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The facility must promote care for residents ina
manner and in an environment that maintains or
enhances each resident's dignity and respect In
full recognition of his or her indlviduality.

This REQUIREMENT is not met as evidenced
by.

Based on observation and staff interview, the
faciiity failed to ensure the dignity of 2
non-sample residents (#112, #388) whose
appearance was not maintainad in a clean
manner, The findings were:

1. Observation on 8/22/11 at 4:30 PM, 8/23/11 at
10:55 AM and on 8/24/11 at 9:15 AM showed
resident #112 wore a seatbelt while seated in
hisfher wheelchair located in the hallway. During
sach obseorvation the seatbelt was noticed to he
soiled with a brown substance on the left strap.
The seatbelt was worh outside the resident's
clothes and was visible to any passerby.
Interview with the DON on 8/24/11 at 9112 AM
revealed wheelshairs and attached equlpment
lika the seatbeli were oh & rotating schedule and
were cleaned nightly. The DON stated the CNAs
were responsible to keep the resident's outward
appearance clean,
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for copies of medical records last reviewed
e = o 1424108 showed 2 The-maxicum-funareundtime: |-~ o=l mmmm oon e e e = ST [ o
to respond to a valid request for a discharged or
expired resident’s information is 30 days from the
date of request unless otherwise required by
state law." o o 107711
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 241 Dignity and Respect of Individuality
ss=0 | INDIVIDUALITY The facility must promote care for residents in

a manner and in an environment that
maintains or enhances each resident’s dignity
and respect.

A) Residents #112 and #88 will receive the
necessary action to ensure that soft cloth
restraints are maintained in clean
fashion.

B) Weekly audits will be conducted to
ensure that all soft cloth restraints on
residents are maintained in a clean and
respectable fashion. These weekly audits
will include residents #112 and #88.

) The Director of Nursing or designee will
provide education to all livensed nursing
staff reparding the importance of
maintaining clean cloth resiraints and
following the appropriate cleaning
schedule for cloth restraints. The in-
services will be conducted on or before
Qctober 7, 2011.

D) The facility will wtilize a Performance
Improvement auditing tool to perform
the weekly audits, When a problem is
identified, immediate staff education will
take place. The Director of Nursing
and/or designee will conduct these
audifs.
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2. Observation on 8/22/11 at 1:50 PM showed E) The Director of Nursing will report the
oo —Lrosidentii88-wasseated-n-histherwheelchaitrm——{=—=——=c=-  results of these audits at the monthly—
located in the lobby area. The resident wore & Petformance Improvement meeting. The
soft cloth restraint visinle above the tray table that report will include any problems and/or
was attached to the wheelchalr. The soft restraint trends noted. This will continue for the
was noted to be solled with two brownish areas. period of at least three months or until
Cbservation on 8/23/11 at 8:556 AM showed the substantial li y
: . al  compliance has  beon
resident was seated in the lobby area wearlng the achieved.
same soiled soft restraint.
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