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Please accept this Plan of :

F 312 483.25(a)(3) ADL CARE PROVIDED FOR F 312 Correction as Golden Living !
sg-p DEPENDENT RESIDENTS Center’s credible alfegation of

compliance. This Plan of Correction
shall not be construed as an
admission of fault nor agreement
with the finding of non-compliance,
The Plan of Correction Is provided
purstrant to Federal requirements
which require an acceptable Plan of | -
Correction as a condition of
continued certification.

A resident who is unable lo carry out activilies of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oraf hygiene.

(24413

This REQUIREMENT is not met as evidenced

by: F 312 Activitles of Daily Living i
Based on observation, record review and staff :
interviews, the facllity failed to provide perineal The facility will continue to provide
care in a sanitary manner to 1 of 2 sampled necessary services to maintain good
dependent residents {Resident #92) whose care nutrition, grooming and personal and

oral hygiene for residents who are

was observed, Findings included:
unable to carry out activities of daily

Resident #92 was admitted to the facllity on living.
03/30/06 and re-admitted on 08/30/12.

Curnulative diagnoses included Alzheimer's ;
disease, hypertension and depressive psychosis. 1.) On 6-10-13, the Director of '
3 o ) Clinical Education , re-educated

The facility's procedura for providing perineal NA# 3 on proper procedures and
care, dated 2006, oullined to oblain the : expectations for providing
necessary supplies for providing care which incontinence care for all rasidents
included a basin of warm water, soap or perineal _ but specifically regarding resident
cleansing solution, wash cloths, gloves and #92, NA #3 was also required to
towels. It was noled that if a resident was soiled perform return demonstration for
with feces, the perinsum and rectat area should perineal care and a copy of
be cleansed to remove the feces and the basin of competency was given to NA #3.
water changed. The soiled linens were to be
discarded. Staff were to change their gloves and
wash their hands before continuing to provide
cara.
The 04/10/13 Annual Minimum Data Set (MDS)
assessment indicated Resident #92 was nol
cognitively intact, She needed exiensive to {otal
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assistance with all activities of daily living. She
was incontinent of both bowel and bladder. The
Care Area Assessment {CAA) detail indicaled she
triggered in aclivities of dally living.

Resident #92's care plan, last reviewed on
04/11/13, Identiiied a problem with alteration In
elimination of bowel and bladder as Resident #92
was incontinent of both, Staff were to provide
Incontinence care as needed.

During an observation of personal hygiene care
on 06/06/13 at 3:00 PM, Nurse Aide # 3 (NA #3)
washed her hands, filled a bath basin with water,
placed 2 wash cloths into the basin, closed the
privacy curtain and told resident #92 what she
was about to do. NA #3 untaped the corners of
her soilad brief and pressed the brief down
underneath her perineum. NA#3 picked up one
of the wash cloths from the basin, squirted liquid
soap on il and washed sach groin. She rinsed
the cloth in the water, Using different corners of
the cloth, she washed her labial lips and
perineum in a front to back motion. She rinsed
the cloth out in the basin of water and rinsed the

- areas she had washed. She then dried her skin
with a clean towel. NA#3 assisled Resident #92
to rall onto her right side to remove the soiled
brief. As she removed lhe brief, she used it to
remove a moderate amount of soft brown stoo!
from the rectal area. There was still stool left in
this area so she picked up one of the wash cloths
from the basin of waler and squirted liquid soap
onto the cloth. NA #3 then used the cloth to
removs the remainder of the stoot. It was noted
as she was wiping that there was soft brown slool
on the cloth. NA#3 rinsed the cloth oul in the
basin of water contaminating the water with stool.

2,) Alt residents have the potential

E 312 to be affected by alleged deficient
practice therefore the Director of
Clinical Education, Director of
Nursing and or designees wiil
randomly observe nursing
assistance on each unit, over a
period of 3 months for the
provision of perineal care and basic
bath techniques, Any concerns will
bé addressed and corrected o
immediately. The Director of '
Nursing will report findings of
observations at the monthly »
Quality Assurance Meeting, .
recommendations will be made and '
corrected immediately .Compliance
will ba monitored for 3 monthsor ! |
until deemed unnecessary .

(7443

3,) The Director of Clinical 24
Education will re in-service ail é’.,z{lﬁ '5
nursing assistants on the proper

technique for the provision of ‘
incontinence care. In-servicingis . |

expected to be completed by 6-23- ‘

2013.
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She continued to use the same cloth to wash her

" anal area as well as her bultocks. Each time
after she removed stool, NA #3 rinsed the stool
soiled cloth in the dirty water, Once the stool had
been removed, she usad one of the wash cloths
from the basin of dirly water to rinse her perineal
area and butlocks. NA#3 then dried and applied
barrier cream to her skin. NA #3 placed a clean
brief and positioned Resident #92 for comfort,
She hagged her Hnens, dumped the water and
washed her hands.

NA #3 was interviewed immediately following the
observation on 08/06/13 at 3:35 PM. NA#3
staled she was taught to cleanse a female
resident wiping from front to back, She stated
she was taught to use different corners of the
cloth to wipe down each groin as well as the right
and left labia. MNA #3 reported there were
disposable wipes available to remove stool prior
to washing with soap and water. NA #3 reporied
that she had been taught to change the bath
waler if stool had been removed. When
questioned about not changing the basin of

was shift change and the linen cars had been
taken off the hall lo be refilled and there were no
wash cloths available on her hall. NA #3 stated
she would have had to go lo ancther location to
get the wash cloths she needed. NA /#3 agreed
that she had cleaned Resldent #92's skin using
slool contaminated water.

06/06/13 at 4:35 PM aboui her expectations for
providing personal care to the residents. The
DON staled she expected staff o gather all the

water, she replied that she was supposed lo have
4 wash cloths bul she only had 2. NA #3 stated it

The Director of Nurses (DON} was interviewed on
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{

used by the Director of Clinicai
Education, Director of Nursing and |
designees to monitor results of !
random observations. This ’
observatlon will be completed once

a week times one month, then E
monthly times 3 months. Any I
concerns will be corrected !
immediately upon observation. The .
Director of Nursing will report
findings of observations at the
monthly Quality Assurance ‘
Meeting, recommendations will be
made and corrected immediately |
.Compliance will be monitored for 3 .
months or until deemed i
unnecessary .
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necessary supphies including enough wash cloths
and lowels before beginning o provide care. The

. DON stated staff shoutd have at least 4 wash
cloths. She stated staff should provide privacy
and explain what procedure they were performing
ler the resident. The DON stated staff could use
svap and waler or disposable wipes to cleanse
the residents wiping in a front to back manner.
The DON commented staff should not
contaminate the water with stool by placing soiled
wash cloths into the water. She stated they
should not use the water to continue providing
care as i should be dumped and fresh water
obtained.
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483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally and in writing in a language that the resident understands of
his or her rights and all rules and regulations governing resident conduct and responsibilities during the stay
in the facility. The facility must also provide the resident with the notice(if any) of the State developed
under §1919(e)(6) of the Act. Such notification must be made prior to or upon admission and during the
resident’s stay. Receipt of such information, and any amendments to it, must be acknowledged in writing

The facility must inform each resident who is entitled to Medicaid benefits in writing, at the time of
admission to the nursing facility o, when the resident becomes eligible for Medicaid of the items and
services that are included in nursing facility services under the State plan and for which the resident may not
be charged; those other items and services that the facility offers and for which the resident may be chaged,
and the amount of charges for those services; and inform each resident when changes are made to the items
and services specified in paragraphs (5)}(1)(A) and (B) of this section. v

The facility must inform each resident beforg or at the time of admission, and periodically during the
resident's stay, of services available in the facility and of chaiges for those services, including any charges for
services not covered under Medicare or by the facilitys per diem rate.

The facility must furnish a written description of legal rights which includes
A description of the manner of protecting personal funds under paragraph (c) of this section;

A description of the requirements and procedures for establishing eligibility for Medicaid including the right
to request an assessment under section 1924(c) which determines the extent of a couples non-exempt
resources at the time of institutionalization and attributes to the community spouse an equitable share of
resources which cannot be considered available for payment toward the cost of the institutionalized spousds
medical care in his or her process of spending down to Medicaid eligibility levels

A posting of names, addresses, and telephone numbers of all pertinent State client advocacy groups such as
the State survey and certification agency, the State licensure office, the State ombudsman program, the
protection and advocacy network, and the Medicaid fraud control unit; and a statement that the resident may
file a complaint with the State survey and certification agency concerning resident abuse neglect, and
misappropriation of resident property in the facility, and non-compliance with the advance directives
requirements.

The facility must inform each resident of the namg specialty, and way of contacting the physician responsible
for his or her care.

The facility must prominently display in the facility written inforination and provide to residents and
applicants for admission oral and written information about how to apply for and use Medicare and Medicaid
benefits, and how to receive refunds for previous payments covered by such benefits

Any deficiency stalement ending with an asterisk(*} denotes a deficiency which the institution may be excused from correcting providing it is determined that oiher safeguards provide stifient

protection 1o the patients (See instrictions) Exeept for nursing homes, the findings stated above are disclesable 50 days following the date of survey whether or not a plan of correction is provided
For nursing homes the above findings and plans of correction are disclosableld days following the date these documents are made available to the facility I deficiencies are ciled, an approved plan of

The above isolated deficiencies pose no actual harm to the residents
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This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview the facility failed to provide a residentresponsible party with a

Medicare provider non-coverage notification letter in a timely mannet, for 2 of 3 residents (Residents #240

and #245) whose notifications were reviewed Findings inciuded:

1. A Medicare provider non-coverage letter reviewed for Resident#240 documented the last day of Medicare

skilled nursing coverage was 12/23/12. Resident #240 was admitted for short-term rehabilitation on 12/6/12

and discharged on 12/24/12. She was her own responsible party and signed the letter on 12/24/2012.

2. A Medicare provider non-coverage letter reviewed for Resident #245 documented the last day of Medicare

skilled nursing coverage was 4/23/13. Resident #245 was admitted for short-term rehabilitation on 4/4/2013

and discharged on 4/24/2013. He was his own responsible party and signed the letter on4/24/2013.

In an interview with the facilitys social services director on 6/6/13 at 3:20 PM, she stated that she usually

discussed financial coverage of services ending during the dischage planning meeting that she had with

residents approximately a week before they dischaige, but that she did not keep docamentation specifically

regarding this discussion. She also stated that she did not have residents or responsible parties sign the

notification letter until the day of dischaige and was not aware that she should have gotten the resident or

responsible party to sign the letter at least 48 hours prior to the expiration of coverage for services

Inn an interview with the facility's administrator on 6/6/13 at 5:55 PM, he stated that he was not aware that

notices were not being administered correctly, but that he would expect that residents be provided notice as

required.
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K 000 | INITIAL COMMENTS K000 Preparation and/or execution of
tiis plan of correction does not
This Life Safety Gode(LSC) survey was constitute admlssion or i
conducled as par The Code of Federal Register agreement by tire provider of the
at 42CFR 483.70(a); using the 2000 New Health triafl of the fucts alleged or
Care section of the LSC and its referenced conclusions set fortlt n the
publications. This building is Type il construction, Statement of deficiencles. The
one story, with a complete automalic sprinkler plan of correction is prepared : \ ,
system. andsor executed solely because ; % / ] JQO !é
the provision of Federal and : '
The deficiencies determined during the survey State luw requires it
are as follows;
K 018 NFPA 101 LIFE SAFETY CODE STANDARD K018 K018 .
$8=D The pantry door in question was

Doors protecting corridor openings are
constructed to resist the passage of smoke.
Doors are provided with positive latching
hardware. Dutch doors meeting 18.3.6.3.6 are
permifted. Roller latches are prohiblted.
18.3.6.3

This STANDARD is not met as evidenced by:

42 CFR 483.70

By observation on 7/8/13 at approximately noon
the following corridor door was non-compliant,
specific findirigs include, door to pantry #3 did not
close and fatch tightly In it's frame.

fixed on 7/10/2013. The Director
of Maintenance, Assistant
Director of Maintenance,
Director of Dining, Dining Staff,
and Executive Director will
monitor daily all doors which
enter into all Pantries to assure
complinnce, Any issues with any
door closings will the reported fo
the Maintenance Director for
immediate correction. The
Maintenance Director will report
any complianee issues in the
monthly QAA Committee for a
period of 3 months, to identify
trends and implement additional
action plans to assure

compliance, .
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1y deficiency statement ending with an asterisk (*) denotes a deficiency which tha instifution may be excused from correcting providing it is determined that
her safeguards provide sufficient protection to the patients. {Sse inslructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
llowing the date of survey whether or not a plan of correction Is provided. For nursing homas, the above findings and plans of correction are disclosabls 14
ws following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite 1o continued
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