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The facility must conduct inftially and perfodically
a comprehensive, accurate, standardized
reproducible assegsment of each resident’s
functicnal capacity. '

A facility must make a comprehensive
assessment of a resident's needs, using the RA|
specified by the State. The assessment must
indude at least the following:

\dentification and demographic information;
Customary routine;

Cognitive pattemns;

Communication;

Vision;

Mood and behavior patterns;

Psychosocial welkbeing;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;
Dental and nutritional status;

Skin conditions;

Adtivity pursut;

Medications,

Spedial treatments and procedures;
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Somerset Nursing and Rehabilitation Facility
docs not believe nor does the facility admit
A standard health survey was conducted on April that any deficiencies exist,
, i ice was identifi R o
29-22' 2(:[10:1 Deficient pl?jdloa .a bei fified Somerset Nursing and Rehabilitation reserves
with the highest scope an seve_:nty eing at an all rights 10 coniest the survey findings
"E” level. through the informal dispute rosotution, legal
appeal proceedings or any administrative ot
An abbreviated standard survey (KY 148687 and t{’oga‘ PT‘:'md‘t‘_‘ﬁ; Z:;ﬂg;i":f“:?’;
i €5 not constitu gacdiry
KY14674) was also conducied at Fms t'm?‘ any facts or circomstances surrounding any
Intake #KY 14637 was unsubstantiated with no allaged deficiencies to which it responds; nor
deficient practice identified; however, #KY 14874 i5 it reant to cstablish any standard of care,
was subslantiated with deficient practice idenfified ;onts?ct, ohélrg{aﬂog_m lz_osmon— SomeI:se,l )
. ursing and Rebabilitstion reserves all rights
related to Physical Environment. to raise possible contentions and defenscs in
F 2721 483,20, 483.20(b) COMPREHENSIVE F 272 any type of civil or crimina claim, action or
55=p | ASSESSMENTS proceeding. Nothing contained in this plan of

comrection should be considered as a waiver
of any potentially applicable peer review,
quality assurance or seif critical examination
privileges which Somemet Nursing and
Rehabilitation does not waive, and reserves
the right to assert in any administrative, civil
of criminal claim, action or proceeding.
Somersct Nursing and Rehabiljtation offers
its response, credible allegations of
compliance and plan of correction as part of
its on-going effort to provide quajity care to
residetits, ‘

Somersct Nursing and Rehabilitation strives
o provide the highest quality care while
ensuring the rights and safety of all residents.
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pies 3 deficiancy which the instition may ba excused from cormadting providing it is determined that
antt, (See Instrucions.) Except for nursing homes, the findings stated above ars discdosable 490 days
following the date of suTvey whether or nat @ plan of comaction is provided. For nursing homes, the above findi

Any deficiency statem
other safeguards provide sufficient pretection 1o tha

ending with an asterisk {*)

nge and plans of camection are disclosable 14

days foliowing e date these documents are made available to he facily, [f deficiencies are cited, an approved plan of correction js raquisite to contined
program parficipation.
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the additional assessment performed through the
resident assessment protocols; and
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the factlity failed to
conduct an accurate comprehensive assessment
for one (1) of twenty-eight (28) sampled residents
(resident #11).

The findings include:

A review of resident #11's medical record
revealed the resident was admitied fo the facility
on May 13, 2009, with diagnoses including
Dementia, History of Colon Cancer, and Status
Post Colostomy Placement,

A review of resident #11's Minimwn Data Sel
(MDS) assessments revealed a quartedly MDS
assessmerit had been completed on November
25, 2009. The quarkery assessment indicated
that resident #11 had fallen in the Jast 30 days
and in the last 31 to 180 days. The assessment
algo revealed resident #11 weighed 88 pounds,
and had experienced a significant weight gain.

A review of resident #11's most recent MDS
quarterly assessment dated February 10, 2010,
revealed the assassment contained the same
data that was included on the November 25, 2009
assessment to include that resident #11 had
fallen in the 1ast 20 day= and in the last 31 to 180
days. The quarterly assessment dated February

It is and was on the dates of the
survey, the policy of Somerset
Nursing and Rehabilitation to
conduct initially and periodically a
comprehensive, accurate,
standardjzed reproducible
assessment of each resident’s
functional capacity.

1. - Resident #]1's assessments
have been reviewed and
revised for accuracy relating
to her weight and history of
falls by the interdisciplinary
care plan team to ensure that
af] future MDS agsessments
will be correct.

2. All resident’s assessments
bave been reviewed by the
interdisciplinary eare plan
for accuracy. All residents’
assessments will be reviewed
and revised weekly by the
interdisciplipary care plan
team to ensure that accurate
data is coded on the MDS
quarterly, annually and as
needed.

3. MDS nurses have been re-
educated regarding coding
criteria by the corporate
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10, 2010, also siated that resident #11's weight scheduled for the week
was 88 pounds, and the resident had experienced during the weekly care plan
a significart weight gain. However, a review of meeting to ensure the
resident #11's Weekly Weight Sheet dated 2010, assessments accurately
and an interview on April 21, 2010, at 1:45 p.m,, reflect the resident, This
with the Registered Dieticlan (RD) revealed will be an on-going audit.
resident #11's weight on Februsry 3, 2010, was 4. The Director of Nussing will
78 pounds and 78 pounds on February 11, 2010. audit at least 10% of the
Further review of a Falls Progress Note Summary resident charts monthly for
from May 30, 2009 thru February 25, 2010, the next six months to ensure
revealed resident #11's last fall af the facility the assessments are accurate.
oocurred on November 23, 2009. If assessments are found to
An interview with the MDS Coordinator was :g;i:ﬁ;lr at:)e :r;s;?mcant
conducted on April 21, 2010, at 2:40 pm. The assessments will be
MDS Coordinstor siated the information related to complered as directed by the
resident #11's weight and falls was incomect on RAI manual.
the February 11, 2010 assesement. The MDS 5. May 28,2010
Coordinator stated resident #11's weight should : '
have been entered as 79 pounds on the
assessment, which was a gignificant weight loss,
and the resident should nct have been coded to
have sugtgined falls in the last 30 days on the
February 11, 2010 assessment. The MDS
Coordinator was unable to state why the
azsessment was inaccurate, and had been
il _ F279 483.20(d), 483.20(K)(1
unaware of the ermror until brought to the facility's DEVELOP C( O)MPREHFEI)"gS}VE
| attention by the surveyor. CARE PLANS
F 279 | 483.20(d), 483.20(k){1) DEVELOP F 279 I is 2l was on the dates of th
S$=D | COMPREHENSIVE CARE PLANS 'S 20 1 the dates of (e
survey, the policy of Somerset
A facility must use the results of the assessment Nursmghand Rehabll Jitation to
to develop, review and revise the resident's assure that the results of
comprehensive plan of care. assessments are used to d?velop,
review, and revise the resident’s
The facility must develop a comprehensive care ?Omp]r:h?ém:iﬁlm do{{cafz.
plan for each resident that includes measurable ) #_;SL o and Resl ent
objectives and timetables (o meet a resident's s comprehensive care
medical, nursing, and mental and psychosocial
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| psychosodial well-being as required under

needs that are identified in the comprehensive
asgessment.

The care plan must describe the services that are
to be fumnished to attaln or maintain the resident's
highest practicable physical, mental, and

§483.25; and any services that would otherwise
be required under §483.25 but sre not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse freatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by:

Based on obsetvation, interview, and record
teview, it was determined the facility fafled to
utilize the results of the comprehensive
aszeszment to develop individuat comprehensive
plans of care for two (2) of twenty-eight (28}
sampled residents, Reeident #4 and resident #7
were assessed 1o ba at risk for dehydration
related to the use of diuretics; however, the facility
failed to develop a comprehensive care plan to
address the residents' potential for dehydration.

The findings include:

1. Review of the medical record revealed
resident #4 was admitted to the facility on March
11, 2009, with diagnoses of Musce Weakness,
Diabetes Mellitus, Chronic Obsfructive Pulmonary
Disease, and Atypical Psychosis.

Review of the April 2010 monthly physician's
orders ravealed resident #4 required Lasix {a
medication that removes excessive fiuid from the
body) 40 milligrams once dafly. Review of the

dehydration related to the
use of diuretic reatment.

2. All residents’ comprehensive
care plans have been
reviewed and revised based
on the resident’s
comprehensive assessments
by the interdisciplinary care
plan team to ensure that a]l
risk areas to include but not
be limited to risk for
dehydration has been
addressed on the
comprehensive care plan.

3. Weekly audits of all
comprehensive care plans
scheduled to be care planned
that week will be performed
by the Director of Nursing to
ensure they are accurate and
reflective of the care being
provided. This audit will be
on-going. An in-service was
conducted with MDS staff
on April 25,2010 to
reinforce that the care plan
should reflect the care being
provided to gach resident by
the corporate nurse
consultant. An in-service

- was conducted with all
licensed staff by the Director
of Nursing on May 21, 2010,
to reinforce the above.

4, The Director of Nursing will
audit at least 10% of resident
charts monthly for six
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Resident Assessment Protocol Summary (RAFS)
dated June 17, 2008, revealed resident #4
triggered for further assessment for
dehydrationfiuid maintenance due to the use of
diuretics. Review of the RAP namative revealed
resident #4 had an estimated fluid need of
1400-1800 milfiiiters every day and the Diefary
Manager (DM) recorded resident #4's average
fluid inteke exceeded the estimated daity fluid
need (the resident averaged 2528 millifiters of
fluid intake per day). The RAP indicated a care
plan would be developed for resident #4's
potential for dehydration/fluid maintenance.

Review of the Comprehensive Care Plan for
resident #4 revealed the facility failed to develop a
care plan that addressed resident #4's patential
for dehydration/fluid maintenance.

Interview with fhe MDS Coordinator on April 22,
2010, at 2:20 p.m., revealed the MDS staff that
was responsible for developingfrevising residents’
care plans failed to develop a care plan for
resident #4 regarding the resident’s potential for
dehydration. '

2. Resident #7 was admitted fo the facility on
March 27, 2006, and had diagnoses including
Diabetes Mellitus and Congestive Heart failure.

A review of resident #7's most recent
comprehensive MDS assessment dated February
17, 2010, revealed the resident had recelved a
diuretic daily during the assessment period. A |
review of resident #7's RAP for dehydration/fiuid:
maintenance dated February 17, 2010, revealed
the resident recsived & routine daily diuretic,
which placed resident #7 at an increased risk for
dehydration. Additionally, the RAP revealed a
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months to ensure all risk

5. May 28,2010

arcas have been identified.
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care plan for the problem area was required and
would be developed, However, a review of
resident #7's comprehensive care plan with a
review date of February 23, 2010, revealed the
fadility failed fo develop a plan of care related to
rasident #7's increased rigk for dehydration,

Interview on April 22, 2010, at 1:50 p.m., with the
DM revealed the OM was responsible for the
nutrition and dehydration/fluid maintenance RAP
narmatve. The DM stated the DM attended the
care plan meetings; however, the care plan was
required to be developed by the staft responsible
for the MDS. The DM =stated any resident that -
required diuretics should have a care plan to
address the potential for dehydration.

Interview on April 22, 2010, at 2:20 p.m., with the
MDS Coordinstor revealed the MDS stafi was
responsible for developing and revising the
residents' care plans. The MDS Coordinator
stated residents that required diuretics should
have a care plan developed to address the
resident's potential for dehydration. Upon review
of the comprehensive care plan for residert #7,
the MDS Coordinator stated the MDS Coordinator
had missed developing a tare plan 1o address the

281 483203 X SERVICES

resident's potentiaf for dehydration, ?ig;’égg%mffr
F 281 | 483.20(k)(3)()) SERVICES PROVIDED MEET F 281 STANDARDS
s5=p | PROFESSIONAL STANDARDS. It is and was on the dates of the
The services provided or arranged by the facility SUTVey. the policy qf'Sofnersct
- " Nursing and Rehabilitation to
misgt meet professional standards of quality. . -
" _ provide or amrange services that
meet professional standards of
This REQUIREMENT is not met as evidenced quality.
by:
The facility failed to provide services to residents
that meet professional standards of quality. The
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fadility failed to provide sarvices as ordered by the
resident's physician for two {2) of twenty-three
(23) samplad residents. The facility failed to
obtain laboratory blocd work for resident #2 and
falled io utilize Geri-leg pratective coverings for
resident #12 as ordered by the residents’
physician.

The findings include:

1. A review of resident #2's medical record
revealed the resident was admitted to the facilty
on February 11, 2010, with dingnoses of
Alzheimer's Disease, Chranic B12 Deficiency,
Chronic Anemia, Hypothyraidism, Diabetes,
Chronic Respiratory Failure, and Chronic
Chbstructive Pulmonary Disease, Medical record
review for resident #2 revesled the resident had
admission physician's orders for laboratory blood
work consisting of a Hemoglobin Alc (HGBA1G).
a Complete Blood Count (CEC), a
Comprehensive Metabolic Panel (CMP), a
Thyreid Stimulating Haermone (TSH), and a
Vitamin B12 to be obtained every three months.
Review of resident #2's laboratory blood work -
resuits revealed the residenthada CBC and a
TSH obtained on March 11, 2010. Further review
of resident #2's record revealed a copy of hospital
records which induded a CBC dated February 7,
2010. Thers was no documentation in the
medical record that additional laboratery restits
had been obtained for resident #2. After
questioning facility staff concemning the migsing
laboratory blood work the faility obtained a copy
of extra laboratory results from the resident's
hosphal stay prior to admission. The hoapital
documentation revesled resident #2 had a 8BMP
and a Vitamin B12 level obtained on February 8,
2010; however, there was no evidence that a
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1. Al labs ordered for resident
#2 have been obtained and
results reported to physician.
All freatment ordered for
resident #12 has been
accurately transcribed to the
treatment record.

2. All residents’ labs and
Treatment records have
been reviewed and audited
for accuracy by Director of
Nursing or Quality

_ Assurance Nurse.
‘3. All licensed nursing staff
were in-serviced on May 21,
2010, related to proper
policy regarding lab draws
and freatment regimens. All
lab draw book is being
utilized to track alf ordered
labs.

4.  For the next six months,
Medical Records will daily
ensuze that all labs have been
drawn and reported to the
physician. During the
morning meeting all orders
from the previous day are
reviewed and ensure that
treatments are transcribed to
the treatment administration
record.

5. May 28 2010
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HGBA1e or a CMP had been obtained for
resident #2 as ordered by the physician.

| An interview conducied on April 21, 2010, at 8:40
a.m., with station 1's Licensed Practical Nurse
(1.PN) revealed upon a resident’s admission fo
the: facilily, the nursing staff transcribing the new
admissions’ physician’s orders was reguired to
compiete a laboratory blood work requisition fo
have all laboratory blood work oblained the
following day unless the physician specifically
ordered that the labs be obtained on a specific
date. The LPN stated the resident’s faboratory
blood work orders would then be documented in
the laboratory blood work book for whatever
timeframe the physician’s orders specified, such
as every three months. Further interview
conducted on Aprit 12, 2010, a1 12:45 p.m,, with
the LPN revealed nursing staff may use the
recent hospital laboratory blood work results for
the resident and would not be required to obfain
the initial baseline blood work. The LPN
confirmed there was no evidence In resident #2°s
medical record or hospital record that an HGBA1C
or CMP had been obtained for this resident as
ordered by the physician.

An interview conducted on April 22, 2010, at 9:40
a.m., with station 2's Licensed Practical Nurse
(LPN) revealed upon a resident's admission to
the facility, the nursing staff transcribing the new
admissions' physician's erders was required to
complete & laboratory bload work requisition to
have the laberatory blood work obtained the
faliowing day unless the hospital had recantly
performed the laboratory blood work.

Review of the facility's policy regarding the "Lab
Monitoring System* revealed the following: (1)
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Upon admission of a resident, the nurse should
review the medications ordered for the need for
lab orders, (2) Labs ordered were required to be
placed on the lab calendar by the admitting nurse
or the nurse who received the phone order. (3)
Madical Records was required to check the
calendar daily and complete a lab requisition for
the labs thal needed to be drawn the next

‘moming. (4) A copy of the lab requisition was

required to be maintained in a notebook at the
nurses' statlon until the lab results were retumed
to the faciity and reported to the attending
physician. The copy would then be removed from
the nolebook by the nurse after the nurse
reported the resulis {0 the physician, (5) Weskly,
during the intardisciplinary care conference,
medical records staff was required to audit the
charts of those residents scheduled for care plans
to ensure labs had been ordered/obtained. (6) As
part of the QA audit, the DON was required to
audit a sampling of resident charts for iab orders,
lab results, and physician notification of lab
resuits. (7) The nurse who completed the
"Change Over" form was required to check 1ab
orders to ensure no labs had been missed.

Na staff had identified that resident #2's
physician-ordered iaboratory test had not been
performed as ordered.

2, Review of the medical record for resident #12
revealed the resident was readmitied to the
facility on May 24, 2008, with the diagnoses of
Seatrure Disorder, Sinoatrial Node Dysfunction,
Dementia, Anxiety, and Lumbar Dise/Spinal
Stencs=is. Review of the Quartedy Minimum Data
Set (MDS) dated January 26, 2010, revealed the
faciiity assessed resident #12 as being sevenaly
impaired in dajly decision-making and resident

F 281
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#12 was dependent on staff for all activities of
daily living.

Further review revealed on March 11, 2010,
resident #12 had developed biisters to the palms
of both hands and on the soles of the resident’s
feet. Resident #12 was evaluated by &
dermatologist on March 17, 2010, Resident #12
was diagnosed with Bullous Femphigoid {an
autoimmunia skin disorder characterized by large
biisters). '

Review of the physician's orders revealad an
order dated September 26, 2008, dirscting staff to
apply geri-legs io resident #12's lower extremites
to aid in preventing bruising and skin tears refated
to thin fragile skin. Further review of the April
2010 monthly physicien's orders included the
order for staff to apply geri-legs on resident #12's
lower extremities.

Observations on April 20, 2010, at £:00 a.m., £:30
a.m., 12:05 p.m., 1:30 p.m., 2:30 p.m., and 3:30
p.m., revealed residert #12 was not wearing
geri-leg protectors. Further observations on April
21, 2010, at 9:30 a.m. and 10:30 a.m., revealed
residerd #12 did not have the gerideg protectors
applied {o the lower extremities,

Review of the April 2010 Treatment
Administration Record (TAR) revesled the
treatrment for resident #12 to have geri-leg
protectors applied to the rasident's lower
extremities was not indluded on the TAR,

Interview on Aprit 21, 2010, at 3:00 p.m., with
Charge Nurse #1 revealed ihe floor nurses were
responsible for the residents’ ireatments. Charge
Nurse #1 stated a staff member would compare

F 281
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the TARs and physician's orders each month to
ensure the physician's orders were foflowed. The
staff person would then sign the monthly
physician's orders, indicating the treatment orders
were comectly transcribed on the TARs.

Interview on April 21, 2010, at 3:05 p.m., with
Certified Medication Technician (CMT) #1
revealed CMT #1 was responsible for checking
the Medication Administration Record (MAR) and
TAR each month to ensure the physician's orders
were transcribed correctly. CMT #1 stated ifa
medication or treatment was not listed on the
resident's preprinted MAR or TAR, CMT #1 would
handwrile the order on the MAR or TAR. Upon
‘review of residenl #12's TAR, CMT #1 stated the

order for the geri-legs was just missed and that F364 483.35(d)(1)-(2)

CMT #1 should have handwritten the treatmerit NUTRITIVE VALUE/APPEAR,

on the TAR. PALATABLE/PREFER TEMP
F 364 | 483.35(d)(1)}-(2) NUTRITIVE VALUE/APPEAR, . F 364

ss=g | PALATABLE/PREFER TEMP It is and was on the dates of the

survey, the policy of Somerset

" Nursing and Rehabilitation to
ensure that each resident receives
and the facility provides food
prepared by methods that
conserve nutritive value, flavor,
and appearance; and that the food
is palatable, attractive, and at the
proper temperature.

1. There were no residents
negatively affected by this
practice.

2. Meal temperatures were
taken and all other residents’
meals were palatable and at
the proper temperature. On

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food thatis
palatable, attractive, and at the proper
temperafure.

This REQUIREMENT is nol met as eviqlence‘d
by:

Based on cbservation, interview, and record
review, the facility failed to provide food that was
palatabfe and at the proper temperature to
residents on station 1 and station 2 vnits at the
breakfasi meal on April 20, 2010, Tes! tray
temperatures and palatability observalions
conducted for resident breakfast trays on the
station 1 and station 2 halls revealed the
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breakfast items were not at the proper
temperature and were unpalatable.

The findings include:

Observations of the breakfast tray-delivery fo the

| station 1 unit on Apiil 20, 2010, revealed four

breakfast trays were delivered to the unit at 7:40
a.m., and were served 1o the residents at 8;14
a.m., 34 minutes after the trays were delivered to
the unit. The leset tray was interceptad for
temperature and palatabifity testing. At 8:14 a.m.,
the temperatura test revealed the egygs were at 98
degrees Fahrenhelt, gravy and biscuit was &t 98
degrees Fahrenheit, ham was at 100 degrees
Fahrenheit, and the juice was observed to ba at
60 degrees Fahrenhait.

Observations on April 20, 2010, during the
breakfast meal revealed that cart 2 was delivered
10 station 2 hall on April 20, 2010, at 7:23 am.
Further ohservation revesled a Certified Nurging
Assistant (CNA) removed the last tray from cart 2
at B:00 am. en Apri! 20, 2010, and proceeded to
defiver the tray to resident #27. However, the tray
was intercepted by the surveyor prior fo the point
of serviee, and resident #27 wag provided another

breakfast tray,

Faod temperatures obtained on April 20, 2010, at
8:01 a.m., from resident #27's original breakfast
tray revealed the following food temperatures:
the scrambled eggs were af 94 degrees
Fahrenheif, pureed ham was at 92 degrees
Fahrenheft, puresd biscuit and gravy was at 80
degrees Fahrenheit, and the milk was at 50
degrees Fahrenheit,

An interview conducted on Apnil 20, 2010, at 8:25

o 1D SUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRECTION ey
PREFTX (EACH DEFICIENGY IMUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULR BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 364 | Continued From page 11 F 364

May 21, 2010, all pursing
staff has been in-serviced
and re-educated regarding
the proper procedure and
importance of timely
distribution of trays.

All employees will be
provided training in
orientation regarding correct
meal service policy and
quarterly in-servicing will be
provided for nursing staff by
the Dietary Manager,
Breakfast trays will be
monitored daily for the next
six months by Dietary
Manager to ensure that food
is palatable, attractive and at
the proper temperature
Monday - Friday.

May 28, 2010.
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a.m., with a CNA revealed the CNA was not
aware of how long a resident tray could sit on the
hallway before the resident was to receive
another tray.

An interview conducted with the Dietary Manager
on Agril 21, 2010, at 2:10 p.m., reveaied the
Diefary Meanager was not aware of resident trays
not being served timely or of food items being
served cold and unpalatable. Furtherinterview
revealed the Dietary Manager monitored meals
daity except breakfast, which was menitored
weekly, Additionally, the Dietary Manager stated
that trays shauid be delfivered to residents within
20 minutes afler arriving to the floor and if not
staff was required to obtain another tray for the
residents.

A review of the Facility Minimum Temperature at
Point of Service to Resident Policy, which was
undated, revealed the temperature for hot food
items at point of service was required to be 115
degrees Fahrenheit or greater when served to
residents. Further raview of the policy revealed
juice was to be served at 55 degrees Fahrenheit
or Iess and milk was 10 be served at less than 45
degrees Fahrenheit,

A review of facility breakfast test tray evaluation
forms completed for February, March, and April
2010, revealed facility staff had identified no
concams with point of servica temperatures,
483.70(h)
SAFEFUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional,
sanitary, and comfartable environment for
residents, staff and the public.

F 364

F 465

F465 483.70(h)
SAFE/FUNCTIONAL/SANITA
RY/COMFORTABLE
ENVIRONMENT

It 15 and was on the dates of the
survey, the policy of Somerset
Nursing and Rehabilitation to
provide a safe, functional,
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This REQUIREMENT is not met as evidenced
by:

The facliity falled to provide a safe, functional,
sanitary, and comfortable environment for
residents, staff, and the public, Hot water
temperatures were not maintained within the
required range in the station 3 showsr rcom.,
Chipped/broken tile was observed in a resident
room, and laose baseboards were cbserved in
the front hallway.

The findings include’

1. Observation of hot water lemperatures
conducted on the station 3 unit men's shower
room conducted on April 20, 2010, at 9:20 a.m,,
during & shower for resident #25, revealed the hot
water temperature was 96 degrees Fahrenhelt.

An interview conducted with resident #25 after the
shower was completed on April 20, 2010, at 8:35
a.m., revealed the water in the shower was cold
“ike wintertime." The resident also stated the
water was often cold during showers, '

Observations on April 21, 2010, at 3:26 p.m., of a
shower in the station 3 women's shower room for
resident #20 reveated the hot water temperature
was 86 degrees Fahrenheit.

An interview conducted with resident #20 on April
21, 2010, at 3:25 p.m., during the shower
revealed the water in the shower was cold.

An interview conducted with resident #8 on April
20, 2010, at 9:25 a.m., revealed the waler in the
showers can be cold at times,

4P SUMMARY STATEMENT OF DEFICIENCIES
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DaTE
BEFICIENGY)
F 465 | Continued From page 13 F 468
sanitary, and comfortable

environment for residents, staff

and the public.

1. A new regulator valve has
been installed in the men and
women’s station 3 shower
rooms which will maintain
the water temperature
between 100 — 110 degrees
Fahrenheit. The tile and the
sink in resident room 39
have been replaced.

2. All areas of the facility will
be audited monthly for
needed repairs by
Administrative persoiinel,
Water temperatures will be
taken by Maintenance every
week and as needed to
efisure proper water
ternperafires are being
maintained.

3. All nursing staff has been
in-serviced to consult the
gauge in the shower rooms
to ensure proper water
temperatures prior to giving
a shower. This is a color
coded gauge which registers
proper water temperature
within the green zope. If
there is an issue, Nursing is
to submit a written
maintenance request form
for repairs with a copy to
administration for follow up.
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Interviews conducted with three CNAs an April
20, 2010, at 2:30 a.m., revesled that Maintenance
had worked on the water, that onfy the middie
shower stall had hot water, and that residents had
complained that the water would ofien get cold
during showers.

Observations of shower room water temperatures
conducted on April 22, 2010, at 10:10 am.,
during an environmental tour revealed the hot
water temperatures of the station 3 shower rooms
were at 8 degrees Fahrephait.

An interview conducted with maintenancs
personne! on April 22, 2010, at 10:20 a.m.,
revealed that Maintenance had replaced the
shower valves in the siatipn 1 shower, however,
wag nof aware of the water in the showers being
cold on station 3. Further interviews revealed the
water temperatures were checked weekly by
maintenance staff and the mixing valve was
adjusted if necessary,

A review of the recent maintenance requests
revealed no evidence of any request regarding
water lemperatres being cold in the showers.

A review of the water temperature monitoring log
from January 2010 to April 2010 revealed that
water témpecatures for the station 3 shower
rooms was often lesa than the required 100
degraes Fahrenheit.

2. Environmental observations conducted on
April 20, 2010, at 810 a.m., ravealed
chipped/broken tile on the floar by the resident’s
bed and chipped formica on the resident’s sink in
resident room 34. .

4. Compliance rounds will be
conducted weekly hy
Maintenance Director for
the next six months to
monitor for required water
temperatures and needed
repairs. :

5. May 28,2010
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Observations conducted during the environmental
tour conducted on April 22, 2010, at 10:10 a.m,,
revealed loose baseboards on the front hatiway
by the kitchen.

An interview conducted with facdlity maintenance
persannel on April 22, 2010, at 10:20a.m.,
revealed & wall had fo be accessed o fix a water
leak by the kitchen and no maintenancs request
had been submitted for broken tile or formica in
room 39. Further interview revealed the problers
had not been identified during daily rounds
conducted by the maintenance personnel.
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A life safety code survey was initiated and } ‘; It is and was on the dates of the
concluded on April 2?, 2010, for Compﬁance with ; { survey, the pOliCY of Sometrset
Title 42, Code of Federal Regulations, §483.70. | Nursing and Rehabilitation to
The facility was found not to be in compliance i maintain the fire/smoke resistance
with NFPA 101 Life Safety Code, 2000 Edition. rating of the fire/smoke barrier walls
; in the attic area in three (3) areas of
' Deficiencies were cited with the highest defICIEI'Icy the facility.
 identified at "F" level. 1. The unapproved doors in
K 025 : NFPA 101 LIFE SAFETY CODE STANDARD K 0253 the fire/smoke barrier wall
SS=F o . 3 in the attic above the cross
; Smoke barriers are cqnstruqted to proytde_at ! corridor doors at the E
! least a one half hour fire resistance rating in nurses’ station have been
+ accordance with 8.3. Smoke barriers may ; sealed off . |
 terminate at an atrium wall. Windows are : 2. All areas in the facility ;
: protected by fire-rated glazing or by wired glass which require fire/smoke ‘
. panels and steel frames. A minimum of two barriers. sealed
. separate compartments are provided on each penetra’éions and fire
: floor. Dampeérs are not required in duct dampers have been
: penetrations of smoke barriers in fufly ducted checked by Maintenance to
heating, ventilating, and air conditioning §ystems. : - s
119.3.7.3,19.3.7.5, 19.1.6.3, 18.1.6.4 o compliance in this
3. As part of the facility’s
! preventative maintenance
i ‘ prograt, the maintenance
; 7 ! . . i
: This STANDARD is not met as evidenced by: ;Lllgﬁgfsor ‘;.ltn fonduCt
i Based on observation and interview, the facility hy Audits to ensure
 failed to maintain the fire/smoke resistance rating | 4 fmgnan;:}’] facility’
“of the fire/smoke barrier walls in the atticareain | + ASP COI ¢ acl 1tyt§ on-
three (3) areas of the facility. ’ gomg .Q program, these
areas will monitored to
The findings include: enisure proper fire/smoke
‘ barriers, sealed
“The Life Safety Code survey on April 27, 2010, at penetrations and fire
110:55 a.m,, with the Director of Maintenance, dampers are in compliance.
revealed an unapproved makeshift door in the . 5. May 21,2010
fire/smoke barrier wall in the attic above the cross
: corridor doors at the nurses' station. This type of . ‘:
LASORATORADIRECTORS OR PROVIQER/SUPPLIER REPRESENTATIVE'S STGNATURE TITLE (%8) DATE
Lo e Mm.ﬁ]:\’\\ra‘bm (‘:/H//D

Any deﬁclency statemeXt endmg with an asten;&

) denotes a deficiency which the institution may be excused from ¢orrecting providing it is determmed that

other safeguards proyide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
follawing the date of survey whether ar not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available to the facility. ¥ deficiencies are cited, an approved plan of correctian is requisite to continued

program participation.
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K 025 Continued From page 1 . K025
access door is required to be of an approved ; '

design and rating. Unsealed penefrations of

wiring, conduit, and sprinkler piping were also

noted in the fire/smoke barrier wall. These areas

must be filled with a suitable material to prevent

the passage of fire and smoke in a fire situation.

The firefsmoke barrier wall was also noted to

¢ have ductwork that contained a fire damper. A

fire damper closes to prevent fire and hot gases

from penetrating the fire/smoke barrier wail and is

i required to be inspected and maintained every

i four years. An interview revealed the Director of

; Maintenance was unaware the door needed to be

- of an approved design and rating. The Director of

i Maintenance stated penetrations have been

! sealed properly in the past but these areas i

. observed during the survey must have been i

. missed. The Director of Maintenance was

. unaware of the requirements pertaining to fire ' 1

" dampers. During the survey two other fire/smoke : ' o

- barrier walls were noted to have unapproved : ,

. doors, unsealed penetrations, and fire dampers, i

. Reference: NFPA 101 (2000 Edition).

- 8.3.6.1 Plpes, conduits, bus ducts, cables, wires,
- air ducts, pneumatic tubes and ducts, and similar |
- building service equipment that pass through
- floors and smoke barriers shall be protected as
follows:
(a) The space between the penetrating item and
the smoke barrier shall
1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or :
2. Be protected by an approved device designed
for the specific purpose.
{b) Where the penetrating itern uses a sleeve to
penetrate the smoke barrier, the sleeve shall be
solidly set in the smoke barrier, and the space

| : .
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K 025

1

; Door assemblies in fire barriers shall be of an

. approved type with the appropriate fire protection
! rating for the location in which they are installed
‘and shall comply with the following,

. has been tested to meet the conditions of
“acceptance of NFPA 252, Standard Methods of
. Fire Tests of Door Assemblies.

Continued From page 2

| | between the item and the sleeve shall ;

1. Be filled with a material capable of maintaining ;
the smoke resistance of the smoke barrier, or '
2. Be protected by an approved device designed

- for the specific purpose.
*(c) Where designs take transmission of vibration

into conslideration, any vibration isolation shall

t. Be made on either side of the smoke barrier, or
- 2. Be made by an approved device designed for
the specific purpose.

8.2.3.2.1

:(a) * Fire doors shall be installed in accordance
with NFPA 80, Standard for Fire Doors and Fire
-Windows. Fire doors shall be of a design that

_Reference: NFPA 80 (1999 Edition).

11-1.2 Components. ;
{ An access door shall be an integral unit including
: the door, frame, hinges, latch, and closing device

{where required) bearing a label that reads
“Frame and Fire Door Assembly."

- Exception: A vertical access door shall be

. permitted o have hinges that are not part of the

" labeled assembly, provided the hinges conform to
Table 2-4.3.1.

11-1.2.1

Access doors shall be self-closing.

:11-1.2.2
. Access doors shall be self-latching.
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K 025 | Continued From page 3

| Exception: A horizontal access door that does
not open downward and that remains in place
when an upward force of 1 psf (48 N/m2) is
applied over the entire exposed surface of the
door shall not be required to be self-latching.
11-1.2.3

Self-closing access doors that are intended fo be
used to allow a person to enter the concealed :
space behind the door completely shall be
operable from the inside without the use of a key
or tool.

t11-1.2.4

Access doors shall be installed in accordance

t with their listing.

112 Types of Doors.

. 11-2.1 Horizontal Access Doors.

- 11-2.1.1

Door assemblies used in fire-rated floors or

: floor-ceiling or roof-ceiling assemblies shall be

: tested in the horizontal position in accordance

- with the procedures described in NFRPA 251, .
: Standard Methods of Tests of Fire Endurance of
: Building Construction and Materials, and shall be |
" labeled as horizontal access doors. :
-11-2.1.2

A horizontal access door shall bear a abel that

; includes the additional wording "For Horizontal

! Instaflation.”

:11-2.1.3

i A horizontal access door shall be used ina

: fire-rated floor or floor-ceiling or roof-ceiling

. assembly only where it has been tested and listed -
. for use as a component of the assembly,

.11-2.14

" Horizontal access docrs shall not be required to
be subject to the hose stream test.

11-2.2 Vertical Access Doors.

11-2.2.1

Vertical access doors shall have a fire protection

]
K 025
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K025 : Continued From page 4
| rating of 3/4 hour, 1 hour, or 11/2 hours. (See
i Appendix F.) . :
£ 11222 =
| Vertical access doors shall be used only in walls.

| Reference: NFPA §0a (1999 Edition).

: 3-4.7 Maintenance.

: At least every 4 years, fusible links {(where 3

“applicable} shall be removed; all dampers shall |

: be operated to verify that they fully close: the

| latch, if provided, shall be checked; .

: and moving paris shall be lubricated as i

necessary. _ i
K 076 : NFPA 101 LIFE SAFETY CODE STANDARD
SS=D:

" Medical gas storage and administration areas are

protected in accordance with NFPA 99, ‘
+ Standards for Health Care Facifities.

: (a) Oxygen storage locations of greater than
. 3,000 cu.ft. are enclosed by a one-hour
- separation.

. (b} Locations for supply systems of greater than
. 3,000 cu.ft. are vented to the outside. MNFPA B9
4.31.1.2, 18.324 :

. This STANDARD is not met as evidenced by:

- Based on observation and interview, the facility
failed to ensure that oxygen cylinders were stored
according to NFPA standards in a rcom next to
the nurses' station.

' The findings include:

K025

K 076.

K076 NFPA 101 LIFE
SAFETY CODE STANDARD
it is and was on the dates of the
survey, the policy of Somerset
Nursing and Rehabilitation to
-store oxygen cylinders
according to NFPA standards,
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£ 2010, at 11;40 a.m., with the Director of

: Maintenance, 32 E size oxygen cylinder tanks

{ and 11 smaller oxygen tanks were noted to be

! stored in a room next to the nurses' station.
These tanks were within five feet of combustible
i storage. Oxygen cylinders while in storage and in -
quantities greater than 300 cubic feet must be ;
kept five feet from combustibles. An interview
revealed the Director of Maintenance was not

- aware of this requirement. Quantities of 300

" cubic feet and less may follow the requirements
‘ of S&C-07-10.

' Reference: S&G-07-10

- Up to 300 cu ft (12 E sized cylinders) of :
: nonflammable medical gas can be located |
i outside of an enclosure (per smoke 5
 compartment} at locations open to the corridor
such as at a nurse ' s station or in a corridor of a
healthcare facility.
This amount of nonflammable medical gas per
- smoke compartment is not considered a hazard if :
. the containers are properly secured, such asina !
i rack to prevent them from tipping over or being -
; damaged. In this case the medical gas is
- considered an "operational supply" and not
storage. If the cylinders are placed in a corridor
- they should be placed so as not to obstruct the
: use of the corridor. This amount of medical gas
. is in addition to those cylinders contained in
"crash carts" and in use on wheelchairs or
gurneys,
- The term "PRN" means "as needed." An
tindividual cylinder placed in a patient room for
immediate use by a patient is not required to be
. stored in an enclosure and is considered in use.

(X4} 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! (X6)
PREFIX i {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X {FACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i DEFICIENCY) 3
5 . 1.  There were no residents
K i i H . . I
076 . Continued From page 5 K 076 IlE:gElIlVf:l}’ affected by this i
| . : ] - practice.
i During the Life Safety Code four on Aprit 27, 2. All oxygen cylinders in

quantities greater than 300
cu feet have been stored in
an area that is five feet
from all combustibles.
3. All staff has been in-
serviced and educated
regarding keeping all
oxygen cylinders greater
than 300 cu feet stored in
an area that is five feet
from all combustibles.
Director of Nursing will do
weekly audits to ensure this
policy is being maintained.
As part of our on-going
CQI program, Maintenance
will report on our
compliance in this area.
5. May 14, 2010.
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K 076 | Continued From page 6 : |

: to the cylinder. If the resident does not need the

. use of oxygen for an extended period of time,
such as several days, then the medical gas

f . container should be removed from the room and

: properly secured in an approved storage room.

i

' Reference: NFPA 99 (1999 Edition).

1 8-3.1.11.2

. Storage for nonflammable gases greater than 8.5
i m3 (300 t3) but less than 85 m3 (3000 ft3)

i (A) Storage locations shall be outdoors in an

; noncombustibie or limited-combustible
' construction, with doors {or gates outdoors) that
i can be secured against unauthorized entry.

" oxide, shall not be stored with any flammable gas

¢ liquid, or vapor. ‘

i (C) Oxidizing gases such as oxygen and nitrous

: oxide shall be separated from combustibles or

. materials by one of the following:

(1) A minimum distance of 6.1 m (20 ft)

(2} A minimum distance of 1.5 m (5 ft) if the

« entire storage location is protected by an

: automatic sprinkler system designed in

accordance with NFPA 13, Standard for the

. Installation of Sprinkler Systems

:{3) An enclosed cabinet of noncombustible

~construction having a minimum fire protection
rating of ¥z hour, An approved flammable hquid

_storage cabinet shall be permitted to be used for

- cylinder storage.
8-3.1.11.3 Signs.

A precautionary sign, readable from a distance of
5 ft (1.5 m), shall be conspicuously displayed on
each door or gate of the storage room or
enclosure, The sign shall include the following
wording as a minimum;

| It should be secured to prevent tipping or damage

l enclosure or within an enclosed interior space of

{B) Oxidizing gases, such as oxygen and nitrous i

K 076
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K 076 | Continued From page 7
| CAUTION
| OXIDIZING GAS(ES) STORED WITHIN
| NO SMOKING

K 076

r
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