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othar safeguards provide sufflciant pmtecﬂon to the patients. (See instructions. )

o) I SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (x8)
EACH DEFICIENCY MUST BE PRECEEDER BY FULL PREFIX (EACH CORRECTIVE ACTION SHCULD B8 COMPLETID
"?ﬁg’“ tREGULATOR‘If OR LSC IDENTIFYING INFORMATION) TaG CROSS-REFERESEFEI% I'Eﬂgv;s APPROPRIATE DATE
F 224 483.13(c)(1)(l} STAFF TREATMENT OF F 224
§=G RESIDENTS s . :
'\}d & The facility has modified the Policy
The facility must develop and implement written . - and Procedures which addresses
' policies and proceduras that prehibit é/, /()+ abuse and neglect. An emergency
| miztreqtment. e :_’; r:?se"ts meeting of the Quality Assurance
1 and miSappropriafion of rest propery: C%,’O - Committee was held to approve these
 (Use F224 for deficiencles concerning %  policy and procedure modifications
_mistreatment, neglect or misappropriation of - - and to implement them. This Policy
. resident property.) %’ and Procedure will be reviewed on
This REQUIREMENT is not met as eviderced > % Enu:ﬁf; lesggz:?(mﬁfe r‘:erly
by % .
Besed on staff interview and record review, tha Meeting and up'ill!t"*'?1 a3 necessary to
- facility did not Implement their pian of care far %— . meet the needs of the residents. A
! - resident’s with aggressive behaviors, resulting it _ copy is attached.
a situation of naglect. Specifically, residents = 06-30-04
with aggressive behaviors wera left alona on a
patio and resident 1 sustained a serious injury servi i
. from an altercation with resident 2. In 106? were held by 'the Admin
- istrator, Director of Nursing, and
Findings Include: Social Service Director on 04-23-04,
‘ 04-30-04, and 05-07-04 to train the
| Rﬁ'i?ﬂ"‘ﬂl:::\:g{“:!idl*%:hdedfacmfy“c’” 8/26/04, s staff on the updated Policy and Pro-
w iag ch inclu emantla, ; : :
 Aizhelmars type. / cedures regardmg B'eSIdents with
: \% : Aggress:ve Behaviors.
| Resident 1 had a care plan, dated 4/8/04, which ~
addressed "Physical Aggression.” The * 3/
documented goal was, "[Resident 1] will refrain Resident # 1 is no longer a resident
frorm any abusive behavior upon redirection fram and has exoired
 staff as each episode occurs. [Resident 1] will pirec.
not inflict Infury on any resident or staff member
thur (sic) next review." The approaches
~dacumented included, *...Coordinate care to help Resident # 2 has been reassessed and
§ Ests:f:"g_ggl{;‘asmzig C?“""%’ Oft";fls be[hﬂ‘-'iOFo--DO a new behavior management program
5 ysi e [resident 1] unless ' :
- absolutely unavoidable. Rernove [resident 1] has been developed along with 2 new
: from the anxiety-provoking situation whenever plan of care,
possible..."
(X&) DATE

S-270F

L p
K ( ) denotes 2 deﬁcxency which the mstliut!on may be excused from correctlng providing It s determined that

Excapt for nursing homes, the fndings stated above are disclosable 90 days

foilowing the date of survey whether or nat a plan of comection is provided, Far nuraing homes, tha abova findings and pians of camaction are dlscloaable 14
days fallowing the date thesa documents are made available to the facllity. f deficiencies are citad, an approved plan of correction is requisite to continuedt

pragram participation,
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OF CORRECTION x5)
(X4) 1D SUMMARY STATEMENT QF DERCIENCIES 1D PROVIDER'S PLAN T S aE coNmE o
CY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUL
v S LATORY OR LSC IDENTIFYING INFORMATION) TG GROSS«REFEREBEEEE;‘?F APFROPRIATE DATE
F 224 Continued From page 1 - F224
Resident 1 had another care plan, dated 4/8/04, . To alleviate and/or minimize the poss~
which addressepl *“Wandering." The documented : ibility of this reoccurring with other
‘al e, TRosident tullrespors o reidents al behaviorl plans will be
r i
! problematic situation when any difficult rehavior 1 re-evaluated, re-assessed and updated.
' peeur, thur (sic) next review.” The approaches |
| documented included *...Monitor [resident 1's] ;
' whereabouts 30 his safety is not compromised.” | Any resident displaying an aggressive
' ! behavior will be evaluated and assessed
" On 4/18/04 at 2:30 PM, a facility nurse | . .
documented the following, "pt. found on NSU | to determine ifa behavior plan n:eds to
 (nursing secured unit) patio floor - nose bleed | be initiated and/or revised. Residents
- noted. ..assisted to stand [and] sit in w/c, . | that are admitted with a history of aggres-
- (wheelchair) - had aiterca‘t:on fwith]: éﬁﬂﬂmfr res. . | ive behavior will have a bebavior plan
' {resident) - pushied the other res. ta flocr [and]. . : in place before general access within &
 they ha each othar {and] ended up on the grourd ., i thtf facility is alﬁ;wed '
able to stop nose blead [with] gauze - pt (patient) | i y . ,
. will not open his eyes - abrasion noted above | 06-30-04
. [right] ear - pt (patient) will not anawer yes/no or i
- nod re. (regarding) paln/dizziness...." : In-services will be held with staff
The emargency room physician diagnosed ' members on the implementation of
resident 1 with the following diagnesis, cerebral the plan of care for aggressive be-
contusion due to a fail and a subarachnold bleed ha\.nors. Each staff member will _be
| dueto a fall. The physician documented that - trained on how to address the restdent
| resident 1's prognosis was "Foar”. | under their care. New staff will be
| | in-service as part of the hiring process.
' Resident 2 was admitted to the facility or? 8/7/01, Inservices ol b:flel 3 onceh
" with diagnoses which included fraumatic brain i
injury and chronic severe deficits with aggressive . week for one month, then monthly for
behaviors. . one quarter, then quarterly there after.
Resident 2 h o | . These in-services will be accomplished
esident 2 had a care plan, last revised on : by the Director of Nursing and Social
- 8/10/02 and last reviewed on 2/12/04, which | Sirvi ce Director The Dife ctor of Nur-
bt pl acioag o | sing will be responsible that this
documented goal was, "[resident 2] will ; Sng will pons
. ldecrease] physical aggression as evident by i training is accomplished per the
having [zero] episodes of physical aggression on schedule noted above,
a daily basis thur [sic] next review." The :
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SUMMARY STATEMENT OF DEFICIENCIES 16 PROVIDER'S PLAN OF CORRECGTION (%3)
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F 224 Continued From page 2 F 224

approaches documented included, "...Provide
calm consistent environment...Assist [resident 2]
in avaiding residents or situations that may incite

outburstbehavior....” The Quality Assurance Committee will
review the ongoing training and comp-

On 4/16/04 at 2:15 PM, a facility nurse ‘ Jiance along with any proposed

documented the follawing, "Pt (patient) involved in. improvements not less than quarterly.

an altercation [with] another resident - noted to
have dirt on back of shirt - fell down- no apparent
injury or any c/o {(complaint of) pain...”

This plan of correction will be mon-
The facility "Incident Reports™ were reviewed on #tared by the Administrator to insure

5/5/04. compliance by reviewing with the

An "Incident Report" conceming resident 1 was. Quality Assurance Committee that this
. completed on 4/16/04 at-2:15 PM. A facility nurse. Plan ofCorrectlop 15 being followed and
- documented the following, *.Nurse summoned - .: reviewing the training schedule and

to NSU (nursing secured unit) patic' along [with] - - .-« attendance.

SSD (social service director), found resident : : i

laying on rt:{right) side [with] eyes clased [and) S

{with] nose bleeding...LOC (level of

consciousness) [decreased] will nct stand when

he usuzally can, will not answer any

questions...Reaidant ‘ransported to [local hospital)

for further avaluation._."

An "Incident Report” concerning resident 2 was
compieted on 4/16/04 at 2:15 PM. A facility nurse
documented the following, "...Pt (patient) invoived
in an altercation [with] another res {resident) -
noted ta have dirt on back of his shirt from patio
floor- no apparent injury or c/o (complaint of)
pain...Pt (patient) counseled not to hit anyone. "

There were 7 additional "Incident Reports”
involving resident 2 and physicai altercations with
facility residents. The "Incident Reports” were
dated 10/27/03, 11/1/03, 2/10/04, 2/156/04,
2/20/04, 4/7/04 and 4/8/04. The physical
altercations on 4/7/04 and 4/8/04 included
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PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIO
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 224 483.13(c)(1)(i) STAFF TREATMENT OF F 224
5=G RESIDENTS
The facility must develop and implement written
policies and procedures that prchibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.
- (Use F224 for deficiencies concerning The facility has modified the Policy
mistreatment, neglect or misappropriation of _ and Procedures which addresses
fesident property.) . abuse and neglect. An emergency
This REQUIREMENT is ot met as evidenced meeting of the Quality Assurance
by: Committee was held to approve these
Based con staff interview and record review, the policy fmd procedure modlﬁ.catlops
facility did not implement their pian of care for - and to implement them. This Policy
: resident's with aggressive behaviors, resuiting i - and Procedure will be reviewed on
a situation of neglect. Specificaily, two resicents an ongoing basis at each quarterly
with aggressi_ve behaviors.were left glong ona Quality Assurance Committee
patio and resident 1 sustained a serious injury Meeti d updated as i '
from an altercation with resident 2. eeting and upaated as necessary 1o
meet the needs of the residents. A
Findings Include: . copy is attached.
" Resident 1 was admitted to the facility on 3/26/04,
with d.lagnoses which included dementia, In-services were held by the Admin-
_Alzheimers type. . . .
_ istrator, Director of Nursing, and
' Resident 1 had a care plan, dated 4/8/04, which Social Service Director on 04-23-04,
addressed "Physical Aggression.” The ' 04-30-04, and 05-07-04 to train the
documented goal was, "[Resident 1] will refrain staff on the updated Policy and Pro-
from any abusive behavior upon redirection from . . .
staff as each episode occurs. [Resident 1] will cedures .regardlng ! esidents with
not inflict injury on any resident or staff member Aggressive Behaviors.
thur (sic) next review.” The approaches . S
documented included, "...Coordinate care to help o
' [resident 1] maintain control of his behavior...Do L
- not physically subdue [resident 1] unless o 04
absolutely unavoidable. Remove [resident 1]
. from the anxiety-provoking situation whenever i nyram
possible...” (B" o "
BUPPLIER REPRESH T E'S SIGNATURE TIYLE {X6) DATE
(X = L L 2&76 5

ay be excused from c;rrecting providing it is determined that

following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of comection 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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