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had a finding entered into e State nurse aide any type of civil or criminal claim, action br i
reglstry conceming abuse, neglect, mistreatmernt proceeding, Nothing contained fn this plah of I
of residents or misappropriation of their property; correetio should be considered as & waiver i
and report any knowledge it has of actions by a of sny potentially applicable peer review, | i
court of law against an employee, which would q“iif;lw assuran e of self G'E“‘ oxzminatipn j
indicate unfiness for service as a nurse aide or privileges which Somerset Nursing and 3 1
47 N d Rehabilitation does not waive, and roserve !
other facility staff to the State nurse aide registry the right to assert in any administrative, eiyil ;
or icensing authorities. or criminal claim, action or proceeding. :
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| certification agency) within 8 working days of the
Uincident, and if the alleged viclation is verified
. appropriate carrective action must be taken.

{ This REQUIREMENT s not met as evidenced

» by

i Based on observation, interview, and record
review, the facility failed to thoroughly investigate
and report injuries of unknown origin immediately
fo the required State Agencies for two of
twenty-six sarmpled residents (residents #3 and
#18). Resident #18 was diagnosed with a
fracture of the right tbia and fbulas on August 26,
2010. The facilily failed to conduct an
investigation and report the injury of unknown
origin to the required State Agencies. Resident
#3 was diagnosed with a fracture of the [eft ankle
on January 24, 2011, however, the facility fafled
to thoroughly investigate the fracture and report
the injury of unknown origin {o the required state
agencies. '

The findings include:

Review of the facliity's accidents/incidents policy,

not dated, revealed regardlass of how minor an

accident or incident may be an accident/incident

report form must be completed on the shift that

the accident ar incident oocumed. The Chatge

Nurse andfor the Department Supervisor shall

conduct an inmediate invesfigation of the

i accident or incident; the investigation report must

i be submitted to the Director of Nursing {(PON) no

! later than 12 hours afier the cocurrence of the

s ancidentfincident, The Charge Nurse and/or

: Department Supervisor shall complete an
accidentfincident report form and submit to the

into th
injury.
I,
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agencies ot conduct an investigation

e cause of the resident’s

Resident #3 is no longer a
resident of the facility,
Resident # 18 has had no
further injuries.

Each week day morning th
Director of Nursing and
interdisciplinary team (o
include Administrator,
Quality Assurance Nurse,
and MDS nurges will revigw
all incident reports and
injuries, regardless of causg,
to determine if incident
meets criteria of unknown
origin and needs to be
investigated and abuse
protocol implemented {0
protect residents. This will
be on-going. All parties have
been trained wtilizing the
facility‘s policy and
procedure.

AIIRN, LPN, C.N.A and
CMT staff will be in-
serviced on Abuse protoco]
specific to injuries of
unknown etiology by the
Adminstrator. Abuse’
investigation system consigis
of considering
environmental factors of
situation, interviewing all
involved including
employees, visitars and

1]
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Regulation."

; complzining of tendemess and pain to the right

DON along with the investigation report form and
submit the original copy of the investigation report
and the accident/incident report fo the
Administrator ng later than 24 hours after the
cccurrence of the accident/incident.

Review of the facility's abuse reporting policy, not
dated, revealed, “[t is the policy of this facility that
ell personnel promplly report any incidet or
suspected incident of resident abuse, including
injuries of unknown source." The policy went on
to state, “Upen receiving reponts of mistreatment,
abuse, misappropriation of property, or neglect,
the Administrator or DON will immediately report
the incident to the Division of Licensing and

1. Review of resident #18's medical record
revealed the resident was admitted to the facility
on Aprl Z0, 2004, with diagnoses of Rheurnatoid
Arthrifis, Diaphragmatic Hemia, Esophageal
Reflux, Congestive Heart Fallure, and
Convulsions.

Obsarvation of resident #18 on March 3, 2011, at
2:30 p.m., revealed the resident was in histher
roorn sitting in the recliner with feet up, A large
bruise was cbserved to rasident #18's right
forehead; the resident stated the bruise was the
result of 2 {all from the toilet. Observation tater
that same day at 8:00 p.m., revealed resident #18
sitting in the wheelchailr, propelling self out of the
resident's room, a self-releasing Velero belt
observed around resident #18,

!
?
i
:
1

Review of resident #18's nursing notas dated
August 25, 2010, at 12:30 p.m., revealed a
nursing note which stated resident #18 was

4D SUMMARY STATEMENT OF DEFICENCIES o PROVIDER'S PLAN OF CORRECTION ()
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DEFICIENCY)
F 225 | Continued From page 2

F 225

|

i
P
i
|
§

families and a thorough
review of all clinical recoyds
considering diagnosis,
medications, labs and othgr
contributing factors and
reporting any injury of
unknown etiology to the
appropriate state agencies
The Social Service Directér
will review all incident
reports for the week
regardless of type of
incident. Social Service
Director will evaluate if
appropriate determination
was made by the Director pf
Nursing and interdisciptingry
team to treat incident of
upknown etiology and
therefore initiate abuse
protocol. All injuries of
unknown origin will be
immediately reported to tH
required state agencies.
SocialService Director hag
been trained utilizing the |
facility’s abuse policy. THis
will be an on-going.

?

fu)

March 24, 201 1.
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fool, the physician was nolified, and an order was .
obtained to send resident #18 for an x-ray the
| next day. Nursing notes for August 26, 2010, at
8:30 a.m., revealed the resident was ouf of the !
facility for an x-ray. Review of nursing notes
dated August 26, 2010, at 1:45 p.m., revealed the
resident was back at the facllity with a boot-cast
ta the right lower extremity which was o be on at
allimes and could be removed for showers and
skin assessments. The same nursing note went
on to sfate resident #18 was non-waightbearing
ot fight exdremity and the resident required the : ;
use of a Hoyer lift for transfers.

Review of an x-ray report dated August 26, 2010,
revesled an x-ray of the right ankle. The x-ray

report findings revealed a mildly displaced oblique |- : !
fracture of the distal fibufa and tibia (fwo bones in '
the lower leg). ‘

i Interview with the Nurse Consuftant (NCYon

March 2, 2011, 2t 6118 p.m., reveaied no incident
report and no investigation report could be found
related to resident #18's fractured bones,

Interview on March 3, 2011, at 1213 p.m., with !
Certified Nursing Assistant (CNA) #4, who was
providing care for resident #18 on March 3, 2011,
reveaied the CNA did not know how resident £18
had fractured the bones in the lower leg. CNA #4
stated he/she was off work for a few days and
upon Fetum to work resident #18 voiced
complaints of pain in the right foot. CNA #4
stated he/she was not aware of any falls resident
#18 had susfained in the days previous, and
resident #18 was not wearing a boot-cast at the
time of the resident complaining of the pain. CNA
#4 stated resident #18's foot was swollen and red,
and tivat the CNA reported this to staff and was
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i told resident #18's foot had been evaluated and
there was nothing wrong with i,

Interview on March 3, 2011, at 1:30 p.m., with the
Infection Control Nurse (ICN)}, who was
responsibie for all falt related incidents and
injuries, revealed the facility had no record of
resident #18 having fallen in the days prior to the
dizgoosis of a fracture. Interview with the ICN
further revealed an incident report refated to -
resident #18's fracture of the lower leg should
have been filled out and an investigation should
have been conducted regarding the injury of

i ynknown origin. Interview further revealed the

i ICN did not remember filling out an incident
repart, did not conduct an investigation regarding
resident #18's fractured bones, and did not know
how resident #18 sustainad the fractured bones,
The ICN went on to state that hefshe had no
Information related to the fractured bones.

Interview with the Director of Nursing (DON) on
March 3, 2011, at 3:01 p.m., revealed wheno a
resident has an injury of unknown origin the chart
and incident reports are reviewed fo see if the
resident had & fall prior to the injury. Then staff
that had provided care for the resident would be
interviewed to see i anything had been observed
which could have caused the injury. The DON
werit on to state that if = resident had an injury

.| and had not had a fall prior to the injury then the
staff would call the DON and inform herfhim of
the injury. Tha DON stated hefshe was not awars
+ of how resident #18 received the fractured bones
; and did not remember getting a call related to
_resident #18's fracture, The DON stated hefshe

| did not know if an incident report and
investigation had bean conducted, further the
DON couid not provide an incident repart or an
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investigation report related to resident #18's injury
of unknown origin. The DON also stated the
irjury of unknown origin had not been reported to
the appropriate state agencies.

Inferview with the Administrator on March 3,
2011, at 4:37 p.m., revealed an incident report
t along with an investigation was to be conducted
on any {racture in the building to determine the
exacl nature of the fracture. The Administrator
went on to say that any injury of unknown origin
was o be reported to the appropriate state
agencies. Further inferview revealed the
Administrator could not provide an incident report, '
an invesligation, or information that resident #18's
fractured lower leg bones had been reportad (o
the appropriate state agencies. The
Administrator stated he/she did not know how
resident#18 fractured the bones, and did nat
remember conducting an investigation refated to
the fractures,

2, Review of resident #3's medical record
revealed the restdent was admitted to the facility
on Ocfober 5, 2008, with the following diagnoses:
Mental Disorder, Urnary Tract infection, Advance
Dementia, Status Post Right Knee Replacement,
Hypothyroidism, Anemia, and Degenerafive Joint
Disecase. Further review of the Consultation
Report for January 26, 2011, revealed a left ankie
fracture on January 24, 2011, of unknown origin.

Observation of resident{ #3 on February 28, 2011,
on initial tour at 10:00 a.m., revealed the resjdent
up in a geri-chair with bilateral lower extremites
elevated and covered with & sheet. The
resident's call light was attached fo the sheet and
the atarm senscr pad was in the chair behind the
residant,
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A teview of the nurse's notes for January 24,
2011, revealed at 8:45 p.m., while providing care
the Certified Nurse Aide (CNA) noted the left
iower extremity swollen and discolored. The
resident voiced complaints of pain when fouched.
The nurse contacted the physician and received
an order to send the residant to the Emergency
Room for evaluation and treatment. The resident
returnad to the facility at 11:45 p.m., with a new |
diagnosis of fracture fo the tibla and fibula. The
resident had an equalizer boot to the left lower
extremily and an order for a consultation with an
Orthopedic Speciatist on January 28, 2011.

A raview of the nurse's riotes for January 26,
2011, revealed at 2:00 p.m., the Orthopedist's
office called related to admiifing the resident to
the hospital for an Open Reduction Intemal
Fixation of the Left Ankle. '

A review of the nurse's notes for January 29,
2011, revealed the resident was readmitted to the
facility with 2 Fair rehab potential and physician's
orders of non-weightbearing to the left lower
axtremity.

A review of the Resident Incident/Accident
Follow-Up Assessment Fonm for resident #3 for
January 24, 2011, at B:45 p.m,, revealed no
causative factor was evalualed specifically for the
resident such as resident needing to go fo
restroom, or avaluation of the resident's pain,
Recommendation/action iaken revealed: sent to
Emergency Room, There were rio specific
interventions or recommendations for this
resident.

interview on March 3, 2011, &l 815 a.m., with

F225
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State Registered Nurse Aide (SRNA) #1 caring
for resident #3 on January 24, 2011, when Injury
of unknown origin was noted, revealed the
resident’s leg was swollen. SRNA #1 steted the
aide on the prior shift did not report any swelling
of the resident’s leg. The aide revealed the
swollen Jeg was reported to the Charge Nurse as
s00n as it was noted. The aide revealed the side
rails were used by the resident for bed mobifity,
The aide further revealed to prevent falls a bed
alamm was utifized, and resident #3 was observed
every fwo hours by the SRNAs andlor
wanderguard employee (the facility employed
staff called wander guards whose job was to
observe at set times all residents with alarms,
who were al risk for slopement, and who were at
risk for falls).

Interview on March 3, 2011, af 610 a.m., with the
Licensed Practical Nurse (LPN) caring for
resident #3 on January 24, 2011, when the injury
of unknowr origin was observed, revealed she
Just found the resident that way, and she honestly
did nat know what had happened 1o cause the

- injury,

Interview on March 3, 2011, at 1:30 p.m., with the
Infectious Disease Nurse and the nurse
responsible for incident reports revealed when an
injury of unknown arigin is discovered in the
facility the report was given directly to the Director
of Nursing and the Administrator for follow-up.

Interview an March 3, 2011, at 3:00 p.m., with the
Director of Nursing (DON) revealed the faciliy
policy is to report unknown injury 1o state
agencies. The (DON) revealed that resident #3
had a diagnesis and was sent fo the hospital for
the fracture, but it was stiif unknown how the

F 225
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fracture ocourred,
Interview with the Administrator on March 3,
2011, al 4:40 p.m., revealed incidents reportable i
fo state agencies are abuse situations and injury i
of unknown origin which would cause negative
outcomes. The Administrator stated that resident |
#3's hospital report of the fracture on January 24,
2011, revealed Osteopenia and this could be the
| cause of the fracture. The Administrator further
revealed she did interview the staff because there
was an injury and she should have reporied it to
the state agencies.
-F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO A F 280 ;
§8=D | PARTICIPATE PLANNING CARE-REVISE Ccp |
i
The resident has the right, unless adjudgad !
incompetent or otherwise found Lo be
incapacitated under the laws of the Stats, to + F280 483.20(d)(3), 483.10(k)(2) ;
paiticipate in planning care and freatment ar RIGHT TO PARTICIPATE
changes in care and treatment. PLANNING CARE-REVISE CP
A comprehensive care plan must be developed - Itis and was on the dates of the
within 7 days after the completion of the survey, the policy of Somerset
comprehensive assessment; prepared by an . Nursing and Rehabilitation to assufe
interdisciplinary taam, that includes the attending that all residents’ care plans are fa
physician, z registered nurse with responsibility reviewsd and revised by a team of i
for the resident, and other appropriate staff in qualified persons. |
disciplines as determ:ngd by the reslde'ar]l‘s rjeeds, 1. The care plan of Resident .
and, to the extent practicable, the participation of #14 has been reviewed and| "
the resident, the resident’s family or the resldent's ravi é d resarding chanee it .
legal representative; and periodicalty reviewed evised reg r[ d'g id ]g. o 5
and revised by a team of qualified persons after behaviors.  Individualize :
gach assessment ipterventions were added te
address resident #14's
drinking a potentially
, harmful substance and her
' . threats of wanting to die.
‘This REQUIREMENT s not met as avidenced
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dated December 14, 2010, revealed resident #14
exhibited no behaviors,

Review of resident #14's behavior/intervention
flow chart record for December 2010 revealed
resident #14 exhibiied no behaviors during the
month of December 2010, however, in February
2011, resident#14's monthly
behaviarfintervention flow chart revealed resident
#14 exhibited inappropriate behaviors five days,
Facility staff listed on the behavior flow chart that
resident #14 had resisted care on February 5, €,
15, and 16, 2011. Review of resident #14's
monthly meod (staff assessment) record revealed
on February 5, 8, and 15, 2011, that the resident
was short-fempered and easily annoyed. The
documentation revealed on February 18, 2011,

Ly ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION I s
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F 280 | Continued From page 8 F 280
by: ‘ : )
B);sed on observation, intarview, and record 2. Al regldents sz p!ans will
review, the facility failed to periodically review and be reviewed and revised by
revise the Comprehensive Care Plan (CCP) for the interdisciplinary care
ane of twenty-six sampled residents (resident plan tearn to capture any
#14). Resident #14 was exhibiting new change in a resident’s
behaviors, hawaver, the CCP was not updated fo condition, quarterly,
| address the behaviors. annually and as needed.
3. Weekly the Director of
The findings include: Nursing will attend care plan
) ' ) meeting o ensure all areasjof
Reyéewteﬁ‘lr:sident éﬂ t_ltts clim?od;;ai fr:q:?? ; ﬁ\f&g?d concern are addressed.
residen was admitte & faci -
19, 2008, with diagnoses of Symbolic * jSf:;“faf,?;;::;i’ﬁ;°”
Dysfunchion, Depression, Delusional Noctumal 4 he Di F
Delirium, and Anemia. Review of the Resident program, the Lirector o
Assessment Protocols (RAPs) dated September Nursing will audit 10% of
29, 2010, revealed resident #14 made negative care plans monthly to ensufe
statements, persistent anger with self or others, the care plan aﬁ:curately
increased confusion, agitation, and threatened to reflects the residents care has
harm staff on September 16, 2010. Review of been provided.
resident #14's quarterly Minimum Data Set (MDS) 5. March 24, 2011[.
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resident #14 felt or appeared down, depressed,
: and hopeless. The monthly mood record also
indicated the resident felt bad ahout hisherself,
felt like a failure, and that hefshe had et
his/herself or family down. tn addition, on
February 16, 2011, actording to the mood (staff
assessment) record, tesident #14 stated that fife i !
was not worth living, wished for death, wanted to }
harm him/herself, and appeared io be .
short-tempered and sasily annoyed. Review of
the befhavior flow chart revealed on February 18,
2011, resident #14 exhibited verbally abusive
behavior.

Review of resident #14's nursing notes dated
February 2, 2011, at £:30, revealed resident #14 - !
reported to staff that he/she drank a small {
amount of bedy spray and asked staff if it was
poison. A nusing note on February 6, 2011,
revealed the resident exhibited increased
agitation and anxiety, resisied carg, and yelled at
staff and his'her roommate. Review of nursing
notes dated February 18, 2011, revealed resldent
#14 was at the nurses' station yelling and cursing
and stated “just wanted to kil herself," "1 should
shoot myself,” and "give ma some pills to take."
Further review revealed resident #14 stated -~ n o
he/she was going fo leave the facility, and stated,
"I just want fo die." ln addition, hursing notes
dated February 18, 2011, revealed resident #14
became very agitated with another resident and
threatened to hit the other resident.

Review of resident #14's CCP dated June 1, !
1 2008, revealed resident #14 had & potential for
altered mood/behavior related to dizgnoses of
depression, confusion, dementia with agitation, ’
and insomnia, and a history of negative

staternents. Interventions listed on the plan dated
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June 1, 2008, included staff to monitor the
resident's meedibehaviors every shift, consult
Social Sarvices as needed, psychiatric evaluation
as naeded, administer medications as ordered,
and to nofify the docior as nekded if the resident
exhibited increased mood or hehaviors. Record
review revealed these interventions were baing
provided for resident #14, however, no
documentation was provided to show that the

| interventions had been reassessed for

' effectiveness for resident #14 related to the new

behaviors. The CCP was updated on February -
18, 2011, and included for staff ic administer 1
milligrarn (mg) of Alivan, on a one4ime basis i
the resident's agitation Increased. No
individualized interventions were added to
resident #14's plan to address the resident
drinking the poisonous substance, threats of
wanting to die, and threats of wanting to commit
suicide. ‘

interview with the MDS Coordinator on March 3,
2011, at 1:15 p.m., revealed resident care plans
were updated daily when physician’s orders were
reviewed. The MDS Coordinator stated a nursing
staff meeting was held every moming and all
department heads were requlred to attend the
meefing. In the meeting staff review physician's
orders and nursing documentation for the
previous 24 hours. The MDS Coordinator sfated
the notes consisted of physician's orders, labs,
and residents who had been sick, The MDS
Coordinator stated nursing staff who worked with
resident #14 was responsible to add changes in
the resident's behaviors to the 24-hour nursing
report. In addition, nursing staff was to update
MDS sfaff of any naw or increased behaviors so
that the resident's behaviors could be added and
addressed in resident #14's CCP. The MDS

F 280
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Coordinator went on to say that the resident's
behaviors of drinking body spray, making ;
negative statements, and threats of suicide ?
should have been added fo resident #14's CCP;
however, the MDS Coordinator was unaware of ¢
the behaviors. '

Interview with the Director of Nursing (DON) on
March 3, 2011, at 3:59 p.m_, revealed a
department head meeting was held every
marning to discuss residents of the facility, and 3
any issues in the facility that needed to be '
addressed concaming the residents. The DON
stated the change in resident #14's behaviors was
discussed during the morning meeting on
February 16, 2011, The DON provided a copy of
a 24-hour nursing report, dated February 18,
2011, for review. The report, completed by
nursing staff. included changes in medications, *
lab reports, physician appointments, and special
treatments a rasident had received during the
previous 24 hours. A review of the report
reveaied resident #14 had increased behaviors
and had been sent fo the Emergency Depariment
due to the change in behaviors. Howaver, there
was no documentation provided fo indicate that
resident #14's behaviors had bean assessed
upon the resident's return from tha hospital in
order for the nursing staff to update the CCP.

F 323 | 483.25(n) FREE OF ACCIDENT F 323 fggﬁ;ﬁi(") FREE OF
=n | HAZARDS/SUPERV /DEVICES .
88D SUPERVISION HAZARDS/SUPER VISION/
The facility must ensure that the resident DEVICES
environment remains as free of accident hazards )
as Is possible; and each resident receives It is and was on the dates of the
: adequate supervision and assistance daviees {o survey, the policy of Somerset
, prevant accidents. . Nursing and Rehabilitation to ensulre

a safe environment to include |
‘ adequate supervision to prevent
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This REQUIREMENT is not met as evidenced
by.

Based on observation, interview, and record
review, the faciiity failed fo ensure @ safe
environment to Include adequate supervision to
prevent accidents for one of twenty-six sampled
residents {resident #18). Resident #18 was
identified at risk for fafis; however, the facilty
fajled to evaluate and analyze the risk factors,
identify the causative factors, and
developfimplement resident specific interventions,
in an attempt to reduce the likelihood of aceldents
for each resident. Resident #18 sustained twelve
falls from May 2010 to February 2011.

The findings include:

Resident #18 was admitted to the facility on April
20, 2004, with diagnoses including Congestive
Heart Fallure, Esophageal Reflux, Diaphragmatic
Hemia, and Convulsions.

Review of the annual Minimum Data Set (MDS)
assessient for resident #18 dated June 3, 2010,
revealed the facility assessed resident #18 to ]
require limited assistance of ane staff persen for
transfar and ambulation in the rcom. Resident
#18 required extensive assistance of one staff
person for ambutation in the halls, and bathing.
According to the MDS resident #18 was continent
of bowe! and occasionally incontinent of bladder.
A significant change MDS dated September 6,
2010, revealed the facility assessed resident #18
to require fotal dependence of iwe staff persons
for transfer, and was assessed as continent of
bowel and occasionally incontinent of biadder.
The assessment revealed resident #18 had a

1.

accidents and 1o evaluate and
analyze risk factors, identify
causative factors and develop
specific interventions to reduce the
likelihood of accidents for each
resident

X4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (®
PREFX H REFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION ‘
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: DEFICIENCY) !
F 323 | Continued From page 13 F 323 1,

Resident #18 risk factors
have been evaluated and
analyzed, causative factors
have been identified and
specific interventions have
been put into place 1o redure
the likelihood of futirg.
accidents,

All residents will be
evaluated and analyzed uppn
admission for falls risk
factors by the Quality
Assurance Nurse and
interdisciplinary care plan
team. Additionally, all
current residents will be
evaluated and analyzed with
a change in condition,
quarterly, annually or as
nesded for falls risk factoré
by the interdisciplinary carp
plan tearn and Quality i
Assurance nurse. Individup)
interventions will be
implemented and assessed
for effectiveness by the
Quality Coptrol Nurse to |
reduce the tikelihood of |
accidents.
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history of falls and required the use of a restraint.
Review of resident #18's Resident Assessment .
Protocol (RAP) dated September 6, 2010, 3. AIILPNs and RNs were i- I
revealed the facility assessed resident #18 to ‘ serviced on }\/l_arch 16,2011,
have had several falls because the resident - by the Administrator
thought that he/she could transfer self without regarding the correct
help and did not ring for essistance. The RAP investigative protocol for
went on to say resident #18 had a personal alarm t falls and incidents.
bui remaoved it, had & bed alarm, was on {he Investigative protocol
falling star program, and Therapy was evaiuating includes identifying risk
the resident for the safest device. factors, environmental
o _ _ factors, changes in
Rewe:v ﬂh res%tdcail[lt; #18's fall g;sk-s‘a(?sef.;r{léant conditions, assessing
revealed the facility assessed resigen an et :
May, 8, 14, and 25, June 14, August 10 and 16, L’};dmatfms g'?d medical
gnosis and identifying

September 2 and 24, Ociober 20, Novemnber 18 soourate causative factors
and 30, December 12, 2010, and again on . o . )
January 19, and February 21, 2011, to be at risk This fnvestigation wilj occur
for falls. According to the fall risk assessment on immediately after a fall and
aach date listed above, resident #18 was all appropriate notifications
assessed to have intermittent confusion, three of will be made timely.
more falls in the past three months, was Individualized interventions
ambulatoryfincontinent, poor vision, not ahle to based on this investigation
perform a gait’balance, took three to four will be implemented
antihypertensives (high blood pressure immediately. The incident
medication), anti-seizure, and narcofics, and had will be reviewed each weef
a predisposing disease. day moming by -
Review of resident #18's Comprehensive Care Igﬁﬁ:i&lﬁ ?nri;: ;tgir ©
Plan (CCP) dated April 24, 2004, revealed the Director of Nursi Suali
faciifty assessed resident #18 to be at risk for falls irector of Nursing, Qua i
related to a history of falls, attempted to get up Assurance Nurse and MDY
unasaisted, had a siow unsteady gait, tired easily, Nurses to assist in tracking
and refused to ring for assistance. Examples of and trending. This will be
interventions implemented included: keep on-going.
corridors and rooms well [it; falls assessment . 4, Aspatofthe facility’s on
quarierly and as nesded; frequent staff monitering going CQI process, 10 % of
with cues and prompting for use of bathroom; ! all falls will be audited
remind resident of safaty risks on a dally basis if monthly to ensure the
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hefshe doesn't aliow someone to help; falling star
program, bed alarm, and bilateral full padded side i

rails to aid in tuming and positioning. facility is evaluating and

‘ . analyzing risk factors,
Review of resident $18's incident report forms identifying causative factars !
revealed resident #18 had a total of 12 falls from and implementing residen
May 13, 2010 to February 18, 201 {. Five falls specific interventions 10
occufred when the resident was attempting o go reduce the likelihood of
to the restroom. Resident #18 fell on June 11, . accidents. This will be ont :
2010, August 15, 2010, November 4, 2010, going. ‘ '
November 24, 2010, December 9, 2010, and ‘ 5. March 24, 2011

January 18, 2011, while attempting to go fo the
restroom. However, the faciiity only addressed
resident #18's toileting needs on November 5,
2010, when the care plan was updated to includa
folleting every three hours. Resident #18 had
three falls after November 5, 2010, attempting to
toilet self; however, the facility did not reassess
the inferverition of every three-hour foileting to
evaluate its effectiveness. Although the facility
listed causative factors of resident #18's falls as
getting up and tolleting self unassisted, the facility
failed to determine the patential cause of these
behaviors andlor the resident falls.

Review of the falis progress notes dated
Novembat 19, 2010, November 22, 2010, and
December 22, 2010, revealsd notas related to
resident #18's falls regarding toileting, and the
every three-hour tolleting program, howevet, the
progress notes stated to confinue the toileting ! ;
program of every three hours without evidence
that the every three hours had been reassessed
for effectiveness.

P — S

interview with Siate Registered Nurse Aide
(SRNA) #4 on March 3, 2011, at 12:13 p.m1,,
revealed resident #18 was an assist of two staff
persons for toflefing. SRNA #4 stated that at
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times he/she would be in another resident's reom
assisting that resident and unable to hear resident
#18's body and Velcro alarms going off. SRNA
#4 stated that when he/she would get to resident
#18's room resident #18 would have already
fallen and the alarm would be going off.

Interview with the Infection Control nurse (ICN) on
March 2, 2011, at 5:14 p.m., revealed tha ICN
was responsible for investigating, assessing,
interviewing staff, and implemanting interventions
for all the falls in the facility. The ICN stated that
all incident reports for falls come to her/his office
and it was hisfher responsibility to iook at the
incident report, assess the resident, interview
staff, update the CCP, and assess what
interventions need to be made for the resident.
The ICN said the facility had a weekly
interdisciplinary team (IDT) meeting that
congisted of the Administrator, MDS staff,
Therapy Department staff, Director of Nursing
(DONYJ, and Social Services staff. According to
the ICN, all falls for the week were discussed at
ihe weekly IDT meeting. Further interview
revealed the IDT team reviewed all interventions
that hiad been put into place for each fall and
looked for trends regarding the falls. The ICN
stated the |DT had not evalualed the
effactiveness of the every three-hour foilefing ]
schedule, nor had the IDT assessed for the

i effectiveness of the Velcro alam safety belt for

i resident #18, Interview further revealed

| interventions deveiaped for resident #18 were not
| specific and the causative factors for each fall did
i nat address the actual reason resident #18 fell.
The ICN stated that notes from the IDT mestings ;
were recorded, however, none were provided, |

Interview with the DON on March 3, 2011, at 3:01
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p.m., revealed the ICN received the incident
reports from el falle, that the ICN performed the
follow-up assessment on the resident, reviewsd
the resident's chart, made sure all notifications !
were made to the physician and family, and ;
reviewed each fall to assess i further :
interventions needed to be added for that
resident. The DON stated all incident reports and
interventions were reviewed weekly at the IDT
meetings. Interview further revealed that resident
#18's interventions wete not resident specific for
each fall. The DON furiher stated that the
causative factors listed for eash fall were not
always the reason for the fall, that staff did not
understand what causativa factors were and just
listed what the resident was doing al the fime.

F 431 | 483.60(b), (d). (¢} DRUG RECORDS, F 431
5+ | LABELUSTORE DRUGS & BIOLOGICALS F431 483.60(b).(d),(¢) DRUG
RECORDS, LABEL/STORE

The facility must employ or obtain the services of PRUGS & BIOLOGICALS
a licensed pharmacist who establishes a system
of records of recaipt and disposition of all Itis and was on the dates of the
cantrolled drugs in sufficient datail to enable an survey, the policy of Somerset
accurate reconciliation; and determines that drug Nursing and Rehabilitation to dats
records are in order and that an account of all . all drugs and biologicat in
controlied drugs is maintained and perjodically accordance with currently acceptelt
reconciled,

professional principles.

Drugs and biologicals used in the facility must be

| labeled in accordance with curtently accepted [. There were no residents

professional principles, and include the ’ negatively affected by this
appropriate accessory and eautionary : practice. ,
instructions, and the expiration date when ] 2. All RNs and LPNs nursing
applicable. staff have been in-serviceg
by the Director of Nursing!
In accordance with State and Federal laws, the on March 23, 2011, i
facility must store all drugs and biologicals in regarding the facility policy
locked compartments under proper temperature of dating all drugs and

controls, and permit only authorized personnel to
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have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs fisted in Schedule I of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimat and a missing dose can
be readily detected, {

This REQUIREMENT is not met as evidenced
by.

Based on observation, interview, and record
review, it was determined the facility failed to date
all drugs and biologicals in accordance with
currently accepted professional principles, Qne
vial of Novolog Mix 70/30 Insulin intended for
multi-dose use had been opened and was
available for use; however, the medication had
not been dated to indicate the date the bottle was
opened,

The findings include:

Observation on March 2, 2011, at 1:10 p.m., of
the facility's medication rooms/carts revealed a
vial of Novolog Mix 70/30 Insulin in the
medication room at Nurse Stafion #1 had been
opened and remained available for resident uss.
Further cbservation ravealad the vial failed to
indicate the date the vial was opened.

An interview was conducted with the Director of
Nursing (DON) on March 3, 2011, at 12:05 pom,
The DON stated the medication should have

biological in accordance
with the facility policy.
The Charge Nurse on each
station will daily (M-F)
audit her nurses station to |
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ensure biological are labeled

properly. !
As part of the facility’s on

going quality assurance pign,

the Director of Nursing wi
audit biologicals weekly tq
ensure they are iabeied
properly.

March 24, 2011

© -

!
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: opened had been labeled and dated, The DON
- further stated the DON had been
( checks, and had done the checks on February

!

| determines that a resident needs isolation to

Continued From page 19

been labeled and dated at the time the
medicalion was opened. Tha DON further stated
he/she felt the medication had prebably been
opened on the previous shift. The DON stated alt
medications were cumently being spot checked
three times per week to ensure all medications

doing the spot
28, 201,

A review of the facility policy titled Vials angd i
Ampules of Injectable Medications, containing no
date, revealed the date opened ard the initials of
the first person to use the vial are to be recorded
on multi-dose vials, on the vial labe!, oran
accessory label affixed for that purpose.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity must establish and maintain an
Infection Control Program designed to provide a
safe, sanitaty and comfortable enviconment and
to help prevent the development and transmission
of disease and infettion.

{2) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facifity;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Mairtains a record of incidents and comective
actions refated to infections.

(b) Prevenfing Spread of Infection
(1) When the Infaction Control Program

F 431

F 441

i

k441 483.65 INFECTION
CONTROL, PREVENT SPREAD]
LINENS

It is and was on the dates of the
survey, the policy of Somerset
Nursing and Rehabilitation 1o
provide a safe, sanitary environme
to help prevent the development and
transmission of disease and
infections,

l.

The Wound Care Nurse
invofved was promptly
educated and in-serviced op
standard precautjons,
prevention of spreading
infection and on appropriaf
hand washing during wounld
care treatments by the
Director of Nursing,

All facility LPN and RN
staff have been in-serviced
on March 23, 2011, by the

[+

It
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prevent the spread of infection, the facility must
isolate the resident,

(2} The faciltty must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

(3) The facility must require staff to wash their
hands after each dgirect resident cantact for which
hand washing is indicated by accepted
professional practice.

(c) Linens _

Personne! must handle, store, process and
transport linens so as to prevent the spread of
infection. ‘

This REQUIREMENT is not met as evidencad
by: .

Based on obsefvation, interview, and record
review, the facility failed to provide a safe,
sanitary environment to belp prevent the
davelopment and transmissions of disease and
infections for two of twenty-six sampiled residents.
During wound care observation the facility wound
care nurse failed to perform handwashing when
performing wound care for residents #4 and £3
l'an March 1, 2011,

The findings include;

. 1. Areview of the medical record revealed

: resident #3 had a diagnosis of left heel decubitus
! and history of venous stasis disease of the
 bilateral lower legs.

; Areview of the physician's orders for March 2011

t

F 441

Director of Nursing on
standard precautions,
preveniion of spreading
infections and on approprijte
hand washing during wougd
care as well as in peneral
care.

3. The Director of Nursing and
the Infection Conwol Nurs
will do weekly audits of both
woupd care treabments an
general resident care
observing for appropriate
hand washing technique for
the next 6 months.

4. As part of the facility’s ond
going CQI program, the
above mertioned audits wi
be made part of cur CQl
process and reviewed
manthly.

5. March 24,2011,
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reveaied the physician requested staff fo cleanse
resident #3's left heel decubitus with normat
saline, apply a Xeroform gauze dressing, and
cover the Xeroform dressing with gauze on a
daily basis. In addition, the physician requested ‘
for the resident to wear a Buck-Boot and :
indicated the Buck-Boot couid be removed for
personal care and showers,

Observation of wound care provided on March 1,
2011, at 1:30 p.m,, to resident #3's left heel
pressure sore revealed the wound care nurse !
donned clean gloves and removed and disposed
of the old dressing. The Wound Care Nurse
{WCN) then cleansed the wound, changed
gloves, applied Xeroform, and covered the wound
with gauze. The WCN did not wash his/her
hands prior to performing the wound care or
between changing the dirty ploves and donning
clean gioves.

An interview on March 1, 2011, at 2:00 p.m., with
the facility's WCN and the Unit Manager
concerning handwashing between changing
gloves and going from dirty to clean revealed they
had never been told by facility to wash hands
between changing gloves from dirty to clean.
They further revealed they had just been toid fo
wash between residents.

The facility's policy, Hand Hygiene, Infection
Conftrol Manual for Longterm Care, dated 2007,
ravealed the purpose: To decrease the rigk of
transmigsion of infection by appropriate hand
bygiene. Handwashing/hand hygiene is generally
considered the most important single procedure
for preventing bealthcare-associated infections.

Z. A review of the medical record for resident #1
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revealed the resident was admitted to the facility
on November 29, 2010, with diagnoses to include
Chronic Renal Faifure, Diabetes Mellitus,
Peripheral Neuropathy, and Pariphera) Artery
Disease, A review of the Wound Care Summary
on admission revealed the resident had a Stage 2
pressure ulcer, located on the coceyx area. A
review of {he current physician's wound care
orders dated March 1, 2011, revealed staff was to
cleanse the area to the coceyx with Normal
Saline, apply an Aquace! AG dressing, and cover
with a Versa dressing. The wound care was
ordered to be done every three days and as
needed.

Observation of wound care fof resident # 1 was
observed on March 1, 2011, at 1:30 p.m. The
WCN was obsarved to remove the soiled
dressing, and discard the difty dressing and
gloves in the trash. The dressing was obsenved
fo comtain dark brown drainaga. The WCHN failed
to wash her hands before applying clean gioves
to cartinue with the wound care,

An interview conductad with the WCN for the
facility on March 1, 2011, at 1:55 p.m., revealed
the WCN felt changing his/her gloves before
going from a solled area to a clean area was :
sufficient and was not aware hefshe should have
washed hisfher hands prior to donning clean
gloves.

A review of the facllity's policy titled Hand
Hygiene, dated 2007, revealed hands are to be
washed when hands arg visibly soiled or
cantaminated with proteinaceous material, are
visibly soiled with blood or other body flulds.
Hand hypiene is to be used with sither a
hon-antimicrobial soap and water, or an

F 441
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58=g { SAFE/FUNCTIONAL/SANITARY/COMFORTABL
: E ENVIRON

| The facility must provide a safe, functional,

| ganitary, and comfortable environment for

; residents, staff and the public.

| This REQUIREMENT is not met as evidenced

! by

t Based on cbservation and interview, the facility

! failed to provide effective housekeeping and

: maintenance services necessary to maintain a

¢ sanitary, orderly, and comfortable interior, Eleven
| resident rooms had wood chipped on the doors,

! four resident rooms were observed with loose or

E cracked baseboards, three resident rooms were

: observed fo have holes in the walls andfor

! bathroom door, and two different areas were

{ observed with cracked tile.

The findings include:

During the envircnmental tour of the facility on
March 3, 2011, at 12:30 p.m., the following items
were observed fo be in need of repair

~Chippad wood on resident room doors were
observed in resident rooms 2, 8, 10, 12, 14, 15,
16, 20, 22, 26, and 27.

~The baseboard was observed loose under the air
conditioner in resident room 19.

-A hole was obsarved in the bathroom doar in
resident rcom 17.

-Tha baseboards ware observed cracked under
the window in resident room 8, beside the window
in resident room 12, and beside the air

F465 483.70(h)

COMFORTABLE
ENVIRONMENT

It is and was on the dates of the
survey, the policy of Somerset
; Nursing and Rehabilitation to

SAFE/FUNCTIONAL/SANITARY/

to maintain a sapjtary, orderly and
comfortable interior. :
|
. The areas of concern have
been repaired to ensure the
safety of all residents,
2.  All resident doors have be
evaluated for chipped
surfaces and a protective
covering is being appliad.
All baseboards have been

ik g
checkedfor cracks and

for any holes and all tites
have been checked for
cracking and have been
replaced. '

3. Maintenance will conduct
monthly rounds with
documentation o ensure a
areas are safe and orderly,

provide an effective housekeeping
and maintenance services necesszjy

proper sealing and corrected
accordingly. All walls hay
been checked and repaired

p

=}

D
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conditioner in resident room 14.

-A hola in the wall was observed in resident room
2 around the air condifioner, and in resident room
14 below the heater.

-Cracked tile was obzerved in resident room 10 in
front of the closet

-Cracked tile was observed in the hallway in front
of the Conference Room,

Interview on March 3, 2011, at 12:50 p.m., with
the Maintenance Supervisor (MS3) revealed the
facility utiized & work order system. The MS
stated any staff member could obtain a work
order at the nurses' stations ta inform the
Maintenance Depariment of anything that needed
repair. The MS ststed the MS made rounds
several fimes a day o ook for ftems in need of
tepair and to check the nurses’ station for work
orders; however, the MS was not aware of the
identified areas.
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The Administrator and

Director of Nursing will
make daily rounds to ensute
a safe environment. Thesd
rounds will be on-going. -
Maintenance staff will
provide the Administrator -
monthly checklist noting a}ay
necessary repairs and the
date the repair was complete,
March 24, 201 1.
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A life safety code survey was initiated and
concluded on March 1, 2011, for compliance with
Title 42, Code of Federal Regulations, §483.70
and found the facility in compliance with NFPA
101 Life Safety Code, 2000 Edition.
No deficiencies were identified during this survey.
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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.
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