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The facility must provida for an ongeing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is not met as evidenced
by

Based on ohaervations, medical record review
and staff interviews, the facility failed to provide
an ongoing activities program for 1 of 3 sampled
rosidents who were bed bound, {Residenis # 6)

The findings include:

Resident # 6 was admitted to the facility on
7/6f2009 with diagnoses of Dementia,
Depression, Cerebrovascular Accident,
Hyperlension, Chronic Kidney Disease, Diabetes,
Cirthosls, Parkinson's disease, Ghronic Anemia,
Hyperiipidemia and Hyperienslon. Resident #8's
quartery Minimum Dala Set (MDS) assessment
dated 10/268/2012 indicated the Resident # 6 had
sevara cognitive Impairmenl, lofally dependent on
staff on bed mobility, transfer, locomotion,
dressing and personal hygiene.

Resident # &'s admissions Activity Assessment/
History dated 7/14/2009 decumented Resldent #
8's activily purauit patterns were word games,
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F 000 | INITIAL COMMENTS £ 000} acknowledges receipt of the Statement of .
Deficiencies and proposes this Plan of Correction
et ; 16 the extent that the summary of findings is
No deficiencies were cited as a result of the factually correct and in order to maintaln
compiaint Investigation completed on 1710413, compliance with applicable rules and provisions
Event 1D # ODGM11, of quallty of care of residents. The Plan of
F 248 [ 483.16()(1} ACTIVITIES MEET F 248] Correction is submilted as & wiitten allegatdon
5s=p | INTERESTS/INEEDS OF EACH RES of compliance.

Cornerstone Nursing and Rehubilitation Center
response to this Statement of Deficiencies docs
not denote agrecment with the Statement of
Deficicncies nor does it constitute an admission
that any deficlency is accurate. Further,
Comerstone Nursing and Rehabilitation Center

reserves the right to refute any of the deficiencies

on this Statement of Deficiencies through
Informal Dispute Resolution, formal appeal
procedure andfor any oiher administrative
or legal proceeding

Resident #6 will continue to receive individualized
engoing activities per facility policy. An indlvidual
Geri chnir was provided for resident # 6

by the PXON on 171472013 10 sssure resident abilily
10 attend out of room activitics.

160% of af! residents to inchude resident #6

were reviewed og 1/22/2013 by the Activitics
Director to identify residents 1o inchude

bed bound residents who require

individualized 131 in room activitics, o

of veoin aclivities, or group activities according

to the comprehensive assessment, interest, and
(heir physical, mental, and psychosocial well-being
and ensure that sll residents identified have
ongoing activities progranuming.
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Any deficlency staien{ah onding with an asterisk {*} denoles & déﬂcienc‘; which the Instiltion may be excueed from correeling providing itis delermined thal
othe safeguards provide sufficlent profection to the palients. {See insteuctions.) Except for nwrsing homes, the findings stated above are disclosabie 90 days
{ ing the date of survey whelher of not a plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
i..._.following the dale these decuments are made avallable lo the facilly. 1f deficlancies are cited, an approved plan of correction is requisite to continued
program padicipation.
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Bible study, devotions, Worship services, talking,
cross word puzzle and spiritualireligious activities,

Resident # 6's Care plan dated 141072013
documented the resident's problem as at "risk for
isolation and increased dependence on staff due
to cognitive deficit.” The Interventions included
“Arrange for activily aide to vislt and encourage
resident o or designate activity, Arrange 1 to1
contact with resident, Supervise resident in all
activity areas, Offer activity program directed
toward specific Interests/ needs of resident.”

Review of the resident's aclivities attendance
record revealed the facility staff provided the
acfivitios to Resident # 6 only fwo times for the
month of November 2012, Further review of the
aftendance record revealed the staff providad
activities only onte time between 12M/2012 and
12/8/2012. Attendanca record also revealed
beginning 12/28/2012 unlil 1710/2013 the staff
provided activities to the resident only three
fines.

Observalion of the rasident’s room on 1/10/2013
at 10:03 AM revealed the resident In her room
with the radio playing. The resident was further
ohserved at 11:26 AM, 1:30 PM and 3:00 PM
lying in the bed wilh eyes open. Further
observation of the resideni revealed the resident
not able to engage in meaningful conversation
but appears lo recognize somecne's presence in
the room.

During an interview with the Activity Director (AD)
on 14012013 at 11:45 AM, she revealed Residant
# 6 remained in her room most of the day and
very rarely the staff took her out- of- the room for

‘The Activities Direclor and Activities Assistant
were serviced On 1714/2013 by the
Administrator regarding providing ongoing
aclivities program per facitity protocol for residents
to include residents iha require 1:1 It room
welivities, growp activitics, and bed bound residenis with
documentation per facitity prolecol in the activitics
progravuming log.

The Actlvities Ditector and Activities Assistaul

will document weekly On all residents o include
resident #6 who require §:3 in room activities, group
activities, and bed bound residents in the Agtiviy
progranmiming fog. The Administrator or Q1

Nurse will monitor the documentation of the
aelivity programming log weekly for 4 weeks;
bi-weekly for 4 weeks, and monthly for 3 months
uiilizing an Activity Monitoring Q.. tool.

Pollow up by Administrator wilt occur as Indicated
upon identification of any potentil
CONTEINS,

‘Fhe Q | Committee will review the

Rtesults of the Activily Monitoring QI Fool at
the monthly QI meeling for identilication of
potentiat issues with foltow up taken as decined
appropriate and 1o determine the comtinued need
and frequency for monitoring,.
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out of the room activitles. AD further stated she
only provides 1: 1 in room activities to the
resident two times In a month, AD also stated the
resident would not be disruptive in any of the
group activities but she {AD} jus! preferred to
provide 1.7 In room activities two times In a
month.

During an interview on 1/10/2013 at 3;04 PM, the
Administrator stated her expectation was for the
Activity depariment to provide activities that would
engage the resident bolh in room and outlside her
(resident's) room, The administrator further stated
the resident currently did not have her own
individual wheel chair but she (the Administrator)
wili make sure they provide one for the resident
so that the resident can be able to aftend out- of-
room aclivities regularly.
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Cornerstone Nursing & Rehabilitation!
K 000 | INITIAL COMMENTS K000| Center acknowledges receipt of the '
Statement of Deficiencies and
This Life Safety Code(LSC) survey was proposes this Plan of Correction
conducted as per The Code of Federal Register to the extent that the summary
at 42 CFR 483.70(a); using the 2000 Existing e
Health Care section of the LSC and its reférenced of findings Is factually correctand
publications. This building is Type V-prot. m or'der to maintain compliance with
construction, one story, with a complele applicable rules and provisions of
automnatic sprinkier system, quality of care of residents. The Plan
o . . of correction s submitted as a
The defictencies determined during the survey written allegation of compliance
are as follows: c tone Nursing & Reh billt' tion
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 29| Lornerstone Nursing & Renablitation
SS=E ‘ Center's response to the Statement
One hour firg rated construction {with 3% hour of Deficiencies does not denote
fire-rated doors) or an approved automatic fire agreement with the Statement
extinguishing system in accordance with 8.4.1 of Deficiencies nor does it
andfor 19.3.5.4 protects hazardous areas. When . ;
the approved automatic fire extinguishing systemn °°“S“tf‘f*? an afjm:ssion that
option is used, the areas are separated from any de iciency is accurate.
other spaces by smoke resisting partitions and Further, Cornerstone Nursing
doors. Doors are self-closing and non-rated or & Rehabilitation Center reserves
field-applied protective plates that do not exceed the right to refute any of the
48 inches from the bottom of the door are deficiencles on the Statement
permitted.  19.3.2.1 of Deficiencies through informal
Dispute Resolution, formal
appeal procedure and/for
any other administrative or legal
This STANDARD s not met as evidenced by: proceeding. z
Based on observations and staff interview at Ll
approximately 8:30 am onward, the following K029 300 halt solled linen room 2. 5- /3
items were noncompliant, specific findings - was repalred by maintenance
include; soiled linen room door on 300 halt did not
staff to close and latch. All
close and latch. 2
doors were audited by
42 GFR 483.70(a) : . maintenance staff for proper
K 067 | NFPA 401 LIFE SAFETY CODE STANDARD K067| operation-closing and latchiing:
S=E
( LABORATORY RIRECTOR'J OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE () DATE
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Any deficiancy statement ending wilh an asterisk (*) denoles 2 deffolensy which the institution may be excused from cdrrecting providing itds dsterrningd that
other safeguards provide sufficlent protection {o the patients. (See inslructions,) Except for aursing homes, the findingé stated.abbve are disctus’abr]r;% days
following the date of survey whether or not a plan of corraction s provided. For nursing homes, the above findings and plans of ¢otrdction are disclosable 14
days following the date these documents are mads available to the facility. If deflcloncies are cited, an approved plan of correction Is reduisite to cokitinued

program paricipation.
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. , " Mamtenance staff witi mohitor 2-5.13
K087 Contmued‘ From‘page 1 . . K029 all doors-using a Qi tool weekly
Healing, vanillating, and gir conditioning comply for 4 weeks, monthly for 2 :
with the provisions of segtion 9.2 and are installed T R  will be reviewed
in accordance with the manufacturer's rmonths. Qf tool will be reviewe 1
specifications.  19.5.2.1, 9.2, NFPA S0A, by Qf Commmittee at the monthly
18.6.2.2 meeting to determine the need
and frequericy for continued
nionitoring.
o067 | The white textured coating 3-22-13
This STANDARD is not met as evidenced by: from returr and supply fusible
Based on observations and staff interview at N
approximately 8:30 am onward, the following andlfus,'lble links at main nurses.
items were noncompliant, specific findings statlon was r emoved by
include; both return and supply fusible links and maintenance staff.
dampers at main nurse station, have a white Access doors to view duct
texture coating on the dampers and links. Also, Detector tubes at units in
their were no access doors to view duct detector Main electrical room and
tubes at units in main electrical room and . .
mechanical room #1. mefhanlcal reom #% will
. be installed by outside
42 CFR 483.70{(a) : cont_ract__or.
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD | K069 A spiash guardwas installed 21215
SS=E
Cooking facilities are protected in accordance ’1thi$3: a
with 9.2.3.  19.3.2.6, NFPA 96 prep.-servin
fryer: b\/ :
emgtgéncy ,__ease was mstalled
This STANDARD is not met as.avidenced by insid in freezer by
Based on ubservationg ahd staff interview at o aff,
approximately 8:30 am-ohward, the following B '
items were noncompliant, specific findings
include: the deep fryer was located nexi to a prep
serving area without the required splash guard in
the dietary kitchen. Also, at time of survey there
was not a emergency release handle inside
freezer.
42 CFR 483.70(a)
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K 072| NEPA 101 LIFE SAFETY CODE STANDARD KO72|  mipmmiet Gur i seminaid- fruiin 29213
55=E A 'i'ai'ltéf y St o
Means of egress are continuously maintained free ﬁﬁﬂ : I%m i E,ﬁqﬂﬁm‘
of ali obstructions or impediments fo full instant atlent lifts will be stored for
use in the case of fire or other emergency. No charging In dédlgnated
furnishings, decoralions, or other objects obstruct rooms oh edch corridor. The
exits, access to, egress from, or visibllity of exits. storage of patient lifts will be
7.1.10 monitored using a QI toof for
4 weeks then monthly for 2 months.
The QI todl will be reviewed by
Qi Committee at the monthly
This STANDARD is not met as evidenced by: meetihg to determine the need
Surveyor: 27871 aad frqueney for continued
Based on observations and siaff interview at R
approximately 8:30 am onward, the following meritortig,
items were noncompliant, specific findings
include: lifts were slored on corrldors 300 and
500(plugged inlo outlet for charging).

42 CFR 483.70(a)
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