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! A Recertificetion Survey was initiated on “ |
{ 03/04/14 and concluded on 03/06/13 with ? ;
' deficient practice cifed at the highest Scope and . " :
| Severity of an "E." ; ;
F 241 § 483.15(a) DIGNITY AND RESPECT OF E 2411 F241 :
s$=0 ' INDIVIDUALITY } 1. The Director of Nursing has ’ 32ty
F ) i . ..
 The facilly must promote care for residenisina | - reviewed 483.15 (a), dignity and
manner and in an environment that maintains or ; | respect of individuality. The facility E
; enhances each resident's dignity and respect In | i . ) ;
full recognition of his or her individuality. : ! will promote care for each resident
1 . H . . . !
d ! ©Inamanner and in an environment :
t A “
'MThis REQUIREMENT is not met as evidenced ] | that maintains or enhances each |
| by: ‘ © resident’s dignity and respect in full |
. Based on observation, interview and review of | | s g. y ; p . L
| the facility's policy. it was determined the facility-- f - recognition of his/her individuality, )
é; failed to promote care for residents in a manner | on 3/4/14, the socks that Resident |
_and in an environment that maintained or ! L ay . i
| enhanced each residents dignity or respect for | : was wearing that were clearly j
j ane (1) eleven (11) sampled residents {Resident ! labeled with another resident’s "
 #7) and one (1) unsampled resident (Unsampled | : . .
i Re)sldent B}.( ) ( P 1- | name werg immediately removed by;!
Cesident €7 bserved to fave been | ! i CNA#1 and Resident #7's own '
| Resldent #7 was observed to have been in states | | . |
"of undress during the survey, exposed to : i personal socks were applied. On '
| faiaersgy in tha hallway; andfalso :vasl cb?awecé | | 3/4/14, the Social Services Director |
. {0 have been wearing a pair of socks clearly . . . |
Habelled with another resident's name. i | and‘ 3 CNA obtained permission fr om-
| i | | Resident #7 to assess his drawers |
_ Additionally, Unsampled Resident B was i : . s
tobserved lying on the bed as State Registered | and c§nset for any items or articles
. Nurse Alde (SRNA) #2 asked an unidentified | . of clothing that may be unlabeled or
' SRNA to get her a "bib" for Unsampled Resident | : ‘ !
|8, and SANA#2 told Unsamoled Resident B tho | . Nedincarrect label. Any such found |
i ¢ p . ! ] !
; other SRNA was “going to get” him/her “a bi". | . Hems were removed from room
E
! ) E . ;
P ! aqd/_ar Ia_lgeied appropriately. The ‘
xsommijjfsmm OR wsw up%sswmwes IGRATURE TILE | KOIJOATE
SWINNIV Y Do L f1d
be ovcusod from correnting providing ILis dotermined Bat

1y deficiency statomant eﬁng with 2n asterisic (") donoies a deficienay witieh the stitution may
har safeguards provide sufliclont protection to the patients, (Soo Instructions.} Eucapt for nursing homos,
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F 241 Continued From page 1
| The findings include: g

! Review of the facility's policy lified, "Feders!

+ Resident/Patient Rights”, revised November 5

' 2013, revealed every resident had the right to a |

| dignified existence. Continuzd review revealed in
accordance with the Omnibus Budget %

! Reconcillation Act (OBRA), the Tacility would

1 proteet and promate the rights of each resident.
“Further review of the policy revesied residents

' rad the right to personal privacy which inciuded i

s accomodation and personal care. |

i

i
i

i Review of Resident #7's medical record revealod |
: the facitity admitted the resident on 02/23/13, with |
* diagnoses which included Muscle Weaknegs,

i
| Hypertension and Congestive Heart Failure. {
E .

Revnew of the Quarterly Minimum Data Set
CME}S) Assessment dated D2/25/14 revesled the
i facility assessed Resident #7 to have had a Brief |
Interview for Mentai Stafus (BIMS) score of ’
! thirteen which indicated the resident was
; cognitively intact. Review of Resident #7's
Comprehenswe Care Plan revealed the resident
| had been care planned for activities of daily living |
{ADL) deficit and interventions noted hefsha |
|

"needed total care with dressing. Further review
1 of the care plan revealed Resident #7 "preferced
' tt:) gtay unclothed from the waist down”, ,

+

i '2 Observation, on 03/04/14 at 4:00 PM, revealed I
Resident #7 to have been sitting on the edge of

| his/her bed dressed in a sweat shirt, boxer shorls,
, and gray non-skid socks which were labeled with i
"another resident's name who also resided in the

| facitity.

!
! interview with Certified Nursing Assistant (CNA) :
| #1 on Q3/04/14 2t approximately 4:07 PM, !

' stakeholders on duty on 3/5/14 and :
F241" 3/6/14 were educated by the Staff

! Development Coordinator regarding !
' dignity, respect, and privacy policy. !
f The DON met with Resident #7 on |
' 3/6/14 to review alternate methods ;
of clothing and pulling of curtain to ;
eliminate exposure of his body and :
to increase compliance and comfort :
in being clothed. Resident #7 ,i
participated in choices and i
interventions, The DON met with §
Resident B on 3/7/14 regarding the =
use of clothing protectors. Resident |
B referred to the clothing protector |
as a "bib”. The Staff Development {
Coordinator initiated & written |
inservice to all stakeholders on |
| 3/7/14 regarding dignity, respect,
T and privacy. ,
2.0 3/10/14, 100% of all resident’s
| closets and drawers were assessed ,
by housekeeping personnel for ;
identification and removal ofany
| items or articles of clothing that 1
. were not febeled properly, or ;
| located in incorrect area, to ensure |
' dignity and respect of all residents.

I3
1
1
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F 241 : Contlnuad From page 2

. revealed Resldent #7 had wanted to wear the
| sweat shirt and boxer shorts. CNA #1 stated
; Resident #7 could not dress on histher own; and |
“requirad assistance with all ADLs, axcept eating. |
| Ehe raported Resldent #7 should not have had on'
“another resident's sacks; and stated she would
| change the sacks immediately. She siated the
'facility had measures to ensure Resident #7 wore |
i histher ownt clothing and did not have to wear
“other residents’ ¢iothing, She ndicated staff

i could have chacked with housekeeping andfor
Haundry staff to make sure Resident #7 received |
[ his/her clothing. :

:
|

| Interviaw will Licensad Practical Nurse (LPN) #1
con O3/05/14 at 6:33 PM, revealed Residont #7 ,
| should not have had another resident's socks on,

. She reportad staff should have sent the ether . |
i resident's socks back to faunciry and ensured i
‘Resident #7 had his/her own clothing, She stated |

l ensuring Resident #7 had hisfher own clothing [
was important bacause of concern for the
| resident's dignity. |

| interview with the Social Servica Directer (SSD) |
on 03/06/14 at 11:26 AM, revealed staff should |
| have checked Resident #7's drawer to make sure |
hefshe had his/her own socks on. She added
| Resident #7 had a dresser drawer fuil of hisfher |
,own socks. She staled staff should have .
checked with laundry to ses If the facility had |
,extra pairs of socks for residents who needed
{ them, The SSD stated staff should have notified |
» her sa she could have talked to the family and |
i have had them pick up socks for Resident #7.
According to the S50, having to wear socks g
| labelad with another resident's name was a '
; dignity tssua and should not have happened.
b

F 241

i
-3,
|

i
H

" privacy, as well as ensuring that all |

i

I
i

|

%

. Coordinator inserviced afl

On 3/26/14, the Staff Development

Coordinator completed an audit of E
100% of all nursing staff during meal |
services to ensure dignity and

- respect was provided, specifically to |

offering of clothing protectors prior
to meals. On 3/10/14, the !
SDC/designee completed audits of
100% of residents in rooms and out
of rooms to ensure dignity, respect, f
and privacy was maintained, |
specifically to clothing, and body

exposure, i
On 3/7/14, the Staff Development

H

5;

- stakeholders on dignity, respect, and l

staff are aware of labeling k
procedures of resident’s personal E
items and which dresser
drawers/closets belong to which
rasident in each semi-private room. |
- The DON/designee will monitor 1
meal service delfivery for5 mealsa |
week x 2 weeks to ensure staff
compliance with dignity and respect’
policy, in relation to appropriate |
terminology of offering of clothing | _
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F 241 Continued From page 3

interview with the Direclor of Nursing {DON) on
i 03/06/14 2t 8:26 PM, revealed her expactations |
. were for Rasident #7 1o have had on his/her
" socks, since he had secks in s/her drawer.
i

, 2- Conlinued observation on 03/05/14 at i
! approximatel y 9:15 AM, revealed the door to '
| Resident #7's room had been open and the

resicent was lying on the bed on his/her side with |
+ hisfher eyes closed, Observation revealed )
_Resident #7 to have had a white sheet, folded In |
' haif on fop of him/her and the resident's |
i unclothed leg and buttock ware exposed.

' Observation of Resident #7 on 03/06/14 at
| approximately 12:35 PM, ravealad the resident
{ lying on the bed with 3 large red blanket on top of |
(i him/her. Continued observation revealed when
"Resident #7 raised hisfer leg, passersby were
| able to visualize the resident was unclothed under|

 the blanket. ,

i Interview with CNA #4 on 03/05/14 28 3:.27 PM, |
revealed she was assigned to care for Resldent
| #7. She reported the resident had a red blanket
. with a tap sheet to ensure histher privacy. She |
"indicated when she observed Resident #7 was
i exposed, she closad the doar or privacy curtain,
corrgcted the tap sheat/blanket and ravopened
i the door or privacy curtain when she had ensured |
. hefshe was fully covered. She stated she would |
" not leave the curtaln pulled when Resident &7 :
i was exposad, hecauss she had not been told fo
i keap it pulled. |

H

 Interview with LPN #1 on 03/05/14 2t 6:38 PM,
revealed Resident #7 preferred being unclothed. .

| She reported staff encouraged the resident to use
: the lap blanket while lying on the bed, LPN #1

F241i

]

|
i

i

i

protectors, Meal delivery will i
continue to be monitored by the !
DON/designee at least weekly
thereafter x 3 months to ensure |
continued compliance. The :
DON/designee will audit each
resident 2 days a week x 2 weeks

and monthly x 2 months to ensure
compliance with dignity and respect,
in relation to properly labeled . :
clothing, and that each resident wifl
not have body exposure to others. |
The results of these audits will be :
forwarded to the daily clinical f
meeting by the $taff Development ;
Coordinator. All results will be E
reported to the quarterly Quality i
Assurance Committee for review

and addressed immediately.
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F 241 | Continued From page 4

“closeq, however he/sha often liked io fook out
| into the hallway. She stated Resident #7 could

1]

! assistance for this. LPN #1 revealad staff should |

| Rasldent #7 to see if he/she had been uncovered. |

stated she tried to keep the resident's curtain g

not open the curtain, ha/she required staff's

have checked Resident #7's room every hour to

j' ensure hefshe was covered and nof exposed. |
| Interview with the 88D on 03/06/14 at 11:26 AM,
I'revealed if steff had noticed Resident #7 was

i expased, they should have coverad him/har, She
- stated i the resident chose not to cover up; then

i staff should have pulled the privacy curtain, The |

i
|
|

580 reported staff should have monitored

! intarviow with the DON on 03/06/14 at ;

| approximately 8:45 PM, revealed staff should
have been providing frequent checks of Resident |
| g7 reem to ensure helshe was fully covered.

i She stated the privacy curtain should have been

| pulied to ensure Resident #7 was not exposed to 1

! others passing by histher room. According to the

{3, Observation on 03/05/14 at 12:14 PM,

DON, leaving the resident exposed was a dignity !
| issue,

| revealed Unsampled Resident B was lylng on the |
bed while CNA#2 was standing at hisfher room |

[ door. CNA#Z told an unidentified CNAto get her |

" @ "bib” for Unsampled Resident B, then informed

| Unsampled Resident B the other CNA was |

| getting him/her "a bib", |

i Interview, on 03/06/14 at 12:14 PM, with CNA #2 i

_revealed she should have told the other CNA to

| get a clothing protector for Unsampled Resident

. B; and should not have used "bib” when she

| talked to the resident. Further interview revealed |

ORI SME-R5E7{-08) Previous Verzlons Chzoinle Evani ID/EO4, 7Y

Facflity i 100030
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F 247, Continued Frem page 5

' bibs were for bables not agults; and this had been
| a dignity issue for the resident.

Hinterview, on 03/05/14 at 3:30 PM, with the DON
 revesled CNA #2 should not have called the
' clothing protector a bib. She stated a bib was
| childiike and a clothing protector was for the
proatection of clothing. She indicated this had

i baen a dignity issue.

F 253i 4B3.15(M)2) HOUSEKEEPING &

$5=£ " MAINTENANCE SERVICES
i
- The factlity must provide housekeeping and
| maintenance services necessary to maintain a
I sanitary, orderly, and comfortabla interior,

;?This RECHIREMENT Is notmet as evidenced.
by
Based on observation and inferview, it was
‘ determined the facility falled to provide
, housekeeping services necessary fo mainiain a
" sanitary, orderly, and comfortable interior.
i Observations during the survey revealed a biack
' substance observed in the shower room along
 the caulking between the wall and floor, as well
as, on the wall of the shower between soms
| brickwork, Adgitionally, ohservation revealed a
{ brown waxy buildup was observed along walls in
the facility, under radiators, and around clozed
i doorways and door jambs,

] The findings include:

: Cbservation of the facillty environment during a
, tour on 03/05/14 at 915 AM, revealed a black

" substance in the seam and on the caulking
 between the walls and floor of the shower in the

1 {RE)
PREFIX | {(EACH CORRECTIVEACTION SHOULD BE | COMPLETION
COTAG CROSS-REFERENCED TO YHE APPROPRIATE | DATE
5 | DEFICIENCY) ;
; f' |
I ~ 241 [ i
i = i
.’ | |
o |
i ! ;
: f i
! i !
_ E !
| ‘ :
E %
F2s3iF 253 i
 Environmental - Resident Shower | 3j24/1

'Room:

| Dirt buildup in shower area
| between some tile work and along |
'the seam/caulking between the '
-walls and floor,

ET N H
Removed all dirt areas from wall area
by removing caulking also using a

concrete cleaner on the wall

i
H
!
o
i
i

2.

IRemoved all old caulking from
ibetween wall and floor, Installed all
inew base tiles along walls in shower
'area. Used concrete cleaner in grout
ther sealed. ,
3. i
In-service was giving to all staff on
wiping the shower down after each f
uze. !
4,

Ceramic tile was put in piace

b

|
|
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F 253! Contirued From page 6 g
i shower room. Observation revealed the black |
" subsiance had also been observed between '
j some of the brickwork in the shower. Continued |
. observation revealed a buildup of a brown ‘
| substance observed slong the walls and witha |
“heavier buildup behind the doors in the residents'
; dining room. Additionally, observation roveaied |

lhe bulldup had been observed: arcund and !
i beneath ¢ lnsed doors; benegath radiators; In the
' gentral hall; and along walls In several resident |

; FOOms.
i ;

; Observatlon on 03/06/14 at 10:50 AM, revealed

" the black substance in the resident shower room |
i remained even though the room had been ,
‘ tleaned by housekeeping services. Continued l
obiservation revealed the brown bulldup remained

_ I heneaﬁh radiators and along walls throughout the t

i
¢ 253 For better outeorme of cleaning the

“shower, g
F 253
{Environmental — Brown :
‘discoloration along walls, beneath |
Iradiators, and around door jams 1
icaused by buildup of wax, _ 5/;9_/;4‘

1.
Created an updated cleaning
sr::hedule for the building. Building
now broken into 8 zones. Floor
leaning will take place in each zone
once per month. Houssekeeping
‘Director will maintain sign off sheets
'showing areas completed. g

- 2.
- Have requested, to the Corporate

1

! | facility, i

Interview with the Housekeeping Direclor and

| Maintenance Director on 03/06/14 at 12:30 PM,

ravealed the substance in the shower room
between some brickwork and along the
" seam/caulking between the walls and floor

|

f

'
i

Office, the purchase of a new floor
strfpplng machine designed to c:tean
in corners and edges. |
| :
i 3. i
Plant Operations Director and

| appeared 1o have been dirt which had built up '
cver time. The Housekeeping Director sfated the [
i area should have been cleanad better. :
Additionally, interview with the Housekeeping !
i Cirector and Maintenance Director revealed the |
" areas of brown discoloration along walls, beneath |
; radiators, and around door jambs were caused by !
[ a buildup of wax, with some dirly buildup along |
deor jambs. They stated the dining reomwas |
| deep cleaned every three woeks, which included |
stripping wax from the floor, cleaning the floor,
| and re-appiying wax. They indicated the areas |
“around radiators and door jambs appeared not lo |
[ have been stripped and cleaned; however should

IHousekeeping Director will in-service
all housekeeping staff on proper floor

L
i

‘cleaning procedures.

s 4 i
Al new hc:usekee;:arng staff wilt be
given an orientation on floor cleaning
,ps;ncecfures |

1 Plant Operations Director and ,
‘Housekeeping Director will conduat
floor audits once per month to ensure
ithat floor care is maintained.

ORM CMS-2587(02-09) Praviaus Varsians Ohaolote Event D Eaal 14

Fasitfy i 100039

H centinuation shoot !l"age 7ol 16



B9 246 2307 P 18/43
PRINTED: £3/2012014

FORi APPROVED

OB MO, 0638-0891,

2014-04-04 18:24 Bracken co nursing 6067562474 »»
DEPARTMENT OF HEALTH AMD FUMAN SERVICES

CENTERS 003 MEDICARE & MEDICAID SERVICES _
STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA | (}2) MULTIPLE CONSTRUCTION J{x3) DATE SURVEY ;
AND PLAN OF CORRECTION ! DENTIFICATION NGVBER; ] A, BULOING | COMPLETED !

} 163344 | B WiNG - 03081201

NARE OF PROVIDER OR SUPPLIER STARET ADDRESS, CITY, STATE, 2P CODE

ot - = 4 o 5268 ASBURY RCAD
BRACKSN COUNTY WURSING & REMABHATATION CENTER AUGUSTA, KY 41002
R SUMMARY STATERMENT OF DEFICIENCIES T PROVIDER'S PLAN CF CORRECTION o
PRERIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ( PREFIX {(EACH CORRECTIVE ACTION SHOULD BE  coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | Tas ,  CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
, i DEFICIENCY) :
F 253 Continued From page 7 ' Fasg :
i have baen. i :
F 274 483.20(b}2)(ii) COMPREHENSIVE ASSESS . F2r4 F274 i
53=0 | AFTER SIGNIFICANT CHANGE i : _ :
, ‘1. The Director of Nursing and MDS
! A facility must conduct a comprehensive i o . .
e ‘ i QQr .
_assessment of a resident within 14 days after the | : cudmatar FEV!EW'%C‘} 483.20(b)
i facility determines, ar should have determined, ! i {2} (i), comprehensive ‘
that there has been a significant change In the ' asescem o i
, - ent after a si :
j resldent's physical or mental condliion. (For | ; . 'a $ gz:nﬁcam ;
purpose of this section, a significant changs ; change. The facility wilf conduct :
fmeans a major decline or improverment In tha ' [ acomprehensiv [T
resident's status that will not nermally resofve | , . P ) 5 'E assessment O_f ‘ 3;1@} 4
{ itself without further intervention by staff orby | aresident within 14 days after it ;
impremepiing standard disease-related clinical | | is determined that there has :
i interventions, that has an impact en more than , o . !
"one area of the resident’s health status, and | ] been a significant change in the {
i ‘r:ea?gi;?: ;ngirg'g;iiglinary review or revision of the " resident’s physical or mental !
‘ ! | educated the MDS Coordinator |
This REQUIREMENT is not met as evidenced | f o . !
f by: i i tolinitiate a comprehensive .
; Based on observations, interview, record review ! © significant change assessment 5'
" and review of the Resident Assessmaent ! I . ) :
Instrument (RAI) User Marual Vorsion 3.0, itwes | i immediately on Resident #3,
| determined the facility failed to compiete a ! | The MDS Coordinator ;
significant change on the Minimum Data Set 1 ' immediatel _ . :
| (MDS) for one (1) of aleven (11) sampied | : ately assessed Resident i
residents (Resident #3). Tha facility failed to § ' #3 and initiated the Significant 5
i compiete a slgnificant change MDS when ; | Change ass . _ :
Resident #3 showed a decline In histher health | : & essment. Resident #3 :
i status in more than one (1) area, : | Wwas assessed on 3/6/14 to ;
' ) ] ensure all n re bei 5
i The findings include: ! [ geds orepbeingmet
: ; and care plan reviewed for :
- Interview with the MDS Coordinator on 03/06/14 - ! accuracy reflective of resident’ ;
Lat 8:45 AW, revesled the facility referred to the | g ' esident’s |
j standard RAI Manual for guidance on "Significant Poocurrent status. ;
Evant ID: B34L 11 Fociity 10: 100038 If continuation shaget Pags Bof 18
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STATEMENT OF DEFICIENCIES {%4) PROVIDER/SUPPLIER/CLIA {223 MULTIELE CONSTRUCTION {33} DATE SURVEY
AND PLAN OF CORRESTION 5 DENTIFICATION NUMBER: . COMPLETED
{ A, BUILDING
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NAME OF PROVIDER OR SUPFLIER

BRACIKEN CCUNTY JURSING & REHADILITATION CENTER
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AUGUETA, KY 1002

* Change" In residents, i
I
| Raview of the RA! User Manual Version 3.0,
gated Aprit 2012, revealed a "Significent Change” |
{was a tacline or improvement in 2 resident's |
status that: would not normally have resolved
| seif without intervention by staff; by
impiementation of standard disease-related
[ ciinical interventions; and if mere than one arga of
lhe resident's health status had been impacted.
| Gontinued review revealed rasidents with a
, decline in two (2) or more of the following areas: |
! Activities of Daily Living (ADL), incontinence §
pattern changes or placemert of an indweiling
_‘ catheter, and emergence of a new Pressure
. Ulcer it Stage il or higher, or worsening in
1 Pressure Ulcer status, required sompladion of a
, Significant Change MDE Assessment.

i
i
i
i
3

, Observation of Resident #3 on 03/05/14 3:35 PM,
' | revealed the resident mttmg in his/her whealchair
. participating in an activity in the dining area.
; He/She had been observed to have had a
_catheter privacy bag on hisfher wheelchair,

[
Review of Resident #3's record, revealed the

| facility admitted the resident on 06/22/12, with

" diagnoses which included Anxiety Disorder,

| Schizophrenia, Depressive Disorder, Urlnary

' Obstruction, Edema and Muscle Weakness.

| Review of Resident #3's Annual MDS

! pssessment dated 06/08/13, revealed the Tacility
had assessed Resident #3 (o have been able io

' ambulate with supervision, such as, oversight,

| sncouragement or cueing with assist of one (1)

f staff in histher room and with no assist in
halfways. Raview of the Quarterly MDS

| ' Assessment datad 09/04/13 and 01/28/14, ;

. | revealed Resident #3 had experienced a decline

ptay i SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION R
PREEM (EACH DEFICIENCY MUST BE PRECEDED BY FULL . pPREFIX | (BACH CORRECTIVE ACTION SHOULDBE | COMPLETION
TAG 1 REGULATORY OR LSC IDENTIFYING INFORMATION; | TAG ;  CROSS-REFERENCEG TO THE APPROPRIATE |  DATE
| . DEFICIENGY) i
| ] |
F 274 Cominued From page 8 i F 24 :

2. On 3/26/14, the MDS &
[ Coordinator completed an
audit/assessment of 100% of all -
residents for review of the need

for a significant change

' assessment, to ensure :
| compliance with initiating a |
comprehensive significant
change assessment on any
resident with more than one
-~ area of major decling or
| improvement of heaith status. !
i The MDS Coordinator utilized
L the Casper reports and previous

| MDS assessments for i
| comparison to audit for any |
| need for significant change :
assessments, as well as
completing current resident

|
| assessments,

ES. On 3/6/14, the DON educated
|

the MDS Coordinator regarding
| the RAl manual and process for
I assessing and completing :
; comprehensive significant
*change assessments. On f
| 3/11/14, a regional clinical ]

I CHS-2667(02-89) Proviya Versions Obcoleto Event i0: £84111
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PREFK] ]
Tads

H
£

F 274| Continued From page 9
{ In hisfher ability to walk. Review of the Quartery
' MDS Assessments revealed the facility had
| assessed Resident #3 {o no longer have the
: activity of ambuiation oceur,

I

. Additionafly, review of the Anaual MDS

| Assessment revealed Resident #3 had been
cantlnent of urine and had not required an
rndweltmg catheter. However, review of the
. Quarlerly MDS Assessments revealed the facility
had assessed Resident #3 to have had an

s indwaelling catheter.

| Further review of tha MDS Assessments revealed |
on the Annual MDS and Quarterly MDS dated

have been at risk for a Pressure Ulcer and to
{ have had no Pressure Ulcers al the ime of the
assessments However, review of the Quarterly
' MDS Assessment dated 01/28/14, revealad the
f;acrlrty had assessed Resident #3 to have had a
| Stage ! Pressura Ulcer at that time.

3 Review of the Physician verbal telephone order
| : dated 12/08/13, revealed Resident #3 had bean
diagnosed with urinary retention and a Foley
f Catheter (F/C) had been ordered o bedside
! drainage (BSD) as needed.

! Review of the Nurse's Notes dated 01/09/14 at
| 2:00 PM revealed a Stage 1 (3) pressure ulcer
" had been cbserved on Rasidant #3's right lower

i buttock,

j Interview with the MDS Coordinator on 03/06/14

. al 8:45 AM, ravealed she had compiated the

! MDS&‘» Assessments for Rasident #3. She stated
in order for a resident ts have had a Slgnificant

| Change MDS campleted a resident had to have

1 08/04/13 the facility had assebsed Residént #3 10 | |

F274:  reimbursemnent consultant
educated the MDS Coordinator
regarding the RAI manual and
process for initiating and
completion of comprehensive
significant change assassments,
The MDS Coordinator will be
knowledgeable of each
resident’s current health status,
and will initiate a significant
change assessment as needed.

' 4 The MDS Coordinator will review
the Casper report weekly x 4
weeks, then monthly x 2
months, to review for
improvements or declines in
resident’s health status, to
ensure that comprehensive
significant assessments are
completed timely. The MDS
Coordinator will review each
report with the DON for
8ccuracy. The MDS Coordinator
will compare each required MDS
assessment with the prior
completed MDS assessment to
audit for declines or

H

i

|

i
i
'

i
t

E
i
i
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e
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D
PREFY
TAG i

i
F 274! Continued From page 10

i had a decifng in two (2) or three (3) areas. The

- MDS Ceordinator reviewed Resident #3's record |

| and stafed the resident should have had a _
Significant Change MDS Assessmant campleted, |

| She stated a Significant Change MDS :

“Assessment was important because it provided a |

' mare Comprehansive Assassment of the

rasident,

' Interview with the Director of Nursing (DON) on

. 03/06/14 at 8:26 PM, revealed Resldent #3

| shoult! have had a Significant Change MDS

i Assessment completed, She indicated she had

' the MDS Coordinator intiate ane (1) immediately

» after learning the information.
F 280 483.20(d)(3), 483, 10K}V RIGHT TO :
$8=0 | PARTICIPATE PLANNING CARE-REVISECP |

: The resident has the right, unless adjudged |
{ incompetent or otherwise found to ba !
- incapacitated under the laws of the State, to
E‘gmrﬂcipate in planning care and treatment or 5
. changes in care and treatment. '
; :
A comprehensive care plan must be developed ;
{ within 7 days after the complelion of the '
comprehensive assessment; preparad by an
E Interdisciplinary team, that inciudes the attending
“ physician, a registered nurse with responsibility
j for the resident, and other appropriate staffin = |
" disciplines as determined by the resident's needs,
. and, 1o the extent practicable, the participation of |
| the resident, the rasident's family or the resident's °
Jegal represantative; and periadically raviewerd ;
tand ravised by a team of qualified persons after
, each assessment. ;

:
H

. improvements in resident’s

F274! health status. This comparison |
| will be completed ongoing and g
. with each new assessment. The |

MDS Coordinator will review

findings with the DON weekly x 4

weeks, then monthly x 2, The

! results/findings of these reviews |

will be forwarded and reported ;

j to the quarterly Quality
i Assurance Committee for review
and addressed immediately, ]

F260l Fago ‘ T
1. The Director of Nursing and MDS

Coordinator have reviewed !
¢ 483.20(d)(3), 483.10(k)(2) regarding -
| residents right to participate in i
| Pplanning care and revisions to care
+ plans, On 3/6/14, the MDS
Coordinator reviewed and revised
' Resident #7’s care plan to reflect

| interventions in place and .
documented to ensure Resident #7's g
. dignity and privacy are maintained, ;
' This included interventions of

pulling curtain, frequent checks to
ensure body isn't exposed, and !
alternate clothing, The entire !

£

|

L sfan/im

|

i
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F 280 : Continued From page 11 l

| This REQUIREMENT is not met as evidenced |
by: .
| Based on abservations, intarview, record review |
and raviaw of the facility's policy, it was .
i determined the facllity failed to revise the 5
- Comprehengive Care Plan for one {1) of eleven
- {11) sampled residents (Resident #7), The facility |
t failed to revise Resident #7's Comprenensive '
Care Plan with additional Interventions to ensure
i his/her privacy and dignity were maintained.

| The findings include:

; Review of tha facility's policy titted, "Care Plan:
] Clinical", dated December 2010, revealed all
residents were to have care plans which provided |
¥ guidanae to all staff who cared for the resident’
"and commuricated changes In care to all direct |
| care staff, Confinued review of the poficy :
{revealed an interdisciplinary approach for
_Idenrtifleation of problems and developmant of
i i solutions and goals provided individualization and .
' coordination of resident care. Further review
. revealed the Interdisciplinary cara plan was fo
I have been reviewed; ravised and updated i
, quarterly and more frequently if warranted bya

i‘ change in & resident's condition. i

é

; Review of Resident #7's medical record revealed
 the facility admitted the resident on 08/23/13, with !
dlagnoses which included Hypertension, Muscle :
| Weakness and Congestive Heart Fallure.
Review of the Quarterty Minimum Data Set
' {(MD3B) Agsessment dated 02/25/14 revealed the
facility assassed Resident #7 as having a Brigf
 Interview for Mental Status (BIMS) score of
! thirtean which indicated no cognitive impairment, ;

BRACKEN COUNTY N HSTATIGN CENTE
FRACKEN COUNTY NURSING & AEHABILITATION CENTER AUGUSTA, KY 41001
() I SUMMARY STATEMENT OF DEFIGIENCIES { i : PROVIDER'S PLAN OF CORRECTION ; (%5
PREF | {BACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX ! (EAGH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAL REGULATGRY OR LG IDENTIFYING INFORMATION) CTAB CROSS-REFERENCED 70 THE APPROPRIATE | DATE
i ! DEFICIENGY) ‘
{ ] : -
H i 3 ?
: © comprehensive care plan was '
F 280- P P

| reviewed to ensure accuracy for *
| Resident #7 in ail aspects of care, ;
. No further revisions were needed at
I this time. '
2. 0n 3/27/14, 100% of alf resident’s g
care plans were reviewed by the
© MDS Coordinator for accuracy, and
| revisions were made as indicated, to
ensure each individual care plan
_ reflected each resident’s current E
- - physical and mental status with -
appropriate interventions
¢ documented.
3. 0n 3/6/14, the DON educated the
| MDS Coordinator regarding the :
~ comprehensive assessment and care.
planning for each resident, to ensure
all residents have a care plan with |
appropriate interventions for all l
| aspects of each resident’s care,
4. The MDS Coordinator/DON will

audit 20% of care plans weekly x 4
| weeks, then monthly x 2 months to

{

'~ ensure comprehensive care plans |
are acturate and reflect appropriste
interventions. Care plans will be
revised immediately as needed. The |

!

|

QORM Gla8-25087{02.95) Pravigws Versions Obsolete
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F 280 | Continued From page 12 . Fagol results of these audits will be

! Raview of Resident #7's Comprehensive Care
| Plan revealed the resident had an activities of

| hefshe required total assist with dressing.
Further reviaw rgvesled Resident #7 preferred
i not being clothad from the waist down.

l Observation of Resident #7, on 05/08/14 at
L approximately $:15 AM, and on 03/06/14 &t

| have been lying on his/her bed with the lower half
of hisfher body exposed to people passing the
I room In the hallway.

-1 Interview with Social Service Director {(SS0) on

i 03/06/14 at 11:26 AM, reveated if Residant #7
chosa not to have the lower half of his/her

| unclothed body covered, staff should ensure the
" privacy curtain was pulled. According to the $80,
| staff should have been monitoring Resident #7 to
“ensure he/she was not exposed. After reviewing
| Resident #7's care plan the SSD stated ensuring
- the resident’s lower body was covered had not
| been care plannad, however should have been,

linterview with the Assistant Director of Nursing

: (ADON) on 03/06/14 at 10:55 AM, revealed siaff
' should have ensured Resident #7°s privacy

| curtain was pulled when they observed histher
_eyes wers closed. She stated staff should have
| chacked on the resident throughout the day.

. Aecording fo the ADON, she was not

| one-hundred percent surg this had been cara

. planned. She indicated Resident #7°s care plan
'should have been revised to include this

: intervention if it had not been care planned.

| interview with the DON on 03/06/14 at

_daily living (ADL) defieit care plan which indicated !

" approximately 12:35 PM, revealed Rosident #7 fa :

forwarded and reported to the
quarterly Quality Assurance
Committee for review and
addressed immadiately.

If continustion sheet Page 13018
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F 280 Continued From puge 13 ; F 280:
approximataly 8:45 PM, raveaied staff should |
i have bzen performing frequent checks of '
Resident #7's room to ensure he/she was fully é
feovered and not axpased She stated staff
j should have pulled the privacy curtain to ensure
he/she was not exposed. According to tha DON, :
i this intervention bad not been care planned; .
however the care plan should have been revised i ?
o include it to ensure Resident #7's dignity and E
privacy were protected. !
F 4411 483,65 INFECTION CONTROL, PREVENT E 441 F 441
$=0 | SPFREAD, LINENS ] . \
j . The Director of Nursing reviewed
| The facility must establish and maintain an : 7" 483.65(a)(b), Infection Control, The' ..
. infection Control Program designed to provide a | . - ( %{ ) ) Al / it
 safe, sanilary and comfortable environmént and i facility will prevent the spread of
| tci; geip pravagt ti}e d!?ve!epment and transm!sazoni ' infection by maimtaining a safe, i
of diseasa and infection ! ,
| I sanitary, and comfortable
{8) Infection Control Program | | environment. On 3/5/14, LEN #1
| The facility must establish an Infection Control E . . . L
Program under which it - ‘ ;  Immediately replaced the indwelling
I (T}Egnv?stlgtifes controls, and prevents infections | . catheter tubing system on Resident
i the fagit ' : . d
| (2) Decides what procecures, such as isofation, . #3. The new tubing was properly {
| should be applied to an individual resident; and | raised and secured off of the floor,
{3) Maintains a record of incidents and corrective , ! Th ing staff on d
| actions related to Infections. i , € ursing statt on duty were
; ' immediately inserviced on 3/5/14 by
| {b) Praventing Spread of Infection : ;
(1) When the Infection Contro! Program 5 I the Staff Development Coordinator,
| determines that a resident needs isolation to i v regarding the infection control ;
r ! . . .
i’;ﬁ;fggéﬁ;; de&(i of infection, the facility must | policy and new securing device for
: {2) The facifity must prohibit employees witha . Resident #3's indwelling catheter
-communicable disease or infacted skin lesions i ; .
 from direct contact with residents or thelr foog, ;f [ tubmg to prevent the tubing from
direct contact will transmit the disesse. touching the floor. Resident #3 was’
] i i
Event I0: ER4L1 Faeitlly i 100039 If continuation :;heet'Pagc 14 of 18
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avin | SUMMARY STATEMENT OF DEFICIENCIES . i FROVIDER'S PLAN OF CORRECTION x5
PEERD | {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREF {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG | REGULATORY QR LEC IDENTIFYING INFORMATION; A CROSS-REFERENCED TG THE APPROPRIATE Bare
i j DEFICIENCY
i 4 .
! : i assaessed on 3/5/14 by LPN #1 far
F 441 Continued From page 14 i Faal

i (3) The facility must require glaff {o wash their
, hands after each dirgel resident contact for wivich |
; hand washing is indicated by accepteci .
professional praciice. i
l ,
() Linens !
| Parsonne! must handle, store, process and -
transport linens so as to prevent the spread of |
| infection. !

i
i

i This REQUIREMENT is not met ss evidenced |
bys

and review of the facility's policy, Itwas
determined the facilily failed to maintaln an
" infection control policy designed to provide & safe, |
' sanitary and comfortable environment and {0 heip | 1
' prevent the develepment and transmission of i
l - disease and infection for one (1) of eleven (11)
sampled residlents (Resident #3) as evidenced by 3
! observation of the resident's indwelling catheter f
tubing lying on the floor while Resident #3 had
| + been sitting in his/her wheelchair, !
i The findings include: 1
. Raview of the facility's, "Infection Confro! Pelich ies |
i and Practices”, revised August 2007, revealed ihm
facilily's Infection contro! policies and practices |
| were intended to faclitate maintaining a safe,
sanitary and comiortable environment and help
l pravent and manazge transmission of diseases

! and infections.

' Interview, on 03/06/14 at 9:17 PM, with the :

{ Diractor of Nursing (DON) revealed the facility |
had no standard monitoring system (o ensure ;

| Based on observation, interview, record review |
i

i securing device was provided for

?}. _____.ﬁm

:

14, The DON/designee wili monitor any

]
i
i
i

}

- On 3/6/14, the DON/ADON audtted

any signs/symptoms of infection,
No negative cutcomes were
identified,

all indwelling catheters for proper
positioning and securing to ensure
touched the floor while the resident
was in chair or bed, to ensure
compliance with the infection
control policy. On 3/6/14, a

any resident with an indwelling
catheter that may have tubing that| i
could touch the floar, ;
On 3/11/14, the Staff Devempment;
Coordinator completed an inservice
with all hursing staff to ensure
understanding of the infection
control policy, general and specific
to indwelling catheters, The nursing
staff was also educated on securing
tubing to prevent infection control

Toncerns,

rasidents with indweiling catheters &
times 2 weelk x 2 weaks, then waekly
X 2 weeks, then monthly X 2 monihs
10 engure cathetar twhing i3 not

SR ChaS-266H02-89) Pravious Varskns Olsoiste Event i ES4L1Y
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(X2} MLLTIPLE CONSTRUCTION

|{::3} DATE SURVEY

STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPFLIERICLA
AN PLAN OF SORRECTION } IDENTIFICATION NUWBER: A, BUILDING ] SOWMPLETED
|
‘ . I 185544 B. WING [ 082014
NAWE OF PROVIDER OR SUPPLIER i STREET ADDRESS, CITY, STATE, ZIF CORE
BRACKEN. COUNTY NURSING & REHMASILITATION SRhTan | 3209 ASEURY R0AD
AUGUSTA, K £1602
PUID | SUMMARY STATEMENT OF DEFICIENCIES P PROVICER'S PLAN OF CORRECTION ,
PREFR {EACH DEFICIENCY MUST BE PREGEDED BY FULL | PREFIX {FACH CORRECTIVE Agﬂ%% SHOULDBE | compiemon
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TG CROGS-REFERENCED TO THE ARFROPRIATE . OATR
. : DEFICIENCY)
o i . touching the fioor, ensurin i
F 441 Continued From pege 16 ! F a1 ::om Eéaice with the infect‘gsn sortrol
1 i . i g s
| Indwalling catheter bags dld not touch the facility's ; j comp _ o8 comtro
, floor. $he indicated the facilty had not identified  Program. The Dietary
_ this as a problem pricr to the survey. The DON . Manager/Designee will conduct
! stated her expectations ware catheter tuising i L : . : —
! It |
. should not tacch the fiser. i *Fectnon’conim a‘ud:ts during food
‘ , preparation, cooking and tray line
| Record review revealed Rasident #3 was i - weekly x 4 weeks, then monthly x 2
. admitted 01/14/14 with diagroses which included | ] : ;
; . i ! : : ane
Benign Frostatic Hyperplasia (BPH-enfargement : mg?ths’ Q,nsurmg cgmpl,ame with
i of the prostate) and Urinary Relention. Review of | * the infection control policy. The
- Resident #3's March 2014 Physician Orders i ' audits will include proper ;
fre ; =l . N :
E avealed an order for an indwelling catheter, ; + handwashing and handling of food, i
. Observation on 03/05/14 at 10:41 AM, revealed | ! The Staff Development
- Resident #3 sitting in a wheelchalr at the nurse's ‘ i, Coordinator/Designee will monitor .. |
i station. Qbservation ravedied the indwelling . | ice deli ;
catheter bag had been in a privacy bag, | mea: service delivery weekly x 4 |
| connected to a bar under the wheeichair; | | weeks, then monthly x 2 months for
i however the catheter tubing was cbserved lying : i proper handling of faod and hand ;
on the floor, i : . . 5
| ! i hyglene, ensuring compliance to i
e Interviaw, on 03/05/14 at 10:48 AM, with Licensed i prevent the spread of infection. The :
i Practical Nurse (LPN) #1 revealed Resident #3's | i Staff Development | :
catheter tubing should never have been lying on | . : ; ; ' !
; the floor as this was unsanitary and was an ‘ i FGU?{{EHBIG!‘]DES&!’\QE W”E complete i
infection control issue. ! i infection control audits with Certified ;
! ! ’ . E ! Nursing Assistants during indwelling !
| Imterviaw, en 03/05/14 at 3:30 PM, with the DON : i i
' revealed catheter tubing should rot touch the c‘atheter care and perineal care, $ _-
| floor, She stated if this occurred the resident was , | times a week x 2 weeks, weekly x 2 1
1 at increased risk of infection. She indicated, l ¢ weeks, then monthly x 2 months. ;
- therefore allowing indwelling catheter tubing to lie | ; : : ;
 on the floor was an infection contrel issue. | ; The SDC/ designee will complete ?
" i 2udits of licensed nurses during skin :
| ! . assessments and wound care weeakly
5 i . X4 weeks, then 2 times a month x 2
! i | months to ensure compliance with H
i i __infection control. The SDC/ designee | |
Event 10:EASLYY wet Fage 1861 16
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Facitt will continue to track and trend

infactions daily, The results of these
audits will be forwarded by the SDC
to the daily clinical meeting for
reviaw, The results will also be
recorted to the guarterly Quality
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: DEFICIENCY)
{K 000} CINITIAL COMMENTS {K 000}
. Based on an offsite review of the acceptable
- Plan of Correction {POC), the facility was deemed
to be in compliance as alleged on 04/04/14 as
_alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency 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 80 days
following the date of survey whether or not a plan of correction 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 participation,
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| STATEMENT OF DEFICIENGIES {X1) PROVIDERSUSPUERICLIA | (X2) MULTIPLE COMS TRUCTION
AND PLAN OF CORRECTION IDENTIRICATION NUMBER: ; A, BUILDING 07 ~ L3454 BUILOINE C1 | COMPLETED
| :
| i
] } 185344 | B waG 03/a8R01s |
i NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZiF GODE
_ 5288 ASEURY ROAD
i ‘::'E C-' ¥ ’z' .,-w-hg ot P [ !,uf ":: :‘\
‘ BRAZKEN COUNTY NURSING & REMAZILITATION CENTER AUGUSTA, KY 41302
! Xaymp ! SUMMARY STATEMENT OF DEFICIENCIRS ' i ' PROVIDER'S BLAN OF CORRECTION ; (s
PREFIX | (EACH DEFICIENGY WMUST BE PRECEDED BY FULL [ PREFIX (SACH CORRECTIVEACTION SHOULD BE | COMPLETION
e L REGULATORY OR LSC IDENTIRYING INFORMATION) COTAG CROSS-REFERENCED TO THE APPROBRIATE | DATE
i | | DEFICIENCY)
? | Bracken County Nursing and ;
i K I P o
! 000| Rehabilitation Center does not believe

!
K COO | INITIAL COMMENTS
! | |
| CFR: 42 CFR 483,70(2) ; :
I
i Building: &1 E 'f

H

| Survay under; NFPA 107 (2000 Edition)

F Flan approval: 1964
i

: Facilily type! SNE/NF

[ rype of structure: One story with partial ; ;
i basernent, Type V (0C0) ;

’ Smoke Compartment: Three (3) ;
I ; !
| Fire Alarm: Complete fire afarm with smoke E )

detectors installed in corridors, heat detectors in
| basement and boller roem.

! Sprinkler System: Complete sprinkier system
| (wat),

| Generator: Type 2 generator powered by natur ;
| gas

| Astandard Life Safety Code survey (using 27868 P |
| Short Form) was initiated on 03/05/2014 and !
, tonciuded on 03/05/2014. Bracken County ' !
* Nursing and Rehabilitation Center was found not ; ;
{ 1o be in compliance with the requirements for i :
, participation in Medicare and Medicald. The |
L ¢ensus on the day of the survey was twenty-eight ;
| (28). The facility is licensed for thirty-two (32) |

i bads. ;

| The highest Scope and Saverity was an "F” level, | |
K osai NFPA 101 LIFE SAFETY CODE STANDARD K 0565'

e

© and defenses in any type of ¢ivil or
© criminal claim, action, or proceedings.
. Nothing contained in this plan of

and does not admit that any deficiengies
existed before, during, or after the
survey. Facility reserves the rights to
contest the survey findings through
informal dispute resolution, formal
appeal proceedings, or any

| administrative or legal proceedings. The
i plan of corraction is not meant to

establish any standard of care, contract
obligation or position. Facility reserves
all rights to raise all possible contentions

should be considered as 3

. ‘waiver of any potentially applicable
. Peer Review, Quality Assurance, or sels-
-critical examination privilege with the

facility, does not waive and reserves the
right to assert in any administrative, civil

. or criminal claim, action or proceeding,

Facility offers it’s responses, credible

. allegations of compliance as part of its

ongeing efforts to provide quality care
to residents,

i

(ARG} DATE

i~

WORATORY DIRECTORS GR PVDER/SUPPLIER REPRESENTATIVE'S SiG!QATURQ

r

T4

3
[l

4

[ THLEZ

W doficiancy satem

her safeguards srovl

protection fo tha patients. (See Insiructions.) Fxcept for
fowing the dale of survay whothor or nat a plan of corracion 1 provided, For murs

sufficiant

ws iollowing the date theso documents rre mads avaliable 12 the facility. If deflcioncios are chied, an approved plan of corroct]

sorams particlastion,

R CtS-256T0258) Provious Verslong Obralots Evant I3 E6aLsy

with an aslorisk () denolés  doficiency which the Inslitution may bo Grusad fum corracting providing i
nursing fivmes, the findings slated above ara disclosat!

ing homes, the above findings and plans of corection ora df
on s regulsile to continued
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AND PLAR OF CORRECTICH | DENTFICATION NUMBER; } A, BURDING G - #1415 BUILBING 01 i COMPLETED
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| 18554 & wing | oansmoie

NAME GF PROVIDER OR SUPPLIER
| ERACKEN COUNTY MURSING & REMAEILITAYION CENTER

BTREET ADDRESS, CiTY, BYATE, ZiP CODE
GR3% ABBURY ROAD

AUGUETA, KY 41002

| BUMMARY STATEMENT (OF DEFICIENCIES ! o PROVIDER'S PLAM OF CORRECTION i
PREFIY | {EAGH DEFICIENCY MUST 88 PRECEDED BY FULL [ PREF (FACH CORRECTIVE ACTION SHCULD BEE | COMPLETION
TAG REGULATORY OR LS IDENTHYING INFORMATIGN) : TAG CROBS-REFERENCED TO THE APPROPRIATE ; DATE
; ; , DEFICIENGY) E
| ‘ f | :
K056 Continuad From pace 1 Kess! K 056 ?
| : !

58=F

| If there Is an automatio sprinkler system, it is i

| installed in 2ccordarcs with NFRA 13, Slandard

| for the tnstallation of Sprinkler Systems, 1o

i provide complete coverage for ail portions of the

 building. The system is properly maintained in

" accordance with NFFPA 28, Standard for the

F Inspection, Testing, and Maintenance of

| Water-RBased Fire Protaction Systems, Itis fuity

; supervised. Theraisa reiiable, adequate water
supply for the system. Requiret] sprinkler ;
Systems are equipped with water flow and tam per |

| switches, which are glectrically sonnacted to the f

{

!

i

 building fire alarm system,  19.3.5
i
| !

.! This STANDARD is not met as evidenced by;
| Based on observation and interview, if was i
| determined the facility failed to ensure the facility |
| was fully sprinklered according to National Fire i
Protection Association {(NFPA) standards. The
! deflciency had the petential to affect two (2) of
 thrae (3) smoke com partments, fifteen (15) !
}‘ residents, staff and visitors. i

| The findings include: ,

' Observation o 03/05/2014 at 3:00 P, with the
I Maintenanca Director ravealed a canopy i'
i (approximately &' x 20" construgtad of meta)
located over the exterior axit of the intermediate
 Care (IC) Short Hall which was not protectad by
! the facility sprinkler system. The same was 1
; found for the canopy (approximately 6'x 8' )
' constructed of metal) for the staff smoking area. !
' Canopies must be protected by the facility . |
| sprinkler system to ensure tha facifity is protected ;

.

‘Sprinkler contractor, Century Fire
‘Protection, contacted to install
additional sprinkler protection in the 2
'Canopy areas of the facility that werg
icurrently without sprinkler protection,

J 4/4/14

i !
H

H 2 :
; !
iCanopy sprinklered areag witl now be
included, to ensure compliance, |

!’during all quarterly sprinkler y
inspections and maintained by
‘Century Fire Protection, T

E
3 :
iCanopy sprinklered areas will now be
included, to ensure compliance, |
(during all monthly sprinkler ;
nspections conducted by the Plant
gOperations Director. ;

{
3

i
i
i i
: i
] H
i

i

JRM CRIS-256TI02-53) Provious Versfons Obsolate Evenat ID:E34LN
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DEFPARTIENT OF HEALTH AND HUmAM BERVICES FORm APPROVED
QB NG, 0£38-0391

CENTERS FOR WEDICARE & MEDICAID SERVICES - '
[ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIERICLIA X2) MULTIPLE CONBTRUCTION "m; DATE SURVEY |
I AND PLAN OF GORRECTION DENTIFICATION NUKBER: A BULDING 0% = 4474 3UILANG 1 | COVPLETED |

’ iggsad B WING | _oansmers i

NAME OF PROVIDER OR SUPPLIER STREET ADGRESS, CITY, STATE. 2/F CODE ,

5539 ASEUAY ADAD
BRACKE; TY HURSING & REHMABILIVATION SENTER "
BRACKEN COUNTY KURSING & REMABIITATION SENTER AUGUSTA, K 1002 f
o | SUMMARY STATEMENT OF DEFICIENCIES R PROVIDER'S PLAN OF CORRECTION .
PREF I (EACH DEFICIENCY MUST 5E PRECEDED BY FULL PREEL! | (EACH CORRECTIVEACTION SHOULD BE | compuetion
TAG | REGULATCRY ORLSC IDENTIFYING INFORMATION) PowaG | CROSS-REFERENCED TG THE APPROPRIATE [ SATE
X : | DEFICIENCY) i
' . i ! ;
. i ' I
K056 Continued From page 2 i Ko3g! | f
! from firg., i | ‘i
! : ; :
| Intarview on 03/05/2014 5t 3:00 PM with the | ,' :
Malntanance Director, revealed he was ¢nawars ! i |
e canopies were required to be sprinkler : ! :
I protected since it was constrycted of metal, ’ ; i
: Further interview revealed the facility relled on the - : i
. outside sprinkler contractor to ansurs ail areas of ! ;
i the building were fully sprinklered, i i :
i : !
Tha findings were acknowiedged by the ' |
! Administrator during the exit conference. i | E
| ; ]
| Reference: Centers for Medicare/Medicaid ; ; :
- Survey and Certification Letter 13-55 \ i !
K062 | NFPA 101 LIFE SAFETY CODE STANDARD | K o6z, K 062 .-
§8=F | | : é
i Required automatic sprinkler systems arg ; s j
» continizously maintained In refliable operating f I ;
| condition and are inspected and tested s Sprinkler contractor, Century Fire | 3/21/14
j Sn&;{;gdmatly. 19.7.6, 4.6.12, NEPA 13, NFPA 25, | :Ppgtecﬁen was contacted to perfOrm,f
hd | an onsite internal pipe inspection. '
? This STANDARD is not met as evidenced by: ! 2
| Based on record review and interviews itwas | | Will notify spri I
. : ! inkler r
} determined the facility failed to ensure sprinkler ! ithe 5 eg’; E:; irat g?jni a;‘tar when
' systems were inspected according {o National b )fl’ &p 0 ) 3 € is netar and
| Fire Protectlon Association (NFPA) standards. | nave the sprsﬂkfar pIpE Inspection
i The deficiency had the potential to affect ! (performed during that quarterly
1 thirty-two (32) residents, staff and visitors, 1 inspection.
i The findings include: | ,
. 1 .
| Record review of the faclity's sprinkler inspection | : |
| records on 03/05/2014 at 2:51 PM, indicated the g . |
; facility jast had an internal pipe inspection ! ! !
e ;’ i _ i i
JRM CMB-2567(02-40) Bravious Varsions Obseiate Event D: EB4LYY Fanitiy \D: 100038 If continuation shoet Poge 2ofg
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lX3) DATE SuRvEY |

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ELIA [ (2 WIULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION ) DENTIFCATION NUMBER: | A BUILDING €7 - #18 BUILBINE 04 COMPLETED '{
] H
L 183344 ! 8 wing | namamons
NAME OF PROVIDER OR SUPPLIER I STREET ADDRESS, GITY, STATE. 7P CODE
BRACKEN COUNTY NURSING & REHABILITATION CEHTER | ii’;;iizﬁxagz 0
(xa)io | SUMMARY STATEMENT DF DEFICIENGIES E i) : FROVIDER'S PLAM OF GORREGTION (X5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFI | (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION; TAG | CROBS-REFERENCED TO THE APPROPRIATE DATE
| : i DEFICIENGY)
? P j :
K 002 | Continued From page 3 ;o Kosz, :
j pecformed on 02/17/08. This was confirmed by | j 3 |
the Maintenance Director. Sprinkler pipes must | P i
% have an inte;naf imspect‘ion performed every five ; ‘Will maintain a copy of the inspectioi:
; (8) years to insura the pipes are not obstructed _ » it both in the faility L ‘ ‘
. with foreign material which would prevent the ! irepert ooth in & facility Life Safety
' sprinkler from operating during a fire, | :Manual and onling in the TELS
 Interview on 03/05/2014 at 2:51 PM with the ) maintenance log. A copy of the report
 Maintenance Director, revealed he was not aware ! ‘will also be found on the Century Fire
Fof the facility having an Intarnal pipe Inspection of | : Protection web site
the sprinkier system performed since this that | = : ,
~date. Further interview revealed the facility relied * k i
Lon an cutside contractor to perform and keep all | ! |
| inspections up to date. _ j i ;
. The findings were acknowledged by the ;
L Administrater during the exit conference, .i |
i ! '
' Reference: NFPA 26 (1988 edition) f !
| 10-2.2* Obstruction Prevention. Systems shall be | ! ,!
| examifigd intérsally for Sbstructions where i | i
. conditions exist that could causa ebstructed i ; i
| piping. If the condition has not been comrected or : ;
- the condition is one that could result in i ; !
obstruction of piping desplte any previous flushing ! , f
| proceduras that have been performed, the ' |
 systemn shall be examined intemally for ! E |
obstructions every 5 years. This investigation | .=
| shall be accomplished by examining the interior : |
- of a dry vaive or preaction valve and by removing | i j
two cross main flushing connections, { i |
K 072 NFPA 101 LIFE SAFETY CODE STANDARD Ko7zl K g7o g
$8=D i ; ;
I Means of egress are continuously maintained free| P 1 :
i of afl obstructions or impediments to full instant A . ;. i _
‘use in the case of fire or other emergercy. No | iV.V‘” manitor the cor'rdxtzon of all _— 3] SUI I 4
Hurnishings, decorations, or other objects obstruct | sidewalks and continuously maintain ,
 EXits, access 1o, egress from, or visibility of exits. ‘f ghem free of all obstructions or
: 7.1.10 : Impediments to full instant use in the
! i ccase of fire or other emergency.

If continuafion sheet Pags 4ol 8
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CENTERS FOIR MEDICARE & MEDICAID SERVICES _
STATEMENT OF BEFICIENCIES [ %1 PROVIDER/SUPPLIERICLIA l (12} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
[ AND? PLAN CF CORREGTION [ IDENTIRICAYION NUIMBER: } A, BUILDING 0% - J/AIN SUILDING 0 COMPLETED
; | 18550e | B WiNG _ e310213014
| MAME OF PROVICER OR SUPPLIER TREET ADDRESS, CITY, S§TATE, ZIP COCE
' 5239 ASBURY ROAD
HRACKE SUNTY MURSING & REMAZ] LITATION CENTER
IRACKEN COUNTY MURSING & RENASILITATIO CENTZE { AUGUSTA, KY 41002
(44yity | SUMMARY STATEMENT OF DEFICIENGIES : I PROVIDER'S PLAN OF CORRECTION ; (%85
PREFIY | (EACH DEFICIENGY MUST BE PRECEDED BY FULL I PREFIX | (FAGH CORRECTIVE AGTION BHOULD BE | CoMPLETION
TAS ! REGULATORY OR LEC IDENTIFPING INFORMATION) . TAG CROSS-REFERENCED TO THE ARFROPRIATE 1 DAiE
| j ! CEFICIENGY) ;
i ,i
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{ }
' B

5 |
; This STANDARD is not met as evidenced by: :
; Based on observation and interviews, it was |
~determined tha facility faled to ensure means of |
{ egress were continuously maintained free of ail
 obstructions or impadiments to full Instant use in i
. the case of fire or other emergency according to |
" National Fire Protection Assogiation (NFPA)
I'standards. The deficiency had the potential o
affect one {1) of ten (10) exits, four (4) residents, |
E staff and visitors, |

| The findings included:

' Observation or 03/05/2014 at 12:47 PM with the |
| Maintenance Diractor, reveated the oufside .|
j sidewalk leading from Intermediate Care {1C} !
« Short Hall Wing had an accumulation of ice and |
'snow. loe and snow must be rermoved from |
| sidewalks 10 ensure full and instant use duringa .
| fire or other amergency. The finding was
. confirmed with the Maintenance Director.
1
Interview on 03/05/2014 at 12:47 PM with the
~Maintenance Director, revealed he had Aot
| sleared this area of ice and snow due to it not
i being used as a main exit. Further interview with i
the Maintenance Director, revealed he was aware ,'
I
H
|

Y of the need to keap sidewaiks free and clear of
{ ice and snow 1o ensure full and instant use during

@ fire or other amergency.

i Administrater during the exit conference,

| The findings were acknowledged by the f
[
 Reference: NFPA 101 (2000 edition) i
' j

i 7.1.10.1* Means of egress shail be continuously

!,-'WEH have current contractor who is |
jproviding ice and snow removal
maintain all sidewalks and parking
areas free and clear during times
i‘whgn the Maintenance Director is not
Icns;tte.

I3,

{

Wiulmainta;‘n all snow removal
iequmpment in proper order ang ‘
jaccessible to all staf ?
! |
. 4, I

i

- Will maintain an adequate supply fo

 salt/deicer on site to pre-treat and
treat outside egress areas.

i' 5. :
 In-service and Safety Meeting was
jcompleted on March 24 during which
ime staff was reminded to ensure

imeans of egress at all exit door
locations.

i 6.

{Plant Operations Policy and

i Procedure Manual will be updated to
|ensure means of egress are
:maintained during all weather
.conditions. ~
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5268 ASBURY ROAR
TY NURSING & REMABILITAVION CENTER
BRACKEM COUNTY NURSING & REHABILITAYION CENTER AUGUSTA, KY 41002
oy SUMMARY STATEMENT OF DEFICIENCIES i v PROVIDER'S RLAN OF CORREGTION e
PREFX | (EACH DEFICIENGY MUST 8E PRECEDED BY FULL . OPRERN | (EACH CORRECTIVE ACTION SHOULD B8 [ COMPLETION
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| :

_maintained free of all obstructions or {
| impediments to fult instant use i the case of fire i

, or other emergency, ; )
i { '

H i
: .

!

i

:

i ;

{ !
H ! } :
; g . L
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