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F 0000
Bldg. 00
This visit was for a Recertification and F 0000 By submitting the Plan of
State Licensure Survey. Corr.ec.:tlon, the facility is not
admitting to the truth or accuracy
of the cited deficiencies or
Survey Dates: July 18, 19, 20, 21, 25, and allegations. The facility reserves
26, 2016. the right to contest the findings or
allegations as part of any
C bed ) proceedings and submit these
ensus bed type: responses pursuant to our
SNF: 21 regulatory obligations. The facility
SNF/NF: 49 requests the Plan of Correction
Total: 70 be considered our allegation of
' compliance, effective on or before
August 15, 2016, to the cited
Census payor type: deficiencies of the Recertification
Medicare: 20 and State Licensure Survey, ID
Medicaid: 31 F4WL11, with an exit date of July
' 26th, 2016.
Other: 19
Total: 70
These deficiencies reflect State findings
cited in accordance with 410 IAC
16.2-3.1.
Quality review completed by #02748 on
July 31, 2016.
F 0223 483.13(b), 483.13(c)(1)(i)
SS=D FREE FROM ABUSE/INVOLUNTARY
Bldg. 00 | SECLUSION
The resident has the right to be free from
verbal, sexual, physical, and mental abuse,
corporal punishment, and involuntary
seclusion.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds 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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The facility must not use verbal, mental,
sexual, or physical abuse, corporal
punishment, or involuntary seclusion.
F 0223 The corrective action taken for 08/15/2016
Based on interview and record review, LheO::;;Zgigti fotlrjlr;ddz‘igaeﬁ
the facility failed to ensure residents were practice is that t)rqe resident
free from abuse for 1 of 3 abuse identified as resident # 140 has
allegations reviewed. A resident was not had any additional allegations
verbally abused which caused the _c:eit;_tf{zz ;’:g:‘t:f;n;en;t;er
. | 1Tl W
r651d-ent to cry and to be scared. terminated based upon the
(Resident #140) outcome of the facility
investigation which was
Findings include: completed at the time that the
' allegation was reported to facility
management. The corrective
On 7/19/16 at 9:46 a.m., Resident #41 action taken for the other
indicated she had witnessed another residents having the potential to
resident being verbally abused. Resident be a?ectgdt:yttge se&me deft':e”t
.o practice is that based upon the
#.41 11.1dlcated §taffwas efwgre of the timely suspension and
situation. Resident #41 indicated she termination of CNA # 3 no other
would not provide any additional details. residents were affected by CNA #
3’s behavior. Upon interview of all
. alert and oriented residents no
.On.7/20/1.6 at 1.39.p.m., R§s1dent #41 other allegations of abuse have
indicated it was alright to discuss the been reported. The measures
alleged verbal abuse with the facility's that have been put into place to
administration. ensure that the deficient practice
does not recur is that the facility
has reviewed its practices related
On 7/20/16 at 1:45 p.m., the to screening new employees and
Administrator was notified an allegation educating new hires as well as all
of verbal abuse had been made. The EmP'OVeﬁ o? alliefm—ar;.nual g
.. . asis on the facility’s policy an
Admlmstr.ator 1n.dlcate.d he. would follow procedure on abuse prevention
in-service on the facility abuse
On 7/25/16 at 10:16 a.m.. the prevention and reporting policies
. . ’ h ted for all
Administrator provided a State ave been conducted for a
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Reportable and Investigation regarding
Resident #41's roommate on 11/6/15.
The incident indicated CNA #3 was in
Resident #140's room. CNA #4 was in
the hallway and heard Resident #140
state she did not want to go to bed. CNA
#4 heard CNA #3 tell Resident #140 "she
was not having this [explitive] tonight".
Resident #140 told CNA #3 she would
like to look for her glasses. CNA #4
heard CNA #3 state she would look for
them later. CNA #4 reported she saw
CNA #3 reach to take Resident #140's
glasses off and the resident jerked their
face away. CNA #4 entered the room
and asked Resident #140 if she would
like to go to bed. Resident #140
answered no and was reportedly crying.
CNA #4 removed the resident and took
the resident to RN #1. CNA #3 was
suspended immediately and left the
facility.

A transcription, from the text message
statement to the facility administration
from RN #1 indicated: "CNA [name of
CNA] asked me to come to south
immediately at 7:25 p.m. I responded at
that time and found CNA in a room
across the hall from Resident #140,
caring for another resident. CNA told
this nurse that she just witnessed from the
hallway another CNA [name of CNA],
raising her voice and cursing at Resident

facility employees. The corrective
action taken to monitor and
assure compliance is that the
facility will review all
investigations into allegations of
abuse at the regularly scheduled
Quality Assurance meetings to
ensure that all components of the
facility abuse policies have been
completed. This review will be
conducted at each Quality
Assurance meetings for the next
twelve months. Any concerns will
be promptly addressed by the
Quality Assurance committee.
The facility would also like to
bring the following perspective to
the attention of the ISDH. The
opening sentence of this citation
states that “the facility failed to
ensure residents were free from
abuse for 1 of 3 abuse allegations
reviewed”. The facility contends
that, in the real world, it is
impossible for any health care
facility to be able to ensure (i.e.,
to completely guarantee) that
there will never be an instance of
abuse (of some kind) against one
of its residents. Health care
facilities (and all other health care
businesses, for that matter) are
dependent upon fallible human
beings to provide the services
necessary for the care of their
residents/patients, and no
pre-employment interview and/or
post-employment screening
and/or training programs can
provide employers with absolute
confirmation/evidence that there
will never be a circumstance in
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#140 across the hall. [Name of CNA] which a prospective (or current)
entered room and witnessed [name of Enmpﬁfézzig:;(:nrgad inan
CNA] grgbbmg glasses o.ff of residents perhaps“abusive”, manner. That
face. Resident allegedly jerked away. obvious fact being stated, when
CNA removed resident from situation such a situation does arise, it
after resident saying she did not want to clearly.t.)ecomes incumbent upon
bed hi ke with the facility to act promptly to
go to bed yet. This nurse spoke wit remove the allegedly offending
resident who stated that 'that mean black employee, to conduct a thorough
girl tried to force me to go to bed'. investigation of the alleged
residents demeanor changed from tearful mctl'dentiharld thedn to tal;e the
. . actions that are deeme
to sot?blng as she described the CNA appropriate based on the facts
'yanking her covers down' to make her go that are revealed/established as a
to bed. She then described CNA result of the investigation. With
grabbing glasses off of her face, stating 'it rRespzct ttO#t:lfoln:;:dent |nvglvmtg
: esiden , the second entry
scared me'. Sh.e then held her arms out under the Finding section of the
and thanked this nurse saying that survey report indicates that the
'everyone else here is an angel except for facility's State Reportables binder
that hateful girl' Resident asked if I or Cﬁntal?ed n;) evgjeincbe thath ag
allegation of verbal abuse ha
QMA would put her to bed. Assured been reported to the ISDH within
resident that the CNA in questlon would the prior six months. Pine Haven
not be putting her to bed. Head to toe believes that the clear implication
assessment negative for injuries." of this wording is that the facility
failed to provide the required
) notification to the Department of
A signed statement from the the incident involving Resident
Administrator at the time of the incident #140. What the entry fails to state
indicated the CNA was no longer is that it was soon brought to the
. .- survey team’s attention that the
employed with thé fa.cﬂlty. The incident in question had occurred
statement further indicated the in November, 2015 (i.e., prior to
management considered the incident the six-month period initially
verbal abuse. reviewed by the surveyors), and
that the incident, in fact, had been
reported to the Department in a
Administrator provided the "Abuse Likewise, the fourth entry under
Prohibition" policy, undated. The policy the Finding states that the
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indicated, "Abuse" means the willful
infliction of injury, unreasonable
confinement, intimidation or punishment
with resulting physical harm, pain, or
mental anguish.....

3.1-27(b)

Administrator indicated “he would
begin an investigation”. Again,
Pine Haven believes the clear
implication of this wording is that
there had not been a previous
investigation of the incident itself,
rather than that the Administrator,
in fact, intended to begin an
investigation as to why the
surveyors had been unable to
locate a record of the incident
having been previously reported
to ISDH, as required. The facility
clearly acknowledges that, in the
judgment of its own management
staff, the behavior of CNA #3 in
November, 2015 constituted an
incidence of verbal abuse against
Resident # 140, and that such
behavior was completely
unacceptable. As a result of the
incident, CNA # 3 was
immediately suspended from
duty, and once the subsequent
investigation was completed, her
employment was terminated, and
the required report was submitted
to the Department on a timely
basis. As a result of this
“self-reporting” on the part of the
facility, ISDH records now appear
to indicate that CNA #3’s
certification to provide nursing
assistance has been rescinded.
The facility’s prompt corrective
action taken in response to the
specific verbal abuse of Resident
#140 has been described above.
With respect to the potential for
other residents to be affected by
the type of abusive behavior
demonstrated by CNA #3, that
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employee’s immediate
suspension and subsequent
termination effectively eliminated
that potential. The facility
contends that the manner in
which this incident was handled
indicates that the measures and
policies currently in place at Pine
Haven are effective, and
adequate to enable the facility to
respond in a timely and
appropriate manner to any future
incident of this nature. As noted in
the report made to ISDH in
November, 2015, staff received
further in-service training at the
time regarding the proper
handling of these types of abuse
allegations. Any incidents of
alleged abuse (of whatever type)
are routinely being reviewed and
monitored during the facility’s
regular quarterly Quality
Assurance meetings. The facility
hereby respectfully requests the
ISDH to schedule an Informal
Dispute Resolution meeting, at
which time Pine Haven’s
representatives intend to
challenge the Scope and Severity
(i.e., level G) assigned to the
specific deficiency cited under
F-223.
F 0280 483.20(d)(3), 483.10(k)(2)
SS=D RIGHT TO PARTICIPATE PLANNING
Bldg. 00 CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.
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A comprehensive care plan must be
developed within 7 days after the completion
of the comprehensive assessment; prepared
by an interdisciplinary team, that includes
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.
F 0280 1). The corrective action taken for 08/15/2016
Based on observation, interview, and Lhose rfe}smitegti fotl;]nddtof,h?\’et
. i . een affected by the deficien
record review, the facility failed to ensure practice is that the resident
2 of 4 residents in a total sample of 23 identified as resident #75 is now
resident reviewed, participated in their being invited to each care
care planning conferences and 1 of 30 gonferenctetgndtthere 1S .
. ocumentation to support this
res1.dents whos,.e care plan wa.s not invitation. In addition, it is
revised.. (Resident #75, Resident #68, documented if the resident
Resident #1) declines the offer to participate in
the care conferences. Upon
Findi include: interview of resident #75 he
ndings nctude: indicates that he is very satisfied
with his current plan of care and
1. During an observation on 7/18/16 at has been satisfied with his plan of
3:28 p.m., Resident #75 was observed to care S|tpce adt_m'sf'cl’(n' ?)' 'tl':e
. e . corrective action taken for those
be ina Wheelchalr in his room.. Resident residents found to have been
#75 indicated the staff had not included affected by the deficient practice
him in decisions about his daily care, nor is that the resident identified as
had he been to a care conference in a long resident #1 is now being invited to
hil each care conference and there
while. is documentation to support this
invitation. In addition, it is
The clinical record for Resident #75 was documented if the resident
reviewed on 7/21/16 at 8:22 a.m. declines the offer to participate in
. . . . th r nferences. n
Resident #75 had diagnoses including, e care conferences. Upo
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but not limited to atrial fibrillation, interview of resident # 1 she
ischemic heart disease, and liver disease indicates that she is satisfied with
K . her current plan of care and has
with hepatitis. The annual MDS been satisfied with her plan of
(Minimum Data Set) assessment, dated care since admission 3).The
5/16/16, indicated Resident #75 had a corrective action taken for those
BIMS (Brief Interview for Mental Status) residents found to hgve been )
£15. which indi d affected by the deficient practice
assessmfsr.lt sc.0r6 (_) » which indicate is that the resident identified as
no cognitive impairment. resident #68 has had their care
plan reviewed and up-dated to
A care plan, initiated 2/16/16 and revised !n;:lude tgurrent and gcc;:a.te
L . information concerning their
on 5/16/16, indicated the resident should urinary continence. The
be involved in dally decisions regarding corrective action taken for the
his care and to provide services to the other residents having the
resident in an "effort to enhance his potential to be affected by the
timal well-being." same deficient practice is that a
optimal well-beng. house wide audit has been
completed related to resident
The clinical record indicated Resident participation in their care plan
#75's son had refused to attend the care conferences and the accuracy of
f for th ‘dent. but th their care plans. There is
con ere.nce.:s or the res1- ent, but the documentation to support that
record indicated the resident had not been each resident and/or their
invited to attend. responsible party is being invited
to participate in their care plan
. . . . . conferences and there is
During an interview with the SW (Social documentation to support this
Worker) on 7/25/16 at 9:59 a.m., the SW invitation as well as their
indicated she was not aware she needed response. In addition all care
to have a care conference with the pIar;s thiivf been re‘:;f";";? and
. . . up-dated to ensure that they
reSIdent. On. a routine basis. t[he. SW reflect the residents current
further 1nd1cated She Would nvite the needs inc|uding appropriate
resident to their care conference but did interventions. The measures that
not document their refusal to attend. have been put into place to
ensure that the deficient practice
does not recur is that the Director
of Social Services has been
2. On 7/19/16 at 9:10 a.m., Resident #1 counseled concerning her
indicated the staff had not included her in responsibility to ensure that each
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FAWL11 Facility ID: 000442 If continuation sheet Page 8 of 42
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decisions about her care, nor did they resident and/or their responsible
invite her to attend her care planning party is invited to their care plan
conference as well as her
conferences. responsibility in documenting their
response to each invitation. In
On 7/20/16 at 8:35 a.m., Resident #1 was addition the interdisciplinary team
observed eating breakfast in bed. hna:eart\}ir;ds: ;?f?edsa;‘)tgr:i'b'l't to
. .- . in- i i ibility
Resident #1 indicated she was doing well ensure that each resident's care
on that day. plan is current and contains
accurate information based on
On 7/20/16 at 3:38 p.m Resident #1's the resident’s current needs. The
linical d ] - d Th corrective action taken to monitor
clinical record was .re.v1ewe : © to assure compliance is that the
Quarterly MDS (Minimum Data Set) clinical documentation of (5) five
Assessment, dated 5/13/16, indicated random residents will be
Resident #1 had no cognitive conducted to ensure that they are
. . being invited to their care plan
Impairment. conference and that there is
documentation to support this
On 7/25/16 at 9:00 a.m., the SW (Social invitation along with the resident’s
Worker) indicated Resident #1 had response to this invitation. The
fused to attend thei lanni review will also include a review
relused to attend their care p apmpg of the resident’s care plan to
conferences. The SW further indicated ensure that it is current and
she usually documents if a resident reflects the resident’s current
refused to attend the care planning needs along with appropriate
& interventions. These reviews will
conferences. be completed by the
Administration and/or their
On 7/25/16 at 9:22 a.m., the SW designee weekly for four weeks,
indicated she was unable to locate thednthmonthlyrftor lth;eetrr?onths
. . . and then quarterly for three
documentation of Resident #1's refusal to quarters. The outcome of these
attend care planning conferences. audits will be reviewed at the
facility Quality Assurance
A policy, obtained from the ADON on mdedeIingslto ctjetermine if anyd
.- . ition ion i rranted.
7/26/16 at 1:41 p.m., indicated residents additiona action IS warrante
] o The facility would also like to note
nursing staff to the care conferences. sentence of this citation, the
facility takes exception to the
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statement that “...the facility failed
3. On 7/20/16 at 9:07 a.m., Resident o ensure 2 of the 4 residents in a
's clinical d . d total sample of 23 residents
#68's clinical record was reviewed. reviewed, participated in their
Resident #68's diagnoses included, but care planning conferences...”
were not limited to: urge incontinence. Clearly, no facility can be
expected to “ensure” (i.e., in the
.. . . sense of requiring something to
An Admission MDS (Minimum Data happen) that any particular
Set) Assessment, dated 3/5/16, indicated resident will necessarily
Resident #68 was frequently incontinent. participate in the “care
A Significant Change MDS Assessment, congeretnce _tZ"f‘t tﬂe famhtzj/.must
. . conduct periodically regarding
dated 5/'8/16, 1'ndlcated Resident #68 was that resident’s plan of care. What
always incontinent. a facility is obligated to “ensure” is
that residents who are cognitively
The Care Plans included, but were not able to participate in such care
limited to: She h . . conferences are routinely offered
1n}1te to: ? as .some 1nc0nt1r.1ent. the opportunity to do so. Facilities
episodes and is at risk for complications, are obliged also to make sure
revised on 3/16/16. that family members and/or other
parties interested in and/or
) responsible for a resident’s care
On 7/2.5/16 a.t 1(_)'09 a.m., the MDS and well being are informed that
Coordinator indicated care plans should care conferences are takmg p|ace
be updated following a Significant on a regular and routine basis,
Change MDS Assessment. and that they are invited (and
welcomed) to attend and
participate. According to Finding
On 7/25/16 at 10:37 a.m., LPN #1 #1, Resident #75 apparently
indicated Resident #68 was always indicated to the surveyor that “the
incontinent. staff had not included him in
decisions about his daily care, nor
) had he been to a care conference
On 7/25/16 at 1041 a.m., RGSIdent #68 ina |ong while”. Though perhaps
was observed sleeping in a common area. unintended, the facility believes
that the clear implication of this
. wording to an uninformed reader
On 7-/26/16 at 1:49 p-.m.., the ADON may well be that “the staff’ had
provided the "Interdisciplinary Care Plan somehow chosen to “not include”
Policy and Procedure", dated 8/2008. the resident in decisions about his
The policy included, but was not limited daily care, and that as a result, he
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the resident.....

3.1-35 (d)(2)(B)

to:.....Assessments are made and
revisions of the plan are completed as
necessary to maintain a current profile of

had not been to a care
conference in a long while. There
is no indication in the survey
report, as written, that Resident
#75 was ever asked if he wished
to be involved, or more involved,
in the decisions being made
about his daily care, or if he was
upset or unhappy about not
having attended a care
conference in a “long while”. The
survey report does not indicate
that the resident himself
expressed dissatisfaction with the
nature or quality of his daily care,
nor does it state that the resident
expressed frustration with the fact
that he had not attended a care
conference in some time. As
noted in the finding, Resident #75
is alert and cognitively
unimpaired. As a matter of fact,
he is routinely invited to
participate in his periodic care
conferences, and just as routinely
declines such invitations. If he
has concerns about the quality of
the care and/or services he is
receiving, he is more than
capable of bringing those
concerns to the attention of
“management” — and he would
not feel compelled to wait until a
scheduled “care conference” to
do so. While the wording in the
care plan indicates that the
resident “should” be involved in
decisions regarding his care, the
facility would contend that the fact
he apparently has not found it
necessary to actively participate
in recent care conferences is
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more likely an indication that he is
currently satisfied with his care
than an indication that he has
been prevented or discouraged
from such participation. The
survey report does not state, or
allege, that Resident # 75 has not
routinely been invited to attend
conferences regarding his care;
rather, the report concludes that
such invitations could not be
verified based on a lack of
documentation by the Social
Services Director that such
invitations had been extended —
but declined. The facility
acknowledges that such
documentation was not included
in the Director’s notes within the
plan of care for Resident #75.
The Director has been counseled
regarding the need to consistently
document her efforts to include
residents in their care planning
conferences (as well as their
refusal to participate, should that
be the case). With respect to
Finding # 2 concerning Resident
#1, the facility acknowledges that
the care plan for this resident did
not contain the documentation
necessary to support/confirm the
Social Service Director’s
contention that Resident #1 had
been invited to her recent care
planning conferences. The
Director has been counseled
regarding the need to consistently
document her efforts to include
residents in their care planning
conferences (as well as their
refusal to participate, should that
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F 0312

483.25(a)(3)

be the case). Regarding Finding
#3 concerning Resident # 68, the
facility acknowledges that there
was an inconsistency between
the information contained in the
care plan dated 3/16/2016 and
the Significant Change MDS
Assessment dated 5/8/2016, in
that the resident’s condition with
respect to incontinence had
deteriorated from episodic to
constant — and the care plan had
not been updated to reflect the
significant change with respect to
incontinency. The plan of care for
Resident #68 has now been
updated to reflect current
conditions, and is consistent with
the information contained within
the latest MDS assessment. The
facility’s MDS coordinator has
discussed this apparent
inconsistency with nursing
management, emphasizing the
requirement that the nursing
component of a resident’s care
plan should reflect the resident’s
actual condition as established by
the latest MDS assessment. The
facility anticipates that as more
and more of the residents’ care
plans are gradually transitioned to
an electronic format under the
facility’s Point/Click/Care system,
it will become progressively
easier to ensure care plans are
updated on a timely basis to
reflect the information contained
within the latest MDS
assessments.
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SS=D ADL CARE PROVIDED FOR DEPENDENT
Bldg. 00 | RESIDENTS
A resident who is unable to carry out
activities of daily living receives the
necessary services to maintain good
nutrition, grooming, and personal and oral
hygiene.
F0312 The corrective action taken for 08/15/2016
Based on observation, interview, and those residents found to.h.a ve
. he facility fail been affected by the deficient
recor'd review, the facility fai efi to practice is that the resident
provide ADL care to 1 of 7 residents identified as resident #17 is being
reviewed for choices in a total sample of offered showers twice a week in
23, who met the criteria for choices. accordance with he.r.person.al
h ded i preference. The facility continues
S ov.vers were not provided to a resident. to follow their protocol if the
(Resident #17) resident refuses a shower. If the
resident continues to refuse
Findings include: showers t.hen a plan of care yvill
be established to address this
) concern. The corrective action
On 7/19/16 at 10:36 a.m., Resident #17 taken for the other residents
was observed to be sitting in her room in having the potential to be affected
a wheelchair. Resident #17 indicated she by the same deficient practice is
dt e (t h that a house wide audit was
was supposed to receive 2 ( VYO.) showers conducted on the documentation
a week but had not been receiving of showers being given/offered.
showers as she should. No other residents were identified
during this audit. The measures
) . that have been put into place to
On 7/20/16 at 8:38 a.m., R§s1dent #17. ensure that the deficient practice
was observed to be propelling herself in does not recur is that a
the hall in a wheelchair. Resident #17"s mandatory in-service has been
hair was uncombed. provided for all nursing staff on
the facility policy related to the
o ) required documentation of
The Cllnlcal record f()r ReSIdent #17 was showers/bed bath administration
reviewed on 7/20/16 at 2:55 p.m. documentation to ensure staff
Resident #17 had clinical diagnoses knc;\r/]vlgdge of th'.i.??"‘.:y as well
. . . . as their respons n
including, but not limited to, dementia I" reSponsIbity Ir
) ] ] complying with this policy. The
Wlthout behaVIOI‘al dlStuI’banCGS al’ld laCk Corrective action taken to monitor
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of coordination. A significant change to assure compliance is that the
MDS (Minimum Data Set) assessment Dlrgctor of I.\lu'rsmg .and/or her )
L K . designee will interview and review
indicated the resident had a BIMS (Brief the clinical documentation of (5)
Interview for Mental Status) assessment five random residents to ensure
score of 15, which indicated no cognitive that they are receiving their
impairment. The MDS indicated Resident showers./ bed baths in accordance
. . . with their personal preference.
#17 required 1 person assist for bathing. These reviews will be completed
weekly for four weeks, then
A care plan, dated 10/16/15, indicated monthly for three months and
Resident #17 was to be provided a then quarterly for three quarters.
h £ . K The outcome of these interviews
shower per preference twice a week. will be reviewed at the Quality
Assurance meetings for the next
A "Shower Schedule", obtained from the year to determine if any additional
ADON on 7/20/16 at 9:03 a.m., indicated action is warranted.Additionally,
Resident #17 . h the facility acknowledges that
esident was to rfzcelve a shower ) during the period from 6/21/2016
every Tuesday and Friday on the evening through 7/22/2016, the ADL
shift. record indicates that Resident
#17 received only five showers,
. . . rather than the nine showers
Dl%rlng. r.eV1ew othe.AI?Ls (act1v1_tles of called for during that period by the
daily living), the list indicated Resident resident’s plan of care. CNA
#17 had received a shower on 6/22/16, documentation contained within
6/26/16, 7/3/16, 7/6/16, and 7/22/16. The :Ee fpo'_nl,i of C?ret Componght Tf
. . e facility’s electronic medica
reéldent should have received a total of 9 records system indicates that the
(nine) showers from 6/21/16 through resident declined to take showers
7/22/16. on the other four occasions, but
the clinical record lacked
. . . . confirmation that the professional
During an interview o.n 7/25/1.6 at 8:26 nurse on the resident's unit
a.m., the ADON (Assistant Director of actively followed up with the
Nursing) indicated the resident should resident on those occasions. It is
have received a shower twice a week, the facility’s policy that if a
every Tuesday and Friday on the evenin resident initially declines an
) Ty Y y g opportunity to be assisted with his
shift . or her shower, the resident will be
offered an alternative time for
A procedure titled "Bath - Shower," dated bathing, or the option of receiving
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1997 and obtained from the ADON on a bed bath. If those offerings are
7/26/6 at 1:41 p.m., indicated each also declined, a second CNA wil
. . later approach the resident
resident would receive a bath or a shower seeking agreement/cooperation
two times per week and as needed. to complete the scheduled
bathing. If that attempt is also
3.1-38(b)(2) refused, the nyrse on.duty will get
involved, making a third attempt
to obtain the resident’s approval
to be assisted with a shower or
bed bath. If that final attempt is
also unsuccessful, the nurse is
required to document the
resident’s ongoing refusal in the
clinical record. The facility
believes that the “showering
system” currently in place is
generally effective in ensuring
that residents are bathed in
accordance with a regular
schedule —which contention
appears to be supported by the
fact that the recent survey found
only one instance in which
appropriate facility documentation
was not found. In response to this
single finding, nursing
management has conducted
additional in-servicing for all
nursing staff, reviewing the facility
policy outlined above, and
re-emphasizing the importance of
adhering to the established
shower schedules.
F 0323 483.25(h)
SS=G FREE OF ACCIDENT
Bldg. 00 | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident
hazards as is possible; and each resident
receives adequate supervision and
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assistance devices to prevent accidents.
Based on observation, interview, and F 0323 1). The cgrrective action taken for 08/15/2016
record review, the facility failed to ensure Lheoj:gﬁfzgzgti fciﬁgddgi:;ﬁ
residents were free from accident hazards practice is that t};e resident
for 1 of 3 reviewed for falls and 3 of 31 identified as resident # 37 is no
rooms observed for hot water longer a resident at the facility.
temperatures. A resident was left while Tht'a.ev.ent was handled. by th?,
bulati isted which lted i facility in accordance with facility
ambulating unassisted which resulted in a policy and the CNA involved in
fracture to the left arm and hot water the incident was counseled with a
temperatures were above 120 degrees final warning. In addition all
Fahrenheit nursing staff was re-inserviced on
' fall prevention and gait belt
o ) utilization. 2).The corrective
Findings include: action taken for those residents
found to have been affected by
1. On 7/20/16 at 10:40 a.m.. Resident the deficient practice is that the
e . resident rooms identified as
#37.s clinical reciord was r.ev1ewed. rooms # 222. 218 and 219 now
Resident #37's diagnoses included, but have water temperatures
were not limited to: senile dementia, maintained at the appropriate
personal history of fall, difficulty t1e1rgpderature 'l‘:vils n;’t .‘:X‘fl‘_a:d'ng
. . egrees Fahrenheit. The
walking, and lack of coordination. corrective action taken for the
other residents having the
A Quarterly MDS (Minimum Data Set) potential to be affected by the
Assessment, dated 4/12/16, indicated the ;ame defc'jc'e”td‘?trah(’t'cﬁ is that a
. . . ouse wide audit has been
res1d$:1.1t had moderately impaired conducted on all residents at fall
cognition. The MDS Assessment, further risk. Each resident has
indicated the resident required extensive appropriate interventions in place
assistance of one person for locomotion to ensure that the resident is free
1 the unit of accident hazards. In addition, a
0 ¢ unit. house wide audit has been
completed on all residents’ rooms
The Care Plans included, but were not and the water temperatures have
limited to: been maintained at the
[Name of Resident] has alteration in appropriate temperature evel.
o ) ) The measures that have been put
mobility regarding: transfers, ambulation, into place to ensure that the
and positioning. The interventions deficient practice does not recur
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FAWL11 Facility ID: 000442 If continuation sheet Page 17 of 42




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/06/2017
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
155621 B. WING 07/26/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
3400 STOCKER DR
PINE HAVEN HEALTH AND REHABILITATION CENTER EVANSVILLE, IN 47720
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
included, but were not limited to: is that a mandatory in-service has
ambulates with walker and assist of one. been conducte.d. fo’r all nursing
staff on the facility’s fall
prevention and gait belt utilization
The Progress Notes included, but were policies. The facility has also
not limited to: successfully repaired the water
On 4/23/16 at 10:02 a.m., a late entry for system issue to ensure
915 di 4 Th appropriate water temperatures
:15 a.m., mdicated: © nurse was are maintained and will continue
notified by the housekeeper that the to monitor those water
resident was lying on the floor on their temperatures as part of their
back and the CNA was cradling the routine malptenanpe program.
‘dent's head. The note furth The corrective action taken to
.r651. ent's head. ) © n.o e' urther monitor and assure compliance is
indicated the resident indicated she was that (5) five residents who have
having numbness and tingling in the left been identified at fall risk will be
arm and the arm was observed to be lying reviewed to ensure that all
. b Lnositi The collar b appropriate measures are in
in an abnormal posi 101.1. e cq ar bone place in an attempt to prevent
appeared to be protruding out with falls and to ensure that the
bruising noted on the skin, but not resident is free of any fall/safety
broken. A skin tear was also noted on the hazarldi. IT)'S ttﬁ°||;‘f'|l bte .
. completed by the Director o
left hand The note further 1nd10ate-d that Nursing and/or their designee
the CNA reported she was ambulating the weekly for four weeks, then
resident with a walker, when another monthly for three months and
resident was in a wheelchair leaning :hendgf:?“etrr:y fg.r thrtee qfuarters.
n addition the Director o
forward. The CNA rep'orted she stepped Maintenance will check (5) five
away from the ambulating resident to random resident’s rooms to
assist the resident in the wheelchair when ensure the water temperature are
the ambulating resident fell. CNA ;nalntalnted alt thel a_l?r?mp”atf
. emperature level. These water
fu.rther stateq she had jbeen distracted and temperature checks will be
resident was sent to the emergency room then monthly for three months
for evaluation and treatment. and then quarterly for three
quarters. The outcome of these
o tools will be reviewed at each
On 4/23/16 at 4:41 p.m., a note indicated Quality Assurance meeting to
a call had been placed to the hospital and determine if any additional action
had the resident had been admitted for a is warranted. As additional
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left humeral head fracture, left arm
problems, and elbow/shoulder injury.

On 7/26/16 at 10:55 a.m., the ADON
indicated if a staff member was assisting
a resident to ambulate and the staff
member noticed another resident might
fall, the staff member should call out for
help.

On 7/26/16 at 11:25 a.m., CNA #1
indicated she was ambulating Resident
#37 from the dining room with a rolling
walker. CNA #1 indicated a second
resident was leaning forward in their
wheelchair. CNA #1 indicated at that
time she let go of Resident #37 and
reached to assist the second resident.
CNA #1 indicated at that time, Resident
#37 fell.

On 7/20/16 at 10:20 a.m., the
Administrator provided the "Fall
Prevention Program" policy, revised
10/19/12. The policy included, but was
not limited to: It is the facility policy to
ensure that the resident's environment
remains as free of accident hazards as is
possible and that each resident receives
adequate supervision and assistance
devices to prevent accidents.

2. On 7/18/16 at 11:49 a.m., a sign was
observed at the North Unit Nursing

information, the facility
acknowledges that the incident
described in Finding #1 involving
Resident #37 did, in fact, occur in
the manner outlined within the
survey report. The incident was
self-reported to the Department,
as required, in complete detail on
April 28, 2016. The CNA involved
in the incident was counseled and
given a written warning that any
repeat violation of the facility’s
policy with respect to the use of a
gait belt when ambulating a
resident, even with the assistance
of a walker, would result in her
immediate termination. CNA #1
fully understood in retrospect that,
although she had left Resident
#37 unattended for only a brief
few moments in an effort to assist
another resident and prevent a
potential fall, the correct course of
action would have been to call out
for assistance from another staff
member. In response to this
specific incident, additional
in-service training was initiated for
all nursing personnel with regard
to gait belt utilization and fall
prevention. In the facility’s
judgment, the incident upon
which this citation has been
based was addressed, and its
plan of correction implemented,
nearly three months prior to the
commencement of the 2016
annual survey. With regard to the
issue of excessively hot water at
times being present on the
facility’s North Unit, the facility
acknowledges that, depending
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station, which indicated to be careful upon water utilization elsewhere
when using the hot water because it got in the facility (i.e., in .the kitchen
. and/or laundry facilities), there
extremely hot. The North unit had 15 were times when the water
(fifteen) residents residing on it. temperatures on the North Unit
exceeded the established
a. On 7/18/16 at 11:53 a.m., Room threshold ,Of 1 15, gegrees )
4797 ter t ¢ b q Fahrenheit. Facility staff provided
s water temperature was observed to the survey team with multiple
be 136 degrees Fahrenheit. On 7/19/16 at receipts for work completed
9:36 a.m., Room #222's water previously in an effort to identify
temperature was observed to be 122 the l:?lausefade ::ortrgct thet
. . problem of fluctuating water
degrees Fahr'enhelt. ThlS would have temperatures. In response to the
been the during the time of meal clean-up continuing concern raised during
and/or laundry being done. the survey, the facility again
contacted one of its established
maintenance contractors to
b. On7/18/16 at 11:55 a.m., Room re-assess the situation and seek
#218's water temperature was observed to a permanent solution. As it
be 133 degrees Fahrenheit. This would happened, the selected
have been during the time of meal contractor had recently hired a
| dor laund new employee with extensive
clean-up and/or faundry experience with plumbing and
water-related issues commonly
c. On 7/18/16 at 11:58 a.m., Room found in older buildings, and this
#219's water temperature was observed to |n:(|jV|duatIhwall§kalble to |sol?(t;and
. . address the likely cause of the
be 131 degree§ Fahren'helt. This would inconsistent water temperatures
have been during the time of meal on the facility’s North Unit.
clean-up and/or laundry. Following the necessary repair,
subsequent testing of water
. . temperatures appeared to
On.7/1.8/16 at 2:41 p.m., Unit Manager confirm that the situation had
#2 indicated she was not sure why there been resolved. It is also worth
was a sign posted regarding extremely noting that while water
hot water. temperatures on the North Unit
were occasionally somewhat
above the acceptable threshold,
indicated there had not been any hot instances in which any resident
water issues. sustained harm or injury as a
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On 7/18/16 at 3:43 p.m., the water
temperatures of Room #222, Room #218,
and Room #219, were observed with the
Maintenance Supervisor. All the water
temperatures were between 114-118
degrees Fahrenheit. The Maintenance
Supervisor indicated a private company
comes to the facility if there are any
issues with hot water.

On 7/19/16 at 7:46 a.m., the
Administrator indicated a private
company was in the facility on this date
to inspect the hot water heaters. The
Administrator further indicated they
knew if laundry or dietary were
functioning the hot water was okay, but
there were pockets of time they knew the
hot water was too hot therefore
prompting the sign to be posted on the
North Nursing Unit.

On 7/19/16 at 7:59 a.m., the
Administrator indicated the mixing valve
had been replaced in December of 2015.

On 7/19/16 at 9:58 a.m., the private
company employees were interviewed.
The employees indicated the hot water
check valves were corroded and was
intermittently causing hot water to get to
flow through. The employees further
indicated the situation had been

result of this problem. Please
note also that this issue was
raised, addressed, and effectively
resolved on July 19, 2016, i.e., on
the second day of the six-day
survey period.
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corrected.
On 7/26/16 at 1:49 a.m., the ADON
provided the "Surveyor Guidance for
Identified Excessively Hot Tap Water
Temperatures That May Cause Scald
Burns in Health Care Facilities", dated
1/2002. The policy indicated hot water
temperatures in nursing homes should not
exceed 115 degrees Fahrenheit.
3.1-19(r)(2)
3.1-45(a)(2)
F 0329 483.25(1)
SS=D DRUG REGIMEN IS FREE FROM
Bldg. 00 | UNNECESSARY DRUGS
Each resident's drug regimen must be free
from unnecessary drugs. An unnecessary
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drug is any drug when used in excessive
dose (including duplicate therapy); or for
excessive duration; or without adequate
monitoring; or without adequate indications
for its use; or in the presence of adverse
consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.
Based on a comprehensive assessment of a
resident, the facility must ensure that
residents who have not used antipsychotic
drugs are not given these drugs unless
antipsychotic drug therapy is necessary to
treat a specific condition as diagnosed and
documented in the clinical record; and
residents who use antipsychotic drugs
receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue
these drugs.
F 0329 The corrective action taken for 08/15/2016
Based on record review and interview, those residents found to.h.ave
. . . been affected by the deficient
the facility failed to ensure a resident practice is that upon review of the
received the correct dose of a medication physician’s orders and the MAR
for 1 of 5 residents reviewed in a total of the resident identified as
sample of 35 residents who met the resident #17 t_h? re3|d§nt 1
L L. currently receiving their
criteria for unnecessary medications. A medications in accordance with
resident received the incorrect dose of a the physician’s orders. The
medication. (Resident # 17) corrective action taken for the
other residents having the
. . potential to be affected by the
Findings include: same deficient practice is that a
house wide audit has been
The clinical record for Resident #17 was conducted of each resident's
reviewed on 7/20/16 at 2:55 p.m., physician’s orders and compared
. L to their current MARs. No other
Resident #17 had a physician's order, medication errors were identified.
dated 4/21/16 and signed on 4/27/16, for The measures that have been put
Cholestyramine (a cholesterol lowering into place to ensure that the
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medication) 4 (four) Grams Powder po deficient practice does not recur
(orally), reconstitute per package QD is that a mgndatory in-service has
been provided for all licensed
(everyday) x (for) 12 (twelve) days. nurses on the facility policy
related to validating each month
A MAR (Medication Administration the accuracy of each resident’s
Record), dated April, 2016, indicated the MARs. The corrective action
resident had received the medication for taken .to momtor and ensure
] i compliance is that random
9 (nine) days during the month. medication audits will be
conducted to ensure that the
A MAR, dated 5/1/16 through 5/31/16, curre'n.t MARs match the curre.nt
indicated Resident #17 would receive physmlan s orders. These ?Udlts
. . will be completed by the Director
Cholestyramine 1 (one) scoop in water of Nursing and/or their designee.
twice a day x 12 days. The times listed These audits will be conducted
on the MAR indicated the medication weekly for four weeks, then
was given twice a day on 5/1/16, 5/2/16, tmhonthly fr(;r tlhr:ze months ar;td
en quarterly for three quarters.
5/3/16, 5/4/16, 5/6/16, 5/7/16, and 5/8/16. The outcome of these audits will
The medication was discontinued after 16 be reviewed at the facility’s
(sixteen) days of treatment. Quality Assurance meeting to
determine if any additional action
. . . is warranted.Furthermore, the
During an 1ntew1§w on 7/2§/l§ at 10..07 facility acknowledges that the
a.m., QMA (Qualified Medication Aide) medication error described in this
#1 indicated the order was transcribed Finding involving Resident #17
incorrectly. did occur. While the original error
can be traced back to the
Medication Administration Record
During an interview on 7/26/17 at 11:05 (MAR) initiated by the facility's
a.m., the ADON (Assistant Director of pharmacy contractor, the error
Nursing) indicated the medication had should have be detected by the
th ¢ bed tIv when th facility’s nurse who conducted the
not-been ransc.rl cd correctly when the transcription from the previous
MAR was received from the pharmacy month’s MAR. The individual
and the nurses did not "catch" the involved with this transcription
incorrect order. The ADON indicated the error has been counseled, and all
dication had b tered i " staff members involved in the
medication had been entered incorrectly monthly pharmacy “re-write”
on the MAR at the pharmacy for the process have received additional
month of May. The ADON indicated the in-service training about the need
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MARSs were to be checked by 2 nurses to ensure that information
when they were obtained from the cqntamed on the MAR from the
prior month is accurately
pharmacy each month to ensure they transcribed to the MAR applicable
were correct. to the current month. With
respect to the specific situation
A policy, dated 9/2008 and obtained from g‘;f’;‘\’lzglﬁ‘:sv'foe;; ﬁl;n;hfhict"r:g
the ADON on 7/26/16 at 1:41 p.m., resident suffered no ill effect
indicated the designated nurse would whatsoever as a result of the
assume responsibility for checking all erroneous continuation of her
orders and medications listed for cholesterol lowering medication
for 16 days, as opposed to the
accuracy and completeness. originally ordered duration of 12
days. As a matter of fact, after the
3.1-48(c)(2) cholesterol medication was
discontinued as of May 8, 2016,
the resident’s physician
subsequently re-ordered the
same medication, and at twice
the dosage that was initially
ordered on April 21, 2016.
Obviously, the facility
understands that this fact in no
way diminishes the significance of
the medication error which did
take place; however, it does offer
objective evidence that Resident
#17 fortunately suffered no ill
effects from this particular error.
As is currently the case, the
facility will continue to review and
monitor all documented instances
involving medication errors during
its regular quarterly Quality
Assurance meetings.
F 0354 483.30(b)
SS=F WAIVER-RN 8 HRS 7 DAYS/WK,
Bldg. 00 | FULL-TIME DON
Except when waived under paragraph (c) or
(d) of this section, the facility must use the
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services of a registered nurse for at least 8
consecutive hours a day, 7 days a week.
Except when waived under paragraph (c) or
(d) of this section, the facility must designate
a registered nurse to serve as the director of
nursing on a full time basis.
The director of nursing may serve as a
charge nurse only when the facility has an
average daily occupancy of 60 or fewer
residents.
F 0354 The corrective action taken for 08/15/2016
Based on observation, interview, and those residents found to.h.ave
. . . . been affected by the deficient
clinical record review, the facility failed practice is that no specific
to provide full time Director of Nursing residents were identified under
coverage. This had the potential to effect this citation however all residents
70 residents who reside in the facility. have.the. pqtentlal N bg gffected
by this citation. The facility has
o ) recently appointed an R.N. to fill
Findings include: the position as an interim DNS.
The corrective action taken for
1. On 7/18/16 at 9:00 a.m., upon arrival the other residents having the
he facilitv. i b d that th potential to be affected by the
at the facility, 1t was observed that the same deficient practice is that all
facility lacked a full time Director of residents have the potential to be
Nursing. affected by this deficient practice
however the facility has recently
. appointed an R.N. to fill the
2. Og 7./26/16 at 12:30 a.m., the - position as an interim DNS. The
Administrator acknowledged the facility measures that have been put into
did not have a full time DON (Director of place to ensure that the deficient
Nursing) on staff. The Administrator practice does not recur is that the
indicated the facility had b hi facility has continued to advertise
indicate ¢ factlity had been searching for this position and currently has
for a DON but had been unable to find a three potential candidates for the
replacement. The Administrator position. The corrective action
indicated the previous DON had left the taken to monitor to assure
facility without eivine th compliance is that the facility is
a01. 1y V.Vl out giving ) 'eproper. ) interviewing three candidates for
notification. The Administrator indicated the position of Director of Nursing
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the State Board of Health had been
notified, but the facility had not applied
for a waiver.

3. 0n 7/26/16 at 2:56 p.m., the ADON
(Assistant Director of Nursing) provided
a policy indicating it was the facility's
policy to fully comply with the Federal
regulations found at 42 CFR Part 483,
Subpart B, Section 483.30(b)(2) with
respect to the designation of a properly
licensed registered nurse to serve as the
facility's Director of Nursing on a
full-time basis.

3.1-17(b)(4)

and will determine who is best
qualified to fill this position. It
should be noted that during the
time of the survey, the facility’s
MDS coordinator, a registered
nurse employed on a full time
basis,had been appointed to act
in the capacity of interim Director
of Nursing, with the support of an
experienced licensed practical
nurse to assist with her
administrative responsibilities.
However, during an informal
“pre-exit-conference” meeting
with the surveyors, the survey
team leader informed the facility’s
management that it was not
acceptable to have a registered
nurse who was responsible for
MDS-related functions also serve
as the facility’s interim Director of
Nursing. No regulatory citation or
official policy statement was
offered in support of this
assertion, and subsequent
research by facility management
revealed that registered nurses
responsible for MDS-related
functions are often appointed to
fulfill the requirement for a full
time Director of Nursing on an
interim basis. In light of this
apparent fact, the facility would
argue that the temporary
assignment of the registered
nurse providing MDS services as
the interim Director of Nursing did
not constitute a deficiency under
F-354. Notwithstanding the
facility’s position in this regard,
and in deference to the
Department’s apparent concern
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about the ability of a single
person to fulfill the duties involved
with both of these roles, the
facility has appointed, effective as
of Monday, August 15, 2016,
another of its full time registered
nurses to act in the capacity of
interim Director of Nursing until
such time as a permanent
replacement can be identified and
hired.
F 0412 483.55(b)
SS=D ROUTINE/EMERGENCY DENTAL
Bldg. 00 | SERVICES IN NFS
The nursing facility must provide or obtain
from an outside resource, in accordance
with §483.75(h) of this part, routine (to the
extent covered under the State plan); and
emergency dental services to meet the
needs of each resident; must, if necessary,
assist the resident in making appointments;
and by arranging for transportation to and
from the dentist's office; and must promptly
refer residents with lost or damaged
dentures to a dentist.
F 0412 The corrective action taken for 08/15/2016
Based on observation, interview, and that resident found.tc.> have bgen
. i . affected by the deficient practice
record review, the facility failed to is that the resident identified as
provide a dental referral for 1 (one) of 2 resident # 86 has an appointment
(two) residents reviewed, in a total scheduled for August 30, 2016
sample of 35 who met the criteria for with an oral ’surgeon to address
. . the resident’s dental needs. The
dental. A resident with a referral to see corrective action taken for the
an oral surgeon, was not referred. other residents having the
(Resident # 86). potential to be affected by the
same deficient practice is that the
. . Social Service Director has
Findings include: conducted a house wide audit to
determine if any additional dental
On 7/18/16 at 2:35 p.m., during an services were inadvertently
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interview, Resident #86 indicated he had overlooked. No other residents
four teeth were identified. The measures
' that have been put into place to
ensure that the deficient practice
On 7/20/16 at 1:27 p.m., Resident #86's does not recur is that the Social
clinical record was reviewed. A Service Director has implemented
document titled, "[Name of Dental ?n_?;r"t;’::s ::t(:?:'l:itfot?
- .. inimiz i
service]", dated 3/17/16 indicated that a overlooking future dental
referral was made to an Oral Surgeon for referrals. This is an on-going
Resident #86 to facilitate removal of tracking tool. The corrective
teeth number 20, 21, 22, and 23. It action taken tlo monlltot;a?fh
. assure compliance is that the
further 1nd1.cated the referral fOITIl and Quality Assurance committee will
copy of radiographs were left with the review this monitoring checklist at
facility for follow up. each Quality Assurance meeting
to ensure that all dental referrals
) . are processed in a timely manner.
On 7/21/.16.at 1:29 p.m., the.Soc1a.1 This will be an on-going part of
Worker indicated during an interview, the facility's Quality Assurance
that she had not made the referral to an process. Therefore, the facility
oral surgeon because she had missed the agrees that the referral order
ferral ord contained within the clinical
relerral ordet. record for Resident #86 was, in
fact, overlooked by the facility’s
On 7/26/16 at 10:56 a.m., the Assistant Social Services Director. When
Director of Nursing indicated the this issue was brought to light
dure to foll ferral during the course of the survey,
procedure 1o 1ollow up on a referra ) the Director immediately began
would be for the nurse on duty to review the necessary follow-up process,
the papers which returned with the and an appointment for Resident
resident. If a referral was ordered, the #86 to see an oral surgeon was
1d call and make th scheduled for Tuesday, August
furse would calt. and make the 30, 2016. The Director will assist
appointment. The ADON further also with any transportation
indicated the referral would be discussed arrangements, as necessary. As
by the Interdisciplinary team in the all facility residents have the
. . . potential to be affected if a health
morning meeting, and that ultimately the .
) ) care referral is overlooked, the
Unit Manager was responsible to ensure Social Services Director also
the referral was made. conducted a review of the clinical
records of all current residents to
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On 7/26/16 at 1:40 p.m., a policy was ensure that no other referrals
provided by the Assistant Director of hav.e.been overluookeq. I.n
. L. addition, a new “monitoring
Nursing. The policy indicated that an checklist” has been developed by
evaluation would be obtained as soon as the Director to minimize the
possible. potential for overlooking future
referral orders requiring further
follow-up by medical “specialty
3.1-24(a)(b) services” (e.g., podiatry,
audiology, ophthalmology, and
dentistry) rendered by providers
outside the facility. The
information contained on this
“checklist” will be reviewed during
the quarterly Quality Assurance
meetings, and its effectiveness in
preventing recurrences of this
deficiency will be evaluated
periodically by members of the
facility’s interdisciplinary team.
F 0431 483.60(b), (d), (e)
SS=D DRUG RECORDS, LABEL/STORE DRUGS
Bldg. 00 | & BIOLOGICALS
The facility must employ or obtain the
services of a licensed pharmacist who
establishes a system of records of receipt
and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and determines that drug
records are in order and that an account of
all controlled drugs is maintained and
periodically reconciled.
Drugs and biologicals used in the facility
must be labeled in accordance with currently
accepted professional principles, and
include the appropriate accessory and
cautionary instructions, and the expiration
date when applicable.
In accordance with State and Federal laws,
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the facility must store all drugs and
biologicals in locked compartments under
proper temperature controls, and permit only
authorized personnel to have access to the
keys.
The facility must provide separately locked,
permanently affixed compartments for
storage of controlled drugs listed in
Schedule Il of the Comprehensive Drug
Abuse Prevention and Control Act of 1976
and other drugs subject to abuse, except
when the facility uses single unit package
drug distribution systems in which the
quantity stored is minimal and a missing
dose can be readily detected.
F 0431 The corrective action taken for 08/15/2016
Based on observation, interview, and those residents found to.h.ave
. .. . been affected by the deficient
record review, the facility failed to ensure practice is that the three vials of
that medications were labeled and influenza vaccine were destroyed
outdated medications were disposed of in the presence of the surveyors
properly for 1 of 4 nursing units during the survey. The vial of
. Lantus insulin prescribed for the
observed. Three (3) vials of Influenza resident identified as resident #54
vaccine were outdated and one (1) vial of was destroyed and a new bottle
Insulin had no open date. (South Nursing of Lantus was obtained and dated
Unit, Resident #54) whfan opened. The corrective
action taken for the other
residents having the potential to
Findings include: be affected by the same deficient
practice is that a house wide audit
1. On 7/25/16 at 10:48 a.m., three vials of of all med carts and med rooms
. . was conducted to identify any
Influenza vaccine were observed in the outdated medications or any
South Unit medication storage room with medications that had not been
an expiration date of 6/16. dated when opened. No
additional medications were
identified. The measures that
2.0n 7/25/16 at 1:44 p.m., an opened have been put into place to
vial of Lantus Insulin prescribed to ensure that the deficient practice
Resident #54 was observed with no open does not recur is that a
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date. mandatory in-service was
provided for all licensed nurses
. on the facility policy related to the
On 7/25/16 at 1:50 a.m., Unit Manager destruction of outdated
#2 indicated that Insulin should be medications as well as the policy
labeled with an open date after it was that directs the nurses to date
opened. medications such as. |nsuI|r.1 when
opened. The corrective action
taken to monitor and assure
On 7/25/16 at 2:27 p.m., Unit Manager compliance is that the Director of
#1 indicated Insulin expired 28 days after Nursing and/or their designee will
opening the vial. She further indicated conduct audits of med carts and
med rooms for outdated
that Pharmacy checked monthly for medications as well as to ensure
expired medications and the Unit that medications such as insulins
Managers were also responsible to check are dated when opened. This
for expired medications. audit will be completed weekly for
four weeks, then monthly for
three months and then quarterly
3.0n 7/26/16 at 3:40 p-m., the Assistant for three quarters. The outcomes
Director of Nursing provided a policy will be reviewed at the facility’s
that indicated that no outdated Quality Assurance meetings to
. . determine if any additional action
medications would be allowed in the is warranted. The facility
faCility, all expired medications would be acknowledges that three vials of
destroyed, and vials without dates should influenza vaccine left over from
be marked at the time the vial was last season’s administration
efforts, with expiration dates of
opened. 6/16, remained in the South Unit
medication storage room beyond
3.1-25(j)(0) the date upon which they should
have been destroyed, and that an
opened, but undated, vial of
insulin was present on the
medication cart on the same unit.
Both of these situations were
addressed immediately at the
time they were brought to staff's
attention. The three vials of
influenza vaccine were destroyed
in the presence of the surveyor.
The opened, but undated, vial of
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insulin was disposed of, and
another vial was obtained from
the unit's EDK (Emergency Drug
Kit), opened, and properly dated
for placement on the medication
cart. All professional nursing staff
members received additional
in-service education about the
need to promptly identify and
discard expired medications, as
well as the need to properly date
any opened medication intended
for future use. Unit managers will
continue to be responsible for
checking their medication storage
rooms on a weekly basis to detect
and destroy any outdated
medications. In addition, the
pharmacy representative who has
been routinely checking
medication carts for expired
medications on a monthly basis
now also will be checking the
medication storage rooms and
refrigerators.
F 0456 483.70(c)(2)
SS=D ESSENTIAL EQUIPMENT, SAFE
Bldg. 00 | OPERATING CONDITION
The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.
F 0456 The corrective action taken for 08/15/2016
Based on observation, interview, and those residents found to.h.ave
. .. . been affected by the deficient
record review, the facility failed to ensure practice is that the call lights in
call lights were accessible for 1 of 31 the bathrooms identified in room
bathrooms observed. The bathroom call #204, (i.e. residents #99 and #68)
light was inaccessible to residents. were re?re::red dunr:g the ];_ac'l'ty’s
(Room #204, Resident #99, Resident f:kr;/?%r t: eC:t::(r: :::i: :nI?Sn
#68,) having the potential to be affected
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by the same deficient practice is
On 7/19/16 at 8:57 a.m., Room #204 was :Z:dae :?E:?h\r’ggri:ﬂ; %fei}'n
observed. The bathroom call light lacked completed to ensure all bathroom
a means to activate the call light. On call lights were accessible and
7/20/16 at 9:05 a.m., the same was functioning properly. No other
observed. The bathroom was shared with %aet:tr_?gr;::g%rgsdgzg, o The
. i ifi i ive.
the residents of Room #202. measures that have been put into
place to ensure that the deficient
On 7/26/16 at 8:05 a.m., the ADON practice does not recur is that a
(Assistant Director of Nursing) indicated man.datory in-service has been
1l bath 1 lights should b provided for all housekeepers to
a .at roon.l ca 1g ts shou ) e. remind them to check the proper
equipped with a string for activation. accessibility of bathroom call
lights as part of their daily routine
On 7/26/16 at 8:15 a.m., the ADON cleaning practices. The corrective
indi d the bath 1 lich action taken to monitor and
mn .1cate the bathroom call light was assure compliance is that the
being fixed. Director of Housekeeping will
audit (5) five random resident’s
On 7/26/16 at 8:39 a.m., the ADON bathrooms to ensure proper
. . . accessibility of the call light
mfh.cated Residents #99 and Resident #68 system. This audit will be
utilized the shared bathroom between Comp|eted Week|y for four weeks,
Room #202 and Room #204. then monthly for three months
and then quarterly for three
On 7/26/16 at 1:41 the ADON quarters. The outcome of these
n i att. p:m., N ) audits will be reviewed at the
provided the "Call Light Assistance" facility’s Quality Assurance
policy, dated 1997. The policy included, meeting to determine if additional
but was not limited to: A nurse-call action is warranted.The facility
tem i ded t h resident b acknowledges that the cord used
system I.S provided fo cach resident by to activate the call light in the
electronic or manual means that can be bathroom shared by Rooms #202
utilized according to specific resident and #204 was, in fact, broken,
limitations. thus making the call light
inaccessible to a resident seated
on the commode. This problem
3.1-19(bb) was apparently noted by a
member of the survey team on
Tuesday, July 19, 2016, but was
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not brought to the facility’s
attention until the last day of the
survey (i.e., Tuesday, 7/26/2016),
at which time the broken cord
was replaced within the hour. The
facility believes it is worth noting
that of the four residents who
have shared access to this
bathroom, one (i.e., Resident
#41) is completely unable to use
the bathroom facilities, and the
other three residents (i.e.,
Residents #99, #68, and
un-numbered) are only able to
access the bathroom with the
assistance of at least one staff
person. While this fact clearly
does not obviate the requirement
that the cord activating the call
light should have been accessible
to a resident seated on the
commode, it does perhaps offer
some insight as to why the
broken cord had not generated a
specific concern in the minds of
the CNAs routinely providing
toileting assistance to the three
residents noted above. Following
the mention of the broken call
light cord by the survey team on
7/26/2016, the facility’s
housekeeping supervisor
conducted a facility-wide
inspection of all bathroom call
light cords and found no other
problems. The housekeeping
supervisor also discussed this
concern with all members of her
staff, and emphasized the need to
monitor the accessibility of all
bathroom call light cords during
the course of their routine
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cleaning duties.
F 0465 483.70(h)
SS=E SAFE/FUNCTIONAL/SANITARY/COMFOR
Bldg. 00 | TABLE ENVIRON
The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.
F 0465 1). The corrective action taken for 08/15/2016
Based on observation, interview, and those residents found to.h.a ve
. .. . been affected by the deficient
record review, the facility failed to practice is that the wheelchair
provide a safe, sanitary, and comfortable cushion utilized by the resident
environment for 7 of 31 rooms and 1 of identified as resident.#124 was
30 residents reviewed. A resident had a replaced as soon as it was
hai hi th ks i h identified during the survey.
chair cushion with cracks in each corner, Resident #124's wheelchair
a room had a gouge in the bathroom wall, cushion is free of any cracks or
a bathroom floor had the threshold for the splits. 2). The corrective action
shower cracked, a black substance was on Laken;or thOfoe rtes;d;nttrs] found to
.. ave been affected by the
the bathroom wall and a red liquid deficient practice is that the
substance was on the bathroom floor, identified gouges in the bathroom
grout on the bathroom floor tile was wall identified in Room 316 were
dirty, and bedpans were uncovered and spackleq, sandgd a(‘f’ pamtgd as
labeled in the bath Resid soon as it was identified during
unlabeled in the bathrooms. (Resident the survey process. 3). The
#124, Room 316, Room 404, Room 414, corrective action taken for those
Room 204, Room 211, Room 206, Room residents found to have been
203) affected by the deficient practice
is that the bathroom of the room
o ) identified as room # 404 has been
Findings include: repaired. The black substance
identified on the wall under the
1) On 7/19/16 at 9:48 a.m., Resident toilet Pagef zot':ef has been
e removed and there are no
#124 was.observed t? be sitting in a unidentified personal care items
Wheelchalr ona Cushlon. BOth corners Of in the bathroom. This task was
the cushion were split open. The same completed by the Maintenance
was observed on 7/25/16 at 9:08 a.m. Director on 07-27-16. 4). The
corrective action taken for those
residents found to have been
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2) On 7/18/16 at 2:30 p.m., Room 316 affected by the deficient practice
was observed to have gouges in the is that the brown stain in the grout
by the commode of the bathroom
bathroom Wall The same was ObseI‘VGd identified as room # 414 has been
on 7/25/16 at 11:03 a.m. removed. 5). The corrective
action taken for those residents
3) On 7/19/16 at 10:13 a.m., Room 404 found to have been affected by
b dtoh d liquid the deficient practice is that the
was observed to have a red liqui facility promptly removed the
substance on the bathroom floor in front uncovered and unlabeled wash
of the commode, an unlabeled bedpan basin from the bathroom of the
between the wall and the rail in the room |de.rt1t|f|ed bas rozrtnt#tim as
soon as it was brought to the
bathroo.m, an unlabeled comb'on the back staff's attention by the surveyors.
of the sink, and the threshold in front of In addition the closet door of the
the shower was cracked. The bathroom room identified as room #204 was
was a shared bathroom. On 7/25/16 at Twmedt;atelyr:?faltrhed a:s f?oon as
) it was brought to the staff's
11:15 a.m., the red substance, bedpan, attention by the surveyors. 6).
and comb was gone but a sold black The corrective action taken for
substance was observed on the wall under those residents found to have
the toilet paper holder. been affected by the deficient
practice is that the uncovered,
unlabeled personal care items
4) On 7/19/16 at 9:26 a.m., Room 414 that were identified to be in the
was observed to have a brown stain in the bathroom of room # 211 have
grout by the commode. The same was betgzn rttenllovefd. ; The cogec:we
action taken for those residents
observed on 7/25/16 at 10:56 a.m. found to have been affected by
the deficient practice is that the
uncovered bedpan and wash
5. On 7/19/16 at 8:57 a.m., Room #204 Eatst;” 'de”]fl'f'ed t? be 0”#t236
athroom floor of room
wa§ observed. In the bathroom, one wash have been removed. 8). The
basin was observed uncovered and corrective action taken for those
unlabeled. The bathroom was shared by residents found to have been
four residents. In the bedroom, the closet aﬁ;‘:tei by the deflccl‘egté)ractlce
. .. is that the uncovered bedpan
door was off the hlnges and leaning into identified in the bathroom of room
the closet on the residents clothes. # 203 has been removed. The
Resident #61 indicated the closet door corrective action taken for the
had been off the hinges for greater than other residents having the
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one month. On 7/20/16 at 9:05 a.m., the potential to be affected by the
same was observed same deficient practices is that a
’ house-wide audit has been
conducted of all resident rooms
6. On 7/19/16 at 11:01 a.m., Room #211 and bathrooms to identify any
was observed. In the bathroom, two bed safety or sanitation concerns. All
pans, one emesis basin, and one wash areas of concern have been
basi b d dand corrected. The measures that
asin were observed uncovered an have been put into place to
unlabeled. The Room #211 had contact ensure that the deficient practice
isolation precautions and two residents does not recur is that a
resided in the room. On 7/25/16 at 9:51 mar:jdattorél ]:n-se]lrwce has t:e;n q
conducted for all nursing staff an
a.m., Room #211 was observed. In tl'le housekeeping staff on the
bathroom, one bed ban and one emesis facility’s policy related to
basin were observed uncovered and maintaining a safe and sanitary
unlabeled. The room was still under environment for the residents.
solati . The nursing staff was instructed
contact isolation precautions. on the proper labeling and
storage of personal care
On 7/25/16 at 10:00 a.m., CNA #1 equipment. The housekeeping
indicated resident care equipment should sltaff was r?;ﬁducaﬁd (:n the
. . cleaning of the resident’s
be stored 1r-1 a .bag 1n.the bathrf)om-. CNA bathrooms as part of their daily
#1 further indicated if Somethlng 1S C|eaning schedule as well as the
broken or malfunctioning, maintenance process of timely reporting of any
would be notified. repair issues that need prompt
attention. The corrective action
taken to monitor and assure
compliance is that the facility has
7. On 7/18/16 at 11:10 a.m., an implemented an audit tool for the
uncovered bedpan was observed on the monitoring c;f ? hgafe adthdtsalmt?]Ill'y
. environment. This audit tool wi
floor in the bathroom of Room 206. The be completed by the
bathI‘OOIn was a Shal‘ed bathI'OOIn. On Housekeeping Director Week|y for
7/25/16 at 8:36 a.m., an uncovered four weeks, monthly for three
bedpan was observed inside a washbasin months and then quarterly for
three quarters. The outcome of
on the floor of the bathroom. . . . :
this audit tool will be reviewed at
the facility’s Quality Assurance
8. On 7/18/16 at 11:57 a.m., an meeting to determine if any
uncovered bedpan was observed on the additional action is warranted. To
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FA4WL11 Facility ID: 000442 If continuation sheet Page 38 of 42




PRINTED: 01/06/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
155621 B. WING 07/26/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
3400 STOCKER DR
PINE HAVEN HEALTH AND REHABILITATION CENTER EVANSVILLE, IN 47720
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
back of the toilet in the bathroom of further clarify the specific issues
Room 203. The bathroom was a shared |n'clu.ded W',th'n, this citation,
] Finding #1 indicates that a
bathroom. On 7/25/16 at 8:38 a.m., the member of the survey team
same was observed. observed, on two different
occasions, that the corners of a
During an interview on 7/26/16 at 10:01 ‘;;2“'0” b?'“?,tused by Resident #
o were “split open” —
a.m., Hous-ekeeper #1 mdlcate(.l the presumably creating a potential
housekeeping staff has a cleaning infection control issue. When this
schedule for daily cleaning and a cleaning concern was raised with facility
schedule for deep cleaning. She further staff on the last day of the survey
indi dif . . (i.e., on 7/26/2016), the cushion
indicated if a room requires painting, in question was replaced within
fixing holes in the walls, et cetera, the the hour. Finding #2 indicates that
staff fills out a form and gives the form to a member of the survey team
the maintenance department to be observed, on two different
red occasions, that there were
repaired. “gouges” in the wall of the
bathroom of Room #316. When
During an interview with the this concern was raised with staff
Housekeeping Supervisor (Hskg Super) on the last day of the survey,
726/16 at 10:28 the Hske S within the hour the facility’s
9n . at 1120 a.m., the 1S g uper maintenance supervisor had
indicated all rooms are cleaned daily and spackled, sanded, and painted
deep cleaned at least once a month. the small area of the wall
involved, and the “gouges” were
A poli ised on 5/28/14 and completely eliminated. (The
pg 1cy, revised on an facility would simply point out also
obtained from the Hskg Super on 7/26/16 that in an environment in which a
at 10:25 a.m., indicated daily cleaning large majority of its residents
included mopping the bathrooms floors must routinely use wheelchairs
d cleaning the fl dthe b and/or walkers to access
and cleanng the Hoors ar.oun. .e ase bathroom facilities, it is virtually
of the commode. The policy indicated all impossible to ensure that there
bedpans should be bagged and hung on a will not, from time to time, be
hook with the name of the resident who it |dnstances In V\(/thCh”dOOI'S, g
belongs to on the bag or item. The policy Oorways, and walls are marre
o by the use of such assistive
indicated the walls would be cleaned devices.) Finding #3 indicates
when soiled. The policy further indicated that a member of the survey team
the maintenance/housekeeping supervisor observed, on two different
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FA4WL11 Facility ID: 000442 If continuation sheet Page 39 of 42




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/06/2017
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155621

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

07/26/2016

NAME OF PROVIDER OR SUPPLIER

PINE HAVEN HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

3400 STOCKER DR
EVANSVILLE, IN 47720

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

would be notified immediately if there is
a needed repair by submitting a request
form.

3.1-19(f)

occasions, that the threshold at
the front of the shower in Room
#404 was cracked. Also, on
7/25/2016, a black substance was
observed on the bathroom wall of
Room #404. When these
concerns were raised with facility
staff on the last day of the survey,
the Administrator and the
maintenance supervisor promptly
assessed the issue of the
cracked shower threshold, noting
that an attempt to address the
problem had been made
previously by an outside
contractor. However, it was clear
that the attempted solution had
not remained effective over time.
The following day (i.e.,
7/27/2016), the maintenance
supervisor corrected the problem
with an epoxy-like mixture which
eliminated the cracked
appearance of the shower
threshold. In addition, on
7/27/2016, the housekeeping
supervisor was able to remove
the dark-colored stain on the
bathroom wall below the toilet
paper holder. Finding #4 indicates
that a member of the survey team
observed, on two different
occasions, that there was a
brown stain in the grout by the
commode in the bathroom of
Room #414. When this concern
was raised with facility staff on
the last day of the survey, the
housekeeping supervisor was
notified, and the following day she
applied a cleansing solution to the
area resulting in the removal of
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the brown stain. Finding #5
indicates that a member of the
survey team observed, on two
different occasions, that an
uncovered and unlabeled wash
basin was present in the
bathroom of Room #204, as well
as the fact that, in the same
room, a closet door appeared to
have come off its railing. When
these concerns were raised with
facility staff on the last day of the
survey, nursing staff were
promptly sent to Room #204 to
address the issues related to the
wash basin, and the Administrator
corrected the closet door issue.
Finding #6 indicates that a
member of the survey team
observed, on two different
occasions, that various items of
resident care equipment were
uncovered and unlabeled in the
bathroom of Room #211, and
also that the room was subject to
contact isolation provisions.
When these concerns were
raised with staff on the last day of
the survey, ... Findings #7 and #8
both indicate that a member of
the survey team observed, on two
different occasions, that bedpans
in the bathrooms of Room #206
and #203 were not properly
stored under cover. When these
concerns were raised with facility
staff on the last day of the survey,
members of the housekeeping
staff conducted a facility-wide
sweep of all resident bathrooms.
All bedpans located in any
resident bathroom were collected
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and discarded, and replaced with
properly covered new bedpans
which were then stored in the
bottom drawers of each resident’s
night stand. This action was
completed within one hour of
having been advised of the
concern by the survey team. In
addition, all CNAs have been
provided in-service training on the
need to properly clean, bag, and
label bedpans after use. In
further response to the concerns
noted above during the
“pre-exit-conference” with the
survey team, both the
housekeeping supervisor and the
interim assistant Director of
Nursing conducted a facility-wide
audit over the ensuing two days,
the goal of which was to identify
and correct any similar issues
related to potentially unsafe
and/or unsanitary conditions
which might have existed within
the facility. Any matters of
potential concern were addressed
during that exercise. Any items
requiring the attention of the
maintenance supervisor were
noted, and he was advised
accordingly. The assistant
Director of Nursing has also
addressed with all CNAs during a
subsequent in-service the
importance of properly covering
and labeling all resident care
equipment that is routinely used
within shared bathroom facilities.
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