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Thie following refleis the findings of the
Deparirment of Public Health during a
Recertification survey,

Represanting the Department of Public Health: ¢
07598
09697
14085

Total Resident Sampls; 18
Total resident Poputation: 94

EASRTU L

X

e

Highest Scope & Beverily=)

¥ 246 1 483.15(e}{1) REASONABLE ACCOMMODATION F 246
s5=0:| OF REEDS/PREFERENCES
*Rasident $7's ability to

A resident has the right to reside and receive handle hearing aid will
services in the facllity with rezsonable he assessed. Plan will be
accommaodations of individual needs and developed with client.
preferences, except when the health or safety of Client will be guided re:
the individual or other residents wouid be safe use of hearing aid.
endangerad, ,

“All residents with devices
such as hearing aid will
he sssessed as well as

This RECLHREMENT is not met a8 evidenced functional capacity

by:

Based on observation, record review and staff as part of the c_:are:: plan

interview, the Taciiity staff failed to provide the approach and guidance for

services o accommodate the resident’s hearing safe us developed with

neads for one of 18 sample residents (Resident | residents.

73 Resident 's hearing aid that was kept in an

pffice, was not provided to the resident to serve “Intexdisciplinary team

for effective cornmunication. will include the ware plan
process with client,  One

Findings: going follow up at the IDT

ABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESERTATIVE'S SIBNATURE FILE o A& DATE
. Bdminishraloy. /f/fl
"1 tecysnt soding sk {*) denates a defcency whith the instihition may be excused from correcting providing it iz daterminsd thit

her safsguands provide sufficient pratection t the patisnts. (Ses insfructions.] Excep! for nursing homes, the findings stated above gre disciosabie 89 days
llowing e date of survey whethei o not a plan of comediion i% provided,  For nursing homes, the above findings and plans of correction are disclosables 14
3ys m“m?@ the date these douurmants 2o made available 1o the facilty. ¥ deficiencies are cited, sn approaved pian of correction ¥ rBguisite T continued
‘ugrans padicipation.
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+ A review of the annual MOS {Minimurm Data Sst),

| The social service staffs concern was the hearing

Continued From page ¢

On Seplember 13, 2012, at 8 p.m,, during initial
tour, Resident 7 was observed inbed. The
resident was alert and verbally responsive and
the facility staff indicated the resident had hearing
difficulity and was Hip resding as & means of
corrnunication, The licensed nurse stated the
resident has a hearing aid but the heasring aid was
kept at the ¢ffice.

a standardized assessment and ¢are planning
1ood, datad December 12, 2011, revealed
Resident 7's cognitive {menial} status for short
and long term memory was inlact and was
independent with his activities of dally living and
reguired supervigion in kis personal hygiene,

On September 15, 2012, at 11 a.m., an infeeview
with Rasident 7 indicated that he needed the
hearing ait and felt despandent for not
sommunicating with others, Wien asked what he
mearnt by being despondent fie stated he is
gepressed.
Cn the same day, at 11:30 a.m., b an interview
withs the social service staff, he stated that he jet
the resident use the hearing aid, but sometimes
he feund the resident's hearing aid at his badside
table or another resident had the hearing aid.

ad might pet stolenfost and i was difficuit o
replace, Furthermore, the social servive staff
stated the resident refused to use # sometimes.
Hewwever, there was no documentation in the
clinivel record st Resident 7 can access his
hearing aid when needed. The soclal service
staff confirmed that it was not documsnisd in the
rg’gorci that the resident can access his hearing
aid.

483 20(0Y 1) COMPREHENSIVE

F 246

¥272

Guality Assurance meeting,

°Birector of Wursing and
ABdministrator teo monitor
IDT meetings dirscted at
discussion of safe use of
regidents who use’-hearing
devioes,

°¥Yull compliance in effect

1043},
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I8=0 | ASSESSMENTS ‘Regident #5 will be re-

assessed for pain and
followed up carried out 5
using a pain scale and
document the reason for the
pain., Effectiveness will be
evaluated and documented

The faclity must conduct initially and periodically
a comprehensive, accurate, standardized ;
reproducible assessment of each resident's
functional capacity.

A facllity must make a comprehensive

assessment of a resident’s needs, using the on the MAR using the pain
resident assessment instrument (RA) specified seale.

by the State. The assessment must include at . .

feast the following: °All residents will he
ldentification and demographic information; assessed for pain when they
Customary routine; verbally tell staff of :
Cognitive pattems; being in pain.

Cormumunication;

Viston, “The Licensed Charge Nurse
Mocd and behavior patterns; will document pain rating
Psychosocial well-being; in weekly summary. Staff
Physical funchioning and structura! problemns; will be instructed on

Cordinence;

Disease diggnosis and hegith conditions,
Dental and nutriional status:

Skin vonditions:

adeguate pain scale
documentation and clinical
agsessment prior to admin-
istering the medication

. raLit :

m@zﬁﬁi‘?’t iand following. Doc:umen-—s

Special treatments and procedures; tation for pain will be in|

Discharge potential; agsessment section of charg,

Documentation of summary information regarding care plan section, MAR and

the additional assessment performed on the care weekly summary section.

areas triggered by the completion of the Minimum

Data Set (MDS); and *Guarterly documentation
ocumentation of participation in assessment. review of the use o ain

¥ tation of participation | t i f th f pai

medication, reasons and
effectiveness will be part
of the guarterly IDT pro-
cess, Nursing staff will
be inserviced re: pain
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assassment requirements,

follow up svaluation and

This REGUIREMENT is not met as evidenced documentation by Director
. of Hursing.

Based on shaervation, interview, and record )
review, the faciity falled to conduct initiatly and ‘Full complisnce in effectl0/15/12
pericddically a comprebensive, accurale,
standardized reproducible assessment of gach
resident’s funciional capacity for 1 of 18 sampled
residents {5). Resident 5 was not assessed for
pain as evidenced by & lack of 2 pain assessment
foal. Furtharmore, Regident § did not have g
comprehensive pain assessment upon adrission
10 the facility.

Findings:

The admission information indicated Resident 5
was admitted o the faciiity on April 13, 2010, with
diagnoses that included schizoafiactive disorder
and gastroesophages! reflux diseage,

A revigw of the Mirdrours Data Set (MDS), &
standardized assessment and care planning o),
dated July 17, 2012, revsaled he was giernt and
abie to make hig neods known 1o staff. The
residant was assessed to have miki i moderate
pain intensity on a daily basis and would request
pain medications.

There was a physicians groer dated Aprii 13,
2010, for Mylania 30 cubic centimeters (oo} svery
4 hours a3 nesded for epigastrio pain and an
order dated January 18, 2012, for Tvleno! 850 my
evely 6 hours as needed for mild to moderate
pain.
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A review of the Medication Administration Regord
indicated that from August 18, 2012, to
Sepitember 15, 2012, Resident § received Tyienol
for pain a total of 18 times. However, during a
medical record reviaw with the charge nurse on
September 14, 2012 at 7 p.m,, the charge nurse
failed to locate a pain assessment or 2 pain
assessmant ool

During an interview gt the same time, the charge
nurse stated some of the medication nurses
wouild docusment a residends pain lpvel ang
others would just give the medication and check
on {hi resident sftlerwards, The charge nurse
stated the staff would usually assess the resident
hefore giving the pain medication and reassess
the resident's pain kevel afferwards. The charge
nurse staied sometimes the staff just forget to
document regident's pain level, but that the staff
do assess ihe resident for pain. Howsver, the
charge nurse cowdd not locate a pain assessment
ol or other dacumentation to show that the staff
did a pain assessment.

Further review of the medical record with a
registered nurse on September 158, 2012 at 1345
a.m., revealed the registered nurse could nof
locate a pain assessment ool or g
comprehensive pain assessment for Resident §,

During an interview on September 14, 2012 af
T30 o.m., Resident 5 stated he oiten gets
hesdsches that are reliaved with Tylenol, The
rasident stated he does not recal staff asking him
about his pain, The resident stated the stalf just
give the pain medicine.

During an interview with 8 Heensed nurse on

H
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| be required under §483.28 but are not provided

Continued From page §

Seplember 18, 2012, at 11:35 a.m., she stated
the factity did not have a specific policy for pain
assessmenis, The livensed nurse siated she
couid Aot locate a policy to provide 1o the
gvalgator.

During an interview with the administrator on
September 15, 2012 8t 12 p.m., she stated
aithough the facility did not have a specific policy
for pain assessments, the facilily sta# will discuss
a resident's pain level and treatment during the
intardisciplinary freatment pian maetings.

In further interview with the administrator on
Septaernber 15, 2012 at 1 p.m., she stated she will
give an in-gsvice i the siaff to address
as5se8sing a resident's pain and documeanting the
findings on a pain assessment ool

483.20(d;, 483.20(k}{1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the resuits of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehensive care
plan #or each resident that inciydes measurabls
objectives and timalables o meet 2 resident's
madical, mursing, and mental and psychosociat
noeds that ars identifisd in the somprehensive
assossmeant,

The care pian must describe the services that are
io be furnished fo aftain or maintain the resident’s
highest practicable physical, mental, and
paychosocial weall-being as required undar
§483.25: and any services that would otherwise

Farm

Fa7s

°Resident #1 interdiscip-
linary team will meet and
review the care plan and
gunidance needed for In-
creased adaptave behaviors.
IDT contract and plan asg
part of their daily living
and personal responsibility.
Ongodngsanstragtionsand
avaluation will be done by
PP for personal and
responsible behavior,

“All residents will be
reviewed for increased
need for guidance and care
pians related to personal
responsibility and
adaptive behavior.
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due to the resident's exercise of rights under Nursing staff and ID¥
§483.10, including the right to refuse treatment will be inserviced on
under §483. tO(b}4). _' personal responsibility
: behavior and supervision
requirenents as well as
This REQUIREMENT is not met as evidenced personal privacy of the
by: individual. Nursing staff
Based on observation, interview, and racord will keep the Program
review, the facility falled to develop a resident's Director informed reqarding
care plan to meet the resident's needs for 1 of 18 regidents who nesad care
sampied residents (Resident 1}. Resident 1 did plans reviewed and /or
not have a current care plan to address her added counseli i
sexyal inapgropriate behaviors. This deficient ng on behavior.
practice could resuit in noonsistent behavioral & : .
mterventions meani to accommudate for mgigig i}’j i‘g "?g raz-.c:e tgl il 18
Resident 1's behavioral disturbance. ; LAclasnts that wou
determine lack of personal
responsibility. Admine
Findings: istrator to monitox.
The admission information indicated that “Full compliance in effectlp/15/12
Residant 1 was re-adrmitied f the facility on ;
Qctober 13, 2011, with diagnoses that included
sohizoplyania {mental Hiness). A review of the
Minimum Data Set (MDS] dated July 10, 2012,
CIndicated the resident was sert and able to make
her neads known to staff. The resident was
independent with all activitias of dally living and
had sexual tendencigs and sexually inappropriate
bahaviors,
However, there was no care plan fo address the
resident's sexual tendencies and sexually
inappropriate behaviors.
| During e initisl tour with a licensed psychiatrie
technician {LPT) cn Sentembier 13, 2012 at 8:85 |
OF#4 CHMS-2b27402-99) Previous Verinns Obatiate Evart 1077001 Eaeility 11} CARS0000068
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p.m, Resident 1 was observed in a resident's
room with & male resident. The privacy curtaing

- ware drawn and according to ihe resident, she
had been there for a! least 30 mindes. During an
interview with the LPT at the same Bme, he
stated Resident 1 has & tendensy o go into the
male residents room,

{n the same day, at 7:08 p.m., another LPY
shouted for Resident 1 to get out of the room.
The L.PT stated W the resident that she shouid
; ot be I a male resident's room. Resident 1 was g
vbserved pulling up her panis as she leff {he
FOOrT.

During an interview with the LPT at the same
ime, he stated that female residents are not
alinwed ¥ go into the male residents room
without adequale suparvision. The LPT stated he
did not know Resident 1 was in the male
resident's room undl it was brought to bis
attention by the evaluator,

During an interview with the adiministrator on
Sepiember 18, 2012 & 8:55 a.m., she stated the
facility did not have specific policles regarding
sexual activity of the residents and she did not
have a polivy to provida to the svalustor.
However, the adminisirator further stated the
expeciation s, thal the sta¥f know where Resident
1 is at altfimes. The administraior siaied mals
residents are not atiowed in the female residlents
taom and vice versa, withewt the kniowledge of
the staff

During an inferview with a LPT on September 15,
2012 at 9:50 a.m., he stated the staff have been
Fesenics to check the residents’ rooms 2t least
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every 30 minutes and to dosument every hour on

a log book the iocation of the residents.
Furthermore, the LPT staled there usetito be a
care plan for Resident 1's sexual tendencies and |
: sexually inappropriste behaviors hut the care plan |
was disnontinged,

A review of the facility's undated policy fitled
"Interdiscipiinary Treatment Play®, indicates a
 cars plan is completed so that it can provide staff
with the information & provide appropriate cara
ang service for each resident.

Further review of the policy indicates care plans
are g nacassary ool in providing quality care, Any
fime a problem is identified, a care plan entry
must be done immedialely. Tha process of care
planning & one of looking at a resident as a
whiole, and buliding on the individual resident's
charactaristics.

H

There was no documented evidence that the
farility staff had an ongoing care plan so as to
provida care and services relaled {6 Resident s
continuing sexual tendancias and sexually
nappropriate behaviors.

i 323 4B3.28(0) FREE OF ACCIDENT F 323

*Resi 1 wi i
ss=D | HAZARDS/SUPERVISION/DEVICES Resident #1 will recelve

supsrvision adeguate to
prevent harm from

The faciity must ensure that the rasident accidents and hazards.

emvironment remains as free of accident hazards
as is possible; and sach residet receives

£ 2 g .t 4
adequate supervision and assistance devices to All . resident 5wl 11
prevert accidents. rRCelive Supervision

adeguate to prevent
harm from accidents and
hagards,

This REQUIREMENT is not met as evidenced "Mursing staff and IDT
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F 323 Continusd From page 9 Ezzal will be inserviced on
by: supervision of clients
Based an ochesrvation, terview and record to prevent accidents.
review, the facility failed fo provide adequate Program Dirsctoxr to
supervision for 1 of 18 sampied residents. As a create education for
resuil, Resident 1 entered a male resident's room clients on how staff
without the knowledge of tha licensad psychiatric supervise them and why.
technician {LPT).
. *Quality Assurance will
Findings monitor incidents
connacted to supervision.
The admission information indicated Resident 4 Administrator tg non it or
was re-admitted o the facitity on October 13, "
2011, with diagnoses that included schizophrenia o . . :
{menia! ilness). A review of the Minimum Data Full compliance in effec EO J15/1F

maie resident room. Resgident 1 was observed

Set (MDS}, a stendardized assessment and care
planning tool, dated July 15, 2012, indicated she
was alart and able to make her needs known fo
staff, was independent with all her activities of
daily living and had hallucinations, inaltention and
inappropriate behaviors.

A review of Resident 1's care plan dated Oclober
13, 2011, revealed she had suicidal tendencies,
potentiat for injury to seif and others, delusionaf
ideation and social inappropriate behaviors, The
plan of care included supervision.

During the initial tour with a LPT on September
13, 2012 at 858 p.m., Resident 1 was observed
in a residents room with & male resident. The
privacy curtaing were drswn and according to the
resident, she had been in the room for at jeast 30
minuies.

On the same day, al 7.05 p.m., angther LPT
shouted for the resident to get out of the room,
The LPT siated fo Resident 1 shouldnet bein g
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? During an interview with the LPT &t the same

| During an interview with a LPT on September 15,

Continued From page 10

pulling up her pents as she left the male resident
YoM

tirne, he stated female residents are not aliowed
to go inte male residents rogm without adequaie
supervision. The LPT stated he did not know
Resident 1 was In the room until it was brought 1o
his attention by the evaiuator,

During an interview with the administrator on
September 15, 2012 at 8:35 a.m., she stafed the
facility did net have specific policies regarding
sexyal aclivity of the residents and she did not
have a wiilten policy (0 provide to e evaluator,
However, the administrator further stated the
expaciation is that the sialf know where Rasident
1is gt all imes, The administrator siated mals
rasidents are not allowed in the female residents
roam and vice verss, without the knowiedge of
the staff.

2012 at 980 am,, he sigted the staff have been
nvservice o check the residents’ rooms at least
every 30 minutes and to dozument every hour on
2 lpg Book the ecation of the residents.
4253.55(a) ROUTINE/EMERGENCY DENTAL
SERVICES IM 8NFS

The faciity must assist residents in obtaining g
routing and 2&-hour gimergency dental care.

A facitity must provide or obtain from an outside
resourse, In accordantce with §483.75(h) of this
par, routing and emergensy denlal sarvicas to
meet the neads of each resident, may charge &
Medicare resident an additional amount for

F 323

F 411

Maedical Doctor will

of mouth and gums,
appointment,

21l residents will

*Regident #15% will have
timely dental treatment.

vide intial emergency
treatment for infection

will be contactesd for

timely Dental treatment

Pros

Dentist

have
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F 411! Continued From page 11 F414i °Medical Doctor will pro-
routine and emesgency dental services; must if vide initial emergency
necessary, assist the resident In making treatment for infection
appoirtments; and by amanging for transportation of mouth and gums. Dentist
i and from the dentist's office; and promptly refer wilil be contacted for
residents with lost or damaged dentures to a : . appointment,
dentist. :
CFollowing client complalint
¢f mouth or tooth pain,
This REGUHREMENT Is not met as evidenced Charge Nurss will notify
by: L . doctor. Charge Nurse will
Ba_sed on obsgwaﬁgn, m{ema\fv, and record notify unit clerk to con- !
review, e facility fatled to obtain dental services | ‘tact dentist for emergency
io meet the needs of 1 of 18 sampled residents, a ek & Thi 111
Resident 15 was not referred for dentat care in a ppoiatmant. —“his will
: o trigger the inittadsoniof
timaly manner as ordered by the physician. .
a care pilan and pain
asgessment.
Findings: , . ]
“Care plan will be reviewsd
Record review of the admission face sheet weekly by licensed charge
reveszied Resident 15 wes admitfed to the facility nurse., Director of Nursing
on November 8, 2008, with diagnioses that to monitor.
!included schizophrenia (mentat liness), diabetes
{a biood sugar disorder) and ¢hronic obsiructive °Full compliance in effectif/15/13
| puimonary dissase {a king disease).
A review of the most recent Minimum Data 8et
(MDE}, a standardized assessrment and care
planning too!, dated August 14, 2012, revealad
Resident 15 was alert and abie {o make her
neads known to staff. The resident required
roinimal assistance with activities of dally living
and had dental concems that reguired reatment. :
Buring an observation on September 13, 2012 at g
§:55 p.an., Reskient 15 was observed with caricus '
feeth, The gums had thick, yellowish substence
build up arcund the teeth and gums. The resident
TIRM CMS-2581(02-9%; Praviows Versions Obsoiele Evind ID: 7765 Facility £ CAS50000088 if continuation sheet Fags 12 of 14
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was observed with missing and broken teeth in

 the back of her mouth. During an interview with

| the resident at the same Hime, she deried paln or
discomiorn.

A review of the physician's orders dated April 38,
| 2012, indicatad 1o provide dental care as needed.
The plan included an exam, x-rays and further
fraatment and cleaning. Howaver, a review of the |
dantal progress nofes revealed Resident 15 was
- pot seen until September 10, 2012, over 4

| monthis after the plan was developed.

Euring an interview with the social worker on

i_ September 14, 2012, at 830 a.m., he stated 1§
 was the responsibility of the unit ¢lerk 1o follow up |
on appointmients and the charge nurse was

s responsible to ensure ot it s dong. Mowever,
during an interview with the charge nurse on
 September 14, 2012 at 10 a.m., she siated they |
are not responsible for sogial service dutiss such |
as dental care or conzults. The charge nurss
further stated the the unit clerk does ihe foliow up
for appointments for as long as she remembers,

Further interview with the soclal worker on
Saptembear 14, 2012 at 1015 am., he siated he
would take gver the responsibiiity if there are
medical concemns or care that needs more
speciafized referrals. The social worker stated
that if thers were delays in foilow up care. he
waod Bike to be notified. The social worker stated
he was not aware of the delay in obtaining dental
sarvices for Residant 15,

A review of the facillly's undated policy, tiled
"Diental Services”, indicated it s the responsibility
of the faciiity staff fo nbtain dental care io meat

;
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the resident's negds, t

A review of the faciity’s undated poiicy, titied l
"Oral Mygiane®, indigated it is the responsibifity of |
the charge nurse {6 evaluats orgl care and to
roport any uptisual ohseevations 1o the physician. |

During an interview with the administrator on
September 14, 2012, at 11 a.rm., she stated she
wolld implement 2 system o snsurs orders for
dental care are camried ouf in a #mely manner.

According fo the National institute of Dental and
Cranictacial Research, the symptoms of gum
tisease include bad hreath that won't go away, [
| red or swollen: gums, tender or bleeding gums,
| painful chewing, loose teeth, sensifive testh,

i receding gums or longer appesring teeth. Any of
thess symploms may be 3 sing of a serious

! probiem which should be checked by a dentist.

| Periodonial disease ranges from simple gum

[ inflamnmation o serious disease that rosults in

1 major damage {¢ the soft fissue of the bone ihat
| support the teeth. I worst cases teeth are lost,

| {Publication No. 11-1142, July 2011).

|

|
|
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