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A Recertification survey was conducted on JUN 1 4 2010
04/06/10 - 04/08/10 and a Life Safety Code :
survey was conducted on 04/06/10. Deficlencies
ware cited with the highast Scope and Saverlty 1) (——
(8/S) being and “E".
F 158 | 483.10(b)(5) - (10}, 483.10(b){1) NOTICE OF F158| 156483 10 (b){5)-10, 483.1
- -10, 483.10 (b){1)
88=C | RIGHTS, RULES, SERVICES, CHARGES NOTICE OF RIGHTS, RULES, SERVICES | “l IQ‘ &)
CHARGES

The facility must inform the resident both orally
and in writing in a language that the residant
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilittes during the stay in the facllity. The o
facllity must also provide the resident with the o oharges” pen admission.
notice (If any) of the State developed under o be affected b this oo
§1919(e)(8) of the Act. Such notification must be because eil roc i; ts e CI'E"CV
mads prior to or upon admission and during the "Notlce of Rl eh e; Trece ve a
resident's stay. Receipt of such information, and otice of Rlghts, Rules, Services

any amendments to It, must be acknowledged in And Charges” upon admission
3. A copy of this information was

1. Noresidents were known to have
been affected by this deficiency
because all residents receivea
“Notlice of Rights, Rules, Services

writing. obtained and properly dispfayed
The facilty must inform each resident who is !rn the facllity lobby on 4/8/10 by
entitied to Medicaid benefits, in writing, at the time ervy Powers, Administratar. Al
of admission to the nursing facility or, when the ,r,eSidents recelve written
resldent becomes eligible for Medicald of the Ngﬂrf of Rights, Rules, Services
items and services that are included in nursing anc a{ﬁe? upon admlssm'- ;
facilily services under the State plan and for p'\d ontaly inspections by Facility
which the resident may not be charged; those ' ministrator, Terry Powers
other items and services that the facllity offers ' or designee t.o ensure proper
and for which the resident may be charged, and posting of this information will

the amount of charges for those services, and be conducted.

inform each resident when changes are made to
the items and services specified In paragraphs (&),
(I1(A) and (B) of this section.

The facllity must inform each resident before, or
at the time of admission, and periodically during
the resident's stay, of services available in the

EFTOERISUPPLIER REPRESENTATIVE'S SIG ;Uj - . TITLE (QG)D TE '
‘(/’5 //‘)‘7! /IM’L»(/JZ:%\_, 6, /D//d

A g with an asterlsk (*} denotes a daficiency which the inalitution may ba excused from correcting providing it is determined that
othar gafeguards provide sufiicient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the data of survey whethaer 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 mads availablae to the facility. If deficiencias are cited, an approved plan of correction is raquisiie to continued
program participation.
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facllity and of charges for those services,
including any charges for services not covered
under Medicare or by the facllity's per diem rate.

The facilily must furnish a written description of
legal rights which includes:

A description of the manner of protecting
personal funds, under paragraph (c) of this
saction;

A description of the requirements and proceduras
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines tha extent of a couple's
non-exempt resources at the time of
Institutionalizatlon and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutiohalized spouse's
medical care in his or her process of spending
down to Medicald ellgibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licenaure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit, and a statsment that the resident may file a
complaint with tha State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resldent property in the
facllity, and non-compliance with the advance
directivas requirements.

The facility must comply with the requirements
specified in subpart | of part 489 of this chapter
related to maintaining written policies and
procedures regarding advance directives. These
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_ such benefits.

requirements include provisions to inform and
provide written information to all aduit residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individuai's
option, formulate an advance directive, This
includes a written description of the facility's
policies to Implement advance directives and
applicable State law.

The facility must Inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facllity
written information, and provide to resldents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
recelve refunds for previous payments covered by

This REQUIREMENT is not met as evidenced
by: .

Based on observation and interview, it was
determined the facility failed to display written
information related to how to apply for the use
Medicare and Medicald beneflts. Observation
during the first and second day of survey failed to
reveal avidence this information was displayed.

The findings include:

QObservations on 04/08/10 and 04/07/10 revealad
no evidence the facility had posted information on
how residents could apply and use Medicare and
Medicald benefits.

Interview an 4/07/10 at 11:45 AM with the facility
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Administrator revealed he was unaware the
information was not posted regarding how to /
apply for and use Medicare and Medicaid
benefits, He stated the information had been
posted but had to be removed dus to repairs
around June, 2009. ‘
F 281 483.20(k)(3)()) SERVICES PROVIDED MEET F 281 '
55=E | PROFESSIONAL STANDARDS F281 483.20 (k){3)(1) SERVICES
PROVIDED MEET PROFESSIONAL S \“] \ o

The services provided or arranged by the facility
must mest professional standards of quaility,

This REQUIREMENT is not met as evidenced
by: '
Basad on cbsetvation, Interview, and record
review it was determined the facility failed to
ehsure agsessmants for the use of side rails were
completed for three (3) of twelve (12) sampled
residents (Residants #5, #8, and #8) and failed to
develop an Initial Care Plan sufficient to meef the
neads of newly admitted residants, prior to
completion of the first comprehensive
assessment and Comprehansive Gare Plan for
four (4) of twelve {12) sampled residents
(Residents #4, #5, #8, #7, #8).

Additionally, the facllity failed to ensure Physiclan
Orders for lab services were followed for
Resident #8, related to an order for a daily

Prothrombin and International Normahzed Ratio
(PTANR).

The findings include:

1. Review of the clinical record revealed
Resident #5 was admitted to the facllity on
03/28/10 with diagnoses which included Total Left
Hip Arthroplasty, History of Spinal Fusion and

STANDARDS
1. Residents #5, 6 and 8 were
known to be affected by this

above residents charts and care
plan was updated.

care plans were updated.

Administrator indicated no need

service for all licensed staff,
{Exhibit 3) given by Teresa
LeMaster, Director of Nursing

on 5/6/10 which Included proper

residents.

deficiency, resource nurse reviewed

2. A review of all residents charts and
care plans was conducted by Director
of Nursing and Resource Nurse and

3. A revlew of the policy entitled “Use
of restraints and protective devices”
(Exhibit 1) by Teresa LeMaster, RN,
Director of Nursing and Terry Powers,

for policy revision. The current side rall
assessment form was reviewed by
Director of Nursing and Administrator
and changes made {Exhibit 2) to reflect
the use of positioning devices. An In-

form completion and care planning for
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History of Falls. The Admission Assessment
dated 03/26/10 revealed the facility assessed
Resident #5 as haing at risk for falls,

Observations on 04/06/10 at 10:40 AM and 4,30
PM revealed two (2) upper half side rails were in
the up positlon on Resident #5's hed.

Review of the Slde Rail Assessment dated
03126/10 revealed two (2) upper half side rails
were recommended for Resident #5. However,
the assessment revealed no documented
avidence to Indicate the reason for the resident's
use of the side rails.

Review of the Initial Care Plan dated 03/26/10
revealed the facility noted the resident as having
impaired mobility. interventions failed to include
the use of the two (2) upper half side rails.

In addition, review of Resident #5's Physician
Order's dated 03730/10 revealed an order for a
bed alarm for safety related to night time
confusion.

Observations on 04/06/10 at 10:40 AM and 4:30
PM revealed two (2) upper half side rails were in
the up position on Resident #5's bad. Interview
with Residant #5, at that time, revealad the bed

afarm was in the top drawer of the bedside table.

The resident stated the nurse placed the bed
alarm on the hed at night. Observation revealed
the resident’s bed did not contain a working bed
alarm. Further cbservation revesled the bed
alarm connection was observed to be in the top
drawer of the bedside table.

Review of the Initial Care Plan dated 03/26/10
ravealed the facility assessed the resident as

will conduct audits (Exhibit 4)
of new adfhits to ensure proper
care planning of repositioning devices
and side rail assessment is properly
completed. This will be done weekly x three
months. Then once monthly an audit
will be completed on new admits and in-
house resldents x six months,

A quarterly report to be glven to Q
committee {which consists of Medical
Director, Director of Nursing,

Administrator, MDS Coordinator,

Soclal Workers, Infection Control
Nurse and Therapy

Coordinator) for monitoring and
any necessary changes.

F281 483.20 (k}(3){1) SERVICES
PROVIDED MEET PROFESSIONAL
STANDARDS

1. Residents #4, 5, 6,, 7 and 8 were
known to be affected by the defictency,
Resource nurse reviewed and updated
care plans for the above mentioned
residents. :

2. A chart audit of all residents care-plans
was conducted by the Director of Nursing
and the Resource nurse and all residents
care plans were updated.
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F 281 Continued From page 5 F 2811 3. A review of the policy C08 “Care
being a fall/safety risk. Interventions- failed to Planning” {Exhibit 5) by the Director
include the use of a bed alarm, Of Nursing; Teresa LeMaster and
. Administrator, Terry Powers, Indicated
Further review of the Nursing Admission - no need for any policy revision. An
Assessment dated 03/26/10 revealad the facllity in-service {Exhibit 6) by Director of Mursing
assessad Resldent #5 as having a problem with was given to all licensed staff on 5/5/10
sleep and rest which discussed care plan policy and
proper care planning of all residents. g
Review of the Physician's Order dated 03/29/10 4. Each shift the primary nurse will update
revealed an order for Ambien (a the care plan according to any changes
sedative/hypnotic) as needed for sieap. _ ) in the residents condition or any new
: arders received that shift. The
Review of the Initial Care Plan revealed the Care primary nurse will then note on
Plan falled to include the use of hypnotic order sheet at the end of her shift
medication. care planning has been completed.
_ Care planning audits will be conducted
Interview on 04/10/10 at 12:00 PM with Licensed by the Resource nurse using “Chart Audit
| Practical Nurse (LPN) #2 revealed he was the Form” {Exhibit 7) on each new
resource nurse on 04/12/10 assigned to complate admission to ensure that care planning
Resident #5's care plan. He indicated the has been completed on alt admitting orders and
resident's Side Rall Assessmant was incomplete patient’s initial assessment condition.
and the Side Rail Assessment should have A care plan audit (Exhibit 8) will be
inciuded the reason for the rasident's use of the conducted by Director of Nursing,
side rails. or designee completed weekly
for three months then monthly
Continued interview with LPN #2 revealed the for six months to ensure proper
rasident's Initial Care Plan should have included care planning on all residents. A
Interventions for the use of side rails, bed alarm quarterly report will be presented to QI
and hypnotlc medication. committee for continued monitoring
‘ and corrective actlon when indicated.
2. Revlew of the medioal record revealed
Resident #8 was admitted to the facility on
04/02/10 with a diagnosis which included a Left
Total Knes Surgery.
Review of the Physliclans's Order dated 04/02/10
revealed an order for Wailbutrih {a psychotroplc
medication). Continued review of the Physician's
Orders dated 04/04/10 revealed an order for .
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Ativan (a psychotropic médication). PROVIDED MEET PROFESSIONAL
Review of the Initial Care Plan dated 04/02/10 STANDARDS d have b
revealed no documented evidence the facility L. One resident could have been
care planned Resident #8 related to the use of affected by this deficiency however d
the psychotropic medications. the order was clarified with ARNP an
lab order was cancelled,
interview on 04/08/10 at 12:30 PM with LPN #2 2. A review all other residents physician |
revealed he was responsible for Resident #8's orders was conducted by Director of t
care plan. He indicatéd the resident's care plan Nursing and Resource Nurse :
should have included the use of the psychotropic and no residents were affected by
medications. The LPN stated he was unsure as this deflciency. )
to why the psychotropic medications were not 3. A review of the policy entitled
care planned, Transcrl.blng Orders” (Exhibit 9)
. by the Director of Nursing,
3. Review of the clinical records revealed and Administrator, indicated
Resident #8 was admitted 04/01/10 with ho need for policy revision. An
disgnoses which Included Left Knee Repair, and in-service (Exhiblit 10} by Director of
Selzure Disorder. : Mursing for ali licensed staff regarding proper
o transcription of orders, order clarification
Review of the facility's Side Rail Assessment and notification of MD was conducted
dated 04/01/10 revealed bilateral half side rails on 5/6/10.
were to be used for Resident #8, however the 4. Chart check to be done on each shift
assessment was not completed to Indicate the by primary nurse to ensure orders have
reason for using the side ralls. In addition, review been properly transcribed and clarifled
of the facility's initiat Care Plan revealed the ' if necessary. Director of Nursing or
facllity failed to implement any goals or designee will do chart checks on all
inferventions related to the use of side rails. patfents to ensure proper order
transcription weekly x three months .
Ohservations on 04/08/10 at 10:50 AM revealed then monthly for six months.
Resident #8 lying in bed with bilateral side rails in Quarterly reports made to the QI committee
the up position. Continued observations on ‘ for any additional follow up.
04/07/10 at 8:44 AM and 11;10 AM revealed the
resident lying in bed with bilateral side rails in up
position,
Interview on 04/08/10 at 12:10 PM with Licensed
Practlcal Nurse (LPN) #2, who was the resource
nurse on the day of the interview, revealed it was
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drawn as ordered.

the policy of the facility to complete an
assessment for all residents related to the use of
side ralls upon admission. In addition, the
interview further revealed a Gare Plan should
have been developed for the use of side rails.

The facility was unable to provide evidence an
assessment or Care Plan related to the use of
slde ralls had been compteted for Resident #8.

In addition, review of the Admission Order Sheet,
dated 04/01/10, revealed a Physician's Order for
a daily PT/INR to be obtained. The facility was
unahble to provide evidence this lab had been

Interview on 04/07/10 at 11:40 AM with Licensed
Practical Nurse (LPN) #4 revealed the facllity
does not draw PT/INRs on residants who receive
Lovenox. She stated Resident #8 was orderad
.ovenoy, which does not require a PTAINR. The
LLPN Indicated the nurse who took off the
admisslon orders for the resident's Lovenaox
should have clarified with the physician that
Lovenox did not require an order for a PT/INR
and discontirfued the order for the PT/INR,

The facility was unable to provide evidence the
order for the PT/INR had been discontinued or
clarified with the Physiclan.

4. Review of the clinlcal records revealed
Resident #7 was admitted to the facility 04/03/10
with diagnoses which included Right Knee
Reptacement.

Review of the facility's Slde Rail Assessment
dated 04/03/10 revealed bilateral half side rails
were to be used for Resident #7 related to
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mobility and independence, -

Review of tha Initial/immediate Need Care Plan
revealad the facility failed to implement goals
andfor interventions related to this resident's use
of slde ralils, '

Observation on 04/07/10 at 3:25 PM revealed
bilaterai side rails were in the up position on the
bed, while Resident #7 was in bed.

Interview on 04/08/10 at 12:10 PM with Licensed
Practical Nurse (LPN}) #2, who was the resource
nurse on tha day of the Interview, revealed he
was unable to provide evidence a Care Plan had
been developed related to the use of side rails for
Resident #7. He indicated the use of side rails
should have been noted on Resident #7's Care
Plan. '

5. Review of the clinical records revealed
Resident #4 was admitted to the facility on
03/29/10 with diagnoses which included a Recent
Lumbar Kyphoplasty.

Review of the Side Rail Assessment, dated
03/29/10, revealed the facility recommended
bilatera! side rails to be utllized for Resident #4 to
promote independence and mohility.

Observations on 04/06/10 at 11:00 PM and on
04/07/10 at 8:50 AM revealed Resident #4 lying in
bed with blitateral side ralls in up position.

Reviaw of the Initial Care Plan, dated 03/28/10,
revealed no documented evidence the facility
care planned the resident's use of the side rails.

interview on 04/08/10 at 12:10 PM with LPN #2

F 281
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‘determined the facllity falled to prepare, distribute

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT Is not met as evidencad
by:
Based on observation and interview It was

and serve faod under sanitary conditions.
Ohservations revealed baking trays were stored
wet on two (2) different occaslons, In addition,
staff failed to provide handwashing hygiene
during the evening meal while serving trays after
resident contact.

The findings include:

Observations on 04/06/10 at 9:10 AM and on’
04/07/10 at 11:03 AM revealad six (6) stainless

stesl baking trays were stored stacl-ced and wet
on a storage sheif,

Interview on 04/06/10 at 9:10 AM and 04/07/10 at
11:03 AM with the Dietary Manager (DM)
revaaled tha stainless steel haking trays were to

1. No residents were known to be
affected by this deficiency.

2. All residents could have potentially
been affected but through maonitoring by
Resource nurses and primary care nurses
for signs of symptoms of gastrointestinal

3. Immedlate removal of pots and pans
by Food Service Manger, Larry Little.
All pots and pans were rewashed,
sanitized and air dried by porters in
the dletary department according to
policy and procedure #NS 317

“Hazard Management and
Prevention/dishes and Silverware”
{Exhibit 11). An in-service {Exhlbit 12}
conducted by Larry Little, Food

Service Manger to all porters and
management on policy was given

on 4/7/10 and 4/8/10. _

4. Managers on duty will check the
pot/pan area daily to ensure pots and
pans are alr dried and stored according
to policy, Larry Little, Food Service
Manger or designee to monitor

weekly to ensure proper procedure

for pots/pans washed, sanitized and
dried according to policy. Cardinal Hill
Dietary Consulitants will inspect area
monthly for six months and report
findings to Department Manager and the
facility Administrator. Any problems
identifled will be corrected
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rack. He stated dletary staff were aware of the air

further stated, "It is important to help patients stay

't ba alr driad pricr to baing placad on tha storaga

drying process and was unsure why staff failed to
use the drylng rack prior to placing the haking
trays on tha storage shalf.

Ravlew of the facility policy entltled "Washing
Pots and Pans" dated 04/2008 revealed all items
would he air dried and pans should never ba
stacked wet on the storage shelves.

Observations during the evening meal on
04/08/10 at 5:20 PM revealed Certified Nursing
Asslgtant (CNA) #7 set up and served atray to a
rasident. The CNA failed to perform hand
hygiene and continued to serve another resident's
tray which Include raising the restdent's bed and
performing tray set up. Tha GNA then retrleved
another tray from the hall tray cart and set up the
tray in another rasident's room. The CNA was
observed to serve the rasidant's tray without
performing hand hygiene. Hand sanitizing was
not observed by CNA #7 until after having contact
with three (3) different residents.

interview on Q4/06/10 at 5:35 PM with CNA #7
revealed the facliity's policy was to sanitize or
wash hands between each resident contact. CNA
#7 ravealad "l did realize | forgot to sanitize", He

healthy."

interviaw on 04/08/10 11:15 AM with Registerad
Nurse (RN) #3, who was the acting resource
nurse for the day, revealed it was the faciiity's
policy that staff serving trays room to room should
sanitize their hands before pulling out the next
tray, s¢ on leaving the rasident's room thay
should sanitize thelr hands, to prevent the spread
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1. Resident #7 could have potentially

been affected by this deficiency however

this resident was monitored closely by
primary nurses and no adverse affects
were noted,

2. No residents were identified to be

affected by this deficiency and immediately
all staff where reminded of proper hand- ‘

washing and sanitizing techniques by
Resource nurse and Administrator.

3. Arevlew of policy/procedure entitled,

“Hand washing” by Director of Nursing,
Teresa LeMaster, indicated no need for
any policy/procedure revisions. (Exhibit

An in-service (Exhibit 14) was glven to all staff

members on 4/23/10 and 4/30/10

by Kim McHatton CRRN, Infection
Preventionlst, The in-service
discussed the policy and procedure
and each staff member was required
to demonstrate proper hand washing
technique and proper use of hand
sanitizing techniqua.

4. DON, Teresa LeMaster or designee,
will have weekly spot checks on all
three shifts {Exhibit 15) weekly for
two months, monthly x nine

months to ensure proper hand
washing techniques

are being followed by staff. Any
problems identifled will be

corrected immedlately and a

report to the Qf committee will

be given quarterly for action to be
taken when procedures not followed.

on a quarterly basis for any further action

13). i
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K 000 | INITIAL COMMENTS K 000
A Life Safety Code Survey was initiated and
concluded on April 6, 2010 for compliance with
Title 42, Code of Federal Regulations, 483.70
and found the facility was 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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