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Findings inctuda:

Review of the facility's undated policy, tiled
“"Poliey and Procedure for Resident Abuses,
Neglect, and Exploitation” revesaled "Employses's
are 1o ensure that all residenis are protected from
abuse, negfect, or exploitation. The supervisor
will do a complete physical and mental
assessment on the resldent. Resuits of
assagsment witl be noted in the resident's chart
and turmed in to the Disector of Nursing (DON)
and Administrator. All aflsged actions involving
abuse, neglect of exploitation must be reported
Immediately to your Supervisor or Administrator.”

Record review revealed Resident #20 was
admitied fo the facility with diagnoses to include
Cereal Vascular Accident, Right Sided Spacticity
and Dementia, and Senile Dementia, Vascular
Type.

Review of Resident #20°s annual Minimum Data
Sel (MDS) assessment, dated 2/2113, revealed
the facllity assessed the rasident with severs
cognitive Impairment and ihe resident was totally
dependent on staff for anticipating and meeting
all needs.

Record review revealed Resident #12 was
admittad to the faciiity with diagnoses to include
Dementia with Behavior Disturbance and irnpulse
Controi Disorder.

Review of the quarterly MDS assessment, dated
058/17/13, revealed the facility assessed Resident
#12 with severe cognitive impaiment and the
resident raguired assistance with all activities of
daily living. Resident #12 was mabile per self via

team on 6/26/13 to identify resident behaviors
which may present a risk for abuse. The tean
then reviewed/revised the caro plans for the
identified resldents to determine that the

documented and impiemented.

Crileria 3: -Inservice education was provided
to the nursing staff on abuse, and the facllify
policy on abuse, including but not fimited to
the need to identify resident behaviors which
may demonsirate the risk for abuse and the
need to address the identifled behaviors, as
provided on 6/17/13, 6/18/13, and 6/19/13 by
the DON/Staff Development Coardinator,
Criteria 4: -The CQI indicator for the manitorin
of compliance with the facility abuse policy wili
be ulilized monthly X 2 months and then
quarterly thereafter under the supervision of th
Administrator.

Criteria §; June 26, 2013.

necessary abuse prevention interventions were

=
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reclining back wheslchair with foot rests removed.
The resident had behaviors of wandering about
the facility and into other residents rooms.

Review of a Nursing Note, dated 05/12/13 at 5:50
AM, revealed Resident #12 was found in another
resident’s room and had hisfher hands under the
covers of the resident. Resident #12 responded
"I was asked by him/her to help him/her pee®,
The resident was redirected with poor success.

Review of the facllity's investigation reveated on
05/12113 at 5:50 AM, Resident #12 was observed
In Resident #20's room with his/her hands in
Resident #20's brief. Resident#12 was ramoved
from Resident #20's room. The date the incldent
was reported was 05/13/13 at 7:15 AM.

An Infarview conducied with Certified Nurse Aide
{CNA) #7, on 05/31/13 at 3:30 PM, revealad on
05/12/13 she came out of ancther resident's
room and observed Resident #12 in Resident
#20's room with hisfher hand in Resldent #20's
brief, which was undone, and had the Rasident
20's genitals in hisfher hand, CNA #7 stated she
i removed Resident #12°s hand from Resident
#20's genHals. She stated Resident #20 did nat
appear 10 have any reaction to the incident.

Interview with CNA#8, on 05/31/13 at 4:00 PM,
revealed she observed Resident #12 in Residsnt
#20's room on the morning of 05/12/13. Resldent
#12 had his/her hand in Resident #20's brief and
was making movemenis of fondling Resident
#20's genitals. CNA #8 slated Resldent #20 did
not appear to have any response to what was
happening. Resident #12 was removed from
i Resident #20's room and redirected to the lobby
araa,
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The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
fult recognition of his or her individuatity.

This REQUIREMENT Is not met as evidenced
by;

Based on observation and interview it was
determined the facility failed to provide care in a
manner and environment that maintained each
residants dignity for six (6) residents (#12, #13,
#14, #15, #16, and #17}, In the selecled sample
of seventeen (17) residents, and five residents
(#18, #19, #20, #21 and #22), not in the selested
sampie. Observalion on 05/29/13 at 4:10 AM
revealed Resident #12, 13, #14, #15, ¥16, #17,
#18, #19, #20, #21 and #22 were up and drassed
in the front lohhy and in the hallway.

Findings include:

Observation on 05/29/13 at 4:10 AM revealed
Resident #12, #13, #14, #15, #16, #17, #18, #19,
#20, #21 and #22 were up and dressed In the
front lobby and in the haltway:.

interview with Cerlified Nurse Assistant (CNA) #4,

[lhey were not inferviewable) were
interviewed by activity,social services or

in fult recognition of his or her Individuality.
Criteria 1: ~The Administrative nurses and
Administrator reviewed the facllity schedule fog
assisting the residents to rise in the morning fo
breakfast. The schedule was altered to begin
assisting residents up from 5 am to 7 am in thg
morning.

-Residents #12, 13, 14, 15, 16, 17, 18
19, 20, 21, and 22 (or their responsible parly if

administrative nursing staff to detemmine their
preferred time to rise In the moming. Those
rosidents who preferred to get up before 5 am
pr after 7 am had this preference identified on
their Care Plan and C.N.A, Care Flan.

Criterta 2: -The Administrative nurses and
Administrator reviewed the facifity schedute for,
assisting the residents to rise in the morning fo
breakfast. The schedule was altered o begin
assisting residents from & am to 7 am in the
raoming.

-All residents{or their responsible

a manner and in an environment that maintaing
or enhances each resident's dignity and respeg

.~
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An interview conducted with the Director of
Nursing (DON}, on 05/30/13 at 4:45 PM, revealed
Resident #12 should have been supervised to F 241
prevent the resident from entering the other 483.15(a)DIGNITY AND RESPECT OF
resident's room. INDIVIDUALITY
F 241} 483.15(a) DIGNITY AND RESPECT OF F 241 The facility must promote care for residents in
s8=p ! INDIVIDUALITY P idents
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on 05/29/13 at 5:20 AM, revealed staff start
getling resikients up betwesn 4:00 AM and 4:30
AM becauss residents have to be ready for
breakiast by 7:00 AM.

Interview with CNA#3, on 05/20/13 at 5:45 AM,
revealed stzff start to get residents up at 4:00 AM
or 430 AM, The CNA stated non-coherent
residents and restdents who are not in their right
minds are assisted from bed first.

tnterview with Licensed Practical Nurse (LPN) #8
on 05/29/13 at 6.00 AM, revealed staff don't get
any residents Up befare 4:00 AM, The LPN stated
even if they are short of staff we should not have
any residents up before 4:00 AM. The LPN
revealed staff have o have afl residents up by
7:00 AM bacause the Director of Nursing (DON)
and Assistant Director of Nursing (ADON) said
they have to be in the dining room slting at the
table by 7:00 AM. The LPN stated there are
supposed {0 ba six stafi mambers on night shift
but the tast two weeks thare have only been four
staff. The LPN stated it was very hard to get
everyone up by 7.00 AM and have them futly
dressed end at the dining room table by 7:00 AM
with less staff and some residents require two
assist.

Intarview with Registered Nurse (RN} #1 Charge
Nusse, on 05/29/13 at 4:35 AM, revealed a lot of
residents want to go to bed afier supper and they
want {o get up early. They eat supper ai 5:00 PM
and spand about nine hours in bed. Staff start
getting the residents Up about 4:00 AM or 4:30
AM,

Interview with the ADON, on 05/31/13 at 4:30 PM,

revealed staff start doing resident baths, getling

F241, Criteria 2, Continued

party if they wera not intarviewable) were
interviewed by aclivity, social services and
administrative nursing to determine their
fprefe:rred time to rise in the morning. Those
residents who preferred to get up beforg 5 am
or after 7 am had this preference Identifled on
their Care Plan and Nurse Aide Care Plan.
Criteria 3: -Facility nursing staff have received
nservice education on the revised facility
schedule for assisting residents up In the
rmorning for breakfast, and the nead fo refer to
the Care Plan/C.N.A. Care Plan for residents
Fsing time preferances that are before 5 am or
pfter 7 am, as provided on 6/17/13. 6/18/13,
B/1913 and 6/20/13 by the DON and ADON.
Criterfa 4: -The CQl indicator for the monitoring
pf residents dignity, including but not limited to
morning rising time, will be utilized monthly X 2
months and then quanterly thereaftar, under the
supervision of the Diractor of Social Services.
Criteria 5; June 21, 2013,
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the residents ready and up to go tq breakfast
around 4:30 AM. The ADON stated we maks the
determination of when to get them up just like we
do with other cheices they can't make. All
fesidents are up and ready to go fo the dining
room by 7:00 AM for breakfast. The CNAS are
instructed to start their rounds at 4:30 AM. The
ADON stated she did not know why residents
were up at 4:10 AM. The ADON ravaaled the'
facility has fo have a schedule. The CNAs are
Instructed to start baths and getting residents up
at 4:30 AM . The ADON stated soms residents
go to bed afier supper and have been in bed nine
hours and are ready to get up.

Interview with the DON, on 08131413 at 4:50 PM,
revealed staff start at 4:30 AM or 4:45 AM to get
residents out of bed. Resident's go fo bed around
6:00 PM or 7:00 PM and start lo get restless and
want up. The majority of the rasidents want to be
bathed and dressed before they go to breakfast.
Their restless and awake and uy to get out of
bed. That's their way of telling the CNAs thelr
ready fo gat up. We don't have a palicy that says
they have to be up and 1eady for breakfast. They
want to be dressed and net in their night wear.
After supper they arg ready to go to bed. Supper
is at 5:00 PM and by 6:00 PM thelr raady.

Interview with the Administrator, on 05/31/13 af
5:10 PM, revealed a coupte of staff called in sick
s0 slaff starfed earlier getting the residents up.
The staff nommally start at 4:30 AM. The
Administrator slated staff try to get up as many
residents as they can so the residants can go to
the dining room fo soclalize and have braakfast.
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Deficiencies were cited with the highest
deficiency identified at "F" level.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038| K038 NFPA 101 Life Safety Code Standard.
S8=F Exit access is arranged so that exits are readily

Exit access is arranged so that exits are readily
accessible at all imes in accordance with section
7.1, 19.2.14

This STANDARD is not met as evidenced by:
Based on observation and interview the facility
faited to ensure exit doors and fire doors were
maintained according to NFPA standards. This
deficient practice affected eight {B) of eight (8)
smoke compartments, siaff and all the residents.
The facility has the capacity for ninety four {94)
beds with a census of ninety two (92) the day of
the survey.

The findings include:

During the Life Safely Code tour conducted on
05/31/13 at 10:30 AM with the Administrator, a
test of the magnetic door locks on the exit doors
revealed the Jocks would reengage and not
release while the fire alarm system was silenced
and the fire alarm panel was still showing fire
conditions. The locks should not reengage untif
the fire alarm system is reset and showing normal
conditions. Further observation revealed the fire
doors would reset to the open position while the

accessible at all times in accordance with
section 7.1 & 19.2.1

Criteria 1 - The magnetic door locks on the
exit doors have been corrected by the vendor
to assure that ali exits doors do not reengage
of reset while the fire alarm system is in the
"sifent” mode. The fire doors will not reset to
open position until the fire alarm system has
been "reset" and in the normal operating
system.

Criteria 2 - All exit doors were corrected on
6/5/13 as describe in Criteria 1.

Criteria 3 - The Administrator received in-
service education on 6/4/13 from the facility's
contracted consultant on NFPA 101 {2000
Edition) Section 9.7 and Section 9.6.

Criteria 4 - The QA Toal for monitoring life
safety shall be utilized monthly X 2 and then
quarterly as per the established QA calendar
under the supervision of the Administrator.
Criteria 5 - Completed 6/5/13.
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fire alarm panel was still showing fire conditions.
The fire doors must not reset to the open position
untit the fire alarm system is reset and showing
normal conditions.

An interview with the Administrator, on 058/31/13
at 10:35 AM, revealed he was not aware these
daors were not operating properly.

Reference: NFPA 72 1999 edition

30863

All door hold-open release and integral door
release and closure devices used for release
service shall be manitored for integrity in
accordance with 3-9.2.
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