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! as required under State and Federal
The foflowing commion abbreviaions are used law. This plan does not constitute
throughout thls document: admission of liability on the part of
: the facility and such liability is
ADL-Activitles of Daily Living . : :
CAACars At Assessmant hmeb:y s'peclﬁcal'ly denied. The
CNA- Cartified Nurse Alde gubmission of this plan does not
DON- Diregtor of Nursing constitute agreement by the facility
MDS- Minimum Deta Set that the surveyors® findings or

NSA-Nutrition Support Asslstant

RN-Registered Nurse conclusions are accurate, that the

findings constitute a deficiency or

Logs tﬂom nimnly uaadﬂabbrevlaf{ons will be that the scope or severity regarding
annotated In each deflciency. ' o e
F 170 | 483.100)(1) RIGHT TO PRIVACY - e 170| the c}cﬂmenmes cited are correctly
8=k | SEND/RECEIVE UNOPENED MAIL appliod.
The rasldent haa the right fo privaay i writtan
aommunlcations, including the right todseﬁd and
rofnptly recaive mall that ls unopenad. o 10
PromPRY b F170 — The facility has put up a mail Hidn2
box and contacted the Post Office to
This REQUIREMENT Is not met as ovidenced start recelving mail af the facility on
by: Saturdays, Activities will deliver
Based on resident and steff Interview, and mail to the residents on Saturday.
Interview with post offios personnei, the facllity inistrator or desi i1l
falled to deliver mail to resldents on Safurdays. Admim‘sim (11101 dfsxgn T’B Wﬂd
The findings ware: montor weekly X 4 weeks an g
monthly thereafter. Results will be
During an Interview on 1412 &t 1 PM two sample taken to QA&A for further review
rasidants (8, #32) and twelve non-sample and analvsis
residents (1, #3, 5, 47,9, #11, #17, #8, ? aLysis.
24, #26, 27, #30) slated the facllity fallad to
daliver madl to resldents on Saturdays. Intarview
with post office personal on 1/28/12 at 2:38 PFM
tavealad the post office deliverad mait on
; Saturdays to the community, The residents stated
By DATR
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Continusd Frem page 1

they wanted to racelve thelr mail on Saturdays
[fika other residants of the community. interview
with administrative assistant #1 on 1/4/12 at 3:10
PM revealad she pickedup the mail aach day ch
Manday through Fridey, but not on the weekends,
She confimed the Saturday maft was dellvarad to
rasidents with thes Monday matll.

483.15(H(1) ACTIVITIES MEET
INTERESTS/NEEDS OF EACH RES

The facillty must provide for an ergeing program
of sctiviilea desighed to mest, In accordance with
the comprehensive assessment, the inferests and
the physical, mental, and psychiosoclal well-belng
of each resldent,

This REQUIREMENT s not met as evidanced
by
Based on resident Interview, staff Inferview, and
review of the fecillty activity calenders, the faclity
falled to offer adequate meaningful sctivities to
realdents on Sundeys. The findings werea:

Ravlew of the Septemizer, Oclober, Novelnber,
Dacamber 2041, and January 2012 activity
calendars showad, with the exception of
Dacamber 11th of 2011, church was the only
activily provided on Sundays, Durlng an Intarview
on /412 at 1 PM with twe sample residenis ( #8,
#132) and twalve non-sample raskients (#1, #3,
B8, BT, B9, 9, #17, 18, #24, #26, #27, #30),
the resklents revealad the faclily fatled to offer
adequate aotivities to residents on Sundays, Tha
regidants statad that church services were the
only activitles offerad on Sundays, and additional
aotlvities ware preferred. They furthar stated thet
rasidents who chose not te attend church

F 170

F 248

Resident Council meetings, the
residents will be asked if they are

F248 — The facility does and will | 02/05/1

offer activities on Sunday. The
facility will be offering & morming
activity and church service in the
afternoon, Attendance will be taken
at Sunday morning activities and
facility will follow up with residents
on Monday to ensure that their needs
are being met. At the monthly

satisfied with the activities offered
and snggestions and ideas will be
discussed. All results will be taken .
t0 QA&A for further review and
analysis.
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A facility must oonduct a somprehensive
assassment of a resldent withit 14 days after the
facllity determines, or should have datermined,
that thare has baen a slgnificant changys in the
resident's physical or mental congilon. (For
purpese of this section, a significant change
means a major decline or improvement i the
rosidents status that will not normally regolve
Kself without furthar Intervention by stalf or by
implementing standerd disease-related clinloal
tnterveniions, that has an impact on more than
one area of the residants health status, and
requltes intardisciplinary raview or revislon of the
gare plan, or both.)

This REQUIREMENT Is not met as svidanced
by:
Basad on observatlon, medical racord review
and staff Interview, the faoility falled to ensure
significant changs MD8 sssesaments wers
complated for 2 of 4 sample residents (715, #19)
whe required that typs of assessment. The
findings were:

Review of tha 871611 admissich MDS
assessment for vesident #15 showed sihe had
the ablifty to eat Independently, required

(X4) 1D SURMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (49)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (HACH GORREGTIVE ACTION BHOULI BE ODMPLETION
TAG REGULATORY O L8C IDENTIFYING INFORMATION) TAG CROBB-REFERENCED T0 g%r: APPROPRIATI DATE
sevices did not have any alternative on Sundays, y ; -
interview with tho eofivily dirsotor on 1/6/42 at 9 completed on Resident #15 on
AM ravoelad the facillty falled to routihely offer January 67, 2012 and the care plan
aothﬁlﬂes ;Eger th&;‘g ct’;urf:h crltl ﬁugdays. Sth?:i also updated to reflect these changes. A
confirmed the resldent councll had requeste Y. P o]
addttional Siinday sctivities durlhg the facility's significant chelmgelfgr resident #19
mock survay between t0/17/11 aad 10/20/11, was ljlot.oon}p eted due to
F 274 | 483.20(b12)(11) COMPREHENSIVE ASSESS F 274 hospitalization and subsequent:
58=0 | AFTER SIGNIFICANT CHANGE death. The MDS coordinator will

identify residents who may require
a significant change in status MDS
during medical clinics and/or by
interview with direct care staff,
Daily nursing huddle will
incorporate discussion of potential
changes in condition and these
residents will be monitored by the
MDS coordinator for the possibility
of significant change in condition.
Inforration will be brought to the
weekly care plan team mectings o
review for potential significant
changes. DON will audit at risk
residents (identified by medical
clinic, staff interview and daily
mirsing huddle) for necessity of
significant change and accurate
completion of MDS, Audits will be
done, using audit tool on # minimum
of one resident weekly x 1 month if
no recurrence of deficient practice
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sUpsrvision with bad moblilly and transfers, and
walkad In histher room with imlted saslstance.
This review alse showed the resident's balance
during fransitions and welking was assessed 28
"not gtaady but able to stakiiize without human
asslstance,” Revlew of the resldent's 11/09/11
guarterly MDS agsessment showead the following
changes had coourred: There was svidencs of
acute changas In mental status, The resident
requirad axtensive assistance with bed moblllty,
transfars, walking In hisgther room and aatlng,
This review glzo showad the reslkdant's balance
auring fransittons and walking was asssssgd as
"not steady, only able to stabllized with human
asslstanse." According to the care plan gn
approach dated 12/12M1 dirented staif to provids
total ADL care and enceurage particlpation with
tesk sagmentation. Reviaw of the CNA ADI,
tracking forms for September, Ogtober,
Novembar, and Decambear 2017 showed the
resident bagan to reculre exienslve asslstance
with ADLs on £1/1/11 and this level of
dapandence was unhchanged thereafter. On
178712 from 10 to 10:30 AM GNAs #2 and #4
were observed with the resldant and provided
extensiva assistance with transfer, bathing, and
dragsing. tntarview with the GNAs at that time
verified the Information on the CNA ADL. tracking
forms regarding the resident's need for ADL
agsistance, During an Interviaw on 1/4/12 at 4:20
PM, the MD$ coordinator stated that even though
the resldent's mebility was affected after afhe
fractured hisher hip en 12/4/11, the 811711 MDS
asgegamant was not an acourate assessrnent of
the resldent's status In August 2011, She further
stated she should have completed a significant
change assessimant or corected assessmani
Instead of the 11/8/14 quarterly, because the

months to ensure compliance. DON
will report to QA monthly.
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Continued From page 4

CAAs ware hased on the 8H7/11 assessment
and did not contain Informettion regarding the
reaidetit's current needs and strangths,

According to the care confarence dosumentation
a 6/30/11 significant change MDS assesament
wat completad for resldent #19 dus to & decling
fn communiloation, cognition and ADLs. Review of
the 8130111 significant change and 8f26/11
quarterly MDS assesamenta showed the resldent
functioned independently In the areas of bed
rrichillty, transfars, and walking with & walker,
This raview showed the resldent was unateacly
when moving from a seated to standing position,
but his/her balahoe was ateady durlng transitlons
and walking. This review slso showed staffs
assesement of the resldanf's mood was no
“symptoms" present. Review of the 12/28/11
quartetly assessment showed tha resident
required limited and extensive assistance with
ADLs, balange during transition and walking was
unsteady, and threa symploms related fo mood
were assessed, Actording to the CNA ADL
tracking form the resldent requlred extensive and
limited assistance with all ADLs In Novermber,
Dacamber, and January 2011, Durlng an
interview on 1/6/12 at 7:46 AM CNA #4 siated the
resldent had required extenslve asslstance with
ADLs for over a month, mostly due to cognitive
decling, Durlng an Interview on 1/5/14 at 440 PM,
the MDS coardinator stated the 12/28/11
guarterly MRS asssssment shoukl have been a
significant change sesassment due o the
changes In the resldent's ¢condition from
Septembar to Decembar 2014,

A483.26(a)(3) AL CARE PROVIDED FOR
DEPENDENT RESIDENTS

F 274

F 312
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A resldent who Is unable to carry out activifies of
dally living recslves the necessary ssrvices to
faintain good nuteition, grooming, and personal
and otal hyglena, '

This REQUIREMENT s not met as avidenced
by:

Basgad on observaticn, medical record review,
anhd staff and resident intarylew, the factity falled
fo snsure ADLs were completed during random
ohaervationa for sample resident #32 and
non-sample resident #6 who requlred ssslstance
with ADLs, The findings were:

1. Raview of the 10/23/11 care plan for ADLs
showed non-saimple resldent #6 was unmotivated
to paiform self care, and that staff were to
ahcourage tha restdent to be Indapendent with
ADLg and provide assistancs when nesdead.
Ghsarvafion on 1/3/12 at 7:30 AM showsd the
tesldent was whealad to his/her room afler the
breakfast meal, The ragldent was noted to have
dark, thick halr growth an his/her neck below the
chin, Interview with the resfdent cn 1/5/12 at 8:43
AM revealed sihe wished staff would shave the
beard growth [h & mes timely manner. She
revealed staff wers supposed to shave tha hair
grawth when sthe was glven & shower twico a
waek, The resident stated they often times
"nassad the buck® and dld not shave the
ragldonts chinfieck, The resident further stated
hisfher shower days were iMondays and
Thuredays, end sfhe was unable to shave withoui
asslatance, The resident revealed sfhe recelved &
shower on Monday 1/2/12, and was not shaved,
Whan asked the [ast time s/he was shaved, tha

X4 D BUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF QORRECTION (P)(B)
RREFIX {EACH DEFICIENCY MUST BE FREGEDED BY FULL PRERX (EACH CORRECTIVE ADTION BHOULD BE COMFLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) GROBS-REFERENGED TO THE APPROPRIATE DATE
HEFICIENG'Y)
F 312 { Contiued From page b F 349 F312- Resident #32 — will use Liko |02/01/12

“Comfort Sling” as well as custom \
wrist support strap to support her
affected side during transfers,
Resident #32s primary staff has
been educated in the use of the
comfort sling/support strap
combination for transfers as of
1/27/12. All hemiplegic residents
and residents that require limb
support, which require a sif to stand
1ift will use the Comfort Sling and
wrist strap to support the affected
side. These residents will be
identified on the plan of care and the
direct care staff daily cate sheet,
Staff will be educated on vse of
comfort sling/wtist support for
residents who need limb suppott,
Charge murses will have authority to
implement use of this combination ag
necessary and update in the plan of
care. All direct staff will be trained
in nse by 2/1/12. Visual audits of
hemiplegic residents using the sit to
stand lift will be done once weekly x
1 month if no recurrence of the
deficient practice will monitor once
monthly x 3 months to ensute
continued compliance. DON will
report to QA monthly
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rasident responded [t had besn mora than a
woek, Observatlon on 1/6/12, a Friday, af 9:08
AM showed the reslkiant rematnad Unshaved,
Interviaw at that time with the realident stated the
shower was glven the grevious evaning, howaver,
the gldes did hot offar to shave him/her, [nterview
with CNA#3 on 1/8/12 at 0 AM raveaded men and
women who heeded assalstance with shaving
werg provided the cate when showed or bathad,
She further varlfled |t was the responslbillly of all
CNAS to notloe if & resident was hot well greomed
and provide or asalet with the necessary
grooming.

2. Reviaw of the madical record for resident #32
showsd sfha hed disgnosas which included old
cerebral vascular accident with right skded
hemiplegla (Immobllilly), Review of tha resitient's
21614 annual MDS aasessment showead &/he
requlrad exienslve assistance of one staff
member for transfers, and had impalred rangs of
motion fo both the upper and lower bedy on one
sice, Review of the care plans for the resident
showed etaff was required to use the sitfstand It
for transfars, and support and pretect the
resident's right arm, The following concsme were
notad;

a Qn 3012 at 8:40 AM, CNAa #t and #2
were obearved Using a mechanlcal It to provide
the tolleting assistancs the resident needed,
CGontinued observation revealed the aldes did not
support tha resldent's right arm at any tme during
the transfers o and from the bathroom or while
the resikiant was posltioned on the bathoom
somimede,

b, Interview with CNA 2 on 1/6/12 at 4:45
P revesled tha CNAs knew the resldant's care
plan direoted them to support the resldent's arm

4 [ SUMMARY 8TATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION 8
PREFIX {EAGH DEFIZIENGY MUST BE PRECEDRED BY FLLL PREFIX {EAQH GORREOTIVE AGTION BHOULR BE GAMPLETION
TAD REGULATORY OR LEC IDENTIFYING INFORMATION) TAG OROBS.REFERENGED TO THE APPROPRIATE DATE
PEFICIERGY)
F 812 | Qontinued From page 6 F 342| Resident #6 has purchased electric | 02/01/12

razots to assist in self care of facial
hair removal. Resident #6 will be
encouraged to shave herself., If
Resident #6 does not wish to perform
her own factal hygiene, staff will
offer to shave her, if consent
obtained from resident, staff will
shave her at bath/shower times at
least 2 times weekly- more often if
indicated due to hair growth. All
residents male or female (as
indicated) will be offered assistance
with facial hair removal at bath times
and/or as ngeded. Ifmale (or
female) residents require daily shave
this will continue to be done daily at
AM/ HS cares. All divect care staff
has been informed of this '
requirement as of 1/25/12. Visual
audits of resident’s facial hair will be
conducted by DON or designee
weekly x 1 month. If no recurrence
of deficient practice will monitor
once monthly x 3 months to ensure
compliance. DON will report o QA
monthly
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(4} 1D SUMMARY STATEMENT GF DEFICIENCIES o mn _ PROVIDER'S PLAN OF GORRECTION e
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F 312 | Comtinued From pags 7 Fai2
during transfer, but thay falled to do ton the
113112 observation due to hervoushass,
F 371 483.35()) FOOD PROCURE, F 871 F37] — The facility has installed an | 01/25/12

58=E | STORE/PREPARE/SERVE - SANITARY

The facility muat -

(1) Procure food from sourges approved of
consldered satisfactory by Fedaral, State or focal
aithorilies; and

(2) Store, prepare, distribute and serve food
undar sanltary condifons

; This REQUIREMENT s not met as evidanved
; by
E Based on observation and staff Intarview, the
faciity falled to ensure the ice maching operated
in a safe and sanitary manner, Tha findlnga were:

Obaarvation on 1/3/12 at 10:56 AM ravealsd the
draln ling hose from the iee machine localed hear
tha DON's offlce was resting on the floor witheut
@ hoge connaotion backfow preventer to pravent
! the backilow of llquld meter’als and sotential

i contamirants Into the machine. Random

; observations during survey from 1/2/12- 1/6112
showad ice from thlg inachine was used In
resldent beverages, (ntarview with the
maintenance sipervisor at that time revealed he
dig not realize the attached draiit line hose wee
not designed to prevent nackfiow contamination,
According to Food Coda 2009, U.S. Publis Health
Sarvige, 5-203.14; *A plumblhy aystem shall be
installed ko pracihide backflow of a solld, liguld, or
gas contaminate o the water supply system at

|review and analysis.

air gap on the ice machine to prevent
backflow contamination, An audit
will be conducted of all food areas fo
ensure proper back flow prevention
isin place. Maintenance will
monitor monthly or when any repairs
are needed in those areas., All resulis
will be taken to QA&A for further
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each polnt of use at the food establishment by..,
{A) Providing an alr gap as spaclfled Under
5«202.13 or (B) Installing an approvad backilow
pravantion device as spacified under 5-202,14.7
According to Food Code 2008, U8, Public Health
Bervive, 5.202,14: "A backflow ar backalphonage
pravantlon device Installed on a watay supply
gystem ehall meet American Sacloty of Sanhitary
Engieering (A8 5.E) standards for cohstruction,
installatlon, meintenance, inspection, and teating
for that spealfic application ard byps of device,"
483, 76(m)(1) WRITTEN PLANG TO MEET
EMERGENCIES/BISASTERS

The favility must have detalled wrilten plans and
proveduras to maet all polentlsl smergsheles and
disasters, such as flre, severe waather, and
missing residents.

This REQUIREMENT 15 not met as evidenced
by:
Basad an review of policles and procedures and
staff Intarview, tha faollity falled to ehsura a plan
for svacuation was developad and implemsnted
in their disaster preparedhess program, The
findings wore:

Aveview of ihe fadilly's disaster plan and
emeigancy policlas and provedures revealad
issuge regarding an evacuaiion plan had not
bwen addressed, Interview with the malntsnance
supervisor and adminlstrator on 1/6/12 at 4 PM
confirmead the tack of an evacuatlon plan and
exprassad the neaded for this to be added to {helr
overgll disaster preparedness program,

F 371

#6817\ E517 - The facility will ensure that | 02/07/12

there is an appropriate policy and
procedure for evacuation. of the
facility. The Administrator ot
designee will update the evacuation
policy and procedure. Staff will be
educated on 2/7/12 about the
evacuation procedure. The Safety
Committee will review the
evacuation procedure quarterly x 1
year and antmally thereafter. Results
will be reported to QA&A for further
review and analysis.
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