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F 000 | INITIAL COMMENTS F 000 -Preparation and/ar execution of this plan
of correction does not constftute admission
An unannounced annual survey was conducted or agreement by the provider of the truth
at this facility from Juhe 03, 2014 through June of the facts alfeged or conclusions set forth
10, 2014, The defiviencies containsd in this report in the statement of deficiencies. The plan
are baged an obsgervation, interviews, raview of of correction is prepared and/or executed
resldents’ clinlcal records and review of other solely because it is required by the
facility documentatlon as Indicated. The facllity provisions of Federal and State Law.

census the first day of the survey was 118. The
stage two survey sample was thirty-seven(37).

Abbreviations used In this 2567 are as follows:

NHA- Nursing Home Administrator
DON ~ Director of Nursing

ADON - Assistant Director of Nursing
RN - Registered Murse

RNAC - Registered Nurse Assessment
Coordinatar i
LPN - Licansed Practleal Nurse [
CNA - Certified Nurse's Alda |

F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241
85=p | INDIVIDUALITY . A REQ and R317 no longer eat on disposable | luly 28, 2014
tableware products » . :
The facillty must promate care for residents in a i All residents on isolation precautlons are !
manner and in an environment that maintains or : served uslng reguler tableware products. This | H
enhances each resident's dignity and respectin 4 was corrected on 6/9/14, ; |
full recognition of his or her individuality. | R 318 Finger sticks are completed prlor to
| imeal tray Is dellvery. This was corrected on
6/10/14. i
This REQUIREMENT iz not met as avidencad | |
hy: B Disposablz tablewa e producis have peen i
Based on observation and interview it was | removed and all isolation residents now utilize |
determined that the facllity failed to treat three regular tableware products. '
(R6D, R318 and R317) out of 37 sampled All Diabetic residents receiving insulln and o
residents with dignity. Findings include: finger sticks are at, risk for this deficient
practlce. Nurses are required to canduct
1, On 6/3/14 at 12:07 PM R318 was observed in | finger sticks and/or administer nsuiin priorta |
the dining room with his lunch tr?»..gs LPN tald the resident’s meal defivery. i
| ra

LABORATORY RECTORS OR ROV ERI’S'IJ ﬁE&kﬁZf::‘f;f SIGNATURE NTLE ) DATE
(42 MEA- b /2
7§ ¥ ’

Any daﬁciécy alatement anding with an werizk () denotes  deliclency which the (netitution may be excused fram correcting praviding it is determined (hal
other saldguarda pravide sufficiont proleglion to the palients, (See inatructions.) Exsept for nursing humes, the findings stated above are disclosable 90 days
following the date of survey whather or riot @ plan of corraction is provided. For nursing homes, the above findings and plans of correction are dieclogable 14
daya following the date Lheea dociiments are made available Lo tha facllty. If deficlencles are ched, an appraved ptan of correction & requisite to cantinued
program participalian,
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€. Thefacflity policy stated that disposable or

F 241 | Continusd From page 1 F 241 non disposable tableware could be utllized |
him not to eat his food that he needad his blood ' with residents on lsolation precautions, The |
sugar checked before lunch. E6 left the araa with facllity immediately changed this practice and |
another resldent. All residents in the dining raam elimlnated all use of disposable tableware |
including those at R318's table had lunch meals with isolation residents. Mealticketsna |
and were aating. . " longer identify residents as “Isolatlon” |

! indicating a need for any dispasable items.

An Interview with the resident revealed that at the i The Staff Developer will educate all licensed |
assisted living were he usually resldes he gets his staff and dietary staff on the use of regular |
blood sugar checked 15 minutes bafore the start tableware with isplation residents. i
aof the meal but ean have it checked up to an hour E6- Facility falled to assess resident’s finger
bhefore the meal. stick prlor to delivery of his meal tray. Times .

have been assessed ta ensure finger sticks are
At 12:18 FM R318 verbalized to all staff in the conducted and insulin is adminlstered prior to
area that he was still waiting for his blood sugar to the meal dellvery times. The Staff Developer |
be tested g0 he cauld eat his lunch. R318 was will educate alf licensed personnel on Dignity
then escorted put of the dining room to get his of the residents in regards to ensuring finger

blead sugar checked and returned to the dining

sticks and Insulin administratian is complsted
room af 12:23 PM to aat his lunch.

prior to residents recelving their meal trays.
The Staff Developer will educate all licensed
staff and dietary staff an the meal dellvery
times.

2. 0n 6/3/14 around 12:10 PM R317 was
observed at [unch in the dining room with all

disposable 1ableware products including food in a D. Thegoal of the system change is T eng. re 4l

| foam “to go" type container. The food was servad staff provides resident case that maintains

| off a white foam fray and all utensils were plastic. their Dignity and Respect,

! The rasldent's meal ticket docurnented "isolation”, All Isolation residents will be monnoreg oy
The facllity determined 1t was appropriate forthe the DON or designee, Utilizing Attachment 1,
resident to eat in the dinning room. for the (dentified deficlent practice. ‘This will

be completed daily until the facility }

consistently maintalns a 100% success rate : :
On 8/6/14 R317 was observed again during the over 3 consecutive evaluations, then 3 times a .
luneh mesl with disposable products including weak, until the fallity reaches 100% success |
utensils and a foam "ta go* container.. at 3 consecutive evaluations. Al isolation ‘
restdents will then be monitored once 2 weel,
3. On 6/3/14 wround 12:10 PM R60 was observed until the facility reaches 100% success at 3

at lunich in the dinlng room with alf disposable
tableware products including food in a foam “to
00" type contalner. The food was servad off &
white foam tray and all utensils were plastic, The
resident's mesal ticket doc‘m}gmfd “isolatlon”,

consecutive evaluations, Finally, this will be ~ ",
measured one time a month for 3 consecutive |
months to ensure a 100% success rate has |
been reached.
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F 241 | Continued From page 2

On 6/9/14 at 3 PM an interview with E5, RN, staff
educatlon/infection contral revealad that up untll
today thay ware uslhg disposable products on all
rasidenis on lsolation. The facility determined it
was appropriate for the resident to esat in the
dinning room.

Findinga reviewad with E1, NHA and E2, DON on
6/10/14 at 12:30 PM.

F 272 | 483.20(b)(1) COMPREHENSIVE

§5=D | ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, acourate, standardized
raproducible agsessment of each resldent's
functional capscity,

A facllity must make a comprehensive
assessment of a resldent's needs, using the
resident assessment [nstrument (RAI) specified
by the State. The assessment must include at
least the following:

Igentification and demographic information;
Customary roytine;

Cognltive pattarns;

Communicatlion;

Vision;

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Dlssase diagnosis and health conditions;
Dental and hutritianal status:

Skin conditions;

Activity pursult:

Medications;

1 Special treatments and procedures;

Arandom sample of 10 Diabetlc residents will

F241]  bemonitored by the DON or designae,
utilizing Attachment 2, for the Identffied
deficient practice. This will be completed daily
until the Faclity consistently maintalng a 100%
success rate aver 3 consecutive evaluations,

. theh 3 times a week, until the facilfty reaches
100% success at 3 consecutive evaluations.
Allisalatlon residents will then be manitored
once a week, until the facllity reaches 100%
success at 3 consecutive evaluatlons, Finally,
this will be measured pne time a month for 3

F 272 consecutlve months to ensure a 100% success

rate has been reached.
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A, RA8-Residentis deceased. !

F 272 | Continued From page 3 F272 MDS madification was completed on 6/20/14 ! July 28, 2014
Dlscharge patentlal; with the correct entry made of fraquently \
Documentation of summary Information regarding incontinent.
the additional assessment performed on the care , l
areas triggered by the completion of the Minimum B.  All resldents are at risk far this deflclent |
Data Set (MPS); and ‘practice. '
Documentation of participation in agsassmant. Copies of the CNA flow sheets are now made ’

and submitted to the DON, with each MDS
assessment In the area of urinaty continence.
‘The DON will second check entrieg in the area
of urinary cantinence for carrect cading.
C.  During the data entry process, the resident’s
camprehensive assessment was incorrectly
This REQUIREMENT Is not met s evidenced keyed. This resldent was marked as continent
by: when the CNA flow records Indicated the -
Based on record review and interview it was i resident was indeed frequently incontinerit,
determined that the facility failed to conduct an ' RNAC will now make coples of the CNA flow
accurate comprehensive assessment for one l sheets with each MDS entry in the area of
(R48) out of 37 sampled residents in the area af { urinary continence. The copies will be
urinary continence (ability 1o control urine). submitted ta the DON for a second check of
Findings include: the entry.
The Staff Developer will educate the RNAC ;
R48 was admluad to the facllity on 2/1/14. staff on efficient keying of data when
completing resident’s comprehengive
The following documentation was contained in assessments (RAI), to ensure propar coding is
the clinical record,; made for appropriate treatment and services |
are given to the restdents as indicated bythls
2/2/14 through 2/8/14 - CNA flow sheet that Is data, .
utllizad to documant incldents of urnary b.  The goal of the system ch .
continance / Incontinencs (Inabliity ta control h ' ihe systam change Is to ensure
urine) documented 7 eplsodes of incantinence that olf resideqt comprehensive assessment,
during this assessment period. The in the area of urinary continence Is accurately
documentation indicated thal R48 was frequently coded. This wil ensure that all resldents wha
incontinent (7 or more episodes of urinary are incontinent of blaclder recetve apprapriate
incontinence, but at least one episode of ; treatment and services to prevent Yrinary
continence) of urine. I Tract Infections and to restare / maintain as
| much normal bladder fupction as possible.
2/8/14 - Admission Minimum Data Set ([MDS]
assessment tool utilized in long term care) i
Faciliy ID: DE2155 If continuation shest Page 4 ol 8
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F 315
85=D

Continued From page 4
assessment Incorractly documented R48 was
cantinent {full control of bladder) of urine.

On 6/10/14 at approximately 10:30 AM an
interview with E2, DON eonfirmed the resident
was frequently incontinant of Lrine and that the
MDS8 had been coded incarrectly according to the
CNA flow sheet that documented 7 episodes of
incontinence during the assessment period.

The above information wag reviewed with E1,
NHA and E2, DON on 6/10/14 at approximately
1:00 PM.

483.25(d) NQ CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident wha snters the facility without an
Indwalling cathatar is nat cathetarized unless the
resident’s clinlcal condition demonstrates that
catheterization was necessary; and a resldent
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined that the facility failed to ensure the
appropriate treatment and services to restore
and/or maintain bladder function were
Implemented for one (R48) rasident out of 37
sampled res|dents. Flndings includa:

The facility's Incontinence (Inablilty to contrel

F272

F316

A,

B,

All resident comprehensive assessments in
the area of urlnary continence will he checked
for accurate coding by the DON ar designee,
utillzing Attachment 3, for the jdentified !
deficient practice. . This will be completed
daily uptil the facllity consistently maintalns a!
100% success rate aver 3 consecutive
evaluations, then 3 times a week, until the
facility reaches 100% success at 3 consecitive |

evaluations. Alllsolation resldents will then
be monitared once a week, untll the factitty

raachey 100% success at 3 consecutive
avaluations. Finally, this will be measured one
time a month for 3 consecutive months to
ensure a 100% suecess rate has been reached,

R 48 —Resident Is deceased, unable to corract |
thls action for this resident.

All residents are at risk for this deficient
practice.

All admission and readmissions are placed on a

3 day volding diary. The 3 day voiding diary Is
then assessed for the need of an Individualized
toileting program for the resident.

All residents’ continent status is assesged
quarterly and with a significant change In |
condition. Restdents, who are noted with a
change in their urinary continence, will have s 2 |
day voiding dlary Initiated. The 3 day voiding |
diary Is then assessed for the need of an 'I

Individualized tolleting program for the msident.'
Staff failed to complete all entrles on e

resident’s valding diary and then failed to
restart a new 3 day voiding dlary, due to the
missed documentation,

Staff failed to implement an Individualized
tolleting program far this resident who was
experiencing eplsodes of urinary ncontinence as
evidenca on the CNA flow record.

July 28, 2024

FQRM GM3- 256?[0%#9?] Pravious Yergivge Obsolete
i Al
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urine) policy documented that a resident who is
incontinent of hladder (involuntary loss of control
of urine) will receive appropriate treatment and
services to restore/improve normal bladder
functlan as poasible, Every rasldent will be
asaessed for Incontinance on admilsslon, or
re-admisslon, quarterly and with significant
change. Incontinency is assessed on admission
and all residents who are incontinent should have
a volding diary completed for 3 days and the
volding diary is reviewad to determine the need
for a tolleting program.

R48 was admitted to the facllity 2/1/14.

The following documentation was contained in
the dlinical record;

2/2/14 through 2/8/14 - CNA flow sheet that is
utllized to document In¢ldsnts of urinary
continence [contral of drine) / [ncontinence
documented 7 eplsodes of Incontinence. This
documentation indicated that R48 was frequently
incontinent (7 or more episodes of urinary
incontinence, but at least one episade of
continanca) of urine.

2/2/14 - 3 day Volding Dlary (farm uged to
document continencea status of R48 avery 2 hours
for 3 days) was Inltlated. There was no
documentation completed on 2/2/14, there were
no episodes of incontinence documented on
213114, and one episode of bladder incontinence
was documented on 2/4/14.

218/14 - Admission Minimum Data Set ((MDS]
assessment tool used in long term cars)
asgessment incorrectly documentsd RAB was
cantinent (full control of bladder) of urine,

placed in their admission chart, to be initiated
and complated In [ts entirety. The volding diary
* willthen be assassed by the Unit Manager, and
an individualized talleting program will he
developed, as necessary, from the voiding diary
assessment.
All residents will alsa be assessed guarterly and
with a significant change in candltlon far 3
change in urinary continence, RNAC will provide

all noted declines, A 3 day voiding diary will
then be started and completed In 1ts entirety,
The volding dlary will then be agsessed by the
Unit Manager, and an Individua[lzed tolleting
program will be developed as necessary, from
the voiding diary assessment.

A new vaiding diary will be started if the initial
voiding diary is not completed In Its entirety,
The staff Developer will educate on the
following:

- {nursing staff) The relevance of the valding
diary and the importance of accuracy and '
completeness of this documentation.

~(nursing staff) Second checks to ensure the
volding diaries are completed in thelr entirety,

- (licensed nursing staff) The implementation of
a 3 day voitling diary on admisslon, readmission,
and with any significant changes in urinary
continence. ,

| - {licensed nurslng staff) Assassment of the
volding diary, and the development and
inltiatlon of resident’s toileting programs, as
needed, based on the voiding diary assessment,
- {nursing staff) The Utillzatlon of the Early
Warning Too! to notify nursing of changes In
residents continence status.

- (RNAC and Onit Managers) The utllization of
the MDS Decline Form for notification of

the Unit Manager with a MOS Decllne form for
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All new admissions and readmissions, with
F 315 | Continued From page 5 Fa15 incontinence, will have 2 3 day valding diary
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signlficant changes nated In the area of urinary
F 315 | Continved From page 6 F 315 continence during the residents comprehensive |
assessment. .
) D. The goal of the system change Is to ensure that
lO‘I‘j 6_161_14 ?Lﬁpﬂl’?ﬂr?it_ey 123\[2!PJM~ FZ::EJPAR:- ] - allresidents receive the appropriate treatment |
|OIVIRL IR IO VIGYV LN BV TU O o MUY Y UMY LUy v } '
212/14 - 214114 and confirmed that 2/2/14 was not | anddandoas o restars / mAlNGAIn a6 much
I fiormal bladder function as possible.
completed and also that when the diary ia nat All Admisslons and readmissions will be
complete (data missing) it must be restarted to reviewed for the implementation of a 3 day
ansura an aceurate assessmant over 3 iding diary and for the imlementation of
consecutlve days. vaiding V A pem\ " o
appropriate individualized tolleting program, as
The facility falled to complete the voiding diary in feedety Aliiesiceiits will Berassessed\quartedy o
its entirsty and falled to implement an i and with a significant cha.ngefor incontinence,
individualized toileting program for R4% who wag and for the Implementation of a3 day volding
experiencing spisodss of urinary Incontinence. diary 2nd for the implementation of an
. a appropriate [ndividualized toileting program, as
On 6/10/14 at approximately 10:30 AM an i needed. This will be checked for accuracy by
interview with £2, DON confirmed that a voiding the DON or designes, utilizing Attachment 4 and
diary was not completed in its entirety and thata Attachment 5, Yor the ldentified deficient
tofleting program had not been initiated, practice. . This will be completed danly until the
1 facility consistently malntains a 100% suceess
The above informatlon was reviewsd with E1, rate aver 3 consecutive evaluations, then 3 {
NHA and E2, DON on B/10/14 at approximately timay a week, untll the facility reaches 100%
1:00 PM. success at 3 consecutive evaluatlons. Al
F 329 483,25() PRLIG REGIMEN |& FREE FROM F 329 isolation residents wif) then be monitored once |
s5=£ | UNNEGESSARY DRUGS a week, yntil the facility reaches 100% suceess |
at 3 consecutive evaluations. Finally, this will be
Each resldent's drug regimen must be free from measured one tima a month for 3 congecutive
unnecessary drugs. An unnecessary drug is any months to ensure a 100% Success rate has bean
drug when used in excessive dose (including veached,
duplicate therapy); or for excessive duratioh; or
without adeguate monitoring; or withoul adequate
Indications for its uss; or In tha presence of
adverse consaquences which [ndicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.
Baged on 8 comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are nat
Facility Dz DE2158 If continuation aheel Page 70ol8
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¥ A, R199 - Behavior Monitoring Record for side effects ' July 28, 2014
F 329 | Continued From page 7 F 329 Implemented on 6/1/14. y
. " . AIMS assessment completed on 6/5/14.
given tht\ase drugs unless anhpsychc'xt.m dmg, 8. Allresldents an atypical anti-psychotic medications and anTi-
thergpy is necessary to treat n spacific condition - asychotic medications sre at sk for i deficientprectice.
| a5 diagnosed and dacumented In the clinical AIMS assessment wll bg completed on all resldents who are
racord; and rasidents who use antipsychotic recoiving anti-psychotic medications, This will bs completed
drugs recefve gradual dose reductions, and * " pn admisston, readmission, and twice annually'for all
behavioral interventions, unless clinically resldents on these class of medications.
cantraindicated, in an effort to discantinue these Behavior Monitaring Racards will be completed for all
drugs. rasidents raceiving atypical anti-psychatic and anti-psychotic
medicarions.
€. The admiming nurse friled to initiate a Behavior Monlitoring
| Record and fatlod to complete an AIMS essessment an
adrnission, for a resident on an antl-psychotic medication.
All admissions and readmissions will be checked duringthe
dlinfcal morning meeting, to Identify residents on atyplcal
This REQUIREMENT is not met a3 evidenced anti-psychatic and antl-psychotic medicarions. Restdents
by: wha are found to be on these medications will be reviewed
Basad on record review and interview it was o ensure an AIMS assessment is completed and the
determinad that the fagility failed to adequately Behavior Monitoring Record Is In place.
monltor the drug regimen far one (R199) out of Te Pharmacy's Manthly Peychoactive Medlcation Repore
37 sampled residents. Findings include: wll! be raviewed by the DON or dusignee ensuring that
. residents identified to be preseribed these classes of
— . i | medications have 2 Behaviar Monftoring $heet 1n place as
Thg facility's .nursmg guideline Atypical well 95 81 AIMS eatassient s indicated.
Antl-l'”sychotlos (used to t@a’( _mantal and All new orders will be reviewed durlng the clinical morning
ermetional conditions) Mad|catlon docum ente_d meeting for atyplcal anti-psychotics and anti-paychetic
that when anti-psychotic medlcatons are being medications. Residents Idontified on these classes of
considered to treat resldents, that the side-effects medications will be reviewed to ensure the Behavior
of the medication wlll be monitored. Monitor Record Is completad and AIMS assessment, 35
indicated.
The facility's guideline far AIMS {(Abnormal The Staff Developer will edusate all ficonsed personnel on:
Involuntary Movement test) Testing documented -Atypical ent-psychotic and peychotic medications, and side
that when & resident is admitted to the fadllity on ’if::f:_'an o Udiastion otk Bt
an gt mediatn e rurse i e e
i I-psychol
administer an AIMS test. ve payehotics and psychotlc
medications. :
. . . . «AIMS assessrents with antipsychotlc medications on
Tl‘1e_ fallowing documentation was obtained in the adrmission, readmission, and twice annually.
clinical record; D.  The goal of the 2ystam change 12 ta snsure thet all residents
on atypical anti-psychotics and psyehoric medicatlons are
R199 was admitted to the facility on 5/6/14 and mlonémred fnrsldg affaecs. .
was already taking Zyprexa (anti-psychotic | psy:h:""f;“;:;’"s c’:‘:‘“‘“’;’l"“ ah an aflr""-"' anti.
. . . . s o
medication) before admission ta the facility. , o PefShetemedicationswillgietiecked ey
FORM CtS.2867(02-08) Pravious Varalans Obsafaia Evanl |0: MNMN14 Faallity iD: DE2156 If conlinuation sheet Paga § of 9
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Behavior Monitaring Records and AIMS assessments by the *
F 329 | Continued From page 8 F 329| DON or desianes, utfling Attachment 6, for the dentifled

5/6/14 - Physleian order for Zyprexa.

Review of the medical record revealed that the
facility failed to monitor for side-sffects for
Zyprexa until 6/1/14 (25 days alter admiasion).

On B/6/14 at approximately 11:00 AM an
Interview with E7, Unlt Manager canfirmed that
there had been no side effect monitoring
completed for R199 from admission, 5/6/14
through §/31/14.

The above Information was reviewed with E1,
NHA and E2, DON on 6/10/14 at approximately
1:00 PM,

)

deficient practice. . This will be completed daily until the
facifity conslstently malntalng a 100% success rate over 3
consecutive evaluations, then 3 times a week, untli the
facllity rzact_\es 100% success at 3 consacutive avaluations.
All Isolation residents wiil then be monitored once a week,
until the facllity reaches J00% success st 3 consecutive
evaluations. Finally, this will be measurad one time a month
for 3 consecutive months to ensure a 100% succass rate hag

heen reached. .
all residents with a new order for an atyplea) antl-psychotlcs

and/or psychatic medications will ba checked for Behavior
Monitoring Recards and AIMS assessments by the DON or
designee, utllizing Attachment 7, for the [dentified deficient
practice. . This will b completed daily until the faellity
consistently maintsing a 200% success rate over 3
consecutlve evaluations, then 3 times a week, until the
facllity reaches 100% success at 3 consecutive evaluations,
All iclation residants will then be monltored once a week,
until the facllity reaches 100% auceess at 3 consecutive
evaluations. Finally, this will be measured one time a month
for 3 consecutive months to snsure a 100% success rate has
been reached. '

All restdents Identificd on the Monthly Fharmacy
Psychoactive report as belng on an atypical anti-psychotics
and/or psyehotic medication, wifl be checked for Behavior
Manitoring Records and AIMS assessrents by the PON ar
deslgnes, utllizing Attachment 8, for the Identified deflcient
practice. . This will be completed dafly until the facility
congistently maintaing a 100% success rate over 3
consecutive evalvations, then 3 times a week, urtil the
facility reachas 100% success at 3 tonsecutive evaluations.
Allisolation residents will then be monitared once a week,
until the facllity reaches 100% success at 3 consecutive
ovaluations. Finally, this will be measured one time 3 month
for 3 consecutiva months to &nsure 3 100% success rate has
been reached.

FORM CMB-2567(D2-29) Priilaus Varglons Obasleta
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NAME OF FACILITY: Cadia Renaigsance

DATE SURVEY COMPLETED: June 10, 2014

applicable local, state and federal code
rejuirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B,
requirements for Long Term Care
Facilitieg, and any amendments or
modifications thereto, are hereby
adopted as the regulatory requirements
for skilled and intermediate care
nursing facilities in Delaware. Subpart
B of Part 483 is hereby referred to, and
made part of this Regulation, as if fully
set out herein.. All applicable code
requirements of the State Fire
Prevention Commission are hereby
adopted and Incorporated by reference.

'This requirement is not met as
evidenced by:

SECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR’S FLAN FOR CORRECTION
$pecific Deficlencies OF DEFICIENCIES WITH ANTICIPATED
' DATES TO BE CORRECTED

The State Report incorporates by
reference and also cltes the findings
specified in the Federal Report,
An unanhounhced annual survey was o
conducted at this facllity from Junhe 03, + Please refer to Plan of
2014 through June 10, 2014. The Catrectlon on CMS 2567
deficiencies ¢ontained in this report are Report dated June 10, 2014
based on observation, interviews, review tor:
of residents' clinical records and review of F2a1
other facility documentation as indicated,
The facility census the first day of the F272
survey was 118. The stage two survey F315
sample was thirty-seven (37). F329

3201 Regulations for Skilled and
Intermediate Care Facilities

3201.1.0 Scope

3201.1.2 Nursing faellities shall be subject ta all

/N
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Provider's Signature Ldam f f Title
i

e

0 oun il




Jum 24 2014 4:20PM Renaissance Admin Office No. 0858 P 12
i
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AND SOCIAL SERVICES o 5recten
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NAME OF FACILITY: Cadia Renaissance

DATE SURVEY COMPLETED: June 10. 2014

SECTION
Specific Deficlencies

STATEMENT OF DEFICIENCIES

ADMINISTRATOR’S PLAN FOR CORRECTION

OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

F315 and F329.

Cross refer to the CMS 2667-L survey
report ending June 10, 2014, F241, F272,
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