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Letcher Manor doss aot befieve nor does the
A standard health survey was conducted on faciity admit that any deficiencies axst j
March 8-10, 2010~*Deficient practice was :  Lelcher Manor reserves ail nghts to contest the
identified with the h]gh&g{ SGDﬂE and S@V&ﬁw - i SUWEy‘ﬁndmgs Thmugh Iﬂf(;lnnal ﬁlspuie

heing at an "B level. resolution, appeat proceadings or any :
adminisirative or legal proceedings. This plan of |
correcticn doss not canstitute an admission
regarding any facts or circumstances
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An abbraviated standard survey (KY14326) was
conducted on March 8-10, 2010. No deficient

practice was identified relsted 10 the allegafion. ! surrounding any alleged deficiencies to which it
F 250 | 483.15{g){1) PROVISION OF MEDICALLY . F 250, responds; nor is it meant to establish any .
55=0 | RELATED SCCIAL SERVICE . : standard of care, contract, obligation or position.
. - | Lelcher Manor reserves all rights to raise all |
| The facility must provide medically-refated social possible conlentions and defenses in any type .
- sarvices 1o aftain or maintain the highest ‘ : of civil or criminal claim, action or proceeding. -
' practicatle physicai, mental, ard psychesogial * Nothing contained in this plan of correction 1
waell-baing of each resident. - : should be considered as a waiver of any

i potentially applicable pesr review, quality -
. assurance or self crifical examination privileges
© which Letcher Manor does not waive, and i
- resarves the right to assert in any
- administrative, civil, or criminal claim, aclon of  :
" proceeding. Letcher Manor offers its responses, |
credible altegations of compliancs and plan of
" corection as part of ifs on-going affort to

 This REQUIREMENT is not met as evidenced
C by '
: Based on interview and record review, the facility -
! failed to provide medically refated social services
1 far two (2) of twenty-six (26) sampled residents.
. There was no evidence the facility had provided

: _ ) provide quality care o residants.
; denta! servicgs for residents #16 and #20. Letcher Manor strives to provide the highest |
! dinas i i quatity of care while ansuring the rigr_\ts and :
| The findings Incitsde: safety of ail residents. :
{4 A raview of resident #16% medleal record e ‘
- revealed a 57-year-okd resident with a diagnosis F250 483.15(3)(1) PROVISION OF
of Peripheral Vascular Disease resufting in . MEDICALLY RELf’\TED SOC!AL SERV‘CE :
_ bilateral amputations above the thigh level, o retcher Manor strives to provide the highest
| Resident #16 was assessed on an admission quality of cara to all residents, which includaes
' asgessment dated October 17, 2008, and a - individual resident assessments and provision
" quarterly assessment datad January 14, 2010, as for medically related social service needs for
being independent with decision-making. each resident.
: 1t is the policy of this facility to provide denlal
© A review of resident #16's dental care plan care through the senvices of a consultant
LABDRATORY DIRECTOR'S OR PROVIDERY UPPL]EER REPRESENTATIVIFS SIGNATHRE TITLE a7 /Zﬁ d&w‘
po b g £ (A el Flafar

Aty daficlency staternent ending w’ﬁ; an asterisk {*} dgno!as 2 def icisncy which the institution may be axcused from cormrecling providing it is datermlned that
cther safeguards provide sufficient protection to the patients. (See instructions.} Exoapt for nureing haomes, the findings staled above are dizclosabls 50 days
foflowing the data of survey whathar or net & plan of correstion is provided. Far nursing homes, the above findings and plans of cosrection are disclosable 14

days following tha date theze documents &ra made avaiigble 1o the facility. i deficiencies are ated, an sppraved plan of comadtion 1 requisita to continued
program participation,
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revealed resident #16 had hisiher own testh with
several missing/broken/loose and carious taeth.

The resident's dentist visited the facility an
December 23, 2009, and an examination of
. resident #16 revealed different areas of dental i
: decay, The dental decay was located in ane of
: the resident's top teeth. The five othier areas of
" dental decay were focated In the resident's !
- bottom feeth. According fo the dental exam, the |
 freatment plan stated, "No pathologies at this ;
; time ' :
| An interview with resident #16 on March 10. 2010,
| at 1:50 p.m., revealed the dentist evaluated
 resident #16's oeth at the facility and the resident
 had six teeth with cavities. Resident #16 further

| stated some of hisfher bottam testh were broken,

: and were loose, which made it hard for the

| resident 16 eat. The resident stated it hurt to eat

! hard foods and the resident was only able to

i chew soft foods. Residant #18 furiher stated

- hefshe was awaiting a follow-up appointment and

- was 1nsure f insurance would pay for the dental
woTk.

. An inferview with the Sockal Services Director

: (38D) on Mareh 10, 2010, a1 2:00 p.m., reveated
* the msident had received a dantal examination on:
i Decamber 23, 2009; howaver, the sadial worker

! had not followed up with resident#18 fo discuss

- any further appointments o the dentis for any

: needed repaits, The SSD stated the resident had

" not discussed any difficully the resident was

- having with chewing. The SSD siated that it was

: within the SSD's job description to make

: appointments for the residents as neadad, and to

" make arrangements for transportation for the

: resident attend appointments. The S50 further

premise dental services. The consultant dentist
is retained, visits the facility residents at
winimal, armually, and is responsible for.
providing consuttation to physicians, providing a !
dentat assessment of each resident as neaded,
performing dentai re-gvaluation for each
rasident asneaded, providing in-service
education, ensuring emergency dental services
are available, and providing recassary
information en residents to appropriate staff and |
care planning conferences. |
Itis e poficy of Latcher Marior to prepare |
i
1
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F 250 Continued From page 1 dentist. This facility does not provide on- 5

i

i

and review resident agsessments and to
deveicp the comprehensive care plan for each

. resident throtigh a gualified Interdisciplinary

Care Planning Commiites or Team. The Care
Plarning Team includes, but is not limited to:
53D, Registered Nurses, Director of Nursing (as
appropriate); Dietary Manager, Dietician, ,
Therapist, Charge nurse responsible fr resident |
cére, a3 well as Physician approval; and others
as dppropriate or necessary, such as the Dental
Cansuifant,

This is evidenced by the following actions:

* Resident # 16 niedical records do NOT refiect

. the resident informed the Charga Nurses or the
. Social Service Director (38D) of any mouth or

.+ dental discomfort or need for dental senvices.

Resident #16 was observed and interviewed :
DAILY by nursing staff to determine any painor -
discomfort issues, and this was documented per
the Medication Administration Recard In
additian, farmal nursing assessments for pain
issties were performed weekly and quarierly
which did not reflect any notification or
observation of mouth pain, Oral Assessments
were performed on October 5, 2009, October
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F 250 | Continued From page 2 " F250! 15,2000 and on January 14, 2010, According
stated the SSD was (o make arrangements for - to the nursing Oral Assesgment, the resident |
 residents regarding the methed of payment for . denied any problems with current dental sialus, |
sesvices provided o the residents ralated fo any } " The 53D and the Distary Dn‘eflsior interviewed !
appointmentsfefarmals. The 38D did not talk with | this resident during the same time frames as ';_
the resident about any follow-up appointments | nnted above, and this resident did notindicate ¢
| regarding resident #16's teeth unill made aware - | pa;n with the mouth or safing issues at those
by the surveyor on March 10, 2010, at which time : fimes or made staff aware of any mouth
& follow-up appointment was made. ! discomfort. The social service note made on _
| January 14, 2010 indicated “no social service
] An imterview with the Office Manager (OM) at the: ; . heads,”
 deniist office.on March 10, 2010, at 2:45pm., | " The Dental Consultentis scheduled todo
! revealed that the dentist \nsrcs the facility one time | I routine examinations an EVERY resident !
i per year and evaluates those residents that the | - annually, The Consultant made an annual on- |
| faciiity decided would be difficult to see atthe | ! gife visit on Dacember 23, 2008 in which all
{ dental office. The OM stated the facility made . rasidents were examined that provided i
+ any follow-Up appointments that were needed. i permission for services. Resident#16 was
: The .OM stated thal the SSD had contacted the ! examined; however, the consultant did not note
; dentist on March m.‘ 2010, to make a ,TOHDW_'UD * that a follow up visit was necessary af that time. .
. 3 appointmeﬂt Tor resident #16 for fulurs dental He noted, “nio pathologies at this fime.” The i
- work to be performed. | SSD followed up with the dental office for all |
"2 A review of the medical record revealed | meoassary appointinents, however it was not
: rasident #20 was admitted to the facility an March | - deemed necessary at that time to pursue :
a 24, 2009, with diagnoses of Hypertension, : treatment for Resident #16. Fer the Survayor
i Chronic Obstructive Pulmonzry Disgase, © records as noted, even the Office Managar of
| Disbetes Mellitus, and Seizure Dizorder. The . the pantal Cfice told the Surveyor that the
 diagnoses list was updated on February 6, 2010, “facility made any follow up appoingments that
. Yo include a diagnosis of Cerabral Vascular . were needed.”
. 1| Agcident {CVA). { - Nursing staff aggressively attempled to

A : _ . identity the resident's needs, by foliow up on -

" | A review of the admission comprehensive * any pain issues on a DALY basis via interview
assessmant dated April 5, 2009, revealad with resident. Again, the resident had not made
resident #20 was assessed to have no problems - complaints regarding meuth pain or discomfort,

+with shent and long-term memory recall and to be Stalf was 85 aggressive as possible in

- independent with decision-making skills. The attempting to obtain information, 1o identify a

i assessment further identified tha residant to have naad, A3 reasonably as possile, and was

“"some/sall” natural teath missing. A review of the fimited only by the extent the resident would not
Resident Assessment Pratocels (RAPS) dated Inform the staff.

. Aprit §, 2008, revealed resident #20 was '
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! aderitulous and did not wear dentures. The RAPs!
! further noted dental care would be provided every :
| shift and as needed, and dental appointments |
| would be scheduled as needed. :
: A raview of the dental consultation canducted on |
! December 23, 2009, revealed resident #20 was
i edentulous and no patholagies were identified
: during the exam, ’

: An interview conducted with resident #20 on

" ! March 10, 2010, =t 1:30 p.m_, Tevealed the
- resident had a full set of dentures at the dentist's
 office. The resident was unable o recall when
' the rasident had seen the dentist or the name of
‘the dentist. Resident #20 stated the Social

The resident steted the SSD had informed the

. Tesident that there was no money avaitable to
obtain the dentiras. Resident #20 statad the
resident had been edentuious for four years, hut
had no prablems chewing.

An interview conducted with the S5D on March
10, 2010, at 160 p.m., revealed residant #20 did

- stated resident #20 had taked with the S5D
about obtaining dentures, but the 53S0 was
unaware that dentures had been made for

resident#20. The SSD stated he told resident
#20 that the 53S0 would see if there were some
alternative maasures 1o obtain payrnent far the

. denhires. The SSD stated this discussion

- orcurred sometime in mid-2009. The S50 staied
the 830 had contacted different organizations o

- pbtain finreancial assistance with payment far the

. resident’s dentures afier talking with resident #24,
hut had nat foilowad up on the situation. The

. 85D further stated no-dental evaluations had

LETCHER MANOR WHITESBURG, KY 41858
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F 250 Continued From page 3 F250°  Resident #16 comments to the surveyor,

' Services Director (SS0) knew about the denfures.

nat have funds fo pay for the-dentures. The SSD

i

+ that they were only able to chew s0ft foods, is
¢ not substantiated by the evidence of other
| medical records. Resident #18 has bean shown
" to eat 100% of meals, is on 8 REGULAR DIET,
" and has pot expariencad any weight loss, but
has gained foutteen (14) pounds since
. December, 2008. Thare ware no symptoms or
signs recorded in the medical chart anywhere,
. {0 indicate an immediate medical/dental need,
; or by dafly interviews with the resident, !
i Resident #16 did, however, make staff :
| aware, as evidenced by the medical record, thaf
. he experienced pain in the feg and back areas, ;
* which was promptly addressed and effectivaly
* managed. Resident is indepsndent for eafing
. meals and alko independent for mouth cara. As
! noted by tha surveyor, this resident is
. independent with-decision making, and was
- mare than capable of notifying staff should there
" have been an issue of discomfort or pain in the
. mouth area. .
Resident #20 has an incomect datenotedon ¢
the deficiency statement, The dates asnotedto
be "mid-2008" were actually "mid-2008,” which
were in @ previous survey period. The medical
. racerds of 2008 reflect the resident was
admittsd for a shott term stay in January 2008.
Resident informed the Social Service Director
© {S5D) on April 8, 2008, that resident had basn
" “fiitad” for dentures. The SSD started the
~ process of finding alternate sources for
payments, and made & follow up note of this on
Aptil 11, 2008, Upon notifying the family, they
. informed the SSD that there were never any
dentures and had not baen in over four (4)
- years. The resident discharged home an May 5,
2008 prior to attending any further dental
appointments. This occurréd during a previous
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F 250 | Coninued From page 4 . : F 250; admission, and reflected timely follow up for this 250
{ been abtained for the resident since the resident  resident af thattime. 4-2-1
| was admitted to the facility until the denfist made I January 2009, this resident was

;& routine visit in December 2009.

| Areview of the SSD notes dated April 16, 2009

: through February 25, 2010, revealed no evidence

' the 5SD had made any attempts to provide
. medically related social services for resident #20
_related to dental care.

F281 483.20{K)(3)(} SERVICES PROVIDED MEET
. s8=n PROFESSIONAL STANDARDS

* The services provided or arrangsd by the fasility
must meet prefessional standards of quatity.

~This REQUIREMENT iz nol metas evidsnced
by ‘

* Bagad an abservation, Interview, and record

" review, it was determined that the tacility falled o

: pravide services to meet professional standards
L of quality for two {2) of twenty-six (26) samplad

- ! residants {residents #26 and #8), Observation
: during medication pass on March 8, 2010,
| revealed staff failed to administer aye draps per
. accepted professional standards. In addition,
i resident #6 had a distary recommendation that
was niot implemented,

' The findings include:

i 4. Ohservation during medication pass on March .

8, 2010, at 4:30 p.m., revealed LPN #1
. sdminisiered Brimonidine Tartrate 0.15%
. (Alphagan) eye drops to resident #26. The LPN
T instited one drop of Alphagan to resitent #26's

left eye and then proceeded ta administer the eye -

| drops to the right eye without washing hands or
. changing gloves. The LPN alse wiped resident

rearimitted and did not indicate a need or wish
to further pursue dentures to any staff member,
: Resident was able to maintain ealing a
" REGULAR diet without issue. Dental care
language as noted in the RAPs, are used in

i conjungtion with and indicative of general mouth

! care, which would include cleansing of oral
F 281} geas, including gums, tongue, efe. Oral
i Assessments provided quarterly by nursing staff
- have nof indicated the read for referral to a
" Dental Consultant fherefore a social service
. referral wondd not have been made. The social
note, made after interviewing with this resident,
indicated further review and conclusion by
recording “no social service needs” on July 1,
2003, September 17, 2009, Dacember 2, 2009
and February 25, 2010,
The Dental Consultant evaluated this resident
with permigsion on December 23, 2008, and
found no firther lreztment nesded.

1. Resident #16 was inferviewad by siaff on

. March 10, 2010 and resident now indicates
he would like for an appeintment to be
ade for further follow up of dental
services, Social Service Directer contacied
Dental Consuliant for an appointment on
March 10, 2010. An appointment has been
schaduled for this rasident.
Resident #20 and their family were
interviewad and neither desiras for
dentures to be pursued at this time,
Speech Therapy evaluation note of March
19, 2010, indigates to change resident o
mechanicai soft diet due to the medical
condition of weakness. The Speech

i

]
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#26’5 left eye'with 4 tissue and then used the
same issue o wipe the right eye.

5 lntemew'on March 8, 2010, at 115 pan., with

: LPN #1, revaaled the LPN was not aware of the
need to ‘wash hands and change gloves before
- administaring the eye drops to the second eye.

LPN #1 stated the LPN probably would
. washfchange glovas if the resident had an
; antibiolie eye drop arderad o prevent the

. transfemng of gemms from ohe eye to the othel.

i lnterwew on March B, 2010, at 2:50 p.m., with the !
| Quality Assurance/infection Control Nurse/LPN ;
. #2 revealed it was LPN #2's opinion that siaff '
" shoutld wash hands/ehange gloves bafore 5
_ administesing an eye drop to a resident's second
eye. !

The facility provided a policy/procedure related 1o f

the administration of eye drops dn March 10, :
2010, at 10:30 a.m., which revealed staff shDuld i
“wash hands if administering eye dropsica :
- resident’s second aye.

" The faciity supplied a second policy on March 10

. 2010, at 2:25 p.m., entitted Eye Drop

. Administrstion. The second policy revealed the

. palicy had been updated in Octobear 2007, No
date was found ot the first policy. The sacond
policy anly directed staff on the proper procedurs -

. of administering eye drops to ane eye.

Z. A raylew of the medical record for resident #6 -
ot March 8, 2010, revealed resident #5 was
assessad ta require continuous upe feadings of
Fibersource HN related 1o poor iniake. The
physician's orders for Fepruary 2010 revealed the

" tube feading was to Infuse via an anferal feeding
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Fa281, Contmued From page 5 P Fa28t Therapist stated this evaluation wovld not

support the need for denfures at this tme. |

2. The facility reviewed all residentrecords to |

i ensure that any/all residents in need of ;

dental serdces were ideniified for the

service. No residents were identified to
havs an unroet need. Should the need

; arige for dentaf services the facility poficy

: shall be implemented.

_ 3. Aneducational in-service regarding dental
policy ard procedure was provided on
March 25, 2010 with the SSD; and also on
Aprit 2, 2010 with all nursing staff regarding
facility policy on dental sarvices. All new
nursing staff shall be oriented 1o the policy
upon hirs; and the peficy shall be reviewed
with staff if or when & problem is identified.
The SSD shall intarview residents, face-to-
face, upon each scheduled assessment,
and as needed regarding any specific
dental needs or issues, In addiion, the
DSS, or the designee, shall be notified
immediately upen any resident request,
complaint or assessment for denial service |
neads to ensure dantal senvices are :
received, and proper assessment and
review i5 performexi by the tnterdiscipiinary |
Team. !

4. To ensure solulicns are sustained in
regards to the above, the Direstor of :
Nursing shall implement Quality Assurance
measures to review quariery, the
adherence 1o facility poticy for provision of
dental services. The review will include
interviaw of administrative and nursing
staft, and shall include face-to-face
interviews of 5% of facllity residenls and
review of their medical records.

Evaluation reports will be distibuted to the

1
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pump At a rate of 40 cc per hour. The physician's |
- grders further revealad that resident #6 was
: ardered a regular mechanical soft diet with thin
liquids. A review of the dietitian’s progress notes
 revealed that on February 18, 2010, a dietary
" recommendation was written in the chart for the
. Fibersource HN to be increased to 45 cc per hour
- via enteral faeding pump. :

| Observations of resident#6 on March 8, 2010, at i
' 3:45 p.m., 5:30 p.m., and 5:57 p.m., on March 8,
2010, at &:05 a.m., 10:45 a.m,, and 12:05 p.m.,
“and on March 10, 2010, at 10:00 am., revealed
. * the tube feeding pump to be infusing Fibersource .
KN at 40 ec per hour via the enteral feeding
- pump. . :

* Aninterview with the registered dietilian on March
"9, 2010, at 11:00 a.m., revealsd the dietiian had
" recémmendsd that the tube feeding be increased
“on February 18, 2010. .

An infBrview with the Unit Goardinator on March
T 10:7010, revealed when a distary
recommendation was written, the dietitian wites
the recommendation on a distary
. recommendation sheet for the nurses to contact
- . the physician regarding the racommendation, and ;
'~ obfain orders if needed for the resident. The Unt
' Coordinator reported that according to the
February 18, 2010 digtary recommendation sheet
thars were no recormmendations for resident #6.

A review of the distary recommendation sheel for -
February 18, 2019, revealed no
racommendations were made for resident #6.

A follow-up interview with the distitian on March
10, 2010, at 1:50 p.m., revesled that the dietitian

Administralor for raview end appropriate |
. action laken as necessary, :
. b F250 Apsil 2,2010

| !

© 281 483.20(k)(3)(1) SERVICES PROVIDED !
© MEET PROFESSIONAL STANDARDS
. Letehar Manor strives to provide services Hiat
+ gare being mef with professional standards of
" quality and care that are provided by

. approgriate qualified peraons; which would
i include licensed nurses for medication r

acdministration and Conzuliant Dieticians for

proper resigent assessments and
recommendations.

- This is evidenced by the following actions:

" Resident# 26 medical records refiect thie _
Resident's Charge Nurse (LPN) did administor
Brimonidine Tartrate 0,15% eye drops on March |

© 8, 2010 at 4:20 p.m. Medical records for this -
residant also reflect there was NO active eye
infectious process with this resident. This
medication was being provided for an abnormat
congdition of Glaucoma, related {o elevated

. pressure in the eye.

' The Charge Nurse did not wash her hands
belween syes; however, she did use a different

. finger to apply pressure o the other eye's tear

- duct. This followed cusrent facility policy and _
progedure and is within acceptable standards of
practice.

The facility policy was updated fo ths
professtonal standards of the American Society
of Consulfant Pharmacists (ASCP) in October
2007, The Surveyor was mistakenly provided
the poficy fram the older manuat, but this was
promptly corracted, and the Surveyor was
providad tha correct poficy that was in usa at the
firme of tha survay, which was dated October

FORM CMS-2567(02-08) Previous Yersions Chenlele Event ID:FTZP1
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| failed to write the recommendation on the dietary - . verification of the cunent and correct policy in. ; 4-2-10
i recomymendation sheet The dietitian steted thal . uge by the facility and verified by the Consuftant |
i a recommendation would be mace for resident #6 } i Pharmacist. This very palicy was revised by the
 to have the tube feeding increasec fo 45 coper + Consultant Pharmagcy Group on October, 2007

! hour via enteral feading pump. i
F 465 483.70(h) , ;
s5=F SAFE/FUNCTIONAL/SANITARY/COMFORTABL -
EENVARON - ' .

. and aocording to professional standards of
F 465 ASCP and distributed to this facility at that fime.
i According to written statements cbiained on !

. i March 8, 2010 from the LPN, and the LPN

: i i Supenisor who was also observing the
_ | The facility must provide a safa, funetional, ol :

| sanitary, and cornfortable envionment for ‘
! residents, staff and the public. ;

. medication pass, the fallowing was performed:
e the LPN washed her hands prior Io the

procedure and apphied gloves :

" »  the LPN informed Resident of procedure

- were loose in two (2) resident rooms. One (1) _
room had a'stain in the commode basin. The :
. entry doors [ two (2) resident rooms were '
- sgraped and splintered. _ :

and removed the gloves and washed her
hands.

' This REQUIREMENT is not mat as evidenced - and requested proper head position
by: i - = the LPN used the right httle\ﬁnger 1o i
Based on cbservation and interview, the facility 5 position the right fower conjunctival sac and
Failed to provide effeative nousekeeping and applied medication per policy ;

" maintenance sefvices necessary o maintain s «  the LPN moved o the feft eye, used the fefi

- sanitary, arderly, and comfortable interior. Two : little finger to position the left lower ;

| resident roems had bedside tables with rough, conjunctival 5ac anc applied medication

i chipped edges. A nightlight plate cover was lopse: : peat policy ’ :

iin one {1) resident room. Seven {7) resldent i ‘&« the LPN asked the resident if they needed

! rooms had exposed commode screws extended atissue. The resident took the tissue and

“upward. A light bulb was cut in one (1) resident the resident wiped the face area and gave |

t room. There was scraped drywallfwallpapar in : the Yisste back to the LPN fo discard ;

* hwo {2 resident rooms. Bathroom door handles e the PN folded the fissue into the glove

7

The ASCP standard of practice, 'ﬁvhich this
faility utilizes, (Form #A001} is below:

- The findings include: If 2 dose is requirad in the other eye,

| Ohservation during the environmental tour oR repeat procedures. To jessen the -
" March 8-9, 2010, revealed the following were in chancs of crass-contamination, use a
need of repair: : different finger to apply pressure to the
_ ‘ A : ather tear duct OR wash hands befween
-A bedside rolling lable was ohserved to have ~ ayes. This is particularly important
FORM CME-2587{02-35) Previcus Versions Obeolats - Event ID: FTZP1 Faciiity iD: 100604 If cantinuation sheel Pags Bof B
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;‘ rough, chipped edges in resident rooms 152 and
1 164, S :
: “The nightiight plate cover was loase from the
! wall in room 184,
*_An exposed screw was chserved to extend
upward approximately fwo inches from the
. commoade base in resident bathroems 102, 112,
115, 128, 141, 145, and 152, i
. -A bulb was out in the light of resident bathroom '
145, :
-Scrapad drywalliwallpaper was observed in
. rasident rooms 120 and 140,
' .The bathroom doer in resident room 132
exhibited a squaak when opsned,
. “The bathroom door handies in resident rooms
132 and 152 were loose,
-A stain was observer in the commode basii i
roarn 132, and
-The entry doors to resident rooms 106 and 115

- were obssrved to have been scraped, which

: exposed splintered wood,

Isderview an March 10, 2010, at 3:10 p.m., with
the Director of Maintenance ravealed daily rounds
were made 1o observe for items that needed

. repair. The Direcior of Maintenance stated the

! iterps idetified by the surveyor had not been
reported or déntified by staff. :

LETCHER MANOR WHITESBURG, KY 41858
; SUNIARY STATEMENT OF DEFICIENCIES : o | PROVIDER'S PLAN OF CORRECTION L
SR | (FACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (5ACH CORRECTIVE ACTION STGULD BE N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAE CROSS-RENERENCED TQ THE APPROPRIATE )
: DEFICIENGY) :
F 4685 - Continued From page 8 F 485" when an active eye infection is bsing ' Fags |

%

* practice with this resident than was required.

. facility utifizes, have been unable to find ANY
i standard of practice that says hand washing
i MUST be done befween administeting

¢ specifics a8 to the praper adiniristration, Al _
¢ Nursing staff had been in-serviced on February |

. medication”. There was no potential for a

* negative outcome refated 1o this LPN's

~ adminisiration of eye drop medication, and
. especially sinca there was no eye infection.

* Resident # § medical records revealed that mis

. tfreated.”

: Administration Recerd, by direct observation,
" Dietigian nofe and supplemental distary

. staled “recommend increase Fibersourcs HNto
- 45 coifirx 20 to help stabilize weight,” however,

Although therg was no infectious process, the
nurse continued 1o utilize a HIGHER standard of |

This facility and the pharmacy, which Ihis

medication of both eyes. The manufacturer
guidelines for these eye drops did not provide

5, 2010 regarding the Ocipher, 2007 policy and
procedure refated to “administration of eye drop

facility was follawing the current Physician's
Order of 4Cc ube feeding, by the Medication

recommeandation records at the time of survey,
The Distician's note on February 18, 2010

the Dieticizn wrote at the end of that same note -
“will menitor ho racommendatians at this
time.” The Dietician provided the Director of
Nursing, Adminisirator and nursing staff with a
supplemental sheet for follow up with the
physician, which afso stated, “no
recormmendatians at this time,”

In addition, prior to the Consultant Distician
leaving the building, an exit interview to discuss
recommendations and/or issuss are made

FORM CME-255F(02-09) Pravieus Versions Obsolete
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verbaliy with the Diractor of Nursing, or the
designee, to ensure appropriate communication
for the care of the resident. The Digticlan
verhally confirmed “No Recommendation”
for this resident.

The Speech Therapist evaluated the
resident on Februany 19, 2010 for a bedside
swallow assessment with reports of decreased
appelite, and recommended another calorie
gount and 1o adjust tube nubrifion through the
PFG if resulted in decreased calorje count
with p.o. infake. However, the calories
increased, According to the Speech Therapist
recommendation, an adjustment in fube feeding
was not necassary at that bime.

The Janwary calorie count indicated 72.6%
of calories from tubs feeding, and 27.4%
calories from oral intake. The February calofie
court indicatad 67.9% for tube fesding, and
increased oral intake to 32.10%.

This resident’s weight was 106.2 at the time
of the Dieticlan’s nofs of February 18, 2010
The resident's admit weight was 102.6, and the
resident's ideal body weight rangs was 80 1o
110 bs., @s calculated by the Consultant
Dielician.

The Physician's writien statement on March
10, 2010 in regards to this matiar, noted, “this
patient has experisnced no negalive cutcome
from the dietary recommendation written ofi
ananag.”

Although the Consultant Dietician may have
informad the Surveyor thai she made an error
in the note and supplemental form, and

“meant” {o have the tube feeding increased lo
45cc as a preventative measure to stabiize
weight changes; this was not the final
recommendstion aceording to the medical

Copntinuation Sheet Page 10 OF 15
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jecord or the Diefician’s exit interview with staff.
It wotiid not be an apprepriate standard of
praclice for this faciity to follow what a
Consultant “meant to do,” but dida't, This is not
reasonable ko expect.

Thersfore, all documentation in the current
rnedical racord had been followed by this facility
per the current orders, status and review of this
resident,

1.

Resident # 26 had no potential or negative
autcome from the procedure used for
admiristration of eye drops per the ASCP
standards. The LPN was re-educated on
the policy and procedure for eye drop
administration an March 8, 2010.
Resident # § dietary recommendation was
clarified by the Diefician on March 10,
2010. Facility staff and Resident's
Physician was notified and appropriste
changas were made per policy.

The facility reviewed all resident records tn
identify and ensure that any/all residents
receiving eye drop medication was boing
administered properly. There were no
issuEs. -

Dictician notes and summaries made
during thal fime frame for those residents
having the polentiai b be affected were
reviewed with no issues noled.

The Ceonsultant Distician was educated on
April 1, 2010, regarding consistency and
accuracy of notes and summaries. The Unit
Coordinator shall review all nutriticnal
notes recorded in the medical recard and
also review the supplemental forms for
consistency between documents prior to
submitting for physician consideration.

Continuation Sheet Page 11 OF 15
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The Direstor of Nursing provided an
aducational session on April 2, 2010 with
all nurses in regards to facility policy and
proper adminisration of eye drop
medications. All new nursing staff shall be
oriented io the palicies upor hire; and the
policies shall be reviewed with nursing staff
if or when a problem is idenfified. The
Directar of Nursing, or the designee, shall
be nofified immediately of any issues to
ensurs proper review and correclive
measlres are perfomed.

Ta ersure sofutions are suskained in
regards to the abeve, the Direclor of
Nursing shall implement Gualify Assurance
measures to periodically review the
adherencs to facility policy for proper
adminiztration of eye drop medications.
The Unit Coordinaior wilt obserye at least
one (1) medicafion pass sach monih, for
aach hall; to ensure all 2ye dop
medlcations are administered
appropriately. The Pharmacist shall also
do monthly medication pass raviews, which
shall incude eye drop administration
observation.

To ensure solutions are sustained for
accuracy and consistency of Dietary
Recommendations, Quality Assurance
measures shall be implemented quarterly
by randomly seleciing five percant (5%) of
the residents reviewsd by the Consultant fo
audit for accuracy of the systam,

Evaluaiion reports will be distributed to
the Director of Nursing for review and
appropriate action taken as necessary.

F 281 April 2, 2010
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F465  483.70(0) SAFE / FUNCTIONAL /
SANITARY / COMFORTABLE ENVIRONMENT
It is the policy of Letcher Manor to provide an
enviranment that is safe, funciional, sanitary and
comfortable for residents, staff and the public.
All personnel are farmally trained and orleniated
on maintaining this environment.

During 2000 and 2010, ihis facllity made
major improvements and renovalions to all
resident rooms. Resident room fumiture, new
beds, new bedside tables, new bedspreads,
new cubicle curtaing, and new window
goverings were purchased, The major
impravements were that ALL resident rooms
ware renovated via a Contractor from
September 2003 fo February 2010 for any
issues in the resident room, including correction
of scrapes in walls, painting ceilings and walis,
replacing baseboards and other areas in need.
in addition, ALL doors were repaired and
protective edges and kick plates were
purchased and placed on all doors to prevent
wear, tear and splintering. The resident rooms
and doors were completaly re-done, beginning
September 10, 2009, and ending on Decembar
28, 2009. There were no issues with any of the
rooms on this date, or thereafter with scheduled
routine maintenance. The issues noted by ihe
Surveyor, scobrred afier the dates of renovation
was completed, and the facifity considers these
issues to be a part of nomal wear and tear of
daily living, which are periodically monitored by
the Facility Safety Committes, complefion of
monthly and quarterly Mainienance Checklists,
and reporiad by formal protocol via Maintenance
Requests for day 1o day issues,
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| etcher Manor's maintenance and housekeep-

ing staff performs preventative maintenance

inspections ulilizing systemetic routine check-
lists for daily, weekly, monthly, quarterly and
annual checks of equipment and facilities. At
the time of survay, alf such routine checks had

been conducted and were current. In addition, a

formal maintenance request form is available for

all staff o infiate for daily areas or issues in
need of correction; and are designated a 'priority
code’ as o the urgency. These requests are
addressed daily.

This is evidenced by the following sctions:

1" The facility is not aware of any resident
having an adverse affect from any of the
issues noled durng the envitonmental tour,
Al areas of ohservation or cancern for
rooms numbered 102, 106, 112, 115,
120,128, 132, 140, 141, 145, 152 and 164
were addressed by and completed effective
March 18, 2010

2. Tha facility has made further environmental
observation throughout the facliity on &l
areas noted during the environmentsl tour,
There were no further issugs.

3. Al siaff were re-educated on March 19,
2010 and on April 2, 2010 regarding the
procedures related to inifating
Maintenance Request Forms and proper
sxacution of stich. Siaff was also educated
ragarding n safe, functional, sanitary and
comfortable envitonmart and their
responsibilities thersof.

4. To moniter the effectivensss aof
housekeeping and mainienance services,
the Director of Nursing shall impiement as
part of the Quality Assurancs progess,
irvoivement of the Safety Commilfee. The
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Safety Committes shail provide monthly
inspections throughout the facifity relating
to safe, functional, sanitary and
comfortable environment; and at random,
shall select designated areas for mview.
The Safely Committee results, and ary
other environmental issues found, shall be
reported to the Administrator at the time of
the ocourrenca, so correclive measuras
may be fakan.

5 F465 April 2, 2010
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K 000 | INITIAL COMMENTS K 000
A life safety code survey was initiated and
concluded on March 9, 2010, 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.
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.
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