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£ 000 INITIAL COMMENTS , F 000 Greenwood Nursing and Rehab Center

acknowledges receipt of the Statement of

A standard health survey was conducted on ¢ Deficiencies and proposes this Plan of Correction

03/26/13 through 03/28/13. ALife Safety Code + to the extent that the summary of findings 1s
Survey was conducted on 03/28/13. Deficiencies  factually correct and in order to maintain
ware ciled with the highest scope and severity of ¢ compliance with applicable rules and provisions
an D" with tne facility having the opportunity to of quality of care of resldents. The Plan of
corract the deficlencics before remedigs would be: " Correction is submitted as a written allegation of
recommended for iposition. - :  compliance.

F 241 483.15{a) DIGNITY AND RESPECT OF : 241

ss= INDIVIDUALITY . . Greenwood’s response to this Statement of

Deficiencies does not denote agreement with
the Stateraent of Deficiencies nor does it
constitute an admission thai any deficlency is

¢ ageurate. Further, Greenwood Nursing and
Rehab Center reserves the right to refute any of
- the deflciencies on this

. The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident’s dignity and respect in

- full recognition of his or her individuality. i

This REQUIREMENT is not met as evidenced Staternent of Deficiencles through Informal

by: ; Dispute Resolution, formal appeal procedure,
Basza on observaiivi, interview, and review of andfor any other administrative or legal
- the facilily's policy, it was determined the facility proceeding.

faiied o provide care lo promote or enhance
_dignily for two (2) of twenty-four (24) sampled

residents, #2 and 44, and four (4) of seven (7)

unsampled residents, B, G, D, ana £, Mulliple
- staff were observed & breakfast and lunch on

L03/2743 and at the breaklast meal on 03/28/13 . Faal
. to be standing up while feeding residents in the _ ‘ _
- 300 hall dependent dining room. i : Residents #2, #4, B, C and D have been assessed
by social services and have not exhibited any
The findings include: i . negatwe outcomes from staff standing while
o ) feading them, Resident #E Is no longer In the X
’ f_Qevie.w of the facilily's;rﬂuvoilcy regarding Feeuing 0f+ . facility. Soclal Services spoke with all other i
Resioeats, levised 11/27/12, revealed when ] © residents that need feeding assistance to ensure

" feeding residents, the stalf should provide
“appropliate interaction to enhance he dining
experence including sidting dovm ai the (able.

_ they did not have any negative outcomes from
i staff standing while feading.

ABQRATQRY DIRE ; o OR PROMIDET SUPPLIER REPRESEMTATIVE'S SIGNATURE
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oo T R, -
LA At ..:.-‘-::.’1../..{”/"“““"“_‘“"’ - et e :
BriCy slatemeni ending with ar: asterisk (') denoles a deficiency which the institulion may Be eXcused from correcling providing /i deferfined that
wAf€guards provide sufficient prote slion to the patients. (See inslructions.) Except for nursing homes, the findings siated abova are discesabla-§0 days
oliwing the date of surrey whether or nai 2 plan of cortection is provided. For nursing homes. the above findings plan hqggeqé%ma;(pﬁogbls 14
lays following ihe dale (hese decurients ive made available Lo ihe facility, If deficiancias are cited, an approved ph el ¢libn 14 « UELSJ.I onllﬁ ued
wegram participation.
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F 241 Contnuad From paju i
Observation, on 032713 from 710 AMto 750

- AM, revealed the Saff Development Coordinator
LPM 32 stood over the resident during the entire
meal service while she: fed Unsampled Resident
B. Ceiliied Nursing fasistant {CNAY s ¥2 and #4
ware cbserved stancing while fe@dmg Resident
#2, and Unsampled Residenis C and E

1

Obse-vation, on 032713 at 11:45 AMuntit 12:20
“ P, revesled CRAs 2, {4, Cerlified Medication

Assisiant {CMA) #2 and LPN #2 standing up
feedry Residents #2, and #4, and Unsampled
Residents B, C, [, and E.

Obnsorvation, on 0328015 at 7:.45 AW, revealed
CN/&Ve 12, 783, 6, ana #5 standing up to feed
: Residents #2 and #4, and Unsampled Residents
13, 6, Ly and EL

Cliterviewy, on 0372811 4 at 8:00 AM, with CMA #2
“revealed there had not bezn any specific {raining
provaded by the facility on sitting or stancing
Cduring el service,

ntervivw, on G3£28/13 at 610 Al with CNA's #

T2, 05, #4, and #5 teveted they had not been
spacifically frained on «ignity during meal service -
re@ied 1 signaing dunng meal service. Thay :
sialed 2y nad been wained not o "tower” over
the rewitanis and abot bite sizes given o the
residents, GNA#2 stated it was more

» gomforiable to stand 'wren feeding the residents
because of \he speciaity chairs die residents sit
in.

'

|
CInterview, on 03726743 &t 1:00 PM, with CNA#S, |
who was also a Rastirative Alde, stated she

F o419 Facility stalf that physically assist any resident
¢ with thelr meals have been in-service by the staff
facilitator on 3/28/13 and on 4/11/13 regarding
" dignity during meals service related to staff
- standing during meal service In which they assist
! the resldent,

The facility has kdentified opportunities to
' limplement changes in our current practices o
) improve the resident’s dignity during meal
| services. These changes include menitoring of
. every meal in the dining room by the restorative
¢ aide or license nurse to ensure staff are seated
during assisting residents with their meal.
: Residents who are assisted with their meals
. while eating In their rooms have been identified
. and will be monitored by the Licensed Nurse to
" ensure that staff are seated while assisting
during meals. Monitoring forms will be :
. completed and turned into QI purse for review. !
: Facility wide in-service regarding feeding a :
resident was completed on 4/11/13. Residents 2,
i 8, b, cand d will be included In this audit.

The Qf nurse will zudit to include Resident #2,

#a, B, ¢, and D utilizing 5 Q surmmary tool by the

U Q1 Nurse to ensure staff are seated during
assisting residents with thalr meal.  The QI
Nurse will take appropriate action as indicated

* for any poiential congern with the providing of

 digaity concerns white eating.
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F 241 Cortnued From page 2 Fosq The results of these audits will be reviewed with
" the DON & Administrator weekly in the Q)
coulc nat say for sui: i any training on ulgmiy ; ing that i dof the Qf
during meat service h)d heen provided to the : Commitige meeting that is compose ‘
stafl. " Nurse, DON, Adminlstrator, Staff Facllitator, Unit
. ¢ Coordinators, MDS Nurse, Safety Murse, Rehab
!nter‘.'e v, on 03128175 at 1:.00 PM, with : " Director, Social Worker, & Treatment Nurse with
egaienad Nurse #o raveated hare was no nurse: . further corrective action taken as needed.
assigned to the 300 hall dapendent dining room . Results and trends of audits will be reviewed In
s during meais 1o momlor for posiioning of ' the monthly Executive Qf mecting consisting of
residents or suparvining staff during meal service. © the Adminlstrator, DON, Qf Nurse, Safety Nurse, :
Interviow, on 0312871 5 2t 1:16 PM. with LPN #2 nedical Director, Social Services, Unit
“revazied adeministrative staff inonitored the dining Coordinators, Activity Director, plus any other
rooms periodically. She stated refated to Dignity person deemed appropriate by the
issuas, olall ware no. to cany on personal Administrator present.
conversations what | _«,dlng restdents and Lo :
rmake sbre they ware ot eve level wiin the L/
residents, She slated it was a dignity issue fo e ! J
standa wihion feading a rasident. + Completion date: 4/12/13 :
iernay, on 0320015 at 1:55 P, waiti the
Divec o of Nurs i”i] cevealad tharg was 1o nUrses -
assiyond spacidicaly o the 300 haill d.,p\,nuhut i
dining room, bul suce:visony staif were in 2nd out |
of e dvuny roorm alfb the time. ;
F 246 4331 3e) (1) REASOGABLE ACCOMMODATION F 246
88=p - OF HolOSPREFERENTCES ‘ COF246

A resident has the reht o reside and receive
setvices I the faciity With reasonabls
“acconmodalions of v Gvidua) nesos and

predersocas excep: vaan the hesith or <afety of

the inchvidual or othe 12s:.dants would he

. endangoerad.

Residents F and G had thelr table height adjusted

. an 3/28/13 to ensure accommodations of
¢ Individual needs and ability to reach food items
" related to proper seating height during meal

service, Tharapy screens were placed 3/28/13
for both residents to ensure that adjustments to
table height would properly accommodate
individual needs and promote normal eating

_ positiens.

tu>‘fcrs-ﬂn~ ) wetote
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46 Ccriiioed Frompags & : i
F 248 Gertsix From pag: : : F 246! aji residents have been assessed to ensure that

accommodations of individual needs are being
;+ met In regards to proper positioning during

* meals as it relates to the residents abliity to

. indepeadently reach food iterms from the table,
- Resident(s) identified by the assessing nurse {

Thiz HEQUIREMENT is nol met as avidanced
by
- Basad on observation and interview, it was
deer niied the faciiiy faied lo provide a dining

tabir #t the approprizie height for the residants to - Q, stalf facilitator MDS, safety coordinator and
seat 1n A noneal posiaey wor twenty-lour sampled . unit managers} as potentially requiring
Tresice v and twe (2 o saven (7) unermnled i interventions to assist with proper seating that

. et P - ASTaTE ] H A e T > . .
residonts, (Unsampled Residents T and G). : . allows the resident to independently reach food
. items from table during meals have had a

The nnding include: ‘
v therapy screen placed.

" Obsavation, on 03127713 al 7:30 AM, revealed

- Unsamplad Resident s 17 and G were silting in
tneil wheelchairs acs daing taie & de 500 hall

_deperdent dining soore Unsampled Resident F assessnents in order to provide residents proper

Cwas nolding a bowat of oatmeal in hisfher hand, positioning during meals that promote and

Ve casnentaskeo e sbrveyor 1o reove she milk i accommodate residents abilities to

soocuuid nol react L ! ¢ independently reach food ttems that are served.

: The facility has identified opportunities to
enhance current monitoring practices and

selosw Busus: hoo

Ugisavyond Rasiden’ - was obsaoved hoarg the © Staff in serviced on 4/11/13 regarding
bredh i jmale b l‘.|:;.’);;,r1;;§;. The ks aaight . positloning of residents during meal times. A
P Il EVE G i . ;v\\." - . : . . .

e PAIEVE O i Tk These T X ¢ raonitoring tool that Is completed dally by the

residents .o
restorative aide or license nurse has been

implemented to ensure that residents In the

- Observation, on 03/27/13 at 12:20 PM, invealed
Unsarvplad Resident & holsing a bowl of peaches | dining reom continue to have praper positioning |
cir hisiny iap while oteonpling to foed saii. f that promotes accommodations of individual
Uemopnad Resident 3 was fckeing tha ianch : " needs, if issue is determined a license nurse will
plate in fusiner lap. Do o me haighs of e eble | assess and submit therapy screen.
fhiese renndenis wore chsaved O nol be acle (o
reach (e anlite oo Larvice from dher sitting :
CpOsn, The resiaat s Were daurther aoteu 10 nave |
Ao aza o slalb for s e af food o e @bl in
CIOG o QL

inteicev,, on 03287197 31 8:00 AM, with Cartified
“Madicotion Agsistant “CiMA) #2 revzaled
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Cortanad From pag:

Un\uunplm Reside n Gohad abvays pui the meal
plate 1> nesiher lap. She stated if Unsampled

**"f)bimn vi 'h adeguale aulniion. She
suld also be rmate.

ey Fthey oo prohioned wics they
lenfi nraca tyajr focat sithapt sas EITAE

coulid bhe a

Q32871 2t 240 AN with Ceriilied
H38E and 5 revealsd
the cevidonts shon'a - ahie to reech ihair foad
and ey canaol, the able should e adjusied or
the : 2 siwents should e pleced in 2 bigher chair.

ity ey, -

v, o0 U372801 3 4t 115 PML with Licensed
u i Ss #Y couealed iave was & problem
wili cesnmadaton Gioneads for Unsagnplad

Rutehying 1 and G, sked fo ok neght. during
TR L BPnLE, B sleeall Vhisragy imonmitored and

Frach

Gydnianda |.1Um1u| b din G,

DA U326 s 158 PV, wal e

WS e for ap s soetitioniay
cinory slaff
Ty 1ICQIm

HERINR
S raomn. Y e siated supe,
Benpgwere i oed ok o ds 2w

2 {0 reach aissw fond that

F 245

G utifizing 2 QI summary tool. Will review and
verify that residents had proper positioning
during meals to promote and accoimmodate
resident’s abilities to independently reach food
iremns tht are served, The QI Nurse will take
approorizte action as indicated for any concerns
discovered over accommadations of individual
needs in regards to praper positioning during

. meals as it relates to the residents ability to

* independentiy reach food items from the table,

The resuits of these audits will be reviewed with

: the DON & Administrator weekly in the Qi
Contmittee meeting that 15 composed of the Q!
Nurse, DON, Administeator, Staff FacHiitator, Unit
Coordinators, MDS Nurse, Safety Nurse, Rehab

" Director, Soclsf Worker, & Treatment Nurse with
fusther corrective action taken as needed,
Results and {rends of audits will be reviewed in
the monthly Executive Ql meeting consisting of
the Administrator, DON, QI Nurse, Safety Nurse,
Madical Direclor, Social Services, Unit
Coordinators, Activity Director, plus any other
person deemed appropriate by the
Administrator present,

Cornpletion date: 4/12/13

The Qf nurse will audit to inchude Resident F and s

i

Lot \l‘ﬂ\
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KOO0 INFiIt:L COMMENTS K000
PLAN APPROVAL: 1977 . Greenwrood Nursing and Rehab Ceater
IR DR ) (o " acknowledges receipt of the Statement of
RATSENN 2. ) Myiat : . ,
UM ADER: 2000 Existing : Deticiencies and proposes this Plan of Correction
T VP P - to the extent that the surnmary of findings i
FACH 1 TYPE: St 4F - © summary of findings s
) , Tactually correct and in order to maintain
TYPITOF SYRUCTL = Opa (1) Rtnr‘,; Tyoe V " compliance with applicable rules and provisions
(11 . of quality of care of residents, The Plan of
I ]
L : Cofrection is submitted as a written allegation of
SMOWE COMPARTR EMTS: Eleven {11 sioke - compliance.
o I Tt O
‘ ) . Greenwood’s response to this Statement of
FiRE AL /\‘Rs‘\d:i Comaicia five alanm syslem with " Deficiencies does not denote agrearment with
HEITN Y . K .
heai cne smoke acteors ; the Statement of Deficiencies nor does it
m e e e , . : . constitute an adrmission that any deficlency is
ST EREYLTES Completz aulomatic wet : e Further. G de | :
) SDT%“‘:"L’.*' 9\,!5-Tem. : accurate, Further, Greenwoo ursing an
. Rehab-CGenter resarvas the right Lo refute any of
GEMERATOR: Type - qanerator, ineizined in  the deficiencies on this
Qctosar 2000, el ¢ e ivdisen EREE AL i
¢ Staternent of Deficiencies through Informal
A stardard Life Safely Coda survey wias ! Dispyte Resolution, formal appeal procedure, )
Ceonauied on 082303 Sreenwood Nusing and andfor any other administrative or legal
“Rone L Genier was Toaed not to be in compliance proceeding.
with v reguiremenis ior parlticipaton in ‘
- Meaiers and Medice ., Yhe faciity is leensed for
one headreo weriy « gt {128) bads with a : :
census of aug hundis T iwenly seven (i23) on the . .
day vi .o sLivey. ' f
The frdings that follo demonslrate :
NOREGains e with 1 22 Dode oF Feosral : i
Regususis, 4833w 2iseq. {Lifu saiey rom
. Fire) | .
Doficamoas wera e with the highiest
! ra
46} DATE

iny defigléncy slan

ofdwing the date of i .=y wmether s

fays following the dol: thieie ancument:
wrogram participe!inn

"ORM CMS-258 1{72- 40 farmr s Verslons OLsn e

. iz a Coficienay !
Wépsafegquards provi da suffitient protecing fo the palisnls. (See insteuctions.) Except for nursing homas‘_lhg findings sfa
p.an of coredlion is piovided. For nurging homes, the ahove findings and pla
-nr maae availsbin o thn facility. if deficiencies are ciled, an approved plan of cofrect

Event {0:UUDY2)

e { AL

which fhe instifution may be excused frm{ conedﬁng providing it is determined thai
bove-are-diselosable S0 days ...
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PREFIX feage DR =1 PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
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DEFICIENCY)
KOB2 IWED -t LFE oA Y SGDRE ST w062:
55=0 .
. K-062
Requaesd autornatr ¢ »ander systems are 6
corliouenaly maictal - in reliable zaling
CONE 0 0o e v cled aid st _
ericcheally, 970 16,12, NFPA 1S HFPA25, } ,
g PE ) ! ' : There were ao specific residents identifled,
. Eagle Fire Protection have been contracted to
© install sprinkter hezds in the 200 corridor shower
Triz  UAHDARE 15 et as eviden sed v ' room. This has been completed as of 4/11/13.
. LIS dunced Dy
s Aobsgneniil Annamernvicd Teas
G acand S fail Gaded W0 endaie spnblaer All other shower rooms wrere Inspected by the
T e 7 rdhiba WETE 1. WS auorsn.g o NFPA Direcior of Maintenance and any deficiencies
stanvi Jeds. vhis dotic int praclice atiacted one (1) * found regarding inadequate sprinkler coverage
of & v (1 stinose Capartneris, ‘5;"("“__5““ have been corrected by Eagle Fire Protaction as
R OIS WY teq e \-‘zslqem‘s. e .’a\;.[al\,i has of 4/11/13.
g ey for 12 b o as wiliv & cunsiid of 143
{ha doy oi survey. : The Dirertar of Ma'ntenance has been re-in
. . serviced by the Adminlstrator on 3/28/13 on the
The £ dage mclude: ) .
* requirenang of K062,
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There are no specific residents identified in the
deficiency.

The facility has purchased and Implemented the
use of a metal self closing contalner to empty
cinarette ashtrays in as required.

~ Housekeeping and Laundry staff has been in

! serviced as of 4/11/13 on the use of the self
¢losing metal container when emptying cigarette
ashirays.

The Birector of Malntenance and Director of
Housekeaping / LDY was in-service on the
requirernents of K066 by the administrator an
3/28/13.

The Dircctor of Housekeeping / LDY will

complete weekly audits to ensure compliance of
housekeeping staff utitizing the self closing metal

container when they empty clgarette ashtrays,

Audit findings will be reviewed monthly with the
- Administrator the DON and the Medical Director
T during Lhe Executive Quality Fmprovement
: meetingi.

4 /rx/;?

Date of completion s 4/12/13.
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