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! ! * This Plan of Correction is the center's credible

i . N
F 312 | 483 25(a)(3) ADL CARE PROVIDED FOR Faqp @Hegation of compliance.

§5=0 : DEPENDENT RESIDENTS Preparation andfor execution of this plan of correction
. © deoes nol constifiie admission or agreement by the

. A resident who is unable to cariry oul activities of provider of the truth of the facis alleged or conclisions
sel forth in the statement of deficlencies. The plan of

 daily living receives the necessary services to L

: intai od nutrl i d | correction is prepared andlor executed solely beeause
- maintain goea nuiniion, grooming, ana persona it is required by the provisions of federal and stale lone.
. and oral hyglena.

F- 312 1114/11

1.} How corrective action will be

' This REQUIREMENT i
! ISR Q MENT s not met as evidenced aceomplished for the resident affected:

Based on observations, medical record review,

¢ and resideni and staff intarviews the factlity fatied
to provide timely incontinence care for one (1)

: resldent and remove chin hairs for three (3) of

Resident #1 was provided proper
incontinence care and cxperiences no
adverse signs or symptoms of UTL, NA #1

 four (4) sampled female residents. Resident #1, was re-educated on providing proper
i #3 and #4. i incontinence care by the Director of

: Nursing. Nursing Assistants working
| The findings are: 5 during the survey were provided
additional incontinence care education
! 1. Resident #1 was admilled to the facility with ‘ verbally by Nurse Management and
| the diagnoses chronic obstructive pulmonary : according to the facilitics expectations for
' diseasa and diabstes mellitus. Resident #1's providing incontinence care.
: most recent Minimum Data Set (MDS) assessed
: her as having moderata Cogniti\fﬁ impairemenl. Resident’s #1‘ #2 and #4 were offered by
 The MDS further assessed Resident #1 as staff to have their facial hair removed. All
 usually incontinent and needing extensive are alert and oriented and make their
- assistance with activitles of daily living. needs known to staff. Staff members were

instructed by the Director of Nursing that
they are to offer to remove facial hair
during showers.

i An observation was made on 10/18/11 at 11:30
I AM of Resident #1 in her whesl chair in the hall.
| Resident #1's pants were obviously wet. Staff

t came to provide incontinence care. When

! Resident #1 was transferred to her bed for care
: her pants were wet down {o her knee area and

: the pad in her wheel chalr showed obviors signs

! of wetness. Resldent #1's skin in her groin area
! was red and excoriated. 2.) How correcfive action will be

! accomplished for those residents having

Special electric razors were provided to
these residents designed specifically for
the removal of female facial halr.
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1

! An interview was conducted on 10/18/11 at 1:10
_PM with NA#1. She reported thal she had

: checked Resident #1's incontinence brief for

! welness at 7:15 AM that morning and she was

: dry. She reported that she was supposed to

: check and change residents every two (2) hours.
. She further reported when it is busy there is not
; always time to do this.

{ An interview was conducted on 10/18/11 at 9:35

i AM with the Director of Nuising (DON). She

‘ reported that the nursing assistants are lo

: perform rounds every two (2) hours and change

i residents if they are wet. She further reported that
titis her expeciation that a resident showing

i obvious signs of wetness should not happen.

I 2. Resident #2 was admitted to the facility with

i the diagnosls with dementia, diabetes and

i peripheraf vascular disease. Review of her

{ Minimum Data Set (MDS) dated 7/27/11 revealed
] she had severe cognitive impalrment, it further

i ravaaled that she needed extensive assistance

; with aclivities of daily living.

|

| Observafion was made 10/18/11 at 10:25 AM of
: Resideni #2 returning from the shower. Resident
; was observed to have two paiches of chin hairs

! approximately one half inch long,

: An interview was conducted 10/18/11 af 10;36

; AM with Nursing assistant #2 she reported

| resident showars are done twice a wesk, Sha

| reported care that is provided during showers for

! Resident#2 would be nali care and denlure care,

: When asked about removal of Resldent #2's :
¢ facial hair she reported that this would normally

i

F31z;

. The facility acknowledges that all

. Incontinent and female residents could be

" alfected by this alleged deficient practice.
All Nursing Assistants in facility were
provided education on the facilities
expectations for providing Incontinence
Care. They were also instruefed that
female residents should be offered

. removal of the hair during showers. This

. eduecation will be provided In orientation

¢ and annually. This education was

. completed on November 8, 2011,

" 3.) What measures will be put in place or
systemic changes made to ensure
correction:

Nurse’s, Nurse managers and the

Administrator will conduct at least one

: daily round te ensure that residents are

_ being changed and facial hair removed for

~ three weeks and then twice weekly for two
weeks and then once per month for four
months, An audit fool was developed by
the facility to record the results and

_ identily any/ail ongoing concerns, The

" Director of Nursing will review all Quallty

© Assurance audits for discrepancies and
. direct appropriate corrective actions,
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 be done during her shower but she did nol have
“ {ime this morning.

1 An interview was conducted on 10/18/11 at 2:50

i PM with Resident #2. When asked about her chin
; hairs she reported when she lived at home she

: shaved them, She further stalad “ihey need to be
. gone, but 1 did not bring my razor here."

" Aninterview was conducted on 10/19/41 at 9:35
i AM with Ihe Director of Mursing. She reported it

. was her expecialion the female residents should

1 have facial hair taken care of, residents should be
; asked during their showers if they would like it

i removed.

i 3, Resident #4 was admitted to the facility with

i the diagnoses dementla, hypertension,

" depression and afrial fibrillation. Review of her

: Minimum Data Set rovealed that she was
cognitively intact and that she was dependent for
; care for activities of daily living.

; An observation was made on 10/18/11 at 9:30

: AM of Resident #4 in her room. Resident #4 had
© a full chin of one quarter (1/4) Inch long halfrs as
-well & hair on her upper lip.

. An interview was conducied on 10/18/11 at 1:00
; PM with Resident #4. She reports they shave her
: occasionally if they are not rushed, She then

* stated "it is very noticeabis."

: An Interview was conducted on 10/19/11 at 9:35
:AM with the Director of Nursing. She reported it
_was her expectation the female residents should

- have faclal halr taken care of, residents should be
; asked during their showers if they would ike it

performance to male sure that solutions
are ensured:

The Director of Nuising or designee will
compile audit results and present to the
Quality Assurance Committce Meefing
quarterly. Subsequent plans of action
developed as indicated by the Committec.
The Director of Nursing will be primarily
responsible for averall compliance,
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; femoved.

: 4. Resident #1 was admitted to the Facillty with

: the diagnoses chrenic obstructive pulmonary

 disease and diabetes melfitus. Resident #1's

- most recent Minimum Data Set (MDS) assessed

- her as having moderate cognitive impairment.
The MDS further assessed Resident #1 as

- needing extensive assistance with aclivitios of

- daily living.

- An observation was made on 10/18/11 at 9:55

: AM resident siifing in wheel chair in her room.
Resident is cbserved to have numerous one half

: (1/2) Inch long hairs on her chin. Resident is other

- wise neally groomed.

; Aninterview was conducted on 10/19/11 at 9:35

T AM with the Director of Nursing. She reparted it
-+ was her expeclatlon the female residents should

* have facial hair taken care of, residents should be

i asked during their showers if they would llke it

 removed.
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