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A standard health survey was econducted on
August 3C-September 1, 2010. Deficient practice |
was idantified with the highest scope and saverity |
being at an "E" lavel. . i'
4AB3.13(e)(1)(Hi)~(ii), (c)(2) - (4} ‘
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

F 225
§8=D"

The facility must not employ individuals whe have
been found guilty of abusing, neglecting, or
mistreating residents by a court of Jaw: or have
had a finding entered ints the State nurse ajde

| registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property; |
and report any knowledge it has of actions by a
court of law against an employes, which wouldg
indicate unfitness for service as a nurse aide or
. other facliity staff to the State nurse aide registry
or licensing authorities.

The facilify must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown seurce and
misappropriation of resident property are reported !
immediately to the administrator of the facility and |
to other officials in accordance with State law
through established procedures (inciuding to the
State survey and certification agency).

The faclity must have evidence that all alleged

: violations are thoroughly investigated, and must
| prevent further potential abuse while the

L investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in aceordance |
with State law (including to the State survey ang

f
F 000!
!

F 225

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGN:Z/IE

%8) DATL
1o/ #ho

) TiTLE l
(2050l B0, DN,

Ary deficiency statemeant ending with an astoriak (*) denates & deficiency which the Inatitution mey be excused from earecting praviding it is determinad that

other safeguarde
fallawing

provide suffitient protection to the patients. {See Instrustions.) Exsapt for nursing homes, the findings stated above are dlsclassbie 80 days
Ihe date of survey whether or not a pian of cerraction is provided. For nursing homes, the above findingz and plang of coraction are digclosable 14

deys following the date these documents are msade availabie to the facility. If deficiencies are cited, an approved plar of comaction iz raquisits to continued

pragram participation,
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROFRIATE PATE
DEEICIENCY)
F 225 | Continued From page 1 F 225
certification agency) within 5 warking days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken. , ‘ |
: ]
This REQUIREMENT is not met as avidenced
by: .
Based on Interview and record review, it was .
| deterrrined the facility fafled to ensure that al 4 )[, 110
alieged violations involving mistreatment, neglect, i Allegations from Resident #11 were called ¢
or abuse were immediately reported to officizis in | Adult Protective Services on 8/31/10 and :
accordance with state law, The facllity also failed | investigated by survey tearm on 9/01/10.
to ensure that the results of all investigations o ;
L : |
;’ﬁ;eszi’:ge\: tgjﬁi;ggg:?;gi??ﬁ;%?% After review of all abuse allegations it was |
resident #7 was reported to Facility ' g:tegm::g ;ha:hm (ff_[’e,r ris"dez:? were foun to
Administration; however, the facility failed to atlee Y Hie denelent practice.
report the allegations to state sgencies. .
P 9 g Any further allegations will be phoned to the
The findings include: Department of Community Services and

j_ : Division of Long Term Care immediately.
¢ An interview with the Cmbudsman on August 30, ! . 7
2010, at 8:30 a.m., revesled the Facility Any further allegations will be investigated h

|
i y
!-Administratpr had requested the Ombudsman Administrator or D.O\N. with a copy of tie
talk to residents #7 and #11. Resident #11 had completed Final ReporvInvestigation of
- reported to the Administrator that resident #11's Suspected Abuse being submirted to the

roommate, resident #7, was being abusad by the
staff. The Ombudsman stated he/she received
the call from the Administrator or Friday, August

. Department of Comammity Based Services ahd
. Diviston of Long Term Care within five &) |

27 2010 ) warking days. Upon roceiving initial corplajnt
' ; Senior Vice President of Clinical Services will

A review of the fadility's investigation of the be contacted to ensure compliance.

allegation revealed the Facility Administrator and . . L

the Social Worker conducted an investigation into An Allegation/Abuse log will be maintained jn

the allegation and conciuded that the allegation the Administrators office where 2 copy Ofthlje

was unsubstantiated, completed form will be logged. These will

: - reviewed quarterly by QA.
A review of the medical record for resident #4 1 .
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F 225 | Continued From page 2

(complainant) revealed z guarierdy Minimum Data
Set (MDS) completed on July 7, 2010. The MDS
Coordinator sssessed resident #1 1 to have an .
“intact long/short-term memory, o be independent
| with decision-making ability, was able to
| understand athers, and was undersiood by
others. .

An interview was conducted with resident #11 on
September 1, 2010, at 2:00 pm. Resident #11
stated he/she overheard sta members baing
sexuaily inappropriate with his/her roommate.
Resident #11 stated he/she had no concrete
proof of the sexual misconduct but the staff's
behavior was morally wrong. Resident %11
refused to name the staff involved/dates the
| incidents occurred. Resident #11 atated hefshe |
-reported the incident(s) on August 21, 2010, to !
{ the Facility Administrator. Resident #11 stated
 he/she felt confident the Facility Administrator -
would investigate/deal with the alleged staff
members appropriately. :

A review of the facility's abuse/neglect policy
revealed if an incident was determined (at least
initially) to be "suspected abuse” the Incident was

16 be reported to the Department for Community
Based Services and the Division of Health Cars.

An Interview with the Facility Administrator

conducted on August 31, 2010, at 10.00a.m., |

revealed resident #11 made an allegationon . |

| August 21, 2010, and the Administrator initigted

| an investigation. The Administrator stated the

 allegation was guickly unsubstantiatad. The

{ Admlinistrator further stated he/she was unaware
the state agencies were to be notified i the

- allegation was unsubstantiated or that the resuits
L of the facility investigation were to be forwarded to

F 225
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state agencies within five days.
F 465 | 483.70(h) F 486/
58=E SAFE/FUNCTIONAL/SANITARYICOMFORTABL
E ENVIRON :
The facility must provide a safe, functional,
sanitary, and comfortabie environment for i
residents, staff and the public. '
i This REQUIREMENT s not met as evidencad ] :
- by Al
- Based on abservation and interview, the facliity q ‘iﬂl [
| failed fo provide effective housekeeping and #1 No residents wore indentified. |
| maintenance services hecessary ta maintain & o ' E .
t sanitary, orderly, and comfortabie intariar. A and ; - :
| B Hall medication carts were observed fo be 2“ iﬁw 10 M""gté"?‘fcé Sl;pzmsorfjmom Iy
 sofled, wallpaper in resident rooms was loose and checklist was up aif:c to m_c: [ude torn/loose
| torn, doors to resident rooms and shower rooms ‘Wwallpaper, chipped/splintered doors, Joose
| were chipped expoging Sp!'[ntarad W00d| basehﬂards, and -bl.lﬁlﬁi up OfduSt' on A hall and
: baseboard in resident rooms was loose, and a Chall fans. All items were repaired or replaced
 buildup of dust was in fans. by Maintenance department on 9/27/10.
{ The findings include: Maintenance Supervisor and Housekeeping
i . ' Supervisor will do a monthly walk thru within
: 1. Observation of the fellity during the the first seven (7) business days of each month
i environmental tour on August 31, 2010, at 9:30 with a written report provided to the Quality
- a.m,, revealed the Tollowing items were in need of Assurance commitiee at the monthly QA
! Tepair/cieaning: - meeting
-Tom/ioose wallpaper was observed in mome
i A-1, B-8, C-12, and C-1;
: ~Chipped/splintered doors were cbserved in
I roomns A-8, A-8, A-9, A-10, B-5, B-8, C-2, C-5,
| 2nd the doors to both shower rooms;
' -Loose baseboards were observed in rosms
[A-11, B2, B-5, and B.7:
i ~Fans on the A Hall and C Hall were observed to
i have 2 buildup of dust,
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fnterview conducted on September 1, 2010, at |
1:00 p.m., with the Maintenance Supervisor {MS)
reveajed maintenance request sheets wera
documented on 8 work summary log and
requests were addressed when they were
received. In addition, staff would inform the MS
of any items in need of repair, The MS was not {
aware of the items in need of repair or cleaning,
2. Observations of A and B Hall medication cars |
conducted on September 1, 2010, &t 1:30 p.m., |
revealed the carts had a buildup of dirt and debris \' No resi N
- | o residents wers effected. On 9/16/10, All
on the bottom edges of the carts and a buildup of | D o - .
medication residue in the medication arawers, médications carts were inspected and cleaned by
An Interview conducted with the Direstor of o o !
Nursing on Sept 1, 2010, at 1:45 p.m., revealed Medication carts wﬂ?i be eleaned wceildy‘b)’
the medication carts were required to be cleaned 7PM — 7 AM shit wkh log 1o be maintained by
weekly by the night shif. However, the facility the D,ON. Medication carts will be inspected
had no system for ensuring the carts were . by D.ONand ADONona monthly basis.
cleaned and no documented evidence the carts :
were cleaned,
F 458 483.70(h)}(3) CORRIDORS HAVE FIRMLY F 488 q | | o
8=k | SECURED HANDRAILS toli
The facility must equip corridors with firmly
secured handrails on each side. No residents were indentified.
This REQUIREMENT is not met as evidenced | On 9/07/10 Maintcnance Supervisors monthly
by: check list was updated to include inspection bf
Based an observation and Interview, the facility hemdrails. All handrafis were inspected and
failed 10 ensure that handrails were firmly securad repairs, as needed, completed on 9/10/10.
to the wall in resident bathrooms on the B and ¢ ‘
! hallway. Maintenanee Supervisor and Housckesping
Svpervisor will do a monthly walk thru withitv
| The findings inciude: the first seven (7) busthess days of each month
f !

|
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| An environmental tour conducted o August 31, ‘

2010, at 9:30 a.m., revealed loose handrails in i
the resident bathrooms ibcated in rooms B-1, B2 ;
and C12,

|
\ .
[ An interview conducted with tha Maintenanee

1 Supervisor (MS) on September 1, 2010, at 1:00

i .M., révealed the MS was not aware of the Joose
; hand rails. Further interview revealed that the

{ handrails loosened due to the motnting of the

: bars in the drywalj, |
! i

|
1
b
i
1
b

; ‘ i
[ '
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