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F G0Q | INITIAL COMMENTS F 000
A COVID-19 foecused infection control survey was
conducted on 12/08/2020, The Faciily was found
to be out of complience with 42 CFR 483,80
Infection Control. Deficient practice was
identified with the highest scope and severity at
“E" level. The total census was 94,
F 880 | Infeclion Preventlon & Control F 880
§8=E | CFR{s}): 483.80{a){1){(2)(4)(e}{f Somersct Nursing and rehzbilitation Facility does not 01/10/2021
belisve nor does the facility ndmit that ny deficiencies
§483,80 Infection Control exists, Somerset Nuraing Facility rescrves oll righta to
The faclilty must establish and maintaln an contest the survey findings through the informal dispute
infection prevention and control program resolution, legel eppeal proceedings ot any

administrative or legal proceedings. This plan of
correction docy not constitute an admission tegarding
any facts or circumstances surrounding any alleged
deficiencies to which it responds; nor is it meant to
establish any standard of care, contrect obfigation or
position. Somersel Nursing and Rchabilitation reserves
ail rights to mise pagsible contentions and defenses in

designad to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and Infections.

§483.80(e) infection prevention and cantrol

program. nay typo of civil or crimipal claim, action, or
The faclity must astablish an infection prevention proceeding, Nothing coniined in this plan of corvection
and control program {[PCP) that must include, at should be considered as a waiver of any potentially
a minimum, the following elements: opplicable peer review Quality assurance or self-critical
examination privileges which Somerset Nursing and
§483.80(a){1} A system for praventing, idenlifying, Rehabilitation does not waive and reserves the right to
reporting, investigating, and controlling infeclions assct its any administrative civil or criminal chaim, action
and communicable diseases for all residents, ar proceeding. Somersct Nursing Fauility offers ity
staff, volunteers, visitors, and other individug!ls response, credible allcgations of compliance and plan of
pmv]d[ng services under a contractusl correction as part of its on-going cffort 1o provide the
arrangement based upon the facilily assessment higheat quality of carc while cnsuring the righta and
conducted according to §483,70(s) and following Lot

accepted natlonal standards;

§483,80(a)(2) Written standards, policies, and
proceduras for the program, whigh must include,
but are not limited to:

{I) A system of surveillance designed fo identify
possible communicable diseasas or

LABCRATORY DIRECTOR'S OR PROVIDER/SUPHLIER REPRESENTATIV

'
L /7 |
Any deficancy sistement enting with en aslariak (*) denotes & deflcidhcriwhich tha Insttution may be excused from cormecling providing it is determined that
other sateguards provide sufficlent protection 1o the patlents. (Ses Instruclions.) Except for nuraing homes, the findings slated abova are disclosable 80 days
following the date of survey whather at not a plan of corraction Is provided. For nursing homas, the above findings and plans of comaction are disclosable 14
days foliowing the date these documents are made avallable {a tha faciiity, If deficlencies are ciled, an approved plan of correction Is requiste 10 cantinued
program parlicipation.
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F 880 | Continued From page 4 F 880 F486 It is and was on the date of the survey the

infections belors they can spread fo other
persons In the facility;

(ity When and to whom possibla incidants of
communiceble disease or Infections should be
reported;

{iii) Slandard and transmisslon-based precautions
{o be followed to prevent spread of infections;
{iv)When and how isclation should be used for a
resident; including but not limlited to:

{A) The type and duration of the lsolation,
depending upon the Infectious agent or crganism
Involvad, and

(B) A requiremsnt that the isolation should be the
least restrictive possible for the resident under the
clrcumstances,

{v) The clrcumstances under which the facliity
must prohibit employees with a communicabie
disease or Infected skin lasions from direct
contact with resldents or thelr food, if direct
contact will transmit tha disesse; and

{vl)The hand hyglene procedures lo be followad
by staff involvad in direct resident contact.

§483.80(a)(4) A system for recording-incidents
Identified under the facility's IPCP and the
corractive actions taken by the facllity.

§483.80(s) Linens.

Personnel must kandle, store, process, and
transport linens so as to prevent the spread of
Infection.

§483,80(f) Annual raview,

Tha facllity will conduct an annual review of its
IPCP and updata thalr program, as necessary.

This REQUIREMENT is not met as evidenced

by:

policy of Somerset Nursing Facility to Maimain
an infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development snd transmission of communicable
diseases and infections.

1. On 12/9/20 resident #2 and Resident #7 were
assessed by the RN unit manager to be afebrile,
and without signs and symptoms of acute disiress
and with stable vital signs.

2. Resident number #2 and #7 were noted to be
room- maltes. Additionaly, Employee #1 and
employee #2 were assessed on 12/9/20 by licensed
nurse to be afebrile, no cough, without N&V ,
diarrhes, headaches, loss of taste or smell,
shortness of air, body or muscle aches. Chills or
fatigue, sore throat, ranny nose or congestion .

3. On 12/9720 Employec #1 and Employee #2
were given immediate education by Licensed
Nurse/infection preventionist on transmission
based precantions , including as it relates to care
with COVED -19 positive resident, oppropriate
Mask (N-95 usage} including hand Liygiene.
Competency exam was given by licensed nurse to
employce #1 and employee #2 on 12/23/20 with
100% score oblained. Education was initiated on
12/9/20 to all staff on care of COVID positive
resident, transmission based precautions including
donning of appropriate N-95 mask by licensed
Nurse, Additionally, all stuff competency exam
was given to staff by licensed nurse prior ta the
next work shift with 100% accuracy expected. On
December 28, 2020 127/155 (87%) of staff had
been educated with the remaining to be educated
before next scheduled shift.
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4.The red cross on the outside of a resident’s door
£ 880 | Contintied Fram page 2 £ 880 will be a visual identification symbol of a residen

Basad on observation, interview, record raview,
and raview of facfiity policy, it was determined the
facllity falled to prevent the poselble spread of
COoVID-19, On 12/09/2020, two (2) direct care
staif (Stale Registered Nurse Aide [SRNA] #1 and
#2) wera observed entering the room of Resldent
#2 and #7 who were both positive for COVID-18
without donning the appropriate Personal
Protaciive Equipment {8 N-85 or higher face
mask).

The findings include:

Review of the facillty policy titled, "Managing
Covid-18 Positiva Residents or Residents Under
Covid-18 investigation”, undated revealed "The
rasident should be placed in airborne isolation
precautions. All staff who entsr the rasident's
room shall don (put on), and doff {take cff) the
following Personal Protective Equipment:
Rasplrator (N95), Gown, Gloves, Eys Protaction".

Review of Resident #2's medical record revealed
the facllity admitted the resident on 08/04/2015,
with diagnoses of Hypothyroidism, Dysphagia,
and Hypertension, Further record review
ravealed Residert #2 lested positive for
COVID-19 on 12/08/2020.

Review of Resldsnt #7's medical record revealed
the faclilty admitted the resident on 07/10/2020
with diagnoses of Diabstes Mellitus Type 1,
Cellulitis, and Arial Fibrillation. Further review
revealed Resident #7 also tested posilive for
COoViID-18 on 12/08/2020.

Observation on 12/09/2020 at 10:34 AM, revealed
signage for droplet precautions posted on
Resident #2 and #7's doors. The signage ststed

with COVID-19, Education and a post test was
provided by & licensed nurse/administrator for all
staff members who are currently working on
1/8/21. Employee #1 and #2 were also
immediately educated and post given on 1/8/2021
by licensed nurse/administrator with 100%
accuracy. Additionally, cducation and post test
will be provided by a licensed nutse/administrator
to all staff members prior to their next worked
shift and a post test given with 100% accuracy
expected.

5. On 12/28/20 COVID -19 N95 Mask
compliance Audit was conducted which included
observing 3 random staff members caring for
COVID-19 positive resident for wearing N-95
mask, Audit was conducted by licensed nurse and
100% compliance was noted with no concerns
being identificd. Additionally, while the COVID
-19 unit remains open the N-95 compliance audit
for employees while caring for COVID-19
positive residents will be conducted by a licensed
nurse daily starting 12,28/20 and running through
1/7/20 (scheduled end date of COVID unit) 3 staff’
members will be observed for compliance by the
licensed nurse daily. With no further Concems, If
(here are any additional COVID-19 outbreaks ,
compliance for care for COVID-19 positive
residents/PPE usage will be monitored through
our QAPI process.

6.0n 1/9/2021 3 staff members of random
departments were selected and asked what 4 red
cross on o resident's door signifies. The audit was
completed on 1/9/2021 by a licensed nurse or
administrator with 100% accuracy, no concerns
identified. Additionaily, 3 staff members from
random departments will be seleeted by a licensed
nurse 3x's 8 week for 8 weeks and asked what a
red cross on a resident's door significs. 100%

accuracy is expected and wilh no concerns the
 Creility wi . X
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F 880 | Continued From page 3 F 880 7.0n I2/39/20 20staff training was started by
prior to eniry ta the room, staff must don a gown, L‘Jl“’ I;'If‘l‘;g"“ P“’l"cm‘"““' and DON using tt{e
mask, gloves, and face shield. se orrectly for COVID-19 video on ypu tube

(length 12:01) for all staff with a timeline for
completion of 01/06/21.

Obsewallon on 12’09’2020 a‘ 10:37 AM. I'EVEB|Ed Attestation statement ofcomplction attached.

SRNA#1 and SRNA #2 donned a gown, surglcal
rnask, face shield and gloves prior to entering

Resldent #2 and Resldent #7's room (bath Dale of compliance 1/10/21
posliiive for COVID-18).

Interview with SRNA #1, on 12/09/2020 at 10:42
AM, revealad siaff were aierted If a resldent was
on transmission based precautions by the
signage posted outside the resident's room door.
He stated he wes aware that Resident #2 and
Residant #7 had iested positive for COVID-18,
but was unsure when entering a room of a
positive COVID-19 resident, whether a NSE mask
or higher level respirator was required.

Interview with SRNA #2, on 12/08/2020 at 11:31
AM, revealed sha was unaware that Resident #7
and Resident #2 were posiive for COVID-10;
therefore, did not don a N85, Sha further revealed
she was unaware how often staff received
education regarding isolation precautions, but
stated they had “teachable moments" when they
were supposed to read information and sign that
#twas read. Further, according to SRNA#2, she
was also providing care for resident on another
unlt (yellow zone unit) where residents were being
monitored for COVID symptoms,

Interview with Licensed Practical Nurse {(LPN) #1,
on 42/00/2020 at 10:48 AM, revealed Resident #2
and Resldent #7 were pasliive for COVID-18;
theraefore, prior to entry staff must don a N95&
mask, She furiher revealed she notified staff of
the positive test results for Resident #2 and #7
Immediately after recelving the test results.
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Interview on 12/09/2020 at 11:42 AM, with the
infection Control Nurse, revealed she expected
staff to wear a NBS5 mask when providing care for
a restdent who was COVID-19 positive. She
further revesled the facliity policy stated a N85
must be worn when & resident wes positive for
COVID-19, Continued interview with the Infection
Contro! Nurse revealad there was a potential for
axposure and spread of COVID-18 If staff did not
wear the proper mask.

intorview with Director of Nursing (DON), on
12/00/2020 at 11:11 AM, revealed staff wera
expected to wear a N85 or higher lavel respirator
when entsring resident rooms wha were posltive
for COVID-18. She stated that the only exception
would be If the facllily had a shortage of N85
masks; however, she stated the facility did not
currantly have a mask shortage. Per the DON, if
a resident tested positive for the COVID-18 virus,
the nurses were rasponsible to communicate
rasldents’ COVID-18 status and the precautions
1o taka when providing care to other staff, The
DON stated staff not wearlng a N-85 facemask
craated the potentiai for spread of COVID-19.

Interview with Administrator, on 12/09/2020 at
14:25 AM, revealed he expected staff to wear full
personal protective equipment (PPE) which
included & gown, gioves, N85 or higher level
respirator and face shield lo help prevent the
spread of COVID-18. He further revaaled stalf
should not enter a resldent room with suspected
or confirmad COVID-18 without a N85 mask.
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F 880 | Continued From page 4 F88p] Somerset Nursing and rehabilitation Facility 1/10/2021

does not believe nor does the facility admit that
any deficiencies exists. Somerset Nursing
Facility reserves all rights to contest the survey
findings through the informal dispute resolution,
{egal appeal proceedings or any administrative ol
legal proceedings. This plan of comrection 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 possibldg
contentions and defenses in nay type of civil or
criminal claim, action, or proceeding, Nothing
contained in this plan of correction should be
considered as a waiver of any polentiatly
upplicable peer review Quality assurance or self-
critical examination privileges which Somerset
Nursing and Rehabilitation does not waive and
reserves the right to assct in any administrative
civil or criminal ctaim, sction or proceedling,
Somerset Nursing Facility offers its response,
credible allegations of compliance and plan of
correction as part of its on-going effort to
provide the highest quality of care while
ensuring the rights and safety of 21l residents,

1. On 12/9/20 resident #2 and Resident #7
were nssessed by the RN unit manager to be
nfcbrile, and without signs and symptoms of
ucute distress and with stable vital signs.

2. Resident aumber #2 and #7 were
noted to be room- mates. Additionally,
Employee #1 and employee #2 were
assessed on 12/9/20 by licensed nurse to
be afebrile, no cough, without N&V ,
diarrhea, headaches, loss of taste or smell,
shortness of air, body or muscle nches.
Chills or faligue, sore throat, runny nose
or congestion .
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A COVID-19 focused Infection control survey was
canducted on 12/09/2020. Deficlent practice was
Identified pursuant to 42 CFR 483.80.

Nurse/infection preventions on transmission based
precautions , including as it relates to care with
COVID -19 positive resident, appropriate Mask (N-
95 usage) including hand hygiene. Competency
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3. On 12/9/20 Employee #1 and Employee #2
N 200G Initial Comments N goo were given iinmediate education by Licensed

exarm was given by licensed nurse to cmployee #1
and employee #2 on 12/23/20 with 100% score
obtained, Education was initiated on 12/9/20 to all
staff on care of COVID positive resident,
transmission based precautions including donning
of appropriate N-95 mask by licensed

Nurse. Additionally, all sialf competency exam was
given to staff by liceused nure prior to the next
work shift with 100% accuracy expecied. On
December 28, 2020 127/155 (87%) of stal¥ had beer)
educated with the remaining to be cducated before
next scheduled shift.

4,The red cross on the outside of a resident’s door
will be a visuat identification symbol of a resident
with COVID-19, Education and a post test was
provided by a licensed nurse/administrator for ali
staff members wha are currently working on 1/8/21.
Employee #1 and #2 were also immediately
educated and post given on 1/8/2021 by licensed
nurse/administrator with 100% accuracy,
Additionally, cducation and post test will be
provided by a licensed nurse/administrator to ail
Istaff members prior to their next worked shifl and 2
post test given with 100% accuracy expected.

5. On 12/28/20 COVID -19 N95 Mask
compliance Audit was conducted which included
abscrving 3 random staff members caring for
ICOVID-19 pesitive resident for wearing N-95 mask.
Audit was conducted by licensed nurse and 100%
compliance was noled with no concerns being

dentified.
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Additionally, while the COVID -19 unit remains
£ 000 Initlal Comments E000| open the N-95 compliance audit for employees
while caring for COVID-19 posilive residents will
A COVID-19 focused Emergency Preparadness be conducted by a ticensed nurse daily starting

12.28/20 and running through 1/7/20 {scheduled
end date of COVID unit) 3 staff members will be
observed for compliance by the licensed nurse
daily. With no further Concerns, 1f there are any
additional COVID-19 oulbreaks , compliance for
carc for COVID-19 pesilive residents/PPE usage
will be monitored through our QAPI process.

sutvey was conducted on 12/08/2020. The
facliity was found to be In compliance wilh 42
CFR 483.73 Emergency Preparedness related to
E0024. No deficlent praclice was identified,

6,0n 1/9/2021 3 staff members of random
departments were selected and asked what
a red cross on a resident's door signifies.
The audit was completed on 1/9/2021 by a
licensed nurse or administrator with 100%
accuracy, no concems identified.
Additionally, 3 staff members from
random depariments will be selected by a
licensed nurse 3x's & week for 8 weeks and
asked what a red cross on a resident's door
signifies. 100% accuracy is expected and
with no concerns the facility will continue
to monitor through the QAPI process.

7.0n 12/30/20 20stuff training was started by

the Infection Preventionist and DON using the
Use PPE Correctly for COVID-19 video an
you tube(length 12:01) for ail staff with a timeline
for completion of 01/06/21.

Aftestation statement of completion attached.

Date of compliance 1/10/2021

=2
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‘Any deficlency siatement ending with an asterisi{(*) derfotex déficlency which the Instliuilon may be oxcused tronf correciing providing !t s detarminad that
other safeguards provide sufficient proteclion lo the patlienta. {Sea inslructions.) Except tor nursing homes, the findings stated above are disclosgble B0 daya
following the date of sutvey whather or not & plan of correciion is provided. For nufsing homes, the above findings end plans of correclion are discloaable 14
days following the date these documenta are mada avellabla to the tacllty. If deficlancles are cited, an approvad pian of correction I8 lequisiie to continued

program pariicipation.
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