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and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5}
((A) and (B) of this section.

The facility must inform each resident before, or
at the time of admission, and periodically during
the residenrt's stay, of services available in the
facility and of charges for those services,
"including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
fegal rights which includes:

A description of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1824(c) which determines the extent of a couple's
non-exemet resources at the time of
mstitutionaiization and attributes to the community
spouse an equitable share of resources which
cannaf be considered available for payment
toward the cost of the instiutionalized spouse's
medical care in his or her process of spending
down to Medicaid efigibility [evels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
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agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives reguirements.

The facility must inform each residant of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written infermation, and provide to residents and -
applicants for admission oral and written
information about how fo appiy for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as svidenced
by.

Based on observation and staff interview, the
facility failed to post the name, address, and
telephone number of the protection and advocacy
network {system established to protect and
advocate the rights of individuals with
developmental disabilities and mental iliness);
and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility. These failures resulted in facility
residents not being informed of their right to
access the advocacy network for assistance and
right to file a complaint with the State survey and
certification agency concerning abuse, neglect,
and misappropriation of resident property.

[
| Findings:
FORM CMS-25667(02-99} Previous Versions Obsolete Event 1D: Y3RJ 11 Facility ID: CA030000021 If continuation sheet Page 3 of 17




PRINTED: 04/14/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; A BUILDING GOMPLETED
056495 B. WING. 04/07/2016
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CASA COLOMA HLTH CARE CENTER 10410 COLOMA RD
RANCHO CORDOVA, CA 985670
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH GORRECTIVE ACTIGN SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TG THE APPRGPRIATE DATE
DEFICIENGY)
F 156 | Continued From page 3 F 186

An inspection of the facility "physical plant” was
conducted on 4/6/16. Included in the inspection
was the facility's provision of Federally required
informational postings. The facility had not
posted the name, address, and telephone
number of the protection and advocacy network
or a statement that a resident may file a
camplaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in th
facility. :

An interview was conducted with Administrative
Staff (AS) 1 on 4/6/16 at 9 a.m. AS 1 stated they
were nhot posted.

F 314 | 483,25{c) TREATMENT/SVCS TO F314
s$s=p ! PREVENT/HEAL PRESSURE SORES F314
Based on the comprehensive assessment of a ?Temporarv and Permanent Correction

i resident, the facility must ensure that a rasident

who enters the facility without pressure sores _ . . -
does not develop pressure sores unless the It is the policy of this facility to ensure

individual's clinical condition demonstrates that that residents who enter the facility

they were unavoudaple; and a resident having without pressure sores does not
pressure sores receives necessary treatment and ;
‘develop pressure sores unless the

services to promote healing, prevent infection and

prevent new sores from developing. individual’s clinical condition 05/07/2016
.demonstrates that they were

This REQUIREMENT is not met as evidenced 'unavoidable; and a resident having

by: ressure sores receives necessa

Based on observation, staff interview, and clinical press . v

record review, the facility failed to identify skin treatment and services to promote

breakdown for 1 of 24 sampled residents (6}, healing, prevent infection and prevent

This failure had the potential for the development :
of severe tissue damage. new sores from developing.
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Findings:

Resident & had diagnoses including diabetes and
hemiparesis (paralyzed on one side). A Minimum
Data Set (MDS, an assessment tool}, dated
2/18/18, indicated Resident 6 was unable to
ambulate and used a wheelchair as his primary
mode of locomotion, His cognition and memory
was intact.

An interview was conducted with Resident 6 on

. 4/5/18 at 7:30 a.m. He was seated in his
wheelchair in his room waiting for his breakfast.
Resident 6 stated he had just had a shower and
his "butt is very sore." Resident 6 stated he
wanied them to put the "cream on it, but-they ran
out of cream.” Resident 6 stated his buttocks had
been sore for two weeks and he had told staff
about it.

An interview was conducted with Licensed Nurse
{LN) 1 on 4/5/16 at 7:45 a.m. LN 1 was asked if
she was aware Resident 6 was complaining of a
painful buttock and was reguesting a cream, LN
1 stated she was not aware and she had no
knowledge of Resident 8 having any proklems
with the skin on his buttocks,

LN 1 assessed Resident 6's buttocks on 4/5/18 at
1 p.m. Acircular red excoriated area
approximately 8-7 centimeters extended over the
Resident's right and left buttocks below the
tailbone. A circular open break in the skin,
approximately 1 centimeter in size was on the
right buttocks., LN 1 acknowledged Resident &'s
buttock was excoriated and there was a
breakdown of the skin. LN 1 stated she would
obtain a treatment order.
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‘gTreatment order was immediately
lobtained for Resident #6. Treatment is
Ibeing carried out as ordered. Certified
[Nursing Assistant was informed that
lany complaints by residents should be
reported to Charge Nurse. Inservice
will be provided by Staff Development
Coordinator to all Certified Nursing
Assistance that covers facility policy
on reporting all complaints and
changes in resident’s condition; !
including any skin breakdown or
redness that is observed during daily

care. 05/07/2016

To ensure that future residents who
_enter the facility without pressure
'sores do not develop pressure sores
unless the individual’s clinical
‘condition demonstrates that they
were unavoidable; Director of Nursing
will monitor Certified Nursing
Assistants reporting, and skin integrity
reports 5 days a week for one month.
If good compliance is maintained,
monitoring will be reduced to monthly
monitoring of skin integrity reports by
the Director of Nursing.
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Continued From page 5
A 8kin Monitoring Comprehensive Certified Nurse

| Assistant (CNA} Shower Review for Resident 6,

dated 4/5/18, included, in part, the following:

" Perform a visual assessment of the resident's
skin when giving a shower. Report any abnormal
looking skin to charge nurse immediately. "
Documentation on the sheet revealed redness of
Resident 8's groin area was noted. No other skin
abnormalities were documented.

An interview was conducted with CNA 1 on 4/5/16
at 1:156 p.m. CNA 1 stated she had showerad
Resident 6 that morning. CNA 1 said she
evaluated Resident 8's skin while he was in the
shower and completed a skin monitering shower
sheet. CNA 1 stated she documented on the
shower sheet Resident 6 had groin redness but
she did not document his red, excoriated
buttocks. CNA 1 acknowledged she did not
report the excoriation on the Resident's buttocks
to the licensed nurse,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensurs that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure the resident environment
remained as free of accident hazards as was

F 314

F 323

F 323

‘Temporary and Permanent Correction

It is the policy of this facility to ensure

that the resident environment remains
as free as accident hazards as is
possible; and each resident receives
adequate supervision and assistance

devices to prevent accidents. 05/07/2016

Broom left unattended in hallway was
removed. Piece of rebar that ‘
protruded was cut off. Power Strip ‘

that was dangling was removed. The
4 X 4 wooden post was replaced.
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possible when:

1. A broom was left unattended in a hallway

2. A piece of rebar (re-enforcement metal bar
used to strengthen concrete) profruded from the
floor

3. Alength of a power strip electrical cord was left
loosely dangling from a wall mcounted television
4, A4 x 4 wooden post with significant rot was a
partial support structure for a patio eve.

These failures presented a potential
tripping/accident hazard for residents, staff, and
visitors,

; Findings:

1. A general inspection of the facility environment
was conducted on 4/8/16 beginning at 9:40 a.m.
A broom was observed left unattended between
rooms 55 and 53 on Station Two. The broom
was propped against the wall and projected into
the halway, At 9:45 am. Housekeeping Staff
{H3) 1 repositioned the broom against the wali,
then walked away feaving the broom unattended.
HS 1 was interviewed regarding the storage of
the broom when not in use. HS 1 stated when
not being used, the breom should be stored in a
utility closet or on a housekeeping cart. HS 1
acknowledged the unattended broom propped
against the wall was a potential tripping hazard
for residents, staff and visitors.

2/3. Observation in the "Physictherapy"/activity/
dining room adjacent to rcom 48 on 4/6/18 noted
a piece of rebar metal approximately 1/2 inch in

| length protruding out of the concrete flooring. An

additional observation noted an electrical cord
which lcosely dangled from a wal! mounted
television into a loop on the floor.

To ensure that future residents, staff
and visitors are protected from
tripping/accident hazards, inservice
will be provided by the Staff
‘Development Coordinator on facility
policy to keep environment free of
accident hazards. Administrator or
designee will monitor environment
daily 5 days each week for one month
to ensure environment is free of
accident hazards. If good compliance
is maintained, monitoring will be
ireduced to monthiy environment
ichecks by housekeeping supervisor
and quarterly surveillance by Asst.
'Administrator. Monitoring is reported
to the Quality Improvement
'Committee to ensure continued
compliance.
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4. Observation on the "20's-40's" patio noted a 4
x 4 post with a significant amount of wood rot
(approximately 90% rotted through). The 4 x 4
post was part of a support structure for a section
of patic eve.
An interview was conducted with Maintenance
Staff (MS) 1 on 4/6/16 at 2:45 p.m. MS 1
acknowledged the piece of protruding rebar and
dangling power cord had the potential to be a
tripping/accident hazard for residents, staff, and
visitors. He stated the support structure was
constructed to support a previously sagging patio
eve. He stated the rotted 4 x 4 needed to be
replaced.
F 356 | 483.30(e) POSTED NURSE STAFFING

35=g | INFORMATION

The facility must post the following mformatlon on
a daily basis:
o Facility name.
o The current date.
¢ The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift;
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

F 356 F 356
%Temporary and Permanent Correction

flt is the policy of this facility to post
‘the nurse staffing data required on a
1claily basis at the beginning of each
shift. Data will be posted; In a clear
and readable format, In a prominent
place readily accaessible to residents
and visitors. The facility will make
nurse staffing data available to the
public for review at a cost not to
exceed the community standard. The
facility wili maintain the posted daily
nurse staffing data for a minimum of
18 manths, or as required by State
law.

05/07/2016
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The facility must, upen oral or written request,
make nurse staffing data available to the pubiic
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT s not met as evidenced
oy!

' Based on observation and staff interview, the

facllity failed to post the actual hours worked for
licensed nursing staff directly responsible for
resident care per shift on a daily basis. The
facility also failed to maintain the posted daily
nurse staffing data for & minimum of 18 months.
These fallures had the potential of not allowing
resident family members or visitors to determine
the workload of the staff caring for their
loved-cna.

Findings:

An inspection of the facility "physical plant” was
conducted on 4/7/16 at 8:10 a.m. Included in the
inspection was the facility's provision of Federally
requirad informational postings. The inspaction
revealed the facility did not post the {otal number
and actual hours worked by licensed nursing staff
directly responsible for resident care per shift for
the day of the inspection.

An interview was conducted with Licensed Nurse
(LN} 1 was on 4/7/16 at 8:20 a.m. LN 1 stated

the daily licensed nurses roster used tc be posted
on the wall. LN 1 pointed te & location on the wall
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Director of Nursing or designee Is
posting staffing information as
irequired. Daily postings are being
'maintained by the Director of Nursing|

{for review, 05/07/2016

To ensure that staffing information is
readily available, and accessibie to
future residents and visitors,
Administrator reviewed facility policy
with Director of Nursing and Nursing
Supervisors to ensure that posting is
completed and maintained for review.
‘The Administrator or designee will
'monitor posting daily 7 days each
week for one month to ensure that
postings are maintained as required.
If good compliance, monitoring will be
‘reduced to monthly review of
documentation to ensure continued
compliance.
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Each resident receives and the facility provides
food prepared by metheds that conserve nutritive
value, flavor, and appearance; and food that is
palatable, attractive, and at tha proper
temperature.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviaw, the
facility fafled to ensure food was held at proper
temperaturas to maintain safety and palatability
for 1 of 2 random residents (25). This failure had
the potential for the service of unpalatable and
potentially hazardous food.

Findings:

Observation of Station 3's medication room was
conducted on 4/7/16 at 9:3C a.m. A resident
breakfast tray was noted sitting on the counter in
the medication room. A cup of milk and a cup of
juice were covered with napkins, The plate
contained two pieces of toast and there was a
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F 358 | Continued From page 9 F 356
across from Station 2. LN 1 stated the posting Temporary and Permanent Correction
was taken down when Maintenance started ;
painting. LN 1 stated the posting board was It is the policy of this facility to ensure
never put back up. that each resident receives and the
An interview was conducted with the Director of facility provides food prepared by
Nurses (DON) was on 4/7/16 at 8:30am. The ‘methods that conserve nutritive value
DCN stated she was hot currently posting the ! i
daily roster of licensed nurses. The DON stated flavor, and appearance; and food that
she had not maintained 18 months of the posted is palatable, attractive, and at the
daily nurse staffing data,
‘proper we.
F 364 | 483.35(d)(1)(2) NUTRITIVE VALUE/APPEAR, F ag4 | Proper temperature
$8=D | PALATABLE/PREFER TEMP 'Resident 25 will have her tray held in

the kitchen, if unable to be delivered,
'so that it can be maintained at the
[proper temperature.

To ensure that all future residents are
provided their food in a manner that
complies with facility policy including
serving food trays at the proper
temperature, an inservice will be
provided by the Staff Development
Coordinator to all Direct Care Staff
that covers facility policy to ensure
that each resident receives and the
facility provides food prepared by
methods that conserve nutritive vaiue,
flavor, and appearance; and food that
is palatable, attractive, and at the
proper temperature,

05/07/2016
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Pag F 364 ‘Dietary Manager will monitor tray
delivery 5 days each week for one

An interview was conducted with Licensed Nurse ‘month to ensure that good compliance

(LN) 2 on 4/7/16 at 9:35 a.m. LN 2 stated the | s oa :
breakfast tray in the medication room was being ;'s me?mtalned‘. If good compliance,
held for Resident 25, LN 2 stated Resident 25 ‘monitoring will be reduced to monthly

got up late and staff would hold her breakfast for lsurveillance of tray delivery by the
her in the medication room until she woke up. LN

2 stated they would heat up the food in the |Dietarv Manager, and the Dietician
microwave. 'that is reported to the Quality

An interview was conducted with the Dietary Impr.ovement C0f11m|ttee for
Service Supervisor (DSS) on 4/7/16 at 9:45 a.m. continued compliance.

The DSS stated the resident's tray should not be
held for later delivery because proper ,
temperatures could not be maintained. The DSS
tested the temperature of both the milk and
orange juice on Resident 25's tray. The milk was
83° Fahrenheit and the orange juice was 63.6°
Fahrenheit. Both were mare than 20° over proper
holding temperature. The DSS acknowledged
the food was not held at proper temperature. :
F 4411 483.65 INFECTION CONTROL, PREVENT F 441 F 441
ss=E | SPREAD, LINENS

bow! of cold cereal. ‘
|
|

The facility must establish and maintain an Temporary and Permanent Correction

Infection Control Program designed to provide a

safe, sanitary and comfortable environment and 1t is the policy of this facility to

to help prevent the development and transmission establish and maintain an Infection

of disease and infection. Control Program designed to provide a
(a) Infection Control Program safe, sanitary and comfortable

The facility must establish an Infection Control environment and to help prevent the

Program under which it - -
(1} Investigates, controls, and prevents infections development and transmission of
in the facility; disease and infection. 05/07/2016
(2) Decides what procedures, such as isolation, .

should be applied to an individual resident; and
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(3) Maintains a record of incidents and corrective
actions related to Infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isclation to
prevent the spread of infection, the facility must
isolate the resident.

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

(3) The facility must require staff to wash their

L 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 tinens so as to prevent the spread of
infection.

This REQUIREMENT is nct met as evidenced
by:

Based on observation and staff interview, the
facility failed to process linens in a manner to
prevent the spread of infection. This failure had
the potential to contaminate finens/laundry with
potentially infectious material.

Findings:

An inspection of the facility laundry department
was conducted on 4/6/16 at 1:30 p.m. Two sciled
laundry barrels were positioned approximatety
two feet from two washing machines. Both
washing machines contained a load of laundry

including that soiled linen barrels
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056495 B. WING 04/07/2016
NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PL.AN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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i
F 441 Continued From page 11 F 441| Housekeeping Supervisor immediately

discussed facility policy to keep soiled
linen separated from clean linen,

shouid not be near the washing
machine when linen is being washed.
Impermeable garment was provided
to laundry worker, - 05/07/2016

To ensure that future residents are
protected possible infection and that
linens are processed in a manner to
prevent the spread of infection.
inservice will be provided to
housekeeping and laundry staff, by the
Administrator, that covers facility
policy on processing linens in safe and
sanitary and comfortable
envirohment, including using
iimpermeable garment when
transferring linens and separating
clean and soiled linens to prevent
transmission of disease and infection.
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F 441| Continued From page 12 F 441

that was being washed. The two laundry barrels

were completely full with solled laundry. On top ! . - . .
of the soiled laundry barrels were loosely place Administrator will monitor linen

lids resting on top of sciled laundry partially processing 5 days each week for one

r
protruding from the barrels. Laundry Staff (LS) 1 | h. If good I i
was asked to explain the procedure she would month. If good compliance is

follow if the laundry in the washing machines had maintained, monitoring will be

finished and was ready to be processed for ‘ reduced to monthly surveillance that
drying. LS 1 pointed to an empty laundry cart . )
(approximately 2 feet wide by 4 feet long} and is conducted by Housekeeping

Staried ﬁhelvtv}:w'd ?fntjptt)i/w thg GleantLaun?W (jﬂttr? the Supervisor and provided to the

cart, wheel the cart to the dryers, then lcad the . .

dryers with the clean laundry. When asked if Infection Control Committee to ensure
there was anything she would do prior to taking .continued compliance.

the clean laundry from the washers and zlacing L
them into the laundry cart, .S 1 stated, "No."
When asked about the soiled linen barrels, LS 1
stated the soiled linen barrels should not be in the
washing machine area when laundry was being

washed.

A concurrent interview was conducted with LS 1.
She was asked If she wore a protective gown
when she processed the soiled linens from the
soiled linen barrels, LS 1 pointed fo a
fabric/cotton smock hanging on a hook. LS 1
demonstrated how she donned the smock and
pointed out it was okay te use because it had long
sleeves. When asked if the smock was
impermeable to liquid/moisture, LS 1 stated she
didn't know.

An interview was conducted with Maintenance
Staff (MS) 1 on 4/7/16 at approximately 8:30 a.m.
MS 1 stated the fabric/cotton smock used by the
laundry staff was not impermeable to
liquids/maoisture. He stated he was ordering new
gown that were impermeabile fo liguids/moisture.
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This REQUIREMENT is not met as evidenced
by:

Basad on observation, staff interview, resident
interview, and facility document review, the facility
failed te ensure there was at least 80 square feet
(sq. ft.) of living space per resident in 32 resident
bedrooms. This failure had the potential to result
in & tack of privacy and inadequate space for
provision of care.

Findings:

The required square footage for each of the 32
resident bedrooms provided less than 80 sq. ft.
per resident,

Room - Beds - Square Feset
Per Room - Per Resident

21 3 2184 72.8
22 3 2184 72.8
23 3 2184 72.8
24 3 2184 72.8
25 3 218.4 72.8
26 3 2184 72.8
27 3 2184 72.8
28 3 223.9 74.6
29 3 218.4 72.8 -
31 3 2196 73.2
32 3 2208 73.6
33 3 2108 73.2
34 3 2208 73.6
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- F 458 Continued From page 13 F 458
F 458 | 483.70(d)(1)(i) BEDROOMS MEASURE AT F 458
ss=p | LEAST 80 SQ FT/RESIDENT
Bedrooms must measure-at least 80 square feet
per resident in multiple resident bedrooms, and at
least 100 square feet in single resident rooms. R ‘ _
_ equest conti '
g nued 05/07/2016
Waiver.
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35 3 218.8 73.2
36 3 2208 73.8
37 3 2289 75.6
33 3 2283 - 754
40 3 2302 76.7
42 3 2172 72.4
43 3 2208 73.6
44 3 2172 72.4
45 3 220.8 73.6
48 3 2172 72.4
47 3 2208 73.6
48 3 2172 72.4
49 3 2208 73.6
53 3 2184 72.8
55 3 2184 72.8
56 3 2184 72.8
57 3 2184 72.8
58 3 2287 75.2
59 3 2267 75.2
Observations revealed the residents had a
reaschable amount of privacy and storage space,
The rooms were clutter free and there appeared
to be adequate space for residents to ambulate.
Residents had clear access to the bathroom and
exit doors. There was sufficient room for the
provision of nursing care and services.
During random interviews with staff and
residents, there were no complaints regarding
inadequate space.
The Department recommends the room waiver
be granted. .
F 468 | 483.70(h)(3) CORRIDORS HAVE FIRMLY F 468
ss=E | SECURED HANDRAILS
The facility must equip corriders with firmly
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F 468 | Continued From page 15 F 468
secured handrails on each side. FABS
Temporary and Permanent Correction

This REQUIREMENT is-not met as evidenced

i i icy of this facility to equi
Based on observation and staff interview, the Itis the poh'cy ojft Y qd p'l
facility failed to equip corridors with firmly secured corridors with firmly secured handrails

handrails, This failure had the potential to
confribute to accidents or incidents involving

‘on each side of hallway.

unsuspectipg residents, staff, or visitors grasping Maintenance immediately replaced
the handrails for support. brackets identified to ensure handrall
Findings: 'was firmly secured.
An inspection of the facility "physical plant" was To ensure that future residents are
conducted on 4/6/16. The inspection revealed . "
loose handrails located in the hallway between gpromded with handralls .that hare
the door to the facility kitchen and room number firmly secured on each side of the
56, and in the hallway to the left of the door to hallway. Administrator will monitor
facility laundry. : i

‘handrails weekly for one month to
An interview was conducted with Maintenance ‘ensure that handrails are in good

Staff (MS) 1 was on 4/7/116 at 9 a.m. MS 1 stated

i iance is
they recently became aware of the loose repair. If good compliance

handrails and were repaired. ‘maintained, monitoring will be
F 516 | 483,75())(3), 483.20(f)(5) RELEASE RES INFO, F 516| |reduced to manthly surveillance that
55=B | SAFEGUARD CLINICAL RECORDS is conducted by the Maintenance
A facility may not release information that is Supervisor and reported to the
resident-identifiable to the public. Administrator of continued
The facility may release information that is compiiance.

| resident-identifiable to an agent only in
accordance with a coatract under which the agent
agrees not to use cor disclose the information
except to the extent the facility itself is permitted
to do sc.
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