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F 000 | INITIAL COMMENTS - . ~* F000; Somerset Nursing and Rehabilitation Facility does
not helieve nor does the facility admit that any
A standard health survey was conducted on : deficiencies exist.
04/10-12112. Deficient pracfice was identified ‘;
=991 :’gg 1”;9( l;‘%t;(e;i _IS_E_[?SEB&E”I‘E;’;‘L_EF“ES;D” fevel. sl Somerset Nursing & Rehabilitation reserves all
83.13(a . 21 - . . . 1. ] :
‘ ) : rights ¢ test thi d h th
ssep | PHYSICAL RESTRAINTS . ) ;F1g tsto cc.»n ast esun'rey findings through the
. : informal dispuie resotution, iegal appeal
The resident has the right to be free fiom any proceedings or any administrative or legal
physical restraints imposed for purposes of proceedings. This plan of correction does not
discipline 0f convenience, and not required to constitute an admission regarding any facts or
treat the resident's medical symptorms. . .
- circumstances surrounding any alleged

deficiencies to which it responds; nor is it meant

ghls REQUIREMENT is not met.as evidenced to establigh any standard of care, contract,
; oy: N . .

Based on oaservahon, interview, medical recerd obligation or position. Som?rset NursFHg and
review, and a review of the Tacility's Resiraint - | Rehabilitation reserves all rights to raise possibie
palicy, the faciity falled fo ensure one of . contentions and defenses in any type of civil or
iwej-l_ty“three Samp{ed residents was. free from criminal C[aimr action or proceeding“ Nothing

physical restraints (Resident#7}. Resident #7

was cbserved ko be in a whaalchalr with a safety contained in this plan of correction should be

nelf during the survey conductsd on D4/A0-12/12, | considered as a waiver of any potentially
Resident #7 was also assessed o requira fulf ‘ applicable peer review, quality assurance or self
bilateral side rails while the resident wes inbed. | critical examination privileges which Somerset

There was ne evidence the faciity had identified . rriad ,
the presence of & medical symplom for Resident Nursing and R’ehablhtanon‘ does not m‘,ra.we_, ar-1d

#7 that required the use of full side rails and ! reserves the right to asset in any administrative,
safl_e_ty be]t as a physical restraint. tn additon, the civil or criminal claim, action or proceeding. :
facility failed to evaluate the use of the bed rails Somerset Nursing and Rehabilitation offers its :

and safety belt in a systematic process of s . .
evaFuatliotr): o atfem};sfsfo reducepcr efiminate the response, credible allegations of compliance and

i use of the safety belt and full side raiis forthe plan of correction as part of its on-going effort to -
resident, provide quality care to residents.
: The findings include: Somerset Nursing and Rehabilitation strives to

A review of the facility’s Restraint poficy (dated provide the highest quality care whiie ensuring
01/08/03) revealed physical resfraints were fo be the rights and safety of all residents.

ORATORY DIREGTORS CR FROV!DER.’SUPPLEE EP?“SEN"ATNE‘S Si:)rA‘IURE TITLE / é fe} DATE ’ i

el Do, Loy v'/‘%f’r

y%jeﬁcaermy st 1it anding with &n asténsk 4] dennées a de‘icsency wi:zch the ﬁstltutm:z may be excused from corecting providing’ 1’( [ éaérmmad that

erisafeguams provilie sufficlent protection to the patients. (See insfructions.) Except for nussing homess, the findings stated above are discicsable 54 days .
following the date of survey whether or net a ptan of correction is provided. For pursing homes, ihe ahove f indings and plans of correction are disclasable 14 !
days folowing the date these documents are made avaﬁabie to the faciity, I deficiencies ars cited, an approved pian of correction is requisite o continued
program pasticipetion.
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| Review of the comprehensive care plan for

used after affernatives had been tried .
unsuccessfudly. The policy stated physician's
orders would indicate the specific reason for the
{ device and the need for the restraints would be

| re-avaiuated af least quarterly to.determine their
{ continued need, The policy/procedure noted
 *every effort will be made fo elimipate their use.”
The policy failled to include a defnition for a
resfraint.

A review of the medical recard revealed Resident
#7 was admitted {o the facility on 10/05/05, with
diagnases including Ssnile Dementia,
Hypettension, Cerebrovascular Disease,
Ostecarthriiis, Macuiar Degensration, and
Arfropathy. A raview of the apoual
comprehensive Minimum Data Set (MDS)

- assessment with a reference date of 02/07/12,
revealsd Resident #£7 was assessed {o require
-extersive assistance of one staff person for bed
mobiity and toileting. The tesident was assessed
to require Bmited assistance of one staff person
for transfers and ambulation. The residentwas |
assessed to require side ralls and a chair o :
prevent rising, both of which were coded as a !
resiraint device. Resident #7 was assessed o
have had no f=lls since the prior assessment
dated 11/15/11. Areview of the Care Area
Assessment (CAA) Summmary for restraints dated .
02/08/12, revealed the resident had a nistory of
falis and aftempting fo seffdransfer and ambudate
without help. The CAAncted Resident #7 would

PHYSICAL RESTRAINTS

It is and was on the date of the survey, the palicy

- of Somerset Nursing and Rehabilitation for
physical restraints to be used after other
alternatives have been tried unsuccessfully, for
physician’s orders to indicate the specific reasons
for the device. The needs for the restraints are re-
evaluated at least quarteriy to determine their
continued need and every effort is made to
eliminate their use.

1. Resident # 7 is currently on g restraint
reduction trial. On 5/2/12 a physician’s
order was received indicating the specific
medical reasons for her devices.

2. Al other residents with physical
restraints were reviewed to determine if
they were appropriate candidates for a
restraint reducfion/elimination. These
reviews were done by the Unit
Coordinators. This was compieted on
4/30/12.

3. Administrator and DON provided Unit
Coordinators re-education on the process

of referring a resident with a physical

belt restraint. The CAA further-stated restraint
redugtion and physical therapy (PT) screening
wolid be gonducted quarterly and as needed,

restraint to therapy if their assessment
reveals that the resident is a candidate for
areducticn/elimination. This occurred
on5/3/12. |
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PROVIDERS PLAN OF CORRECTION ?

1 Areview of the current physician's orders dated

: when the resident was in a wheslchair for

‘wera to be usad o assist the resident with bed

Resident #7 revealed the facility had developed a
restraint plan of care o inciude the use of the
seaf beit and side 12its, Interventions inciuded
releasing the restraint every hvo hours and
performing range of motion (ROM} exercises,
kesping the call light In reach, and conducting PT
screening quarterly.

Aprit 2012 revealed 4 seat belt was io be used
posttioning and safety and bitatersd 5l side rafls

mobility, posiioning, and to define bed
parametars. However, there was rio gvidence the
facility had deiermined the presence of a specific
medical sympton that would require the use-of
thase restraint devices. '

A review of the Physical Restraint Evaluation
conducted on 06/01/10, revealed Resident #7
had a history of falis, ostecarthritis, and dementia.
Tne assessment nafed the seat belt and side rails
wese to be considered as restraint devices for the
resident and were 1o be used to protect the
resident from falls. A review of the fall record for
Resident #7 reveaied the resident bad sustained
two talls framy 03/23/11 to 02/22/12 (g timeframe
of eleven months}, when the resident attempfed
to seif-transfer, :

Review of the Physical Resiraint Efimination

|51

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES 0
PREFTK (EACH DEFICIENCY MUST BE PRECEDED BY FullL . PREFIX {EAGH CORRECTIVE AGTION SHOLRLD BE COMPLETION
TG REGULATDRY OR LEC IDENTIFYING INFORMATION) TAC . CROSS-REFERENCED TQ THE APPROPRIATE DATE
: DEFICIENCY)
F 221! Continued From page 2 F224| 4 Unit Coordinators will assess all residents

with physical restraints quarterly to
determine if the resident is a4 candidate
for a restraint reduction/elimination and
make the appropriate referrals to therapy
in order for a restraint reduction attempt
to be conducted. This will be an on-going
measure,

May 6, 2012

Assessment tevealad the seal beli and side rails

“Had Gesn Teviewsd o 08300 T 111201, and

02/07/12. On both of these assessments, the
rasident's score for restraint reduction was noted
to be "14" which indicaied the resident was a

“prigrity candidate" for reskraint reduciion.
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! resident was observed {o be in the wheelchalr -

| to consume the meal while sitting In a wheslchair

| dgain observed to be in the wheelchair with the

white in the bed; however, full side rails were
i cbservad o be in.place on the resident's bed
! during the survey conducted on 04/19/12 thrrough

CTASSEREAN [CNAT#2 on 04/ 1112, at 410PM,

However, there was no evidence the faciity had
atternpted restraint alternatives, restraint free
periads, of a reducton since G4/02M1.

Resident#7 was observed on (4/10/12, at 2:30
PM, fo be sitting in a wheelchair in the doorway of
another resident's room. A seat belt attached to
the.chair was obhserved to be amound the
resident's wafst and a chair alarm was alse nofed
to be attached to the wheslchair. Resident #7
stated, "| don't kiow why hat s thefe; they just
put it there® On 04/10/12, at 5225 PM, the

with the seat belt and chair alarm in place whiie
eating dinner in the facility dining room. The seat
beit remained in place during fthe meal. Resident
#7 was again ohserved on 0411112, at 8:35 AM
and at 10:50 AM, sitting in 2 wheeichair with the
seat belt in place. During the noon meal an
04111112, at 12:15 PM, the resident was observed

with the seat belt in place. 'Resident #7 was
seat belf and chair alam in use on 04/12/12, at

8:30 AM and 9:35 AM. There were no
opportunitiés for observations of Resident #7

04/12/12.

An interview conducted with Cerfified Nursing

STATEMENT OF DEFICIENCIES | |{¢1) PROVIDER/SUPPUERICUA (%23 MULTIPLE CONSTRUCTION £43) IiVTE SURVEY.
AND PLAN OF CORRECTION IDENTGFICATION NUMBER: -CORPLETED
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x4) 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION ! )
PREFIX {EACH DEFICENCY MUST BE PRECEDED RY ELILL PREFIX (EACH CORRECTIVE ACTICN SHOWD.BE ¢ CAEELETION
TAG REGULATORY QR LSC IDENTIFYING IKFORMATION; TAG CROSS-REFERENGED TO THE AFPRCPRIATE | BATE
F 221! Continued From page 3 F 221
Fag ;

vl Resident #7 required the use oi the
safety belt and side rails dusto a fall risk. The
CNA stated she had provided care foir Resident
#7 for two years and both the safety balt and side
rails had been used. CNA#2 stated the resident
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reportedly would try to get up, unassisted, without
the uss of the belt and side sails, but she had not
observed the rosldent making these altempts. -

An interview conducted with CNA£3 04/12/12_ at
"10:35 PM, revealad the CNA had Deen providing
care for Resident #7 for approximately three
years and the resident had the fult side rails and
seat belt resiraints during that ime. CNA#3
stated she had observed the resident atternpt io . .
climb cut at the foet of the bed unassisted and _ A i
believed the davices wem to keep the resident :

from falling. CNA#3 stated she could not recall
any other afternatives being attempted for
Resident #7. :

Interviews conducted with Restoraiive Aides ]
{RAs) #1 and #2 on 04/12/12, gt 1010 AM,
revealed the RAs were assigned o work @ the :
dining rccm during meals. Tha RAs stated
restraint devices ware 10 be removed from the
residenis during meal imes and stated staff must
have fergotten:-to remove the seat belt from
Resident #7 during imeal fimes.

An Intetview conduicted with the Occupational
Therapist (OT) on 04M1212, at 10:15 AM,
revealed residents wene screened on a quarterly
basis to determine if the resident had any
significant changes that required a therapy
service. The OT stated an evaluation of 12

int was not included as part of the quarterly

[ The OF stated restraint radicasn hay

beerratternpted for the-seat beltfor Resident#7
in Apri 2011, but no further attempts had been
fried. The OT was not aware of any atlempis to
reduce/eliminate the use of the. fufl side raiis for
Resident #7. The OT further siated she wes not
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familiar with the Résiraint Birminatian
Assessment compisted by the nursing staff.

Interview conducted with the Uit WMansger {UM)
on 04/ 2/12, at 10:50 A%, revealed the Ul had
gonducted the Resfraint Eimination Assessment
for Resident #7 on 02/07/12, and had defermined
the resident was appropriate for restraint
reduction. The UM steted when this
determination was made a referrsi.was reguired
o be made for Themmpy to evalusts; however, the
UM stzied she did not know i she was

- responsible ta make the sefesai. The UM siated

she had haen at the facility sincs Fe%::uarf 2011 -
and Tl side rails and a safcty betthad been
utﬂized for Resident #7 sinte m

An nterview conducted with e afechs
ControlfQuality Assurance {54 Coosisator on
04712112, at 3:35 PM, revested smerhad
conducted the Restraint Elfmination Assessments
for Resident #7 on 083074 andor 112411,

The QA Coordinator steted the resident’s score
indicated Resident #7 was a carrdidate for

{ reduction; however, no forther stempls for

i  resiraint reductuon/ezmnaiﬁ};, hzd heen
con:krctad for Resident %7 =fer £o% 2011

lnte'\new conducted with the Tirecior of Nursas
F(DON} on 04/12/12, at 6:50 PM, revealed 2
resfraint elimination assessment was reguired fo

The DO%\I stated rf me

_be completed quartery for residemts whaneeded | 1 0
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3
i
H
i
i
i
i
i

caﬂdxdate_ ‘ur_reduat:an:e{rm;ﬂatm a referral to
Therapy was required and restraini reduction
atternpts were to be conducted: The DON stated
the faciiity failed to app__ropﬁa‘rely attemipt to

FORM CM3-2567 Eﬂz ag) Previous Versians Obsclets Evert ID: XLVZ11

Faciiity iD: 100524 f continuation sheet Page 6 of 17



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/26/2012
FGRM APPROVED
OMB NO. 0838-0361

STATEMENT OF DEGENCIES K1) PROVIDERISUPPLIERAGLIA
AND PLARN OF CORRECTION : IDENTIFIGATION NUMEER:

185218

X2} MULTIPLE CONSTRUCTICN {¥3) DATE SURVEY
GCOMPLETED
A BUILDING
B NG '
o 04712728172

RAME OF PROVADER OR SOPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE
106 GOVER STREET, F O BOX 1121

The facility must ensuie thal i js free of
medication error rates of five percent or greater.

1 This REQUIREMENT is not met as evidenced

by:

.| Bnmsed on observations, interviews, record
reviess, and review of facility policy, t was

determined the facility failed to ensure that # was

| Bes of medication error rates of five percent or

| oreder. Adotal of forty opportunities were

| shesmed wih three medication emors, which

affertsd wwo unsampled residents {Residenis A

arE By The faciliy’s medication emor rate was

| five percent.

| The findings include:

Review of the fadilty policy for Administration of
: inhaled Medications (no date) revealed if a
- second puff of the same medication was

: nna minute between puffs. The review of the
¢ pokey also revealed the resident would be
directed o "rinse and spii” after steroidai

fromy the resident’s mouth.

| prescribed the nurse was required to wait at least | -

SOMERSET HERSING AND REHABILITATICN FACILITY SOMERSET, KY 425?2
o i SUMMARY STATEMENT DF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION . x5
PREFTX (EACSFERICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTTVE ACTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATIONY TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENCY}
F 221 Contiued From page 6 F 221
reducsiolimiate the use of the seat beltand ful
side rafls for Residant #? ' :
F 332 485 25{m¥yT) FREE OF MEDICATION ERROR Fa32| F332483.25{m}{1) FREE OF MEDICATION
" 55=0 | RATES OF 5% OR MCRE - EERCR RATES OF 5% OR MORE

_inhalants were administered {o remove residue e

Tt is and was on the date of the survey, the palicy
of Somerset Nursing and Rehabilitadon to ensure
that the facility is free of medication errors rates
of five percent or graater.

1. Noresidents were adversely affected by
the facility practice.

2. Al CMTs have been re-educated on
administering inhalers. '

3. The Director of Nursing has re-edueated
all Certified Medication Technicians on
offering/instructing residents to rinse
and spit after a steroidal inhaler has been
administered. The DON also re-educated
the CMTs on instructing residents to wait
at least one minute between puffs of the '
same inhaler medication. This was
cempleted on 5/3/12.

The Consultant Pharmacist will in-service
_all CMTs on 5/22/12 regarding

! Observations of 2 medication administration on
D4/ 1012, at 315 PM, reveaied Cerfiad
Medication Technician {CMT}#1 administered
che puff of 3 steroidal inhatant, Advair Diskus

and provide them with traihing materials,
as well as provide the material to new
hires, '

instructions.on administration.of inhalers. |
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1 seli-gdministering thé imedication and falled o

: {bronchodilator) 250-50 mey o Resident A
i However, the CMT fziled to offerfinstruct the

{MAR} for Aprif 2012 revealed directions were

‘faifed.to instruct Resident B {0 wait for at least

: Symibicod o Resident B.

| Interview w%mAGMT #1 on 04/10/12, at 3.45 PM,

resident te nnsg and spit after the steroidat
inhaler had been administered. A review of
Resfident A's Medication Administration Record

providid to rinse the rasident's mouth after
administering the Advair inkaler.

CMT #1 was also nbsarved during the 0£/10H2
medication pass (¢ administer twa puffs of a
stercidal inhaler, Symbicort innaler
{anb-inflarmmatory steroid) B0-4.5 mcq o
Resident#8. The resident was observed to
sel-administer two puffs of the inhaler medication
while the GMT watched. ‘Howevet, the CMT

one minute between puffs and failed 1o insiruct
the resident to-rinse and spit after the steroid
inhaler was administered. A review of Resident
B's Medication Administration Record (MAR) for
April 2012 revesled directions were provided to
Anse ihe resident’s mouth after administering the

revealad the GMT believed staff was required fo
wait fen seconds between puffs of an inhaler
medication. The CMT stafed she had been
instructed to ensure the residents. finsed their
mouth after an inhater medication was
administered, but was used 10 the rasident

X4y D SUMMARY STATEMENT OF DEFICIENCIES' o PROVIDER'S PLAN OF CORRECTION o)
BREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTHE ACTICN SHOULD RE COMPLETION
TAG REBULATORY OR LSC ICENTIFYING INFURMATION} G GROSS-REFERENCED TO THE APPROPRIATE DATE
, DEFICIENCY)
Continued. From page 7 F332 4, The DON and Unit Coordinators will

menitor medication passes on all CMTs
who administer inhaler medications at
legst one time a month for the nextsix
months to ensure the facility is free of
medication error rates of five percent ar
greater. In addition, for the nextsix -
months the pharmacy will do med pass
audits at least monthly with CMTs and
with any new CMTs within the first month
of employment.
5. May 23,2012

offerinstruction ordirectiorr to-Residents Arand B

Interview conducted with the Consuftant
Pharmacist on 04/12/12,-at 1:15 PM, revealed
when twe pulfs of the same medication were

3
M
H
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334

required o wait far one minute between puffs of

-admiristration had received diraction for proper

58=0 |

Continued From page 8

administared staflf should wat one minute
between puffs. The Pharmacist stated staff was
required o rinse the residert’s mouth affer an
inhaler was administered o remeove residue. The
Pharmacist further stafed she had provided a
staff in~senvice regarding nstructions for
administration of inhalers.

Interview with the Direcior of Nurses {DON) on
04/12#12, at 6:50 PM, confirmed - staff was

the same inhalerand o rinse the resident's
mouth after an inhaler was administered, The
DON stated a2l staff respensible for medication

administration of inhalers during an in-seivice on
03721112, The DON stafed ali staff had a
post-test after the in-service. The DON further
stated CMA#1 had attended the in-service.
483.25(n} INFLUENZAAND PNEUMCCOCCAL
IMMUNIZATIONS :

The fachity must develap policies and procedures
that ensure that —

{7y Before offering the influenza immunization,
each resident, or the resideni's. legal
representative receives education regarding the
benefits and potenfial side effects of the
immunization;

(i} Each resident is offered an influenza
immunization Oclober 1 thraugh March 34
annuatly, uniess the immunization is medically
confraindicated or the resident has already been

F 33z

F 334

F334 483.25 (1) INFLUENZA AND
PNEUMOCOCCAL IMMUNIZATIONS

It is and wag on the date of the survey, the policy
of Somerset Nursing and Rehabilitation for
residenis to be counseled on the risks of influenza,
efficacy, side effects and contraindications of the
Immunizatons and the resident’s consent or
declination is to be documented, If the resident
gives consent for the influenza vaccing, a
physician’s orde‘r is obtajned and the vaccine is

“| (W} The resident's. medical record includes

immunized diring this ime peniod;

(i) The resident dr the resident’s lagal
representative has the opportunity to refuse
immunization; and

i Immunization status is assessed. Residents are
I counseled on the risks of pneumococcal disease

i
!l

resident’s request the resident’s pnexmococcal
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F 334 | Confinued From page 9 F -334; and Informed of the recommendations of the CDC
documentation that indicates, at a minimum, the prior to administraticn of the vaccine. If consent
following: o o is given for the pneumococcal vaccine, a

{A) That the resident or resident's legal . physician’s crder is obtained and the vaccine is
reprasantative was provided education regarding o
the benefits and potential side efiects of influenza administered.
immunization; and
{B} That the resident either received {he
influenza immunization or did not receive the
influenza immunizatich due fo med:ca( B ]
containdicatons or refusal. 1. Resident # 4 will be offered an
: A | influenza immunization for the 2012
g]hi facility Thu?ct develop pul%cies and procedures influenza season as determined by
at ensure that -- ks b ear
{i) Before offering the pneumococcas ot gmdeimes,'and eéc“ year
imrmunization, each resident, or the residents thereafter. Resident# 20 received the
legal representative recelves education regarding preumocoecal immunization on
the beneﬁ;s and potential side effects of the 4/17/12, and Resident #21 isno
immunization; .
{iiy Each resigent is offered a ppeumacogeal longer'a l‘eSlﬂE:],lt ~
immunization, unless the immunization is 2. All residents will be offered an
medically contraingicated or the resident has influenza immunization for the 2012
(3‘29?}%3’ beeg ’”lmf”'t;fed§ ient's eaal influenza season, as deteriuined by
(iify The resident uf-the res s lega s
representative has the opportunity tn refuse CIXC guidelines, and each yt?ar
1mmun|zahgn’ and thereafter. The Unit-Coordinators
(i} The resident's medical record ing udes completed an awdit on of all resident’s
i fdou»:(:;nmenta'uon that indicated, at a minimum, he charts to determine that the
afiowing: s e
(A) That the resident or resident's legal pneumacoccal vaceine was
representative was provided education regarding administered to all residents who had
the benefils and potential side effects of : signed consent forots to receive the
pneumococeal immunization; and pneumococcal vaccine. This was
(B) That the resideni either received the i | 7712
BHSGITGCBECAT MLz AN OF 0id Tt Teceive ompleted.on 4/17/
the pneumococcat immunizatior due fo medical
confraindication or refusal.
{vrAs an atternative, based on an assessment
and practitioner récommendation, a second
FORM GMS-2567(02-99} Preﬁous F.fers}:c:ns _Obsoleﬂe -Event iD: XLVZ1
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ey i SUMMARY STATEMENT oF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION | 5
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F 334? Contintied Fram page 10 F 334 3. The DON as well as the Uit

i pneumccoccai immunization may be given after 5

i years following the first PrEUMoCcoCcE]
Himmunization, unless medically coniraindicated or
ithe resident or the resident's legai representative
|—91U395 the second armunization.

%

t Th;s REQU%REMENT is not met as evidenced
by:

Bzsed on interviews, record review, and raview
of facility poficy/procedure & was determined the
faciity fajled Io ensure influenza and
prewmococcal vaceines were offered/pravided fo
‘residents. One of twenty-three sampled residents
{Resident #4} had no gvidence the influenza
vactine had heen cffered and/or administered.
Two of twenty-three sampied residents
{Residents #20 and #2 1) had signed consent
formis to receive the preumacoceal vaccine but
there was na documenied evidenice the vaccine
had besn administared., '

The findings include:

Areview of the faciity policy/procedure enfitled
Immunization Against Influenza (not dated}
revealed residents were to e counseled on the
risks of infiuenza, efficacy, side effects-and
contraindications of the immonizations and the .
resident’s conseat or declination was to'be
docurmiented. [f the residert gives consent for the

Coordinators will cemplete-chart
audits at least one tine a month for
i . the next twelve manths to ensure .the
( facility is in corapliance with influenza
and pneumococcai vaccinations, In
addition, the MARs will include th
due dates for influenza and
poeumococcal vaccinadoins.
4. Agpartof the ongoing C4I program,
these areas will he menitored by the
:‘DON to ensure that kxflusrra and
preumococcal vacchations are up to
date. This will be reported at least ohie
time a quarter as s partef e O
process.
May 56,2012

o

P

Trinflierza vascis, 3 physCin s oidet 5 ohianed
and theé vadcine is administerad. The Centers for
 Disease Control (CDC) guidelines are used to

i determine the influenza season. A rsview of the

! facility: peficyfprocedure entitled lmmunization

f
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£

|
Against Pneumecoceal Disease (notdated) | ) |
revealed upon admission or at a resideni's . .
reguest the resident's pneumocaccal : , ‘ i
immunization status will be assessed. Residents . ) g
will then bé counseled on the fsks of : i
pnetmacoccal disease and informed of the ’ ) :
racommendaticns of the COT prior to
-administration of the vaccine. If consentis given
for the pneumococcal vaccine, a physician's
order is obtained and the vaccine is administered.

-1 1, Review of the madicai record of Resident #4
reveaied the faclity admitied fhe resident on
01/25{11, with diagnuses of Arthropathy,
Dysphagia, Alrial Fibrillation, Congestive Heart
Failure, Coronary Arery Disease, and Dementia,
Further review of the madical record mevesled the {
resident had refused the mfluenza vaccine when ¢
admitied in January 2011, There was nc
evidence the resident had been cferedfreceived |
the influenza vaccine during the fall of 2011, i

interview on 04/12/12, at 5:21 PM, with ' .
Registered Nurse (RN} #1 revealed Resident#4

was.offered and refused the influenza vaccine | . |
three fimes in the falt of 2011, However, RN #1
was unable to show evidence of the resident's |
refusal or ihat the risk and beriefits of the vaccine ¢
were explained, ‘

Interview on 04/12/12, at 5:08 PM, with the :
Diractor of Nursing (DON) revealed *staff
probably thought” the resident's refusal for

“gonsent of e nfluenza vacoine obiained 1
January 2011 could he used for the fall 2011 fu
season and had notf offered the résident the
influenza vaccine.
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 the vaccine for approximaiely twos

for Resident #20 to receive the preurmococeal

2. Review of the medical record-of Resident #21
revealed the facility admitted the resident on
1212041, with diagroses. of Dementia, Diabetes
Medlitus Type 2, Parkinson's, Hyperension,
Coronary Artery Discase, end Degetrerative Disc
Disease. Flrither review of the ynedical necord
revealed the resident had signed consent o
receive the pneurmococcal vaceine on 12/20/11
There was no evidence the pneumocoecs!
vancine had been adminisierad e Resident #21.

Interview or 04/12/12, at 5:08 PM, with the DON
revealad staff was 10 assess = esidents
immunization status at the e c:ﬂ“rsﬁm ang
acknowiedged pneumococsa! Immimizations had
been missed due to the fafare of siafi o zliow up
on the status of the residam’s = mrs

The iniendew also reveales 3 4
worked on a new system T monkas
admknistration of the pnetﬁmsﬁ vacoins fo
ensure all residents wers offered s r received

3. Areview of the miedical record revealed the
faciiy admitted Residert #20-o5 08714711, with
diagnoses o include Cororary Adery D:sease
Pulmonary Hypertension, ChrasninObstrucie
Pu!monary Disease, af Mitrai Regirgitation. A
raview of the ResideﬁtAcéqme{—‘mjﬁentff
Influenza Training and Vaccinafion Decision form
revealad consent had been obfaired on 09114411,

vaccination. However, a review of the

F 234!

A D . 0 i)
PREFIX {EACH DERICIENCY MUST BE PRECEDED BY Fulli PREEK {EACH CORRECTIVE ACTION SHOULD BE “‘CM?LETIDN
TAG REGULATORY QR LEC MENTIFYING HFURNATER TAG CROES-REFERENCED TO THE APFROPRIATE | OATE
DEFICIENGY) |
. ; :
F 334 | Conlinued From pagse 12

vaccine had been administered to Resident #20.

Andnterview conducted with Qualify Assurance
Cotrdinator {QAC) on 04/12412; at 6:50 PM,

Tonizeios record revealed nyevidence the
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seyesied e OQAC was responsibie to ensure
vaccinations were administered by the nursing
siaff. The-QAD staled she was responsible to
verbally insiruct the nurses regarding consent for
the prieumococcal vaccine. The QAC further
stated she was responsible to conduct chart
audits. io- monitor the immunization recods;
however, the QAC faled todentify the
phenmacoccal vaccine had not been
administered o Resident #20.

An inferview conducted with the Director of
Heorses (DON) on 04/12H1 2, ai 7:00 PM,
cofrmned e QAC was respansible fo inform the
nursing st=¥ when 3 vaccine was dus fo.be

1 admimsizred and to conduct 4 chart audit at the
. =moodeach monih to ideniify any concerns, The
DO sizted no problems had been reportad 10

rercomtering he preumococcal vacsines.

S5 TOHRTIRES

 RECORDS-COMPLETE/ACCURATE/ACCESSTB |

tnradl

The faclity must maintain dinicat records on each

! resident i accordance with accepted professionat

standsprs and practides that are complets;
auogaiely dosumented: readily accessible; and

‘- systematically organized.

The ciinical record must contain sufficient
+ information to identify-the resident; a record of the

resigent’s assessments; the plan of care and
services provided; the results of any

| preadmission screening conducted by the State; |

and progress notes.

This REQUIREMENT is not met as evidenced

F334

F a4

F514 483,75 {I)(1) RES RECORDS-
COMPLETE/ACCURATE/ACCESSIBLE

it is and was on the date of the survey, the policy
of Somerset Nursing and Rehabilitation to ensure
that a resident’s choice about advance directives
be respected. The facility defines advanced
directives as preferences regarding treatment
options which inciude Do Not Resuscitate.

1. The nurse aide caré plan for Resident #
10 now refects that she is a DNR. This
was corrected on 4/12/12. Those
residents who have elected a full code
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X2} MULTIFLE CONSTRUCTION

_residents (Resident #10). The responsibie-party
for Resident #10 signed the Do Not Resusciiate

- code status to DNR in Resident #10's medicat

"; resident to be Fuil Gode (provide resuscitative
i measures), A review of physician's progress

by:

Based on facility intefviéw, observation, record
Teview, and araview of facllity policy, t was
determined the facility failed to maintain acourats
clinical recards for cne of twanty-four sampled

{DNR) order for the rasident’s coda status on
@3/09/12. The attending physician signed the
DNR order on 040312, However, the facility -
faileqd to document the change of the resident’s

recard.
The findings include:

A review of the Advance Directive policy reveaied
it was the policy of the faciily to ensure that a
resident’s choice about advance directives be
respected, The faciily defined advance .
directives as preferences regarding freatment
options which included Do Mot Resuscitate,

Areview of the medical record for Resident #10 -
revaated the facllity admitted the resident on
02724410, with-diagrioses that inciuded
Myasthenia, Hypertension, Gastroesophageal
Reflux Diseasa, Coronary Artery Disease,
Degenerative Joint Disease, and Depression. A
review of the advance direclive form dated
02/2410, revealed-the responsible party for
Resident #10 signed the consent farm for the

nates in the medical record dated 08/08/12,
revealed the physician had a conversation with
thie facility regarding the code status for Resident
#10. A review of the DNR orders revealed the

STATEMENT OF DEFICIENCIES - [{Xf} PROVIDERSUPPLIERALIA £43) DATE SURVEY
AND PLAN GF CORRECTION DENTIFIGATIGR NUMBER: COMPLETED
: . A. BUILDING
- B. WING
: 185218 G411212012
NAME OF PROVIDER OR SUPPLIER ’ STREET ADDRESS, CITY, STATE, ZIP GODE
_ - 106 GOVER STREET, P O BOX 1121
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i : - SOMERSET, KY 42502
X SUMARY STATEMENT OF DEFIGENCIES - a) PROMIDER'S PLAN OF CORREGTION- e -
PREFIX (EACH BEFICIENCY MUST BE PRECEDED BY FULL | PREFX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY DR L5C IDENTIFYING INFORMATION) I TAG CROB3-HEFERENGED TO THE APPROGPRIATE | . DATE
OEFICIENGY)
F 514 : Continued From page 14 status will have a heart on their name

F 514

plate at the door.

2. All nurse aide care plans, daors, and
charts are being reviewed by the Unit
Coordinators to ensure that each
resident’s choice about advance
directives is reflected and followed by
staff. '

3. The DON as well as the Unit Ceordinators
will audit all nurse aide care plans, name
plates, and charts at least one time a
meonth for the next twekve months to
ensure the facility is in compliance.

4. As part of the ongoing CQI program, this
area will be monitored at least one Hme a
guarter by the DON to ensure that code
status is accurate. Thiswillbea
continuous measure and reported on as
partof our CQI process.

5. Mayé6, 2012
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respensible party signed the congent form r.\'.n
1 03/09/12 for Resident #10 to be DNR.

Areview of & nurse aide care plan develcped by
the purse for Ceifified Nursing Assistanis (CNAs)
to use in the provision of care for Resident #10
revealed staff had noted in red prir on the nurse
aide care plan that Resident #10 was a "full
code.

Observation of Resident#10 at 2:30 PM cn : ‘ :
0410142, revealed the resident was in bed ‘ . L ) :
sleeping with the cafl light within reach. : :

An interview was conducted at 22140 PMon -
04711412, with CNA##! and ravezied the CNA had
been assignad fo.provide care for Resident #10. ‘ ;
The CNA stated "the orange dot'on the deor by a _ ‘
resident's:name was {he system the facility had in ) C |
place to aiert staff that & resident was "DNR." .
Tha CNA stated a resident's code status was aiso
.on the CNA cdre plan. The CNA further stated if
a resident does not have an crange dof by their
namie on the door that would mean the:resident’
was.a Fult Coda. The CNA accompanied by the
surveyor observed Resident #10's name on the
door and poted thers was not an orange dot by
the resident's name. Tha CNA siafed if there was
not an orange dot by Resident #10°s hame, the
resident was a Fuli Code.

An interview was conducted at 835 AM on
04712/12, with Registered Nurse (RN #1

- | regarding Resident #10's code sfatus. The RN

stated i a resident was DNK an orange dot would

be on the outside.of the chart, on the door by tha

resident's name, and on the CNA care plan. RN,

#1 and the surveyor cbserved Resident #10%s.
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name on the door and obsarved the cutskle of
the medical record charl. However, there was not
an orange dot an the door by Resident #10's
name, Nor was an orange dot on the outside of
the medical record chart RN #1 reviewed the
CNAcareplan. Fulf Code was stamped on the
CNA care pian in red. The RN staied the code
status for Resident #10 had recently been
changed to DNR. However, the RN siated the
cade siatus on the door by the resident's name,
the outside of the medical record chart, nor the
CNA care pfan had been changed fo reflect
Resident #10's current code status of DNR.

An interview was conducted with the Director of
Nursing (DON) at 5:30 PM on 04/12/12. The
DON stated the system the facility had in place to |
identify residents that had a DNR order was an
orange dot by a resident's name. The DON
acknowledged the facility failled to foliow fhrough
with identifying the change in Resident #10%s code
siafus o be DNR,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
185218 04/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

106 GOVER STREET, P O BOX 1121
SOMERSET, KY 42502

SOMERSET NURSING AND REHABILITATION FACILITY

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1988
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type V
(000)

SMOKE COMPARTMENTS: Six

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic
(dry) sprinkler system

GENERATOR: Type Il propane generator

A life safety code survey was initiated and
concluded on 04/10/12, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: XLVZ21 Facility ID: 100524 If continuation sheet Page 1 of 1



