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! survey was prompted by complaint Intakes

| WYD0001969 and WY0B002000.
I The following common abbraviations are used
‘ throughout this document:

ADLs - Activities of Dally Living

+ CNA- Certifiad Nuraa Alde

{DON- Director of Nursing

MDS- Minimum Date Set

l.ess commonly used ablbreviations will be
annotated in sach deflclency.

483.15(a) DIGNITY AND RESPECT OF
{NDIVIDUALITY

The faclity must promate care for residents In a
manner and In an environmant that maintalns or
enhances each resident's dignily and respectin
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced

Based on ohgervation, medisal record raview
and staff intarview, the faoility falled o promots
dlgnity for regidents #15, #49, #88, #87 during
random obsarvations, The findings were:

1. Review of the 3/5M5 quarterly MDS

i assessment showed resident #87 was rarely able
i to understand or be understood. Further review

‘ showed the resldani required extensive
assistance with ADLs and bathing. Observation

0n3I1W)y1}AMand 3M9M16 at 1:12

F 241

. Preparation and/or execution of this plan of|
. correction does not constitute admission or

;. The Staff Development
: Coordinator(SDC)YDesignee will conduct ax

agreement by the provider of the truth of th(r
facts alloged or conclusions set forth in the

statement of deficiencies, The plan of
correction is prepared and/or executed solsly
beganse it is required by the provisions of |
federal and state law. '
This plan of correction serves as the facility’s
allegation of compliance.

F 241

Corrective Action

Resident #87s seat belt was cleaned proper

by facility staff members on/before the date

compliance,

Resident #68's seat belt was cleaned properly

by facility staff members on/before the datelof

compliance. Additionally, the resident’s soiled
Ii

\
of

clothing was removed and cleaned,
Resident #15 was bathed on/or before the d
of compliance, by the unit's bath Aide.
Resident #49°s shiri was changed and cleamsd
by facility staff members,

]

1D of Others
The Director of Nursing (DON)/Designee will
conduet a review of all facility bathing lists fo
ensure each resident has been bathed
according to resident preference and facility)
protocols. The audit will occur on/before thg
date of compliance,
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PM showed the resldent was seated ina
halt was solled with dried stuck on food and

was in need of cleaning, and the masldent was
incapable of claaning it without asslstance,

2, Revisw of the 2/25/15 annual MIDS

assessment showed rasident #68 raguired
axtensive assistance in the areas of dressing,

lap belt the resldent wore while seated in the
whaelchalir. Interview with the DON and

ataif were responsible to acknowledpe these

cleaning and changing solled articles.

3. Review of the 12/1/14 quarierly MDS
assessment showad resident #£15 required

*SSC - Resldent Bathing Type by Day Chart”

(10 days). Interview with tha adiministrator on
resident had not baan showered since 3//15,

baing showerad was unacceptable.

showed the rasident required extensive

wheelchair with a sallad lap belt in place. The lap
debris. Interview with CNA#1 verlfied the lap belt

hyglane, and bathing. The residant was observed
on 3718415 at 11 AM and on 31815 at 1:13 PM,
and at.3:30 FM with crumbs and bits of food on
her clothing and dried on food and debris on the

: aciminlatrator o 3/49/15 at 4:30 PM verified the
types of needs for residents and help them with

extensive assistance with bathing, Review of the

showad the resident recelved a shower on 3/8A65
and had, as of 3/19/18, not recelved ona since

319/15 at 4:22 PM verified with the bath alde this
The administrator further stated 10 days without
4, Review of the 12/6/14 significant change MDS
assessmant showed resident #49 was raraly able

o understand or be undarstood, Review further

assistance with ADLs and was totally dependent
upon staff for bathing. Observation on 3/16/15 at

Xy | BUMMARY STATEMENT OF DEFICIENCIES no PROVIDER'S PLAN OF CORRECTION (o
PREEI | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) A umaa-ntzmaegggg l‘{g%%EAPPROPmI\TE DATE
cleaned. The audit will occor on/before the
F 241} Continured From paga 1 F 241! date of complisnce,

The Nursing Home Administeator '

on varying days after meals to review for

{NHA)Y/Desighee will conduct a facility aujt

resident cleantiness, The goal of the audit will

be to review for residents that were not
properly cleaned afler enjoying their meals,
The audits will ecour on/before the daie of
compliance.

Systemic Change
The SDC/MDesignee will educate the facility

bath aides on how the requirements of regident
i bathing, specifically in regard to ensuring 4

proper number of showers each week, The
education will oceur on/before the date of
compliance,

‘The NHAMDesignee will educate facility staff

members in regard to proper and timely
cleaning of resident seatbelts and lap belts. |

The education will occur on/before the date of

compliance,

The NHA/Designee will educate facility sta
members in regard to proper cleaning of
residents’ faces and clothing after meals, Th
education will oceur on/before the date of
compliance,

Monitoring

The SDC/Designes will andit resident bathi
weekly x 4 weeks and monthly x 2 monéhs (
months in total) to ensure that each resident
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Performance Improvement (QAPD), The
F 241 | Continued From page 2 F 241 QAPI committeo will evaluate the
11:456 AM showed the resident wore & sollad shirt effectiveness of the plan based on irends
with food stains from breakfest, identified and fmplement additional
F 3121 488.26(a)(3) ADL CARE PRUOVIDED FOR F 312| interventions as needed to ensure continued
go=& | DEPENDENT RESIDENTS compliance monthly for 3 months then 5
reassess the need for continued monitoring 95\\\
A resident who is unable to carry out activities of based on compilance. A o
da“y “VIng recelves the necessary services o ‘ The NHA !DeSigﬂBe will audit resident ¢
ma(;ntal? 'Eot:d nutrition, grooming, and persons ! seatbelts and lap belts weekly x 4 weeks and
8na orat hygrens. , i monthly x 2 months (3 months in total) to
i . ensure proper function and cleanliness. The
| I results of those audits will be tracked and
This REQUIREMENT [s not met as evidenced trended by the NHA/designee. Results will pe
' reported to the Quality Assurance 1
Based on observation, medical record review, Porformance Improvement (QAPT). The
staff interview, and review of facllity bathing QAP] committee will evaluate the
records, the facllity failed to provide ADL effectiveness of the plan based on trends
assistance for 1 of 11 sample residents (#15) and identified and implement additional
3 non-sampie residents (#48, #68, #87) who interventions as needed to ensure continued
requlrad staff assistance. The findings were:; compliance monthly for 3 months then
reassess the need for continued monitoring
1. Review of the 1211114 quaﬁ@ﬂy MD& based oh comp]iancg_
nasessment showed resident #15 required The NHA/Designee will audit resident
Extanswe assistance with bathing, Review af the appearance and hygiene based on care after
S8C - Residant Bathing Typa by Day Chart meals. The audits will occur nt Jeast weekly k
showed the resident received a shower on 3/8/15 - 4 weeks and monthly x 2 months (3 months jn
and had, as of 31915, not received one sice wotal). Tho results of those audits will b
(10 days). Intsrview with the administrator on al). The results of those audits will he
M5 at 4:22 PM verifled with the bath alde this tracked and trenided by the NHA/designee. |
 resicent had not been showerad since 3/9/15. Results will be reported to the Quality
| The atiministrator further stated 10 days without Assurance Performance Improvement (QAPY).
i being showered was unaceaptable. The QAPT commitiee will evaluate the
. effectiveness of the plan based on trends
i 2, Raview of the 3/6/15 quarterly MDS t | {dentified and implement additional
| assessment showad resident #87 was rarely able : interventions as needed to ensure continued
i to understand or be understood. Further review ! compliance monthly for 3 months then
showed the resldent required extansive | reassess the need for continued monitoring
[ assistance with ADLs and bathing. Observation * based on compliance.
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4/29/15
F 312 | Continuad From page 3 Fai2
: oh 318116 &t 11:30 AM and on 3/19/15 at 1112 [
| PM showed thﬁ resicligrét‘waigﬁ?hedl na ol ; F112
whaelchair with & solled lap n place. The lap Cotreciive Aotion
belt wag solled with dried sir.f ﬁ;.?ﬂf:doghar;g balt Resident #87’s seat belt was cleaned properly
3:21?1 #;L?m?m;gmg\lgnd the nasiclerﬁ wgs by facility staff members on/before the date jpf
incapable of cleaning It without asslstance. compliance.
* Resident #68’s ceat belt was cleaned properly
* 3, Review of the 2/25/16 annual MDS . by facility staff members on/before the date Ef
- assessment showed ragident #68 required . campliance. Additionally, the resident’s soiled
extengive assistance In the areas of dregsing, . . clothing was removed and cleaned.
hyglene, and bathing. The resident was ohserved Resident #15 was bathed on 3/20/15 by the
on 3118/16 at 11 AM and on 3/19/15 at 1:13 PM, unit’s bath Aide.
and agaln at 3:30 PM with crumbs and bits of Resident #49's shirt was changed und cleangd
food an her clothing, In addition there was drisd by facility staff members,
on food and debris on the lap belt the rasident
wore while seated in the wheelchair, Interview ID of Others i
with the DON and administrator on /19115 at The Director of Nursing (DON)/Designee will
4:30 PM verified the staff were responsibls to conduct a review of all facility bathing lists
knowledge thess lypes of neads for resldents B
and help them with clsaning and chenging solied ensuro each resldont has beon bathed
articles, ! : accordirlag t;hresid:nt “llaili?ference 2}1;1 gacilit;y
‘ ! protocols. The andit will ocour on/before thel
4, Review of the 12/5/14 significant change MOS - date of compliance.
assessment showed resident #49 was rerely able The Staff Development :
to underatand or be understood, Review further Coordinator(SDC)/Designee will conduct an:
showed the resident required extensive audit of all seat belt/lap belts in the home to |
| assistance with ADLs and was totally depandent ensure each belt functions properly and is
" upon staff for bathing, Observation on 3/18/15 at cleaned, The audit will ocour on/before the
'11:46 AM showed the resldent wore a soilad shirt date of compliance.
with food stains from breakfast. The Nursing Home Adminisirator
! (NHA)/Designee will conduct a facility audi
. on varying days after meals to review for
: resident cleaniiness, The goal of the audit wijl
| be to review for residents that were not
) properly cleaned after enjoying their menls, |
i The audits will occur on/before the date of |
i compliance.
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