




































































































































































































Plan of Correction

Genesis Senior Living Center

Survey: April 10, 2023 to April 27, 2023

Correction Date: 6/6/2023

The preparation of the following plan of correction for this deficiency does not constitute and 
should not be interpreted as an admission nor an agreement by the facility of the truth of the 
facts alleged or conclusions set forth in the statement of deficiencies. The plan of correction 
prepared for these deficiencies were executed solely because provisions of State and Federal 
law require it. 

1) Immediate Fix 

2) Potential Residents Affected 

3) System Changes 

4) Monitoring/QAPI 

5) Date Of Compliance 

F 550 Resident Rights/Exercise of Rights:  

1) Resident #7, #8, and #10 are being spoke to in a dignified and respectful manner.  
2) This had the potential to affect all residents.  
3) Staff were educated on 5/25/2023 of the need to speak to residents, other staff, and 

anyone in the facility in a dignified and respectful manner. Staff were educated on 
Resident Rights on 5/25/2023 to assist in ensuring residents are treated in a dignified 
and respectful manner in all aspects of their living in the facility.  

4) Management will monitor staff behavior and speak to residents on how they are being 
treated making sure being treated in a dignified and respectful manner. Management 
will talk with residents as part of their PUI rounds to monitor that residents are being 
cared for in a dignified manner.  

5) Date of Compliance: 6/6/2023 

F 580 Notify of Changes (Injury/Decline/Room, etc.) 

1) Resident #3 no longer resides in the facility. Resident #4 is having responsible party 
notified for changes in condition.  

2) This had the potential to affect all residents.  
3) Staff were educated on 5/25/2023 of the requirement to notify residents 

family/responsible party of changes in condition which may include new medications 
and or med/treatment changes.  



4) Nurse management will monitor 24-hour report and ISTA report as part of clinical 
preparation to see if family/responsible party were notified of changes in conditions and 
if not will be notified at that time. Will also discuss changes in conditions as part of AM 
meeting and family/responsible party notification will be part of those meetings. 
Problems will be corrected as they are observed.  

5) Date of Compliance: 6/6/2023

F 600 Free from Abuse and Neglect:  

1) Resident #2 is being treated safely and dignified in the facility. Staff W does not work in 
the facility any longer.  

2) This had the potential to affect all residents
3) Staff were educated on 5/25/2023 on the fact that all residents must be considered in a 

kind and considerate manner. This included the use of profane language to residents as 
well as around residents. Staff were educated on 5/25/2023 that the use of profane 
language can result in termination. 

4) Facility management will monitor with resident interviews as part of their rounds to 
ensure that profane language is not be used at resident or their surroundings. Problems 
will be corrected as they are observed. Finding will be discussed at IDT meetings and 
problems will be corrected as they are observed.  

F 610 Investigate/Prevent/Correct Alleged Violation:  

1) Resident #2 is having any allegations of abuse reported timely and per requirements.
2) This had the potential to affect all residents.  
3) Staff were educated on the requirements of timely reporting of alleged abuse on 

5/25/2023 per federal and state regulations. Staff were educated on 5/25/2023 of types 
of abuse and what is considered abuse by state and federal guidelines.  

4) Management will monitor for any suspected abuse and ensure that proper reporting 
guidelines are followed per state and federal guidelines. Online reporting will be used as 
needed and called in if needed to meet timely reporting requirements. Problems will be 
corrected as they are observed.  

5) Date of compliance: 6/6/2023

F 656 Develop/Implement Comprehensive Care Plan: 

1) Resident #3 no longer resides in the facility. Resident #10 has a comprehensive care plan 
to reflect her current care needs. 

2) This had the potential to affect all residents.  
3) Staff were educated on 5/25/2023 of the process of developing comprehensive care 

plan per the RAI process. Care Plans need to reflect the care needs of the residents and 
must be kept up to date as resident conditions change or develop new conditions. Staff 
were educated on 5/25/2023 that if the care plan is updated the Kardex must be as well



for aides to follow. Care plans will be reviewed to ensure that they are up to date and 
reflect residents current care needs.

4) IDT will monitor that care plans are comprehensive and updated with resident changes 
in condition by am meeting discussion over clinical portion of meeting. Care plans will 
be updated at that time as needed to assist in ensuring residents receive the care that is 
needed.  

5) Compliance Date: 6/6/2023 

F 657 Care Plan Timing and Revision:  

1) Resident #1’s care plan is up to date with all fall interventions and care needs.
2) This had the potential to affect all residents.  
3) Staff were educated on updating Care Plans on 5/25/2023. This included care plans 

must be updated following falls for potential new interventions as well as with changes 
in conditions and or any care needs, and also needs to be reflected on the Kardex as 
well. Care plans were reviewed to assist in ensuring care needs are up to date as well as 
needed fall interventions.  

4) Facility will monitor care plan needs per IDT meetings as well as Risk meetings. Care 
Plans will be updated at that time as will be Kardex. Care plans will also be monitored as 
part of the RAI process and reviewed and updated as needed quarterly as well.  

5) Date of Compliance: 6/6/2023 

F 677 ADL Care Provided for Dependent Residents:

1) Residents #7 and #8 are getting their scheduled showers/baths on their assigned days. 
2) This had the potential to affect all residents.
3) Staff were educated on 5/25/2023 of the requirement of offering residents 2 

showers/baths a week minimum. This included if a resident refuses they must sign the 
bath sheet that they refused and this must be turned into charge nurse. Bath sheets will 
be collected at the end of the shift and put in the ADON box. ADON will review q day to 
see that baths were completed as scheduled as well as bath skin sheet that the 
residents must sign if they refuse the bath. ADON will take bath sheets to AM IDT 
meeting to discuss bath completion.  

4) IDT will monitor that baths are completed by ADON brining bath sheets to am meeting. 
Baths will be made up where possible. Missed baths will take president over refused 
baths. 

5) Date of Compliance: 6/6/2023

F 684 Quality of Care: 

1) Resident #1 and #4 will be assessed and Neuro evals will be conducted with future falls 
if they occur.  

2) This had the potential to affect all residents who may have fallen.  



3) Staff were educated on 5/25/2023 on the requirement for post fall assessments and 
Neuro Evaluations for unwitnessed fall and falls where the resident struck their head. 
This included family and physician notification as well. Staff were educated on 
5/25/2023 that if anyone is seen on the floor to get a charge nurse so that a proper 
assessment can be conducted by charge nurse before they are gotten up.  

4) Nurse Management will review falls daily in preparation for clinical meeting to ensure
that assessments were completed, physician and family notification completed, and 
neuro evaluations were completed. Problems will be corrected at that time so 
assessments are completed as needed.  

5) Date of Compliance: 6/6/2023 

F 686 Treatment/Svcs to Prevent/Heal Pressure Ulcer 

1) Resident #3 no longer resided at the facility. 
2) This had the potential to affect all residents.  
3) Staff were educated on facility skin protocol on 5/25/2023 to ensure wounds/Pressure 

Injuries are assessed weekly by nursing staff as well as local wound care physicians. Staff 
were educated on 5/25/2023 on facility protocol of wound rounds and following up on 
weekly wound assessment findings for any order changes for new treatments to assist in 
healing any pressure injuries/wounds. Staff were educated on 5/25/2023 on the 
importance of reviewing bath skin checks as well to assist in ensuring identification of 
wounds rapidly and getting appropriate treatments as soon as possible is part of the 
facility’s wound protocols. The facility will contact Telligan for additional 
information/training on pressure sore prevention for facility staff. St 

4) Nurse management will audit weekly skin assessments are completed as well as 
appropriate treatments are available to residents with pressure injuries and or other 
wounds. Nurse management will review physician wound assessments to assist in 
ensuring appropriate treatment orders are follow up on as needed. Problems will be 
corrected as they are identified. Facility’s AM meeting will discuss pressure injuries at 
meeting to ensure assessments and wound follow up takes place. Problems will be 
corrected as they are identified.  

5) Date of Compliance: 6/6/2023 

F 689 Free of Accident Hazards/Supervision/Devices:  

1) Resident #16 no longer resides in the facility. Residents #4, #7, #14, #17 and #18 are 
being transferred appropriately with mechanical lift assistance.  

2) This had the potential to affect all resident who require the use of mechanical lifts for 
transfers/Positioning.  

3) Staff were educated on 4/25 and 4/26/2023 on the proper use of mechanical lifts and 
which slings are appropriate for the use on the mechanical lifts. This education also 
included when the mechanical lift’s wheels were to be lock and unlocked. Staff were 
audited on proper lift usage on 4/20-4/26/2023 to assist in ensuring appropriate lift 



usage/sling usage was being maintained. These audits also included locking of wheels on 
lifts and the use of appropriate slings. 

4) Nurse Management will continue to audit staff on the appropriate use of mechanical 
lifts/slings and locking of wheels on current staff and on new hires as part of their 
orientation process to assist in ensuring appropriate use of mechanical lifts are 
maintained. Problems will be corrected as they are observed. IDT will ensure audits 
occur and problems will be corrected as they are observed.  

5) Date of Compliance: 6/6/2023

F 690 Bowel/Bladder Incontinence, Catheter, UTI: 

1) Residents #2 and #4 are receiving appropriate incontinence care to assist in UTI 
prevention.  

2) This had the potential for all residents who require staff to assist in providing 
incontinence care.  

3) Staff were educated on proper incontinence care procedures on 5/25/2023 to assist in 
UTI prevention. This education included establishing clean and dirty areas as well as 
washing inner and outer thighs while providing incontinence care. 

4) Staff will be audited on providing appropriate incontinence care to assist in preventing 
UTIs. Problems will be corrected as they are observed. IDT will ensure audits take place 
and that appropriate corrective actions was taken.  

F 842 Resident Records - Identifiable Information: 

1) Resident #3 no longer resides in the facility. Resident medical records are available at 
the facility.  

2) This had the potential to affect all residents.  
3) The facility has recently let the Medical Records person go from the facility and training 

a new person on the job of Medical Records and organizing medical records. Medical 
records are available for residents in the facility as well as in PCC software. Medical 
records will continue to be stored in the facility and PCC per facility protocols.  

4) IDT will monitor that medical records are stored appropriately per audits of medical 
records storage. Problems will be corrected as they are observed. 

5) Date of compliance: 6/6/2023

F 880 Infection Prevention & Control: 

1) Residents #2 and #4 are receiving cares and treatments per facility protocols to maintain 
infection control practices. 

2) This had the potential to affect all residents. 
3) Staff was educated on 4/25/2023 on the importance of maintaining proper infection 

control practices such as hand washing, glove usage, hand sanitizer use, and the 
handling of soiled briefs/clothing/linen when providing cares to residents. Staff will be 



audited by Nurse Management to assist in ensuring proper infection control is 
maintained during cares/treatments. Problems will be corrected as they are observed. 

4) IDT will ensure that audits occur and appropriate corrective actions were taken by nurse 
management. Problems will be corrected as they are observed. 

58.19(2)b 58.19(135C): 58.19(2): 

1) Resident #3 no longer resided at the facility.

2) This had the potential to affect all residents.  

3) Staff were educated on facility skin protocol on 4/25/2023 to ensure wounds/Pressure 
Injuries are assessed weekly by nursing staff as well as local wound care physicians. Staff were 
educated on insert correct date on facility protocol of wound rounds and following up on 
weekly wound assessment findings for any order changes for new treatments to assist in 
healing any pressure injuries/wounds. Staff were educated on insert correct date on the 
importance of reviewing bath skin checks as well to assist in ensuring identification of wounds 
rapidly and getting appropriate treatments as soon as possible is part of the facility’s wound 
protocols. The facility will contact Telligan for additional information/training on pressure sore 
prevention for facility staff. St 

4) Nurse management will audit weekly skin assessments are completed as well as 
appropriate treatments are available to residents with pressure injuries and or other wounds. 
Nurse management will review physician wound assessments to assist in ensuring appropriate 
treatment orders are follow up on as needed. Problems will be corrected as they are identified. 
Facility’s AM meeting will discuss pressure injuries at meeting to ensure assessments and 
wound follow up takes place. Problems will be corrected as they are identified.  

5) Date of Compliance: 6/6/2023 

58.28(3)e: 481—58.28(135C) Safety:  

1) Resident #16 no longer resides in the facility. Residents #4, #7, #14, #17 and #18 are 
being transferred appropriately with mechanical lift assistance.  

2) This had the potential to affect all resident who require the use of mechanical lifts for 
transfers/Positioning.  

3) Staff were educated on 4/25 and 4/26/2023 on the proper use of mechanical lifts and 
which slings are appropriate for the use on the mechanical lifts. This education also included 
when the mechanical lift’s wheels were to be lock and unlocked. Staff were audited on proper 
lift usage on 4/20-4/26/2023 to assist in ensuring appropriate lift usage/sling usage was being 
maintained. These audits also included locking of wheels on lifts and the use of appropriate 
slings. 



4) Nurse Management will continue to audit staff on the appropriate use of mechanical 
lifts/slings and locking of wheels on current staff and on new hires as part of their orientation 
process to assist in ensuring appropriate use of mechanical lifts are maintained. Problems will 
be corrected as they are observed. IDT will ensure audits occur and problems will be corrected 
as they are observed. 

5) Date of Compliance: 6/6/2023


