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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OME NO. 0938-0391

CENTERS FO?? MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENDIES X1} PROVIDER/SURPLIERICLIA {K2) MULTIPLE COMSTRUCTION {203 DATE BURVEY
AND PLAM OF CORRECTION DENTIEICATIDN NUMBER: A BULOMNG COMPLETED
185254 B WING Q4/09/2015
STREET ADDRESS, CITY, STATE, 210 CODE

NAME OF FROVIDER OR SUPPLIEA
408 WYOMING ROAD

RIDGEWAY NURSING & REMABILITATION FACILITY OWINGSVILLE, KY 40260
o SUMMARY STATEMENT OF DEFIGIENGIES T wm PROVIDER'S FLAN OF CORRECTION D s
PREFIK {EAGH DEFICIENCY MUST BE PRECEDED BY FULL : TPREFXE {EACH CORREGTIVE AGTION SHOULD BE { COMPLETION
TAG REGULATORY OR LS IDENTIFYING [NFORMATION} § ™™ CROSG.-REFERENCED TO THE APFROPRIATE ¢ DAIE
' : : 5 DEFICENCY) :
! : ! '
F 000 i INITIAL COMMENTS S Foo,
- , ? F371 ‘
| A Recertification Survey was Initiated on i
04/07/15 and concluded on 04/08/15, with : . ) ;
, . ! : It is end was on the day of survey the policy |
i dafici g b t5 . . e
g‘;ﬁ‘;‘ﬁ;ﬂ%g'ﬁﬁm the highest Scops and f of Ridgeway Nursiug snd Rehabilitation to
F 371 483.35(1) FOOD PROCURE, : Fa7t store, prepare and serve food under sanitary
58=p * RTORE/PREFARE/SERVE - BANITARY z conditions,
| | |
* The facility must - 1.  MNo residents weye sffected by the
i (1) Procure food from sources approved or | unlebeled or dated pastenrized eggs
congidered satisfactory by Federal, State or local No GI outbreaks were noted in the |

j authoritles; and E  epn !
facility,

" {2) Stare, prepars, distribute and serve food }

i under sanitary eonditions - i
? 2. All wmprepared foods are stored with a

date and description of product in all

i
refiigerated areas,

7

i )
: 3. Daily, the Dietary Manager will monitor
all refrigerafed areas in the Dietary

I v
i This REQUIREMENT is not mal as evidenead
department to ensure focds are labeled and

i by {

! Based on observation, interview and review of 3 dated properly. Monthly the dietician will

i the facility's policy, it was determined the facility audit all refrigerated areas of food oy '

1 faled to store food under sanitary conditions as . . L o SIOTage
evidenced by foud products not fabeled or dated and Iabeimg.' This practice will continue for
stored In the freszer and refrigerator., i 60 days and if no further fssues the Dietician

o i - will monitor monthly. All Dictary stafl were
The findings include: . ‘ in-gerviced on 04-17-15 hy the Distary
Review of the faclity's policy tled, "Refrigerated | Manager covering food stcr&g?, thawing
Sloraga", not dated, revealed aff foods were o be procedures and dating of food items.
roparly wrapped and slored in seated T, ,

Coniainers, dafed and labolsd. 4. As part of the facility’s Quality

. Assurance Program the review of the food
Review of the fecility's policy tifled, "Proper Food storage daily and the dietician’s report will
Marwiting Pasteurized Epgs", not dated, revealed be made part to the Quality Assurance

: pastelirlzed eggs shouid be used by the Committee for the next six month

e oate

i
| .
LABORATORY DIRECTORS ROVIDER/AALIFPLIER REFRESENTATIVE'S SIGNATURE THLE o
. s, - -
Qdpumachodn 060515

© Any deficlancy statetient ending with an asledsk (%) denot=s a deficiency which the instinstion may be excused from comesiing providisg i (s defermined that
other safgtiuards prndds sufficlent protection to the paffants. (See Inaructions.} Excent for nursing homes, the Indings slates above are disgosshis 50 daya
foilowing e date of survey whether er not a pian of correstion (= provided. Farrursing homes, the ahove findings and plans of corfection ara displosable 14
days Toflowing the date these dotumants are mada avaliable to the facillly. If deficiencies are cfted, an gpproved plan of correction Is regulslis o continued

program paricipstion.
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STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORFECTION IDENTIFICATION NUMBER:

185264

B, WiNG -

{25 MULTIPLE QONSTRUCTION
A. BULLING

{X3J) DATE BURVEY
COMPLETED

D4/OGI2015

NAME OF PROVIDER OR SUPBLIER .
RIDGEWAY NURSING & REHABILITATION FACILITY

. 408 WYORING ROAD
GWiNGSViLLE, KY 40360

ETREET ADODRESS, CIY. STATE, 2P CODE

ECHH] SUMMARY STATEMENT OF DEFICIENCES
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMAT ION)

Ry :

PROVIDER'S PLAN OF CORRECTION (X5}

oo,
: {EACH CORRECTIVE AGTION SHOULD BE coMALETIaN

H [

TEGE ,  CROSS-REFERENCED TO THE APPROPRIATE
{ DEFICIENCY)

t

|
F 371 i- Continued From page 1

explration date on the container and discarded

; should be handled a5 & polentially hazardous
fneci

i freezer, not in the original container, sealed in
i Indicate what the food product was.

| Observation on 040815 at 8:00 AM, revealad
i two (2) packages of a yeliow hc;uld substance
Seﬁfﬁd irs ciear plastio, located in the reach.in
* refrigerator, and oot in the original container,

i which werg undated and uniaheled o indicate

* what the food product was.
I

| for proper rotation of foods, and to prevent.
l bactaﬂa gmowth.

lntarvaew, on 0400015 at 11:15 AM, with the
f)t&fary Manager revealed afl foad producis

i substance was pasteurized sggs which should
: hawe been labeled and dated for safa
i 1 conzumption by the reasadents

reveaied all foods not kept in thelr original

riginal container, wera also o be labaled and

'daiecf
F 441 1483 65 INFECTION CONTROL, PREYENT
!

i when outdated. Per the Polloy, pasteurlzad eggs

Observatmn on 04/07/15 at 10:45 AM, revealod
Hour (4) packages of food products, in the walk-in g

; inferview, o QMD8/45 at 11:25 AM, with Gack #1
! revealed all fosds should ba labelsd and dated

i should be [abeled and dated with & use by date,
i The Bietary Manager revealed the yeliow fguid

!ctmtainers naeded to ba izbsled and dated. Per
[ interview, all other food products, stored in the

c!ear plastic which were undated and unlabeled toi

] Interview, on Q40815 at 5:00 PM, Administrator

E 374 . 8. 05-01-15

[ LT VU,

t

i
1

Evert InJLO3 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08238-0391
STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA i (X2} MULTIFLE CONSTRUCTION (X3 DATE SURVEY"
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDRG ‘ COMPLETED
, 185254 B WING - 041092018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESE, CITY, STATE, 237 CODE
406 WYOMING ROAL
RIDGEWAY NURSING !
KU & REHABILTATION FAGIITY " OWINGSVILLE, KY 40360
ol SUMMARY STATEMENT OF DEFICIENCIES ¢ ;o PROVIDERS PLAN OF CORRECTION P
PREFD 1 {EACH DEFICIENCY MLIST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE T COMPLETIOIN
e REGULATORY ORLEC DENTIFYING INFORMATION) i TAS | | CROGS-REFERENCED TO THE APFROPRIATE ! BATE.
. N . OEFICIENGY} ;
i : ,= ‘
F441 Continued From page 2 i Fadl
53=0° BPREAD, LINENS ) ¥ 441
i i !
The facility must establish and maitaln an . Tt is and was on the da ;
; ; . I y of survey the policy
Infaction Cantrol Program designed to provide a ' . . .
+ safe, sanitary and corfortable environment and ; OfRidgeway Nursing and Rehabititation to
to help prevent the development and transmission, -, provide a safe, sanitary and comfortable
i of disease and infection. [ - environment to prevent the development snd
'{ i R i i trangmission of dissase and iufection. AN
"{a) Infection Control Program ) . employees who enter the kiteh
i The facility must establish an Infaction Contral | ! wafr J:; et fohen area aro to i
" Pragram under which it - AT et
F(1) Investi ates, controls, and prevents tnfec:ifms ) . '
I(n )th o fac;z!:gty, p i i 1. No residents were affected by the
' {2) Devides what procedures, such as lsolation, + - employee who entered the kitchen thrn the
‘fé}"ﬁé‘iii,ﬁiZi‘?igﬁi‘L%’?ﬁé‘%i%‘i’!ﬁ??ﬁéﬁélie | | b pocan without & hair et. No Gl
* actions related fo Infections. ' outbreaks have been noted in the faclty.
: (b} Preventing Spread of Infection ' " 2. All staff entering the kitehen srea will
| {1) When the Infaction Control Program : { wear a bair net when entering. All staff
; determines that a resident needs isolation to . . (distary and housekeeping} were inserviced
preVeni the spread of infaction, the facility must ¢ " on'05-01-15 by the depariment managars
| isolate the resident, : ! discassing infection control practi d
-{2)The facﬂ;zy must prohibit employees with g ¢ ( “ng o D,Pr oes &b
{qommunicable disoase or Infected skin fesions | protective garments were discussed.
fmm direct contact with residents of their food, if i . i
" direct pontact will transmit the disease. i * 3. Hair vets bave been strategically placed
i {3} The facility must require staff to wash their i i atthe entrance of the kitchen to ensure they
.: hands after each direct resident contact for which . areused when entering the kitchen ares,
j hand washing is indlcated by accepted . i
; professional practice, : ;
, i
| | (e} Linens : i
' Personnel must handle, store, process and ! ;
[ transport inens so as to prevent the spread of i :
i infactlon. - : |
| _?
o ! . ;
1 : . - !
5 Faelity ID; 100427 ff continuation sheet Page 3of 8
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FORM ChS-25671112:09) Previous Varsions Obgoluis

CENTERS FOR MEDICARE & MEDICAID SERVICES _
STATEMENT OF DEFICIENGIES (X1) PROVIDERSUPPLIERIGLIA {2y MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECTION WENTIFICATION NUMBER: | 4 oo e : COMPLETED

] 185254 : 04/09/2015

NAME OF PROVIDER OR BUPPLIER STREET ADDEESS, CITY. §TATE, 2IF GODE

‘ 406 WYOMING BOAD
RIDGEWAY NURSING & REHABILITATION FACILITY . .
OWINGSVILLE, Ky 40380
Gyl SLMMARY STATENMENT OF DEFICIENGIES ; PROVIDER'S PLAN OF CORRECTION "t
FREF .1 {EACH DEFIGIENCY MUST BE PRECEDED BY FULL . ~PREFDo {FACH SORRECTIVE ACTION SHOULD BE | SOMPLETION
TAG ~ REGULATORY ORLSC MENTIFYING INFORMATICN ! 1. CROSS-REFERENGED TO THE ARPROPRIATE DATE
i i : DEFICIENCY)
i _
!

1
F 441 i Continued From page 3 t

_i

' This REQUIREMENT Is nof mot as evidenced |
i by: .
. Basad on observation, interview, and review of |
" the faciiity's policy, it was determined the faciity
t faited to ansure a safe and sanitary snvirorment
. a8 per the Infecton Confrol Program, as

' evidenced by an Environmental Employee who i
i enterad the kitchen without a hair covering during
. the dinner meal service, !

1

i The findings Include: :

! Review of the facility's palicy titled, “Infection
| Prevention Program Overview”, undated,

' ravealed the goais of the facility's Infection

| Control Program included to decrease the rigk of
i‘ infections for residents and staff. Per the Polloy,
; the "major activitien of the program” Included sfaff !
| education which focused on risk of infection and ;
i’ nractices o desrease the ek, '
' i

i

| Review of the facility's policy tifed, "Controt of
; Traffle In Dietary Areas”, not dated, revealad :
| employses and other authorized personnel in the |
i distary ares, should use effestive hair restrahits
: to prevent the contamination of food or food

l gontact surfaces.

i
i Observation, on 04/07/15 at 5:05 PM, reveaisd |
i’ Environmental Employes #1 entered the distary |
1 area,-from the dish room and watked through the |
{ kitehen, passing the dinner meal tray line to go to !
: the linan closel near the Dietary Manager's i
i

:

| Office, with no hair covering in place.

? interview, ar D4/09715 at 10:55 AM, with

F 441

| 4. Daily the Dietsry Supervisor will monitor
any statf member who enters the Kitchen to
ensure they are wilizing hair nets. The cogk
will be responsible after hours and on
woekends. Monthly the Dietary Manager

. will bring results of the above monitoring to
" the monthly CQI mesting for the next six
months,

D5 05-04-15

!
1 L
If continuation sheel Page 4of 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0301
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i

F 441, Continued From page 4
" Environimental Employee #1 revealed she was in |
| & hurry, on G4/07/15 at the Hime of observation,
“and should have worn a hair net to keep any bairs |
i from getting into the food and drinks which could i
- contaminate the food, :

H
i

i
“Interview, on 04/00/15 at 10:50 AM, with the
{ Environmental Services Mousekeeping/Laundry
_ Supervisor revealed Environmental Employee #1
1 shoultd have worn a hakr het when shs entered

the kitchen through the dish room, to prevent .
! possible foud contaminatlon issues. !

i

U Interview, on 04/09/15 at 11:15 AM, with the
. Dislary Manager revealed no employees were !
! alawed to enter through the dish room and into

i the kitchen without wearing a bslr net, to prevent
tiood contamination. Per Imterview, the faciity's
i pulicy statad all emiployaes were to wesar 2 hair

! nat whan entering the kitchen,

I

| Interview, on 04/09/15 at 4:45 PR, with the ’
| Director of Nursing {DON) who was aiso d
‘ responsible for the faciity's Infection Contrgl

i Program, revealed staff wers to follow policios |
: and procedures related to infaction cantral,

j
Yinterview, on 04/06/15 at 5:00 PM, with the .
| Administrator revealed employees were notto !
walk through the kitchen withoot & halr net,

i

|

e s ——— o

!
i
i
]

(%dyip : SUMMARY STATEMENT GF DEFICIENCIES i PROVIDER'S FLAN OF CORRECTION i [AH5)
FREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL i OPREFIX | {(EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG l REGULATORY OR LEC iDENTIFYING INFORMATION) : TAG CROSS-REFEREMNGED TO THE APPROPRIATE i DATE
) i DEFICHENEY) :
! ! ; -*
- Fagr! ‘

i

{

j

FORM CMS-2507(02-29) Praviaus Verstons (bsolets Buent 1D 40515
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FRINTED: 04/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES & FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0351
STATERENT UF DEFICIENCIES X1} PROVIDER/SUPPLIER/GLIA {%2) MULTIFLE CONSTRUGTION {X3) DATE SUAVEY
AND ELAN OF CORRECTIOM IDENTIFICATION NUMBER: A. BULDING 02 - NEW EDITION COMPLETED
185254 b. witits - 0410712015
NAME OF PROVIDER OR & UPPLIER STREET ADDRESS, CITY, STATE, 718 ¢0DE
) 405 WYOMMG ROAD,
RIDGEWAY NURSING & REHABILITATION FACILITY _ OWINGSVILLE, Ky 40380
gy ! BUMMARY STATEMENT OF DEFIGIENGIES i PROVIDER'S PLAN OF CORRECTION .
PREEIX . {BAGH DERICIENCY MUST 81 PRECEDED BY FyLL . PHERX {EACH CORRECTIVE ACTION SHOULD BE ) LOMPLETICN
TAG HEGLLATORY OR LSG IDENTIFYING INFORMATIGN) ;. TTAG 1 CROSS-REFERENCED T0 THEAPPROPRIATE | e
: ‘ ; i DEFICENGY) ’
K000 | INITIAL COMMENTS ' Koop, Ridsewsy Nursing and Rehabiltation does |
: i  not believe nor does the facility admit that i
| GFR: 42 CFR 483.70(2) } auy deficiencies exist '
! Buitding: (12 f . o .
- Pian Approval: 03/06/12 ; Ridgeway Nursing and Rehabilitation :
! Survey under: NEPA 101 (2000 edition) | reserves all rights to contest the survey ;
i f;acéfityf iyfe(::t SNF{;:JF 4 “ 5 i Tindings through informal disputes .
yre of structura: Type . ! Tt , uE
I Smoke Compartment: One ( 1) i t resc_nfwn; ;.e:gal &lp peal pr freed i :
Fira Alarm: Complete fire alarm (New) ; | dministrattvo or Jogal proceeding. This | i
' Sprinkler System: Complete sprinkler system  Plan of correction does not constitute an
, (New) { j admission reparding ny facts or '
* Generator: Type I (New) g ( Citeumstances surrounding any alleged
¥ H T . . . . £ s ‘
'A Standard Life Safely Code Survey was : { deficiencies to Wbmh_ﬂ responds; nor s ig :
j conducted an 04/07/15. The facilly's new '  Yooant o establish any standard care, s
construction wing was found to be In compiiance i contract, obligation, or position, Ridgeway
i with Tlite 42, Code of Fadsral Regulations, ; Norsing and Rehabilitation reserves all
 483.70(a) ot seq. {Life Safoty tram £ Ire) i , ¥ighis to vaise all possible contentions and |
1 Tequirements for participation in Madicare and ! defenses { of civil tonizal ;
. Medicaid. The census on the day of the survey | LS Ty type of civil or Crimin
Fwas eighty-nine (89). The faclity s licersed for ; | claim, action or proceeding, Nothing
| ninsiy-nine (88) beds, : i comtained in this plan of correction should
| : be considered as & waiver of sy potentially
! ! applicable peer review, quality assurance of
; i self critical examination privileges which
é ; Ridgeway Nuraing and Rehabilitation does
}E * notwaive, and reserve the tight to assert in
| any administrative, eivil, or criminal claim, f
! i action, or proceeding, Ridgeway Nursing i
! ....................... : - and Rehabilitation offers its responses, ]
: ! { crediblo allegstions of complisnce and plan
i j ; of carrection as part of its ongoing effort to
f : | provide quality care to residen. !
i i
! E ] !
] v )
i i ] !
i i i
: i 4
A OIRECTOR'S OR PROVIDER/SUPFLIER REPRESEWMATUR& TITLE £46) DATE
RoKExs / domvuatats
ny deficiency stalemelt ending with an asierisl {*) denptes a deficiency whith the nstityllon may be axcused from correciing providing It s defermened Hhat
sufficient proteciion o the patients, (Ses Instruetions,) Excapl for nursing honres, e findings stated above are tisclosabla 80 days

ion Is provided, For nuraing homes, the above findings and plans of correnfon are diaclosahia 14
8 folfowing the dafe fhess doouments sre made avallzbls o the facilly. it deficiancies srm citad,

an approved plar of corraclion iz requisiie o confinued

IRM C:MS-2567(02-89) Frevious Versiana Osorate

Evert 1D: JLosgy

Faclity 1D 1600427
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR ngbﬁ A%ﬁ?ﬁzéfég
OME NG. D933-0397

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (1) PROVIDERSGUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X5} DATE SURVEY
AR PLAN OF CORRECTION IDENTIFICATION NUMBER: A EIUiLE}ING 01 +« MAIN BUILDING e QGMF‘LETED

B WiNG : | odi0viz0i5
STREET ADDRESS, CITY, STATE, 21 GODE
408 WYOMING ROAD
£l Y
GGE’V:IA NURSING & REHABILITATION FAGILITY OWINGSVILLE, KY 40360

K | SUMMARY STATEMENT OF DEFICIENCIES ) ) i PROVIDERS PLAN OF CORRECTION {5}
(BACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFX (EAGH CORRECTIVE ACTION SHOULD BE ! COMPLERON
i CROSS-REFERENCED TO THE APPROFRIATE nare

FREFIN
TAG | HEGULATORY OR LG IDENTIFYING INFORRMATION) TAG
: ) DEFICIENCY)

i
K D00 j INITIAL COMMENTS

185254

NAME OF PROVIDER OR SUPFLIER

' GFR: 42 CFR 483.70() K

; Building: 01 ! ‘ !
Burvey under: NFPA 101 (2000 Edition) | :
| Plan approval: 1878 §
" Facility type: SNFINE
i Type of structure: Type I unprotesied ; :
: Smoke Compartments: Thrae (3} |
i Fire Alamn: Flre alarm Installed In 1978

: Smoke detectors in corrldors
i Hesd detectors in kitchen/attic

P Sprinkier Syster: Gomplate sprinkler aystem '
. {dry) installed 1978 |

| Generator: Naiural gas installed 2005

i A Standard Life Safety Code Survey was

" conducted on 04/14/18. The facility (axisting

i congtruction) was found not to be in complianes
" with the requirements for participation in ;
i Medicare and Medicaid Tile 42, Cods of Federal |
_Regulstions, 483.70(=) et seq. {L¥e Safsly from
{ Fire} requirements for participation in Medicare
l' and Medicald. The census on the day of the

' survey was eighby-nine (89). The faciity is

i ficansed for ninety-nine (99) bads,

gi Daficiencies were clted with the highaest
- defleiency of 8 Scope and Saverlly af a "[1” level,
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 058 !

i
DIRECTOR'S CRERQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATIRE

/ XY

Any deficiency stalemenfendipg with an asterisk () denoies a deficlency which e hslifullon may be sxcused fom warrecting providing it Is determined that
oiher saleguards provide sufiiclent protection fo the patients, (See instructiens,) Except for nursing homes, the findings sfated abova are disclosable 80 days
ollowing the data of survey Whether or ot a plan of correction s provided, For nursing homes, $he abova ndings and plans of corrsction are discloszbls 14
days followtng the date these documeants are made svallsble i the faciity. I dsficlencies are ¢lted, an approved plan of corraclion is requisils o confinued

prograrm pariclpation.
H gontinualion sheet Page 1 of5
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DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-05381
STAVEMENT OF DEFICIENCIES () PROVIDERASUPFLIER/CLIA {X2) MULTTPLE CONSTRUCTION X8 DATE SURVEY
ARID FLAN OF CORRECTION IDENTIFICATION NUMBEE: A BULDING 01 - MAIN SUILDING 04 COMPLETED
185254 B WING Q4/0712015
NAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
406 WYOMING ROAD
RIDG RS 21 ‘
EWAY NURSING & REHABILITATION FACILITY OWINGSVILLE, KY 40760
(4310 SLIMMARY STATEMENT OF DEFICIENCIES % o, FROVIDER'YS PLAN OF CORREGTION 1%5)
{EACH DEFICIENGY MUST BE PRECEDED BY FULL "PREFRS | {(EACH CORRECTIVIE AGTION SHOULD BE , COWPLETION
| REGULATORY ORLSC IDENTIFYING INFORMATICN) P TAG | CROSS-REFERENCED TG THE APPROPRIATE | DATE
! ' i BEFICIENCT) .
™ ; ;
' . _ i .
K 086, Continued From page 1 . K088 ¢ gsg

Shel

i Ifthere is an automatic sprinkler system, i is
installed in accordance with NFPA 13, Standard
i Tor the Instaliation of Sprinkler Systems, o i
_provide complete coverage for ali portians of the -
tbuilding. The system is propedy maintained in - |
., accardance with NFFA 25, Standard for the .
Inspection, Testing, and Maintenanca of !
: Water-Based Fire Protectlon Systems. ltis fully |
" supervisad. There is a reliable, adeguate water :
i gupply for the systern. Reguiced sprinkier {
_systems are equipped with water flow and tampar
! switches, which are slectrically connected to the
. building ﬂre alarm system, 1935

Tl'us STANDARD ig not met as evidenced by,
i Based on observation and inferview, it was ,

determined the facility falled to ensure complete |
I coverage of the automatic sprinkler systen,

; eocording to Nationa! Fire Profection Association
; {NFPA} standards. The deficlency had the ;
; potential to affect one (1) of five () smoke
' compartments, one (1 resldent, staff and visilors,

" The findings Inchyde:

i

" Obsarvation on 04/07H 6 at 1:55 BM, with the

i Malntenance Director, revealed a mechanics]

. foom in the C Hall shower reom was ot

! protested by the Automafic Sprinkler Systerm.

. Inferview, with the Maintenance Director at the

 firee: of observation, revealed the facility relied on

; an outside contractor fo ensure all areas of the

! faclllty were protected by the automatio sprinkier

j sysignt, ;

H . H
H

!
e

Tt is and was on the day of survey the policy |
of Ridgeway Nursing and Rehabilitation to
ensize complets coverage with the

sutomatic sprinkler system, according fo
National Fire Protection Assoeiation
stendards. The mechanicsl room in the C
Hall shower room is part of the original
building and a sprinkler head had never been
required fo, the thirty plus years of operation.

1. A sprinkler head was installed in the
mechanieal room on 05-07-15

2. Al smoke compartments wil] have
complete sprinkler head Goverage,

3. Anin-service was conducted by the
Adminisirator with the Maintenance
Supervisor concerni Mg requirements for
sprinkler coverage,

4. All sprinkler heads and systems dre
checked on a routine basis (quarterly) by a
contract company. As part of the Continvous
Quality Assurance program the maintenance
supervisor will audit alf areas of the fuoility
per Life Safety Code requirements and
submit this ta the Quality Assurance
committee T0OF raview.

5. 05-08-15
},
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(X1} PROVIDERSUPPLIER/GLIA

{X2} MULTIPLE CONSTRUCTION

{X3) DATE BURVEY
COMPLETED

met:

i

[

K 056; Continued From page 2
*The findings were confirmed with the
i Administrator during the exit conference.

; Reference: NFFA 101 (200D Edition)
19.1.6.2 Health care occupancies shall be limited |
i to the types of building constructlon shown In )
“Tabie 19.1.6.2, (SesB2.1)
i Exception:® Any building of Type 1(443), Type
“1(332), Type (222, or Type {111} canstruction
1 ahail be permitted I include roofing systams
_involving combustible supparts, decking, or
trooting, provided that the fellowing criteria are

! (a) The roof sovering meets Class C
requiremeanta it accordence with NFPA 256,
| Standard Methods of Fire Tests of Roof

, Covarings,

" (b} The roof s separated from all accupled

| portions of the bullding hy a noncombustible floor
" assembly that includes not less than 21/2 in. (6.4
1 o) of concrete or gypsum il
(&) The attic or other space is either unoccupied
; or protected throughout by an approved
" automatic sprinkier system,

" Table 19.1.6.2 Construstion Type Limitations

i

|

H

§
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i
i
!
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i
i
|
[
i
i
|
|
|
|
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AND FLAN DF CORREGTION ENTIFICATION NUMBER: A BUILDING 01 - MAIN EALDING 01
185254 BWING 0410712015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, (7Y, $TATE, 3P QODE
206 WYCIING ROAD
RIDGEWAY NURSING & REHARILITATION FACILITY
OWINGEVILLE, KY 40360
X SUMMARY STATEMENT OF DEFICIENGIES : o PROVIDERE PLAN OF CORRECTION .
PREFI {EACH DEFICIENCY MUST 89E PRECEDED BY FULL : PREFN (EACH CORRECTIVE AUTION BHOULD BE i COMELETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) G Tag ! CROSS-REFERENGED 70 THE APPRCPRIATE LaTE
i ; ! DEFIGIENCY)
g i ! i
i
J

' Construction Stories

P Type
' 12 3 4 !
| 1{443) X X X X ?
11(332) X X X X ;
K222y X X X X :
TROI) X Xt XY NP |
JKO0DY  X* XY NP NP i
L2114y X* X* NP NP ‘
i M(200) X NP NP NP |
PV(ZHM) X X* NP NP ; i
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DEPARTMENT OF HEALUTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO, 0938-03%1
STATEMENT OF DEFIGIENCIES (%1) PROVIDER/SUPPLIER/CLIA {2) MULTIPLE CONSTRUCTICH {¥3) DATE SURVEY
AN PLAN OF CORRECTION IDENTFICATION NUMBER; A, BUILDING 01 - MAN BUILDING 01 COMPLETED
185254 B. WG — 84/07/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 710 CODE,
) ! ADG WYONMING RDAD
EVUA )
RIDGEWAY NURSING & REMB?L?TAT#F}N FACILITY OWINGSVILLE, KY 40360
X&io | SUMMARY STATEMENT OF DEFICIENCIES : 0 ' PROVIDER'S PLAN OF CORRECTION (353
PREFIX ! (EACH DEFICIENGY MUST BE PRECEDED BY FULL | ~PREFN. | (EACK CORRECTIVE ACTION SHOULD BE COMRLETION
TAG REGULATORY OR LSE [DENTEYING INFORMATICN} S 7 ¢ CROGS-REFERENDED TO THE APPROPRIATE DATE
; , DEFIIENGY) )
i : H ;

K058 Continued From page 3 " K056 {
PVHMY XY XY NP NP : ; i
FV(ODO) X NP NP NP % : X
£ Permitted tvpe of conatruction, ! i

; NP: Not permitted, i ) i
P Byl Ing requires aulometic sprinkler protection, F E fe9
i (See 1.3.5.1.) :
% i . Ttis and was on the day of survey the policy
' of Ridgeway Nursing and Rehabilitation to
i . * ensure the fire extinguishing system
i . : i inspection is conducted svery six months. 1t
" Center for Medicare/Medicaid Survey and ! i was the facility's vaderstanding that the
i Certification Jetter 13-65-LSC i ‘g nspect '
[ ! i , Bystem was inspected on Oclober 2, 2014
P:gfg NEFPA 101 LIFE SAFETY COBE STANDARD J K089: and that the facility had until the end of
- ; Cooking facilities are protected In aceordance | | April to again have the system checked, At
with 823, 183 2.6 NFPASE ; | thetime ofthe survey the system was
H i i schedeled to be check 04-08 -15.
; H .
‘Eéus SdTANiITJg}VD 15 nc}é mef as efwger;ce? ’f?fy " , i 1. The kitchen’s range hood fire
JSA 0N N tew and review of the acility's e : . .
extmgu Ishing system inspections, i was ' SUppression systam was inspected 04-08-15.
datarmmeﬂ tha facility failed to ensure the fire : . .
' extinguishing system located in the kitchen hood | | 2. All inspoctions are current and up to date.
{ was inspected, according to National Firg ' i . . )
 Protection Association (NFPA) standards. The | {. 3. The Administrator will track the
| deficienicy had the potentlal fo affect one (1) of | spection dates for the kitchen range hood
. five (B) smtoke compartments and kifchen staff. l suppression system.
E
: : ) ! _ )
. Th@ findings Include: ; 4. At part of the fae?hty*& monthly Quoality
1 Review on B4/14118 af 3:00 PM, of the | | :55‘“‘:‘“ Program inspection reports will
fnspections for the fire exhngu:shmg system ! be made part of the mesting f’ﬂmm and
i located in the kitchen hood, revealed the last ’ | tracked for 6 months or less inspection
“inspection was sonductad on 10/02/14 by an f ; dates,
| vutside contractor, Interview, at time of the : !
| review, with the Maintenance Director reveaied ;g i 5. 04-09-15
Evanl ID: 40321 Faclllty I 10{)42? {¥ continuation shest Page 4 of &
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES " OME NO. 0038-03%1
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIERVGLIA (X2 MULTIFLE CONBTRUCTION 0 OATE SURVEY
AN PLAN OF CORRECTION N THEICATION MUNBER: 4. BUILDING DY - MAIN BUILOING of COMPLETED
185254 B, WING : Gd/a7/2015
HAME OF PROVIDER OR SUPFLIER STREET ADCRESS, OITY, STATE, ZIF CODE-
o . 406 WYOMING ROAD
RIDGEWAY KURSING 12| .
& RERABILITATION PAGILITY OWINGSVILLE, KY 40360
pym SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S FLAN OF COERECTICN (x5
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FLLL i PREFI ! {EACH CORRECTIVE ACTION SHOULD BE ; CEOMPLET N
TAG | REGULATORY OK L3C IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TO THE APPROPRIATE DATE
’ t CEFICIENGY) |
K068 ! Gonfinued From page 4 P Ko6G;
; an Inspectfon was scheduled, but he wse i . ’
“unaware the inspaction could not be greater than | i {
el (B) menths H |
IThe indings were confirmexd by the Adriinistrator | -5
dudng the exit conference. : ;
i Refersnce: NFPA 96 (1098 Edition) !
8-2* nepection. An inspection and servicing of \
{ the fire- extinguishing system and listed exhaugt | :
- hoods containing 3 constant or fre-aclugted |
"'water system shall be made al least every 6 .
¢ months by prapetly trained and qusiified persons. | i
l
) : [ !
E | f
; |
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. ! | ?
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