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F 000 | INITIAL COMMENTS ' F QOO0
A Recaertiflcation Survey was conducled on
06/01/10 through 08/03/40. A Life Sefety Code
Survey waa conduoted 06/02/10. Deficiencles F441
were cited with highest scope and severily of an . B
l.'F"' 1. The DON has reviewed 483,65
F 441 | 483.85 INFECTION CONTROL, PREVENT F441| isfection contro), and will maintain a safe,

88=€ | SPREAD, LINENS comfortable environment to help prevent

The facllly must eslablish and maintain an the development and spread of disease
Infection Control Program designed to provide a and infections as evidenced by insufficient
safe, sanitary and comfortable environmentand | . hand washing during meal service in

to help prevent the development and transmission dining room and during medication pass.
of disease and Infection. ‘ The state registered nurses aide passing
(a) Infacton Contro! Progrem trays and the certified medication aide
The facility must establish an Infestion Contro) were removed from direct care and

Program under which It - -] 1 educated by the staff development
(1) Investigates, controls, and prevanis | &@ E 'VE ordinator with retum demonstration of
In the facillty, acess before providing additional care

(2) Decides what procedures, such ae i5ptaticdJN| 2 § 2pm
should be applied to an Individual resideh§ and 06/03/2010.

(3) Malntains a record of Incidents and c@fective.

actions related to infections. e sersod . 2. 00 06/25/2010 the DON audited 100%

of the staff during meal service to ensure
(b) Preventing Spread of infection sufficient hand washing was performed.

(1) When the Infactlon Contro! Program On 06/25/2010 a 100% audit of all
determines that a resident needs Isolation to licensed staff and certified medication
prevent the spread of Infection, the facility must aides was completed for medication

Isolate the resident. }

(2) The facliity must prohibit employeas with 8 administration by the Staff Dovelopment
communlcable disease or infected skin laslons Coordinator. Al licensed staff have
from direct contact-with resldents or their food, If - reviewed competency check off for
direct contact will transmit the disease. raedication pass and infection control

(3) The facliity must require staff to wash thelr . review/assessment of all residents was
hands after each direot resldent contect for which leted on 06/03/2010 to determine
hand washing is indicated by accepled completed on oo

profeaslonal practios. any s/s of infection, No negative
' : outcomes were found.

VIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DAYE

W7, | Pt Gla3/owo

Any dffictency slalemant ending wilh an asterisk () denoles a deficlency which the Inslitullon may he excused from correcling providing it is delarmined that
olher salapuards provide sufifcient prolacilon to Ihe patlants, (Seq Instruclions.) Excepl for nursing homes, ihe lindings slatad abova ore distiosabla 90 days
following the date of survey whelher 6r not a plan of correction |s providad, Fer nursing homas, tha above findings snd plans of correctlon are disclosable 14
days following the dale lhess documente are made avallable Lo the faclllty. If dellolencies ara ¢ited, an appraved plan of corraclion ls requletie to continued
program parlloipation.
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STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSYRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: COMPLETED
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(44} 1D SUNMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 06)
PREFIX {EACH DEFICIENCY MUSY BE PREGEDED 8Y FULL PREFIX {EAGH CORREGTIVE AGTION 8HOULD BE COMPLETION
TAG AEGULATORY OR LEC IDENTIFYING INFORMATICN) TAQ CROS8-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 441 | Confinued From page 1 FA41| 3. On 6/14/2010, the SDC in serviced all
(c) Linans | licensed nursing staff to ensure .
Pereannel must handle, store, process and understanding of the infection conirot
transport lineng so as o prevent the spread of policy, specific to handwashing. A follow
Infoction. up inservice for all licensed staff was
conducted by the SDC on 6/18/10 to
review the infection control policy with
intended focus on handwashing
I;IIS REQUIREMENT Is nol met as evidenced procedures. Infection control, harid
Bagzed on observation and inlarview it waa Washing, and sanitation competency
. . : checks have been completed and
detarmined the facility failed to establish and recorded. Aleohol gel hand sanitizers have
malintaln an Infection conirol program deslgned to been rovided to aﬁ nurshng staff to
Arovida & Gafe, sanitary end comiortable bccor'r:e a detail of their daigi unjform on
environment and 1o help pravent the devalopment 07/02/2010 Y
and transmission of disease and infection as '
evidenced by Insufficlent handwashing during ,
meal service In Dining Room and during 4, T.hc DQNldcsigncc will monitor meal
Madication Pass observation. service delivery for 10 menils a week for 2
_ : weeks to ensure staff compliance with
The findings Include; infection control program in relation to
handwashing during meal service. Meal
1. Observalion of Medicallon Pass on 06/03/10 delivery will continue to be monitored by
at 9:00 AM revealed the Gartified Medlcation the Staff Development Coordinator at
Technlolan (CMT) ticked her thumb several times least weekly thereatter x 3 months fo
while turning pages of the Medicatlon ensure continued compliance. Med pass
Adminlstrallon Record (MARY) and falled to will be audited by the Staff Development
sanlfize her hands before she conlinued to - Coordinator with each Centified
dispense medications. At 9:20 AM, she took an Medication Technician weekly x 4 weeks
unsampled resident's pulse and ¢onlinued to and monthly x 2 months to ensure
dispense medications;without aanltizing her continued complisnce of infection contro}
hands. program. The results of these audits will ~ |07/03/2010
be f ded to daily clim i
Intarvisw with the CMT on 08/03/10 at 1:40 PM ot ed to daily clinical mesting and
_ ported to weekly af risk meeting by the
revealed she should have washed her hands after A
Staff Development Coordinator. All
licklng her thumb and aﬂer'touchlng the realdent, results will be reported to the quarterly
She staled she dld nol realize that she licked her QA commites for review and addressed
thumb, . .
immediately.
Interview wilh the Director of Nursing revealed the
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CMT should have washed her hands after licking
her thumb and after taking the resident's pulse.

2. Observatlon In the Dining Room on 08/02/10
between 7:30 AM and 830 AM revealed Certlifled -
Nurse Assistant #4 serving and setting up
breakfast trays for sixteen (16) resldents. She
was ohserved setling up trays for ten (10)
rasidants beforae sanitizing her hands with alcohol
gel hand sanitizer. While she was selling up
breakfast trays for these residents, she was
observed patling one resldent’s back and then
opening several resldent’s individual milk cartons
and small bulter conlainars, Conlinued
observalion revealad CNA #4 to pick up and
butter one resldent’s toast and lhan, without
sanilizing, to pick up and bulter anofher resident's
toast.

During an Interview on 08/03/10 al 4:45 PM, CNA
#4 was askad If she had received fraining on
Infaction conlrol proceduras, ‘The CNA, who had
worked et thls facllity for two (2§ years sald she
had not recelved tralning on Infaction conlrol for a
long time, not since her ortantation, CNA #4
further stated she was aware of infaction control
progeduras but had forgolten to sanitize her
hands more at breakfast on 08/02/10 due to
nervousness.

On 06/03/10 at 8:00 PM, the Direclor of Nursing
(DON) was inlerviewed about Lhe facilily Infection
* | contro! policy and tralning for staff. She stated
that the facilily had provided two (2) Inservices
since January 2010 which covered Infection
control. The subjects of these inservices were
Urinary Tract Infections and Survey
Preparedness. In these Ineervices staff was
tralned on Infection control policy: if you tauch
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F 441 | Continued From page 3 F a1

food, sanitize; before touching food, aanifize; after
passing 3 trays, senitize; and after touching a
rasident, sanilize. The DON further staled that the
staff recelvad inservices at least quarteriy.
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DEFIGIENOY)
K 000 | INITIAL. COMMENTS K 000| Bracken County Nursing and Rehabilitation

Center does not believe and does not admit

A Life Safety Code survay was Initialed and that any deficiencies existed before, during

concluded on 08/02/2010. The facllity was found or after the survey. Facility resorves the
to not meet the minimal requirements with 42 rights to contest the survey findings through
Gode of the Federal Regulations, Part 483.70, informal dispute resolution, formal appe!

The highesl scope and severity deficlency proceedings or any administrative or legal
identifiad was a " F". proceedings. This plan of correction is not

K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K 012| Mmeant fo establish any standerd of care,

8g8=0D contract obligation or position anq Facility,
Building construclion type and heighl meets one veserves all vights to raise all possible
of the following. 19.1.6,2, 10.1.6.3, 19.1.6.4, contentions and defenses in any type of civil
10.3.51 ' or criminal claum, action or proceeding.

Nothing contsined in this plan of correction
Qld be considered as a waiver of any -
geltially applicable Peer Review, Quality
rance or self crirical examination

EQEN

QN )

JUN 25 2010 A

This STANDARD is nol met as evidencod tiy: pyllege which Facility, does not waive and
Based on ebservation and inlerview it was BY: referves the right to assert in any
| determined the facllity falied 1o ensure all required administrative, civil or criminal claim,
areas wara eprinkler protected, agcording 1o action or proceeding. Facility, offers its
NFPA standards. responses, credible allegations of
o compliance as part of its ongoing efforts to
The findings include: provide quality of care to residents.
Observation on 06/02/10 at 12:50 PM, revealad
an approximate 14 x 38 foot combustible (wood) K012 . _
overhang at the smoking area of the facillty. The I. The plant operations manager reviewed
Ptant Operations Menager was present during the the life safety code standard KO12 on
observallon. (6/02/2010 regarding sprinklers shall be
. ' installed under exterior voofs or canopies
Intarview on 06/02/10 at 12:50 PM, with (he Plant exceeding 4t in width.
Operations Manager revealed he was nol awara
that the canopy should be sprinkler prolsoled. 2. On 06/03/2010 Centuvy Fire Systems wag
contacted by the Pian!t operations manager
Actual NFPA Standard: NFPA 13 (1999 edition) for a quote to Install sprinklers for the
‘ . spproximate 14 X 38 foot wooden,
5-13.8.1 combustible overhang canopy at the faclluy
Sprinklers shall be Installed under exterior roofs smokmg area. ,
or canopies exceeding 4 ft (1.2 m) in width.
LABORATORY DIRECTOR'S R PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE TME {X0) OATE

Uy ingitiais: é/av 2

Any deficlency stalemenl ending wilh an aslerlsk {*) denoles a deflclency which tha Inatilullon may be excused from correcling providing it ls determined {hat
other saleguarde provide sufflolent protaction to the patlenls. {8eo Instructions.) Except for nurelng homes, the findings steled above are discloseble B0 days
lollowdng the dals of survey whather or nat a plan of correctton Is provided. For nurglng homae, the above findings and plena of correollon ara disclosabla 14
days lollowing \he date these dogufnenls are made avellable lo the raomty t defictencles are cited, an approved plan of correotion Is requisile o conlinued
progrem parileipalion.
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The findings Include: :

Observation on 06/02/10 st 11:45 AM, revealed
two (2) holes, In tha upper right hand comer of
the door of room #18. The holes penetrated the

the monthly safety committee and
quanerly QA committee for follow up by
the plant operations mansger and
addressed immediately.

(X410 SUMMARY BYATEMENT OF DEFICIENCIGS 1D PROVIDER'S PLAN OF CORRECTION g(o)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROY9-REFERENCED TO THE APPROPRIATE OATE
' DEFICIENCY)
K 012 | Conlinued From page 1 K012| 3. On 06/14/2010 Century Fire Systems was
Exception: Sprinklers are permilfad to be omitted scheduled by the plan operations manager to
where the canopy or roof Is of noncombustible or instal) a sprinkler system for the smoking
limited combustible construclion, area canopy on 07/08/2010, :
K 018 [ NFPA 101 LIFE SAFETY CODE STANDARD K018
85=F : 4. The entice sprinkler system will be
Doors protecting corridor openings in other than checked weekly, tested quarterly and
raqulred enclosures of verlical openings, exits, or reported to the monthly safety committee 07/09/2010
hezardous areas are substantlal doors, such as and quarterly QA committee for follow up
- | those construcied of 174 inch solid-bonded core by the plant operations manager and
wood, or capable of reslsting fire for at lsast 20 addressed immediately,
minutas. Doors In sprinklered buildings are onty
required to reslist the passage of smoke. Therels
no Impediment to the olosing of the doors. Doors K018 '
'| are provided wilh a means suitable for keeping I. The plant operations manager reviewed
the door closad. Dulch doore meeling 10.3.8.3.8 the NFPA 101 life safety code standard
are permitted.  19.3.6.3 K018 on 06/02/2010 regerding doors are to
be maintained to resist the passage of
Roller talches are prohibited by CMS regulations smoke, according to NFPA standards.
In all health care faclllifes.
2. All doors were audited by the plant
operstions manager on 06/03/2010 and 16
rosident room doors were determined to
have two holes through ¢ach doot,
3. On 06/10/2010 all holos ia all 16 resident
room doors are in the process of being
sealed with a non flammable material,
sanded and repainted to resist passage of
This STANDARD Is not met as evidenced by: iﬁ?ﬁg:‘;ggg tb;pgéggg)?:)nmger and
Based on observation and interview it was ' l
determined the facility falled to ensura corridor ' o .
doors wers malnlalned to resist the passage of 4 A!'.doo's will be audited Z‘omhl?’t’ 1;0: - :
smoke, according to NFPA standards. condition and cormpliance 8nd reported to 07/09/2010
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[1] FROVER'S PLAN OF CORRECTION (X8)
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DEFICIENCY)

K018

K 046
§8=D

'| Plant Operallons Manager stated that the doors

Continued From page 2

door all the way through. Further observation
revealsd holes In the same location for all
residents' room doors. The Plant Operations
manager confirmed the observation.

Interview on 06/02/10 at 11:45 AM, with the Plant
Operatlons Manager, revealed that he was aware
of the holes. The Plant Operations Manager
stated the holes had been thers as long as he
could remember. During further interview, the

al one time had magnatis hold apen devices on
the doors. The Plant Operations Manager further
stated thal when the magnelic hald open devices
were romovead from the door, tha holes were left
by the screws that held the magnelic hold open
devices to lhe door.

Actusl NFPA Sfandard: NFPA 101 (2000 edlilon}

19,3.6.3.1 Doors protecting corridor openings in
other than required snclosures of vertical
openinga, exits, of hazardous areas shall ba
substantial doors, such as those conslrucled of
1-3/4 In. (4.4-cm) thlok, solid-bonded cora wood
or of conatruction that raslats fire for not less than
20 minutes and shall be conslrugted lo reslst the
passage of smoke.

Exceplion No, 2: In samoke compartments
prolected throughout by an approved, supearvigsed
automatio sprinkler aystem In accordance wiih
19.3.6.2, the door conslruellon requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be construcled to reslst the passage of
amoke. :

NFPA 101 LIFE SAFETY CODE STANDARD

Emergency lighting of at least 1% hour duration s
provided in accordance with 7.9.  18.2,9.1.

Ko18

K 046| K 046

1. The plant operations manager reviewed-
the NFPA 101 life safety code standard
K046 on 06/02/2010 regarding emergency
lighting of at least 14 hours duration.

FORM OMB-aﬁeT(DE-BQ) Previous Veralena Obeolele Evenl ID; 2NGB21
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EUMMARY BTATEMENT OF DEFICIENCIES

{Xa} 10 o PROVIDER'S PLAN OF CORRECTION {xs)
FREFIX {EACH DEF[CIENTY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENOY)
K 046 | Continued From page 3 KO048| 5 Al exit doors were audited on
' 06/03/2010 by the plant operations
. ) manager for emergency lighting and the
This STANDARD is not met as evidenced by: dining room exit door was determined to
Based on obsarvallon and.staff Inlarviaw It was not have emergency lighting.
detarmined the facility falled to maintain
emergenay lighting 1o the exlerior exlls, according 3. Emergency lighting will be instatled
%?hN';'PG\' alaf}da;‘d;. ] and connected to generator backup by the
6 ndings Inciude:; plant operations manager for the dining
Qbservation on 06/02/10 al 1:15 PM, revesled room door exit by 07/08/2010.
Ihat the exterior exit from the dining room area . . :
did not have emergency lighting. The Plant Z&:ﬂ:;;?iﬁins; :i‘?]l;[:;;gt:z;;l:;ﬂ; _
Openations Manager was present during the and logped for operation and reported to 07/09/2010}

| obsarvation.

Nghting.

Interview on 06/02/10 at 1:16 PM with the Plant
Operations Manager, revaated that he was
unaware of the area nol having emergenoy

Aclual NFPA Standard; NFPA 101 (2000 Edition).

7.9.4.4*

Emergency lighling facilitles for means of egress
shall be provided In accordance with Sectlon 7.9
for the following: ,

(1) Buildings or structures where reguired in
Chapters 11 through 42

(2) Underground and windowless structures as
addressed In Section 11.7 .

(3) High-rise bulldings as required by other
sactions of this Code

(4) Doors eqolpped with delayed egress locks
(6) The stalr shaft and vestibule of smokeproof
enciosures, which shall be permilled o Include a
alendby generator that is installed for the
smokeproof encloaure mechanical ventilation
equipment and used for the stalr shaft and
vesllibule emergancy lighting power supply

the monthly safety committee and
quarterly QA committee for follow up by
the plant operations manager and
addressed immedjately.
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CENTERS FOR MERICARE & MEDICAID SERVICES ’ OMB NO, 0938-0391.
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (%3) DATE BURVEY
AND FLAN OF CORRECTION IDENYIFICATION NUMBER; COMPLETED
ABUILDING  of :
105344 8. WiNG . 08/02/2010
NAME OF PROVIDER OR SUPPLIER ‘ SYREET ADORESS, CITY, STATE, ZIP CGODE
5269 ABBURY ROAD
BAACKEN COUNTY NURSING & REHABILITATION CENTER AUGUSTA, KY 41002
(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTION S8HOULD §E COMPLETION
YAQ REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE OATE,
OEFICIENCY)
K 046 | Continued From page 4 K 048
For tha purposes of this requirement, exit accees
shall include only deslgnated stalrs, alsles,
corridore, ramps, eacalators, and passageways
leading to en exit. For the purposes of this
reguireament, exil discharge shall Include oniy
deslgnated steirs, ramps, alsles, walkways, and
ascalatora leading to a publlo way. - ~
K 082 NFPA 101 LIFE SAFETY CODE STANDARD K0g2| K062
§S=D L. The plant operations manager reviewed
Required automalic sprinkler syslems are : the NFPA 10) life safety code standard
continuausly malntained In rellable opsrating A K046 on 06/02/2010 stating required
condillon and are Inspected and tested autometic sprinkler systems are
poriodically.  19.7.6, 4.6.12, NFPA 13, NFPA continuously maintained in reliable
25,0.7.5 operating condition and are inspected and

tested periodically.

2. The plant aperations manager contacted

This STANDARD Is not met as evldepced by: Century Fice Systems on 06/03/2010 for a
Baged on observallon and staff Interview il was quote o correct escutcheon plates on
delermined the faclilly falled to maintain the sprinklers in Homan Resources Directors
sprinkler system, according to NFPA standards. Office

The findings Include; '

Observation on 08/02/10 at 12:42 PN, revealed 3. On 06/14/2010 Century Fire Systems was

that two (2) sprinkler head escutcheon plates for
the Human Resource Director's office were
displaced. Further observation revealed thal the
ceiling tile for one of the sprinkler heads was
displaced preventing the sprinkler from operating

scheduled to correct and repair sprinkler
escutcheon plates in the Human resources
director’s office on 07/08/2010.

, 4. The entire sprinkler sysiem will be
properly. checked weekll;, tested :uarterly and
Intarview on 08/02/10 al 12:42 PM with the Plant reported to the monthly safety commitree | 07/09/2010
Operallons Menager, revealed thal he was and quarterly QA committee for follow up
unaware of the displaced asculcheon plates and by the plant operations manager and
the celling tile blocking the sprnkier head. addressed immediately.

Actual NFPA Standard: NFPA 101 (2000 edilion)

8.7.5 Malntanance and Testing.
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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 GORRECTION IDENTIFICATION NUMBER: COMPLETED -
- . A.BULDING M
185344 B e 06/02/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP GODE
‘ . 6269 ASBUAY ROAD
HRACKEN COUNTY NURSING & REHABILITATION CENTER AUGUSTA, KY 41002
(X4} I HSUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'E PLAN OF CORREGTION (5}
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROZS-AEFERENCED TO THE APPROPRIATE « DATE
_ DEFICIENCY)
K 062 | Conlinued From page 6 K 082
All automatle sprinkler and standpipe systems
required by this Code shall be Inepactad, lested,
and malntained In acoordance with NFPA 26,
Standard for the Inspsction, Testing, and
Maintenance of Water-Based Fire Protaction
- | Syatems,
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147| K147
§8=D 1. The plant opeiations manager has
Electrical wiring and equipment Is In accordance reviewed the NFPA 101 life safety code
wilh NFPA 70, Nalionel Elecirical Cods. 9.1.2 K147 on 06/02/2010 regarding electrical
wiring and equipment is in accordonce
with NFPA 70, National Electrica) Code.
9.1.2. Upon investigation by the plant
operations manager on 06/02/2010 1he
: ' electric extension cord running from the
Thie STANDARD Is not met as evidenced by. facility to the outside sign was removed.
Beaed on obaervetion and ataff Intarview If was
dgtarmlnad the facllily falied 1o malntain electrical 2. On 06/03/2010 the plant operations
:,V;I'L"ﬁhgﬁ%zr?rm?u:’oeﬂFpA standards. - manager conducted a facility audit for
Observation on 06/02/10 at 12:35 PM, revealed cleotrion] whing, sxtension cords, and
an elsctric extension cord running from the facllity wip ghott
to an oufslde slgn. The Plant Operations 3. New undergr
) . ground permanent fixed
Manager was present durlng the observallon. wiring will be installed by a Jicensed
Inlerview on 08/02/10 at 12:35 PM, with tha Plant oleatrician for the outside sign on
Operations Manager, revealed the eleotric 07/08/2010-
extenslon cord had been in use since January o .
2010. The Plant Opsrations Manager stated that 4. The facility will be audited weekdly for
plans had been made to run permanent wirlng to use of extension cords and proper .
the sign, but he has bean too busy to get the compliance of life safety code K147 and  |44,00/5010-
wiring Inslalled. reported to the monthly safety committee
and quarterly QA committee for follow vp
Actual NFPA Siandard: NFPA 70.9.1.2 by the plant operations manager and
: : addressed immediately.
400-8. Uses Not Permiltted
Unless specifically parmitted in Section 400-7,
flexible cords and cables shall not be used for the
following:
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' . .o ' PRINTED: 06/16/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES PORM APPROVED

CENTERD FOR MEDICARE § MEOICAID SEAVICES ' ' OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/BUPPLIER/CLIA {%2) MULYIPLE CONSTRUCTION {X9) DATE SURVEY
AMD PLAN OF CORREGTION IGENTIFICATION NUMBER: COMPLETED
. ) A. BUILDING 01
; 8, WING
. 105344 06/02/2010
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, OITY, BTATE, ZIP CODE
' 5280 ASBURY ROAD
HABILITATION GENTER
BRACKEN COUNTY NURSING & REHABI lITA 10 NT AUGUSTA, KY 41002 |
(X410 SUMMARY S8TATEMENT OF DEFICIENCIES () PROVIDER'S PLAN OF CORRECTION 6
PREFIX {EACH OEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLENON
TAG AREGULATORY OR LEG (DENTIFYING INFORMATION) TAQ CROB8-REFERENCED TO YHE APPROPRIATE OATE
DEFICIENCY)
K 147 | Conlinued From page 6 K 147
1. As a substitute for the fixed wiring of a
structure

2. Where run through holes In walls, structural
collings suspended ¢ellings, dropped cellings, or
ficora

3. Where run through doorways, windows, or
similar openinga

4. Whera altached (o bullding surfaces
Excepllon: Flaxible cord and cable shall be
permitted to be atlached to bullding surfacas in
accordance with (he provisions of Seclion 364-8,
6. Where concealed behind building walls,
structural celiings, suspended ceilings, dropped
celiings, or floors

8. Whera installed in raceways, excepl as
otherwise permilted in thia Code

FORM CM3-2667(02-20) Previous Verslons Obsolels Bvent 1D: 2NGe21 Fadilly 10 100030 If conlinuallon gheel Page 7 of 7





