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{F 000} INITIAL COMMENTS {F 000}

On off site revisit was conducted and based on
the facility's acceptable POC the facility is
deemed to be in compliance as alleged on

- 09/06/13.
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F 000 [ INITIAL COMMENTS . FO00.
: . Preparation and/or execution of this plan of correction does
A Reoertiﬁcatlon Survey was conducted not consillute adimission or agrecment by Hounestead
. H Nursing Center of the 1rutl of $he facts alleped or
: 08/1 3’?01 3 through 08/15/201 3. DeﬂCIenCIe:‘; : : wl:!cllusions el forth in the mtcﬁlent of deficigncies. The :
j were Cited with the highest Scope and Severity of Plan of cozrection is prepared andor execuled solely because |
} a™D", ' + ilis required by the provisions of federal and stale |aw,
F 226 483.13(c) DEVELOP/IMPLMENT F226° 20 n 107
$S=D ! ABUSE/NEGLECT, ETC POLICIES
: 1} No residents were affected. i
Th? faCImy must devebp and imptement written - ) All current employee files were audited io cnsure thal a .‘
: policies and procedures that prohibit . Nurse Aide Abuse Registry Check was compleled on or prior :
| mistreatment, negiect, and abuse of residents  fothe dale of hire. :
, and misappropriation of resident property. : © 3)The HR Direclor s Staff Devetopment Coordinator were |
! ) ¢ in-gerviced by the Administrator ou Septemiber 4, 2013 on
1 ¢ the imporiance of reviewing the Nurte Aide Abuse Regisiry
N ! ¢ before hiring staf. The HR Director will use a New Hire
: ) ! Emptoyee Checklist that ineludes alt essential reviews,
i This REQUIREMENT is not met as evidenced | including the Nursc Aide Abuse Registry Chetks. This
f by: i checklist willl include the date and initials of the pcrsgnm
. performi iews. ‘The New Hite Employes Checkl]
| Based on lntervlef.v, réview of employes files, l © Hillbe Fg‘ﬁx&:ft;:::mplu:m:;w:;ii ;54 ogymhm mc.élﬁ ;
: and review of facliity poiicy, It was determined the | | Director and Administrator. ]
 facility failed to impiement written policies that ’
i - i 4)Quality Assurance will review sl new hire folde ;
 prohbbit mistreatment, neglect, and abuse of [ monhy o s o gl ew i otdrs ;
: residents as evidenced by one {1) of seven (7) t 100%, the HR Director will ask tlie QA committec lo !
I employee files reviewed failed to contain a i Giscoutinue the audits.
re- i i :
gg’ ean Oyment Nurse Aide Abuse Regmtry ; p 3 The administralor or designee will oversee compliance
! eck. , j  with this regutation.
: !
The flndings include: § ! 6) Completion date: September 6, 2043
- Review of the faciiity "Abuse Policy" reveaied .
| background checks, to include Nurse Aide Abuse i
! Registry checks, were to be compisted prior to i
| employses working at the faciity. i E
i ! i
: Review of seven (7) employes files revealed no E
: documented evidence the Nurse Alde Abuse : '
¢ Registry Check was completed on or prior to the |
. date of hire for one (1) employee with a hire date !
! of 04/30/13. ;
! I
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¢ The services provided or arranged by the facility
must be provided by quaiified persens in

1 accordance with each resident's writen planof

I care.

|

| This REQUIREMENT is not met as evidenced

by

E Based on observation, interview, and record
! review it was determined the facllity falled to
; provide care by quaiified persons in accordance

: with each residents written Plan of Care for one

* (1) of twenty four (24) residents {Residerit #9),

. Resldent #9 was required to have the assistance
- of two (2) persons for transfer with a full body iift :
. per the Comprehensive Plan of Care. :
| Observation on 06/13/2013, revealed Resident #9°
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F 226/ Continued From page 1 . F 226 i
! Interview, with the Staff Development Coordinator i i
0N 08/15/13 2t 4:05 PM, revealed the background | |
, Ghecks were to be completed on ail employess i
" prior to hire. She stated any employee, whether a : i
' nursing empioyee or an employee In another : :
: department, could have z background as a nurge : ;
1 Or nurse alde with a history of being abusive
| towards residents, :
i
{ Interview with the Administrator on 08/15/13 at
6:31 PM revealed, "We do a sexual predator
| check, national background check, criminal
¢ background check, and drug screen, We look ;’ST":;”IS“ m_mfwution of this p'?;n of comection does
i g 1 Iute admission or a 1 by [
 for evidence of feloniss and evidence of abuse. Nursing Center of the teuth st & g eed
* We would want to know whether or not there |s sonclisions set forth in the statement of deficiencics, The
evidence of abuse or felonies prior to [an Plan of correction is prepared and/or execuled solely becauge |
. employes} going out on the fioor.” s mquired by the provisions of federal and stte i :
F 282 } 483.20(k)(3)(ll) SERVICES BY QUALIFIED F 282 | F2B2/hige
88=D | PERSONS/PER CARE PLAN £ Shargs e id ntcrvenc 25 socond aess o

t} Thy
i Resident #9's sangfer that was already in progre A :
14, 2813, The f i}ﬁgl"siﬂﬂ' i
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the nex! three montlsg, If the andits

discantinued.

P4y The D.ON. or designee will ba responsible for ensuring
coinpliance with this regulstion,

( 5) Completion Date: September 6, 2013
|
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F 282 | Coniinued From page 2 i !
was being transferred with the assistance of one |

i (1) staff member with a fuil body jift. i

1

4
| The findings include:

Review of Resldent #9's medical record revealed i
the resident was admitted to the facllity on
10/10/2012, with diagnoses which include
Generalized Anxlety Disorder, Dementia with
. Behaviorai Disturbance, and Functionai Decline.
i Observation of Resident #9 on 08/13/13, during
I the initlal tour, revealed one (1) State Registered
| Nurse Alde (SRNA) was assisting the resident to
Ii bed with the use of a full body lift,

' Review of Resident #9's current Comprehensive ;
- Plan of Care, revealed the resident was to be : ;
- transferred with the use of a fuil body lift and the ,

assistance of two (2) staff. I

: Interview with SRNA #1, on 08/14/2013, at 2:55

: PM revealed this SRNA was assigned to provide
: care to Resident #9 on 08/13/2013. The SRNA

I stated the resident was care planned for two (2)
! assist and a fuii body iift for transfers. SRNA #1

i further stated there was only two (2) SRNA's 3 i
| yesterday and “instead of wasting time to get i
§= someone to heip me i just did It myself, | know :

i the lifts and have iong experience with this kind of |

i work, 'm very comfortable with the Jifts™, Further | .
| interview, revealed SRNA #1 had received { i
! training on the iifts and stated “my understanding |
+ of the reason for two (2) person assist with the fuil ;
: body Iift is safety for the resident and staff", :

' Interview with Licensed Practical Nurse {LPN) #1 ;
“on 08/14/2013, at 4:05 PM, revealed SRNA #1 ;
" shouid not have transferred Resident #9 without |
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F 282 Continued From page 3 . F 282

t another staff member. LPN #1 further stated,”
- did talk with SRNA #1 yesterday about having two
(2) people to assist with fuij body iifts".

interview with the Director of Nursing (DON) on
08/15/2013, at 5:45 PM, revealed the facility
. procedure for corrective action wouid depend on
: the situation. The DON further stated, this issue
: had been discussed and SRNA #1 wou Id receive
! further training on foliowing the care plan when
I she returned to work,

{
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K 000, INITIAL COMMENTS K O00O] {
f Building: 01 ' j 5

: i
Survey under: NFPA 101 (2000 Edition) Existing

! Plan approval: 06/24/71

jE Facilly type: SNE/NF

.: Type of structure: vV (1)

g Smoke Compartment: Thirieen (13)

§£ Fire Alarm: Complete fire alarm with smoke

* detectors In corridors and Inftiating devices at

. eXits.

| Sprinkler System: Complete sprinkier system
j (dry)

| Generator: Type || (Naturat Gas) upgraded In
12012,

- A standard Life Safety Code survey was §

i conducted on 08/13/13. Homestead Nursing

| Center was found to be in compliance with Title |
42, Code of Federal Reguiations, 483.70(a) et

I seq. (Life Safety from Fire).
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