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Giveresidents notice of M edicaid/M edicar e coverage and potential liability for services
not covered.

Based on review of select facility documentation and staff interview, it was determined that the facility failed to provide evidence that
the required notices to the resident or the resident's representative following the end of their Medicare

coverage were provided for three of three residents reviewed who remained in the facility for long-term care (Residents 58, 75 and
76). Findingsinclude: Review of a Skilled Nursing Facility (SNF) Beneficiary Protection Notification Review form,

partially completed by the facility indicated that Resident 58 would no longer receive Medicare Part A Coverage starting
December 24, 2019, included information regarding potential costs, and did not contain any signatures or dating of
acknowledgement of receipt from resident or resident representative. Review of an Advanced Beneficiary Notice of
Non-coverage regarding Resident 58 also revealed a partially completed form which indicated that Medicare Part a services
would end on December 23, 2019, and did not contain any signatures or dating of acknowledgement of receipt from resident or
resident representative. Review of Resident 58's progress notes revealed a note dated for December 19, 2019, that a L etter

of Notice of Medicare Non-coverage and (SNFABN) was given to (Resident) and mailed to her sister . (sister's name) today.

Last date of Medicare 12-23-19. Review of a Skilled Nursing Facility (SNF) Beneficiary Protection Notification Review form,
partially completed by the facility indicated that Resident 75 would no longer receive Medicare Part A Coverage starting
September 27, 2019, included information regarding potential costs, and did not contain any signatures or dating of
acknowledgement of receipt from resident or resident representative. Review of an Advanced Beneficiary Notice of
Non-coverage regarding Resident 75 also revealed a partially completed form which indicated that Medicare Part a services
would end on September 26, 2019, and did not contain any signatures or dating of acknowledgement of receipt from resident

or resident representative. Further review of this form revealed a handwritten note L etter mailed to (name of resident's
representative) 9/24/19 also called (name of resident's representative) to notify by phone with a dated signature of

9/24/19. Review of a Skilled Nursing Facility (SNF) Beneficiary Protection Notification Review form, partially completed by the
facility indicated that Resident 76 would no longer receive Medicare Part A Coverage starting February 8, 2020,

included information regarding potential costs, and did not review any signatures or dating of acknowledgement of receipt

from resident or resident representative. Review of an Advanced Beneficiary Notice of Non-coverage regarding Resident 76

also revealed a partially completed form which indicated that Medicare Part a services would end on February 7, 2020, and

did not reveal any signatures or dating of acknowledgement of receipt from resident or resident representative. Review of
Resident 76's progress notes reveal ed a note dated for February 5, 2020, which revealed (resident's name) was given his cut letters for
Medicare. His Medicare will end on 2720. Facility did not provide any additional information to confirm that

Residents 58, 75 and 76 or their representatives were explained the information contained in the forms regarding their
discontinued services. During an interview with Nursing Home Administrator (NHA) on March 5, 2020, at approximately 11:50
AM the NHA revealed the expectation that the forms would be completed to include information regarding resident/resident
representative acknowledgement of the information. . 28 Pa. Code 201.18(e)(1) Management.

Ensure each resident receives an accur ate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on clinical record review and staff interview, it was determined that the facility failed to ensure that the resident assessment
accurately reflected the resident's status for one of 20 residents reviewed (Resident 71). Findings include:

Review of Resident 71's clinical record revealed [DIAGNOSES REDACTED]. Review of Resident 71's annual MDS (Minimum
Data Set - an assessment tool to review all care areas specific to the resident such as a resident's physical, mental or

psychosocial needs), dated November 22, 2019 and modification of quarterly MDS, dated [DATE], both revealed that in section |,
Resident 71 was coded as having pneumonia. Review of Resident 71's clinical record failed to reveal any evidence that

Resident 71 was treated for [REDACTED]. During an interview with Licensed Practical Nurse (LPN) 1 on March 5, 2020, at 9:22
AM she stated that Resident 71 has not had any infections recently and it has been a while since she had pneumonia. On

March 5, 2020, at 10:36 AM the Registered Nurse Assessment Coordinator (RNAC) stated that both of the MDS's were marked in
error for pneumonia and stated that pneumonia should not have been coded. On March 5, 2020, at 11:46 AM the Director of
Nursing stated that both of the MDS's have been corrected. 28 Pa. Code 211.5(f) Clinica records.

Develop the complete care plan within 7 days of the comprehensive assessment; and

prepared, reviewed, and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on clinical record reviews and staff interviews, it was determined that the facility failed to review and revise the

care plan for one of 20 residents reviewed (Resident 26). Findings include: Review of the clinical record for Resident 26
revealed [DIAGNOSES REDACTED]. On February 25, 2020, an ulcer wound sheet was initiated by Registered Nurse (RN) 2,
identifying the area on the right ischial as a stage 1 pressure ulcer. The treatment to the area was documented as
[MEDICATION NAME] (abarrier cream designed to heal cuts and wounds) with care. Another ulcer skin sheet dated March 3,
2020 aso indicated that the treatment was [MEDICATION NAME] with care. Review of the current facility policy titled, skin
care treatment protocol guideline states that treatment options for a stage 1 pressure ulcer is skin prep per nursing

judgment. Review of the care plan and resident care profile (reference for nurse aids) revealed that [MEDICATION NAME]
application was not on the care plan or care profile. During an interview with the Director of Nursing on March 5, 2020 at
11:43 AM she confirmed that the [MEDICATION NAME] cream should have been on the care profile. 28 Pa. Code 211.12
(d)(2)(3)(5) Nursing services

Provide enough food/fluids to maintain aresident's health.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, clinical record review and staff interview, it was determined that the facility failed to maintain an acceptable
parameter of nutritional status for one of 17 residents reviewed receiving tube feedings (Resident 65). Findings include: Review of the
clinical record for Resident 65 revealed [DIAGNOSES REDACTED]. Review of the current physician

orders [REDACTED)]. Review of the nutrition assessment performed by the dietician on March 3, 2020, revealed that the

resident needs 1200 calories (Cal) and with the current tube feed order she is receiving 1137. Review of the product

information sheet for [MEDICATION NAME] 1.2 revealed that to meet 100% of RDI (recommended daily intake) (the quantity of a
particular nutrient which should be consumed daily in order to maintain good health) for 24 essential vitamins and mineralsin 1200
Cal (1 liter). During an interview with the Dietician on March 5, 2020 at 10:42 AM she confirmed that the resident
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needs 1200 Cal and isreceiving 1137. She also confirmed that there were days that the resident received less than the
ordered amount of tube feed. During an interview with the Nursing Home Administrator and Director of Nursing on March 5,
2020 at 11:40 PM they acknowledged the need for the essential vitamins and minerals. 28 Pa. Code 211.12 (d)(1)(3)(5)
Nursing services

Ensurethat nursesand nur se aides have the appropriate competenciesto care for every

resident in a way that maximizes each resident's well being.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on areview of employee personnel files, clinical records and select facility policy and staff interview it was

determined that the facility failed to ensure that alicensed nurse demonstrated competency in the necessary skills and

resident care tasks to meet resident needs as evidenced by one licensed nurse (Employee 1) out of two files reviewed.
Findingsinclude: Review of the clinical record for Resident 26 revealed [DIAGNOSES REDACTED]. Review of current faciltiy
policy titled Skin care treatment protocol guideline, defines a pressure injury (ulcer) as localized damage to the skin and underlying
tissue usually over abony prominence. Theinjury can present asintact skin or an open ulcer. The injury occurs as aresult of intense
or prolonged pressure. The policy defines a stage 1 pressure injury as non blanchable (the skin does not turn white when touched with
afinger) [DIAGNOSES REDACTED)] (redness) of intact skin. Further review of the clinical

record for Resident 26 revealed a skin sheet dated February 16, 2020 that identified an reddened area 2 cm x 0.8 cm on the

right ischial (the bony protrusion which takes the body ' s weight during sitting). On February 25, 2020 an ulcer wound

sheet was initiated by Registered Nurse (RN) 2, identifying the area on the right ischial as a stage 1 pressure ulcer. The

size and description were noted as 1.6 cm x 0.8 cm, red and blanching. On March 3, 2020, another assessment was compl eted

by RN 2 describing the area on the right ischial as a stage 1 pressure ulcer. The size and description were noted as 1.5 cm x 0.8 cm,
pink, blanching and intact. On March 5, 2020 at 9:28 PM, Licensed Practical Nurse (LPN) 2 assessed Resident 26's

right ischial. When LPN 2 pressed on the reddened area the skin blanched. The are was also intact. According to the

facility policy and NCBI national pressure ulcer staging system a stage 1 pressure ulcer needs to be intact skin with

nonblanchable redness. Observation of the wound on March 5, 2020, in the presence of LPN 2, the wound was blanchable.
Therefore, the wound would not meet the definition of a pressure ulcer. During an interview with the Dlrector of Nursing on March 5,
2020 at 1:20 PM she stated that RN 1 did not have any specialized training for wound care but does attend a

seminar annually. She confirmed that there are no competencies done for wound care. 28 Pa. Code 201 18 (e)(1)(2)(3)

Management 28 Pa. Code 201.20 (a) Staff Development

Implement gradual dose reductions(GDR) and non-phar macological inter ventions, unless

contraindicated, prior toinitiating or instead of continuing psychotropic medication;

and PRN ordersfor psychotropic medications are only used when the medication is

necessary and PRN useislimited.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on clinical record review and staff interviews, it was determined that the facility failed to ensure residents using

[MEDICAL CONDITION] medications received agradua dose reduction for one of five residents reviewed for unnecessary
medications (Resident 45). Findings Include: Review of Resident 45's clinical record revealed [DIAGNOSES REDACTED]. Review
of Resident 45's current physician orders [REDACTED)]. Review of Resident 45's form titled Psychoactive Medication

Monitoring Form revealed that Resident 45 has been receiving atotal of 2 mg of [MEDICATION NAME] per day, since February
2, 2015. Review of Resident 45's facility form titled Mood/Behavior/Psychoactive Drug Assessment, dated January 20, 2020,
reviewing the time period of October 29, 2019-January 20, 2020, revealed that Resident 45 did not have any behaviors during those
months. Review of Resident 45's behavior monitoring, delusion monitoring and hallucination monitoring, dated February 4, 2020-
March 4, 2020, revealed Resident 45 did not display any behaviors, delusions or hallucinations during that time.

Review of Resident 45's Behavior Management Plan, with an updated date of October 15, 2019, revealed Resident 45 has
experienced decline in health which has decreased his level of activity and degree of interaction with others. There has

been a significant reduction in target behaviors. Review of Resident 45's psychiatric consultation dated May 28, 2019,

revealed Behavioral report looks good re: impulsive behaviors & depression. Staff have not expressed any concerns. Review

of Resident 45's psychiatric consultation dated August 28, 2019, revealed excellent behavioral report. Review of Resident

45's psychiatric consultation, dated January 6, 2020, revealed that facility staff asked if Resident's[MEDICATION NAME]

could be decreased due to increased sleepiness. A new order was received to change the dosing of the [MEDICATION NAME] from
1 mg twice aday to 0.5 mg in the morning and 1.5 mg at night, so Resident 45 would still be receiving 2 mg total per day.

During an interview with Licensed Practical Nurse (LPN) 1, who is part of the facility's behavior team, on March 4, 2020,

at 10:06 AM she stated that Resident 45 has had alot of medical decline over the past year or two and his behaviors have

gotten better and it has been awhile since he's had an outburst. She stated that due to Resident's health decline, she

feels that Resident wouldn't be capable of displaying the same aggressive behaviors he once displayed. She stated the

facility has consulted with his psychiatrist about decreasing the [MEDICATION NAME] but that provider has declined to do

s0. LPN 1 stated that Resident 45 has a follow up psychiatric appointment in April and the facility will again make the
recommendation to try agradual dose reduction of Resident 45's[MEDICATION NAME]. On March 5, 2020, at approximately
11:50 AM the Nursing Home Administrator and Director of Nursing were made aware of the above. At approximately 1:15 PM the
Director of Nursing confirmed that Resident 45 has been receiving 2 mg of [MEDICATION NAME] since February 2, 2015 and
stated that he goes for another psychiatric appointment in April. She stated that Resident 45's provider from the facility

defers to Resident 45's psychiatric provider regarding the [MEDICATION NAME]. 28 Pa. Code 211.2(a) Physician services.

Procurefood from sour ces approved or consider ed satisfactory and store, prepare,
distribute and serve food in accor dance with professional standards.

Based on observations, review of facility policies, and interviews with staff it was determined that the facility failed to store food
properly and that staff failed to employ hygienic procedures while bussing dining room in accordance with

professional standards for food safety. Findings include: During completion of facility main kitchen entrance tour on March 2, 2020,
with Dietary Manager (DM) 1 the observation was made in walk-in freezer at 9:47 AM of four small boxes of collard

greens out of original case box with no identifying information for date of being received. Also observed were one large

bag of cauliflower, one large bag of diced carrots, one large bag of peas, one large bag mixed vegetables, one small bag

yellow beans and one medium size bag stirfry blend vegetables which were al out of original case box and not dated with
received date. During an interview with DM 1 during this observation , DM 1 stated that she didn't think that frozen

vegetables had to be labeled when they were out of the case box. The facility failed to ensure that frozen vegetables were

dated with receipt date upon removing from original case boxes (original case boxes have this information attached). The
facility bussing cart contained cleaning supplies/clean gloves stored in close proximity to dirty dishware and trash.

Continuation of the kitchen entrance tour revealed observation, while accompanied with DM 1, at 10:02 AM of small
foodservice stainless steel three tiered cart in the kitchen, near the door leading into the dining room. It was observed

that stored on the three shelves were bussing tubs containing dirty dish/glassware from the breakfast meal. It was observed that one
end of the cart had an attached trash receptacle with plastic liner and contained paper trash and some discarded

food items. It was observed that the other end of the cart had also an attached clean trash receptacle and contained boxes

of gloves and wipes for cleaning tables. At thistime, DM 1 was advised as to concern regarding clean items being in close
proximity to contaminated items. Observation in facility main dining room on March 2, 2020, at 12:08 PM revealed that the
bussing cart did not contain the clean gloves/wipes. Dietary aide (DA) 1 was observed utilizing the cart at thistime

wearing gloves. DA 1 was observed at thistime to be clearing used plates and glassware from resident tables and was

observed to touch her face to the side of her gloved hand, she then walked around and picked up afew used glasses, put
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them in bin on bussing cart, touched the same gloved hand several times to the top of the trash bag (containg food/paper
trash), then stepped to the nearby table and put her same gloved hand full across on the top of asmall plastic food
product container. DA 1 was then observed to walk across the dining room and put this container into a cupboard.
Observation was made at 12:20 PM that DA 1 started pulling off her gloves, stopped halfway off, then reached for clean ones which
she held in her hands before completely removing the dirty onesto put in the trash, at which time she put on the
clean gloves. Observation was made at 12:28 PM that DA 1 removed one of the trash bags from the dirty cart then opened a
clean bag using the same gloves. DA 1 was observed to remove the dirty gloves at this time and wash her hands. Observation
was made at 12:35 PM that DA 1 made another glove change without washing hands. Observation was made that DA 1 continued
her tasks of removing used items from tables (it was noted that when she removed glasses she did so by grasping the rim).
Observation was made that while wearing dirtied gloves she pulled clean wipes, wadded them into her dirtied gloves, and
then used them to wipe a table. Observation was made in main dining room on March 4, 2020, of DA 1 performing her tasks
during breakfast meal. On this date it was noted that one end of the bussing cart contained a plastic bag liner and there
was one container of clean wipesinit. DA 1 was observed to bus some items from atable which included aglass with a
significant amount of milk in it which she poured over the one handle of the bussing cart into the lined trash container on the other
end. Review of facility Hand Washing 101 policy (not dated) revealed under When should you wash your hands? line
F before putting on food service gloves. Review of policy for Bare hand contact with food revealed Gloved hands are
considered afood contact surface that can get contaminated or soiled. If used, single use gloves shall be used for only
one task, used for no other purpose, and discarded when damage or soiled, or when interruptions occur in the operation and
also Remember gloves are just like hands. They get soiled. Anytime a contaminated surface is touched, the gloves must be
changed . After handling soiled trays or dishes. After handling anything soiled and during food preparations, as often as
necessary to remove soil and contamination and to prevent cross contamination when changing tasks. Except for two
observations, DA 1 failed to consistently wash hands with glove changes and also failed to change gloves at times she
should have when her task changed. During an interview with Nursing Home Administrator (NHA) on March 4, 2020, at 3:35 PM
the NHA revealed the expectation that the bus cart would not have had dirty and clean items on same cart, would not expect

staff to mix dirty tasks with clean without changing gloves/hand washing, and that the frozen vegetables would be dated. 28 Pa code
211.6(b)(d) - Dietary Services
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