PRINTED: 09/09/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
1852306 B. WING 09/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

425 ISLAND FORD ROAD

RIDGEWOOD TERRACE NURSING HOME MADISONVILLE, KY 42431

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
A Recertification Survey was conducted on
09/01/15 through 09/03/15 with no deficiencies
cited.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency slatement ending with an aslerisk (*) denotes a deficiency which the instilution may be excused from correcling providing it Is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction is requisile to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Evant ID: TX5X11 Facility ID: 100627 If continuation sheet Page 1of 1



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

FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden for this collection of information is estimated to average 10 minules per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing the burden, to Office of Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207, orto the Office of Management and Budget, Paperwork
Reduction Project{0838-0583), Washington, D.C. 20503,

Provider/Supplier Nutnber

185306

Provider/Supplier Name

RIDGEWOOD TERRACE NURSING HOME

Type of Survey (select all that apply)

HENEE

Extent of Survey (select all that apply)

Al [ [}

A Complaint Investigation
B  Dumping Investigation

C  Federal Monitoring
D

Follow-up Visit

=

Other

E
F
G
H

C Pariial Extended Survey (HHA)
D Other Survey

Initial Certification
Inspection of Care

Validation

Life Safety Code

A Routine/Standard Survey (all providers/suppliers)
B Extended Survey (HHA or Long Term Care Facility)

ruzl—.-—-

Recertification
Sanctions/Hearing

State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number.

Surveyor 1D Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
{A) Date Date Preparation Hours Hours Hours Houts Preparation
Arrived Departed Hours 12am-8am 8am-6pm Gpm-i2am Hours
(B) €} (D) (E) (F) @ (H) n
1. 20705 09/01/2015 | 09/03/2015 0.50 0.00 10.50 (.00 2.00 0.50
2 30939 09/01/2015 | 09/03/2015 0.50 0.00 10.50 0.00 2.00 0.50
3 32453 09/01/2015 109/03/2015 0.50 0.00 10,50 0.00 2.00 0.50
4. 35617 09/01/2015 | 09/03/2015 0.50 0.00 10.50 0.00 2.00 0.50
5. 35748 (09/01/2015 | 09/03/2015 0.50 0.00 10.50 0.00 2,00 0.50
6.
lic
8.
9.
10.
11.
12,
13.
14,
Total SA Supervisory Review Hours..... 0.25 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 1.00 Total RO Clerical/Data Entry Hours..... 0.00

FORM CMS-670 (12-91)

10373

EventlD: Tx5X%11

Facility ID: 100627

Page




PRINTED: 09/24/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED
R
185306 e 09/22/2015
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

425 ISLAND FORD ROAD

RIDGEWOOD TERRACE NURSING HOME MADISONVILLE, KY 42431

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
09/22/15, as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

Any defictency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of carrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program parlicipation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID; TX5X22 Facility ID: 100627 If continuation sheet Page 1of1



Departmeant of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of Informatlon is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and compleling and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, 1o CMS, Office of Financlal Management, P.O, Box 26684, Baltirmore, MD 21207; and to the Office of Management and Budget, Paperwork
Reducilon Project (0938-0390), Washington, D.C. 20503.

"(¥1) Provider / Supplier / CLIA/ (Y2} Multiple Construction {V3) Date of Revisit
Identification Number ! A, Building
185306 B. Wing 01 - MAIN BUILDING 01 ) 9/22/2015
Name of Facility Street Address, City, State, Zip Code
RIDGEWOOD TERRACE NURSING HOME 425 |ISLAND FORD ROAD
MADISONVILLE, KY 42431

This report Is completed by a qualified State surveyor for the Medicara, Medicald and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Stalemant of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identifled using elther the regulation or LSC provision number and the idenilfication prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) item (YS) Date (¥4) Item (Y5) Date (Y4} Item {Y5) Date
Corraction Correction Correction
Completed Completed Completed
1D Prefix 09/22/2015 ID Prefix 09/221215 | 1D Prefix 0912212015
Reg. # NFPA101 Reg. # NFPA 101 Reg. # NFPA 101
LSC K0029 LSC Ko0045 LSC K0062
Correction Correction Correction
Completed Completed Completed
1D Prefix 00/2212015 ID Prefix 1D Prefix
Reg. # NFPA 101 Reg. # Req. #
LSC K0o72 LsC LSC
Correction | Correction Correction
Completed ' Completed Completed
10 Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC
: :
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
Caorrection Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # 5 Reg. #
LSC LsSC LsC
Raviewed By | Reviewed By Dale turg of Su Date
| A -
sworgoney | LH z@ff/ﬂé ,;/z? ﬂW
Reviewed By — | Reviewed By S|gnature of Surveyor Date:
CMS RO
Followup to Survey Completed on: o =— Check for any Uncorrected Deficiencies, Was a Summary of
9/1/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facilty? ygg NO

Form CMS - 26678 (9-92) Page 1 of 1 Event ID:  TX5X22



PRINTED: 08/08/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (x1) PROVIDER/SUPPLIERICLIA X2} MULTIPLE CONSTRUCTION £X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

425 [SLAND FORD ROAD

G ERRACE NURS! ME
RIDGEWOOD TERRA RSING HO MADISONVILLE, KY 42431

{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K000| [Preparation and execution of this plan
of correction does not constitute an
CFR: 42 CFR 483.70(a) ]admisslon of or agreement by the
pravider of the truth of the facts
BUILDING: 01 alleged or conclusions set forth In the

statement of deficlency. This Plan of
Correction Is prepared and executed
solely because Federal and State Law
reguire it. Compliance has been and

PLAN APPROVAL: 1872

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NE iwill be achleved no later than the last

completion date identified in the POC.
TYPE OF STRUCTURE: One (1) story, Type lll {Compliance will be maintained as
{200) provided in the Plan of Correctlon.

Fallure to dispute or challenge the
SMOKE COMPARTMENTS: Four (4) smoke alleged deficiencles below Is not an

compartments admisslon that the alleged facts
occurred as presented In  the
statements,

FIRE ALARM: Camplete fire alarm system with
thirty-nine (39) smoke detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system.,

GENERATOR: Type )i generator, Fuel source is &
natural gas.

A Recertification Life Safety Code Survey was 0.\5
conducied on 09/01/15. The facillty was found not P &

to be in compliance with the requirements for
participation in Medicare and Madicaid. The
faciiity is certified for one-hundred ten {110} beds \
with a census of one hundred eight (108) on the
day of the survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Fedaral
Regulations, 483.70(a) et seq. (Life Safefy from

Fire)
LABOI /'S OR PROVIDER/SUPPLIEX HEPREGENTATIVE'S SIGNATURE TILE 0] OA
£\ 5"‘\*-5 Admistralo q IKTlS_
Any delicieney-etatafient ending with an estarisk (*) 8 a deficlency which the Institution may be excused from carreciing providing It is detsnmined that S

cther safeguards provide sufiicient protection to the patlents . (See instructions.) Except for nursing homes, 1he findings stated above are disclosable 80 days
following the date of survey whather or not e plan of correction s provided. For nursing homas, the above findings and plans of correction ara disclosabla 14
days fellowing the dete these documents are made available to the facilily. If deflclencies are citad, an approved plan of comection is requisite to continued
program participation,

FORM CM3-2587(02-00} Previcus Versions Obaclate Evune 10: TX5X2¢ Feciity 1D: 100627 IF continuation sheet Page 1of 13




PRINTED: 00/08/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185306 B. WING 08/01/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
428 ISLAND FORD ROAD
RIDGEWOOD TERRACE NURSING HOME MADISONVILLE, KY 42431
(X4} 10 BSUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
BDEFICIENGY)
¥ 000 | Continued From page 1 K 000
Deficiencies were cited with the highest
deficlency identified at "F" level.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD Ko2e| |K029(D) Self Closing Doors/Protection
§8=D of Hazards

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 hazardpus areas. When
the approved automatic fire extinguishing system
oplion is uged, the areas ara separaled from
other spaces by amoke resisting partitions and
doors, Doors are self-closing and non-rated or
field-applied protective plates ihat do not exceed
48 inchas from the bottam of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
Based on cbservation and interview, it was
determined the facility failed to meet the
requirementa for Protection of Hazards, in
accordance with the National Fire Protection
Association (NFPA) standards. The deficiency
had the potential to affect one (1) of four (4)
smoke compartments, residents, staff and
vigitors. The facility has the capacity for
one-hundred ten {110) beds and at the time of the
survey, the census was one-hundred sight (108).

The findings include:
Qbservation, on 09/01/15 at 3:22 PM, with the

Maintenance Director revealed sixteen (16)
cardboard boxes were being stored in the Front

Corrective Action for Resldents Found
to Have Been Affected

The 16 cardboard boxes in the front
office and the 10 cardboard boxes In
the Director of Nursing office were
removed on 9-2-2015. A self-closing
device has been instalied on the Front
Office door on 9-10-2015, The new self-
closing doors meet the requirements
specified in K 029.

tdentification of Other Residents
Having the Potential to be Affected

All residents have the potential to be
affected and correction 1s specified
above in the Corrective Action for
Resldents Found to have been Affected.

Measures or Systemlic Changes Made
to Avold Reoccurrence

The Administrator educated the
Maintenance  Director on  the
requirements related to self-closing
doors and the protection of hazards
including the storage of flammable
materials on 9-2-2015. Beginning S-20-
2015 the Maintenance Director will
conduct manthly audits of the facility to
assure that the storage of flammable

FORM CME-2567(02-89) Previous Varsions Cbaciste

Event ID: TX5X21

Facifily 10: 100827 If continuation sheet Paga 2 of 13



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/00/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381_
STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA {X7} MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185308 B. WING 08/01/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
428 ISLAND FORD ROAD
RIDGEWOO RSI
EWOOD TERRACE NURSING HOME MADISONVILLE, KY 42431
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST S8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE SOMELETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 028 | Continued From page 2 Kozg| |materials, and, in particular, cardboard
Office with had a roll down type door that was not boxes does not occur in areas where
seif-closing. self-closing devices are not Installed on
doors. Self-closing doors will be
Interview, on 09/01/15 at 3:23 PM, with the Installed when necessary. These
Maintenance Director revealed he was not aware monthly audits will be submitted to the
of the requirements for pratection from hazards. Administrator.
Obsarvation, on 09/01/15 at 3:24 PM, with the
g J rmance for
Maintenance Director revealed ten (10) — i t: ::og:tz; Perfo fo
cardboard boxes were being stored In the Sustained Solutio bmit th
Director of Nursing Office which did not have a The Administrator will submit the
seli-ciosing device installed on the door. audits completed by the Maintenance
Dlrector to the Quality Assurance
Interview, an 09/01/15 at 3:25 PM, with the Committee monthly for review,
Maintenance Director revealed he was not aware recommendations and follow-up. The
of the requirements for protection from hazards. Quality Assurance Committee consists
tor, Director of
The census of one-hundred eight (108) was of tihe MAdzl::sg;::m . ﬂ: e Quallty
verified by the Administrator on 09/01/15, The Nursing, Medic ' other t
findings were acknowledged by the Administrator Assurance Nurse and any other team §-22-2015
and verified by the Maintenance Director at the member necessary.
exit interview on 09/01/15.
Actual NFPA Standard:
Reference: NFPA 101 (2000 Edition) 18.3.2
Proteclion from Hazards.
Reference: NFPA 101 (2000 Edition) 9.3.2.1
Hazardous Areas. Any hazardous areas
shall be safeguarded by & fire barier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automaltic
extingulshing shall be permitted to be In
accordance with 19.3.5.4, Whare the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and daors. The doors shall be self-closing or
FORM CMS-2587(02-89) Previous Versicns Obsolate Evant ID; TXSX21 Facility ID: 100827 If continuetion sheet Page 3 of 13



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

PRINTED: 00/08/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185306

{%2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 01

B. WING

(X3) DATE SURVEY
COMPLETED

0810172015

NAME OF PROVIDER OR SUPPLIER

RIDGEWOOD TERRACE NURSING HOME

STREET ADDRESS, CITY, 8TATE, 2IP CODE
425 ISLAND FORD ROAD
MADISONVILLE, KY 42431

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST 8€ PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

! PROVIDER'S PLAN OF CORRECTION o5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)

K028 | Continued From page 3

automatic-closing. Hazardous areas shall
include, but shall not be restricted to, the
following:

{1) Baller and fuel-fired heater rooms

(2) Central/bulk laundries larger than 100 ft2
(9.3m2)

(3) Paint shops

{4) Repair shops

(5) Soiled linen rooms

(8) Trash collection rooms

(7) Rooms or spaces larger than 50 f2 (4.6 m2),
including repair shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having Jurisdiction

{8) Laboratories employing flammable or
combustible malterials in quantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
parmitied to have nonrated, factory or
field-applied

protective plates extanding not mare than

48in. (122 cm) above the bottorn of the daor.

Reference: NFPA 101 (2000 Edition) 7.2.1.8
Self-Closing Devices.

Reference: NFFA 101 (2000 Edition} 7.2.1.8.1* A
door normally required ta be kept closed shall
not be secured in the apen position at any time
and shall be

self-closing or automatic-closing in accordance
with 7.2.1.8.2.

Reference: NFPA 101 (2000 Edition) 7.2.1,8.2 In
any building of low or ordinary hazard contents,

K029

FORM CMS-2567(02-65) Pravious Versions Obsolsle

Event 10: TXSX21

Faclly ID: 100827

If continuation sheet Paga 4 of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/09/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 GOMPLETED
188308 e 09/01/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
425 1SLAND FORD ROAD
RIDGEWOOD TERRACE NURSING HOME MADISONVILLE, KY 42431
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 028 | Continued From page 4 K 029
as defined in 6.2.2.2 and 6.2.2.3, or whera
approved by the authority having jurisdiction,
doors shall ba permitted to be automatic-closing,
provided that the following criteria are met:
{1) Upon release of the hold-open machanism,
the doer becomes self-closing.
(2} The release device is dasigned so that the
door instantiy releases manually and upon
release bacomes self-closing, or the door can be
readily closed,
(3) The automatic releasing mechanism or
medium s activated by the operation of approved
smoke detectors installed in accordanca with the
raquirements for smoke detectors for door
relaase service in NFPA 72, National Fire Alarm
Code®.
(4) Upon loss of power to the hold-open device,
the hold-apen mechanism Is released and the
door becomes self-closing.
{5) The release by means of smoke detection of
one daor in a stair enclosure rasults in closing all
doors serving that stair. _
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K045/ g pas {D)_lllumination of Means of
§8=D
llumination of means of egress, including exit Egress
discharge, is aranged so that fallure of any single
lighting fixture {bulb) will not leave the area in N ey es e S owd)
darkness. (This does not refer to emergency to Have Been Affected
lighling in accordance with section 7.8,)  19.2.8 A multiple lighting fixture was installed
at the point of egress at the Therapy
Department on 9-14-2015. All other
points of egress were inspected and
determined to be in compliance.
Thia STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facllity failed to ensure sgress
lighting was maintained in accordance with
National Fire Protection Association (NFPA)
FORM CMS-2567(02.89) Pravious Versions Qbaclets Event ID: TXSX21 Facllty 10: 100627 IF continuation sheet Page 5 of 13



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

PRINTED: 09/09/2015
FORM APPROVED
OMB NO. 0938-0391

standards. The deficient practice has the potential
to affect one (1) of four (4) smoke compartments,
redidents, staff and visifors. The facility has the
capacily for one-hundred ten {110) beds and at
the time of the survay, the census was
one-hundred eight (108).

The findings include:

Observation, on 09/01/15 at 3:42 PM, with the
Maintenance Director revealed the Therapy Exit
dld not have a light fixture installed outside to
provide the required illumination for egress
leading to the public way.

Interview, on 09/01/15 at 3:43 PM, with the
Maintenance Director revealed he was not aware
the Therapy Exit did not have illumination as
required,

The cenaus of one-hundred eight (108) was
verified by the Administrator on 09/01/15. The
survey findings were acknowledged by the
Administrator and verified by the Maintenance
Director at the exit interview on 09/01/15.

Actual NFPA Standard;

Reference: NFPA 101 (2000 Edition) 7.8
ILLUMINATION OF MEANS OF EGRESS

7.8.1 General.

7.81.1*

Nlumination of means of egress shall be provided
in accordance with Section 7.8 for every building
and structure where requirad in Chapters 11
through 42, For the purposes of this requirement,
axlt access shall include only designated stairs,
aisles, comidors, ramps, escalators, and

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
185308 8. WING 08/01/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
RIDGEWOOD TERRACE NURSING HOME 425 (SLAND FORD ROAD
“ MADISONVILLE, KY 42434
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K045 ] Continued From page 5 K045| |identification of Other Residents

Huaving the Potential to be Affected

All other polnts of egress. for the facility
were inspected on 9-14-2015. All other
points of egress are in compllance with
K 045,

Measures or Systemic Changes Made
to Avold Reoccurrence

The Administrator educated the
Maintenance  Director on  the
requirements of K 045 on 9-2-2015 to
Include the non-use of single lighting
fixtures. The Maintenance Director will
add the Inspection of egress lighting to
the routine malntenance rounds
completed daily to ensure that lights
are functloning properly and according
to K 045,

Plans to Monitor Performance for
Sustained Solutions

The Administrator will submit the
audits completed by the Maintenance
Director ta the Quality Assurance
Committee monthly for review,
recommendations and follow-up. The
Quallty Assurance Committee consists
of the Administrator, Director of
Nursing, Medical Director, the Quality
Assurance Nurse and any other team

member necessary. 9-22-2015

FQRM CMB8-2587(02-99) Previous Versions Dbeoleto

Event 1D: TXSX21

Foclity ID: 100027 If continuation sheat Page 8 of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES _
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passageways leading to an exit. For the purposes
of this requirement, exit discharge shall include
only dasignated stairs, aisiés, corridors, ramps,
escalators, walkways, and exil passageways
leading o a public way.

7.8.1.2

liumination of means of egress shall be
continuous during the time that the conditions of
occupancy require that the means of egress be
available for use. Adificial lighting shall be
employed at such locations and for such periods
of time as required to malntain the illumination to
the minimum criteria values herein specified.
Exception: Automatic, motion sensor-type
fighting switches shall be permitted within the
means of egress, provided that the switch
controllers are equipped for fail-safe operation,
the ilfumination timers are set for a minimum
15-minute duration, and the motion sensor is
activated by any occupant movement in the area
served by the lighting units,

7.8.1.2"

The floors and other walking surfaces within an
exit and within the portions of the exit access and
exit discharge designated in 7.8.1.1 shall be
fluminated to values of at least 1 fi-candle (10
lux) measured at the floor.

Exception No. 1: In assembly occupancies, the
illumination of the floors of exit access shall ba at
least 0.2 ft-candle (2 hsx) during periods of
performances or projections involving directed
light.

Exception No. 2*: This requiramant shall not
apply whare operations or processes require low
lighting levels.

7.8.1.4"

Required illumination shall be arranged so that
the failure of any single lighting unit does not
result in an illumination level of less than 0.2

K045
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Requined automatic sprinkler systems are
continuously malintzined In reliable operating
condition and are inspected and tested
pericdically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
8.7.5

This STANDARD fis not met as evidenced by:
Based an observation and intarview it was
determined the facility failed to maintaln
electronic supervision {tamper switches) for a
water supply control valve Installed on the
sprinkler system in accordance with National Fire
Protection Association (NFPA) standards. The
deficient practice has the potential to affect four
(4) of four {4) smoke compariments, residants,

|
|
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K 045 | Continued From page 7 K045
ft-candle (2 lux) in any designated area.
7.8.15
The'equipment or units instalied to meet the
requirements of Section 7.10 also shall be
permitted to serve the function of illumination of
means of egrass, provided that all requirements
of Sectlon 7.8 for such illumination are met.
7.8.2 Sources of lllumination.
7821
llumination of means of egrass shall be from a
source considered reliabla by the authority having
Jurisdiction.
7.8.22
Battery-operated electric lighls and other typas of
portable famps or laniems shall not be used for
primary illumination of means of egress.
Battery-operated electric lights shall be pemmitted .K 062 {F} Automatic Sprinkler
to be used as an emergency sourca to the extent |System/Electronic Supervision
permitted under Secticn 7.9. tampar switches).
K 052 | NFPA 101 LIFE SAFETY GODE STANDARD K062
S5aF Corrective Actlon for Residents Found

to Have Been Affected

On 9/2/2015 the tamper switch was
adjusted to assure operating order by
the maintenance director to assure that
the water supply control valve on the
east sprinkler system Is electranically
supervised. A test was performed by
the malntenance director on 9/2/15,
5/3/15 and 9/4/15, to further ensure
that the tamper switch Is electronically
supervising the water supply control
valve, On 9/18/15 a certified sprinkler
contractor Inspected the control valve
on the east side and made further
adjustments to ensure the systems was

working praperly.
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K062 | Continued From page 8 KO082| Identification of Other Residents
staff and visitors. The facllity has the capacity for Having the Potentinl to be Affected
one-hundred ten (110) beds and at the time of the All residents have the potenﬂal to he
survay, the census was one-fiundrad eight (108). affected by K 062, See correction above
The findings includs: for Residents Found to have been
affected.
Obsarvation, on 09/01/15 at 4:17 PM, with the
Maintenance Director revealed the east sprinkler Measures or Systemic Changes Made
system main valve tamper switch failed fo sound to Avoid Reoccurrence
an alarm to indicate the valve was closed. On 9-6-2015 the Maintenance Director
‘ added the inspection of tamper
'M“;?r’;m::eog{(’mm? :vt;g:la' “c\lﬂet:et::ed o switches to the weekly round audits
the sprinider contractor 1o keep the tamper switch :nr;d :;Itlll assuLe that qua;;e:y spr:n:::er
working as required. pections by a certified sprinkler
contractor includes the tamper
The census of one-hundred eight (108) was switches for electronically supervising
varifiad by the Administrator on 09/01/15, The the water supply control valve.
findings were acknowledged by the Administrator
and verified by the Maintenance Director at the Plans to Monitor Performance for
axit intarview on 09/01/15. Sustained Solutions
The Administrator will submit the
Gl it i audits completed by the Malntenance
Referance: NFPA 101 (2000 Edition) 19.3.5 Director ta the Quality Assurance
Extinguishment Requlrements. Committee monthly for review,
18,3.5.1 recommendations and follow-up. The
Where raquired by 18.1.6, health care facilities Quality Assurance Committee consists
shall be protected throughout by an approved, of the Administrator, Director of
supervised automatic sprinkler system In Nursing, Medlcal Director, the Quality
accordance with Section 9.7. Assurance Nurse and any other feam
Exception: In Type | and Typa Il construction, v 9-22-2015
where approved by the authority having Y.
jurisdiction, alternative protection measures shall
be permitted to be substiiuted for sprinkler
protection In speclified areas where the authority
having jurisdiction has prohibited sprinklers,
without cavsing a building o be classified as
nonsprinklered.
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SS=F

Continued From page 9

19.3.5.2*

Where this Code permits exceptions for fully
sprinkiered buildings or smoke compartments,
the sprinkler system shall mest the following
criteria:

(1) Itshall be in accordance with Section 9.7.
(2) Itshall be electrically connected to the fire
alarm system.

(3) Itshall be fully supervised.

Exception: In Type | and Type Il construction,
where approved by the authority having
jurisdiction, alternative protection measures shall
be permitied to be substituted for sprinkler
protection in specified areas where the authority
having jurisdiction hes prohibited sprinklers,
without causing a building to be classlfled as
nonsprinklerad.

Reference: NFPA 101 (2000 Edition) 9.7.2.1*,
Where supervisad automatic sprinkler systems
are required by anather saction of this Code,
supervisory attachments shall be Installed and
monitored for integrity in accordance with NFPA
72, National Fire Alarm Code, and a distinctive
supervisory signaf shall be provided to indicate a
condition that would impair the satisfactory
operation of the sprinkler system. Monitoring
shall include, but shall not be limited to,
monitoring of control valves, fire pump power
supplies and running conditions, water tank levels
and temperatures, tank pressure, and air
pressure on dry-pipe valves. Supervisory signals
shall sound and shall be displayed either at a
location within the protected building that Is
constantly attended by qualified personnel or at
an approved, remotely located raceiving facility,
NFPA 101 LIFE SAFETY CODE STANDARD

K062

Ko72
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K 072 (F) Egress Maintained Free of all
K 072 | Continued From page 10 K072| Obstructions
Means of egress are continuously maintained free Corrective Actlon for Residents Found
of all obstructicns or impediments to full instant to Hove Been Affected
use in the case of fire or other emergency. No The linen cart stored in the egress path
furnishings, decorations, or other ob|ects obstruct of the 100 Hall was removed on 9-2-
t;ﬂﬁ.oaccess o, egress from, or visibllity of exits. 2016. The linen cart in the egress path
of the 200 Hali was removed on 9-2-
2015. The {inen cart in the egress path
of the 300 Hall was removed on 9-2-
2015. The linen cart and Hoyer lift in the
This STANDARD is nof met as evidencad by: egress path of the 400 Hall was
determined the facility failed to maintain exit the egress path of the 500 Hall was
accaess in accordance with National Fire removed on 9-2-2015
Protection Association (NFPA) standards. The )
deficlent practice has the polential to affect four
{4) of four (4) smoke compartments, residents, Identificotion  of Other Residents
staff and visitors, The facllity has the capacity for Having the Potentlal to be Affected
one-hundred seventy-two (110) beds and at the All residents have the potential to be
fime of the survey, the census was one-hundrad affected. See Corrective Action for
fifty (108). Residents Found to Have Been
. Affected. All paths of egress were
LU L ST evaluated on 9-2-2015 for any
Observation on 09/01/15 at 3:39 PM with the obstructions or Impediments. There
Malntenance Director revealed one (1) linen cart were none noted.
was being slored in the egress path of the 100
Hall. Measures or Systemic Changes Made
ta Avold Reoccurrence
lntewiew. on 09/01/15 at 3:40 PM with the An in-service was provided to all staff
Malntenance Direclor revealed the items were on 9-14-15 through 9-20-2015
routinely stored in this location. regarding  egress paths  being
Observation on 09/01/15 at 3:50 PM with the maintained free of obstructions and
Maintenance Director revealed one (1) linen cart impediments. This in-service included
was being stored in the egress path of the 200 the correct storage of linen carts and
Hall, Hoyer lifts. The Maintenance Director
will conduct dally rounds to include
Interview, on 09/01/15 at 3:51 PM with the checking all paths of egress.
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K072 Continued From page 11 K072| | plans to Monitor Performance for
Maintenance Diractor revealed the [tams were Sustained Solutlons
routinely stored in this location. The Administrator will submit the
Observation, on 0S/0115 at 4:02 PM with the g‘:d'ct: mmp'“ﬁ" by the Malntenance
Maintenance Director revealed one (1) finen cart rector to the Quality Assurance
was being stored In the egress path of the 300 Committee monthly for review,
Hall. recommendations and follow-up. The

Quality Assurance Committee consists
Intarview on 09/01/15 at 4:03 PM with the of the Administrator, Director of
Maintenance Diractor revealed the linen cart was Nursing, Medical Director, the Quality
routinely stored in thie location. Assurance Nurse and any other team
Observation on 06/01/15 at 4:38 PM with the WS AL 2l 2 . 9-22-2015
Maintenance Director revealed one (1) linen cart
and one (1) Hoyer lift wera being stored in the
egress path of the 400 Hall,
Interview on D9/01/15 at 4:37 PM with the
Maintenance Director revealed the linen cart was
routinely stored in this location.
Observation on 09/01/15 at 4:38 PM with the
Maintenance Director revealed one (1) linen cart
was being stored in the egress path of the 500
Hall,
Interview on 09/01/15 at 4:38 PM with the
Malntenance Director revealed the linen cart was
routinely stored in this location.
The census of one-hundred eight (108} was
verified by the Administrator on 08/01/15. The
findings ware acknowledged by the Administrator
and verified by the Maintenance Director at the
exit interview on 09/01/15.
Aclual NFPA Standard:
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Reference: NFPA 101 (2000 Edition)

Means of Egress Reliability 7.1.10.1

Means of egress shall be continuously
maintalned fres of all abstructions or
impediments to full instant use fn the case of fir
or other emergancy.

Reference: NFPA 101 (200 Edition) 7.3.2*
Measurement of Means of Egress.

The width of means of egress shall be measured
in the clear at the namowest point of the axit
component undar consideration.

Exceptlon: Projections not mare than 31/2 in.
{8.9 cm) on each side shall be parmitted at 38 in.
{96 cm) and below.

Reference: S&C-12-21-LSC
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