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_ South Shore Nursing and Rehabiiitation
FO00 INTTIAL COMMENTS FLO0 center sirives to ensure that residants
. . L receive routing and emaergency dental
A Recertification Survey was iniliated on servieas
03124115 and concluded on 03/268/15 with ’
gefﬁczglﬁcs?s c;t%fi wiih the highast Scope and South Shore Nursing and Rehabilitation
Sevearity of an "E". c . . , L
_ . , . anter as an establishad refationship with
F 411 483.55(a) ROUTINE/EMERGENCY DENTAL AT o e oo P
58=F SERV;C&S N SNFS oa arg, ing, a company contracted to ﬁffzsfls

The facility must assist residents in obtaining
routing znd 24-hour emergency dental care

Medicare resident an additional amount for
ngcessary, assist the residerd iy making

rasidents with fost or damaged dentures o a
dentist,

by:

- Baszed on interview and record review, it was
determined the facility faiied (o ensurs each
resident was afforded the opportunily © bave

sampled residents {Residents #1, #2, #3 and
#11),

The findings inchude:

3:31 PM revesied the facility did not have a

A facility must provide or obtain from an oliside
resource, In accordance with §483.75(h) of this
part, routing and emergency dental services o

meef the needs of each resident; may charge &
routing and emergency dentzal services: must i

appeintments; and by arranging for transportation
o and from the dentist's office; and promplly refer

This REQUIREMENT s not met as evidenced

routine dental services for four (4) of welve (123

interview with the Administrator o 03/26/15 at

“specific policy governing routine dental services

perform on-site dental care to all residents
of South Shore Nursing and Rehabiitation
Center who have enrolled in its servicas.
The Center also encourages Its residents to

- utilize services from loca! dentists as they

chgnse.

Saciat Services Director interviewed the
Guardians for Residanis #1 and 84 both
declined dental services. Residents £2 and
#3 also daclined. A declimation form was
placed in each chart and documentsd in the
medical recard.

O &/13715, am audit was conducted by
Seclal Services Director end Director of
Nursing to determine which residents had
not received dental services within the [ast

. yaar.

On4/14, 4733, and 4/15/15, Department
Managers a1 South Shore Nursing and
Rehabilitation Center contacted sach
resident, responsible party, and/or guardian

- a5 applicable to offor the opportunity to
. register for dentat services,

(XB) DATE

LABCRATORY BIRECTORS OR PR&V?DE@I};UER REPREBENTATIVE'S SIGNATURE

TTLE

s T

S 2rS

Any deficiency statéiment ending with an asterisk (%) dencles & deficiency which the instiution may be axcused from comac
siher safeguarcs provide sufficient protection t© the patients. {See kstructions.} Except for nursing homes, (he findings siated ahove are clsciosatie 50 dayg
is provided. For nursing homes, the above indings and plans of corraction ars disciosabie 14

y. i ceficiencies are ciled, an approved pien of correction s requisiie © contirneg

foliowing the date of survey whether or aot a plan of correction

Jays following the date these docurnents are made availabie to the faciil

srsgram participation,
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i Continued From page 1 FA1 are also logged on the enroliment forms

for residents.

1. Review Resident #71's cinical racord revealed
the: facility admitied himfher on 08/19/03, with
diagnoses which included Intellectual Disabitly
and Aphasia. Review of the Quarterly Minimum
Data Set (MDS) Assassment dated 11/07/14. and
an Annual MDS Assessmaent dated 01734485,
revesiad the faciity assessed Resident #7 as
moderately cognitively impaired, and as being
edentiious.

Further recard review revealed no documented
svidence Resident #1 was offered or proviced
routing dental care.

2. Reviaw of Resident #2's clinical record
reveated the facility admitted him/her on
0330714, with diagroses which included Late
Effect Cerebrovascular Accident (CVA), Atrigl
Fibrilation and Chroric Airway Obstruction.
Review of the Sigrificant Change MDS
Assessmert dated 02/20/18, revesled the faciity
aseessed Resident £ to ba severely cognitively
impaired, and as edentulous.

Further record review revealed no documented
svidence Resident #2 was offered or provided
routine dental care.

3. Review of Resident #3's clinical record
revealed the faciilty admitted rirmdher on DR/ADSM1,
with diagnoses which included Disbetes Tyee 1l

Ostevarthritis and End Slage Renal Digease

(ESRD), Review of the Quarteriy MDS

- Assessment dated 01/21/15 revealed the facility

assessed Resident #3 as cognitively infact and

inferviewsable.

with the declination noted on the form.

These forms were filed In the residents’
ntedical records,

Record of the resident’s choice was logged
in the electronic medical record for ease of
accessing this information.

The Center has created 5 tracking system
that entails that with each new admissicn,
the resident/patient will be asked to anrol]
in ar decline dental servicas, Acceptance or
declination will be noted en the form, The
paper will be fifed in the medical record,
Resident preference will then be logged In
the glectranic medical recora.

An audit will be performed manthly for
three months in conjunction with Quality
Assurance Farformance improvement
Meating (CAP! to ensure each new
admission’s scceptance or declination is
fited o his/her chart, and this is
documented appropriztaiy in the medical
racerd.
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imerview with Resident #2 on 03/28/15 at 4:10
PM, revaesied the residert had dentures; however,
did not wear them. Resident #3 revealed hafshe
ditd not recall the facility ever asking if he/she
wanted © see a dentist,
é Further record review revealed no documented
; avidence Rasident #3 was provided routine dental

care.

4. Review of Resident #11's clinicat record
revealed the facility acdmited him/her on
O7M8/08, with dingnosas which included Cerabral
Falsy, Severe Intelectual Disability and
Bysphagia. Review of the 01/16/15 MDS
Assessment revesled the facility agsessad

" Resident #11 as severely cognitively impaired.

Farther recard review revealed no documented
evidence Residert #11 was provided rouiine
dentat care.

Interviaw with the Director of Nursing (DON) on
03/26/18 at 5:02 Py, revealed the faciity had a
dantal program for all residenis to receive rauting
dental care. The DON revesied however, she did
rot have any responsibility for the program and
wag unsure what the process was {6 track the
program, resident participation and/or refusals.

Irterview with the Secial Services Direclor (55D
o 03/28M15 al 310 PM, revealed upon admission
residents were asked i they wanted 10 ses their
awrt dantist or the faciiily's dentist, Per interview,
if the resident efected o sae the facility’s deniist,
she assisted the resident in filfing out the
application, The 850 revealed the facility dentist
was supposed fo keep track of residents whe had
een seern for dental care, and was supposed o
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F 411 Continued From page 3

“send a list of residents 10 be seen every month to
her. Continued Interview revealed residents’

- Physician also perfored an ennual oral exam
and natified her i a redident reeded 2 dental
appointment. Per the 88D, she was trying to
kaep up with the referrals; however, there was
not g current tracking system to ensurs ai
residents were being offered routine denial

examinations.

Interview with the Administrator on 03/26/15 at
3:31 M, revealed all residents had the right to
routing and emergency dental services, She
slated the faciiity had “not done a good job™ of
racking If residents or their Responsible Party
wanrted the resident 1o be seen by the dentist,
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SURMMARY STATEMENT OF DEFICIENGIES

i PROVICER'S PLAN UF CORRECTION

Buiding: 01
. Survey under: NFPA 101 {2000 Edition)
" Pian approval: 1938, 1988

Facility bype: SNFNF

Type of structure;  One {1} Story with basement:
Type HE{Z11) 1888

Type [ {200)

1937

Srioke Compariments; four (4)

Firg Alarm: Complete fire slarm with smoke
detecions n corridors and electrics! room.
Heat detector located in basement.
- Now panel instalded 2011,

Sprinkler System: Compiete automatic sprinkler
systern (dry) instalied 1883

Generator: Type [l fuel source /s propane
instalied 2003

A Standard Lifs Safety Code Survey was

conductad on DX24/15 and the faciity was foung

rot 10 be in compliance with the requirsments for

participation in Medicars and Medicald,

Deficiencies werz cited with the nighest

deficiency of 2 "D". The census on the day of the
. slrvay was forty-aight (48). The facility is

licensad for sixty (80} peds.

- The following demaonsirate nancomphiance with
Tifie 42 ef Seq. Code of Federal Regutations,

{XAY 10 j
PREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FulL BRERX _EACH CORRECTIVE ACTION SMOULD BE
TAG REGULATORY SR LSC DENTIEYING INFORMAT 0N TAG CROCSS-AEFERENCED TO THE APPRCPRIATE
DEFICIENCY)
KOO0 INITIAL COMMENTS K O00:

‘J%SDM’E’ORLC%WS DR PROVIDERBUBPLIER REPRESENTATIVE'S SIGNATURE TITLE (M8 CATE
A p by At I T
the insilution may De excused from corresting providing it is determined (hat

Any deficiency staterfient ending with an asiarisk () canctes & deficiency which
other safeguards srovide sufficient protection © the patients. (Sse instructions. )

Excapt for nursing homes, the findings stated above afe dizclosable 80 days

fodawing the date of survey whether ar rot a plan of rorrection s provided. For nursing homes. the shove findings and plans of soirsction are disclosable 14
dzys foliowing the date these documents are made svallable to the faciily. I deficiencies are cited. an appraved plan of comection is requisite to condnued

program parfivipation,
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K000 Continued From page 1 K 000
483.70(a) {Life Safety from Fire).
K036 NFPA 101 LIFE SAFETY CODE STANDARD K058
58=0: . o .
If there is an aulomatic sprinkler sysient, it is
installed in accordance with NFPA 13, Standard
for the Instaflation of Sprinkier Systems, t

provide complete coverage for ail portions of the
buliding. The aystem is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. His fuily
supervised, There i a relisbie, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected o the

- buiiding fire alarm system. 10,35

This STANDARD is not el as evideacad by
Based on abservation and Interview, if was
determined the facility faiisd to ensure complete
coverage of the automatic sprinkier system for
the bullding, according to National Fire Proteciion
“Asscciation (NFFA) standards. The deficiency
“had the potentiai fo affect twe {2) of four {4)

" visifors,

Tra findings include;

Chservation, on 03/724/15 at 4:52 PM. with the
- Maintenarce Director, revesiad two {27 shower
stalls on Short Halt were ot protected by the
facility's Automatic Sprinkier System. Interview,
with the Maintenange Direcior 4t the time of
“observation, revesled the fzcility refied on an

smaoke compartiments, two {2) residents, siaff and

Ta the best of my knowledge and betief, as
an agent of Sputh Shore Nursing and
Rehabilitation Center, the foliowing plan of
correction constitutes a written alizgation
of substantial compliance with faderal
Medicare and Madicaid requirements.

Preparation and execution of this plan of
correction does not constiule an sdmission
or agreament by the provider of the truth
of the facts slleged or conclusions set forth
in the alleged deficiencies. This plan of
carrection s pragared and/or execurad
solely because it is required by the
provigions of Federal and State Law. ]

;
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) ' South Shore Mursing and Rehabilitation '
K056 Continued From page 2 056

gutside contracior o ensurg all areas of the
faciity were protected by the automatic sprinkler
systent,

Observation on 03724415 a1 512 PM, with the
Maintenance Director, revealed twoe {2) shower
stalis on Long Hall were not protecied by the
faciity's Automatic Sprinkler System. Interview,
with the Mainterence Direclor st the time of
observation, revealed the faciily relied on an
outside contracior to ensure all argas of the

facility were protected by the avtomatic sprinkier
sysiam.

The findings were confirmed with the
Administrator during the exit conference,

Reference; NFPA 107 {2000 Edition)

19.1.6.2 Health care cccupancies shall be fimied
o the types of buiiding consruction shown in
Table 18.7.6.2. (Seed2.1.;

Excaption:” Any Du'k‘iir@ of Type {443}, Type
£332), Type I{222), or Type {111 consiruction
shall be permilted to include roofing systems
invoiving combustible supports, dacking, or
reefing, provided that the following criteris are
mat

{=} The roof covering meets CGlass ©
requirements in accerdance with NFPA 258,
Standard Mathods of Fire Tests of Roof
Coverings,

{b} The roof is separated from all sccupied

assembly thal includes not less than 21/Z2 in. (6.4
cem) of concrete or gypsum T
~{c} The attic or other space is either unaccupied
or protected throughowt by arn approved
automatic sprinkier system,

cortions of the building by 3 noncombustble ficor

Center strives to ansure compilance with
NFPA 101 Safety Code Standards requiring
sprinkler systams 1o be maintained in
accordance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of
Water-Based Fire Protaction Systems.

4;23{&5

On 4/14/15, Maintenance Director
contactad Sentry Fire & Associates to ask
them to assess the instailation of sprinkler
hrads in the two shower stalls in the two
shower rooms, on the Short Haliway and
Long Haliway, respectivaly,

11 A/16/15, Sentry Fire assessed the above
mentioned areas and installed sprinkier
heads in 2l faur shower stalls.

Simpiex Grinnetl will sudit sprinkier heads
far placement and function as part of their
guarterly audits,

During his monthiy audits, Mainterance
Director will continue 1o visually inspact the
sprinkler system, ingluding its switches,
valves and other antities as applicable.

Results of these audits will be forwarded 1o

the monthly Quality Assurance
Ferformance Improvement [(IAP) maeting
for further monitoring and continued
compliance.
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(%41 1 SUMMARY STATEMENT OF CEFICIENCES s PROVIDERS PLAN OF CORRECTION
PREFI . (EACH DERRIENCY MUST BE PRECEDED &Y FlLL PREF X (EACH CORRECTIVE ACTION SHOULD 85
TAG REGULATORY ORLEC MENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE
CEFICIENCY)
: ; " .y o ko y i
| K056 Continued From page 3 K 55 1o the best of my knowledge and belief, as

an agent of South Shore Nursing and
Rehabifitstion Center, the {oliowing plan of

Table 19.1.6.2 Construction Type Limitations
correction constitutes a written aliegation

Ciﬁsirucﬁm Stories of substantial compliance with federal
1y . ; s .
1t 2 3 4 Medicare and Medicaid reguirements.
Praparation and execution of this glan of
4437 X X X X pars xecition ot s oran 8
332 ¥ X X X carrection does nof constitute an admission
5E‘{222} X X X X or agreement by the provider of the truth
{11} X XT X NP of the facss alkeged or conclusions set forth
: e slteged deficiencies. This plan of
H211} XX NP NP . g‘ , , P
correction is prepared and/or executed

{2003 X* NP NP NP
WVEZHHY X XY NP NP
Y111} X' X' NP NP provisions of Federal and Siate Law.,

VI0G0} X* NP NP NP

sotely because it is required by the

South Shore Nursing and Rehabifitation

X Permitted type of canstruction. Center strives 10 ensure that the center

%pﬂi'\f?t permitied. ) f - promates each residents right, unless
“Builkding S i natic sprinkler Hom. . ; .

; S;\;G,, {;QQFZQ‘}U?E automatic sprinkler protection adiudged Incompetent or octherwise found
' e o he incapacitated under the laws of the

State, to participate in plznning care and
treatment or changes in care and
treaiment.

Center for Medicare/Medicaid Survey and
Certification lstter 13-85.1.8C
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