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discipline or convenience, and not required to
treat the resident's medical symptoma.

Interviews with facllity staff revealed the facility
restreinad Resldent #6 In & gearl-chalr with palvic
vest while the staff provided care for ather
residents. Tha faclilty falled fo assesa thet
Resident #5 was having aggresslve and/or
verbal/physlcal abusive behaviors prior to tha use
of the rastraint per the physician’s order dated
04/08/12. The facllity could provide no evidenca
that they attempted lass restrictive intarventions
pror to implementing the restraint for Rasidant
#B. The facllity falled to document tha Regident
#5's behaviora that warranted the use of the
restraint and interventions prior to restraining the
resident. In addition, the facliity staff falled to
communicate the use of the restraint for Resident
#8.

Findings Include;

Areview of the facliity's “Physieal Restraint” policy
and procedure, dated 01/01/089, ravealed it was
the Intent af the facility that each resldent attain
and maintain hls/her highest practicable
well-baing in an environment that prohibits the
use of rastraints for discipline or convenlenca and
limits restraint use to circumstances in which the
resident has madical symptoms that warrants the
use of tha restraint.

A record review reveated the facility admitted
Rasident #6 on 07/28/09 with dlagnoses to
include Alzhelmer's Disease, Dementia with
Behavior, Anxlety and Impulga Control. A review
of the annual Minfmum Data Set (MDS)
essessment, dated 02/07/12, ravasied the faclllty
assessed Resident #5's cognition s moderately
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educated on the use of restraints quarterly for
three quarters, then annually. The facllity
policy and procedura for restralnt use was
raviewed by Corporate Consultant to ansure
all components of the program were in place
and the changes were Indicated. This occurred
on 4-17-12 regarding rejease of restralnts
during 1 to 1 visits, programs and during
supervised group activitles, This was done by
Corporate Consultant. Safety Restraint
Committee will review all regidents with
restraints no less than monthly for three
months, then quarterly. All reduction attempts
wlll be documeanted, care plans raviewed and
updated as needed.

#4 The DON wili review all residents with
restraints monthly to ensure &l components of
restralnt program are completed properly, that
medical symptoms are identifled,
individuallzed release plans are In place, that
reduction efforts are documented, that
risks/benefits are documented and reviewed
with resident/family. Thase reviews will be
reported to faciity QA Committee no less than
quarterly. Nurse responsible for restraint
pragram will observe each resident with a
restralnt weekly for 4 weeks, then monthly for
three months, then quarterly to ensure
individual release plans are belng followed.
Thesa revlews will be reparted to the DON to
report to faclitty QA committee.
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impairad and as having physical and verbat

beraviors directed at others. #2 DON reviewed all reports of resident to

resident altercations, 24 hour reports, and
all incidents for past 30 days 1o ensure that
there were no incidents of abugs, injuries

Arovlew of & nurze's nots, dated 04/03/12 at
11;00 AM, revezlad Resident #6 was having
safely |ssues as he/she was altempting to wander

in and outt of other residents' rooma. When staft of unknown origin or reports that would

attampted to radirect Resident #8 out of other require the Abuse Protocal to be followad.

rasfdents’ rooma, tha resldent bacams varbally This was completed 4-6.12,

and physically sbusive, attempting to “slap" at ’

staff, The nurse faxed the physician requesting #3 All available staff were re-aducated on

an order for a raclining gar-chair with a table top the facility pollcy refated to Abuse

tray for the resldent's safety during pariods of Prohibition on 3-16 and 3-17-12 by the

wandering and incrsased agltation, as needad. OON, Administrator, or Charge Nurse. All
: unavailable staff were re-educated prior to

Areview of the physician's order, dated 04/08/12, returning to work. All newly hired staff will

revaalad an ordsr for a reclining garl-chalr with be educated on the fecility pollcy during

pelvic possy/support during fimes of wandering orientation by Administrative Staff,

gnd In¢reesed agltation for resident‘s.afe}y aF Beginning on 4-2-12 and continuing as of

needed. Further review of the physician's arder 4-6-12 Comporate consultants and

revaaiad an order, also dated 04/08/12, that
clarifisd tha original order for the restraint during
timas of verbal, physical abuss and aggression,

administrative staff have been doing one
OR ono Interviews with staff members to
ensure thelr understanding of the policy on

A ravisw of a restraint assassment, detad Abuse Prohlbition. On 4-4-12 the facility

04/0B/12, revesled Resident #6 was assessed for Ombudsman presented an in-service on
the raclining ger-chalr with peivic/posay support resident to resldent altercation, reviewed
to prevent injury to self and others when the State and Federal Regulation related to
wandering, verbally, physieally sbusive and ebuse and digcussed the responalbiiity to
having aggressive behaviars as needed. ’ keep all residents safe. The facility will

. repeat the in-service on the facility policy

A raview of the Comprehansive Care Flan for on Abuse Prohibition monthly far 3 months
behaviar/agitation, dated 08/07/09, and the Aprli then quarterly and will ensure that afl staff
2012 Cerlified Nurse Aide {CNA) Care Plan members attend the in-sarvice no less than
revealed to placa Resident #5 In a reclining 2 more times over the next 12 months.
arwanisng i etwesed sgiaton for resigot T wil be racked by the DON. Corporste

g g Consultant educated DON and

safety, The care pian did not indicate the

Administrator on 3-17-12 on assessing and
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paramatars of the physician's ordear to include
using the restraint when the resldent was
axhibiting verbal, physical abuse and aggrassion,

An interview with Liconsed Practical Nurse {LPN)
#1, on 04/12/12 st 3:35 PM, revealed she faxed
the physiclan ta obtaln the order for the restraint
becauses the resident was wandenng into other
residants’' rooms and was becoming agitated and
combatlva when staff fried to rediract the
resident. She atatad tha rasident calmed down
and she did not have to use the restraint,

An interview with LPN #2, on 04/12/12 at 4:00
PM, revealad when sha came to work one day
she was making her rounds around 3:00 PM and
as she walked by Resident #8's room, she saw
Resident #5 in hisher roam in a reclining
gath-chair with a paivic pesey suppart  She stated
no one had told her in report that Resident #5 had
bean.placed Inthe restraint. She revealed the
Certifind Nurse Alde (CNA) assisted her in
releasing Resident #8 from the restraint and the
resident went to bad.

A review of a nurse’s note, datad 04/10/12 at 5:00
PM, revealad LPN #2 had completed a residant
check at 3;00 PM and released Residant #5 from
the restraint, Furiner review of the nurse's notes,
dated 04/10/12, ravaaled there was no
documented evidence that Resident #8 had
exhibitad any behaviors of wandsring, verbal and
physlcal abuse and aggressive behaviors, any
interventions attemptad for the behavler or any
decumentation Resldent #8 was placad in the
rastralnt

Interviaws with Registered Nurse #41 and LPN #3,

_behaviors, implementing interventions to | 4-14-12
managé behaviors, and re-evaluation of
interventions for protection of residents,
they wera alao educated on the proper
completion of an Incident Report and foliow
up Investigationa. DON and Administrator
were re-educated on idemtifying signs of
abuse, investigating allegations of abuse,

) reporting requiremeants related to abusg,
State and Federal Requlations related fo
abuse reporting, Including reporting
reasonable guspicion of a crime in a fong
term care fadlity on 4-9-12 by the
Corporate Clinical Consultant for Elmeroft
Senior Living. Staff in-sarviced by
Corporate Social Service Consultant on 4-
4-12 on behaviors, in-service Included
determining the impact of behaviors on
others, identifying behaviors, investigating
behaviors and putting interventions in
place to manage behaviors, CareTracker
24 hour group bahavior report will be
reviewed daily to ensure reported
behaviors are Investigated and acted on
appropriately. This report will be run by
licansad staff on first shift. All reports of
resident to resident altercations, reports of
injuries of unknown origin and reports of
suspecied abuse will be raviewed by
administrative staff in the moming meeting

to ensura the Abuse Prohibition Pollcy has

been followed, all appropriate nofifications
have been made and that the safoty of all
residants is ensured.

#4 DON and Corporate Consultant will
review ali reports of resident to resident
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on 04/12/12 at 11:30 AM and 1:40 PM,
raspattivaly, revaaled Residant #8's alarm want
off, on 04/10/12, and whan they went to check on
him/er, he resident was attempfing to go in to
another regident's room. They stated they
radirected the resident by taking him/her back to
the room and trying to get the resident o fook at a
magazine. Tha resident immadiataly got up and
tried to walk back out to the hali to go into another
ragident’s room. They revesled they plased the
resident in the reclining geri-chair and
pelviciposey support. They both atated they did
not document anything about the resident’s
bahaviors or intervantions tiad bafore placing the
residant int the restraint and did not tell the
oncoeming shift the resldent was in the restraint.
They also stated the rasident waa not showing
any combativa or eggressive bahaviors when
they fried to redirect the resident.

A review of the behavior monitoring for 04/10/12
revealad thers wara no behaviora of
verbal/physical abuse or aggressive behaviors
documented,

Interview with LPN #4, on 04/12/12 at 3:05 PM,
revealad Resident #5 was placed in the reclining
ger-chairwith a paivic/posey support two times
during ths early mozning houts on 04/11/42, She
Stated the resident would not sleep and ataff was
walking with him/her throughout the night and
having him/Mer sit at the nurse's desk. She
revealed she had to place the resident in the
restraint ance when the CNAs were providing
ere to other residents and she had to cara for s
resident with a fover, and once when the CNAs
were assisting othar residants to gat up in the
morning and she had fo give residents insulin.
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altercations, reports of injury of unknown 1412
origin and any report of suapected abuse
monthly {0 enaura that the Abuse
Prohibition Policy is followed if indicated.
Resulie of theea reviews will be pressnted
to the QA Sub Committee. Facility Quality
Assurance Committee will meet on 4-8-12
to review the facility POC and to establish
a QA subcommittee which will mest weekly
for 4 weeks then monthly to monitor the
implementation of the POC, including the
educatlon component and tha ongoing
audit component, they are to evaluate the
effactiveness of the POC, if necessary
provide additional education and request
additional audits and report to the facility
QA Committes no Isss than quarterly. This
subtommittee will consist of DON, Director
of Soclg| Services, MDS Coordinator, one
other nurse and ona CNA. The Corporate
Consultant and Corporate Social Service
Consultant will act as resources for this
subcommittes and will report on the
actions of the subcommittee to the facility
QA committae end the Corpomate Chnieal
Conauitant for Emoroft Senior Living.
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i 14-1
She stated the resldent was not exhibiting any facllity 3-23-12 12
aggrassive or abuslve behaviors and no cther
interventions were attempted and implementad, #20n ?"1 7-12 a CareTracker Graup
She revealed she dld not document what Behawu.r Rer:vort was run for lt?a past GO
behaviors the resident was having prior to the use days to identify ail residents with reported
of the restraint, what Intervantione wars trisd prior behavlors. Corporate Consuitants
to implementing the restraint or that the resident reviewed the medical records and cane
was placed in tha restraint and ramoved twica pians for any resident on that report to
during the night, identify any resident considered to be at
rigk for aggressive bahaviors towards
Areview of the nurse's notes, dated 04/11/12, other resldents and any such idantified
revealed thers was no documented evidence behaviors were refermed to the facility staff
Resident #8 had behaviors of wandering, verbsi for review and revigion of care plana. MDS
agg.?hyﬂ;"i Bbuss or :ggrassive gah? d“"m' tj-? Coordinator and Social Services Dirgctor
acaitian, thars was no dacumented evidence the reviewed the MDS and Care Plans, and
resldent was placad in the rastraints and removed aid e plans for all residents
from the rectraints. A review of the behavior ;;"lm: ;cac ans cker G s Bahavi
monltoring for 04/11/12 revealed thare were no sted on he Lare racker Group avior
documented abusive or aggressive behaviors. Report for the past 60 days on 3-17-12.
The last MDS for each identified resident
Intarview with the Diractor of Nursing (DON), on was raviewed as was the Behavior CAA If
64/12/12 at 3:58 PM, revealed the facllity doss triggered. If the review indicated the need
not place restdents in restralnts for conveniance. far a eignificant change aseesament, one
She stated staff cannot provide one to ona for the was scheduled. Corporate Social Service
resident, She revealed staff should follow the Consultant has since 3-17-12 bean
physiclan's order for the restraint and should reviewing the behavior reporte and
documant the behaviors prior to the use of the reviewing nurses notes and seclel service
festraints and other :ntarventloPs used prior to ¢ notes for appropriate follow up related to
rastraint usa and when the rasadanlwgs remove behavlors. Social Servicas has been glven
from a restraint, She revealed If a resident was N )
. . direction regarding the follow up on
placed in a reatralnt on one shift, the stalf should behaviors by the Corporate Sodial Service
hotify the next shift in report that the resident was C tant y po
in B restraint ensultant.
{F 226) :\BBGU‘lSSE(fgl 5[5) gfgég Pé%PIF:EEgTE s #3Social Service Director was educatad
§§=D : on the Care Tracker system including
The facllty must develop and implement written available rept?ns. haw to run the 24 Hour
policies and procedures thet prohibit. Group Behaviar Report and how to follow
up on any repgnad behavlors, The
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mistreatment, neglect, and abuse of rasidents
and misappropniation of resident propsrty.

This REQUIREMENT 18 not met as evidencad
by:

Basad on interview, record review and Allegation
of Compliance review, It was determined the
immedlate Jeopary (1.}, Identlfiad during the
ahbreviated survay, completad on 03/23/12, had
baen removed related o developmeant and
implementaiion of tha facllity's policy and
procedure to pravent abuse; however,
nen-compliance continued {0 exist at a S/8 of a
*D," as the facility had not completed the Quality
and Assesamant and Assurance Committaa
inltiative refated to manitering, analysls of
monitering, and the implamantation of the Plan of
Correction {PoC} to ensure the facility's policy
and procadure wes Implamantad related to
ahuse.

Findings include;

Revlew of tha acceptable AoC, dated 03/24/12,
and racord review ravaaiad & privats sitter was
placed outsids Resident #2'a door twenty four
hours a day and if the resident came out of the
room, the private sitter suparvisad the resident at
all imas untli tha rasldent's discherge on
03/23/12. The private sitter also rediracted
wandering rasidants from the residant's room.
The private sitter was educated by the
Administrator, Diractar of Nursing (DON) or
Charge Nurse on the Abuse policy and Effective
Coplng with Challenging Bahaviors. A Llcansed
nuree verified evary two hours and signed a
dozumeant that included time of visual check, staff

education provided aleo coverad using tha
RAI procgas to identify any factors that
may fead to behaviors, identifving patisms
of behaviors, and the importance of
having @ careplan with appropriate
interventions and evaluation of the
Interventions. This educatlon was
provided by a Corpgrate Consultant on 3-
17-12. On 4-2.12 Corporate Consultant
provided education to tha IDT team, which
Included the Director of Soclal Services,
on the Rogident Assesement Inetrument
{RAl)-purpose, 3 basic components: The
minimum data set (MDS) the assassmant
part, Care Area Triggers (CAT'S), Care
Area Asseesment (CAA) procass and
Utilization guidelines. Including that the
CAT requlres additional investigation,
CAA resources, summary to devalop
Indlvidualized care plan, to attain or
maintain realdent highast practicable
physical, mental, and psychosociai well-
being. Alsc covered Asseasment,
Declsion making, Care Pian,
Implementation & Evaluation. Following
the education the DT team reviewed all
careplans to ensure that they were
appropriato, current and individualized for
each resldent, These reviews were
completed by 4-8-12. Beginning 4-8-12
the Corporate Social Service Consultant
or Dirgctor of Social Services will be
reviewing the 24 Hour Behavior Report
and providing follow up to the residents to
ensure that any identfied behavioris
assassad, Investigated and appropriate
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meémbar/privata sittar prasent and nurag's F250 care plan Interventions are inftiated ae
signature that the private sitter assigned outside needed.
of the room or with Reaidant #2. All avallabia
licensed nurses were in-senviced by the DON or #4 .COFQOIE.IB Consuftant or F:orpo'rate
Adminietrator on 03/16/12 or D3/17/12 on the Sociel Services Conaultant will review no
verification procese. Unavailable staff was tess than 25% of all Behavior CAA's, and
In-servicad prior to returning to work. All available behavior care plane each morth for 4
staff was inserviced on 03/16/12 or 03/17/12 on . months to ensure appropriate completion
Faclllty Abuse Policy and Effective Caping with oftha CAA, and appropriata cara
Challenging Behaviors by tha DON or planning. Results of the audit will be used
Administrator, Licansed Nursea were Inatructad far re-education of the Director of Soclal
by the DON to run Group Bahavior reporis from Services an tha CAA, Facility Quality
the Care Tracker system dally to ensure that any Assurance Commitiee will mest on 4-9-12
behavior notad was reportsd and if any follow up to review tha facility POC and to establish
waa.naadetfl that_the follow up occurred, The a QA subcommittee which will meet
Social Service erector was educ_ated onthe Cane waekly far 4 weoks then manthly to
Tracksr system including the available reports, . ,
how to run the 24 hour graup report and how to menitor the implementation of the POC,
foliow up on behaviors noted on the report, and 1""]""'“9,"‘9 education component and
her responsibllity to follow up on any reported the ongoing audit component, they ars to
behaviors, On 03/17/12, a CareTracker Group evaluate the effectiveness of the POC, If
Behevior Report was run for tha past sixty days to necessary provide additiona! education
Identify all residents with reported behaviars. On and request addional audits and report to
that day, Corporate Conaultanta reviewed the the facility QA Committes no less then
medical racords and care plans for any fesident quarterly. This subcommittee will consist
on that repon to Identify any resident ¢onsidered of DON, Director of Soclal Services, MDS
to be at risk far aggreasiva behaviar towsard other Coordinator, a staff nurse and s CNA.
residants, and'gny identifisd bs@aviu.rs were The Corporate Consuitant and Corporate
referred to facility staff and any identified potential Social Service Consuliant will act as
beljavwrs were r_aferrad to the faclity staff for resources for this subcommittee and wil
review and revision of care plans. On 03/17/12, report on the actions of the subcommities
the DON reviewed all resldant that wander for to the facilty QA commitiee and the VP of
appropriate interventions on care pian to ensurs o El s \
safety nands ware identifisd. Revisions were perations for Elmeroft Senlor Living.
mede as indisated. On 03/17/12, the Minimum
Data Sat{MDS) Coordinator and Soclal Servicas
Director reviewed the MDS and Care Plans-for all
resfdents listed on the Caretracker Behavier
FORM CWE-254T7(02-38) Pravieus Vemiont Obsslais Faally ID: 100354 it conlinuellon sheat Page 6 of 24
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{F 226} Continued From page 8 F280 #1Resident #2 was discharged from the |[+14-12

Raport who had behaviors In the faat 80 days, |If facility 3-23-12

the behavior identified met the ¢ritaria for a

significant change, a significant change . #20n 3-17-12 a CareTracker Group

assassmant waa complated. Cars plans and ' Behavior Report was run for the past 80

Intervantions ware reviewed and revisions were
made as indicated, All care plans and nurse aide
care plans were updated if Indicated. All reportad
bahaviars ware reviswed in the moming
meetings. The care plan and infsrventiohs were
reviewsd to ansure tha affectivaness of the

days to identify ali residents with reported
behaviors. Corporate Consultants
reviewed the medice! records and care
plans for any regident on that repart to
identify any resident conzidered to be at

interventions to determine If additional risk for aggressive behaviors towards
intarventions wera requirad, Gorporata Nursing other razidents and any such identified
Consultant educated the DON and Administrator, behaviors were refarred to the facility staff
on 03/17/12, on assessing and idantifying for review and revision of care plans, MDS
passible risks, implementing Interventions to Coordinator and Soclal Sarvices Director
tnanage behaviers and re-svalustion of reviewed the MDS and Cara Plans, and
interventions for protection of the residents, nurse aide care plans for all residents
They were aisc educaled on the proper listed on the CareTracker Group Behavior
completion of Incident Report and fallow up Report for the past 60 days on 3-17-12.
Investigalian as Indlcated, The last MDS for sach identified resident

wasg raviewed as waa tha Behavior CAA If
triggered. If the review indicated the need
for a significamt change essessment, ona
was scheduled.

Intanvisw with the Administrator, on 04/12/12 at
2:45 PM, revaealed in the future the facility was
having staff from a psychlatric serviea to come In
and insatvica the staff on behaviors and
Interventions to address behaviars. She stated
the Quaity Asseszment Committee is going fo
mest once a month to discuss aggressiva
bahaviors, abuse and résident to resident

#30n 4-2-12 Corporate Consultant
provided education to the IDT team, which
included the Direclor of Social Services,

altercations and foliow up. She ravealed the on the Resident Asaessment instrument
.| Medical Director will be anaisting the facllity with (RAl)-purpose, 3 basic compenents: The
outsida resourcas fo assist the facility in coming minimum data sel (MDS) the assessment
up with naw intarvantion. part, Cara Area Triggers (CAT'S), Care
[F 250) | 483.15{g}(1) PROVISION OF MEDICALLY Area Asseasment (CAA) pracess and
s5=D | RELATED SOCIAL SERVICE Utilizatlon guidelines. including thet the
CAT requires additional investigation,
The faciity must provida medicatiy-related soclal CAA resources, summary to develop
services to attain or maintain the highest individualized care plan, to attain or
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{F 250} | Canfinued From page 8 F280 maintain resident highest practicable (r14-12

practicable physical, mental, and psyehosactal
well-being of aach resident.

This REQUIREMENT ig not met as evidencad
by: .

Based on interview, record review and Allzgation
of Compllance revisw, It waa determinad the
immediate Jaopardy (1), identifiad durng the
abbreviated survey completed on 03/23/12, had
basn removed related to the provision of
medically related Sociaf Serviees; however,
non-compliancs confinuad to exist at a §/8 ofa
"D as the fcility had ot completed the Quaiity
As=spssment and Assurance Commitiae inifiative
related to manitoring, ahalysis of monitoring, and
the Implemantation of the Pian of Correction
(PoC} to ensure medically-related Sodlal Services
wag provided.

Findings include:

Roview of tha acceptable AcC, dated 03/24/12,
and recoid review revealed Licensed Nurses
ware instructed by tha DON to run Group
Behavior reports from the Care Tracker system
dally to ensure that any behavior notad was
repored and if any follow Up was needed that the
follow up oscured, Tha Soclal Service Director
was educated on the Cars Tracker syatem
including the avaitable reports, how to run the 24
hour gredp report and how to follow up on
behaviors noted on the report, and her
tesponstility to foliow up on any reported
behaviorg, On 03/17/12, a CareTracker Group
Bahavier Report was run for the past sixty days to
identify all resldents with reported behaviors. On

physical, mental, and psychosocial well-
being. Alao ¢ovared Assasament,
Declsion making, Care Pian,
implemantation & Evaluation. Following
the education the |DT team reviewed all
careplans to ensure that they were
appropriate, current and individualized for
each resident. These reviews were
completed by 4-8-12. On 4-4-12
Corporate Consultant and DON presented
aducation to the Licanaed staff on thelr
role and responsibility for updating and
revising care plans.

#4Corporata Consultant or Corporate
Social Services Consultant will review no
{ess than 25% of all Behavior CAA's, and
behavior care plans each month for 4
montha to ensure appropriate completion
of the CAA,'and appropriale care
planning, Resulls of the audit will be used
for re~education of the Director of Social
Services on the CAA. Fagility Quality
Assurance Cornmittee wiill meet on 4-9-12
to review the facility POC and lo establigh
8 QA subcommittee which will meet
weekly for 4 weeks then monthly to
monitor the implementation of the POC,
including the education component and
the engolng audit component, they are to
evaluete the effectivenesa of the POC, if
necessary provide additionsf education
and request additionat audits and report to
the facility QA Commitiee no less than
quarterly. This aubcommittes wiil conslst
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{F 250} | Continued From page 10 F280 of DON, Director of Social Ssrvices, MDS f+14-12

that day, Corporate Consultante reviawed the
medical rasorde and care plans for any rasident
on that repe to idaniify any resident considereg
to bo at risk for pggressive behavior toward other
residents, and any identified bahaviors were
refarred to facllity staff end any identifiad potential
behaviors were referred to the facllty staff for
raviaw and raviglon of care plans. On 031712,
the DON reviewad ali resident that wander for
appropriats Intarvantions on care plan {o ensure
safsty nesds were identified. Revisions were
made as Indicated, On 03/17/12, the Minimum
Data Set {MDS) Coardinator and Social Services
Diractor reviewed the MDS and Cars Plans for all
residents listed on the Caretracker Behavior
Repor wha had behavlars In the last 80 days. If
the bshavior identified met the criteria for a
significant change, & signlficant change
assessment was compileted. Care plans and
intarventions ware reviewed and ravisions wara
mads ag indicated. All aare plans and nurse aide
care plans weare updated If Indicated. All reported
behaviars were reviewed in the morning
meefings. The care plen and interventions warg
reviewed to enaure the affactiveness of tha
Interventians to detemine If additiona!
intervantions were required,

interview with the Administrator, on 04/12/12 at
2:45 PM, revealed, in the future, the facility was
having staff from a psychiatric service to come in
and inservice tha staff on behaviors and
Intarvanlions to address beheviars. She stated
the Qualty Assassment Committes was going to
mesat once & month lo discuss aggressive
behaviorms, abuse and resident to resident
aitercatione and foliow up, She revealed the
Medical Director will be assisting the facility with

Coordinator, a staff nurse and a CNA.
The Corporate Conauitant end Corporate
Social Service Consultant will act as
resources for thla subcommittea and will
report on the actions of the subcommities
to the facllity QA commitiee and the VP of
Operations for Eimcroft Senior Living.
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The realdant has the rlght, uniess adjudged
incompetent or othsnwise found to be
incapacitated under the lawe of the State, to
participate in planning care and treatment or
changeas In care and treatment

A comprehensive care plan must be develapad
within 7 days after the completion of ths
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physiclan, a reglstered nursa with rasponsibliity
for the resident, and other apprapriate staff in
disciplines as determined by the rasident's needs,
and, to the extent practicable, tha participation of
the resident, the resident's famliy or the resldent’s
tegal reprasantative; and periodicaily reviewed
and revisad by a team of qualified persans after
aach assesamont.

This REQUIREMENT [s not met as svidenced
by:

Based on Interview, record review and Allegation
of Compllanca review, it was determined the
Immediate Jeopardy (iJ), identified during the
abbreviated survey ¢ompisted on 03/23/12, had
been remaved related (o revision of the care plan
related to aggressiva behaviors; howaver,
non-compliance continued to existata S/S of a
"D," as the facliity had hot complstad the Quallty

angd Assessment and Assurance Commities

oD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED Y FUL PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE coum
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG CROBE-REFERENCEN TO THE APPROPRIATE
DEFICIENCY)
[F 250} | Continued From page 11 ! #1 Resident #2 was discharged from the P-M»J.Z
: : F323 faclty 3-23-12
outside resources to assist the facllty in coming -
up with new intervention. 42 DON reviewad all
reports of residant to
(F 280} | 483.20(d)(3), 483.10(k)(2) RIGHT TO rezidant attercations, 2 4Ph°ur reports and i
ss=n | PARTICIPATE PLANNING CARE-REVISE CP " Incidants for past 30 days to enaure that there

were no incidants of abuga, injuries of unkngwn
ongin or reports that would require the Abuse
Protocol to be followsd. Thiz was completed by
4-8-12.

#3 All avalilable staff wara re-edusated on the
facitity policy related to Abuse Prohibktion on 3-
16 and 3-17-12 by tha DON, Administrator or
Charge Nurse. All unavaiiable staff were re-
educated prior to rsturning to work, All newly
hired staff will be educated on tha facility palicy
during arlentation by Admintsirative Staff,
Beginning an 4-2-12 and continuing as of 4-6-
12 Corporate consultants and administrative
staff have been doing ona on one interviews
with staff membars to enaurs thelr
understanding of the policy on Abuse
Prohibition. On 4-4-12 tha faclity Ombudsman
prasented an in-service on resident to resident
Altercation, reviswad tha Shite andd Federal
Regulation related to Abuga and discussed the
- rasponaslbiiity to keap all reskients aafa, The
facllity wiii repeat the in-zervice on the facllity
policy on Abusa Prohibition manthly for 3
months then quartery and will ensure that all
ataff membars attend the In-gsrvice no lass
than 2 more times over the next 12 months,
Thig will be tracked by the DON, Corporate
Consultant educated DON and Administator
on 3-17-12 on assessing and {dentifying
poasible risks relaied to bahaviors,
implementing interventions to manage
bahavlors, and re-evaluation of Intarventions far
protactign of residents, they wersa also
aducated on the proper completion of an
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{F 280} | Continuad From pags 12 ; Incldant Report tland follow up Inveatigations, PR
Inltiathve related to monitoring, analysis of Eo ::.;?d A?m'"'s;m:” were re-educated on
monltoring, and the Implemantation of the Plan of F323 al;g;t!c:]r&u;?:;:s: ;;‘:rg'n";::::;:::wm
S;;;e;}mn {PoC) to ensure care plans were ralsied to abuss, State and Feders)

. Regulations related to Abuss reporting,
Including reporting rearonable suspician of a
Findings includs: crima in a long term care facifily on 4-8-12 by
h
Raview of the accaptable Aa(?, deted 03/24/12, ;:nfo:ﬁ:::: g:ja:ml;arc;ﬂa E;'EL,E;::ER
and record review revealad Licensed Nurses Soclal Servica Congultant on 4-4-12 on
wars Instructed by the DON to run Group Behavlors, in-sarvice included detemmlning the
Behavior raports from the Care Tracker system impact of behaviors on thers, idenlifying
dally to ensure that any behavior notad was behaviors, investigating behaviors and putting
reported and i any follow up wais neadsd that the intarventions in place to manage bahaviors.
follow up oecurrad. Tha Soclal Service Director CaraTracker 24 hour group behavlor report will
was educated on tha Care Tracker systam be raviewad dally to ensure reportad behaviors
including the avallable reports, how to run tha 24 ara investigated and acted on appropriately.
hour group report and how to follow up on This repoit will be run by licansed staff on firet
behaviars nated on the report, and her shif. All reports of resident to resident
responsibility to follow up on any reparted aftercations, reports of injuries of unknown
behaviors. On 03/17/12, a CamTracker Group origin end repons of augpenad t_abuaa wiil b_e
Behavier Report was run for the past sixty days to reviewed by administrative staffin the moming
identify af residsnts with reperted behaviors. On :1 aa:;g tc;!:"n sure tha Ahuse i?rohlh!tlon Policy
that day Corporate ConsLiltants reviswed the 25 bean followad, oll appropriste nottications
¢ \ hava been mads and that the satety of all
medical records and care plans for any resident residents ks onsured. On 4-4-12 DON,
on that report to identify any resident considerad Gotparate Conaultant, Administrator and VP of
to be at risk for aggressive bahavior toward ofher Operations for Eimcroft Senior Living re-
rasidants, and any kentifiad bahaviers ware educatad ficensed staff on managing
referred fo facility staff and any identifisd potential aggressive bahavior by residerts. Included in
behaviors warz raferrad to the facilty staff for ’ thla aducation was resident to reaident
review and revision of care plans. On 03/17/12, behavior, resident to staff behavior, identying
tha DON reviawad ali rasidant that wander for - aggreasiva bahpvior, Implamentation of a
appropriiate interventions on care plan to ensure pracedure to foliow whan there are aggrassive
safaty neads were ldenflflad. Revisions were behaviors and Instructiona on ths complstion of
made as indicated, On 03/17/12, the Minimum the Post Altercation Investigation { new tool to
Data Set{MDS) Coordinator and Soclal Services ba used to Investigate atercations and
Director mviewad the MDS and Care Pians for all documant actions for Quallty Assurance)
residsnts listed on the Caretracker Behaviar Baginning 4-5-12 the follawing actiona will
Report who had benaviors in the last 60 days, If Gcour when a resident exhibits agressive
FORN GM3-2567(02-89) Pravisla Varisna Chasiala Evont iD; 73X212 'Fadliky [0, 100354 i cantinuatian shest ﬁnge i13af 24
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{F 280} | Cantinued From page 13 benavior towards ancthet resident or staff, The |11
tha behavior Idantliiad maet the critaria fora F323 resident will be removed from the altuation with
significant chiangs, & significant change safety of residents and staff to ba maintained,
@ssessment was completed, Care plans and the nurse In charge s {o notify the DON and/or
intarvantions were reviewad and revisions ware Adminisirator of the behavior, the MD i3 to be
made a& indicated. Ali care pians and nurae eide notifled and the famlly fs to be notified. We will
care ptans were updated if Indicated. All reportsd review the care plan and determine if thera are
behaviors were reviawed in the marning meaaures to put In place that wiil allow the
meetings. The care plan and Interventions were recldent to remsin in the facilty urtil the
reviewed to ensure the effsctiveness of the raaidsnt behavior can be reviewsd by DON,
interventions to datarmins if additional ﬁt‘:’::::::;’ﬁﬁ:ﬁg:’ﬁ:ﬁf:ﬂn-
interventions ware requirad, cupervision, 3 mov to a privats room,

Interviaw with the Adrainistrater, on 04/12/12 at medication f ordered by MD, a private skter or
2:45 PM, ravealed in the future the facillty was family at bedside. The DON, Adminlstrator,

; ' ! ] \ Soclal Sarvican or tha rasidents MD wlil raview
havirjg staff from a psychiatric senvice to coma in the residem and the reskient's behavior within
and ingarvica the staff on bahayiora and 24 hours end determine i the reskdent presonts
Interventians 1o address behaviors, She stgtad an acute threat 1o sel, or athers. If the
the Quallty Assessmeant Committes was going to detarmination (s that the reaidant fe an acute
meet once a month o discuss aggressive threat to s&if or others, the resident will be
beheviors, abusa and rasident to resitent tranafarad aut of the faciiity and not re-
altarcations and follow up. She revealed the sdmitted untll I Is determined that the resident
Medical Director will ba assisting the facllity with [s no longer an acuts threat to salf or othars. if
outgide resources to assist the facility in coming the determination is that tha resident is not an
\ip with naw Intsrvention. uculs thmst to seif ar othare, a care plan

{F 323) | 483.25(h) FREE OF ACCIDENT maeting will be held to review interventions ¢that
55<0 | HAZARDS/SUPERVISION/DEVICES mMmay be put in place to allow tha resldent lo

The factity must ensure that the resldent
environment remains as free of accident hazards
as is possible; and aach resident recelves

prevent accldsnts.

This REQUIREMENT is not met ag evidenced

adequete suparvision and assistance devicas to

ramain In the facility, these may include but are
not limited to Increasad supervialon, referral to
psychlatre services, medication edjustments,
bahavloral modlification intarvantions. The care
plan will be reviewsad along with the residents
bahavior dally for 5 daya, than no less than
weekly for 4 weaks to ansure the interventions
in place are effectiva and tha bahavior is
managed. Aftar 4 weeks the care plan and
resident bahavior will ba monitored monthly for
3 months by Soclal Sarvicas. A resldent with
ongaing aggressiva behaviors that ars not
manageable in the facllty will be glven a Nolice
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Based on Interview, record review and Allsgation
of Compliante raview, It was detarmined the
Immediate Jaopardy (i), identified during the
sbbreviated aurvey compietad on 03/23/12, had
baen removed reiated to supervision to prevant
accidanis; howavar, non-compllance continued to
axist at a §/5 of a"D," as the facility had not
completed the Quality and Assessmant and
Assurance Committee initiative related to
monitaring, analysis of monltoring, and the
implementation of the Pian of Comection (PoC) to
ensure restdent supervision Is provided fo prevent
accidants,

Findings include:

Raview of the accaptable AoC, dated 03/24/12,
and record review reveaied a private sitter was
placad outslds Residant #'s door twenty four
houra a day and if the resident cams out of the
roam, tha privata alttar supervised the rasident at
all imes up 1ili the resident’s discharge on
03/23/12. The privata sitter also redirectad
wandering residents from the resident's room.
The private sitter was aducatad by the
Administrator, Director of Nurse (DON) or Charge
Nurgs on the Abuas policy and Effective Coping
with Challenging Behaviors. A Licensed nurse
verified evary two houra and aigned a document

4 that included time of visual check, staff

meambeaciprivate sltter prasant and nurse's
signature that the private sitter assigned outsida
of tha room or with Reeident #2. All avaliabis
licensed nurses were In-serviced by the DON or
Administrator on 03/16/12 or 03/17/12 on the
varification progess. Unavallable staff was
in-sapvion prior to returning to work. All avaliable
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another rgskdant or staff will require the facility
to complete a Post Altercation Investigation.

#4 Monthly the QA Sub Committee will review
bahavior reports, reports of rasident te resldent
altarcations, and Post Altercation Investigations
for phyaleally aggresalve behaviers and ensure
that the above noted procadure js followed for
asch [ncldent.  Facility Qualty Assurance
Committes will meet on 4-9-12 {0 review the
faclity POC and to aatablish a QA
subcommittee which will meat weskiy for 4
waeks then monthly to montior the
implementation of the POC, including the
aducation componant and the ongolng audh
companent, they ame to evaluale the
oeffectivansss of the POC, if nacassary provide
additional educstion and request additional
audits gnd report to the faclity QA Committen
np lass than quarterly, This subcommities wili
canoist of DOQN, Director of Soclal Services,
MDS Coordinator, a staff nurse and a CNA.
The Carporats Conaultent and Corporate
Social Sarvice Consultant will act a5 regources
for this eubcommittan and will repan on the
actions of the subcommittee to the facilty QA
committes and the VP of Cparations for
Elmcroft Senior Living.
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staff was Inserviced on 0/16/12 or 03/17/12 on
Facliity Abuse Palicy and Effective Coping with
Challanging Behaviers by the DONor
Administrator. Lisensed Nurses wers instructed
by the DON to run Group Behavior reportz from
the Care Tracker system dally to ensure that any
behavior nated was reperted and if any fellow Up
was needsd that tha follow up asourred. The
Soclal Service Director was educated on the Care
Tracker systam including the available reports,
how to run the 24 hour group report and how to
follow up on behaviors noted on the feport, and
her reapansibility to follow up on any reported
behaviors. On 03/17/12, a CaneTracker Group
Bahavior Repart was run for the past sixty days to
idantify all residents with reported behaviars. On
that day Corporate Consultanta reviewed the
medical racords and cars plans for any resident
on that report to identfy any resident considerad
to be et riak for aggressiva bahavior toward other
rasidents, and any identified behaviors were
rofarred to fasility staff and any identified patential
bohaviors were referred to the facility staff for
raview and revislon of care plans. On 037112,
the DON reviewed all resident that wander for
appropriate Interventions on care plan ta ensure
safaty naeds ware identified. Revisions were .
made ag indicatad, On 03/17/12, the Minimum
Data Set (MDS) Coordinator and Social Services
Diractor reviewed thg MDS and Care Plans for all -
residents listed on the Caretracker Bshavior
Report who had bahaviors in the iast 80 days, If
the behavior idantifled met the criteria for a
slgnificant change, a slgnificant change
aseessment was complated, Care plans and
Interventions were reviawad and revisions ware
mada as indicated, All care plans and nurse aide
care plans ware updated If Indlcated, All reported

#1 Resigent #2 has been discharged from the
F4g0 faclity on 3-23-12, .

#2 DON reviewed all reporty of resident to
residant sltercations, 24 hout repors, and all
Incidents for pent 30 days to onsure that there
were no incidents of abuse, injurles of unknown
origin of reports that would require the Abuas
Protocol to be followed. This was completed by
48- 12

On 3-17-12 a CareTrackar Group Baehavior
Report was run for the past 60 days to identify
all renidents with reported behaviors. Corpamte
Consultants mviewed the medical records and
cam plans for any reaident on that report to
identify any resident considered to ba at sk for
aggrezsive bbhaviors towsrds athar residams
and any such identified bshaviors were refermed
to the faclity staf? for review and revision of
carée plans, MDS Coordinator and Soclal
Servicas Diredtor reviewad the MDS and Care
Plang, and nurga alde care plans for alf
residents llated on the CareTracker Group
Bohavior Repont (or the paat 60 days on 3-17-
12. The last MDS for sach identified residant
was revlawed as waa the Bahavior CAAH
triggered. if the revisw indicated tha rised for a
slgnlficant changs assessmant, one was
scheduled, Corporate Seclal Sarvica
Consultant has sinea 3-17-12 been reviewlng
the behavior reports and roviewing nurses
notas and soclal sandes notes for appropriate
follow up refated 1o behaviors, Social Services
hag beon given direction reganding the folfow
up on behaviors by the Corporate Social
Sarvica Gonzultant

On 3-17-12 a CareTracker Group Bahavior
Repont wae run for the past 80 days to identify
ofl realdents with reported bahaviors, Corparate

41412
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bshaviors wers raviswed in the morning F450 nsuttants mviawed the medical rocords and

meetings. The care plan and interventions wars
reviawad to ensure the effectivenass of the
interventions to determine if additional
Intarvantions were required. Corporate Nursing
Consultant educated the GON and Administrator
on 03/17/12 on assassing and identifying possible
ricks, implamenting interventions t manepe
bahaviora and ra-evaivation of intervantions for
pratection of the residents. They were also
educatad on the proper complation of incldent
Report and follow up invastigation as indicated.

Intarviaw with the Administrator, on 04/12/12 at
2:45 PM, ravealed In the futura the facliity wes
having staff from a psychlatric service to come in
and inaemvica the staff on behaviors and
interventions to eddress behaviors. She stated
the Quality Asazssment Committee wae going to
mest onca a month to discuss aggressive
behaviors, abuse and regident to resident
altargations and follow up. She revasied the
Medical Director wii be assisting the facillty with
outsida reaourcas to assist the facility in coming
up with naw interventions.
(F 480] | 483,75 EFFECTIVE

g8=p | ADMINISTRATION/RESIDENT WELL-BEING,

A facility must be administered In & manner that
enables 1 to use Ita resourcas effectively and
efiiciently to attain or maintain the highest
practicable phyalcal, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidancad
by:

care plans for any reaident on that raport 1o
Identify any residant congidared to bs at risk for
aggrazslva behaviom towards other resldents
and any such identified behaviors were referred

. tothe faclliy alalf for review and revislon of

care plans, MDS Coordinator and Sociat
Servicos Dimdcior mviswed the MDS and Care
Piang, and nurse alde care plans for all
residents liated on tha CareTracker Group
Bsahavior Report for the past 80 days on 3-17-
12. The (ast MDS for each Mantifiad rasldent
wes reviewed as was the Behavilor CAA if
triggerad, If the reviaw indicated tha need for a
eignificant change assessmant, one was
achaduisd.

#3 All avallable staff were re-aducated on the
facifify policy related to Abuse Prohibition on 3-
18 and 3-17-12 by the DON, Adminiatrator and
Charge Nursa. All unavaiiable staff were re-
aducated pricrto retuming to work. All newly
hired staff will be educated on the facllity policy
during orisntation by Administrative Staff,
Beginning on 4-2-12 and continuing as of 4-6-
12 Comorate censuitants and administrative
stsff hava been doing one on ona interviews
with steff membar o snsure thair
understanding of the pollcy on Abuse
Prohibition. On 4-4-12 tha facllity Ombudsman
presented an in-service on Resident to resident
Altarcation, reviewed the Stete and Federal
Regulation related ta Abuss and discussad the
raspongiblity to keep all residents safe. The
facilty will repaat the in-service on the facllity
policy on Abuga Prohibition monthly far 3
months then quartetly and wili ansure that all
staff membere altend ths in-servico no leas
than 2 more times over the next 12 months.
This wili be tracked by the DON. Corporate
Consultant educated DON and Administratar
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Based on interview, record review and Allegation Implemanting interventions to manage
of Compliance revisw, Il wae detarmined the behavlors, end re-avaluation of intarventions for
immediate Jeopardy (M), Identified during the protection of residenis, they wer also
abbreviated survey complated on 03/23/12, had . educated on ths proper comphstion of an
been removed related to administering the faciiity Incident Report and follow up investigations.
in & manner that It anabled It to use ks reaourcas DON and Adminiatratas wore re-educated on
affectivaly; howevar, non-compliance continuéd te identifying signs of abuss, Investigating
exist at a S/S of a "D," as the facllity had not allsgations of abuss, reparing raquirements
compieted the Quality and Assessment and related to abusa, State and Fedsral
Assurancs Committes Iniflative relatad to Regulationa related to Abusa reporting,
monttoring, analysis of manitoring, and the ineluding reporting asonable suspicion of a
nplmiaton o s Pln o Crecn () cine 12l cam ety or 4325
ensure the facllty was a“dsmtnlitjeﬂr:eads lgffaegiiggfer Corporaie Soclal Servica Consultant on 44-12
that it enabled It to use lts res ' on Behaviors, in-service indyded determining
. . the impact of bahaviars on other, identiying
Findings include: behaviors, Investigating behaviors and putting
- Intarvantions In placa to manage bahaviom.
Review of the accaptable AoC, F'E'Bd 93’24”2' CareTracker 24':10urgmup I:gavlor report wiil
ahd recard review revealad a private sitiar was ba reviawsd dally to ensurs mparted behaviors
placed outslde Resident #2's door twenty four are Invectigated and acted on appropriataly.
hours a day and if the residant cams out of the This repor will be run by llcansad ataff on firt
room, the private sitter supervissd the resident at shift. All reports of Resident o Resident
all imes untit the rasident's dlacharge on . alercations, rapors of Injuries of unknown
03/23/12. The private sitter alsa redirected origin and raparts of suspedted abuae will be
wandaring residents fram the rasidant's room, reviawed by adminlatrative ataff in the marning
The private siiter was educated by the meeting to ensure the Abuse Prohlbition Policy
Adminigtrator, Director of Nursa (DON) of Charge haa been followed. all approprinte nottfications
Nurse on the Abuse policy and Effective Coping have been made and that the safety of all
with Challenging Behaviora. A Licensed nurae residents Is ensured. Soclal Sarvice Dimctor
varified avary two hours and signad & docurnant was educatad on the Care Tracker system
that Included time of visugl check, ataff Including availabls reports, how to run the 24
Jrivate siitar presehl and nurse's Hour Group Bahavlor Rap.orl and how lo ft.ﬂlow
membar/priv ianed cutslde up on any reported bahaviora. The education
signature that the priva't'e sltter assigna gl provided als6 covered using the RA} process to
of the room ar with Resident #2, Al avalb }3 Identify any factors thet may lead to behaviore,
llosnsed nurass were In-servicad by the DON of Identifylng pattemns of behaviors, and the
Administrator on 03/16/12 or 03/17/12 on the Importarics of having a cereplan with
verification process, Unavallable staff was . appropriate Intarvantions ang evaiuation of the
in-sarvice prior to returning to work. All available

: age 180f24 -
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staff was inserviced on 03/16/12 or 03/17M2on
Facllity Abuse Poliey and Effactive Coping with
Chalienging Behaviora by the DON or
Administrator. Liconaad Nuress waré instructed
by the DON to run Group Behavior reports fram
the Care Trackar eystem dally to ensure that any
behavior noled was reportad and if any follow up
was noadad that the fallow up oceurrad, On
03117112, the Social Service Diractor was
aducated on the Care Tracker system including
the available reports, how fo run the 24 hour
group repart and how to follow up on behaviors
nated on the report, and her responsibility to
follow up on any reported behaviers. On
03/17/12, a CarsTracker Group Behavior Report
was 1un for the past sixty days to identlfy all
realdents with reported behaviora. On that day
Corporate Consultants reviswed the medical
records and cars plans for any resident on that |
report to identify any resldant considsred to be at
risk for aggrassive behavior toward other
residents, and any ldentlfisd behaviors were
referred to fadlity steff and any identified potential
behaviars were refarred o the facllity staff for
review and revision of care pians. On 0¥/17/12,
the DON reviswed &ll resldent that wander for
appropriate intarvantions on care plan to enslife
safoty needa were ldentified. Revisions were
mada a5 Indicated. On 03/17/12, the Mintmum
Data Set (MDS) Coordinator and Social Services
Directar reviewad the MDS and Cara Plans for all
residents listed on the Caretracker Behavior
Repart who had behaviors in the last 60 daya._if
the behavior identified met the criteria for a
significant change, a significant change
aseessment was completed, Care plans and
intarvanions ware raviewed and revisions wiho
made as indicated, All care plans and nurse aida

BUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION e
]gx;ﬁ,r-!& (EACH DEFICIENDY MUST BE PRECEDED BY FULL PREFIX ([EACH CORRECTIVE ACTION SHOULD BE GDI-IBP‘I\-TEETIUN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
{F 490} | Continued From page 18 {F 490}

Corporata Consutlant on 3-17-12. Qn 4-2-12
Corporata Conaultant provided education to the
DT team, which Included tha Diractor of Soclal
Services, on the Resldent Assessment
Instrument (RAl)-purposs, 3 basle componants:
The minimum dada data set (MDS) the

essesament part, Cans Araa Triggers (CATS),
Care Area Asgassmant (GAA) process and
Uthtzation guldslines. |n¢luding thet the CAT
requires additicnal investigation, CAA
resourcas, summary to deveiop Indlviduallzed
care plan, to attein or maintain resident highast
practicabls physical, mental, end psychosoclal
well-being. Also covared Aszesament,
Declalon making, Cam Flen, Implsmentation &
Evaluation, Following the education the IDT
team reviewed all care plana to anaum that
they ware appropriate, current and
Indlvidualizad for each realdant. Thesa reviews
wers completed by 4 8-12, Beglnning 4-6-12
the Corporate Social Sarvice Consultant or
Director of Sociat Services will be raviewing
the 24 Hour Bshavior Repont and provide foliow
up to the reskdents whoae behavior was not
alterabla to ensure that any /denttfied bahavior
is assascad, Investigated, and appropriate care
plans are Intiated.

interventions. This education was provided by a r-m-n

On 4-2-12 Comorate Clinical Consultamt
provikied aducation to the IDT teem, which
intluded the Direclor of Social Servicas, on tha
Resldant Asgeszmant Instrument (RAN)-
pwpose, 3 basic components: The minimum
dada datla zet (MDS) tha assessmant pat,
Cam Aren Triggem (CAT'S), Care Area
Aszasemoant (CAA) pracess and Ulllization
guidelines. Including that the CAT requires
addiional investigation, CAA resources,
summary to develop individualized cam plan, {o
attdin or maintaln restdent highest practicabile
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cara plans were updated if indicated. All reported phyeical, mental, and psychesocial well-being.

Also covered Assassment, Declslon making,
Care Plan, Implemantation & Evatustion.
Foliowing the education the iDT team reviewsad
afl careplans to ensure that thoy were
appropriate, current and individualized for each
resident. Thees reviews were completed by 4-
6-12. On 4-4-12 Corporete Conauitant and

behaviors were reviewed In the moming
meatings. The care plan and interventions wara
reviewed o ensure tha effectiveness of the
intarventions to detemins if additional
interventions ware required. Corparate Nursing
Consultant seducatad the DON and Administrater

on 03/17/12 on easessing and identifylng possible . :

! - DON presented education to the Licensed staff
risks, implementing interventions to manage ‘on thelr role and responsiblity for updating and
hehavlors and re-evaiuation of interventions for

: revising care ptana.
protection of the residents, They were alac
edueated on the proper completion of Incident ) Al avallable steff were re-evucated on the
Repont and follow up invastigation as Indicatad. faclity policy related to Abuss Prohibltion on 3-
16 and 3-17-12 by tha DON, Administrator and
intarview with tha Adminigtrator, on 04/12/12 at Charga Nuree. All unavailable staff ware re-

2:45 PM, ravealed In the future the faclllty was aducated prior 1o retuming to work. All newly
having etaff from a peychiatric servige to coma in hired s1aff will be aducated on the faciity policy
and inservice the staff on behaviors and during orientatien by Administrative Stafi.
Interventlons to addrass bahaviors, She stated 8eginning on 4-2-12 and continuing as of 4-&-
the Quality Assessment Committes was going to 12 Comorate consultants and administrative
meet once 2 month to discuss aggressive staff hava been doing one on one Intervisws

with staff members to ensurs their

behaviars, abuse and resident to resident
attorcations and fallow up. She roveaied the
Medical Dlrector will be assisting the facility with
outslde resources to assist the facliity In coming
up with new intervention.,

understanding of tha pollcy on Abusa
Prohibitlon, On 4-4-12 the facilty Ombudsman
presénted an In-asrvice on Realdent to reskient
Altercatlon, reviewed the Stale and Fedsral
Regulation rejated to Abuas and diacussad the

{F 520} gat?[;:hi(l:ll('gEQhﬁéMEERSNEET o respons|bliity to keep ali esidents safe. The
S8w=D Y - facllity will repaat the in-sarvice on the facility
QUARTERLY/PLANS policy on Abuse Prohibltion moathly for 3

montha then quartery and will enaure that ail
staff membars atend the In-service no leas

A facility must maintain a quality assessment and than 2 more timeg ovar the naxi 12 months.

assurance committee consisting of the director of This will be tracked by the DON. Corporate

nursing services; a physician designated by the Consultant educated DON and Adminiatrator

facility; and at least 3 other members of the on 3-17-12 on assessing and identifying

facillty's staf. posaibla risks related to behaviors,
Impismenting [ntarventions to manage

The quslity agsassment and assurance beahaviors, and re-evaiuation of Intervantions for

protaction of residentg, thay were glso
FORM CMB-2857(02-89) Previous Verstons Obscisly Evant 1D: 78X212 Pacdily ID; 100354 it caniinuation onest Page 20 of 24




05/07/2012 17:02 FAX

1 270 2389137 FRO

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CARE E/W%

do22

PRINTED: 0472712012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEMENY OF DEFICIENGIES O1) PROVIDER/SUPPLIER/TLLA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [OENTIFIGATION NUMBER: COMPLETED
A BUILDING
R-C
B.WING
186275 04/13/2012
NAME OF PROVIDER OR BUPPUER STREET ADDRERS, GITY, STAYE, 2If CODE

PROFESEIONAL CARE HEALTH & REHABILITATION CENTER

114 MCMURTRY AVE.
HARTFORD, KY 42347

issues with respect to which quallty assesament
and essurance aclivities are necessary; and
develops and implements appropriate plans of
action to coirect identified quality deficiencies,

A State or the Secretary may not raquire
diaclosure of the records of such commities
excapt inaofar as such disclosurs ig ralated to the
compliance of such committee with the
requiraments of thia gaction.

Good falth attemnpts by the commiftes to identify
and correct quality deficiencles will not bs used aa
a basls for sanctiona.

This REQUIREMENT Is not met as svidencad
by:

Based on intervigw, racard review and Allegation
of Compllance raviaw, |t was determined the
immediate Jeopardy (lJ), identlfied during the
abbreviated survey corpleted on 03/23/12, had
besn removed related fo not having an effactive
quality assessment and assurancs commities;
however, non-compliance continued {0 exdst at a
5/5 ofa 'D," as the facility had not completed the
Quality Assessment and Assurance Committos
Initiative related to monftoring, analysis of
monltaring, and the implemantation of the Flan of
Correctien (PoC) to ensure the facility's Quallty
Assgssmant and Assurance Commitiaa was
sffective.

Findings include:

Review of the accepiable AoC, dated 03/24/12,
and record reviaw revealed g private sitter wasg

_ Incident Report and follow up Investigations.
DON and Administrator ware re-educated on
ldentifying slgns of abuse, Investlgating
allegations of abuse, reporing requirements
relgted to abuse, State and Federal
Regulatlons refated to Abuse reporting,
Including repanting reasonabla suspiclon of a
crime in a long tenm care facility on 4-8-12 by
the Componate Clinical Consultant for Eimeroft
Senior Living. Staffin-serviced by Corporate
Soclal Service Consuftant on 4-4-12 on
Bahaviors, in-service Included datermining the
impact of bahaviors on other, ldentHylng
behaviom, Investigating bahaviors and putting
Intarventlona in place to manage bahaviors.
CareTracker 24 hour group behavior raport will
be reviewed dally to ensure mponed bahaviors
are investigated and acted on eppropriately.
Thia repart wiil ba run by liecansad staff on firat
shift. All reports of Resident to Resident
altercatlons, raperts of injuries of urknown
origin and repors of suspacted abuse will be
reviswed by administrative etaff in the morning
mesting to ansure the Abusa Prohibiton Policy
has bean followad, all appropriata notifications
have bean mads and thet the aafsty of all
tenidents i ensured, On 4-4-12 DON and
Corporate Consultant, Administrator and VP of
Operationa for Emeroft Senlor Living re-
educated licensed steff on managing
aggrenelve behavior by meldents. ' Insludad In
this education was resident to resident
behavior, resident 1o ataff behavior, Identiying
aggressive behavior, implementation of a
procadurs o follow whan thera are aggressiva
behaviors and Instructions on the completion of
the Poet Altercation Invastigation ( new tool te
be used to Investigate altsnsatlons and
documnent actions for Quallty Assurancas)

innin,
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hourg & day and If tha resident came out of the
room, the private sitter suparvised the residant at
all imes up tfii the resident’s discharge on
03723/12. The private sitter also redirectad
wandering residents from the resldent's room.
The private sifter was educated by the
Administrator, Director of Nurse (DON) or Charge
Nurse on the Abuse policy and Effective Coping
with Challenging Behaviors. A Licensed nurse
verified avery twoe hours and signed a documant
that included time of visual check, staff
mombat/private sitter present and nuraa'a
signature that the private sitter asslgned outside
of the room or with Resident #2, All available
licensed nurses were in-servicad by the DON or
Adminjetrator an 03/18/12 or 03/17/42 on the
verification process. Unavailable staff was
In-aarvice prior to returning to work. All avallabis
staff was Inserviced on 03/16/12 or 03/17/12 on
Facllity Abuss Pollcy and Effectlve Coplng with
Challenging Bshaviors by the DON or
Administrator, Licensed Nurses wera instrucled
by the DON to run Group Behavior reporis from
the Care Tracker systam dally to snsure that any
bahavior noted was reported and if any follow up
was naedad that the follow up ocourred. The
Social Service Diractor was educatad on the Care
Tracker systam Including the evaitable reponta,
how fo run the 24 hour group report and how to
follow up on behaviors noted on the report, and
her responsibility to foliow up on any reporled
behaviors. On 03/17/12, 4 CareTracker Group
Behavior Report was run for the past sixty days to
idsntlfy all residents with reported behaviors, On
that day Corporate Consultants reviewed the
medical racords and care plans for any resident
on that report to identify any resident considered

F430

bahavior towards another resident or staff. Tha
regidant will be removad from the situation with
afaty of regidents and staff to ba malntained,
the nures in charge is to notify tha DON and
Adminlstrator of the behavior, the MD is to be
notifled and the family is to be notified. Wo wili
raview the cara plan and dotormine If there are
measures to put in place that will aliow the
resldant to remaln in the faciiity until the
resident behavior can be raviawad by DON,
Administrator, Soclal Services or MD.
intarvantions may include increased
auparvision, a move to a private room,
medication if ordered by MD, a private sitter or
family ari badslde. The DON, Adminlatrator,
Soclai Services or the residents MD will raview
the rasldant and the resident'a bahavior with!n
24 hours and determine if the resident presents
an acuta thmeat to ealf, ar others, if the
determination is that the raskdent is an acute
threst to salf or others, the resident will be
transferred out of the facilty and net re-
admitted untll it Is determined that the rasldent
i8 no longer an acute threat to seif or others. If
the determination ia thut the resident Is not an
acute threat to =alf or others, a care plan
meaeting wiil be held to review Intarvantons that
may be put in place to altow the resident to
remain in the facllity, thats may Includa but are
not fimited to Increazed gupervision, refamsl to
paychlatrie sarvicas, madication adjuatments,
behavioral modification Interventions. The care
plan will be reviewed along with the residents
behavior daliy for & days, than no less than
weekly for 4 waske to ensirms tha Intsrventiona
in place am effective and the behavior is
managed. After 4 weeks the care plan and
resident behavior wiil be monitorad monthly for
3 months by Social Servicas, A reakdiant with
ong ned
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to be at risk for aggrassive bahaviar toward other
resldents, ard any identified bahaviors ware
referred to facility staff and any identified potential
behaviors wers raferred to the facllity ataff for
review and revision of care plans., On 03/17/12,
the DON reviewed eall resident that wander for
appropriate interventions on care plan to ensure
safaty neads wera ldantfled, Revislons ware
made es indicatad, On 03/17/12, the Minimum
Data Sst (MDS) Coordinator and Soclal Services
Director revipwad the MDS and Care Plans for afl
residents listed on the Caretracker Bahavior
Report who had behaviors In tha last 60 days. If
the behavior identified met the criteria for &
significant ¢hange, a significant change
asgessment was compieted. Care plans and
Intérvantions were raviawad and revisions wara
made as indicated. Al care plans and nurse aide
care plans were updated if Indicated, All reported
behaviors were reviewed In the morning
meetings, Tho ¢am plan end interventions wara
reviewad 1o enaurg the effectiveness of the
intarventions to determine if additionat
interventions were required. Corporate Nursing
Consultant adwested the DON and Administrator
on 03/17/12 on as3essing and identifying possible
risks, Implementing interventions to manage
behaviors and re-evaluation of interventions for
protaction of the residents. They were also
educated on the proper completion of Incident
Report and foliow up investigation a3 Indicated,

Intarview with the Administrator, en 04/12/12 at

2:45 PM, revealed in the future the facility was
having staff from a psychiatrc service to came In
and inservice tha staff on behaviors and
Intarvantions to address bahaviora, She staled |
the Quality Assessment Committee was going to

F490

4-14-12
manageabls in the fadility will be given a Notice

of Discharge. Al aggreasive behaviors towards
anothar mesident or etaff will raquime the facllity
lo camplete a Post Altercatlon Invastination,

#4. Faciity Quality Assurance Committes wii}
meet on 4-9-12 to reviaw the facility POC and
to establlsh @ QA subcommilitess which will meat
woakly for 4 weake then monthly to montior the
Implsmentatlon of the PCC, inciuding the
education component and the ongoing audit
componeant, they am to svaluats the
effecliveness of the POC, if necassary provide
additional aducation and request addltional
audits and report to the facility QA Commitias
ne lnss than quartary. This subcommittes will
conslst of DON, Diraclor of Social Services,
MDS Coordinatar.a staff nursa and a CNA,
The Comporate Consultant and Corporate
Soclal Servica Conaultant will act as resourcea
for this subcommittee and will repart on the
actionn of the aubcommiites to tha fachity QA
committee and the VP of Operations for
Elmeroft Senlor Living, DON snd Comporate
Consultant will review ail raports of Resident to
Resldent Attercations, raports of Injury of
unknown origin and any report of suspected
Abusa monthly 10 enaume that tha Abuse
Prohlibition Policy i3 followed If indicated.
Resutts of these reviews wil) be pressntad ta
the QA Sub Committes, Corporate Consultant
ar Corporate Soclal Servicas Conauitant will
revisw no less than 25% of ali Behavior CAA's,
and behavior care plans sach month far 4
months {o ensure appropriate completion of the
CAA, and appropriate car planning, Resuits of
the audit will ba used for re~aducation.of the
Director of Social Seryicen on the CAA,
Monthly, the QA Sub Committas wiil roview
bahavior mports, raporta of reskdant {0 resident
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meetl ance a month to discuss aggressive
behaviors, abuse and resldent to resident
altercations and follow up, She revealed the
Medical Director will be asslating the facility with
oulside resources to assist the facility in coming
up with new Interventian.

F490
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#1 Resldent #2 has boeen discharged from the
faclity on 3-23-12.

#2 DON revienwed ail eporis of maldant to
resident aliercations, 24 hour raports, and all
incldents for past 30 days to ensure that there
were no incldents of abuse, injuries of unknown
origin or reports that would require the Abugs
Protocol to be foliowad, This was complated by
+5-12

On 3-17-12 a CareTracker Group Bahavior
Raport was run for the past 60 days to identify
ail meldenia with mported bshaviors. Corporate
Consultants reviewed the medical records and
care plana for gny maident on thal report to
identify any resldent conaidered to be at rizk for
pggrassive bahavlors towards other residents
and any such [dantified behaviors were referred
to the facility staff for mvisw and revision of
care plans. MDS Coordinator and Social
Seanvices Director reviewnd the MDS and Care
Plans, and nurse aide care plans for all
resldents listed on the CamTracker Group
Behavior Raport for the past 60 days on 3-17-
12. The taet MDS for each ientified resldant
was reviewed as was the Behavior CAA i
triggemd. If the review indicated the need for a
significant change esseasment, one was
scheduled. Corporgte Social Senvice
Consullant has since 3-17-12 been reviewing
the behavior mports and reviewing nurees
notes and soclal selvice notes for appropriate
foliow up related lo behaviors. Social Seviceo
has been givan direction regarding the follow
up on behaviora by the Ceorporats Soclal
Servica Consultant.

On 3-17-12 a CangTracker Group Behavior .
Raport was run for the past 60 days ta identify
all reaidents with reportad bahaviors, Corporate

4-14-12
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. Consultants reviewed the medical records and
F520 care plans for any teskdant on that report to

jdentify any resident congidared to be ot risk for
aggressive bohaviors lowards other residents
: ] . : and any such identified behaviore were referrad
to the faciity staff for mview and revielon of

: care plans, MDS Coordinator and Social
: Services Director reviewad the MDS and Care
Plang, and nurss aide care plans for all
resldents llsted on the CamTmckar Groyp
Behavior Repart for the past 60 days on 3-17-
12. The Iaat MDS for each ldantifled resldant
was reviewed as was the Behavior CAA if
triggerad, If the review Indicated the need for a
significant change asseazmant, one was
scheduled.

#3 All avallable staff wam re-sducated on the
faciity polloy related to Abuse Prohibition on 3-
16 and 3-17-12 by the DON, Admin!strator and
Charge Nurse, All unevallabie staff ware ra-
sducated prior ta rtuming to work. All newly
hited staff will be educated on the faclkty policy
during orentation by Administrative Staff,
Beglnning on 4-2-12 and continuing as of 4-6-
' 12 Comporate consuitants and adminisirative
staff have been doing one on one interviews
with staff mambars o enaure thelr
understanding of the polley on Abuse
Prohibition, On 4-4-12 tha facilty Ombudaman
presented an in-gervica on Resident to resident
Ahercatian, roviewsd the Stala and Faderal
Regulation related to Abuss and dlacussed the
responsfbilty to keep all residents safe. Tha
facility will repeat the in-sarvica on the facllity
policy on Abuae Prohibition monthly for 3
mohths then quarterly and will ensura that all
ataff membere attond the in-service no less
than 2 more times over the next 12 months.
This will be tracked by the DON, Corporate
Consultant educated DON and Adminlstrator
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: . on 3-17-12 on asseasing and identifying
F520 possibia risks related to behaviors,

implermaniing interventions to managa
behaviors, and re-eveluation of Intervantions for
. . protection of rasidents, thay were also
educated on the proper complatlon of an
{ncident Raport and follow up investigrtions.
! DON and Adminlstrator were e-aducated on
ientifying signs of abuse, investigating
allegations of abuss, reponting requiremsnts
refated to abuse, State and Federal
Ragulstions ralated to Abuae raporting,
including reporting reesonable suspicion of a
crime in a long term care faclity on 4-3-12 by &
Corporate Consultant. Staff in-serviced by
Corporate Socls! Service Consuitant on 4-4-12
on Behaviors, in-service included determining
tha Impact of bahaviors on other, Wenltlfying
bahaviors, investigating behaviors and putting
intarventions In ptace to manage behaviars.
CaroTracker 24 hour group bahavior report will
be reviswed dally to snsure raported bahaviora
am investigeted and acted on appropriately,
This repart will ba run by licansed alaff on first
shift. AN reports of Resident to Resident
' altercations, raporis of Injuries of unknown
atigin &nd reports of suspected abuse will be
roviewed by adminlstrative staff in tha moming
maeting to ensure the Abuge Prohibition Policy
has besn followsd, ali appropriate notiflcations
have been made and that the zafaty of all
mafdanta is ansured, Social Service Diractor
was educated on the Care Tracker syslem
Including avallable reporis, how to run ths 24
Hour Group Behavior Report and how to foffow
up an any raported bohaviore. The education
provided elso covered using the RAI process to
idantify any factore that may lead to bahaviors,
idantifying pattems of behavlors, end the
importance of having & caraplan with

appropriate intervantions and evaluation of the
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} . 4-14-12
Intervantions, Thig education was provided by a

F520 Corporate Conaultant on 3-17-12. On 4-2-12
Corporate Consultant provided education to the
DT tesam, which Included the Dlrector of Soclal
Servicas, on the Residant Assessment
Instrument (RAI)-purpose, 3 basi¢ componenis:
The minimum dada dats sat (MDS) the
assgasmant part, Care Arsa Triggers (CAT'S),
Care Area Assessment (CAA) proceas and
Utllization guidalines. Ineluding that the CAT
raquires additional Inveatigation, CAA
reaourcan, summary to davalop Individualized
car plan, to attain or maintain resident highest
precticable phyaleal, mental, and paychosoclal
wall-heing. Also covared Assessment,
Declston maklng, Care Plan, implamantatien &
Evalustion. Fallowing the education the IDT
team reviawsd all care plans to ansure that
thay ware appropsiate, current and
indlvidugilzad for @ach msidant. Thase reviews
were compieted by 4-8-12. Beginning 4-6-12
tha Comporate Soclal Servies Consuliant or
Director of Social Services will be reviewing

the 24 Hour Behavior Report and provide follow
up to the resldants whose behavior was not
alterabie to ensure that any identified behavlor
is assegsed, investigated, and appropriate care
plane ers inktiated.

On 4-2-12 Comorote Consulant provided
educatlon to the IDT team, which included the
Diractor of Soclal Servioss, on the Rasident
Assessment Instrument (RA1)-purpose, 3 basic
components: The minimum dada data aet
{MD3) the assessment part, Care Area
Triggers (CAT'S), Care Area Aagessment
(CAA) pracess and Utlflzatlon guldelines.
Including that the CAT requires adkditional -
inveatigation, CAA resources, summary 10
develop individuatized care plan, to atiain or

maintain resldent highast practicabls physical,
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{F 520}

y 414-12

- menmtal, and psychosocial well-being, Also
F520 covered Asssmament, Daclolon making, Care
Plan, [mplomentation & Evaluation, Following
the sducation the IDT {sam raviewed all
cdreplans to ensure that they were appropriate,
cutrant and individuailzed for anch resident.
Thess raviows wore completed by 4-6-12, On
4-4-12 Corporats Conaultant and DON
prasented education to the Licenced staff on
{heir rofe and responsiblity for updating and
revising care plans,

All avsilable staff were re-educated on the
faclity policy ralatad to Abuss Prohibition on 3-
16 and 3-17-12 by the DON, Administrator and
Change Nurge, All unavailabis staff wem re-
educated prior to retuming to work, All newly
hirad staff will bs educatad on the facllity pollcy
during orientation by Administrative Staff.
Beginning on 4-2-12 and continuing as of 4-6-
12 Corporate consultants and administrative
staff have baan dolng ono on one Intervisws
with staff membars (o encure thelr
underatanding of the pollcy on Abuss
Prohibition. On 4-4-12 the facilty Ombudsman
presanted an in-sarvics on Reaidant to resident
Altercatlon, reviewed the State and Federal
Regulation relatad to Abusa and dlacussed tha
responsibility to keep ail residents safe, The
facility will rapaat thae in-gervica con the facility
policy on Abusa Praohibitlon monthly for 3
monthe than quartary and wili ansure that aif
staff members attend the In-service no less
than 2 more timea over ths naxt 12 monthe.
This will ba tracked by the DON, Corporate
Consuliant educated DON and Administrator
on 3-17-12 on azzaessing and identfying
posaible naks related {o bahaviors,
implementing interventions to manage
bahaviors, and re-avaluation of interventions for
protaction of realdents, they were alzo
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- educated an the proper completion of an

F520 Incident Repon and follow up inveatigetlons.
DON and Administrator were ro-educatad on
Identifylng slgns of abuse, investigating
allegations of abuse, mporting requiremants
refated to abusa, Stats and Federal
Regulations related to Abuse reporting,
including reporting reasonabis suspicion of a
crime in a iong term care facility on 4-9-12 by
tha Corporata Clinlcal Consuitant for Eimcroft
Senior Living. Staff in-serviced by Comorata
Soclal Service Consultant on 4-4-12 on
Behaviors, in-=ervice induded dalarmining the
Impact of bahaviore on other, idantifying
behaviors, investigating behaviors and pulting
intarventions in piaca to manage bahaviors,
CaraTracker 24 hour group behavior report will
be reviewad daily to ensurs reported bahaviors
are investigated and acted on appropriately.
Thia repon wili Be run by ilcansad staff on fimst
shift. All reports of Resident to Resident
ahltercations, reports of infurles of unknown
origin and reports of suspacted abuse wiii be
reviewsd by adminlatrative ataff in the morning
meating to ensura tha Abuss Prohibltfon Palicy
has been followed, all appropriate notifications
have been made and that the safety of all
residants ia snsured. On 4-4-12 DON and
Comorate Congultant, Administrator and VP of
Operationa for Emeroft Senior Living -
educated licensed =taff on managing
aggreasive behavior by reaidenta. included in
this education was residsnt to residant
behavior, masident to siaff behavior, identifying
aggressiva hehavlor, Implementatlon of &
procedure to follow whan there ara Bggressive -
behaviors and instructions on the completion of

" the Post Altarcation Investigation ( new too! to
be used {o invastigate attercations and
documant actions for Quallty Assurance}

Beginning 4-8-12 the following actlons wil
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F 520
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. occur when a reaident exhibite aggressive
F520 bohavlor towards another resldent or staff. The

resldant will be removed from the situation with
safety of reaitants and staff to be malntalned,

: _ . : the nurse In charge Is to notify the DON end

) Adminiatrator of the behavior, the MD s to ba
notified and tha family iz to ba notifisd, We wiil
' tavisw tha care plen and determine if there ara
measures to put in place that will aliow the
resldent to remaln In the facllity unth the
resident behavior can ba reviewad by DON,
Adminiatrator, Soclal Services or MD.
interventions may include increased
supervizion, 8 movae to a private room,
medlcation if ordéred by MD, a privata sitter ar
family art badaide, The DON, Adminlairstar,
Social Servicas or the residents MD wifl review
tha resident and the realdent's bahavior within
24 hours and determine if the resident presents
an acute threat to aslf, or otherm, If the
detemmination is that the residant is an acute
threat to asif or others, the resident wili be
fransferred out of the facility and not re-
admiited untll it ls dstarminad that the realdent
is no longer an acute threat to self or others. If
the detsrmination (s that the rmsident is not an
acute threat to self or others, a care plan
masting wili ba haid to revisw [ntarventions that
may be put in place to allow the resldent to
remain in the facility, thage may inciude but'are
not limited to increased supervision, mferral to
paychlatric servicas, madication adjuetmonta,
bahavioral moedification intervantions, Ths care
plan will ba reviewed along with tha rasidents
behavior daily for 5 dayg, then no less than
waakly for 4 waeks to ensure the intervantions
in place are effective and the behavier ig
managed. After4 weeks the care plan and
resident behavior will ba monitored monthiy for
3 months by Soclal Services. A resldant with

ongolng agareasive behavlots that are not
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' mansageabls in the facllity will be given a Nolica
F520 of Discharge. All aggressive behaviors lowards

ancther resident or stalf will require the facility
lo complete a Post Altercation Investigation.

#4 . Facllity Quaiity Assurance Committes will
meet on 4-9-12 to review the faclity POC and
to eatablish 8 QA subcommittes which will meet
waokly for 4 waeks then monthly to monitor tha
mplementation of the POC, Including the
education component and the ongoing audit
componént, they am to evalunte the
offectivaneas of the POC, if necessary provide
additional educetion and mquest eddhionel

" audits and repoit to the facility QA Committes
no less than querterdy. This subcommiites will -
conaist of DON, Divector of Social Services,
MDS Coordinator,a etaff nures and & CNA,
The Conporate Consultant and Corporate
Social Servics Conaultant will act as resdurcas
for this subcommittee and will report on the
actions of the subcommittes o the faciity QA
committee and the VP of Qparations for
Eimeroft Sanior Living. DON and Corporate
Cansultant wil} review all reports of Resident to
Residont Arereations, reporte of injury of
unknown orlgin and any report of suspectsq
Abuga monthly to ensure that the Abusa
Prohlbitlon Policy is followed if indicated,
Resuits of these reviews will be presanted to
the QA Sub Committee. Corporate Consultant
or Corporate Social Services Consultant will
review na lesg than 25% of all Bahavlor CAA's,
and behavlor cam plans each month for 4
months to ensure appropriate completion of the
CAA, and appropriate care planning, Resutts of
the audit wiil be used for re-education of tha
Director of Soclel Servicas on the CAA,
Monthly the QA Sub Commiitee will review
bahavior raports, reports of residant {o revident
aitereations, and Post Altercation Investigations
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: for physically aggresaive behaviors and ensure
' F520 that the ebove nolad procadum Is fallowed for
each incident.
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