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This Plan of Correction constitutes the written
A standard health survey was conducted on allegation of compliance for the deficiencies
06/01/10 through 06/04/10 with deficiencies cited cited. However, submission of this Plan of
at the highest scope and severity of an E. The ‘Cotrection is not an admission that a
facilify has the opportunity to correct the deficient deficiency exists or that one was cited
practices before remedies would be correctly. This Plan of Correction is submitted
recommended for imposition. o0 meet requirements established by State and
F 226 | 483.13{c) DEVELOPAMPLMENT F 226 Federal Law.
ss=E | ABUSE/NEGLECT, ETC POLICIES
The Facility maintains that it protects the rights
The facllity must develop and implement written of residents that prohibit mistreatment, neglect,
policies and procedures that prohibit amd abuse of residents and misappropriation of
mistreatment, neglect, and abuse of rasidents resident property.
and misappropriation of resident property.
How the corrective action(s) will be 7/2/2010
. . ) nccomplished for those residents found ro be
Th‘xs REQUHREMENT is not met as evidenced ffected by the alleged deﬁc:'emp{”acrice:
gy. . . —_ The Director of Nursing, Director of Social
ased on 'ntemew, ?‘md r.ecord review '? was Services, and Staff Development Coordinator
determined the facility failed to identify incidents have met with the Administrator to review the
and thoroughly implement written policies and facility policies and practices to ensure that
procedures that would pronibit mistreatment, heqetgtz?te the facilitl;/ prohibits mistreatment
neglect, and abuse of residents and ) - ’
migappropriation of resident property for two (2) neglect and abuse of residents,
of twenty-two (22) sampled residents. Resident misappropriation ofr ?Slde"t property and
#11 and Resident #20 had Incidents that were not contintue to comply with the regulatory
thoroughly investigated due to their assessed standards. Protocols for investigations and if
cognitive status; therefore, the determination allegations are substantiated, the actions and
could not be made to assure appropriate remedies for the allega’don will be fOHOWCd.,
interventions and reporting mechanisms were imcluding proper notification of the Office of
utilized. Inspector General and other regulatory
. agencies as per regulatory requirements.
The findings include: Additionally, the outcome of the investigations
will be maintained in the Social Services
A review of the facifity Resident Abuse Palicy and department. The Director of Nursing, Social
Progedure states each resident has the right to be Services Director, and the Staff Development
free from mistreatment, neglect and Coordinator have met with the Administrator
misappropriation of property. This includes the to review the residents affected by the alleged
facility's identification of resident's whose
LABORATO RECTOR'S GR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deﬂcrency statement endmg with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not 4 plan of comrection is provided. For nursing homes, the above findings land plans of cerrection are disclosable 14
days following the date these documents are made available to the facilily, f deficiencles are cited, an approved pian of comaction is requisite lo conﬂnued
program pamolpauon ;
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personal histories render them at risk for abusing
other residents, and development of intervention
strategies that include screening, training,
prevention, identification, investigation, pratection
and reporting to prevent occurrences, monitoring
for changes that would trigger abusive behavior,
and reassessment of the interventions on a
regular basis.

Record Review of Resident #11's medical record
revealed the resident has diagnoses of
Alzheimer, Dementia, and Senlle Dementia with a
cognition of three (3 severely impaired) on the
Minimum Data Set (MDS).

Record review revealed on 05/25/10 Rasldent
#11 was documented to be screaming, hitting at
staff, residents and visitors.

Interview with Dirsctor of Nursing (DON) on
06/04/10 at 9:00am revealed Resident #11 went
into Resident #22's room and smacked Resident
#22 on the arm, but did not cause harm. The
DON further stated that Resident #11 was
combative at times and the incident was not
reported to Office of inspector General (OIG)
because of Resident #11's cognitive issues. She
also stated if a resident has a cognitive
impairment, it is not abuse. The DON stated if
the facility did-not conduct a thorough
investigation, the resident may continue to hit
other residents and cause psychological issues
for other residents. Social Services was
responsible for reporting resident to resident
aitercations.

Record Review of Resident #20's record revealed
the resident had diagnoses of Vascutar Dementia
and a history of a Stroke. Resident #20 cauld not

_ mresident to resident concern. The weekend

following:
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deficient practice. The Facility will continue
o ensure that residents have a safe and secure
snvironment i which to live that is free from
any type of abuse. Resident #11°s care plan
has been updated and staff will continue to
monitor behaviors to maintain a safe
environment for all residents. Resident #20 is
no longer a resident of the facility.

The facitity will identify other residents having
the potential to be affected by the same alieged
teficient practice by doing the following:

The Administrator, Social Services Director,
and Director of Nursing or their designee will
continue to make rounds routinely and observe
residents and speak with staff to identify any
resident concerns or situations that may lead to

nursing supervisor will also continue to
routinely make rounds and observe residents
and speak with staff to identify concerns or
situations that may lead to a resident to
resident concertt. Any issues that are either
pbserved or reported that would give rise to a
resident to resident concern will be addressed
immediately and reported to the appropriate
parties according to the facility policy.

The Facility will put measures in place or
make systemic changes to assure the alleged
deficient practice does not recur by doing the

The Facility will continue to provide annual
nandatory in-services for all staff on the
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Resident Abuse Policies and Procedures as
well as provide that information for all new
employees through the orientation program.
Additionally, the Facility will conduct
mandatory m-service for all staff regarding the
Facility Policy and Procedures for Resident
Abuse prior to July 2, 2010 to further
emphasize the policy. The Social Services
Director will also be available to attend any
Resident Council meeting to provide
information on Resident Rights and Abuse and
the Facllity’s policies regarding abuse. The
Social Services Director will also be available
to residents and their families or responsible
parties to provide information and support
about the facility policies regardiag the above.

The facility will implement the corrective
action and monitor them in the following
manner:

The plan of corrections will be integrated into
the Facility’s QA program. The QA Program,
chaired by the DON, shall review
implementation of the facility policy and
practices regarding resident abuse on a
quarterly basis. Resident interviews will be
conducted by the Social Services Director,
Activities Director, or other designee that will
specifically ask about abuse concerns prior o
each QA meeting, The interview responses
will be reviewed during the QA meetings and
any adjustments to the facility policy and
procedures will be implemented as needed to
assure the facility continues to maintain an
environment that is free from abuse,
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recall histher date of birth and had short and long Responsible parties: Social Services Director,
term memory deficits. On 02/12/10 Resident #20 Director of Nursing, Staff Development
picked up an empty soft drink can from the trash Coordinator and Administrator.
can and threw the empty can in the direction of '
Resident #21. k272
‘ . ) . The Facility will continue to conduct initiatly
Interview with Sacial Services on 06/04/10 at and periodically a comprehensive, accurate,
11:47am confirmed Social Services (SS) standardized reproducible assessment of each
Investigates resident to resident altercations. She tesident’s functional capacity per 483.20,
stated she was told not to report incidents like 183 20(b).
Resident #11 and #20 if both residents have
Dementia or if the resident whe Incites the How the corrective action(s) will be 2212010

incident has Dernentia. She stated that she was
not trained In this facility on when to report
allegations of abuse. Soclal Services further
stated that she did not report to Adult Protective
Services (APS) the incidents regarding Resident
#11 and Resident #20.

necomplished for those residents found to be
affected by the alleged deficient practice;
The Director of Nursing Services, and the
MDS Coordinator(s) have met with the
Administrator to review facility protocols
regarding resident assessments including

Interview with the Administrator on 068/04/10 at policies and practices to ensute all sections of
12:02pm revealed he did not know when to report he RAT as specified by the state are accurately
incidents of altercations that ocsurred between completed as required. The resident identified
residents. The Administrator further stated that by survey to be coded incorrectly was
he relied on the expertise of other staff members reviewed and a correction to said MDS was
to appropriately repart incidents of potential submitted to state. The plan of care for the
abuse. resident in question was also reviewed and

F 272 | 483,20, 483.20(b) COMPREHENSIVE F 272 updated to reflect said correction.

sg=£ | ASSESSMENTS
The facility will identify other residerts having

The faciiity must conduct initially and periodically he potential 1o be affected by the same alleged
a comprehensive, accurate, standardized Heficient practice by doing the following:
reproducible assessment of each resident's To assure accurate information regarding
functional capacity. communication all new and questionable
residents will be reviewed as part of weekly
A facility must make a comprehensive Standards of Care meeting with the MDS
assessment of a resident’s needs, using the RAI Coordinator providing available information
specified by the State. The assessment must For new admissions and to review and

include at Isast the foltowing:
ldentification and demographic information;

i
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Customary roufine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;

Psychosocial well-being,

Physical functioning and structural probiems;
Continence;

Disease diagnosis and heaith conditions;
Dental and nutritional staius;

Skin conditions;

Activity pursuit;

Medications;

Special treatments and procedures,
Discharge potential; - :
Documentation of summary information regarding
the additional assessment performed through the
resident assessment protocaols; and
Documentation of participation in assessment.

This REQUIREMENT s not met as evidenced
by: :
Based on observation, record review and
interview, the facility failed to conduct a perlodic
comprehensive and accurate assessment on one
(1) of twenty-two (22) sampled residents (#5).
Resident #5 was assessed by staff as able to
maike them self understood and understands
others; however, staff indicated this was not’
consistent due to dementia and combing multipie
languages spoken.

The findings include:

Record review of the quarterly Minimum Data Set
dated 05/03/10 for Resident #5, admitted on
10/26/09 with the diagnosis of Dementia,
revealed a zero (understood) in making self

Pccurately identify any questions about
communication.

The Facility will put measures in place or
nake systemic changes to assure the alleged
deficient practice does not recur by doing the
Jollowing:

Every cffort will be made to continue to
provide accurate and thorough evaluation of
residents to determing if receptive or
expressive commuajcation deficit may be
present and provide for each residents
ndividual needs for communijcation.

The facility will implement the corrective
action and monitor them in the following
HIGRREE:

[The Director of nursing or het designee and
the MDS Coordinator will continue to review
Section C of the RAJ instruction manual to
hssure correct and accurate coding of the MDS
for all residents. This corrective action will be
incorporated into the QA Program for the
facility that reviews the outcomes of its actions
on a quarterly basis. This protocol will be
monitored by including it as part of the items
that are being reviewed with chart audits
ponducted by the Assistant Director of Nursing
ot her designee in preparation for the quartcr]y
QA meetings.

Responsible parties: MDS Coordinator,
Director of Nursing, Administrator
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understoad and a zero (understands} in ability to F323
understand others. The admission Resident
Assessment Protocol (RAP) dated 11/08/08 The Facility will continue to maintain an
triggered for communication. The RAP stated the Lnvironment for residents that is as free of -
rasident Speak§ Bosnian and a Communicatiop accident hazards as is possib[e, and each
book was provided to assist the staff in providing resident will continue to receive adequate
care for the resident and to asslst the resident to supervision and assistance devices to prevent
communicate his/her needs to the staff. becidents. ‘
Observation during the skin assessrr}ent on FHow the corrective action(s) will be 7/2/2010
06/02/.10 at 2:.50pm revealed the reslder!t did not accomplished for those residents found to be
follow instructions to turn nor.dsd the resident offected by ihe alleged deficient practice:
attempt to verbally interact with staff members. The Director of Nursing, Director of Soc-ial
interview with Licensed Practical Nurse (LPN) #1 services, and Staff Development Coordinator
oh 06/02/10 at 2:50pm revealed Resident #6 was have met w,lth the Admm].smmr to review the
from Bosnia and had a history of speaking five facility policies and practices to ensure that
languages. According to the LPN, the resident these state the facility pI"OhlbltS mistreatment,
understands a few English phrases and due to 1€;g160¢ and_abuse of Tes:ldents,
' his/her dementia the resident often combines al misappropriation of resident propeity and
. five languages when speaking. She stated the ?Oﬂfmue to comply with the regulatory
staff have learned a few Bosnian phrases and tandards. Protocols for investigations and if
use the communication book containing pictures llegations are substantiated, the actions and
and Bosnian words to assist in communicating emedies for the allegation will be followed,
with the resident, including proper notification of the Office of
inspector General and other regulatory
Interview with the Minimum Data Set (MDS) agencies as per regulatory requirements.
Coordinator on 06/04/10 at 12:55pm revealed dditionally, the outcome of the investigations
Resident #5 did have difficulty making him/herself ill be maintained in the Social Services
understood and had difflcuity understanding epartment. The Director of Nursing, Social
others due to the language barrier. She admitted ervices Director, and the Staff Development
It was an error to code the MDS a zero in making pordinator have met with the Administrator
self understood and the ablhty to understand o review the residents affected by the a]]eged ‘
others. eficient practice. The Facility will continue
F 323 | 483.25(h) FREE OF ACCIDENT F 32310 ensure that residents have a safe and secure
ss=g | HAZARDS/SUPERVISION/DEVICES nvirorment in which to live that is free from !

The facility must ensure that the resident
environment remains as free of accident hazards

ny type of abuse. Resident #117s care plan
has been updated and staff will continue to
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as is possible; and each resident receives
adeaquate supervision and assistance devices o
prevent accidents,

This REQUIREMENT Is not met as evidenced
by:

Based on interview and record review it was
determined the facllity failed to thoroughly
investigate incidents involving two (2) of twently
two (22) sampled residents. Resideni#11 and
Resident #20 had incidents that were not
thoroughly Investigated due to their assessed
cognitive status; therefors, the determination
could not be made to assura appropriate
supervision was provided as necassary,

The findings include:

A review of the facility Resident Abuse Policy and
Procedure states each resident has the right to be
free from mistreatment, neglect and
misappropriation of property. This includes the
facility's identification of resident's whose
personal historles render them at risk for abusing
other residents, and development of intervention
strategies that includse screening, training,
prevention, identification, investigation, protection
and reporting to prevent occurrancas, menitoring
for changes that would trigger abusive behavior,
and reassessment of the interventions on a
reguiar basis.

Record Raview of Resident #11's medical record
revealed Resident #11 has dlaghoses to include
Alzheimer's, Dementia, and Senile Dementia with
| & cognition of three (3 severely impaired) on the

Sollowing:

monitor behaviors to maintain a safe
enviranment for all residents. Resident #20 is
ho longer a resident of the facility.

The facility will identify other residents having
he potential to be affected by the same alleged)
deficient practice by doing the following:

The Administrator, Social Services Director,
and Director of Nursing or their designee will
continue to make rounds routinely and observe
residents and speak with staff to identify any
resident concems or situations that may lead to
1 resident to resident concern. The weekend
nursing supervisor will also continue to
routinely make rounds and observe residents
and speak with staff to identify concerns or
$ituations that may lead to a resident to
resident concern. Any issues that are either
hbserved or reported that would give rise to a
resident to resident concern will be addressed
Immediately and reported to the appropriate
parties according to the facility policy.

The Facility will put measures in place or
make sysiemic changes to assure the alleged
deficient practice does not recur by doing the

I'he Facility will continue to provide annual
mandatory in-services for all staff on the
Resident Abuse Policies and Procedures as
well as provide that information for all new
employees through the orientation program.
Additionally, the Facility will conduct

Facility Policy and Procedures for Resident
A buse prior to July 2, 2010 to further
emphasize the policy. The Social Services

mandatory in-service for all staff regarding the |
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Minimum Data Set (MDS).

Record review revealed on 05/25/10 Resident
#11 was documented to be screaming, hitting at
staff, residents and visitors.

Interview with the Director of Nursing (DON) on
06/04/10 at 8:00am revealed Resident #11 went
into Resident #22's room and smacked Resident
#22 on the arm, but did not cause harm. The
DON further stated that Resident #11 was
combative at times and the incident was not
reported to Office of inspector General (OIG)
because of Resident #11's cognitive Issues. She
also stated if a resident has a cognitive
impairment, it is not abuse. The DON stated if
the facility did not conduct a thorough
investigation, the resident may continue to hit
other residents and cause psychological issues
for other residents. Social Services was
responsible for reporting resident to resident
altercations.

Record Review of Resident #20's medicai record
revealed Resident #20 had diagnoses of Vascular
Dementia and a history of a Stroke, Resident #20
could not recall histher date of birth and had short
and long term memory deficits, ‘On 02/12/10
Resident #20 picked up an empty soft drink ¢an
from the trash can and threw the empty can in the
direction of Resident #21.

Interview with Social Services on 06/04/10 at
11:47am confirmed Social Services (SS)
investigates resident to resident altercations. She
stated she was told not to raport incidents like
Resident #11 and #20 if both residents have
Dementia or if the resident who incites the
incident has Dementia. She stated that she was

Director will also be available to attend any
Resident Council meeting to provide
nformation on Resident Rights and Abuse and
he Facility’s policies regarding abuse. The
Eocial Services Director will also be available
to residents and their families or responsible
arties to provide information and support

‘about the facility policies regarding the above,

he facility will implement the corrective

ction and monitor them in the following

anwner:

he plan of cotrections will be integrated into
lthe Facility’s QA program. The QA Program,
chaired by the DON, shall review
implementation of the facility policy and
practices regarding resident abuse on a
quarterly basis. Resident interviews will be
conducted by the Social Services Director,
A ctivities Director, or other designee that will
specifically ask about abuse concerns prior to
each QA meeting, The interview responses
will be reviewed during the QA meetings and
any adjostments to the facility policy and
procedures will be implemented as needed to
assure the facility continues to maintain an
environment that is free from abuse.

Responsible parties: Social Services Director,
Director of Nursing, Staff Developtment
Coordinator and Administrator.
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not trained in this facility on when to report
allegations of abuse. Social Services further Ir 441
stated that she did not report to Aduit Protective The Facility will continue to maintain an
Services (AP‘S) the incidents regarding Resident [nfection Control Program that is designed to
#11 and Resident #20, provide a safe, sanitary and comfortable
. . o environment and to help prevent the
’1 "‘thao";";"r:’ g&g;?:diﬁg:'Rgt&?;onro?rllr?g\i?jv/;gnafo development and transmission of disease and
: nfection.
report incidents of altercations that occurred
between residents. The Administrator further How the corrective action(s) will be 71212010
igﬁ%é’: at{gz " e:_]gdrg;érereexgsrﬁi? dzfl’l?sthoefr staft accomplished for those residents found Lo be
poten tia!sabuszp P yrep affected by the alleged deficient practice:
. : The policy regarding the cleaning and
Fa41 g%%%igmﬁgg\%\l CONTROL, PREVENT F 441 diginfecting of shared medical equipment was
§S=D ' _ revised on 3/11/2010 to reflect the newly
The facility must establish and maintain an ;ﬁ“f:g itf ?t?:l 'dsreo ifaﬁ:?s;ﬂgfﬁzx? f}iteway
infection Control Program desighed to provide a ! preve Lis ;p Z bo w eetion dents. All
safe, sanitary and comfortable environment and Pquipment 15 § arle © Zen residents.
to help prevent the development and fransmission hursing personne rece;;/e 'tra[;n_mg on the
of disease and infaction. policy including nurse »1 cited in the ﬁnd}ngs
by the survey team on 6/2/2010. All nursing
(a) Infection Cantrol Program staff, includjng Nu.rse #1, attending the
The facility must establish an Infection Control mandatory in-services on 6/8/2010 & 6/9/2010
| Program under which it - were re~m~si:rv1ced on said p'ollcy. Those
: (1) Investigates, controls, and prevents infections nursing staft members who did not attend
in the facility; meetings will have received the re-in-service
(2) Decides what procedures, such as isolation, by 7/2/2010.
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective The fucility will identify other residents having
actions related to infections. Yhe potential to be affected by the same alleged
by P e S d of Infecti deficient prcﬂce by doing tlhe Jollowing:
reventing Spread of Infection Weekly the infection control nurse or
(1) When the Infection Control Program designated administrative nurse will do an
determines that a resident needs isolation to audit of nursing personnel to ensure adherence
prevent the spread of infection, the facility must to the policy.
isolate the resident.
(2) The facility must prohibif employees with a
communicable disease or infected skin lesions
FORM GMS-2667(02-59) Previous Versions Obsolete Event ID: [ESW11 Facility ID: 100513 {f continuation sheet Page 8 of 13
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from direct contact with residents or their food, if The Facility will put measures in place or
direct contact will transmit the disease. make systemic changes to assure the alleged
(3) The facility must require staff to wash their Heficient practice does not recur by doing the
hands after each direct resident contact for which Jollowing: ‘
hand washing is indicated by accepted All newly hired nursing personne! receive
professlonal practice. raining on the above mentioned policy as well
. : as annual in-service will be conducted on this
(¢} Linens . olicy. Weekly the infection control nurse or
F’ersnnnel‘must handle, store, process and esignated administrative nurse will do a
! ;ranspod finens so as to prevent the spread of andom audit of nursing personnel to ensure
| infection. adherence to the policy. Those personnel who

| are found to be out of compliance with the
policy will receive coaching. Those staff
members who continue to be out of
compliance will be subject to progressive
disciplinary action

This REQUIREMENT is not met as evidenced
by

Based on observation and interview the facility
 falled to prevent the spread of infection for twa (2)

of twenty-two (22) sampled residents. The The facility will implement the c?rrectfve

glucometer was not sanitized betwesn Resident action and monitor them in the following

#5 and Resident #19 before or after performing [ranner: )

the finger stick to obtain the glucose level, The plan of corrections will be integrated into
the Facility’s QA program. The Infection

The findings include: Control Nurse report to the QA Committee
will include a summary of the weekly audit

Observation on 08/02/10 at 11:30pm revealed results. The Facility will monitor and adjust as

Licensed Practlcal Nurse (LPN) #1 tock the . necessary based upon the outcome of these

glucometer supply tray in the room of Resident #5 Feports.

who was admitted with a diagnosis of Insulin

Dependent Diabetes Mellitus. She washed her Responsible Parties: [nfection Control Nurse,

hands, put on gloves and proceeded to clean the . Staff Development Coordinator, Director of

resident's finger with an alcohol swab. The finger Nursing, and Administrator,

stick was completed with a disposable needle.
After reading the resuit, LPN #1 removed her
gloves and returned the giucometer to the supply
tray. After discarding the needle, she then
proceeded to take the supply tray into the room of
Restident #19 who was admitied with a diagnosis
of insulin Dependent Diabetes Mellitus. LPN#1 |
I -
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LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete; ‘
accurately documented; readily accessible; and
systematically organized.

Jollowing:

deficient practice does not recur by doing the

In-services have been provided to the nursing
staff under the direction of the Director of
Nursing on the use of behavior forms. Those
staff responsible for completing mood and

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 441 Continued From page 8 F 441
washed her hands and put on gloves, proceeded F 514
to clean the resident's finger with aicohol and
performed the finger stick with a disposable The Facility will continue to maintain its
needle, After obtaining the result, she piaced the clinical records on each resident in accordance
| glucometer in the supply tray. No sanitizing of the with accepted professional standards and
gtucometer was observed between residants. practices that are Comp[ete; accurateiy
) documented; readily accessible; and
interview with LPN #1 on 06/02/10 at 11:30am systematically organized.
reveaied she did not clean the glucemeter ]
between residents. She stated she forgot to L et i ;
clean the glucometer. LPN #1 stated she would COCZ,::;L[,;Z;;;;lrvzhiigizs(gi:;g Jl"fund o be et
\c;!jaan the glucometer with an alcohol swab. fFected by the alleged deficient practice:
hen asked about using a bieach wipe to clean Fhe Social Services Director. Director of
the glucometer, she stated there ware no bleach : . L .
wipes in the facility. ursing, and ASS]SFa‘nt Director of Nursing
ill ensure that residents affected by the
Interview with the Director of Nursing (DON) on lleged deficient practice have been assessed,
06/02/10 at 2:00pm revealed she had in-serviced are planned, monitored, provided treatment as
the staff on cleaning reusable medical equipment rdered by the medical staff in order to
with bleach wipes. She stated it was an aintain a safe and healthy environment for all
expectation that the staff clean the glucometer residents.
between residents with the bieach wipes. !
The facility will identify other residents having
The facility poficy dated 03/11/10 stated each ‘the poteniial 1o be affected by the same alleged
piece of shared medical equipment must be eficient practice by doing the following:
cleaned before and after each use. The medical he Social Services Director and Director of
device must be cleaned of visible blood or body Nursing and Assistant Ditector of Nursing
fluids with a cloth dampened with soap and water have performed an audit of the resident records
and disinfected using a wipe containing a bleach to assure compliance with this requirement.
solution.
F 514 ; 483.75((1) RES F 814 [The Facility will put measures in place or
55=¢ | RECORDS-COMPLETE/ACCURATE/ACCESSIB make systemic changes to assure the alleged
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The clinical record must contain sufficient
information fo ldentify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview it was
determined the facility falled to document
behaviors for (2} of twenty-two 22 sampled
residents. Resident #6 and Resident # {1 had
behaviors that were not reflected on the MDS due
to the lack of nursing documentation.

The findings include:

Record review of the care plan for Resident #6,
admitted on 03/22/07 with the diagnoses of
Mental Retardation, Hypothyroidism,
Hypenrtension, Behaviors, Depression and
Psychological Medications, revealed the care plan
was last reviewed on 4/12/10, The care plan
Indicated the resident had behaviors of
medication refusals, cursing at staff, hitting, and
kicking.

Interviews with LPN #2 and LPN #3 on 06/04/10
at 2:10pm revealed Resident #6 frequently
refuses medications and hygiene care. Both
stated they leave the resident alone for a period
of time and then re-approach the resident and
then the resident wotild become compliant. Both
LPN #2 and LPN #3 failed to document the
resident's behavior in the nurses' notes and the
hehavior log on the North Nursing Unit. In

behavior forms have been in-serviced by the
Director of Nursing as well. The Clinica) staff
that has not received this education will be
trained by July 2, 2010, All new hires will
continue to be provided with education on
hese policies and procedures and this
bducation will also be provided on an
annualized basis by the Staff Development
Coordinator or her designee.

The facility will implement the corrective
tction and monitor them in the following
manner:

The plan of correction will be integrated into
the Facility’s QA program. Monthly audits
will be conducted by the Social Services
Director to ensure the completeness and
accuracy of the mood an behavior monitoring
forms. The Social Services Director will
rovide the results of these audits to the
Director of Nursing and they will work
rogether to assure compliance is achieved.
Summary results of these findihgs will be
provided at the quarterly QA meetings and this
will continue to be monitored as necessary to
nssure that this requirement continues to be
maintained.

Responsible parties: - Social Services Director,
Director of Nursing, and Administrator.
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‘| behavior or the nurses have documented

| the behavior log book. The behavior would also

Continved From page 11

addition, both LPN's agreed that Resident #6
refused medications or care several times a
week, LPN #2 and LPN #3 did not document the
behaviors because the resident was usually
compliant at a later time.

An interview with Social Services on 08/04/10 at
2:20pm revealed, she does not document
behaviors other than "0" unless she withessed the

inappropriate behaviors in the nursing notes or in

be documented as "0" if it fell outside the seven |
(7) day window. When asked, why behaviors
were on the care plan, she responded the
resident had a history of behaviors.

Record review of Resident #11 revealed
diagnoses of Alzheimer's, Dementia, Senfle
Dementia, Depression and Psychological
Medications with Psych Services following the
behaviors.” Review of the nursing notes revealed
no documented behaviors between December
29, 2009 and May 24, 2010. The behavior sheets
for February, March, and April 2010 revealed
Resident #11 was to be observed daily for
behaviors of biting, spitting and unrelenting
agitated motion. All three behavior sheels
revealed no behaviors were documented. The
annual Minimum Data Set (MDS) dated 11/23/09
revealed a zero (0) for behaviors. The Quarterly
MDS dated 02/18/09 and 05/19/10 also revealed
a zero (0) for behaviors.

interviews with Certified Nursing Assistants
{CNA) #1 and #2 on 06/03/10 at 10:21am
revealed Residant #11 has had some behaviors
for the past seven (7) manths, since CNA #1 has
been employed, CNA #1 and #2 stated the

F 514
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resident exhibits more aggression like biting and
hitting during bathing and changing of his/her
brief,

Interview with Licensed Practical Nurse (LPN) #4
on 06/04/10 at 1:20pm revealed Resident #11
has behaviors nearly every day like scratching
and hitting. This behavior is not documented
anymore because Resident #11 has this behavior
all the time especially with care. Resident #11
acts out more when taking a bath or during brief
changes.

Interview with Social Services en 06/04/10 at
1:08pm revealed that when doing the behavior
section of the Minimum Data Set (MDS), Sccial
Services makes a determination on resident
behavior based on nurses notes, behavior sheets
and observations made by Social Services within
a 7 day look back. If nothing Is documented or
observed a zero (0) is placed in the behavior
saction,

Interview with Director of Nursing (DON) on
06/04/10 at 2:40pm reveated she was not aware
: that nursing staff was not documenting behaviors
| appropriately.
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K 000 | INITIAL COMMENTS K000
. [his Plan of Correction constitutes the written
A Life Safety Code survey was initiated and allegation of compliance for the deficiencies
concluded on 06/16/2010. The facility was found_ hited. However, submmission of this Plan of
not to meet the minimal requirements with 42 Correction is no’t'an admission that a
Code of the Federal Regulations, Part 483.70. deficiency exists or that one was cited
LZit?%zze;;:C:efeE%nd severity deficiency correctly. This Plan of Correction is submitted
N t i tablish
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046 qooe | irements establis ed by State and
S8=D
Emergency lighting of at least 1% hour duration is K046
provided In accordance with 7.9, 19.2,9.1.
[he Facility will continue to majntain
Emergency Lighting with af least 1.5 hours
This STANDARD Is not met as evidenced by: Huration according to NFPA standards.
Based on observation and staff interview
conducted on 06/16/10,the facility falled to How the corrective action(s) will be 7/15/2010
provide outside lighting for an emergency exit, gccomplished for those residents found to be
and to mair;tam emergency lighting according to ffected by the alleged deficient practice:
NFPA standards. Facility’s Maintenance Director has corrected
. . he alleged deficiency by installing emergency
During the Life Safety Code survey on 06/16/2010 L o . ey
at 10:28 AM, with the Maintenance Director, ighting for the exit area identified.
observation at that time revealed that the North e rr e , .
Wing West exit had no emergency lighting for the [he facility will identify other residents having
: he potential to be affected by the same alleged)
outside walkway. . ] . .
Jeficient practice by doing the following:
Facility’s maintenance Director has examined
Interview on 06/16/2010 at 10:28 AM, with the e remainder of the Facility’s emergency exits
Maintenance Director, revealed that he had never nd determined that there emergency lighting
noticed that the emergency exit did not have the s in place for those areas.
required lighting for the outside walkway.
) he Facility will put measures in place or
Record review on 06/16/2010 at 12:35 PM, with ake systemic changes to assure the alleged
the Maintenance Director, revealed that the eficient practice does not recur by doing the
facility could not show documentation of the ollowing:
Yearly 90 minute testing of battery powered he Facility’s Maintenance Director or
emergency lighting. esignee will include observation and
R'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE Y _ TITLE , (X&) DATE
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Interview on 06/16/2010 at 12: 36 PM, with the
Maintenance Director, revealed that the facility
checked all battery powered emergency lighting
30 seconds monthly, but was not aware of the
requirement for the annual 90 minute testing of
battery powered emergency lighting.

Reference: NFPA 101 (2000 Edition).

7.9.1.1*

Emergency ﬁghtlng facllities for means of egress
shall be provided in accordance with Section 7 5
for the following:

(1) Buildings or structures where required in
Chapters 11 through 42

(2) Underground and windowless structures as
addressed in Section 11.7

(3) High-rise buildings as required by other
sections of this Code

{4) Doors equipped with defayed egress locks
(5) The stair shaft and vestibule of smokeproof
enclosures, which shall be permitted to include a
standby generator that is installed for the
smokeproof enclosure mechanical ventilation
equipment and used for the stair shaft and
vestibule emergency lighting power supply

For the purposes of this requirement, exit access
shall include only designated stairs, aisles,
corridors, ramps, escalators, and passageways
leading to an exit. For the purposes of this
requirement, exit discharge shall include only
designated stairs, ramps, aisles, walkways, and
escalators leading to a public way.

'7.9.3 Periodic Testing of Emergency Lighting

Equipment.

testing of this on its monthly routine
maintenance checks to assure continued

compliance with this standard.

The facility will implement the corrective
action and monitor them in the following
nanmer:

The plan of corrections will be integrated into
he Facility’s QA program. Maintenance
Director will report on the preventative
maintenance program for the Maintenance
Department on a Quarterly Basis. This report
will include the status of the emergency
lighting for building.
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A functional test shall be conducted on every
required emergency lighting system at 30-day K144
intervals for not less than 30 seconds. An ahnual |
test shall be conducted on every required The Facility will continue to maintain
battery-powered emergency lighting system for venerator testing according to NFPA
not less than 11/2 hours. Equipment shall be fully tandards
operational for the duration of the test. Written ’
records of visual inspections and tests shall be . '
kept by the owner for inspection by the authority How the corrective action(s) will be 7/15/2010
having jurisdiction. nccomplished for those residents found to be
ifected by the alleged deficient practice:
Exception: Self-testing/self-diagnostic, Facility’s Maintenance Director has corrected |
battery-operated emergency lighting equipment he alleged deficiency by updating the
that automatically performs 3 test for not less preventative maintenance testing of the
than 30-seconds and diagnostic routine not less enerator under load from monthly to weekly.
than once every 30 days and indicates failures by
a status indicator shall be exempt from the The facility will identify other residents having
30-day functional test, provided that a visual the potential to be affected by the same alleged,
inspaction is performed at 30-day interval deficient practice by doing the following:
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 Facility’s Maintenance Director has reviewed
S8=E . i the preventative maintenance program for the
Generators are inspected weekly and exercised senerator testing and determined that there are
under load for 30 minutes per month in ho other areas of concern at this time.
accordance with NFPA 99,  3.4.4.1,
The Facility will put measures in place or
make systemic changes to assure the alleged
deficient practice does not recur by doing the
Jollowing:
The Facility’s Maintenance Director or
designee will continue to assure that the
enerator testing is performed on a weekly
pasis under load per the NFPA standards and
This STANDARD is not met as evidenced by: ecord the results of those tests .
Based on record review and staff interview
conducted on 06-16-2010, the facility failed to
maintain the emergency generator according to
NFPA standards.
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_program shall be based on the manufacturer 's

Record review on 06/16/2010 at 12:35 PM, with
the Maintenance Director, revealed that the
facility could not preduce documentation of the
weekly required inspection of the emergency
generator.

An interview with the Maintenance Director on
06/16/10 at 12:35 PM revealed that he performed
monthly inspection of the generator, but he did
not perform weekly inspection of the generator,

Reference: NFPA 110 (1999 Edition).

8-1.1*
The routine maintenance and cperational testing

recommendations, instruction manuals, and the
minimum requirements of this chapter and the
authority having jurisdiction

6-3.3

A written schedtule for routine maintenance and
operational testing of the EPSS shall be
established

6-4.1*

Level 1 and Level 2 EPSSs, including all
appurtenant components, shall be inspected
weekly and shall be exercised under load at least
monthly.

6-4.2*

Generator sets in Level 1 and Level 2 service
shall be exercised at least once monthly, for a
minimum of 30 minutes, using one of the
following methods:

a. Under operating temperature conditions or at

The facility will implement the corrective
action and monitor them in the following
manner:

The plan of corrections will be integrated into
he Facility’s QA program. Maintenance
Director will report on the preventative
maintenance program for the Maintenance
Department on a Quarterly Basis. This report
will include the status of the generator testing
for building.
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not less than 30 percent of the EPS nameplate I 147

rating .

b. Loading that maintains the minimum exhaust
gas temperatures as recommended by the The Facility will continue to maintain
manufacturer The date and time of day for electrical wiring and equipment according to
required testing shall be decided by the owner, NFPA standards.

based on facility operations.

. , . 7/15/2010

, How the corrective action(s) will be
g:fpel;:r:é :‘n?)rr])?hll-yeve'i'r?etrr?]rgift?]gysgzir:)?saSha" accomplished for those residents found to be
transfer switch shal consist of elecirically T S A U
operating the transfer switch from the standard the alleced deficiency by installing covered
position to the alternate position and then a return allege ncy Dy msiaing cover
to the standard position. boxe§ for the electrical outlets in the areas

identified by the alleged deficiency.

6-4.2.2 : e . .
Diesel-powered EPS instaliations that do not The facility will identify other residents having|.

the potential to be affected by the same alleged
deficient practice by doing the following:
Facility’s maintenance Director has examined
the remainder of the Facility’s electrical .
junction boxes and identified whether there
were more areas that needed to have covers in

meet the requirements of 8-4.2 shall be exarcised
monthly with the available EPSS load and
exercised annually with supplemental lcads at 25
percent of nameplate rating for 30 minutes,
followed by 50 percent of nameplate rating for 30
minutes, followed by 75 percent of namepiate

rating for 60 minutes, for a total of 2 continuous place.
hours. .
K 147 { NFPA 101 LIFE SAFETY CODE STANDARD K147 The Facility will put measures in place or
8S=E make systemic changes to assure the alleged
Electrical wiring and equipment Is in accordance deficient practice does not recur by doing the
with NFPA 70, National Electrical Code. 9.1.2 ollowing:

The Facility’s Maintenance Director or
designee will include observation of the
electrical junction boxes. On a monthly basis
the preventative maintenance log will include
This STANDARD is not met as evidenced by: the outcome-of those observations.

Based on observation and staff interview
conducted on 06/16/2010, the facility failed to
maintain electrical wirlng according to NFPA
standards.
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During the Life Safety Code survey on 06/16/2010
at 10:00 AM, with the Maintenance Director,
observation at that time revealed six uncovered
electrical junction boxes in the attlc area.

An interview with the Maintenance Director on
06/16/2010 at 10:00 AM revealed he was
unaware of the uncovered slectrical junction
boxes.

Refer to NEPA 70 (1999 Edition).

370.28(c) Covers.

Al pull boxes, junction boxes, and conduit bodies
shall be provided with covers compatible with the
box or conduit body construction and suitable for
the conditions of use. Where metal covers are
used, they shall.comply with the grounding .
requirements of Section 250-110. An extension
from the cover of an exposed box shall comply
with Section 370-22,
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The facility will implement the corrective
uction and monitor them in the following
manner:

The plan of corrections will be integrated into
the Facility’s QA program. Maintenance
Director will report on the preventative
maintenance program for the Maintenance
Department on a Quarterly Basis. This report
will include the status of the proper covers for
the electrical junction boxes for the building,
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