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davelap an intardisciplirary care plan.
4, CQlForm N-19 titled "RA! Procoss” was revised
A record review ravealed the facility admitted on 5/29/12. N-19 wil! be completed by DON or
Resident #2 an 02727112 with disgnosas to designee waekly for 4 weeks then monthly for 3
include Psychosis and Amxiety. months then quarterly thereafter.
Araview of a Behavioral Mapping Record, dated

March 2012, revealed Regident #2 exhibited 5. Completion Date 5/30/12
behaviars on 03/01/12, to includa being resistive
to care, haing varbally abusive, throwing abjacts,
dungerous wheslchair maneuvers, soclally
inappropriate behavior, physically aggressive
bahavior, and acreaminglyelling. There was no
evidence of a feviged intanm care plan
implemanted 1o address the resident’s behaviors.
Further raview reveatad, on 03/06/12, behaviors
included being verbally abusive, physically
aggressive, and acreaming/yslling. Thers wae no
evidanca of a revisad intorim care plan
implemented o address the resident’s behaviors.

A reviaw of a nursa's nots, dated 03/07/12 ut
12:25 AM, revealed Residant #2 became
physlcally aggressive toward Resldent #3 and
requirad ons to ane supervision until he/she was
transfarrad to tha hospital. Resldan #3 sustained
minor swelling to hisfher foream.

An interview with the Minimum Data Set (MDS)
Coordinator, on 05/10/12 at 10:00 AM, ravealad
there waa an interim cere plan for Resident #2;
however, there were no interventions to address
the behaviors identifiad by the staff or
documentation of the restdent's bahavior on the
Behavior Magping Record since admission. She
stated tha staff shouid have updated the
residents interim care plan after each behavior
was idantified.
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An interview with the Director of Nursing (DON),
on 0511012 nt 9:15 AM, reveatad Resident #2 did
not have any now Intsrvantions on histher interm
care plah to addmes tha bahaviors tha resident
axhibited. The interventons on the interim care
plan were dated 02127112, which was the
residents admission date to tha facility, and n¢
further updates wemn completed even thaugh new
behaviors wers idantified.

483 20{kX3Xii) SERVICES BY QUALIFIED
PERSONSIPER CARE PLAN

The servicas pravided or arranged by the facility
roust be provided by qualifisd persons in
accardance with sach rasident's writan plan of
eare.

This REQUIREMENT s not met as avidanced
by:

Bagad on interview, record review and a review
of the facility's policy and procedure, tha facility
faited to ensure sarvices wers provided or
amanged by quaifisd persons in aocordance with
each resident's written plan of care for one
rasident (#1), in the sateciad sampla of four
residonts. Residant #1 was care planned not1o
be within arms' langth of any other residents,
howaver, on 0472512 a1 8:30 AM, it was reported
that Resident A1 bit another resident {(#4),
eausing a akin tear on the sacond finger of

F281

F 282
5/31/2012

483.20(k}(3KH) servicas By Qualifled Persons/Pec
Care Plan

1. staff wasin-serviced £/30/2011 on Resident
#1 plan of care.

5 Anaudit of ten residents with a history of
bahavlors was completed on 5/30/12 thru
5/31/2012 by Adminlstrative staff to ensure
services were provided or arcanged by
qualified personsin accordance with each
of those residents’ plan of care-

3. Revised Policy ttled, “Care Plan Goals and

Resident #4'a right hand. Objectives" on 5/28/12. administratar in-
) serviced Facility staff an revised policy on
Findings Includa: 5/20/12.
A review of the facility's policy/procedure, Care
Plan-Goals and Objectives, undated, revealad
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that gonls and objectives waré antered on the

regidents care plan o that all disciplinee have
access to such information and were able to
report whethar or not the desired oUtCOMES wWere
baing achieved. Goals and ohjactives were
raviewad andfor ravisad when the desirad
autcoma was not achieved, Changes In the
regidents condition must be raported to the
Minimum Data Set (MDS) Ceandinator so that a
review of the resident's gssessmant and care
plan could be made.

A record review revealed the facility admitted
Rosident #1 on 1212210 with diagnosos to
include Motor Vahicie Accidant with Brain Trauma
with a Right Ventricular Paritoneal Shunt, Legally
Blind, Laft Hemiparesia, Mantai Retardation,
History of Saizures, and Anxisty Disorder. A
review of the annual MDS, deted 12/03/11,
revealad the facility coded Resident #1 to ba
aeverely cognitively impaired.

A reviow of Residant #1's care plan, At Risk for
Altared Mood State, reviswad 1210511, and
updated 01112, reveaied ha/she was nat to be
within arm's length of any other regidsnts or any
other objects, and to raport any pbehaviors to the
Chargs Nurse prompty. Further review of the
cars plan, dated 02727112, revealed helshe
exhibited bahaviors © include scraaming, yelting,
cryingftearful, and repetitive physical movements.

Areview of the nurse's NOWes, dated 04/26{12 at
8:30 AM, revealed Residont #1 bit Residant #4 on
his/her second fingar on his/her right hand which
caused a skin tear measuring 0.5 centimetars
{cm)x 1 om.

a. C0)FormN-19 *RAL Process” was revised
on 5/29/12. N-19 wiil be completed by DON
ot designea weekly tor A weeks then
monthly for 3 menths then quarterly
theraafter.

5. Completion Date 5/31/12
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An intarview with Resident #4,. on 05/08/12 at
3.00 PM, revealed he/she was Litien by Resident
#4, and did not know the réason why this
occurred, Ha/she stated it happaned go quicidy.
that bafore he/sha knew it, Reeidant #1 had bitten
his/her hand and it was blaading.

An interview with Certified Nurss Aide {CNA) K2,
on D5/09/12 at 3:15 PM, revaalad, on 04/25/12,
afer the meai, each of the CNAs ware assisting
the residents back to their rooms. During this
time, sha absarved Rosident #1 who had
Rasident #4's hand and wab pulling himher
towards himvher. Resldent #4'9 hand was
bleading at that time.

An Interview with Licansad Practicat Nurse (LPN)
#1, on 05/08/12 at 3:30 PM, revealod that ehe
wag notified by CNA #2 that Rasidant #4's finger
was bleeding. She stated she questioned
Resident #1 about biting Resident #4, and
Rasidant #1 told har that he/she did bite Resident
14, Resident #1 was placed on 15 mimus checks
atthat ime. She revealed Resident #1 was care
plannad not to ba within armns' length of any other
rasldants.

An intarview with the MDS Cootdinator, on
a5/09/12 at 4:00 PM, revesled that ghe was
responsible for updating the care plans. Shs
gtated that in January 2012, Resident #1 was
pulling books off tha nurse's statien and that
ha/she added tha intervanton to hisfhar care plan
for hir/her not to bo in arma’ reach of any objecta
or other regidants. She statad sha falt that
Resident #1 was too closa to Resldent #4 and
grabbad hisfher hand; however, the care plan
was not followed.
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An intarview with the Director of Nursing (DONY,
oh 05/09/12 at 10:50 AM, reveatsd Residant #1
was pare planned nat to be within arms’ length of
any other recidonts; therafore, tha care plan was
not foltowsd. No further sxplanation was
provided,
F 323 | 483.25() FREE OF AGCIDENT F323
88=D HAZARDSISUPERVISIONJDEWCES
The fadiity must ensure thatthe resident t 5/31/2012
environment remeine as free of accident hazards |
as is possible; and each rasident receives
adequata supervision and assistance devices ta 43.25(h) Free of Acckdent
prevent accidants. { HBIBMSIWMIDGMS
1. Resident #4 received treatment for the skin tear
on 4/25/12. Facility staff was in-serviced by
Administrator on Resldent it plan of care on
This REQUIREMENT is not met at evidenced 5/30/12.
byfa 2. An gudit of ten residents with 3 history of
Based on interview, record raview and review of hehaviars was completed Ad minlstrative staff on
the facillty's policy and procadure, the facility 5/31/12 to ensure that the residents’
falled to eneure that the resident enviranment environment remains as free of accident hazards
rgma.:; as f;ee c;‘ acd.dden(thaza‘rda as dl: W as is possible, and each resident recelves
poesible, and each residsn raceives adegua deau - .
supetvision to pravent accidents for two residents 2 eq_ "_“E supervisian _m prevu‘:r-n accidents.
(#1 and #4), In the solactad sample of four 3.  Administrator in-Serviced Facility staff on
residents. 1twas reported, thaton oar25it2 at 5/30/2012 on Policy titled, "Accidents &
£:30 AM, Residant #1 bit Regident fi4, causing a Supervision.” .
B_ki" toar on tha sacond finger of Residant #4's A,  €Ql Form S5-3, "Reporting Resident's incldents”
right hand. will be completed weekly by the Social Services
Direct i
Findings Include: irector or designee for 4 weeks, then monthty
for 3 months and guarterly thereafter.
A raview af tha facility's policy and procedure,
Accidents and Supervisien, undated, revenled the 5. Completion Dste 5/31/12
L—
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facilty would provide adequate supsrvigion to
pravent accldents, Supervision was enhanced
when the facllity determinad that the suparvision
of u residant wae nacessary and providad
suparvision based on the individual residants
agsested neads and the risk identified in the
anvironment.

A record reviaw revealed the facility admittad
Resident ¥1 an 12/22/10 with diagnosas to
inciude Motor Vehicie Actident with Brain Trauma
with a Right Ventricular Peritonaal Shunt, Legally
Blind, Laft Hemlparesis, Maniat Retardation,
History of Selzures, and Anxiety Disorder. A
review of the annual Minimum Data Sat (MDS),
dated 12/03/11, ravealsd the facility coded
Resldsnt #£1 1 ba saveraly cognitively impalrad.

Aravisw of Rasidant #1's care plan, At Risk for
Altared Mood State, reviewad 12/05/11, and
updated (1/12, rovealed hefshe was natto be
within arm's langth af any other residents or any
othar abjects, and to report any behaviors to the
Charge Nurse promptly, Further reviaw of the
care plan, dated 02/27/12, rovealad ha/she
exhibited behaviors o includa scraaming, yalling,
cryingfearful, and repetitive physical movements.

Arecord review revealed the facility admitted
Resident #4 on 10/03/11. and was re-admittad to
the facllity on 03721/12, with diegnosas to include
Airial Fibrillation, Hypertension, Genseral
Ostenarthritis, Fracturs Neck of Femur, Gout,
and Pressure Ulcer.

Areview of the quarterly MDS, datad 03720/12,
reveaied the facility coded Residant #4 to be
cognitively intact with a Brief interview Mental
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Scor (BIMS) of 13.

A ravlew of tha nurea's notes, dated 04/25/12 at
8:30 AM, rsvanied Resident #1 bit Residant #4 on
hisg/Her second finger on hisfher right hand which
caused a skin tear maasuring 0.5 contimaters
{em)x 1 em, )

An interview with Raeidant #4, on 05/09/12 at
3:00 PM, ravealad he/she was bitten by Resident
#1, and did not knaw tha reason why this
occutred. He/she statad it happened s0 quicky,
that before hafshe knew it, Resident #1 had bitten
his/her hand and it was bleeding.

An intanview with Certified Nursas Alds (CNA) #2,
on 05/09/12 at 3:15 PM, revealed, an 04/25/12,
after the meal, each of the CNAs wsere assisting
the residents back to their reoms. During this
time, ehe obsorved Rasident #1 who had
Resldent #4's hand and was pulling himher
towards himMer. Resident #4°'s hand was
bleeding at that ime,

An Interview with Licanesd Practical Nurse (LPN})
#1, on 050912 at 3:30 PM, revealed that she
was notified by CNA #2 that Rasidant #4's finger
was bleeding. She stated sha questioned
Resident #1 about biting Resident #4, and
Resident #1 told her that hefshe did bite Residam
#4. Resident #1 was placed on 15 minute checks
at that ime. She mvealed Resident #1 was care
plannad not ta ba within ams® length of any other
recidents,

An interview with the MDS Coordinator, on
05/009/12 at 4:00 PM, revaslsd che added an
intsrvention to Resident #1's care plan for himhar
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not to be in arms* reach of any objects or othar
residenta. She atated ahe feit that Resident #1
wad too cloge to Residant #4 and grabbed hisfher
hand.
An interview with the Director of Nureing (DON),
on 05/09/12 at 10:50 AM, ravealed Resident #1
wae care planned not to be within ams’ langth of
any other resldents; therefora, the care plan was
nat fallowed, No further explanation was
provided,
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