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nat belicve and does nol admir that
any deficiencles existed, before,

P i
- A standard health survey¥ was conducted on June

| 14-16, 2011, Deficiencies were identificd with the during or afler the survey. The Facility
highest scope and severlty 6t "G" (evel with an veserves all rights to conlest the survey
oppartunity to carrect. findings theough informal dispute
F 229 4B3,13(a) RIGHT TO BE FREE FROM F 221 '

resciution formal appeat procecdings’

850 | PHYSICAL RESTRAINTS or arty adsministrative or legal

The resident has the right to be fres from any poceedings. This plan of correction is [
! bhysicai restraints imposed for purposes of Dol meant 16 establish any standard of H
i discipine or eonvenience, and not requirsd to i care, contuct obligation or position i

treat the resident's medical symptoms, and the Facllity reserves all 1i ehts to

raise all posyible conleurions and
This REQUIREMENT fs not met as avidenced defenses in any (ype of civil or
by: criminal claim, action or proceediag.

Based on abzervation, interview, and record

review, the facility failed to ensure ong of sixbeen [ Nuthm.g contained in _rhm p ;an of

sampled residents was free from physical correction should be considerzd as a j
' restraints net required to treat a medical symptom ! waiver of gy poloniaily appiicablc [
’ (msiﬁfmd#‘”- X Rﬁszd?g: *;"t\r‘:'ats Dbsentren‘_fc_l bs Ik Peer Review, Quality sssurance or seif

da reclihe 2r-chair atr tha revents risin . . ' ) § g

during the gurvey conducied oanune 14-1B, o o Gﬂtlfﬂl _C?!ammﬁﬂon pm'r:legc which

2011, Observation and interview revealed that the Facility does not waive and

resldent #4 attempied to get out of the chair || rescrves the righi to assert in any

without staff assistance on a daily basfs, Thers [ administrative, civil or eriminal claim,

i Was no evidence the facility [dentifiad the
' présence of & tmedica) Symptom for resident #4 |

action or proceeding, The Factlity

that required the use of a physical regtraintor offers it responsc, erediple
utilized a syslematic process of evalugtion to allegations of comphance and plan of
identify the therapeutic intervertions required to correction as part of its ongoing

attaih or maintain the residents highest . ; : .
practicable physical, mental, or psychosocial i Eﬂ?ﬁs to provide quaiity of care to
well-being. There was no avidence the Tacility || residents,.

" determingd the least regtichva glternatives to
avoid a decline in function or the appropriateness |
of the restrainie for resident #4,

LABO RY DIRECTORSE O R BE/SUPPLIER REFRESENTATIVE'S SIGNATURE LE 8 DATE
r;)g} j % “)=/94)
{ L

Any doyancy staiement ending with an astarsk (%) denotas g duficlency which e institution may be excusad fream, oomeeling providing i is determined that
other gdiequards provide zufficient protection io the patisnts, (Sca Instryctions.) Excapt for nurzing hames, the findings stalod abovs are disclosabla 90 days
foliowing the dak of survey whsther or nol @ pian of comaslian is prewided. Fer nurzing homeg, ths above findings and plans of eomreciion am diyclosable 14

Fragrem participation.
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fam1| e ; _ e o | F221 483.13 (a) RIGHT TO
] ontinued From page ] 221 ;
| T findings ol BE FREE FROM PHYSICAL |
) 3 o j RESTRAINTS
A review of the facility’s Restraint t
policy/progedure (datss December 201 2)] ! . . .
revezled physical restralnts ware to be Lsad only ! Corrective Action For Resident(s)
when alternative methods wars not sufficient o Affected:
protect the resldent or others from lnjury apd
wera not a substitie for less rastriclive foarms of .
protective restraint. There was o avidence the . Resident #4 Wﬂs_cvalljlaled/assess_.cd for
Restraint policy/procedura addresaed the the need of a peri chair gz a physical
pratocolsystematic process of evaluation and restralot. Tt wes detarmined thar a
care planning staff was to utilize prior to the ", .
utilization of physical restraints for maidents. The rostraint was needed for Rm:dmt #4 ag
‘policy furthar did not define & physical restralnt 1t 18 necessury for promoting the |
and did not provide a listing of types of physical resident’s quality of life. A physician’s |
restraints or devicas that eould ke considerada | rd biained for th [ chai
physical testraint thet were Utlized far faclllty | orer was oblained for the ger chair as
Tesidants. o a physical restraint, Consent from the
family for the restraint was chrainad,
Ths Diractor of Nursing (DON) was Interviewed m.ﬂy " E: . | do '
on June 15, 2011, at 4:00 p.m. The DON stated Resident #4’s care plan and CNA carc
3 therapy evalustion/assessment should have plen were updated accordingly,
been compieted to determina the appropriate -
restreint device 10 be utilized for resltent #4 and a ‘ e .
presereening restraint assessment should have Hﬂ‘f The F ﬂCf!lf}_' WllllAnL .TO Protect
been conductad, The PON stated restralnf use Residents i Similor Sitnation:
was 1o be reviewed af least quarterly to evaluste i :
for the effectiveness and continued use of the The facility will ovefunlc/assess a1l
!reskraint device. The DON alse stated she residents tn the facility that ufilizes 4
! believed residant#4 had inlbally been placed In _ residents in the acility +111zes
tha gefi-chair due fo the residents aculg iliness to gerl chujr &= 2 possible restraint, Any
promats comsort hewever, no assasamant had ) residents that arc utilizing a geri chair
besh conducted to evaluats the apprapriatenass hat is classified int will h
or ihe cpntinued use of the geri-chair for the | that 15 classifiec! a a restroing wi ave
resident, : 4 rostraint care plan completed, famity
_ . ' ! consent and will be reassessed for
A review of lhe medical record revaaled resldent o on/etiminat 1
4 Wais admitied to the facility an March 25, 2014, restramt reduction/slimination 4t least
. | quarterly and a3 needed,
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4} 1o PUMMARY 8TATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION %)
PREFIX {BEATH BEFIGIENGY MUST DE FRECEDED By FULL PREFIX (EACH CORKECTIVE ABTION SHOULD BE COMELETION
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: } DEMICIENGY)
F 221 Continued From page 2 ! 221 Measures To P;'evcnt Reoceurvenoe:
with diagnosas to include Hypertension, Senils | . . .
Dementis, Chronic Obstrustive Pulmonary When 2 physician’s order is obained for
Diseasa (COPDY, Deprassion, Chyanic lachemic 2 grori chair an BN will evaluste and care
;ijeart Dl??asi Alital Fib;"itlijaﬁog, and Aclte plan the nsed for & restraing device,
ancraalitis, A review of the admission . . ) .
comprehangive Minimum Data Set (MDS) Nursing sta![ were merviced on
assegsnant completed on Apri 1, 2014, revesied 6/16/20]1 on the restraint poliey
tha facility assessed resident #4 to remquire limnited focusing on porf chairy that could be
asslstance of one staff person for bed mobiltty, : . :
transfers, ambulation, and toiledng. The resident CUHS“%e"ﬁd a restraiot b)’ the D_ON. An
was ynsteady but able to move from g seated io RN will evaluato/assess all residents for
Etanding‘ position without aselstance, was able to the nced of u ger} chair as 2 physical
ecoma stabilzed with assistance with welking, . . . :
turning around, ard ransfers, and did not require restraumt prior o the use of a ger chair.
ths use of a resiraint, Further record review L.
revealed resident #4 raquired bospitafzation from Moritoring of Corrective Actian:
April 7-15, 2011, and 20ain from April 28-May 5,
2017, secondary to = diagrosis of Acute DON will anit use of pll zeri chairs
Fancresfitis. Review of the Fhysical Therapy . ,wl i Een “
Evaluation Summary with a Start of Care date of vedtraints “1‘_355'“"[]‘ PrOREr
May 8, 2071, rovealed resident #4 hatl 20 aeite documentation in care plan {or 3 months,
Ioss of gverall mobility stafus ang Activity of Daily then bi-weekly for 3 manths, (hen
Living (ADL) tacks, requiring minimum to : thly for 3 hs. R { fil
moderate gssislance fram staff with positioning . fuantly for 3 months. resulls of the
| 8t from @ ying to a sitfing posttion on the side of audit will be disongsed in Qa, mesting to
fhe: bed. ?‘h"—f resident was aiso aesessed (o determine effectivensss and 1o determing
require minimum to moderate sssistance of two e : — :
staff persons to stend from a Sitfing position. if lurther educa;mn und/or interventions
According to the sssesement, the resident are nesded,
cantinued fo have defichs in moblity, ransfers,
balancg«’coordinatiw, gait mobility, wheelehair Completion Date: 7/19/11
propuision and aclivity tolerancs. There was ne
evidenca that resident #4 was assessed for the
use of & geriohalr by the Physical Therapy stafl.
A review of the 4-day Medicare MDS
assestment compieted on May 15, 2011,
revealed the facilily assessed resident#4 to ba
nonambutatory and to raquire axtensiva :
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i
i
i

F 221 Continued Frem paga 3 F 221

assistanca from staff for bed mobifity, transfers,
Bnd tolieting. The assessment further reveaaled
regident #4 did nof require the uss of 3 restralng :
device. )

| Review of tha comprehensive care plan and the

; Gentifled Nursz Aide (CNA) care plan for resident
| #4 revealed no evidence that a geri-chair was to
! be utilized for this resident, Thare was no

i evidence in the residents medieal record,

» Medicare MDS assessments, or cornprehensive
and CNA care plans thet resident #4 had been .
assessed for the use of a gerl-chair. : 1

Resident #4 was observed on June 14, 2011, &t
1:18 p.m.,, sitting in a geri-chalr {chair that
prevents rislng) in the dining/activity reom of the
facility with the back of the chair noted to be
locked in a reclinad position. Tha resident was
urable ta sit in an upright positian while the chalf’ |
was In the locked position. On June 14, 2011, st
240 p.m., resident #4 was again sitthhg in the
reclingd gerf-chair; however, the back of tha chair
Wwhich was reclined was nét in a locked posltion.
The resident was observed to raise his/her brunk
sway from tha upper part of the geri-chair and
push the footrests with hisfher lege and feat unt
the resident was abie to =It erect in the chalr and
lower tha footrests in an attsmpt to get oul of the

I ehair. Facility staff was tbserved to intarvene,

! prevent the resident from gelting out of the

: gerl-chair, and place resident #4 in & lockad
recfined position in the chair, Resldent 24 was
observad on June 15, 2011, at 10:80 a.m,, sittlng
in the locked reclined ger-chair with both iegs
ovar each side of the chair. The residant was
again unabfe to sit Ip an upright pogition whitz the
back of the chair was in the locked reclined |

i
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position. :

An interview conducted with CNA #1 on June 16,
2071, at 10:30 a.m., revesaled resident #4 had
been ueing the geri-chair for several weeks., CNA
#1 stated the resident had been ahle to ambuiate
prior to the hospital steys but now was oo weak
CNA #1 stated resident #4 would meke atternpis
to rise from the geri-cheir and would put his/her
legs over the side of the chatr, '

An Interview conducted with Licensed Praclisg]

Nurse (LPN) #1 an June 15, 2011, at 10:00 a.m.,

who was responsible [ provide direct resident

care, reveaied resident #4 hag made atternpts 1o
get up out of the geri-chair, LPN#1 stated shs

f did not knew why the gerichsir was belng used

| for rezident #4 and Therapy Sarvices usuzlly . ’

, 'ecommended the type of chair to be used by the

{ resident, i

! AR Interview conductag with the Physizal Therapy
Assistant (FTA] on Juns 15,2011, at 2:10 p.m,
revealed resident #4 had been utillzing the
geri-ohair for several weaks, The PTA siated she
could not recall if a wheeichair had been tried with
the resident prior to using the geri-chair. Tha
PTA stated resldent #4 wouid place the resident's
tegs over the side of the lower section of tha i
gerl-chair and had made altemnpts to get up fram !
the chair.

An interview contuctad with tha Phy=icsl
Therapist {PT) on June 16, 2011, at 8:18 p.m,,
révealed an assessment shoulg have been

: compléeted by & therapist to determine the mosf
. Bppropriate device o Ukilzg for resident #4 prigr
L , to the implemantation of a restraining device,
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L_

55=G . ASSESSMENTS

ﬁ The facility must conduct initially and pariodically
i a comprehensive, pcourate, standardized

| reproducible assessimeant of each residents

i funcional capacity, i

| A facilily must make'a comprehensive

| 8552s8ment of a resident's needs, ysing the

: resident assessmant insfrument (RA specifled
by the State. The sssessment must include gt
le@st the followlng:

| Identification and demographic information;
Customary routine:

Cognitlve pafterng;

Communication;

Viglon;

Mocd and behavior pattems:

{ Peychosocial well-balng;

i Physical functioning and structural prablems;

! Confinenge:

i Dispase diagnosis and health condifions;

! Dental and nutitianal status;

[ Skin condifions;

| Activily pursuit;

| Madleations;

i Special treatments and procedures:

: Discherge potential;

| Documantation of summary infonnation ragarding
| the additionzl assessment petformed oh the care
{ areas friggared by the compietion of the Minfmurm
' Data Set (MDS); and

! Documentstion of participation In 2ssessment.

i

Comprehensive Assessments

Corrective Action for Resident(y)
Affected:

Resident #3 was nssessed for risk Fctors
ncluding Braden scores and
noncompliance issucs regarding
potentizl sldia brealdown, Appropriate
interventons were implemented to
prevent funirs gkin breakdown, Resident
#3'5 Gare plan was updared accordingly
on 6/15/11. Physician and family wers
notified of findings on 6/15/]1,

How the Facility Will Act to Prevent
Resident’s in Similar Situntions:

All residents were assegsed for dsk
factors related to skdn breakdawn s well
as any noncompliance issues with care
by the DON/MDSC on 6/17/11. All
care plens were updated accordingly
wilh appropriate intsrventions to prevent
skin breakdown.

P} D SUMMARY STATEMENT Of GEFICIENGIES I PROVIDER'S PLAK OF CORRECTION o)
PRIFIX (EACH DEFICIENCY MUST B2 PREGEDED BY FULL PREFIX (EACH CORREQTVE AGTION BHOULN BE | COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TG THE APPROFRIATE D&TE
DEFIGIENGY)
F 227 Continued From page 5 F 224
Tha FT stated the geri-chair had not baan
| considered = restraint for resldent #4 since tha
resident was unable fo =afely self-transfer. i
F 272, 483,20(b){1) COMPREHENSIVE Fzizl g 272 433_2(}@)(1)
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This REQUIREMENT is not met as evidenead
by: .
Based an abservation, record review, and
Inferview, the faciity falled to conduct = thorough
assezsment Uiilizing the Resident Assessment
Instrument (RAI) processa for ane of sixteen
sampied residents. Tie fauility falled to
comprahensively assass, identify risks and
calsative factors, and develop individualizad
interventions regatding the develapment of
pressure sores for resident #3, Resident #3 was
observed fo be sitling in a wheelchair for
axtensive perlods of tims an Jupe 14,2011, June
15, 2011, and June 16, 2011. Interviews with
staff revealed residant #3 was riencormpliant with
faking rest periods frem the whaslchair, changing
positions while sitting, and nalifying staff of
incontinence episodas sg that incontinenca nare
cold be provided. However, there was no )
evidence the facility had assessed the resident's
nongompltancs with care as a risk factor for.
pressure sares. On June 15, 2011, resident #3
was observed fo have 3 Stage Il open area bo the
coceyx that hed not been Identiied by the facility.

The findings Inciude:

A review of the faeity policy enftied Pressure
Vicer Management {dated December 2010}
revealed that an aszessment is the beginnlng of
Pressure wicer traatment arid the entira rasident
must be agsested by haalth ears professionals fo

I
i

Measures Taken To Prevent
Reoccurrence:

Nurses and smrse mides was inserviced
on 6/17/11 by the Socinl Watker on
reporting, documenling and
commumicating noncomplianze or
refusel of care. Any noncompliance or
refnsal of care issucs or concems will be
addressed daily in clinical mecting (&
daily meeting with the IDT 10 discuss
physician orders, lab resulls, falls,
wounds, ezc) and care planned
accordingly. Regidents will be assessed
on admission by RN/LPN and at lcast
quarterly by the MDS nurse for Hgk
factory of skin breakdown and
appropriate futcrventions will be
mmplementcd 1o prevear sidn
breakdown. Nursing and CNA staff will
be checked off on 4 head (o toe skin
assssamen and all now x{ursing/CNA
sta[Fwill be checked off ae weil as a
part of orientation. Education will be
ongeing for thres months regarding
documenting, reporting, and
communicating noncomplience ar
refireal of care fssues,
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Inciide the Physical Therapist and Registered ) o

Dietifian. Based on the asserement, the polisy : | ADM/DON will audit skin risk

stated an effective plan of care would be assessmnents and care plan interventions

developed consistent with the resldente
goalstwishes and & preventative prograrn wouid
be implemented o prevent the develapment of
pressura sores,

Resident #3 wag admitied to the facillty on
scember 8, 2010, with diagnoses of Malignant
Neoplasm of the bone, Chronic Obatruchve

Pulmonary Disease, Udnary Tract Infection, and
a Fractured Left Clavicla, The Comprehensive
Minimum Data Sat {MDS} assessment dated
December 14, 2010, revealed the faellity
| a556%8ed tha resident to usually maks hig/her
+'self understond and to usually understand cthers,
. Further review of the assesgment revealed the
resident was assessed o be at risk for '
« developing pressure Jlesrs and was frequently
incontinent of bowal and bladder. Resident#3
''was also assessad to reduire ona staff parson for ¢
1 Physical assistanae with transfers, bed mohifity,
 toHet s, and parsona| hygiene. Residant #3
{ WaE not assessed {0 be registan! to care,

i Review of the Care Area Assessment Summary
(CAAS) dated Dacember 13, 2010, revealed - -
resident #3 hed impalred daity declsion-making
shills, required cues and stpervislon at imes,
‘| and eleff was fo antisipate the resldent's needs
8nd assiat with maeting them dally, Tha CAAS
also revealed resident #3 was at high risk for I
daveloping pressure ulcears due to incontinense
and impaired mobility, and staft was to provide
peri-care {o the fesident afer each incontinance X
©p=008. Funiher reviaw of the CAAS tevealed na ;
evidence that resident #3 was @ssessed o be -,
i

lor preveniing skin breakdown weekly
for 3 months, then bi-week]y for 3
months, then manthly for 3 menths, All
soncerns will be addressed
immediatly. Results of the audit wil]

be disenssed in QA mectng to
determine effectiveness and o
determine if further educatign and/or
inlerventions are neaded,

Completion Date: 7/19/11

g

1
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F272; Continued From page 8 - F 272
| resistive to care,
; .
i A review of the guarterly Minimum Data Sat
i (MOS) aszessment, with g compietion date of -
» May 27, 2011, revealad the facility assessed
resident #3 to usually make histher self
understood and te usually understand others.
' The assessment revesled rasident #3 was
confinent of bowel and hlagder and required the
assistance of ane staff perean with fransfers, bed
mohbility, toilst use, and persona) hygiene, The
guarterly assessment further revealad the ] )
resident had a Stage || pressure uleer and was at !
risk faor deveioping new pressire uleers; however,
tha resident wae riot assessad to refuse or be:
rasistent to care,

A raview of resident #3's mast racent skin
assessmant dated June 15, 2011, that was : )
conducted by CNA #8 during tha resident's i
shower ravealed the residanthad ons Stage I '
pressure sore to the concyx and had no naw
Open areas. . i

Observation of 4 skin ass=ssment of resident %3 3
sanducted by LPN #1 on June 15, 2011, at 2:40 i
p.m., after the rasldent retumed from the shower, ;
revedled an addifiinal open zre to the residents |
eaccyx which had not been idehtiied by facility |
staff during the resident's shower. The : .
unidentified epen area messurad .5 centimeters
[ (o) by .5 cm,

i Obsarvations on June 14, 2011, at 3;00 p.m. and
4:00 p.m.; on June 15, 2011, at 8:45 a.m,, 10:40
a.m., 12:00 p.m., 2:50 p.m., and 2:50 p-m_; on
Jun=z 18, 2011, at 8:35 a.m., 8r30 am., 19:40
a.m., 11:38 a.m., 1:00 p.m,, 2:35 p.m., and 3:45

FORM CMS-2557(02-59) Previsus Versions Obsolots Eyant {D.DIB1{1 Fadliy IC: 100426 If continuation sheel Pags 8 of 30
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p.m., reveaied resigent #3 was sitting ina
wheelchair In the same position and was not
assisled to bed or fo reposition In the chair,

Intenviews with CNA #1 on June 15, 2011, at 4:20
p.rri., with CNA #4 on, Juna 16, 2011, at 5:30
p.m., and with CNA#3 on June 16, 2614, at 5:35
p-m., revealed resident #3 was Incontinent at
times, wore Inconfinence briefs, and kad a iong
history of honcompliance with incantingnca tare
and repasitioning wher up in a chair. CNA #1
stated resident #3 "sits up in a wheelchalr every
day and refuses to chenge postions.” CNA#4
stated resident #3 "fikes to take care of herseli,"
CNA 3 statad the resldent would change the wet
inconlinence briefs without staff assistanca,
refused fo allow staff assistance with I'emoving
ihe wet ariefs, and frequently refused staff
asslstance with personal care,

Interview with the Director of Nursing (DON) an
June 18, 2011, at 5:40 p.m., Favaaled resident #3
shedld receive incontinencs eare aftar sach
incontinance episode and the DON was net
aware staff had failed to provide the inconfinence
care. The DON was aware resident #3 sat in a
wheelchalr for long periods of ima and refused to
go back 10 bed. The DON stated the faclity
shiould have identifisd the resident's resistance lo
care =5 a causalive factor for the development of
pressure sores and inferventions should have
been developedimpiementad regarding the
resident's refusal of care due 1o the residents risk
for the development of new pressure sares and
the presence of the Stage Il prassure sare to the
resident’s coceyx area, The DON was uraware
of the second open area Io resident £3's coceyx

uniit it was identified by the 3urvayor an Jure 15,

FZ72

DEFICIENCY)

I

[
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j

A faciity must condiict a comprehensive
assessment of a resident within 14 days after the
facility determines, or should have determined,
that there has been a significant chiznge in the
resident's physical or mental condMtian, {For
purpose of thig saction, a glgnificant change
reans 2 major decline or improvement in the
resident's status fhat will not normally resoive
itself without further intervention by staff or by
impl=menting standard disease-ralated clinical
interventiong, that has an impact an mors than
Ons area of the resident’'s health status, and

| bequirag infardlsciplinary review cr revision of the
| care plan, or baih,) '

4

| This REQUIREMENT s rot met as evidenced

i by:

i Based on observation, intarview, record revicw,

{ and & review of the facllity's palicies, it was

! datermined the facifity falled lo eonduct

| camprehsnsive assessment for one of sixtaan

I samplad residents afier a significant change in

i the resident's physical condilon. Reeident #q
experenced a dacfine in physical status after

Eeing readmitted from the hospital; however,

thers wase no avidencs the faciity had conducted

a significant changz assessmant to further

evaluate ihe changes.in tha resident's condifion.

The findings include:

Comprchensive Assess After
Significant Changpe

Corrective Action For Resident(s)
Affected: :

A significant change assegsment was
complered on Resident #4 on 6/19/11
by the MDSC. Resident #4°s care plan
way updated accordingly on 6/19/]1,

How the Facility Will Act Te Pratect
Residents in Similar Situation:

Al residents” medical records werg
revicwed by the DON and corporte
MDS nurse consuitant on 6/16/11 for
the past year for change in ADL statys,
weight loss/gain, and pressuse uleers 1o
identify if any sigoificant change
asgessments were warran(od,

Ha D | SUMMAaRY ETATEMENT OF DEFICIENCIES ] n PROVIGER'S PLAN OF GORREGTION )
PREEX (EACH DEFICIENCY MUST BE PRECEDER By FULL ' PREFX (EACH CORRECTIVE AGTION SHOULD BE GOMELETION
TAG REGULATORY OR LSS IDENTIFYING INFDRMRTION} ‘ TAG ClROSS-REFERENSED TO THE APFROPRIATE OATE
! DEFICIENCY)
F 272 | Continued From page 10 F272
2011. The DON stated the facllity's newly hired
MDS nuree was sl in fraining and the DON wes |
respongible for the complation of all MDS )
aggessmeants, L3 . .
F 274 483.20(b)(2)(IN COMPREHENSIVE ASSESS F274 .
58=D | APTER SIGNIFICANT CHANGE F274  483.20(b)(2)(ii)
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SUMMARY STATEMENT OF DEFICIFNCIES

A review of the faciity poliey reiated to
Assessment Management (dated June 2010
revealed a significant change comprehensiva
assassment would be conducted for rasidents
 when & decline In two or more arags have been
identified, These sreas Include any decline in
Activity of Daily Living (ADL) physleal function
where a resident is newly coded as requiring
extensive gssistance or tota! dependence,
changes in the resident's inconfnence pattarn,
use of & frunk restraint or & chair that prevents
rising when it has not bean uges beform, and
overall decling in the resident's condiion.

A raview of the medical recond revealed resident
#4 was admiited to the facility on March 25, 2011,
| with diagnoses te Include Hypertansion, Senlle

| Dementia, Chronic Obstructive Pulmonary

j Disease (COPD), Bapression, Chrenic schemic
i Heart Disease, Atrigl Fibrikatisn, and Acute

; Pancrealitls, A review of the admissinn

: cemprehensive Minimuin Data Sat (MDS)

| agsessmeant compieted on April 1, 2011, revealed
; the facilly assessed resldent #4 to requie fimited
: asslstance of one staff persan for bed mobiiity,
transfers, ambuiation, psrsanal hygiena, and
“lolleting. Tha resident was assessed o raqulre
axtensive assislance of one staff person with
bathing and to be continant of bawel and bladder
functlon. Record review revealed resident 4
requirad hoapitalizatlon from April 7-15, 2011,
and from April 28-May S, 2011, secondary to a
diagnosls of Aculs Pancrealitis and exacerbafion
of COPD. s

A 14-day Medicare MDS assessment completad
on May 18, 2011 (after the last hospital stay),

Measures to Prevent Reoccurrence:

ADL dhanges, new/worsening pressure
uleers, weight loss/gain will be
disoussed daily in clinical mealing (a
daily mecting with the IDT to discugs
physician orders, lab results, falls,
wounds, elc) and weelly in at risk
mecting to determine the need for a
significant change with updated care
planning. Any resident’s identified with
e need for a sipnificent change
assessment will have a significant
change assessment and an npdated care
phn with the interdisoiplinacy leam,
The MDS coordinator will elso
camplete new essessmonts while
comparing o the prior 2ssesament to
identify changes thet would warrant a
significant chanpe,

Munitoring of Corrective Action:

ADM/DON will audit a 10% resident
sample to identify residents who need a
significant chanpe asscgsment and

Coneerns will be addressed
immediate]y,

Completion date: 7/19711

updated care plan for the next 6 months.

(X8 1D y (v} PROVIDER'S PLAN OF CORRESTION x5}
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DEFICIENCY) .
F 274} Confinued From page 11 F274
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F 274 | Continued From page 12

revedied the facllity assessed rasident 24 1o
requlre the extensive assistance of two stafi . |
parsons for bed mabllity, transfers, tressing, |
: personal hygiene, and folisting, and was
‘nonambulatory. The sssessment furthar

, revealed resldent #4 was assessed fo requite the
! lolal asslstance of staff for eating and bathing
needs and to be frequently incontinent of bowet
and bladder function. According to tha
assessments, the resident experienced a
significant decline in physical function related to’
transfer, bed mobility, ambuletion, dressing,
personal hygiene, bathing, eating, tofieting, a2nd
bowel/bladder function, and had sustained a
weight lass on May 18, 2011, There was no
evidence the facility evaluated the chenges In the
resident's physical conditien and no evidence a
significant change assessmant had been
condicted, '

Residant #4 was ohsernved on June 14, 2011, at
1:16 pun., 2:40 p.m., gnd 4:00 p.m., o be sitfing

12:06 p.m,, resldent #4 was observed In ths -
facility dining room sitting in & reclined geri-chair.
| Facility staff was observed to spaon feed resident
#4 during the lunch meal, ‘The resident was

1 2gain observed on June 16, 2011, at 10:20 am.,

{18, 2011, at 2:00 p.m., resldent #4 was observed

the assistance of two staff persons. The resident
; Was waaring &n adult brief during (his

. observatién. Observation of z skin aseassment

| for resident %4 on June 18, 2011, at 2:00 p.m.,

i revealad the resldent had no skin breakdewn.
The resident required the assisi@nce of staff with
wrning/raposiboning guring the skin assessarment.

A reclined geri-chair, On June 18, 2011, at

be sitfing in the reclined gari-thair. On June

be fransferred from the chair 1o fhe bed with

Fa7at
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Interview with CNA #1 on June 16, 2011, at 10;30
8.m., revesied prior to the hospitalization of !
resident #4, the reeident required limtled
assistance from staff with ADLs and was
cantment of bowel and bladder, Aftar tha resident
retumed to the facility from the hospital on May 5,
120114, the resident required mare asslstance fram
 Etaff with care.
1
fAn inteniew conducted with the DON an Jure 15,
12071, at 4:00 p.m,, revealed the DON had baer
. responsible for conducfing the MDS asseesments
¢ after the pravious MDS Nurse terminated her
employment at tha facility i May 2011, The DON
stated residents wera reviewad during the daily
"stand-up” meetings with tha Interdiseiplinary
Team {IDT) to idantify changes in the resident's
ADL function. The DOM stated a new MDS
assessmant should be compared with the i
previous MDS assessment to identify signlflcant i
changes; howszver, the DON stated the fecility i
failed 1o fdentify the decling in resident s ) ;
physical status and & signifieant change
assassment had not been conducted for the
resident, .
280 | 483.20(d)(3), 483.10(k)(2) RIGHT TQ F 260
" 89D | PARTICIFATE PLANNING CARE-REVISE CF F280 483.20(D)(3),

The ragident has the right, unless adjudged 483'10(k)(2) RIGHT TO

| Incompetent ar otherwise found to be PARTICIPATE PLANNING

, incapacitated under the laws of the Stats, to N
 particlpate in planning care end treatment or CARE-REVISE CP
changes in cars and treatment,

A comprehensive care plan must be devaloped
withln 7 days after the somplefian of the
comprehensive assessmant, prepared by an
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. Correetive Acton for Resident(s) ]

F 280 Continued From page 14 _ F2BO[ Affectod: {
Interdisciplinary team, that includes the attending ;
rhysiclar, a registerad pursg with rasponsibifity Resident #4's care plan was updated by ||
for the rasident, and other appropriata staf in . :
disoiplings as determined hy the residents heads, the DON/MDSC 1o c_hmca:Hy |
and, fo e extent praciicable, the participation of comespond to the resident’s care noeds :
tha resident, the residents famlly or the residents en 6/15/11, !
izgal reprasetitative: ang perledically reviewsd . :
and revised by & team of qualified persons afer How the Facility Will Act To Proteot .
each assessment . T . |

Restdents in Similar Situatinns: :
All resident’s care plans were reviewed.
. ' . berweon 6/15/11 and 6/23/11 by the
S;’S REQUIREMENT Is nat met as evidenced DON/ADON 1o ensure each resident’s
Based on observatinp, interview, racard raview, care plan corresponded to their care
and review of facilify policies, the faciiity falled to needs, No coneerns ware identificd.
poriadizafly review and revisa the camprehensive ‘ i
€are plan for one of sixteen sampled residente. Measures To Prevent Reoccurrence:
Resident #4 sustained a sighificant changa | sures Lo Prevent Reoccurrence: I
Activity of Dally Living {ADL) function after being N ;
readrnitted 1o the faciitly from a haspital, Any changes Lo the rosident § care :
However, the facility failed ko revise the needs will be reviewed and discussed :
cemprehensive care plan to address the changes daily in clinical meeting. Care plans i
in the resident's ability to perform ADL needs, will alyo be roviewed in this weeting o I;
The findings inglude: ! enfure that the care plan has beeq ;
{ tpdated by tho MDS nurse angd
+ A ravisw of the faallity Care Plan palicy {deted carTesponds to the resident’s needs,
i Decembsr 2010) revealegl the Interdisclplinary i Residents’ carc nesds wha sre Teturaing
! Team (IDT) was respansible to reviaw, revise, e o \
 nd update the resident's care plan tuarterdy and | 0 the facility from an weute care geiting
: mare frequantly if warrared by a ehange in the will be reviewed and discussed in
, resident's condition, ' climical menling (a dally meeting wilh
Resldent #4 was admitted to the facility on March the IDT 1o discuss physiclan orderks, fab
25, 2011, with diagnoses to inelude Hypertension, results, fulls, wounds, etc) and thoir
Senile Dementia, Chraric QObstrugtive Pulmanary care plang updatud accordingly by the
L MDS nurse,
Evenl J: 015114 Facm ooy g % Puga 16 of 30

FORM CMB-2E87(02+83) Prewinug Yerzione: Obsglate

Received Time Jul. 26 2011 11:25AM No.077§




JUL 26,2011 12:33P

M 6068899438

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTER

S FOR MERICARE & MEDICAID SERVICES

PRINTED: 08/30/2011
FQRM APPROVED

_ OMB NO. 08380381

STATEMECNT OF DARICIENCIES {1} FROVIDER/SUPPLIER/CLLR
AND PLAN OF CQRRECTION {DENTIFICATION NUMBER:

198304

(E} MULTIPLE GONSTRUCTION
A BUILDING

B. WiNG

(%3} CATE SURVEY

COMPLETED

OG/TB/20 44

MAME GF PROVIDER OR SURPLER
PRESTONSBURG HEALTH CARE CENTER

STREET AUDREES, CiTY'. STATE, ZIP CODE
447 NORTH HIGHLAND AVENUE

PRESTONSEURG, KY 41653 .

X419
FREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{FACH DEFICIENCY MUST BE PRECEDED 8 FULL
REGULATORY OR LSC IDENTIFYING INFORBATION)

o PROVIDER'S PLAN OF CARREGTION )
PREFIX (EAGH CORRECTIVE ACTION $HOUL [ BE COMPLETION
TAG CROEZ-REFERENCED T THE APPROFRIATE OATE

DEFICIENGY)

F 280

i
1

: hygizne, and toileting. The resident was
; assacead {0 require extensive assistance of ane

Continuzd From page 16

Diseass (COPD), Depression, Chronic lschemie
Hean Disesse, Atrial Fibrillation, and Acute
Pancreatitis. Residen! #4 was readmitted tp the
facllity 'om & hospital on May 5, 2011, with a
diagnasfe of Acuta Pancrealitis. A review of the
admigsion comprehensive Minimum Data Set
{MDS) azsesament completed an April 1, 2011,
revealed the facility assessed resident #4 1o
require imited acsistance of ane staff person for
bad mability, transfers, ambulation, personal

staff person for bathing and to be sonfinent of
bowel and bfadder function. On April 1, 2011, the
cofmprehensiva care plan reflected that rasident
#4 required the limited assistance of staff with
bed mobility, fransfer, ambulation, dressing,
toiieting, parsonal hygiene, and bathing. The
resldent alse required supervision with eating.
The resident was assessad ko be continent of
bowel and bladder and the facility would monitor
far changes in the residant's elimination status,
On April 27, 2011, the resident's care plan was
updated and revealed the resident required the
assistance of two staff persons for fransfers,

A 14-day Medicare MDS assessmeant completed

on May 19, 2011, ravealed the resident had
exparianced a decline in & minimum of saven
areas of activiies of daily tiving, The resident
was aszoessed o require xienzive assigtance of
staff for bed mobility, transfers, dressing,

*| personat hygiene, and tofleting, and o be

nenambuiatory. The assessment furher
revaaiad rasident #4 required the total assistence
of etaff for eating and bathing nesds and was
frequently incontinant of howe) and bladder
functior. Thare was no evidence faciiity staft

E2go| Monitoring of Corrective Action:

are neaded.

Completion Date: 7/19/11.

The ADM/DON will sudit 20% of
residont’s care plang weekly 10 ensure
they ere specific to cuach resident’s
needs weelkly for 3 months, then bi-
weeldy for 3months, then monthly for
3 months, Resalts of the audit will be
Adiseneeed in QA meeting lo deletmine !
clicctivencss and to determine if .
forther educriion and/or interventions

FORM CMSG-2467{02-66} Frevious Varstans Ohealele Event ID. DIB111
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SLMMARY STATEMENT OF CEFICIENCIES

) ; mo PROVIDIIR'S FLAN OF CORRECTION =R
PREFTX {EACH DEFICIENGY MUST BE PRECEDLS BY FULL, “PREFI {EACH GORRECTIVE ALTION SHOLLD BE , GOMRLETION
TAG REGULATORY OF LEC IDENTIFYING INTORMATION,) : TAG CROSS-REFERENGED TOY THE APEROPRIATE DaTE
DEFICIENGY)
! l
F 280 Continued From page 18 ! Fz80)

updated the reskdent's romprehensive care plan
to reflect these changes in ADL function and
elimingtion satus.

Resldent #4 was ohserved on June 14,2011, at
195 pom., at 2:40 p.m;, and at 4:00 pm., fobe ! ;
sitting In a reclined gark-chair, On June 18, 2011, ! :
&t 12.05 p.m., resident #4 was cbserved in the ! !
facifity dining room seated in 2 reclined geri-chair. | H
Facility staff was obzsrved to gpaon feed resident |
#4 during lha lunch meal, i

An Interview canducted with the DON on June 18, : !
2011, at 4:00 p.m., revealed hae DON was l
responsible for the revision and updating of the [
care plans for this residant in May 2011. The !
DON stated the ADLg wera discussed daily II

l

1

during e moming meetings with the DT to
evaluate for changes in the residents' ADL status.
The DON stated the facillty had not identified the
significant changes in resident #4's ADLs and
had not reviewed/updaisd the residant's plan of :
care. The DON further stated the ADON was ,
responsible for condusting an assessrmant when !
& change in bows! and bladder funcion osourred,

An inteiview conducted with the ADON on Juna
15,2011, at4:55 p.m., ravealed the ADON heq
conducted a howel and bldder assessmen! after
resident #4 wes readmitted fom the hagpital;
however, the ADON stajed the residant's care
pian rad not baen reviewed and ravised to reflect |
the decling in elimination,

Interviaw with CNA #1 on Juna 18, 2011, at 10:30
am., revealed the CNAS wers responsible \p

utilze the CNA eare plan for guidance to provide |
direct care for {he resident, Although the CNA

H
H
i
1
i
!
!
1

i)
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185306 BwNG 06/16/2011
NAME OF PROVIDER OR SUFPLIER ' STREET ADDRESS, CITY, STATE. ZIF CODE

147 NORTH HIGHLAND AVERUE
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m - PROVIDER'S PLAN OF GORRECTION

PRESTONSBURG HEALTH CARE CENTER

(R} I SUMMARY STATEMENT OF DEFICIENCIES ! (xn
PREFIX {IZACH DEFICIENCY MUST BE PREGEDED BY FULL U prEFIX [EACH GORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY QR LSC |[DENTIFYING INFORMATICON) P TAG CROSS REFERENCED 70 THE APFROPRIATE DATE -
( DEFISIENCY)
* F 280 Continued From page 17 F 250!
care plan had not been reviewed and revised,
CNA #1 shated the increased care needs for
. resident # had been communicated © the CNAs ;
i by the staff nursas,
F 281" 483,20(k)(3){i) SERVICES PROVIDED MEET F 261 _
§5<D | PROFESSIONAL STANDARDS F 281  483.2000(3)() _
i : . iRVICE E :
The services provided or arranged by the faciity SERVICES PROVIDED
must mest professional standards of quality. MEET PROFESSIONAL
) STANDARDS

This REQUIREMENT fs nof met as evidenced
by:

Bazed on oheatvation, record review, and
interview, the facility falled to feliow physician's

orders for one of sixteen sampled rasidents. Corrective Action for Resident(s)

Rasident #1 had physician's crdsre for extra meat , Affected:
to be served with meals; however, on Junet4,
2011, at the evening mea! the resident recaived a Adininishrator inserviecd dietary staff
standard-slzed portion of meat. on &/15/11 regarding following
The findings Include: physician orders o[ prescribed diet,
" A review of the medical recerd ravealed resigent How The Facility Will Protect
{#1 was admitted to the facility February 12, 2008, Residents in Similar Sjtuation:

i with diagnosss that included Alzheimer's
| Disease, Hypertension, Schizophrenia,

| Depression, Bladder Neoplasm, Dysphegia, and Rasidents with oxtra meat portions werc

| Chrenic Obstructive Pulmonary Disease. A ) identified on 6/15/1] by the dierary
s comprehansive Minimum Data Sat (MDS}) mnanager and monitored 1o ensime
assessment dated November 2, 2010, revealad : residents wers receiving prescribed

the facility assessed resident #1 to be at risk far
altered nutrtion related to chewingfswallowing
probiems as well as the resident's dissase
process. Further review of the medical record
revealed on March 24, 2011, resident #1's

| Physician ordsred a pureed, no-added-salt diet
with exira mest servings for each meal ha

diets incfuding extra meat portiens.

_l
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o4y 1D BUMMARY BTATEMENT OF DEFICIENCIES B ] PROVIDERS FLAN OF CORRECTION Py
FREFTX {CACH BFFICIENGY. MAIST BE PRECEDED DY FULL PREFIX | [BACH CORREGTIVE ACTION SHOULD BE SOMPLENDN
TAG REGULATORY QR L5C IDENT IFYING INFORMATIAN) TAG :  CROSSREFERENGEDTO THE APRROFRIATE DATH
{ DEFICIENCY)
' ’ ] Mensurcs to Prevent Resccurrence:
F 281, Cantinued From page 18 281
rasldent was served at the facility. Dietary mamager reviewsd al] residents”
ob " fh [ | on Jun 14 diet orders 1o idenlify residents’ that
sarvations of ihe evening meal on June 14,
2011, 8t 8:10 p.m., revealed staff served resident were ordered to have exira meat '
#1 a pureed geafnod patty, pureed vegetablas, portions. Nursing staff, inotuding RN's
pureed potatoes, and a pureed brownie, The or LPN's are 10 chack wray acouracy on
puresd sqafoog patly was a gingle portion with no thesg residents prior to traty loaving
exira pnrﬂon obsarved, kitshen at every meal.
An inierview with the Cerfified Nursing Assistant ] .
(CNA) an June 14, 2011, 8t 5:20 p.m,, revealed Monitoring of Correcrive Acfion:
the CNA was supposed to chegk the tray card to
ensure accuracy. The CNA stated the se‘aioud Dielary msnager will andit dict and ray
g;‘tdtzai‘:g Ttd 8ppear to have an extra portion acouracy on residents with extra meat
i ‘ portions wockly for 3 months, then bi-
An interview with the distary amployee on June weekly for 3 monthy, then monthly for 3
14-_301 1#"'!“ et?25 p-m., V;hdp ?‘EddPl"?Pa"E_d : months. Dietician will audit 20% sampla
resient #1's tray, revesied the digtary employee \ N
had overtookad the notatian on the resident's tray weekly fos ray accuracy. Results of the
card regarding the extra serving of meat The audil will be discussed in QA meeting 1o
dietary employes stated, "I guese | just had too detenimine effeclivencss and 1o
many Irons In the fire and overiooksd It" The delermine if further education and/or
diatary employes further stated, "We were : .
short-elafied,” i Interventions are needed.
F 314 1 483 25(c) TREATMENT/SVCS TO F314 ] '
§8=G | PREVENT/HEAL FRESSURE SORES Completion Date: 7/19/11
Hesed on the comprehensive assessmant of F314 483.25(c)
resident, the {acility must ensure that 3 resident
who anters the facility without preseure sorez TREATMENT/SVCS TO
doag not develop pressure sores unless the PREVENT/HEAL PRESSTURE
individual's cfinlcal condition demonstrates that SORES
they were unavoidabla; and & resident having O
pressura sures receives necessary treatment and
senvices o promote healing, prevent infection and |
prevant new sores frorm developing. [
FORM CMS-2557(02.85) Fravlovs Vertkons Obsalot Evanf ID; DIR1 11 Faciity I; 100128 if contiouation sheat Fage 15 of 30
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| NANE OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
. : 147 NORTH HiGHLAND AVENUE
PRESTONSBURG HEALTH CARE CENTER PRESTONSBURS, KY 41853
oA m BUMMARY STATEMENT OF DEFICIENCIES [y PROVIDER'S FLAN OF CORRECTION LI
FREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX * (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAD REGULATORY OR LSC IDENTIFYING BFORMATION) TAG CROS3-REFERENGED T0 THE APPROPRIATE DATE
DEFICIENGY)
. ' Corrective Action For Resident(s)
F 314 | Centinued Frorn page 15 F a4 A ffeeted:
'ti,';x‘is REQUIREMENT is not met as evidenced A comgplets, full body sldn assessment
Based on observation, interview, record review, was completed on residents #3 and _#7.
and a review of facility pelicy, It wae determined end afl aveas noted were documented in
the facility failed to provide the nacassary the each regident’s medical record and
treatment and senvices 1o prevent NEw pressure addroasod in the residents’ care plan on
sores from developing for two of sixteen sampled 6/15/11, Physici 4 familv nofified
residants (resldents #3 and #7). The facility falled - FHYRICIan and 1amily notlae
; to ensura policles refated to Skin Managemant on 6/15/11 by DON.
and Prevention, Pressure Sore Management, and
Measuras for Preventing Pressure Sares were How the Yacility Will Protect
implemanted to prevant pressure sore . in Similar Situations:
management. The facilily identified resldents #3 Residents fn Similar Situation
and #7 as at risk for pressure sores. The faciiity .
failed to identify the development of pressura A compicts full bedy skin ulsscS'sr.ncnl
sores for residents #3 and #7. On June 16, 2011, was completed on every resident in the
residents #3 and #7 were identified as having facility on 6/15/11 by the ADON and
unidanfified prassure sores. Staff ih_tanfia_ws MDS nurse. All sidn iseues ware
revealed resident #3 was noncompliant with sdddressed in Lhe resident’s medical
repasitioning while sitting and was resistant with Tessec in he re o '
incontinence care. Resident #3 was observed record end care plau. Physician(s) and
sitfing up in B wheeichair for extensive periods of familics were notified on 6/15/11.
fime on June 14, 2011, Jung 15, 2011, and Jung
16, 2011, Thera wae no evidencs tha facilify haa
assessed the resident's noncompliance as a risk
factor for the development of pressure sores.
Additionally, interviaw revasled staff filed to
provids incontinence care for resident #3 during .
two scheduled shits as required by the
comprahensive pian of cara. On June 15, 2011,
resident #3 was observed to have a new open
area to the coccyx, which had not been identified
by stalf. In addifign, resident #7, who was
identified to be ot risk for the deveiopment of
pressurs sores, was observed to have two
unidentified apen areas to tha laft buttock.
FORM CMB-2687{02-85) Previous Versions Obsoicts Bvenl It DIE114  Fadlly [; {62128 K confinuatian zheet Paga 20 of 30
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185304 06/16/2011
WAME OF PROVIDER OR SUPPLIER STREET ADDRELS, CITY, 8TATE, ZiF CODC
147 NORTH HIGHLAND AVENUE
FRESTONSBURG HEALTH CARE CENTE| :
NSBL H R PRESTONSBURG, KY 4{652
O ID SUMMARY STATEMENT OF DETICIENGIES i D PROVIOER'S PLAN OF CORRECTION . )
FREFIX (EACH DEFICIZNCY MUST BE PRECEDED By FULL FREFIX (EACH CORRECTIVE ACTION SHOLLD SE COMPLETION
TAR REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS.REFERENCED TO THE ARPROPRATE DATE
DEFICIENCY)
Fa1a dontlnuad From page 20 ! S Mcnst_u'es To Prevent Repccurrence;
The findings includ; ‘ Nurse Aides were inscrviced on 6/17/11
A review of the facility's policy Skin Management by_DON" ADON to checle entirs st
and Prevention (no date noted) revealed statf daily, docwnent all areas nored, and
would complete tolsl body skin observations on report new arcas o (he nirge
resident shower/bath days, and nofify the immediately. Nurses were inserviced an
! resldent's physician and farnily of new skin p ,
conditons. In addifion, review of tha facility's /U711 on proper skin assossiments s
pollcy Pressure Sare Management (dated well a3 proper documenling of all skin
Df?cefnb&r 201?) revealed sizﬂ‘IWai to develop an arcas. Nugse Aides who failed to report
effective care plen consisient with tha residant's :
goals and wishes. The policy siatay staff was fo new.arens ‘o n.ra§adent9 #.3 and 47
implemant & program to prevent additional new receivad disciplingry acuon..A Lead to
areas from devaloping which Ingluded weekly toe skin assessment competancy was
skin 333355;.1‘19_1'“3 "dthe uﬂl?zfgtion Dg o implementcd for all nursing/CNA staff,
pressure-felieving devices for rasidents jdenfkifia ! : e
at risk for the development pf pressure sores, New employees will reccive rJ-'u.-, .
reposition residents dentified st risk svery two competency as 2 part of the orienration
hours while seatad jn the chair, clesnss the precess, Edueation will be ongoing:
reegdﬂm"s skin Fﬂtr?,r e;f?]ry in;:ontiréem:e episode, regording documenting, reporting, and
8nd apply an oinimeni-based product fo pratect : P
the skin. The palicy further reqtired etoft b observing slin issues aver the next three
[ complete a Braden Scale prassure risk . months.
assessmant for eaeh resident rpon admlssion,
quanterty, and as neaded. The policy stated the Monitoring of Corrective Action:
presance of one pressure sare wouid Indicate the |
resident was at risk for Beveloping atiditional DON/ADON wit! andit 20% of nucses’
sores, and staff was to implament a program o . :
prevent additional new areas fram oeeurting. Slﬂfl ass:—.ssm_enh and compare to ach
Revisw, of tha facilfty palicy antitled Measuras for resident’s skin weekly for 3 months,
Praveniing Pressurs Soras {dsted December then bi-weekly Jor 2 months, then
2F003) revegled pressiTa sores were unavoidable | montbly for 3 months. Results of (he
if the facliity properly assassad, care planned, o . . .
implemented the cara plan, evaluated the it “fm bc.dxs?ussr:d in QA meeting to
ragident outoome, and revised the care plan as determine effectiveness and ro
needed, . i determine il firther education and/or
i . interventions are nesdad.
; 1. Resident#3 was admitted [o the facility on !
l . ) . .
FORM G 5-2867(02-08) Provipes Vamlons Ohbsaigle Eveni ID- Diet11 Fagl Comnletion Date: 74’19/11;”"“ ot age 21 of 30
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December € 2010. The Comprehensive
Minimurn Data Set (MC'S) assessment dated
Decernber 14, 2010, revealed e resident was
frequently incontihent of bowel and bladder, and
required one staff person for physical assistence
with transfers, bed moblilty, toliet use, and
persapal hyglene. A raview of (he Pressuse Sore
Care Area Assesgment Summary (CAAS) datad
Decermnber 14, 2010, revealed resldent #£3 was
identified as high risk for the development of

; pressure uleers due to incontinenca and impaired
! mobility, Record review revealed the last Braden
1 Scale Risk Assessment was complatad an

; February 24, 2011, with the resident's score

- documented ag 18, indlzating the residant was at
. 7isk for pressure sore development, The

. quarterly Minlmum Data Set (MDS) assessment
"dated May 27, 2011, revealed resident#23 had =

! Slage || pressure ulcer to the cosoyx, '

A review of resident #3's cumrent comprehensive
care plan with =@ raview date of February 24,
2011, revesled the faclity had identified that
resident #3 wag at rlsk for the development of
presslre sores due to immoblllty and
incontinence. Intarventions fo pravent the
development of pressure sores for this resident
incinded incontinence care after each
inconfinenca eplsode, complation of the Bragen
Scale Risk Assessment quarterly,
tuming/repositioning the resident evary two hours,
and to conduct weekly skin assessments and
repart changes in the skip essessment to the
nurse and physician. However, there was no
‘evidence the Braden Scale Risk Aseesement had
been conducted wher the quartarly MDS,
gsseszmeant was compieted on May 27, 2011.

!
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Observations on June 14, 2011, at 3;00 p.rn, and
4:00 p.m., revesled rasident #3 was ssated Ina
wheelchair, was not assisted by staff with -
repositioning, and no incottinence care was
obsarved to be provided, On June 15, 2011, at
845 am, 10:40 am,, 12:00 p.m., 2:50 p.m., and
3.50 p.m.,, the resident was again ohserved
sented in a wheelchair without being reposifionsd
by staff and ne incontinence care was ohsarved
10 be provided.

Interview on June 15, 2011, at 4:20 p.m., with
CNA #1 revesled the CNA was ssslgnad to
provide ¢are for resident %3 and was aware
incontinence care wag to be pravided for residant
#3 every lwo hours per the ONA care pian,
Howaver, the CNA stated she had net provided
recident #3 with perneal care since reparting to
work at 8:00 a.m., and as a result had not
identified the open area to the resident's cocoyx,
CNA#1 stated resident #3 was incontinent st
times, wore' inconbnence briefs, had a fong-term
histary of oncompliance with incontinence care,
and the CNA had net assessed fhe resident

| during hey shift to ensure the resident was clean
tand dry. CNA #1 stated reslident #3 had )

; remained saated in a wheelchair since 6:00 a.m.
1 on June 15, 2011, and had refused to a0 back io

i bed. GNA#1 staled racident #3, “sits Up in the
- | whenlchsir every day, and refuses to change

' positions,” The CNA failed to rapar the
I ragldents noncompliance with care te the nurse,

| A review of & "otal body skin'observetion
compieted by CNA %6 on June 1§, 20171, during
the showar provided for reident #2, revealed no
new open areas wars idenfified in the resident's
skin, Interview on June 15,2041, at 4:10 p.ro.,
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F 314 | Continued From page 223

with CNA #6 revealed sha had bathed resident #3
and had completed a “total body siin
observalion” of the resident; however, the GNA
did not [dentify the open area to the resident's
COCCYX.

Observafion of a skin assessment complated by
LPN#1 on June 15, 2011, t 2:40 pm,, after tha
shower was provided for resident #3, revealed en
unidentified open area to the resident's COCCYR.
LPN #1 measured the new open area during the
skin assessment and the pregsure sore was
identified to measure 0.5 zm by 0.5 em. The

| Dpen area was red in solor pnd ne drainage was
abserved. Inlerview with LPN #1 revaaled the
newly identified open area {o res'dant #3's Co0tyX
bad not been reported, The LPN stated resident
#3 had just retumed from the 2howar and staff
shotild have completed a "total body skin
sbservation” of the resident g that fime, i

Interview on Jute 15, 2011, at4:10 p.m., with
CNA#6 revealed the CNA had just bathed
resident #3 and had compleled = total body skin .
obseryation; however, the CNA did not Identity
the new open area to the resident's GOcoyX areg,

On June 16, 2041, =f 8:358 a.m., 5:30 a.m,, 10:40
am., 1135 a.m., 1:00 p.m., 2:35 pum,, and 2:45
p.m.. resident #3 was again observed sested in 2
wheelchair, was not assisted by staff with
repostioning, and no incontinenca care was
observed fo ba provided. Interviews with GNA #3
and CNA#4 on June 16, 2011, st 5:30 p.m.,

, revealed he CNAs had been assigned to care for
i resident #3 on the 6:00 p.m, to 6:00 a.m, shift

" beginning on June 14, 2041, CNA #4 stgted

' resident #3 had "ancidenis” at times, ofien

F 314
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SUMMARY STATEMENT OF DEFICIENCGIES -

refused incontinence care, and the resident wouid
frequently changs his/her own brief without
requesting staff assistance, CNA #4 skled the
CNA had not provided perineal care o the
resident ¢uring the entira shik on June 14-15,
12611, and therefore had rot notsd the new cpen
- area {o resident #3's cocoyx. CNA #3 stated

i resident #3 wag incontinent at bmes, would
change hisfher own wet incontinence briefs, and
refused staff assistance to remave wet briefs.
CNA#4 had not proyided Incontinence care far
resident #3 during the shift. .

Intetview with the Director of Nursing (DON} on
June 18, 2011, at 5:40 p.m., revealed resident #3
should recaive incontinence cere after each
incontinence episode, The DON was not aware
stalf failad {a provide the incentinence ears. The
DON was aware tha resident #3 o1d sitin a .
wheelchair for leng periods of ¢ime and refused to
go back to bed. However, no cara plan
intarventions had been developadfimpiementad
regarding the resldent's nongampliance with care.
The DON was not aware resident #3 had
develnped a new open area unéll the arer was

| identified by the surveyor on June 15, 2011, The
i DON also stated resident #8 should have been

) Assassed using the Braden Scals for Pressura

j Sore Risk, durlng the completion of the May 2071
i guarterly MDS assessment, ‘

2. Resident #7 was admitted to the facility on
Jamuary 18, 2011, with diagnoses of Gaslrostomy
Tuba Placement, Senile Dementia, Urinary
Retention, Falsy Catheter Placement, and - .
Diabefes. A review of ihe Comprehanslve
Minimum Dats Set (MDS) dated January 27,
2011, end the CAAS dated January 26, 2011,

1}

[%4) Io [In} PROVIDER'S PLAN OF CORRESTION X8y
FREFI (CACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFLY, [EAGH CORRECTIVE ACTION SHOULD BE COMPLE TGN
TAG " REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSI-REFERENCED TO THE APPROPRIATE PATE
: | DEFISIENGY)
F 314 | Coninued From page 24 F 314,
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NAME OF PROVIOLR OR SUPPLIER i STREET ADDRESS, CITY, SYATE, ZIP COBE

- 147 NORTH HIGHLAND AVENUE -
- |
pRESTDNEgURG HEALTH CARE CENTER o PRESTONSBURG, KY 4155, !
o4 ID BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRRGTION o ;
PREF {EAGH DEFICIENCY MUST B PRECEDERD BY FULL ' PREFIK (EAGH CORRECTIVE ACTIDN SHOULD BE COMFLETION ;
TAG REBULATORY DR LSG IDENTIPYING INFORMATION) 746 CRDSS-REFEREBJEFEI% ] T:E APPROPRIATE DATD :
JENC! !
F 314{ continued From nage 25 F314 _
reveslad the facillty assassed the residant as . '

“having an indwelling urtnary catheter, bowsl
incontinence, and to be af high risk for the
developmert of pressun sorRe, The agsesement
revealod resident #7 required extensive
sssiztance from staff with hed moblity, tallet usa,
and bething, A evisw of the CAAS revealed the
care feam would care pign and fogus on assuting
| 8ignz and symptoms of skin brsakdown woLid be .
i recognized and treateq promptly. i
i " . i
I Review of resfdent #7's comprehensive care plan ,I .
1
i

 dafed April 13, 2011, ravegjed the rezident was at ;
risk for the development of pressure wlcers dus to]
#nmobility end incontinence. Staff was required
to complete a weekly skin assessment, provida
incontinence care after eagh incontinenas
eplsode, nspact the resldent's skin during
bathing, and netify the physician of any changes
It tha resident's skin candion, Reviaw of the
mosgt recent skin aasessment rompleled on June
12, 2011, revealsd thars were no open areas to
the resldent's gkin.

Observation during & skin asspisment performad
i1 by LPN#1 on June 15,2011, at 3:65 p.Mm.,

i revealed resident #7 had bwo oper aress o the

| resldent's left butkack that wera red In color with
no drainage nofed. The LPN was observed to
measure the opan aress and measurements '
reveaied one bpen ares was 1 cm by 1 em with , !
the other open area measuring 0.5 om by 0.5 em.
Interview with LPN %1 durlng the skin assessment
revealed these open araas had not been
Identified by facllity seaft

!
!

interview with CNA #1 on June 18,2011, at 4:29
P-f,, revaaled she was essigned to provide cars

|
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under sanitary congifions '

authorities, and
{2} Store, prepare, disiribute and serve food

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and facllity
poley review, it was deteniined tha facilily failled
to ensure foods were stored and labeied under
sanitary candifions. Mulfiple food items wars
observed to be stored in tha stand-up refrigerator
that exceeded the recommended "use by” datee,

STATEMENT OF DEFICICNCIES (41} PROVIDER/GURPLIER/GLIA (%3} MULTIPLE GONSTRUGTION (X3) BATE SURVEY
AND FLAN OF CORREGTION TBENTIFICATION NUMBER: COMPLETED
. ' A BUILDING
186304 B e 08/16/2011
NAME OF PROMDER-OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP GODE
147 NORTH HIGHLAND AVENUE
S5BURG
PRESTON HEALTH CARE CENTER PRESTONSBURG, KY 41653
(443 ID SUMMARY ETATEMENT OF DEFICIENGIZS o PROVIDER'E FLAN OF GORRECTICN g
PREFIX (EACH DEFICIENGY MUST BE PRECELED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BF COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG cRoss—REFEREE:E'r:aIg IE?J gHE BPPHOPRIATE DATE
= Y)
F 314 | Contihved From pege 26 F 314
for resident #7 on the 6:00 &m. to 5:00 p.m. shit
on June 15, 2011. However, tha CNA had not
locked at the resident's "battom™ during the shift
and had not identified the open area to the i
resident's buttock. ‘ . |
Interview with CNA #2 on June 15, 2011, at 4:25
p.m., revealad she had identifled redness o
rastdent #7's buttock the fast day she worked
{un=ble to remamber when), and did not report !
the redness to anyone. ! !
§
Interview with the DON on Junz 16, 2011, &t 5:40 i
| p-m., ravealed the DON was unawara rasident #7
had two open areas ro the butloeks.
FF 371 483.35(7) FOOD PROCURE, F 371 .
asef | STORE/PREPARE/SERVE - SANITARY F 371 483.35(1) FOOD
The facility musk - ' PROCURE,
(1) Progtire food from sources approvad or ‘ "STORE/FPREPARE/SERVE —
cansidered satizfactary by Federal, State or local SANITARY

Corrective Aetion For Resident(s)
Affeeted:

The [eliowing food iton:s were disposed
oft

-Two bowls of vunilia pudding, dated
June 9, 2011 !

-A Styrofoam drink cup containing a
liquid substance with no date or {abel,
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i The findings include;

A revlew af the Storage of Food policy/procedure
{dated October 2008) revesled all perlshable
ltams were required to be covered, labeled, and
dated. The palivy further sised all food items
ware (o be dated when received and =it dry,
refrigerated, and frozen items wera 1o be fototed
using the "first in, first out* method, The policy
related to Foed Storage in Refrigerators {dated
Gelober 2009} revealed mik would be dated
when opened and prepared foods/iuices would be
Jabeled, dated, and sforad in the rafngeraior no
lenger than 48 to 72 hours. .

|

Obs=rvations econducted during the inifial tour of !

the kitchen on June 14, 2011, gt 12:45 p.m., i

revealed the following fers were stored and *

available for use In-the stand-up rafrigerator with |

labels/dates which exceedad the supplier's and/or !

facllily's recemmended “uee by” dates: :

~Twe bowis of vanllia pudding, dated Juna 8, :

2071,

-A Styrofoam drink ¢up containing a liquid

substanca with no date or label,

-One box of tomatoes with molded areas, dated

May 26, 2011,

~Seven heads of lettuse with wilted, brown edgas,

dated May 28, 2011,

-One package of siiced ham lying on 2 metl I

sheat pan with a fight brown liquid partiaty

.| eavering the harh. The package was dated with &

"best by" date of May 20, 2011,

-Ten cang of hiscuils with & "pest by" date of June |

12, 2011, ' I

-One box af cherry tomatoes, dated May 26, {

1

1

2011,
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i © BESICIENRY)
E . . -One box of tamatoss with molded
F 371 Confinued From page 27 F 371

areas, dated May 26, 2011.

~Seven heads of fetmee with wilted,
brown edges, dated May 26, 2011.

-Ome package of sliced ham Iying ona
metal sheet pan with a light hrown
liquid partially coveriug the ham. The
paclage was dated with a “best by™ date
of May 20, 2011,

-Ten cang of bisenits with a “best by”
date of Jume 12, 2011.

“One box of cherry tomatocs, dated Muy
26,2011,

-Faur mini cars of comn, dated June 9,
2011,

-One partially Glled gatlon juy 6f whole
wnilk with an expiration dare of Junc 12,
2011.

-One bowl of prepared bologne salad,
date Jupe 9. 2011,

ITow the Facility Will Act to Protect
Residents in Similar Situations:

All food refrigoraters and storage units
werc checked for expired foods/tquids,
unlabeled bods/Hquids, foods/liquids
withou! dafes, and food/liquids for past
“best by” dates by the ADM on 6/14/11,
All above identified food/liquid were
disposed of on 6/14/1]
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F 371 | Continued From page 28 | Far Measures to Prevent Reoceurrences
~Four mini ears of corn, dated June 2, 2011. . - . . .
-One partially flied galion Jug of whole milk with The adminigtzalor inserviced the dietary
- an expiration date of June 12, 2011 departinent an 6/14/11 regarding the
-One bowl of prepared bojegna salad, dated June food storaps policy and the Impertance
: & p
2201 of checking rhe storape areny daily, All
An Interview conducted with the Dietary Aide (DA) food refiigeratars and starage units will
on June 14, 2011, &t 12:50 a.m., revealed a|l be inspeciod dally by the distary aide for
di?rtary stalf was responsible to eheck the explred foods/liquidz, unlabeled and
refrigerator daily for expired foodidrink ltems. dat iquids. and expired “begt
The DA stated she and the other DA had retumad Lm”adcd fooc;s/h_(]]ul szia.n xgm; bes
1o work on June 14, 2011, after being aff an leave Y a1.:es anc W l‘Pc isposed ot
and had nof checked the refriigerater since necordingly. The dietary manger will be
raparting to work., The DA stated food/drink Tems responhsible to ensure (hat the dictary
shodld not be siored or availsble for use after iha X .
resommended "beet by" dstes, tides aro checking the storage areay,
An interview eonducted with the Dietary Managar Monitoring of Correetive Actipn:
(DM} on June 15, 2011, at 3:45 p.m., revealed
th? Dietary Aldes were responsible to check the The Diesicien will audit the storage
refrigerator daily for axpired or outdated food and £ ired food
i drink iferns. The DM stated she also checked the areas orbe_xp :re; Of? \;eekly hf?rf
; refrigeratar dsily but had not checked the foods in months, bi-weckdy for 3 monthe, then
the refrigerator on June 15, 2011, and had net monthly, Results of the mudit will be
discarded foods that wars expired or out of date. discussed in QA mecling to detormine
F 455 483.70(h) F485| cifectiveness and 1a delermine if furthe
$5=F | SAFE/FUNCTIONAL/SANITARY/COMFORTABL crenven o fesrmne 1 Irher
E ENVIRON edusation and/or intsrventions are
aeeded.
The facility must provide a safe, functional, |
sanitary, and comiortable environment for ; Completion dute: 7/19/11.
resldents, steff and the public. ;
. F 465 483.70(h)
I;is REQUIREMENT s nat met as evidencad SAFE/FUNCTIONAL/SANIT ‘
Basad on observ_atio;'n and intarvisw, the facility ARY/COMFORTABLE
Talled to provide services o malntein 3 sanitary |- ENVIRONMENT
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- SUMMARY BTATEMENT OF DEFICIENCIES

1%

PROVIBCRE PLAN OF CORRECTION i

environment. Two medication carts and the
medication refrigerator wers observed to be
soilad during tha abservations of the Medication
Reom,

The findings include:

Durdng the anvironmental tour on June 16, 2011,
af 1:30 p.m., two medication carts were observed
l= be soiied with plil residue snd dried sticky
substance, |n addition, the medication
refrigerator was spiled with dried residus.

An interview with Licensed Practical Murae (LPN)
#2 on Thursday, June 18, 2011, at 1:30 p.m,,

| reveaied the madication carts were suppused fo
have been clegned on "Tuesday," but
"apparently” tha carts had hot been cleaned.

An interview with Registered Nurse (RN) #1 &t
1:3Q p.m. on June 16, 2011, revealad staff had
! not been given 'assrgnmen& o ensure the

| rehgerator was cleaned,

} An Interview with the facility's Administrator on

[ June 16, 2011, a1 1:3Q p.m., revaalsd it was the
| responsibitity of the night shift staff to clean the
t medication cans. Howaver, according to the
Administrator, the facllity did not have a
“schedule” for facility staff io clean the
refrigerator,

A

AG)
PREFDY, (EACH DEFJCIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMMETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION} TAG CRDSS REFERENCED TS THE APPROPRU-\T: BaTE
. DERICIENCY)
F 465 | Continued From page 29 E 465 Correetive Action for Resident{s}

Affocted:

Mediestion cars (3), wertment car, end
medicaton roam refiperators(3) were
properly cheined and disinfesied vn £/16/11
by the medication nurses.

How the Facility Will Protect Resldents in
Similar Sitaations:

Madication room and conteals was inspected
and djsinfecied on 6/16/1 [ by the ADON,

Measurcs To Prevent Reoccurrence;

Nuwesing stall was lnserviced on 6/17/11 by
the DON/ADON on proper cleaning of
medicarion rootn, carts and refrigerators as
well as when carm/refrigerators are o be
clenned. Cleaning schodule chiccklist was
impiemented to 8355t nwrsing staff wien
clean carw/refrigerators,

Monitpring of Covrectlve Action:

DON/ADON will audit medication and
treatment chrls A% well as refperutons
weekly 1o epsurs proper aad timely
cleaning/diginfceting of carts/refrigerators,
Any concems will be addressed immediately,
Reeules of the sudiy will be discussed in QA
meeling to determine effectivencss and
determine if further education and/or
interventions are needed.

Complctian Date: 7/19/11
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F160

423.30(c)(6) CONVEYANCE OF PERSONAL FMUNDS UPON DEATH

Upon e death of 8 resident with £ pereonal fimd deposited with the Facilily, the facility must convey within
30 dayy the reident's funds, and & final accownting of these faxds, 1o the individnal or probate jurisdictisn
adrinistering the resident’s estars,

This REQUIREMENT s not met 58 evidenced by
Based on interview and record review, (he facility failed to convey the resjdent's funds, and & final mecounting

of thoge funds, to the indivicual or probate responsible for the resident's estate within thizty days of death for

two of sixteen sempled residess, Resideat #14 expived on Febmary 15, 2011, and the facflity did not
canvey resident funds uatil March 32, 2011, Resident #15 expired on February 26, 2011, and the tacility did
oot convey resident funds until Mareh 25, 2011. -

The Andinps inclnde:

A review of the financial record for resident #14 revealed resident #14 expired on Februiry 19, 2011, and the
factlity did zor comvey resident finds or close the Tesident's account wrtil March 20,2011, .

A teview of the financial record for resident #15 ravesled residens 215 expired on February 20, 2011, and the
facitity did not convey resident finds wotil March 29, 2011.

An inferview canducted with the Facility Aceountent or Jume 15, 2011, 6t 3:05 p.m., revealed the Accountant
bad not clased the acoount fir resident #14 becauss the reident's furity wes moving to & now address,
Furthor interview with the Acconntent revealed resident #1 55 account weas nat closed bicanse the Accoimzant
bad ovarlooked the account and had ner closed the account within the required 30 dayy after te resident was
deceasad :

Corrective Action for Resident(s) Affected; Funds wers ramined (o the family on March 22, 2011, FR was inserviced on
prapet policy of resident's funds,

Bow the Factlity wil] Prolect ather Residonts in Similar Situatlons: all discharges/deaths of Tha fuyt 30 days werc
revicwed on 6/16/11 by the ADM/HR{sccouarant) to determine any concerns. No concarns were identifiad,

Measures to Preveut Reoccurrence: Administrator educaced IR (accoumant) regarding the policy on rogidenl's funds,

Menitoring of Corrective Action: All discharges/deaths will be discussaed daily i morning meating with the
Adminismarer and HR (sccountant) o identify & timeframe Lo dismibute funds within the 30 days of dischurge/dontly.
Administrator will keep list of discharges/deaths dates and audit 15 days from dircharge/dealh for closing of residont's
funds. Results of the zudit will be diseussed i QA meeting lo determing affectiveness and to dercrming if further education
and/vr intorvenlions arg needad. :

Completion Date: 7/19/11 (yij_‘_, ‘a@ 0 /&1-. f)f’[ 7 /

Ay defitioncy shitament widing with an oteriyk (€} denores o deficyem sy which the insritutian may be coonsed fow romng movidiag it it derormined U b safeptirds jrevide mtficient
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K 000 | INITIAL COMMENTS K 000
A life safety code survey was initiated and
concluded on June 16, 2011, for compliance with
Title 42, Code of Federal Regulations,
§483.70(a). The facility was found to be in
compliance with NFPA 101 Life Safety Code,
2000 Edition.
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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