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F 250 483.15(g)(1) PROVISION OF MEDICALLY F 250 allegation of compliance.

§$=D RELATED SOCIAL SERVICE

The facility must provide medically-relaled social
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT s not met as evidenced
by:

Based on observations, staff interviews and
record review, the facility failed to provide
recommended follow-up services for 1 of 3
sampled residents with behavior
concerns(Resident #94).

The findings included:

Resident #94 was admitted to the facility on
9112112, The cumuiative diagnoses included
hypertension, dementia with behaviers, right
temporal intracranial hemorrhage and delusions.
The quarterly Minlmum Data Set { MDS) dated
4116713, revealed Resident #94 had cognition and
behavior problems and required extensive
assistance with activities of daily fiving.

Review of the care plan dated 3/4/13 identified
the behavior problems as, physically abusive,
socially inappropriate, verbally
abusive(threatening) with physical attacks, puliing
firm alarms, breaking furniture, cursing staff and
wandering. The goals included Resident #94
wauld not harm self or others secondary to their
behavior, would have fewer episodes of
threatening, physical attacks, breaking furniture
and cursing staff jess than weekly. The

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
correction Is prepared and/or executed solely because
it is required by the provisions of federal and state law.

F-250

Resident #94 was seen for a follow up visit 7/18/2013

on_6/25/13__ by Dr. Williams (Geriafric
Neuropsychiatry).

A chart audit was performed by the Director
of Nurses, and Staff Development
Coordinator on current resident population
with behaviors to ensure follow-up of
Geriatric Neuropsychiatry appointments’
have been followed-up or scheduled as
indicated.

The Social Services Director have been re-
educated by the Executive Director
regarding the procedure for scheduling and
follow up of Psychiatry visits for residents
with behaviors. This protocol will be
included in the new employee orientation
program for social services staff.

The Director of Nurses or Executive
Director will audit five resident records with
behaviors 2x weekly for 4 weeks then
weekly x4 to ensure that follow-up
Psychiatry appointments have occurred as
ordered.

Data results will be reviewed and analyzed
at the centers monthly Performance
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approaches included, report to physician in new
or acute behavior status, provide
non-confrontational environment for care,
anticipate care needs and provide them before
the resident becomes overly stressed, explain
care to resident in advance, in terms resident
understands, investigate/monitor need for
nsychological/psychiatric support. Provide
services if desired and as ordered by physician,
invite/encourage activity programs consistent with
interest, monitor behavior episodes and attempt
to determine under lying cause. Consider
location, time of day person involved and
behavior assessment, monitor the effect of the
medication and report to the physician. 2.
Psychotropic drugs use related to mood
indicators/anxiety. The geal included that
Resident #94 would be free from signs and
symptoms of adverse consequences of
psychotropic drug use through next review and
would receive the least dosage prescribed to
ensure maximum functional ability both mentally
and physically. The approaches included consult
psychiatric services as needed, document
mood/behavior issues every shift (see monitoring
behavior log), observe for behavioral symptoms
directed toward others (fhreatening, screaming,
cursing etc), observe for behavioral changes not
directed toward others, and administer
medication as ordered.

Psychoactive medication quarierly evaluation
dated 3/16/13, revealed that Resident #94
presented with verbal threats of abuse.
The(named) medication was increased from
0.125mg bid {twice a day) to 0.25mg bid and the
last dose reduction done on 12/11/12.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constifute admission or agreement by the ]
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law,

Improvement Committee Meeting for 3
months with_a subsequent plan of correction
as needed.
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dated 3/19/13, revealed the diagnosis as
dementing iliness with associated behavioral

visit scheduled or documented in record.

record last documented behaviors on 3/29/13.
There were no other records presented when
requested for any current noted behaviors for
April, May or June.

During an observation on 6/18/13 at 11:00 AM,
Resident #284 was in ancther resident ' s room
yelling/cursing telling resident she was going to
kick someone ' s butt.

During an observation on 6/18/13 at 2:30 PM,
Resident #94 was In hallway near dining room

Inappropriale language. .
During an interview attempt on 6/18/13 at 3:28
PM, Resident #94 hegan to use inappropriate

someone’ s bult.

During an interview on 6/20/13 at 8:46AM, the

relied on the neuropsychiatry services 1o make
the necessary medication changes or

Review of the Geriatric neuropsychiatry services

symptoms with targeted behaviors as elopement
and delusions. The plan was for a follow-up in 8
weeks for Resident #94, There was no follow-up

Review of the Behavior/intervention monthly flow

verbalizing profanity at another resident and using

language and cursing, verbalizing desire to kick

physician indicated that when a resident had an
on-going behavior/ psychiatric history he would be
refer them to geriatric psychiatric services and he
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adjustments based on their
assassment/condition of the resident. After

319413, plan for follow-up 8 weeks. The
physician confirmed that Resident #94 should

he added that he was aware of Resideni #94
inappropriate verbal, physical and social
behaviors and acknowledged in the physician
progress note 6/10/13, that Resident #94
behaviors had not been addressed. The

the process for who should follow-up with
referrals needed for psychiatric services. The
physician added that Resident #94 should have

or discontinue the medication.
During an interview on 6/20/13 on 8:54AM, the

was responsible for ensuring that referrals and

behaviors, which included pulling fire alarms,
verbal abuse, resist care, attempt to hit others.

recommendations and make appointments to
ensure residents receive proper services, The
DON reviewed the record and confirmed that
Resident #94 should have received a follow-up

since Resident #94 behaviors had decreased.
The DON also reviewed behavior intervention
monthly flow sheet from 4/2013 through 6/2013
and confirmed there were no behavlors
documented.

review of the record and the fast svaluation dated

have been re-svaluated a month ago. In addition,

physician also indicated that he was unaware of

been reviewed {o determine the need o continue

director of nursing indicated that the social worker

follow-up were done for specialized services. The
DON indicated Resident #94 had a fong history of

The expectation was the SW would follow-up on

visit and a determination whether to continue the
current medication should have been evaluated,
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During an interview on 6/20/13 at 9:12 AM, the

social worker Iindicated that she was responsible

for making appointments for residents that

reguired follow-up services for specialized care.

SW indicated that on 2/19/13-2/20/13 was the last

time she documented that Resident #94 had

behavior concerns. She added that untess there

was an active or current concern the resident

would be placed on a list for follow-up. Soclal

worker reviewed the last svaluation dated

3719113, and confirmed the plan for follow-up dus

8 weeks from the date noted and indicated a call

should have been placed to the neuropsychiatric :
services and Resident #94 should have been !
seen per the last evaluation. :

Buring an obssrvation on 6/20/13 at 2:30 PM,
Resident #94 was in the hall at nurses sfation #2
pointing finger at another resident using
inappropriate language and telling other resident
she was going to kick someone buit in the
building.

During an interview on 6/20/13 at 2:59 PM, the
administrator indication the expectation was for
the SW to make the necessary referrals and
follow-up appointments for all residents who
utilizes specialize services. The social worker
was responsible for monitoring and ensuring that
follow-up appointments were done In accordance
to recommendation using the facility protocol.

F 463 483.70(f) RESIDENT CALL SYSTEM -

ss=g ROOMS/TOILET/BATH

The nurses’ station must be equipped to receive
resident calls through a communication system

F 250

F 483
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; i This Plan of Correction iIs the center's credible
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from resident rooms; and toilet and bathing
facilities. Preparation and/or execution of this plan of correction
does nof constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
, . . set forth in the statement of deficiencies. The plan of
This REQUIREMENT is not met as evidenced correction is prepared andior executed solely because
by: it is reguired by the provisions of federal and state law,
Based on observation and staff interview the 8/2013
facility failed to provide a functioning call light for © Residents rooms 14B, 19B, 30B, 34C, 354, 7/1
12 of 82 residents. : 48A, 494, 37A, (44A, will keep tap bell due
N to tying call bell around neck.) 28A, 22B,
The Findings included: 208, 198, call beils are functioning
properly.

Cbservation on 6/17/13 at 12:34 pm revealed

Bed 148 cali bell was not functioning. When An audit was completed by the Staff

tested, the call ball could not be activated. Development Coordinator (SDC) and the
Maintenance Director on all residents call
bells fo ensure proper functioning. Call bells
that were identified through this process

Chbservation on 6/17/13 at 3:30 pm revealed Bed
19B did not have a push button. When tested,
the cail bell could not be activated.

were replaced as needed.
Observation on 6/17/13 at 3;23 pm revealed Bed , . .
308 call bell did not function whgn tested. The Maintenance Director and the SI?C in
serviced the licensed nurses and Certified
Observation on 6/17/13 at 4:15 pm revealed 12 Nursing Assistance to the centers protocol
call ights were not opgrablg, Resident rooms for chfzcking calt bell ﬂmctl_on daily and
$30B, 34C, 35A, 48A, 49A, 37A, 43, 28A, I?28, reporting call bell maifunction to the
20B, 19B, and 14B. A manual bell was observed Licensed Nurse who will immediately
for resident bed 44A to be af the bedside table. change out the call beit cord and complete -
These rooms were observed to have residents Maintenance request form. The SDC will
residing in them. include the above in-service in the
orientation program for licensed nurses and
The Administrator was made aware of the call bell certified nurses assistants.

concerns on 6/17/13 at 4:15 pm.

The Maintenance Director, or the SDC will
A review of Maintenance Request for the month audit ten resident call bells 3x weekly for 4
of June 2013 revealed a total 9f 3 maintenance weeks then ten call bells 2x weekly for 4
requests. Nurse Station 1 maintenance request weeks then weekly x4 to ensure proper
binder revealed one maintenance requsst in functioning and ongoing compliance
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regards to call bell function on 6/8/13. Nurse
Station 2's maintenance request binder had no
maintenance request for the month of June 2013,

Interview with the Maintenance Direclor on
6/20/13 at 8:47 am revealed, all call bells were
physically checked by all staff on 6/17/13. The
Malntenance Director indicated that a
Preventative Maintenance Task Sheet is
completed once monthly. The preventativa
Maintenance Task Sheets for Nurse Call System
identify ail components of the nurse call system
are functioning. The Maintenance Director
indicated that staff were to fill out maintenance
request forms located at each nursing station in a
binder. The Maintenance Director stated that on
occasion staff will verbally notify the Maintenance
Director of a maintenance concern and not write it
on a maintenance request form. The
Maintenance Director stated he had put additional
call bells at the nursing station yesterday
{6/19/13) at station 1. The Maintenance Director
stated that extra call bells were always available
and accessible to siaff. The Maintenance
director indicated the malfunction with the call
light system could have been the call lights itself
or the nursing call system at the nursing stations.
The Maintenance Diractor revealed he was
unaware of any call bells not functioning until
6/17/13 when it was communicated by Nurse #1.

Interview with NA #1 on 6/20/13 at 9:10 am
revealed she did not check the facility call lights
for maintenance. NA#1 indicated that when
residents were newly admitted to the facility she
demonstrated how to use the call light. in the
instance a call light was found not to be working,
NA#1 would fill out a work order and

‘allegation of compliance.

Preparation andior execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts afleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared andjor executed solely because
It is required by the provisions of federal and stete law.

Data results will be reviewed and analyzed
at the facility’s monthly Performance
Improvement (PI) Committee Meeting
monthly for three months with a subsequent
plan of correction as needed,
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storms had come through the area recently and
could be a result of the call bells malfunctioning.
The Administrator stated there wasn't any way
that the facility could have been made aware of
the call bell system being down until the next
maintenance round during the checks of the call
lights. The Administrator indicated that it was her
expectation that call lights are operational for
residents or resident are provided an alternalive
for calling for assistance. in the instance a
resident has a broken call light it shoutd be
replaced.
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communicate the issue with Maintenance. NA#1
did not report or noticed any malfunctioning call
beils.

Interview with Nurse #1 on 6/20/13 at 1:46 pm
revealed maintenance did preventalive
maintenance checks with the resident call
system. Nurse #1 further revealed NAs are not
provided direction to check the call bell for
function but to ensure residents call lights were
within reach of the resident. Nurse #1 was not
aware of any non-functioning light until 6/17/13
when it was comimunicated to her by NA #3.

Interview with NA #2 on 6/20/13 at 9:18 pm
ravealed resident call lights were placed within
reach of the resident or attached directly to the
resident. NA#2 stated she did check the calt
bells for functioning prior to exiting the resident's
room. NA#2 indicated that in the instance a call
light was found not to be working, a work order
would be completed and placed in a binder
located at each nurse's station. NA#2 was not
aware of any call lighis not functioning.

An Interview with the Director of Nursing (DON}
on 6/20/13 ai 10:32 am revealed the facility
becomes aware of malfunction call bells by NA's
that communicating the call lights are not
working. The DON included family and residents
also make the facility aware when call bells were
not operating. The DON indicated that the NA's
were aware that extra ¢all lights were located at
the nursing station. The DON could not recall
when the exira call bells were placed at the
nurse's siation. The DON stated that from a
nursing standpoint there is no system for
checking the function of the call lights. NA's

FORM CMS-2567(02-99) Previous Versions Obsolete Evenl ID:KZWD 11 Facifity ID: 923268 If continuation sheet Pags 8 of 10




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/05/2013

responsibility is to ensure the call fight is within
reach of the resident. In the instance there is a
cali light found to not be working staff would take
a working call light from an empty resident room
and replace the used light for an operational call
light. NA's do not necessarlly check the call bell
for function. The DON indicated that she did not
locate any call bells not functioning on the
8/17/13. The Mainlenance director held an
inservice on 6/17/13 at 4:17 pm fo notify the NA®
s to check all resident call lights. Nurse #1
approached the DON and communicated a call
light was located without a red push button and
immediately had staff check all the call lights.
The DON stated that 8 calt lights were identified
as not working on 6/17/13. The Rooms identified
were 14B, 19B, 20B, 22B on one hall, and 35A,
48A, and 49A, 37A on another. The DON stated

B beds on one hall and A beds on another. The

immediately. The DON indicated that it was her
expectation that a malfunctioning or broken call
light be reportad and replaced immediately.

Interview with the Administrator on 6/20/13 at
2:00 pm revealed Maintenance has a
preventative maintenance book that he checks
once a month that included resident call lights.
The maintenance director orders and changes

placement. The Administrator stated that NA# 1
would be able lo communicate the time that the
call light was identified as not working, and as a
result an inservice was initiated. The
Administrator also communicated that an outside
agency also had come info the facility to check
the system. The Administrator indicated that

that the call lights were identified as a pattern with

DON stated that an action plan was put into place

call lights routinely, The NA's check call lights for
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storms had come through the area recenily and
could be a rasult of the call belis malfunctioning
The Administrator stated there wasn't any way
that the faciiity cauld have besn made aware of
the call bell system being down untll the next
maintenance round during the checks of the call
lights. The Adminlstrator indicated that it was her
expectation that call fights are operational for
residants or resident are provided an alternative
for calling for assistance. In the instance a
rasident has a broken call light it should ba
replaced.
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following conditions are met; (1) Air handling
units must be equipped with smaoke detectors.
(2) There must be a complete corridor smoke
detection system. (3) Smoke detectors must be
Wired to the fire alarm system. (4) Fire alarm
system must shut down all air handiing units
whe activated.
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K Q00 INITIAL COMMENTS K 000 This Plan uf Corvecilon is the cenier's vradibie
ullsgation of compliunce. N
This Life Safety Code(LSC) survey was ) . _
. ion wdfor avecittion of this plan of corréction
conducted as per Tije Code of Federal Register Z:Siir‘r;}::rg}r:mffme s v agreensny by e
at 42CFR 483.?0(3), using the 2000 Existing pravider of the futh of #he faess alleged or conclusiong
Health Care section of the LSC and its referenced sot furih in e ,-w,m;m %dﬂ‘wis:rrjicf. 7{'?1; ﬁ;gt
ublications. This building is Type I} construction, cokvection is prepared undfor exvented so :
gne story, with a completge aJtzfnatic sprinkler itis requlred by the provisions of federal and stase fav.
system. -
The deficiencies determined during the survey .
are as follows: .
K067 | NFPA 101 LIFE SAFETY CODE STANDARD KO&71 xo67
§8=D
Heating, ventilating, and air conditioning comply Walver Request ) e cauinped
with the provisions of section 9,2 and are jnstalled 1, All gir- handling unics are cquipp Tuly 19, 201
in accordance with the manufacturer's with smoke detectors "
specifications.  19.6.2.1, 8.2, NFPA 80A, 2, All sorridors are equipped wit
18.5.2.2 smoke detoctors. o
' 3. All smoke detoctors are wirgd into
the fire alarm system. . -
4. Fire alarm system shuts down all air
handling units when activated, )
This STANDARD s not met as avidenced by:
At the time of survey, the facility was using the
corridor as a return air plenum. Note! [f a waiver
is requested, the provider must cerfify that the
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Any deflciency statement ending with an asterisk {") denotes a dalic!ency\whmn:t‘h)L
sther sofeguards provide sufficient profaction to the patisnis, {Sne instructions.)
‘ollowing the date of survay whether or not & plan of ectregtion s provided, Forn
fays loliowing the dase these documeants are made available to the faclity. 1 de

wogram participation,

Except for n

s instiution may be excused fmrﬁ correcting providing it iDdetermined that

ursing homes, tha findings stated abova are disclozablo 80 days

ursing hamos, the above fndings and plans of corection are diselosabla 14
ficiencles aro clted, an approvad plan of correction Is requisite to continued
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