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For the standard Medicare/Medicaid General Disclaimer
recertification survey and complaint survey, Preparation and Execution of this

started on 09/21/10 and completed on 09/23/10,
the sample included 4 residents for complete
review, 12 residents for focused review, and 3

response and plan of correction does
[not constitute an admission or

closed records for review. The sample included 3 agreement by the provider of the truth

additional residents to verify specific concerns of the facts alleged or conclusions set

during the survey. forth in the statement of deficiencies.
F 166 | 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO F 166 |The plan of correction is prepared
§8=D | RESOLVE GRIEVANCES and/or executed solely because it is

A resident has the right to prompt efforts by the required by the provisions of Federal

facility to resolve grievances the resident may and State law. For the purposes of any

have, including those with respect to the behavior allegations that the facility is not in

of other residents. substantial compliance with Federal

requirements of participation. this

This REQUIREMENT i not st 5& avidaricad response and plan of correction

by: constitutes the facility’s allegation of

Based on review of facility policy, review of compliance in accordance with

professional reference, review of Resident sections 7305 of the State Operations

Council Meeting Minutes, resident and staff
interviews, the facility failed to ensure prompt
efforts to resolve resident grievances related to
missing clothing items for 1 of 1 sampled resident . _ E
(Resident #10). I. Resident #10 individual needs have
been met by addressing the resident
grievance of missing clothing items.
The facility was unable to locate the

Manual.

Findings include:

- The Centers for Medicare and Medicaid

Services (CMS) has outlined the standards of missing ilc.ms. Shc received o
practice regarding ". . . the resident's right to compensation for her loss by receiving
prompt efforts by the facility to resolve grievances new clothing on 10/12/10. Resident

... The intent of the regulation is to support each
resident's right to voice grievances (e.g., . . . lost
clothing . . .) and to assure that after receiving a

expressed satisfaction with the
resolution. Her personal care items are

complaint/grievance, the facility actively seeks a clearly marked with her name.
refs_glution and keeps the resident appropriately
LABORATORY/ERECTOR‘S OR PROVI SUP;LER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/ ; 7 3 Administrator 10-25-10
'}/ el /L/:-{ ‘_.«c.(’&/

Any deficiency statement ending 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 a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. ' ' '
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member (#2) on 09/23/10 at 8:30 a.m., the staff
member recalled Resident #10's cog‘uplaint o'f one month, monthly for three months,
s oy ooy | |21 uarry o ssure procdure s
laundry and the resident's daughter wént through followed for all TSSInG articles. The
her things to lcok for the missing blouses." The results of the audit will be reported to
staff member (#5) was unable to provide any the QA/CQI committee for further -
documentation related to the reported missing recommendations.
clothing. ' :
An interview occurred on 09/23/10 at 8:50 a.m. Date certam 10-28-10 0.
with an administrative nursing staff member (#2). 10-28-10
The staff member stated, "We do replace
misplaced resident's clothing.”
F 224 | 483.13(c) PROHIBIT F 224

§8=D | MISTREATMENT/NEGLECT/MISAPPROPRIAT
N . : .
1. Resident #10’s individual needs
The facility must develop and implement written | have been met by providing a cordless-
policies and procedures that prohibit : : '
mistreatment, neglect, and abuse of residents ca.ll light. Resident #-1 2 moved to ‘.‘00
and iisappropriation of resident property. wing on 9-29-10, and was moved in
' dining room so his back was toward
#10 on 9-23-10.
This REQUIREMENT is not met as evidenced Resident #12 medications have been
by: i : . i . .
Based on observation, record review, resident reviewed b ya pS).'Chlall‘lSt; and primary
interview, resident group interview, review of care physician. His mood is currently
policy and procedure, and staff interview, the stable with no further incidents. Care
facility failed to ensure each resident was free plans have been updated to reflect the
from verbal, physical, and mental abuse by interventions
another resident, for 1 of 1 sampled physically . 1
aggressive resident (Resident #12) who struck put into place.
another resident (Resident #10) and who caused '
other residents to be fearful. Failure to ensure 2. All residents have the potential to
residents are free from abuse by another resident be affected in this area.
placed all facility residents at risk of verbal,
physical, and mental abuse and risk of injury.
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‘| issued In 11/99, stated "PURPOSE, To assure

Findings include:

Review of the faciiity, policy, Abuse and Neglect,
cccurred on September 22-23, 2010. This policy,

that staff are knowledgeable regarding the
reporting and investigative process of abuse and
neglect allegations in the center.

POLICY, The resident has the right to be free
from verbal . . . physical and mental abuse . . .
Residents must not be subjected to abuse by
anyone, including, but not limited to . . . other
residents . . ."

- During an individual resident Interview, on
09/22/10 at 9:45 a.m., Resident #10 reported
Resident #12 “harasses” her at all times.
Resident #10 reported Resident #12 stops the
"harassment" when facility staff are in the area
and Resident #12 resides in a room near hers.
She also reported Resident #12 was in her room,
uninvited, the previous evening. She reported she
told Resident #12 to Jeave, which he did, and she
did not inform the facility staff.

- During interview with a group of facility residents
identified by the faclility as interviewable, on
09/22/10 at 3:00 p.m., Resident #10 reported
Resident #12 struck her in the back and Resident
#10 reported continued fear of Resident #12.
During this interview, Resident #22 reported she
witnessed Resident #12 strike Resident #10.

- Review of Resident #10's medical record
occurred on September 21-23, 2010. The facllity
admitted the resident in 08/05. Current diagnoses
included anxiety, depression, psychosis, panic
disorder, and back pain. Resident #10's annual

B. No other resident to resident
Incidents have occurred. A Staff in-
service scheduled for

Dctober 26" & 27", will alert all staff
o be aware and intervene on all forms
pf abuse, such as harassment,
mimicking, or fearful actions. Social
Worker will interview other residents
who verbalized they might be fearful
pf resident #12. A list of female
Fesidents was reviewed and 10% of
them were chose to audit for any
incomfortable feelings from resident
#12 behaviors, Review policy and
procedures related to resident to
resident abuse. After three incidents
have been reviewed at the Incident
Committee meeting, a care plan will -
pe scheduled with family and entire
Care Plan team for further review.

‘#. LSW or her designee will do an
pudit to ensure that the new system is
pperational. Audits will be done to
monitor resident #10’s fears, and
resident #12°s behaviors, and to
dentify any other residents that have
any uncomfortable feelings about
resident #12°s behaviors. Audits will
be done three times per week for one
month, two times per week for one
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Minimum Data Set (MDS), dated 09/06/10,
identified short term memory problem, no long
term memory problem, independent daily decision
making, expressions of what appear to be
unrealistic fears up to five days per week and
repetitive heaith complaints daily that are easily
altered, and no change in mood.

Resident #10’s current care plan, dated 09/15/10,
stated "Problems . . . Altered mood state . . .
Voice fear of male resident bothering herupto 5
days a week. . . . Plans . . . Reassure staff are
aware and male resident has been talked to.
Check on her frequently. Encourage her to
discuss her feelings with staff."

Resident #10's Physicians Progress Notes, dated
04/28/10, stated ". . . Patient states that she has
been feeling very weak for the past two days. . . .
Nurses indicate that this maybe to some extend
[sic] related to anxiety as there have been certain
problems with other residents, especially at
mealtime and patient has been very sensitive to
these comments. . . . She will be observed to see
if there is a change in status. . . ."

Resident #10's physician orders, dated 07/27/10,
included "Ativan 1 mg [milligram] BID [two times
each day]" for "Anxiety." This is an increase from
1 mg as needed each morning and 1 mg each
evening. Ativan is an anti-anxiety medication.

Resident #10's Interdisciplinary Progress Notes
identified the following:

*02/22/10, 9:00 p.m. - Resident #12 staring at
her, making comments, Resident #10
uncomfortable.

*09/01/10, 7:00 p.m. - Resident #10 "thumped" in
the back by Resident #12. Resident #10 fearful of
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Resident #12.

During interview, on 09/23/10 at 9:05 a.m., a
social work staff member (#5) reported the facility
lacked a written report or investigation of the
incident of 09/01/10 at 7:00 p.m. This staff
member (#5) provided a "Suggestion or Concern"
form dated 09/02/10 regarding Resident #10
which stated ". . . Report of Concern: Res.
[Resident] asked me to stay with her because
[Resident #12] was walking by. She told me he
harassed her every meal. She also said she was
scared he'd come into her room at night. She said
she had told him that she did not like him. |

| reassured [her] that there was staff here to make
sure he did not come to her room.

Investigation: [Resident #12] can be overly
friendly. We have told him this is socially
unacceptable. He states he understands.
Improvement had been noted [with] Lexapro
[anti-depressant medication]. 2 weeks ago
medication decreased. We have seen him
increasingly more 'friendly’ with other residents.
Resolution: We will notify primary physician of
residents [sic] behavioral changes. . . ."

- Review of Resident #12's medical record
occurred on September 22-23, 2010. The facility
admitted the resident in 03/07. Current diagnoses
included dementia, macular degeneration, and
anxiety. The quarterly MDS, dated 09/17/10,
identified short term memory problems, no long
term memory problems, moderately impaired
daily decision making, no change in cognitive
status, persistent anger with self or others up to
five days per week and easily altered, and
independent in locomotion. The MDS, dated
03/17/10 identified socially inappropriate/
disruptive behaviors 1 to 3 days in 7 days, not
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easily altered and deteriorated behavior
symptoms.

Resident #12's Behavioral Resident Assessment
Protocol Summary (RAPS), dated 03/17/10,
stated ". . . Teasing other residents and yelling at
resident in the ding [sic] room. . . . yelled at opther
{sic] in the ding [sic] room, not easily altered. He
talks to someone not there and behaviors are
sometimes present/sometimes not. Receives
meds [medications) as ordered. Was annoyed
with staff and other residents up to 5 days/week.
Heas [sic] encouraged to attend activities and is
provided reassurance as needed. Dx [Diagnosis]
of depression, receives meds as ordered. He saw
[consulting psychiatrist] 01/12/10 and his meds
were increased. [Resident #12's)
condition/diseases make his mood/behavior
patterns unstable. . . . Charge nurse is notofoied
[sic] of behaviors and they are charted as they
occur. He is encouraged to play cards and attend
activities. . . ."

Resident #12's current care plan, dated 06/23/10,
stated

“Problems . . . Altered mood state r/t: Aizheimer's
... m/b: ... Needs to be observed. Makes faces
at other residents. Annoyed with residents/staff
up to 5 days/week. Easily altered. .. . Plans . . .
Reassure. Remind it is not appropriate. ...
Continue to remind him to stay out of female
resident rooms. . . .

Problems . . . Altered behavior rit: Alz.
[Alzheimer's] dementia m/b: h/o [history of]
socially inappropriate sexual behaviors. H/o
yelling at and teasing other residents in dining
room and hallways. Makes faces at other
residents. . . . Plans . . . Inform/remind of other
residents rights/feelings. Followed by psychiatrist.
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Chart behaviors and notify charge nurse. . . .
Charge nurse notify Unit Coordinator, SS [Social
Services], or DON [Director of Nursing] of sexual
behaviors. Notify MD [physician] of sexual
behaviors. Encourage to play cards and attend
activities. Notify POA [Power of Attorney] of any
unappropriate [sic] behavior. Redirect
inappropriate sexual behaviors with conversation
topics such as farming/weather. . . . Gently
redirect away from area of outbursts. Resident
not to push residents. Redirect when he is talking
in female resident's face. Remind of residents
rights and feelings. Monitor residents behavior in
dining room. Redirect if inappropriateness of
behavior. . . ."

Resident #12's current physician orders included
the following medications and accompanying
diagnoses:

*Depakote 250 mg, BID - reactive confusion
*Aricept 10 mg, daily (QD) - Alzheimer's dementia
*Namenda 10 mg, BID - Alzheimer's dementia
*Lexapro 10 mg, QD - depression (started
09/03/10)

On request of the surveyor, on 09/23/10, social
services staff member (#5) provided the facility
Behavior Management Meeting minutes for the
period September 2009 through August 2010.
Review of these minutes included the following
regarding Resident #12:

*October, November, and December 2009
minutes lacked reference to Resident #12.
*01/12/10 - "Was seen by [psychiatrist] teday and
he increased his antidepressant d/t [due to] his
behaviors of getting into other residents space
and scaring women residents in the dining room
over the weekend. He had 1 outburst in the dining
room and staff report he has been wandering to
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the west side a little more than he did." [Resident
#12's room was on the east side.]

*02/11/10 - "He continues to mimick [sic]
residents/staff. He makes faces at other
residents. He likes to be in the center of attention
and is followed by [psychiatrist]. On 01/12/10 his
Lexapro was increased to 15 mg. Continue to
redirect when these behaviors occur.”

*03/09/10 - "Has had several behaviors, teasing
other residents and making faces. We are to
monitor his behaviors in the DR [dining room] and
anyone who hears or sees his behaviors needs to
redirect him immediately about the
inappropriateness of his behaviors.”

*04/13/10 - "Continues to make fun of another
resident who falls asleep while playing cards.
Another female resident is requesting a cordless
call light in case he should enter her room when
she is asleep in her recliner."

*05/11/10 - "His behaviors continue. He has
slammed his walker down hard on the floor,
calling other female res. [residents] inappropriate
names, staring at them - one res. in particular. He
¢/o her talking too much, mimicking her. . . . He
was seen by [psychiatrist] today who started him
on Depakote. His Lexapro was decreased by
[primary physician} on 04/28/10 when he was ¢/o
wt. [weight] gain. We will cont. [continue] to
monitor and report any behaviors."

*06/08/10 - "Continues to mock other residents
and talk about them. He gets upset with a table of
female residents in the dining room that like to
visit and he thinks they shouldn't be 'cackling and
talking' like they do. We will check with [dietary
staff member (#13)] to see what was discussed
when he was approached the last time to change
places in the dining rcom."

*07/20/10 - "Continues to mimic some residents
in the DR, but no confrontation from it. Staff will
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intervene when this happens.”

*08/10/10 - "Continues to minick [sic] other
residents but there's been less reports of it. He
was seen by [psychiatrist] today with no
medication changes.”

Resident #12's Interdisciplinary Progress Notes
for the period January 01, 2010 through
September 22, 2010 identified the number of
incidents of inappropriate behaviors towards other
residents per month and specific examples, as
follows:
*January 2010 - 9 incidents
- 01/05/10, 12 noon - "Noted rubbing a
female resident’s back. When redirected,
continued to do. Lady requested he not
do this.
-01/07/10, 9:00 a.m. - "Sitting by desk.
Talking to a female resident. 'Asked her do
you have to pee pee?' reminded him of
others rights et [and] to give her her space.
Continued to sit by her et play [with] her
food.”
*February 2010 - 10 incidents
- 02/21/10, 6:30 p.m. - "Female resident
complained that [Resident #12] was
‘staring and pointing’ at her during supper,
making her feel uncomfortable. Reassured
her that staff will monitor his behavior. No
further incidents at this time.”
*March 2010 - 3 incidents
- 03/20/10, 6:00 p.m. - "Was harassing
women at dining room table. Would not
leave when asked. Swung at CNA [certified
nursing assistant] and cursed at her when
she tried to redirect him. Spoke with him
about this behavior. Says 'Yeah, yeah, OK.'
Will monitor."
*April 2010 - 3 incidents
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- 04/24/10, 5:40 p.m. - "West side nurse
reported [Resident #12] was pounding his
walker on the floor in the dining room. She
proceeded to say to him 'Stop it, stop it right
now.' He then turned to one of the female
residents and called her a 'bitch.’ Nurse
instructed him that this was inappropriate.
CMA [Certified medication aide] redirected
him . . . He was then taken to his table to eat
[with] no further behaviors. . . ."

*May 2010 - 7 incidents
- 05/08/10, 7:30 a.m. - "Went from table to
table bothering ladies. When redirected him,
he turned around et flipped CNA off. Then
went to another ladies [sic] table and made
faces at her. Redirected again. When he got
to his table he started waving his arms @
[at] nurse. Reminded him this behavior was
inappropriate in dining room or anywhere."

*June 2010 - § incidents
- 06/02/10, 11:30 a.m. -"Bothering ladies at
table b/4 [before] dinner. Gets his face up
to there's [sic] and then has to touch them.
Reminded him of others rights et to keep
moving up to his table."

*July 2010 - 3 incidents
- 07/19/10, 6:30 p.m. - "CNA reports
resident was arguing with a female resident
after supper. He is outside on the swing now.
Will continue to monitor.”

*August 2010 - 5 incidents
- 08/13/10, 7:00 p.m. - "Sitting @ desk talking
to another male resident. [Resident #12]
states ‘How do you like those boobies?' *

*September 2010 - 6 incidents
- 09/01/10, 7:00 p.m. - "Female resident
reports [Resident #12] 'thumped' her on the
back after she told him 'leave me alone’ and
'| don't like you.' See GSS [Good Samaritan
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Society] Form #401. [Incident Investigation
Report].”

Observation, on 09/23/10 at 8:55 a.m., identified
Resident #12 seated in a recliner at the nurse's
station and hallway intersection with his eyes
closed. Resident #10 entered the intersection and
greeted the surveyor, staff, and visited with
another resident. Resident #10 spent
approximately ten minutes in the intersection.
During this time period, observation showed
Resident #12 opened his eyes as Resident #10
voiced her greeting and followed her the entire
time she remained in his sight.

During interview, on 09/23/10 at 11:00 a.m., a
supervisory nursing staff member (#6) reported
she was not aware of Resident #12 entering
Resident #10's room, uninvited. This staff
member identified Resident #12's dementia and
memory loss limited his awareness of his actions.

Residents expressed fear of Resident #12 to
facility staff because of his unwanted physical
contact, striking Resident #10, gestures, and
inappropriate behaviors towards other residents.
Resident #10 expressed fear of Resident #12
which the facility staff and physician attributed, in
part, to "anxiety" and increased her anti-anxiety
medication. The facility staff monitored Resident
#12's behaviors towards other residents and
redirected him with variable success. The facility
identified Resident #12 had a history of sexually
inappropriate behaviors. The facility's
interventions failed to reduce Resident #12's
behaviors and the facility failed to modify the
interventions.

Failure to develop and implement behavior
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interventions for Resident #12 resulted in
Resident #12 striking Resident #10. The facility
failed to address Resident #10's fear of Resident
#12; the facility may have provided Resident #10
an unnecessary increase in her anti-anxiety
medication; and, facility residents experienced ‘
inued verbal, , and ph buse b . .
E%';‘,’Q;’,?t #‘Q‘Zf al, mental, and physical abuse by ) 1. Resident #10 agreed with
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 Good Samaritan Society Oakes

$s=D | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policles and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT Is not met as evidenced
by: -

Based on record review, review of facility policy
and procedure, resident interview, resident group
interview, and staff interview, the facility failed to
implement policies and procedures regarding
investigation of incidents of mistreatment or
abuse of residents by another resident, for 1 of 1
sampled physically aggressive resident (Resident
#12) who struck another resident (Resident #10)
and caused other residents to be fearful, Failure
to report and investigate the incident of striking
another resident, as identified in the facility's
policy, limited the facllity's ability to implement the
appropriate interventions to preventa -

'| reoccurrence, left residents in fear of Resident
#12, and placed all facility residents at risk of
injury.

Findings include:

Review of the facility policy, Abuse and Negiect,

. All residents have the potential

. GSS #401 was completed with

decision to move Resident #12
to 400 Wing closer to the
Nurse’s station on 9-29-10,
and was moved in dining room
so his back was toward #10 on
9-23-10.

to be affected in this area.

investigation on 10-27-10, on-
going since survey. Review of
all concerns over the past
quarter identified no other
resident to resident concemns.
When any alleged abuse
occurs, the resident being
abusive will be removed from
the situation. All alleged abuse
incidents need to be reported to
the charge nurse who will
complete an Incident Report
(GSS #401). The

family/reqpnnqih]e party and
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. will be reported immediately to the center

‘| thoroughly investigated and will prevent further

| - Review of Resident #10's medical record

occurred on September 22-23, 2010. This poalicy,
issued in 11/99, stated "PURPOSE, To assure
that staff are knowledgeable regarding the
reporting and investigative process of abuse and
neglect allegations in the center.

POLICY . . . Residents must not be subjected to
abuse by anyone, including, but not limited to . . .
other residents . . . Alleged or suspected
violations involving any mistreatment . . . abuse . .

administrator . . . The center will have evidence
that all alleged or suspected violations are

potential abuse while the investigation is in
progress. Resuits of all investigations will be
reported to the administrator or designated
representative , . ."

- During an individual resident interview, on
09/22/10 at 9:45 a.m., Resident #10 reported
Resident #12 "harasses" her at all times.
Resident #10 reported Resident #12 stops the
"harassment” when facility staff are in the area
and Resident #12 resides in a room near hers.
She also reported Resident #12 was in her room,
uninvited, the previous evening. She reported she
told Resident #12 to leave, which he did, and she
did not inform the facility staff. -

- During interview with a group of facility residents
identified by the facility as interviewable, on
09/22/10 at 3:00 p.m., Resident #10 reported
Resident #12 struck her in the back and Resident
#10 reported continued fear of Resident #12.
During this interview, Resident #22 reported she
witnessed Resident #12 strike Resident #10.

occurred on September 21-23, 2010. Resident

physician of the resident doing
the abuse will be notified of
the residents’ actions. This
incident report will be
discussed at the next incident
meeting. Investigation of the
alleged abuse will be
conducted by the LSW, DON,
ADM. or their designees’
immediately when an
emergency situation arises.
The Physician will also review
medications. All staff will be
in serviced on
Oct. 26 & 27" on how to
identify potential abusive
behavior and the importance of
reporting any abuse to the
charge nurse. The LSW or her
designee will meet weekly (or
sooner if needed) with the
residents who have complaints
of being abused. Ifthe
resident who is being abused
continues to have concerns
after interventions have been
completed, the
family/responsible party of the
resident doing the abuse will
be notified to have a care
conference with the IDT (inter-
disciplinary team) and
administrator or his designee
~about the alleged abuse
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#10's Interdisciplinary Progress Notes, dated . .
09/01/10 at 7:00 p.m., identified Resident #12 4. LSW or her designee will do
"thumped" Resident #10 in the back and Resident an audit to ensure that the new
#1 0 was fearful of Resident #12. system is operational Audits
On request for-evidence of an investigation for the will be done to review all
incident of 09/01/10, an administrative nursing resident to resident concerns or
staff member (#2) reported a social work staff incident of abuse to ensure
{ member (#5) maintains these files. During facility policy is followed.
interview, on 09/23/10 at 9:05 a.m., staff member Audits will be done three
(#5) provided a “Suggestion or Concern" form 3 ar-
dated 09/02/10 regarding Resident #10 which metsigzrsw:rel;viio%i I;?: ,
stated ". . . Report of Concern: Res. [Resident] P .
asked me to stay with her because [Resident #12] month and one time per week
was walking by. She told me he harassed her for one month. Audit results
every meal. She also said she was scared he'd will be reported to the QA/CQI
come int?h her roocr’n at ni«icjht. She sald she had committee for further
told him that she did not like him. | reassured ; : : :
[her] that there was staff here to make sure he did recommendations. Audits will
not come to her room. be done per Q.A. Coordmator
Investigation: [Resident #12] can be overly and or designee.
friendly. We have told him this is sacially
unacceptable. He states he understands. Date certain 10-28-10
Improvement had been noted [with] Lexapro : 10-28-10
fanti-depressant medication). 2 weeks ago
medication decreased. We have seen him
increasingly more ‘friendly’ with other residents.
Resolution: We will notify primary physicnan of
residents [sic] behavioral changes. .
- Review of Resident #12's medical record
occurred on September 22-23, 2010. The facility
admitted the resident in 03/07. Current diagnoses
included dementia, macular degeneration, and
anxiety. The quarterly MDS, dated 09/17/10,
identified short term memory problems, no long
term memory problems, moderately impaired
daily decision making, no change in cognitive
status, persistent anger with self or others up to

"RM CM$S-2567(02-89) Previous Versions Obsolete

t10/900'd

Event ID:YCTY11

(xvd

Facility ID; ND170

If continuation sheet Page 15 of 57

S585 OE'¥L o0l02/Lziol



PRINTED: 10/13/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
c
B. WING
355095 09/23/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOOD SAMARITAN SOCIETY - OAKES 213 N 8TH ST
OAKES, ND 58474
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
F 226 | Continued From page 15 F 226

five days per week and easily altered, and
independent in locomotion. The MDS, dated
03/17/10 identified socially
inappropriate/disruptive behaviors 1 to 3 days in 7
days, not easily altered and deteriorated behavior
symptoms.

Review of the facility's monthly Behavior
Management Meeting Minutes for the 12 month
period September 2009 through August 2010
showed the facility staff discussed Resident #12's
inappropriate behaviors at the 8 consecutive
meetings, January through August 2010. Review
of Resident #12's Interdisciplinary Progress Notes
identified the resident's continued inappropriate
behaviors towards facility residents, including the
following:

*09/01/10, 7:00 p.m. - "Female resident reports
[Resident #12] ‘thumped' her on the back after
she told him 'leave me alone' and 'l don't like you.'

During interview with an administrative
management staff member (#1), on 09/22/10 at
6:00 p.m., this staff member reported he was not
aware of the incident on 09/01/10.

Resident #12 demonstrated inappropriate
behaviors for an extended period of time.
Resident #22 witnessed Resident #12 “thump"
Resident #10 on the back on 09/01/10. The
facility staff documented the incident in Resident
#12's and Resident #10's medical records. The
facility staff identified an Incident Investigation
Report in the medical record, however the facility
was unable to provide evidence the form had
been completed. Resident #12 continued to
"harass" Resident #10 and demonstrated
inappropriate behaviors towards other residents.
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it is unknown if the facility staff completed the
Incident Investigation Report form. The facility did
not have a record of the investigation, and
administrative management staff were not aware
of the incident. Failure to investigate the incident
resulted in Resident #12's continued harassment
of Resident #10, Resident #12's continued
inappropriate behaviors towards other residents,
limited the facility’s ability to prevent further abuse
during the investigation, and limited the facility’s
ability to implement appropriate corrective action. 1..For Resident # 3 Care Plan was
F 248 | 483.15(f)(1) ACTIVITIES MEET F 248

updated on 10-18-10 to meet the

= /NEEDS OF . . .
§8=D| INTERESTS S OF EACHRES resident’s physical, mental and

The facility must provide for an ongoing program psychosocial well-being. Resident
of activities designed to meet, in accordance with #3’s choice is to stay in her room
the comprehensive assessment, the interests and . and never was on strict Isolation.

the physical, mental, and psychosocial well-being

of each resident. Resident # 4 expired on

10-15-10.
This REQUIREMENT is not met as evidenced 1. All residents in Isolation have
by: the potential to be affected by

Based on observation, record review, review of s - .
facility policies, review of professional literature, belpg 1solz}ted and not getting
and staff interview, the facility failed to provide an their Physical. Mental and
ongoing program of activities for 2 of 2 sampled psychosocial well-being met.
residents (Resident #3 and Resident #4) placed
in isolation. Activities are an integral component
of residents' lives and failure to implement an s AFT vt
individualized activity program to respond to the 2. The activity staff will be .
interests and current capabilities of the residents educated about a new Activity
has the potential to affect their physical, cognitive Program for Isolation

and emotional health. Residents, by the Activity

Director and the Nursing staff
will be educated on the

The Centers for Medicare and Medicaid Services importance of the resident’s
(CMS) has outlined the standards of practice Physical, Mental and

Psvchosocialneeds _In service

Findings include:
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*09/22/10 at 8:00 a.m., 8:20 a.m., 8:35 a.m., 8:50
a.m., and 9:30 a.m., Resident #4 sitting in
wheelchair facing the door to the room. The
window to reom behind the resident's wheelchair.
Lights dimmed and drapes closed. Silence in
room. Untouched breakfast tray on bedside table.

Review of Resident #4's medical record on
September 21-23, 2010 identified the resident's
diagnoses included cataracts, anxiety,
depression, deconditioning, and
extended-spectrum beta lactamase (ESBL)
[infection resistant clinically to all penicillins]. The
resident wears glasses and hearing aides. The
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| regarding activities which states the facility must 12573? heduled for Oct.26™ &
identify each resident's interests and needs, and .
involve the resident in an ongoing program of
activities that is designed to appeal to histher 3. Activity Supervisor or
intergsts ;emld to Ienfhar?cg thle resident’s highest Designee will complete audits
ggﬁgﬁgg a?\\;felﬁbZinygs ical, mental, and on the care plan and charting
) of the Isolation residents to see
Review of the facility's policy, titled "Philosophy that they are receiving
and Objectives of Activity Services" occurred on adequate social interactions to
((339;23410 Tr;is -I;_)olicy, Levised 01/9:, tSta'ttid' " meet their Physical, Mental
jectives: 1. To reach every resident wi . o
individualized consideration. . . . 4. To provide Tdd!)sy"l.’l‘l’sg’czial well bi‘lngf'
meaningful socialization. 5. To provide mental udits will be done weekly for
activities to stimulate . . . cognitive ability. . . . 7. three months, then quarterly.
To provide opportunities for the resident to Audit results will be reported
participate in personal choice programs. . . ." to the QA/CQI committee for
- Observation identified the following: furt;'{er refi;)rglrr:iendatlons.
* 09/21/10 at 4:45 p.m., Resident #4 sitting in Audits will be done per Q.A.
wheelchair facing the door to the room. (The Coordinator and or designee.
resident requires extensive-to-total assistance :
with trgnzfegst:ndéguczf:?;ionﬁ) Tlhﬁ VYiﬂSPVl:ttO 4. This is our allegation of
room behind the resi wheelchair. Lights . e
dimmed and drapes closed. Silence in rcom. compliance as of 10-28-10

10-28-10
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significant change Minimum Data Set (MDS),
dated 08/10/10, identified short term memory
impairment, moderately impaired daily decision
making skills, loss of interest, awake morning and
afternoon, involved in activities 1/3 to 2/3 of time,
and general activity preferences: cards/other
games, music, reading/writing, spiritual/religious
activities, walking/wheeling outdoors, watching tv
and talking/conversing. The Psychiatry Report,
dated 08/10/10, indicated the psychiatrist
increased Resident #4's Prozac (anti-depressant
medication) from 20 mg to 30 mg [milligrams] po
[by mouth] qd [daily].

Resident #4's comprehensive care plan, dated
08/18/10, stated, ". . . Problems . . . Diversional
Activity Deficit . . . Approaches . . . Invite, assist
and encourage to attend activities, Set-up activity,
1:1 visits 1 x weekly, Religious/musical therapy
and functions/games/movies/lady functions,
Special entertainment/social hour as desires,
Outside/van rides as desires, Assist in w/c to
activities, and Fold towels as desires." The facility
did not update the resident's activity care plan
after she was placed in isolation.

Resident #4's Activity Participation Record, dated
08/01/10 - 09/23/10, identified the following:
August 2010

* No activities on 6 of 31 days

September 2010

* No activities on 11 of 23 days

* No activities on 5 of 9 days in contact isolation
(September 14-22, 2010)

* Unable to attend on 2 of 9 days in contact
isolation (September 14-22, 2010) .

* 1.1 only activity of day on 2 of 23 days

* 1:1 only activity of day on 2 of 9 days in contact
isolation (September 14-22, 2010)
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Weekend Days
* No activities on 7 of 15 weekend days (Saturday
or Sunday)

- Review of Resident #3's medical record on
September 21-23, 2010 identified the resident's
diaghoses included anxiety, psychosis, and
ESBL. The quarterly MDS, dated 08/17/10,
identified short term memory impairment, some
difficulty with daily decision-making in new
situations, awake morning and afternoon,
involved in activities 1/3 to 2/3 of time, and
general activity preferences: music,
reading/writing, spiritual/religious activities,
trips/shopping, walking/wheeling outdoors,
watching tv and talking/conversing.

Resident #3's Activity Participation Record, dated
08/01/10 - 09/23/10, identified the following:
August 2010

* No activities on 15 of 31 days

* No activities on 6 of 9 days in contact isolation
(August 10-18, 2010)

* 1:1 only activity of day on 5 of 31 days

* 1:1 only activity of day on 1 of 9 days in contact
isolation (August 10-18, 2010)

September 2010

* No activities on 12 of 23 days

* 1:1 only activity of day on 7 of 23 days
Weekend Days

* No activities on 11 of 15 weekend days
(Saturday or Sunday)

During an interview on 09/23/10 at 11:35a.m., a
management activity staff member (#8) stated,
"One-to-one visits mean we talk to the residents,
turn on the tv, have music on in their room, give
them things to read or read to them. . . .
One-to-one visits usually take 5-10 minutes.”
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The facility staff failed to provide a meaningful
activity program responsive to Resident #3 and
Resident #4's medical needs. .
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$8=p | RELATED SOCIAL SERVICE

'maintained the highest practicable physical,

The facility must provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well