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This P, Correction is the center's credible
F 000 | INITIAL COMMENTS F 000 all:gir:z’;zlfcomplmnce.
A standard recertification survey was initiated on Zfe’;’i’;”c";’mﬁ‘: aion jfzgf ;ﬁ;;f ;; e
05/21/13 and concluded on 05/23/13 with provider of the truth of the facts allsged or conclusians
deficiencies cited at the highest scope and set forth in the statement of deficiencies. The plan of
severity of an *F". A Life Safety Code survey was correction is prepared and/or executed solely because
initiated and concluded on 08/22/13 with no it is required by the provisions of federal and siate lipw.
deficiencies cited. The facility had the opportunity
to correct the deficiencies before remedies would
be recommended for imposition.
F 241 | 483.15(a) DIGNITY AND RESPECT OF F241| F241 $8=E 483,15 (a) Dignity and Respeet
ss=k | INDIVIDUALITY of Individuality:
The facility must promote care for regidents in a LHow the corrective action will be July 6,24013
manner and in an environment that maintains or accomplished for affected resident: The
enhances each resident's dignity and respect in center dining procedure has been change
full recognition of his or her individuallty. to ensure that resident’s #1, #15, #16, #19
and unsampled resident A receive timgly
assistance with all meals. Resident #9 had
; : . incontinent pads removed from on top of
I;ts REQUIREMENT is not met as evidenced the made bed. Certified Nursing Assisthnt
Based on observation, interview, record review #3 and the Activity Aid were counseled
and review of the facility's policy, it was and educated on 5/22/13 on not speaking
determined the facility failed to promote dignity about residents in any area that can be
and respect 1o five (5) of twenty-three (23) overheard by anyone. Posted Care
sampled residents Resident #1, #9, #15 #16, and information about resident #9, unsampled
#19, and three (3) of four (4) Unsampled resident B and C was immediately
Residents, Unsampled Rasident A, B and C. The removed from bulletin board in common
facility failed to ensure Resident #15 and area/dining room.
Unsampled Resident A did not have to wait for
twenty (20) and twenty-five (25) minutes prior to II. How corrective action will be
being assisted with eating. The facility failed to accomplished for those residents July 6,2013
eﬁ#r_e He?‘iden: :gdmaimtai"ec: Sr:gnrxgy gfging having potential to be affected: Direqtor
¢loth incontinen s on top of the e bed. i ; g
The facilty failed to ensure Resident #9 id not N o et
have two (2) employees talking and laughing themselves based on their prior level of
abqut the 'resxdent and in the presence of all the function and therapy assessment. Review
res nf in the-/fomn:an area/dining room. The was completed on 5/31/13 and dining
ma&hmﬁ's OW}R asmzfr TIVE'S SIGNATRE progtdures changes 1o ensure DATE
]
' v.y. ! /[wﬁil’ ) /4
Any deficiencl; stateheht endjng with 2 asterisk (") denotes a deficiency which tha institution may be excused from  pro drmined that
cther safeq provide sufftient protaction to tha patients. (See instructions.) Except for nursing homes, the findings stated above dre discickable 90 days
following the Hate of survey whitether or not a plan of comection is provided. For nursing homas, the above findings and plars of correstion ate disclosable 14
days followingttie date these documents are made avaitable to the facility. If deficiencies are ¢ited, an approved stion:

program participation,

plan of correction-is requisite 1o conﬁrwed;
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facility failed 10 ensure privacy and dignity of
Residents #9, B and C by posting resident care
information on the bulletin board in the common
area/dining room. The facility failed io ensure
Resident #16 could niot reach cups of fiuid on the
lunch tray for two (2) meals. The facility failed to
ensure Resident #19 did not have to wait
thirty-five (35) minutes before being assisted with
spilled food.

The findings include:

Review of the facility's policy regarding Quality of
Life, dated April 20,2013, revealed care would be
provided in a manner and in an environment that
maintained or enhanced each residents' dignity
and respect, in full recognition of his/her
individuality. Staff were to carry out activities and
interactions that assisted the resident to maintain
and enhance their self-esteem and self-worth,

No signs were 10 be posted that contained clinical
or personal information.

1. Observation of the common area/dining room
on the locked unit on 05/21/13 at 11:05 AM
revealed a bulletin board contained medical
information on Resident #9 and Resident B. The
rasidents required direct supervision for all
meals/snacks, cue, small bites, slow, alternate
liquids and solids every 2-3 bites. Also posted
were the instructions for Resident C's smoking.

Observation of Resident #9's room, on 05/22/13
at 8:30 AM and 10:30 AM, revealed cloth
incontinent pads placed on top of the resident's
made bed.

Observation of Resident #9, on 05/22/13 at 11:45

allegation of compliance.

Preparation and/or execution of this plan of correction
doas not constitute admission or agreement by the
provider of the truth of the fucts alleged or conchsions
set forth in the statement of deficiencles. The plan of
correction is prepared and/or exectited solely becat
it is required by the provisions of federal and siate lgw.

&

provided immediately. Unit Managers
and weekend supervisor conducted
walking round on unit during shift to
ensure no personal care information WT

posted about residents. Unit Managers

also completed review of unit on 5/3 0/13
and educated staff to ensure no pad are
place on top of made beds.

UL What measures will be put in
place/systemic changes made to ensyre
correction: Dining procedures have been
change effective 5/24/13 to one seating
with two manager/monitor overseeing
procedure and ensuring that everyone
gets meals timely and the assistance
needed according to their plan of care|
Staff Development Coordinator have
completed education on 5/22/2013 on
dignity and dining procedures for all
nursing staff. Unit Managers will roynd
twice a day on their units to ensure no
personal care information or dignity
issues like pads are present. They will
the Unit Manager checklist to complet
rounds at least weekly and report all
finding to Director of Nursing.
Additionally the facility's Ombudsman is
schedule for 6/20/13 to complete 2
dienity and respect education for altll\:[;«.

use

[

July 6,013
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AM, revealed the resident sitting at a table in the
common area/dining room on the locked unit.
The resident was served a cup of coffee which
was rejected by the resident. The Activity
Assistant took the coffee and placed it on & cart.
She was looking at the CNA quizzically. The CNA
said you fixed that especially for him/her and
he/she did not want your coffee. The activity
assistant shrugged her shoulders and the CNA
said the resident would not eat the catmeal at
breakfast either. Both laughed, shook their
heads and looked at the resident. Resident #9
did not say anything and just bowed his/her head.
There were ten (10) cther residents in the room.

Review of the clinical record for Resident #9
revealed the facility admitted the resident with
diagnoses of Bipolar Disorder, Paranoid
Schizophrenia and Dementia. The facility
completed a significant change Minimum Data
Set (MDS) assessmeant on 04/18/13 which
revealed the resident had severe coghitive
impaiments.

Interview with the Activity Assistant, on 05/22/13
at 11:50 AM, revealed it was inappropriate for her
and the CNA to be discussing Resident #9 in the
dining room. She stated she had received
training on dignity of residents. She stated seeing
an incontinence pad on a resident’s bed indicated
that the resident was incontinent and visitors or
other residents should not have that information.
In addition, posting resident information on a
bulletin board available to other residents and
visitors was also inappropriate.

Interview with CNA #3, on 05/22/13 at 11:55 AM,
reveated she did not think her voice was loud

Preparition andior execution of this plan of correction
doas not constibde adntission or agreement by the
provider of the truth of the Jucts alleged or conelusions
st forth in the statamens of deficiencies. The plan of

correction is prepared and/er executed solely becamle
it is required by the provisions of. federal and state law.

least once weekly by the Dirsctor of
Nursing to validate timely assistance
provided to residents according 1o their
plan of care.

IV. How the facility plans to monitor
its performance to make sure solutions
are sustained: The Unit Manager and
Director of Nursing Services weekly
audits will be track and trend with
results reported to the Performance
Improvement Committee monthly for th
next 6 months or until sustained
compliance is achieved.

(]

July 6,2013
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enough for the residents to hear her remarks
regarding Resident #8. She stated she should
not have talked about the resident in front of the
resident and the other residents in the dining
reom. She stated she did place the incontinent
pads on top of Resident #9's made bed in case
the resident was incontinent while napping. She
revealed she did not think about how it would look
to others and stated it was inappropriate. She
stated she had received training on resident
dignity.

Interview with the Program Director, on 05/22/13
at 11:38 AM, revealed the common area/dining
room was o small that remarks could be heard
by all in the room; however, the staff should not
have talked about Resident #9 in front of the
resident and all the other residents present, Sha
stated she did not know the posted information on
Residents #3, #B and #C was a dignity issue. In
addition, she stated the incontinence pad on
Resident #9's bed did signify the resident was
incontinent and that was a dignity concern. She
stated all staff had in-service training regarding

dignity.
Interviews with Resident #9, on 05/22/13 at 12:15
PM and 1:30 PM, were unsuccesstul, The

resident would not respond to conversation
regarding the incident.

Interview with Resident #10, on 05/22/13 at 12:40
PM, revealed staff were kind and the resident had
no memory of the incident.

Interview with the Director of Nursing, on
05/22/13 at 1:00 PM, revealed her expectations
were for residents to be treated respectfully by

ORM CME-2567(02-95) Provious Vergions Obsolete Event (DiWavVRHI Facility (D: 100232 If continuation sheet Page 4 of Sﬂjf
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F 241 | Continued From page 4 F 241
staff and staff were trained to provide dignity and
respect.

2. Qbservation of the dinner meal for dependent
residents, on 05/21/13 at 5:55 PM, revealed
Resident #15 and Unsampled Resident A seated
at a table in the main dining room with two (2)
other residents. Al four (4) of the residents had
been served their meals. The two (2) other
residents proceeded to eat their meals with
Resgident #15 and Unsampled Resident A
watching them, but Resident #15 and Unsampled
Resident A made no effort to feed themselves.
There were two (2) staff observed assisting
residents with their meals while all of the trays
had been served 1o a total of thirty (30) residents
in the room. Resident #15 was observed to be
seated and waiching the two residents eat for
twenty (20) minutes and Unsampled Resident A
was observed to be seated and watching the two
residenis eat for twenty-five (25) minutes before
efther was assisted with eating. After a time
lapse of twenty (20) minutes, the Director of
Nursing, the Dietician, the fagility Nurse
Practitioner and one other Certified Nursing
Assistant entered the dining room and two (2) of
themn proceeded to assist Resident #15 and
Unsampled Resident Awith eating.

Interview with CNA #8, on 05/23/13 at 9:10 AM,
revealed she had worked at the facility for six (6)
months and she had been trained io assist
residents with eating by verbally prompting, hand
over hand or complete assistance with eating.
She stated she was assigned on a shift
assignment sheet § she was to assist with dining

1 and the staff assigned to the dining room 1o assist
resident's with their meals knew which residents

ORM CME.2567(02-98) Pravious Versions Obsclete Event 10 W3VH11 Facifity IDr 100232 i continuation sheet Page § ofjﬁg}
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needed assistance by the CNA care plans. CNA
#6 revealed there was no one in the dining reom
to assign particular residents to staff, but they just
knew who 1o help and talked with each other to
determine which residents to assist with their
meals,

Interview with LPN #2, on 05/28/13 at 9:20 AM,
revealed she was on the schedule to monitor the
dining room at dinnertime on 05/21/13, but was
reassigned that evening to pass medications.
She stated she did not ensure someone else was
monitoring the dining room because the DON had
reassigned her and she assumed the DON would
ensure someone else would do the monitoring.
She further revealed three (3) CNA's were
assigned from her unit to assist in the dining
room but only one (1) was able to godue to
needs on the unit.

Interview with the Dietician, on 05/23/13 at 9:30
AM, revealed she worked at the facility three (3)
days a week and she monitored a meal on one of
those days. She stated she noticed there were
not enough CNA's in the dining reom for the
dinner meal on 05/21/13 and sought the help of
the DON, the facility Nurse Practiticner and a
CNA 1o go to the dining room and assist residents
with eating. She further stated food served
twenty (20) to twenty-five (25) minutes prior to
giving residents assistance with eating would be
cold and it was not respectful or maintained
resident dignity to have their trays in front of them
with no assistance with eating for that length of
time,

Interview with the DON, on 05/23/13 at 2:00 PM,
revealed the facility had an assigned person {o

F 241
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monitor each mealtime but on 05/21/13 there was
a delay in the dinnertime meal monitoring due to
the reassignment of the mealtime monitor. She
stated the dining room monitor completed a form
attesting their monitoring of each meal and there
had not been a concern with residents in the
dependent dining not being assisted with their
meals. She further stated the regidents who
needed assistance with dining should not have to
eat cold food. The DON stated it was not
respectful o the residents to make them wait for
dining assistance and it did not maintain their
dignity.

3. Review of Resident #16's clinical record
revealed the facility admitted the resident on
09/08/11 with diagnoses of Dementia, Dysphagia
(difficulty swallowing), and a stroke. The
comprehengive assessment utilizing the Minimum
Data Set (MDS), Dated 08/16/12, revealed the
resident was limited in making themselves
understood, required a one person physical assist
with eating, and had one sided upper extremity
impairment. The Registerad Dietician completed
the resident's Medical Nutrition Therapy Review,
on 04/29/13, which revealed the resident was
totally dependent with dining skills. The Meadical
Nutrition Therapy Review, dated 05/17/13, did
not assess the resident's dining skills and the
MDS signed 05/18/13 had the resident listed
requiring set up help only for dining. Review of
the resident's comprehensive plan of care
revealed the resident should have as needed
assistance with dining and should attend the
Dependant Dining session.

Observation of the evening meal service in the
main dining room, on 05/21/13 at 5:10 PM,
revealed three (3) staff members were passing

F 241
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out meal trays. Resident #16 was seated at g
tabie by themselves facing the back wall away
from the other residents. When Resident #16
was served his/her meal, two (2) cups were
placed just out of the resident's reach. In
addition, while attempting to feed his/her seff
Resident #16 continually dropped spoontuls of
the meal onto their shirt leaving the resident
covered in food. After thirty (30) minutes of no
assistance and surveyor intervention CNA #7
went and sat with the resident, moved the cups
within the residents reach and offered cueing and
assistance to the resident.

Observation of the breakfast meal, on 05/23/13 at
7:00 AM, revealed Resident #16's three (3) cups
were placed out of the residents reach. Resident
#16 was observed trying 1o reach the thickened
liquid In the cups without success and spilling
food on themselves. No facility staff member was
observed offering assistance to the regident.

Interview with CNA #7, on 05/23/13 at 3:05 PM,
revealed there was hot enough help in the dining
room for the evening meal on 05/21/13. The
CNA revealed the resident should not have been
placed alone at a table, and stated the resident
usually sits with a friend which was also a
resident. The CNA revealed the resident did not
like belng helped, but stated the resident had
worsened and needed more guidance, The CNA
revealed the cups were placed to far away and
the resident was not able o reach them.

Interview with Licensed Practical Nurse (LPN) #2,
on 05/23/13 at 4:00 PM revealed she was the
Unit Manager for the Twin Spires Crossing Unit.
The LPN revealed Resident #16 was not sitting in

F 241
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. Thiz Plan of Correction is the center's eredible
F 241 Coafntmued From page 8 _ - Fadat| .. cation of compliance.
their normal seat and did require supervision and
back up assistance. The LPN revealed staffing Preparation andior exzcution of this plen of correctian
was not appropriate for the number of residents does not constitute.admission or agreement by the
in the dependant dining during that meal and B o e aonion e pianof
A . set forth in the statement O cigncigs. The plan o)
Resident #16 should have been placed at the first correction is prepared and/or executed solely becaus
table on the left and not alone in the back of the it is required by the provisions of Jederal and state lay.
dining room.
F 253 | 483.15(n)(2) HOUSEKEEPING & F 253 F253 SS=E 483.15 (h) (2) Housekeeping.#;
s5=E | MAINTENANCE SERVICES Maintenance Services:

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfartable interior.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and facility
policy review, it was detérmined the facility failed
to maintain a clean and sanitary environment as
evidenced by soiled floors on three (3) of (3)
three hallways, heavily chipped paint around the
door frame leading to the common area on the
locked untt, soiled floors and door frames leading
to the kitchen in the dining room, built up dirt and
grime on the fioor at the doorways on three (B) of
three (3) units to Rooms 102, 107, 110, 111, 112,
115, 118, 201, 202, 212, 217, 302, 303, 304, 310,
312, 314, 317 and 319, and the blue paint in the
hallways of three (3) of three (3) units was soiled.

The findings include:

The facility did not provide a policy for floor care
or facility painting/repair.

Observation of the facility, on 05/21/13 at 4:00

1.How corrective action will be
accomplished for those affected: No
residents were identified to be affected. The
three halls have been stripped and waxed.
East hall was completed on 6/4/13 and
central and West was completed on 6/11/13
and spot painting was corapleted on chipped

area on lock unit on 6/12/13 and 6/13/13.
Door frame leading to kitchen in dining area
was also completed. The build up of dirt in
door way leading into rooms 102, 107, 110,
111, 112, 115, 118, 201, 202, 212, 217, 302,
303, 304, 310, 312, 314, 317, and 319 are

scheduled 10 be completed by 6/21/13. The
blue paint soiled was completed on 6/11/13

I1.How corrective action will be
accomplished for those residents having
the potential to be affected: Our Health
Services Group that provides contracted
services for housekeeping and laundry
provided a schedule to complete floor
stripping and waxing, and deep cleaning all
other rooms in center. Maintenance
supervisor and his assistant has audit all
room and areas in center that need painting

areas around door frames leading to comman

July 6, 2913
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F 253 | Continued From page 9 F 253 ellegation of compl i;nce'
PM, revealed the door frame leading to the
common area on the locked unit with nicks and Preparation and/or execution of this plan of correctipn
chipped paint. does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
] - y set forth in the statement of deficiencies. The plan of
Observation of the facuhty, on 05/22/1 3at 1?‘20 correction is prepared and/or executed solely because
PM, revealed two (2) doors leading to the kitchen. it is required by the provisions of federal and siatg lw.
The floor under the doors and the doors ‘
themselves were heavily soiled with built-up dirt complete painting that is needed.
and debris. The edges of the dining room floor
were soiled with built-up grime.
o - . I1l. What measures will be put in July 6,2
gasergﬁgg dczhﬁilzcgm tﬁg %12'.3/‘”1&3:: 09'30 place/systemic changes made to ensure
Rooms 102, 107, 110, 111, 112, 115, 118, 201, correction: Heath Services Group
202, 212, 217, 302, 303, 304, 310, 312, 314, 317 supervisor and Maintenance supervisor will
and 319 were soiled with & dirty build-up. The conduct a weekly environmental walking
hallway edges around the 100, 200 and 300 round with Adninistrator to identify areas
nursing stations were soiled with a build-up of dirt. |. that need touch up painting or c'leanmg of
Blue paint on the hallways throughout the facility any build up of dirt. Any identified concerps
were scuffed and solled. The floor in Room 303 will be corrected immediately. Maintenance
was heavily soiled with drips, scuffs and dried Supervisor will designate one day a week
substances. Numerous door frames were where spot painting is done the entire day.
chipped and soiled. Health Service Group Supervisor and their
) . ) ) regional manager and director will conduct
Interview with the Housekeeping Director, on weekly walking rounds validating proper
05/23/13 at 1:30 PM, revealed the floars an_d cleanjng performance and no build up of dirt
doorways e“éer?-{soﬂed ?jng‘ "efe d_ar d t;ge sttnpped concerns. The Administrator will be
and cloaec. He saied e facly kot e inforned of e Gndings td sproe lrs
Administ?é.tore ae P y for corrective actions and timeline for
’ completion.
Interview with the Administrator, on 05/23/13 at IV. How the Facility plans to Monitor ity July 6,2
2:30 PM, revealed he was responsible for performance to make sure the solutions
ensuring the facility was clean. He stated the are sustained: The results of the weekly
facility was not clean; however, he did expect the envirorunental rounds with the
facilify to be clean. Administrator, Health Services Group
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279| supervisor and Maintenance Supervisor will
gg= | COMPREHENSIVE CARE PLANS be tracked and trended with findings
reported by the Administrator to the faciliy

113
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A facility must use the results of the assessment
1o develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
cbjectives gnd timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensiv
assessment. :

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and facility policy review, it was determined the
facility failed to develop a comprehensive pian of
care based on the comprehensive assessments
for four (4} of the twenty-three (23) sampled and
four (4) unsampled residents (Resident's #
2,9,10, and 18). The facility staff fajled develop a
care plan for care of an indwelling supra pubic
cathater for Resident #2. The facility staff failed to
develop & care plan to address interventions
related to behaviors for Resident #9. The fagility
staff failed to develop a care plan to address the
behaviors of Resident #10 and Residerrt #19 as

Preparation and/or execution of this plan of correction
does not constitute admission or agreemant by the
provider of the truth of the facts alleged or conclusions
sét forth in the statement of deficiencies, The plan of|
correction is prepared and/or executed solely becaus
it is required by the provisions of federal and stare |

with further education and/or actions taken
as needed. The PI Committes will monitor
monthly for the next six months or until
improvements are sustained.
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F 253 | Continued From page 9 ' E 253 This PI@ of Corraction is the center's credible
I ligree.
PM, revealed the door frame leading to the ellegatton of ompllence
common area on the locked unit with nicks and Prepararion and/or execution of this plan of correciion
chipped paint. does not constitute admission or agreement by the
provider _of the truth of the facts alleged or conclusibns
Observation of the facility, on 05/22/13 at 12:20 SeLforth in the statement of deficiencies. The plart of
! y n /e cuted solely be
M, reveaied o 2) doars leading o he kchen. itis requined sy s provisions of odoral et e .
themselves were heavily soiled with built-up dirt F 279 SS=E 483.20d, 483.20(kX(1) Develp
h e - . p
\i‘:;dred:g::& \I;:;&%f;;gg:edmmg room floor Comprehensive Care Plans:
mser;\'gaﬁ;ﬁhﬁ;z?ﬁ' t?:; %i/ff”";‘;’;sa:cgzao LHow the corrective action will be July 6,
Roorms 1 02, 107, 110, 111, 12, 115, 118, 201, accomplished for those affected: Resideqt
202, 212, 217, 302, 303, 304, 310, 312, 314, 317 #2's careplan was reviewed and updated t}:
and 319 were soiled with a dirty build-up. The include supra pubic catheter on 6/4/2013.
hallway edges around the 100, 200 and 300 Resident # 9’ care ‘plan was reviewed and
nursing stations were soiled with a build-up of dirt. |. updated to address interventions related to
Blue paint on the hallways throughot the facility behaviors 5/6/2013. Residents #9, #10 and
were scuffed and soiled, The floor in Room 303 #19 careplans were reviewed and were
was heavily soiled with drips, scuffs and dried updated to address behaviors and
substances. Numerous door frames were psychotropic medication on 5/6/2013. The
chipped and soiled. revisions were completed by Social Serviges
Director and Director of Nursing,
interview with the Housekeeping Director, on e
05/23/13 at 1:30 PM, revealed the floors and ' i ion wi
doorways were soiled and needed to be stripped IL.How ;Eo;rzc;lve action i M be ; July 6
and cleanad. He stated the facility did not appear az:::g,allstoebe :;‘rﬂl? ss.r‘:slidentsnltavmg
home-like. He stated he was supervised by the potentia’ ecteds Al curre
Administrator. residents care Plans are being rewewe‘d by
the Interdisciplinary team (IDT) to validate
Interview with the Administrator, on 05/23/13 at the care plans include measurable objectives
2:30 PM, revealed he was respansible for and timetables t meet & resident’s medicg],
ensuring the facility was clean. He stated the nursing, mental and psychosocial needs that
facility was not clean; however, he did expect the are identified in the comprehensive
facility to be clean. assessment and that th'e care plans describ
F 279 | 483.20(d), 483.20(k)(1) DEVELOP Fa27o  the services to be furnished to attain or
gg=£ | COMPREHENSIVE CARE PLANS maintain the resident’s highest practicabl
physical. mental, and psychosocial well-
FOFAM CMS-2587(02-53) Pravious Versions Obsolste Event I0:WavH11 Fasiity (00802
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. This Plem of Correction Is the center's credibl
F 279 COntlnued Ffom page 10 F 279 a[]egaﬁanz-;'c:,’:;ﬁ;:ge_ iers credioie
A tacility must use the results of the assessment Preparation andlor exscution of g’g‘;"‘ planaf porectton
to develop, review and revise the resident's provider of the truth of the facts allegad or conclusibns
comprehensive plan of care. sat forth in the statement of deficiencies.” The plan of
correction is prepured and/or executed solely becmise
The facility must develop a comprehensive care it is required by the provisions of federal and stats lw.
plan for each resident that includes measurable
objectives and timetables 1o meet a resident's
medical, nursing, and mental and psychosocial ITL What measures will be put in July 6,2013
needs that are identified in the comprehensiv place/systemic changes made to ensure
assessment. : correction: All licensed nurses and the IDT
] are being educated on developing and
The care plan must describe the services that are updating residents’ care plans by the
g;’g?; ;Jg'r';:tfga © :‘;ﬁi&g marniam e fesidents Director of Nursing. This education will be
psychosocial well-being as r,equired,under completed by 7/5/13. During scheduled care
A : . plan meetings the IDT will meet and revie
§483.25; and any services that would otherwise 4 update I ded. The IDT
be required under §483.25 but are not provided an.uuP " cza;-f;p ans as needed. 1he .
due to the resident's exercise of rights under WIL review 24 hour reports and MD orden
§483.10, including the right to refuse treatment daily (M-F) at the clinical meeting and
under §483.10(b)(4). \{ahdate care plans updated as needed at thar
time. The Weekend Supervisor will be
responsible for this review on Sat-Sun. Th
This REQUIREMENT is not met as evidenced Director of Nursing will complete a
by comprehensive care plan audit each week pn
Based on observation, interview, record review at least 2 residents per unit validating care
and facility policy review, it was determined the plans include measurable objectives and
facility failed to develop a comprehensive plan of timetables to meet a resident’s medical,
care based on the comprehensive assessments nursing, mental and psychosocial needs thiat
for four (4) of the twenty-three (23) sampled and are identified in the comprehensive
four (4) unsampled residents (Resident's # assessment and that the care plans describb
2,9,10, and 19). The facility staff failed develop a the services to be furnished to attain or
care plan for care of an indwelling supra pubic maintain the resident’s highest practicable
catheter for Resident #2. The facility staff failed to hysical, mental, and psychosocial well-
develop a care plan to address interventions ge:y o Ay dontified psy b
related ta behaviors for Resident #9. The facility 10E- ¥ y lﬂfn (1ec concemns will be
staff failed to develop a care plan to address the corrected at that time.
behaviors of Resident #10 and Resident #19 as
JBM ChS-2587(02-09) Pravious Versians Obsolete Eveant ID: W3V Faility ID: 100232
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- This Plan of Correction is the center's credible
F 279 | Continued From page 11 F279  Lilegation of compliance.

well as psychotropic medications.
The findings include:

Review of the facility's policy regarding Care
Plans, dated 01/07/13, revealed a pian of care
was developed on the resident's individual needs
as identified by assessments. The care plan
included a freatment plan, resident preference,
resident goals that are measurable and contained
a schedule to evaluate the patient's progress or
lack of progress toward his/her goals. The
comprehensive care plan would be developed
within 7 days after the completion of the
comprehensive assessment [Minimum Data Set
(MDS) and Care Area Assessment (CAA)] by an
interdisciplinary team and included the resident,
resident's family, or resident's legal
representative.

Review of the clinical record for Resident #2
revealed the facility admitted the resident on
10/24/12, with diagnoses of Paraplegia,
Neurogenic Bladder with an Indwelling Supra
Pubic Urinary Catheter, and a Pressure Sore,
The facility completed a comprehensive
assessment, dated 03/09/13, utilizing the MDS
which identified the resident as having an
indwelling urinary catheter. Review of the CAA
worksheet revealed the catheter was an actual
problem and would be care planned.

Observation of Resident #2, on 05/21/13 at 3:.06
PM, 05/22/13 at 8:15 AM, 8:50 AM, 11:00 AM,
12:30 PM, 2:30 PM, and 05/23/13 at 9:15 AM,
revealed the supra pubic catheter was connected
to a urinary drainage bag placed below the level
of the bladder.

Preparation and/or execution of this planef carrecrfarz
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusipns
set forth in the statement of deficiencies. The plan df
corraction is prepared and/or gxecuted solely becanse
it is required by the provisions of federal and state kaw.

TV.How the facility plans to monitor its July 6,3013
performance to make sure the solutions
are sustained: The results of the care plax
audits will be tracked and trended and
reported monthly by the DNS to the
Performance Improvement Committee wiﬁk;
follow up actions or education as needed for
the next 6 months or until compliance is
achieved and sustained.
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F 279

Continued From page 12

Review of the Resident's comprehensive plan of
care revealed there was no plan to direct the care
of the resident's urinary catheter.

Interview with Registered Nurse (RN) #1, on
05/23/13 at 2:40 PM, revealed the purpose of the
care plan was to make sure an action plan was
established for what to do, with 2 measurable
goal. The RN revealed he was not aware the
catheter wag not care planned and stated he did
not use the care plans and had never aciually
soen the resident's plan of care. The BN
revealed the resident had always had a catheter.

Interview with the Mint Julip Unit Manager (UM),
on 05/22/13 at 2:45 PM, revealed nursing was
responsible to ensure the resident had a
comprehensive plan of care, ensure actions are
being followed, and revised if not working., The
UM revealed Resident #2 did need a plan of care
for the urinary catheter and was not aware it was
not done. The UM revealed this should have
been caught during weekly care plan meetings.
The UM revealed she had not been attending the
weekly care plan mestings as she had just been
notified two (2) weeks ago she shouid attend.

Interview with the MDS Coordinator, on 05/22/13
at 2:55 PM, revealed care plans are developed
after a comprehensive assessment was
completed. The MDS Coordinator revealed care
plan meetings are held quarterly at which time the
interdisciplinary team looked at orders, any
changes, any concerns, and review the resident's
comprehensgive plan of care. The MDS
Coordinator revealed the interdisciplinary team
should have caught the absence of a plan of care

F 279
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for the resident’'s catheter.

Interview with the Director of Nursing (DON), on
05/23/13 at 3:30 PM, revealed Resident #2's
catheter was on the old plan of care and did not
know why it was not transferred over for review
and continued care. The DON revealed the MDS
staff was responsible to ensure all CAA triggers
are addressed. The DON revealed there was no
gystem in place to monitor care plans.

Review of the clinical record for Resident #9
“revealed the facility admitted the resident with
diagnoses of Paranoid Schizophrenia, Bipolar
Disorder, Dementia and Hypertension. The
facility completed a significant change MDS on
04/18/13 which revealed the resident had a
severe cognitive impairment and required limited
1o extensive assistance with care needs. The
resident exhibited combativeness with care,
rasistance to care, delusions, hallucinations and
agitation. :

Review of the comprehensive care plan for
Resident #9 revealed the facility implemented an
intervantion to leave the resident alone whaen
agitated. Documentation was not located to
address interventions for the resident's behaviors
of delusions, hallucinations and resistance to
care.

Review of the clinical record for Resident #10
revealed the facility admitted the resident with
diagnoses of Dementia with Behaviors, Impulse
Control Disorder, Anxiety and Hypertension. The
facility completed a Quarterly MDS assessment
on Q5/05/13 which revealed the resident was
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cognitively intact and required extensive to limited
assistance with care needs,

Reviaw of the care plan for Resident #10
revealed the resident exhibited restlessness,
noncompliance with care and poor impulse
contral, The resident was redirected as needed.
Evidence of interventions to address the
resident's behaviors was not located.

Interview with the Program Director, on 05/23/13
at 10:05 AM, ravealed Resident #8's care plan
should address each behavior with Interventions
for staff io follow.

Review of the clinical record for Resldent #19
revealed the resident was admitted by the facility
with diagnoses of Bilateral Contractures,
Dysphagia, Advanced Dementia, Anxiety and
Depression. The facility completed a Quarterly
MDS assessment on the resident on 04/09/13
which revealed the resident had a severe
cognitive impairment. The resident required total
assistancs with all care needs. The resident
received antianxiety and antidepressant
medications,

Review of the comprehensive care plan for
Resident #19 revealed a care plan to implement
interventions to monitor the resident for side
effects and adverse drug reactions secondary to
the use of antianxiety and antidepressant
medications was not located. In addition, the
resident's care plan to address the refusal to take

‘medications was not located.

Interview with the MDS Coordinator, on 05/23/13
at 10:15 AM, revealad
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care plans were developed after a
comprehensive assessment was completed
quarterly and when there were changes in the
resident's care. The MDS Coordinator revealed
the interdisciplinary team should have developed
interventions to addrass behaviors and the use of
psychotropic drugs,

Interview with the Director of Nursing, on
05/2313 at 2:00 PM, revealed her expectation
was that all resident needs were addressed on
the care plan to ensure residents received the
appropriate care.

F 282 483.20(k}{3)(i) SERVICES BY QUALIFIED
se=D | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualitied persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by
Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to follow the comprehensive plan of
care for two (2) of the twenty-three (23) sampled
and four (4) unsampled residents (Resident #9
and 16) for assistance during meal service.

The findings include:
Review of the facility’s policy regarding Care

Plans, dated 01/07/12, revealed the plan of cars
would be developed on the patient's individual

F 27g|  This Plan of Correction is the conter's credibla
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusio
set forth in the stalement of deficiencies. The plan ojf
correction is prepared and/or executed solely becaus
it is required by the provisions of Jederal and state e,

F 282 88=D 483.20(k) (3) (ii) Services By
Qualified Persons/Per Care Plan:

LHow the corrective action will be
accomplished for the resident affected: July 6,2413
Resident #9 careplans was reviewed by the
DNS and Program Director for the Unit and
updated 6/11/15 to reflect location of staff
during meals, as well as queing and remindgr
to resident, also educated is being conducte;
with staff on update and schedule to be
completed by 7/5/13. Resident #16 was
discharged on 5/30/13 to home with home
health care,

F 282

ILHow corrective action will be
accomplished for those residents having  July 6,213
potential to be affected: The Unit Managers
and Director of Nursing are reviewing all
current residents for level of assistance
required with meals and validating care
plans specific for meal supervision and
assistance needed and will be completed by
7/1/13. '
IX.What measures will be out in {
place/systemic changes made to epsure |  July 6,2013
correction: The dining procedure has
changed to one seating experience with tw
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care plans were developed after g
comprehensive assessment was completed
quarterly and when there were changes in the
resident's care. The MDS Coordinator revealed
the interdisciplinary team should have developed
interventions 10 address behaviors and the uge of
psychotropic drugs.

Interview with the Director of Nursing, on
05/2313 at 2:00 PM, revealed her expectation
was that all resident needs were addressed on
the care plan o ensure residents received the
appropriate care.

483.20{k)(3)(il) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to follow the comprehensive plan of
care for two (2) of the twenty-three (23) sampled
and four (4) unsampled residents (Resident #9
and 16) for assistance during meal service.

The findings include:
Review of the facility's policy regarding Care

Plans, dated 01/07/12, revealed the plan of care
would be developed on the patient's individual

F279

F 282

This Plan of Correction is the center's credible
allegation of compliance.

Prapuaration and/or execution of this plan of corraction
does not constitute admission or agreement by the
provider of the truth of the fucts alleged or conclusions
set forth in the statement of deficiencies. The plan of|
corraction is prepared and/or executad solely becausi
it ks regquired by the provisions of federal and siate iap.

L,

F 282 88=D 483.20(k) (3) (ii) Services By
Qualified Persons/Per Care Plan:

LHow the corrective action will be
accomplished for the resident affected:
Resident #9 careplans was reviewed by the
DNS and Program Director for the Unit ang
updated 6/11/13 to reflect location of staff
during meals, as well as queing and remind
to resident, also educated is being conducte
with staff on update and schedule to be
completed by 7/5/13. Resident #16 was
discharged on 5/30/13 to home with home
health care.

July 6,29!13

=y

ILHow corrective action will be
accomplished for those residents having
potential to be affected: The Unit Manage}rs
and Director of Nursing are reviewing all
current residents for level of assistance
required with meals and validating care
plans specific for mea) supervision and
assistance needed.

IIL What measures will be out in
place/systemic changes made to ensure
correction: The dining procedure has

changed o one seating experience with tw

July 6,2,13

July 6,213
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needs as identified by assessments. Provided or
arranged services in accordance wih the Preparation and/or execution of this plan of correction
residents written care plan meet professional :oes _;:’f C;mm;ls ;d}ﬂ;‘f;i?n v:r ag;;;:eam ciy dzw .
+ rOvIAET O 7 ‘RCSQ T LONCILSIONS
Stan.d ards of quality and are performed by set forth in the siatement of deficiencies, The plan of
qualified persons. correction i prepared andi/or executed solely becausg
it is required by the provisions of federal and state o
Review of Resident #16's clinical record revealed
the facility admitted the resident on 09/08/11 whh process at all meals to ensure resident care
d%gnfesqgg Dfemﬁ%ﬁa' IDrfféct.;]Ity 3‘”5"‘3”“8' ta”d plans is followed and any assistance being
& Stroke. The facility utilized the Minimum Data e ; : ;
needed is immediately provided effective
Set (MDS), Dated 08/16/12, to assess the sy YP
resident and identified the resident required a one et .
. e - All staff is being educated by the Director of
p%rs;:n P hysu:?tl ass'l;t ‘Wlth e atmng:. 8{15 had one Nursing on the ﬁew diping p};"ocedure and
sided upper extremity impairment. The
Registered Digtician completed the Medical SC}@“‘;‘" be completed bypi’ 5/2013.
Nutrition Therapy Review, on 04/29/13, which Dining Room Monitors and Program
revealed the resident was totally dependent with Director to perform weekly meal audits to
dining skills. The Medical Nutrition Therapy ensure assistive dewces_ are PYOVIC_led and
Review, dated 05/17/13, did not assess the level of assistance provided to residents is
resident’s dining skills and the MDS signed consistent with the residents’ plan of care.
05/18/13 had the resident listed requiring set up Any concermns will be immediately corrected.
help only for dining. Review of the resident's
comprehensive plan of care revealed t{we resident IV.How the facility plans to monitor jts July 62013
should have assistance as needed during the performance to make sure the solutions
dlnmg ser\’l?e and should attend the Dependant are sustained: Dining Committee will meet
Dining session. monthly and minutes fror dining commitieg
. , meeting and results of the weekly meal
Obf_sen{aﬂon of the evening meal service in the andits ;ill be reviewed throush ]}; erformance
main dinlng room, on 05/21/13 at 5:19 PM, Tmprovement Committee mo;thly for the
revealad Resident #16 was served his/her meal next 6 months or until sustained compliance
and two (2) cups were placed just out of the is achieved Pl
resident's reach. In addition, while attempting to 1s aceved.
feed his/her self Resident #16 continually
dropped spoonfuls of the meal onto their shirt
leaving the resident covered in food. After thirty
(30) minutes of no assistance and surveyor
intervention, CNA #7 sat with the resident, moved
the cups within the residents reach and offered
JRM CMS-2567(02-29) Previous Versions Obsalate Event ID:W3VHM Faciity ID: 100232
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cueing and assistance to the resident.

Interview with CNA #7, on 05/28/13 at 3:05 PM,
revesaled the resident did not like being helped,

- but stated the resident had worsened and needed
more guidance therefore, someone should have
gone over to assist the resident. The CNA
revealed the cups were placed too far away and
the resident was not able to reach them.

Interview with Licensed Practical Nurse (LPN) #2,
on 05/23/13 at 4:00 PM, revealed she was the
Unit Manager for the Twin Spires Crossing Unit.
The LPN revealed Resident #16 required
supervision and back up assistance. The LPN
stated Resident #16 should have been placed
where he/she could have been easily assisted.

Observation of Resident 49 on 05/21/13 at 4:45
PM and on 05/22/13 at 12:20 PM and 4:55 PM
revealed the resident in the dining room feeding
self meals without staff sitting next to the resident

SORM OMS.2587(02-90) Pravious Varslons Obsolate Evert ID: WavHT Facillty ID: 100232 if continuation sheat Page M of iﬁ'
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during the meals, Staff members were in and out
of the room as they went to the hallway to obtain
tray for residents from the tray cart parked there.

Review of the clinical record for Resident #9
revealed the facilty admitted the resident with
diagnases of Dementia, Seizures, Bipolar.
Disorder and Parznoid Schizophrenia, The
facility completed a significant change MDS
assessment for the resident on 04/18/13 which
revealed the resident had a severe cognitive
impairment, mood and behavior issuss, and
recent weight loss.

Review of the comprehensive care plan for
Resident #9 revealed the resident had a
significant weight loss over a six (8) month time
frame. Interventions were implementad for the
resident to eat in an upright position, chew slowly
and chew each bite thoroughly, observe for
coughing or choking and to have a staff member
it with the resident at all meals and supervise the
resident directly.

Interview with Certified Nurse Aide #3 on
05/23/13 at 10:25 AM revealed staff did not sit
with Resident #9 during meals. She stated staff
would hear the resident coughing or choking and
assist the resident. She stated she was not
aware the staff were to sit with the resident and
provide direct supervision. She agreed that staff
were In and out of the room especially if a
resident needed assistance to toilet during the
time the meal was in progress.

Interview with the Program Manager on 05/23/13
at 10:45 AM revealed the staff did not it with
Resident #2 during meals as the room was small
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This Plar of Correction iz the center's credible

F 282 | Continued From page 19 Fag2| e o et
enough to supervise the resident directly. She
stated the resident had past issues with coughing Preparation andlor execution of this plan of correction
during the meal. She stated the care plan was does ;;zt c;nif:me }?d}ﬂif}n or agree;nem by z};e i
. N « . . raviger of the trutn of & acts aile OF CONGIUSIONS
intended to assist the resident if choking were fﬂ orth o the staremont o de ﬁmng_; The pla ,:i
observed. correction is prepared and/or executed solely bec

it Is required lry the provisions of federal ard state lche.

Interview with the Director of Nursing on 05/23/13
at 2:00 PM revealed she expected resident care

plans to be followed by staff to ensure the F 369 $8=D 483.35 (g) Assistive Devices-
F 369 | 483.35(g) ASSISTIVE DEVICES - EATING F 369
$8=D | EQUIPMENT/UTENSILS I.How the correction action will be July 6,2013

accomplished for those affected: Residen
#18 was rescreened by Occupational

Therapy on 5/24/13 and continues to require
use of the specialized cup. The resident is

The facility must provide special eating equipment
and utensils for residents who need them,

This REQUIREMENT is not met as evidenced receiving a separate specialized cup with
by: each type of liquid offered with every meal.
Based on observation, interview, and record Additional 3pecialized cups will be prov1ded
review, it was determined the facility failed to if more than two types of fluids for each.
provide special eating equipment for one (1) of
twenty-three (23) sampled residents and four (4) I1.How corrective action will be July 6,2013
unsampled residents. The facility staff failed to accomplished for those residents having
provide Resident #18 with a weighted cup with & potential to be affected: Director of
lid for all liquids consumed during meals. Nursing reviewed all physician orders for

adaptive equipment and referred all residents
. with orders for adaptive equipment to
The findings include: therapy for screens to ensure all items werg
appropriate. The Nutrition Services Manager
validated all tray cards reflect any adaptive

Review of the facility's policy titled Dining Skills equipment ordered for all current residents

Level (Revised 08/31/12), revealed a licensed
nurse or another appropriate designee was

assigned to monitor the restorative and assistive IIL. What measures will be put in

dining rooms for accuracy of the diet served, that place/systemic changes made to ensure | July 6,2013
appropriate assistive devices were in place, and correction: Dining Room Monitors and

that residents received verbal cues endfor Program Director were educated on

monitoring the provision of assistive devicks
SRM CMS-2587(02-98) Previous Versions Obsclete Event ID; WaVH11 Facilty i0rrhoeed by the MDD as nofeshp. Btealeamle
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physical assistance with feeding as needed.

Review Resident #18's clinical record revealed
the facility admitted the resident on 09/28/04 with
diagneses of Alcohol-Induced Dementia, Bi-Polar
Disorder, Schizoaffective Disorder,
Hyperlipidemia; Unspecified Vitamin Deficiency,
Hepatomegaly, and Cardiac Arrhythmias.,

Review of the Speech Therapy Department's
evaluation of Resident #18 on 01/30/12 and again
on 04/09/12 revealed the following
recommendations ware made: one to one (1:1)
supervision during meals; and thin liquids in & cup
with a lid relatad to multiple choking episodes that
resulted from Regident #18's tendency to
consume food and liquids too rapidly. Physician
orders revealed the following diet/dining
interventions on 09/04/12: a mechanical soft diet
with regular liquids; a weighted cup with a lig; to
be fed 1:1 by a care giver; and his/her food was
to be offered in small bites. These interventions
were listed within the nutrition component of
Resident #18's comprehensive care plan and on
the care card used by the Certified Nursing
Assistants {CNAs) assigned to Resident #18,

Observation, on 05/23/13 at 11:50 AM, revealed
Resident #18 was seated in the dining room with
a meal tray in front of him/her. One (1) weighted
cup with a lid and a handle contained coffee, but
the resident's milk was contained in two (2) clear
plastic cups which did not have lids. The facility's
Staffing Coordinator was seated next to Resident
#18, and assisting him/her with the meal. During
the meal, Resident #18 picked up one of the cups
of milk, took & drink, and then managed to put it

allzgation qf compliance.

Preparation and/or execution of this plan of correction
does not constitule admission or agreement by the
providar of the truth of the facts alleged or conclusians
set forth in the statement of deficiencies. The plan of | L
correction is propared and/or exsewted solely becaus
it is required By the provisions of federal and swme law.

by the Registered Dietician by 7/5/13.
Dining Room Monitors and Program
Director to perform weekly meal observation
audits to ensure assistive devices are
provided and being used. Unit Managers and
Program Director will use tool named
“nutrition services evaluation: tray
accuracy—{Form 05508-01) to perform
audits. All findings during audit will be
immediately corrected with education
provided to responsible department. The
audit will be ongoing weekly for three
months. All dietary g1aff have been educated
by the Registered Dietician on providing
adaptive equipment as ordered by physicia.qns
and noted on tray cards, All nursing staff
education is schedule to be completed by
7/1/13 on following tray cards for adaptive
equipment with all meals, The education is
being provided by Staff Development
Coordinator.

IV.How the facility plans to monitor its
performance to make sure the solutions
are sustained: Findings from the weekly
meal observation audits will be reported to
Director of Nursing and Nutritiona] Service
Manager. This will be completed on 2
weekly basis. The findings of the audit wil
be racked and trended through Performance

July 6,2
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down without spilling the milk, but his/her hand
shook continuously during the process.

B

Preparation and/or exgcution of this plan of correcti
does net constiwie admission or agreement by the

provider of the truth of the facts alleged or conclusiops
set forth in the statemen! of deficiencies. The plan of

Interview, on 06/23/13 at 2:25 PM, with Dietary correction is prepared andlor executed solely becau
Aid #1 revezled she always set up Resident #18's it is required by the provisions of federal and stare law
tray with one (1) weighted cup with a lid because

no one had requested more than one, and she montbs. The Performance Improvement
always provided two (2) cartons of milk as that Comrnittee will address any repeated

was priﬂtﬁd on the iray ticket. Staff in the dlmﬁg concerns for further actions to prevent the
room was reSpDnSiblé for Opening the carfons deﬁcient pmcﬁce ﬁom reoccun-]'ng_

and pouring the liquids into cups for the residents.

Interview, on 05/23/13 at 2:45 PM, with the
Dietary Manager revealed the facility had several
weighted cups with lids in two sizes and they
were available for Resident #18's use upon
request.

Interview, on 05/23/13 at 1:40 PM, with the
Staffing Coordinator revealed she was assigned
1o assist residents in the dining room with meals,
and she had assisted Resident #18 in the past
and on 05/23/13 during the noon meal. Her
responsibility was o see that Resident #18 took
smaller bites and drink his/her liquids more slowly
to prevent a choking episode. The Staffing
Coordinator stated Resident #18's hands did
shake, but she had not seen him/her spill milk
while drinking it from the regular cups. She
thought the cup with & lid was used for hot liquids
to prevent spillage that might cause a bum. The
Staffing Coordinator stated a staff member was
glways assigned to monitor/assist/feed Resident
#18.
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Interview, on 05/23/13 at 3:00 PM, with the
Interim Director of Physical, Oceupational, and
Speech Therapy revealed Resident #18 had the
order for the weighted cup to assist the resident
with drinking more slowly as he/she had a
tendency to consume foods/liquids too rapidly
and this increased the risk for choking. She
stated she interpreted the current order to mean
all iquids served to Resident #18 should be
served in cups with lids. She was not sure who
was responsible for educating staff members on
the use of the adaptive equipment ordered for
Resident #18's use during meals.

Interview, on 05/23/13 at 2:00 PM, with Licensed
Practical Nurse (LPN) #2, Unit Manager, revealed
all staff assigned o Resident #18's care should
know the purpose of the weighted cups, and
exactly how all liquids should be served o the
resident. LPN #2 stated she would be
responsible for ensuring that staff understood
how to set up the resident's meal tray, and assist
the resident during meals.

Interview, on 05/23/13 at 3:20 PM, with the
Director of Nursing Services (DNS) revealed
Resident #18 needed 1:1 supervision when
he/she ate, and a weighted cup was in place
because of his/her tendency to drink too rapidiy.
She stated she knew it had been necessary for
staff to sometimes physically put the cup to the
resident's mouth to help him/her take smaller sips
when observed taking in too much fluid at one
time. The DNS stated she would interpret the
current physician's order for adaptive equipment
to mean 3 lidded cup was to be provided for all
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Continued From page 23

liquids served to Resident #18. The DNS stated
staff members received orientation on how to
fead residents upon hire and on an as needed
basis, but t was utimately her responsibility, as
Director of Nursing Services, to ensure the
residents' care needs were met at all times.

Observation of the evening meal service during
the dependant dining session in the dining room,
on 05/21/13 at 4:52 PM, revealed Resident #18
had a mug with a lid sitting on the table. The
resident was noted to have tremors to their upper
extremities. Certified Nursing Assistant (CNA) #8
was observed opening 2 cartons of milk and
pouring them into two (2) clear plastic cups
without a fid or handle. The resident was
abserved reaching for the milk and holding it in
their tremulous hands. The CNA then took the
cup out of the resident's hand and said to the
resident remember you spill it all over yourself, let
me help you. The resident then reached for the
handled mug with a lid and successfully drank
from the cup independently without assistance.

Observation of the aftemoon meal during the
dependant dining session in the dining room, on
05/22/13 at 11:45 AM, revealed the Staffing
Coardingtor gave the resident coffee in a handled
mug with & lid, but while setting up Resident #18's
meal tray the Staffing Coordinator poured the 2
cartons of milk into clear plastic cups with no
handle or lid. CNA #6 was then observed

F 369
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Continued From page 24
assisting the resident with the meal and holding
the cup for the resident.

Interview with CNA #6, on 05/23/13 at 2:12 PM,
revealed the resident should use the blue cup
with the lid. The CNA revealed the lid slows the
flow of the liguid because the resident tends to
eat and drink to fast. The CNA revealed hot
liquids were usually placed in the lidded cup due
to the residents tremors to prevent spillage. The
CNA revealed the cup was used for both reasons,
prevent spillage and to slow the flow; however,
the CNA revealed she did not know why more
lidded mugs were not provided for the resident
when other residents received enough cups for
each liquid. The CNA revealed staff used the tray
card to determine assigtive devices and was
aware Resident #18's tray card called for lidded
mugs. The CNA revealed she did not ask for
more lidded mugs.

Interview with CNA #8, on 05/23/13 at 2:35 PM,
revealed he was aware the resident was to have
lidded mugs due to the resident's fremors. The
CNA revealed the coffee was normally placed in
the mug and the mitk was put in & regular cup
because if something was going to spill they
would rather the resident not get bumed. The
CNA revealed he did not know why more lidded
mugs were not provided, but had never agked
because he was told that was what staff were to
do.

483.35(i) FOOD PROCURE,
STORE/PREFPARE/SERVE - SANITARY

The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or loca!

F 369

F371

This Plan of Correction is the center's credible
allegation of compliance.

FPreparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
corrgction is prepared and/or executed solsly becouse
it is required by the provisions of federal and stgte Iy

=

F371 S8=F 483.359(i) Food Procure,
Store/Prepare/Serve-Sanitary:

1. How corrective action will be
accomplished for those affected:

The Nutrition Services Manager and
Registered Dietitian in-serviced all dietary
staff 6/10/2013 on hand-washing and
measuring food temperatures using
procedure #8009 “Hand Hygiene/Hand-
washing” and #68028 “Measuring Food
Temperatures”. Addirionally Dietary Cook
#1 was counsel by the Dietary Manager for
failing to follow hand washing and correct
use of thermometer on 5/31/13.

2. How corrective action will be
accomplished for those residents having
the potential to be effected:

All residents have the potential to be
effected.

The Nutrition Services Manager and
Registered Dietitian in-serviced al] dietary
staff' 6/10/2013 on hand-washing and
measuring food temperatures using
procedure #68009 “Hand Hygiene/Hand-
washing” and #68028 “Measuring Food
Temperatures”.
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July 6,2i13
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authorities; and
(2) Store, prepare, distribute and serve food ﬁreparaﬁm andfor i;e’curfon of this plan of ,,ff;,rem o
. '!tﬂl'gf . 0es not constitute admission or agreement e
under san conditions provider of the trith of the facts alleged or conclusions
Sel forth in the statemant of deficiencies. The plan of
correction is prepared and/or gxecuted solely becau.{e
it is required by the provisions of federal and state law.
. . . 3. What measures will be put in July 6,2513
g;l;:s REQUIREMENT is not met as evidenced place/systemic changes made to ensure
: o . . correction:
Based on abservation, interview, record review . ; @y
. A N - The Dietary Manager will complete “Quick
and pohcy review, it was detEm'"ned the fac"rty mu.nds” uSin” fom #05509 daﬂ to ensure
failed to ensure one (1) of two (2) dietary staff did hand-washine and proBOr aroceadre fo
not touch food with their bare hands, failed to - p c{ng and proper proce 1 {I"h
ensure staff removed their gloves then wash their taking food temperatures are in place. The
hands and failed to ensure staff utilized a administrator will conduct weekly check
thermometer properly to obtain temperatures of using Quick Round form #05509. The
food with contaminating the food tested in the Registered Dietitian will conduct monthly
kitchen. checks using Kitchen Food Service Qualiny
Observation form # 06700 and results
The findings include: reported 1o administrator for any areas
needing correction.
F\‘eyiew of_ﬂ-\e Principles of Safe Food Handling Re-education and discipline per the
policy, revised 04/28/11, revealed when employee handbook will be implemented if
disposable latex-free gloves were wom, the staff negative results are discovered during Quick
was to change gloves as frequently as
. o Rounds.
handwashing would indicate. Gloved hands were
considered food contact surfaces that could be - P
contaminated or soiled. Disposable gloves were 4. How the facility plans to monitor fts July 6,2,)13
considered single use rt ems and should be performance to make sure the solutions
discarded after each use. The staff was to aresustained: .
change gloves before and after non-food contact The results of “Quick Rounds” will be
and between contact with raw or cooked food, In reparted for the next six month inthe
addition, the staff was to wash their hands before Peﬁommce Improvement (P} Committeg
putting on a new pair of gloves and ¢change their Meeting. . )
gloves if they were sailed, punctured or ripped. The committee will make recommendations
if negative results are found.
1. Observation of the Tray Line, on 05/22/13 at
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11:50 AM, revesled a piece of corn fell on Dietary

Cook #1's gloved hand while making a resident's Preparation and/or execution of this plant of correction

dozs not constitute admission or agreement by the

plate. Dietary Cook #1 then placed the com on ;
. ) provider of the truth of the facts alleged or conclusions
her gloved hand back onto the resident's plate. sel forth in the stetement of deficiencies. The plan of|
. . correction is prepured and/or axecuted solely because
Observation of the Tray Line, on 05/22/13 at it is requived by the provisions of federal and state Iay.

11:585 AM, revealed Dietary Cook #1 was
observed to have dropped the lid of a glass of
milk into the taco casserole and placed the lid
back onto the glass of milk.

Observation of the Tray Line, on 05/22/13 at
12:00 PM and 12:10 PM, revealed Dietary Cook
#1 was making a resident's plate and found ice to
be in the salad. Dietary Cook #1 then, with gloved
hands, removed the ice from the resident's salad
and placed it onto the steam table.

Interview with the Dietary Cook #1, on 05/23/13 at
2:28 PM, revealed she was taught to not touch
food because it may cause infections. Dietary
Cook #1 stated she must have been nervous
because she was not aware she placed the com
back onto a residents plate.

Interview with Dietary Cook #2, on 05/23/13 at
2:23 PM, revealed staff were not o touch food
with their hands. Dietary Cook #2 stated she was
educated 1o use tongs. She stated placing cam
back onto a plate of food was not appropriate.

Interview with the Dietary Manager (who has
been Manager far gix (8) weeks), on 05/23/13 at
2:28 PM, revealed the staff should not have
touched the food because of cross
contamination.

2. Record review of the Hand
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Continued From page 27
Hygiene/Handwashing policy, revised 08/31/11,
revealed handwashing was the single most
important procadure for preventing the spread of
infection. Hand hygiene should be performed
before donning gloves to work with food,

Observation of the Tray Line, on 05/22/13 at
12:10 PM, revealed Dietary Cook #1 removed her
gloves as she went Into the fridge to retrieve a
fruit salad. Dietary Cook #1 then put on gloves
without washing her hands and continued to
make plates for the residents.

Observation of the Tray Line, on 05/22/13 at
12:15 PM, revealed Dietary Cook #1 removed her
gloves again to retrieve a fruit salad out of the
refrigerator, Digtary Cook #1 then put on new
gloves without washing her hands 1o continue the
tray line service,

Interview with Dietary Cook #1, on 05/23/13 at
2:10 PM, revealed she was aware she should
change her gloves, but was not aware she
needed to wash her hands between glove
removal. Dietary Cook #1 was aware that
washing her hands was for ¢leanliness and to
prevent the spread of infections.

Interview with Dietary Cook #2, on 05/23/13 at
2:23 PM, revealed she was educated about how
to take your gloves off, to remove the gloves
inside out and wash hands while singing the
birthday song to prevent the spread of germs.
Dietary Cook #2 stated this procedure should be
completed before putting on new gloves.

Interview with the Dietary Manager, on 05/23/13
at 2:28 PM, revealed he was familiar with staff

F 371
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- contamingting the next food flem that was to be

Continued From page 28

needing fo wash their hands after glove removal,
He stated they wash their hands to prevent the
spread of bacteria and germs.

3. Dbservation of the Tray Line, on 05/22/13 at
11:30 AM, revealed while Dietary Cook #1 was
obtaining temperatures (without gloves on) of the
taco casserole, pureed rice and taco meat sauce,
the base of the thermometer (contaminated by
the cook's bare hands) was observed to touch
these food items. Dietary Cook #1 was observed
to clean the thermometer with alcohol, but did not
clean the bage with the alcohol swab, thus

termped.

Interview with Dietary Cook #1, on 05/23/13 at
2:10 PM, revealed she was not aware she was
allowing the base of the thermometer to touch the
food. Distary Cook #1 stated she was taught to -
not allow the base to touch the food because of
cross contamination.

Interview with the Dietary Cook #2, on 05/23(13 at
2:23 PM, revealed staff should not place the base
of the therrnometer into the food because their
hands hold on to the thermometer and can
cortaminate the food.

Interview with the Dietary Manager, on 05/23/13
at 2:28 PM, revealed the base of the
thermometer should not go into the food. When
food was not cleaned off the thermometer as it
should, the food residue can cause cross
contamination.

Imerview with the Registered Diefigian (RD), on
05/23/13 at 2:40 PM, revealed she helped in the

F3m
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training of the Dietary Manager. The RD stated
since the new Distary Manager had been there,
thers has not been any in-services completed.
The RD stated usually they have in-services
every month, but the last formal training was on
sanitation, washing of hands, cleaning schedules,
and temperatures of food, etc. The RD stated she
did not witness the base of the thermometer
going into food and the base of the thermometer
should never go into the food because you can
contaminate the food. The RD stated she had
educated the staff to wash their hands when they
removed their gloves.

Record review revealed the last offigial training
occurred on 01/10/13 in regards to hand washing
and general santation.

F 441 | 483.65 INFECTION CONTROL, PREVENT
s8=E | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility,

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection
(1) When the Infection Control Program

F a41| Development Coordinator by 7/1/13 on the
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Preparation and/or execution of this plan of correction
does not constite admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statemant of deficiencies, The plan q
correction is prepared andlor execuled solely hecmise

it is required by the provisions of federal arud mﬂw.

F44] SS=E 483.65 Infection Control,
Prevent Spread, Linens:

LHow the corrective action will be
accomplished for affected Resident:
Certified Nurse Aides #4, #3, #10, and
Program Director of the locked unit are
schedule to be completed education by Staff

policy and procedure for proper handwashing.
Aide #5 and all aides are schedule to be
educated by 7/1/13 to not sit on the ficor,

ILHow corrective action will be

accomplished for those residents having
potential to be affected: All residents have
the potential to be affected.

II1.What measures will be put in
place/systemic changes made to ensure
correction: SDC/infection control nurse will
perform observation audits to ensure
guidelines for infection control are being met.
These audits to be twice a week on all units
The audit will include observing handwashing
of at least 3 staff members. Any deficient
practice to be corrected immediately and
education to occur. The other audit will he

-

July 6,2013

July 6,013

July 6,2L)l3
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detarmines that a resident needs isolation to
prevent the spread of infection, the fagility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, i
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens 50 as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: ‘

Based on observation, interview, and facility
policy review, it was determined the facility falled
to ensure infection control practices were
followed when four (4) of four (4) employees
providing direct resident care on the locked unit
failed 1o wash their hands per the facility policy,
two (2) of twenty-three (23) sampled residents
(Residents #3 and #6) and four (4) unsampled
residents had indwelling catheter bags in direct
contact with the floor and staff were noted to sit
on the floor in the physical therapy room.

The findings include:
Review of the facility's policy regarding Resident

Health Program, dated 09/22/08, revealed the
program was to establish, obtain, and maintain an
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DEFICIENCY)
. This Plan of Correction is the center's credible
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Preparation andler execution of this plan of correction
does not constinie admission or agreement by the
provider of the truth of the facls alleged or conclusions
set forth in the statement of deficiencies. The plen of
correction is prepured and/or executed solaly becaui
it is required by the provisions of federal and state ldw.

monitoring. All findings will be reported to
Director of Nursing. Director of Nursing will
report findings to Performance Improvemen
Committee and will be tracked and trended
for the next six months.

IV.How the facility plans to monitor its
performance to make sure the solutions are
sustained: : All audit results will be reporte
monthly by the DNS and tracked and trende
through the Performance Improvernent
Comimittee monthly for the next 6 months ahd
the frequency of the audits may be increased
or decreased based on the findings. The
Performance Improvement Committee will
continue to monitor findings from the audits
unti] compliance is sustained,
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optirmum level of wellness in the facility. The
policy contained no information regarding the
protection of residents from staff or facility
practices that placed residents at risk for
infection.

Review of the facility's policy regerding Hand
Hygiene/Handwashing, dated 08/31/11, revealed
handwashing was the single most important
procedure for preventing the spread of infection.
Hand hygiene was to be performed before
donning gloves to work with food. When using
soap and water, the staff was to rub hands
vigorously for twenty (20} seconds.

Observation of the meal service on the locked
unit, on 05/22/13 at 12:05 PM, revealed staff
assisting residents into the dining room. The tray
cart arrived on the unit at 12:15 PM. Certifled
Nurse Aide (CNA) #4 was observed to wash hig
hands at the sink for four (4) seconds. CNA #3
was observed to wash her hands for ten (10)
seconds. The Program Manager was observed
to wash her hands for eight (8) seconds and CNA
#10 was observed o wash her hands for nine (9)
seconds. All four (4) were then observed to
assist residents with their meal trays.

Observation of the Physical Therapy room, on
05/23/13 at 9:50 AM, revealed CNA #5 sitting on
the floor, in her uniform, in the therapy room.

Interview with CNA #5, on 5/22/13 at 12:50 PM,
revealed she liked to sit on the floor and talk to
the residents. She stated she had never thought
that the practice contaminated her uniform;
however, she saw that it was not a good practice
since the bacterla on the floor was now on her

ORM CME-2567(02-99) Pravious Varslons Obsolets Event ID: WaVH11 Facithy ID: 100232 If continuation sheat Page 2 of 3%
3




L AL A A Wy, vy . Y

PRINTED: 06/05/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARFE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERVSUPPLER/GLIA {X2) MULTIPLE GONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER; A BUILDING GOMPLETED
185196 B Wine 05/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
3535 BARDSTOWN ROAD
KINDRED NURSING AND REHABILITATION-BASHFORD LOUISVILLE, KY 40218
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 32 F 441

uniform and could be spread to residents when
she delivered care. She stated no one had ever
told her not to skt on the floor.

Interview with CNA #4, on 05/22/13 at 12:20 PM,
revealed when hands were washed with soap and
water they should be rubbed together for two (2)
minutes. He stated this was facility policy. He
stated he did not realize he washed his hands for
four (4) seconds. He stated he had received
training from the tacility and not washing hands
tor long enough would not remove bacteria and
could make residents sick,

Interview with CNA #3, on 05/22/13 at 12:25 PM,
revealed when washing hands using soap and
water, hands should be washed for thirty (30)
seconds. She stated she did not realize she
completed the task In tén (10) seconds. She
stated she had received training for handwashing
and the procedure helped prevent the spread of
infection to residents.

Interview with the Program Manager, on 05/22/13
at 12:30 PM, revealed the facility policy for
handwashing with soap and water stated hands
were rubbed together for fifteen (15) to twenty
(20) seconds. She stated she was not aware that
she washed her hands for eight (8) seconds. She
stated this was not long enough to remove
bacteria from her hands. She stated bacteria
could make rasidents sick.

Interview with CNA #10, on 05/22/13 at 12:35 PM,
revealed she was trained on proper handwashing.
She stated the facility policy when using soap and
water was to rub hands together for three (3)
minutes. She did not reallze she had rubbed her
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hands together for nine (9) seconds. She stated
bacteria could spread to residents when hands
ware washed incorrectly.

Imerview with the Director of Nursing, on
05/23/13 at 1:00 PM, revealed her expectation
was that staff would follow the facility policy
regarding hand washing fo prevent the spread of
infection to residents. In addition she stated
nursing staff were not to sit on the floors as the
practice contaminated their uniforms.

Review of the facility's policy and procedure on
Indwelling Urinary Catheter Care, revised date
08/31/12, revealed care of a catheter was to
prevent infection. The procedure was to position
the collecting bag below the level of the bladder
&t all times and not to rest the bag on the floor.

Observation of Resident #6, on 05/22/13 at 8:10
AM and at 11:10 AM, revealed the unne collection
" bag in a dignity bag was placed on the right side
of the bed and lzid on the floor.

Observation of Resident #3, on 05/22/13 at 11:05
AM and on 05/23/13 at 2:20 PM, revealed the
urine collection bag was attached to the side of
the bed. The bed was in a low position with the
urine collection bag on the floor.

Clinical record review revealed Resident #3 was
admitted on 07/27/12 with diagnoses of Adult
Fallure to Thrive, Anemig, Pressure, Paralysis
Agitans, Anorexia, Parkingon's Disease,
Progressive Dementia and Anxiety. The facility
completed a Quarterly Minirnum Data Set (MDS),
dated 04/27/13, that determined the resident's
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cognitive skills for daily decision making was
severaly impaired.

Clinical record review revealed Resident #6 was
readmitted on 01/24/13, with diagnoses of
Vitamin Deficiency, Hypertension, Pressure Uleer,
Leg Varicosity with an Ulcer, Dementla,
Depressive Psychosis, Diabetes Mellitus, Anemia
and Cerebrovascular Accident (CVA). The facility
completed a Quarterly Minimumn Data Set (MDS),
dated 04/04/13, that indicated the resident's
cognitive skills for daily decision making was
severely impaired.

Interview with Registered Nurse &2, on 5/23/13 at
2:45 PM, stated the urine collection bags were to
kept in a dignity bag and hung on the bedside.
The urine collection bag should not touch the
floor or the fall mats. The bag should be kept off
the floor because infections were the concem
from them being In the floor, and the fall mats
were congidered 10 be & dirty area as they lay on
the floor. The bedside collection bags are to be
below the level of the bladder and not on the floor
or fall mats.

Interview with the Nurge Consultant, on 5/23/13 at
3:00 PM, reported the urine collection bags
should be kept off of the floor. Facility practice
was to hang them in a manner for the urine
collection bag to not touch the floor. The
potential for infection was a concern when the
urine collection bag was in contact with the floor
or on the fall mats.

Interview with the Director of Nursing, on 5/23/13
at 3:30 PM, revesled as long as the uring
collection bag was in the dignity bag there was

F 441
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not a eoncem of infection when the urine

coliection bag was on the fall mats.
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CFR: 42 CFR 483.70() :

BUILDING: 01
PLAN APPROVAL: 1960, 1962, 1888

SURVEY UNDER: 2000 Existing k
FACILITY TYPE: SNFINF
TYPE OF STRUCTURE: One (1) story with a

partial basement; Construction Type Ili,
Unprotected.

SMOKE COMPARTMENTS: Ten (10) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete automatic, dry |
sprinkler system. i

GENERATOR: Type ll, 350 KW generator. Fuel
source i digsel,

+ A standard Life Safety Code survey was i
conducted on 05/22/13. Kindred Nursing and |
Rehabilitation - Bashford was found to be in '
compliance with the Requirements for

. Participation in Medicare and Medicaid in
 @ccordance with Title 42, Code of Federal

Regulatlons 483.70 (a) et seq. (Life Safety from

i
f

‘ EPRESENTATIVE 1G TURE_, ) TITLE /B) DATE
g -n"-'l.l..n.a‘ Al p x//

y deﬁc::ency Hta o :th AN astens (") danotas a deﬁc«ency which the institution may be excused from comecting prowd" ing it :éetenm
"er safeguards p vxde su pbtection 1o the patients. (See instructions.) Excapt for nursing hames, the findings stated. o ,
lowing the date of survey whethe or niot a plan of comection is provided. For nursing homes, the above findings and plans of : é 34
ys follewing the date thess docurients are made available to the facility. If deficiencies are cited, an approved plan of cone&tm mqu:sﬁ‘e ta continued
sgrarn participation, . . :
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