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C 000 Initial Comments ; | C 000
|
Licensure Comipliance lnﬁ!ecﬁon and follow up to
the licensure compljance spection completed
10/22115.
. . . |
Administrator: Terrie Hubnqrd
County: Franidin !
Number of Procedure R hms: 3
I
The following violations afe issued as a result of
the Licensure Compliance Inspection and follow
up visit completad on D3/p5/17.
C 104, O.A.C. 3701-83-03 (F) Geverning Body C 104 C 104 - Governing Bady 0411012017
The HCF shall have an identifiable governing 1. This deficiency wi ;
. . v will be corrected with
body responsibie for the Ilowmg- the following measures:
{1) The development and Implementatlon of a. Govemning Board will evaluate
policies and procedures gnd a mission statement the Quality Assessment program during
for the orderly developmgnt and management of meetings.
the HCF;
(2) The evaluation of the HCF's quality 2. The following measurgs have been
assesment and perfo p improvement taken to ensure the deficiency does not
program on an annual bajis; and recur:
(3) The develop dlnintenance of a a. A template has been created to
e development andnainte .
disaster prep Iness plan, including evacuation notate the evaluation of the program.
procedures. |
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C 104| Continued From page 1 C104 |C 104 - Governing Body 04/10/2017
| (Continued)
1
| 3. The performance will be monitored to
! ensure solutions are permanent through:
This Rule is not met as eyidenced by: a. Meeting minutes will be kept in the
Based on Go\'eming Bbd ! Meeﬁng Minutes Quality Assurance binder Whlch IS
review and staff interviewlit was determined the reviewed monthly as part of the monthly
facility failed to evaluate the quality assessment inspections.
and performance improveiment program annually. ) ]
This could potentially affept all clients served by 4. This deficiency was cotrected on
the facility. There were 2H34 procedures April 10, 2017
performed in the calendayiyear 2016.
Findings include: ’
Review of the minutes { n the tast Goverming
Body Meeting of 121 7/14failed to show evidence
of an evaluation of the fadlity's quality
assessment and performance mprovement
program, nor was an evalpation completed in the
calendar years 2015 and p016. Documentation
provided by the facility nofed a meeting had teen
held on 12/08/16 and the fuality assessment
program was reviewed, bgt not evaluated by the
governing body.
This finding was confi with Staff A at 12:54
PM on 0311517 I
C 114 O.AC 3701-8307 (A} P 'I'It Care Poficies C 114 C 114 - Patient Care Policies 04/10/2017
The HGF shall developfa follow comprehensive 1. This deficiency will b mected with
and effective patient care " plicies that include the ﬂ; P :IS ercien Y .e ce
following requirements:. | e following measures:
i [ a. Policy & Procedure manual has
{1) Each patient shali be [reated with been updaled to reflect patient care
g?nﬂi;geragom respect, ang full recognition of policies including the right to privacy,
'gnity an | fidentiality.
individuality, including pridacy in treatment and refusal, and confidentialty
Ohio Department of Heallh
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C 14| Continued From page 2 C 114 € 114 - Patient Care Policies 04/10/2017
{Continued)

personal care needs;

{2) Each patient shal[
withdraw consent for

{3) Each patient shall ha
medical record, unless

reasons;

shall be kept in confiden

(6) Each patient shall re
detailed explanation of fa

restricted by the at!endm'

(4) Each patient's med o | f

: i\lte, if requested, a

an itemized bill for services received.

it hysman for medical

_access to his or her
is specifically

lity charges including

2. The following measures have been
taken to ensure the deficiency does not
recur:

a. Staff training has been scheduieci
for Wednesday May 3, 2017 to review
changes to the Policy & Procedure
manual.

3. The performance will be menitored to
ensure solutions are permanent through:
a. The Governing Board will review
the Policy & Procedure manual on an

annual basis.

4. This deficiency was corrected on

April 10, 2017.

This Rule is not met as eyidenced by:

Based on review of the fagility's policy manual

and interview, the facility fhiled to develop

comprehensive and effec§ve pafient care policies

which included how patierfts should be treated,

the right to refuse or withdgraw treatment, the right

to access his/her medical |ecord and the right to |

receive a detalled explandtion of facility charges.

This could potentially affegt:all clients served by

the facility. There were 2 procedures

perforrned in the calendaryear 2016.

Findings inchude

The facility's Policy Manuyl was reviewed. The

manual did not contain pojicies that included

(1) Each patient shall be feated with

consideration, respect, an full recognition of

dignity and by ‘
Ohic Department of Health |
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C 114 Contihued From page 3; C 114
Individuality, including prl z 'y in freatment and
perscnal care needs; ‘ ’
{2) Each patient shall be owed to refuse or
withdraw consent for trea lent;
(3) Each patient shall hav access to his or her
medical record, unless a cess is specifically
rastricted by the attendin 0 ﬁhys:c:an for medical
reasons; NN
{4) Each patient shall recgve, if requested, a
detailed expianation of fagility charges including
an iternized bill for services; received.
On 63157 at 1:11 PM, 1 e findings were shared
with Staff A and confirmed .i
Accountability b
Each ASF shall: i . 1. This d(.aﬁmency will be comrected with
i the following measures:
(1) Provide adequate spade, equipment, and staff a. The expired medication was properly
for storage and the admin stration of drugs in dispused of.
compliance with state andffederal faws and b. New medication was stockedto
regulations. : . !
! replace the expwed supply. |
{2) Establish and :mp!a it a program for the
control and accountability bf drug products 2. The following measures have been
throughout the facility andjmaintain a list of taken to ensure the deficiency does not
medications that are al available. recur:
' a. Monthly Medication expiration checks
will be completed.
Egi:el;me if)snm mtiEt ase pd?:ced bl;::h facility 3. The performance will be monitored to
on observation andinterview, the facili . .
failed to ensure medicatiogs available for patient ensure smuu?ns ar-_e perr:ante_nt f:roush'
use were not expired. Thig/could potentially affect a. Inspections will be keptin the
all clients served by the faility. There were 2,434 Inspections binder for review.
procedures performed in tie calendar year 2016. b. Binder wilt be reviewed every month.
1
Qhio Department of Health '
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[
C 231 Continued From page 4 ‘ | C 231 C 231 - Drug Control & Accountability 03/31/2017
i (Continued)
Findings include: |
gs inclu \ I . 4. This deficiency was corrected on
Altour of the facility was chaducted on 03/15/17 at March 31, 2017.
8:46 AM. The recovery ropm was observed with
six boxes of Epinephrine §mg (0.1mg/mi}), Lot
#54-439-DK, with an expigation date of 03/01/17.
\
The findings were sharedwith Staff A on 03/15/17
at 8:51 AM and confimmed
C 255 O.A.C. 3701-83-21 (A} - () Medical Records €255 | C 255 - Medical Records 0313172017
Each medical record req | by paragraph (A) of : . il cted with
rule 3701-83-11 of the Adjninistrative Code shall I Tfh;f’ deficiency will be corrected Wi
contain at least the followfpy information as the following measures:
applicable for the surgery o be performed: a. The Health History chart paperwaork
o I has been updated to reflect any issues of
{A) Admission data: (1) Npme, address, date of concern with a patient's family history.
bisth, gender, and race crijethnicity; (2) Date and
{ime of admission; and '{(J) Pre-operative )
diagnosis, which shall be fecorded prior to or at 2. The following measures have been
the time of admission. ' | taken to ensure the deficiency does not
Pl recur:
;:JB) Hist([:ary a"g?:;f‘ d"_'at":]" ?atat:li“i{ed a. Chart reviews wilt be conducted to
ersonal med istory, jncluding but not iimi . .
o allergies, cument mediditions and past ensure that charts are filled out in their
adverse drug reactions; () Family medical entirety.
history; and (3) Physical jexamination.
o 4 15 : diatrist 3. The performance will be monitored to
{C) Treatment data: ( hysician's, podiatrist’s otuti re nent through:
or dentist’s orders; (2) Plysician's, podiatrist's or ensur?;: it 0\:;: ‘Eﬁr;;ause dio 9
dentist's notes; (3) Phydician assistant's notes, | a Lhartreviews w )
if applicable; (4) Nurse'sihotes; (5) identify any issues, with proper corrective
Medications; (6) temperafure, pulse, and action being taken in terms of retraining
respiration; (7) Any specil examination or or disciplinary action.
report, including but not tigited to, x-ray,
taboratory, or pathology & - (8) Signed ] .
infonnedryconrsz?'lt fci?rg: 11y Evidt(an)ce o% 4. This deficiency was corrected on
! March 31, 2017.
Ohio Department of Health ‘ | }
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C 255| Continued From page 5‘ ' ! € 255
advanced directives, if ap| u':abla, {10) Operative
record; (11) Anesm&ma zord, if applicable; and
{12) Censuitation recun‘i applicable.
(D) Discharge data: (1) final diagnosis; (2)
Procedures and surgeriegperformed; (3)
Condition upon dsscharge {4) Post-treatment
care and instructions; and| {€) Attending
physician’s, podiatrist's orjdentist's signature
(E) Other information reqlfired by law.
| H
This Rule is not met as eyidenced by:
Based on medical record wew and interview,
the facility failed to ensure |1':=m'ul§gr medical h;sl:ory
information was obtained for ten (Patients #1, 2
3,4,5,6,7,8,9 and 10)[F of ten medical
records reviewed. This cald potentially affect all
clients served by the facilfy. There were 2,434
procedures performed in calendar year 2016.
Findings include;
The medical records of P4lients #1 - #10 were
reviewed. The records did|rot contain a family
medical history.
The findings were shared|with Staff A on 03/15/17
at 10:41 AM and confirm d.
The agency's Medical Regords poficy, which is
awaiting approvat from Govermning Body, was
i reviewed. The poticy staidd the medical records
shall contain family medi Il history.
:
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