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F0000

This visit was for a Recertification and F0000

State Licensure Survey.

Survey dates: 1/23 - 1/26/12

Facility number: 000493

Provider number: 155728

AIM number: 100291300

Survey team:

Jill Ross RN-TC

Diana Sidell RN

Cheryl Fielden RN

Janie Faulkner RN

Census bed type:

SNF/NF: 59

Total: 59

Census payor type:

Medicare: 3

Medicaid: 46

Other: 10

Total: 59

Sample: 15

This deficiency also reflects state findings

cited in accordance with 410 TAC 16.2.

Quality review 1/30/12 by Suzanne

Williams, RN
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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F0241 The facility must promote care for residents
SS=D in a manner and in an environment that
maintains or enhances each resident's
dignity and respect in full recognition of his or
her individuality.
Based on interview and observation, the F0241 Resident #20 and resident # 32 02/13/2012
facility failed to treat residents with as well as their family members
LT . were offered a room change so
dignity, in that male and female residents they would not have to share the
in adjoining rooms had to share a restroom with residents of the
bathroom. This affected 2 of 4 residents opposite sex. Both residents and
reviewed for dignity in a sample of 15. fp?tnt]rl:geinizcgfniz qr;oobrgfgt::nge.
. . i inquiry,
(Resident # 20, Resident # 32) admission to the facility any
prospective resident and family
Findings include: members will be advised that the
only available bed at this time
. . . . shares the restroom with the
During an interview with LPN #1 on opposite sex. At that time ,they
1/26/2012 at 9:45 AM, LPN#1 indicated may accept admission or decline.
Resident # 20 uses a bed side commode If accepting ,and at their request
per her request and her roommate uses the .a room change will be offered for
bath hared with th ioh the first room available. A new
athroom shared with the men at Tng t form has been put into place that
and uses the shower room bath toilet informs new residents and family
during the day. LPN #1 stated, "I don't members of the possibility that
know why (Resident # 20) requested to the only available room shares
the bedsid de instead of th the restroom with someone of the
use the bedside commode instead of the opposite sex. This form ,see
bathroom. attached, will be added the
admission packet and explained
During an interview with Resident # 20 ]Eo a!:_nev_lv_r:esgieAnts and c.)tr .
. amilies.The Q. A. commitee o
on 1/26"/2012 at 12:20 P.M., the r'es1dent this facility will monitor quarterly
stated, "I moved here a year ago in times four quarters that this form
November, and when they told me I had was used everytime a prospective
to share the bathroom with men, | resident has the possibility of
requested a bedside commode." "It's a being admitted to one of the
qu ) ) ) i affected rooms.DON and Social
problem with sharing a bathroom with Service Director will monitor on
men for me, and the bedside commode an ongoing basis.
request was the only thing my daughter
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and I could think of." "No, I didn't tell the
Administrator, head nurse, or social
worker." "I don't have to wait on anybody
if I use the bedside commode."

During an interview with Resident # 32's
family members, they stated, "we have a
concern; we feel that it is highly
inappropriate for women and men to have
to share a bathroom." Resident # 32 (male
resident) stated, "one of the ladies always
leaves the door locked and I have to go
out and around through their room, so |
can use the bathroom." "I have went in
my pants, because | couldn't get in the
bathroom quick enough." "I know we
can't all have private baths, but things
would be better if women shared
bathroom with other women and men
shared bathroom with other men."
Resident # 32 's family members stated,
"that is the only concern that we have,
everyone here treats our Dad very good
and we aren't able to provide the care he
needs at home." "No we haven't talked to
anyone at the facility about this."

During an interview with the DON and
Social Services on 1/26/2012 at 3:15
P.M., they both indicated they were
unaware of any concerns with female
residents and male residents, sharing an
adjoining bathroom. " We always
encourage our families and residents to
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share concerns." "We will discuss with
the Administrator and work out an
appropriate solution for all residents."
3.1-3(t)
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