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F 000 | INITIAL COMMENTS " F 000 DISCLAIMER:
. ' Britthaven acknowledges receipt of the ;
A standard health survey was conducted on - Statement of Deficiencies and proposes this |
October 26-28, 2010. Deficient practice was Plan of Correction to the extent that the .
identified with the highest scope and severity at  sumiiary of findings is factually correct and
‘F" level, with no substandard quality of care :in order to maintain compliance with
identified, { applicable rules and. provisions of quality of
F 157 | 483.10{b)}(11) NOTIFY OF CHANGES - F 1 57% care of residents. The Plan of Correction is
§8=0 | (INJURY/DECLINE/ROOM, ETC) |submitted as a written allegation of
. | complisnee.
A facility must immediately inform the resident: - '
cansult with the resident’s physician; and if Britthaven’s response to this Statement of
known, notify the resident’s legal representative Deficiencies does not denote agreement with
or an inferested family member when there Is an the Statement of Deficiencies nor does it
accident involving the resident which results in constitute an admission that any deficiency is
injury and has the potential for requiring physician accurate. Further, Britthaven reserves the
intervention; a significant change in the resident's right to refute any of the deficiencies on this
physical, mantal, or psychosocial status (i.e., a : Statement of Deficiencies through Informal
deterioration.in health, mental, or psychecsocial : Dispute Resolution, formal appea! procedure
stafus in either life threatening conditions or and/or any other administrative or fepal
clinical complicationg); a need to alter treatment | oroceed!
| significantly (i.e., a need to discontinue an | proceeding.
f existing form of treatment due to adverse ’
| consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
1 8§483.12(9). .
The facility must alsc promiptly notify the resident |
and, if known, the resident's legal representative
or interested family member when there is a i
change in room or roommate assignment as
specified in §483.15(2)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (B)(1) of
this section.
The facility must record and periodically update
the address and phane number of the resident's
legal representative or interestad family member.
PEAR'S OR PROVIDER/SUPPLIER REPRESENTATVES SIGNATURE THLE (X&) DATE

Any deficisngl sigiss

wther aafogr

Sk

///z yﬁa

) /’

ent ending with an zsterisk () denates s deficiency which the instituhon may ks extused from correcting providing i is detr_-'rmined'zhat
ards provide aufficient protection to the patienta. (See instructions.) Excepl for nursing homas, the findings stated abeove are disclasable 50 days

folicwing the date of sunay whether ar nat 2 plan of comestian is provided, Fer nurzing hemes, the abova findings and plang of correction ara disclosabls 14
days following the date these decuments are made avaltable Io the facility, )f deficiencies are clted, an approved pian of soraction is requisits to continued
program participation.
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F 167 | Continued From page 1 | F157| The Anending Physician for resident #6 of

the sampie was notified on 10/28/10 the
; resident had been non-compliant with her

This REQUIREMENT is not met as evidencad 1 fluid restrictions.

by: The resident care guide, intake resord and
Based on observation, interview, and record chart were all more clearly marked using a
review, it was determined the facility to failed ta neon colored sticker with notation identifying
notify the physitian for one (1) of thirty-one (31) the resident’s fluid restrictions. The Unit
Samp;ed rESIdEntS When re.?.Ident #5 exceedad Coordinator wi” mark thesa doCuments for

histher fluid restriction. any future resident with fluid restrictions,

i
i
!
!
t
i

The findings include: Intake records for residents with fulid

! A review of the medical record for resident 5 restricti?ns were reviewed on 11/15/10 by
revealed the resident had been admitted to the the ql;.amy ags."'lra gc? dmam“. Al non-
facility on July 27, 2010, with diagrioses to include compliance with ‘.g' resirictions were
End Stage Renal Disease on Hemodialysis, repofted to the resident’s Arending
Diabetes Meliitus, Asthma, and Seizure Disorder. Physician,
The medical record further revealed a physician's . .
order dated October 1, 2010, for resident #6 to be Staff re-ecucation was initiated by the Staff
required o have a 1500-milliliter (ml) fiuid Development Nurse on October 26, 2010
restriction per day. A review of the individual related to checking care guides. Residents
- Hydration Pass record for resident #8 revealed with fluid restrictions were added to the
the resident had exceaded the fluid restriction on quality assurance monitoring program for
17 days from Octaber 1, 2010 through Cctober weight reviews. This monitoring will be
27, 2010. A review of the nurse's notes for conducted per the establiched schedule for
resident #6 revealed no documentation the _ “weekly weights.,” Any non~compliance
physician for resident #8 had been notified that with fluid restrictions will be reported to the |
resident #6 exceeded the flid restriction on thosa Attending Physician by the Unit Coordinator !
days. In addition, review of the 24-hour report or designes, . i
| Sheet for the Second Floor of the facility for _
{ October 2010 revealed no documentation Resulis of these audits will be presented to
reporting resident #8 excesded the fluid  the quality improvement team based on the
restrictions. i established schedule, ldentified issuss will

be corrected and addressed as indicated.
An observation of resident #6 on October 28,

2010, at 12:05 p.m., reveaied the resident aating

. . Date of Completi 03410
nch in bed. The resident had & water pitcher @ of Complstion ol
sitting on the badside table fuli of ice, The
resident stated the staff "fil up my water pitcher
FORM GMS-2667(02-98) Previous Versions Obsoiet Event itn 576711 Froiiy I 100485 ¥ continuation shast Page 2 of 15

Received Time Nov, 24, (2010 10:25PM No. 4530



'DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/18/2010
FORM APPROVED
DMB NO. 0838-0391

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185152

{(X2) MULTIPLE CONSTRUCTION
A, BUILDING

8. WING

(X1) DATE SURVEY
COMPLETED

10/28/2010

NamME OF PROVIDER OR SUPPLIER

~ BRITTHAVEN OF SOMERSET

S$TREET ADDRESS, CITY, STATE, ZIF CODE
555 BOURNE AVENUE

SOMERSET, KY 42501

=4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR [SC IDENTIFYING INFORMATION)

) FROVIDER'S FLAN OF CORRECTION
PREFIX {BACH CORRECTIVE ACTION SHOULD BE

TAG CROSE-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

F 187

F 281
S8=E

Continued From page 2
with ice two or three times every day.”

A review of the facllity's policy titied Notification of
Physician, dated April 2007, revealed it is the
policy of the facility o notify the physician when a
significant change in a resident's condition is
documented. -

An interview was conducted with the Unit
Manager (UM) on the Second Floor of the factiity
on Octobear 28, 2010, at 4:40 p.m. The Unit
Manager revealed the night shifi nurse is required
to total the residents’ intakes and outputs for the

: previcus 24 hours and document the totais in the
: Hydration Pass record. The UM further stated the
' night shift nurse was required 1o document on the
i 24-hour repart sheet for the day shift nurse to

! notify the physicfan of the resident exceeding the
fluid restrictions. The UM zould provide no

natified of the resident exceeding the fluid
restrictions, which had been ordered by the
residents physician. :

An interview was conductad with the Director of
Nursing (DON) for the facility on October 28,
2010, at 4:00 p.m. The DON confirmad the night
shift nurses were reguired to total the residents'
Z4-hour intakes and outputs and if residents
exceeded the 24-hour fluid restriction, the night
shift nurse would be expected to notify the
resident's physician the same day the
documentatlion was placed on the 24-hour repart
sheat,

483.20{K)(3)(1) SERVICES PROMVIDED MEET
PROFEZSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

evidence the physician of resident #5 had been

/.
|

I
]
1
|
i
H

F 167 [THIS SECTION INTENTIONALLY BLANK]

F 281

i
i
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1 resident's overbed table,

| The resident had baked chicken, baked potato, i
| broceoli, biscuit, peaches, and milk on the food

This REQUIREMENT is not met as evidenced
by:

The facility failed to mest professional stardards
of quality for three (3) of thirty-one (31) sampled
residents. The facility falled to follow physiclan's
orders for residentz #1, #6, and #19. Resident #8
had 2 physician's order for a fluid restriction;
however, the facility falled to follow the physician's
order. Resident#1 had a physician's order for a
puree diet with nectar-thickened iquids; however,
an observation of resident #1 revesied the
resident had a water pitcher with thin liquids at the
bedside. In addition, residant #18 had an order
for oxygen at two (2} liters per nasal cannula;
however, observefions of the resident revealed
the regident’'s oxygen wag not tumed on,

The findings inciude:

1. An observation on October 26, 2010, at 12:05
p.m., revealed resident #€ eating lunch in bed.

tray, A water pitcher full of ice was sitting on the r

A review of the medical record far resident #6
revealed the residant had been admitted to the
facility on July 27, 2010, with diagnoses fo include
End Stage Renal Disease on Hemodialysis,
Diabetes Mellitus, Asthma, and Seizuré Disorder.
The medical record further revealed a physician's
order dated October 1, 2010, for resident #5 to
have a 1500-milliliter (m) fiuid restriction per day.
A review of the Individual Hydration Pass record
for resident #8 revealed the resident had
exceeded the fluid restriction on 17 days from

 |notified of the resident’s non-compliance

(and chart for resident #6 of the sampie were
Imore clearly marked using a neon sticker 1o

STATEMENT OF DEFICIEN \ M NO. GQRVEYEB-QE-M
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F 281 Continued From page 3 F 281 |The water pitcher and cup were immediately

removed from the room of resident #1 of the
sample by the staff member upon
identification of their presence on
1042672010,

The resident care guide was updated by the
Director of Nursing to reflect the resident’s -
order for nectar-thick liguids.

‘The diet card for resident #6 of the sample
was revised on 10/28/10 eliminating the
“encourage fluids” directive. The Attending
Physician for resident #6 of the sample was

with his/her restrictions, Resident #6 of the
sample was provided re-education related to
her restrictions by the RN Unit Coordinator
on 10/28/2010. The care guide, intake sheet

indicate her restrictons.

The oxygen concentrator for resident #19 of
the sample was turned on at 10:20 on
10/27/2010,

On 10/26/2010 the Quatity Assurance Nurae
identified all residents on thickensd Tiguids,
all residents with fluid restrictions, and all
residents receiving oxygen therapy,

The administrative nurses for each 1mit
ensured that those residents who receive
thickened liquids had no thin liquids at the
bedside and verified the accuracy of the
caregiiide om 10/26/2010. The nurse
responsibie for updating the resident care
guide was provided re-education on

10/26/2010 by the Director of Nursing,
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+ | An interview was conducted with the Quality

: October 1, 2010 through October 27, 2010, A

| review of the Weeldy Hydration and Vital Sign

: Monitoring sheet daled October 23, 2010,
revealed the resident averaged 1584 milliliters for
the previous seven days.

A review of the diet card used by the dictary steff
to prepare the trays for resident #6 revealed the
resident was o be on a regular, consistent
carbohydrate dist with no potatoes, orange juice,
or bananas, and to encourage fluids. _
An interview with the Registered Dietitian (RD) on |
October 28, 2010, at 1:50 p.m., revealed resident
#5's diet card shouid not state to encourage fiuids
and the resident shouid not have had a water
pitcher at the bedside. The RD further stated
resident #6 should not have received the baked
potato, and Dietary had made a mistake while
preparing the resident's tray.  The RD stated
during tray preparation a staff member calls out
the resident's diet order to the cook, who then
puts the appropriate food on the tray.

An interview conducted with the Assistant Distary
Manager (ADM) on Qctabar 28, 2010, &t 2:00
p.m., revezled the Dietary Depantrnant received a

ADM stated residents who are on the Hydration
List will have "encourage fiuide" lisiad on the diet
card on the resident's tray. According to the
ADM, resident #& had bean placed on the
Hydration list on October 26, 2010.

| Assurancs (QA) Nurse on October 28, 2010, at
416 p.m. The QA Nurse stated the Hydrstion
' List is generated by the Quality Assurance ‘

Hydration List from the Nursing Department, The |

| Department of the facility and then sent to the
4

accuracy of the diet card for each resident
with fluid restrictions on 10/27/2010, Staff
re-education related to the use of the
residents’ first and last names during meal
service was initiated by the Staff
Development Nurse on 11/18/2010,

The administrative nurses for each unit
ensured that all residents with oxygen
therapy were receiving oxygen per the care

| guide. Staff education was initiated by the
Staff Development Nurse on related to
reviewing and following the resident care
guides and reporting to the purse if axygen is
observed to be not applied as identified on
the care guide 10/26/2010.

The Quality Assurance Nurse or desipnee
will gelect a random sample of residents who
receive thickened liquids, 2 random sample
of residents who have restricted diets and a
randomn sample of residents who receive
oxygen therapy. The Quality Assurance
Nurse or designee will conduct an andit to
ensure the care guides for residents in the
sample are acourate to the physicians orders,
and that the care and services provided to the
residents’ in the sample maich the resident
care guide,

This audit will be conducted weekly for four
weeks and then per the established gj
! calendar.

| Results of these audits will be presented to
the quality improvement team basad on the
established schedule. Identified issues will
be corrected and addressed as indicated.
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_ : A BUILDING COMPLETED
B. WING
- 185152 10/2812010
AME OF FROVIDER OR SUPELIER STREET ADDRESS, CiTY, $TATE, ZiF CODE
BRITTHAVEN OF SOMERSET 555 BOURNE AVENUE
. SOMERSET, KY 42501
xXHo | SUMMARY STATEMENT OF DEFICIENGIES (o} PROVIDER'S PLAN OF CORRESTION : .
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AZTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
| DEFICIEMCY)
F 281 | Continued From page 4 F 281 The Food Service Manager verified the

FORM CMS-Z587(02-88) Praviaus Verglons Obsolete

Evant ID- 576714

Received Time Nov, 24 2070 10:25PM No. 4530

Facitity 10; 100458

If continuation shoa! Page 5 of 15




DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/15/2010
FORM APPROVED
OMB NO. 0838 0321

185152

X2 MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(%3) DATE SLRVEY
COMPLETED

10/28/201Q

NAME OF PROVIDER OR SUFPLIER

BRITTHAVEN QF SOMERSET

STREET ADDRESS, CITY, STATE, 2P CODE
5§55 BOURNE AVENLUE

SOMERSET, KY 42501

(¥4) 1D
PREFIX
TAG

SUMMARY STATEMENT COF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LEC IDENTIFYING [NFORMATION}

n . PROVIDER'S PLAN OF CORRECTION xa)
PREFIX {EACH CORRECTNVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TC THE APPROPRIATE DATE

PEFICIENGY)

F 281

| reflect the fluid restriction for resident £6,

Confinued From page 5

Dietary Department, The QA Nurse further
reveaied the Hydration List is generated fram
informetion obtained from the Weekly Hydration
and Vital Sign Monitoring form. The QA Nursa
statad if the resident is below the recommended
daily fluld regquirement the resident would then be
placed on the Hydrafion List and the list sent to
Dietary. The QA Nurse further revasied the fist
the nurses were using had not bean updated fo

i

A review of the facility policy titled Diets, with a
clate of Dacamber 12, 2008, revealed no water
pitchar would be kept at the bedside for residents !
with & fluid restriction, and tetai daily fluids,
including meels, snacks, and medication pass, |
were not to exceed the restricted amount.

2. A review of the madical record revealed
resident #1 was admiited to the facility on

"1 February 12, 2010, with diagnoses fo include i

Encephzalopathy, Diabates Mellitus, Setzure ,
Disorder, Hypertension, and Chronic Obstructive
Pulmonary Disease. A review of the current
physician's orders dated October 2010 revealed
the resident’s current diet arder was for 2 puree
diet with nectar-thickened liguids, ne straws, and
to drink sips of fluid from a cup.

An irterview conducted with the Speech
Therapist (ST) on October 27, 2010, at 11:30
a.m., revealed the ST had ¢onducied a dysphagia
evaluation on August 30, 2010, due to the
residont's racant hospital stay secondary to
pneumonia. The ST stated nectar-thickened
liquids had bean recommended at that timé due
lo dysphagia.

Resident #1 was observed on October 26, 2010,

F 281 Date of Completion

12/0372010;
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at 4:15 p.m., to be lying on a low bed. A water
pitcher and a clear plastic cup containing thin
liquid were noted to be sitting on the resident's
overbed table.

An interview conducted with Certiflad Nurse Aide
(CNA) #1 on October 28, 2010, at 4:35 p.m., .

; revealed CNA #1 was aware tha resident waz on
i thickened liquids. CNA #1 stated the CNAs were
reguired fo verify a resident's diet order- by
checking a box kept at the nurses' station which
contained all the residents' diet orders. CNA #1
stated hs/she did not fill resident #1's water
pitcher and cup with thin liquids.

An Interview conducted with CNA #2 on October
26, 2010, at 4:50 p.m., revealed CNA #2 was not
aware the resident required thickened liquids.
CNA #2 staled if a resident requirad thickened
liguids = smali cooler would be kept ai the
resident's bedside for thickenad liquids and that
the resident would not have a waler pitcher. CNA
#2 further stated a CNA care guide was kept
inside each resident’s closet: however, the CNA
was not sure if thickened liquids would be
identified on the care gulde.

| A review of the CNA care guide revealed resident
i #1's dist was identified 1o be mechanical soft with

thin liquids with sips from 2z cup only, There was
no evidence the CNA care guide had been
updated fo reflect the current diet order.

An interview conducted with the MDS Nurse on
QOclober 28, 2010, at 11:05 a.m., reveslad the
MDS3 Nurse was responsible to update the
resident's care guide dafly. The MDS Nurse ‘
stated whan @ new physician's order was : ;
obtained the MDS Nurse received a copy of the | ! : , :
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order and updated the residents cara guide, The | '
MDS Nurse stated hefshe had failed to update |
resident #1's CNA care guide ta reflect the
current diet order,

3. Reviaw of the medical record revéaled
resident #19 was admitted to the facility on
Septembar 16, 2010, with diagnosex of
Transurethral Resection of Prostate, Dysprea,
Cerebrai Vascular Accident, Aneria, Benign
Prostate Hypertrophy (BPH), Hypartansion,
Coronary Artery Disease, Anxlety, and Coronary
Artery Bypass Graft,

Review of the Minimum Data Set (MDS) dated
September 21, 2010, revealed the facifty
assessed the resident as having both short and
iong-term memery problems, as raquiring
extensive assistance ta lransfer, as baing unable
to ambiilate, as being incentinent of bladder with
a Foley catheter to badside drainage, and the use
of continuous oxygen,

Review of physician's orders datad October 4,
2010, revealed orders for oxygen at two fiters per
 minute per nasal cannUla confinuous, fora

. diagnosis of Coranary Artery Disease,

: Observation of resident #15 on October 28, 2010,
.at5:45 p.m., revealed tha resident was receiving
- oxygen vfa nasal cannula at two liters per minute.

i Observation of resident #18 on October 27, 201G,
12t 10:20 a.m., revealed the resident was Iymg in
: bed with the nasa! cannula in the nostrils;
! | however, the oxygen concentrator was tumned off,
| Observation on October 27, 2010, at 1020 a.m., .
revealed State Registerad Nurse Aide (SRNA) #5

RORM c:Ms—zss?(t:z-Be) Fravious Verslons Chsolete Evant ID: 576711 Facliy it 100489 If continuation sheet Fage 8 of 15

Received Time Nov, 24, 2010 WQ:Q5PM No. 4530



DEPARTMENT OF HEALTH AND HUMAN SERVICES N M a182010
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMBNO, 0838-0301

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA MULTIPLE CORSTRUCTION Tl VEY
AND PLAN OF CORRECTION JOENTIFICATION NUMBER;: .{:ZB}U]LD s = ggMiLSEUTRED
. IN

8. WING '
185152 ‘ 1012812010
STREET ADDRESS, CITY, STATE, ZIF GODE

BRITTHAVEN OF BOMERSET 555 BOURNE AVENUE
- SOMERSET, KY 42501

(%] 1D SUMMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORRECTION | e
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i DEFIGIENCY)

HAME OF PROVIDER OR SUPPLIER

F 281 | Contirued From page B F281| [THIS SECTION INTENTIONALLY BLANK] |

was tumning on the oxygen concentrater for
rasident #13,

Interviaw with SRNA #5 on October 27, 2010, at
10:20 a.m,, revealed SRNA 5 turned on the
oxygen concentrator for resident #19 because the
nurse gide care plan on the closat door stated
he/she should have oxygen at all times.

Interview an October 27, 2010, at 10:35 a.m.,,
with Licensed Practical Nirse (LPN) #1, the nurse ‘
responsibie for resident #18 on this date, ;
revealed resident #19 had an order for continuous
oxygen and hefshe was unsure why the resident's
oxygen was cff or how 'ong it had been off. Tha
LPN revaaled maybhe because it had been such s
buisy day with the calkin but this was no excuse.

According to the facility’s policy for Physician's
Orders, dated April 2007, on the day of admission
an evaluation of the resident’s immediate and
long-term needs is iniliated fo include the
following: Resident Plan of Care, Medications,
Treatments, Restorative Services, Diet, Activifies,
Soclal History, and Discharge Planning.
Physiclan's orders are in effect every 30 days for
80 days and then monthly, Telaphone orders
may be accepted by-a licensed nurse, Further
review of this policy did not address implementing !
physician's crders. }
F 315! 483.25({d) NO CATHETER, PREVENT UT], F 315
RESTORE BLADDER

Based on the resident’s comprehensive
assessment, the facility must ensure that a |
| resident wha enters the facility without an
indwelling cathetar is not cathelerized unless the
resident’s clinical condition demanstrates that
catheterization was necessary: and a rasidant
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& Foley catheter io bedside drainage, and the use
of continuous oxygen,

Review of physician's orders dated October 4,
2010, revealed orders for a Foley catheter to

' Date of Completion

BRITTHAVEN OF SOMERSET 556 BOURNE AVENUE
' SOMERSET, KY 42501
410 SUMMARY STATEMENT OF DEFICIENCIES A !
SREFX | (EACH DAFICIENGY NUST B PREGEDED BV FuLL PREFX (JE&"&‘S&Q&%&‘E€T?§$§ESE'FD”BE coniron
TAG REGUEATORY OR LSC IDENTIFYING INFORMATICN) TAG CROBS-REFERENCED TO THE APPROFRIATE DATE
: DEFICIENCY)
. F 313 | Continved From page 9 F 315| The catheter tubing for resident #19 was
wha is incontinent of bladder receives appropriate repositioned on october 26, 2010 m order
treatment and services to prevent urinary tract thar it was not touching the floor.
infections and to restore as much normal bladder
function as possible. The Quality Assurance Nurse identified all
residents with indwelling catheters. The Unit |
_ . _ Coordinator for each unit verified that the
This REQUIREMENT Is not met as evidenced catheter drainagc sygtem for each of these
Eﬁsad on observation, interview, and record residents was applied and positioned
review, it was determined the fadilty fafled 10 i appropriately per infection control standards.
provide care and services to prevent infection for Staff re-education was initiated by the StafF
(1) one '-af (31) thirty-one r_ESIdents. Resident Development Nurse on 10/27/20 10 directing
#18's urinary catheter tubing was observed on the staff that tbi <t not rest on or drae the
floor while the resident was in the wheelchair floc . 4 1h e n;]u no bing should bg
sitting in the hallway and also while being oor, and that catheter tubing sfiould be
transferred in the wheelchair from the haIlWay t coiled and secured with the plastic clip as
the activity room. . needed.
The findings include: ' The Quality Assurance Nurse or designee
will select a random sample of residents with
Review of the medical record revealed resldant - indwelling catheters. The Quality Assurance
#19 was admitted to the facility on September 186, Nurse or designee will conduct an audit to
2010, with diagnoses of Transurethral Resection ensure the catheter drainage systems are
of Prastate, Dyspnea, Carebral Vascular being maintained per infection control
Accident, Anemia, Benign Prostate Hypertrophy guidelinea. This andit will be conducted
(BPH), Hypertensien, Coronary Antery Disease, : weekly for four weeks and then per the
Anxiety, and Coronary Artery Bypass Graft. estabhshed qi calendar.
Review of the Minimum Data Sat (MDS) dsated ; Results of these audits will be presented. to
September 21, 2010, revealed the facility ; the quality improvement tezm based on the
assessed the resident as having both short and - established schedule. Identified issues will
jong-tsrm mamory problems, as requiring : be corrected and addressed as indicated. P
exiensive assistance to transfer, as being unable i . i
to ambulate, as being incontinent of bladder with ' LZ05/2010
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F 315 | Continued From page 10 * F 215/| [THIS SECTION INTENTIONALLY BLANK]

bedside drainage, to civange evary month and
PRN for dislodgement, occlusion, ar lzakage for a !
diagnosis of BPH. {

NAWE OF PROVIDER OR SUPPLIER

|
Observation of resident #19 on October 26, 2010,
from 5:45-6:00 p.m. revesled resident #19 was in
a wheelchafr sitting in the hallway with the
rezident's Foley catheter tubing lying on the floor
and the resident klckmg the tubing with htsfher
faat.

Intarview with the Unit Manager for the Third
Floor on Oclober 28, 2010, at 6:00 p.m.,

{ revealed, "t don't know what | am supposed to do
with the extra tubing; if | raise it any more it wil
Kink off."

Obszarvation of the Activity Director on October
28, 2010, &t 6:.00 p.m., revealed the Activity
Director transferred residant #19 in the
wheelchair from the hallway fo the activity room.
The Foley catheter tubing was obsearved on floor
while the resident was being transferred.

Interview with Activity Director on October 28,
2010, at8:10 pm., revealed he/she had not been.
trained regarding infaction control practices with
cathaters. The Activity Director stated he/she did
not notice the Faley catheter tubing on the floor
and did nof know that the resident had a Foley
cathater,

i | The facifity palicy for Ciosed Urinary Drainage
{ Systemn, dated April 2007, revealed the Tacility
| would provide continuous drainage of the
i obsfructed or paralyzed blrdder. "Furthemmare,
: tha policy stated tha drainage bag should be
attached to the bed frame, below ievel of
| resident's bladder, not louching the fioor.
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‘ DEFICIENCY)
T .
F 431 483.60(b), (d), (e} DRUG RECORDS, F 431 }Medications in the second floor medication
55=0 | LABEL/YSTORE DRUGS & BIOLOGICALS storage identified as not dated were marked
N . :as opened on the date dispensed by the

The facility must employ or obtain the services of ipharmacist and disposal protocols followed.
a licensed pharmacist who establishes a system | - :

of records of receipt and disposition of all On october 28, 2010 licensed nurses andited

controlled drugs in sufficient detail to enable an
accurate reconciliation; and defermines that drug rooms and did not locate any additional
records are in order and that an account of all Imedications without an open date

confrolled arugs is maintained and periodically i )

reconciled. ” [The RN Unit Coordinator and RN Charge
Nurse responsible for the 2™ floor
medication storage were provided

all liquid medications in carts and storage

Drugs and biclogicals used in the facility must be
labeled in accordance with currently accepled

prafessional principies, and include the resducation on 10/28/2010 by the Director of
appropnate accessoryland CautiOnaw Nursing and nurse consultant refated to
instructions, and the expiration date when dating medications when opened.

applicable.

PP The Quality Assurance Nurse or designee !
In accordance with State and Federa! laws, the will select 2 random sample of residents who
facility must store all drugs and biologicals in receive liquid medications and conduct an
locked compartments under proper temperature | pudit to ensure the medications are dated
contrels, and permit only authorized personnel to | wher opened..

have acgess to the keys, i :
E This audit will be conducted weekly for four
The facility must provide separately jocked, weeks and then per the sstablished gi

permanently affixed compariments for storage of |- calendar.

controlled drugs listed in Schedule I} of the ' .

Comprehensive Drug Abuse Prevention and { Results of these andits will be presented to
Control Act of 1978 and other drugs subject to ; : the quality improvement teamn based on the

abuse, excapt when the facility uses single unit
package drug distribution systernz in which the
guantity stored is minimal and a missing dose can
be readily detected.

established schedule, Identified issues will
be comrected and addressed as indicated.

;
‘ Date of Compietion 12/0372010
This REQUIREMENT is not met as evidenced |
g!z{z'sad on observation and interview, the facility !
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F 431 | Continued From page 12

failed to label all drugs and biologicals used in the
facillty in accordance with currently sccepted
professional principles including the expiration
date when applicable, One (1) bottie of
ophthaimic solution and five (5) bottles of fliquid

i medications, stored in the second floer

| medication room, were opened and not dated to
indicate when the medications had been opened.

The findings include;

Observation of the Second Floor Medication
Storage Reom on October 28, 2010, at 3:10 p.m.,
revealed one botie of Tobramyain ophihalmic
golution was opened and not datad as to when
the medication had been opened. In addition, five
bottles of liguid medications were opened and not
dated: Ferrous Sulfate 220 mg/s ml,
Metociopram solution 5 mg/s ml, Dilantin 125
mg/5 mi, Centrum vitamin, and Enulose 10 gm/15
mi. ‘ :

An interview conducted with the Director of
Nurses (DON) on October 28, 2010, at 3:25 p.m.,
.| revealed the facility did nor have a written
policy/procedure to address the labefing/dating of
eye madications and liquid medications.
However, the DON stated the staff had been
trainad to date all eye and liquid medications
when initislly opening these medications.

F 456 | 483.70(c)(2) ESSENTIAL CQUIPMENT, SAFE
55=F | OPERATING CONDITION

The facility must maintain all essential

mechanical, electrical, and patient care
equipment in safe operafing condfion.

This REQUIREMENT ig not met as evidenced

F 431

F 456 The Director of Maintenance and Food
Service Manager and Registered Dietitian
were immediately notified of the frostfice
tuild-up in dietary freezer #3. The freezer
wag determined to be holding temperature
appropriately, and all food in the freezer was
in manufacturer sealed containers. A service
technician as on-site within one hour and |
determined the freezer condenver to havea |
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Based on observation and interview, the facility
failed to maintain all essential mechanical and
efectrical equipment in safe operating condition.
The medication refrigerator/freezear on the West
Wing contained haavy ice buildup. In addition,
the #3 reach-in freezer in the Dietary Department
contained a heavy buildup of frozen
condensationfice under/around the middie and
right-end compartment(s) condenser units.

The findings include:

1. During a final four conducted of the fasifity
Dietary Department on October 28, 2010, at
11:00 a.m., the #3 reach-ir: freezar contained a
large buildup of frost and ice on/undar the
motar/condanser unit of the middle and right-end
compartment unit(s) as well as the ceilings of the
two compartments. The frozen condensation had
the potenfial fo contaminate the frezen food
products stored inside the reach-in freezer,

An'interview conducted with the facifity Assistant
Dietary Manager (ADM) on Oclober 28, 2010,
revealed the ADM was unaware of the
condensgation bulldup, and had not notified the
facility Maintenance Supervisor of the problem.

2. Observation of the medication starage room
on the West Wing on October 28, 2010, at 2:45
p.m., revaaied the medication rafrigerator
centained a heavy buildup of ice In the freezer
compartment

! An interview conducted with the Unit Manager

[ {UM) on October 28, 2010, at 2:55 p.m., revealed
 the night shift nurse was responsible to check for
 defrasting the medication rafrigerator each

| the medications to another mmedication

BRIMTTHAVEN OF SOMERSET
SOMERSET, KY 42501
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION (5,
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG . REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CRO$S$-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY;
F 456 | Continued From page 13 F436/ clogged drain. The freezer was repaired and

defrosted itself appropriately within
approximately 90 minutes of the prablem
being identified.

The Unjt Coordinator for west wing moved

storage refrigerator, and an environmentai
services worker defrosted the medication
storage refrigerator on 10/28/10,

The Adninistrator and Food Service
Manager reviewed the issue with freezer
number three and the policy/procedure for
monitoring the food service refrigeration
equipment, The Administrator, two
Registered Dictitians and the food service
staff had audited the equipment within the 24
hours prior to the event and identified no _
issue with the equipment. !

The isgue with the equipment is believed to
have initiated following the moming check
of the equipment and prior to the evening
check of the equipment for praper
functioning. '

Interviews and actions of the dietary staff on
10/28/2010 demonstrated appropriate
knowledge and actions related to contacting
ruaintenance and administration, and having
the equipment immediately répaired.

The Unit Coordinators checked all
medication storage refrigerators and
determined that no other medication storage
refrigerator had ice buildup inside.

The Quality Assurance Nurse revised the
weekly audit tool used by the night shift
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i

F 458 | Continued From page 14

Manday night. The UM siated be/she was
responsible for ensuring the medication
refrigerator/rooms were kept clean. The UM

the medication refrigerator freezer,

stated he/ehe had not identified the ice buildup in

issues identified.

calendar.,

|

i

F 456| nurse to report the medication room needs to
the nursing administration to inciude the
need for the refrigerator to be defrosted,

The Quality Assurance Nurse or designee
will randomly andit the medication storage
refrigerators for ice build up, and correct any

The food service manager or designee will
randomly audit the food service refrigeration
cquipment for ive build up and will correct
any issues identified.

These audits will ba conducted weekly for
four weeks and then per the established g

Results of these audies will be presehted w
the qudlity improvernent team based on the
established schedule. Identified issugs will
be corrected and addressed as indicated,

Date of Completion 12403/2010
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: DEFICIENGY)
K 000 | INITIAL COMMENTS K 000 |DISCLAIMER: |
Britthaven acknowledges receipt of the
A life safety code survey was initiated and Statement of Deficiencies and proposes this
concluded on October 28, 2010, for compliance Plan of Correction to the extent that the
with Tifle 42, Code of Feideral Reguiations, summary of findings is factually corvect and
§483.70. The facillty was found not to be in jn order to maintain compliance with
compliance with NFPA 101 Life Safety Code, applicable rules and provisions of quality of
2000 Edition, care of residents. The Plan of Correction is
submitted as a written: allegation of
Deficiencies were cited with the highast deficiency compliance.
identified at "F" jevel.
K 052 | NFPA 101 LIFE SAFETY CODL% STANDARD K 052 Britthaven s response to this Statement of -
S8=F Deficiencies dees not denote agreement with
A fire alarm systemn regulred for iife safety is - the Starement of Deficiencies nor does jt
installed, tested, and maintained in agcordance constitute an admission fthat any deficiency is
with NFPA 70 National Flectical Code and NFPA accurste, Further, Britthaven reserves the
72. The system has an approved mainienance right to refute any of the deficiencies on this
and testing program complying with applicable Statament of Deficiencies through Informal
requirements of NFPA 70 and 72.  0.6.1.4 Pispute Resotution, formal appea! procedure
and/or any other administrative or legal
broceeding.
| :
h‘he facility's fire menitoring system
kontractor was contacted regarding the |
citation, The contractor presented the facility |
[ Administrator with a scope of work on !
11/23/10 to modify elecorics that control |
] the fire doors so that they remain closed until
: the system js fully reset, not when the alarms ln
ure silenced. The scope was accepted on
This STANDARD iz not mat as evidenced by 11/24/10 and will be completed as soon as
Based on observation and interviaw, the facility hecessary parts are received,
failad to ensure the building fire alam system building two’s fire doors remain closed unitil
functioned as requirad by NFPA standards, This he alarm is fully reset.
deficient practice affected nine (3} of nine (9)
smake compartments, staft, and one hundred The facility adminstrator will oversee any
twenty-flve (125) residents. The faciiity has e ~ inodification to the fire monitoring system.
capagcity for 136 beds with & census of 125 on the I'he contractor was provided information on
day of the survey. 1/19/10 regarding the citation.
TITLE {XE) DATE

Aféﬂhﬁﬂﬁk

///EMG"

Any defichency

othar safeguards’pl
following the date of survey whather or not a plan of
days following the date thase documents are ma

LABORAT IR Wun PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE
K’

sufficient protection to e

pregram partieipation, .

ding with an asterisk (7 denctes a deficlency which the Insthution may be &
patients, (See insirictions,) Excop! for nursing homes, the finding
sorracton Iz provided. For nurstng homes, the above findings and pl
de aveilable to fhe taciity. I deficiancies are cited, an approved plan of comactio

4
weisad #oim colreciing praviding il 12 determined that
e qtatad above are disciaseble 80 days
jans af comection are disciosabie 14
n is requisite ko continued
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If there is an automatic sarinkler system, it is
instalied in accordanse with NFPA 13, Standard
for the installation of Sprinkler Systems, to

. provide complete coverage for all portions of the

building. The system is properly maintained in
accordance with NFPA 25, Siandard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. Itis fully
supervised. Thers is a refiabie, adequate water
supply for the system. Required sprinkler
systems are squipped with water flow and tamper
switches, which are electrically connected fo the
buliding fire alarm system.  19.3.5

. completed and removal of the canopy is
i scheduied for the week of 11/28/10 -

]

12/03/10.

The Administrator reviewed alt other fire
exits and determined that the additional

canopies are constructed of non-combustable
materials.

The facility Adiministrator provided
information demonstrating that any canopies
in cxcess of four fest which cover a fire exit
must be constructed of non-combustable

materials.to the Director of Maintenance and

X&) 1D SUMMARY BTATEMENT OF DERIGIENCIES D - PROVIDER'S PLAN OF CORRECTICN (8
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE . COMPLETION:
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG LROSS.REFERENGED TO THE APPROPRIATE BATR
DEFIGIENCY)
K 052 | Continued From page 1 K 052| The Director of Maintenance or designee wilf
' oversee and maintain the fire
The findings include: detection/monitoring/extinguishing service
company’s inspections and system
i During the Life Safely Code tour on October 28, maintenance to include that fire doors
12010, at 11:00 a.m., with the Director of function per regulation per the established
| Maintenance (DOM} a test of the facility fire alarm maintenancé and inspection schedule.
| systarn revealad the fire doors would close when :
the alarm was activated but could be reset while Date of Completion Y2/m32010
in the gilent mode to the open position while the
systern was still showing fire conditions, AR
interview with the DOM on October 28, 2010, at
'111:00 am,, revealed the DOM was not aware fire
doors should not be able to be reset while the fire
alarm system was still showing fire conditions.
Reference: NFPA 72 (1599 Edition).
3-06.3 _
All door hold-open release and integral door
refease and closure devicas usad for rejease
service shall be monitored for integrity in
) accordance with 3-8.2.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056, A work order for removal of the canopy
S$S=D. | constructed of combustable materials was
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_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB MO, 6938-8391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION 3 gg;r; LSEU{ITE\EEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ABULONG 04 - AN BUILDWNG 01

185152 B WING 10/28/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
566 BOURNE AVENLIE
BRITTHAVEN OF SOMERSET SOMERSET, KY 42501
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES |a] PROWVIDER'S PLAN GF CORRECTION xs)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
. DEFIGIENGY)
K G536 | Continuad From page 2 K 056 | Director of Environmental Services on I
11/16/10.
[
This STANDARD is not ret as evidenced by: The facility Administrasor or designee will
Based on obeervation and interview, the facility raview any plang for construction of awnings
failed to ensure a combustible canopy at the back in excess of four feet to ensure thjzy are
of the facility was sprinkler protected as requirad. constructed of appropriate materjals.
The ﬁndings include:; Date of Completion -1 124032010
During the Life Safety Code survey on October
28, 2010, at 8:3C a.m., with the Director of
Maintenance (DOM}, a combustible canopy
approximately 9 feet by 12 feat, located at the
back stairwell exit of the facility, was observed not
to be of nancombustible construction or sprinkler
protected. Combustible canopies exceeding four
faet in width must be sprinkier protected, An
interview-with the DOM on October 28, 2010, at
8:30 a.m., revesled the DOM was not aware of
this requirement.
Reference: NFPA 13 (1999 Edition}.
5-13.6.1
Sprinklers shall be installed under exterior roofs
or canopies sxceeding 4 Tt (1.2 m) in width,
| Exception; Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustibie or
limited combustible construction,
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K O72| The direct care staff removed the items from
$S=D the corridor and placed them in the
Means of agrass are continususly maintalned frae appropriatc storage locations.
of all obstructions or impediments to full instant | l
use in the casz of fire or other emergancy. No | All other corridors were checked by the Unit| .
furnishings, decorations, ar other objects obstruct ! Coordinators to ensure that equipment was -
$x1|ts1.oaccess to, egress from, or visibility of exits. not being stared in them.
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185152 B WING | 10/28/2010
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x4} ID BUMMARY STATEMENT OF DEFICIEMCIES I PROVIDER'S PLAN OF CORRECTION (9
PREFIX {EACH DEFICIENGY MUST RE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE RATE
DEFICIENCY)
K072 | Continued From page 3 K 072] On 10/28/10 the Staff Development Nurse
: initiated staff reedvcation related to proper
. ) . storage of equipment when not in use.
This STANDARD is not met as evidenced by:
Based on observation and interview, the facility The director of environmentat services or
1 failed to ensure that corridors wera maintained designee will conduct random audits of the
free from obstructions to full instant use in the corridors to ensure that equipment is returned
case of fire or other emergency, Thie deficlent to the proper storage location after use.
pracfice affected three (3} of three (3) smoke . _
compartments, staff, and twenty-nine (29) These avdits will be conducted weekly for
residents. The facility has the capacity for 136 four weeks and then per the established gi
beds with & census of 125 on the day of the calendar.
survey. :
L ! Results of these audits will be presented to
The findings include: the quality improvement team based on the
During the Life Safety Code tour on October 2, sstablished schedule. 1dentified fssuss wil
2010, at 10:50 a.m., with the Director of ¢ corrected and addressed as indicated.
Maintenance (DOM} a linign cart, wheelchair, two )
lifts, and a three-bag roller cart were noted to be Date of Completion (20372010
not in use and unattended on the first floor
corridors. On Oclober 28, 2010, at 11:25 a.m,,
an interview with the (DOM) revealed staff had
been made aware in the past these iterns were to
be stored when not in use. Corridors are
intended for means of egrass, internal traffic, and
emergency use, not storage spaces. The Life
Safety Code has specific requirements for |
sforage spaces. These itams would also imif the :
use of the hand rails by occupants of the building '
when needed. These items could atso interfere
with emergency services in an emergency
situation. The facility was citad in 2007 and 2008
for this same deficient practice.
E i
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BTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: IS N ETED..
A BUILDING 0z - MAIN [FEREIRG
185152 B. WiNG
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, &
565 BOLIRNE AvEH
BRITTHAVEN OF SOMERSET . SOMERSET, K]
oD SUMMARY $TATEMENT OF DEFICIENCIES ] PROVIQ
PREFTX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRET
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG ~ CROSG-RE
K 00D | INITIAL COMMENTS K 00C| DISCLAIMER:
- Britthaven acknowledges receipt of the
A life safety code survey was intiated and , Statement of Deficiencies and proposes this
concluded an October 28, 2010, for complianca .| Plan of Correction to the extent that the ¥
with Title 42, Code of Federal Regulations, summary of findings is factually correct and
§483.70. The facility was found not to be in : in order to maintain compliance with
compliance with NFPA 101 Life Safety Code, : applicabie rules and provisions of quality of
2000 Edition, , care of residents. The Plan of Cerrection is
: submitted as a written a)legation of
Deficiencies were cited with the highest deficlency compliance.
identified at "F” level . .
K018 NFPA 101 LIFE SAFETY CODE STANDARD K 018 | Britthaven’s response to this Statement of
58«F . Deficiencies does not denote agreement with
Doors protecting comidor openings are the Statemment of Deficiencies nor does it
constructed to resist the passage af smoke. constitute an admission that any deficiency is
Doors are provided with positive latching accurate. Further, Britthaven reserves the
hardwara, Dutch doors meeting 18.3.6.3.6 are right to refute any of the deficiencics on this

permittad. Roller latches are prohibited.

Starernent of Deficiencies throngh Informal
18.3.6.3

Dispute Resclution, formal appeal procedure:
and/or any other administrative or legal

proceeding.

This STANDARD is nof met as evidenced by:
Based on observation and interview, the facility
failed to ensure a comidor could resist the

' paesage of smoke as regquired, This deficient

i practice affected ane (1) of two (2) stnoke
compariments, staff, and' approximately twenty
(20) residents. The facifity has the capacity for 30
beds with & census of 28 on the day of tha
survey. _ ) .

The findings include:

During the Life Safety Code four on October 28,
2610, at 11:30 am., with the Diraclor of
Maintenance {DOM) a venlilation grill wes
observed in the bottom haif of a comridor door to

PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE %8} OATE

WS TaK /. // 2 Y// {74
ding with an astarsk (7) denates & deficlency which the Institution may be excused from corracting providing It is detamnined that
ather sefeguards provide sufficient protection to tha patlents, (Ses insinuctions.) Excepl for numing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whethar or nol a plan of comestion is provided, Far nursing homee, the above findings and pians af carrection are disclpsabis 14
davye following the dale these documents are made avaitable o the facility, If deficiencies are cied, an approved plan of comaction is requizite to continued
program paicipafion, , ’
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG | CROSS-REFERENCED TO THE APPROPRIATE PaTE
_ i DEFICIENCY)

i

K 018 | Continued From page 1

the Nourishment Room. This gril! is not an
approved devica for this typa of room., An
interview on October 28, 2010, at 11:30 a.m., with
the DOM revealed the grill was put there to heip
cool off equipment located in the mom. The
DOM was unaware this type of grill was not an
approvad device,

|
i
i
;
&
i
E
|
!
M

Reference: NFPA 101 (2000 Editior),

16.3.6.3 Corridor Doors.

18.3.6.4 Transfer Grilles,

Transfer grilles, regardless of whethar they are
protected by fusible link-operated dampers, shail
not be used in these wails or goors.

Exception: Doors to toilet rooms, bathrooms,
shower ropms, sink closets, and similar alexliary
spaces that do not contain flammable or
combustible materials shall ba permitted to have
ventilating louvers or to be undercut,

19.3.6.3.3"
Hold-open devices that release when the door is
pushed or pulled shal] ba parmitied

‘A18.3.6.3.3

Doors should not be blocked open by furniture,
door stops, chocks, tie-backs, drop-down or
plunger-type devices, or cther davicas that
necessitate manual unlaiching or releasing action
tc chose. Examples of hold-open devices that
release when the door is pushed or pulled are
friction catches or magnetic catches

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD
88=F : .
A firz alammn system required for iife safety is
installed, tested, and maintainad in accordance
with NFPA 70 National Electrical Code and NFPA
7Z. The system has an approved maintenance

KO18| A metal plate was placed over the ventilation
grille in the door to the nourishment room.

All doors opening to corridors used for
emergeny exit by from resident rooms were

inspected and determined not to
have ventilation grilles.

The facility Administrator provided
information to the Director of Maintsnance
on 11/16/10 related to transfer grilles.

The facility Administrator wil} review and
approve any future modification to doors th
access patient care areas or paths of cgreas.aT

Date of Completion 1270372010

K032 The facilicy*s fire monitoring system
contractor was contacted regarding the
citation. The alarm systems are
interconmected and are capable of
simultaneous full foad operation without
degradaion of the required overall system
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STATEMENT OF DEFICIENGIES 1) PROVIDY mp
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A BULDING 67 - MAIN BUILDING 02
B WING
185152 1072812010
NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS, CITY, STATE. ZIF CODE
BRITTHAVEN OF SOMERSET 755 BOURNE AVENUE
SOMERSET, KY 42501
" Xayp | SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF GORRECTIO
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX i (EACH CORRECTIVE AGTIOON 553310“55 cOMPLETION
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) TAG CROES-REFERENGCED T0 THE APPROFRIATE DaTe
DEFICIENGY?
K 052! Continued From page 2 K 052 iperformance. The fire monitoring system
and testing program complying with appiicable contractor will insiall a component card into
requirements of NFPA 70 and 72, 0.6.1.4 the fire alarm system which will activate the
- audio/visual components of both alarms
regardless of which is triggered.
The building two components already trigger
. building one components.
This STANDARD is nof met as evidenced by: The facility Adminstrator will oversee any
Based on interview, the facility failed to ensure modification to :
E the building fire alarm system funptioned as i The fire monitoring system. The contractor
requiyed by NFPA standards. This deficient ' was provided information on 11719710
compartments, staff, and twenty-eight (28)
residents. The facility has the capacity for 30 The Director of Maintenanee or designee will
beds with a census of 28 on the day of the ov:réec and maintzin the Gre Ehee W
SUIvey. detection/monitoring/extinguishing service
; i compeny's ingpections and system
The findings include: ‘ maintenance to meluds that each system will |
During the Life Safety Code tour on October 28, activato the other per the ssteblished
2010, at 11:40 a.m., an interview with the Director maintenance and mspectnl:n'sc edule. —
of Maintenance revealed the West Wing (new Date of Completion e
building) fire alarm panel was not intarconnected '
1o the fire siarm panel of the existing facility. The
! Director of Maintenance stated the fire alarm
| confractor stated since the West Wing was
separated from the existing facillty by a two-hour :
fire barrier the West Wing fire alarm system could i
function independently from the existing facility.
The fire alarm systems of these twa buildings are |
required to function as a single system. '
Reference: NFPA 72 (1989 Edition).
166213 ‘
: For multiple building premises, the requirements
; of 1-5.7.4 shall apply {0 the atarm, supervisory, !
and frouble gignals transmitted to the supeivising ;
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K 072
SB=F |

i Means of egress are continuously maintained free
. of alf obstrucfions or impediments to full instant

-| exits, access (o, egresa from, or visibility of axits.

: free from obstructions o full instant use ih the

station.

1-6.7.4 :
If the system serves more than one building, each |
building shall-be indicated separately.

3-8.1* Fire Alarm Control TJnits, '
Fire atarm systems shall be permitted to ba either
integrated systems combining all detection,
notification, and auxiliary functions in a single
system or a combination of componant
subsystems. Fire alarm systemn companents
shall ba permitted to share control equipment ar
shall be able to operate as stand alone |
subsystems, but, in any case, they shall be
arranged fo function as a single system. Al
component subsystems shali be capable of
simuitaneous, full ioad operation withoyt
degradaticn of the raquired, overali systern
parformance.

NFPA 101 LIFE SAFETY CODE STANDARD

use in tha ¢ase of fire or other emergency. No
furnishings, decorations, or other objects obstruct

7.1.10

This STANDARD s not met as evidenced by:
Basec on obsarvation and interview, the facility
failed o ensure that cormridore were maintainad

case of fire or othar emergency. This deflcient
practice affected two (2) of two (2) smoke

K 072]

compartments, staff, and twenty-eight (28)
residents. The facility has the capacity for 30

i
K 052, [THIS SECTION INTENTIONALLY BLANK]

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA (X2} MULTIFLE CONSTRUGTION 3
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) X )ggh;il.sgrﬁ;s\éﬁ
A BULDING 82 . MAIN BUILDING a2 ‘
B. WING
. 185152 10/28/2019
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRITTHAVEN GF SOMERSET o655 BOURNE AVENUE
SOMERSET, KY 42501
i) 1D SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TG THE APPROPRIATE DATE
OEFICIENGY) |
K 052 ; Continued From page 3
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DEFICIENCY)

K a7z ) Gontinued From psge 4
' beds with a census of 28 29 the day of the

Survey,
The findings include: _ |

During the Life Safety Code tour on October 28,
2010, at 11:50 a.m., with the Director of :
Malntenance, a linen cart and two lifte were
observed in the corridor. An interview with a staff
member on October 28, 2010, at 11:50 a.m.,
reveaied these types of liems are routinely left to
ohe side af the corridor throughout the facility.
The staff member stated residents had tha option
1o use the handrail at the opposite side of the
coridor if the resident needed to use the handrai,
The staff member stated that he/sha had never

| been instructed to store these items when they
are netin use. Corridors are intended for means
of egress, internat traffic, and emargency use, not
=torage spaces. The Life Safety Code has |
spacific requiremants for storage spaces, These !
ftems would also limit the use of the handrails by i
cecupants of the building when needed. Thess |

K 072 | The direct

On 10/28/

The Direc

four week
calendar.

Ithe corridor and placed them in the
appropriate storage locations.

All other corridors were checked by the Unit
Coordinators to ensure that equipment was
not being stared in them.

initiated staff reeducation related to proper
storage of equipment when not in uss,

designee will conduet random audits of the
corridors ta ensure that equipment is returned
to the proper storage location after use.

These audits will be conducted weekly for

; Results of these audits will be presented to
the quality improvement team based on the

care staff removed the items from

10 the Staff Development Nurse

tor of Environmental services or

5 anid then per the established qi

items could also interfore with emergency established schedule, Tdentified issues wiit
services in an emergeney situation, The facility be corrected and addressed as indicated.
vias cited in 2007 and 2008 for this same
deficient practics. ' Date of Complstion 12/03/2010
i
b
b
i
§
J . .
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