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F oloo IINITIAL COMMENTS F 000 E s IWE
A Recertification Survey and an Abbreviated Jui 26 2012
Survey investigating KY#00018587 was initiated E '
on 06/26/12 and concluded on 06/29/12. ' ) 8Y:. —
KY#00018587 was unsubstantiated with no '
deficiencies cited. The highest Scope and
Severity of an "F". ' 5 . -
F 164 | 483.10(e), 483.75(1)(4) PERSONAL - ‘F184] - 483.10(c), 483.75(T)(4) PERSONAL
§8=D | PRIVACY/CONFIDENTIALITY OF RECORDS PRIVACY/CONFTDENTIALITY
' : OF RECORDS
The resident has the right to personal privacy and | - '
conmnwny of his or her.personal and clinical The facility will ensure privacy for
 — residents when entering residents’
Personal privacy includes accommodations, rooms by knocking or asking for
medical treatment, written and telephone _ permigsion to enter.
communications, personal care, visits, and
meetings of h‘zﬂxw re;sldont 9@;9:. but this 1. The two staff members
does not requ facility to provide a private Chaplain/Activity Dircctor and
room for each resident c . Maintenance Supervisor) were
i i i ed to knock
Except as provided In paragraph (e)(3) of this immediately instruct
section, the fesident may approve or refuse the bofore entering rooms 6, 11, 12 as
release of personal and ciinical records to any well as all resident rooms and to ask
Individual outside the faciilty. - for permission before cntering. The
The resident’ ﬂﬁht to refu ' ¢ , DON and Administrator spoke with
e ent's 0 refuse release of persona ; and 1
and dlinical records does not apply when the mme": ' rooms 6;1 ! .:"d . ‘:| 4
resident is transferred to another health care : ensire thair personal privacy wo
institution; or record release is-required by law. bc maintained
The faaility must keep confidential all information 2. The Social Worker will audit
contafolned in the resident's records, regardless of 100% of residents to ensurc personal
the form or storage methods, except when ° ivacy is maintaincd by the staff b
release is required by transfer to another : m:z‘m:‘a;:o: or asykin; 4
healthcare institution; law; third party pasyment . .3 . : ,
contract: or the resident. . pcrmigsion before entering residents
room.
IRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRBSE SIGNATURE : T™mae (X%) OATE
NY . AR -
) : s | ¢ y c/A— Lr b/
feficoncy stgtement ending ' STONCY which the institution may bo oxcused from corecting providing It Is delermined that

‘eguarde’provide euliciont protection the pationls. (S68 nstructions,) Exoopt for nursing m.MﬁwmmMaboWondmmosom

mowoofoumywtw\uofnuomnofeomwnbm Fwnmhmmmmmﬂmoloomdmmmdum 14
(ollowing tho dete these documents are mede oveliabie (o tho facility. If doficiencies ere cited, an epproved plon of corraction Is requisita to continuad
om participation. . .
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F164 Continu  From page 1 _

This REQUIREMENT ° not met as evidenced
by:

B ed'on observation and interview, it was
determined the facllity Hledtoe re pri cyfor
residents as evi nced by two (2) staff mem rs

. belng observed from 06/26/12 to 06/27/12 to
enter residents’ rooms without knocking and
asking for parmission o enter. -

The findings includs:

Observation, on 06/26/12 reves! the .

- Chaplain/Activiti  Dlrector entered in room
‘twelve (12) 5:10PMandb  out and at 6:11
PM entered into room six (6) without knocking
before either entry.

Interview the Chaplain/Activities Director, on
06/29/12 at 10:00 AM, revealed it the
facility's practice to ensure pri 1o the

ents by allowing the  Idents to have private
phone calls via the cordless phone, p nga
private area to gather with famlly and friends and
encouraging the use of the privacy curtai  The
Chaplaln/Activities Director stated if a residents
door was open, he would knock and  k
permission to enter the room. He also stated on
06/26/12, when the urvey team arrived it was the
facility's strategy to do quick inspections of
resid nts’ rooms to ensure the safety of the
residents. The Chaplain/Activities DI ¢
stated, it was the norm practice for staff

members to knock on a re ' door and wait
for the resident to verbally ackn e that the
resid ntwes . forthes memberto

come Into their room.

RN C13-2007(02-00) Provious Vorsions Obooiste Evont 10; OWar11 Focillty ‘ID: 100030 If continuation sheet Pago 2 of 12
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, OBPICIENCY) :
F 164 Continued From page 2 F 164
Observations, on-06/27/12 at 2:40 PM, revealed
the Maintenance Director walked into room
eleven (11) without knocking and then at 2:43 PM
he walked Into room six (6) without knocking.
Interview with the Maintenance Director, on
08/28/12 at 10:05 AM, revealed it was normal
practice to knock on a resident's door prior to
entering his/her room. He continuad by saying
the residents ware like famlly and it was not his
Intention to offend anyone.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 483.20(d)(3), 483.10(k)(2) RIGHT

PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
Incompstent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes In care and treatment.

$8=0 TO PARTICIPATE PLANNING

CARE-REVISE CP

The facility will cnsure that the
Comprehensive Care Plans for all
residents are revised.

A comprehensive care plan must be developed 1. The MDS Coordinator

within 7 days after the completion of the immediately reviscd the
comprehensive assessment; prépared by an i lans for resident
interdisciplinary team, that Includes the attending T e e

physicien, a registered nurge with respongibllity

for the resident, and other appropriate staf in
discipiines as determined by the residents needs,
and, to the extent practicabls, the participation of
the resident, the resident's famlly or the resident's

2. The MDS Coordinator and DON
will udit 100% of residents
comprehensive care plans to ensure

legal repregsentative; and periodically reviewed revisions are current.
and revised by a team of qualified persons after
each assessment. .
This REQUIREMENT is not maot as avidanced.
by:
M CM3-2687(02-00) Pravious Voreions Obsoloto Evont ID; OWI711 If continustion sheet Page 3 of 12
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Based on observation, interviewand rd -
review, it was detarmingd the facility fall d to

se th Comprehensiva Care Plan for two 2
of ten (10) sampled residents (Residents #4 and
#8). : .

The care plan for Resident #4 was not revised
and included an Intervention for oxygen-which tha
resid nt did not use.

The care plan for Resident #8 wa not revised
and Included an Intervention for the resident to
wear Veicro tennis shoes at all times which th
residont did not wear. . ’

The findings include:

1.Re of Resident #4's medical record
revealed the facliity admitted the re ident on
03/10/11 with diagnoses which included Senlie
Dementis, Alteration In Consclousness, and
Essential Hyp  nslon. Review of the
' Comprehensive Care Plan, ~ d 03/01/12, .
" aled a problem of Risk for Cardlovascular
‘Compiication with an intervention of oxygen as
ordered. Review of the Physician's orders
fevesledR ent#4h nothadanord for
oxygen sinceh  er admission.

Observation of Resident #4 on 06/26/12 at4:4s
PM,5:65P ,on08/27112 815 AM and 2:48
PM, and again on 06/29/12 at 12:20 PM, reveal
Resident # was not_ ing n.

Interview, on 06/29/12 at 12:28 PM, with the
inimum Data Set (MDS) Coordinator revesied

Resident #4's care plan for Risk for

Cardiovascular Complications was pre-made and

¥ CM38-2807(02-60) Previous Vorslons . Evont ID: OW3711 1D: 100030
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F 280 donﬂnued From page 4

the Intervention for oxygen as needed should had
bean deleted 8s an intervention for Rasident #4
because the resident did not have'and order and
did not requirs the use of oxygen.

2. Review of Resident #8's medical record -
re ledthefaciityad  d the resident on
11/08/11 with diagnoses which Included Dlabetic
Neuropathy, Legal Blindness and Osteoarthros!s.

_Review of the Qua  rty Minimum Data Set
(MDS) Assessment, dated 08/18/12, revealad the
resident had a Brief Intarview for  ntal Status
(BIMS) score of fifteen (18), indicating the
resident had no cognitive impalrment. Further

. feview of the record revealad the resident was

1 agsessed to be at risk for falls.

]

i Review of the Comprehensive  re Plan

: revealed a Fall Risk care plan, da  06/18/12,

| which included an intervention for the resident to
wear Velcro tennis shoes t all im

Observations, on 08/28/12 t12:16  and 4:50
PM ndagsinon  9/12 t7:40 AM, 8:25 A
and 11:18 AM, revealed no eviden of Resident
#8 wearing Veicro  nnis shoes. interview,on
06/29/12 at 11:16 AM, with Resident #8 revealed
he/she did not wear Veicro tennise  ptto

* church on Sundays.

Interview, on 08/28/12 at 12:18 PM, with the
Minimum Date Set (MDS) Coordinator revealed
Resident #8's Fall Risk ca plan was pre-made
and the inte  ntion for Resident #8 to r
Velcro tennis shoes at ell imaes should have
deleted off the care planas th  sident did not
wear them tafll times.

RM CMS-2607(02-00) Pravious Vorsions Bvont ID:OW3711 Focity 10z 100030 If coninuation sheet Page 6 of 12
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0w4) 1D BUMMARY STATEMENT OF OEFICIENCIES 0 - PROVIDER'S PLAN OF CORRBCTION )
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F 280 Coritinued From page 8 F 280
Interview, on 08/28/12 at 3:07 PM, with the
Director of Nursing (DON) revealed Resident #8
did not wear Velcro tennis shoss. She stated she
had been told the resident's Fall Risk care plan
was a ‘standard” care pian. She sfated it should
have been individualized for this resident. )
F 371 483.35(1) FOOD PROCURE, F371|  483.35() FOOD PROCURE,
§9=F | STORE/PREPARE/SERVE - SANITARY STORE/PREPARE/SERVE -

The facllity must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
facility policy, it was determined the facillty failed
to store, prepare, distribute, and serve food under
sanitary conditions. Observation of tray line
service during the evening meai on 06/26/12,
revealed Dletary Aide #1 left the tray line six ()
different times to obtain items from the walk-in
refrigerator and to obtaln a food cart, then
returned to the tray line without washing her
hands.

The findings include:
Review of facility policy entitied, Infection Control,

undated revealed the facllity would endeavor to
prevent the spread of infection by teaching safe

SANITARY

The (acility will store, prepare,
distribute, and serve food under
sanitary conditions.

11 dietary aide was immediately
instructed to wash hands when
leaving the tray linc or retrieving
a tray cart. The dietary cook was
instructed on proper food temps
at point of scrvice.

The kitchen staff was observed
by the administrator and dictary
manager on 6/28/12 and 6/29/12
for proper hand washing
techniques and food trays for
proper temps at point of service.

The kitchen staff was in-serviced
on 6/27/12 and again on 6/28/12
by Dictary Manager and SDC on
proper hand washing, infoction
control and proper food temps at
point of service. The Staff
Development Dircctor, DON, or

M CMS-2587(02-80) Provious Voralona Obesoisto Evont 10: OWI711
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04) 10 . SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORRECTION ol
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PRERIX (EACH CORRECTIVEACTION SHOULDBE - | ¢
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oaTa
: . DEFICIENCY) .
F 371 Continued From pagé 6 F 371 Dictary Manager will in-service
" | food handiing practices to limit : the stuff again on 7/27/12 on
cross-contamination. proper hand washing, infection
' ' control and proper food temps at
1. Obssrvation on 06/26/12, at 4:40 PM, during point of service.
the evening meal service revealed Distary Aids - The Dictary Manager will
#1 loft the tray line et 4:55 PM, 5:00 PM, §:13 PM . | serviee for S
and 5:18 PM to enter the walk-in refrigerator to monttor every meal service for
obtain food items, then retumed to the tray line days, then monitor 1 meal
without washing her hands. Continued services per day for S days, then
observation revealed at 5:25 PM Dletary Aide #1 monitor 1 meal service a weck
B b o
0 y ng her 8. . ;
Further observation reveaied at 5:30 PM Dietary e ko
Alde #1 Ieft the trey line, went to the milk cooler manager will prepare Y
and obtained a cprion of milk, then returned to for 2 meals a day for 3 days, then
the tray line without washing her hands. | meal a day weekly for 4 weeks,
then | meal u day monthly for 3
'ﬂ‘ef\zew. on 06/26/12 :ggfosh PM, M“"&Gm months and then quarterly for 2
Alde #1 revealed she-should have was r food temps at
.| hands prior to returning to the tray line after q"?:e;:. ::N'::W P
leaving it to obtain iterms from the walk-in po '
refrigerator and to obtain the cart. She stated she
knew to do that, she was just in a hurry and The Standards of Carc
forgot. Committee, including DON,
. . Adminisgator, MDS, SDC, and
g‘w view, on mg’&?:‘ 8:15 AM with Lk”om Dietary Manager will review
ractical Nurge (L 1, 60 as the Interim
Dlstary Manager, revealed nmry staff had to ;‘:"";‘:‘;:‘ hyPaiasipeind
leave the-tray line for any reeson they were to m ary Manog 8
wash their hands prior 1o returning to the tray line. weekly standards of care and
) . during monthly Quality
Interview, on 06/29/12 at 10:28 PM, with the Assurancc meetings to ensure g“"’
Reglstered Disticlan (RD) revesled hands should o lianen e
be washed anytime staff leave the tray line. The
RO stated she had inserviced all the kitchen staft
on the Importance of hand washing and infection
control.
RM CM3-2607(0209) Provious Varsions Obscioto Evont 1D:OWIT11 I continuation sheet Pago 7 of 12
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X4) ID BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION xs)
PREPIX (EACH DEFICIENCY MUST BE PRECEDEO BY FULL PRERX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
YAG REGULATORY OR LSC IDENTIPYING INFORMATION) TAG, CROB8-REFERENCED TO THE APPROPRIATE oaTE
OEFICIENCY)

F 371 | Continued From page 7 F3m
2. Obsarvation, on 08/26/12 at 4:40 PM, of a test
tray revealed the food temperature for the gresn
beans to be one hundred and fiftaen (118)
degrees Farenheit, the refrigerate beets
temperature to be sixty (60) degrees Farenhelit,
and the Jello temperature to be fifty (S0) degrees
Farenhelt. o
Interview, on 06/29/12 at 10:25 AM, with the
Reglstered Dieticlan (RD) revealed the - .
temperature for the green beans ghould have
been one hundred and twenty (120) degrees- .
Farenheit or above, and the temperatures for the
beats and Jello should have beén below forty-five
(48) degrees Faranheit

F 441 483.65 INFECTION CONTROL, PREVENT _ F 441 483.6S INFECTION CONTROL,

$=0 | SPREAD, LINENS : PREVENT SPREAD, LINENS

, ) ) inital .
,Tn",:m'“’mwcé"m“m‘} :‘&fm’ :2:,;",,:3';';,’0':,“-3 2 The facility will cstablish and
safs, sanitary and comfortable environment and maintain an Infection Control
to help prevent the development and transmigsion Program designed to provide a safe,
of disease and infection. sanitary, and comfortable
environment and to help prevent the
(8) Infection Control Program transmission of
The facllity must establish an Infection Controf develop ment and :wo&o
Program under which It - dis?ase and infection. Also, the
(1) Investigates, controls, and prevents infections facility will engure that sharps
in the facliity; containers arc properly handled to
(2) Decides what procedures, such as [sotation, prevent contamination.
should be applied to an lr:divldual resident; and
(3) Maintains a racord of Incidents and corrective L. Resident #1 was assessed by
poicss "m' L2 .lnfecﬂons. Primary Care Physician on 6/28/2012
(b) Preventing Spread of Infaction with no negative outcomes noted.
(1) When the Infection Control Program (2) SRNA #5, 17 and #8 were
determines that a resident needs isolation to immediatoly instructed on proper
prevent the spread of infection, the facility must infection control procedures related to
W CMS-2507(02-60) thusVomom Obsoteto Event ID: OWIT1 Faclity 1D: 100030 iIf continuation sheot Page 8 of 12
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STATEMENT OF DEFICIENCIES ?<1) PROVIDER/BUPPLIBR/CLIA Q) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBGR: COMPLETED .
) A. BUILOING ;
' c
8. WING .
_ 186344 06/29/2012
*  OFPROVIDER OR SUPPLIER o STREETADDRESS, CITY, STATE, 2P COOE
' - 6269 ABBURY RQAD -
BRACKEN COUNTY NURSING & REH ILITATION
‘ e i CENTER AUGUSTA, KY. 41002 :
. (X4) 1D SUMMARY STATEMENT OF OBFICIENCIES 10 PROVIOER'S PLAN 07 CORRECTION XS)
ménx (BACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX | - (EACH CORRECTIVE ACTION SHOULD 8€ coubienon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REPERENCED YO THE APPROPRIATE oava
. OEFICIENCY)
F 441 Continued From ;'Jage 8- F 441 changing gloves and washing hands
isolate the resident, by the DON. The DON and

(2) The facliity must prohibit employees with a
communicable digease or infected skin lesions
from direct contact with residents or their food, If
direct contact will transmit the diseage.

(3) The fecility must roquire staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted .
professional practice. '

(c) Linens

Personng! must handle, store, process and
transport linens so es to prevent the spread of
Infection. t ' ‘

This REQUIREMENT is not met as evidenced
by.

Based on observation, interview, record review
andreview of the facllity's poticy, it was
determined the faclilty failed to establish and
maintain and Infection Control Program designed
to provide a safe, sanitary and comfortable
environment and to.help prevent the development
and transmisslon’ of disease and Infection for one
(1).of ten (10) sampled residents (Resident #1)
and one (1) unsampled resident (Unsempled
ResidentA). In addition, the fecility failed to
ensure a sharps containar was properly handled

- disposal.

SRNA##S, ##7 and #8 engured

rosident #1 was cleancd properly and |
applied protective eroum according to
facilitics infection control policy and
procedures and disinfected the

bolster, bed controls, changed the
sheets, pillowcases, pillow and gown.
(3) Registered Nurse #S immcdiately
placed gloves on before obtuining
finger sticks from other residents.

(4) The sharps containcr in the
medication room was removcd and
placed in the bio hazard waste

2. 100% of residents were auditcd on
6/29/12 for signs and symptoms of
Clostridium-Difficile by DON and
charge nurscs. No residents were
found to have signs and symptoms of
Clostridium-Difficile. (2) 100% of
residents’ charts were reviewed on
6/29/2 by the DON and SDC to
identify the residents that receive
finger sticks. (3) 100% of Residents
rooms and the facility were sudited

to prevent contemination. on 6/29/12 by Administrator, DON,
' and SDC to locate all sharp
The findings include: containers.
'| Review of the fecility's “Handwashing Policy”, with |
an effective date of December 2010, revealed
staff was to wash their hands as necessary o
iM CMS-2607(02-06) Provious Voralens OBsoloto Evont 1D:OW3TTY Foolity 0: 100030 If continuation sheet Pago 9 of 12
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o) 10 SUMMARY STATEMENT OF DERCIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
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DEFICIENGY)
F 441 | Continued From page 9 F 441 483.65 INFECTION CONTROL,
' prevent the spread of Infections or germs. PREVENT SPREAD, LINENS |

‘| assessment for Resident #1 revealed Licensed

+ | #8 was observed to pull a brief solled with liquid

1. Review of Resident #1's medical record
revaaled he/she had besn diagnosed with
Clostridium Difficiie (c-diff) on 06/26/12.

Observation, on 06/27/12 at 10:07 AM, of a skin

Practical Nurse (LPN) #1 performed the
assessment with the assistance of State
Reglstered Nursing Assistant (SRNA) #8. SRNA

bowel movement out from under Resident #1 .
louching the resident's back with the solled area.
Continueg observation revealed SRNA #8 wiped
Resldent #1's back and anal area with'a
disposable wipe, disposed of the solled brief and
wipe, and pulled the new brief and pad under the
resident. SRNA #8 was observed to adjust
Resident #1's gown and bed covers, put a bolstsr
behind the resident's back and a pillow under
his/er feet. Further observation revealed SRNA
#8 touched the bed control to ralse the head of
the bed. During the observations SRNA #8 was
not observaed changing his soiled gloves or
sanitizing his hands. .

Interview, on 08/27/12 at 4:15 PM, with SRNA #8
revealed he was aware Resident#1 hada
diagnosis of o~diff. He stated he should have
removed his solled gloves after disposing of the
solled brief. SRNA#8 stated he should have
washed his hands end applied new gloves.

2. Observition, on 08/27/12 at 4:30 PM, of SRNA
#5 and SRNA #7 providing care for Resldent #1
revealed the aides to cleange the resident's
perineal area with their gloved hands. Without

3. The Nursing Staff was in-serviced
on 6/27/12 and again on 6/29/12 by
DON, SDC on proper infection
control techniques related to changing
gloves and hand washing. Licenscd
Nurscs were in-serviced by DON,
SDC on 6/28/12 and again on 6/29/12
regarding proper infection procedures
related to finger sticks and proper
disposal of sharps conminers. The
SDC, DON or designee will in-
service the staff again on 7/27/12
regarding infcction control
techniques. (1) The DON or designec
will observe dircct patient carc by the
nursiog staff to ensure proper
infection and control procedures arc
maintained on rogidents in contact
isolation. 25 % (twenty five percent)
of nursing staff will be monitored

. duily for S days, then weekly for 4
weeks, then monthly for 3 months
then quasterly for two quarters to
ensure compliance. (2) Observation
of the licensed nursing staff will be
performed by the DON or designee
during finger sticks daily for $ days

for 3 months and then quarterly for 2

quarters to ensure proper infaction
control techniques arc maintained.

then weekly for 4 wecks then monthly
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9P PROVIOER OR SUPPLIER STREET ADORESS, CITY, STATE, 2IP CODE o
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F 441 | Continued From page 10 F 441 () The Central SUPP'Y'Dimwf will
changing the soiled gloves the SRNAs applied a monitor all sharp containers weekly
protective cream, adjusted Resident #1's-bed for 8 weeks then monthly for 10
covers, touched the bed contro) to ralse the head months to ensure proper use and
g{::ﬁ ;ﬁd; The SRN:S Wp‘ ® th%b“m Itl? Obtalg disposul of sharp containers according
n plilowcases and apply them 1o a plilow an w0 infects ol policy and
ciir o he reolnts b wihoutcanging e
their soiled gloves or sanitizing their hands. Director and Licenscd Nursing staff
Interview, on 06/27/12 at 4:40 PM, with SRNA #5 will be responsiblc for disposing and
and SRNA #7 revealed they should have washed replacing sharps containers us nceded.
their hands after cleansing Resident #1's perineal C
area and applied new gloves, 4, The Quality Assurance Tcam will Oatc
Interview, on 08/26/12 st 3:00 PM with the roview repors during monthly QA Complcs
Director of Nursing and the Infection Control Mecting to ensure compliancc.
Nurse/LPN #1 revealsd staff should have
removed their solied gloves, washed thelr hands,
and applied new gloves prior to moving to another
area of.the body or touching other objects. -
3. Observation, on 06/28/12 at 4:45 PM, revealed
Registerad Nurse (RN) #5 obtained a finger stick
for a blood glucose reading on Unsempled
Resident A without gloves. During an interview
with RN #8, on 06/20/12 at 8:20 AM, shp revealed
she was aware that she should have worn gloves
during the procedure and that she normally did .
wear thom. :
Interview, on 06/20/12 at 3:08 PM, with the
Director of Nursing (DON) revealed nursing staff
should wear gioves when obtaining fingerstick
blood sugars (FSBS).
4. Observation of the medication room, on
08/28/12 at 10:30 AM, revealed a sharps
container that had been secured with a plastic tie
lock but the contents was past the fill ling. RN #6
] m-zsem;z-m Provious Varsiona Obsoioto Gvont (0; OWa711 Faclilty ID: 100030 1f conlinuation shoot Page 11 of 12
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STATEMENT (X2) MULTIPLE CONSTRUCTION (0%3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: . COMPLETED
5 A BUILOING
. c
) 105344 i 06/29/2012
8 OF PROVIDER OR SUPPLER ' - | sTReer aooress, ciTy, sTave, 2P cooe .
) ' g §269 ASBURY ROAD
BRACKEN OOUNTY NURSING & REHABILITA‘ITION CENTER AUGUSTA, KY 41002
04) 1D SUMMARY SYATEMENY OF D@FICIENCIES 10 PROVIDER'S PLAN QF CORRECTION
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFAX (EACH CORRECTIVE ACTION SHOULD 8@ compienon
T REGULATORY OR LSO IDENTIFYING INFORMATION) TAG caoss-aveaeggfgég c'r%s APPROPRIATE DATE
F 441 | Continued From page 11 . F 441
stated the sharps container should not be filled ’
with sharps beyond the fill line. L
Interview, on 08/28/12 at 10:15 AM, with'the DON
revealed nursing staff were not to overfill the
sharps containers to prevent needle sticks and
.| contamination. She stated the nurses were
responsible for taking locked sharps contalners to
the biohazard waste barrels.
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K 130 'NFPA 101 MISELLANEOUS

The facility will ensure the
emergency generator will be
maintained according to National
Fire Protection Association (NFPA)
standards,

1. The battery char er was
disconnected by Maintenance
Supervisor on 6/28/12 from the
emergency gencrator battery and
properly connected o the staster
according to NFPA standards on
071312012,

2. The Maintenance Supervisor will
enswe that the gencrator is inspected
annually by certificd clectrician to
ensure proper electrical connections
are maintained to reduco the risk of
fire. The Maintenance Supervisor
will check the generator woekly for 8
wecks to cnsure proper functioning
of cmergency generator. The
Maintenance Supervisor will log and
record weekly gencrator checks and
aonual visits of generator clectrical
checks in maintenance binder. The
Maintenancc Supervisor was in-
serviced by the Administrator on
6/29/12 regarding maintaining the
emergency  crator according to
NFPA standards.
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185344 B e ‘ 06/27/2012
An OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIP COOE '
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3RACKEN COUNTY NURSING & REHABILITATION CENTER AUGUSTAKY 41002

x| SUMMARY STATEMENT OF DEFICIENCIES ) PROVIOER'S PLAN OF CORRECTION o)
PREFIX (BACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (BAGH CORRECTIVE ACTION SHOULD BE ETION

AG REQULATORY OR LSC IDENTIFYING INFORMATION) A0 CROSS-REFERENCED TO THE APPROPRIATE OATE

: DEFICIENCY)

K 130 | Continued From page 2 K130 3. The Quality Assurunce Team will 2: s
acceptsd 9n9inaering practices. Battery charger |- " monitor Maintcnance Binders weekly sna;:z
output wiring shall be-permanently connected. to ensurc compliance and during
Connections shall not be made at the battery monthly Quality Assurance
terminals. .

meetings.

M CoAS-2667(02-00) Provious Vorsions Obsoloto Evont 10:OWa721 Facitity 1D: 100039 . if conunuation shoot Page 3of 3





