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SUMIMARY STATEMENT OF DEFICIENCIES

10 PROVIZERS PLAN OF CORRECTION

the maximum extent practicable to avaid
duplicaiive tesling and effort,

A nursing facility must not admit, on or after
Janwary 1, 1989, any new residents with:

(It Mental iliness as defined in paragraph (m)(2)
{iy of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by & person or endity othar than the
State mental heslth authority, prior 1o admission;

(A} That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility:
and

(B} If the individual requires such level of
servives, whether the individual requires
specialized services for merttal retardation.

{iiy Meniai retardation, as defined in paragraph
{m}2¥il} of this section, unless the Siate mental
retardation or developmenta! disability authority
has determined prior to admission--

(A} That, because of the physical and mental
condition of the individual, the individual requires
the levet of services provided by a nursing facility;
and

{B} If the individual requires such iavel of
setvices, whether the individual requires
specialized services for mental retardation.

For purpeses of this section:

Res #15 #57#538 and # 39 The
noted residents each had different
but somewhat similar issues, A
residents had admitted with a
PASRR present on admit however
the information on the PASRR was
inaccurate. The PASRR will be or
has been corrected for each resident,
except resident # 39 who has at this
time discharged from the facility.

Residents in similar situations:
An audit of all Residents records in
house will be done looking at
diagnosis, and at the PASRR to
assure that the assessment is
accurate, And that the PASRER has
been reviewed and updated as
needed.

For new admits to the facility the
tollowing will be done:

The admission coordinator will
review the initial admit packet
which should include a PASSR

PREFIX {EACH DEFICIENCY MUST BE PREGEDED RY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD 88 COMLETION
TAG REGULATORY OR LSC DENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APEROPRIATE DATE
DEFICIENGY)
F 000 | Continued From page 1 F 60
F 285 | 483.20(m), 483.20(c) PASRR REQUIREMENTS F2s5| F 285 CFR 483.20(m), 483.20(e) ,
5s=F | FORMI & MR PASRR REQUIREMENTS FOR M1 | 11/10/13
" i ) & MR
Afacility must coordinate assessmentis with the
pre-admission soreening and resident review .
program under Medicaid in part 483, subpart C to Affected Residents:
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(iY An individuai is considered fo have "merdal
iliness” if the individual has a serious mentat
iiness defined at §483.102(b¥(1).

{ii} An individual is considered fo be "mentaily
retarded” if the individual is mentally retarded as
defined in §483.102(b}{3} or is a person with a
refated condition as described in 42 GFR 1008,

This REQUIREMENT is not met as evidenced
by ’

Based on record review and interview, the facility
falled to ensure Pre-Admission Screening and
Resident Review (PASRR) assessmenis were
accurately compieted upon, or prior to, admission
to the facllity for 4 of 20 current sample residents
{(#s 15, 57, 58 and 39) ard 9 of 17 former
rasidents (#s 33, 70, 74, 82, 73, 4, 32, 75, and
85}. Failure 1o ensure PASRRs were accuraiely
completed, placed residents at risk for
inappropriate placement and/or not recaiving
timely and necessary services to meet their
miental heaith [MH] and/or developmental
disahility [DD] care needs.

Findings include: -

The 2012 PASRR form states hospital staff
members will initiate the PASRR process and
when necessary, coordinate services with the
designated "MH PASRR evaiuator or DI program
manager fo completa Level { evaluations {a
comprehensive evaluation conducted by a mental
health professional {o determine if residenis
require mental health or DD services] PRIOR to
admission to nursing facilities.” The form further
states: "The nursing facility [NF] is responsible for

assuring the form is complete and accurate i the |

time of, or before, admission. The NF must

|
i
i
i
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If the PASRR is not include the
admission coordinator will contact
{(hospital staff for acute care facility
and HCS/AAA for community
admaits) to assure that the assessment
has been done and is ready prior to
admit.

If the PASRR is present it will be
reviewed to assure that the
assessment is accurate. If note that it
1 not accurate will either correct,
contact the hospital staff member at
hospital for acuie care, the
HCS/AAA staff if admitting from
the community or MD if admit from
community but private.

The facility will follow the
regulatory guidelines for a PASRR
with mdicators in section B which
requires g level 1l evaluation to be
done.

RCM, Admitting Nurses, Social
Services Designee wili be re —
educated in the areas of the PASRR
(Pre — Admission Screening and
Resident Review).looking at the
following:
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maintain and update this form as nacessary."

1) Resident #18 was admitted tc the facility from
the hospital ¢ with multiple medical
diagnoses including which
would require a Level Il evaluation. The PASRR
form failed o include any dates from the
physician or the hospital nurse who completed
the assessments. As of 9/17/13, the facility had
not reviewed the PASRR {o ensure accuracy
andfor obtain services if necessary.

2) Resident #57 was admitted to the facility from
the hospital on with muitipie medical

diagnoses indudingm
The PASRR in record was dated

2/24/12. The PASRR indicated a Level 1|
evaluation was required. There was no
documentation in the record fo indicate a Leve! i
gvaluation was done and if not, the reason for not
obtaining a Level 1.

3} Resident #58 was re-admitted to the facility
from the hespital oI ith muitinle
medical diagnoses includiry

The last PASRR found in the record was dated
10/13/14.

4} Resident #39 was admitted to the facility from
the hospital o with multiple medical

diagnoses including
Alevel ll

evaluation was indicated on the form, The

resident's additional medical diagnoses wouid not |

require a Level Ik The faciiity faited to ensure
accuracy of the PASRR and determine if there
was a need for a Level Il evaluation.

I. Who should be screened.

2. Are there exceptions o a level | being
completed.

3. Who determines Nursing Facility Level
of care.

4. PASRR Criteria for level [l 5.
Advanced Categorical Determinations: Are
there exceptions to a Level il Evaluation
being completed.

6. What are Specialized Services

7. What does a completed packet include.
8. Where does the CRM send the
completed packet.

9. What do you do when a NF refers a
current resident for a Specialized Services
Evaluation.

‘To monitor that solutions ars maintained the
SSD will with quarterly MDS will review
the PASSR for timely needed changes and
for accuracy. A random aundit will be done
by the DNS quarterly to assure that
compliance is followed.

In service will be corapleted by 11/01/13
Corrective action will be completed by Nov.
10 2013

Director of nursing services and social
services direcior will ensure correction
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Aresident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nufrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as avidencad
by: ,

Based on abservation, inferview and record
review, if was determined the facility failed to
provide oral hygiene for 1of 3 sampled residents
(#44) who was unable to perform activities of
daily living independently. This failure potentially
placed the resident at risk for poor gral hygiene.

Findings include:

Resident #44 was admitted to the facility on
ith diagnosis fo include I

tolerate a full scaling. There was no noted
new decay in the resident’s teeth. Dental
hygienist plans to see resident monthly to
stay on top of the gum bleeding and
problems with getting oral care done. The
resident’s oral hygiene part of her care plan
has been pulled out and amended 1o add
approaches that are most appropriate to
meet her oral hygicne needs.

Front line staff has been in serviced in the
changes made, LN will be notified if NAC
is unable to do complete oral hygiene and
will proceed to check the resident for new
or worse problems which might be causing
issues, Resident will be re assessed for
most effective methad to meet oral hygiene
needs. Ongoing assessment will be done by
LIC. Nurse assigned to do weekly head to
toe skin assessment will include an oral
exam as part of this assessment. RCM will
do quarterly oral exam as part of the
quarterly rev,

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CGRRECTION x5)
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Review of closed records for former Residents
#33,70,74, 82, 73, 4, 32, 75, and 85 indicated
missing andior inaccurately completed PASRRs
similar to the Residents’ identified above.
F 312 CFR 483.25(2)(3) ADL CARE FOR
During interview and review of residents’ DEPENDENT RESIDENTS
PASRRs with the new Social Services Staff on ' )
9/17/13 at 3:30 p.m., she stated she was learning Affected Resident: .
about the PASRR process and she would review How the facility will correct the deficiency
current residents’ PASRRs for accuracy and as it relates to the resident;
follow up as necessary. Resident # 44
Resident has been re-evaluaied by dental
) hygienist and there are no new problems
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F3t2| nowed attfhlts o alad 1
=3 DEPENDEN‘T RESIDENTS SRiaent § ieeth were scai2d 48 much as
D : resident would tolerate. Resident could not | 11/10/13
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1 then extended io bluish purple gum tissue,

On 8/17/13 at 4:36 p.m., Resident #44 had a
bright reddened line along gum line which
progressed to an ashen-colored dark line and

Additionally, her teeth were covered in tartar and
plaque alang the gum line extending down the
tocth surface.

The Weedland Rehab-Oral Health Screening
Form, dated 5/1313, documented by the
hygenist, indicated Resident #44 had extremely
heavy plagque and severe inflammation.

On 9117713 2t 3:31 p.m., during an interview,
Resident #44's son and daughier-in-taw voicad
concerns that the resident’s mouth was In "had
shape” and also that the resident woulid be
unable to communicate if she had dentat pain q

The Care Plan Flow Sheet for Resident#44 dated
9/01/13 included "Oral care with electric tooth
brush A & PM care.”

Cn 9/18/13 at 2:583 p.m., during an interview,
Nursing Assistant (NA) A stated that if Resident
#44 keeps her mouth closed when attempts are
made to brush the resident's teeth, it maans the
resident is refusing to-have her teeth brushed. NA
A stated she wauld then use a swab. In addition,
NAsg A and B collectively stated that resident
refused to brush teeth between 50% and 70% of
the time.

On 9/18/13 at 3:28 p.m., NA C stated she
attempted fo brush Resident #44's tzeih iasi
evening, and the resident resisted by biting down
on her lip which sealed her mouth shut.

12

|
|

of residents oral care will be done weekly
o assure that it is being done according 1o
the care plan.

The facility will do the following in an
effort to protect other residents with similar
situations:

Re training will be done with each NAC
this will include oral hygiene with
dependent residents 10 include residents
with natural teeth as well as residents with
dentures, ’

Each NAC will do return demonstration of
oral hygiene with residents that have their
natural teeth. Oral care will be pulied from
the overall daily AM and PM care so is
clear what is set up for each resident’s oral
care,

Residents will have routine dental hygienist
visits and issues that are noted will be taken
care of timely and is the most appropriate
manner (0 meet the needs of the residents.
Lic. Nurses will have ongoing and frequent
education in the area of oral care and the
need to monitor the mouth for changes, for
pain, for loose or missing teeth and decay.
Noted problems will be placed on 24hr
reporting system that is already in place and
will give {0 Social Service Designee to
make set up for appropriate dental needs,
The facility will make changes in the
following systems to ensure that the
problem does not recur; All residents with
natural teeth will be idenrified by audit with
restdents in house and by initial assessiment
with new resident admits.
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Therefora, NA C concluded that Resident #44 A list of resident with natural teeth will be
had refused o have her teeth brushed. developed for nursing as weil as Social
Service Designee the list will be updated at
On 8/19/13 at 9:31 a.n1., NA D was cbserved least monthly to insure that it stays up o
brushing Resident #44's teeth. When an electric date.
tooth brush was inserted info the resident's The residents with natural teeth will have an
mouth, rthe resident grimaced shightly and audit of their oral care done frequently to
chanted "Nah, nah, nah,” but proceeded 1o open assure that it is done as care planned. As
her mouth which altowed staff to brush all ‘ part of orientation each new NAC will
surfaces of teeth. After the resident's feeth were demonstrate adequate oral care for the
brushed, there was no visible plague and the gum resident with natural teeth.
line was no longer reddened and ashen-colored, - Residents with natural teeth will be
however significant recession of gums was reviewed when sections change to assure
ohserved. that follow through is done and the NAC is
awarc of the correct oral hygiene needs of
On 8/20/13 at 9:51 a.m., Resident #44 was the residents in their new section.
observed to open her motth to have her teeth How the facility plans to monitor its .
brushed. NA B was abie fo brush the resident's performance to make sure the solutions is
teeth and, Resident #44 did chant repeatedly sustained; There will be ongoing random
during teeth brushing. audits of the oral care given to assure that it
remains adequate the dental hygienist will
On 8MG/M3 at 11:05 a.m., LN B stated that when meet with the DNS and with the Social
residents refused oral hygiene, nursing assistants Service Designee, to go over the issues that
should repart it to her and in furn she would tedf are found during her visit, this will be a
the charge nurse or write refusal of oral hygiene second check 10 assure that the 1ssues that
in 24 hour report book. LN B stated she was not deal with adequate oral care are sustained.
told about Resident #44's refusal {o brush teeth, Oral care will be put on the Quality
Corraspondingly, there was no evidence of assurance program it will be reviewed
Resident #44's refusal io hrush feeth in the 24 monthly by the quality assurance commitiee
| hour repart book, until the issues are resclved and remain
: resolved. Staff development personal and
. DNS will assure the correction remains 11/10/13
F 371 488.35(1) FOOD PROCURE, F 3711 effective.
55=F | STOREPREPARE/SERVE - SANITARY .
| F371 CFR 483.35(1) FOOD PROCURE,
The facility must - ! STORE/ PREPARE/ SERVE -
{1) Procure food from sources approved or | SANITARY
considerad satisfactory by Federal, State or local
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authorities; and
{2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on ohseration, interview and record
review, the facility failed to ensure that food was
distributed and served under sanitary conditions.
This failure placed all residents at risk of
consuming potentially contaminated food.

Findings include:

On 8/17/13 at 5:58 p.m., Kitchen Staff (KS) A and
K3 C stored and stacked burgundy plate covers
shortly after they came out of the dishwashear,
Plate covers had about a drop of water on sach
one, KS A confirmad this,

On 9/18/13 at 12:32 p.m., approximately 5 o190
mililliters of water was observed on a plate
recently storad and stacked near the steam tabie.
The Dietary Manager (DM) confirmed this.

On 8/18/13 at 11:30 a.m., Robat Coupe food
processor was observed with the plastic lid
secured to the metal base with handie. The clear
plastic lid was coverad In moisture and
approximately & to 10 mililliters of pooled waler
was observed in the bottom metal part. DM
confirmed this.

On 9423/13 at 2:30 p.m., facility palicy titled
“Dishwashing Techniques” under #7, stated

All kitchen staff employees have
been re-trained on proper hand
washing procedures including when
to wash hands to ensure proper hand
washing procedures followed
protecting staff, self and residents
from preventative foodborne illness
prevention and control. Training
session included utilizing proper
hand washing between tasks, leaving
kitchen, between glove use and
touching of any potentially
contaminated items. Sanitizer is
available in kitchen but will not be
substituted for proper hand washing
with soap and water per facility
policy.

Kitchen re-trained on facility policy
to assure ail dishes are completely air
dried in dish washing area prior to
being stacked and stored. All items
will be put away upside down to
assure any possible residual water
will dissipate prior to bacteria
growth. Instruction included
assuring proper drying agent used in

| dish washer and how to prime if
| noticing improper flow of chemical.
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F 371 Confinued From page 8 ¥ 371 Continued from page 8.
"Dishes are o be aflowed to alr-dry before staking
ring.” " .
and storing In addition, contractor has redesigned
Two KSs were observed, on two separate planned dish room remodel to include
occasions, performing hand hygiene with hand s : -
sanitzer between kifchen tasks instead of using .addlt:on‘af drying space as- WGH_ as
proper hand washing procedure with soap and mstatlation of hand washing sink
water. allowing more accessibility for
On 9M7/3 at 5:59 p.m., KS A was observed mmproved compliance,
leaving the steam table area after preparing food
trays, then performed hand hygiene with hand
sanitizer just prior o taking clean dishes from the
drying area near the dishwasher and bringing
them to the food preparation area.
On 9M8/13 at 11:30 a.m,, KS B was abserved
perfarming hand hygiene with hand sanitizer upon
returning from the dining room and then tock
clean dishes from the drying area near the
dishwasher and trought them to the food
preparation area. '
Faciiity policy fitled "Handwashing Procedure”
stated that "Proper handwashing technigues are
known and observed by all food service
personnel as an important link in the chain of
infection prevention and contrel.” then goes on io
describe "The FDA Code Double Handwash
procedura” as Step 1.instructs to "Wet hands
under warm, running water ...add soap ...rinse
under warm, running water ..."
F 412 483.55(h) ROUTINE/EMERGENCY DENTAL F412] F-412 CRF 483.55(h) ROUTINE/ 11/10/13
§5=G | SERVICES IN NFS EMERGENCY DENTAL
SERVICES IN NFS
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an outside resource, in accordance with
§483.75(h) of this part, routine {to the extent
covered under the State plan), and emargency
dental services to meet the needs of each
resident; must, ¥ necessary, assist the resident in
making appoiniments; and by arranging for
fransportation {6 and from the dentist’s office; and
must prompily refer residents with lost or
damaged dentures to a dentist.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was defermined the facility failed to
provide necessary dental services for identified
dental problems for 2 of 3 current sample
residents (#s 31 and 43) reviewed for dental
services. This failure caused Resident #31 to
experience ongoing tooth decay, tooth loss,
problems with chewing and closing her jaw, and
limited food choices. This faifure caused Resident
#43 to experience ongoing tacth decay, tooth
loss, difficulty with chewing, and to remain nesrly
edenfulous (having no teeth} without intervention
for at least one full year after requesting a full set
of dentures as recommended by his dentist,

Findings include:
RESIDENT #31

| 31 was admitted to the facility on
ith diagnoses to include h
|

The annual Minimum Data Set iMDS), an
assessment tool, dated incdicated
Resident #31 ambulated independently with use

Affected Residents:

For resident #43

the facility will correct the deficiency in the
following manner.

Sacial services Designee will set an
appointment for this resident to see a
dentist. Social Service Designee will
continue to look for low cost or no cost
dental service. The dental issues that have
been noted will be corrected. Positive
contacts have been made and as 2 result
resident has a dental appointment on the 10/
29 to begin the process of Extraction of the
teeth and making of a full set of dentures,
Conformation has been received for an

approval for payment of this process. Social

service will follow through to assure that
this is done timely.

Residents care plan has been addressed and
the following changes have been made: The
oral care part of his ADL program has been
pulled from the body of the care plan with
specific things for these residents oral care
needs are clearly outlined and must be
signed by staif that it was done.

Front tine staff has been in serviced as
follows: basic oral care needs, why oral care
18 fmportant, the need to report refusal of
oral care, problems with appreach set up for
oral care, any problems noted with resident
during oral care such as disconsfort, broken,
loose, or missing teeth and bleeding when
oral care i given. Each front line staff
member will also be required to do a return
demonstration of the skill of brushing
natural teeth and cleaning the orai cavity.
Resident will continue to be visited by the
dental hygienist monthly.

o4} D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
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 and decayed (black) at the gum line,

' Hke to see a dentist about getting a lower denture,

of 8 walker and required cuing with oral care. The
Care Area Assessment, dataed 12/14/12, reported
the resident had "broken natural feeth with
moderate gingivitis."

Chservation during an interview on 9/17/43 at
1:49 p.m. showed Resident #31 {o have a fuil
upper denture in her mouth but ne lower denture.
All of the residen(’s lower teeth appearad broken

Resident #31 denled mouth pain but stated it was
difficult 1o chew "because of my leeth” and said
that, as a result, she was "real fussy about food,”
fimiting herself {o items which were sasier fo
chew. The resident also stated she could not
dose her mouth all the way, demonsirating for
the surveyor that when she closed her jaw as far
as she could, her lower gum was approximataly
one inch from the bottom of her upper denture.

When asked, Resident #31 said yes, she would

The resident further stated that no one at the
facility had ever offered to assig{ her with making
a dental appointment. Resident #31 stated she
thought it was hecause she didn't hava the
money to see a dentis{ or pay for a denture,

The Visual Oral Health Screening Form, dated
8120712, filled out by the dental hygienist, stated
Resident #31 had moderale gingivitis and ali
lower teeth were broken except for #22. The
residant was referred for dental services.

The progress note, dated 9/268/12, signed by the
Soclal Services Director (85D), stated Resident
#31 decided not to have her one remaining iower
tooth pufled and not fo get a lower denture.

Lic murses have been in serviced on
observations of the mouth as part of the
weekly skin check already set into place.
Resident # 31: The facility will correct the
deficiency as it relates to this resident in the
following Manner: Social Services Designee
will aggressively continue to search for low
| costor no cost dental services available to
residents. SSD will research ali avenues to
find any dental coverage that might be
available to this resident first through her
insurance. {Resident has no dental coverage}
and she has no funds available for the cost
of dental needs. Resident has been set up for
a visit with local dentist and an estimate has
been obtained for the work that needs fo be
done. The estimnate was sent to DSHS for
approval and was denied, However Social
Service Designee has continued to look for
services and has found potential services
that look bopeful for restdent. Resident has
an appointment for 10/31/13 with 2nd dental
office. In the meantime the following will
be dowe to prevent any farther problems for

i this resident. Her care plan has been revised
so the oral care part of the ADL program is

to meet resident’s oral hygiene needs clearly
outhned and must be signed by staff when
done. Front line staff will be in serviced on
residents specific oral hygiene needs as well
as basic oral care needs, why oral care is
important, the need to report any unusual
ocourrence when doing oral care such as
refusal o allow care, pain, loose teeth,
missing seeth bleeding at the gumns when
oral care is done,

|

- pulled out to itself with specific; approaches
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Lic nurses have been in-serviced on doing
routine oral exam with their weekly skin
check already set in place. They will report
arty unusual findings such as pain,
discomfort with the exam, bleeding, swollen
gums, broken or missing teeth via the 24 hr.
reporting sysiem already in place.

Resident will continue to receive routine
-hygienist visit,

The Woodland Rehab Oral Health Screening
Form, dated 2/11/13, indicated Resident #31 had
decay in her one remaining lower tocth: #22. No
information regarding condition of oral tissues
was provided. The hygienist did not answer the
question an the farm as fo whether additionat
dental services were recommended,

The Woodland Rehab Oral Health Screening
Form, dated 8/5/13, stated "All lower feeth
broken, decaved at gum line”; tooth #22 was no
langer present. The hygienist checked the box
indisating that dental services were "ot
appropriate at this time™ buf did not explain why
dental services were hot appropriate for the
resident's broken, decaved testh,

The nursing facility will act to protect
residents in sirmilar situations in the
following manmer: All residents in house
will be assessed by nursing to assure that
they have no current problems with the teeth
they have and to ensure that the oral hygiene
set up for each resident is adequate for
thaintaining the resident’s teeth in good
condition. Each resident upon admit will
have as part of their admission assessment
an oral exam this will catch any issues that
are there on admit: Any problems such as
missing teeth, loose teeth, decayed teeth,

" . bleeding of the gum ther iss
The Quarlerly Numh‘on .Rewews dgted 3113, noiidu\iitz tilceogt‘zl ;3;;‘13%?0;;;:: 1‘\l:'iil be
-6/3/13 and 812.8':1 3,‘|ndscat‘ted ?{eszde_nt w31 Wa? noted on the initial assessment and will
on a regutar “iberalizad diet {"rot strictly adhering continue to be followed through with as
to usual diabefic prescriptions; with small portions |- follows: Each resident has a skin assessment
and an evening snack. The resideni's weight was done weekly ad ded o this weekly skin
stable even though her intake at meals was "poor Y .

Further record review revealed documentation
supporting Resident #31's statement that she
wag "real fussy about food" due fo chewing
problems, limiting herself fo items which were
aaster to chew. ‘

53 " : assessment will be an oral exam again
e looking at all agpects of the oral cavity. Any
. . A ——— : 5
The nutrition note, dated 6/3/13, stated Resident new problems will be reported via the 24 fir.

reporting system that is in place and will be

#31 hoarded sugar and hot chocolate packets dealt with by the appropriate disciplinary

which she ate right out of the package. The

- s t m A
nufrition note, dated 8/29/13, stated Resident #31 cam member.
accepted ice cream, fruit salad, cottage cheese [
andg yogurt. ) {
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 denture.

“{ The faciiity falled fo provide nacessary dental

The nursing progress note, dated 9/8/13, stated
that Resident #31 continued "to not eat meals”
hut, in the evening, "wants snacks” such as
peanut tter and jelly sandwiches, yogurt and
sugar packages,

On 919413 at 10:51 a.m., during an interview, the
DS stated Resident #31 had not {old facility siaff
she had frouble with chewing and closing her jaw,

The DNS said Resident #31 had not seeh a
dentist since she was admitied fo the facility. The
DNS was unable {o provide documentation to
verify that any staff had followed up with Resident
#31, to inquire if the resident would like to see a
dentist, since the S5 note, dated 9/26/12,
stating the resident decided not to gat a lower

When asked if gingivitis, footh decay, or broken
teeth would indicate the nead for an appointment
with a dentist, the DS said ves, but when
residents lacked financial resources fo pay for -
dental services, appointments were made only
when the resident reported pain or proactively
requested an appoiniment.

services for Resident #31 when, despite identifiad
dental problems, no staff offered to make a dental
appointment for the resident. This failure caused
Resldent #31 fo experience ongoing problems
inchuding tooth decay, broken {eeth, problems
with chewing and closing her jaw, and limited
food choices.

RESIDENT #43

Resident #43 was admitted to the facil ity on

| nursing fo ensure that ne other dental

-followed through with timely and continue

PP SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
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Residents will continue to be seen by the
dental hyeienist on a routine basis the
bypienist will report to the DNS, charge
nurse, Social service Designee when routine
visit is complete any concems will be
written out by the hygienist on the
consultant form along with any
recommendations this will be discussed in
full at that time. The referrals will be given
to the Social Service Designee and will be

to be re addressed until the problem is
resolved.

Al care plans will be reviewed for adeguiaie
approaches set in place for oral hygiene this
part of the care plan will be pulled out of the
body of the care plan and set up to be sipgned
by staff assigned each tme done.

Front line staff will be re trained on oral
Hygiene with a return demonstration of oral
care with residents with natura teeth,
Training will alse include the importance of
geod oral hygiene, the imporiance of
reporting problems noted with the oral
cavity during routine gral care.

An audit of the Dental Hyglenist reports
over the past 6 months will be conducted by

recommendations that have been missed or
appropriate follow up has been done with
any issues that were noted,

Systemic changes the facility will take to
prevent the problem from recurring.
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ith diagnoses to include a neurologicat
disorder.

The annual MDS, deted [ ircicated
Resident #43 was alert, oriented and usually able
to express his needs, The resident was
non-ambulatory and required assistance with all
activities of daily fiving, including oral hygiene.
The Care Area Assessment, dated 3/27/13,
stated the resident had no natural upper teeth
and had 5 remaining lower teath and some tooth
fragments.

On 8/17/13 at 1:85 p.m., during an interview,
Resident #43 was ohserved to have no upper

teeth and only 5 lower teeth in front with one tooth | .

broken at the gum line. All of the resident's teeth
were yellow-brown. The resident denied having
mouth pain,

Record review revealed documentation indicating
that Resident #43 requested a full set of deniures
at least one year ago,

On 9/5/12, the SSD documented a discussion
with Resident #43's fegal guardian about the
resident's request for dentures. The guardian said
"go ahead" with a dental appointment for
dentures. )

The Vistal Oral Health Screening Form, dated
9/10/12, indicated Resident #43 had extreme
petiodontal disease with inflammation, had only
anterior lower teeth, all of which were decayed,
and had inadequate oral hygiene. Dental services !
were recommended. i

The nursing note, dated 9/17/12, indicated that
Resident #34 had an appointment with the dentist

E

The hygienist as part of the Quality
Assurance Monitoring will meet with DNS,
Charge nurse, SSD at time of visit,

All concerns and recommendations will be
discussed and a plan will be put into to place
at that time to ensure that the correct follow
through is done

The Sociai Service Designee will now have

a tog of any residents that have dental issucs
Documented in the log will be any
approaches to obtain dental services as well
as the result.

The log will be brought to the monthly
meeting at time of hyprienist, visit so any
issues can be reviewed for progress or until
the issue is resolved.

Ongoing more frequent nursing training and
education for both oral assessment, and ADL
assistance with oral needs to prevent decay
and to pick up on dental problems, that
might be painful or cause any problems with
nutritional intake.

Social Service Designee will coniinte to
search for free or low cost services for
residents with ne dental coverage.
Emergency dental issues will be taken care
of appropriately and quickly to avoid pain
and suffering of residents,

Quality Assurance Monitoring to assure
that the solutions are Sustained:

The Quality Assurence Commitice will
monitor referral service follow — up,
including hygienist recommendations.
Identified areas of concetn regarding follow
- up or service needs will be revicwed and
corrective action will be taken.
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that day.

On 9f24/12, the 88D documented that Resident
#43's guardian said the resident did not have
financial resources for dentures.

On 1/2/13, the SSD documented that Resident
#43 recenily lost a tooth but the resident said it
didn't bother him. The resident stated he knew his
guardian was trying to save money for dentures
and said, "l can wait."

The Visual Oral Heaith Screening Form, dated
117113, documented Resident #43 had moderate
gingivitis, broken and decayed teeth, and
inadequate oral hygiene. The space for indicating
further dental services was left blank.

On 8213, the SSD documeniad she spoke with
Resident #43's guardian and ingquired about
seliing the resident's electric wheelchair to pay for
dentures. The guardian stated that money from
the sale of the wheelchair should be appiied
toward funeral expenses.

The Quarterly Nutriton Reviews, dated 6/24/13
and 8/12/13, documented Resident #43 was on a
regular diet, exceeded his ideal body weight, was
taking 90 -100% at meais and had no apparent
chewing difficulty.

The Medication Administrafion Record for
September, 2013, docurmented Resident #43
received Tylenol 650 milligrams scheduled
routinely, twice daily, for chronic pain. The

resident also receivedF
"swish and spit," twice daily for gingivitis.

On 9/18/13 2t 12:10 p.m,, during an interview,

Audits of oral care with residents with
natural teeth will be ongoing and will be
dene with random resident’s bi — weekly
times 3 months and monthly thereafier.
Director of nursing services and Social
Service Designee will ensure correction of
dental services and Staff development
personal will ensure that ongoing training
and good oral hyglene is maintained.
Front Line staff in service will be completed
by 11/10/13

Lic. staff in-service completed 10/18/13,
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further observation showed the gum line
surrounding Resident #43's few remaining lower
teeth was red and inflamed. The resident stated it
was "hard 1o sat with the only testh I've got" and
said he would like to have his remaining lower
teeth removed and get a full set of dentures.
During the interview, Residert #43 asked
Licensed Nurse (LN} A to teli the S38D he would
Hke to set up an appointment to get dentures. (LN
Awas present for the interview at Resident #43's
request.}

On 818113 at 10:51 a.m., during an interview, the
DNS stated Resident #43 did not have money for
dentures and the facility could not afford to pay
the cost of his dentures.

On 920113 at 10:32 a.m., during ar interview, the
350 stated Resident #43's last dental

| appointment was 8/17/12 at River Dentat. The

880 stated River Dental recommended removing
Resident #43's remaining teeth and providing a
full set of dentures. River Dental indicated
Medicald would not pay for denfures, so the 880
did not pursue a Medicaid benefit to provide
denturas for the resiient.

The faciiity failed to provide necessary dental
services for Rasident #43 when, affer the resident
requestad to have deniures made, as
recommended by his dentist, faciity stafl did not
pursue & Medicaid benefit to provide dentures for
the resident. This failure caused Resident #43 to
experiehce ongoing tocth decay In his few
remaining teeth, further tooth loss, difficulty with
chewing, and fo remain nearly edentulous without
intervention for af least one Uil year after
requesting a full set of dentures.
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The facility must have a governing body, or
designated persons funclioning as a governing
body, that is legally responsible for establishing
and implementing policies regarding the
management and oparation of the facility, and the
governing body appoints the administrator who is
licensed by the State where licensing is required;
and responsible for the management of the
faciiity

This REQUIREMENT is not'met as evidenced
by:

Based on interview and record review, i was
determined the faciity failed in its legal
responsibilfly far implementing poficy refated fo
use of resident funds when 3 facility managers
{Social Services Director, Business Office
Manager and Director of Nursing Services)
actively facilitated, with the knowledge of the
Administrator, the use of $200 of resident money
from the Resident Advisery Committee bank
accourt as a gift to a facllity employes. This
fallure placed rasidents at potential risk for
financial expicitation.

The facility Employee Handbook stated, " ...all
employees must graciously decline fips and
gratuities offerad by residents or families.”

On 9/16/13, during the initial tour of the facility, a
notebook contalning Resident Advisory

Committee (RAC) meeting niotes was on display
for public viewing in the TV room. Meeting notes

GOVERNING BODY-FACILITY
POLICIES/APPOINT ADMN

The facility’s current policy reads
“All residents are served equally,
and all employees must graciously
decline tips and gratuities offered
by residents or families.” Current
administration has in-serviced DNS,
social services director, busﬁess
office manager and other relevant
employees regarding this policy. It
has been established that employees
may not accept any gifts of any nature
from any resident or family no matter
the origin of the money or the
circumstances by which it is being

giver or the reason it is being given,
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reflected that the group's name was changed
from Resident Council to RAC when, as of June
2013, the group had no officers because no
residents wished to run for office.

The notebook contained a copy of a lefter written
for the Business Office Manager {BOM), dated
8/14/13, signed by the Sodial Services Director
(88D}, which stated the RAC wished {o donate
$200 to a fund for the staff whose family mamber
died in an accident. The letter named 9 residens
who agreed to the donation: Resident #g 22, 5,
31, 28, 58, 48, 47,12, and 83,

During irterviews on 9/18/13, the BOM,

" 1 Administrator {ADM) #1, the Director of Nursing

Services (DNS), and the 380D each stated the
RAC was a group comprised only of facility
residents and the money in the RAC account
came from RAC fundraisers such as garage
saies and holiday bazaars.

At 1:32 p.m,, the BOM stated she managed the
RAC bank account. The BOM reportaed that an
/14113, the 38D gave the BOM a copy of the
letter writien by the 850, signed by the S5D and
8 residents, ndicating the residents wantad to
donate $260 to a fund for Nursing Assistant (MA})
£. On this copy of the lefter, Resident #12's name
was crossed off the list of named residents.

The cancelled check for $200, dated 8/14/13,
writter: o NA E, was signed by the BOM and the
DNS. The name of the bank account was
“Woodland Convalescent Center Residents
Account.” Bank account statements showed
"Joint Names" including ADM #2, the DNS and
the BOM.

The corrective action will be taken
immediately. The facility
administrator and the business office
manager will approve or deny all
checks for funds being spent from the
resident council checking account.
The administrator will in-service all
newly hired emplovees regarding
facility policy in regard to- gifts from

residents or family of residents.
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The BOM said she knew facilily employees were
not permitted to receive money or gifls from
residents but, regarding the ¢ift to NAE, the BOM
“didn't see it that way.”

At 1:48 p.m., ADM #1 stated he was not
empioyed at the facility at the time the check was
wrilten to NA £ but, if he had been, he would
have raised concerns about the appropriateness
of using RAC money for a gift to a staff member.

At 14:47 p.m., the DNS stated the accidental
death of NA E's family mamber occurred on
Sunday, Il 2rc was on the news. By
wednesday, I many residents were aware
of the death and learned that staff were coliecting
‘| money for NA E. The SSD informed the DNS that
residents wanted to contrihute. The DNS stated
that the maney was a combined gift from
residents and staff “all lumped together."

The DNS said she knew facility employees were
not permitted o receive mansy or gifts from
residents but, coming from the RAC account, it
wasn't like taking residents’ personal money. |
saw this as different.”

The DNS stated ADM #2 was administrator at the
time and was aware of the gift.

On 8/19/13 &t 10:00 a.m., during an interview, the
SSD stated that, on [ some residents
heard about the money being collected by staff
members for NA E. The Activities Supervisor told
the SSD that residents waniad to contribute
money from the RAC account, ‘

The 88D stated she asked Resident #5, and the
resident confirmed that he and other residents
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i

wanted {o donate money fo NA E. Resident #5
named several residents who wanted fo donate
money.

The 8SD said she typed the letter for the BOWM, -
dated I, naming the residents. The BOM
told the S8D to get the residents’ signatures. The
88D approached the residents individually in thelr
rooms to ask if they wanied {o sign the {effer. The
SSD stated she obtained signatures from ail
residents named in the letter except one:
Resident #12 had changed his mind so his name
was crossed oul.

The S8D stated, "It did not ocour fo me that it
might be a probtem. | thought, 'It's what the
residents wanted to do. i's their right. it's thelr
money."
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