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o) 1D SUMMARY STATEMENT OF DEFICIENGIES ) ! PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 1Y FULL PREFIX \' . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) A ! CROSSREFERENCED TO THE APPROPRIATE PRATE
j DEFICIENCY)
F 158 | 483.10(b)(5) - (10), 483,10(b)(1) NOTICE OF F 156 _ =
55=8 | RIGHTS, RULES, SERVICES, CHARGES Based on the state survey . f
ending on 8/18/2011 th 8-22-2011
The facillty must inform the resldent both orally g /18/ €
and in writing in 2 language that the residen surveyor noted that 2 out of
understands of his or her rights and all rules and 5 notices of Medicare
regufations governing resident conduct and .
responsiuilities during the stay in the facifity. The { Discharges had not been
facility must also provide the resident with the given timely. Asa plan of
notice (if any) of the State developed under correction to this issua the
§1819(e)(6) of the Act. Such notification must be ] . "
fmade priof to or upon admission and during the | Oirector of Nursing provided
resilent’s stay. Recelpt of such information, and an in-service to the MDS
1 | i . .
;r:i{i:gtendmems o it, must be acknow edged in coordinator in regards to the
appropriate time frame to
Thzt} facility must inform each resident who is _ deliver the notice of
entitled to Medicaid benefits, in writing, at the time . .
of admigsion to the nurging facifity or, when the discharge to allow for service
resident becomes eliglble for Medicaid of the appeal. This in-service was
items and services that are Included in nursing .
facility services under the State plan and for p rovr(?ed on 8-18-2011. The
which the resident may not be chargad; those same In-service wag given to
other iterns and services that the facifity offerg the interdiscipk
ciplinary team o
and for which the resident may be charged, and p W N m n
the amount of charges for thoge services; and 8-22-2011. Al notices will be
inform each resident when changes are made to : given 48 hours prior to the
the itams and services specified in paragraphs (5) ' ) .
()(A) and (B) of this section, , date of non-Medicare
f Coverage. The Director of
The facillty must Inform each resident hefore,. or Nursing will be responsibie
at the time of admission, and perfodically during . .
the resident's stay, of gervices avsitable in the for folowing ~up with the
facllity and of charges for those senvices, MDS coordinator weekly to
including any charges for services not covered .
under Madlcare or by the facility's per diem rate, ensure compliance,
The facility must furnish a written description of
legal rights which includes:
LABORATORY %R'ﬂ [s] OMIDERISUPFLIER REPR ESENTATIVE'S SUGNATURE TITLE (X8) DATE
ﬂ - : Ced /1 ~1o—1

Any deficiency s?aten‘;e/n; ending with an astarisk (" dencles a deficiancy which lhe Institistlon may be excugey from correcting providing il Is delermined thal
othar safeguards provide suffcient protection {o the patianta. (See insdructions.) Excupt for naurging homes, Me Nndings iated sdove re disclosabla 80 gays
followlng the data of survey whether or not s plan of correction Is provided, For nursing homes, the above findings and plans of cotrection are diaclosable 14
daya following the data thexe documents are made avaitpble to the faciyy. 1f deficiencles are clted, an approved plan of carmction Iy requlkite b continued

program particlpaton.
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includes a written description of the facility's
policies to implement advance directivas ond
applicable State taw.

The facilty 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 tacility
written information, and provide to residants and
applicants for admission oral and written
information about how to apply for and use
Medicare and Meadicaid benefits, and how to
receive refunds for previous payments covered by
such benefits,

This REQUIREMENT is not mef as evidenced
by:

Basad on record review and staff interviews, the
facillty failed to provide a two days notice of
Medicare Non-Coverage anding for 2 of 5 notices
reviewed. (Residents #9 and 130}

Findings included:

Interviaw on 8/17/11 st 3 p.m. with the DON
(Director of Nurses) revealed the facility does not
have g written policy and procedure for providing
notification of Medicare provider non-coverage.

Interview on 8/17/11 at 11:25 a.m, with the office
business manager revealed

the director of rehabilitation and the MDS
coardingtor were responsible for notification of
non-Medicare coverage.

1. Review of the “Notice of Medicare Provider
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Non—Covarage" form for Reslgent #S revealeg
the end of coverage date was 5/25/1 1. The

resident's representative signed ang dated this
notification on 5/2444 1. Intarview on 817111 a¢
12:20 p.m. with the DON and Mps coordinator
indicated that an sttempt 1o reach Resident #9's /

fépresentative was Unsticcessful so the letter was
Sigred on 5724111, There was ng written avidence
that the facility atternptad 1o have the form

slgned or noflfied the responsible parly before
5124111,

H

2. .Review pfthe "Notice of Medicare Provider X
Non-Coverage® form for Residant #3p revealed 5 |
check mark for physical therapy (PT} and
accupationat therapy (OT) coverage {o end.

€re was no date'in the space designated for
the end date, The back of the form revealed g
handwritten date with an end coverage on 5/3/4 1,
On 8/17/14 at 12:20 P-m. an interviaw with the
DON and MpDs coordinator confirmed that the
Medicare coverage for PT and OT would end on
5/3/11. Continued review revealad Resldent #30
slgned the form on 513/H1(the same date for the
end of Medicare coverage).

interview on 8/17/11 at 12-41 p.m. with {he DON

and the MDS coordinator was held. The DON N
indicated her expectations were to provide at o :
minirmum 48 hour prior notice {from the dafg of ‘
Medicare provider non coverage) to the resident
or representative, | i

Irterview on 8/18/17 at 3:50 a.m, w'i!h the .
' administrator revealed his expact‘ahcm was his
staff provides the appropriate nolice at the
: appropriate time.,
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Doors protecting corridor openings In other than Meﬂ?orf.a l hosm?.i i’; B

required enclosures of vertical openings, exits, or care facility-Regina B

hazardous areas are substantlal doors, such us Harrls Anvex, tho facility

EhOSs consiruc;;ad (:.f 7 ii?ch SOIi?‘bO”?Ed tcg‘(')e was found to have curtains in

waooa, of capable of resisting fire for at jeas ) could

mindtes, Doors in sprinklered buildings are oaly mu}t’lple fooms that cou]

required to reslst the passage of smoke. There is possibly impede closure of

no impedirient to the closing of the doors. Daors doors that exited from the

are providad with a means suitable for keeping following rooms:
the door ciysed. Dutch doors meeting 19.3.8.3.6 e
are ;:uers‘rnitbedt?I 19.30.6.3 g 205,206,207,208,209,242 and
| the therapy gym, As a plan
Roller latches are prohibited by CMS regulaticns of correction, all rooms on
in all healtt care facilifies. iho Fxtonded Care unit were
evaluated for any doors being
impeded by any objects.
Rooms were measured by the
Maintenance Director and
curiain tracks were ordered.
AN roams found to be out of
H il! bave the new
This STANDARD Is not met as evidenced by: compliance ;"’:’ o
A, Based un observation on 09/21/2011 the tracks ut]stal ¢ “f’ﬁ' a
privacy cur.ains in rooms compatible curtain placed on |
205'20-6 ,207,208,209,242 and Therapy can stop each new track, All rooms :
Z}??eé?fédjg ;SY%O({:)C'OSMQ and latehing. will be cvaluated after track
K038 [ NFPA 101 _IFE SAFETY CODE STANDARD K 038 and curtain installations to
58=D ensure that no fixtures or
Exit access is arranged so that exits are readily curtains impede exit from i
_a]c1cess;bgleza1t #ll tmes In accordanioe with secton rooms. This surveillance will ;

- - be completed by the bospital
mainteoance department, All
installations will be
completed by 11/01/2011 ROOATE

lof?ln

g with an asterisk {*) dunotes 5 deficloncy which \M‘lslimllon may be excused from correciing providing It Is determined that

ather safegusrds provide sufflctent protection ta the pstlents, (Ses Instructions.) Except for nursing homes. the findings slated above afe disclosable 90 days

following the date of survey whelh
days following the date these doc
program participalion,
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This STAMDARD [s not met as evidenced by:

A. Based on observation on 09/21/2011 the
delayed egress doors that locked when a
transmitter comes in range did not function as
required b7 code, The door near the nurses
station anc! the door near the dining room across
from room 213 would refock if the transmitter was
roved awiy then brought back within range.

. similar deficiency, Monthly ;

safoty survey for the Person
Memorial hospifal extended
care facility-Roginald B.
Harris Annex the facility was
poted to have two sets of :
doors that did not bave the ‘
appropriate lock delay in
place. Not having this delay
prevenis the doors from beiug
readily accessible for exit.

As a plan of correction, ihe
facility has contraoted with
Simplex. This company is
placing a Jock defay on the
doors that would allow the
doors to remain unlocked
until they are roanually reset.
All doors in the facility were
evaluated for the same ora

surveillance will be done on
all doors fo ensvre
compliance. Simplex wifl
have the doors found to be
out of compliance
Tunetioning properly by
11/1£2017. Monthly
surveillance will be ongoing
by the hospital maintenance
department.
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