomatic-closing. Hazardous areas shalf
inciuds, but shali not be rastricted to, the
following:

Observations, on 068/26/13 at 11:25 AM with the

Davelopment Ceordinator, revealed the closing
device on the door for the dry storage area In the
kitchen had baen removed. Further observation
revealed the Brief room did not have a latching

Development Coordinator, revealed they were
unaware the door closer had bean removed and
that just a doar closer for the brief room was not a

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fira barrier having a
1-hour fire resistanca rating or shall he provided

accordance with 19.3.5.4. Whare the sprinkler

from other spacas by smoke-resisting partitions

The Maintenance Director will
review the findings in the Preventive
Maintenance  Log  with  the
Administrator and CQI Team at the
daily CQI meeting, '

Completion Date: July 22, 2013

7 /22/13
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DEEICIENCY)
K 028 | Gonilnued From page & K029
{1} Botler and fuel-fired heater rooms . .
(2) Centralbuik laundries larger than 100 fi2 K 048 F _LIFE SAFETY CODE
(9.3 m2) STANDARD
(3) Paint shops
(4) Repalr shops Resldents Found {o Have Been
(5} Soiled linen roomsa Affected o
(6} Trash collection rooms All residents, staff and visitors have
(7} Rooms or spaces [arger than 50 fi2 (4.6 m2), the potential to be affected by K 0438,
including repair shops, used for storage of
combustible supplies Identification of Qther Residents
and equipment in quantittes deemed hszardous with the Potential to be Affected
by the authorfty having jurisdiction All residents, staff and visitors have
{8) Laboratories employing flammable or the potential to be affected by K 048.
combusiible materials in quantities less than Systemic and Monitoring actions
those that would be considered a severs hazard. listed below will include all residents
Excegtion: Doors in rated enclosures shali be wheo have the potential to be affected.
permitted to have nonrated, factory or
field-applied
protective plates extending not more than
48 in. {122 crn) above the bottom of the door. ‘gg t?:;; C;Igang(e)s; 3 the Consulting
¥
I;gig NFPA 101 LIFE SAFETY CODE STANDARD K048 Administrator revised the Fire Safety
Thete Is a written plan for the protection of all Flan “’1?[ Pm;efe“ﬁ;‘:““g:; ‘:ﬁgﬁg
patlents and for their evacuation in the event of cvacuation O T3 §
anemergency. 19.7.1.1 compariments.
Employees will be in-serviced on the
revised Fire Safety Plan and
This STANDARD is not met as svidenced by: Procedure Policy by the Maintenance
Based on Interview and policy review, it was Director on July 26, 2013.
detarmined the facility failed to implement a :
proper Fire Safety Plan and Procedure Policy in Monltoring
the event of an emergency in accordance with The Maintenance Direetor wil
NFPA standards. The deficlency had the monitor adherence to the revised Fire
potenitial to affect four {4) of four (4} smoke Safety Plan and Procedure Policy to
compariments, afl residents, staff and visitors. ensurc evacuation of residents, staff
The facility is cenlified for one-hundred ten {110} and visitors from smoke
beds with a census of ninety three {93} on the day compartments  during  fire drills.
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K048

Continued From page 7

of the survey. The facility failed to ensure the
evacuation of a smoke comparlment was
addressed in the fire safety plan,

The findings include:

Fire Safety Plan review, on 06/26/13 at 11:17 AM
with the Maintenance Supervisor and the Staff
Developmant Coordinator, revealed the facility's
Fire Safety Plan and Procadure Policy did not
address the evacuation of a smoke compartment
in the facllity.

Interview, on 06/26/13 at 11:17 AM with the
Maintenancs Supervisor and the Staff
Davelopment Coordinator, ravealed they were
unaware the policy did not address the
gvacuation of a smoke compartment and they do
praciice this procedure during their fire drilis.

Actug! NFPA Standard: 19.7.1 Evacualion and
Relocatlon Plan and Fire Drills.

19.7.11

The administration of every healthcare occupancy
shall have, in effect and avallable to alt
supervisory personnel, written coples of a plan for
the prolection of alf parsons in the event of fire,
for their evacuation to areas of refuge, and for
their evacuation from the buitding when
necessary, All employees shall be periodically
instructed and kept Informed with respect o thelr
duties under the pian, A copy of the pian shall be
readily avallable st all ¥mes in the telephone
operator’ s position or at the security center.

The provisions of 16.7.1.2 through 19.7.2.3 shail
apply.

19.7.1.2*

Fire drills in health care occupancles shall include

K 048

Reports of the evacuation drills will
be maintained by the Maintenance
Director in the Fire Drill Log and
reviewed with the Administrator and
CQI Team at the monthly CQI

meeting,

Completion Date: July 27, 2013 7/ 27/}3
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the transmission of a fire atarm signal and
simutation of emergency fire conditions, Drills
shali be conducted quarterly on sach shift to
familiarize facility personnel! {nurses, interns,
malntenance enginests, and administrative staff)
with the signals and emergency action required
under vared conditions. When dsills are
conducted betwaen 9:00 p.m. {2100 hourg} and
6:00 a.m. {0600 hours}, a coded announcement
shall be permitted to be used Instead of audible
alarms.

Excaption: Infirm or bedridden patients shall not
be required to be movad during drills to safe
areas or to the extarior of the building,

19.71.3

Employaes of health care occupancles shali be
instructed in life safety procedures and devices.
19.7.2 Procedure In Case of Fire.

19.7.2.1*

For health care occupancies, the proper
protection of patlents shall raguire the prompt and
effactive response of health care personnel. The
basic response required of staff shall include the
removal of all occupanis direttly involved with the
fire emergency, transmission of an appropriate
fire alarm slgnal to warn other buitding occupants
and summon staff, confinement of the effects of
the fire by closing doors to Iscfate the fire area,
and the relocation of palienis as detailed in the
health care occupancy * s fire safety plan.
19.7.2.2

A written heaith care occupancy fire safety plan
shall provide for the following:

{1} Use of alarms

{2} Trensmission of alarm to fire depariment

{3} Response to alarms

{(4) lsolation of fire

(5) Evacuation of immediate area

FCRM CMS-2667{02-98} Previous Versstons Ousclate Event 10; TPS121

Facility 10: 100627

\f conlinuation sheet Page 9 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07H5/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. §938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDEAYSUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 0 COMPLETED

185306 B, WING 0B/27/12013
NAKME OF PROVIBER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
425 ISLAND FORD ROAD
RIDGEWOOD TERRACE NURSBING HOME
MADISONVILLE, KY 42431
{430 SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIOER'S PLAN OF CORRECTION [1.45]
PREFIX {EACH DEFICIENGY MUST BE PRECEOED BY FULL PREFEX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
¥ 048 | Continued From page 9 Ko4s! K _056 E LIFE SAFETY CODE
(6) Evacuation of smoke compariment STANDARD
{7) Preparation of floors and building for Residents Found to Have Been
evacuation Affected .
{8) Extinguishment of fire All residents, staff and visitors have
19.7.2.3 the potential to be affected by K 056.
All health care occupancy personnel shall be
instructed in the use of and response to fire Ldentification of Other Residents
afarms. in additlon, they shall be instructed in the with the Potential to be Affected
use of the code phrase fo ensure transmission of All tesidents, staff and visitors have
an alam under the folfowing conditions: the potential to be affected by K 056.
{1} When the individual who discovers a fire See Systemic and Monitoring actions
mus! immaediately go to the aid of an endangerad below.
person
{2) During a malfunction of the building fire alarm Systemic Changes
system , On July 24, 2013 bids will be
Per:sonnel hearing the code annolunced shall first received  from  Tri-State  Fire
activate the building fire alarm using the nearest Protection, Inc and Armor Fire
manua! fire afarm box and Protection LLC for installation of
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 ‘sprinkler protection in the skylight
Ss°E If there Is an automatic sprinkier system, it is areas of the two nurses” stations and
instalied in accordance with NFPA 13, Standard the. front lobby area. Bltlds will be
for the Installation of Sprinkler Systems, to rey:ewed by the aintenance
. . d awarded on July 25,
provide complete coverage for all portions of the Director an
building. The system Is proparly maintained in 2013,
accordance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. |t is fulty Monitoring ,
supervised. There fs @ reliable, adequate water Armor Fire Protection LLC provides
supply for the system, Regquired sprinkier on-site quarterly inspections of the
systems are equipped with water flow and tamper sprinkler system. Reports  are
switches, which are electrically connected to the submitted to the Maintenance
building fire alarm system,  19.3.5 Director.
The Maintenance Director will
review the findings in the Preventive
Maintenance  Log  with  the
This STANDARD s not met as evidenced by:
FORM CMS-2547{02-99) Previous Versions Obsoleta Event (D; YRSt Faclity 10: 100627 If eonlinuation shast Page 10 of 17
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Based on observation end interview, it was daily CQI meeting.
determined the facility failed to ensure complete
sprinkier coverage in accordance with NFPA . . 7/ Z@[/ 3
standards, The deficiancy had the potential to Completion Date: July 26, 2013
affect three (3) of four (4) smoke compartments,
seventy {70) rasidents, staff, and visifors. The
facility is cerlified for one-hundred ten (110} beds
with a census of ninety three (83} on the day of
the survey. The facllity falled to ensura three (3}
skylight areas were properly sprinklet protected.
The findings Include:
Observation, on 06/26/13 at 4:05 P with the v
Malntenance Supsrvisor and the Staff
Dsvelopment Coordinator, revealed the two (2)
nurses’ statlons and the front lobby area did not
have proper sprinkler protection at the peaks of
the skyiight arees,
Interview, on 06/26/13 at 4:05 PM with the
Maintenance Supervisor and the Staff
Development Coordinator, revealed they were .
unawere the areas at the skylights were not K _066_D_LIFE SAFETY CODE
properly sprinkler protected. STANDARD
Refarance: S&C 09-04 Residents Found to Have Been
Adoption of New Fire Safety Requirements for Affected .
Long Term Care Facilities, Mandatory Sprinklar All residents, staff and visitors have
Ingtallation Requirement the potential to be affected by K 066,
http:#fenww.cms.goviSurveyCertificationGeninford
ownloads/SCLetter08-04.pdf Identification of Other Resldenis
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K BB} with the Potential to be Affected
§5=D All residents, staff and visitors have
Smoklng regulations are adopted and inciude no the potential o be affected by K 066,
less than the following provisions: See Systemic and Monitoring actions
are listed below.
{1) Smoking Is prohibited in any room, ward, or

FORM CMS-2567{02.80) Pravious Versions Obsolsto Evenl ID; TPSI21
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K 086 | Continued From page 11 K 066 SJ’-"_‘”"{" Changes
compartment where flammable liquids, Beginning on June 27, 2013, the
combustible gases, or oxygen is used or stored Maintenance Director moved the
and in any other hazardous location, and such employee break area to a lDCB.tIOD on
area is posted with signs that read NO SMOKING the pavement where cigarelte
or with the International symbot for no smoking. receptacles ate located. The cigaretie
butts were removed from area of
{2) Smoking by patients classified as not grounds where they had been
respensible Is prohibited, except when under improperly discarded, The area was
diract supervision, taped off and a sign posted to resirict
smoking to the designated area only,
{3) Ashtrays of noncombustible materlal and safe
design are provided in all areas where smoking is
permitted. As of July 31, 2013 the facility will
no longer allow employee smoking
{4) Meta_l containers with self-closing cover on the campus. NO SMOKING
devices into which ashtrays can be empt!ed are signs whl be posted in visible arcas
readl!y avallable to all areas whers smoking is of entryways.
permitted. 19.7.4
On July 18, 2013 letters notifying
employees were mailed regarding
the change to a non-smoking campus.
This STANDARD is not met as evidenced by: Monitoring
Based on observation and interview, it was The Administrator and Department
determined the faciity failed to ensura the use of Directors will monitor the campus to
approved ashirays at an entrance, in accordance ensure enforcement of the employee
with NFPA standards. The deficiency had the “No Smoking Poliey.
potential fo affect one {1) of four {4) smoke
compartments, residents, staff, and visitors. The Any issues of concern will be
faciiity Is certified for one-bundred ten (110} beds reported to the Quality Assurance
with a census of ninety three {93} on the day of Committee during the daily CQI
the survey. The facility failed to ensure clgarstte meetings.
butts were not belng discarded onto the ground. i
Compietion Date; July 19,2013 /
The findings includs: P Y 7/ ’9 B
Observation, on 06/26/13 at 3:58 PM with the
FORM CMS-2587(02-99} Pravious Versions Obsolete Event |D: TPSi24 Facitdy 10: 100827 If continuation sheet Page 12 of 17
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K 066 Continued From page 12

Maintenance Supervisor and the Staff
Development Coordinatar, revealed the employee
smoking area had cver one-hundred fifiy cigarette
butts on the ground.

Interview, on 06/26/13 at 3:58 PM with the
Maintenance Supervisor and the Staff
Development Coordinator, revealed they were not
aware cigaratie buts could not be on the ground
since the area was across the parking lot from

the facility.

Referenca: NFPA 101 (2000 edition}

19.7.4* Smoking. Smcking regulations shall be
adopted and

shall include not less than the following
provislans;

{1} Smoking shall be prohibited in any room,
ward, or compariment

where flammable liquids, combustible gases, or
oxygen s used or stored and In any other
hazardous location,

and such arees shall be posted with signs that
read MO SMOKING or shall be posted with the
international .
symbal for no smoking.

Exception: in heaith care occupanclies whero
smoking is prohibited

and signs are prominently placed at all major
entrancas, secondary

slgns with language that prohibits smoking shail
not be required.

(2) Smoking by patients classified as not
responsible shall be

prohiblted,

Exceptlon; The requirement of 19,7.4(2) shell not
apply where the patient

is under diract supervisicn.

K066
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K 066 | Continuad From page 13 K 086
{3} Ashfrays of noncombustible material and safe
design
shall be provided in alf areas where smoking is
permitted.
{4} Mstal cantainers with seif-closing cover
devices Into
which ashtrays can be emptied shall be readily
available
to ell areas where smoking is permitied.
K 073 ] NFPA 101 LIFE SAFETY GODE STANDARD K073
8S=F
No furnishings or decarations of highly flammable K 073 F LIFE SAFETY CODE
character are used. 19.7.5.2, 19.7.5.3, 19.7.5.4 STANDARD
Resldents Found to Have Been
Affected
Battery operaied smoke detectors
This STANDARD is not met as evidencad by: were installed in resident rooms with
Based on observation and interview, it was upholstered chairs brought from
determined the faclfity failed to ensure that no home in rooms #409, 408, 401, 501,
highty flammable fumiture was used in the facility, 508, 506. 609. 610. 605. 102
in accordance Wlth NFPA standards. The 104’103 I’ ]0 aI’ld ki 10’ on J;Iy 18,
deficlency had the potentlal to affect four {4) of 2015 ’ ! '
four (4) smoke compartments, forty {(40) ‘
residents, staff, and visitors. The facliily is
certified for ene-hundred tan {110} bed: witha ddentification of Other Resldents
consus of ninely thrae {93} on the day of the with the Potentlal to be Affected
survay. The facllity failed to ensura rasident Forty residents, staff and visitors are
upholstered chairs from home were being potentially affected by K 073. See
properly protected by a smoke detector. Systemic and Monitoring  Actions
listed below.
The findings include:
Systemic Changes
Observation, on 06/268/13 betwesn 11:00 AM and On July 18 - 19, 2013, the
4:00 PM with the Maintenance Supervisar and the Maintenance Director equipped all
Statf Development Coordinator, revealed residant restdent rooms with battery operated
chairs that were brought from homs with no smoke detectors.
smoke datactor instalted In rooms #4089, 408,
401, 501, 508, 506, 504, 609, 610, 605, 102, 104,
FORM CM$-2567{02-89] Previcus Verakons Chsoleta Event|D:TPSI2t Faciily |D: 100527 IFeontinualion sheet Page 14 of 17
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K 073 | Continued From page 14 K 073| Monitoring i )
The Maintenance Director  will
103, 110, and 310. i .
monitor the function of the smoke
Interview, on 06/26/13 betwasen 11:00 AM and detectors monthly per the Preventive
4:00 PM vith the Maintenance Supervisor and the Maintenance Plan.
Staff Development Coordinator, revealed thay i .
ware unaware that if a resident brings a chair Any issues of concemn will be
from home then the room must have a smoke reported fo the Quality Assurance
detector Installed. Committee.
Completion Date: n ) /9 /}3
Reference: NFPA 101 {2000 Edition) Tuly 19, 2013
19.7.5.2 Newly introduced upholstered fumiture K 147 D LIFE SAFETY CODE
within STANDARD
heatth care occupancles shali meet the criterla Residents Found to Have Been
specified whean Affected
tested In accordance with the methods clted in Power cords were removed from
o3 202)and Room #406 and Room # 504 on June
3.3 ] ) he Maintenance
Exception: Upholstered furniture belonging to the 2D6 tZ 013 by fthe 1
patlent In sleeping Irector.
rooms of nursing homes, provided that a smoke
detector Is installed Resldent
In such rooms. Battery-powered single-station Identlfication of Other Resldents
smoke delectors with the Potentinl to be Affected
shall be permitted, F}@«Sm (56) resndents,‘ staff and
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147| visitors have a potential to be
§8=D affected by K 147,
Electrical wiring and equipment is in accordance . ,
with NFPA 70, National Electrical Cods. 91,2 On Juve 26, 2013, the Maintenance
Director completed a 100 % audit of
all rooms to ensure proper usage of
power strips.
Systemic Clranges
This STANDARD is not met as evidenced by: On June 26, 2013, the Maintenance
Based on observation and interview, it was Director completed a 100 % audit of
determined the facllity failed to ensure electrical
FORM CMS-2567(02-29) Previous Versions Obgolele Event 10: TPSE21 Farciity ID; 100827 If continuetion shast Page 15 of 17
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K 147 | Continued From page 15 K 147! 8ll rooms to ensure proper usage of

winng was maintained in accordance with NFPA
standards. The deficiency had the potential to
affect one {1) of four (4} smoke comparntments,
fity-six (56) residents, staff, and visitors. The
facility Is certified for one-hundred ten {110} beds
with & canaus of ninety three {93} on the day of
the survey. The facllity failed to ensure power
strips were being used properly.

The findings Include:

Observations, on 06/26/13 between 11:00 AM
and 4;00 PM with the Maintenance Supervisor
and ihe Staff Development Coordinator, revealed
a bed, an Oxygen concenirator, and a minl
nebulizer were plugged Info a power slrip located
in room #408. Furlher observation revealed a
mint nebulizer plugged inte a power strip focaied
in room #504.

Interview, on §6/26/13 betweon 11:00 AM and
4:00 PM with the Maintenance Supervisor and the
Staff Development Coordinator, ravealed he was
unaware of the lems being improperly plugged
into power slrlps. He stated he does rounds often
to check power sirips o verify they are belng
usad properly.

Reference: NFPA 89 (1998 edition)

3az24.2p

Minimum Number of Recaptacles. The number of
receptacies shall be determined by the intended
usa of the patlent care area, There shall be
sufficlent raceptacles located so as to avoid the
need for extension cords or multiple outlet
adapters.

Reference; NFPA 70 {1999 Edition).

power strips.

The Maintenance Director will
compiete audits each month for three
months and every quarter thereafter
to check for proper usage of power
strips. These audits will be added to
the Preventive Maintenance Log.

Monitoring

The Maintenance Director will
review the findings in the Preventive
Maintenauce  Log  with  the
Administrator and CQI Team at the
daily CQI meeting.

Completion Date: /
July 29, 2013 7}” B

FORM CM3-2567{02-59) Previous Versicns Chaolele

Event |D; TPSRY

Facl

ity 1D: 100627 If continuation sheet Page 16 of 17

- 16 -




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/156/2013

FORM APPROVED

OMB NO. 0938-0381

STATEMEMT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION : IDENTIFICATION NUMBER:

186306

{XZ) MULTIPLE GONSTRUCTION £X3) DATE SURVEY

A.BUILOING ®1 - MAIN BUILDING 01

B. WING

COMPLETED

06/27/2013

RAME OF PROVIDER OR SUPPLIER

RIDGEWOOD TERRACE NURSING HOME

STREET ADDRESS, CITY, STATE, ZiP CODE
426 ISLAND FORD ROAD
RMADISONVILLE, KY 42431

4D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYIRG INFORMATION)

o PROVIDER'S PLAN OF CORRECTION
PREFiX {EACH CORREGTIVE ACTION SHOULO BE
TAG CROS5-REFERENCEQ TO THE APPROPRIATE
DEFIGIENCY)

X8
COMPLETION
DATE

K147

Continued From page 16

400-8, Uses Not Permitted

Unless specifically permitted in Section 400-7,
fiexible cords and cables shall not be used for the
following:

1. As a substitute for the fixed wiring of 2
stnucture

2, Where run through holes In walls, structural
ceilings suspended ceilings, dropped cellings, or
floors

3. Whera tun through doarways, windows, or
similar openings

4. Where attached to bullding surfaces
Exception: Flexible cord and cable shall be
permitted to ba attached to building surfacas in
accordance with the provisions of Section 364-8.
5, Whara concealed behind building walls,
structural cellings, suspended cellings, dropped
ceilings, or fioors

6. Where installed in raceways, except as
otherwise permitted in this Code.

K 147
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