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F 225 483.13(c)(1){i)-(ii)), (c)(2) - (4) STAFF F 225
s8=D | TREATMENT OF RESIDENTS F225 - Staff Treatment of Residents
The facility must not employ individuals who have
been found guilty of abusing, neglecting, or The $15.00 was refunded to resident
mistreating residents by a court of law; or have #6 on 6/12/08
had a finding entered into the State nurse aide .
registry conceming abuse, neglect, mistreatment Thdellast 4 mogths of grievances
of residents or misappropriation of their property; and/or alleg.an'ons of
and report any knowledge it has of actions by a misappropriation of resident property
court of law against an employee, which would | | have been reviewed by IDT team to
| Indicate unfitness-for service as anurseaide of - - | - - [ engyie incidences have besn S
other facility staff to the State nurse aide registry ! inve ted. M 3 all Oqu Cals in W—Cw desee
or licensing authorities. | 3 ﬁ:" gz% d/G b Gut beeA, £red- ~
- ! & or nusappropn
The facility must ensure that all alleged violations of funds will be reviewed at the AM q 9(6
involving mistreatment, neglect, or abuse, meeting daily to ensure that no
including injurles of unknown source and
misappropriation of resident property are reported ; ab_use, nogl ?Ct. and/or .
immediately to the administrator of the facility and misappropriation of resident property
to other officials in accordance with State law has not occurred and appropriate
through establishad procedures (including to the follow up has been completed. .
State survey and certification agency). Educations completed by 7/9/08 for
The facility must have evidence that all alleget employees on resident rights,
violations are thoroughly investigated, and must i abuse/neglect and misappropriation
prevent further potential abuse while the of resident’s property.
investigation is in progress. Audits to be conducted on all
The results of all investigations must be reported : EIIEVances and g]}egatmns of s
"I 'fo the administrator or his designated abus&/iisappropriation of resident’s
rapresentative and to other officlals In accordance property, daily for one month and
with State law (including to the State survey and - weekly for 2 monfths and missing
certification agency) within 5 working days of the . items to be investigated within 5
incident, and if the alleged violation is verified working da
appropriate corractive action must be taken. i 8. . .
Trending and tracking will be done
on a weekly basis and taken to QA &
. Atobe reviewed.
This REQUIREMENT is not met as evidenced AL

LABQRATORY DIRECTOR'S OR lDERfSUPPLI ER REPRES 'S SIGNATURE TlTLE (X6) DATE
40’ *YLWM ’7/2 of

Any deflciency statement ending with an astarisk (*) denotes gd/ Bficiency which the institution may be excused from cerrecting mwdlng it Is datermined that
oiher safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, Bove are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing hormes, the above fii gorrection are disclosable 14
days following the date these documents are made avaflabie to the facliity. [f def c!ancles are clied, an approved plan of correctmn is requisite fo continued
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Based on staff interview and raview of grisvances
and infernal investigations, the facility failed to
report one of one allegations of theft from sample
resident #6 to the proper officials in accordance
with Federal regulation and State statute, In
addition, the facility falled to maintain evidence
the allegation was thoroughly Investigated and the
results reported as required. The findings were!

|-Review oFa‘grievancereport deted 5/24/08at [~ ~ "
6:30 PM showed resident #6 reported s/he was
missing $15. The resident identified the missing
money as $8 in coins and $9 in bills, Writien on l ﬁg
the back of the grievance report was "Long .-] q
wkend fweekend), found out on the 27th.” Review

of internal reports showed there was no
invastigation of this allegation. The following
concerns with failure to thoroughly investigate and
report this allegation were identified:

a. The administrator was not informed of the
allegation until 5/27/08, more than 60 hours after
it ocourred.

b. During an interview on 6/12/08 at 11.65
PM, the administrator stated he interviewed the
resident and "everyone on the shift" However,
nen-nursing employees, visitors, and other
residents or family members were not
guestioned. -

c¢. Puring the aforementioned interview, the
administrator confirmed he did not notify the
police, complete a written report of the facility's
investigation, or nofify required officials of the
results of his Investigation.

d. On 6/12/08 at 2:15 PM, the director of
nurses stated the adminisirator informed her that
he did not report the allegation of theft to the
Department of Family Services.

Review of "Title 35: Chapter 20 - Adult Protective
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a comprehensive, accurate, standardized
reproducible assessment of each resident’s
functional capacity,

A facility must make a comprehensive
assessment of a resident's needs, using the RAI
specified by the State. The assessment must
include at least the following:

ldentification and demographic information;
Customary routing,

Cognliive paftemns;

Communication;

Vision;

Mood and behavior paiterns;

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

“Thig fcility wirstcomduet initisily “and periodically |

- R Q'éomprehensi{re assessments

~ Resident #1, #2, #3, #4 and #5 were
. reviewed on 7/3/08 for
~ comprehensive assessment by the .
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' Services 35-20-103" showed "{g) Any person or
agency who knows or has reasonable cause to
belfeve that a vulnerable aduit is being or has
been abused, neglected, exploited or abandoned
or is committing self neglect shall report the
information immediately to a law enforcement
agency or the department.”
F 272 | 483.20, 483.20(h) COMPREHENSIVE F 272
s5=E | ASSESSMENTS

[ahs

IDT team, for causal and

+ contributing factors identified in

each RAP summary. Care plans and
care cards updated for current

| interventions as appropriate for each

resident, .

IDT team have reviewed all incident
and accidents in the last 3 months

Disease diagnosis and health conditions;
Dental and nutritional status,

Skin conditions;

Actlvity pursuit;

Medications;

Special treatments and procedures
Discharge potential;

Documentation of summary information regardmg
the additional assessment performed through the
resident assessment protocols; and
Documentstion of participation in assessment.
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This REQUIREMENT is not met as evidenced
by: . . . .
Based on medical record review and staff and identified residents with

interview, the facility failed to provide
comprehensive assessments related to falls for
five (#1, #2, #3, #4, #5) of five sample residents
at risk. In addition, comprehensive assessments

1. Review of the current Resident Assessment
[nstrument (RAI) Minimum Data Set (MDS)
assessments for residents #1, #2, #3, and #5
showed each resident required a comprehensive
assessment for falls. Further review of the record
showed all causative and contributing factors
were not identified. Each Resident Assessment
Protocol (RAP) summary documented the
resident as at risk for falls due fo consumption of
a medication or medications and, in the cases of
residents #1 and #2, because of having sustained
a previous fall. Factors such as quadriplegia,
amputation, spina bifida, Parkinson's, weakness,
impaired vislon, and impaired respiratory function
were not addressed in the summaries. Interview
with an MDS coordinator, employee #3, on

. significant change. Causal and
contributing factors identified in
each RAP summary. Care plans and

~ care cards have been wpdated for
- ewrrent-intterventions as appropriate
-for each resident. .
DON or designee will audit MDSs
and RAP surmmaries to ensure cansal
and contributing factors have been
| addressed in the RAP summary and
Care plans and care cards have been
updated. Audit to be done for all
MDSs due in one month, and then 5
MDSs due each month for 3 months.

+ Trending and tracking will be done
on a weekly basis and taken o QA &
A to be reviewed.

[abe

6/12/08 at 2:30 PM verified that all causative and_|

contributing factors were not assessed. She also
stated this was the way they were taught fo do the
assessments.

2. Medical record review showed resident #4 was
frequently hospitalized and returned to the fachity
on Medicare, Each time, the appropriate
Medicare MDS forms were completed, but
comprehensive assessments were lacking.
According to the 3/6/08 Medlcare MDS, the
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‘quarierly review instrument spacified By the Stats |

_| confirmed no quarterly MDS assessmeant had

A facility must assess a resident using the

and approved by CMS not less frequently than
onhce avery 3 months,

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to complete quarterly
assessments as required for one (#4) of four
sample residents who needed that typs of
assessment. The findings were:

Review of the Minfmum Data Set (MDB)
assessments for resident #4 showed the last
quarterly assessment was dated 10/3/07. On
5/12/08 at 4:25 PM an MDS coordinator,
employee #3, reviewed the assessments and
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resident did require a comprehensive assessment
for falls. At 4:25 PM on 6/12/08, employee #3
reviewed the medical record and reported she
checked the computer records. She stated an
RAIl assessment had not been completed since
January 2007 (more than 17 months prior to
survey date).
F 276 1483.20(c) QUARTERLY REVIEW ASSESSMENT F 276
85=D | F276 - Quarterly review assessment

assessments.

A comprehensive assessment
corupleted on resident #4 on 6/17/08.
Subsequent quarterly assessments
have been scheduled quarterly. l p
A “Tickler File” ran 6/30/08 to 1
identify possible late or rmssmg

Education to be conducted for IDT

team to ensure that all assessments

scheduled will be completed and

signed by RN in a timely manner.

Computer generated “tickler” file

will be ran weekly for review of late

or missing assessments. File will be

reviewed by, DON, MDS

been completed since that date,

_ coordinator and RCMD. MDS

"~ Ato be reviewed.

l

assessment schedule will be ‘
reviewed at each IDT.

Trending and tracking will be done

on a weekly basis and fakento QA &

|
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