Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Hale Ki’apu at Korean Care Center

CHAPTER 100.1

Address: 525 Kiapu Place, Honolulu, Hawaii 96817

Inspection Date: September 4, 2024 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULT IN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(¢)(3).

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-3 Licensing. (b)(1)(I) PART 1
Application.

()
In order to obtain a license, the applicant shall apply to the DID YOU CORRECT THE DEFICIENCY?
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO TELL US HOW YOU
demonstrate that the applicant and the ARCH or expanded CORRECTED THE DEFICIENCY
ARCH have met all of the requirements of this chapter.
The following shall accompany the application:
Documented evidence stating that the licensee, primary We acknowledge the deficiency identified concerning
care giver, family members living in the ARCH or Fieldprint clearance compliance for Substitute
expanded ARCH that have access to the ARCHor Caregivers (SCGs) and have taken the following
expanded ARCH, and substitute care givers have no prior ) . .
felony or abuse convictions in a court of law; corrective actions:
—glglt)_gcg ver (SCG) #1.2 — Fieldprint o 1.Scheduled Fieldprint Clearance for SCG#1:
uﬁa\f;ilagle ?;fivvelgw -2 HICIGpHit cleatanice - A Fieldprint clearance appointment for SCG#1 has

been scheduled for Wednesday, October 30, 2024, at 10/30/2024

Submit a copy with plan of correction

10:30 AM. Attached to this response is a copy of the
appointment confirmation to verify scheduling.

2.Completed Fieldprint Clearance for SCG#2:

- SCG#2’s Fieldprint clearance has been
successfully completed, and a Fitness Determination
was issued on October 1, 2024. A copy of this Fitness
Determination is attached as verification of
compliance.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b)(1)(I) PART 2
Application.
In order to obtain a license, the applicant shall apply to the FUTURE PLAN
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE
demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT
ARCH have met all of the requiremf:nts: of this chapter. The IT DOESN’T HAPPEN AGAIN?
following shall accompany the application:
We acknowledge the identified deficiency regarding Fieldprint clearance
Documented evidence stating that the licensee, primary care compliance for Substitute Caregivers (SCGs) and have taken the following
giver, family members living in the ARCH or expanded corrective actions to address it:
ARCH that have access to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse 1.Review and Monitoring of SCG Files:
convictions in a court of law; - A comprehensive review of all SCG files has been completed to verify
that each SCG has up-to-date Fieldprint clearances.
FINDINGS - For SCGs found without current clearance, appointments have been
MFieldprint clearance unavailable for review scheduled to ensure all SCGs meet the Fieldprint requirements in
accordance with Rule 11-100.1-3(b)(1)(I). 10/30/2024

Submit a copy with plan of correction

2.Documentation and Filing Protocol:
- Copies of current Fieldprint clearances are filed in each SCG’s folder
upon completion, ensuring records are accurate and accessible for review.

3.Commitment to Ongoing Compliance:

- Atracking system is now in place to monitor the Fieldprint clearance
status of all SCGs, with monthly reviews to maintain compliance and
proactively address renewals.

This corrective action plan has been implemented to resolve the
deficiency and to align our facility with the Department of Health’s
regulatory requirements. We appreciate your guidance in this matter and
remain committed to ongoing compliance and the safety of our residents.
Please let us know if further clarification or additional information is
needed.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1
(a)
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, to CORRECTED THE DEFICIENCY
certify that they are free of infectious diseases.
FINDINGS _ _ We acknowledge the deficiency identified regarding
SCG #1 — Current physical exam unavailable the current physical exam documentation for
Submit a copy with plan of correction Su bStItute Ca regiver (SCG#l) and have ta ken

immediate corrective action.

1.Updated Physical Exam Documentation for SCG#1:

- A current physical exam for SCG#1 has been
obtained, and a copy of this document is attached to
09/26/2024

verify compliance with Rule 11-100.1-9(a).




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
M . . We acknowledge the cited deficiency regarding the availability of current physical exam
SCG #1 — Current physical exam unavailable documentation for Substitute Caregiver (SCG#1) and have developed a structured plan to
ensure this issue does not recur.
Submit a copy with plan of correction . )
1.Establishing a Compliance Calendar:
- We have implemented a compliance calendar to ensure that all required
documentation, including physical exams, remains current for all Substitute Caregivers
(SCGs). This calendar tracks the expiration dates for each SCG’s required documents, with
reminders sent to the designated administrator 30 days before a renewal is due.
2.Quarterly File Audits:
- Beginning immediately, we will conduct quarterly audits of all SCG personnel files.
These audits are designed to verify that each SCG’s physical exam and other required health 09/26/2024

records are current and filed properly. The results of each audit will be documented and
reported to the administration.

3.Training for Administrative Staff:

- Administrative staff responsible for maintaining personnel files will receive training on
the updated tracking and auditing procedures. This training will ensure that all personnel
understand the importance of timely documentation updates and compliance with Rule 11-
100.1-9.

4.Immediate Action Steps for Renewals:

- For any SCG whose physical exam or other health documentation is approaching
expiration, a proactive appointment scheduling system has been implemented. We will
initiate reminders to both the SCG and their supervisor to schedule the exam at least two
weeks prior to expiration.

Through these steps, we are committed to maintaining continuous compliance with Rule
11-100.1-9 and ensuring that all SCG health records remain current. Thank you for your
guidance in helping us strengthen our compliance processes.




clearance, on Form F/G as per state requirements, is
attached as verification of compliance with Rule 11-

100.1-9(a).

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either resi I provi are or servi
to resi(;;/n(tisu inst}\:; l?;pe EAESC(Ii{e sohalil ia\iecfoczrierslfez - DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
SCG #1 — Initial and annual TB clearance unavailable
Submit a copy with plan of correction We acknowledge the deficiency identified regarding
theinitial and annual TB clearance documentation for
Substitute Caregiver (SCG#1) and have taken
immediate corrective actions.
1.Updated TB Clearance Documentation for SCG#1.:
- Theinitial and annual TB clearance for SCG#1 has
been obtained and is now up-to-date. A copy of this 09/26/2024




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
SCG #1 — Initial and annual TB clearance unavailable IT DOESN’T HAPPEN AGAIN?
Submit a copy with plan of correction We acknowledge the deficiency regarding the unavailability of the initial and

annual TB clearance documentation for Substitute Caregiver (SCG#1) and have

developed a comprehensive plan to prevent recurrence of this issue.

1.Compliance Calendar Implementation:

- We have integrated the tracking of all required health clearances, including

initial and annual TB clearance, into our compliance calendar. This calendar

system will send reminders to the designated administrator 30 days before the

clearance expiration date, ensuring timely renewals.

2.Monthly File Audits:

- Monthly audits of all SCG personnel files will be conducted to confirm that 09/26/2024

each SCG’s TB clearance, on Form F/G as per state requirements, and other health-
related documentation are current. These audits will be documented, and any
deficiencies will prompt immediate corrective actions.

3.Scheduled Appointment Reminders:

- Areminder system is in place to notify SCGs and their supervisors at least two
weeks before their TB clearance renewal is due, allowing ample time to complete
the clearance and avoid lapses.

4.Annual Training for Compliance:

- Administrative staff responsible for monitoring health clearances will undergo
annual training to reinforce the importance of timely documentation. This training
will cover updates to the compliance calendar system, audit processes, and any
new regulatory requirements.

With these measures in place, we are confident in our ability to maintain
continuous compliance with Rule 11-100.1-9 and ensure that all TB clearance
documents remain current and accessible.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
©03) _ _ .
he substtute care giver who provides coverage fora period DID YOU CORRECT THE DEFICIENCY?
Be currently certified in first aid; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

FINDINGS
SCG #1 — Current first-aid certification unavailable
Submit a copy with plan of correction We acknowledge the deficiency noted regarding the

current first-aid certification for Substitute Caregiver

(SCG#1) and have promptly taken corrective action.

1.Updated Certification Documentation for SCG#1:

- SCG#1 has completed the required Heartsaver
First Aid CPR AED certification, and a copy of the
current certification is now on file. A copy of this 10/05/2024

certification is attached to verify compliance with Rule
11-100.1-9(e)(3).




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)3)
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN
Be currently certified in first aid; USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS o _ IT DOESN’T HAPPEN AGAIN?
SCG #1 — Current first-aid certification unavailable
. . . We acknowledge the deficiency regarding the unavailability of the current First Aid
Submit a copy with plan of correction certification for Substitute Caregiver (SCG#1) and have developed the following
plan to prevent future occurrences.
1.Certification Tracking via Compliance Calendar:
- All required certifications, including First Aid CPR AED, have been integrated
into our compliance calendar system. This system will send reminders to the
designated administrator 60 and 30 days prior to certification expiration dates,
ensuring that renewals are scheduled in advance.
2.Quarterly File Reviews:
- We have instituted quarterly file reviews for all SCG personnel records to 10/05/2024

verify that each SCG’s First Aid certification and other required credentials remain
current. Any missing or soon-to-expire certifications are addressed immediately as
part of these reviews.

3.Proactive Scheduling and Renewal Reminders:

- For all SCGs, renewal reminders are sent directly to both the caregiver and
their supervisor two weeks before the due date, allowing ample time for
completion of any necessary training or certification updates.

4.Annual Staff Training on Compliance Procedures:

- Administrative staff responsible for tracking certification compliance will
undergo annual training on our compliance procedures, including updates to the
tracking system and best practices for certification management.

These steps will ensure continuous compliance with Rule 11-100.1-9(e)(3) and
maintain up-to-date First Aid certification documentation for all caregivers.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(e)(4)
The substitute care giver who provides coverage for a period
less than four hours shall: DID YOU CORRECT THE DEFICIENCY?
Be trained by the primary care giver to make prescribed USE THIS SPACE TO TELL US HOW YOU
medications available to residents and properly record such CORRECTED THE DEFICIENCY
action.
FINDINGS . . .
SCG #1,2 — PCQG training to administer medication We acknowledge the deficiency noted regarding the
unavailable availability of the Primary Caregiver (PCG) training
. . . documentation for administering medication and have
Submit a copy with plan of correction ] . )
taken corrective steps to address this requirement.
1.Completed Medication Administration Training
Documentation:
- The necessary training for administering 09/09/2024

medication has been completed by the Primary
Caregiver (PCG). Attached is a signed copy of the
Primary Caregiver and Substitute Caregiver Training
checklist, verifying compliance with Rule 11-100.1-
9(e)(4).

10




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)(4)
The substitute care giver who provides coverage for a period
B op gelorap FUTURE PLAN
less than four hours shall:
Be trained by the primary care giver to make prescribed USE THIS SPACE TO EXPLAIN YOUR FUTURE
medications available to residents and properly record such PLAN: WHAT WILL YOU DO TO ENSURE THAT
action. IT DOESN’T HAPPEN AGAIN?
FINDINGS L. L. L. We acknowledge the deficiency regarding the unavailability of documentation for
SCG #1 ,2 = PCG training to administer medication the Primary Caregiver (PCG) training in medication administration. To prevent
unavailable recurrence, we have implemented the following plan:
Submit a copy with plan of correction 1.Incorporation of Training Records into Compliance Calendar:
- All mandatory PCG training, including medication administration training, is

now tracked within our compliance calendar system. This system will send

reminders 60 and 30 days before the training certification’s expiration, allowing

ample time for renewals and record updates.

2.Monthly Training Verification Checks:

- As part of our monthly compliance checks, we will review all PCG and 09/09/2024

Substitute Caregiver files to ensure that training for medication administration is
current. These checks will be documented, and any deficiencies will prompt
immediate action to schedule or document the required training.

3.Proactive Training Scheduling:

- Areminder system is now in place to notify PCGs and their supervisors at least
two weeks before any training renewal is due, ensuring that all required training,
including medication administration, is completed and documented on time.

4.Annual Staff Compliance Training:

- Administrative staff responsible for monitoring caregiver training
requirements will participate in annual training on compliance procedures,
reinforcing the importance of accurate record-keeping and timely renewals.

These measures are designed to ensure ongoing compliance with Rule 11-100.1-
9(e)(4) and to maintain complete and up-to-date training records for all caregivers.

11




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(H(1)
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection () shall:
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in cardiopulmonary resuscitation; CORRECTED THE DEFICIENCY
FINDINGS
SCG#1-C t CPR certificati ilabl
aren certication navarvie We acknowledge the deficiency noted regarding the
Submit a copy with plan of correction current CPR certification for Substitute Caregiver
(SCG#1) and have promptly taken corrective action.
1.Updated Certification Documentation for SCG#1:
- SCG#1 has completed the required Basic Life
Support (BLS) Provider CPR and AED certification,
which includes CPR and AED, and a copy of the current | 10/05/2024

certification is now on file. A copy of this certification is
attached to verify compliance with Rule 11-100.1-

9(f)(1).

12




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(H(1)
The substitute care giver who provides coverage for a period
giver who b '8 P FUTURE PLAN
greater than four hours in addition to the requirements
specified in subsection () shall:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Be currently certified in cardiopulmonary resuscitation; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
SCG #1 — Current CPR certification unavailable We acknowledge the deficiency regarding the unavailability of the current CPR
. . . certification for Substitute Caregiver (SCG#1) and have developed the following

Submit a copy with plan of correction plan to prevent future occurrences.

1.Certification Tracking via Compliance Calendar:

-All required certifications, including First Aid CPR AED, have been integrated

into our compliance calendar system. This system will send reminders to the

designated administrator 60 and 30 days prior to certification expiration dates,

ensuring that renewals are scheduled in advance.

2.Quarterly File Reviews:

- We have instituted quarterly file reviews for all SCG personnel records to 10/05/2024

verify that each SCG’s CPR certification and other required credentials remain
current. Any missing or soon-to-expire certifications are addressed immediately as
part of these reviews.

3.Proactive Scheduling and Renewal Reminders:

- For all SCGs, renewal reminders are sent directly to both the caregiver and
their supervisor two weeks before the due date, allowing ample time for
completion of any necessary training or certification updates.

4.Annual Staff Training on Compliance Procedures:

- Administrative staff responsible for tracking certification compliance will
undergo annual training on our compliance procedures, including updates to the
tracking system and best practices for certification management.

These steps will ensure continuous compliance with Rule 11-100.1-9(f)(1) and
maintain up-to-date CPR certification documentation for all caregivers.

13




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (d) PART 1
The Type I ARCH shall only admit residents at appropriate
levels of care. The capacity of the Type I ARCH shall also
be limited by this chapter, chapter 321, HRS, and as DID YOU CORRECT THE DEFICIENCY?
determined by the department.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #2 — Resident resides in fully ambulatory building
(Building A), however, observed utilizing walker to
ambulate, and has a current physician’s order to utilize . . .
walker when ambulating We acknowledge the deficiency cited regarding
Resident #2’s mobility support requirements in relation
to their housing placement, and we have taken
corrective action to address this issue.
1.Relocation to Appropriate Building:
- Resident #2, who requires a walker for ambulation
per the current physician’s order, has been relocated | 09/07/2024

to Building B, which is appropriately equipped to
accommodate residents who require mobility aids.
This move ensures that Resident #2’s needs align with
the designated support levels of their residence.

14




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (d) PART 2
The Type I ARCH shall only admit residents at appropriate
levels of care. The capacity of the Type I ARCH shall also
be limited by this chapter, chapter 321, HRS, and as FUTURE PLAN
determined by the department.
USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #2 — Resident resides in fully ambulatory building IT DOESN’T HAPPEN AGAIN?
(Building A), however, observed utilizing walker to
ambulate, and has a cgrrent physician’s order to utilize We acknowledge the deficiency regarding the placement of Resident #2 in a fully
walker when ambulating ambulatory building (Building A) despite their current physician’s order to use a

walker. To prevent recurrence of this issue, we have developed the following plan:

1.Regular Review of Resident Mobility Needs and Physician Orders:

- A quarterly review of all resident files will be conducted to ensure that each

resident’s mobility needs, as specified by their physician, align with the designated

support level of their assigned building. Any changes in mobility requirements will

trigger an immediate review of the resident’s placement.

2.Enhanced Admission and Placement Protocols:

- As part of the admission and reassessment process, each resident’s mobility 09/07/2024

status and physician orders will be verified before finalizing their building
assignment. This protocol will ensure that all new and current residents are
appropriately placed according to their mobility support needs.

3.Staff Training on Admission Policy Compliance:

- All staff involved in resident admissions, placements, and care planning will
receive training on updated admission policy procedures to reinforce compliance
with Rule 11-100.1-10. This training will include the importance of aligning building
assignments with mobility requirements, as well as the process for reporting any
observed changes in resident mobility.

4.Prompt Notification and Action for Changes in Mobility:

- In addition to scheduled reviews, staff are trained to promptly notify the
administration of any observed changes in a resident’s mobility needs. This
notification process allows for timely reassessment and, if needed, adjustments to
the resident’s placement to ensure compliance and resident safety.

These measures will help ensure that residents are housed in buildings that meet
their specific mobility and support needs in accordance with Rule 11-100.1-10(d).

15




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (g) PART 1
An inventory of all personal items brought into the Type I
ARCH by the resident shall be maintained. DID YOU CORRECT THE DEFICIENCY?
§11-100.1-51 Applicability.
In addition to the requirements in Subchapter 1 Type I USE THIS SPACE TO TELL US HOW YOU
ARCH, the following requirements shall apply to Type II CORRECTED THE DEFICIENCY
ARCHs.
FINDINGS . . . . .
Resident #1 — Inventory of possessions upon admission on We acknowledge the deficiency identified concerning
7/12/24 unavailable the unavailability of an inventory of possessions for
_ _ ) ) Resident #1 upon their admission on July 12, 2024. We
Submit a current inventory of possessions with plan of . . ..
correction have taken corrective action to address this issue, as
follows:
Documentation Update and Compliance Verification:
1.Attached is a copy of the Admission Assessment / 09/09/2024

Plan of Care form currently on file for Resident #1. To
ensure that our forms are fully aligned with Rule 11-
100.1-10(g) and 11-100.1-51 requirements, we will
reach out to the Department of Health to request any
available guidance or a more comprehensive template
if available.

16




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-10 Admission policies. (g)
An inventory of all personal items brought into the Type I
ARCH by the resident shall be maintained.

§11-100.1-51 Applicability.

In addition to the requirements in Subchapter 1 Type I
ARCH, the following requirements shall apply to Type II
ARCHs.

FINDINGS
Resident #1 — Inventory of possessions upon admission on
7/12/24 unavailable

Submit a current inventory of possessions with plan of
correction

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

We acknowledge the deficiency noted regarding the unavailability of the inventory of possessions for
Resident #1 admitted on 07/12/2024. To prevent this issue from recurring, we have developed a
comprehensive action plan, which includes the following steps:

1.Review and Update Admission Policies: We will conduct a thorough review of our current admission
policies and procedures to ensure they are fully aligned with the requirements set forth in the relevant
rules. This review will include a focus on the inventory of possessions form. Is there a standardized
template for the inventory of possessions form available through the Department of Health?

2.Development of a Comprehensive Template: If the Department of Health does not have a
standardized template, we will create an enhanced inventory of possessions form. This form will
include detailed sections for:

- Date of admission

- Resident's name

- A comprehensive list of personal items, including their condition at the time of admission

- Space for staff and resident signatures for verification

3.Staff Training: We will implement a training program for our admissions staff to ensure they
understand the importance of completing the inventory of possessions form accurately and thoroughly.
This training will emphasize compliance with all regulatory requirements.

4.Quality Assurance Protocols: To reinforce adherence to these procedures, we will establish a quality
assurance protocol to regularly review completed admission forms. This will help us identify any gaps
or inconsistencies in documentation promptly.

5.Regular Audits: We will conduct regular audits of our admission processes and documentation to
ensure compliance with state regulations and internal policies. This will help us maintain accountability
and continuously improve our practices.

We appreciate the opportunity to address this deficiency, and we are committed to implementing these
measures to enhance our admissions process. If the Department of Health has any additional resources
or templates that could assist us, we would greatly appreciate your guidance.

09/09/2024

17




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (a) PART 1
The Type I ARCH shall provide each resident with an
appetizing, nourishing, well-balanced diet that meets the
daily nutritional needs and diet order prescribed by state and DID YOU CORRECT THE DEFICIENCY?
national dietary guidelines. To promote a social
environment, residents, primary care givers and the primary USE THIS SPACE TO TELL US HOW YOU
care giver’s family members residing in the Type I ARCH CORRECTED THE DEFICIENCY
shall be encouraged to sit together at meal times. The same
quality of foods provided to the primary care givers and
their family members shall be made available to the . X
residents unless contraindicated by the resident’s physician We acknowledge the deficiency noted regarding the
or APRN, resident’s preference or resident’s family. lack of documented evidence that residents receive
nutritionally adequate meals, specifically related to the
FINDINGS .
No documented evidence that the residents receive review and approval of menus by the Consultant
nutritionally adequate meals as menus were not reviewed Registered Dietitian (RD). To address this issue, we
and approved by the Consultant Registered Dietitian (RD). have implemented the following corrective actions:
Menus did not include portion sizes.
Submit copy of RD approved menus with portion sizes 1.Documentation from Food Vendor: 09/11/2024

included with plan of correction.

- Attached is the information received from our
food vendor, which outlines the nutritional content of
the meals provided. This documentation will support
our efforts to meet the nutrition requirements set forth
by Rule 11-100.1-13.

18




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (a) PART 2
The Type I ARCH shall provide each resident with an
appetizing, nourishing, well-balanced diet that meets the
daily nutritional needs and diet order prescribed by state and FUTURE PLAN
national dietary guidelines. To promote a social
environment, residents, primary care givers and the primary USE THIS SPACE TO EXPLAIN YOUR FUTURE
care giver’s family members residing in the Type I ARCH PLAN: WHAT WILL YOU DO TO ENSURE THAT
shall be encouraged to sit together at meal times. The same IT DOESN’T HAPPEN AGAIN?
quality of foods provided to the primary care givers and
the_lr family members S.hal.l be made avallgble t(’) the L. In response to the deficiency noted regarding the lack of documented evidence that
residents unless contraindicated by the resident’s physician residents receive nutritionally adequate meals, we have developed the following future plan
or APRN, resident’s preference or resident’s family. to ensure compliance with Rule 11-100.1-13:
1.Establishment of a Menu Review Process:
w . . . - We will implement a formal process requiring all menus to be reviewed and approved
No documented evidence that the residents receive by our Consultant Registered Dietitian (RD) on a quarterly basis. This review will ensure that
nutritiona]ly adequate meals as menus were not reviewed all meals provided meet the nutritional needs of our residents.
and approved by the Consultant Registered Dietitian (RD). ) N
. h . . 2.Inclusion of Portion Sizes:
Menus did not include portion sizes. - Moving forward, all menus will clearly specify portion sizes for each meal. This will
facilitate proper serving practices and ensure residents receive nutritionally adequate
Submit copy of RD approved menus with portion sizes portions. Staff will be trained on the importance of adhering to these portion sizes during 09/1 1/2024

included with plan of correction.

meal preparation and service.

3.Documentation and Record-Keeping:

- We will maintain comprehensive documentation of all menu approvals and revisions
by the RD. This will include records of each menu’s nutritional analysis and evidence of
portion sizes. These documents will be kept on file for review and compliance purposes.

4.Training for Food Service Staff:

- Our food service staff will undergo training focused on nutrition standards and the new
menu processes. This training will emphasize the importance of following the approved
menus and adhering to portion size specifications to ensure residents receive adequate
nutrition.

5.Regular Audits and Quality Assurance Checks:

- To monitor compliance, we will conduct regular audits of meal service practices and
menu adherence. This will include checks to ensure menus are approved, portion sizes are
correctly implemented, and nutritional adequacy is maintained.

By implementing these measures, we aim to ensure that all residents receive nutritionally
adequate meals in accordance with Rule 11-100.1-13. We appreciate the Department of
Health's support and guidance in maintaining high standards for resident care.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (b) PART 1
Menus shall be written at least one week in advance, revised
periodically, dated, and followed. If cycle menus are used, DID YOU CORRECT THE DEFICIENCY?
there shall be a minimum of four weekly menus. -
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Menus were not followed. Three residents did not receive CORRECTED THE DEFICIENCY
mashed potatoes and were only served when the department
notified staff.
Submit copy of RD approved menus with portion sizes We acknowledge the deficiency regarding the failure to
included with plan of correction. adhere to the approved menus, specifically concerning
the serving of mashed potatoes to three residents. We
have implemented the following corrective actions to
ensure that this issue does not recur:
1l.Immediate Staff Training:
- We conducted an immediate training session with | 09/11/2024

all kitchen and dining staff to emphasize the
importance of following the approved menus without
exception. Staff were reminded of the necessity to
serve all menu items as planned, including side dishes
like mashed potatoes.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (b)

Menus shall be written at least one week in advance, revised
periodically, dated, and followed. If cycle menus are used,
there shall be a minimum of four weekly menus.

FINDINGS

Menus were not followed. Three residents did not receive
mashed potatoes and were only served when the department
notified staff.

Submit copy of RD approved menus with portion sizes
included with plan of correction.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

In response to the deficiency noted regarding the failure to follow the approved menus, specifically related to the
serving of mashed potatoes to three residents, we have developed the following future plan to ensure this does not
happen again:

1.Enhanced Staff Training and Accountability:

- We will conduct ongoing training sessions for all kitchen and dining staff to reinforce the importance of adhering
to approved menus. Training will emphasize the consequences of non-compliance and include practical scenarios to
enhance understanding. Additionally, we will implement accountability measures, ensuring that staff members
responsible for meal preparation and service are aware of their roles in menu adherence.

2.Daily Menu Review Process:

- Each day, prior to meal preparation, staff will conduct a review of the menu items to be served. This review will
ensure all necessary ingredients are on hand and that preparations are aligned with the approved menu. A designated
staff member will be responsible for this review, fostering a culture of accountability.
3.Implementation of a Meal Service Verification System:

- We will introduce a Meal Service Verification System, where staff will confirm the serving of each menu item
during meal service. This system will include a checklist that staff will complete, ensuring that all menu items are
served as intended. Supervisory staff will conduct random checks to verify compliance.

4.Increased Communication Between Kitchen and Care Staff:

- We will enhance communication protocols between kitchen and care staff to ensure any changes or issues
regarding the menu are immediately communicated and addressed. This will include a daily briefing to confirm menu
items and discuss any concerns.

5.Feedback and Monitoring Mechanisms:

- We will establish a feedback mechanism for residents to report any discrepancies in their meals. Regular
feedback will be reviewed, and necessary adjustments will be made to improve service. Additionally, we will conduct
regular audits of meal service to ensure adherence to the approved menus.

6.Regular Evaluation and Continuous Improvement:

- We will schedule periodic evaluations of our meal service processes and training effectiveness to ensure that all
staff are adhering to the revised procedures. Continuous improvement efforts will be made based on feedback from
staff and residents.

By implementing these measures, we aim to ensure that our facility adheres to all nutritional standards and that
residents receive the meals they are entitled to without discrepancies. We have contacted our Registered Dietitian for
assistance with education and retraining to ensure that our immediate response aligns with best practices. We are
currently awaiting available dates from the RD to schedule a mandatory education and training session for all staff.
This training will focus on menu adherence and the nutritional needs of residents.

09/11/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (c) PART 1
Menus shall accommodate residents' food preferences,
culmral and ethnic bacl.cgrounds ar}d habits as rpuch as DID YOU CORRECT THE DEFICIENCY?
possible, provided nutritional quality is maintained.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
No evidence that the menus accommodated residents’ food CORRECTED THE DEFICIENCY
preferences, cultural and ethnic background.
Submit copy of RD approved menus with portion sizes and .
accommodations to residents’ food preferences, cultural and | W€ acknowledge the deficiency related to the need for
ethnic background included, with plan of correction. menus to accommodate residents' food preferences,
cultural and ethnic backgrounds, and habits, while
maintaining nutritional quality. To correct this
deficiency, we have taken the following actions:
1.Collaboration with the Registered Dietitian (RD):
- We are actively working closely with our 09/11/2024

Registered Dietitian to review and enhance our current
menus. The RD has provided updated Menus A-E. Our
RD is currently working on finalizing these menus to
ensure that all nutritional deficiencies are addressed,
which are designed to better reflect the diverse
preferences and cultural backgrounds of our residents.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (c)

Menus shall accommodate residents' food preferences,
cultural and ethnic backgrounds and habits as much as
possible, provided nutritional quality is maintained.

FINDINGS
No evidence that the menus accommodated residents’ food
preferences, cultural and ethnic background.

Submit copy of RD approved menus with portion sizes and
accommodations to residents’ food preferences, cultural and
ethnic background included, with plan of correction.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

To ensure compliance with Rule 11-100.1-13 Nutrition (c) and to prevent the recurrence of the noted
deficiency, we are implementing the following future plan:

1.Collaboration with the Registered Dietitian (RD):

- We are actively working with our Registered Dietitian for assistance in training staff on how to
accommodate residents' food preferences, cultural backgrounds, and dietary habits. This training will
focus on understanding the importance of cultural sensitivity in meal planning and service.

2.Staff Training and In-Service Sessions:

- We will schedule an in-service training session for all kitchen staff and cooks to reinforce the
importance of menu flexibility and the need to cater to residents' diverse preferences. This session will
include practical strategies for incorporating residents' feedback into meal preparation.

3.Resident and Family Involvement:

- We will actively encourage families to bring in foods that align with their loved ones' preferences.
This will not only help to satisfy residents' immediate cravings but also provide insight into their dietary
needs and preferences, which can be integrated into our menu planning.

4.Feedback Mechanism for Residents and Families:

- We will establish a feedback mechanism that allows residents and their families to share their food
preferences and suggestions. This could include suggestion boxes, regular meetings, or surveys,
ensuring we continuously gather input for menu planning.

5.0ngoing Menu Evaluation:

- We will conduct regular evaluations of our menus to ensure they remain culturally relevant and
aligned with residents' preferences. The RD will assist in reviewing and adjusting the menus as needed
based on feedback and changing dietary trends.

6.Documentation of Preferences:

- We will implement a system for documenting residents’ food preferences upon admission and
during their stay. This documentation will be reviewed regularly to ensure that preferences are
consistently considered during meal planning.

By implementing these measures, we aim to create a dining experience that respects and
accommodates the food preferences, cultural backgrounds, and habits of our residents while
maintaining high nutritional quality. We appreciate the guidance from the Department of Health as we
strive to improve our services.

09/11/2024
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To prevent this from occurring again, we have implemented the
following measures:

1.Backup Posting Process: A preliminary weekly menu will be printed
and posted in advance if the monthly menu delivery is delayed.

2.Vendor Coordination: We have reinforced the importance of timely
menu deliveries with our vendor, especially on scheduled posting
days.

3.Daily Staff Check: Staff will now verify by 5:00 AM each day that the
current daily menu is posted in both the kitchen and dining areas.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (d) PART 1
Current menus shall be posted in the kitchen and in a
conspicuous place in the dining area for the residents and p
department fo review. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Current menus were not posted in the kitchen and dining CORRECTED THE DEFICIENCY
areas
We acknowledge the deficiency regarding the need to have current
menus posted in the kitchen and dining areas. To correct this
deficiency, we have taken the following actions:
The daily menus are typically posted in the kitchen and dining areas
by 4:00 AM each day. On the day of the inspection, our food vendor
was delayed in delivering the meals, which also happened to be the
scheduled delivery date for the monthly menu for September 2024.
This delay led to a temporary lapse in posting the updated menu.
09/05/2024
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delivery schedules with our vendor and track delivery timelines to identify
and address any potential delays before they occur.

3.Daily Verification by Staff: Our staff will now perform a daily menu
verification check by 5:00 AM to confirm that the current menu is posted in
both the kitchen and dining areas. This process will be documented to
maintain accountability and consistency.

4.Quarterly Compliance Reviews: As part of our ongoing commitment to
quality, we will conduct quarterly compliance reviews of our menu posting
procedures to assess adherence and identify any needed improvements.
With these measures in place, we aim to prevent future occurrences of this
deficiency and ensure all menu postings meet regulatory requirements.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (d) PART 2
Current menus shall be posted in the kitchen and in a
conspicuous place in the dining area for the residents and
department to review. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Current menus were not posted in the kitchen and dining PLAN: WHAT WILL YOU DO TO ENSURE THAT
areas IT DOESN’T HAPPEN AGAIN?
To ensure that current menus are consistently posted in the kitchen and
dining areas as required by Rule 11-100.1-13 Nutrition (d), we have
established the following procedures:
1.Pre-Posting Weekly Menu Backup: In the event of a delay in the monthly
menu delivery from our food vendor, we will print and post a preliminary
weekly menu to ensure that the dining and kitchen areas display up-to-
date information.
2.Vendor Communication and Tracking: We will regularly confirm menu 09/05/2024
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (e)
Substitutes offered to residents who refuse food served shall
be of similar nutritive value and documented.

FINDINGS

During inspection, one (1) resident refused lunch meal, but
no alternatives were offered until the Department notified
staff of the meal refusal.

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (e) PART 2
Substitutes offered to residents who refuse food served shall
be of similar nutritive value and documented. FUTURE PLAN
FINDINGS
During inspection, one (1) resident refused lunch meal, but USE THIS SPACE TO EXPLAIN YOUR FUTURE
no alternatives were offered until the Department notified PLAN: WHAT WILL YOU DO TO ENSURE THAT
staff of the meal refusal. IT DOESN’T HAPPEN AGAIN?
To ensure that residents receive timely alternatives when a meal is
declined, we have implemented the following measures:
1.Scheduled Staff Training with RD: Our Registered Dietitian (RD) will
conduct comprehensive training for all staff on identifying and responding
to meal refusals with appropriate alternatives. We are awaiting confirmed
dates from the RD to schedule this mandatory training, which will cover
nutritional needs, culturally sensitive meal preferences, and the
importance of timely alternatives.
2.Enhanced Observation and Documentation Protocol: Staff have been 09/10/2024

instructed to observe and document all meal refusals immediately in each
resident’s file, noting the alternative offered. This will ensure we
consistently meet each resident’s dietary needs and preferences.

3.Resident Communication and Choice: Residents are regularly reminded
to inform staff if they would like an alternative meal. We will continue
encouraging residents to communicate preferences openly, particularly
during mealtimes, to ensure they receive meals that align with their
preferences.

4.Quarterly In-Service Refreshers: Staff will participate in quarterly
refresher sessions led by the RD to reinforce protocols for meal refusals and
alternatives. These sessions will ensure consistent application of these
standards.

By implementing these actions, we aim to prevent future occurrences and
uphold the highest standards in resident nutrition and care.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 1
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs
licensed to provide special diets may admit residents DID YOU CORRECT THE DEFICTENCY?
requiring such diets.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1 — No documented evidence that the 7/12/24 diet
order, “pureed, mildly thick liquids” was clarified with the
hysician to include th f diet.
physiclan fo fnclude the fype of cie We acknowledge the deficiency regarding the lack of
Submit a copy of updated diet order with plan of correction. | documented evidence that Resident #1’s diet order
dated July 12,2024, for "pureed, mildly thick liquids"
was clarified with the physician to specify the type of
diet.
To correct this deficiency, we have taken the following
actions: 09/13/2024

1.Clarification with the Physician: We have contacted
the physician and clarified the diet order to specify the
exact type of pureed diet, and the characteristics of
mildly thick liquids required for Resident #1.

2.Updated Documentation: Attached to this
correspondence is a copy of the updated diet order
signed by the physician.

28




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (I) PART 2
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs
o physicia N Py YPe FUTURE PLAN
licensed to provide special diets may admit residents
requiring such diets.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #1 — No documented evidence that the 7/12/24 diet IT DOESN’T HAPPEN AGAIN?
order, “pureed, mildly thick liquids” was clarified with the
physician to include the type of diet. In response to the deficiency related to the diet order for Resident #1, we have
. . . . established a comprehensive plan to ensure that similar issues do not arise in the
Submit a copy of updated diet order with plan of correction future. Our commitment to providing quality care includes the following measures:
1.Standardized Documentation Procedures: We will implement a standardized
procedure for documenting all diet orders. This will include a checklist that
ensures all necessary details, including clarification from the physician regarding
the type of diet, are captured accurately in the resident’s file.
2.Regular Training Sessions: Our staff will participate in mandatory training
sessions that emphasize the importance of clear communication and thorough
documentation of diet orders. These sessions will include guidelines on how to 09/13/2024

clarify and document dietary changes effectively.

3.Enhanced Communication with Physicians: We will enhance our communication
protocols with physicians to ensure that all diet orders are discussed in detail and
that any necessary clarifications are documented in writing. This will include a
dedicated log for tracking all communications regarding diet orders.

4.Audits and Quality Assurance: We will conduct regular audits of resident diet
orders and documentation to ensure compliance with all regulations. This will
allow us to identify any discrepancies early and address them promptly.

5.Resident and Family Education: We will also educate residents and their families
about the importance of diet orders and encourage them to communicate any
dietary preferences or concerns to our staff.

By implementing these strategies, we aim to ensure that all dietary requirements
are met accurately and consistently, in accordance with the physician’s orders and
regulatory standards.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 1
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs
licensed to provide special diets may admit residents DID YOU CORRECT THE DEFICTENCY?
requiring such diets.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #2 — No documented evidence that the 7/7/24 diet
order, “chopped, thin liquids” was clarified with the
hysician to include th f diet.
physician to include the type of die In response to the deficiency noted regarding the diet
Submit a copy of updated diet order with plan of correction | order for Resident #2, we acknowledge the oversight in
documenting that the July 7, 2024, diet order for
"chopped, thin liquids" was clarified with the physician
to specify the type of diet.
To correct this deficiency, we have taken the following
actions: 09/09/2024

1.Updated Documentation: We have obtained and
attached a copy of the signed updated diet order,
which includes the necessary clarifications regarding
the type of diet prescribed by the physician. This
ensures that our records are accurate and comply with
the requirements.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 2
Special diets shall be provided for residents only as ordered
their physici APRN. ly those T I ARCH
by eir physician or APRN. Only those [ype | CHs FUTURE PLAN
licensed to provide special diets may admit residents
requiring such diets.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #2 — No documented evidence that the 7/7/24 diet IT DOESN’T HAPPEN AGAIN?
order, “chopped, thin liquids” was clarified with the
phySIClan to include the type of diet. In response to the deficiency concerning Resident #2, specifically regarding the
documentation of the July 7, 2024, diet order for "chopped, thin liquids," we acknowledge
Submit a copy of updated diet order with plan of correction the importance of maintaining accurate and comprehensive documentation in compliance
with Rule 11-100.1-13 Nutrition (1).
To ensure that this deficiency does not happen again, we are implementing the following
future plan:
1.Enhanced Communication Protocol: We will establish a standardized communication
protocol between our staff and physicians to ensure that all diet orders are clarified and
documented accurately. This will include a checklist for staff to confirm that they have
communicated with the physician regarding the specifics of any diet orders.
09/09/2024

2.Documentation Training: We will conduct training sessions for all staff to reinforce the
critical importance of proper documentation. This training will cover best practices for
confirming and recording diet orders, emphasizing the need to clarify the type of diet with
the physician when necessary.

3.Regular Audits of Diet Orders: We will implement a routine audit process to review diet
orders and ensure that all documentation meets regulatory requirements. These audits will
help identify any discrepancies or areas for improvement before they become issues.

4.Collaboration with Registered Dietitian: Our Registered Dietitian (RD) will be involved in
reviewing diet orders and providing input on documentation practices. This collaboration
will help ensure that our dietary protocols are aligned with best practices and regulatory
standards.

5.Feedback Mechanism: We will create a feedback mechanism for staff to report any
challenges or uncertainties regarding diet order documentation. This will allow us to
address concerns promptly and continuously improve our processes.

By implementing these measures, we aim to ensure that all dietary documentation is
accurate, complete, and compliant with regulatory requirements.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-13 Nutrition. (1) PART 1
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs

i?;liifg gt(; li)cr}(l)\(liii(ictesspecial diets may admit residents C orre cting the d eﬁcien cy
FINDINGS - after-the-fact is not
Resident #2 — Diet order (7/7/24) , “chopped, thin liquids pl‘actical/appr()priate, FOI‘

was not provided as ordered. Chicken pieces were not
consistent. The department also observed resident asking

staff to chop the chicken entrée to consistent sized pieces. thiS deﬁCien Cy, Only a flltll re
plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 2
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs
licensed to provide special diets may admit residents FUTURE PLAN
requiring such diets.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #2 — Diet order (7/7/24) , “chopped, thin liquids” IT DOESN’T HAPPEN AGAIN?
was not provided as ordered. Chicken pieces were not
ct()lt{;lftenﬁ' T}tlfl de};;arﬁment ?l,so tobseercci rets@en(ti as.klng To correct the deficiency cited under Rule 11-100.1-13 Nutrition (1)
stall to chop the chicken entree to consistent sized pieces. regarding Resident #2's diet order for "chopped thin liquids," our
management team has taken the following corrective actions:
1.Clarification of Diet Consistency Requirements: We met with the
employees who were on duty the day of the inspection to review the
specific dietary instructions for Resident #2. Staff were instructed to ensure
that all chopped items are uniformly prepared according to the physician’s
order.
2.In-Service Training: A dedicated training session has been conducted with 09/05/2024

staff to reinforce the importance of consistency in food preparation,
focusing on adhering to diet orders that require specific textures, such as
"chopped thin liquids." The training emphasized close attention to detail
when preparing and serving meals, particularly for residents with
individualized dietary needs.

3.Daily Quality Checks: Staff have been instructed to conduct daily checks
on meal consistency prior to serving. This step ensures that all food items
meet the dietary requirements outlined in each resident’s care plan.

4.Documentation: We have documented these corrective actions and
retained a signed order from the physician confirming the specific
requirements of Resident #2’s diet.

By implementing these corrective measures, we are committed to
maintaining compliance with dietary standards and meeting each
resident’s nutritional needs as prescribed.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (a) PART 1
All food shall be procured, stored, prepared and served
under sanitary conditions. DID YOU CORRECT THE DEFICIENCY?
FINDINGS
Food items stored on pantry floor (50Ib bag of white rice, USE THIS SPACE TO TELL US HOW YOU
box of 54 count chips) CORRECTED THE DEFICIENCY
To address the deficiency noted under Rule 11-100.1-
14 Food Sanitation (a) regarding food items stored on
the pantry floor, we have taken the following corrective
actions:
1.Relocation and Proper Storage: All food items that
were stored directly on the pantry floor, including the
50lb bag of white rice and the box of 54-count chips, 09/05/2024

have been removed. These items are now stored in
designated containers and placed on shelving to
maintain compliance with food storage guidelines.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (a) PART 2
All food shall be procured, stored, prepared and served
under sanitary conditions. FUTURE PLAN
FINDINGS
Food items stored on pantry floor (50Ib bag of white rice, USE THIS SPACE TO EXPLAIN YOUR FUTURE
box of 54 count chips) PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
To ensure compliance with Rule 11-100.1-14 Food Sanitation (a) and
prevent future occurrences of food items being stored on the pantry
floor, we have implemented the following ongoing measures:
1.Regular Inventory and Compliance Checks: We will conduct weekly
pantry inspections to verify that all food items are stored in proper
containers and elevated from the floor, ensuring they meet sanitary
storage requirements.
2.Staff Training and Accountability: All kitchen and pantry staff have | 09/05/2024

been retrained on food storage and sanitation guidelines. A checklist
has been implemented, and staff will be held accountable for
verifying that items are stored properly at the end of each shift.

3.Designated Storage Solutions: We have organized and labeled
designated storage areas to further ensure that all food items remain
in compliance with sanitary storage standards. This includes shelving
adjustments to accommodate bulk items such as rice and chips.

By following these practices, we are committed to consistently
upholding food storage sanitation standards to prevent this
deficiency from recurring.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (c) PART 1
Refrigerators shall be equipped with an appropriate
thermometer and temperature shall be maintained at 45°F or
lower. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Temperature reading for one of two refrigerators in the CORRECTED THE DEFICIENCY
kitchen measured 54°F
We acknowledge the deficiency identified under Rule
11-100.1-14 Food Sanitation (c) concerning the
temperature of one of our kitchen refrigerators, which
measured 54°F during inspection. Upon receiving this
information, we immediately investigated and found
that the temperature gauge was incorrectly set.
To correct this issue, we promptly adjusted the 09/05/2024

temperature setting to ensure it consistently maintains
a temperature at or below 45°F. This adjustment was
made immediately following the inspection on
09/04/2024.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (c) PART 2
Refrigerators shall be equipped with an appropriate
thermometer and temperature shall be maintained at 45°F or
Jower. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Temperature reading for one of two refrigerators in the PLAN: WHAT WILL YOU DO TO ENSURE THAT
kitchen measured 54°F IT DOESN’T HAPPEN AGAIN?
To prevent future occurrences of this deficiency under Rule 11-100.1-14
Food Sanitation (c), we have implemented the following measures:
1.Daily Temperature Monitoring: Staff will now record the temperature of
all refrigerators in the kitchen twice daily—once at the beginning of each
shift and again at the end. This will ensure early detection of any deviations
from the required temperature of 45°F or lower.
2.Temperature Log Review: Designated kitchen supervisors will review
temperature logs weekly to confirm accuracy and consistency, identifying
any potential issues before they escalate. 09/05/2024

3.Quarterly Calibration of Equipment: We will conduct quarterly
calibrations of all refrigerator temperature gauges to ensure they are
functioning correctly. Any malfunctioning equipment will be promptly
addressed and repaired.

4.Staff Training: All kitchen staff have been trained to identify and address
temperature fluctuations immediately, including adjusting the
temperature gauge or notifying maintenance staff for assistance if needed.

By implementing these protocols, we aim to maintain compliance and
ensure that our food storage consistently meets sanitation standards.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
b - DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Current (9/2024) MAR states, “MAY CRUSH CORRECTED THE DEFICIENCY
PO MEDS”; however, physician’s order unavailable.
Submit f physician’s ord ith plan of tion.
HPIIL A COPY OF PRYSICIIL s OTCET WITh Plan of cortection In response to the deficiency noted under Rule 11-
100.1-15 Medications (e), regarding Resident #1’s MAR
entry stating, “MAY CRUSH PO MEDS” without an
accompanying physician’s order, we have taken the
following corrective actions:
1.Physician’s Order Obtained: We promptly obtained a
signed order from the resident’s physician to clarify 09/09/2024

and confirm the “may crush” instruction for Resident
#1’s oral medications. The signed order is attached for
reference.

2.MAR Updated: The Medication Administration Record
(MAR) for Resident #1 has been updated to align
accurately with the physician’s signed directive.

38




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lninerals, gr}d formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Current (9/2024) MAR states, “MAY CRUSH | PLAN: WHAT WILL YOU DO TO ENSURE THAT
PO MEDS”; however, physician’s order unavailable. IT DOESN’T HAPPEN AGAIN?
Submit a copy OfphySiCian’S order with plan of correction. To ensure continued compliance with Rule 11-100.1-15 Medications (e), and to
prevent future occurrences of MAR documentation discrepancies, we have
implemented the following corrective measures:
1.Physician Order Verification Protocol: All medication orders, including
instructions such as “may crush,” will now require verification and documentation
of a signed physician’s order before any notes are added to the MAR. This will be
conducted at the time of admission and any time there is a change in medication
instructions.
2.Monthly MAR Audits: We will conduct monthly audits of the MAR for each resident
to confirm that all medication administration instructions have corresponding and 09/09/2024

current physician orders on file. This monthly audit will be led by our nursing
supervisor and overseen by management to ensure accuracy.

3.Staff Training on MAR Documentation: All relevant staff members will receive
training on the importance of MAR accuracy and the necessity of having signed
physician orders for all medication instructions. This training will reinforce our
protocols and emphasize verification before documentation.

4.Dedicated Documentation Review: Upon any change in medication or
administration instructions, staff will review the MAR alongside the physician’s
orders to confirm alignment before the medication is administered.

By implementing these procedures, we aim to ensure that our facility maintains
accurate and compliant MAR documentation and that all residents’ medication
orders are thoroughly verified.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
o DID YOU CORRECT THE DEFICIENCY?
by a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order dated 8/2/24 states, CORRECTED THE DEFICIENCY
“azithromycin 1% op. solution. Use BID x 2 days, then QD
x 5 days”’; however, dosage and location of administration
ilable. Medicati der i let
Hnavatiable. Medication order ncomprete In response to the identified deficiency regarding Resident #1’s
Submit a copy of revised physician’s order with plan of medication order, we have taken the following corrective
correction. actions:
1.Clarification of Medication Order: We contacted the
prescribing clinic on 09/09/2024 to request an updated
physician’s order for azithromycin that specifies the dosage and
exact location of administration, ensuring clarity and
compliance with all medication administration requirements. 09/09/2024

2.Mandatory Staff Education and Retraining: On 09/09/2024, we
conducted a mandatory education and retraining session for all
relevant staff to reinforce the verification process for new
orders. This training emphasized:

- Checking for complete and specific information, including
correct medication, dosage, location, site, and patient.

- Ensuring prn orders include a clear indication.

Through these corrective actions, we have ensured that
Resident #1’s medication orders are fully documented, clear,
and in compliance with Rule 11-100.1-15 Medications (e). This
process will also help prevent similar documentation issues in
the future.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
b o FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Physician’s order dated 8/2/24 states, PLAN: WHAT WILL YOU DO TO ENSURE THAT
“azithromycin 1% op. solution. Use BID x 2 days, then QD IT DOESN’T HAPPEN AGAIN?
x 5 days”’; however, dosage and location of administration
unavailable. Medication order mcomplete To prevent future occurrences of incomplete medication orders and ensure compliance with
Rule 11-100.1-15 Medications (e), we are implementing the following strategies:
Submit a copy of revised physician’s order with plan of
correction. I . . .
1.Enhanced Order Verification Process: Upon receipt of any new medication orders, staff will
verify that all essential details—such as dosage, administration location, frequency, and
route—are included. Any orders lacking this information will be clarified with the prescribing
provider before being entered into the Medication Administration Record (MAR).
2.Mandatory Training and Education Program: Following the training on 09/09/2024, we will
implement ongoing monthly refresher courses for all staff to reinforce the verification
process. These sessions will cover:
- Verification of complete medication orders. 09/09/2024

- Importance of clarifying incomplete orders with the prescribing clinic.
- Best practices for documenting orders accurately in the MAR.

3.Quarterly Audits: The management team will conduct quarterly audits of medication
orders to confirm that all entries include complete information, including dosage and
administration specifics. Findings will be reviewed in monthly staff meetings to highlight
compliance standards and address any emerging issues.

4.Collaboration with Prescribing Providers: We are establishing regular communication
protocols with prescribing clinics to ensure that complete and accurate medication
information is readily available, minimizing potential delays in resident care.

Through these steps, we are committed to maintaining high standards of accuracy and
compliance in all medication-related documentation to provide safe and effective care to
our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
H ] 2
by a physician or APRN. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order dated 7/12/24 states, CORRECTED THE DEFICIENCY
“polyvinyl alcohol ophth (ARTIFICAL
TEARS/LIQUITEARS/AKWA TEARS/LIQUIFILM)
Sphthalrcllnc SOlutloclll g,l’ache I drop 1lr)11t{)1\?ffedc.te(1.eye(s) four We acknowledge the deficiency noted in accordance with Rule 11-100.1-15
1mes ?l ‘t?ly ai/ln? N . O\gev.er, ) 1ndication Medications (e) regarding Resident #1's physician’s order dated 7/12/2024
unavailable. Medication order incomplete for “polyvinyl alcohol ophthalmic solution.” Specifically, the concern was
. . . . the absence of a PRN indication for this medication.
Submit a copy of revised physician’s order with plan of
correction. To correct this deficiency, we have taken the following actions:
1.Revised Physician’s Order: We contacted the physician to clarify the order
and obtain the necessary PRN indication. A revised physician's order has
been secured, which now includes the appropriate PRN parameters for the
medication. This revised order is attached for your review. 09/09/2024

2.Staff Education and Training: We conducted mandatory training sessions
for our staff on the importance of ensuring that all medication orders are
complete, including indications for use, dosage, and frequency. This
training reinforces our commitment to medication safety and accuracy in
administration.

3.Medication Administration Review: We implemented a system to review
all medication orders regularly to ensure they are complete and adhere to
regulatory standards. This includes a checklist for staff to verify that all
medication orders include PRN indications when applicable.

By implementing these measures, we aim to prevent any recurrence of this
deficiency and ensure that all residents receive their medications as
prescribed.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — Physician’s order dated 7/12/24 states,
“polyvinyl alcohol ophth (ARTIFICAL
TEARS/LIQUITEARS/AKWA TEARS/LIQUIFILM)
ophthalmic solution Place 1 drop into affected eye(s) four
times a day as needed”; however, PRN indication
unavailable. Medication order incomplete

Submit a copy of revised physician’s order with plan of
correction.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

In response to the deficiency noted in accordance with Rule 11-100.1-15 Medications (e) concerning
Resident #1’s medication order dated 7/12/2024, we have implemented a comprehensive plan to
ensure this issue does not recur.

To prevent any future occurrences of incomplete medication orders, we will take the following actions:

1.Standardized Medication Order Process: We will establish a standardized process for medication
orders that requires all essential information, including indications for PRN medications, to be clearly
documented. This will include a checklist for physicians to ensure completeness.

2.Enhanced Communication with Physicians: We will strengthen communication protocols with our
staff and physicians to clarify and confirm any ambiguous medication orders immediately. This will
involve regular meetings to review recent orders and address any concerns proactively.

3.Staff Education and Training: Mandatory training sessions will be conducted for all staff to reinforce
the importance of verifying the completeness of medication orders, including the need for PRN
indications. This training will emphasize the critical nature of adhering to physician orders and
recognizing incomplete documentation.

4.Medication Administration Audits: We will implement regular audits of medication administration
records to identify any discrepancies or incomplete orders. These audits will ensure ongoing
compliance with documentation standards and allow for prompt correction of any issues.

5.0ngoing Monitoring and Feedback: Our leadership team will continuously monitor medication orders
and administration practices, providing feedback and support to staff as needed. We will encourage an
open-door policy for staff to report concerns regarding medication orders or administration without
hesitation.

By implementing these measures, we aim to enhance the safety and quality of medication management
for our residents, ensuring that all orders are complete and accurately followed.

09/09/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered

H ] 2
by a physician or APRN. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order dated 7/12/24 states, CORRECTED THE DEFICIENCY
“polyvinyl alcohol ophth (ARTIFICAL
TEARS/LIQUITEARS/AKWA TEARS/LIQUIFILM)
Qphthalmlc solution P,l’ace I drop into affected eye(s) four In response to the deficiency cited in accordance with Rule 11-100.1-15
times a day as needed”; however, current MAR (9/2024) T . . ; L

tates. “ARTIFICIAL TEARS DROPS (polyvinvl Medications (e) concerning Resident #1’s medication order dated
sla eﬁ’ Upovid (pop}:vmy 4 7/12/2024, we have taken immediate corrective actions to address the
alcohol/povidone) INSTILL.I D_ROP TO_ E CH EYE issue of the Medication Administration Record (MAR) not accurately
TIMES DAILY PRN”. Medication administration record reflecting the physician's order.
(MAR) shows what is being made available does not
accurately reflect physician’s order. 1.Review and Update of Physician's Orders: We have carefully reviewed the
) ] o ) physician’s order and noted that the MAR did not accurately represent the
Submit a copy .Of revised MAR or physician’s order with prescribed medication, "polyvinyl alcohol ophthalmic solution." To correct
plan of correction. this, we have obtained and attached a revised physician’s order that clearly
outlines the medication instructions, including the correct dosage and 09/09/2024

administration schedule.

2.Revised Medication Administration Record: The MAR has been updated to
align with the revised physician’s order. This updated MAR now accurately
reflects the prescribed dosage of one drop into the affected eye(s) four
times a day as needed.

3.Staff Training and Communication: We conducted immediate training for
all staff to emphasize the importance of ensuring that the MAR accurately
reflects physician orders. Staff members were reminded to double-check
medication orders and documentation to prevent similar discrepancies in
the future.

By implementing these corrective measures, we are committed to ensuring
that medication administration is conducted in accordance with the
physician's orders, promoting the safety and well-being of our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lninerals, ggd formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Physician’s order dated 7/12/24 states, PLAN: WHAT WILL YOU DO TO ENSURE THAT
“polyvinyl alcohol ophth (ARTIFICAL IT DOESN’T HAPPEN AGAIN?
TEARS/LIQUITEARS/AKWA TEARS/LIQUIFILM)
O_phthalmlc solution Place 1 drop into affected eye(s) four In response to the deficiency identified regarding Resident #1’s medication order under Rule 11-100.1-
times a day as needed”; however, current MAR (9/2024) 15 Medications (e), we have developed a comprehensive plan to ensure that this situation does not
states, “ARTIFICIAL TEARS DROPS (polyvinyl oceur again in the future.
alCOhOl/pOVidOIle) INSTILL I DROP TO EACH EYE 4 1.Enhanced Training for Staff: We will conduct mandatory training sessions for all staff on the
TIMES DAILY PRN”. Medication administration record im;)_ortance of accurately document.ing_and veri_fy_ing m_edication orders. This trai_ning will coye_rthe
(MAR) shows what is being made available does not ;:E:il need to ensure that the Medication Administration Record (MAR) aligns with the physician's
accurately reflect physician’s order.
2.Standardized Protocols for Medication Orders: We will implement standardized protocols for
. X . . reviewing and updating medication orders. This includes a checklist that staff must complete to
Submit a copy of revised MAR or physwlan’s order with confirm that all new orders are accurately reflected in the MAR before administration.
plan of correction. . . _— .
3.Regular Audits and Monitoring: Our management team will initiate regular audits of the MARs to
ensure compliance with physician orders. These audits will include random checks of medication 09/09/2024

administration records to identify any discrepancies promptly.

4.Improved Communication with Healthcare Providers: We will strengthen our communication
processes with healthcare providers to clarify any unclear orders immediately. This proactive approach
will help avoid misunderstandings related to medication administration.

5.Feedback and Reporting Mechanism: A feedback mechanism will be established to encourage staff to
report any issues or discrepancies they observe with medication orders or administration. This will
promote a culture of transparency and continuous improvement.

6.Documentation and Follow-Up: We will ensure that all revised physician orders and changes to the
MAR are documented and filed appropriately. Follow-up meetings will be held to review compliance
with these new protocols and address any challenges staff may face.

By implementing these measures, we are committed to maintaining the highest standards of
medication administration and ensuring that all residents receive their prescribed treatments
accurately and safely.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
i 1 fi 1 hall ilabl
Lnlnera S, gr}d ormulas, shall be made available as ordered DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order dated 7/12/24 states, CORRECTED THE DEFICIENCY
“Clotrimazole (LOTRIMIN AF) 1% cream” two times per
day. Apply sparingly to affected areas three times a day”;
hgw.ev.ei; T}ysmzn s order includes conflicting frequency of In response to the deficiency noted concerning the medication order for
adnunistration orders Resident #1 in accordance with Rule 11-100.1-15 Medications (e), we have
taken the followi ti tions:
Submit a copy of updated physician’s order with plan of aren e foflowing corrective actions
correction. 1.Updated Physician's Order: We have contacted the physician to clarify the
conflicting frequency of administration for Clotrimazole (LOTRIMIN AF) 1%
cream. Attached is the updated physician's order that clearly states the
correct frequency of administration as “apply sparingly to affected areas
three times a day.” This order has been verified and signed by the
physician.
09/09/2024

2.Medication Administration Record (MAR) Update: The MAR has been
updated to reflect the corrected frequency of application as per the
updated physician's order. All staff members responsible for medication
administration have been notified of this change to ensure compliance.

3.Staff Training: We have conducted a training session with our staff to
emphasize the importance of accurately interpreting and documenting
physician orders. This includes guidance on recognizing and addressing
any discrepancies in medication orders before administration.

We are committed to maintaining the highest standards of medication
administration to ensure the safety and well-being of our residents.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — Physician’s order dated 7/12/24 states,
“Clotrimazole (LOTRIMIN AF) 1% cream” two times per
day. Apply sparingly to affected areas three times a day”;
however, physician’s order includes conflicting frequency of
administration orders

Submit a copy of updated physician’s order with plan of
correction.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

In response to the deficiency identified concerning the conflicting frequency of administration orders
for Resident #1 in accordance with Rule 11-100.1-15 Medications (e), we have established a
comprehensive future plan to prevent this issue from recurring. The following steps will be
implemented:

1.Enhanced Communication with Physicians: We will establish a standardized communication protocol
for our staff to follow when interpreting physician orders. This will include verifying any conflicting
information directly with the physician before entering the orders into the Medication Administration
Record (MAR).

2.Training and Education: Mandatory training sessions will be conducted for all staff focusing on the
interpretation of physician orders. This training will cover the importance of clarity in medication
orders, potential conflicts, and the steps to take when discrepancies arise.

3.Medication Administration Record (MAR) Review Process: A dedicated staff member will be assigned
to review all MAR entries for accuracy before medications are administered. This review will ensure that
all entries align with the most current physician orders, particularly regarding frequency and dosage.

4.Implementation of a Protocol for Handling Conflicts: We will create a protocol for handling conflicting
medication orders, which will include:

- Immediate notification to the prescribing physician.

- Documentation of the conflict and resolution in the resident’s medical record.

- Temporary holding of the medication until clarity is achieved.

5.Regular Audits: We will implement regular audits of medication administration practices to ensure
compliance with established protocols. These audits will help identify any areas of improvement and
reinforce adherence to proper medication management.

6.0ngoing Staff Feedback: We will encourage ongoing feedback from staff regarding medication
management processes to identify any challenges they may face and to continuously improve our
practices.

By taking these proactive steps, we aim to enhance the accuracy and safety of our medication
administration practices, ensuring that all orders are clear, consistent, and fully compliant with
regulatory standards.

09/09/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by 2 physician or APRN DID YOU CORRECT THE DEFICIENCY?
y a physician o .
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Current MAR (9/2024) states, CORRECTED THE DEFICIENCY
“ANTIFUNGAL 1% TOPICAL CREAM (FOR
CLOTRIMAZOLE 1% TOPICAL CREAM) APPLY
SPARINGLY TO AFFECT AREA 2 TIMES PER DAY Page 48
PRN”. Medication order unavailable. age
Submit a copy of physician’s order with plan of correction. In response t.o the deficiency identified concerning thg medication
order for Resident #1 as per Rule 11-100.1-15 Medications (e), we
have taken immediate corrective actions to address the issue of the
unavailable medication order for Clotrimazole 1% topical cream.
1.Physician's Order Confirmation: Attached to this correspondence is
a copy of the physician’s order indicating the use of Clotrimazole 1%
topical cream, with clear instructions for application as needed. 09/09/2024

2.Update of the Medication Administration Record (MAR): We have
updated the MAR for Resident #1 to reflect the medication order.

3.Staff Education: We have conducted a training session for our staff
to emphasize the importance of ensuring that all medication orders
are accurately recorded and accessible on the MAR. This training
included guidelines for confirming any missing or unclear orders with
the prescribing physician promptly.

These corrective measures are in place to ensure that medication
orders are accurately documented and available for staff, preventing
similar deficiencies in the future.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Current MAR (9/2024) states, PLAN: WHAT WILL YOU DO TO ENSURE THAT
“ANTIFUNGAL 1% TOPICAL CREAM (FOR IT DOESN’T HAPPEN AGAIN?
CLOTRIMAZOLE 1% TOPICAL CREAM) APPLY
SPAEINGL.Y TO AFFECT AREA 2 TIMES PER DAY In response to the identified deficiency concerning the medication order for Resident #1, as
PRN”. Medication order unavailable. stated in accordance with Rule 11-100.1-15 Medications (e), we have developed a
comprehensive plan to prevent a recurrence of this issue.
Submit a copy of physician’s order with plan of correction. o o .
1.Verification of Medication Orders: We will implement a procedure to ensure that all
medication orders are verified by staff before being entered into the Medication
Administration Record (MAR). This verification process will include confirmation from the
prescribing physician regarding any unclear or missing orders.
2.Regular Training Sessions: We will conduct regular training for staff on the importance of
maintaining accurate and up-to-date medication records. This training will focus on
identifying discrepancies in medication orders and understanding the protocols for
resolving them effectively. 09/09/2024

3.Implementation of a Double-Check System: A double-check system will be established,
where another staff member will review MAR entries related to medications prior to
administration. This will help to catch any inconsistencies or missing orders before they
impact patient care.

4.Audits of MAR Documentation: We will conduct monthly audits of the MAR documentation
to ensure that all medication orders are complete and properly reflected. These audits will
include checks for clarity and availability of physician orders to mitigate future
discrepancies.

5.Communication Protocol: We will enhance our communication protocol with prescribing
physicians to ensure prompt clarification of any medication orders that are ambiguous or
incomplete. This will help in ensuring that all staff have access to accurate and complete
information regarding resident medications.

By implementing these measures, we are committed to ensuring the accuracy and
completeness of medication orders to uphold the highest standards of care for our
residents. We appreciate your understanding and support as we work to improve our
practices.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by 2 physician or APRN DID YOU CORRECT THE DEFICIENCY?
y a physician o .
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #2 — Faxed order dated 7/10/24 and signed by MD CORRECTED THE DEFICIENCY
on 7/22/24 for LACTULOSE 10MG/15ML SOLUTION. 30
ML DAILY PRN CONSTIPATION. Then on 8/1/24, After
Y?g;&fgﬁ? Svgflun%eldol;atlfzE???&Tiéﬁ%ggﬁoSE In response to the deficiency identified in accordance with Rule 11-
DAILY PRN CONSTIPATION. No documented evidence 100.1-15 Medications (e) regarding Resident #2, we have taken the
that order was clarified. following corrective actions:
Submit a copy of clarified physician’s order with plan of 1.We have reviewed the faxed order dated 7/10/2024, signed by the
correction. physician on 7/22/2024, which indicated that LACTULOSE
10MG/15ML SOLUTION was to be administered at a dosage of 30 ML
daily as needed for constipation.
2.Following the visit summary on 8/1/2024, which modified the order | 09/09/2024

to 15 ML PO twice daily as needed for constipation, we recognized
the lack of documented evidence clarifying this change.

3.0n 09/09/2024, we contacted the clinic to request clarification of
the current medication order for LACTULOSE and have been actively
following up. Unfortunately, we have not yet received a response
from the clinic.

4.We are committed to ensuring that the medication orders are
accurately documented and clarified in a timely manner. As soon as
we receive the clarified order and the physician's signature, we will
promptly provide a copy to your office.

We appreciate your understanding as we work to resolve this issue
and ensure compliance with medication administration protocols.

50




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lninerals, ggd formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #2 — Faxed order dated 7/10/24 and signed by MD PLAN: WHAT WILL YOU DO TO ENSURE THAT
on 7/22/24 for LACTULOSE 10MG/15ML SOLUTION. 30 IT DOESN’T HAPPEN AGAIN?
ML DAILY PRN CONSTIPATION. Then on 8/1/24, After
Visit summary with medication orders read LACTULOSE In response to the deficiency identified in accordance with Rule 11-100.1-15 Medications (e)
10GM/15ML SOLUTION. TAKE 15ML PO TWICE regarding Resident #2, we are implementing the following measures to prevent this issue
DAILY PRN CONSTIPATION. No documented evidence from occurring in the future:
that order was clarified. . . . ) :
1.Enhanced Communication Protocols: We will establish a systematic approach for tracking
. . . . and confirming medication orders. This includes setting a standard for following up with
Submit a copy of clarified ph}'SlClan’S order with plan of clinics or healthcare providers to ensure clarity on any changes in medication orders
correction. immediately upon receipt.
2.Documentation Improvement: We will enhance our documentation practices by ensuring
that all medication orders and their clarifications are logged in a centralized location. This
will include maintaining a detailed record of communication with healthcare providers
regarding any orders, including requests for clarification. 09/09/2024

3.Training and Education: All staff involved in medication administration will undergo
mandatory training on proper procedures for handling and documenting medication orders.
This training will emphasize the importance of verifying and clarifying any discrepancies in
orders before administration.

4.Regular Audits: We will conduct regular audits of medication administration records to
ensure compliance with physician orders. This will help identify any issues promptly and
ensure corrective actions are taken before they escalate.

5.Pending Clarification Tracking: We will implement a tracking system for pending
clarifications on medication orders. This will ensure that all requests for clarification are
followed up on until a response is received and documented.

By implementing these measures, we aim to improve our medication management
processes and ensure compliance with all applicable regulations. We appreciate your
guidance in this matter and are committed to providing safe and effective care to our
residents.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #2 — MAR observed blank on 8/25/24 for daily
prescribed medications/supplement: AMLODIPINE,
LISINOPRIL, and VIT D3

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #2 — MAR observed blank on 8/25/24 for daily
prescribed medications/supplement: AMLODIPINE,
LISINOPRIL, and VIT D3

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

In response to the deficiency noted in accordance with Rule 11-100.1-15 Medications (e) regarding
Resident #2, we are committed to ensuring that such oversights do not occur in the future. To address
this deficiency, we are implementing the following corrective measures:

1.Enhanced Training for Staff: We will provide additional training for all staff involved in medication
administration and documentation. This training will focus on the importance of accurate record-
keeping in the Medication Administration Record (MAR) and will emphasize the significance of promptly
documenting medication administration.

2.Implementation of a Double-Check System: A double-check system will be instituted for medication
administration to ensure that medications are not only administered correctly but also documented
accurately in the MAR. This will involve having a second staff member verify that medications are
administered and recorded appropriately.

3.Regular Audits of MAR: We will conduct routine audits of the MAR to identify any blank entries or
discrepancies. These audits will allow us to proactively address any issues before they become
deficiencies. Audits will be scheduled weekly for the first month, then monthly thereafter.

4.lmmediate Corrective Action Protocol: In the event of any missed documentation, staff will be
required to notify their supervisorimmediately to assess the situation and ensure that any missed
medications are addressed according to facility policy.

5.Feedback Mechanism: We will establish a feedback mechanism for staff to report any challenges they
face in the medication administration process. This will help identify any systemic issues that may
contribute to documentation errors.

6.Communication with Healthcare Providers: We will enhance our communication with healthcare
providers to ensure that any changes to medication regimens are promptly reflected in the MAR,
reducing the chances of discrepancies.

By implementing these measures, we aim to foster a culture of accountability and accuracy in our
medication administration processes. We appreciate your guidance and oversight in this matter and
remain committed to providing safe and effective care for our residents.

09/09/2024
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident's name,
name of the medication, frequency, time, date and by whom

the medication was made available to the resident.

FINDINGS

Resident #2 — No documented evidence any and all daily
and as needed medications prescribed by the resident’s
physician were administered for the month of 4/2024

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident's name,
name of the medication, frequency, time, date and by whom

the medication was made available to the resident.

FINDINGS

Resident #2 — No documented evidence any and all daily
and as needed medications prescribed by the resident’s
physician were administered for the month of 4/2024

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

In response to the deficiency noted in accordance with Rule 11-100.1-15 Medications (f) regarding
Resident #2, we recognize the importance of ensuring that all prescribed medications are properly
administered and documented. To prevent this deficiency from occurring again, we are implementing
the following future plan:

1.Comprehensive Staff Training: We will conduct mandatory training sessions for all staff involved in
medication administration. This training will cover the importance of adhering to prescribed
medication schedules, accurate documentation in the Medication Administration Record (MAR), and the
protocols for handling both daily and as-needed (PRN) medications.

2.Daily Medication Audits: We will implement a daily audit process to ensure all prescribed medications
are administered as ordered. Designated staff members will review the MAR at the end of each shift to
verify that all medications for each resident have been documented appropriately.

3.Medication Administration Protocol Review: Our existing medication administration protocols will be
reviewed and revised as necessary to ensure clarity and effectiveness. We will emphasize the
importance of timely administration and accurate documentation, with a specific focus on PRN
medications.

4.Increased Oversight by Nursing Staff: We will enhance oversight by staff during medication
administration times. A registered nurse will be assigned to oversee and verify the administration of
medications, ensuring compliance with prescribed orders.

5.Feedback and Communication Mechanism: We will establish a feedback mechanism for staff to report
any challenges or issues related to medication administration. Open communication will encourage
staff to address potential concerns before they result in deficiencies.

6.Regular Performance Evaluations: We will conduct regular performance evaluations of staff involved
in medication administration. This will include assessments of compliance with medication protocols
and documentation practices.

7.Collaboration with Healthcare Providers: We will strengthen our collaboration with healthcare
providers to ensure that any changes in medication orders are promptly communicated and accurately
reflected in the MAR.

By implementing these measures, we are committed to fostering a culture of safety and accountability
in our medication administration processes. We appreciate the guidance from the Department of
Health and are dedicated to providing high-quality care to our residents.

09/09/2024
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)(1)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of primary care giver's assessment of
resident upon admission;

FINDINGS
Resident #2 — PCG assessment unavailable for admission on
3/28/24

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.

56




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)(1)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of primary care giver's assessment of
resident upon admission;

FINDINGS
Resident #2 — PCG assessment unavailable for admission on
3/28/24

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

In response to the deficiency cited in accordance with Rule 11-100.1-17 Records and Reports (a)(1)
regarding the unavailability of the PCG assessment for Resident #2 upon admission on March 28, 2024,
we acknowledge the importance of maintaining accurate individual records for each resident. To
prevent the recurrence of this issue, we have developed the following comprehensive action plan:

1.Mandatory Education and Retraining: We completed a mandatory education and retraining session
for all relevant staff members, emphasizing the importance of adhering to the admissions checklist,
which includes the completion of the PCG assessment. This training highlighted the critical role that
proper documentation plays in ensuring compliance with regulatory requirements and the quality of
care for our residents.

2.Updated Policy and Procedures: We have revised our policies and procedures to require that all
admissions must be approved by the Primary Care Giver (PCG) prior to the admission date. This change
will ensure that the PCG is actively involved in the admission process, prompting them to complete the
necessary assessment before a resident is admitted.

3.Admissions Checklist: We have implemented an admissions checklist that includes all required
documentation, specifically noting the PCG assessment. This checklist will be utilized by staff to verify
that all necessary documents are completed and available prior to admission.

4.Designated Responsibilities: We will designate specific staff members responsible for overseeing the
admissions process, ensuring that they verify the completion of all required assessments and
documentation. These designated personnel will work closely with the PCG to confirm that all
documentation is in order before resident admission.

5.Regular Audits: We will conduct regular audits of the admissions process and resident records to
ensure compliance with the updated policies. These audits will help identify any areas of improvement
and allow for immediate corrective actions if necessary.

6.Feedback Mechanism: We will establish a feedback mechanism to encourage staff to report any
challenges or suggestions related to the admissions process. This will allow us to continuously improve
our practices and address any potential issues proactively.

By implementing this action plan, we are committed to ensuring that all individual resident records are
maintained in compliance with regulatory requirements and are readily available for review. We
appreciate the Department of Health’s guidance in this matter and remain dedicated to providing high-
quality care to our residents.

09/09/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(4) PART 1
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or DID YOU CORRECT THE DEFICIENCY?
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:
USE THIS SPACE TO TELL US HOW YOU

A report of a recent medical examination and current CORRECTED THE DEFICIENCY
diagnosis taken within the preceding twelve months and
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies; In response to the identified deficiency regarding
FINDINGS compliance with Rule 11-100.1-17 Records and Reports
Resident #1 — Initial (2-step) TB clearance unavailable (a)(4), we have taken the following corrective actions
Submit a copy with plan of correction. to address the |ss'ue of the missing Initial (2-step) TB

clearance for Resident #1:

1.Correction of Records: We have attached a copy of

the Initial (2-step) TB clearance for Resident #1 for your | 99/17/2024

review.

2.Verification Process: We are actively working to
obtain a signed Initial (2-step) TB clearance from the
healthcare provider who administered the test,
ensuring that it meets the required State Department
of Health standards by documenting it on Form F/G.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(4) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or FUTURE PLAN
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
A report of a recent medical examination and current PLAN: WHAT WILL YOU DO TO ENSURE THAT
diagnosis taken within the preceding twelve months and IT DOESN’T HAPPEN AGAIN?
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies; To ensure continued compliance with Rule 11-100.1-17 (a)(4) and to
prevent recurrence of incomplete or missing TB clearance documentation,
FINDINGS we have implemented the following steps:
Resident #1 — Initial (2-step) TB clearance unavailable
1.Resident Record Review and Update: We are conducting a comprehensive
Submit a copy with plan of correction. review of all current residents’ records to ensure that each resident’s Initial
(2-step) TB clearance is documented on the State-required Form F/G.
Where applicable, we are coordinating with healthcare providers to obtain
completed and signed Form F/G documentation for each resident’s record.
2.Admission Process Enhancement: Going forward, all new resident 09/17/2024

admissions will be reviewed by administrative staff to verify that Initial (2-
step) TB clearance is completed on Form F/G with the healthcare provider’s
signature before the admission process is finalized. This step has been
added to our admissions checklist to ensure compliance from the start.

3.Staff Training on Documentation Requirements: All administrative and
admissions personnel have received updated training on the importance of
obtaining and filing Initial (2-step) TB clearances on Form F/G, per State
Department of Health requirements.

4.0ngoing Monitoring: We have established a monthly audit procedure to
ensure all resident records, including TB clearances, meet compliance
requirements. This process allows us to identify and address any issues
promptly.

These steps are designed to ensure that our facility maintains complete
and compliant records for each resident, per DOH standards.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or DID YOU CORRECT THE DEFICIENCY?
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, USE THIS SPACE TO TELL US HOW YOU
any changes in condition, indications of illness or injury, CORRECTED THE DEFICIENCY
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs; .. .
In response to the noted deficiency regarding the
FINDINGS missing August 2024 monthly progress note for
Resident #1 — 8/2024 monthly progress note unavailable Resident #1. we have taken immediate corrective
Submit a copy with plan of correction. action. We reviewed the resident’s records and located
the required documentation. Attached to this response
is a copy of the August 2024 monthly progress note, as
well as the After Visit Summary for your review.
09/05/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed )
immediately when any incident occurs; . . .
To ensure that the deficiency regarding Resident #1’s
FINDINGS August 2024 monthly progress note does not recur, we
Resident #1 — 8/2024 monthly progress note unavailable have implemented several improvements to our
Submit a copy with plan of correction. documentation procedures.
On 09/09/2024, we conducted mandatory education
and retraining for our staff, emphasizing the
importance of completing and recording resident 09/09/2024

progress notes accurately and in a timely manner each
month, or more frequently as needed. Additionally, we
updated our policy and procedures to mandate that
the Registered Nurse will now conduct a monthly
review of all resident charts to confirm that each
record is current, complete, and fully reflective of the
resident’s care and progress.

These proactive measures are intended to enhance our
documentation processes and ensure ongoing
compliance with regulatory standards.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:
9

Progress notes that shall be written on a monthly basis, or DID YOU CORRECT THE DEFICIENCY?
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, USE THIS SPACE TO TELL US HOW YOU
any changes in condition, indications of illness or injury, CORRECTED THE DEFICIENCY
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs; .. .

In response to the noted deficiency regarding the
FINDINGS August 2024 monthly progress note for Resident #2, we
Resident #2 — 8/2024 monthly progress notes did not have updated the record to include the resident’s
document resident’s response to diet - .

documented response to their diet. Attached is a copy
Submit an updated copy with plan of correction. of the revised August 2024 progress note, now inclusive

of the requested dietary response information.

09/09/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs; To address the deficiency related to the August 2024 progress note
FINDINGS for Resident #2, we have taken several actions to ensure
Resident #2 — 8/2024 monthly progress notes did not comprehensive and timely documentation of resident responses to
document resident’s response to diet their diet and other relevant aspects of care.
Submit an updated copy with plan of correction. 1.Immediate Correction: The August 2024 progress note has been
updated to include the resident's response to their diet. This
updated note is attached for your review.
2.Staff Education and Retraining: On September 9, 2024, we 09/09/2024

completed mandatory education and retraining with all relevant
staff, emphasizing the importance of timely and thorough
documentation in resident progress notes, which includes monthly
or more frequent documentation as appropriate.

3.Enhanced Review Procedures: We have updated our policy and
procedures to require that the RN conducts a comprehensive review
of resident charts on a monthly basis. This review process is designed
to identify and address any missing information, ensuring that all
charts are complete and reflect the necessary details, including
residents' responses to diet and other relevant care aspects.

These measures are intended to maintain consistent compliance
with Rule 11-100.1-17 and uphold the quality of resident records.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — Resident seen by physician on 8/2/24 for
blepharitis; however, no documented evidence if condition
resolved follow prescribed treatment. Monitoring of
resident’s change in condition was not documented.

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs; To prevent a recurrence of the deficiency regarding the documentation of
FINDINGS condition monitoring and treatmer!t.outcomes for Resident #1, who was
—_— . .. seen on August 2, 2024, for blepharitis, we have implemented the following
Resident #1 — Resident seen by physician on 8/2/24 for measures:
blepharitis; however, no documented evidence if condition
resglvecl’ follow prescribed treatment. Monitoring of 1.Staff Education and Retraining: On September 9, 2024, all relevant staff
resident’s change in condition was not documented. completed mandatory education and retraining to reinforce the
importance of documenting resident conditions accurately. This includes
ensuring timely follow-up documentation on the resolution or ongoing
management of any diagnosed conditions, tracking changes in condition,
and verifying compliance with prescribed treatments. 09/09/2024

2.Updated Policies and Procedures: We have updated our policies and
procedures to require the RN to review all resident charts on a monthly
basis. This review process will specifically check for thorough
documentation of any changes in resident conditions, treatment
adherence, and follow-up outcomes.

3.Enhanced Chart Review Protocol: The RN will also monitor any conditions
noted during physician visits to confirm treatment adherence and that
follow-up documentation is completed in a timely manner. This will help
ensure that all changes in condition and treatment outcomes are recorded
consistently.

By reinforcing staff training and enhancing chart review protocols, we aim
to maintain comprehensive and compliant records, in line with Rule 11-
100.1-17, to support high-quality resident care.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(8) PART 1
During residence, records shall include:
Notation of visits and consultations made to resident by DID YOU CORRECT THE DEFICIENCY?
other professional personnel as requested by the resident or
the resident's physician or APRN; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Resident #1 — After visit summaries indicate hospitalization
fgi%:é?}fe\évgg g/%ﬁzzaij\i’tii?liiOi)zl/llriéifé:lh:& dence In response to the deficiency noted under Rule 11-100.1-17 Records
resident attended phys’ician’s vi;it. and Reports (b)(8) regarding Resident #1's follow-up with their
primary care provider after hospitalization, we have implemented
Submit a copy of scheduled appointment or confirmation the following corrective measures:
follow-up appointment with physician was completed with
plan of correction. 1.Documentation of Appointment Cancellations and Follow-Up: We
documented that Resident #1’s follow-up appointment initially
scheduled for July 18,2024, was rescheduled for August 6, 2024, and
subsequently canceled by the resident's son. No further
appointments were scheduled by the family after this cancellation. 09/23/2024

2.Resident’s Care Status Update: On September 10, 2024, Resident #1
was evaluated for hospice care, and the resident was formally
admitted to hospice care on September 23, 2024. We documented
these developments in the resident’s records to ensure the
continuity of care and coordination with all healthcare providers.

We have also updated our internal procedures to ensure that any
cancellations, family decisions, or changes in care plans are
promptly documented in the resident’s records. This corrective
action will support our compliance with Rule 11-100.1-17 and ensure
full and transparent documentation of any updates to resident care.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(8) PART 2
During residence, records shall include:
Notation of visits and consultations made to resident by FUTURE PLAN
other professional personnel as requested by the resident or
the resident's physician or APRN; USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS g o o IT DOESN'T HAPPEN AGAIN?
Resident #1 — After visit summaries indicate hospitalization
follow-up with PCP W.as scheduled on 7/18/24, then, To prevent a recurrence of the deficiency related to documenting follow-up visits
resfshedmed on 8/6/24’. hO\Aﬁeve}".no documented evidence post-hospitalization, as identified in Rule 11-100.1-17 Records and Reports (b)(8),
resident attended physician’s visit. we have implemented the following proactive measures:
Submit a copy of scheduled appointment or confirmation 1.Enhanced Documentation Protocols: Staff are now required to document any
follow-up appointment with physician was completed with appointment changes, including cancellations, family decisions, and updates to
plan of correction. the resident's care plan, immediately in the resident’s file. This. will ensure that all
healthcare events, whether attended or rescheduled, are consistently and clearly
recorded.
2.Regular Review and Tracking of Appointments: We have instituted a new process
for monitoring and tracking residents’ post-hospitalization follow-up visits. Staff 09/09/2024

will review the scheduling and completion status of these appointments on a
weekly basis, ensuring that any missed or rescheduled appointments are promptly
documented.

3.Family Communication and Follow-Up: We have established a procedure for
follow-up with families if a cancellation is initiated by them, to support timely
rescheduling or alternative follow-up care. Additionally, if hospice or another care
transition is being considered, we will document discussions with family and
providers to ensure continuity in the resident’s medical record.

4.Staff Training and Education: Mandatory training for all staff was completed on
09/09/2024, covering the importance of timely documentation for all healthcare
appointments and follow-up procedures. Staff have been reminded to prioritize
communication with both families and healthcare providers regarding any
changes in scheduled visits.

These improvements will help ensure our compliance with Rule 11-100.1-17 and
promote comprehensive documentation and follow-up for all resident care needs.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-17 Records and reports. (f)(1) PART 1
General rules regarding records:
All entries in the resident's record shall be written in black 1 1
ink, or typewritten, shall be legible, dated, and signed by the C orre Ctlng th ¢ deﬁCIen cy
individual making the entry; after_th e_fact is not
FINDINGS . s
Resident Register includes significant amounts of yellow praCtlcal/ approprlate’ For
ehlighier markdnes this deficiency, only a future

9

plan is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date

§11-100.1-17 Records and reports. (f)(1) PART 2
General rules regarding records:
All entries in the resident's record shall be written in black FUTURE PLAN
ink, or typewritten, shall be legible, dated, and signed by the
individual making the entry; USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS . IT DOESN’T HAPPEN AGAIN?
Resident Register includes significant amounts of yellow
hlghhghter markmgs In response to the deficiency noted regarding the use of yellow highlighter markings in the

Resident Register, as outlined in Rule 11-100.1-17 Records and Reports (f)(1), we have taken

immediate corrective action and established a comprehensive plan to prevent recurrence in

the future.

1.Mandatory Education and Retraining: On September 9, 2024, we conducted a mandatory

education and retraining session for all staff. This training emphasized the importance of

using only black ink for documentation and explicitly prohibited the use of highlighters and

erasable pens. All staff were made aware of the impact that improper documentation can

have on resident care and regulatory compliance.

2.Policy and Procedure Updates: Our policies and procedures have been revised to include

strict guidelines that require all documentation in resident charts to be completed in black 09/09/2024

ink only. Highlighter markings and erasable pens are expressly forbidden in any resident
documentation. This policy will be communicated to all staff members, and adherence will
be closely monitored.

3.Monthly Chart Reviews by RN: We have implemented a process for Registered Nurses (RNs)
to conduct monthly reviews of resident charts. These reviews will ensure that all
documentation is current, complete, and compliant with our updated policies. The RN will
check for any instances of non-compliance, including the presence of highlighter markings,
and take corrective action as necessary.

4.Accountability and Monitoring: We will establish a monitoring system to track compliance
with documentation standards. Any staff found not adhering to these policies will receive
additional training, and their documentation practices will be closely observed until they
demonstrate consistent compliance.

By implementing these measures, we are committed to maintaining high standards of
documentation and ensuring that the deficiencies identified do not occur again in the
future.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (f)(4) PART 1
General rules regarding records:
All records shall be complete, accurate, current, and readily DID YOU CORRECT THE DEFICIENCY?
available for review by the department or responsible
placement agency. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Resident #1 — PCG admission assessment incomplete, does
not include signature from resident/resident representative . . . X
admission on 7/12/24 In response to the identified deficiency concerning the
incomplete PCG admission assessment for Resident #1,
Submit.copy of signed admission assessment with plan of as outlined in Rule 11-100.1-17 Records and Reports
correction. . . . .
(f)(4), we have taken immediate corrective action.
1.Completion of Admission Assessment: We have
attached the executed Admission Agreement, which
now includes the necessary signature from the 09/09/2024

resident’s representative. This document serves to
confirm that all required information was provided and
acknowledged during the admission process.

2.Policy Review and Update: We have reviewed our
admission procedures and identified the need for
clearer guidelines regarding the completion and
documentation of the PCG admission assessments. Our
policy has been updated to ensure that all admission
assessments include the required signatures and that
these documents are verified for completeness before
they are filed.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (f)(4) PART 2
General rules regarding records:
: FUTURE PLAN
All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS . , IT DOESN’T HAPPEN AGAIN?
Resident #1 — PCG admission assessment incomplete, does
not I,Ilcmde signature from resident/resident representative In response to the deficiency identified regarding the incomplete PCG admission
admission on 7/12/24 assessment for Resident #1, as specified in Rule 11-100.1-17 Records and Reports (f)(4), we
are committed to implementing the following future plan to ensure compliance and prevent
Submit copy of signed admission assessment with plan of recurrence:
correction. 1.Standardized Admission Protocol: We will develop and implement a standardized
admission protocol that explicitly outlines the requirements for completing the PCG
admission assessment, including obtaining the necessary signatures from the resident or
their representative. This protocol will serve as a checklist for staff to follow during the
admission process.
2.Staff Training and Education: We will conduct mandatory training sessions for all staff
involved in the admission process. These sessions will focus on the importance of 09/09/2024

completing the PCG admission assessments thoroughly and accurately, emphasizing the
need for signatures to ensure compliance with state regulations.

3.Audit and Monitoring: We will establish a regular audit system to review completed
admission assessments. Designated staff will conduct monthly audits to ensure that all
admission records are complete, and any missing signatures or information will be promptly
addressed. This will help us identify and correct any issues before they become deficiencies.

4.Accountability Measures: We will implement accountability measures for staff responsible
for completing admission assessments. Any discrepancies or omissions will be addressed
through performance evaluations to reinforce the importance of maintaining accurate and
complete documentation.

5.Feedback Loop: We will create a feedback mechanism that allows staff to report any
challenges or concerns regarding the admission assessment process. This will enable us to
continually improve our procedures and address any potential barriers to compliance.

By taking these proactive steps, we aim to enhance the quality of our admission processes
and ensure that all necessary documentation is accurately completed and maintained in
accordance with state regulations.

71




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (g)

All information contained in the resident's record shall be
confidential. Written consent of the resident, or resident's
guardian or surrogate, shall be required for the release of
information to persons not otherwise authorized to receive
it. Records shall be secured against loss, destruction,
defacement, tampering, or use by unauthorized persons.
There shall be written policies governing access to,
duplication of, and release of any information from the
resident's record. Records shall be readily accessible and
available to authorized department personnel for the purpose
of determining compliance with the provisions of this
chapter.

FINDINGS

Staffing clearances not readily available for review by the
department. Documents provided 4 hours from the time of
request.

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (g) PART 2
All information contained in the resident's record shall be
confidential. Written consent of the resident, or resident's
: ; FUTURE PLAN

guardian or surrogate, shall be required for the release of
information to persons not otherwise authorized to receive
it. Records shall be secured against loss, destruction, USE THIS SPACE TO EXPLAIN YOUR FUTURE
defacement, tampering, or use by unauthorized persons. PLAN: WHAT WILL YOU DO TO ENSURE THAT
There shall be written policies governing access to, IT DOESN’T HAPPEN AGAIN?
duplication of, and release of any information from the
resident's record. Records shall be readily accessible and In response to the deficiency noted regarding the availability of staffing clearances as per
available to authorized department personnel for the purpose | Rule11-100.1-17 Records and Reports (g), we sincerely apologize for not having the
of determining compliance with the provisions of this requested documents readily available during the inspection. We recognize the importance

h of maintaining accessible records for the department's review and are committed to taking
chapter. the necessary steps to prevent this situation from occurring in the future.
FINDINGS To ensure compliance and improve our processes, we are implementing the following future
Staffing clearances not readily available for review by the plan:
department. Documents provided 4 hours from the time of 1.Centralized Document Storage: We will establish a centralized storing of all staffing
request. clearance documents, including background checks, credentials, and licenses. This system

will be easily accessible to authorized personnel, ensuring that all records are readily
available upon request.
09/09/2024

2.Regular Audits: We will conduct regular audits of staffing clearances to ensure that all
documents are current and complete. These audits will be performed quarterly and will
include verification of the availability of documents for each staff member.

3.Staff Training: We will implement mandatory training sessions for administrative staff on
the importance of maintaining and organizing staffing clearances. This training will include
best practices for document management and the urgency of having these documents
available for regulatory reviews.

4.Preparedness Protocol: We will develop a preparedness protocol that outlines steps to be
taken prior to inspections or reviews by the Department of Health. This will include a
checklist to ensure all necessary documents are organized and easily accessible for review.

5.Feedback Mechanism: We will establish a feedback mechanism that allows staff to report
any challenges or obstacles encountered in maintaining the accessibility of staffing
clearances. This will help us identify and address any systemic issues that may arise.

By implementing these strategies, we aim to enhance our compliance with state regulations
and ensure that all necessary documentation is readily available for review by the
Department of Health at all times.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (g)

All information contained in the resident's record shall be
confidential. Written consent of the resident, or resident's
guardian or surrogate, shall be required for the release of
information to persons not otherwise authorized to receive
it. Records shall be secured against loss, destruction,
defacement, tampering, or use by unauthorized persons.
There shall be written policies governing access to,
duplication of, and release of any information from the
resident's record. Records shall be readily accessible and
available to authorized department personnel for the purpose
of determining compliance with the provisions of this
chapter.

FINDINGS

Resident #2 — May MAR for MEGESTROL ACET
40MG/ML SUSPENSION. TAKE 2.5ML PO QD noted
with line across the entire the order including over the
initials that show medication was administered from 5/1/25-
5/21/24 before it was discontinued.

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (g) PART 2
All information contained in the resident's record shall be
confidential. Written consent of the resident, or resident's
: . FUTURE PLAN
guardian or surrogate, shall be required for the release of
information to persons not otherwise authorized to receive
it. Records shall be secured against loss, destruction, USE THIS SPACE TO EXPLAIN YOUR FUTURE
defacement, tampering, or use by unauthorized persons. PLAN: WHAT WILL YOU DO TO ENSURE THAT
Ther'e shall be written policies governing access to, IT DOESN’T HAPPEN AGAIN?
duplication of, and release of any information from the
. ' . .

reSIQGHt s record. Records shall be readlly accessible and In response to the noted deficiency concerning the May MAR for Resident #2, specifically regarding the
available to authorized department personnel for the purpose documentation of MEGESTROL ACET 40MG/ML SUSPENSION, | would like to express our commitment to
of determining Compliance with the provisions of this ensuring compliance with Rule 11-100.1-17 Records and Reports (g). We recognize the importance of

hapt accurate documentation in the administration of medications and sincerely apologize for the oversight.
Chapter.

To prevent this deficiency from occurring again, we are implementing the following future plan:
w 1.Enhanced Training for Staff: We will conduct comprehensive training sessions for all nursing and
Resident #2 — May MAR for MEGESTROL ACET administrative staff on the critical importance of accurate and clear documentation in the Medication
Administration Record (MAR). This training will emphasize the need to avoid any markings, such as
401\}/1[?/ML SUSP}F‘NSIONhTAIZE 251\1/H&PO QD n}?ted lines, that may obscure medication orders or initials.
with line across the entire the order including over the
initials that show medication was administered from 5/1/25- 2.Stand§rdized Docume'ntation Protc?cz?l: We will deyglopfand'implementa standardized‘pro'tocolfor
. A . completing the MAR. This protocol will include specific guidelines on how to handle medication orders,

5/21/24 before 1t was dlSCOIltlIllled- including proper procedures for documenting when medications are administered, discontinued, or 09/09/2024

changed.

3.Regular Audits of MAR Documentation: We will institute regular audits of MAR documentation to
ensure compliance with our protocols and state regulations. These audits will be conducted monthly,
and any discrepancies will be addressed immediately with the responsible staff.

4.Immediate Corrective Actions: If any documentation issues are identified during audits or inspections,
we will implement immediate corrective actions, including retraining affected staff and providing
additional support where needed.

5.Feedback Mechanism: We will establish a feedback mechanism to encourage staff to report any
challenges or confusion regarding medication documentation. This will allow us to continuously
improve our practices and address any systemic issues that may arise.

6.Leadership Oversight: We will designate a member of our leadership team to oversee compliance with
medication documentation practices. This individual will be responsible for monitoring adherence to
protocols and facilitating training sessions as needed.

By implementing these strategies, we aim to enhance our compliance with state regulations and ensure
that all medication administration documentation is accurate and readily available for review.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (g)

All information contained in the resident's record shall be
confidential. Written consent of the resident, or resident's
guardian or surrogate, shall be required for the release of
information to persons not otherwise authorized to receive
it. Records shall be secured against loss, destruction,
defacement, tampering, or use by unauthorized persons.
There shall be written policies governing access to,
duplication of, and release of any information from the
resident's record. Records shall be readily accessible and
available to authorized department personnel for the purpose
of determining compliance with the provisions of this
chapter.

FINDINGS
Resident register contained post-its covering multiple fields
of the document with writing under it

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.

76




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (g) PART 2
All information contained in the resident's record shall be
confidential. Written consent of the resident, or resident's
: . FUTURE PLAN
guardian or surrogate, shall be required for the release of
information to persons not otherwise authorized to receive
it. Records shall be secured against loss, destruction, USE THIS SPACE TO EXPLAIN YOUR FUTURE
defacement, tampering, or use by unauthorized persons. PLAN: WHAT WILL YOU DO TO ENSURE THAT
Ther'e shall be written policies governing access to, IT DOESN’T HAPPEN AGAIN?
duplication of, and release of any information from the
. \ . .
reSIQGHt s record. Records shall be readlly accessible and In response to the deficiency noted concerning the resident register containing post-its covering
available to authorized department personnel for the purpose multiple fields, | would like to outline our future plan to ensure compliance with Rule 11-100.1-17
of determining Compliance with the provisions of this Records and Reports (g) and maintain the integrity of our documentation practices.
Chaptel‘. To prevent this issue from recurring, we will implement the following measures:
1.Training and Education: We will conduct mandatory training sessions for all staff members on the
w importance of maintaining clear and accessible documentation in the resident register. This training
Resident register contained post-its covering multip]e fields will emphasize that using post-its or similar methods to cover fields can lead to incomplete or unclear
. ... . ds.
of the document with writing under it records
2.Revised Documentation Policy: Our documentation policy will be revised to explicitly prohibit the use
of post-its or any similar materials on the resident register. We will establish clear guidelines on how to
document necessary information directly on the register without obscuring any fields.
09/09/2024

3.Regular Audits and Compliance Checks: We will implement a routine audit process to review resident
registers for compliance with documentation standards. These audits will occur monthly and will focus
on ensuring that all information is clearly documented and accessible.

4.Feedback Mechanism: We will create a feedback mechanism that allows staff to communicate any
difficulties they encounter with the documentation process. This will enable us to address issues
proactively and improve our documentation practices continuously.

5.Leadership Oversight: A designated member of our management team will be responsible for
overseeing documentation practices and ensuring that staff adhere to our revised policies. This
individual will also provide ongoing support and guidance to staff regarding proper documentation
techniques.

6.Clear Communication with Staff: We will hold regular meetings to reinforce the importance of
accurate documentation and address any questions or concerns from staff regarding the resident
register.

By implementing these strategies, we aim to improve our documentation practices and ensure that the
resident register is complete, clear, and compliant with all regulatory requirements.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (a) PART 1
The conditions under which the primary care giver agrees to
be responsible for the resident's funds or property shall be 9
; ) o . DID YOU CORRECT THE DEFICIENCY?
explained to the resident and the resident’s family, legal
guardian, surrogate or representative and documented in the
resident's file. All single transfers with a value in excess of USE THIS SPACE TO TELL US HOW YOU
one hundred dollars shall be supported by an agreement CORRECTED THE DEFICIENCY
signed by the primary care giver and the resident and the
resident’s family, legal guardian, surrogate or representative.
In response to the deficiency noted concerning the unavailability of the financial
—FINDINGS . . . agreement for Resident #1 upon admission on July 12, 2024, we have taken the
R351f131:1t #1 — Financial agreement unavailable for necessary steps to rectify this situation. Attached are the Financial Statement and
admission on 7/12/24 Admissions Agreement for your review. These documents are now included in
Resident #1’s file to ensure compliance with Rule 11-100.1-19 Resident Accounts
Submit a copy with plan of correction. ().
To prevent this deficiency from occurring in the future, we have implemented the
following corrective actions:
1.Enhanced Admissions Checklist: We have updated our admissions checklist to
explicitly include the requirement for a financial agreement to be completed and 09/09/2024

signed prior to the resident's admission.

2.Staff Training: We conducted mandatory training for our administrative staff on
the importance of collecting all necessary documentation, including financial
agreements, at the time of admission.

3.Regular Audits: We will implement a routine audit of resident files to ensure that
all required documentation, including financial agreements, is present and
correctly filed.

4.Communication Protocols: We have established a communication protocol to
remind staff of the importance of completing financial agreements and ensuring
that all necessary documents are obtained during the admission process.

We appreciate your understanding as we work to ensure compliance with all
regulatory requirements.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (a) PART 2
The conditions under which the primary care giver agrees to
be responsible for the resident's funds or property shall be
explained to the resident and the resident’s family, legal FUTURE PLAN
guardian, surrogate or representative and documented in the
resident's file. All single transfers with a value in excess of USE THIS SPACE TO EXPLAIN YOUR FUTURE
one hundred dollars shall be supported by an agreement PLAN: WHAT WILL YOU DO TO ENSURE THAT
signed by the primary care giver and the resident and the IT DOESN’T HAPPEN AGAIN?
resident’s family, legal guardian, surrogate or representative.
In response to the deficiency noted regarding the unavailability of the financial agreement
w for Resident #1 at the time of admission on July 12, 2024, we have taken immediate
Resident #1 — Financial agreement unavailable for corrective action and are committed to implementing a comprehensive future plan to
admission on 7/12/24 prevent such occurrences.
Future Plan of Action:
Submit a copy with plan of correction. 1.Revised Admission Protocols: We have updated our admission protocols to ensure that the
financial agreement is included as a mandatory document. A new admissions checklist has
been created to ensure that all required documents are completed prior to a resident's
admission.
2.Staff Training and Education: We will conduct mandatory training sessions for all
administrative and admissions staff to reinforce the importance of obtaining and verifying 09/09/2024

the financial agreement during the admission process. This training will be scheduled
biannually to ensure ongoing compliance.

3.Implementation of a Verification System: A verification system will be put in place to cross-
check all required admission documents, including the financial agreement, prior to
finalizing a resident’s admission. This will involve a designated staff member responsible for
reviewing each file to confirm completeness.

4.Monthly Audits: We will establish monthly audits of resident files to ensure compliance
with the new protocols. These audits will help identify any discrepancies or missing
documentation early, allowing for prompt corrective action.

5.Feedback Mechanism: We will implement a feedback mechanism for staff to report any
challenges they encounter in the admissions process, allowing for continuous improvement
of our protocols.

We are committed to ensuring compliance with all regulatory requirements and enhancing
the quality of care for our residents. We appreciate your guidance and support as we
implement these changes.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-21 Residents' and primary care givers' rights and

responsibilities. (a)(1)(A)
Residents' rights and responsibilities:

Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be
established and a copy shall be provided to the resident and
the resident’s family, legal guardian, surrogate, sponsoring
agency or representative payee, and to the public upon
request. The Type I ARCH policies and procedures shall
provide that each individual admitted shall:

Be fully informed orally or in writing, prior to or at the time
of admission, of these rights and of all rules governing
resident conduct. There shall be documentation signed by
the resident that this procedure has been carried out;

FINDINGS

Resident #1 — No evidence signed by resident indicating
resident was informed orally or in writing, prior to or at the
time of admission on 7/12/24, of the rights and rules
governing resident conduct.

Submit a copy with plan of correction.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-21 concerning Residents’ and
Primary Caregivers’ Rights and Responsibilities, specifically regarding Resident #1’s admission on July 12, 2024.

Correction of Deficiency:

Upon review, we acknowledge that there was no evidence indicating that Resident #1 was informed of their rights and
responsibilities at the time of admission. Attached is the executed Admission Agreement signed by the resident’s
representative on September 9, 2024. We sincerely apologize for not obtaining the required signature at the time of
admission and for any confusion this may have caused.

Steps Taken to Prevent Future Occurrences:
To prevent a recurrence of this issue, we have implemented the following corrective actions:

1.Revised Admission Procedures: We have updated our admission procedures to include a step specifically for
informing residents and their representatives of their rights and responsibilities. A checklist has been created to ensure
that all necessary documentation is completed and signed before finalizing any admission.

2.Staff Training: Mandatory training sessions for all admissions staff will be conducted to emphasize the importance of
informing residents about their rights and responsibilities during the admission process. This training will be
scheduled regularly to ensure all staff members are consistently updated on policies.

3.Documentation Review Process: A new documentation review process has been established, which requires an
admissions supervisor to verify that all required forms, including the rights and responsibilities acknowledgment, are
signed and in place before an admission is finalized.

4.Quality Assurance Audits: We will conduct quarterly audits of resident files to ensure compliance with
documentation requirements, including verification of residents’ rights and responsibilities. This will help us identify
any gaps in our process early on.

5.Feedback Mechanism: We will introduce a feedback mechanism that allows staff to report any challenges they
encounter in the admission process, enabling continuous improvement of our protocols.

We are committed to ensuring that all residents are fully informed of their rights and responsibilities and that all
documentation is complete and accurate at the time of admission. Thank you for your guidance as we work to
enhance our practices.

09/09/2024

80




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care givers' rights and PART 2
responsibilities. (a)(1)(A)
Residents' rights and responsibilities:
8 P FUTURE PLAN
Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
established and a copy shall be provided to the resident and PLAN: WHAT WILL YOU DO TO ENSURE THAT
the resident’s family, legal guardian, surrogate, sponsoring IT DOESN’T HAPPEN AGAIN?
agency or representative payee, and to the public upon
requ?St' The Type I ARCH pOllC.IGS and procedures shall We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-21 concerning
prov1de that each individual admitted shall: Residents’ and Primary Caregivers’ Rights and Responsibilities for Resident #1, specifically regarding
the lack of documentation confirming that the resident was informed of their rights and rules governing
. . .. . . conduct at the time of admission on July 12, 2024.
Be fully informed orally or in writing, prior to or at the time
of admission, of these rights and of all rules governing Future Plan to Prevent Recurrence:
resident conduct. There shall be documentat.ion Signed by To ensure this deficiency does not occur again, we are implementing the following measures:
the resident that this procedure has been carried out;
1.Revised Admission Protocol: We have updated our admission protocol to include a mandatory step for
staff to inform residents and their representatives of their rights and responsibilities both orally and in
FINDINGS writing prior to or at the time of admission. This will be documented on the admission checklist.
Resident #1 — No evidence signed by resident indicating . ) i - ) ) )
. . . . . 2.Training and Education: We will conduct mandatory training sessions for all staff involved in the
resident was informed Orally or n ertlng, prior to or at the admission process to emphasize the importance of informing residents about their rights. This training 09/09/2024

time of admission on 7/12/24, of the rights and rules
governing resident conduct.

Submit a copy with plan of correction.

will cover the relevant rules and regulations to ensure that staff understand their responsibilities.

3.Documentation Checklist: A standardized documentation checklist will be created and utilized for
every admission. This checklist will include a specific item to confirm that the resident’s rights and
responsibilities have been discussed and that the acknowledgment form has been signed.

4.Monthly Review Process: We will implement a monthly review process where admissions staff will
verify that all admission documentation, including the acknowledgment of rights, is complete and
properly filed. This review will be overseen by a designated supervisor.

5.Feedback Mechanism: We will establish a feedback mechanism allowing staff to report any issues or
challenges they encounter during the admission process, enabling continuous improvement in our
practices.

6.Audit of Admissions: Regular audits will be conducted to ensure compliance with the updated
procedures and to identify any areas for improvement.

By implementing these measures, we are committed to ensuring that all residents are fully informed of
their rights and that proper documentation is maintained. We appreciate your support as we enhance
our processes to better serve our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care givers' rights and PART 1
responsibilities. (a)(1)(C)
Residents' rights and responsibilities:
g P DID YOU CORRECT THE DEFICIENCY?

Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be USE THIS SPACE TO TELL US HOW YOU
established and a copy shall be provided to the resident and CORRECTED THE DEFICIENCY
the resident’s family, legal guardian, surrogate, sponsoring
agency or representative payee, and to the public upon
requ?St' The Type I ARCH pOllC.IGS and procedures shall Thank you for your notification regarding the deficiency related to Resident #1 under Rule 11-100.1-21
prov1de that each individual admitted shall: concerning the documentation of residents' and primary caregivers' rights and responsibilities.

Specifically, we understand that there was no documented evidence that the resident was fully

A . . . informed in writing, prior to or at the time of admission on July 12, 2024, about the services available
Be fully informed orally and in writing, prior to or at the and related charges.
time of admission, and during stay, of services available in : ¢ this defic ¢ ve taken the following acti
0 correc IS deticiency, we have taken the rolilowing actions:
or through the Type I ARCH and of related charges, Y &
including any charges for services not covered by the Type 1 1.Executed Financial Statement and Admission Agreement: Attached, you will find the executed
ARCH's basi di te: Financial Statement and Admission Agreement signed by the resident’s representative on September 9,
§ basic per dicm rafe, 2024. This document confirms that the resident was informed of the services available and the

associated charges.
FINDINGS ) : .
e —— . . 2.Review Process Improvement: We have established a protocol to ensure that all residents are
Resident #1 — No documented evidence resident was fu“y provided with written information regarding available services and related charges prior to or at the 09/09/2024

informed in writing, prior to or at the time of admission on
7/12/24, of services available and of related charges.

Submit a copy with plan of correction.

time of admission. This protocol includes a checklist that will be utilized during the admission process
to confirm that this information has been provided and understood.

3.Staff Training: We conducted mandatory training for our admissions staff to reinforce the importance
of fully informing residents and their representatives about the services offered and related costs. This
training emphasizes compliance with the rules and guidelines established by the Department of Health.

4.Documentation Protocol: We have implemented a revised documentation protocol to ensure that all
communications regarding services and charges are thoroughly documented. This will include
obtaining signatures from residents or their representatives acknowledging receipt and understanding
of this information.

5.Regular Audits: We will conduct regular audits of admission files to ensure compliance with these
protocols and to identify any areas that may require further attention or improvement.

By implementing these corrective actions, we are committed to ensuring that all residents are fully
informed of their rights and the services available to them at the time of admission. We appreciate your
understanding and guidance as we strive to enhance our processes.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care givers' rights and PART 2
responsibilities. (a)(1)(C)
Residents' rights and responsibilities:
8 P FUTURE PLAN
Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
established and a copy shall be provided to the resident and PLAN: WHAT WILL YOU DO TO ENSURE THAT
the resident’s family, 'legal guardian, surrogate,.sponsorlng IT DOESN’T HAPPEN AGAIN?
agency or representative payee, and to the public upon
requ?St' The Type [ ARCH pOllC.IGS and procedures shall We appreciate your communication regarding the deficiency noted in accordance with Rule 11-100.1-21
prov1de that each individual admitted shall: regarding Residents' and Primary Caregivers' Rights and Responsibilities, specifically concerning
Resident #1’s admission on July 12, 2024.
Be fully informed Orally and in Writing, priOI‘ to or at the To ensure that this deficiency does not occur again, we have developed the following future plan:
time of admission, and during stay, of services available in B o B )
1.Enhanced Admission Procedures: We will revise our admission procedures to ensure that all residents
or thrOUgh the Type [ ARCH and of related charges, and their representatives receive comprehensive written information about the services available and
including any charges for services not covered by the Type 1 related charges prior to or at the time of admission. This will include an updated checklist that staff will
ARCH's basic per diem rate: complete to confirm that all necessary information has been provided and acknowledged.
2.Mandatory Staff Training: We will conduct mandatory training sessions for all admissions staff to
FINDINGS emphasize the importance of clearly communicating the services available and related charges. This
e E—— . . training will ensure that all team members understand their responsibilities in facilitating informed
Resident #1 — No documented evidence resident was fully consent and acknowledgment from residents. 09/09/2024

informed in writing, prior to or at the time of admission on
7/12/24, of services available and of related charges.

Submit a copy with plan of correction.

3.Standardized Documentation Process: We will implement a standardized process for documenting
that residents have been informed about available services and related charges. This documentation
will include obtaining signatures from residents or their representatives, confirming their
understanding and acceptance of this information.

4.Regular Audits and Quality Assurance: We will conduct regular audits of our admission files to ensure
compliance with our revised procedures and to monitor adherence to the requirements outlined by the
Department of Health. This quality assurance measure will help us identify any potential issues
proactively.

5.Feedback Mechanism: We will establish a feedback mechanism that allows residents and their
representatives to provide input on their understanding of the services and charges at the time of
admission. This will help us continuously improve our processes and ensure that residents feel
informed and supported.

By implementing these measures, we are committed to providing clear and comprehensive information
to residents and their families regarding the services available and related charges at the time of
admission. We appreciate your understanding as we work to enhance our compliance and ensure the
highest quality of care for our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(G) PART 1
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited DID YOU CORRECT THE DEFICIENCY?
to, the following provisions:
USE THIS SPACE TO TELL US HOW YOU

Smoke detectors shall be provided in accordance with the CORRECTED THE DEFICIENCY
most current edition of the National Fire Protection
Association (NFPA) Standard 101 Life Safety Code, One
and TWO Family Dwellings. Ex1.st1n.g.Type I ARCHs may We appreciate your notification regarding the deficiency in accordance
coptmue to use battery operated 1nd1v1dua.11 srnokg detector with Rule 11-100.1-23 concerning the documentation of monthly fire drills
”mts’ however., upon transfer of owqershlp of primary care at our facility. We acknowledge that there was no documented evidence of
giver, such units shall be replaced with an automatic hard fire drills performed from September 2023 to August 2024, with particular
wiring UL approved smoke detector system; omissions in July and August 2024 during the transition of management

oversight at Hale Kiapu at Korean Care Center.
FINDINGS
No documented evidence monthly fire drills were performed | 16 address this deficiency, we have taken the following corrective actions:
from 9/2023-8/2024

1.Review and Update of Fire Drill Procedures: We conducted a

comprehensive review of our fire drill procedures to ensure compliance 09/20/2024

with state regulations. This includes confirming that monthly fire drills are
conducted and documented appropriately.

2.Resumption of Monthly Fire Drills: Monthly fire drills have been resumed
as of September 2024, and the fire drill log and record have been updated
to reflect these activities. We have also ensured that the security system
company is informed prior to each drill to facilitate proper coordination.

We sincerely apologize for not having the requested documentation readily
available on the day of inspection. We are committed to maintaining the
highest standards of safety and compliance within our facility and
appreciate your understanding as we work to improve our practices.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(G) PART 2
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited FUTURE PLAN
to, the following provisions:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Smoke detectors shall be provided in accordance with the PLAN: WHAT WILL YOU DO TO ENSURE THAT
most c'ur.rent edition of the National Flre Protection IT DOESN’T HAPPEN AGAIN?
Association (NFPA) Standard 101 Life Safety Code, One
and TWO Famlly Dwelhngs' EXl?thg .Type I ARCHs may Thank you for your notification regarding the deficiency in compliance with Rule 11-100.1-23
continue to use battery operated individual smoke detector concerning the documentation of monthly fire drills at our facility. We recognize the importance of
units. however. upon transfer of ownership or primary care these drills for the safety of our residents and staff and sincerely apologize for the lapses in
R ’ 2 p . p p R ry documentation during the transition of management oversight at Hale Kiapu at Korean Care Center.
giver, such units shall be replaced with an automatic hard
wiring UL approved smoke detector system; To ensure that this deficiency does not recur, we have developed a comprehensive action plan, which
’ includes the following steps:
FINDINGS 1.Reinforcement of Fire Drill Protocols: We have reviewed and updated our fire drill protocols to
. : reinforce the necessity of conducting and documenting monthly fire drills consistently. This includes
No documented evidence monthly fire drills were performed clear procedures for the execution and reporting of drills.
from 9/2023-8/2024
2.Scheduling and Notification: We will establish a clear, documented schedule for fire drills, ensuring
they are conducted monthly without fail. A reminder system will be put in place to alert staff and the
security system company in advance of each drill. 09/20/2024

3.Staff Training: We will conduct mandatory training sessions for all staff regarding the importance of
fire drills and the proper documentation procedures. This training will emphasize accountability and
adherence to safety protocols.

4.Documentation Checks: We will implement a regular audit system to review fire drill records. This will
include a designated staff member responsible for ensuring that all drills are conducted and properly
documented in a timely manner.

5.Management Oversight: The management team will conduct monthly reviews of the Fire Drill Log to
confirm compliance and to address any potential issues proactively.

6.Continuous Improvement: We will seek feedback from staff and residents after each drill to identify
any areas for improvement and to ensure that everyone is well-informed and prepared for emergency
situations.

We are committed to maintaining the highest safety standards and ensuring compliance with all
regulations. We appreciate your understanding as we work diligently to improve our practices.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (0)(1)(D) PART 1
Bedrooms:
G N DID YOU CORRECT THE DEFICIENCY?
eneral conditions:
Bedrooms shall not be used for recreation, cooking, dining, USE THIS SPACE TO TELL US HOW YOU
storage, bathrooms, laundries, foyers, corridors, lanais, and CORRECTED THE DEFICIENCY
libraries;
FINDINGS e L. . . .
Building A, Room #1 — Stored items (e.g., vacuum, steamer, Thank you for yf)ur‘notlflcatlon regardlmc.,r the def!C|?ncy related
misc) in licensed, vacant room to stored items in licensed rooms, specifically Building A, Room
#1 and Building D, Bedroom #4, in accordance with Rule 11-
Building D, Bedroom #4 — Shower chairs stored in licensed 100.1-23(0)(1)(D). We acknowledge the importance of
bedroom maintaining compliance with the regulations governing our
facility and appreciate your guidance in this matter.
To correct the deficiency, we have taken the following actions:
09/07/2024

1.Removal of Stored Items: On September 7, 2024, we removed
all stored items, including the vacuum, steamer, and
miscellaneous equipment from Building A, Room #1, as well as
the shower chairs from Building D, Bedroom #4.

2.Reorganization of Rooms: Following the removal, both rooms
have been reorganized to ensure compliance as licensed
bedrooms per general conditions requirements. The spaces are
now free from any non-residential items.

We are dedicated to ensuring that our facility meets all
regulatory requirements and appreciate your understanding as
we implement these corrections.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (0)(1)(D) PART 2
Bedrooms:
e FUTURE PLAN
General conditions:
Bedrooms shall not be used for recreation, cooking, dining, USE THIS SPACE TO EXPLAIN YOUR FUTURE
storage, bathrooms, laundries, foyers, corridors, lanais, and PLAN: WHAT WILL YOU DO TO ENSURE THAT
libraries; IT DOESN’T HAPPEN AGAIN?
w . To prevent future deficiencies related to the physical environment, we have
Bglldlpg A, Room #1 — Stored items (e.g., vacuum, steamer, developed the following plan:
misc) in vacant bedroom
1.Enhanced Staff Training: We will conduct mandatory training sessions for all staff
Building D, Bedroom #4 — Shower chairs stored in vacant members on the importance of maintaining licensed rooms free from non-
bedroom residential items. This training will include specific guidelines on what can and
cannot be stored in licensed areas and the importance of compliance with
regulatory standards.
2.Regular Inspections: We will implement a routine inspection schedule for all
licensed rooms. These inspections will occur monthly to ensure that no
unauthorized items are stored in resident areas. A designated staff member will be 09/07/2024

responsible for documenting findings and ensuring compliance.

3.Designated Storage Areas: To facilitate proper organization, we will maintain a
clear policy regarding designated storage areas. All items that are not in active use
will be stored in the covered storage shed at the back of the facility. This will
minimize the risk of items inadvertently being placed in licensed rooms.

4.Monitoring and Accountability: We will establish a monitoring system where staff
members are held accountable for maintaining the integrity of licensed rooms. Any
violations will be addressed promptly to prevent recurrence.

5.Feedback and Improvement: We will encourage staff to provide feedback on any
challenges they encounter regarding room organization and compliance. Regular
meetings will be scheduled to discuss these issues and explore solutions.

By implementing these measures, we are committed to ensuring that all licensed
areas of our facility remain compliant with state regulations and provide a safe,
welcoming environment for our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (p)(5) PART 1
Miscellaneous:
9

Signaling devices approved by the department shall be DID YOU CORRECT THE DEFICIENCY?
provided for resident's use at the bedside, in bathrooms,
toilet rooms, and other areas where residents may be left USE THIS SPACE TO TELL US HOW YOU
alone. In Type I ARCHs where the primary care giver and CORRECTED THE DEFICIENCY
residents do not reside on the same level or when other
signaling mechanisms are deemed inadequate, there shall be
an electronic signaling system. . e L. ) .

We appreciate your notification regarding the deficiency
FINDINGS related to the availability of signaling devices in various
Main Building, Room #1 — Bedroom and bathroom rooms and bathrooms throughout our facility, as per Rule
signaling device unavailable 11-100.1-23(p)(5). We understand the importance of this
Main Building, Room #2, Bed #4 — Signaling device req.uwement in ensuring the safgty and'vv.ell—b_emg of our
unavailable residents. To address the identified deficiencies, we have

taken the following corrective action:
Building A, Room #2,8 and Bathroom #2 — Signaling device
unavailable 1.Installation of Signaling Devices: On September 9,2024, | 09/09/2024

Building B, Bathroom #2 — Signaling device unavailable

Building C — Room #2-4 and Bathroom #1,2 — Signaling
devices unavailable

Building D — Room #4 and Bathroom #1 - Signaling device
unavailable

we successfully installed a centralized signaling device
system in all rooms and bathrooms throughout the facility.
This system ensures that all residents have immediate
access to signaling devices to call for assistance when
needed.

2.Comprehensive Testing: After installation, we conducted
thorough testing of the signaling devices to ensure they are
fully operational and meet safety standards. All devices
were tested to confirm that they provide reliable
communication for residents and staff.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (p)(5) PART 2
Miscellaneous:
Signaling devices approved by the department shall be FUTURE PLAN
provided for resident's use at the bedside, in bathrooms,
toilet rooms, and other areas where residents may be left USE THIS SPACE TO EXPLAIN YOUR FUTURE
alone. In Type I ARCHs where the primary care giver and PLAN: WHAT WILL YOU DO TO ENSURE THAT
r;mdepts do not re?s1de on the same.level or when other IT DOESN’T HAPPEN AGAIN?
signaling mechanisms are deemed inadequate, there shall be
an electronic signaling system. As you are aware, we have successfully installed a centralized signaling device system in all
rooms and bathrooms throughout the facility as of September 9, 2024.
FINDINGS
Main Building, Room #1 — Bedroom and bathroom To prevent similar deficiencies in the future, we have developed a comprehensive plan that
. . > . includes the following key elements:
signaling device unavailable
1.Regular Audits and Inspections: We will implement a monthly audit schedule to assess the

Main Building, Room #2, Bed #4 — Signaling device functionality of all signaling devices. This will include checking for operational status and
unavailable ensuring that each device is easily accessible to residents.

L . . . 2.Preventive Maintenance Program: We will establish a preventive maintenance program for
Bulldlng A, Room #2,8 and Bathroom #2 — Slgnahng device the signaling device system, which will include routine checks and timely repairs to ensure
unavailable that all devices remain in optimal working condition. This program will be documented and 09/09/2024

Building B, Bathroom #2 — Signaling device unavailable

Building C — Room #2-4 and Bathroom #1,2 — Signaling
devices unavailable

Building D — Room #4 and Bathroom #1 - Signaling device
unavailable

reviewed regularly.

3.Staff Training and Awareness: We will conduct ongoing training sessions for all staff
members regarding the importance of the signaling devices and the protocols for
addressing any issues that may arise. This training will emphasize the need forimmediate
reporting of any malfunctioning devices.

4.Resident Feedback Mechanism: We will create a feedback mechanism that allows
residents to report any concerns related to the signaling devices directly to management.
This will enable us to address potential issues proactively.

5.Documentation and Reporting: All audits, maintenance activities, and resident feedback
will be documented and reviewed during our monthly safety meetings. This will ensure
accountability and continuous improvement in our safety protocols.

By implementing this comprehensive plan, we aim to maintain compliance with regulatory
requirements and provide a safe environment for our residents. We appreciate your
understanding and support as we work to uphold the highest standards of care.
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2.Documentation Acquisition: We obtained limited documentation
from our food vendor, which includes:

- Menu Schedule: A schedule outlining the meal offerings
provided to residents.

- Nutritional Information: Partial nutritional profiles for menu
items to support residents’ dietary needs.

- Delivery Schedule: An overview of the delivery process and
frequency, ensuring consistency in meal service.

Attached you will find the documentation for your review. We
recognize that these documents may not fully address all regulatory
requirements raised during the inspection and are continuing to
work with our food vendor to obtain additional information.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-54 General operational policies. (7) PART 1
In addition to the requirements in section 11-100.1-7, the
Type I} ARCH s.hall have general operational policies on the DID YOU CORRECT THE DEFICIENCY?
following topics:
Meal planning, food purchase, meal preparation and service, USE THIS SPACE TO TELL US HOW YOU
and referral and use of consultant registered dietitian; CORRECTED THE DEFICIENCY
FINDINGS
General operatlonal.polmes fpr the utllllzatlon of an.out51de We appreciate your feedback regarding the deficiency noted under
contracted meal delivery service unavailable for review. . . .
Rule 11-100.1-54(7) concerning our general operational policies for
Submit a copy with plan of correction. the utilization of an outside contracted meal delivery service.
To correct this deficiency, we have taken the following actions:
1.Engagement with Food Vendor: We met with our food vendor to
clarify the necessary documentation for regulatory compliance. This
collaborative effort was instrumental in gathering available
materials, ensuring alignment with operational standards. 09/11/2024
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-54 General operational policies. (7)

In addition to the requirements in section 11-100.1-7, the
Type I ARCH shall have general operational policies on the
following topics:

Meal planning, food purchase, meal preparation and service,
and referral and use of consultant registered dietitian;

FINDINGS
General operational policies for the utilization of an outside

contracted meal delivery service unavailable for review.

Submit a copy with plan of correction.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

Thank you for your feedback regarding the deficiency under Rule 11-100.1-54(7), related to our general operational policies for utilizing an
outside contracted meal delivery service. Ensuring full compliance with operational policies is a priority for us, and we are committed to
addressing this matter promptly and thoroughly.

To correct this deficiency, we have taken the following actions:

1.Engagement with Food Vendor: We have engaged with our food vendor to clarify documentation requirements necessary for regulatory
compliance. Through this collaboration, we aim to acquire all essential materials to align our services with state operational standards.

2.Documentation Acquisition: We are actively working with our food vendor to ensure comprehensive documentation is available,
including:

3.Menu Schedule: A detailed schedule outlining meal offerings for residents.

4.Nutritional Information: Full nutritional profiles for menu items to confirm they meet dietary requirements.

5.Delivery Schedule: A documented outline of the delivery process and frequency to maintain consistency in meal service. Our goal is to
maintain open communication with our food vendor to secure this documentation consistently and ensure that these records meet all

state requirements.

6.Future Plan
To ensure this deficiency does not recur, we are implementing additional measures:

7.Routine Documentation Audits: Monthly internal reviews will be conducted to confirm that all contracted meal service documentation is
complete, up-to-date, and aligned with state requirements.

8.Vendor Communication Protocol: We have established regular check-ins with our food vendor to keep documentation current, including
prompt updates to menus, nutritional information, and delivery schedules.

9.Policy and Procedure Update: We have updated our operational policies to include quarterly reviews of all third-party service
documentation to ensure compliance.

Future Plan
To ensure this deficiency does not occur again, we are implementing the following actions:

1.Routine Documentation Review: We will conduct monthly internal audits to review all meal service documentation, including updated
menus, nutritional profiles, and delivery schedules, ensuring that all required information is on file and compliant.

2.Regular Communication with Food Vendor: We will maintain consistent communication with our food vendor to ensure all required
documentation is up-to-date and promptly available for review. This includes requesting updates to menu items, nutritional information,

and delivery schedules as they occur.

3.Policy Update: Our policies and procedures will now include a quarterly review of all contracted service agreements, specifically focusing
on compliance with state requirements. This policy update will help verify that all service documentation is readily available at all times.

We appreciate your support as we work to strengthen our documentation and policies.

09/11/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-55 Nutrition and food sanitation. (2) PART 1
In addition to the requirements in section 11-100.1-13 the
following shall apply to all Type II ARCHs: DID YOU CORRECT THE DEFICIENCY?
All consultant dietitians shall provide special diet training
for food preparation staff and ensure staff competencys; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

FINDINGS
No documented evidence that the facility utilized the
Consultant Registered Dietitian to provide training for . .
current food preparation staff to ensure staff competency. Regarding the deficiency noted under Rule 11-100.1-55(2)

regarding documented evidence of Registered Dietitian-
Submit proof of completed training with plan of correction. provided training for our food preparation staff. We

understand the importance of ensuring staff competency

in food preparation to maintain high standards in nutrition

and food sanitation.

1.Registered Dietitian Consultant Engagement: We have

09/11/2024

solidified an agreement with a Licensed Registered
Dietitian to support us in addressing this requirement. The
consultant will provide comprehensive training to our food
preparation staff, covering best practices in food safety,
dietary requirements, and preparation standards.

2.Scheduling of Training: We are currently coordinating
with the Registered Dietitian to confirm an available date
for conducting the in-service training. Once confirmed, we
will document the scheduled date, attendance, and
training content to provide a complete record of
compliance.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-55 Nutrition and food sanitation. (2) PART 2
In addition to the requirements in section 11-100.1-13 the
following shall apply to all Type I ARCHs:
& Shatapply P FUTURE PLAN
All consultant dietitians shall provide special diet training
for food preparation staff and ensure staff competencys; USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS = N IT DOESN’T HAPPEN AGAIN?
No documented evidence that the facility utilized the
Consultant Rengtereq Dietitian to pr0V1de training for We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-55(2) on
current food preparation staff to ensure staff competency. documented evidence of training provided by a Consultant Registered Dietitian for our food
preparation staff. We acknowledge the importance of ensuring staff competency in food
Submit proof of completed training with plan of correction. safety and nutrition standards.
To prevent recurrence of this deficiency, we have established the following measures:
1.0ngoing Engagement with Registered Dietitian Consultant: We have formalized an
agreement with a Registered Dietitian Consultant who will be responsible for conducting
quarterly in-service trainings. These sessions will cover key areas of food safety, nutritional
standards, and effective food preparation techniques to ensure all staff maintain a high level
of competency.
09/11/2024

2.Scheduled Training Sessions: We will schedule the initial in-service training as soon as the
Consultant’s availability is confirmed. Moving forward, we will secure recurring dates for
quarterly sessions to maintain consistent training throughout the year.

3.Documentation and Record Keeping: For each training session, we will document
attendance, training materials covered, and assessments of staff competency. These
records will be maintained in a centralized log and will be readily available for review.

4.Regular Competency Assessments: Following each training session, we will conduct brief
assessments to confirm staff understanding and competency in food preparation practices.
This will allow us to address any areas of improvement promptly.

We are fully committed to ensuring that our food preparation staff receive ongoing training
to uphold best practices in nutrition and food sanitation for the benefit of our residents.
Thank you for your guidance and support as we continue to enhance our facility's
operational standards.

93




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (1) PART 1
In addition to the requirements in subchapter 2 and 3:
A regi : . DID YOU CORRECT THE DEFICIENCY?
registered nurse other than the licensee or primary care
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care USE THIS SPACE TO TELL US HOW YOU
to residents as needed to implement their care plan; CORRECTED THE DEFICIENCY
FINDINGS
RemdenF #1 — No documented ev1denc§ all careglvers have We appreciate your feedback regarding the deficiency noted under Rule 11-
been trained by a case manager to provide daily personal L .
d alized to th ded resident 100.1-83(1) on the documented training of caregivers by a Case Manager to
and specialized care fo the expanded residen provide personal and specialized care for the expanded resident.
Submit a proof of completed training with plan of Correction of Deficiency:
correction.
1.Engagement of a Case Manager: We have established an agreement with
a qualified Case Manager who is overseeing the training of all caregivers to
ensure they are fully prepared to provide both daily personal and
specialized care for our expanded resident.
09/17/2024

2.Initial Training Completion: Training has commenced, and several
caregivers have completed the required training. Attached are copies of the
proof of training for these caregivers, as documented by our Case Manager.

3.0ngoing Training for Remaining Staff: We are in the process of scheduling
ongoing training sessions to ensure all remaining staff members complete
the necessary training. Once the training is completed for each caregiver,
proof of training will be documented and filed in each caregiver’s record.
Moving forward, we are committed to upholding a high standard of care for
all residents by maintaining rigorous training protocols for our staff. We are
confident that these steps will enhance our facility’s compliance, and the
quality of care provided.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (1) PART 2
In addition to the requirements in subchapter 2 and 3:
A registered nurse other than the licensee or primary care FUTURE PLAN
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care USE THIS SPACE TO EXPLAIN YOUR FUTURE
to residents as needed to implement their care plan; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
ReSIdenF #1 —No documented eVldenCﬁ? all cgreglvers have Deficiency identified under Rule 11-100.1-83(1) regarding caregiver training by a
been tramefl by a case manager to prov14e daily personal Case Manager for the provision of daily personal and specialized care to the
and specialized care to the expanded resident expanded resident.
Submit a proof of completed training with plan of To prevent this issue from reoccurring, we are implementing the following steps:
correction.
1.0ngoing Case Manager Engagement: We have established a consistent
partnership with a Case Manager who will oversee the initial and refresher training
of all caregiving staff in specialized resident care.
2.Comprehensive Training Schedule: A structured training schedule has been
established to ensure that all new hires complete this essential training within 09/17/2024

their first 30 days of employment. Ongoing quarterly refresher courses will also be
conducted to reinforce caregiver skills and maintain high standards of care.

3.Documentation Protocol: We will maintain detailed training records for each
caregiver. Upon completion of training, proof will be immediately documented and
filed in each caregiver’s personnel record. Training logs will also be reviewed
monthly by management to ensure compliance and readiness for review by the
department.

4.Quality Assurance Audits: Our management team will conduct regular audits of
caregiver training records to ensure that all personnel have received the necessary
training and are compliant with all relevant care standards.

These measures will enable us to maintain full compliance with personnel and
staffing requirements while ensuring that our caregivers are equipped to provide
exceptional care to our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (5) PART 1
In addition to the requirements in subchapter 2 and 3:
9

Primary and substitute care givers shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO TELL US HOW YOU
to the management of an expanded ARCH and care of CORRECTED THE DEFICIENCY
expanded ARCH residents.
FINDINGS _ . .
SCG #2 — 10/12 hours of annual continuing education hours In rega r(fl to the def'(f'ency identified under RUIe_ 11'100'1'_83(5)’
unavailable concerning the requirement for annual continuing education

hours for SCG#2.
Submit a copy of 10 hours of completed continuing
education hours with plan of correction. Completed hours We have taken the necessary steps to bring our continuing
will be credited towards the 2024 annual inspection only. education records for SCG#2 up to date:

1.Documentation Update: Attached, you will find proof of

SCG#2’s completion of 10 continuing education hours, which 08/28/2024

will be credited toward the 2024 annual inspection. These hours
fulfill the educational requirements outlined under Rule 11-
100.1-83(5).

2.Tracking and Compliance System: We have implemented a
more robust tracking system to ensure all staff members
complete and document required continuing education hours
well in advance of annual reviews. This system includes
periodic reminders and log accessible by management to
monitor progress.

These actions will ensure ongoing compliance with state
requirements and enhance the competency of our staff to
deliver quality care to our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (5) PART 2
In addition to the requirements in subchapter 2 and 3:
Primary and substitute care givers shall have documented FUTURE PLAN
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO EXPLAIN YOUR FUTURE
to the management of an expanded ARCH and care of PLAN: WHAT WILL YOU DO TO ENSURE THAT
expanded ARCH residents. IT DOESN’T HAPPEN AGAIN?
FINDINGS . . -
SCG #2 — 10/12 hours of annual continuing education hours Regard.mg the deficiency noted under Rule 11-100.1-83(5) on continuing
. education hours for SCG#2.
unavailable
. o To prevent future deficiencies related to annual continuing education
SubmlF a copy of 1.0 hours ofcomplfzted continuing requirements, we are implementing the following actions:
education hours with plan of correction. Completed hours
will be credited towards the 2024 annual inspection only. 1.Monthly In-Service Continuing Education: We will conduct monthly in-
service continuing education sessions beginning January 2025, ensuring all
staff have ample opportunities to complete and exceed the required
annual continuing education hours. This proactive approach will help
prevent any gaps in compliance and further enhance staff competency. 08/28/2024

2.Tracking and Monitoring System: Our administrative team has also
established an improved tracking and reminder system to monitor each
staff member’s progress toward meeting their continuing education hours.
Quarterly reviews will allow us to address any issues early and ensure
timely completion of all training requirements.

3.Documented Compliance: All completed education hours will be
recorded and maintained in staff records, which will be reviewed regularly
to verify that each staff member consistently meets the requirements.

We are committed to sustaining compliance and upholding a high standard
of care.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-84 Admission requirements. (b)(4) PART 1
Upon admission of a resident, the expanded ARCH licensee
shall have the following information: DID YOU CORRECT THE DEFICIENCY?
Evidence of current immunizations for pneumococcal and
influenza as recommended by the ACIP; and a written care USE THIS SPACE TO TELL US HOW YOU
plan addressing resident problems and needs. CORRECTED THE DEFICIENCY
FINDINGS
Resident #1 — No documented evidence of current .
immunizations for pneumococcal and influenza upon The deficiency noted under Rule 11-100.1-84(b)(4)
admission on 7/12/24 regarding Resident #1’s immunization documentation
Submit a copy of proof of vaccination with plan of upon admission on 7/12/2024.
correction.
We have reviewed and updated Resident #1's records
to ensure they include current immunization
documentation as required. Resident #1 received the
pneumococcal vaccine (Pneumovax) on 12/2009 and | 09/19/2024

10/2001, and Prevnar on 05/15/2015, along with the
influenza vaccine on 09/11/2024. Attached is a copy of
the documentation verifying these immunizations,
now included in Resident #1's record to demonstrate
compliance.

To prevent future deficiencies, we will implement a
thorough admission checklist and immunization
verification process for all new admissions, which
includes confirming and documenting all required
immunizations upon entry.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-84 Admission requirements. (b)(4) PART 2
Upon admission of a resident, the expanded ARCH licensee
shall have the following information: FUTURE PLAN
Evidence of current immunizations for pneumococcal and
influenza as recommended by the ACIP; and a written care USE THIS SPACE TO EXPLAIN YOUR FUTURE
plan addressing resident problems and needs. PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
ReSIder,lt #,1 — No documented eVldenC,e of current Regarding the deficiency noted under Rule 11-100.1-84(b)(4) concerning Resident
immunizations for pneumococcal and influenza upon #1’s immunization documentation.
admission on 7/12/24
To prevent this deficiency from occurring again, we will implement the following
Submit a copy of proof of vaccination with plan of measures:
correction.
1.Admission Checklist: We will develop a comprehensive admission checklist that
includes a section specifically forimmunization documentation. This checklist will
ensure that all required immunizations are verified and documented at the time of
admission.
2.Staff Training: Our staff will receive training on the importance of maintaining 09/19/2024

accurate immunization records, including understanding the specific requirements
for pneumococcal and influenza vaccines. This training will reinforce the
significance of gathering and documenting this information during the admission
process.

3.Regular Audits: We will conduct regular audits of resident records to ensure that
allimmunizations are up to date and properly documented. This will include
quarterly reviews of new admissions to verify compliance with immunization
requirements.

4.Collaboration with Healthcare Providers: We will enhance communication with
residents’ healthcare providers to ensure timely updates regarding immunizations
and to facilitate the collection of necessary documentation.

5.0ngoing Review and Improvement: We will continuously review and improve our
processes for collecting and maintaining immunization records to ensure
compliance with all regulatory requirements.

We appreciate your understanding and support as we work to uphold the highest
standards of care and regulatory compliance in our facility.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
(a)
Case management services shall be provided for each 9
expanded ARCH resident to plan, locate, coordinate and DID YOU CORRECT THE DEFICIENCY?
monitor comprehensive services to meet the individual
resident's needs based on a comprehensive assessment. USE THIS SPACE TO TELL US HOW YOU
Case management services shall be provided by a registered CORRECTED THE DEFICIENCY
nurse who:
FINDINGS _ .
Resident #1 — No documented evidence case management The deficiency noted under Rule 11-100.1-88(a) concerning the
services is being provided to the expanded resident documentation of case management services provided to
Resident #1.
Submit proof of case management service enrollment with
plan of correction. To address this deficiency, we have taken the following
corrective actions:
1.Documentation of Case Management Services: We have
established a Client Service Agreement for our facility, which is 09/17/2024

now attached for your review. This document outlines the
scope of case management services being provided, ensuring
compliance with regulatory requirements.

2.Regular Monitoring: We will implement a system for ongoing
monitoring of case management services to ensure that all
residents receive the necessary support. This includes regular
check-ins with residents and staff to verify that services are
being delivered as outlined in the Client Service Agreement.
We appreciate your understanding as we work diligently to
maintain compliance with all regulations and provide the
highest quality of care to our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
(a)
Case management services shall be provided for each FUTURE PLAN
expanded ARCH resident to plan, locate, coordinate and
monitor comprehensive services to meet the individual
resident's needs based on a comprehensive assessment. USE THIS SPACE TO EXPLAIN YOUR FUTURE
Case management services shall be provided by a registered PLAN: WHAT WILL YOU DO TO ENSURE THAT
nurse who: IT DOESN’T HAPPEN AGAIN?
w . Regarding the deficiency noted under Rule 11-100.1-88(a) concerning the documentation of
Resident #1 — No documented evidence case management case management services provided to Resident #1. We take this matter seriously and are
services is being provided to the expanded resident committed to implementing measures to prevent a recurrence.
Submi fof . 11 ith To ensure that case management services are consistently documented and provided to all
ubmit proo 0 case management service enrollment wit residents, we will implement the following actions:
plan of correction.
1.Enhanced Documentation Protocols: We will develop a standardized documentation
protocol for case management services. This will include specific forms and checklists to
ensure all required information is recorded accurately and promptly.
2.Regular Review of Case Management Services: A designated staff member will conduct
monthly audits of case management documentation to ensure compliance with regulatory 09/17/2024

requirements. This will allow us to promptly identify and address any gaps in service
delivery or documentation.

3.Staff Training and Education: We will provide ongoing training sessions for our staff on the
importance of proper documentation and the requirements for case management services.
This will reinforce our commitment to maintaining high standards of care and compliance.

4.Regular Communication with Residents and Families: We will implement regular meetings
with residents and their families to review case management services, ensuring
transparency and accountability. This will help us gather feedback and make any necessary
adjustments to services provided.

5.Collaboration with Case Managers: We will establish clear communication channels
between our facility and case managers to facilitate timely updates on resident needs and
services. This collaboration will ensure that all case management services are effectively
coordinated and documented.

By implementing these strategies, we are confident that we will enhance our case
management services and ensure that all documentation is readily available for review.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
(a)(1)
Case management se.rvices shall be provided folr each DID YOU CORRECT THE DEFICIENCY?
expanded ARCH resident to plan, locate, coordinate and
monitor comprehensive services to meet the individual
resident's needs based on a comprehensive assessment. USE THIS SPACE TO TELL US HOW YOU
Case management services shall be provided by a registered CORRECTED THE DEFICIENCY
nurse who:
Possess.es a bachelor's degree 1 nursng and current license Regarding the deficiency noted under Rule 11-100.1-88(a)(1) concerning
to practice in the State of Hawaii; : . : .
the documentation of a comprehensive assessment for Resident #1 prior to
placement in our facility. We take this matter seriously and have taken
w . . corrective action to address the issue.
Resident #1 — No documented evidence a comprehensive
assessment of the e?ipanded ARCH resident was completed To rectify this deficiency, we have taken the following steps:
prior to placement in the facility by case manager
1.Engagement with Case Management Company: We have solidified our
partnership with a reputable case management company to ensure
comprehensive assessments are conducted as required by regulation.
09/17/2024

2.Completion of Comprehensive Assessment: Following our agreement
with the case management company, a comprehensive assessment of
Resident #1 was completed by a qualified case manager for placement in
our facility. This assessment included evaluations of the resident's medical
history, functional abilities, and any specific care needs.

3.Documentation of Assessment: We have ensured that all documentation
related to the comprehensive assessment is completed and securely stored
in Resident #1's records for review.

4.Review of Policies and Procedures: We have updated our internal policies
and procedures to mandate that all residents undergo a comprehensive
assessment by a case manager before admission. This process will be
strictly followed for all future placements.

We appreciate your understanding as we work to enhance our services and
maintain compliance with all regulations.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-88 Case management qualifications and services.
(a)(1)

Case management services shall be provided for each
expanded ARCH resident to plan, locate, coordinate and
monitor comprehensive services to meet the individual
resident's needs based on a comprehensive assessment.

Case management services shall be provided by a registered
nurse who:

Possesses a bachelor's degree in nursing and current license
to practice in the State of Hawaii;

FINDINGS

Resident #1 — No documented evidence a comprehensive
assessment of the expanded ARCH resident was completed
prior to placement in the facility by case manager

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

The deficiency noted under Rule 11-100.1-88(a)(1) concerning the lack of documented evidence of a
comprehensive assessment for Resident #1 prior to their placement in our facility. We understand the
importance of this requirement and have implemented measures to prevent this deficiency from
occurring in the future.

To ensure that case management services are consistently documented and provided to all residents,
we will implement the following actions:

1.Enhanced Partnership with Case Management Company: We will maintain a close collaboration with
our selected case management company to ensure that comprehensive assessments are consistently
completed for all new residents prior to their admission.

2.Standard Operating Procedures (SOPs): We are developing and will implement standardized
procedures for conducting comprehensive assessments. This will include clear timelines for
assessments to be completed before placement and checklists to ensure all necessary components are
addressed.

3.Staff Training: We will conduct training sessions for our administrative and care staff to emphasize the
importance of comprehensive assessments. Staff will be educated on the specific requirements of the
assessment process and their roles in facilitating timely evaluations.

4.Documentation Review Process: We will establish a review process to ensure that all assessments are
documented accurately and stored in each resident’s record. Regular audits will be conducted to verify
compliance with these documentation standards.

5.Quality Assurance Measures: We will implement a quality assurance program to monitor compliance
with case management assessments and identify any areas needing improvement. This will include
periodic reviews and feedback mechanisms to enhance our processes continuously.

6.Communication Protocols: We will establish a communication protocol to ensure that any changes in
residents’ needs are promptly assessed and documented, even after admission, to maintain a high
standard of care.

By taking these proactive measures, we are committed to ensuring that all residents receive the
appropriate assessments prior to their admission, thereby aligning with regulatory requirements and
providing the best possible care.

09/17/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
gl)(z) i hall b ided f h
ase management services shall be provided for eac
expanded ARCH resident to plan, locate, coordinate and DID YOU CORRECT THE DEFICIENCY?
monitor comprehensive services to meet the individual
resident's needs based on a comprehensive assessment. USE THIS SPACE TO TELL US HOW YOU
Case management services shall be provided by a registered CORRECTED THE DEFICIENCY
nurse who:
Has at leagt tWO years experience with client care We appreciate your feedback regarding the deficiency noted under
coordination responsibilities and possesses knowledge and ) L
skills pertaining to the long term care needs of the geriatric Rule} 11-100.1-88(a)(2) concerning the unavailability of a care plan for
population. The department may allow substitution of two Resident #1.
additional years of client care coordination experience for a
bachelor’s degree. To address this issue, we have taken the following corrective actions:
FINDINGS 1.Agreement with Case Management Company: We have solidified
Resident #1 — Care plan unavailable for the expanded our partnership with a qualified case management company, which
resident has enabled us to streamline our processes in providing care plans
for residents. 09/17/2024

Submit a copy of resident’s care plan with plan of
correction.

2.Completion of Care Plan: A comprehensive care plan for Resident
#1 was developed and completed by the case manager shortly after
finalizing our agreement with the case management company.
Attached is a copy of the care plan for your review.

3.Ensuring Future Compliance: We are implementing a new protocol
to ensure that care plans are created and documented prior to the
admission of residents. This will include a systematic checklist to
verify that all necessary components are addressed, and
documentation is readily available.

By implementing these measures, we are confident that we will
prevent similar deficiencies in the future and continue to provide
high-quality care to our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
(a)(2)
Case management services shall be provided for each
g : P ! FUTURE PLAN
expanded ARCH resident to plan, locate, coordinate and
monitor comprehensive services to meet the individual
resident's needs based on a comprehensive assessment. USE THIS SPACE TO EXPLAIN YOUR FUTURE
Case management services shall be provided by a registered PLAN: WHAT WILL YOU DO TO ENSURE THAT
nurse who: IT DOESN’T HAPPEN AGAIN?
Has at_ lea:St two yearg e.x.p.erlence with client care We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-88(a)(2)
coordination responsibilities and possesses knowledge and concerning the unavailability of a care plan for Resident #1.
skills pertaining to the long term care needs of the geriatric
population The department may allow substitution of two To prevent this deficiency from occurring in the future, we have implemented the following
.. ) . . . . ti lan:

additional years of client care coordination experience for a action plan
bachelor’s degree. 1.Establishing a Systematic Approach: We have formalized our partnership with the case

management company, which includes a structured process for creating and reviewing care
FINDINGS plans for all expanded ARCH residents. This will ensure that care plans are completed prior
- . t i diatel th ident's admission.
Resident #1 — Care plan unavailable for the expanded o orimmediately tpon fhe resident s admission
resident 2.Timely Development of Care Plans: We will implement a protocol requiring the case

manager to develop a comprehensive care plan within a specified timeframe after a 09/17/2024

Submit a copy of resident’s care plan with plan of
correction.

resident’s placement. This will include a checklist to confirm that all necessary components
are addressed and documented.

3.Regular Audits and Reviews: We will conduct regular audits of all care plans to ensure that
they are not only completed but also updated as needed based on the residents' changing
needs. This will include monthly reviews by our management team.

4.Training for Staff: Staff will receive training on the importance of care plans and the
processes for ensuring they are developed and maintained. This will foster a culture of
accountability and awareness regarding compliance requirements.

5.Communication with Case Management: We will establish ongoing communication with
the case management team to ensure any updates or changes in resident needs are
promptly reflected in their care plans.

By implementing these measures, we aim to ensure that care plans are consistently
available for all residents, thereby enhancing the quality of care we provide. We are
committed to compliance with all regulatory requirements and appreciate your guidance in
this matter.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-89 Medications. (2) PART 1
In addition to the requirements in subchapter 2 and
?Itz(gﬁmer 3, the following shall apply to an expanded DID YOU CORRECT THE DEFICIENCY?
The primary care giver (PCG) shall obtain training, relevant USE THIS SPACE TO TELL US HOW YOU
information, and regular monitoring from the expanded CORRECTED THE DEFICIENCY
ARCH resident's physician, a home health agency, or a
registered nurse case manager for any and all specific
medications that the expanded ARCH resident requires. We appreciate your feedback regarding the deficiency noted under
FINDINGS Rule 11-100.1-89(2) concerning the lack of documented evidence
Resident #1 — No documented evidence PCG was provided that the Primary Caregiver (PCG) for Resident #1 was provided with
training and ongoing monitoring by the case manager for all training and ongoing monitoring by the case manager for all
medications medications.
Submit copy of training completed with plan of correction. To address this deficiency, we have taken the following corrective
actions:
1.Training Completion: We have ensured that the PCG for Resident #1 | 09/17/2024

has completed the necessary training on medication management.
Attached is documentation verifying that the training was conducted
and successfully completed.

2.0ngoing Monitoring: To further ensure competency in medication
management, the case manager will implement a schedule for
ongoing monitoring sessions with the PCG. This will include regular
check-ins and assessments to reinforce proper medication
administration and address any questions or concerns that may
arise.

By implementing these measures, we are confident in our ability to
comply with regulatory requirements moving forward and ensure the
safety and well-being of our residents.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-89 Medications. (2) PART 2
In addition to the requirements in subchapter 2 and
subchapter 3, the following shall apply to an expanded
P & Shal appry P FUTURE PLAN
ARCH:
The primary care giver (PCG) shall obtain training, relevant USE THIS SPACE TO EXPLAIN YOUR FUTURE
information, and regular monitoring from the expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT
ARCH resident's physician, a home health agency, or a IT DOESN’T HAPPEN AGAIN?
registered nurse case manager for any and all specific
medications that the expanded ARCH resident requires. Regarding the deficiency noted under Rule 11-100.1-89(2) concerning the documentation of training
and ongoing monitoring of the Primary Caregiver (PCG) for Resident #1.
—FINDINGS . . To ensure that this deficiency does not occur again, we have developed the following comprehensive
Resident #1 — No documented evidence PCG was provided action plan:
training and ongoing monitoring by the case manager for all i . . » _
. . 1.Establishment of a Training Program: We will implement a structured training program for all Primary
medications Caregivers regarding medication management. This program will cover essential topics, including
medication types, dosages, administration techniques, and potential side effects.
Submit copy of tralmng completed with plan of correction. 2.0ngoing Monitoring Protocols: We will institute a regular monitoring schedule, where case managers
will conduct follow-up assessments of the PCG’s medication management practices. This will include
monthly check-ins to ensure compliance with medication protocols and address any issues that may
arise.
09/17/2024

3.Documentation Improvement: To maintain accurate records, we will enhance our documentation
procedures. All training sessions and monitoring activities will be logged with specific details, including
dates, topics covered, and signatures from both the trainer and the trainee. This will ensure clear
evidence of completed training and ongoing monitoring.

4.Staff Accountability: We will designate specific staff members to be responsible for overseeing the
medication training and monitoring process. This accountability will ensure that training is not only
completed but also consistently evaluated for effectiveness.

5.Feedback Mechanism: We will establish a feedback mechanism allowing caregivers to communicate
any challenges they face regarding medication management. This feedback will be used to adapt our
training program continuously to meet the needs of our staff and residents.

6.Review and Revision: Our policies and training materials will be reviewed regularly to incorporate best
practices and any updates in medication management protocols. This will help us stay compliant with
regulatory standards.

By implementing this comprehensive plan, we are committed to ensuring that all PCGs receive the
necessary training and ongoing support for medication management, ultimately enhancing the quality
of care for our residents.
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Licensee’s/Administrator’s Signature: i

Print Name: -onathan Domingo

Date:  11/01/2024
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	Custom Field 1: We acknowledge the cited deficiency regarding the availability of current physical exam documentation for Substitute Caregiver (SCG#1) and have developed a structured plan to ensure this issue does not recur.

1.	Establishing a Compliance Calendar:
        - We have implemented a compliance calendar to ensure that all required documentation, including physical exams, remains current for all Substitute Caregivers (SCGs). This calendar tracks the expiration dates for each SCG’s required documents, with reminders sent to the designated administrator 30 days before a renewal is due.

2.	Quarterly File Audits:
        - Beginning immediately, we will conduct quarterly audits of all SCG personnel files. These audits are designed to verify that each SCG’s physical exam and other required health records are current and filed properly. The results of each audit will be documented and reported to the administration.

3.	Training for Administrative Staff:
        - Administrative staff responsible for maintaining personnel files will receive training on the updated tracking and auditing procedures. This training will ensure that all personnel understand the importance of timely documentation updates and compliance with Rule 11-100.1-9.

4.	Immediate Action Steps for Renewals:
        - For any SCG whose physical exam or other health documentation is approaching expiration, a proactive appointment scheduling system has been implemented. We will initiate reminders to both the SCG and their supervisor to schedule the exam at least two weeks prior to expiration.

Through these steps, we are committed to maintaining continuous compliance with Rule 11-100.1-9 and ensuring that all SCG health records remain current. Thank you for your guidance in helping us strengthen our compliance processes.
	Copy of Custom Field 1 (2): We acknowledge the deficiency identified concerning Fieldprint clearance compliance for Substitute Caregivers (SCGs) and have taken the following corrective actions:

1.	Scheduled Fieldprint Clearance for SCG#1:
        - A Fieldprint clearance appointment for SCG#1 has been scheduled for Wednesday, October 30, 2024, at 10:30 AM. Attached to this response is a copy of the appointment confirmation to verify scheduling.

2.	Completed Fieldprint Clearance for SCG#2:
         - SCG#2’s Fieldprint clearance has been successfully completed, and a Fitness Determination was issued on October 1, 2024. A copy of this Fitness Determination is attached as verification of compliance.
	Copy of Custom Field 1 (3): We acknowledge the identified deficiency regarding Fieldprint clearance compliance for Substitute Caregivers (SCGs) and have taken the following corrective actions to address it:

1.	Review and Monitoring of SCG Files:
        - A comprehensive review of all SCG files has been completed to verify that each SCG has up-to-date Fieldprint clearances.
        - For SCGs found without current clearance, appointments have been scheduled to ensure all SCGs meet the Fieldprint requirements in accordance with Rule 11-100.1-3(b)(1)(I).

2.	Documentation and Filing Protocol:
        - Copies of current Fieldprint clearances are filed in each SCG’s folder upon completion, ensuring records are accurate and accessible for review.

3.	Commitment to Ongoing Compliance:
        - A tracking system is now in place to monitor the Fieldprint clearance status of all SCGs, with monthly reviews to maintain compliance and proactively address renewals.

This corrective action plan has been implemented to resolve the deficiency and to align our facility with the Department of Health’s regulatory requirements. We appreciate your guidance in this matter and remain committed to ongoing compliance and the safety of our residents. Please let us know if further clarification or additional information is needed.
	Copy of Custom Field 1 (4): We acknowledge the deficiency identified regarding the current physical exam documentation for Substitute Caregiver (SCG#1) and have taken immediate corrective action.

1.	Updated Physical Exam Documentation for SCG#1:
        - A current physical exam for SCG#1 has been obtained, and a copy of this document is attached to verify compliance with Rule 11-100.1-9(a).
	Copy of Custom Field 1 (5): We acknowledge the deficiency identified regarding the initial and annual TB clearance documentation for Substitute Caregiver (SCG#1) and have taken immediate corrective actions.

1.	Updated TB Clearance Documentation for SCG#1:
        - The initial and annual TB clearance for SCG#1 has been obtained and is now up-to-date. A copy of this clearance, on Form F/G as per state requirements, is attached as verification of compliance with Rule 11-100.1-9(a).
	Copy of Custom Field 1 (6): We acknowledge the deficiency regarding the unavailability of the initial and annual TB clearance documentation for Substitute Caregiver (SCG#1) and have developed a comprehensive plan to prevent recurrence of this issue.

1.	Compliance Calendar Implementation:
        - We have integrated the tracking of all required health clearances, including initial and annual TB clearance, into our compliance calendar. This calendar system will send reminders to the designated administrator 30 days before the clearance expiration date, ensuring timely renewals.

2.	Monthly File Audits:
        - Monthly audits of all SCG personnel files will be conducted to confirm that each SCG’s TB clearance, on Form F/G as per state requirements, and other health-related documentation are current. These audits will be documented, and any deficiencies will prompt immediate corrective actions.

3.	Scheduled Appointment Reminders:
        - A reminder system is in place to notify SCGs and their supervisors at least two weeks before their TB clearance renewal is due, allowing ample time to complete the clearance and avoid lapses.

4.	Annual Training for Compliance:
        - Administrative staff responsible for monitoring health clearances will undergo annual training to reinforce the importance of timely documentation. This training will cover updates to the compliance calendar system, audit processes, and any new regulatory requirements.

With these measures in place, we are confident in our ability to maintain continuous compliance with Rule 11-100.1-9 and ensure that all TB clearance documents remain current and accessible.
	Copy of Custom Field 1 (7): We acknowledge the deficiency noted regarding the current first-aid certification for Substitute Caregiver (SCG#1) and have promptly taken corrective action.

1.	Updated Certification Documentation for SCG#1:
        - SCG#1 has completed the required Heartsaver First Aid CPR AED certification, and a copy of the current certification is now on file. A copy of this certification is attached to verify compliance with Rule 11-100.1-9(e)(3).
	Copy of Custom Field 1 (8): We acknowledge the deficiency regarding the unavailability of the current First Aid certification for Substitute Caregiver (SCG#1) and have developed the following plan to prevent future occurrences.

1.	Certification Tracking via Compliance Calendar:
        - All required certifications, including First Aid CPR AED, have been integrated into our compliance calendar system. This system will send reminders to the designated administrator 60 and 30 days prior to certification expiration dates, ensuring that renewals are scheduled in advance.

2.	Quarterly File Reviews:
        - We have instituted quarterly file reviews for all SCG personnel records to verify that each SCG’s First Aid certification and other required credentials remain current. Any missing or soon-to-expire certifications are addressed immediately as part of these reviews.

3.	Proactive Scheduling and Renewal Reminders:
        - For all SCGs, renewal reminders are sent directly to both the caregiver and their supervisor two weeks before the due date, allowing ample time for completion of any necessary training or certification updates.

4.	Annual Staff Training on Compliance Procedures:
        - Administrative staff responsible for tracking certification compliance will undergo annual training on our compliance procedures, including updates to the tracking system and best practices for certification management.

These steps will ensure continuous compliance with Rule 11-100.1-9(e)(3) and maintain up-to-date First Aid certification documentation for all caregivers.
	Copy of Custom Field 1 (9): We acknowledge the deficiency noted regarding the availability of the Primary Caregiver (PCG) training documentation for administering medication and have taken corrective steps to address this requirement.

1.	Completed Medication Administration Training Documentation:
        - The necessary training for administering medication has been completed by the Primary Caregiver (PCG). Attached is a signed copy of the Primary Caregiver and Substitute Caregiver Training checklist, verifying compliance with Rule 11-100.1-9(e)(4).
	Copy of Custom Field 1 (10): We acknowledge the deficiency regarding the unavailability of documentation for the Primary Caregiver (PCG) training in medication administration. To prevent recurrence, we have implemented the following plan:

1.	Incorporation of Training Records into Compliance Calendar:
        - All mandatory PCG training, including medication administration training, is now tracked within our compliance calendar system. This system will send reminders 60 and 30 days before the training certification’s expiration, allowing ample time for renewals and record updates.

2.	Monthly Training Verification Checks:
        - As part of our monthly compliance checks, we will review all PCG and Substitute Caregiver files to ensure that training for medication administration is current. These checks will be documented, and any deficiencies will prompt immediate action to schedule or document the required training.

3.	Proactive Training Scheduling:
        - A reminder system is now in place to notify PCGs and their supervisors at least two weeks before any training renewal is due, ensuring that all required training, including medication administration, is completed and documented on time.

4.	Annual Staff Compliance Training:
        - Administrative staff responsible for monitoring caregiver training requirements will participate in annual training on compliance procedures, reinforcing the importance of accurate record-keeping and timely renewals.

These measures are designed to ensure ongoing compliance with Rule 11-100.1-9(e)(4) and to maintain complete and up-to-date training records for all caregivers.

	Copy of Custom Field 1 (11): We acknowledge the deficiency noted regarding the current CPR certification for Substitute Caregiver (SCG#1) and have promptly taken corrective action.

1.	Updated Certification Documentation for SCG#1:
        - SCG#1 has completed the required Basic Life Support (BLS) Provider CPR and AED certification, which includes CPR and AED, and a copy of the current certification is now on file. A copy of this certification is attached to verify compliance with Rule 11-100.1-9(f)(1).
	Copy of Custom Field 1 (12): We acknowledge the deficiency regarding the unavailability of the current CPR certification for Substitute Caregiver (SCG#1) and have developed the following plan to prevent future occurrences.

1.	Certification Tracking via Compliance Calendar:
        -All required certifications, including First Aid CPR AED, have been integrated into our compliance calendar system. This system will send reminders to the designated administrator 60 and 30 days prior to certification expiration dates, ensuring that renewals are scheduled in advance.

2.	Quarterly File Reviews:
        - We have instituted quarterly file reviews for all SCG personnel records to verify that each SCG’s CPR certification and other required credentials remain current. Any missing or soon-to-expire certifications are addressed immediately as part of these reviews.

3.	Proactive Scheduling and Renewal Reminders:
        - For all SCGs, renewal reminders are sent directly to both the caregiver and their supervisor two weeks before the due date, allowing ample time for completion of any necessary training or certification updates.

4.	Annual Staff Training on Compliance Procedures:
        - Administrative staff responsible for tracking certification compliance will undergo annual training on our compliance procedures, including updates to the tracking system and best practices for certification management.

These steps will ensure continuous compliance with Rule 11-100.1-9(f)(1) and maintain up-to-date CPR certification documentation for all caregivers.
	Copy of Custom Field 1 (13): We acknowledge the deficiency cited regarding Resident #2’s mobility support requirements in relation to their housing placement, and we have taken corrective action to address this issue.

1.	Relocation to Appropriate Building:
        - Resident #2, who requires a walker for ambulation per the current physician’s order, has been relocated to Building B, which is appropriately equipped to accommodate residents who require mobility aids. This move ensures that Resident #2’s needs align with the designated support levels of their residence.
	Copy of Custom Field 1 (14): We acknowledge the deficiency regarding the placement of Resident #2 in a fully ambulatory building (Building A) despite their current physician’s order to use a walker. To prevent recurrence of this issue, we have developed the following plan:

1.	Regular Review of Resident Mobility Needs and Physician Orders:
        - A quarterly review of all resident files will be conducted to ensure that each resident’s mobility needs, as specified by their physician, align with the designated support level of their assigned building. Any changes in mobility requirements will trigger an immediate review of the resident’s placement.

2.	Enhanced Admission and Placement Protocols:
        - As part of the admission and reassessment process, each resident’s mobility status and physician orders will be verified before finalizing their building assignment. This protocol will ensure that all new and current residents are appropriately placed according to their mobility support needs.

3.	Staff Training on Admission Policy Compliance:
        - All staff involved in resident admissions, placements, and care planning will receive training on updated admission policy procedures to reinforce compliance with Rule 11-100.1-10. This training will include the importance of aligning building assignments with mobility requirements, as well as the process for reporting any observed changes in resident mobility.

4.	Prompt Notification and Action for Changes in Mobility:
        - In addition to scheduled reviews, staff are trained to promptly notify the administration of any observed changes in a resident’s mobility needs. This notification process allows for timely reassessment and, if needed, adjustments to the resident’s placement to ensure compliance and resident safety.

These measures will help ensure that residents are housed in buildings that meet their specific mobility and support needs in accordance with Rule 11-100.1-10(d).
	Copy of Custom Field 1 (15): We acknowledge the deficiency identified concerning the unavailability of an inventory of possessions for Resident #1 upon their admission on July 12, 2024. We have taken corrective action to address this issue, as follows:

Documentation Update and Compliance Verification:
1.	Attached is a copy of the Admission Assessment / Plan of Care form currently on file for Resident #1. To ensure that our forms are fully aligned with Rule 11-100.1-10(g) and 11-100.1-51 requirements, we will reach out to the Department of Health to request any available guidance or a more comprehensive template if available.
	Copy of Custom Field 1 (16): We acknowledge the deficiency noted regarding the unavailability of the inventory of possessions for Resident #1 admitted on 07/12/2024. To prevent this issue from recurring, we have developed a comprehensive action plan, which includes the following steps:

1.	Review and Update Admission Policies: We will conduct a thorough review of our current admission policies and procedures to ensure they are fully aligned with the requirements set forth in the relevant rules. This review will include a focus on the inventory of possessions form. Is there a standardized template for the inventory of possessions form available through the Department of Health?

2.	Development of a Comprehensive Template: If the Department of Health does not have a standardized template, we will create an enhanced inventory of possessions form. This form will include detailed sections for:
        - Date of admission
        - Resident's name
        - A comprehensive list of personal items, including their condition at the time of admission
        - Space for staff and resident signatures for verification

3.	Staff Training: We will implement a training program for our admissions staff to ensure they understand the importance of completing the inventory of possessions form accurately and thoroughly. This training will emphasize compliance with all regulatory requirements.

4.	Quality Assurance Protocols: To reinforce adherence to these procedures, we will establish a quality assurance protocol to regularly review completed admission forms. This will help us identify any gaps or inconsistencies in documentation promptly.

5.	Regular Audits: We will conduct regular audits of our admission processes and documentation to ensure compliance with state regulations and internal policies. This will help us maintain accountability and continuously improve our practices.

We appreciate the opportunity to address this deficiency, and we are committed to implementing these measures to enhance our admissions process. If the Department of Health has any additional resources or templates that could assist us, we would greatly appreciate your guidance.

	Copy of Custom Field 1 (17): We acknowledge the deficiency noted regarding the lack of documented evidence that residents receive nutritionally adequate meals, specifically related to the review and approval of menus by the Consultant Registered Dietitian (RD). To address this issue, we have implemented the following corrective actions:

1.	Documentation from Food Vendor:
        - Attached is the information received from our food vendor, which outlines the nutritional content of the meals provided. This documentation will support our efforts to meet the nutrition requirements set forth by Rule 11-100.1-13.
	Copy of Custom Field 1 (18): In response to the deficiency noted regarding the lack of documented evidence that residents receive nutritionally adequate meals, we have developed the following future plan to ensure compliance with Rule 11-100.1-13:

1.	Establishment of a Menu Review Process:
        - We will implement a formal process requiring all menus to be reviewed and approved by our Consultant Registered Dietitian (RD) on a quarterly basis. This review will ensure that all meals provided meet the nutritional needs of our residents.

2.	Inclusion of Portion Sizes:
        - Moving forward, all menus will clearly specify portion sizes for each meal. This will facilitate proper serving practices and ensure residents receive nutritionally adequate portions. Staff will be trained on the importance of adhering to these portion sizes during meal preparation and service.

3.	Documentation and Record-Keeping:
        - We will maintain comprehensive documentation of all menu approvals and revisions by the RD. This will include records of each menu’s nutritional analysis and evidence of portion sizes. These documents will be kept on file for review and compliance purposes.

4.	Training for Food Service Staff:
        - Our food service staff will undergo training focused on nutrition standards and the new menu processes. This training will emphasize the importance of following the approved menus and adhering to portion size specifications to ensure residents receive adequate nutrition.

5.	Regular Audits and Quality Assurance Checks:
        - To monitor compliance, we will conduct regular audits of meal service practices and menu adherence. This will include checks to ensure menus are approved, portion sizes are correctly implemented, and nutritional adequacy is maintained.

By implementing these measures, we aim to ensure that all residents receive nutritionally adequate meals in accordance with Rule 11-100.1-13. We appreciate the Department of Health's support and guidance in maintaining high standards for resident care.
	Copy of Custom Field 1 (19): We acknowledge the deficiency regarding the failure to adhere to the approved menus, specifically concerning the serving of mashed potatoes to three residents. We have implemented the following corrective actions to ensure that this issue does not recur:

1.	Immediate Staff Training:
        - We conducted an immediate training session with all kitchen and dining staff to emphasize the importance of following the approved menus without exception. Staff were reminded of the necessity to serve all menu items as planned, including side dishes like mashed potatoes.
	Copy of Custom Field 1 (20): In response to the deficiency noted regarding the failure to follow the approved menus, specifically related to the serving of mashed potatoes to three residents, we have developed the following future plan to ensure this does not happen again:

1.	Enhanced Staff Training and Accountability:
        - We will conduct ongoing training sessions for all kitchen and dining staff to reinforce the importance of adhering to approved menus. Training will emphasize the consequences of non-compliance and include practical scenarios to enhance understanding. Additionally, we will implement accountability measures, ensuring that staff members responsible for meal preparation and service are aware of their roles in menu adherence.

2.	Daily Menu Review Process:
        - Each day, prior to meal preparation, staff will conduct a review of the menu items to be served. This review will ensure all necessary ingredients are on hand and that preparations are aligned with the approved menu. A designated staff member will be responsible for this review, fostering a culture of accountability.
3.	Implementation of a Meal Service Verification System:
        - We will introduce a Meal Service Verification System, where staff will confirm the serving of each menu item during meal service. This system will include a checklist that staff will complete, ensuring that all menu items are served as intended. Supervisory staff will conduct random checks to verify compliance.

4.	Increased Communication Between Kitchen and Care Staff:
        - We will enhance communication protocols between kitchen and care staff to ensure any changes or issues regarding the menu are immediately communicated and addressed. This will include a daily briefing to confirm menu items and discuss any concerns.

5.	Feedback and Monitoring Mechanisms:
        - We will establish a feedback mechanism for residents to report any discrepancies in their meals. Regular feedback will be reviewed, and necessary adjustments will be made to improve service. Additionally, we will conduct regular audits of meal service to ensure adherence to the approved menus.

6.	Regular Evaluation and Continuous Improvement:
        - We will schedule periodic evaluations of our meal service processes and training effectiveness to ensure that all staff are adhering to the revised procedures. Continuous improvement efforts will be made based on feedback from staff and residents.

By implementing these measures, we aim to ensure that our facility adheres to all nutritional standards and that residents receive the meals they are entitled to without discrepancies. We have contacted our Registered Dietitian for assistance with education and retraining to ensure that our immediate response aligns with best practices. We are currently awaiting available dates from the RD to schedule a mandatory education and training session for all staff. This training will focus on menu adherence and the nutritional needs of residents.
	Copy of Custom Field 1 (21): We acknowledge the deficiency related to the need for menus to accommodate residents' food preferences, cultural and ethnic backgrounds, and habits, while maintaining nutritional quality. To correct this deficiency, we have taken the following actions:

1.	Collaboration with the Registered Dietitian (RD):
        - We are actively working closely with our Registered Dietitian to review and enhance our current menus. The RD has provided updated Menus A-E. Our RD is currently working on finalizing these menus to ensure that all nutritional deficiencies are addressed, which are designed to better reflect the diverse preferences and cultural backgrounds of our residents.

	Copy of Custom Field 1 (22): To ensure compliance with Rule 11-100.1-13 Nutrition (c) and to prevent the recurrence of the noted deficiency, we are implementing the following future plan:

1.	Collaboration with the Registered Dietitian (RD):
        - We are actively working with our Registered Dietitian for assistance in training staff on how to accommodate residents' food preferences, cultural backgrounds, and dietary habits. This training will focus on understanding the importance of cultural sensitivity in meal planning and service.

2.	Staff Training and In-Service Sessions:
        - We will schedule an in-service training session for all kitchen staff and cooks to reinforce the importance of menu flexibility and the need to cater to residents' diverse preferences. This session will include practical strategies for incorporating residents' feedback into meal preparation.

3.	Resident and Family Involvement:
        - We will actively encourage families to bring in foods that align with their loved ones' preferences. This will not only help to satisfy residents' immediate cravings but also provide insight into their dietary needs and preferences, which can be integrated into our menu planning.

4.	Feedback Mechanism for Residents and Families:
        - We will establish a feedback mechanism that allows residents and their families to share their food preferences and suggestions. This could include suggestion boxes, regular meetings, or surveys, ensuring we continuously gather input for menu planning.

5.	Ongoing Menu Evaluation:
        - We will conduct regular evaluations of our menus to ensure they remain culturally relevant and aligned with residents' preferences. The RD will assist in reviewing and adjusting the menus as needed based on feedback and changing dietary trends.

6.	Documentation of Preferences:
        - We will implement a system for documenting residents’ food preferences upon admission and during their stay. This documentation will be reviewed regularly to ensure that preferences are consistently considered during meal planning.

By implementing these measures, we aim to create a dining experience that respects and accommodates the food preferences, cultural backgrounds, and habits of our residents while maintaining high nutritional quality. We appreciate the guidance from the Department of Health as we strive to improve our services.
	Copy of Custom Field 1 (23): We acknowledge the deficiency regarding the need to have current menus posted in the kitchen and dining areas. To correct this deficiency, we have taken the following actions:

The daily menus are typically posted in the kitchen and dining areas by 4:00 AM each day. On the day of the inspection, our food vendor was delayed in delivering the meals, which also happened to be the scheduled delivery date for the monthly menu for September 2024. This delay led to a temporary lapse in posting the updated menu.

To prevent this from occurring again, we have implemented the following measures:

1.	Backup Posting Process: A preliminary weekly menu will be printed and posted in advance if the monthly menu delivery is delayed.

2.	Vendor Coordination: We have reinforced the importance of timely menu deliveries with our vendor, especially on scheduled posting days.

3.	Daily Staff Check: Staff will now verify by 5:00 AM each day that the current daily menu is posted in both the kitchen and dining areas.
	Copy of Custom Field 1 (24): To ensure that current menus are consistently posted in the kitchen and dining areas as required by Rule 11-100.1-13 Nutrition (d), we have established the following procedures:


1.	Pre-Posting Weekly Menu Backup: In the event of a delay in the monthly menu delivery from our food vendor, we will print and post a preliminary weekly menu to ensure that the dining and kitchen areas display up-to-date information.

2.	Vendor Communication and Tracking: We will regularly confirm menu delivery schedules with our vendor and track delivery timelines to identify and address any potential delays before they occur.

3.	Daily Verification by Staff: Our staff will now perform a daily menu verification check by 5:00 AM to confirm that the current menu is posted in both the kitchen and dining areas. This process will be documented to maintain accountability and consistency.

4.	Quarterly Compliance Reviews: As part of our ongoing commitment to quality, we will conduct quarterly compliance reviews of our menu posting procedures to assess adherence and identify any needed improvements.
With these measures in place, we aim to prevent future occurrences of this deficiency and ensure all menu postings meet regulatory requirements.
	Copy of Custom Field 1 (26): To ensure that residents receive timely alternatives when a meal is declined, we have implemented the following measures:

1.	Scheduled Staff Training with RD: Our Registered Dietitian (RD) will conduct comprehensive training for all staff on identifying and responding to meal refusals with appropriate alternatives. We are awaiting confirmed dates from the RD to schedule this mandatory training, which will cover nutritional needs, culturally sensitive meal preferences, and the importance of timely alternatives.

2.	Enhanced Observation and Documentation Protocol: Staff have been instructed to observe and document all meal refusals immediately in each resident’s file, noting the alternative offered. This will ensure we consistently meet each resident’s dietary needs and preferences.

3.	Resident Communication and Choice: Residents are regularly reminded to inform staff if they would like an alternative meal. We will continue encouraging residents to communicate preferences openly, particularly during mealtimes, to ensure they receive meals that align with their preferences.

4.	Quarterly In-Service Refreshers: Staff will participate in quarterly refresher sessions led by the RD to reinforce protocols for meal refusals and alternatives. These sessions will ensure consistent application of these standards.
By implementing these actions, we aim to prevent future occurrences and uphold the highest standards in resident nutrition and care.
	Copy of Custom Field 1 (27): We acknowledge the deficiency regarding the lack of documented evidence that Resident #1’s diet order dated July 12, 2024, for "pureed, mildly thick liquids" was clarified with the physician to specify the type of diet.

To correct this deficiency, we have taken the following actions:

1.	Clarification with the Physician: We have contacted the physician and clarified the diet order to specify the exact type of pureed diet, and the characteristics of mildly thick liquids required for Resident #1.

2.	Updated Documentation: Attached to this correspondence is a copy of the updated diet order signed by the physician.
	Copy of Custom Field 1 (28): In response to the deficiency related to the diet order for Resident #1, we have established a comprehensive plan to ensure that similar issues do not arise in the future. Our commitment to providing quality care includes the following measures:

1.	Standardized Documentation Procedures: We will implement a standardized procedure for documenting all diet orders. This will include a checklist that ensures all necessary details, including clarification from the physician regarding the type of diet, are captured accurately in the resident’s file.

2.	Regular Training Sessions: Our staff will participate in mandatory training sessions that emphasize the importance of clear communication and thorough documentation of diet orders. These sessions will include guidelines on how to clarify and document dietary changes effectively.

3.	Enhanced Communication with Physicians: We will enhance our communication protocols with physicians to ensure that all diet orders are discussed in detail and that any necessary clarifications are documented in writing. This will include a dedicated log for tracking all communications regarding diet orders.

4.	Audits and Quality Assurance: We will conduct regular audits of resident diet orders and documentation to ensure compliance with all regulations. This will allow us to identify any discrepancies early and address them promptly.

5.	Resident and Family Education: We will also educate residents and their families about the importance of diet orders and encourage them to communicate any dietary preferences or concerns to our staff.

By implementing these strategies, we aim to ensure that all dietary requirements are met accurately and consistently, in accordance with the physician’s orders and regulatory standards.
	Copy of Custom Field 1 (29): In response to the deficiency noted regarding the diet order for Resident #2, we acknowledge the oversight in documenting that the July 7, 2024, diet order for "chopped, thin liquids" was clarified with the physician to specify the type of diet.

To correct this deficiency, we have taken the following actions:

1.	Updated Documentation: We have obtained and attached a copy of the signed updated diet order, which includes the necessary clarifications regarding the type of diet prescribed by the physician. This ensures that our records are accurate and comply with the requirements.

	Copy of Custom Field 1 (30): In response to the deficiency concerning Resident #2, specifically regarding the documentation of the July 7, 2024, diet order for "chopped, thin liquids," we acknowledge the importance of maintaining accurate and comprehensive documentation in compliance with Rule 11-100.1-13 Nutrition (1).

To ensure that this deficiency does not happen again, we are implementing the following future plan:

1.	Enhanced Communication Protocol: We will establish a standardized communication protocol between our staff and physicians to ensure that all diet orders are clarified and documented accurately. This will include a checklist for staff to confirm that they have communicated with the physician regarding the specifics of any diet orders.

2.	Documentation Training: We will conduct training sessions for all staff to reinforce the critical importance of proper documentation. This training will cover best practices for confirming and recording diet orders, emphasizing the need to clarify the type of diet with the physician when necessary.

3.	Regular Audits of Diet Orders: We will implement a routine audit process to review diet orders and ensure that all documentation meets regulatory requirements. These audits will help identify any discrepancies or areas for improvement before they become issues.

4.	Collaboration with Registered Dietitian: Our Registered Dietitian (RD) will be involved in reviewing diet orders and providing input on documentation practices. This collaboration will help ensure that our dietary protocols are aligned with best practices and regulatory standards.

5.	Feedback Mechanism: We will create a feedback mechanism for staff to report any challenges or uncertainties regarding diet order documentation. This will allow us to address concerns promptly and continuously improve our processes.

By implementing these measures, we aim to ensure that all dietary documentation is accurate, complete, and compliant with regulatory requirements.
	Copy of Custom Field 1 (32): To correct the deficiency cited under Rule 11-100.1-13 Nutrition (1) regarding Resident #2's diet order for "chopped thin liquids," our management team has taken the following corrective actions:

1.	Clarification of Diet Consistency Requirements: We met with the employees who were on duty the day of the inspection to review the specific dietary instructions for Resident #2. Staff were instructed to ensure that all chopped items are uniformly prepared according to the physician’s order.

2.	In-Service Training: A dedicated training session has been conducted with staff to reinforce the importance of consistency in food preparation, focusing on adhering to diet orders that require specific textures, such as "chopped thin liquids." The training emphasized close attention to detail when preparing and serving meals, particularly for residents with individualized dietary needs.

3.	Daily Quality Checks: Staff have been instructed to conduct daily checks on meal consistency prior to serving. This step ensures that all food items meet the dietary requirements outlined in each resident’s care plan.

4.	Documentation: We have documented these corrective actions and retained a signed order from the physician confirming the specific requirements of Resident #2’s diet.

By implementing these corrective measures, we are committed to maintaining compliance with dietary standards and meeting each resident’s nutritional needs as prescribed.
	Copy of Custom Field 1 (33): To address the deficiency noted under Rule 11-100.1-14 Food Sanitation (a) regarding food items stored on the pantry floor, we have taken the following corrective actions:

1.	Relocation and Proper Storage: All food items that were stored directly on the pantry floor, including the 50lb bag of white rice and the box of 54-count chips, have been removed. These items are now stored in designated containers and placed on shelving to maintain compliance with food storage guidelines.
	Copy of Custom Field 1 (34): To ensure compliance with Rule 11-100.1-14 Food Sanitation (a) and prevent future occurrences of food items being stored on the pantry floor, we have implemented the following ongoing measures:

1.	Regular Inventory and Compliance Checks: We will conduct weekly pantry inspections to verify that all food items are stored in proper containers and elevated from the floor, ensuring they meet sanitary storage requirements.

2.	Staff Training and Accountability: All kitchen and pantry staff have been retrained on food storage and sanitation guidelines. A checklist has been implemented, and staff will be held accountable for verifying that items are stored properly at the end of each shift.

3.	Designated Storage Solutions: We have organized and labeled designated storage areas to further ensure that all food items remain in compliance with sanitary storage standards. This includes shelving adjustments to accommodate bulk items such as rice and chips.

By following these practices, we are committed to consistently upholding food storage sanitation standards to prevent this deficiency from recurring.
	Copy of Custom Field 1 (35): We acknowledge the deficiency identified under Rule 11-100.1-14 Food Sanitation (c) concerning the temperature of one of our kitchen refrigerators, which measured 54°F during inspection. Upon receiving this information, we immediately investigated and found that the temperature gauge was incorrectly set.

To correct this issue, we promptly adjusted the temperature setting to ensure it consistently maintains a temperature at or below 45°F. This adjustment was made immediately following the inspection on 09/04/2024.
	Copy of Custom Field 1 (36): To prevent future occurrences of this deficiency under Rule 11-100.1-14 Food Sanitation (c), we have implemented the following measures:

1.	Daily Temperature Monitoring: Staff will now record the temperature of all refrigerators in the kitchen twice daily—once at the beginning of each shift and again at the end. This will ensure early detection of any deviations from the required temperature of 45°F or lower.

2.	Temperature Log Review: Designated kitchen supervisors will review temperature logs weekly to confirm accuracy and consistency, identifying any potential issues before they escalate.

3.	Quarterly Calibration of Equipment: We will conduct quarterly calibrations of all refrigerator temperature gauges to ensure they are functioning correctly. Any malfunctioning equipment will be promptly addressed and repaired.

4.	Staff Training: All kitchen staff have been trained to identify and address temperature fluctuations immediately, including adjusting the temperature gauge or notifying maintenance staff for assistance if needed.

By implementing these protocols, we aim to maintain compliance and ensure that our food storage consistently meets sanitation standards.
	Copy of Custom Field 1 (37): In response to the deficiency noted under Rule 11-100.1-15 Medications (e), regarding Resident #1’s MAR entry stating, “MAY CRUSH PO MEDS” without an accompanying physician’s order, we have taken the following corrective actions:

1.	Physician’s Order Obtained: We promptly obtained a signed order from the resident’s physician to clarify and confirm the “may crush” instruction for Resident #1’s oral medications. The signed order is attached for reference.

2.	MAR Updated: The Medication Administration Record (MAR) for Resident #1 has been updated to align accurately with the physician’s signed directive.
	Copy of Custom Field 1 (38): To ensure continued compliance with Rule 11-100.1-15 Medications (e), and to prevent future occurrences of MAR documentation discrepancies, we have implemented the following corrective measures:

1.	Physician Order Verification Protocol: All medication orders, including instructions such as “may crush,” will now require verification and documentation of a signed physician’s order before any notes are added to the MAR. This will be conducted at the time of admission and any time there is a change in medication instructions.

2.	Monthly MAR Audits: We will conduct monthly audits of the MAR for each resident to confirm that all medication administration instructions have corresponding and current physician orders on file. This monthly audit will be led by our nursing supervisor and overseen by management to ensure accuracy.

3.	Staff Training on MAR Documentation: All relevant staff members will receive training on the importance of MAR accuracy and the necessity of having signed physician orders for all medication instructions. This training will reinforce our protocols and emphasize verification before documentation.

4.	Dedicated Documentation Review: Upon any change in medication or administration instructions, staff will review the MAR alongside the physician’s orders to confirm alignment before the medication is administered.

By implementing these procedures, we aim to ensure that our facility maintains accurate and compliant MAR documentation and that all residents’ medication orders are thoroughly verified.
	Copy of Custom Field 1 (39): In response to the identified deficiency regarding Resident #1’s medication order, we have taken the following corrective actions:

1.	Clarification of Medication Order: We contacted the prescribing clinic on 09/09/2024 to request an updated physician’s order for azithromycin that specifies the dosage and exact location of administration, ensuring clarity and compliance with all medication administration requirements. 

2.	Mandatory Staff Education and Retraining: On 09/09/2024, we conducted a mandatory education and retraining session for all relevant staff to reinforce the verification process for new orders. This training emphasized:
        - Checking for complete and specific information, including correct medication, dosage, location, site, and patient.
        - Ensuring prn orders include a clear indication.

Through these corrective actions, we have ensured that Resident #1’s medication orders are fully documented, clear, and in compliance with Rule 11-100.1-15 Medications (e). This process will also help prevent similar documentation issues in the future.
	Copy of Custom Field 1 (40): To prevent future occurrences of incomplete medication orders and ensure compliance with Rule 11-100.1-15 Medications (e), we are implementing the following strategies:


1.	Enhanced Order Verification Process: Upon receipt of any new medication orders, staff will verify that all essential details—such as dosage, administration location, frequency, and route—are included. Any orders lacking this information will be clarified with the prescribing provider before being entered into the Medication Administration Record (MAR).

2.	Mandatory Training and Education Program: Following the training on 09/09/2024, we will implement ongoing monthly refresher courses for all staff to reinforce the verification process. These sessions will cover:
        - Verification of complete medication orders.
        - Importance of clarifying incomplete orders with the prescribing clinic.
        - Best practices for documenting orders accurately in the MAR.

3.	Quarterly Audits: The management team will conduct quarterly audits of medication orders to confirm that all entries include complete information, including dosage and administration specifics. Findings will be reviewed in monthly staff meetings to highlight compliance standards and address any emerging issues.

4.	Collaboration with Prescribing Providers: We are establishing regular communication protocols with prescribing clinics to ensure that complete and accurate medication information is readily available, minimizing potential delays in resident care.

Through these steps, we are committed to maintaining high standards of accuracy and compliance in all medication-related documentation to provide safe and effective care to our residents.
	Copy of Custom Field 1 (41): We acknowledge the deficiency noted in accordance with Rule 11-100.1-15 Medications (e) regarding Resident #1's physician’s order dated 7/12/2024 for “polyvinyl alcohol ophthalmic solution.” Specifically, the concern was the absence of a PRN indication for this medication.

To correct this deficiency, we have taken the following actions:

1.	Revised Physician’s Order: We contacted the physician to clarify the order and obtain the necessary PRN indication. A revised physician's order has been secured, which now includes the appropriate PRN parameters for the medication. This revised order is attached for your review.

2.	Staff Education and Training: We conducted mandatory training sessions for our staff on the importance of ensuring that all medication orders are complete, including indications for use, dosage, and frequency. This training reinforces our commitment to medication safety and accuracy in administration.

3.	Medication Administration Review: We implemented a system to review all medication orders regularly to ensure they are complete and adhere to regulatory standards. This includes a checklist for staff to verify that all medication orders include PRN indications when applicable.

By implementing these measures, we aim to prevent any recurrence of this deficiency and ensure that all residents receive their medications as prescribed.
	Copy of Custom Field 1 (42): In response to the deficiency noted in accordance with Rule 11-100.1-15 Medications (e) concerning Resident #1’s medication order dated 7/12/2024, we have implemented a comprehensive plan to ensure this issue does not recur.

To prevent any future occurrences of incomplete medication orders, we will take the following actions:

1.	Standardized Medication Order Process: We will establish a standardized process for medication orders that requires all essential information, including indications for PRN medications, to be clearly documented. This will include a checklist for physicians to ensure completeness.

2.	Enhanced Communication with Physicians: We will strengthen communication protocols with our staff and physicians to clarify and confirm any ambiguous medication orders immediately. This will involve regular meetings to review recent orders and address any concerns proactively.

3.	Staff Education and Training: Mandatory training sessions will be conducted for all staff to reinforce the importance of verifying the completeness of medication orders, including the need for PRN indications. This training will emphasize the critical nature of adhering to physician orders and recognizing incomplete documentation.

4.	Medication Administration Audits: We will implement regular audits of medication administration records to identify any discrepancies or incomplete orders. These audits will ensure ongoing compliance with documentation standards and allow for prompt correction of any issues.

5.	Ongoing Monitoring and Feedback: Our leadership team will continuously monitor medication orders and administration practices, providing feedback and support to staff as needed. We will encourage an open-door policy for staff to report concerns regarding medication orders or administration without hesitation.

By implementing these measures, we aim to enhance the safety and quality of medication management for our residents, ensuring that all orders are complete and accurately followed.
	Copy of Custom Field 1 (43): In response to the deficiency cited in accordance with Rule 11-100.1-15 Medications (e) concerning Resident #1’s medication order dated 7/12/2024, we have taken immediate corrective actions to address the issue of the Medication Administration Record (MAR) not accurately reflecting the physician's order.

1.	Review and Update of Physician's Orders: We have carefully reviewed the physician’s order and noted that the MAR did not accurately represent the prescribed medication, "polyvinyl alcohol ophthalmic solution." To correct this, we have obtained and attached a revised physician’s order that clearly outlines the medication instructions, including the correct dosage and administration schedule.

2.	Revised Medication Administration Record: The MAR has been updated to align with the revised physician’s order. This updated MAR now accurately reflects the prescribed dosage of one drop into the affected eye(s) four times a day as needed.

3.	Staff Training and Communication: We conducted immediate training for all staff to emphasize the importance of ensuring that the MAR accurately reflects physician orders. Staff members were reminded to double-check medication orders and documentation to prevent similar discrepancies in the future.

By implementing these corrective measures, we are committed to ensuring that medication administration is conducted in accordance with the physician's orders, promoting the safety and well-being of our residents.
	Copy of Custom Field 1 (44): In response to the deficiency identified regarding Resident #1’s medication order under Rule 11-100.1-15 Medications (e), we have developed a comprehensive plan to ensure that this situation does not occur again in the future.

1.	Enhanced Training for Staff: We will conduct mandatory training sessions for all staff on the importance of accurately documenting and verifying medication orders. This training will cover the critical need to ensure that the Medication Administration Record (MAR) aligns with the physician's orders.

2.	Standardized Protocols for Medication Orders: We will implement standardized protocols for reviewing and updating medication orders. This includes a checklist that staff must complete to confirm that all new orders are accurately reflected in the MAR before administration.

3.	Regular Audits and Monitoring: Our management team will initiate regular audits of the MARs to ensure compliance with physician orders. These audits will include random checks of medication administration records to identify any discrepancies promptly.

4.	Improved Communication with Healthcare Providers: We will strengthen our communication processes with healthcare providers to clarify any unclear orders immediately. This proactive approach will help avoid misunderstandings related to medication administration.

5.	Feedback and Reporting Mechanism: A feedback mechanism will be established to encourage staff to report any issues or discrepancies they observe with medication orders or administration. This will promote a culture of transparency and continuous improvement.

6.	Documentation and Follow-Up: We will ensure that all revised physician orders and changes to the MAR are documented and filed appropriately. Follow-up meetings will be held to review compliance with these new protocols and address any challenges staff may face.

By implementing these measures, we are committed to maintaining the highest standards of medication administration and ensuring that all residents receive their prescribed treatments accurately and safely.
	Copy of Custom Field 1 (45): In response to the deficiency noted concerning the medication order for Resident #1 in accordance with Rule 11-100.1-15 Medications (e), we have taken the following corrective actions:

1.	Updated Physician's Order: We have contacted the physician to clarify the conflicting frequency of administration for Clotrimazole (LOTRIMIN AF) 1% cream. Attached is the updated physician's order that clearly states the correct frequency of administration as “apply sparingly to affected areas three times a day.” This order has been verified and signed by the physician.

2.	Medication Administration Record (MAR) Update: The MAR has been updated to reflect the corrected frequency of application as per the updated physician's order. All staff members responsible for medication administration have been notified of this change to ensure compliance.

3.	Staff Training: We have conducted a training session with our staff to emphasize the importance of accurately interpreting and documenting physician orders. This includes guidance on recognizing and addressing any discrepancies in medication orders before administration.

We are committed to maintaining the highest standards of medication administration to ensure the safety and well-being of our residents.
	Copy of Custom Field 1 (46): In response to the deficiency identified concerning the conflicting frequency of administration orders for Resident #1 in accordance with Rule 11-100.1-15 Medications (e), we have established a comprehensive future plan to prevent this issue from recurring. The following steps will be implemented:

1.	Enhanced Communication with Physicians: We will establish a standardized communication protocol for our staff to follow when interpreting physician orders. This will include verifying any conflicting information directly with the physician before entering the orders into the Medication Administration Record (MAR).

2.	Training and Education: Mandatory training sessions will be conducted for all staff focusing on the interpretation of physician orders. This training will cover the importance of clarity in medication orders, potential conflicts, and the steps to take when discrepancies arise.

3.	Medication Administration Record (MAR) Review Process: A dedicated staff member will be assigned to review all MAR entries for accuracy before medications are administered. This review will ensure that all entries align with the most current physician orders, particularly regarding frequency and dosage.

4.	Implementation of a Protocol for Handling Conflicts: We will create a protocol for handling conflicting medication orders, which will include:
        - Immediate notification to the prescribing physician.
        - Documentation of the conflict and resolution in the resident’s medical record.
        - Temporary holding of the medication until clarity is achieved.

5.	Regular Audits: We will implement regular audits of medication administration practices to ensure compliance with established protocols. These audits will help identify any areas of improvement and reinforce adherence to proper medication management.

6.	Ongoing Staff Feedback: We will encourage ongoing feedback from staff regarding medication management processes to identify any challenges they may face and to continuously improve our practices.

By taking these proactive steps, we aim to enhance the accuracy and safety of our medication administration practices, ensuring that all orders are clear, consistent, and fully compliant with regulatory standards.
	Copy of Custom Field 1 (47): Page 48

In response to the deficiency identified concerning the medication order for Resident #1 as per Rule 11-100.1-15 Medications (e), we have taken immediate corrective actions to address the issue of the unavailable medication order for Clotrimazole 1% topical cream.

1.	Physician's Order Confirmation: Attached to this correspondence is a copy of the physician’s order indicating the use of Clotrimazole 1% topical cream, with clear instructions for application as needed.

2.	Update of the Medication Administration Record (MAR): We have updated the MAR for Resident #1 to reflect the medication order.

3.	Staff Education: We have conducted a training session for our staff to emphasize the importance of ensuring that all medication orders are accurately recorded and accessible on the MAR. This training included guidelines for confirming any missing or unclear orders with the prescribing physician promptly.

These corrective measures are in place to ensure that medication orders are accurately documented and available for staff, preventing similar deficiencies in the future.
	Copy of Custom Field 1 (48): In response to the identified deficiency concerning the medication order for Resident #1, as stated in accordance with Rule 11-100.1-15 Medications (e), we have developed a comprehensive plan to prevent a recurrence of this issue.

1.	Verification of Medication Orders: We will implement a procedure to ensure that all medication orders are verified by staff before being entered into the Medication Administration Record (MAR). This verification process will include confirmation from the prescribing physician regarding any unclear or missing orders.

2.	Regular Training Sessions: We will conduct regular training for staff on the importance of maintaining accurate and up-to-date medication records. This training will focus on identifying discrepancies in medication orders and understanding the protocols for resolving them effectively.

3.	Implementation of a Double-Check System: A double-check system will be established, where another staff member will review MAR entries related to medications prior to administration. This will help to catch any inconsistencies or missing orders before they impact patient care.

4.	Audits of MAR Documentation: We will conduct monthly audits of the MAR documentation to ensure that all medication orders are complete and properly reflected. These audits will include checks for clarity and availability of physician orders to mitigate future discrepancies.

5.	Communication Protocol: We will enhance our communication protocol with prescribing physicians to ensure prompt clarification of any medication orders that are ambiguous or incomplete. This will help in ensuring that all staff have access to accurate and complete information regarding resident medications.

By implementing these measures, we are committed to ensuring the accuracy and completeness of medication orders to uphold the highest standards of care for our residents. We appreciate your understanding and support as we work to improve our practices.
	Copy of Custom Field 1 (49): In response to the deficiency identified in accordance with Rule 11-100.1-15 Medications (e) regarding Resident #2, we have taken the following corrective actions:

1.	We have reviewed the faxed order dated 7/10/2024, signed by the physician on 7/22/2024, which indicated that LACTULOSE 10MG/15ML SOLUTION was to be administered at a dosage of 30 ML daily as needed for constipation.

2.	Following the visit summary on 8/1/2024, which modified the order to 15 ML PO twice daily as needed for constipation, we recognized the lack of documented evidence clarifying this change.

3.	On 09/09/2024, we contacted the clinic to request clarification of the current medication order for LACTULOSE and have been actively following up. Unfortunately, we have not yet received a response from the clinic.

4.	We are committed to ensuring that the medication orders are accurately documented and clarified in a timely manner. As soon as we receive the clarified order and the physician's signature, we will promptly provide a copy to your office.

We appreciate your understanding as we work to resolve this issue and ensure compliance with medication administration protocols.
	Copy of Custom Field 1 (50): In response to the deficiency identified in accordance with Rule 11-100.1-15 Medications (e) regarding Resident #2, we are implementing the following measures to prevent this issue from occurring in the future:

1.	Enhanced Communication Protocols: We will establish a systematic approach for tracking and confirming medication orders. This includes setting a standard for following up with clinics or healthcare providers to ensure clarity on any changes in medication orders immediately upon receipt.

2.	Documentation Improvement: We will enhance our documentation practices by ensuring that all medication orders and their clarifications are logged in a centralized location. This will include maintaining a detailed record of communication with healthcare providers regarding any orders, including requests for clarification.

3.	Training and Education: All staff involved in medication administration will undergo mandatory training on proper procedures for handling and documenting medication orders. This training will emphasize the importance of verifying and clarifying any discrepancies in orders before administration.

4.	Regular Audits: We will conduct regular audits of medication administration records to ensure compliance with physician orders. This will help identify any issues promptly and ensure corrective actions are taken before they escalate.

5.	Pending Clarification Tracking: We will implement a tracking system for pending clarifications on medication orders. This will ensure that all requests for clarification are followed up on until a response is received and documented.

By implementing these measures, we aim to improve our medication management processes and ensure compliance with all applicable regulations. We appreciate your guidance in this matter and are committed to providing safe and effective care to our residents.
	Copy of Custom Field 1 (52): In response to the deficiency noted in accordance with Rule 11-100.1-15 Medications (e) regarding Resident #2, we are committed to ensuring that such oversights do not occur in the future. To address this deficiency, we are implementing the following corrective measures:

1.	Enhanced Training for Staff: We will provide additional training for all staff involved in medication administration and documentation. This training will focus on the importance of accurate record-keeping in the Medication Administration Record (MAR) and will emphasize the significance of promptly documenting medication administration.

2.	Implementation of a Double-Check System: A double-check system will be instituted for medication administration to ensure that medications are not only administered correctly but also documented accurately in the MAR. This will involve having a second staff member verify that medications are administered and recorded appropriately.

3.	Regular Audits of MAR: We will conduct routine audits of the MAR to identify any blank entries or discrepancies. These audits will allow us to proactively address any issues before they become deficiencies. Audits will be scheduled weekly for the first month, then monthly thereafter.

4.	Immediate Corrective Action Protocol: In the event of any missed documentation, staff will be required to notify their supervisor immediately to assess the situation and ensure that any missed medications are addressed according to facility policy.

5.	Feedback Mechanism: We will establish a feedback mechanism for staff to report any challenges they face in the medication administration process. This will help identify any systemic issues that may contribute to documentation errors.

6.	Communication with Healthcare Providers: We will enhance our communication with healthcare providers to ensure that any changes to medication regimens are promptly reflected in the MAR, reducing the chances of discrepancies.

By implementing these measures, we aim to foster a culture of accountability and accuracy in our medication administration processes. We appreciate your guidance and oversight in this matter and remain committed to providing safe and effective care for our residents.
	Copy of Custom Field 1 (54): In response to the deficiency noted in accordance with Rule 11-100.1-15 Medications (f) regarding Resident #2, we recognize the importance of ensuring that all prescribed medications are properly administered and documented. To prevent this deficiency from occurring again, we are implementing the following future plan:

1.	Comprehensive Staff Training: We will conduct mandatory training sessions for all staff involved in medication administration. This training will cover the importance of adhering to prescribed medication schedules, accurate documentation in the Medication Administration Record (MAR), and the protocols for handling both daily and as-needed (PRN) medications.

2.	Daily Medication Audits: We will implement a daily audit process to ensure all prescribed medications are administered as ordered. Designated staff members will review the MAR at the end of each shift to verify that all medications for each resident have been documented appropriately.

3.	Medication Administration Protocol Review: Our existing medication administration protocols will be reviewed and revised as necessary to ensure clarity and effectiveness. We will emphasize the importance of timely administration and accurate documentation, with a specific focus on PRN medications.

4.	Increased Oversight by Nursing Staff: We will enhance oversight by staff during medication administration times. A registered nurse will be assigned to oversee and verify the administration of medications, ensuring compliance with prescribed orders.

5.	Feedback and Communication Mechanism: We will establish a feedback mechanism for staff to report any challenges or issues related to medication administration. Open communication will encourage staff to address potential concerns before they result in deficiencies.

6.	Regular Performance Evaluations: We will conduct regular performance evaluations of staff involved in medication administration. This will include assessments of compliance with medication protocols and documentation practices.

7.	Collaboration with Healthcare Providers: We will strengthen our collaboration with healthcare providers to ensure that any changes in medication orders are promptly communicated and accurately reflected in the MAR.

By implementing these measures, we are committed to fostering a culture of safety and accountability in our medication administration processes. We appreciate the guidance from the Department of Health and are dedicated to providing high-quality care to our residents.
	Copy of Custom Field 1 (56): In response to the deficiency cited in accordance with Rule 11-100.1-17 Records and Reports (a)(1) regarding the unavailability of the PCG assessment for Resident #2 upon admission on March 28, 2024, we acknowledge the importance of maintaining accurate individual records for each resident. To prevent the recurrence of this issue, we have developed the following comprehensive action plan:

1.	Mandatory Education and Retraining: We completed a mandatory education and retraining session for all relevant staff members, emphasizing the importance of adhering to the admissions checklist, which includes the completion of the PCG assessment. This training highlighted the critical role that proper documentation plays in ensuring compliance with regulatory requirements and the quality of care for our residents.

2.	Updated Policy and Procedures: We have revised our policies and procedures to require that all admissions must be approved by the Primary Care Giver (PCG) prior to the admission date. This change will ensure that the PCG is actively involved in the admission process, prompting them to complete the necessary assessment before a resident is admitted.

3.	Admissions Checklist: We have implemented an admissions checklist that includes all required documentation, specifically noting the PCG assessment. This checklist will be utilized by staff to verify that all necessary documents are completed and available prior to admission.

4.	Designated Responsibilities: We will designate specific staff members responsible for overseeing the admissions process, ensuring that they verify the completion of all required assessments and documentation. These designated personnel will work closely with the PCG to confirm that all documentation is in order before resident admission.

5.	Regular Audits: We will conduct regular audits of the admissions process and resident records to ensure compliance with the updated policies. These audits will help identify any areas of improvement and allow for immediate corrective actions if necessary.

6.	Feedback Mechanism: We will establish a feedback mechanism to encourage staff to report any challenges or suggestions related to the admissions process. This will allow us to continuously improve our practices and address any potential issues proactively.

By implementing this action plan, we are committed to ensuring that all individual resident records are maintained in compliance with regulatory requirements and are readily available for review. We appreciate the Department of Health’s guidance in this matter and remain dedicated to providing high-quality care to our residents.
	Copy of Custom Field 1 (57): In response to the identified deficiency regarding compliance with Rule 11-100.1-17 Records and Reports (a)(4), we have taken the following corrective actions to address the issue of the missing Initial (2-step) TB clearance for Resident #1:

1.	Correction of Records: We have attached a copy of the Initial (2-step) TB clearance for Resident #1 for your review.

2.	Verification Process: We are actively working to obtain a signed Initial (2-step) TB clearance from the healthcare provider who administered the test, ensuring that it meets the required State Department of Health standards by documenting it on Form F/G.
	Copy of Custom Field 1 (58): To ensure continued compliance with Rule 11-100.1-17 (a)(4) and to prevent recurrence of incomplete or missing TB clearance documentation, we have implemented the following steps:

1.	Resident Record Review and Update: We are conducting a comprehensive review of all current residents’ records to ensure that each resident’s Initial (2-step) TB clearance is documented on the State-required Form F/G. Where applicable, we are coordinating with healthcare providers to obtain completed and signed Form F/G documentation for each resident’s record.

2.	Admission Process Enhancement: Going forward, all new resident admissions will be reviewed by administrative staff to verify that Initial (2-step) TB clearance is completed on Form F/G with the healthcare provider’s signature before the admission process is finalized. This step has been added to our admissions checklist to ensure compliance from the start.

3.	Staff Training on Documentation Requirements: All administrative and admissions personnel have received updated training on the importance of obtaining and filing Initial (2-step) TB clearances on Form F/G, per State Department of Health requirements.

4.	Ongoing Monitoring: We have established a monthly audit procedure to ensure all resident records, including TB clearances, meet compliance requirements. This process allows us to identify and address any issues promptly.

These steps are designed to ensure that our facility maintains complete and compliant records for each resident, per DOH standards.
	Copy of Custom Field 1 (59): In response to the noted deficiency regarding the missing August 2024 monthly progress note for Resident #1, we have taken immediate corrective action. We reviewed the resident’s records and located the required documentation. Attached to this response is a copy of the August 2024 monthly progress note, as well as the After Visit Summary for your review.
	Copy of Custom Field 1 (60): To ensure that the deficiency regarding Resident #1’s August 2024 monthly progress note does not recur, we have implemented several improvements to our documentation procedures.

On 09/09/2024, we conducted mandatory education and retraining for our staff, emphasizing the importance of completing and recording resident progress notes accurately and in a timely manner each month, or more frequently as needed. Additionally, we updated our policy and procedures to mandate that the Registered Nurse will now conduct a monthly review of all resident charts to confirm that each record is current, complete, and fully reflective of the resident’s care and progress.

These proactive measures are intended to enhance our documentation processes and ensure ongoing compliance with regulatory standards.
	Copy of Custom Field 1 (61): In response to the noted deficiency regarding the August 2024 monthly progress note for Resident #2, we have updated the record to include the resident’s documented response to their diet. Attached is a copy of the revised August 2024 progress note, now inclusive of the requested dietary response information.
	Copy of Custom Field 1 (62): To address the deficiency related to the August 2024 progress note for Resident #2, we have taken several actions to ensure comprehensive and timely documentation of resident responses to their diet and other relevant aspects of care.

1.	Immediate Correction: The August 2024 progress note has been updated to include the resident's response to their diet. This updated note is attached for your review.

2.	Staff Education and Retraining: On September 9, 2024, we completed mandatory education and retraining with all relevant staff, emphasizing the importance of timely and thorough documentation in resident progress notes, which includes monthly or more frequent documentation as appropriate.

3.	Enhanced Review Procedures: We have updated our policy and procedures to require that the RN conducts a comprehensive review of resident charts on a monthly basis. This review process is designed to identify and address any missing information, ensuring that all charts are complete and reflect the necessary details, including residents' responses to diet and other relevant care aspects.

These measures are intended to maintain consistent compliance with Rule 11-100.1-17 and uphold the quality of resident records.
	Copy of Custom Field 1 (64): To prevent a recurrence of the deficiency regarding the documentation of condition monitoring and treatment outcomes for Resident #1, who was seen on August 2, 2024, for blepharitis, we have implemented the following measures:

1.	Staff Education and Retraining: On September 9, 2024, all relevant staff completed mandatory education and retraining to reinforce the importance of documenting resident conditions accurately. This includes ensuring timely follow-up documentation on the resolution or ongoing management of any diagnosed conditions, tracking changes in condition, and verifying compliance with prescribed treatments.

2.	Updated Policies and Procedures: We have updated our policies and procedures to require the RN to review all resident charts on a monthly basis. This review process will specifically check for thorough documentation of any changes in resident conditions, treatment adherence, and follow-up outcomes.

3.	Enhanced Chart Review Protocol: The RN will also monitor any conditions noted during physician visits to confirm treatment adherence and that follow-up documentation is completed in a timely manner. This will help ensure that all changes in condition and treatment outcomes are recorded consistently.

By reinforcing staff training and enhancing chart review protocols, we aim to maintain comprehensive and compliant records, in line with Rule 11-100.1-17, to support high-quality resident care.
	Copy of Custom Field 1 (65): In response to the deficiency noted under Rule 11-100.1-17 Records and Reports (b)(8) regarding Resident #1's follow-up with their primary care provider after hospitalization, we have implemented the following corrective measures:

1.	Documentation of Appointment Cancellations and Follow-Up: We documented that Resident #1’s follow-up appointment initially scheduled for July 18, 2024, was rescheduled for August 6, 2024, and subsequently canceled by the resident's son. No further appointments were scheduled by the family after this cancellation.

2.	Resident’s Care Status Update: On September 10, 2024, Resident #1 was evaluated for hospice care, and the resident was formally admitted to hospice care on September 23, 2024. We documented these developments in the resident’s records to ensure the continuity of care and coordination with all healthcare providers.

We have also updated our internal procedures to ensure that any cancellations, family decisions, or changes in care plans are promptly documented in the resident’s records. This corrective action will support our compliance with Rule 11-100.1-17 and ensure full and transparent documentation of any updates to resident care.
	Copy of Custom Field 1 (66): To prevent a recurrence of the deficiency related to documenting follow-up visits post-hospitalization, as identified in Rule 11-100.1-17 Records and Reports (b)(8), we have implemented the following proactive measures:

1.	Enhanced Documentation Protocols: Staff are now required to document any appointment changes, including cancellations, family decisions, and updates to the resident's care plan, immediately in the resident’s file. This will ensure that all healthcare events, whether attended or rescheduled, are consistently and clearly recorded.

2.	Regular Review and Tracking of Appointments: We have instituted a new process for monitoring and tracking residents’ post-hospitalization follow-up visits. Staff will review the scheduling and completion status of these appointments on a weekly basis, ensuring that any missed or rescheduled appointments are promptly documented.

3.	Family Communication and Follow-Up: We have established a procedure for follow-up with families if a cancellation is initiated by them, to support timely rescheduling or alternative follow-up care. Additionally, if hospice or another care transition is being considered, we will document discussions with family and providers to ensure continuity in the resident’s medical record.

4.	Staff Training and Education: Mandatory training for all staff was completed on 09/09/2024, covering the importance of timely documentation for all healthcare appointments and follow-up procedures. Staff have been reminded to prioritize communication with both families and healthcare providers regarding any changes in scheduled visits.

These improvements will help ensure our compliance with Rule 11-100.1-17 and promote comprehensive documentation and follow-up for all resident care needs.
	Copy of Custom Field 1 (68): In response to the deficiency noted regarding the use of yellow highlighter markings in the Resident Register, as outlined in Rule 11-100.1-17 Records and Reports (f)(1), we have taken immediate corrective action and established a comprehensive plan to prevent recurrence in the future.

1.	Mandatory Education and Retraining: On September 9, 2024, we conducted a mandatory education and retraining session for all staff. This training emphasized the importance of using only black ink for documentation and explicitly prohibited the use of highlighters and erasable pens. All staff were made aware of the impact that improper documentation can have on resident care and regulatory compliance.

2.	Policy and Procedure Updates: Our policies and procedures have been revised to include strict guidelines that require all documentation in resident charts to be completed in black ink only. Highlighter markings and erasable pens are expressly forbidden in any resident documentation. This policy will be communicated to all staff members, and adherence will be closely monitored.

3.	Monthly Chart Reviews by RN: We have implemented a process for Registered Nurses (RNs) to conduct monthly reviews of resident charts. These reviews will ensure that all documentation is current, complete, and compliant with our updated policies. The RN will check for any instances of non-compliance, including the presence of highlighter markings, and take corrective action as necessary.

4.	Accountability and Monitoring: We will establish a monitoring system to track compliance with documentation standards. Any staff found not adhering to these policies will receive additional training, and their documentation practices will be closely observed until they demonstrate consistent compliance.

By implementing these measures, we are committed to maintaining high standards of documentation and ensuring that the deficiencies identified do not occur again in the future.
	Copy of Custom Field 1 (69): In response to the identified deficiency concerning the incomplete PCG admission assessment for Resident #1, as outlined in Rule 11-100.1-17 Records and Reports (f)(4), we have taken immediate corrective action.

1.	Completion of Admission Assessment: We have attached the executed Admission Agreement, which now includes the necessary signature from the resident’s representative. This document serves to confirm that all required information was provided and acknowledged during the admission process.

2.	Policy Review and Update: We have reviewed our admission procedures and identified the need for clearer guidelines regarding the completion and documentation of the PCG admission assessments. Our policy has been updated to ensure that all admission assessments include the required signatures and that these documents are verified for completeness before they are filed.
	Copy of Custom Field 1 (70): In response to the deficiency identified regarding the incomplete PCG admission assessment for Resident #1, as specified in Rule 11-100.1-17 Records and Reports (f)(4), we are committed to implementing the following future plan to ensure compliance and prevent recurrence:

1.	Standardized Admission Protocol: We will develop and implement a standardized admission protocol that explicitly outlines the requirements for completing the PCG admission assessment, including obtaining the necessary signatures from the resident or their representative. This protocol will serve as a checklist for staff to follow during the admission process.

2.	Staff Training and Education: We will conduct mandatory training sessions for all staff involved in the admission process. These sessions will focus on the importance of completing the PCG admission assessments thoroughly and accurately, emphasizing the need for signatures to ensure compliance with state regulations.

3.	Audit and Monitoring: We will establish a regular audit system to review completed admission assessments. Designated staff will conduct monthly audits to ensure that all admission records are complete, and any missing signatures or information will be promptly addressed. This will help us identify and correct any issues before they become deficiencies.

4.	Accountability Measures: We will implement accountability measures for staff responsible for completing admission assessments. Any discrepancies or omissions will be addressed through performance evaluations to reinforce the importance of maintaining accurate and complete documentation.

5.	Feedback Loop: We will create a feedback mechanism that allows staff to report any challenges or concerns regarding the admission assessment process. This will enable us to continually improve our procedures and address any potential barriers to compliance.

By taking these proactive steps, we aim to enhance the quality of our admission processes and ensure that all necessary documentation is accurately completed and maintained in accordance with state regulations.
	Copy of Custom Field 1 (74): In response to the noted deficiency concerning the May MAR for Resident #2, specifically regarding the documentation of MEGESTROL ACET 40MG/ML SUSPENSION, I would like to express our commitment to ensuring compliance with Rule 11-100.1-17 Records and Reports (g). We recognize the importance of accurate documentation in the administration of medications and sincerely apologize for the oversight.

To prevent this deficiency from occurring again, we are implementing the following future plan:

1.	Enhanced Training for Staff: We will conduct comprehensive training sessions for all nursing and administrative staff on the critical importance of accurate and clear documentation in the Medication Administration Record (MAR). This training will emphasize the need to avoid any markings, such as lines, that may obscure medication orders or initials.

2.	Standardized Documentation Protocol: We will develop and implement a standardized protocol for completing the MAR. This protocol will include specific guidelines on how to handle medication orders, including proper procedures for documenting when medications are administered, discontinued, or changed.

3.	Regular Audits of MAR Documentation: We will institute regular audits of MAR documentation to ensure compliance with our protocols and state regulations. These audits will be conducted monthly, and any discrepancies will be addressed immediately with the responsible staff.

4.	Immediate Corrective Actions: If any documentation issues are identified during audits or inspections, we will implement immediate corrective actions, including retraining affected staff and providing additional support where needed.

5.	Feedback Mechanism: We will establish a feedback mechanism to encourage staff to report any challenges or confusion regarding medication documentation. This will allow us to continuously improve our practices and address any systemic issues that may arise.

6.	Leadership Oversight: We will designate a member of our leadership team to oversee compliance with medication documentation practices. This individual will be responsible for monitoring adherence to protocols and facilitating training sessions as needed.

By implementing these strategies, we aim to enhance our compliance with state regulations and ensure that all medication administration documentation is accurate and readily available for review.
	Copy of Custom Field 1 (76): In response to the deficiency noted concerning the resident register containing post-its covering multiple fields, I would like to outline our future plan to ensure compliance with Rule 11-100.1-17 Records and Reports (g) and maintain the integrity of our documentation practices.

To prevent this issue from recurring, we will implement the following measures:

1.	Training and Education: We will conduct mandatory training sessions for all staff members on the importance of maintaining clear and accessible documentation in the resident register. This training will emphasize that using post-its or similar methods to cover fields can lead to incomplete or unclear records.

2.	Revised Documentation Policy: Our documentation policy will be revised to explicitly prohibit the use of post-its or any similar materials on the resident register. We will establish clear guidelines on how to document necessary information directly on the register without obscuring any fields.

3.	Regular Audits and Compliance Checks: We will implement a routine audit process to review resident registers for compliance with documentation standards. These audits will occur monthly and will focus on ensuring that all information is clearly documented and accessible.

4.	Feedback Mechanism: We will create a feedback mechanism that allows staff to communicate any difficulties they encounter with the documentation process. This will enable us to address issues proactively and improve our documentation practices continuously.

5.	Leadership Oversight: A designated member of our management team will be responsible for overseeing documentation practices and ensuring that staff adhere to our revised policies. This individual will also provide ongoing support and guidance to staff regarding proper documentation techniques.

6.	Clear Communication with Staff: We will hold regular meetings to reinforce the importance of accurate documentation and address any questions or concerns from staff regarding the resident register.

By implementing these strategies, we aim to improve our documentation practices and ensure that the resident register is complete, clear, and compliant with all regulatory requirements.
	Copy of Custom Field 1 (77): In response to the deficiency noted concerning the unavailability of the financial agreement for Resident #1 upon admission on July 12, 2024, we have taken the necessary steps to rectify this situation. Attached are the Financial Statement and Admissions Agreement for your review. These documents are now included in Resident #1’s file to ensure compliance with Rule 11-100.1-19 Resident Accounts (a).

To prevent this deficiency from occurring in the future, we have implemented the following corrective actions:

1.	Enhanced Admissions Checklist: We have updated our admissions checklist to explicitly include the requirement for a financial agreement to be completed and signed prior to the resident's admission.

2.	Staff Training: We conducted mandatory training for our administrative staff on the importance of collecting all necessary documentation, including financial agreements, at the time of admission.

3.	Regular Audits: We will implement a routine audit of resident files to ensure that all required documentation, including financial agreements, is present and correctly filed.

4.	Communication Protocols: We have established a communication protocol to remind staff of the importance of completing financial agreements and ensuring that all necessary documents are obtained during the admission process.

We appreciate your understanding as we work to ensure compliance with all regulatory requirements.
	Copy of Custom Field 1 (78): In response to the deficiency noted regarding the unavailability of the financial agreement for Resident #1 at the time of admission on July 12, 2024, we have taken immediate corrective action and are committed to implementing a comprehensive future plan to prevent such occurrences.
Future Plan of Action:

1.	Revised Admission Protocols: We have updated our admission protocols to ensure that the financial agreement is included as a mandatory document. A new admissions checklist has been created to ensure that all required documents are completed prior to a resident's admission.

2.	Staff Training and Education: We will conduct mandatory training sessions for all administrative and admissions staff to reinforce the importance of obtaining and verifying the financial agreement during the admission process. This training will be scheduled biannually to ensure ongoing compliance.

3.	Implementation of a Verification System: A verification system will be put in place to cross-check all required admission documents, including the financial agreement, prior to finalizing a resident’s admission. This will involve a designated staff member responsible for reviewing each file to confirm completeness.

4.	Monthly Audits: We will establish monthly audits of resident files to ensure compliance with the new protocols. These audits will help identify any discrepancies or missing documentation early, allowing for prompt corrective action.

5.	Feedback Mechanism: We will implement a feedback mechanism for staff to report any challenges they encounter in the admissions process, allowing for continuous improvement of our protocols.

We are committed to ensuring compliance with all regulatory requirements and enhancing the quality of care for our residents. We appreciate your guidance and support as we implement these changes.
	Copy of Custom Field 1 (79): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-21 concerning Residents’ and Primary Caregivers’ Rights and Responsibilities, specifically regarding Resident #1’s admission on July 12, 2024.

Correction of Deficiency:

Upon review, we acknowledge that there was no evidence indicating that Resident #1 was informed of their rights and responsibilities at the time of admission. Attached is the executed Admission Agreement signed by the resident’s representative on September 9, 2024. We sincerely apologize for not obtaining the required signature at the time of admission and for any confusion this may have caused.

Steps Taken to Prevent Future Occurrences:

To prevent a recurrence of this issue, we have implemented the following corrective actions:

1.	Revised Admission Procedures: We have updated our admission procedures to include a step specifically for informing residents and their representatives of their rights and responsibilities. A checklist has been created to ensure that all necessary documentation is completed and signed before finalizing any admission.

2.	Staff Training: Mandatory training sessions for all admissions staff will be conducted to emphasize the importance of informing residents about their rights and responsibilities during the admission process. This training will be scheduled regularly to ensure all staff members are consistently updated on policies.

3.	Documentation Review Process: A new documentation review process has been established, which requires an admissions supervisor to verify that all required forms, including the rights and responsibilities acknowledgment, are signed and in place before an admission is finalized.

4.	Quality Assurance Audits: We will conduct quarterly audits of resident files to ensure compliance with documentation requirements, including verification of residents’ rights and responsibilities. This will help us identify any gaps in our process early on.

5.	Feedback Mechanism: We will introduce a feedback mechanism that allows staff to report any challenges they encounter in the admission process, enabling continuous improvement of our protocols.

We are committed to ensuring that all residents are fully informed of their rights and responsibilities and that all documentation is complete and accurate at the time of admission. Thank you for your guidance as we work to enhance our practices.
	Copy of Custom Field 1 (80): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-21 concerning Residents’ and Primary Caregivers’ Rights and Responsibilities for Resident #1, specifically regarding the lack of documentation confirming that the resident was informed of their rights and rules governing conduct at the time of admission on July 12, 2024.

Future Plan to Prevent Recurrence:

To ensure this deficiency does not occur again, we are implementing the following measures:

1.	Revised Admission Protocol: We have updated our admission protocol to include a mandatory step for staff to inform residents and their representatives of their rights and responsibilities both orally and in writing prior to or at the time of admission. This will be documented on the admission checklist.

2.	Training and Education: We will conduct mandatory training sessions for all staff involved in the admission process to emphasize the importance of informing residents about their rights. This training will cover the relevant rules and regulations to ensure that staff understand their responsibilities.

3.	Documentation Checklist: A standardized documentation checklist will be created and utilized for every admission. This checklist will include a specific item to confirm that the resident’s rights and responsibilities have been discussed and that the acknowledgment form has been signed.

4.	Monthly Review Process: We will implement a monthly review process where admissions staff will verify that all admission documentation, including the acknowledgment of rights, is complete and properly filed. This review will be overseen by a designated supervisor.

5.	Feedback Mechanism: We will establish a feedback mechanism allowing staff to report any issues or challenges they encounter during the admission process, enabling continuous improvement in our practices.

6.	Audit of Admissions: Regular audits will be conducted to ensure compliance with the updated procedures and to identify any areas for improvement.

By implementing these measures, we are committed to ensuring that all residents are fully informed of their rights and that proper documentation is maintained. We appreciate your support as we enhance our processes to better serve our residents.
	Copy of Custom Field 1 (81): Thank you for your notification regarding the deficiency related to Resident #1 under Rule 11-100.1-21 concerning the documentation of residents' and primary caregivers' rights and responsibilities. Specifically, we understand that there was no documented evidence that the resident was fully informed in writing, prior to or at the time of admission on July 12, 2024, about the services available and related charges.

To correct this deficiency, we have taken the following actions:

1.	Executed Financial Statement and Admission Agreement: Attached, you will find the executed Financial Statement and Admission Agreement signed by the resident’s representative on September 9, 2024. This document confirms that the resident was informed of the services available and the associated charges.

2.	Review Process Improvement: We have established a protocol to ensure that all residents are provided with written information regarding available services and related charges prior to or at the time of admission. This protocol includes a checklist that will be utilized during the admission process to confirm that this information has been provided and understood.

3.	Staff Training: We conducted mandatory training for our admissions staff to reinforce the importance of fully informing residents and their representatives about the services offered and related costs. This training emphasizes compliance with the rules and guidelines established by the Department of Health.

4.	Documentation Protocol: We have implemented a revised documentation protocol to ensure that all communications regarding services and charges are thoroughly documented. This will include obtaining signatures from residents or their representatives acknowledging receipt and understanding of this information.

5.	Regular Audits: We will conduct regular audits of admission files to ensure compliance with these protocols and to identify any areas that may require further attention or improvement.

By implementing these corrective actions, we are committed to ensuring that all residents are fully informed of their rights and the services available to them at the time of admission. We appreciate your understanding and guidance as we strive to enhance our processes.
	Copy of Custom Field 1 (82): We appreciate your communication regarding the deficiency noted in accordance with Rule 11-100.1-21 regarding Residents' and Primary Caregivers' Rights and Responsibilities, specifically concerning Resident #1’s admission on July 12, 2024.

To ensure that this deficiency does not occur again, we have developed the following future plan:

1.	Enhanced Admission Procedures: We will revise our admission procedures to ensure that all residents and their representatives receive comprehensive written information about the services available and related charges prior to or at the time of admission. This will include an updated checklist that staff will complete to confirm that all necessary information has been provided and acknowledged.

2.	Mandatory Staff Training: We will conduct mandatory training sessions for all admissions staff to emphasize the importance of clearly communicating the services available and related charges. This training will ensure that all team members understand their responsibilities in facilitating informed consent and acknowledgment from residents.

3.	Standardized Documentation Process: We will implement a standardized process for documenting that residents have been informed about available services and related charges. This documentation will include obtaining signatures from residents or their representatives, confirming their understanding and acceptance of this information.

4.	Regular Audits and Quality Assurance: We will conduct regular audits of our admission files to ensure compliance with our revised procedures and to monitor adherence to the requirements outlined by the Department of Health. This quality assurance measure will help us identify any potential issues proactively.

5.	Feedback Mechanism: We will establish a feedback mechanism that allows residents and their representatives to provide input on their understanding of the services and charges at the time of admission. This will help us continuously improve our processes and ensure that residents feel informed and supported.

By implementing these measures, we are committed to providing clear and comprehensive information to residents and their families regarding the services available and related charges at the time of admission. We appreciate your understanding as we work to enhance our compliance and ensure the highest quality of care for our residents.
	Copy of Custom Field 1 (83): We appreciate your notification regarding the deficiency in accordance with Rule 11-100.1-23 concerning the documentation of monthly fire drills at our facility. We acknowledge that there was no documented evidence of fire drills performed from September 2023 to August 2024, with particular omissions in July and August 2024 during the transition of management oversight at Hale Kiapu at Korean Care Center.

To address this deficiency, we have taken the following corrective actions:

1.	Review and Update of Fire Drill Procedures: We conducted a comprehensive review of our fire drill procedures to ensure compliance with state regulations. This includes confirming that monthly fire drills are conducted and documented appropriately.

2.	Resumption of Monthly Fire Drills: Monthly fire drills have been resumed as of September 2024, and the fire drill log and record have been updated to reflect these activities. We have also ensured that the security system company is informed prior to each drill to facilitate proper coordination.

We sincerely apologize for not having the requested documentation readily available on the day of inspection. We are committed to maintaining the highest standards of safety and compliance within our facility and appreciate your understanding as we work to improve our practices.
	Copy of Custom Field 1 (84): Thank you for your notification regarding the deficiency in compliance with Rule 11-100.1-23 concerning the documentation of monthly fire drills at our facility. We recognize the importance of these drills for the safety of our residents and staff and sincerely apologize for the lapses in documentation during the transition of management oversight at Hale Kiapu at Korean Care Center.

To ensure that this deficiency does not recur, we have developed a comprehensive action plan, which includes the following steps:

1.	Reinforcement of Fire Drill Protocols: We have reviewed and updated our fire drill protocols to reinforce the necessity of conducting and documenting monthly fire drills consistently. This includes clear procedures for the execution and reporting of drills.

2.	Scheduling and Notification: We will establish a clear, documented schedule for fire drills, ensuring they are conducted monthly without fail. A reminder system will be put in place to alert staff and the security system company in advance of each drill.

3.	Staff Training: We will conduct mandatory training sessions for all staff regarding the importance of fire drills and the proper documentation procedures. This training will emphasize accountability and adherence to safety protocols.

4.	Documentation Checks: We will implement a regular audit system to review fire drill records. This will include a designated staff member responsible for ensuring that all drills are conducted and properly documented in a timely manner.

5.	Management Oversight: The management team will conduct monthly reviews of the Fire Drill Log to confirm compliance and to address any potential issues proactively.

6.	Continuous Improvement: We will seek feedback from staff and residents after each drill to identify any areas for improvement and to ensure that everyone is well-informed and prepared for emergency situations.

We are committed to maintaining the highest safety standards and ensuring compliance with all regulations. We appreciate your understanding as we work diligently to improve our practices.
	Copy of Custom Field 1 (85): Thank you for your notification regarding the deficiency related to stored items in licensed rooms, specifically Building A, Room #1 and Building D, Bedroom #4, in accordance with Rule 11-100.1-23(o)(1)(D). We acknowledge the importance of maintaining compliance with the regulations governing our facility and appreciate your guidance in this matter.

To correct the deficiency, we have taken the following actions:

1.	Removal of Stored Items: On September 7, 2024, we removed all stored items, including the vacuum, steamer, and miscellaneous equipment from Building A, Room #1, as well as the shower chairs from Building D, Bedroom #4.

2.	Reorganization of Rooms: Following the removal, both rooms have been reorganized to ensure compliance as licensed bedrooms per general conditions requirements. The spaces are now free from any non-residential items.

We are dedicated to ensuring that our facility meets all regulatory requirements and appreciate your understanding as we implement these corrections.
	Copy of Custom Field 1 (86): To prevent future deficiencies related to the physical environment, we have developed the following plan:

1.	Enhanced Staff Training: We will conduct mandatory training sessions for all staff members on the importance of maintaining licensed rooms free from non-residential items. This training will include specific guidelines on what can and cannot be stored in licensed areas and the importance of compliance with regulatory standards.

2.	Regular Inspections: We will implement a routine inspection schedule for all licensed rooms. These inspections will occur monthly to ensure that no unauthorized items are stored in resident areas. A designated staff member will be responsible for documenting findings and ensuring compliance.

3.	Designated Storage Areas: To facilitate proper organization, we will maintain a clear policy regarding designated storage areas. All items that are not in active use will be stored in the covered storage shed at the back of the facility. This will minimize the risk of items inadvertently being placed in licensed rooms.

4.	Monitoring and Accountability: We will establish a monitoring system where staff members are held accountable for maintaining the integrity of licensed rooms. Any violations will be addressed promptly to prevent recurrence.

5.	Feedback and Improvement: We will encourage staff to provide feedback on any challenges they encounter regarding room organization and compliance. Regular meetings will be scheduled to discuss these issues and explore solutions.

By implementing these measures, we are committed to ensuring that all licensed areas of our facility remain compliant with state regulations and provide a safe, welcoming environment for our residents.
	Copy of Custom Field 1 (87): We appreciate your notification regarding the deficiency related to the availability of signaling devices in various rooms and bathrooms throughout our facility, as per Rule 11-100.1-23(p)(5). We understand the importance of this requirement in ensuring the safety and well-being of our residents. To address the identified deficiencies, we have taken the following corrective action:

1.	Installation of Signaling Devices: On September 9, 2024, we successfully installed a centralized signaling device system in all rooms and bathrooms throughout the facility. This system ensures that all residents have immediate access to signaling devices to call for assistance when needed.

2.	Comprehensive Testing: After installation, we conducted thorough testing of the signaling devices to ensure they are fully operational and meet safety standards. All devices were tested to confirm that they provide reliable communication for residents and staff.
	Copy of Custom Field 1 (88): As you are aware, we have successfully installed a centralized signaling device system in all rooms and bathrooms throughout the facility as of September 9, 2024.

To prevent similar deficiencies in the future, we have developed a comprehensive plan that includes the following key elements:

1.	Regular Audits and Inspections: We will implement a monthly audit schedule to assess the functionality of all signaling devices. This will include checking for operational status and ensuring that each device is easily accessible to residents.

2.	Preventive Maintenance Program: We will establish a preventive maintenance program for the signaling device system, which will include routine checks and timely repairs to ensure that all devices remain in optimal working condition. This program will be documented and reviewed regularly.

3.	Staff Training and Awareness: We will conduct ongoing training sessions for all staff members regarding the importance of the signaling devices and the protocols for addressing any issues that may arise. This training will emphasize the need for immediate reporting of any malfunctioning devices.

4.	Resident Feedback Mechanism: We will create a feedback mechanism that allows residents to report any concerns related to the signaling devices directly to management. This will enable us to address potential issues proactively.

5.	Documentation and Reporting: All audits, maintenance activities, and resident feedback will be documented and reviewed during our monthly safety meetings. This will ensure accountability and continuous improvement in our safety protocols.

By implementing this comprehensive plan, we aim to maintain compliance with regulatory requirements and provide a safe environment for our residents. We appreciate your understanding and support as we work to uphold the highest standards of care.
	Copy of Custom Field 1 (89): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-54(7) concerning our general operational policies for the utilization of an outside contracted meal delivery service. 

To correct this deficiency, we have taken the following actions:

1.	Engagement with Food Vendor: We met with our food vendor to clarify the necessary documentation for regulatory compliance. This collaborative effort was instrumental in gathering available materials, ensuring alignment with operational standards.

2.	Documentation Acquisition: We obtained limited documentation from our food vendor, which includes:
        - Menu Schedule: A schedule outlining the meal offerings provided to residents.
        - Nutritional Information: Partial nutritional profiles for menu items to support residents’ dietary needs.
        - Delivery Schedule: An overview of the delivery process and frequency, ensuring consistency in meal service.

Attached you will find the documentation for your review. We recognize that these documents may not fully address all regulatory requirements raised during the inspection and are continuing to work with our food vendor to obtain additional information.
	Copy of Custom Field 1 (90): Thank you for your feedback regarding the deficiency under Rule 11-100.1-54(7), related to our general operational policies for utilizing an outside contracted meal delivery service. Ensuring full compliance with operational policies is a priority for us, and we are committed to addressing this matter promptly and thoroughly.

To correct this deficiency, we have taken the following actions:

1.	Engagement with Food Vendor: We have engaged with our food vendor to clarify documentation requirements necessary for regulatory compliance. Through this collaboration, we aim to acquire all essential materials to align our services with state operational standards.

2.	Documentation Acquisition: We are actively working with our food vendor to ensure comprehensive documentation is available, including:

3.	Menu Schedule: A detailed schedule outlining meal offerings for residents.

4.	Nutritional Information: Full nutritional profiles for menu items to confirm they meet dietary requirements.

5.	Delivery Schedule: A documented outline of the delivery process and frequency to maintain consistency in meal service. Our goal is to maintain open communication with our food vendor to secure this documentation consistently and ensure that these records meet all state requirements.

6.	Future Plan
To ensure this deficiency does not recur, we are implementing additional measures:

7.	Routine Documentation Audits: Monthly internal reviews will be conducted to confirm that all contracted meal service documentation is complete, up-to-date, and aligned with state requirements.

8.	Vendor Communication Protocol: We have established regular check-ins with our food vendor to keep documentation current, including prompt updates to menus, nutritional information, and delivery schedules.

9.	Policy and Procedure Update: We have updated our operational policies to include quarterly reviews of all third-party service documentation to ensure compliance.

Future Plan

To ensure this deficiency does not occur again, we are implementing the following actions:

1.	Routine Documentation Review: We will conduct monthly internal audits to review all meal service documentation, including updated menus, nutritional profiles, and delivery schedules, ensuring that all required information is on file and compliant.

2.	Regular Communication with Food Vendor: We will maintain consistent communication with our food vendor to ensure all required documentation is up-to-date and promptly available for review. This includes requesting updates to menu items, nutritional information, and delivery schedules as they occur.

3.	Policy Update: Our policies and procedures will now include a quarterly review of all contracted service agreements, specifically focusing on compliance with state requirements. This policy update will help verify that all service documentation is readily available at all times.

We appreciate your support as we work to strengthen our documentation and policies.
	Copy of Custom Field 1 (91): Regarding the deficiency noted under Rule 11-100.1-55(2) regarding documented evidence of Registered Dietitian-provided training for our food preparation staff. We understand the importance of ensuring staff competency in food preparation to maintain high standards in nutrition and food sanitation.

1.	Registered Dietitian Consultant Engagement: We have solidified an agreement with a Licensed Registered Dietitian to support us in addressing this requirement. The consultant will provide comprehensive training to our food preparation staff, covering best practices in food safety, dietary requirements, and preparation standards.

2.	Scheduling of Training: We are currently coordinating with the Registered Dietitian to confirm an available date for conducting the in-service training. Once confirmed, we will document the scheduled date, attendance, and training content to provide a complete record of compliance.
	Copy of Custom Field 1 (92): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-55(2) on documented evidence of training provided by a Consultant Registered Dietitian for our food preparation staff. We acknowledge the importance of ensuring staff competency in food safety and nutrition standards.

To prevent recurrence of this deficiency, we have established the following measures:

1.	Ongoing Engagement with Registered Dietitian Consultant: We have formalized an agreement with a Registered Dietitian Consultant who will be responsible for conducting quarterly in-service trainings. These sessions will cover key areas of food safety, nutritional standards, and effective food preparation techniques to ensure all staff maintain a high level of competency.

2.	Scheduled Training Sessions: We will schedule the initial in-service training as soon as the Consultant’s availability is confirmed. Moving forward, we will secure recurring dates for quarterly sessions to maintain consistent training throughout the year.

3.	Documentation and Record Keeping: For each training session, we will document attendance, training materials covered, and assessments of staff competency. These records will be maintained in a centralized log and will be readily available for review.

4.	Regular Competency Assessments: Following each training session, we will conduct brief assessments to confirm staff understanding and competency in food preparation practices. This will allow us to address any areas of improvement promptly.

We are fully committed to ensuring that our food preparation staff receive ongoing training to uphold best practices in nutrition and food sanitation for the benefit of our residents.
Thank you for your guidance and support as we continue to enhance our facility's operational standards.
	Copy of Custom Field 1 (93): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-83(1) on the documented training of caregivers by a Case Manager to provide personal and specialized care for the expanded resident.

Correction of Deficiency:

1.	Engagement of a Case Manager: We have established an agreement with a qualified Case Manager who is overseeing the training of all caregivers to ensure they are fully prepared to provide both daily personal and specialized care for our expanded resident.

2.	Initial Training Completion: Training has commenced, and several caregivers have completed the required training. Attached are copies of the proof of training for these caregivers, as documented by our Case Manager.

3.	Ongoing Training for Remaining Staff: We are in the process of scheduling ongoing training sessions to ensure all remaining staff members complete the necessary training. Once the training is completed for each caregiver, proof of training will be documented and filed in each caregiver’s record.
Moving forward, we are committed to upholding a high standard of care for all residents by maintaining rigorous training protocols for our staff. We are confident that these steps will enhance our facility’s compliance, and the quality of care provided.

	Copy of Custom Field 1 (94): Deficiency identified under Rule 11-100.1-83(1) regarding caregiver training by a Case Manager for the provision of daily personal and specialized care to the expanded resident.

To prevent this issue from reoccurring, we are implementing the following steps:

1.	Ongoing Case Manager Engagement: We have established a consistent partnership with a Case Manager who will oversee the initial and refresher training of all caregiving staff in specialized resident care.

2.	Comprehensive Training Schedule: A structured training schedule has been established to ensure that all new hires complete this essential training within their first 30 days of employment. Ongoing quarterly refresher courses will also be conducted to reinforce caregiver skills and maintain high standards of care.

3.	Documentation Protocol: We will maintain detailed training records for each caregiver. Upon completion of training, proof will be immediately documented and filed in each caregiver’s personnel record. Training logs will also be reviewed monthly by management to ensure compliance and readiness for review by the department.

4.	Quality Assurance Audits: Our management team will conduct regular audits of caregiver training records to ensure that all personnel have received the necessary training and are compliant with all relevant care standards.
These measures will enable us to maintain full compliance with personnel and staffing requirements while ensuring that our caregivers are equipped to provide exceptional care to our residents.
	Copy of Custom Field 1 (95): In regard to the deficiency identified under Rule 11-100.1-83(5), concerning the requirement for annual continuing education hours for SCG#2.

We have taken the necessary steps to bring our continuing education records for SCG#2 up to date:

1.	Documentation Update: Attached, you will find proof of SCG#2’s completion of 10 continuing education hours, which will be credited toward the 2024 annual inspection. These hours fulfill the educational requirements outlined under Rule 11-100.1-83(5).

2.	Tracking and Compliance System: We have implemented a more robust tracking system to ensure all staff members complete and document required continuing education hours well in advance of annual reviews. This system includes periodic reminders and log accessible by management to monitor progress.

These actions will ensure ongoing compliance with state requirements and enhance the competency of our staff to deliver quality care to our residents.
	Copy of Custom Field 1 (96): Regarding the deficiency noted under Rule 11-100.1-83(5) on continuing education hours for SCG#2.

To prevent future deficiencies related to annual continuing education requirements, we are implementing the following actions:

1.	Monthly In-Service Continuing Education: We will conduct monthly in-service continuing education sessions beginning January 2025, ensuring all staff have ample opportunities to complete and exceed the required annual continuing education hours. This proactive approach will help prevent any gaps in compliance and further enhance staff competency.

2.	Tracking and Monitoring System: Our administrative team has also established an improved tracking and reminder system to monitor each staff member’s progress toward meeting their continuing education hours. Quarterly reviews will allow us to address any issues early and ensure timely completion of all training requirements.

3.	Documented Compliance: All completed education hours will be recorded and maintained in staff records, which will be reviewed regularly to verify that each staff member consistently meets the requirements.
We are committed to sustaining compliance and upholding a high standard of care.

	Copy of Custom Field 1 (97): The deficiency noted under Rule 11-100.1-84(b)(4) regarding Resident #1’s immunization documentation upon admission on 7/12/2024.

We have reviewed and updated Resident #1's records to ensure they include current immunization documentation as required. Resident #1 received the pneumococcal vaccine (Pneumovax) on 12/2009 and 10/2001, and Prevnar on 05/15/2015, along with the influenza vaccine on 09/11/2024. Attached is a copy of the documentation verifying these immunizations, now included in Resident #1's record to demonstrate compliance.

To prevent future deficiencies, we will implement a thorough admission checklist and immunization verification process for all new admissions, which includes confirming and documenting all required immunizations upon entry.
	Copy of Custom Field 1 (98): Regarding the deficiency noted under Rule 11-100.1-84(b)(4) concerning Resident #1’s immunization documentation.

To prevent this deficiency from occurring again, we will implement the following measures:

1.	Admission Checklist: We will develop a comprehensive admission checklist that includes a section specifically for immunization documentation. This checklist will ensure that all required immunizations are verified and documented at the time of admission.

2.	Staff Training: Our staff will receive training on the importance of maintaining accurate immunization records, including understanding the specific requirements for pneumococcal and influenza vaccines. This training will reinforce the significance of gathering and documenting this information during the admission process.

3.	Regular Audits: We will conduct regular audits of resident records to ensure that all immunizations are up to date and properly documented. This will include quarterly reviews of new admissions to verify compliance with immunization requirements.

4.	Collaboration with Healthcare Providers: We will enhance communication with residents’ healthcare providers to ensure timely updates regarding immunizations and to facilitate the collection of necessary documentation.

5.	Ongoing Review and Improvement: We will continuously review and improve our processes for collecting and maintaining immunization records to ensure compliance with all regulatory requirements.
We appreciate your understanding and support as we work to uphold the highest standards of care and regulatory compliance in our facility.

	Copy of Custom Field 1 (99): The deficiency noted under Rule 11-100.1-88(a) concerning the documentation of case management services provided to Resident #1.

To address this deficiency, we have taken the following corrective actions:

1.	Documentation of Case Management Services: We have established a Client Service Agreement for our facility, which is now attached for your review. This document outlines the scope of case management services being provided, ensuring compliance with regulatory requirements.

2.	Regular Monitoring: We will implement a system for ongoing monitoring of case management services to ensure that all residents receive the necessary support. This includes regular check-ins with residents and staff to verify that services are being delivered as outlined in the Client Service Agreement.
We appreciate your understanding as we work diligently to maintain compliance with all regulations and provide the highest quality of care to our residents.
	Copy of Custom Field 1 (100): Regarding the deficiency noted under Rule 11-100.1-88(a) concerning the documentation of case management services provided to Resident #1. We take this matter seriously and are committed to implementing measures to prevent a recurrence.

To ensure that case management services are consistently documented and provided to all residents, we will implement the following actions:

1.	Enhanced Documentation Protocols: We will develop a standardized documentation protocol for case management services. This will include specific forms and checklists to ensure all required information is recorded accurately and promptly.

2.	Regular Review of Case Management Services: A designated staff member will conduct monthly audits of case management documentation to ensure compliance with regulatory requirements. This will allow us to promptly identify and address any gaps in service delivery or documentation.

3.	Staff Training and Education: We will provide ongoing training sessions for our staff on the importance of proper documentation and the requirements for case management services. This will reinforce our commitment to maintaining high standards of care and compliance.

4.	Regular Communication with Residents and Families: We will implement regular meetings with residents and their families to review case management services, ensuring transparency and accountability. This will help us gather feedback and make any necessary adjustments to services provided.

5.	Collaboration with Case Managers: We will establish clear communication channels between our facility and case managers to facilitate timely updates on resident needs and services. This collaboration will ensure that all case management services are effectively coordinated and documented.

By implementing these strategies, we are confident that we will enhance our case management services and ensure that all documentation is readily available for review.

	Copy of Custom Field 1 (101): Regarding the deficiency noted under Rule 11-100.1-88(a)(1) concerning the documentation of a comprehensive assessment for Resident #1 prior to placement in our facility. We take this matter seriously and have taken corrective action to address the issue.

To rectify this deficiency, we have taken the following steps:

1.	Engagement with Case Management Company: We have solidified our partnership with a reputable case management company to ensure comprehensive assessments are conducted as required by regulation.

2.	Completion of Comprehensive Assessment: Following our agreement with the case management company, a comprehensive assessment of Resident #1 was completed by a qualified case manager for placement in our facility. This assessment included evaluations of the resident's medical history, functional abilities, and any specific care needs.

3.	Documentation of Assessment: We have ensured that all documentation related to the comprehensive assessment is completed and securely stored in Resident #1's records for review.

4.	Review of Policies and Procedures: We have updated our internal policies and procedures to mandate that all residents undergo a comprehensive assessment by a case manager before admission. This process will be strictly followed for all future placements.

We appreciate your understanding as we work to enhance our services and maintain compliance with all regulations.
	Copy of Custom Field 1 (102): The deficiency noted under Rule 11-100.1-88(a)(1) concerning the lack of documented evidence of a comprehensive assessment for Resident #1 prior to their placement in our facility. We understand the importance of this requirement and have implemented measures to prevent this deficiency from occurring in the future.

To ensure that case management services are consistently documented and provided to all residents, we will implement the following actions:

1.	Enhanced Partnership with Case Management Company: We will maintain a close collaboration with our selected case management company to ensure that comprehensive assessments are consistently completed for all new residents prior to their admission.

2.	Standard Operating Procedures (SOPs): We are developing and will implement standardized procedures for conducting comprehensive assessments. This will include clear timelines for assessments to be completed before placement and checklists to ensure all necessary components are addressed.

3.	Staff Training: We will conduct training sessions for our administrative and care staff to emphasize the importance of comprehensive assessments. Staff will be educated on the specific requirements of the assessment process and their roles in facilitating timely evaluations.

4.	Documentation Review Process: We will establish a review process to ensure that all assessments are documented accurately and stored in each resident’s record. Regular audits will be conducted to verify compliance with these documentation standards.

5.	Quality Assurance Measures: We will implement a quality assurance program to monitor compliance with case management assessments and identify any areas needing improvement. This will include periodic reviews and feedback mechanisms to enhance our processes continuously.

6.	Communication Protocols: We will establish a communication protocol to ensure that any changes in residents’ needs are promptly assessed and documented, even after admission, to maintain a high standard of care.

By taking these proactive measures, we are committed to ensuring that all residents receive the appropriate assessments prior to their admission, thereby aligning with regulatory requirements and providing the best possible care.
	Copy of Custom Field 1 (103): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-88(a)(2) concerning the unavailability of a care plan for Resident #1.

To address this issue, we have taken the following corrective actions:

1.	Agreement with Case Management Company: We have solidified our partnership with a qualified case management company, which has enabled us to streamline our processes in providing care plans for residents.

2.	Completion of Care Plan: A comprehensive care plan for Resident #1 was developed and completed by the case manager shortly after finalizing our agreement with the case management company. Attached is a copy of the care plan for your review.

3.	Ensuring Future Compliance: We are implementing a new protocol to ensure that care plans are created and documented prior to the admission of residents. This will include a systematic checklist to verify that all necessary components are addressed, and documentation is readily available.

By implementing these measures, we are confident that we will prevent similar deficiencies in the future and continue to provide high-quality care to our residents.
	Copy of Custom Field 1 (104): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-88(a)(2) concerning the unavailability of a care plan for Resident #1.

To prevent this deficiency from occurring in the future, we have implemented the following action plan:

1.	Establishing a Systematic Approach: We have formalized our partnership with the case management company, which includes a structured process for creating and reviewing care plans for all expanded ARCH residents. This will ensure that care plans are completed prior to or immediately upon the resident's admission.

2.	Timely Development of Care Plans: We will implement a protocol requiring the case manager to develop a comprehensive care plan within a specified timeframe after a resident’s placement. This will include a checklist to confirm that all necessary components are addressed and documented.

3.	Regular Audits and Reviews: We will conduct regular audits of all care plans to ensure that they are not only completed but also updated as needed based on the residents' changing needs. This will include monthly reviews by our management team.

4.	Training for Staff: Staff will receive training on the importance of care plans and the processes for ensuring they are developed and maintained. This will foster a culture of accountability and awareness regarding compliance requirements.

5.	Communication with Case Management: We will establish ongoing communication with the case management team to ensure any updates or changes in resident needs are promptly reflected in their care plans.

By implementing these measures, we aim to ensure that care plans are consistently available for all residents, thereby enhancing the quality of care we provide. We are committed to compliance with all regulatory requirements and appreciate your guidance in this matter.
	Copy of Custom Field 1 (105): We appreciate your feedback regarding the deficiency noted under Rule 11-100.1-89(2) concerning the lack of documented evidence that the Primary Caregiver (PCG) for Resident #1 was provided with training and ongoing monitoring by the case manager for all medications.

To address this deficiency, we have taken the following corrective actions:

1.	Training Completion: We have ensured that the PCG for Resident #1 has completed the necessary training on medication management. Attached is documentation verifying that the training was conducted and successfully completed.

2.	Ongoing Monitoring: To further ensure competency in medication management, the case manager will implement a schedule for ongoing monitoring sessions with the PCG. This will include regular check-ins and assessments to reinforce proper medication administration and address any questions or concerns that may arise.

By implementing these measures, we are confident in our ability to comply with regulatory requirements moving forward and ensure the safety and well-being of our residents.
	Copy of Custom Field 1 (106): Regarding the deficiency noted under Rule 11-100.1-89(2) concerning the documentation of training and ongoing monitoring of the Primary Caregiver (PCG) for Resident #1.

To ensure that this deficiency does not occur again, we have developed the following comprehensive action plan:

1.	Establishment of a Training Program: We will implement a structured training program for all Primary Caregivers regarding medication management. This program will cover essential topics, including medication types, dosages, administration techniques, and potential side effects.

2.	Ongoing Monitoring Protocols: We will institute a regular monitoring schedule, where case managers will conduct follow-up assessments of the PCG’s medication management practices. This will include monthly check-ins to ensure compliance with medication protocols and address any issues that may arise.

3.	Documentation Improvement: To maintain accurate records, we will enhance our documentation procedures. All training sessions and monitoring activities will be logged with specific details, including dates, topics covered, and signatures from both the trainer and the trainee. This will ensure clear evidence of completed training and ongoing monitoring.

4.	Staff Accountability: We will designate specific staff members to be responsible for overseeing the medication training and monitoring process. This accountability will ensure that training is not only completed but also consistently evaluated for effectiveness.

5.	Feedback Mechanism: We will establish a feedback mechanism allowing caregivers to communicate any challenges they face regarding medication management. This feedback will be used to adapt our training program continuously to meet the needs of our staff and residents.

6.	Review and Revision: Our policies and training materials will be reviewed regularly to incorporate best practices and any updates in medication management protocols. This will help us stay compliant with regulatory standards.

By implementing this comprehensive plan, we are committed to ensuring that all PCGs receive the necessary training and ongoing support for medication management, ultimately enhancing the quality of care for our residents.
	Custom Field 3: In response to the deficiency noted regarding the availability of staffing clearances as per Rule 11-100.1-17 Records and Reports (g), we sincerely apologize for not having the requested documents readily available during the inspection. We recognize the importance of maintaining accessible records for the department's review and are committed to taking the necessary steps to prevent this situation from occurring in the future.

To ensure compliance and improve our processes, we are implementing the following future plan:

1.	Centralized Document Storage: We will establish a centralized storing of all staffing clearance documents, including background checks, credentials, and licenses. This system will be easily accessible to authorized personnel, ensuring that all records are readily available upon request.

2.	Regular Audits: We will conduct regular audits of staffing clearances to ensure that all documents are current and complete. These audits will be performed quarterly and will include verification of the availability of documents for each staff member.

3.	Staff Training: We will implement mandatory training sessions for administrative staff on the importance of maintaining and organizing staffing clearances. This training will include best practices for document management and the urgency of having these documents available for regulatory reviews.

4.	Preparedness Protocol: We will develop a preparedness protocol that outlines steps to be taken prior to inspections or reviews by the Department of Health. This will include a checklist to ensure all necessary documents are organized and easily accessible for review.

5.	Feedback Mechanism: We will establish a feedback mechanism that allows staff to report any challenges or obstacles encountered in maintaining the accessibility of staffing clearances. This will help us identify and address any systemic issues that may arise.

By implementing these strategies, we aim to enhance our compliance with state regulations and ensure that all necessary documentation is readily available for review by the Department of Health at all times.
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