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s8= | MAINTENANCE SERVICES The facility must provide housekeeping
and maintenance services necessary to
The facllity must Qrovlds housekesping and maintain a sanitary, orderly, and
malntenance services necessary o maintain a comfortable interior.
sanitary, orderly, and comfortable interior.
Tk.m maintesiance supervisor will contract | 11-22-13
This REQUIREMENT Is not met as evidenced with a professional carpet cleaning
by: company fo do a thorough cleaning of the
Based on observation and staff Interview, the carpet in the front foyer, and nursing
faclity failed to ensure haliway capets were hallways North, South, Fast, and West!
clean for 4 of 4 (North, South, East, West) biannually.
resident hallways, The findings werg:
' In addition the housekeeping staff will do | 11-29-13
The following concerns wera noticed regarding spot cleaning of carpet as needed and
the cleaniiness of the carpet indicated, All staff will be notified of the
&, Observation on 10//13 at 10:30 AM ; app“’prf‘at" work order process to report
showed the hallway outside of the dining area areas of concern for spot cleaning to the
had multiple blackened spots on the carpet. hqusekeepmg supervisar.  This process
Obsarvation on 10/3/13 at 9:20 AM revealed the | will be handled via mailbox in-service.
| hallway oltside of the dining area continued to be :
dirty, with multiple blatkened spots on the carpet. The housekeeping department will add 11-22-13
During an interview with the housekesping the foyer and nursing hallways North,
directar at that time, he stated the carpets were South, East and West to a monthly
difficult to clean because théy were old end in shampooing schedule
need of replacement. He staled tha maintenance ' )
g:;eggq;rigg?nded to remave all carpef and change Castle Rock Hospital District recognizes  |ded=1%~ "J / ,)’L/ / L/
b, Observation on 10/3/13 at 9:15 AM showed | the need for carpet replacement and has '
the edges of the carpets closest to the nursing been awarded a 6" penny Bond funding to
station (where the carpet ended) for the North, do so. The preliminary Bond process has
South, East, and West resident hallways had dirly been initiated and the maintenance
blackened edyes. Observation on 10/3/13 at 9:40 supervisor will ensure completion of
AM showed the South resident hallway carpet carpet replacement entirely in  above
had multiple faded areas from &nd to end. slated areas as soon as funding and the
. Observation on 10/3/13 at 11:05 AM of the legal procedural pracess allow _
North resident hallway carpet showed there were +h P Cort s Sﬂcj ms 70 ol{f,,_/ Aos /; @
raultiple dirty darkened areas from end to end. In s H g W KQW éh,b iy yA f _7 e ;«ff[’cz’/@
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Any deﬁclency statemant anding with an asterisk () dencles a deficlenay which the instiiulion may be axcused from correcling providing it Is dafarmined that
other safeguards provide sufficlent proteciion lo the pailents. {Ses instruclions.) Excep! far nursing homes, the findings stated above are disclosabla 90 days
following the dale of survey whether or not a plan of corraction 1s providad, For nursing homes, the above findings and plans of corfeation st disclosable 14
days following the date these documents are mada avaitable to the facility. If deficiencies ara oited, an approved plan of carrection is requisite to continued

program pardicipation.
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A reglstered nurse must conduct or coordinate
each assessment with the appropriale
participation of health professionals.

A reglstered nurse must slgn and cerlify that the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

Under Medicare and Medicald, an individual who
willfully and knowingly certifies a material and
false statement In a resident assessment is
sublect to & civit money penalty of not more than
$1,000 for each assessment; or an Individual who
wilifully and knowingly causes anothar individual

tinvolved staff and gather input from

X4} 10 SUMMARY STATEMENT OF DEF|QJENCIES D PROVIDER'S PLAN OF CORRECTION o5y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL FREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
-~TA@ ~|  REGULATORY OR LEC IDENTIFYING INFORMATION)..__ | ___TAG . _{. ﬁcﬂps;rﬂﬁasﬁuggg%g gg}eappnopnwe | oAt
F 253 | Continued From page 1 F 253; Reference Tag F278
addition, there were two tears In the carpet The assessment must accurately reflect
oulside of resident rooms #1 and #2. The tears the resident’s status,
wera straight across the hallway over most of the
Width Uf “:le ha"way Wh"e U‘IE tﬁﬁrs did ﬂDt PQSE A registered nurse must Cﬂndllct or
2::3232’0??; 2;‘:;5;3?:&2&; tefgp ped dirt and coordinate each assessment with
d. During an interview with the maintenance n};gfret;gir;::;sparticipntmn of henlth
director oh 10/3/13 at 10:40 AM, he confirmed the P :
vaipets could not easily be cleaned because they . .
were old and damaged and needed to be A registered nurse must sign and
removed. He also stated the facility plannad to certify the accuracy of that position of
replace the carpets with a non-carpeted surface. the assessment,
Haowever, he confirmed the facliity did nothave a
specific plan or timeframe to remave the carpet Each individual who completes a
E 978 zgg ;%P(If?;ce(};’igggjsnsgwaNT £ 278 partion of the assessment must sign and
200g) - _ certify the accuracy of that portion of
58=0 | ACCURACY/COORDINATIONICERTIFIED the assessment.
he asses t must acourately reflect th e
Iasidenl‘as Ss{g;g mu y refiectine The facility will assure the accuracy of 12-2-13

the Minimum Data Sets (MDS) for the
residents. Thiz  standard will be
accomplished by the following: (including
but not limited to):

The MDS coordinator will provide
assessments that are reflective of the
characteristics of the resident’s physical
health, functional abilities, cognitive
functioning, psychological state, social
well-being and past or current use of
formal services, This is a
mullidisciplinary team approach and the
MDS coordinator will coordinate with

disciplines such as social services,
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to certify a material and false statement in a
resident assessment is subject to a civil money
penally of not more than $5,000 for each
assessment,

Clinfeal disagresment doas not constitute a
material and false staterment.

This REQUIREMENT is not met as evidenced
by:
Based on observation, medical record review
and staff interview, the facility failed o enisure the
accuracy of Minimum Data Set (MDS)
assessments for 1 of 2 sample residents (#22)
assessed as having a restraint. The findings
wers:

Parlodic observation of resident #22 on 9/30/13,
10/1/13, and 10/2/13 revealad the placement of a
Lap Buddy (a restraint) on histher wheelchair on
each of those days. Revlew of the resident's
guarterly MDS assessment dated 7/17/13
revealed the resident was assessed as using this
restraint "less than dally.” Interview with the MDS
coordinalor on 10/3/13 at 10:45 AM revealed the
assessment of the restraint as used less than
daily was an error and the restraint was used on a
dally basis for this resident.
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rehabilitation,

Resident # 22 and one to three other
residents will be audited quarterly for
accuracy on the MDS using the MDS
coding audit tool. The focus of the audit -
will include accuracy of restraint use
along with accuracy of reporting in
sections G1, G5, J135, J16, and P1.

The results of the quality monitoring tool
will be reported to the Quality Assurance
Committee quarterly.

The Director of Nursing is responsible for
complisnce of the above standard.
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