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F 278} 483.20{g) - {jy ASSESSMENT F 278 E—ZJ—&
$8=B [ AGGURACY/COORDINATIONI/CERTIFIED When the deficlent practice

The assessment must accuralely reflect he
rasident's slalus,

Areglslerad nurse must conducl or coordinate
oach assessment with the approprate
parficipation of health professionals,

Areglstered nurso must sign and cerdify that the
assossment Is completed.

Each Individual who complsles a portion of the
assessiment must slgn and cerlify the accuracy of
lhat portion of the assessment,

Under Medicare and Medicaid, an individual who
willfuily and knowingly cerlifies a material and
faise statement in a residenl assessment is
stbject to a civil monay penally of not more than
$1,000 for each agsessment; or an individuat whe
willfully and knowingly causes another individual
lo cerlify a material and false stalementin a
resident assessment Is subject 1o a civil monasy
penally of nol mare than $5,000 for each
assessment,

Clinlcal disagreement does nol consiltule a
material and false statement.

This REQUIREMENT s nol met as evidenced
by;

Basad on staff interview and record review, the
facllity falted to accurately code 1 (Residant #7) of
6 Minimum Dala Sels {(MDS's), and failed 1o
ensure Registered Nurse's signalure on 4
{Resldents #3, #4, #7 and #8) of 5 MDS

_.deficlent practice.

Any deficlanty slalemert ending wilth an astersk (¢

LABORATORY l:)‘!REGTOH'G OR PROVIDERUSUPPLIER REPRESENTATIVE'S SIGNATURE

s 4pat

-

2 2o

was discovered for each

resident (3, 4, 7 and 8), the minimum data
set assessments were reviewed

by the registered nurse certlfying

the accuracy of the portion

of the assessment they completed

and that the assessments were

signed.

;

The minlmum data set assessments

for resldents In beds that were scheduled
for the period beginning October 1, //
2012 through January 16, 2013, {
were reviewed by the care :
plan team {nursing, dining services,

soclal services, activitles, therapy and ;
administration} for signing and :
certifying the accuracy of the assessments
they comipleted, No other resldent
assessments were found to be of

Areview of the procedure for
the signing by the registered
nurse of sections they completed
was conducted by the Inferim
Director of Nursing and Admini-
strator. The following items were
addressed in this review,
o The procedure for how to
process the minimum
data sel and care plans,

o

fmportance of comple- {6) DATE

tton dates as assigned

deantes a dofieloncy which the Instituton may beéstél from comneciing providing itis determined thal

other safeguards provide suffielent prolection to the patients, {Seainstruclions.) Exceptfor nursing homes, he findlngs stated shove are disciosable 90 days
follewing the date of survay whethdr of nota plan of correclion 1s provided, For nursing homes, the above Gndings and plans of correclion ara disclosable 14
days fofowing (e date these dosuments are made available lo The facility. {f deficdencios aro clled, an approved plan of correction Is requisite lo continued
program panifcipation,
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Proper and accurate
F 278 | Continued From page 1 F 278

assessments. The findings include:

1. Resident #7 was admitied to the facility on
3122112, Cumulative diagnoses included status
post surgery for a hip fracture and dementia.

The quarterly MDS dated 11/12/12 indicated
Resident #7 had limitations of all four extremities
that interfered with daily functions or placed
resident at risk of injury.

On 1186113 at 8:20 AM, Resident #7 was
observed walking with a walker through the living
area into the dining room. She was able to feed
herself breakfast.

During an interview on 1/16/13 at 3:50 PM, Nurse
#1 indicated Resident #7 had no impairment in
arm movement, but had some difficulty with her
legs due to arthritis.

During an interview on 1/16/13 at 6:40 PM, Nurse
#2 acknowledged that she had done the quarterly
assessment for range of motion for Resident #7,
She stated that the resident had impairment in
one leg only, and that she had coded the MDS
incorrectly.

2. Resident #8 had an admission MDS daled
11/29/12. There was no signaturse to indicate who

coding of the minimum
data set
The signing and dating

of the minimum data
set

The signing and dating
of the care area asses-
sments, when applicable
Updating of the

care plan to include that
the registered nurse signature
indicates that the accu-
racy of the information
has been verified.

A change in resident’s
condition must be
documented on the 24
hour report noting that
the care plan has been
updated.

Filing of the minimum
data set in the resident’s
minimum data set

chart.

The care plan team meets weekly.

had completed the nursing sections of the MDS,
and no Registered Nurse {RN) signature verifying
assessment completion.

During an interview on 1/16/13 at 5:30 PM,
Administrative Staff #2 indicated that she

The care plan team consists of the
Director of Nursing, Director of

Socia} Services, Director of Activities,
Director of Dining Services, Therapy and
Administrator. During that meeting,

an audit will be completed by the

!/M/}_ b
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care plan team. They will verify
F 278 | Continued From page 2 F278|  that the minimum data set has

assigned MDSs to be divided among 4 RNs. The
RNs gave her the completed assessments which
were written on paper; she entered them info the
computer, printed thern out and placed them in
the MDS charts. There was no formal process to
alert the nurse that the printed assessments were
ready for signatures.

During an interview on 1/16/13 at 6:30 PM, Nurse
#1 stated she had done the assessment but had
not signed it. Nurse #1 indicated that MDS
completion was divided between 4 nurses, and
the social worker actually printed the MDSs and
placed them on the charts.

3. Resident #7 had a quarterly MDS daled
11/22/12. There was no signature t¢ indicate who
had completed the nursing sections of the MDS,
and no Registered Nurse {RN) signature verifying
assessment completion.

During an interview on 1416113 at 5:30 PM,
Administrative Staff #2 indicated that she
assigned MDSs to be divided among 4 RNs. The
RNs gave her the completed assessments which
were written on paper; she entered them into the
camputer, printed them out and placed them in
the MDS charts. There was no formal process to
alert the nurse that the printed assessments were
ready for signatures.

4, Resident #4 was admitted to the facility on
1018112, The admission Minimum Data Set
(MDS}) assessment was completed with the
reference date of 10/25/12.

been correctly coded, the minimum
data set has been signed by the
registered nurse/Director of Nursing
in the appropriate sections verifying
the accuracy of the portion of the
assessment they completed, The
the care area assessment {when applicable)
will also be audited. The care plan
team meeting is reviewed weekly
with the physician. '

The Administrator and/or the Director
of Nursing will bring any deficient ,_')/7«/)5’
practice of the completed weekly
care audits to the quarterly quality
assurance meeting.
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F 278 | Continued From page 3

The CAAS (Care Area Assessments) summary
form dated 10/25/12 was reviewed. The form
had no signature and date from the RN
(registered nurse} for CAA process and there was
no signature and date of the person completing
the care plan decision.

On 1/16/13 at 9:10 AM, Nurse i1 was
interviewed. She was aware that nobody had
been signing the CAAS and the care planning
decision but it will get fixed.

5. Resident #3 was admitted to the facility on
12/19112. The admission Minimum Data Set
{MDS) assessment was completed with the
reference date of 12/26/12.

The CAAS summary form dated 12/26/12 was
reviewed. The form had no signature and date
frorn the RN {registered nurse) for CAA process
and there was no signature and date of the
person completing the care plan decision.

On 1/16/43 at 9:10 AM, Nurse #1 was
interviewed. She was aware that nobody had
been signing the CAAS and the care planning
decision but it will get fixed.

F 279 | 483.20(d), 483.20(k}{1) DEVELOP

55=B | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehensive care
plan for each resident that includes measurable

F 278

Fare| E279

of the care plan.

When the deficient practice / / / ‘77

resident (3, 4, 8 and 9}, the care
plans were reviewed, corrected
and signed by the registered
nurse certifying the accuracy

{/3
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E 279 Continued From page 4 F 279 The Care»plans fOf residents in
cbjectives and timetables to meet a resident's that were scheduled for the period
medical, nursing, and mental and psychosocial beginning October 1,2012 through
needs that are identified in the comprehensive January 16, 2013, were reviewed

assessment, by the careplan team {nursing,

The care plan must describe the services that are dining services, social services,

to be furnished to attain or maintain the resident's activities, therapy and administration)
highest practicable physical, mental, and for signing and certifying the
psychesocial well-being as required under accuracy of the care plans they

§483.25; and any services that would otherwise

be required under §483.25 but are not provided completed. No other resident

due to the resident's exercise of rights under . care plans were found to be of
§483.10, including the right to refuse treatment deficient practice.
under §483.10(b){4).

A review of the procedure for
This REQUIREMENT is not met as evidenced the signing by the registered
by: nurse for the care plan they
Based on record review and staff interview, the completed was conducted by
facility failed to develop a comprehensive care the Interim Director of Nursing

plan for 3 (Residents #3, #4 and #3) of 9

sampled residents, The findings include: and Administrator. This was done

with each registered nurse

1. Resident #9 was admitted to the facility on assigned the responsibility for
10/2112. On 10/3/12 a urine specimen indicated the care plan. The following
the resident had a urinary tract infection (UTI) and
she was started on antibiotic therapy.

iterns were addressed in

this review.
The eare plan revealed no problem of UT and no s The procedure for how to
interventions speoiﬂc to UTI. process the care p]a ns.

During an interview on 1/16/13 at 6:30 PM, Nurse * Importance of comple-

#1 indicated the care plan should have included tion dates as assigned
uTl. S e Updating of the care plan
To include that the regis-
2 a. Resident #4 was adimitted to the facllity on
10/18/12 with multiple diagnosss including urinary
retention. The admission Minimum Data Set

FGRM CHAS-2567(02-09) Prevous Versions Obsolste Event [: VHCMN Facility 10: 980257 If continuation sheet Page 5 of 15
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tered nurse signature
F 279 | Continued From page 5 F 279 indicates that the accu-

(MDS) assessment dated 10/25/12 indicated that
Resident #4's cognitive status was intact and she
had an indwelling catheter.

The care plan for Resident #4 was roviewed.
There was no care plan to address the
careltreatment for the use of the indwelling
catheter.

On 111613 at 9:10 AM, Nurse #1 was
interviewed. She agread that the use of the
indwelling catheter should have been care
planned but it was not.

2 b. Resident #4 was admitted to the facllity on
10118712 with multiple diagnoses including
contracture. The admission Minimum Data Set
{MDS) assessment dated 10/25/12 indicated that
Resident #4's cognitive status was intact and she
had Emitation in range of motion on both upper
and lower extremilies.

The care plan for Resident #4 was reviewed.
There was no care plan to address the
careftreatment of the contracture on both lower
and upper extremities.

On 1/18/13 at 9:10 AM, Nurse #1 was
interviewed. She agreed that the contracture
shouid have been addressed in the care plan.

2 ¢. Resident #4 was admitted to the facility on
10718712 with multiple diagnoses including urinary
retention. The admission Minimum Data Set

racy of the information
has been verified.

A change in resident’s
condition must be
documented in the

interdisciplinary note

in the electronic health
record. The interdisci-
plinary note is alerted
on the 24 hour report
noting that there has
been a change in
resident condition. An
alert from the 24 hour
report is sent via the
electronic health record
to the care plan feam.
All members of the care
plan team, as well as,
administrator and physician,
have instant notification
of a change in resident
condition. The Director
of Nursing will follow up
to be sure that the care
plan has heen changed.
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F 279 | Continued From page 6 Farg The care plan team meets weekly. //2Y //j
(MDS) assessment dated 10/25/12 indicated that The care plan team consists of the /
Resident #4's cognitive status was intact and she Director of Nursing, Director of
had UTI {urinary tract infection) listed under Social Services, Director of Activities,
infections.. Director of Dining Services and

The care plan for Resident #4 was reviewed. Administrator. During that meeting,

There was no care plan to address the an audit will be completed by the
careftreatment for UTI. - care plan team. They will verify
R ‘i g o th dont 14 that the care plan has been updated

eview of the records revealed that Resident : 1 i
was treated with antibiotics for UTI on 10/26/12, and has ‘been signed bY the registered i
1414012, 12/2/12 and 12/20/12. nurse/Director of Nursing who

completed the care plan. The care

On 1/16/13 at 9:10 AM, Nurse #1 was plan team meeting is reviewed weekly
inferviewed. She agreed that the UT] should with the physician.

have been addressed in the care plan.

The Administrator and/or the Director l/?//))

3. Resident # 3 was admitied to the facility on of Nursing will bring the results of any
12/19/12 with mulliple diagnoses including deficient practice to the quarterly
Depression and Anxiety. The admission MDS . :

assessment dated 12/26/12 indicated that quality assurance meeting.
Resident #3' s cognitive status was intact and
she was receiving psychotropic medications
{Zoloft, Elavil and Remeron).

The care plan was reviewed. There was no care
plan to address the use of the psychotropic F280

medications. When the deficient practice
was discovered for each

resident (4 and 8), the care

On 1116/13 at 9:10 AM, Nurse #1 was
interviewed. She agreed that the use of the

psychotropic medications should have been plans were reviewed, corrected
addressed In the care plan. and signed by the registered
F 280 | 483.20(d)(3), 483.10(k){2) RIGHT TO F 280 nurse certifying the accurécy
85=B | PARTICIPATE PLANNING CARE-REVISE CP of the care pian

The resident has the right, unless adjudged
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F 280 | Continued From page 7

Incompetent or otherwise found to be
incapacitated under the laws of the State, fo
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that incfudes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident’s
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by;

Based on record review, observation and staff
interview, the facitity failed to review and revise
the care plans after residents developed pressure
ulcers for 2 {Residents #4 and #8) of 2 sampled
residents with pressure ulcers. The findings
include:

1. Resident #8 was admitted to the facility on
11/22M2. Cumulative diagnoses included
generalized muscle weakness, pernicious anemia
and osteamalacia.

Review of the care plan dated 12/6/12 revealed
that Resident #8 was at risk for pressure ufcers
due to limited mobility, muscle weakness and

The care plans for residents in

that were scheduled for the period
beginning October 1,2012 through
January 16, 2013, were reviewed
by the careplan team {nursing,
dining services, social services,
activities, therapy and administration)
certifying the accuracy of the

care plans they completed. No
other care plans were found to be
of deficient practice.

F 280

A review of the procedure for

completed was conducted by
the Interim Director of Nursing
and Administrator. This was done
with each registered nurse
assigned the responsibility for
the care plan. The following
items were addressed in
this review.
s The procedure for how o
process the care pians.
» Importance of comple-
tion dates as assigned
e Updating of the care plan to
include that the registered nurse
signature indicates that the
accuracy of the information
has been verified.

the signing by the registered |
nurse for the care plan they ] 1§ /
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. » Achange in resident’s
0 ; L.
F 280 | Continued From page 8 F 280 condition must be

paln.

Review of pressure ulcer records revealed that on
12728112, Resident #8 had a stage 2 pressure
ulcer on her buttocks and a stage 1 on her efbow.
The care plan was hot revised to reflect actual
pressure ulcars.

During an interview on 1/16/13 at 11:11 AM,
Nurse #1 stated that care plans should be
updated by the nurses when changes occur, and
Resident #8's care plan should have been
updated when the pressure ulcers were first
observed.

9. Resident #4 was admitted to the facifity on
10/18/12 with multiple diagnoses including urinary
retention. The admission Minimum Data Set
(MDS) assessment dated 10/26/12 indicated that
Resident #4's cognitive status was intact and she
had no pressure ulcer.

Review of the admission records dated 10/18/12
revealed that Resident #4 was admitted to the
facility with " dark pink areas on the right
buttocks " .

The weekly pressure ulcer records were
reviewed. The records indicated that on
12718712, Resident #4 had developed a stage i
pressure ulcer to the feft buttock. This was
treated with Duederm and was healed up on
12/30/42. On 1/9/13, Resident #4 had devetoped
a stage || pressure ulcer to the left buttock. The
treatment ordered for the left buttock pressure
ulcer {stage 1f) was Duoderm and to be changed
every 3 days.

documented in the
interdisciplinary note

in the electronic health
record. The interdisci-
plenary note is alerted

on the 24 hour report

noting that there has

heen a change in

resident condition. An

alert from the 24 hour
report is sent via the
electronic health record

to the care plan team.

All members of the care

plan team, as well as,
administrator and physician,
have instant notification of
a change in resident condition.
The Director of Nursing will
follow up to be sure that the
care plan has been changed.

The care plan team meets weekly.
The care plan team consists of the
Director of Nursing, Director of
Social Services, Director of Activities,

Administrator. During that meeting,
an audit will be completed by the
care plan team. They will verify that

]

Director of Dining Services, therapy and

-4

)
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the cére plan has been updated and
F 280 i A
Continued Frompage F280, has been signed by the registered
On 1/16/13 at 3:20 PM, Resident #4 was nurse/Director of Nursi h
observed. The treatment for the left buttock | rsing who
pressure ulcer was not due to be changed. The completed the care plan. The care
left buttock pressure ulcer was covered with plan team meeting is reviewed
Duoderm when observed. weekly with the physician.
The care plan was reviewed. The care plan was - .
not revised to address the care/treatment for the The Adl?ﬁlnlst‘rato.r and/or the Director Q/ 7//5
stage H pressure ulcer. of Nursing will bring the results of
O 416/13 a1 6110 AV, Nuree #1 any deficient practice to the quarterly . >
n at9: , Nurse #1 was quality assurance meeting. S
interviewed. She agreed that the care plan g Cowhnee)
should have been revised when the resident had
developed a stage || pressure ulcer.
F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334
55=B | IMMUNIZATIONS F334 (flu vaccine)

The facility must develop policies and procedures
that ensure that --
(i) Before offering the influsnza immunization,
each resident, or the resident's legal
representative receives education regarding the
henefits and potential side effects of the
immunization;
(ify Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period;
iy The resident or the resident’s legal
representative has the opportunity to refuse
immunization; and
(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of influenza

When the deficient practice
was discovered, all resident
charts were reviewed, A
letter is being sent to each
resident and responsible
party. The letter will include
the latest information for the
current calendar year from
the Centers for Disease Control
regarding the flu vaccine. A
consent form will also be included
with the letter for the resident
and the responsible party
party to review and sign.
sign.

///5’ 6

A/847

A
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The Director of Social Services
sends a letter to the resident
and responsibie party inviting
them to a care plan meeting.
If there is not a response, she
follows up with a telephone
call and/or an email asking

if they are planning to attend.
If the resident is able

to participate but the responsible
party does not respond, the
Director of Social Services
meets with the resident. The
Director of Social Services
reviews the care plan that
was prepared by the care
plan team with the resident
and with the responsible
party. If a resident and
responsible party have
questions she can not answer,
she schedules a meeting for
them with the appropriate
member of the care plan
team. She documents in

the electronic health record
the meeting and specifies
who attended. Any changes
that come about as a result

of the care plan meeting will
be updated immediately by
the Director of Nursing/MDS
Coordinator in the care plan.
The Director of Social Services
immediately notifies the appropriate
member of the care plan
team regarding the need to
make a change to the care
plan.

page (O— |
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immunization; and

(B) That the resident either received the
influenza immunization or did not receive the
influenza immunization due to medical
contraindications or refusal.

The facility must develop policies and procedures
that ensure that --

{i} Before offering the pneumococcal
immunization, each resident, or the resident's
legal representative receives education regarding
the bensfits and potential side effects of the
immunization;

(i} Each resident is offered a pnesumococcal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized;

{ii) The resident or the resident's fegal
representative has the opportunity to refuse
immunization; and

{iv) The resident's medical record includes
documentation that indicated, at a minimum, the
following:

{A) That the resident or resident’s legai
representative was provided education regarding
the benefits and potential side effects of
prneumococcal immunization; and

{B) That the resident either received the
pneumococcat immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal,

{v} As an aiternative, based on an assessment
and praciitioner recomrmencdation, a second
pneumococcal immunization may be given after &
years following the first pneumococcal
immunization, untess medically contraindicated or
the resident er the resident's legal representative
refuses the second immunization,

was written and imple-
mented, The care plan
team and nursing staff
received copies of the
policy and procedure.
It was reviewed with
them by the Admini-
strator. The policy was placed
in the nursing policy manual.
The Director of Social Services
will send an annual letter

to the resident and/or the
responsible party during the
month of August, The letter
will include the fatest informa-
tion for the current calendar
year from the Centers for
Disease Control regarding

the fluvaccine, A consent
form will also be included
with the letter for the respon-
sible party to review and

sign. The interdisciplinary
notes in the electronic health
record tracks what has been
sent. The Director of Social
Services will run a weekly

report to show which
consent forms have or have
not been returned. For
those responsible parties

o 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 45}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 334 | Continued From page 10 F 3a4|* A policy and procedure
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who have not returned
F 334 | Continued From page 11 F 334 their consént form, the

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to develop policies and procedures
for administration of influenza and pneumococcat
vaccines, and failed to document education prior
to administering influenza vaccines for 2
(Residents #7 and #13) of 3 sampled residents.
The findings included:

1. Upon request for its influenza and
pneumococcal immunization policies and
procedures, the facility provided the following: (1)
Centers for Disease Control (CDC) " Vaccine
Information Statement™ for the influenza vaccine
dated 2012.2013, {2} the CDC " Preumococcal
Polysaccharide Vaccine * information statement
dated 10/6/09, {3) an undated " Annual Influenza
Vaceine Administration Consent Form ”, {4} an
undated " Pneumococcal Polysaccaride Vaccine
Administration Gonsent Form ", and (6) an "
Influenza/Pneumonia Vaccing Record * form
dated 10/15/02.

During an interview on 1/16/13 at 5:15 PM,
Administrative Staff #1 stated that the facility did
not have format policies and procedures for
influenza and pneumococcal immunizations.

2. Resident #7 was admitted fo the facility on
32212,

Record review revealed an " Annual Influenza
Vaccine Administration Consent Form ™ signed

Director of Social Services
will follow up with either
a telephone call, an email
or another letter. Nursing
will document in the
interdisciplinary note of
the electronic health
record that the flu

vaccine has heen given.
The Administrator and/or
the Director of Nursing
wilt review this procedure
and status twice a year
during the flu season of
September through March
at the scheduled quarterly quality
assurance meeting.

] .
F334 (pneumonia vaccine)

When the deficient practice
was discovered, all resident
charts were reviewed. A letter
is being sent to each resident
and responsible party. The
letter will include the latest
information for the current
calendar year from the Centers
of Disease Control regarding
the pneumonia vaccine. A
lconsen’c form will also be included

/1813
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PREFIX
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F 334 | Continued From page 12

10/42/11 by the responsible party {RP}. Her "
Influenza/Pneumonia Vaccine Record " revealed
that she had the influenza vaccine on 10312,
There was no dosumentation that the RP had
received education about the vaccine or had an
opportunity to decline the vaccine prior to its
administration.

During an interview on 1/16/13 at 5:15 PM,
Administrative Staff #1 stated that the facility did
not regquire signed autharizations for vaccines
annually, nor proof that education was provided.

3. Resident #13 was readmitted to the facility on
11/28/12.

Record review revealed an ™ Annusl Influenza
Vaccine Administration Consent Form ” signed
5/14/12 by the responsible party {(RP). Her "
Influenza/Preumonia Vaccine Record " revealted
that she had the Influenza vaccine on 10/4M12.
There was no documentation that tha RP had
received education about the vaccine of had an
opportunity to decline the vaccine prior fo ifs
administration.

During an interview on 1/16/13 at 5:15 PM,
Administrative Staff #1 stated that the facility did
not require signed authorizations for vaccines
annually, nor proof that education was provided.
F 356 | 483.30(e) POSTED NURSE STAFFING

g8=C | INFORMATION

The facility must post the following information on
a daily basis:

o Facility name.

o The current date.

o The total number and the actual hours worked

F 334

F 356

—_ PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE AGTION SHOULD BE
CROSS.REFERENCED TO THE APPROPRIATE

DEFICIENCY)

with the {etter for the resident
and responsible party to review
and sign.

A policy and procedure

“was written and imple-

mented. The care plan

team and nursing staff
received copies of the

policy and procedure.

it was reviewed with

them by the Admini-

strator. The policy was placed
in the nursing policy manual.
The Director of Social Services
will send an annual letter

to the resident and/or the
responsibie party during the
month of August. The letter
will include the latest informa-
tion for the current calendar
year from the Centers for
Disease Control regarding

the preumonia vaccine, A consent
form will also be included
with the letter for the respon-
sible party to review and

sign. The interdisciplinary
notes in the electronic health
record tracks what has been
sent. The Director of Social
Services will run a weekly
report to show which ‘

(xs)
COMPLETION
DATE

Z
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by the following categories of licensed and
unficensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses {as defined under State law).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors,

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not lo exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by.

Based on record review, observation and staff
interview, the facility failed to complete the
staffing information accurately. The findings
include:

On 4/15/12 at 4:30 PM and 1/16/13 at 9:00 AM,
the dally staffing sheets were observed. The
staffing sheets were not completed accurately.
The census and the staffing for the assisted living
were included in the daily staffing sheets.

K4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFEX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
) consent forms have or have
F 356 | Continued From page 13 F 358 :

not been returned. For
those responsible parties
who have not returned
their consent form, the
Director of Social Services
will follow up with either
a telephone call, an email
or another letter. Nursing
will document in the
interdisciplinary note of
the electronic health
record that the pneumonia
vaccine has been given.

The Administrator and/or
the Director of Nursing
will give the vaccine report
at the scheduled quarterly
assurance meeting.

F356

When the deficient practice Y
was discovered, the daily staffing ///j b
information form was corrected
and relocated as requested.

The RN Supervisor for each

shift is responsible for completing
the form and posting it on the
bulletin board. This was
communicated to the RN Sup-
ervisors hy the Adminstrator.
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e The form shows the date,
Continued From page 14 F 356 resident-census for the Medicare

On 1/16/13 at 9:10 AM, Nurse #1 was
interviewed. She indicated that she did not know
that the daily staffing sheet was only for the
certified beds.,

certified beds, staffing for

day and night shift {12 hour
shifts), number of registered
nurses, the number of licensed
practical numbers and the
number of certified nursing
aides, the scheduled hours

for each position and the actual
hours worked for each position.
An in-service was given to
designated staff who post

the daily staffing only to include
the hours being serviced and
the census for the certified

beds per shift.

A daily audit, Monday-Friday,
will be completed by the
Administrator. The Admini-
strator on call will complete
the audit on their scheduled
weekend.

The Administrator

and/or the Director of Nursing
will bring the audit results to
the quarterly quality assurance
meeting.

7
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I 000 | INITIAL COMMENTS . | KO00O

This Life Safety Code (LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This facility is Type |l Protected
construction and Is equipped with an automatic
sprinkler system.

CFR#: 42 CFR 483,70 (a)

NOTE: There were no Life Safety Code
Deficlencies noted during the survey.

\BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE . {XB) DATE
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her safeguards provide sufficlent protaction to the patients, (See lnstructions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
lowlng the date of survey whether or not a plan of correctton Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
tys following the date these documents are made available to the facllity, If deficiencles are cited, an approved plan of corraction Is requisite to contlnued
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