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Assuming for the moment that the finding and

. determination of deficiency are accurate without
|  admitting or denying that they are, our proposal

_An unannounced onsite complaint investigation
“was completed on 4/20/09 by the Division of

1
E H
. Licensing and Protection. i for corrective action is as follows: i
F 223 483.13(b), 483.13(b)(1)(i) ABUSE | F223|  Resident #1 was separated from Resident #2 and |
SS=D . » : offered counseling. Resident #2 was movedtoa iﬂ \ (1
: The resident has the right to be free from verbal, | private room on another unit. 110
: sexual, physical, and mental abuse, corporal | R esident #2° plan of v i : ‘ 201\0
: i i : i esident #2’s plan of care was reviewed and the !
- punishment, and involuntary seclusion. : comprehensive care plan updated. As part'of this f-—\ £ Aﬁ
: - _ | review, the rehabilitation department evaluated ',“ e (i
* The facility must not use verbal, mental, sexual, ! the resident’s ambulation abilities and ’ :
"+ or physical abuse, corporal punishment, or i | recommended a walker in place of a cane. Hence; ]
: involuntary seclusion | the cane was removed. Additionally, resident : ;
: d ’ #2’s care plan was revised to develop a plan for 2& lq‘ q
: his/her behavioral issues. ‘ 00
i : i i
g This REQUIREMENT is not met as evidenced All residents with behavioral issues have the |
i i potential to affect the well-being of peers and
) by: . . ; i - staff. : l\
i Based on interview and record review, the facility ; - |
failed to assure 1 resident was free from physical The following systemic change has been made to i
- abuse (Resident #1). Findings include: iﬂsure t;!at the idmcr‘;tifléd Pralctice does not recur. 4
: | 11 residents with behavioral symptoms were oS T aYe
g ‘ . : : | reviewed and if indicated, their care plan revised. '55 i) gbﬂ
- Per interview on 4/20/09 at 3:00 PM, Resident #1 | Clinical staff were re-educated regarding the L A
stated that on 4/11/09 he/she was hit repeatedly . assessment and development of care plans to : 3\)\ \\CM
with a cane by Resident #2, who was the - i address potential behavioral issues that may
_roommate at the time. Per record review, and | | Impact the well-being and safety of peers and
i confirmed during an interview with the DNS ; { ’ i v
i (Director of Nursing Services) at 2:30 PM on | | The Director of Quality Assurance will audit gq_\gﬂ Qf)t
1 4/20/09, Resident #2 demonstrated aggressive ! i weekly, for 60 days, the shift-to-shift report A
: behavior and assaulted another resident on E y :‘?gpfhe"“’l‘x&aﬁf‘:}'l?gs-l‘;’n"'"lf“'e the '
2 . % a0 % : ! vV
£ 4/9/09, throwing an object and striking that | i comeston. Tertified non_wmpﬁmcgwm -
" resident in the head. Per review of nurses' notes | immediately rectificd. Audit results will be
- for Resident #2, since admission in March 2009, ! .. reviewed by the Administrator or designee and
' Resident #2 had been using his/her cane asa | ge“ds “::'é“tﬁe[‘:l- qﬁ?;“;::':‘::;":&;?}?;;:‘gy
: ! ! ¢ reported to the quali ul
’\'Neapo'n. A NUFSES note dated 3/6/99'§tates ; 'I the Director of Quality Assurance for further :
- ._earlier waving cane at staff angrily." A nurses’ review and recommendations that may include
. note dated 3/8/09 states ".. [Resident] swung his | further education, disciplinary action, ctc... |
. cane at her [staff], yelling ...no redirecting of ’ Ehc}?ireftor ofouahty Assurance is responsible ;
. behaviors " A nurses' note dated 3/16/09 states | % Shis pletriet pameoticn. Q ]
i Wesident continusg\to swing and hit with cane | ?-0 [\ Aa,q(ﬁe& Shk\lo“ WL"‘M / 5
i Nl .~ N | 2>~ 1 Jﬂ
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Any déficiency 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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. comprehensive assessment; prepared by an
. interdisciplinary team, that includes the attending

: the resident, the resident's family or the resident's
: legal representative; and periodically reviewed |
- and revised by a team of qualified persons after ;
. each assessment. i

: This REQUIREMENT is not met as evidenced

: Based on interview and record review, staff failed
- to revise the care plan for 1 applicable resident to |

 #2).

A comprehensive care plan must be developed 1
within 7 days after the completion of the

physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of

by:

reflect a change in behavioral issues (Resjdent
Findings inciude:
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' and yell vulgarities ...[Resident] hit her [staff] !
: lower back with the cane." Resident #2's cane 1
i was not removed after these incidents, and there . ;
* was no direction provided by the care plan around ;
: the use of the cane as a weapon or monitoring {
i requirements after the 4/9/09 resident to resident | :
- altercation. 5 !
F 280 483.20(d)(3), 483.10(k)(2) COMPREHENSIVE | F 280
ss=D | CARE PLANS i 280 ' ;
i Assuming for the moment that the finding and !
. ) . determination of deficiency are accurate without H
I The resident has the r‘ght, unless adjudged admitting or denying that they are, our proposal %
i incompetent or otherwise found to be for corrective action is as follows:
" incapacitated under the laws of the State, to Resident 42°s ol of el 4%4,405
: y ; ; esiden s plan of care was reviewed and the i L_,f‘u‘
 participate in planning care and treatment or o comprehensive care plan revised to capture the WAL
. changes in care and treatment. : ! resident’s current behavioral issues. B e

All residents with behavioral issues have the
potential to be affected by this same practice.

The following systemic changes have been made
to ensure that the identified practice does not
recur. All residents with behavioral symptoms
were reviewed and if indicated, their care plan
revised. Clinical staff was re-educated and
directed to assess residents’ behaviors and
develop appropriate care plans to address
potential and actual behavioral issues.

The Director of Quality Assurance will audit _-
weekly, for 60 days, the shift-to-shift report
against comprehensive care plans to ensure the
effective implementation of this plan of
correction. Identified non-compliance will be
immediately rectified. Audit results will be
reviewed by the Administrator or designee and
trends identified. The outcomes and trends will
be reported to the quality assurance committee by
the Director of Quality Assurance for further
review and recommendations that may include
further education, disciplinary action, etc..

The Director of Quality Assurance is responsﬂ:lc
for this plan of correction.
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reflect a change in behavioral issues (Resident
| #2). Findings include:

| Per record review, Resident #2 demonstrated
aggressive behavior and assaulted another

| resident on 4/9/09, throwing an object and striking

 that resident in the head. On 4/11/09, Resident

| #2 again demonstrated aggressive behavior,

| assaulting and injuring Resident #1 with his/her

| cane. After the first incident on 4/9/09, the care

| plan was not revised to reflect current behaviors

| and there was no direction provided by the care

' plan around monitoring requirements after the

| 4/9/09 resident to resident altercation. The DNS

| confirmed the above information on 4/20/09 at

1 2:30 PM.
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