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A fadility must immedialely inform the resident;

; consult with the resident's physician; and if
known, nofify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
Injury and has the polential for reguiring physician
‘intervention; a significant change in the resident's
physical, mental, or psychosccial status (e, a
deterioration in health, mental, or psychosocial
stalus in either ife threatening conditions or
clinical complications); aneed to alter reatment
significantly (l.e., a naed to discantinue an

‘exjsiing form of treatment due fo adverse
consequences, or fo commence a new form of
freatment); or a decision to fransfer or discharge
the resident from the faclity as spe-cnﬁed
$483.12(a).

The faciiity must also promptly nofify the resident
and, if known, the resident's legal representative
or interested family member when thers is a
change irt room of roommate assignment as
specified In §483.15(e){2); or a change in
resident rights under Federal or State law or

| reguiations as specified ln paragraph (b}{1} of
this secfion.

The facility must record 'and periodically update
the address and phone number of the residant's
legal representative or inierested family member.

4D SUMMARY STATEMENT OF DEFIGIENCIES in) PROVIDER'S PLAN OF CORREGTION x5}
FREFDX (CACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 000! INITIAL-COMMENTS £ oog| Somerset Nursing and Reha.b.ﬂitaﬁorf Facility does
: not believe nor does the facility admit thatany
An abbreviated standard survey (KY17195) was deficiencies exist.
conducled on 11/22-23/11. The allegation was . L
substantiated. Deficient practice was ideniified at Somerset Nursing & Rehabilitation reserves all
B 'G' level, with an opportunity to correct, rights to contest the survey findings through the
F 157, 483.10(B)(11) NOTIFY OF CHANGES F 157} informal dispute resolution, legal appeat

proceedings or any administrative or legal
proceedings. This plan of correction does not

*- constitute an admission regarding any facts or
" circumstances surrounding any alleged

deficiencies to which it responds; nor is it meant
to establish any standard of care, contract,
obligation or position. Somerset Nursing and
Rehabilitation reserves all rights to raise possible
contentions and defenses in any type of civil or
criminal claim, action or proceeding. Nothing

! contained in this plan of correction should be

cansiderad as a waiver of any potentially
applicabie peer revisw, guality assurance or self
critical examination privﬂegeé which Somerset
Nursing and Rehabilitation does not waive, and
reserves the right to asset in any administrative,
civil or criminal claim, action or proceeding,
Somerset Nursing and Rehabilitation offers its
response, credible allegations of compliance and
plan of correction as part of its on-going effort to
provide quality care to residents.

Semerset Nursing and Rehabilitation strives to
pravide the highest quality care while ensuring
the rights and safety of all residents. _
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| AM {0 have sustained no injuries. However, on

The findings include:

This REQUIREMENT is not metf as evidenced
by ‘ '

Based on inlerview, record review,
accidentAncident report review, and a review of
the facility's Changes in Resident's Condition or -~
Status policy/procedurs it was determined the
facility faited fo ensure the resident's physician
was noiified of a significant change in condition

H
i

for one of three sampled residents (Resicent #1). !

Resident #1 experienced ahon»wimessed fallon
09/21/11 and was assessed by the facility at 4:.05

03421111, at 10;00 AM, the faciity assessed the
resident and noted the resident had a dark
purplefred discoloration fo the right handflower
arm area and the resident also complained of
‘pain. The facility failed to nofify Resident #1's
physician of the change in the resident's -
condiiicn. Documented assessments revealed
Resident #1 continued fo have discoloration,
edema, and pain te the right upper extrermity and
was diagnosed on 09/27/11 by an orthopedic
surgeon fo have a right distal radius fracture.
{Refer to F309.) :

A review of the facility's Changes in A Resident's
Condition or Status policy/procedure (dated
01/09/03) revealed Nursing Services would notify
the resident's attending physician when the
resident was involved in an accident or incident
that involved injury, when the resident

experienced & significant change in physical
status, or when there was a need 1o significantly . |
alter the resident’s treatment. i

PREFIX (EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- . DEFICIENCY}
. F157 483.10(h)[11) NOTIFYING OF CHANGES
Continued From page 1 F 157 -

It is and was on the date of the survey, the palicy
of Somerset Nursing and Rehabilitation to
immediately inform the resident, consult with the
residents physician; and if known, notify the
residents legal representative or interested family
member when there is an incident or change of
status that ’

1. Resident # I is no longer a resident of this
facility.

2. All residents with acute medical issues
that could represent a change of status
have been reviewed for proper
notification. All incidents and their
subsequent reports have been reviewed
from the previcus 30 days to determine if

- any other regidents had issues that had
not been addressed through the
notification process required in Fi57,
These reviews were done by the DON and
RN House Supervisor.

3. The nursing model of this facility is being
changed to implement Unit Coordinators
over all 3 nursing units. This will provide
unit based leadership with a more locus
of conitrol. Allticensed staff have heen
educated 12/1/11, on this nursingmodel.

and F157 requirements of notification.
|
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08/01/11. Documentation revealed the resident
had fallen at home and sustained fractures o the
left humerus and femur that required surgical

< intervention.

A review of the admission Minimum Data Set
{MDS) assessment dated 08/13/11.revealed the
facility had assessed the resident to be
cognitively impaired and to be at risk for falls.
Resident #1's Comprehensive Care Plan dated
811511 reveaied the facility assessed the
resident to have a potential for alterafion in
comfort related o the resident's history of falis
and fractures,

A-teview of an Accident/incident report dated
08720011, at 4:08 AM, revealed Resident #1 was
found on the floor after an appareni fail.
Documentation revealed facility staff assessed
the resident and noted the resident had sustained
no injuries. A review of the incident report and
nurse's notes dated 09/20/11, at 8:00 AM,
indicated Resident #1's physician was conlacted
by {elephone and notified of the resident's "no
injury fall.” :

A review of documentation in the nurse’s notes
revealed on (#/21/11, at 10:00 AM, Resident #1
complained of pain to the right handflower arm,
was "guarding” the area, and the resident's right
handfwrist was "dark purplefred” in color. .
However the facility failed to notify Resident #1's
physictan of the assessment or the resident's
complainis of pain. Confinued review of the

Resident #1 complained of pain in his/her.nght

medical record revealed on 09/21/11) at 3:00 PM, |-

5. December 19, 2011
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F 157 | Continued From page 2 F 157
: ‘ ‘ S 4. Unit Coordinators will evaluate all
The facility admitted Resident #1 fo the faciiity on incident reports on a daily basis that

oceur on their unit Monday through
Friday. Manager on Duty will review on
weekends. An audit for proper
notification of the resident/physician/
responsible party will be done at that
time. Correction and reinforcerment of
the process will occur at the time of the
audit when any deficient practice is
observed. In addition, these incident
reports will be brought to the morning
meeting for review by the
interdisciplinary team.
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1 to Resident #1 on 06/21/11. Accerding o the

| previousty complained of pain in the right

"t right handiwrist "fine” and could "pick stuff up”

#1's complaints of pain and the discolored area fc

handfwrist when hefshe atternpied fo make 8 fist.
In addition, documentafion revealed the resident's
right hand/wrist was edematous and discolored.

An interview conducted with Licenlsed Practical
Nurse {LPN) #1 on 11/22/11, at 455 PM,
revealed she had been assigned {o provide care

LN, Resident #1 complained of pam fo histher -
right handfwrist area on 09/21/11 and the
resident’s right handAwrist was edematous and
discolored. LPN #1 stated Resident #1 had not

handfwrist and acknowledged the resident had
experienced a changs in condition. However,
LPN #1 stated Resident#1 couid "move” hisfher

therefore she did nat notify the resident's
physician of the change in the resident’s condition
at that ime. According to LIPN #1, Resident #1
had a follow-up appoiniment scheduled on
D8/22/11 with the orthopedic surgeon who had
treated and surgically repaired the resident's left
humerus and femur fractures, and assumed the
surgeon would evaluate the right hand/wrist area
at that ime. I addition, LPN #1 stated she
notified the Director of Nursing {DON} of Resident

his/her handfarist (unable to state date and time).

Documentation in the medical record on
09%/22/11, at 8:00 AM, and interview conducted
with LPN #2 on 11/22/11, at 5:35 PM, revealed
Resident#1 complained of pain and guarded the
right extremity, and the right extremity was nofed
o be'edematous. Based on documerdaiion, the
resident had a follow-up appointment that day

{08/22/11) with the orthopedic surgeon and the
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| medication to the resident. Interview with LPN #3

 Resident #1's right handfwrist (Unabie o state

surgech would evaluate the resident's nght armm.
However, nurse's notes dated 0922111, at 2:00
PM, revealed Resident #1 had been transported
to the follow-up appointment with the orthopedic
surgeon but the appointment had been
rescheduled for 08/27/11, and the resident was
not assessed by the physician. LPN #2 stated-
she was aware Resident #1 had not received an
evaluation or treatment of the right hanhd/wrist
when the resident returned to the facility, but
since the resident had “good range of motion”
and could move the extremity she "did nét think it
was an ermergency,” and-Resident #1 could wait
untif the appoinfment on 089/27/11 fo have the
right handflower arm evaluated.

Documentation on 8/22/11, at 9:00 PM, in the
resident's medical record revealed LPN #3 had
noted Resident #1's right extremity was
discolored, the resident cornplained of pain fo the
right extremnity, and e LPN administered pain

on 11/22/11, at 5:30 PM, revesled he "assumed
the doctor had been notified™ and was aware of .
the area on Resident #1's right wrist/arm, and
took ne further action.

Further review of documentation revealed enfiies
on DR/23/11, 09/24/11, 09/25/14, 08/26/11, and
O%/27/11, that Resident #1 had continued o have
edema, discoloration, and corplaints of pain to
his/her right hand/wrist, howaver, the facility staff
failed 1o notify the physician of the resident's
change in condition.

The DON confirmed in interview on 11/22/11, at
5:00 PM, that she was nofified of the area on
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Continued From page 5

date or time) and had "looked" at the area. The
DON stated when she observed Resident #1's
Tight handiwrist, the area was discolored and
adematous, but because the resident was
walking in the hallway with the use of a walker,
and since the resident was not complaining of
pain, she did not feel further intervention was
warrenied. The DON siated she was unaware
Resident #1 had complained of pain on several

.i pther occasions. However, after a review of the

assessment in the resident's medical record
conducted on 09/21/11, at 10:00 AM, by facility
staff, the DON stated Resident #1's physician

{"should have been called” al that ime.

An interview was con’ducted on 14/23/11, st .20

't aM, with Resident #1's atterding physician. The

physician confirmed he had been notified on
09/20/11 that Resident #1 had falien and
reportedly had not sustained an injury. However,
the physiclan stated he had not been nofified that
Resident #1's hand/arm had been edematous or

discolored, or that the resident had comptained of |

pain. The physician stafed he should "absolutely”
have been notified of the change in Resident #1's
condifion so appropriate evaluation and treatment
could have been performed timaly. .

A review of documentation from Resident #1's
office visit on 09/27/11 and intarview with the
orthapedic surgeon on 11/23/11, at 11:00 AM, -
reveaied Resident #1 complained of right wrist
pain during the follow-up appointment with the
arthopedic surgeon on 08/27/11, and subseguent
X-rays obtained on 0%/27/11 revealed the resident
had a minimally displaced radius fracture of the
right extrermity. : '

483 .25 PROVIDE CARE/SERVICES FOR

F 157

F 308

F309 483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Itis and was on the date of the survey, the policy
of Somerset Nursing and Rehabilitation to provide
quality care and services for the resident’s highest
well being.
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" | and plan of care. : :

1 This REQUIREMENT is not met as evidenced

.| discoloration to the area. The facility failed to

Each resident must receive and the facility must
provide the necessary care and services o attain
or maintain the highest practicable physical,”
mental, and psychosocial well-being, in
-accordance with the comprehensive assessment

by. ,

Based on interview, record review,
accidentincident report review, a review of facility
policies, and docurmentation received from a
physician's office, i was determined the facifity
faled fo ensure necessary care and services
were provided for one of three sampied residents
(Resident #1) in order to maintain the resident's
physical well-being. Resident #1 sustained a 7all
on 09/20711 and was assessad by the facility ko
have no injuries. However, from 09/21/11
through 09/27/11, Resident #1 complalned of
pain to the right handiwrist and/or was assessed
by the facilty to have dark purple/red

seek further evaluation or treztment for the
resident’s right handfwrist and on 08/27/11, six
days after the onset of pain and the assessmernt

of edema and discoioration to Resident #1's right :
hand#wrist, the resident was diagnosed with a
right distal radius fracture. (Refer to F157.)

The ﬁnciiﬁgs- inciude: -

A review of the facility's Falls Follow Up Protocol
{undated) revealed each resident who
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
. A BUILDING
C
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SOMERSET HURSING AND REHABILITATION FACILITY ; i
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o6y 1D SUMMARY. STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION i s
FREFIX (EACH DEFICIENCY MST BE PRECEDED EY FULL PREFX {EACH CORREGTIVE ACTION SHOULD BE i COMPLETION
T TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE | DATE.
DEFICIENCY) :
F 306 | Continued From page 5 F 309 . : ‘
58=C | HIGHEST WELL BEING - 1. Resident # 1 is no longer a resident of this

2.

_ Physician orders, shift report and acute

facility.
All residents with acute medical
conditicns or récent incidents have been
reviewed by the PON and Quality
Assurance Nurse to ensure that no
subsequent services needed to be
provided.
The nursing model of this facility is being
changed to implement Unit Coordinators
over all 3 nursing units. This will provide
unit based leadership with a more locus
of control. Residents who have a change
of condition that may indicate further
services will be placed on the acute -
charting log and followed up daily for
such an assessment of services by the
Unit Coordinator.

charting logs will be reviewed daily by the
nurse management team(DON, Unit
Coordinators, MDS Coordinaters)
following morning rmeeting to review for
any subsequent need of services that may
not have been identified previously.
Managers on Duty will review on the
weekends.

December 19, 2011,
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SUMMARY STATEMENT GF DEFICIENCIES

experienced a fall would be assessed for
complications from the fall for 24 hours, with the
findings documented in.the medical record.
However, the protocol did not diredt staff on what
actions were to be taken if an abnormal finding or
complication was found.

The faciity admitted Resident #1 on 08/G1/11,
after the resident had sustained & severe fall at
home, was hospilalized, and underwent surgery
for a fractured left humerus and left fernur.

A review of Resident #1°s admission-Minimum
Data Set (MDS} assessment dated D8/13/11
revealed the facilily assessed the resident to be
cognitively impaired and at risk for falls. A review
of Resident #1's Comprehensive Care Plan dated
08/15/11 revealed the facility assessed the
resident to have a potenfial for afteration in
comfort related to the resident's histary of falls
and fractures. :

A review of Nursing Notes and an
Accidentfincident Report, both dated 09/26/11,
revesled on 09/206/11, at 4.05 AM, staff observed
Resident #1 on the floor in the hallway as a result
of an apparent fall, The facility assessed '
Resident #1 to have no injuries as a result of the
apparent fall.

An interview on 11/22/11, at 4:55 PM, with
Licensed Practical Nurse (LPN) #1 and review of
documentation in Resident #1's record dated
021711, at 10:00 AM, revealed facility sfaff
noted Resident #1's right handAwrist had a dark
purpie/red discoloration and the resident
complained of pain when the area was touched.
LPN #1 stated prior in this time Resident #1 had
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not compiained of pain nor had edema or
discoloration to the right extremity and thereforg
had not exhibited a change in condition, The
LPN stated she was aware the resident had
sustained a fall on 09/20/11 and had notified the
Director of Nursing (DON} (unable o recall date
and time) of the discoloration, edema, and the
resident's complaints of pain to the right :
handfwgist. Based on an assessment on
| 09/21711, at 9:00 PM, Resident#1 confinued to o
have edema and discoloration of the righi ]
handfwrist and compleined of pain when hefshe
attempted to maks a fist :

Confinued review of documentation and an
interview conducted with LPN #2 on 11/22/11,at
5:35 PM, revealed on 89/22/11, at 8:00 AM,
Resident #1 had edema, complained of pain, and
. guarded the right extremity. The entry also
revealed the resident had a follow-up
appointment that day (09/22/11) with the
orthopedic surgeon and the surgeon would
evaluate the resident’s right am at that ime.
However, documentation revealed the resident
was transported to the physician's appointrment

| but the physician was unable to assess the
resident and the appoiniment was rescheduled
for Q9/27/11. Confinued interview with LPN #2 -
revealed she was aware when Resident #1
retumed o the facifity on 08/22/41 and that the
resident had received no evaluafion or treatment
of the right extremity, However, LPN #2 stated
that due to the resident's ability to move the
extremity with "good range of motion™ she "did not
think it was an emergency.” Per interview she
thought Resident #1 could wait to have the right
extremity evaluated by the orthopedic surgeon on
0927111, six days after resident #1 started

H
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.| #1's right wrist/arm; and the LPN tock no further

reviewing the documentation.

complaining of pain and edema and discaloration
was noted to the resident's right handfwrist,

In addifion, decumeniation on 08/22/11, at 3:00
PM, revealed LPN #3 noted Resident #1 had
discoloration of the right extremity, complained of
pain, and pain medication was administered.
inferview with LPN #3 on 11/22/11, at 6:30 PM,
revealed he "assumed the docior had been
notified” and was aware of the area oh Resident .

action.

Review of the nurse’s notes revealed eniries on
09/23H11, at 8:30 AM, of edema, purple
discoloration to the extremity, and complaints of
pain, and at 8:00 PM, of discoloration. Firther
review of Resident #1's nurse's nofes revealed
entrias an 0924411, 09/25/11, 09/26/11, and
09r27/11, which continued {o describe the edama
and discoloration of the resident’s right
hand/iwrist

An interview wih the DON on 14/22/41, at 500
PM, reveaied she had been notified of the arsa
on Resident #1's right hand/wrist and had
"looked" at the area, however, the DON was
unable o recall the date or time. The DON sizafed
hecause Resident #1 was able to move hisher
right exdremity, utilize a walker by )
grasping/holding onto it, and had not complained
of pain, *nothing aleried me that anything else
needed fo be done." Howeaver, afier a review of
documentation in Resident #1's record the DON
stated she was Unaware the resident had .
complained of pain to'the right hand/wrist prior to
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An interview with Resident #1's attending ‘
physician on 11/23/11, at 3:00 AM, revealed he

{ shouid have been notified of Resident #1's ,
change in condition so evaluation and treatment
could have been provided imely.

. | A review of nurse's notes dated 08/27111, at
12:30 PM, revealed Resident #1 was transported
fo the orthopedic surgeon's appointment for the
follow-up visk related @ the prior left-sided
fractures. A review of documentation from the
physician's office revealed Resident #1
complained of right wrist pain during the
evaluation, and subsequent x~-rays obtained on
09/27/11 revealed the resident had a minimally
displaced radius fracture of the right extremity.
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