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The activities program must be directed by a 'Q<v Resident #16 had progress note in 1/j2/ob
qualified professional who is a qualified computer dated 5/18/06 & 7/31/06.
therapeutic recreation specialist or an activities ; i -
professional who is licensed or registered, if The Thempe?;m R;‘;‘,:,"at“m Assess
applicable, by the State in which practicing; and is ment for Resident was com-
cligible for certification as a therapeutic recreation . pleted on 9/23/06. The Therapeutic

specialist or as an activities professional by a ¢ Recreation Assessment for Residen
recognized accrediting body on or after October #5 will be completed by 10/13/06.

1, 1990; or has 2 years of experience in a social All activi R
or recreational ram within the last 5 years; 1 All activity progress notes on Res-
e ye idents® #2.3,5,8.9,10,12,15,16 &

of which was full-time in a patient activitics y :
program in a heaith care setting; or is a qualified 17 will be co-signed by MRTS on -
10/13/06. An audit of all current

occupational therapist or occupational therapy
assistant; or has completed a training course residents was conducted and any
activity progress notes lacking co-

approved by the State.

signatares by the MRTS will be
signed by 10/13/06. An Inservice
- will be provided by the Nursing
Home Administrator on 10/13/06
to Recreation Therapy Staff and
MRTS on system to insure quart-
erly co-signature by qualified
profcsssional supervisor-and
assessments within 30-days of
admission are obtained. The

This REQUIREMENT is not met ag evidenced
by:

Based on record review and interviews it was  \J
determined that the facility failed to involve the
activity director in the assessment, devalopment,

implementation and/or revision of an
individualized activity program for 10 of 21
sampled residents. Resident Identifiers: 2, 3, 5, .
8,9, 10,12, 15, 16, 17 L

Resident #2 (R#2} was admitted to the facility on

10/28/05 with diagnoses that included cerebral Recreation Therapy Director will
vascular accident and diabetes. Activity progress report to the monthly Quality
hotes found in R#2's record show no Improvement meeting any out-
co-sigqatures by the qualiﬁed professional Standing assessments hot com-
supervisor. pleted within 30-days after admis-
Resident #3 (R#3) was admitted to the facility on sion and/or any quarterly pro-
07/22/06 with diagnoses that included . gress noles not co-signed by a
hypertension, Alzheimer disease and.senile qualified professional super-

LABORATRRY JRECTGR'S oWw-s SIGNATURE TITLE (XB) DATE
/ ; Absani sz Wy
747—2&,(/\5 Aun il s IRz / 0//

LA - t
y deficlancy statement ending with ah asterisk (*} denoles a deficiency which the institution may be excused from correcting rovidfu it is determined th
other safeguards provide sufficient protection to the patiente. (See instructions.) 4 -4 o ble ! "

s Except for nursing homas, the findings stated above are disclosable 90 d
foliowing the date of survey whether ¢r not a plan of correstion is provided. For nursin o s EA

L T g homas, the above findings and plans of correction are disclosahla 14
g?g; follmm:sé; _lhet_g:te these documents are made available to the facllity, If deficiencies are cited, an approved plan of correction is requisita to continued
ram participation,
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F 249 | Continued From page 1 F 249| visor within 30-days following

the IDT meeting. The Medical
Records Director (MRD) will
conduct an audit each week on
residents scheduled for the
weckly IDT meeting to verify

. if necessary assessments are s
completed. The MRD will report 0
.at the monthly Quality Improve-

_ment meeting any assessments and

psychotic dementia. Activity progress notes found
in R#3's record show no co-signatures by the -
qualified professional supervisor. The last activity
progress notes are dated 05/03/06.

Resident #5 (R#5) was admitted to the facility on
11/15/05 with diagnoses that included diabetes
meliitus type 11, gout, major depressive disorder,
peripheral neuropathy, hypertension, and
congestive heart failure. R#5's record contained .
a "Data Collection Therapeutic Recreation Tool’ | 7

completed by S#2 on 11/20/05. No "Therapeutic
Recreation Assessment” was found in the record
and no co-signatures by the qualified

~I—quarterly notes not in compliance.
J.. .The initial audit will be report-

ed at the QI meeting on 10/12/06,

professionat | -
supervisor were noted. e

---and any follow-up will be com--

" 11/01/06.

7/3/06 with diagnoses that included atrial
fibritlation, urinary retention, hypertension,
congestive heart failure, volume depletion and
dementia. An admission activity assessment was
done on 07/08/06 by S#2 but no co-signature by
the qualified professional supervisor was noted.

Resident #8 (R#9) was admitted to the facility on
01/19/06 with diagnoses that included atrial
fibulation and diabetes. Activity progress notes
found in R#9's record show no co-signatures by
the qualified professional supervisor,

Resident #10 (R#10) was admitted to the facility
oh 12/24/05 with diagnoses that included :
unspecified hypothyroidism and essential _
hypertension. Activity progress notes found in
R#10's record show no co-signatures by the '
qualified professional supervisor. -

Resident #12 (R#12) was admitted to the facility
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Continued From page 2

on 05/01/03 with diagnoses that included arthritis,
dementia and seizure disorder. Activity progress-
notes found in R#12's record show no
co-signatures by the qualified professional
supervisor,

Resident #15 (R#15) was admitted to the fagility -
on 10/25/05 with diagnoses that included
hypothyroidism; Bell's palsy and disorder of the
bladder, Activity progress notes found in R#15's
record show no co-signatures by the gqualified
professional supervisor.

Resident #16 (R#16) was admitted to the facility
on 04/21/06 with diagnoses that included
seizures, traumatic brain, chronic airway
obstruction, and psychosis. No activity progress
notes were documented in R#16's chart.

Resident #17 (R#17) was admitted to the facility
on 07/17/06 with diagnoses that included
hypertension, asthma and bilateral ‘ankle
fractures. R¥17's record contained a "Data
Collection Therapeutic Recreation Tool*
completed by S#2 on 07/17/06. No "Therapeutic
Recreation Assessment” was found in the record
and no co-signatures by the qualified professional
supervisor were noted..’

F 249
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F 250 | 483.15(g)(1) SOCIAL SERVICES F250| ETag250 [////gé,
S8=E Residents® #1,2,5,6,7,8.9,10,11,
The facility must provide medically-related socia 15, & 16 will receive a social
:?g:it?::btlg :tt:?:: or Tna;?xziln at?:i ';'59;;5‘:3 ial - services assessment by a licensed'
) » Qcila -
well-being of each resident. Social Worker nqt_later :
11/01/06. In addition, all cur-
| rent residents’ medical charts
: . R +1 will be audited and any found to .
'II)';IS REQUIREMENT is not met as evidenced be deficient in social services
) - | assessments within the past 90
Based on record review and interview, it was O : : ;
determiried that the facility did not provide the ™~ - --| -days.will receive an assessment .
necessary and approptiate Social Service By a licensed Social Worker not
interventions to attain the residents psychosocial | | Iater than 11/01/06. All current
and higl‘;ozest,!'.:__“rac:itisc:aHmezlllc]beitnl?i in t1 : of %15 e .. .fesidents who are identified in
sampled residents. Resident Identifiers: 1, 2, 5, : 3 s ‘
6.7.8.8 10 11, 15. 16 € not havgng a social services note
-addressing psycho-social well-be-
Findings Inciude: -| -ing and appropriate discharge
_ planning, if necessary, within
_ ?ﬁsalfent #1 (R#1) was admitted to the facility on the last 90-days will receive a
05 with diagnoses that included atrial i i
fibrillation, congestive heart failure, dementia, docmflented so_cml serv.loesbno'te
abnormality of the hear and psychosls. No covering such information by a
decumentation of social service assessment or licensed Social Worker not later
notes were found. than 11/01/06.
Resident #2 (R#2) was admitted to the facility on 1 . - :
10/28/05 with diagnoses that included cerebral . The So.cml Services assistant
vascular accident, diabetes and hypertension. A (non-licensed) will document, at
social service history was completed but was not least quarterly, notes addressing
_ﬁte? or co-signed by a qualified social worker. the psycho-social well-being, dis-
¢ last documented social services progress » planning, if i
note was dated 04/18/06. No further : chzrgcr[fn_ 1(1131;; ;EE?;:?T'
documentation addressing discharge planning or | 8nd periorm a $ . s
continuing psyche-social issues were found.’ ments and update social service
' assessments and any other items
Resident #5 (#5) was admitted to the facility on - in preparation for the quarterly
11/15/05 with diagnoses that included diabetes _ IDT meetings. Until a licensed
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assessment was completed, and no co-signature-
by a qualified social worker. No social services
notes were found dated after 04/19/06,

Resident #6 (R#6) was admitted to the facility.on |

02/21/06 with diagnoses that included chronic
organic brain syndrome, constipation, chronic
osteomyelitis, convulsions and traumatic

amputation of the legs. R#5 had a social services |- - -

note completed on 05/23/06 delineating an. .
incident between the resident and a facility aide
that required APS (adult protective services)
notification.  No social setvices notes were found”
dated after 05/25/06.

Resident #7 (R#7) was admitted to'the facility with
diagnoses that included: atrial fibrillation,

congestive heart failure and 2nd degree buin. No

social service notes were found after 5/23/05.

Resident #8 (R#8) was admitted to the facility on.
7/3/06 with diagnoses that included: atrial o
fibrillation, urinaty retention, hypertension,
congestive heart failure, volume depletion and
dementia. No record of a social services
assessment was found. R#8's medical record
contained a social service note dated 8/1/06
delineating visitation rights between the
daughter, Wendy and the wife, Ruth. The note

was signed by Statf #4. No other Social Service™ |

documentation was found on the chart.

|- weeKly IDT meeting to verify if s

“~-|--necessary assessments are com- o
... pleted. The MRD will report at

.|,.- the monthly Quality Improvement

~-—meeting any asSessments and -~

[ will conduct an audit cach week
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F 250 | Continued From page 4 - F250{ Social Worker is permanently em-
. . - lo consultants will re-
mellitus type If, gout, major depressive disorder, p_ yed, zlhc th ts and
peripheral neuropathy, hypertension, and - o \ viewand sign the assessments an .
congestive heart failure. R#5's social history was | *° quarterly notes documented by the
electronically signed as having been completed social services assistant during. -
by the Recreation Therapy Assistant Director. thei Zai N
herapy ct eir regular monthly visits. The T
No date was found indicating when the gul Y Co

-..Medical Records Director (MRD)

on residents scheduled for the

quarterly notes not in compliance.
The initial audit will be reported

- at the QI meeting on 10/12/06, - -
and any follow-up will be com- -
pleted by 11/01/06,
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1

PROVIDER'S PLAN QF CORRECTION

Resident #9 (R#9) was admitted to the facility. on
01/19/06 with diagnoses that included atria) . . ..

fibulation, diabetes, and hyperiipidemia. A sodial |

service history was completed but was not dated
or co-signed by a qualified social worker. ‘The
last documented social services progress note

was dated 05/03/06. No further documenitation = | -

addressing discharge planning or continuing”
psycho-social issues ware found.

Resident #10 (#R10) was admitted to the facility | .

on 12/24/05 with diagnoses that included
unspecificied hypothyroidism; and essential
hypertension. A social service history was
completed on 01/16/06 but was not co-signed by
a qualified social worker. The last documented
social services progress note was dated - -
03/28/06. No further documentation addressing
discharge planning or continuing psycho-social
issues were found.

Resident #11 (#R11) was admitted to the facility
on 08/08/06 with diagnoses that included
diabetes mefiitus type I, dehydration, anxiety |
state, hemiplegia, chronic airway obstruction and
unspecified cerebral artery occlusion with -
cerebral infarct, No record of a social services
assessment was found, '

Resident #156 (R#15) was admitied to the facility
oh 10/23/05 with diagnoses that included
hypothyroidism, Bell's palsy and disorder of the -
bladder, A social service history was completed
but was not dated or co-signed by a qualified
social worker. The last documented social
sefvices progress note was dated 03/29/06. No

documentation addressing discharge planning or |

continuing psycho-social issues were found.

s)
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The heat diffuser is used to vent
Resident #16 (R#16) was admitted to the faclltty : to the outside in the public rest-
oh 04/21/08 with diagnoses that included - - room located in the lobby, and
seizures, traumatic brain injury, chronic airway the facility staff restroom on
obstruction and psychosis. No psychosocial- 100 hall. However, the ventil-
assessment was documented in the medical ! ; : Kin _
record. A social service history was completed R | ',';'.'au?P motor was notﬁwor g o
but was not dated or co-signed by a qualified "+ 1" Thé motor was repaired and re- " T
social worker. The last documented social o installed on 9/21/06 and is pro-
sefvices progress note was dated 06/30/06. No : ++_| . viding the necessary ventilation.
documentation addressing discharge planning.or | - el Staff #3 was unaware of the - o
continuing psycho-social issues were found. ¢ 27
, ventllatmn problem in the public
: ooms locat
F 467 | 483. 70(h)(2) OTHER ENMRONMENTAL F 457 N_-;l:glitgfr:nsg 100 hall. 2 ed n et e
$S=B | CONDITIONS - VENTILATION 1Dy nali S

) :'l it
The facility must have adequate outsmle B

ventilation by means of windows, or mechanical -
ventilation, or a combination of the two.

This REQUIREMENT is not met as evndenced
by:

Based on observation and interview, it was
determined that the facility did not provide
adequate ventilation by means of windows, or
mec:hanlcal ventllatxon

Findings Include:

Observations of the faciliies environment.
occurred from 09/19/08 to 09/21/06.

1. The ceiling vents in resident restrooms in
rooms 105, 103, 108, 115, 119, and 302 did not’
provide adequate air movement to cause a piece
of toilet tissue to adhere to the vents. The

The fan capacity for resident
~restroom on 300 hall, and rooms: R
105, 103, 108, 115, 119, & 302
will be increased by replacing a S
12" fan with a 14” fan by
11/17/06, which will double the
ventilation capacity.

. The safety coordinator will con-

~ tinue to conduct his monthly safe-
ty inspection checklist of clean-

. .ingiand operability of fan motors
- and the results of that inspection
- will be reviewed on a monthly
_basis at the Quality Improvemcnt
- Committee meeting. :
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restrooms in rooms 103 and 115 were noted to

be very malodorous, with the smell of urine;; at the i

time of the observatlon

2. The ceiling vent on the 300 hall resident. «
bathroom did not provide adequate air movement
to cause a piece of toilet tissue to adhere to the
vent. The restroom was noted to be very. -
malodorous, with the smell of chlorine at the time
of gbservation.

3. 'There' were ‘ng-rcéllll‘!hghvents in the PUBI'IE e

restroom, located in the lobby, or facility staff
restroom on the 100 hallwéy

An mterv:ew thh staff #3 (3#3) took placg .Qn
09/20/06 at:3:15 PM, S#3 stated the vents in the
resident rooms run off specific ventilation
systems. S#3 further stated that the system is
usually not checked unless a complaint is
received that the bathrooms have an odor. S#3
stated that they were aware that the public
restroom and the staff restroom did not have any
outside ventilation.
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