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() Quality Improvement. R T
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utilization and delivery of résident care services. given to all residents (or
S % Ny appropriate family member)
A) Amemiber of the facllity's staff shall initialty and then annually.
be designated to coordinate the quality Results of surveys will be
lrnprovar:ﬂpmfmgram ; compiled to identify areas of
" {(B).The quality improvement program Improvement utilized i °
ghall enqmﬁg,qs @ roview of all services and facility's self-assessment survey.
gﬁﬂ’:.’?&prbv:ldea for all residents. the program and compliance with
) regulations.
1) Awritten description; :
3 s This will be monitored by the
(1)’ Problem areas identified; facility manager and reviewed
S X annually for compliance’and'to. * ~
. '-{",'?..MO"M-' identification; identify areas of improvement.
oYt (W) F'rc'lquengy of monitoring; Residents will be prox;ided with
TS “(Vj-Aptovision réqulring the facility - an annual satisfaction survey to
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compliance with the regulations; and identify areas of improvement ] Jool>p
needed. This will be completed } k.

(V1) A satisfaction survey shall be
provided to the resident, resident's family, or
resident's responsibla party at lsast ennually.

(C) Problems identifiad during the annual
survey or the quality Improvement process shall
::';ddrassed with appropriate-written correctiva

ns.

(D) The quality improvament ptogram
shall be re-svaluated at lefst annuaﬂy?m

Thie State Rule and Regulsation is.not met aa
evidenced by:

Basged on review of quality improvement
documentation and staff Interview, the facility
falled to ensure an ennual salf-assessment
survey of compliance with the regulations was
complated. The findings were: .

1. Review of quality improvement documentation
showed no evidenca the facillty completed en
annual aeff-assessmant survey of compliance
with the regulations, .

2, During an intarview on 3/26/22 at 12:50 PM the
manager stated the facliity had not completed a
self-assassment survey of compliance with the
ragulations.

by the resident or family
member when appropriate.

Areas addressed in satisfaction
survey will include but not
limited to:

A} Meals and nutrition

B) Personal and environmental
cleanliness

C) Communication regarding
status changes or concerns with
resident

D} Activities

E) Services appropriate for the
resident and meets needs

F) Comments to identify any
additional needs they'd like to
see improved.

Annual surveys will include
yes/no answers. Results will be
reviewed by the facility
manager yearly and any
answers that indicate item not
met will be addressed.
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campliance with the regulations; and If any area noted to have a o / ¥l s
negative rating for more than }4(.

(V1) A satlsfaction survey shall be
provided to the resident, resident’s famlly, or
resident's responsible party at izaat ennually,

(C) Problems Identifisd during the annusj
survay or the quality improvement process shall
be addressed with appropriate written corrective
actions.

(D) The quality improvement program
shall be re-evaluated at least annually.

This State Rule and Regulation ig.not met as
evidenced by:

Based on review of quality Improvement
documentation-and staff interview, the facliity
falted to ensure an annual self-assegsment
survey of compllance with the regulations was
completed. The findings were:

1. Review of quality improvement documentation
showad no evidenca the facility completed an
annual aeif-assessment survey ol compllance
with the requlations. .

2. During an Intarview on 3/29/22 at 12:50 PM the
manager statéd the facllity had not complsted s
self-assessment aurvey of compliance with the
regulations.

25% of surveys, the facility’s
program in that area wlll be
reviewed for area of
impravement. This will be part
of the facilities annual self
review of programs and
compliance with regulations by

the facility manager.
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