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The Laurels of Hendersonville wishes to have

F 000 INITIAL COMMENTS FO00| ¢pis submitted plan of correction stand as iis
allegation of compliance. Our alleged
No citations cited as a resulf of complaint compliance date is April 5, 2012.
investigalion survey event id: ZQ6G11. . . ;
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 32| Preparation and/or exccution of this plan of '

correction does not constitute admission or
agreement by the provider of the iruth of the facts,
alleged or conclusions set forth in the statement
of deficlencies. The plan of correction is |

5s=0 | DEPENDENT RESIDENTS

A resident who is unable to carry out activities of

dail_y Ii\{lng receives‘-. _the necessary services to prepared and/or exccuted solely because it is
maintain good nuirifion, greoming, and personal required by the provisions of Federal and State
and oral hygiene. law.

Resident #119’s facial hair has been
This REQUIREMENT is not met as evidenced . .
by: removed and her nursing assistant
Based on observations, staff interviews, and care card has been updated to include

madical record review, the facility failed to trim removal of facial hair as needed.
facial hair on one (1} of three {3) dependent
female residents (Resident #119). .
) Current residents were observed for
The findings are: facial hair and hair removed when

_ ) indicated.

Resident # 119 was admilted to the facility with a
diagnosis of multiple fractures from a fall. The

mosl recent Minimum Data Set (MDS), dated The Staff Development
01/09/12, revealed the resident had short and Coordinator/designee will in-service
long term memory loss and was severely all nurses and C.N.A s regarding

impaired in cognitive skills for dally decision esident . ith attention t
making. The MDS also revealed the resident resigent grooming with altentiion {o

required extensive assistance with most aclivities facial hair for both men and women.
of daily living (ADL), including grooming.

The resident’s care plan, dated 01/19/12,
addressed the need for assistance with ADL,
including the removal of facial hair as neaded.

On 03/13/12 at 1:37 PM Resident #1189 was
obse in ront lobby of the facility in her

LABORATORY 076“) PRO UPPLIER REPRESENTATIVE'S SIGNATURE

Any deficlency stalement ending wilh an asterisk {*) denoles a deficlency which the Institullon may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patients. {See instructions.) Excepl for nursing homes, the findings steted above are dlsclosable 90 days
following the date of survey whelhsr or nol a plan of cosrection Is provided. For nursing homes, the abova findings and plans of correclion are disclosable 14
days following the date thesa documents are made available to the facllity. If deficlencies are cited, an approved plan of correctlon is requlsite 1o continued

program paricipation. . .
Oriainal Signature. Date @ H-4-12
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F 312 | Conlinued From page 1 ¢ 312| Facial hair will be observed (3) three

wheelchair. The resident had multiple facial hairs
under her chin approximately 3/8 of an inch long.

Resident # 119 was also observed on 03/14112 at
12:20 PM and on 03/15/12 at 12:10 PM in her
wheelchair in the main-dining room. At lhese
timeas, she was again observed to have multiple
facial hairs under her chin approximately 3/8 inch
long.

On 03/16/12 at 3:22 PM Nursing Assistant #1
was interviewed. She stated she usually worked
on lhe hall where Resident #119 resided. She
slated that facial halr on women was assessed
and trimmed during the twice weakly shower days
for each resldent. She also stated that anylime a
resident needed it facial hair should be trimmed
or shaved.

On 03/15/12 al 3:28 PM Licensed Nurse #1 was
interviewed. She stated that facial hair on female
residents should be timmed during twice weekiy
showers and any time the nursing assistant
noliced it needed trimming. She stated she
expecled nursing assistants to check for facial
hair on female residents and trim it as needed as
part of morping care each day.

On 03/15/12 at 3:50 PM the Director of Nursing
(DON) was Interviewed. She stated facial hair on
dependent female residents should be trimmed
-on shower days and anylime it is needed. She
slated she expected nursing assislants to
evaluale the need to trim facial care as part of
morning care for each resident. The DON
observed the faclal hairs on Resident #119 at this
time and stated sialf should have noticed and
timmed them.

times a week for the next (4) four
weeks by department managers, and
residents in need of shaving will be
reported fo the charge nurse and :
assigned nursing assistant if action is -
needed.

Observation resulis will be reported
to the Director of Nurses weekly for
the next (4) four weeks and concerns
will be reported to the quality
assurance committee during the
monthly meeting.

Continued compliance will be
monitored through routine daily
round observations and through the
facility’s quality assurance program.
Additional education and monitoring
will be initiated for any identified
concerns, ’
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F 464 | 483.70(g) REQUIREMENTS FOR DINING & F 464| The facility removed and rearranged
§8=E | ACTIVITY ROOMS furniture and seating during the
The facility must provide one or more rooms survey tO. ensure that SUfﬁment_ Space
designaled for resident dining and activities. was provided for safe ambulation by
- be welllihted: bo wall residents in the Heritage dining ’
ese rooms must be well lighted; be we .
ventilated, wilh nonsmoking areas identified; be room. The _changes were. accep tEd
adequately furnished; and have sufficient space an_d- SPPPOI’_ted by the residents
lo accommodale all aclivities. utilizing this dining room.
This REQUIREMENT is not mel as evidenced Tl:le,meal serw(:'e n th¢ Herltage
by: Dining room will be monitored (3)
Based on observations, staff, resident, and three times a week by a member of
!an?llly |nt.erviews, and medlca_ll record review, the the IDT team for the next (2) weeks
facility failed to provide sufficient space for safe t e the fi Fraffic i d
ambulation by residenls within one (1) of two (2) 0 ensure .ﬁ , ow of {ra IF‘ .In an
dining rooms (Residents # 12, 14, 24, 43, 48, 55, out of the dining room facilitates
72, 89,94, 96, 120, 126, 162, 171, 173). residents’ needs. Changes will be
made when indicated, concerns will
The findings are: . . . :
be reported to the Administrator and
©n 03/13/42 from 12:20 PM until 12:54 PM an to the quality assurance committee
observation was made of sevenieen residents during the monthly meeting,
dining at lunch in the Heritage Dining Room, a
dining room reserved for residents considered by .. . . . :
the facility to be atert and oriented and able to All Staff assisting in the dining room
feed themselves. There were seventeen was in-serviced by the Staff J
fesidents Qresent, thiteen of them In whefal'c.halrs Development Coordinator/designee
and four with walkers, There wera three visiling ‘toring f & bulati
family members and one nursing assistant to on moni orlng. or sale ?m ula 10'_1
assist residents as needed. There were six dining and maneuvering of residents while
tables in the room, two on one side of the room, in the Heritage Dining Room as not
three on the other side, and one table against the : : .
wall in the back of the room. There was a narrow tQ 1}1terrup t residents Whlle they are
center aisle betwean the rows of tables eating and to report concerns to the
_ administrator or his/her designee. |
Al 12:20 PM Resident #94 was asked by staff to
FORM CMS-2567{02.99) Pisvious Versions Obsolete Evenl ID: ZQ8G11 Facifity [D- 923081 If continuatlon sheelt Page 3 of 8
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move away from her place at her lable so a
resident entering the room could get by. When
Resident #94 was back in place she immediately
was asked to move again to allow another
resident to pass.

Also at 12:21 PM Resident #12 who was seated
at a back table had finished her meai and
atlempted lo leave in her wheslichair. Resident
#55 had to move her wheeslchair completely away
from the place she was eating, and Residents
#171, and #162 had to scoot their chairs closer to
the table to allow Resident #12 to enter the cenler
aisle and exit.

At 12:25 PM Resident #14 stated, "We need a
bigaer room."

At 12:30 PM Resident #96 entered the room
using a walker and attempted fo ambulate
through the center aisle to her assigned seat.
Resident #89 was sitling in a chair at her table
with her walker alongside with her back to the
center aisle. Resident #120 was in her wheelchair
across [he center aisle at another table also with
her back to the aisle. Resident #96 tried to move
belween these two residents bul the gap was too
small to get her walker through. A staff member
moved Resident #89 closer fo the table to allow
Resident #96 to pass. The Director of Nursing
was present and cbserved the residenis having to
move. She stated, "l think we need a bigger
room." She stated the room was for aterl and
oriented residents who ware independant in
dining. The DON noted there were many long
term residents who dined in this dining room but
that recently more short term rehab residents had
also bean using the room which filled it up.

The Facility will continue to ensure
that sufficient space is provided for
residents using this dining room as
the population changes through

random observations of meal service,

queries of identified residents, and
through the facility’s quality
assurance program. Concerns will
be reported to the administrator or
histher designee daily and ‘
adjustments will be made as needed..

/
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F 464 | Conlinued From page 4

At 12:50 PM Resident #173 tried to leave in her
wheelchair but could not get through the narrow
center aisle. Staff moved one table to allow her
threugh but also asked Resident #89 to move her
chair and walker to allow Resident #173 1o pass.

At 12:54 PM Resident #43 aitempled to leave
through the cenler aisle in her wheelchair but
could not get through the aisle. Resident #89 had
to move her walker for the resident to pass
through,

Al 1:00 PM Resident #89 was interviewed. She
stated she always ate lunch and dinner in the
Heritage Dining Room. She stated it was very
crowded in there every day and that she did not
like it when she would start to take a bite then
have to move her chair or walker. But she stafed
she understood that residents had to get in and
out. She noted that the residents had re-arranged
the tables with help from a family member into an
easier configuration but someone had moved the
tables back. Residen! #89 stated she was worried
about residents being able to get outin an
emergency.

Cn 0311412 from 12:09 PM uniil 1:13 PM a
second observation was made of fourteen
residents dining at lunch in the Heritage Dining
Room. There were two visiling family members.
The room was arranged like the previous day.

At 12:09 PM Resident #48 was sitting in her
wheaelchair at the table nearest the door. Nursing
Assistani (NA) #2 moved her away from her table
to allow another resident to enter the centar aisle
in her wheelchair. At the same time Resident

F 464
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F 464 | Continued From page 5

#126 entered the dining room with her walker and
moved towards her table. Resident #126 had to
move chairs out of her way in order to access her
seal.

At 12:22 PM Resident #96 was observed (o be
eating her salad. She had to interrupt her meal
and back her wheelchair info the center aisle fo
allow Resident #24 to maneuver her wheealchair
to her table.

Al 12:30 PM Resident #72 was eating in her

& wheelchalr at the table closest to the door.
Directly across the center aisle, Resident #120
was ealing in her wheelchair at another table with
her family member, The gap between the two
residents was approximately twenty to twenty-four
inches. Resident #171 entered with his walker
and altempted to move through the gap and

down the center aisle. He was unable to get
through with his walker in the usual position so he
lurned it sideways and pushed it through ahead of
him then turned sideways himself and stepped
through.

At 12:43 PM Resident #43 aitempled to leave in
her wheelchair but could not move between the
other two wheelchairs, The family member of
Resident #120 moved her in her wheelchair away
from the table to allow the resident to pass. The
family member commented that there was not
enough room. The family member had to move
Resident #120 again at 12:48 PM to allow
Resident # 173 to pass.

Al 12:50 PM Reslident #12 turned her walker {o
the side to squeeze through the wheelchairs, and
at 12:55 PM Resident #171 {ried to move

F 464
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Continued From page 6

between the wheelchairs fo exil. Resident #171
again pushed his walker through the opening
sideways. The walker got hung up on one of the
wheelchairs and NA #2 had to assis! the resident
to untangle if.

At 12:51 PM the family member of Resident #120
again had to move the resident to allow Resident
#094 to pass.

At 1:11 PM staff had to move a table to allow
Residant #14 lo exit in her wheelchair and
Resident #89 with her walker.

At 1:13 PM most residents were finished eating
and had exited. The family member of Resident
#120 was observed assisting a staff member to
rearrange the tables to provide easier enirance
and exit for the next meal.

On 03/14/12 at 1:19 PM NA #2 was interviewed.
She slated Haritage Dining Room has been
overcrowded with residents for approximatsly two
months, with residents having to move In ordar to
allow other residents to enter or exit. She slated
about two months ago anclher table was added
at the back wall to accommodate more residents.
She stated she had noticed that Resident #171
had gotten his walker hung up on a wheelchair
and noted that was a hazard. She stated that she
and the family member of Resldent #120 had
tried rearranging the tables several times for
beller accass but they were always moved back
fo the original position by other staff before the
next meal. NA #2 staled she had reported the
problem of ¢congestion in the dining room to
kitchen staff but had not mentioned it to
administrative staff.

F 464
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On 03114112 at 1:40 PM the family member of
Resident #120 was interviewed. He stated the
dining room is crowded and he often had to move
his family member lo allow residents to enter or
exil. Bul he stated that the tables could be
arranged in a way that provided easler access for
residents. He stated that he and NA #2 had tried
rearranging the tables buf someone always
moved them back. The family member stated
there was no communication among departments
about addressing the problem.

On 03/15/12 at 10:10 AM the Resident Council
President who dined in the Heritage Dining
Room, Resident #72, was interviewsd. She
stated the overcrowding in the dining room had
been going an for at least a month, She stated it
had not come up at the Resident Council Meeling
because it was a recent problem.

On 03/15/12 at 12:27 PM the Administrator was
interviewed. He stated he was informed of the
crowded room about a month ago and added a
back table for more residents. He stafed if there
had been continued problems he would expect
that staff would inform him. The Administrator
stated that his expectation was that residents
should have a clear path

to enter and exit.
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