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/ LAN OF CORRECTION
\/ Correction Date02.07-2021 ceyra Healtheare of Pomeroy denies it violated any
Thefacility's annual recertification survey and eral or state regulations. Accordingly, this plan of
investigation of Complaint #93145-C was rrection does not constitute an admission or agreement
conducted ending on 111/21 and resulted in the y th]e provider }‘o rig]he i::c:;humcy ofthe: fﬁs gll_ege(}i or
1 following deficiencies. hr;cp:i]::xog:;:r:ctims is;::meznﬁforee:t:ﬁtcegs.
i . lely because it is required by the provisions of federal
Complaint #93145-C was not substantiated. d state law. Completion dates are provided for
rocedural processing purposes and correlation with the
SeeCodeofFederalRegulations (42CFR)Part r:l_st recﬂ;fily cztmpleted or gmmlimdsfn;c&fd "
483 Subpart B_C On and do n gnrmspon no cally al
s : the facility maintains it is in compliance with the
Notify of Changes (Injury/Decline/Room, etc.) treiineis 6iF edtiotilion. or thet soireciive s
F 580| CFR(s): 483.10(g)(14){i)-(v)(15) FE80Mmnecemtry, | T e
S9=D
§483.10(g)(14) Notification of Changes. 1. In continuing compliance with
() Afacility mustimmediately informtheresident; I 580, Acoura Healthcare of Pomeroy corrected the
consultwith theresident's physician; and notify, deficiency immediately by the DON notifying the
consistentwith his or her authority, the resident g?ﬁgﬁg{;‘fgﬁ{ ;fifdm‘ #4 and like residents
representative(s) when there is- :
(A) An accident involving the resident which L icated onor betors /0712031 o phyeicianand. |
results ininjury and has the potential for requiring responsible party timely notification of condition
physician intervention; ‘ change by the Director of Nursing. The DON and/or
(B) Asignificantchangeintheresident's physical, designee will audit daily M-F for 2 weeks and then
mental, or psychosocial status (that is, a weekly times 4 weeks and then randomly to ensure
deterioration in health, mental, or psychosocial continued compliance. !
status in either life-threatening condi ons or 3. As part of Accura Healtheare of Pomeroy’s
clinical complications); e q“‘?é’fy (ot 1 ot
(C) Aneedtoaltertreatment significantly (thatis, R ;‘;ﬁfﬂ;;n?ﬁgféﬁ"“ i
a need to discontinue an existing form of B 4 )
treatment due to adverse consequences, or to
commence a hew form of treatment); or
(D) Adecisiontotransfer ordischargethe
resident from the facility as specified in
§483.15(c)(1)(1).
(i) When making nofification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in-§483.15(c)(2)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (XBOATE

Anydeficiency statement ending with an asterisk () denates adeficiency which theinstitutlon maybe excusad from correcting providing Itisdetermined that
other safeguards provide sufficlent protection tothe patients. (Seeinstructions.) Except fornursing homes, thefindings stated above aredisclosable 90’da¥s
4

following the date of survey whetheror not aplan of correction is provided.
days following thedate these documents are made avallable tothe facility.
program participation.

Fornursing homes, the above findings and plans ofcorrection are disclosable
Ifdeficlencies are cited, an approved plan of correction is requisite to continued
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\ PLAN OF CORRECTION
COI’[’GC’[.I(.)n Date:0207-2021 ) . Accura Healthcare of Pomeroy denies it violated any
The facility's annual recertification survey and federal or state regulations. Accordingly, this plan of
investigation of Complaint #93145-C was correction dloes not constitute an admission or agresment]
conducted ending on 1121 and resulted inthe by thl“" provider If’ ﬂ;le, ascuracy of the ficdtsfﬁ“,ege‘,’ or
following deficiencies. conclusions set ort' 1n? e statement of deficiencies.
[The plan of corrections is prepared and/or executed
. . solely because it is required by the provisions of federal
Complaint #93145-C was not substantiated. and state law. Completion dates are provided for
procedural processing purposes and correlation with the
SeeCodeofFederalRegulations (42CFR) Part most recently completed or accomplished corrective
483 Subp art B-C action and do not correspond chronologically to the date
o PR , the facility maintains it is in compliance with the
Notify of Changes (lnlur?:{/ D,eCIIne‘f Room, etc.) requirements of participation, or that corrective action
F 580 CFR(s): 483.10(g)(14)(i}-(iv)(15) F580|was necessary.
38r=D
§483.10(g)(14) Notification of Changes. 1. In continuing compliance with
(1) Afacilitymustimmediately informtheresident; I 580, Accura Healtheare of Pomeroy corrected the
consultwith theresident's physician; and notify, deficiency immediately by the DON notifying the
consistent with his or her authority, the resident p}fly.slcl.afn a“:i far_m}l&’ of resident #4 and like residents
representative(s) when there is- O sgnTticant WS £ains.
A)A ident i lvina th ident which 2. To ensure the problem does not recur all staff were]
(A) An accldent involving the resident which educated on or before 02/07/2021 on physician and
resmlts'_ in "?Juryand !’188 the potential forrequiring responsible party timely notification of condition
physmgan_ l_nterventlon; _ . _ change by the Director of Nursing. The DON and/or
(B) Asignificantchangeintheresident's physical, designee will audit daily M-F for 2 weeks and then
mental, or psychosocial status (that is, a weekly times 4 weeks and then randemly to ensure
deterioration in health, mental, or psychosocial continued compliance,
status in either life-threatening condi ons or 3. As part of Accura Healthcl?re Ofpomf’mi&’ls BON
clinical comp!ications); ongoing cg1nm1nn}ant to qua ity assurance, the
(C) Aneedtoaltertreatment significantly (thatis, ?l?lilsrlcli«:hs;gg;gﬁﬁ;gzréﬁe;ﬁ:gsconcems
a need to discontinue an existing form of g '
treatment due to adverse consequencss, or fo
commence a new form of treatment); or
(D) Adecisiontotransferordischarge the
resident from the facility as specified in
§483.15(c) 1)(ii).
(i) When making notification under paragraph{g)
(14)(i) ofthis section, the facility must ensure that
| all pertinent information specified in-§483.15(c)(2)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XOI0ATE

Any deficiency statementending with an asterisk (*)denotes adeficiency which theinstitution may be excused fromcarrecting providing It is determined that
ather safeguards provide sufficlent protection tothe patients. (Seeinstructions.) Exceptfornursing homes, thefindings stated aboveare disclosable 90days
following the date of survey whether ornot aplan of correction is provided. Fornursing homes, the above findings and plans of correction aredisclosable 14
days following the date these documents are made available tothe facility. If deficiencies arecited, anapproved plan of correction is requisite to continued

program participation.
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isavailable and provided upon requesttothe
physician.

(iif} The facility must also promptly notify the
residentandtheresidentrepresentative,ifany,
when there is-

(A) Achangeinroomorroommate assignment
as specified in §483.10(e)}(6); or

(8) Achange inresident rights under Federal or
State laworregulations as specifiedinparagraph
(e)10) of this section.

(iv) Thefacility mustrecord andperiodically
update the address (mailingandemail)and
phone number of the resident
representative(s).

§483.10(9)15)

Admission toacomposite distinctpart. Afacility
thatis a composite distinct part (as defined in
§483.5)mustdiscloseinitsadmissionagreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT isnotmetasevidenced
by:

Based on record revlew and staffinterview, the
facility failed to notify the physician and family ofa
significant weight gain for 1 of 3 residents
reviewed for nutrition (Resident #4). The facility
reported acensus of 22 residents.

Findings include:

A Minimum Data Set (MOS) assessment dated
10/16/20, identified Resident#4 withmoderately

impaired cognition. Theresident requiredlimited

staff assistance for eating. The MOS documentsd

the resident with a weight gain of 5% in the last
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| (dated 11/9/18).

month or gain of 10% or more in the previous 6
months. The resident's diagnoses included:
Alzheimer's disease and non...Alzheimer's
disease.

The resident's care plan, with a revision date of
11/6119, ravealed the resident had an alteration in
nutrition. A goal, with a target date of 11/21/20,
documented no significant weight change during
the time frame. Interventions included to keep the
physician notified of concerns when needed

A weight record documented the resident
weighed:

4/18/2020
4/20/2020
4/252020
5/4/2020
5/9/2020
5/18/2020
572312020
5/30/2020
6/20/2020
7/18/2020
8/16/2020
8/22/2020
9/12/2020 202.8#

9/19/2020 204.4 #

9/21/2020 208 #

9/27/2020 208.4#

10/3/20 210.3#

10/10/20 2128#

10M7/20  213.2 # 11.62% weight gainsince
4/18/20

191.0 #
M.0#
180.2 #
195.3 #
188.0 #
188.4 #
189.6 #
100.2#
1906 #
192.2#
198.8#
199.2 #

The clinical record lacked documentation of
notification of the physician of the significant
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§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike envirocnment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i}1) A safe, clean, comfortable, and
homelike environment, allowing theresidentto
use his or her personal belongings to the extent
possible.

(i} This includes ensuring thatthe residentcan
receive care and setrvices safely and that the
physical layout of thefacility maximizes resident
independence and does notpose asafety risk.
(ii) The facility shall exercise reasonable care for
the protection ofthe resident's property fromloss
or theft.

§483.10(i}(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

F 584, Accura Healthcare of Pomeroy immediately
corrected the deficiency by the DON on 01/08/2021
and ensured all residents were provided clean bed
linens.

2. To ensure the problem does not recur staff
member C who dropped the pillow was educated on
01/06/2021 by DON. All staff were educated on or
before 02/07/2021 by the Director of Nursing. The
DON and/or designee will audit weekly x 4 weeks
and then randomly to ensure continned compliance.
3. As part of Accura Healthcare of Pomeroy’s
ongoing commitment to quality assurance, the DON
and/or designee will report identified concerns
through the cormmunity’s QA Process.
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F580 | Continued From page 3 F580( S r CORRECTION
weight gain. Accura Healthcare of Pomeroy denies it violated any
) ] ) federal or state regulations. Accordingly, this plan of
During aninterview 1/6/21 at7:10a.m.the DON correction does not constitute an admission or agreement
{DirectorofNursing) confirmednophysicianand by the provider to the accuracy of the facts alleged or
family notification ofthe significant weight gain conclusions set forth in {:he statement of deficiencies.
had been done [The plan of corrections is prepared and/or executed
: solely because it is required by the provisions of federal
. . and state law. Completion dates are provided for
An undated facility form, Condition procedural processing purposes and correlation with the
Changes-Managing, directed staff a licenses most recently completed or accomplished corrective
nurse need tanotify the attending physicianand action and do not correspond chronologically to the date
i i i the facility maintains it is in compliance with the
family or responsible party of a change in
condition requirements of participation, or that corrective action
) . . was necessary,
F 584 | Safe/Clean/Comfortable/Homelike Environment F584
$8=D | CFR(s): 483.10(i}(1H7) 1. In continuing compliance with
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§483.10(i}3)Cleanbed and bath linens thatare
in good condition;

§483.10(i)(4) Private closet space in each
residentroom, asspecifiedin §483.90(e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6)Comfortable and safe temperature
levels. Facilities initially certified after October1,
1980 must maintain atemperature range of 71 to
al1°F; and

§483.10()(7} For the maintenance of comfortable
sound levels.

ThisREQUIREMENT isnotmetasevidenced
by:

Based onrecordreview, observation, and staff
interview, thefacility failedtoensure theresident
utilized clean bed linens for 1 of 6 residents
observed (Resident#13).The facility reported a
census of 22 residents.

Findings include:

1. The Minimum Data Set Assessment (MOS)
dated 11/25/20, documented Resident #13 with
intact cognition, required extensive staff
assistance with bed mobility, transfers, toileting,
andpersonal hygiene, had upperandlowerrange
of motion impairment on one side, and always
incontinent of urine. The MOS revealed the
resident’s diagnoses included diabetes, history of
acerebralvascularaccident(stroke), anxiety, and
depression.

Theresident's care plan, with a revision date of
2/22M9andtargetdate 0f3/23/21, revealed the
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resident had bladder incontinence, worehriefs,
and dependentonstaffforincontinence care.

Observationon 1/6/21 at1:18 p.m. showed Staff
C and Staff D, CNAs (Certified Nursing
Assistants), (withthe DON{Director of Nursing})
observing), provide incontinence care for the
resident while in bed. The CNAs turned the
resident during cares and a pillow fell from the
bed to the floor. The staff positioned the resident
onher left side after cares, placed a pillow behind
the resident’s back, and Staff C picked the pillow
on the floor up and placed the pillow under the
resident's legs.

During an interview immediately after completion
of cares, the DON verified the staff need to puta
clean pillow case onthe pillow before using and

instructed the staff to change the pillow case.

F 657| CarePlanTimingandRevision

SS=D| CFR(s}): 483.21(b)}(2)i)-(iii}

§483.21(b) Comprehensive Care Plans
§483.21(b)(2} A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to-

(A) The attending physician.

(8) Aregistered nurse withresponsibility forthe
resident.

(C) Anurse aide with responsibility for the
resident.

(D) Amemberoffood and nutrition services staff.
(E) Tothe extent practicable, the participation of
the resident and the resident's representative(s}.
Anexplanation mustbe included inaresident's
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Accura Healthcare of Pemeroy denies it viclated any
federal or state regulations, Accordingly, this plan of
correction does not constitute an admission or agreement
by the provider to the accuracy of the facts alleged or
conclusions set forth in the statement of deficiencies.
[The plan of corrections is prepared and/or executed
solely because it is required by the provisions of federal
and state law. Completion dates are provided for
procedural processing purposes and correlation with the
most recently completed or accomplished corrective
action and do not correspond chronologically to the date
the facility maintains it is in compliance with the
requirements of participation, or that corrective action
Was necessary.

1. In continuing compliance with
657, Accura Healthcare of Pomeroy immediately
corrected the deficiency by the DON educating the
MDS coordinator on 01/11/2021 on updating care
plans for resident #4 and like residents, with
significant weight gains.
FG57 2. To ensure the problem does not recur the MDS
coordinator was educated on or before 02/07/2021
on updating care plans with condition changes by the
Director of Nursing, The DON and/or designee will
audit care plans daily M-F times 2 weeks, then
weekly times 4 weeks and then randomly 1o ensure
continued compliance.
3. As part of Aceura Healthcare of Pomeroy’s
ongoing commitment to quality assurance, the DON
and/or designee will report identified concerns
through the community’s QA Process.
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medical recordifthe participation ofthe resident
andtheirresident representativeis determined
not practicable for the development of the
resident's care plan.

(F} Other appropriate staff or professionals in
disciplines asdetermined bytheresident'sneeds
or as requested by the resident

(iReviewed and revised by the interdisciplinary
teamaftereach assessment,including boththe
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

Based on racord review and staff interview, the
facility failed to revise aresident's care planafter
a significant weight change for 1 of 3 residents
reviewed for nutrition {Resident#4). The facility
reported a census of 22 residents.

Findings include:

A Minimum Data Set (MOS) dated 10/16/20,
identified Resident#4 withmoderatelyimpaired
cognition. The resident required limited staff
assistanceforeating. The MOS documentedthe
resident with a weight gain of 5% in the last
month or gain of 10% or more inthe previous 6
months. The resident's diagnoses included:
Alzheimer's disease and non-Alzheimet's
disease.

The resident's care plan, with a revision date of
11/6/19, revealed the resident had an alterationin
nutrition. A goal, with a target date of 11/21/20,
documented nosignificantweightchange during
thetime frame. Interventionsincluded tokeepthe
physician notified of concerns when needed
(dated 11/9/18), the resident may eat meals and
snacks in room (dated 5/14/19) and the resident
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received a Magic Cup mixed with 4 ounces of
whole milk daily (dated 2/19/20).

A Consultant Dietitian progress note, dated
11/3/20, revealed the resident had a significant
weight gain of 11.6% over the past 8 months and
the resident had nen pitting edema. The Dietitian
planned to discuss the resident's weight gain with
the DON (Director of Nursing), and may consider
decreasing the resident’s supplement as the
resident preferred snacks and sweets.

A weight record documented the resident
weighed:

4/18/2020
4/20/2020
4/25/2020
5/4/2020
5/9/2020
5/18/2020
5/23/2020
5/30/2020
6/20/2020
7/18/2020
8/16/2020
8/22/2020
9/12/2020 202.8#

9/19/2020 204.4 #

8/21/2020 208 #

9/27/2020 208.4#

10/3/20 210.3#

10/10/20 212.8#

10/17/20  213.2# 11.62%weightgain since
4/18/20

191.0 #
191.0 #
189.2 #
195.3#
188.0 #
188.4#
189.6 #
100.2 #
1906 #
192.24
188.8 #
100.2 #

The clinical record and care plan lacked
documentation of the significant weight gain and
any new interventions.
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| incontinence, based on the resident's

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that

re ident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes suchthat continence is
not possible tomairtain.

§483.25(e)(2)For a resident with urinary

comprehensive assessment, the facllity must
ensure-that-

(i) A resident who enters the facility without an
indwelling catheterisnotcatheterized unlessthe
resident's clinical condition demonstrates that
catheterization wasnecessary;

(i) A resident who enters the facility with an
indwelling catheterorsubsequentlyreceivescne
is assessed forremoval of the catheter as soan
aspossible unlesstheresident'sclinicalcondition
demonstrates thatcatheterizationis necessary;
and

(iii} Aresident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must

and state law. Completion dates are provided for
procedural processing purposes and correlation with the
most recently completed or accomplished corrective
action and do not correspond chronologically to the date
the facility maintains it is in compliance with the
requirernents of participation, or that corrective action
Was necessary.

1. In continuing compliance with

F 690, Accura Healthcare of Pomeroy immediately
cotrected the deficiency by educating staff member
#HC and D by the DON on complete and appropriate
incontinence care for resident #13 and like residents.
2. To ensure the problem does not recur all nursing
staff were educated on or before 02/07/2021 on
complete and approptiate incontinence care by the
Director of Nursing. The DON and/or designee will
audit incontinence care daily M-F for 2 weeks, then
weekly times 4 weeks and then randomly to ensure
continued compliance.

3. As part of Accura Healtheare of Pomeroy’s
ongoing commitment to quality assurance, the DON
and/or designee will report identified concerns
through the community’s QA Process.
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F 657 | Continued From page 8 Fe57F 690
bag FLAN OF CORRECTION
. . . Accura Healthcare of Pomeroy denies it violated any
During aninterview 111/21 at 8:30 a.m. the DON federal or state regulations. Accordingly, this plan of
{Director of Nursing) stated she had notnoticed cotrection does not constitute an admission or agreement
the significant weight gain and no new by the provider to the accuracy of the facts alleged or
interventions had beenimplemented. conclusions set fort_h in Fhe statement of deficiencies.
. F690 The plan of corrections is prepared and/or executed
F 690 | Bowel/Bladder Incontinence, Catheter, UTI solely becauses it is required by the provisions of federal
ss=D | CFR(s): 483.25(e)(1)~(3)
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ensure thataresidentwhoisincontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation, staff
interview, and a pericare audit form, the facility
failed to provide complete and appropriate
incontinence care inamannerto preventurinary
infections for 1 of 2 residents observed (Resident
#13). The facility reported a census of 22
residents.

Findings include:

1. The Minimum Data Set Assessment (MOS)
dated 11/25/20, documented Resident #13 with
intact cognition, required extensive staff
assistance with bed mobility, transfers, toileting,
and personal hygiene, had upperandlowerrange
of motion impairment on one side, and always
incontinent of urine. The MOS revealed the
resident's diagnoses included: diabetes, history of
acerebralvascularaccident(stroke), anxiety,and
depression.

The residert's care plan, with a revision date of
2/22/19 and target date of 3/23/21, revealed the
residenthad bladderincontinence, wore briefs
and dependent on staff forincontinence care.

Observation 1/6/21 at 1:18 p.m., showed Staff C
and StaffD, CNAs (Certified Nursing Assistants),
(with the DON (Director of Nursing} observing),
provide incontinence care forthe resident Staff C
used a new disposable wipe each time and
washed the resident's groins and between the
labia inanappropriate manner. Staff C and Staff
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§483.80(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from localproducers, subjecttoapplicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
fromconsuming foodsnotprocured by thefacility.

§483.60(i}2) - Store, prepare, distributeand

professional standards food safety. The Administrator
and/or designee will audit the food service areas daily
M-F x 2week, then weekly x 4 weeks and then
randomly to ensure continued compliance.

3. As part of Accura Healthcare of Pomeroy’s
ongoing commitment to quality assurance, the
IAdministrator and/or designee will report identified
concerns through the community’s QA Process.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
PREFEX {EACHDEFICIENCY MUSTBEPRECEDEDBY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSCIDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. F 812
F 690 | Continued From page 10 . F620 PLAN OF CORRECTION
Dtu m_ed the resident to her left Sld_e' StaffC l'!sed IAccura Healthcare of Pomeroy denies it violated any
one disposable cloth and used a circular motion federal or state regulations. Accordingly, this plan of
to clean the resident's left and right buttocks correction does not constitute an admission or agreement
without turning the cloth. Staff C used the same by the provider to the accuracy of the facts alleged or
cloth and without using a clean cloth surface, ;‘;l’fg‘j;";‘ﬁiﬁfiﬁ};;’; fl‘f,fé;ffﬁf‘;ﬁi’ﬁﬂfﬁ?ﬁféﬁs
Cleaned. the res.ldent S pel:mea! areafromfrontto solely because it is required by the provisions of federal
back Z times without turning the cloth. and state law. Completion dates are provided for
procedural processing purposes and correlation with the
During aninterview immediately after completion most recently completed or accomplished corrective
of cares, the DON verified Staff C failedtouse a action and do not correspond chronologically o the date
clean cloth surface to clean the resident's the facility maintains it is in compliance with the
buttocks and perine alarea. The DON stated the requirements of participation, or that corrective action
. ' [Was necessary.
staff needed education.
1. In continuing compliance with
Anundated Pericare Audit form directed staffto F 812, Accura Healthcare of Pomeroy corrected the
clean all skin areas contaminated with urine and deficiency immediately by the Maintenance Director
towipe residents fromfrontto back and place the cleaning the stove hood on 01/08/2021.
contaminated cloth in a designated bag. 2. To ensure the deficiency does not recur, the
F 812| Food Procurement.Store/Prepare/Serve-Sanitary F812 g:;rgggﬂiz%;f%;*}fgﬁ;gﬁ‘ﬁ?gf;ﬁ; r;;t‘:)%eén
SS=E | CFR(s): 483.60(i){(1)(2)
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serve food in accordance with professional
standards for food service safety.
ThisREQUIREMENT is notmetasevidenced
by:

Based on observation and staff interview, the
facility faited to maintain aclean stove hood-and
failed to serve food under sanitary conditions.
Thefacility reported acensus of 22 residents.

Findings include:

1. Initial tour of the kitchen on 1/4/21 at 10:15
a.m., revealed the stove hood filters contained a
graymaterial.thatappeared tobedustdirectly
above 6 stove burners. Staff A(cook) verified the
materiallooked like dustandthefilters needed
washed. StaffAstatedacommercial company
cleanedthe hood once-ayearand cameinMarch
0f2020. Staff Adid notknow how often the facility
cleaned thefilters.

On 1/4/21 at 11:00 a.m., the Maintenance
Supervisor verified the stove hood required
cleaning now, scheduled for monthly cleaning,
and helast cleaned itin November of 2020,

2. During an observation 1/5/21 at 10:57 a.m.,
Staff B (cook) began serving the noon meal.
Observation at 11:19 a.m. revealed Staff B's
mask slipped down under her nose. Staff Bused
herhand andpushed themask upabove her
nose. Staff Bcontinued to serve food without
washing or sanitizing her hands.

On 1nl121 at 8:30 a.m., the DON (Director of
Nursing) stated she expected acook towash her
hands after any type of contamination duringfood
service.
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L. . L1093
L1093( 58.12(1)IAdmission, transfer, and discharge L1093
. . PLAN OF CORRECTION
58.12(135C) Admission, transfer, and discharge. Accura Healthcare of Pomeroy denies it violated any
federal or state regulations, Accordingly, this plan of
58.12(1) General admission policies. gorrgction daes not hconstitute an ?dl?i§5i0n c;ll' agl:ement
y the provider to the accuracy of the facts alleged or
. Forall residents residing in a health care facilit conclusions set forth in the statement of deficiencies.
LT imb 9 h \ y The plan of corrections is prepared and/or executed
recc.alvmg reimbursement through the medical solely because it is required by the provisions of federal
assistance program under lowa Code chapter and state law, Completion dates are provided for
249A0n July 1,2003, and allothers subsequently procedural processing purposes and correlation with the
admitted, the facility shall collect and report most recently completed or accomplishqd corrective
information regarding the resident's eligibility or ?rft[?n f‘]‘i‘d ‘:g ‘Ilgtt ?I?rr]islpq?ld Chm?."log‘ca.]tlﬁ:g the date
potential eligibility for benefits through the Federal re;uizmgns ifpzﬂfcip:tjlonc’%’:.’fhﬁrf:ﬂ‘zlcﬁve S ion
Department of Veterans Affairs asrequested by (was necessary.
the lowa commission on Veterans Affairs. The
facility shall collect and report the information an 1. In continuing compliance with
forms and by the procedures prescribed by the L1093, Accura Healtheare of Pomeroy immediately
lowa commissions on veterans affairs. Where corrected the deficiency by educating BOM on
appropiate, the facility may also report such 01/ 105202,1 FY thet,Adm‘mlsltratO}(’lO“ °°“f°““g and
information to the lowa department of human reporting information on a'l residents who are
services. Intheevent that a resident is unable to eligible or potentially eligible for benefits through the
. : fuid - ; \ Federal Departinent of Veterans Affairs for resident
assistthe facility in obtaining the information, the 471 and Hike residents.
facility shall seek the requested information from 2. To ensure the problem does not recur the new
the resident's family members or responsible business office manager provided education on
party. 01/10/2021 by administratot on how to collect and
For all new admissions, the facility shall report information on residents who are eligible or
collect and report the required Information potentially eligible for benefits through the Federal
regarding the resident's eligibility or potential Department of Veterans Affaits. The business was
eligibility to the lowa commission on veterans :zt up “gth “Z"S? to the Veteran ?b""";bsm’ and
affairs within 30daysoftheresident's admission. On“(;’f;fl /‘2’82&1 mﬁ;ﬂiﬂ:ﬁfiﬁ b ¢ d?f adg’"?'mator
For residents residing in the facility as of July 1, 1 audit daile Mo for 2 y ka Ohan or k‘fS‘gnee
2003, and prior to May 5, 2004, the facility shall i audit daily M-F for 2 weeks, then weekly x 4
! y O, Al y weeks and the randomly to ensure continued
collect and report the required information compliance,
re.g?rfj.ing the resident’ s eligib_ility or potential 3. As part of Accura Healthcare of Pomeroy’s
eligibility to the lowa commission on veterans ongoing commitment to quality assurance, the
affairs within 90 days after May 5, 2004. Administrator and/or designee will report identified
If aresidentis eligible for benefits through the concerns through the community’s QA Process.
federal Department of Affairs orotherthird-party
payor, the facility shall seek reimbursement from
such benefits to the maximum extent available
before seeking reimbursement fromthe medical
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L1093| Continued From page 1 L1093
asslstance prograrm established under lowa Code
chapter 249A.

The provisions ofthis paragraph shall not
apply to the admission of an individual as a
resident to a state mental health institute for
acute psychiatric care orto the admission ofan
individualtothe lowa VeteransHome.{11,111)

This Statute is not met as evidenced by:
Based onrecord review and staffinterviews, the
facility failed to update the resident's status as a
veteran onthe Veteran' s website within 30 days
of aresident's admission to a health care facility
receiving reimbursement through the medical
assistance program under lowa Code chapter
249 A for one of four residents reviewed
(Residents #21). The facility reported acensus of
22 residents.

Findings include;

The Minimum Data Set(MOS) completedforthe
resident, showed the resident's admitted tothe
facility on11126/20.

Thefacility's Current Resident Status lacked
documentationindicating the residentwasa
veteran.

The HAWK-*Social Services Initial Assessment
v1.1-V 5dated 11/27/19 indicated the resident
was in the Military Services.

On1/4/21at4:52 PM, the Administrator said that
they didn'thave accesstothe Veteran's website
atthe time as the pravious person thatentered
the information terminated their access.

On 1/7/21 at 7:50 AM, the Director of Nursing
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L1093| Continued From page 2 L1093

(DON)saidthatthe previous Administratoror
Business Office Manager would enter that
informationintothe system. ThecurrentBusiness
Office Manager only started in December.

On11l/2108:44 AM, the DONstated she spoke
withthe previous Administrator. They stated that
they would complete the questionnaire on
admissionandthengivetheinformationtothe
Business Office Manager, thatwas responsible
forentering theinformation intothe system. The
DONtold thecurrentAdministrator whowas
going to add the resident to the Veteran's
website.
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