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BY THE RULES COMMITTEE BY REQUEST OF THE GOVERNOR

1

IN THE HOUSE
1 HOUSE BILL NO. 418
ii IN THE LEGISLATURE OF THE STATE OF ALASKA
SIXTEENTH LEGISLATURE - SECOND SESSION

51
i

6 i
For an Act entitled* "An Act related to quality of care in nursing facil—

A BILL

itiesi establishing a nursing facility resident
security fundj and providing for an effective date."
F. IT ENACTED BY THE LEGISLATURE OF THE STATE 0? ALASKA:
* Section 1. AS 18.20.040 is amended to read:

Sec. 18.20.040. ISSUANCE AND RENEWAL OF LICENSE AND POSTING.

(@ Upon receipt of an application for license and the license fee,
the department shall 1issue a license if the applicant meets the re—\
quiremeiits established under AS 18.20.060 - 18.20.080. If the appli—
cant does not meet the requirements established under AS 18.20.060 -
18.20.080 but makes continued efforts to comply with them, the depart—
ment may grant a temporary or provisional Jlicense for a reasonable
period of time. Except as provided in (b) of this section, a {AT
licensef, UNLESS SUSPENDED OR REVOKED;) 1e renewable annually without
charge upon filing by Che licensee, and approval, by the department of
an annual report on the uniform date and containing the information in
the fora the department prescribes by regulation. Each license issued
is for the premises and person or governmental unit named in the,
application and 1is not transferable or assignable except with the\
written approval of the department. Licenses shall be posted in a
conspicuous place, on the licensed premises. \I
(b) A license is not renewable if (1) i1t has bean suspended of\
revoked under AS 18.20.050, or (2) regarding a nursing facility as
defined 1in AS 18.20.390, the department has taken action under

HBO418A
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AS 18.20.310(a)(5).
Sec. 2. AS 18.20.050 is amended to read:

Sec. 13.20.050. DENIAL, SUSPENSION, OR REVOCATION OF LICENSE.
The department may deny, suspend, or revoke a license 1In a case 1in
which 1t finds that there has been a substantial failure to comply
with the requirements established under AS 08.64.336 or AS 18.20.060 -
13,20.080. The license of a nursing facility, gs defined 1iIn
AS 15.20,390, -alao laay be suspended or revoked bv the department under
AS 13.20.310(3X5).

Sec. 3* AS 13.20 is amended by adding new sections to read:
ARTICLE 4. QUALITY OF CARE IN NURSING FACILITIES.

Sec. 18.20.300. STATE POLICY. It is the policy of the state to
ensure chat the quality of care in nursing facilities in this state 1ia
maintained, at a high standard in accordance with applicable state and
federal law and regulations and to ensure the health, safety, and
quality of life of nursing facility residents in AlaBka la maintained
or enhanced.

Sec. 18.20.305. NURSING FACILITY REGULATIONS. The department
shall adoptl necessaryl regulations to implement AS 13.20.300 -
13.20.380 in accordance with the Administrative Procedure Act
(AS 44.62). The department shall, by regulation, specify criteria as
to when and hew the sanctions specified in AS 18.20.310 will be ap—
plied. The criteria shall provide for the imposition of incrementally
more severe penalties for deficiencies that are uncorrected or perva—
sive, or that present a threat to the health, safety, or welfare of
nursing facility residents.

Sec. 13.20.310, SANCTIONS FOR NONCOHPLTANCE. <a) If the de—

partment finds that a nursing facility, or a partner, officer, direc-



or managing employee of the nursing facility substantially failed or
refused to comply with AS 08.63.340 - 08.68.390, AS 08.70.010 -
08.70.190, AS 18.20.010 - 18.20.130, AS 47.07.010 - 47.07.900, or with
a regulation adopted under any of those statutes, or, for a nursing
facility that provides medicaid services under AS 47,07.010 - 47.07.-
900, failed or refused to comply with the medicaid requirements of 42
U.S.C. 1396r (Title NIX of che Social Security Act, as amended) or a
regulation adopted under that statute, the department mvav take the
following actions:

(1) ban the adraiasion of new residents to the nursing facil—
ity}

(@) as provided in AS 18.20.320, deny parent under
AS 47.07.010 -47.07.900 and AS 47.25.120 - 47.25.300 for any medicaid
or general relief-nedical resident admitted to the nursing facility
after notice by the department of denial of payment} residents who are
eligible for medicaid or general relief-medical are. not responsible
for payment when the department takes action under this paragraph}

(3) assess a civil fine in accordance with AS 18.20.340}

@ susuend of terminate the nursing facility 3 participa—
tion in the medicaid program}

(5) suspend, revoke, or refuse to renew the nursing facili—
ty"s license issued under AS 18.20»

(6) seek an appointment of temporary administration as
provided in AS 18.20.360 or of a receiver under AS 18.20.370}

@) in case of an emergency, seek an order from che court
cither to close the nursing facility or to transferresidents from
that facility, or both.

(b) An order of the departmeut imposing a sanction described in



immediately upon service ?£ the order on the nursing facility;
however, if the facility can demonstrate to the department 3
satisfaction that the deficiencies orospting the order do not
jeopardize che health or safety of facility residents or seriously
limit the nursing facility"s capacity to provide adequate care, the
department®a order cakes effect 10 days after service;

2 (aA)(2) cr (3) of this section takes effect 10 days
after service of the order on the nursing facility.

(©) A hearing mav be requested under AS 13.20,330 regarding
sanction imposed by the department under this section,,

Soc. 13.20.320. DENIAL OF PAYMENT. The department 3hall deny
payment under AS 47.07.030 - 47.07.900 or AS 47,25.120 - 47.25.300 to
a nurping facility

(1) that is not In compliance, and, for the preceding three
months, has not been in compliance, with the requirements of 47 U.S.C.
1396r (Title XIX of the Social Security Act, as amended), and regu—
lations adopted under that statute, until correction of the deficien—
cy; or

(2) i1f the department finds, on three consecutive reviews,
that the nursing facility provided substandard quality of care; che
department shall deny payment under this paragraph for new admissions
until the facility has demonstrated to che satisfaction of the depart—
ment that, i1t is in compliance with the medicaid requirements of 42
U.S.C. 1396r, and that it will remain in compliance with the require—
ments .

Sac. 18.20.330. APPEAL; SEARING. (@) Notwithstanding
AS 44.62.330 - 44.62.630, the department, bv regulation, shall estab—

lish a hearing procedure Dby which a nursing facility may present



it say appeal a sanction imposed by order of the department under
AS 18.20.310. A request for a hearing must be made in writing within
10 days after service of the department®™s order on the nursing
facility. Except for an order that takes effect 1immediately under
AS 18.20.310(b)(1), a request under this subsection has the affect of
staying the department®s order until che hearing is concluded and the
department makes a tlnal determination.

(b) An appeal, or request for stay, regarding a sanction imposed
by the court under AS 18.20.310(5) or (7), 18.20.360, or 18.20.370,
must be Tfiled with the court in accordance vith the Rules of Civil
Procedure.

Sec. 18.20.340. CIVIL FINES. In accordance with regulations
adopted by the department under AS 44.62.010 - 44.62 300, the depart—
ment may assess and collect, with intsrest, a civil fine of up to
$10,000 a day tor each day a nursing facility is or was out of compli—
ance with any of the federal or state statutes or regulations listed
in AS 18.20.310. The department shall annually 1increase the maximum
amount of the civil fine authorised i1n this section by a percentage
equal to thelpercentage of increase in all items of the consumer price
index for all urban consumers for Anchorage, Alaska. Each day upon
which the same or a substantially similar noneompliance occurs is a
separate violation subject tc the assessment of a separate civil fine.
A civil fine assessed under this section i1s not reimbursable under
AS 47.07.010 - 47.07.900 or AS 47.25.120 - 47.25.300. The department
shall deduct the amount of a civil fine from reimbursement due or to
be due the nursing facility under AS 47.07.010 - 47.07*9C0 or
AS 47.25,120 - 47.25.300. The department may also uae any remedy

available under law to pursue collection of an unpaid fine.

Sac. 18.20.350. NURSING FACILITY RESIDENT SECURITY FUND. ()



There 1s established in the department, as a fund separate from other
public money of the state, the nursing facility resident security
fund. This fund consists of all civil fines collected under
AS 18.20.310(a)(3) and 18.20.340 related to noncompliance with 42
U.S.C. 1396r(b), (c), or (d)» and all 1interest earned on money in the
fund.

(b) The nursing facility resident security fund shall be admin—
istered by the department. Noney in the fund may only be used for the
protection of che health or property of residents of nursing facil—
ities found to be out of compliance vith 42 U.S.C, 1396r(b), (c), or
(a), or a regulation adopted under those statutes, including payment
for the costs of relocation of residents to other facilities, mainte—
nance of operation of a facility pending correction of deficiencies or
closure, and reimbursement to a resident for personal money lost.

Sec. 18.20.360. TEMPORARY MANAGEMENT. (€)) IT the department
determines chat the health or safety of the residents of a nursing
facility, i1s 1i1mmediately jeopardized as the result: of the nursing
facility"s failure or refusal to comply with a state statute or regu—
lation, or failure or refu3ial: to comply with the medicaid requirements
in 42 U.S.C. 1396r (Title XIX of the Social Security Act) or a regu—
lationadopted under that statute, che department shall i1mmediateW
petition the superior court for an order tor appointment of temporary
administration to

(Doversee the operation of the facility; and

(2) ensureche health and safety of the facility"s resi—
dents while orderly closure of the facility occurs or the deficiencias
necessitating temporary administration are corrected.

(b) The court shall grant the petition if it finds by a pre—

ponderance of the evidence chat tha conditions in (a) of this section



exist:.

Sec. 18.20.370. RECEIVERSHIP, (@) The department may petition
the superior court for establishment of a receivership for a nursing
facility if the department finds that one of tha following conditions

exists and the current operator has demonstrated an 1inability or

unwillingness to take action necessary to |Immediately correct the
conditions alleged:

(1) the facility 1ie operating without a licenses

(2) the health, safety, or welfare of facility 3 residents
is immediately jeopardized:

(3) the facility demonstrates a pattern and practice of
violating state or federal statutes or regulations in such a way that
minimum resident care is jeopardized.

(b) The court shall grant the petition if i1t finds by a prepon—
derance of the evidence that one or more of the conditions in (a) of
this section exist and the current operator is unable or unwilling to
take action necessary to correct the condition.

Sec. 18.20.390. DEFINITIONS. In AS 18.20.300 - 18.20.390,
unless che context requites otherwise &

(1) "department®”means the Department of Health and Social
Services;

(2) "general relief-medical”” means che medical assistance
program authorized in AS 47.25.12Q - 47.25.300:

(3 "nursing facility” means an institution, or a distinct
part of an institution, as defined in 42 U.S.C. 1396rj

(@) "medicaid” means the medical assistance program

«* 1AA



UHUF If SI il\(_i’!-lﬁ@ STEVE COWPER, GOVERNOR

DEPT. OF HEALTH AAD SOCIAL SERVICES R0, BOXH

JUNEAU, ALASKA 90811-0R0L
PHONE " (207)465-0%0
OFFICEOF THECOMMISSIONER

February 20, 19.90

The Honorable Ron Larson

Alaska State House of Representative
Alaska State Legislature

P.0. Box V

Juneau, Alaska 99811

Dear isentative Larson:

HB 418 \has recently been referred from the House HESS
cchimtteetja™the House Finance committee. This legislation makes
changes Tn Alaska law which are required for continued State
compliance with federal law. To not adopt these changes will put
Alaska®"s Medicaid program in jeopardy of loss of federal funds.

HB 418 provides the Department with additional sanctions that
can be used to bring nursing homes into compliance with health and
safety requirements. Currently, the only remedy available to the
State 1is decertification, which means that the facility will be
ineligible for medicaid funds. This is a very serious sanction as
nursing homes in this state are heavily dependent on state medicaid
funds.

HB 418 contains additional sanctions which the state can
impose on nursing homes for non-compliance with health and safety
regulations. These sanctions offer the Department a range of
responses which allow the department the opportunity to impose a
sanction commensurate with the violation; thus eliminating the need
to move toward decertification for every health and safety
violation.

Although this legislation is required for continued federal
participation in the Medicaid program, the Department also believes
that HB 418 offers a positive change regarding the way in which the
Department monitors the quality of nursing home care in Alaska.

06F38LH



Representative Ron Larson -2- February 20, 1990

Therefore, | request that HB 418 be scheduled for a hearing in the
House Finance committee as soon as possible. I know that the
committee has many bills that have been referred to i1t and |
appreciate your consideration.

Sincerely,

Commissioner



statement of Deficiencies report from a ITC facility. This report is
required to be posted “in a place readily accessible to resident . This
report was lengthy because termination action was initiated against this

facility.



STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY SHOULO 8E PRECEDED
TAO BY FULL REGULATORY OR LSCIOENTIFYINO INFORMATION)

405.1121 Governing Body (Condition Wet)
(k) Resident Rights (Standard Met)

documentation
to indicate that residents

F61 In 11 of 13 records reviewed,
was not found

Cr or resident representatives had been
given the opportunity to participate in
their individual care planning and
medical treatment.

F69 Each resident had not been encouraged and
m assisted to exercise his/her rights as a

resident of the facility to submit
complaints and recommendations concerning
the policies and services of the facility.
For example, surveyors requested
documentation of resident > complaints or
grievances for the past 6 months. Facility
staff reported that there was no mechanism
or need for a resident complaint procedure
because all complaints were channelled
through the Resident Council. Review of
Resident Council minutes for 6 months
revealed 1 resident complaint. However,
surveyor interviews with residents revealed
the following:

FROVIOER REPRESENTATIVE'S SIGNATURE

COIPAOVIOth mw eifl

02-AG05

D

PREFIX
TAG

F61

F69

<) UUITIKJE COKSITIiCTTON (%)) OATE SURVEY COMPUTED

September 12-15, 1939

A. SUtMIiNQ

ewiNO

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD te CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

COMPLETION
OATE

Notification of and invitation to participate
An residents HCC will be given each resident
oe/and each residents guardian and documented
on residaets chart. Particpaticn or lack of
participation will._be documented.

Social Services Coordinator

10-12-89

Each resident will be encouraged and assisted 9-22-89
to voice theic feelings/ccmplaincs/requests.

These ccirroents will be documented as will tin

follow-up action\by facility to respond to

their ccranents. Additionally, a ccwplaint

box will be provided for residents use in

cases where resident may prefer confidentiality.

The resident council meetings will also be

utilized for this purpose with documentation

provided. Activities Coordinator

(XS) OATE
10-17-89

TTTIE

Administrator

»Any deficiency Filem tnl ending with «n otirtrk (=) deoafee e deficiency which Ihe fneUUrdon mky be excused from correcting providing ft I* determined thei other eefeguerd™ provide eulfidsnt protection to Ih«petleiui (See
rdxeree for further fnetnicltofle.) The findings above ero dUcJowbfe 90 day™* fofiowfng the dete of eurvey whether or not a plenol comedion t» provided. If deficiencies ere cited, Il epproved plan ol correction le rtoulsfle to

jjDiirtued program peitidpailon.
FORM KCFA-35G7 (1IWWf)

rum in ASSIRTANCI:

Il ccminuatlon ibsel Pag* cl
OTFICF.



oo>Aflrw6Nrofwe' ahohumah«uvice« .
HEALTH CAPS FIHAH AfIMtNiatTUNON . —_— G\H-rml
: \ 0 . |, (A1) PROVIOCRNUVBER <>®MJI_RP,Lﬁ CONSTnuchow (X3) OAT? SURVEY COMPLETED
m.e [e'm - -

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION it aiiitrvnti ,

02-A005 a. wimo R September 12-15, 1989

SUMMARY STATEMC/IT OF DEFICIENCIES :[) PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY SHOULO RE PRECEDEO PREFIX (EACH CORRECTIVE ACTION SHOULO BE CROSS- COMPLETION
OY FULL REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) OATE

1. Interview with 1 resident on 9/13/89
revealed resident"s complaint of too few
cowminity outings.

2. Interview with another resident on
9/14/89 revealed resident®"s complaints
of dry food and having to sit with
residents who smoke as she Is allergic
to smoke.

The facility had not insured an adequate A new syatem of resident personal property * 10-03-69
system of accounting for personal inventory has been implemented. This system
possessions. For example: will insure accuracy/ date/ signatures, etc.
and will be located on the residents chart.
1. Updated records were not signed by the Kursing 6 Activities
responsible employee, the resident or
resident representative.

2. Personal property inventories wore
found in two locations. Initial
Inventories were located in the
individual medical record and updates
were found in a separate folder.

3. The facility did not provide a system
to protect residents “property and
valuables.

PROVIDER REPRESENTATIVE'S SIGNATURE TITLE (X4) DATE
i
'Any deficiency atatemenl ending with an aaterlak {*) tienvotco> a deficiency which Ihe fntllluUon may be excuaed from correcting providing X k<determined that -Aim aafeguardi provfda wfffctenl protection to The SaltailL”™~(SM

revered Tor further IntTructione.) The (Indfinge above are disctosaMe 90 daye following Ihe date of lutvey whether or not a plan ol correction Is provided. ITdeftclencleo e/e cited, an eppcoved plan ol oorrection li reguwle t0
continued program perfctpetiort.

' YORM h£fa-2587 (ICLM) nmtl |C asri&AMC r orn Cp If continuation theel Pige ol __




STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

OR SUPPLER

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY SHOULD BE PRECEDED
BY FULL REQULATORY OR ISC IDENTIFYING INFORMATION)

Restraints had been used without physician
orders which stated conditions or provision
for use, type of restraint to be used,
specified period of time for use, and
instruction for release. For example:

1. Six of 6 records reviewed where
restraints were being used indicated
physician orders as "may restrain for
self protection."”

2. Please refer to F237 for examples of
inappropriate use of restraints.

Please refer to F242 and F244 regarding
residents” participation in activities.

Please refer to £76 regarding residents”
retention and use of personal
possessions and clothing.

(h) Staff Development (Standard Met)

Please refer to F749 and F761 regarding
facility staff % level of knowledge about
the problems and needs of the aged, ill,
and disabled.

PROVIDER REPRESENTATIVE S SIGNATURE

(XijpnavjocRNwetn

02-A005

D

PREFIX
TAG

F30

£93

F94

F100

(X)) MULTIPLE COHOTPUCTTOH

ABLEOM)

e.wino

QN QATHJURVEY courtCTIO

September 12-1d, 1989

PROVIDER S PLAN OF CORRECTION («)
(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

COMPLETION
DATE

The use of restraints will be initiated on 10-30-69
physician orders which will include stated
conditions or provision for use, type of
restraint to be used, specific period of cir*l
for use. and instruction for release.
Physician and Nursing

Refer to responses to ?242 and F244

Refer to response to F76

Refer to response to F747 and F7Cl 1030-89
Additionaliy/ the facility is currently

developing a facility vide continuing
education/in-service program (with documen—

tation of inservices attended £ presented).

Administrator

TITLE (XJ) DATE

» Any deficiency etatament enohig wtti an aitsrLk {*) denctea = deficiency ntrich the Institution may be e<«cueed from correcting providing K Is determined that other tafoguexde provide eulflclent protection (o the patients. (Sw
reverse lor further Inetructlorre.) The findings ibovs are dbcroeawe 00 deye Following the date ol survey Whalher or not a plan ol correction IS providod. It defldendee are cited, in epptoved pian ol ooirecdon it requisite to

continued program parfefpatioo.

FORM HCFA-2M7 IKMS-M

Dimi IP

ASQISET AMTI.T

OFFICE

If ceutfniraiion iheet Page ol



OIPARFMENT OF HB"
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and human services
aownistr/txw

STATEMENT OF DEFICIENCIES ANO PLAN OF CORRECTION

"EOF PRCVIOCR on SUPPLER

PREFIX

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY SHOULO BE PRECEDED
BY FULL REGULATORY OR ISC IDENTIFYING INFORMATION)

Please refer to £126, £181. and F237
regarding facility staff not practicing
proper techniques in providing care to the
aged, 111, and disabled.

The facility staff did not display proper
training and awareness In the following
areas:

1. Prevention and control of infections,
For example:

a. Proper handwashing between residents
during the medication pass did not
occur including the administration to
a resident on Isolation precautions.

b. Ten of 10 employee records reviewed
failed to Indicate knowledge/training
in infection control.

2,. Flre safety. For example:
a. Four of 10 employee records reviewed

lacked documentation that employee
had received fire safety training.

b. Flre drills had not been performed as
required on each of 3 shifts
quarterly. Only 4 fire drills of the
minimum of 12 had been done.

PROVIDER REPRESENTATIVE'S SIGNATURE

(XI) PROVIDER NUMBER

STREET ADOREPS. Ctrl ZSTATE. ZIPC0O0S

PREFIX

00) MULTIPLE CCNSTRUCTXJN

A OURDINO
B.W1INO

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

Refer to responsfl* to F126, F181 and E237

In-service/instruction will be provided to
insure knowledge and conformance to Infectior
Control and sanitation requirements.

DNS

The annual staff-wide Fire inaervice was
scheduled for October. Documentation of
attendance will be available for review.
Documentation will also be noted in person—
nel records. Administration

(Fire Inservice was held Oct 12/ 1989)

Documentation on fire drills will be avail—
able for review. A copy of the fire drills
will be sent to Administrator, DNS, £ Fire

TITLE

September 12-15,

(») OATE SURVEY COMPIETEO

1989

COMPLETION
OATE

10-30-89

10-30-89

9-19-809

(X)) OATE

» Any dafldancy atiljrrnot aanng wrttli an aatertak (*) ctooolas a ctofldancy wWcti tha Instflutlofl may b« axcuMd from corractfna providing 11U dHenninad ihat alher aafaguaida provfda autficlant protection lo & ¢ &Tlan?sf(S««
r*v*TM (or further Instructions.) Tha (Tndinga above are dijcfoaubtt 90 days foficwing ih* dale ol aurvsy wTiathar or not a plan of correction la provided. ITda'Tdanctas art cllad. an approvad plan of correction la reqglalta to

oontinuce program participation.

FORM HCFA-25f17(1(W4)

Il continuation ahaal Pag« _ of _

PHitt 1C ASSISTANCE OFfICE



STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

nameo r p

9 |D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY SHOULD BE PRECEDED
TAG BY FULL RCOULATORY OR LSC IDENTIFYING INFORMATION)

c« Fire drill records were fragmented.
The maintenance department
responsible for conducting the fire
drill exercises had records of only
two drills. Records of the other two
drills were found in the policy and

0] procedure manual by the surveyor.

See also F358 and F359.

3, Proper use of restraints for safety and
protection. Please refer to £237.

405.1124 Nursing Services (Condition Met)
1126 Each resident had not received his/her
diet as prescribed. In addition,
deviations had not been reported with
appropriate action taken. For example,
resident £14 was observed at evening meals

meals on 9/13 and 9/14/89 with the
following noted:

1. Physician®"s orders were
lactose free diet chopped,
portions wfth Ensure BID."

"2 gm. Ha and
double

Resident was served single portion,
pureed for both meals. [Interview with
meal preparer on both evenings revealed
no difference in meals served between

PROVIDER REPRESENTATIVE'S SIGNATURE
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

Continued:

Marshall (in-house), and maintenance.

The staff has been instructed as to the
importance of fire drills and documentation
of the drills. Administration

Inservice and specific instruction has been 10-2-89
provided to Dietary Service personnel regard—
ing adherance to prescribed diet orders.
All meals served are without added naif.

Nursing £ Food Service Sijip.
A mechanism has been initiated to identify, 10-2-69
monitor and insure that weight information
and tracking is exchanged/starred between
nursing and dietary to provide immediate
weight gain intervention for $eracns
experiencing weight loss.

Nursing £ Food Service Supervisor

ITTIE (X8)OATE
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SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY SHOULD BE PRECEDED PREFIX (EACH CORRECTIVE ACTION SHOULD BE CRO38- COMPLETION
BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

residents receiving regular diets

versus 2 gm. Na diets. Continued:
2, Review of dietary assessment dated ) ) ) ) )
5/8/89 revealed iBW of 150-160 Ibs. Residents experiencing weight loes will be 10-2-89
served first. Dietary

0 Review of resident®s record revealed
the following weights:

Date Weight (lbs)
T735.

2/89 132

3/89 124
4/89 129*
5/89 121

6/89 114
7/89 118

8/89 - 116*

9/89
Hence, the resident has experienced a
significant weight loss of 203> over the
past nine months. Resident 1s
0 currently at 71X of his average IBW.

The facility had not responded to this
resident"s weight loss.

3. Observation of resident during
evening meal on 9/13/89 revealed
resident in geri-chalr at 4:45 pm.
Meals were delivered to dining area at

PROVIDER REPRESENTATIVE'S SIGNATURE TITLE (X)) OATE
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()« :D . SUMMARY STATEMENT*OF DEFICIENCIES
PREFIX (EACH DEFICIENCY SHGULO BE PRECEDED
TAG BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)

Resident was not assisted with
1 hour, 10 minutes later.

5:10 pm.
meal until

4. Review of medication sheet revealed
resident to receive Ensure at 3:00 am
and 7:00 pm. Observation of resident on
9/13 and 9/14/89 revealed resident did
not receive 7:00 pm Ensure,

O

F128 Please refer to F126 regarding care

necessary to prevent skin breakdown.

(c) 24-Hour Horsing Services (Standard Met)
F130 Please cross reference to FQO regarding
justification of and provisions for use
of restraints.
F134 Infection control techniques were not
always carried out 1n the provision of care
,for each resident. Please refer to FI102
regarding proper handwashing technique.
F135 Proper nursing procedures and techniques
were not always used when medications were
given to residents. For example:

1. liquid Haldol mixed with wine was left
with the resident to finish. The nurse

PROVIDER REPRESENTATIVE'S SIGNATURE

ecmfnvied program peiiftfpalion.
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

Refer to response to £126

Please refer to £80 response

Plese refer to reoonse to £102

The nurses will remain with the resident
until the resident takes / finishes taking
entire dose of medication.

Nursing

TITLE

PC)) DATE SURVEY COVPLETED

1l

COMPLETION

OATE

9-30-89

(X6) DATE
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY SHOULD BE PRECEOEO
BY FULL REOULATORY OR L3C IDENTIFYING INFORMATION)

asked the nursing assistant to observe
the resident while ffnfshlng the
medication.

2. Medication for one resident was mixed
into liquid prepared for bottle feeding
and left with the nursing assistant to
administer to the resident.

3. See also F134 and F102 regarding proper
hand washing techniques.

Patient Care Management
STMD7\ftITTOOET j ———--

Each resident®"s needs were not addressed in
a written plan of care which demonstrates
that the plans of all services are
integrated, consonant with the physician®s
plan of care, and implemented shortly after
admission. Needs were not ldentified for
,all services, goals developed, pUns
recorded, and progress notes did not
Indicate evaluations of interventions in
relation to established goals. For
example:

1. Thirteen of 13 records reviewed did not

contain assessments of nursing needs to
vatldate appropriateness of goals found

PROVIDER REPRESENTATIVE'S SIGNATURE

F167

F169
FI75

PROVIDER S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
REFERENCED TO THE APPROPRIATE DEFICIENCY) OATE

Refer to reaonsea to F134 & F102

Care Plans have been reviewed, re-evaluated 10-30-89
and re-vritten to identify current nursing
needs of each resident. The plans will be

consistent with the physician®s plan of cars,

Progress ootes will relate to goals.
All disciplines will chart on interdisciplin—
ary notes to provide an easily identifyable
fiow of progress/care.

Nursing

TIMLE <9 DATE
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SUMMARY STATEMENT OF OEFICIENCIEQ
(EACH DEFICIENCY SHOULD 8E PRECEDED
BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

In the care plan, tn addition, progress

notes did not relate to goals.

2. Please cross reference to F233, F236,
and F237, regarding lack of social-
services assessments, goals, plans
interventions and progress notes.

3. Please cross reference to £239, £240%*
£242, and, F244 regarding Tack of
activities assessments, individualized
goals, appropriate plans and goals
related progress notes.

(e) Rehabilitative Nursing Care
(Standard Met)

Each resident had not received

rehabilitative nursing care to maximize

physical functioning and to prevent

deformity, immobility, and contractures.

Please cross reference to £237. For

example:

|

1. Resident US had an RPT plan to be
exercised five times a week but the
restorative aide record for July, 1989
indicated that exercise occurred only 8
of 22 possible times.

PROVIDER REPRESENTATIVE'S SIGNATURE
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS*
REFERENCED TO THE APPROPRIATE DEFICIENCY)

COMPLETION
' OATE

Continued:

Please refer to responses to: F233, F236,
P237, F239, F240, F242 and F244

Each resident will receive rehabilitative 10-15-89
Nursing Cara as identified in their indiv—
idualized plan of care. Also, pleooa refer
to response to F237,

An additional Restorative Aide has been
added to the staff* Nursing Assistants
will be instructed through in-service as
to their participation in aiding this
function. In-service will be provided by
our Physical Therapist and Occupational
Therapist. Nursing, CfT t PT

TITLE (X8) DATE

0

reverse for further IntU ucIIont.) TTis (Jnddngs above ere dladoeabta W days Idtowing the dale ol auivey whetheror not e plan ol correction to provided. If deflctondes are died, an approved plan ol correction to requtelt# to
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02-A005 C.WNO
ttTY.JTATE. 2JPCOOK
"D PROVICEFI3 PLAN OF -CORRECTION COMPLETION
{EACH CORRECTIVE ACTON SHOULD BECf ®8- OATE
Pﬁigx REFERENCED TO THE APPROPRIATE DEFICIENCY)

2. Observation of resident #4 who

manifested contractures of all major
Joints bad a record of having had
exercise 3 times in May, 11 times in
Oune, and 11 times in duly. Standards
of practice indicate that range of

O motion should be done 5-7 times a week
to prevent contractures and deformity.

F178 Please cross reference to £169, and F170 F178 Omm r,£« to response, to H « snd P«0
regarding comprehensive plans ai;d services
of all disciplines involved in care of each
resident.

Supervision of Resident Nutrition
Standard Met)

refer to response to F126

£180 Please cross reference to F126 regai ding F180 Please
conformance to physician dietary orders. 10-2-89
£181 Each resident needing assistance in eating F181 Staif;pgdhas Z?en rifChedqlig F%hagcoquate
.or drinking had not been provided prcmpt meal Teeding Tiroes to assist wi eeding
. . . residents who arc unable to feed_themselves
) assistance. Specific self-help devices Nursing 10-20-89

were not provided where necessary to - _ . - .
promote resident dignity and independence. Additional self-help devices WBEthiyprOVIded

For example:
1. Observation of the evening meal on

9/13/8%, Indicated that 11 residents
were present. Three were self-feeders

PR A e Ao OrM o Yeeuisite »

f daflclancy atatamant anding whh an aalartjk (*) danotw o dafleioocy mHcfi the Institution may D# axcuaoo irom corracwg
rae for further Unatructlona.) Tto findings above are disposable 80 days following ‘he date of survey whither or noi a p an
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) I) SUMMARY STATEMENT OF DEFICIENCIES :D
PREFIX (EACH DEFICIENCY SHOULD BE FRECEOED PREFIX
TAG BY FULL REGULATORY OR LSC IOENT1FY1MQ INFORMATION) TAQ

and 8 required assistance. Two Tfacility
staff were available to assist |
residents. Approximately 40 minuter
passed before the 2 staff moved from

the first resident they vere assisting
to the next. Hence, 6 other residents
0 need.Vig assistance sat without food for
forty minutes,

2, During the same meal, It was noted that
2 of the residents who were self-feeders
would have benefited from special
deylces due to severe tremors and motor
function deficits. The two residents
ate two bites of their dinners each.

Conformance With Physician Drug Orders
Standard Met)
F191 Orugs were not always administered In F191
accordance with written orders of the
attending physician. For example, liquid
O Haldol mixed with wine was observed given
to one resident. Neither the physician
orders or the pharmacy review had
addressed the appropriateness of mixing
pscychotroplc medication with alcohol.

PROVIDER REPRESENTATIVE'S SIGNATURE

Drugs will be given with juice or water, not
with alcohol.
with physicians order.
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PROVIDER'V! PLAN OF CORRECTION )
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10-26-69
Drugs will be given consiatent

Nursing £

Physician

TITLE (XflJ OATE
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m 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o
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405.1125 Dietetic Services (Condition Net)
Menus and Kutritlonal Adequacy
o, L[Standard Met) - -
O Please refer to F126 regarding menus F196 Please refer to response to F126
planned to meet nutritional needs. In
accordance with physician®s orders.
(c) Therapeutic Diets (Standard Met)
F199 Please refer to F126 regarding therapeutic F199 Please refer to response to F126. Also* 10-20-89
menus served as ordered with supervision this area will be specifically reviewed by
from the dietician. Dietician with inservica to staff.

Dietician & Adniniatratiion
(e) Preparation (Standard Met)

F207 Hhere residents refused food served, F207  Substitutes will be offered and residents 10-05-89
appropriate substitutes of similar informed of their availability.
nutritive value were not offered. For Administration, Nursing & Dietary
example: . £
I
0 1. During the dinner meal served on

9/13/89, it was observed that the meal
served differed from the planned

menu for that evening. Two residents
complained to staff that they didn"t
like or want what was served. Neither
resident was offered a substitute.
Each ate two bites of their meal only.

PROVIDER REPRESENTATIVES SIGNATURE TITLE (Xfl) DATE
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2. During the dinner meal served on
9/14/89, it was observed that the meal
served differed from the planned menu.
Two residents complained to staff
that they ndldn®"t want* what was

() served. Neither resident was offered a
substitute. Surveyor asked residents if
they knew a substitute could be
requested. Both reported they had not
been Informed. Residents requested
substitutes. Soup was provided.

3. Intervfew with dietary staff on
9/13/89 revealed substitutes for main
entree were consistently limited to soup
or sandwiches. These substitutes do not
provide the resident with food items
of similar nutritive value.

405.1126 Specialized Rehabilitative
. Services (Condition"Met)

I

(b) Plan of Care (Standard Met)

F218 Please refer to F237 regarding therapy * F218 Please refer to response to F237
provided in accordance with accepted
professional practices.

PROVIDER REPRESENTATIVE'S SIGNATURE TITLE (XU) DATE
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405.1127 Pharmaceutical
(Condition Metf

Services

(a) Supervision of Services (Standard Met)

The pharmacist had not always reported
Irregularities to the physician and
administrator. Please refer to £191..

405.1130 Social Services
—(mMm om wm rm n.

The medically related soda} and emotional
needs and problems of residents were not
identified. Services to meet the social
and emotional needs of residents were not
provided by the facility nor were referrals
to an appropriate agency consistently made.
The scope and severity of subsequent
outcomes was found to limit the facility’s
capacity to provide adequate care and
services to the residents. For example:

1. Nine of 13 records reviewed revealed an

absence of Social Service assessments
identifying residents”™ needs.

0 PROVIDER REPRESENTATIVE'S SIGNATURE
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PROVIDER'S PLAN OF CORRECTION )

(EACH CORRECTIVE ACTION SHOULO BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

COMPLETION
OATE

Pharmacist will routinely porfonn drug 10-30-89

reviews and report irregularities to the
physician, Head Nurse, DWS & Adniniatrator.
DNS & Administrator

Please note responses as follows:

Conformance will be assured by Social

Services Coordinator 10-30-89

Social service assessments will be kept or
the charts. Social and emotional needs
and behavioral problems will be addressed
and documented. Documentation of refecraUs
will lo maintained in chart. Referrals
for medication refiiev have been made or
requested on all residents on psycho-tro—
phic medications. Referrals to local
mental health agencies for assistance in
developing and delineating behavior mgmt.
programs have been made.
Behavior management programs will be cevievejd
by Social Services in conjunction with
Nursing Service and Physicians to minimize
the need for and use of physical and / or
chemical restraints.

TITLE (XB) DATE
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|D 8UMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY SHOULD BE PRECEDED
TAG BY FUU REGULATORY OR ISC IDENTIFYING INFORMATION)
2. Ten of 13 records reviewed revealed an

absence of Social Services
identification of residents®™ goals or
approaches 1n interdisciplinary plans of
care. -

3. Eleven of 13 records reviewed reyealed
the absence of current progress notes to
reflect ongoing assessments of
residents” needs, problems, evaluations
of goals or interventions, *

4. Three of 13 residents were selected for
an in-depth review of Social Services
identification and response to
residents” medically related social and
emotional needs and problems. The
following was noted:

a. Resident #13:

1. Review of resident"s record
revealed physician®s order dated
9/87 for "behavior modification to
correct disruptive behavior."
Examples of unwanted behavior
located in record included:
""uncooperative and biting at
staff''; "abusive verbally using
foul language and obscene ==
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FROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CHOSS-
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COMPLETION
DATE

Continued

Muraing service and physicians have addressed
the use of physical and chemical restraints

Social service goals and approaches as
in the assessments and notes will be included
in the piAn of care.

Social service notes have been moved from
social service office to social service

in residents chart.

Social service notes will reflect ongoing
assessment of needs, problems, evaluations,
and interventions including referrals for
services and reviews of current programs.

(X9) DATE
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STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION
Septenter 12-15,1989

D PROVIDER'S PLAN OP CORRECTION
(EACH CORRECTIVE ACTIOS SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE OEFICIENCY)

COMPLETION

10 SUMMARY STATEMENT OF DEFICIENCIES
= OATE

PREFIX m ' (EACH DEFICIENCY SHOULD 8E PRECEDED
TAG BY FULL REGULATORY OR CSC IDENTIFYING INFORMATION)

PREFIX
TAG

gestures;0 “inappropriate

sexual behavior towards another
resident.” These unwanted
behaviors were not identified
nor responded to by the facility.
For example:

a. Reyiew of record revealed no
Social Service assessment
identifying these problems.
Social history was dated 7/1/86
with no updates located.

Social services progress notes
were not current or
informative. Note of 0/5/GG
indicates a psychiatric
evaluation was scheduled. No
follow-un was located.

b. Plan of care did not reflect
any intervention being utilized
in response to ongoing
behavioral problems originally
noted by physician in 1987.

c. Plan of care did not address
inappropriate sexual behavior
by resident.
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Further review of resident’s
record revealed inappropriate
use of restraints, resulting in
decline of physical functioning
and reinforcement of unwanted
behaviors. For example:

a. llote of 4/17/89: "Pt. was put
to bed as a disciplinary
measure following an episode of
verbal abuse (and) threat of
physical aggression. - m

b. Rote of 6/9/89: '"Due to
" (staff’s) inability to observe
his location (end) actions at
all times, (resident) to be
allowed in (wheelchair) only
with direct supervision; re: to
dining room (and) back™.
Resident was otherwise kept 1n
a geri-chair even though "loss
«of ambulation™ was Ildentified
as a problem in the record.

c. Nursing note of 7/26/89: "OT
consultant stated that (Pt.)
agreeable to ROM exercise while
smoking at same time. RA"s
have (her) ok to use this
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technique to increase (Pt’s)
cooperation.™

d. Physician’s order; '"Haldol
PRN."

B. Resident ill:

1. Review of resident®"s record

reveals numerous behavioral
problems reflected in the Nursing
progress notes. For example:
"awake and noisy during evening,"
"restless;" "loud and uncooper-
ative;" '"verbal abuse and
aggressive towards patients and
staff;" "sleeps during day and
awake at night;" "sexual advances
towards aides both physically and
verbally.”™ Problem behaviors
noted in Pursing progress notes
were not addressed in the
resident®s plan of care, assess-
ment or intervention by Social
Services.

Observation and record review
Indicated interventions to reduce
unwanted behaviors were primarily
use of physical and chemical
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restraints. The use of restraints
resulted In Increased loss of
physical functioning resulting in

numerous falls and Injuries. For
example:
a Rev few of incident reports for

March, April, and May, 1989,
revealed resident, while 1n
restraints, fell five times
during three months.

b. Mote of 2/14/89: “(resident)
suffered a Fx (R) shoulder
e about 2 weeks ago"™ during walk
to bathroom assisted by aide.

c. Note of 6/8/09: “Patient Tfell
about 2 weeks ago when getting
up by himself and Fx (t)

. clavicle™.

d. Physician order: Haldol 2.5 mg
PO Bid.

In addition, the use of restraints
was not an appropriate intervention
to restrict unwanted behavior. For
example, nursing note of 3/17/89
Indicated “if can"t observe at all
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times, might help to tie w/c to
hall railing.”

Resident #12:

1. Review of resident"s record
revealed resident admitted to
facility April, 1989, with a
primary diagnosis of a
progressive, degenerative
neurological disorder of unknown
etiology. Review of record
further revealed history of
suicidal ldeatiOR with an active
suicide attempt 2/89. Review of
Nursing progress notes revealed
progressive decline of resident"s
general health and level of
physical functioning. Progress
notes also revealed resident with
suicidal ideation in Hay, June,
and August, 1989. Interview
with facility staff on 9/13 and
9/14/89, revealed the resident
"wanting to die so won"t be a
financial burden on family."
Staff further reported -
their belief that resident is
"dying" and "getting ready to
die.” Observations of this
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resident during survey revealed
significant decline iIn resident"s
physical energy and functioning.
Interview with resident’s wife
on 9/14/89 revealed she may be
having difficulty accepting
resident”s condition. In
addition, she reported having
transportation and financial
difficulties. Social Services
had not addressed these problems.

Relative to the problems of death
and dying, suicfdality. degener-
ative Illness, and family
problems. Social Service assess-
ment and Interventions were
limited to the following:

1, Behavior: When he 1is depressed,
he has talked of suicide and
staff need to be alert to
subtle shifts in his emotion.

2, Assist 1n Ffiling Alaska
Permanent Fund Dividend.
e Assist transfer to Pioneer
Home. Encourage durable
power of attorney.
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F747 (b) Staffing (STANDARD NOT WET) Fr47  Additional training and consultant services 10-30-69
) have been scheduled, and received. Review was put into
The facility had not arranged for of the services and documantation thereof place on
sufficient consultation and assistance by including assessments, histories, roifes and  10/15-16/89
the social work consultant to meet interventions of other Long Term Cara Fac—
resident needs. For example: ilities Social Service Departments (via visitja
to other facilities) took place 9-19-69,
1. Please refer to F236 and F237 regarding 9-25-69 and 9-26-89. The MSH Consultant
assessments not identifying resident’s began chart review and will continue to provi &
needs, Interdisciplinary plans of care training and chart review cn a monthly basis
lacking resident®s goals, progress notes to bring current charting into conformance,
not reflecting resident’s needs, - thereafter, consulting at such frequency to
problems, goals, or interventions. insure continued ccmplyance.
2. Please refer to F236 and F237 regarding
examples from resident®s TOT and #13.
These resident examples indicate
significant problems regarding lack of
appropriate interventions to reduce
< unwanted behaviors.
405.1131 Activities (CONDITION NOT MET]
(b) Patient Activities Program
(STAHOAFO HOT HEL)
An ongoing program of meaningful activities New programs_hqve been initiatgd which will 10-5-89
had not been provided based on identified lueet the individual needs and interests of
needs and interests of each resident. each individual resident.
Activities Coordinator
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Further, tbe facility®s program of Continued:
activities did not promote opportunities
for engaging in normal pursuits of dally A new, reorganized activities program lias 10-5-89
living, or the physical, social, and mental been ihiAtetied {after review of activities
well being of each resident. For example: programs in other facilities via site visits
to four other facilities by the Activities
1. Ten of 13 records reviewed revealed the Coordinator and by review and input / consul—
absence of Activities assessments which tation by the Activities Consultant and the
identified residents®™ problems or needs. Occupational Therapist as well as Speech
Therapist and Speech Pathologist).
2. Thirteen of 13 records reviewed revealed This new activities program promotes oppor—
the absence of current progress notes, tunities for the residents to engage in nor—
to include ongoing evaluations and mal daily living and is structured to reflect
assessments of residents® needs or the individual physical, social and mental
* effectiveness of interventions. capability as well as plan and goal(a) for
each individual resident.

3. The activities observed by surveyors
were not appropriate to tha resident
participants in relation to the special
needs resulting from cognitive,
coranunicative, Interactive and physical

deficits with the addition of cultural Current progress notes including ongoing 10-30-89
diversities. For example:

evaluations, assessments, needs and interven—
tions as well as tbe effectiveness of inter—
ventions will be documented on the interdis-
ipiinary notes section of each residents
Activities Coordinator

Activities assessments will be provided and 10 *20-89
documented identifying rssidents problems

and needs and located on each resident chart.
Activities Coordinator

a. On 9/12/89 the "Native Culture"
activity consisted of the showing of
a Film depicting a Greek tragedy.

Multiple snail group activities are now 10-05-89
concurrently. Activities Coordinator
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b. Observation of an activity at Continued:
11:00 am on 9/13/89, which Involved a
“talking book"™ on the subject of
classical musicians, indicated the
following.

1) Ho interaction occurred between
staff and residents.

2) Five of 6 residents were in
restraints and asleep. The 5
residents were Alaska Native.

3) The awake resident was not
attending to the activity. =

c. Observation of a movie activity at
3:00 pm on 9/13/89 indicated
inappropriate placement of residents
with a visual or hearing impairment.
For example, residents with identi-
fied hearing and visual problems
were placed 20-30 feet from the
19" television.

4. The facility activities program did not Increased community activxtieo io integrated  ongoing
provide all residents with an opportu- |nto_the.new activities program' !e' .
nity for community interaction. For Senior Citizen potlucfc dinners, field trips,
..example, an interview with activities etc.
staff on 9/23/09 revealed the following:
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a. Approximately 1 time per month, 4-5
residents attend a politick outside
the facility,,
b. Approximately the same number of
residents go shopping in the
community once per month.
c. "Car ridesO once per week allows
only a small fraction of the resident
population to get out of the
facility.
5. The facility did not provide meaningful Tne newly reorganized activities program e 10-05-89
activities for residents throughout each now ofcfesMMss activities for each day and
day. For example, review of the each evening of the weeJc. This has been
activities calendars for July, August, acccmpioshed by the addition of more staff
and September, 1989, revealed the as well as gaining additional conusunity
following: volunteers. oL )
Activities Coordinator
a. Twenty-seven of 90 days did not have
scheduled activities beyond 2i00 pm.
b. Forty-four of 90 days did not have
scheduled activities beyond 3:00 pm.
F761 (a) Staffing fSTAHOAKO HOT MET) Frel  The frequency of visits / consultation and 10-30-89
input by Activities Consultant has been
The facility did not arranged for increased to provide adequate direction to
sufficient consultation and assistance by insure confarmance with guidelines.
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a qualified Activities consultant to meet
resident needs. For example, please refer
to F240, F242, and F244 regarding examples
of assessments, plans, and activities which
do not meet the needs of each resident.

O 405.1132 Medical Records (Condition Met)

(c) Content (Standard Met)

F254 The medical records did not contain
adequate physician documentation. For
- example:

1. Four of 4 discharge records did not have
discharge summaries.

2. Two of 4 discharge records did not have
a signed transfer record.”

3. One of 4 discharge records did not have
a signed statement of rehabilitation
potential.

4. One of 4 discharge records did not have
a statement of prognosis.

The medica®™ record did not have a physical

examination report In 1 of 4 discharge
records. =
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Discharge summaries which historically* 11-30-89.

vere promptly provided and made part of the
residents chart will be made current. The
physicians vere tei”porarily hampered bi?%
time constraints due to large population
increases experienced as a result of the
oil spill. The physicians a fully aware
of the importance of prompt documentation
and are new expending tha additional time
necessary to bring charting* etc. current.
Phyaicaans & Morsing

Refer to response to F254

TITLE (XB)OATE
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F?Fi0 The medical records In 10 of 10 active
F25| cases reviewed did not contain complete
FF55 information regardfng:

1. An overall plan of care setting for
goals to be accomplished through each
service"s designed activities, therapies
and treatments. Please cross reference
to £233, £234, £238, £239, and £240.

2. Progress notes of resident response to
e e interventions in relation to

Please cross reference to
*» 2237, £239, £240, and

405.1134 Physical
: (Condition Het)

Environment

(e)[ Patient Rooms and Toilet Facilities

oo dard net)

,Mattresses ttere not always made available
to residents which provide a safe and
comfortable bed. Some residents*
mattresses were found to be 12n-14" too
short for the bed thereby exposing bed
springs.
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Charts will reflect/contain cctcplete 10-30-89

informatics including reactions/response
frcO residents. Please relar to responses

to: F233, F234, F236, P239, F240, J?237, &
F244.
Nursing, Social Services, Activities,
Physicians, Consultants, Dietary and
Administrator

Replacement mattresses have been ordered 10-10-89
to insure that ali Deris have mattresses. t6
sufficient length.
Administraticn
TITLE QUS) DATE
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STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

September 12-15, 1989
W/ 0OH6S8, CITY, STATE. ZIP COOT

j SUMMARY STATEMENT O f DEFICIENCIES PROVIDER’S PLAN OF CORRECTION
L1 (EACH DEFICIENCY SHOULD BE PRECEDED (EACH CORRECTIVE ACTION SHOULD 06 CROSS- COMPLETION
. OY FULL REGULATORY OR ISC IDENTIFYING INFORMATION) REFERENCED TO THE APPROPRIATE DEFICIENCY) ' OATE

405.1135 Infection Control (Condition Met)

Aseptic and Isolation Techniques
[Standard Met)

(:) Please cross reference to F102 regarding F340 Please refer to response to F102
52 proper handwashing techniques.

(c) Housekeeping (Standard Met)

F342 The facility hod not always maintained a F342 Ceiling tile will be replaced in areas where
safe and clean Interior, For example: missing and / or damaged.
Maintenance 10-19-89
1* Ceiling tile iIn the freight receiving
area was missing and/or water damaged. Painting and repairs to gauged walls is now 10-30-89
on an on-going revolving preventative main—
2. Celling tile had been removed above the tenance schedule which is supplemented by
microwave in the medication storage work requisitions to bring to the attention
- room, * of maintenance any areas of repair.
Maintenance

3. Bathroom celling tile in rooms 38, 39,
42, and 43, were damaged by water,

cracked and broken. Request has been made to Seward Cablevision 10-30-89

XV cable service to address the tv cables
throughout the facility.
Seward Cablevision &

*4._. Paint on bathroom walls In rooms 39,
42, and 44 was peeling off wall and
stained fn some cases.

Maintenance
5. Dirty utility room paint was chipped.
PROVIOER REPRESENTATIVE S SK)NATURE TITLE C0B) DATE
» Any daflclooey tfatamant arrding *(Ui dN tuiartsk (=) ijanctw a dsflctency which thy tnatftutton may ba excuMd from correcting providing ft la delerminad Uwl other ufeguania provW* tuMcfant protactroo to ‘e 'm

rev#r*s for furthar tnalmctlon a.) Th* finding* 0C0Va t:» diacioiawa 90 day* following lhs dat* o turvay whether CI rot * plan ol correction la provklad. || dafleiando™ *»* eftad. tn approved plan of eorractton is raquitHato <
continued program participation.

FORM HCFA-2507 (10-W) If cctitinuaBon »ex¢ Pag* e



DEP«<TMI form approved <
= V > OUSNo. C#3!\A{>J_ .

(X) pnovnen numper ~ (DMULTIPLE CONSTRUCTION " 00) OATE SURVEY CONPLETEQ C
STATEMENT OF DEFICIENCIES AND PUN OF CORRECTION I
02-AQ05 a. WHO September 12-15, 1989
:D * SUMMARY STATEMENT OF DEFICIENCIES v |D PROVIDER'S PLAN OF CORRECTION
PREFIX | (EACH DEFICIENCY SHOULD OE PRECEDED PREFIX (EACH CORRECTIVE ACTION SHOULO 86 CR03S- COMPLETION
TAG BY FULL REGULATORY OR ISC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) " OATE
6. Pafnt was chipped around the 2nd-floor Continued:
nurses station. '
7. Floor coving on 1st and 2nd fTloors Flooring w ill bo addressed on an ongoing 10-30-89

was cracked allowing for potential

- _ maintenance requisition/preventative main-
bacteria build-up.

tenance program to insure proper reftairs.

. . , Maintenance
8. Paint on door jams was chipped.

9. Gouged walls were found 1n room 31 and
on the 1st floor hallway.

«10. The antenna cord in room 31 was
observed hanging down and out onto the
floor between the hall and the
resident®s bed.

11. Room £5 had a seam in the flooring

which was separating. This linen cart is located on the section 10-30-89
) ) where ambulatory male MI residents are loc-
12. The dirty linen cart on the 3rd floor ated. These residents often place their
. —- old section was left open. dirty linen (socks, underwear, etc) in this
) linen cart for washing, (they do this on
13. Room #12 had broken flooring and the their own) We w ill remind the residents to
toilet paper holder was off the wall. please close the lid on the dirtr\ linen cart;
as veil as to remind them that they do not

need to put their linen in the cart, our stafi
will do 1t for them. _
Nursing

PROVIDER REPRESENTATIVE'S SIGNATURE TITLE P(8) OATE

MAny dallciancy alaiamart ending wfih an eatarfjk (*) danotaa ¢ deHcfancy which the fnalllufion may *)e excuatd from oorrtcling providing it t* dale/mined (hat otfiar safeguards provid* autflclant prolectlon (o tha palfanta. (SfrO " i
ravaree for further Inatrucllorw.) The Analogs above are disdoaa&r* SO day* foltovrintf tha data c| aurvay whafiiar or net a plan ol correction I» provided, tl deficiencies are cHed. an approved pun ol ojrrection la tequleiia » ‘o
continued prog.am participation.

FORM HCFA-2M7 (1084) EUBUCLASaJ8IAMCE aE£ICE — Il coridnuilfcri aheet Papa of _



STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

HAMS Of fflOVIOtH OB SUPPUER

:D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY SHOULD BE PRECEOED
TAQ BY FULL REQULATORYOR ISC IDENTIFY!MO INFORMATION)

405.1136 Disaster Preparedness

fa) Olsaster PTarr (Standard Met)

Facility staff were not aware of their

specific responsibilities with regard to
evaluation and protection of residents.

Please refer to F358 and F359 regarding

lack of staff training.

Staff Tralntm and Drills
STFImMB*"WFISTT

All employees were not trained, as part of
their employment orientation 1n all aspects
of preparedness for any disaster. For
mexample:

1. Documentation in 4 of 10 staff records
reviewed had no disaster plan or fire
safety policy and procedure training.

2. Seven of ID staff records reviewed had
no record of fire inservice training.

Facility staff did not participate in
ongoing training and drills In all
procedures so that each employee promptly
and correctly carries out a specific role in

PROVIDER REPRESENTATIVE'S SIQNATURE

* ADORE53. CRY, STATS. OP COOS

(XIfmoVfW h NUMBER

D

PREFIX
TAG

fc- . 0X9 Ha 0*XCX\
(W) OATS 3VRYEY C&OKETO “

(W) MUIT1PU CONSTRUCTION

A.OUIICXNO

9. W1KO September 12-15, 1989

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
REFERENCED TO THE APPROPRIATE DEFICIENCY) . DATE -

Staff training will be provided/ and 11-30-89
documentation of this training maintained

for review, (please note response to ?102(2))

Fire Marslialll
Department/ Administration &

ENS
Pleese refer to response to F358

ALl new employees, as pact of their documentxl
orientation program will be trained in

areas including but not limited to:

Infection Control, Safety, Sanitation, Fire
Drills, Disaster preparadnesa. Thereafter,
refresher inservices will be provided on

an annual basis. Administration

11-30-69

Please refer to response to F3S8 and F102

TITLE CXJ) DATE

. 30 uf-3t
» Any deflclaney ttaroroent ending wrffi » astorWe (+) danclet a deficiency which the fnatliutfon may be excused from corroding providing ft |] determined Hut oihe, aafaguarda provide cufltctent protedlon (0ifte pedants. %Set
m erw for furlfver Inalructlona.) The findings abov* aro dtadoeaWe 00 days following the dale of aurvay whether o* not a plan of correction la provided. I?deflcfendee ara died, an approved plan ol COIraction la rogulilta to

continued program paTQclpotion.
«fCRM HCFA-25f7(10-W|

PUOUC ASSISTANCE OFFICE

If continuation eheet P tga ol



;' CHW«mI«KTOfHS A*0 HUMAN BERYICM |
HEALTHCAII* PINVALT, ADMINISTRATION

(XI) PHOVIOtR NUMBER (») MULTIPLE CONSTJWCrOh (X3) OATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION Az ot
. e '\0 f: o ' ‘ "1 oo 02-A005 a. wimti September 12-15, 1989
HAME o f PROVICEI _STREET AOORCSS. CITY. STATE. DP CODE
:D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY SHOULO OE PRECEDED PREFIX (EACH CORRECTIVE ACTION SHOULO BE CROSS- COMPLETION
TAQ BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION) REFERENCED TO THE APPROPRIATE DEFICIENCY) OATE
case of fire or disaster. Fire drills were
not held as required. For example: \
1. 4th quarter, 1988: No fire drill held
for night shift.
Zi 1st quarter, 1989: No fire drill held
e for any shift.
3. 2nd quarter, 1989: No fire drill on day
shift or night shift.
4. 3rd Quarter, 1989: No fire drill on day
shift or night shift. See also, F102.
PROVIOER REPRESENTATIVE'S SIGNATURE (X<) DATE
31 of-31

. DAY dtfldanfy Jalem«fi( ending wih on asterisk (*) denote, a deflclaney wMch ti> Institution may b« aneuaad loom correcting providing Il !j daiarmfnad Ihai cihar safeguard, provide sufficient protection To Ifia pattgnta. (See
revere* for TUrther Inalmctfons.) The Anting, above ax* dtedoaebfe 80 days follovting the data ol survey whether or not mplan of corredfon la provided. Il daflciancf*, art cited. an approved pfart of correction 1 reguteito to
continued program participation.

FORM HCFA-JS67 (10-8-) PUBLIC ASSISTANCE OFEICE Il continuation erveat Pege
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resident®s rights to information.

2. Excerpts from O8RA "87 regarding

a. Sec. 4211(c)(1)(B) - Notice of Rights.
b. Sec. 4202 (¢) and Sec 4212 (b) - Posting of Survey Results.



retary or a State with respect to the facility and any
plan of correction in effect with respect to the facmt%

«xi) Other rights.—Any other right established by
the Secretary.

Clause (Hi) shall not be construed as requiring the provi-
sion of aprivate room.
* "B)Notice of rights.—A nursing facility must—

"(i) inform each resident, orally and in writing at
the time of admission to the facility, of the resident's
legal rights during the stay a: the facility;

"(ii) make available to each resident, upon reasona-
ble request, a written statement of such rights (which
statement is updated upon changes in such rights);

"iiii) inform each resident who is entitled to medical
assistance under this title—

"(J) at the time of admission to the facility or, if
later, at the time the resident becomes eligible for
such assistance, of the items and seruices (includ-
ing those specified under section 1902(a)(28Xb))
that are included in nursing facility services under
the State plan and for which the resident may not
be charged (except as permitted in section 1916),
and of those other items and seruices that the fa-
cility offers and for which the resident may be
charged ar.d the amount of the charges for such
items and services, and

“(I) of changes in the items and services de-
scribed m subclause (b and of changes in the
charges imposed for items and services described in
that subclause; and

"(iv) inform each other resident, in writing before or
at the time of admission and periodically during the
resident's stay, of services cuaiiabie ir. the facility and
of related charges for such services, including any
charges for services net covered under title XVIII or by
the facility's basic per diem charge.

The written description of legal rights under this subpara-
graph shall include a description of the protection of per-
sonal funds under paragraph (6) and a statement that a
resident may file a complaint with a Stute survey ar.d certi-
fication agency respecting resident abuse and neglect and
mls%pproprlatlon of resident property in the facility.
I Rights of incompetent residents.—In the case of
a re5|dent adjudged incompetent under the laws of a Slate,
the rights of the resident under this title shall devolve
upon, and. to the extentjudged necessary by a court of com-
petent jurisdiction, be exercised by, the person appointed
under State law to act on the resident's behalf.
7D) Use of psychofharmacologic drugs—Psychophar-
macologic drugs may be adm|n|stered only on the orders of
a physman and onlg art of a plan”(included ir. the
written plan of care escribed in paragrapn (Z)Ldemgned to
ehmmate or modify the symptoms for which che drugs are
prescribed and only if at least annually an independent,

See. 4211



“(i) copies of cost reports of such facilities filed
under this title or title XIX,

“(Hi) copies of statements of ownership under section
1124. and

(ii> information disclosed under section 1126.

“(B) Notice to ombudsman — Each State shall notify
the State long-term care ombudsman (established under sec-
tion 307(aXI2) of the Older Americans Act of 1965) of the
State's findings of noncompliance with any of the require-
ments of subsections (b), (c), and (d), with respect to a
skilled nursing facility in the State.

“(C) Notice to physicians and skilled nursing facui-
ty administrator licensing hoard—If a State finds that
a skilled nursing facility has provided substandard quality
of care, the State shall notify—

“(i) the attending physician of each resident with re-
spect to which such finding is made, and

“(ii) the State board responsible for the licensing of
the skilled nursing facility adrrdnistralcr at the facili-

“(&Access to fraud control units.—Each State shall
provide its State medicaid fraud and abuse control unit (es-
tablished under section 1903(q)j with access to all informa-
tion of the State agency responsible for surveys and certifi-
cations under this subsection.

4 Posting Survey Results.—Section 1864(a> of such Act (42
U.S.C. 1335aa(c)) is amended by inserting, after “readily available
form and place" in the fifth sentence, the following: ", and require
(in the case of skilled nursing facilities) the posting in a place read-
ily accessible topatients @nd patientslrepresentatives),".

SEC. 120J. ENFORCEMENT PROCESS. _ .
(@) State Requirement.— Title Xvii1 of the Social Security Act
isamended—

(1) in section 1864(d) (42 US.C. 1395ca(dl), as added by sec-
tion 4201(a)(2) and as amended by section 4202(a)(1) of this Act,
by inserting before the period ai the end the following: “and the
establishment of remedies under sections 1319(h)t2XR) and
1819(h)(2)(C) (relating to establishment and application of reme-
dies)"; and

(2) by adding at the end of section 1819 of such Act, as added
by section 4201(a)(3) and as amended by section 4202(a)(2), the
end the following new subsection:

"(h)Enforcement Process.—

“(1) In general.—If a State finds, on the basis of a stand-
ard, extended, or partial extended survey tinder subsection (g)(2)
or otherwise, that a skilled nursing facility no longer meets a
requirement of subsection (bi, (c), or id), and further finds that
the facility's deficiencies—

“(A) immediately jeopardize the health or safety of its
residents, the State shall recommend to the Secretary that
the Secretary take such action cs described in paragraph
(UA)(L); or

See. 4203
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3. Excerpts from the Interpretive Guidelines for the new regulations for Skilled
and Intermediate Care Facilities. These guidelines provide clearer S]A
interpretation of the OBRA "87 requirements for resident"s rights to
information.

a. Tag #F154 to F163 - Notice of Rights and Services.
b. Tag #F177 to F180 - Examination of Survey Findings.
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[HIJERPRETIVE GUIDELINES <« SKILLED NUHSIHG FACtLi TIES AMO INTERHEOIATE CARE FACILHIES

T
Nm REGUIAIIOH OUIOAMCS 10 SUR'/ETORS

Survey Procedure and Probes: 403.10(0)(2)
Attend to resident or staff remarks end staff behavior that may represent deliberate
actions to promote or to lim it aQ resident's autonomy or choice, particularly in ways

that affect independent functioning.

L d IGroupl ilow does the facility help you cxcrciso your rights?
F 153 <3) In the case of a resident Interpretive Guidel;nc: AQ3.10(n)(3)
adjudged incompetent under the Defer entirely to $ sfe law regarding adjudicated cases. State law takes into account
laws of a State by o court of the fact that gradarions of incapability exist to which graAratcd remedies can be
competent jurisdiction, the rights adopted.
of the resident arc exercised by
the person appointed urdcr Stju Survey Procedure and Probes; 481.10(a)(3)
taw to act on the resident's For residents in the sample adjudicated incompetent, is there clear documentation as
behalf. to whecro rights and responsibilities have been assigned) Are pertinent consents and
documents signed by appointed guardians? ilow docs the facility and guardians interact

in behalf of the rights of a resident adjiidgcd incompetent?

(b> level B requirement: notice Interpretive Guideline: 403.10(b)(1)
of rights and services. "In a language that the resident understands” means that ccvnnunication of information

concerning rights and responsibilities roust be both clear and understandable to the

<1) lthe facility wist inform the resident and, if Hie resident's knowledge of English is inadequate for comprehension,

resident both orally and in in the foreign language fam iliar to the resident.

w riting in ] language that the

resident understands of his or Her for foreign languages' commonly encountered In the facility locale, the facility must

rights and all rules and have written translations of its statements of rights and responsibilities, and should

regulations governing resident make the services of an interpreter available. In the case of less commonly

conduct and responsibilities encountered foreign languages, however, a representative of the resident may sign that

during the stay in the facility. he or she has interpreted the statement of rights to the resident prior to the
resident's acknouledgement of receipt, for hearing impaired rosidontjiwho coirmunicatc

Such notification roust be (rode by signing, the facility is expected to provide an interpreter. Large print texts-of

prior to or u(xin admission and the facility's statement of resident rights and responsibilities should also be

during the resident’s stay. available.

Receipt of such information, and
any amendments to it, trust be "Both orally and in writing,” means if a resident can read and understand written
acknowledged in writing; m aterials without assistance, an oral surmary along with the written document is

acceptable.

"Ouring the resident's stay"” means that if the rules and regulations governing
residents’ conduct or rights change, the facility updates residents about these

changes.

q .'.rqﬂr RrTtHifRMtOtAtrCABI fXCU U Ift



Survey Procedures nna Probes: 403.10(b)(1)

* (Group and Individual! Maw did you rind out about tbe faculty's rules? About your
rights here? Miat did staff say to you about rules? Oid you have on opportunity
to osk questions?

¢ (Group and Individual] Do you know what the rules arc here? Oo you know whot you
can and ennnot do? Glut rulas arc not clear to you? How do you learn of changes

in facility rules ard your rights here?

If residents arc unclear (.bout facility rules, or are unclear about what rights they
have in the facility, interview staff to determine their knowledge about residents"
rights and responsibilities ond their obility to communicate it in a languago or

methods understood by residents.

F 155 (2) The resident has the right to Interpretive fiuidelincs: 403.10(b)(2)
inspect and purchase photocopies "Purchase"” means that residents may be charged for photocopy costs at prevailing
of all records pertaining to the Conmunlty I’ateS
resident, upon written request and
AS hours notice to the facility; "Records"” includes oil records pertaining to the resident.
“lhe right to inspect” is conferred to individuals other than the resident based on

State law. Sec 483.10(a)(3).

"48 hours notice” means two business days, i.e., excluding weekends and holidays.

Survey Procedure and Proho: 483.10(b)(21J

* (Group! Are residents able to look at their records if they want to? Are there any
delays In the facility honoring these requests?

» (Group! Are residents able to got photocopies of something in their records if they
offer to pay for these copies.” Are there any delays, of more than 43 hours, in the

facility honoring these requests?

F 156 (3) fhe resident has the right to Interpre tivec Guideline: 403.10(b)(3)
bo fully informed in language that "total health status”™ includes functional status, medical care, nursing care,
he or she can understand of his or nutritional status, rchabilitatic« ami restorative fiotcntial, activities potential,
her total health status, including cognitive status, oral health status, psychosocial status, and sensory and physical
but not limited to, his or her impairments. The resident should I>0 involved in the assessment and care planning
medical condition; process, including the discussion of diagnoses, treatment options, risks, and

prognoses, these discusslinns should he presented in language that the resident can be



INTERPRETIVE GUIOEUMES < SXItIEO HORSING FACIIITIES AHD IHTEBHEOIAfS CASE FACILITIES

TAG
NUMBER REGIA AT (ON GUIDANCE TO SURVEYORS

expected to understand, and the resident must be allowed to make choices based upon

the information provided.

Survey Procedure anti Probes: 483.10(h)(3)

*> (Individuall* when staff or physician, as appropriate, provide care, what are you
told about your treatments? Are you told about how this treatment affects your
condition?

> (Individual! If your treatment is stopped, are you told how this may affect your
condition?

*> (Individual! How do you find nut what medications you receive, what they're for,
and what their side effects are?

+ (Individual! Arc you asked for your consent before treatment or drugs are started

or stopped?

(4) The resident has the right to Interpretive Guideline: 453.10(b)(4)
refuse treatment, and A resident's refusal of treatment wist be persistent ard consistently documented in
the resident's record. Refusals of treatment should also be countered by discussions

with the resident of the health and safety consequences of the refusal and Ihec

availability of any therapeutic alternatives that might exist. If a resident
consistently refuses all treatment, discharge on the grounds that the resident's
w elfare cannot be met in the facility may be the ultimate outcome, transfer and

discharge rights are dealt with under 483.12.

Survey Procedure and Probes: 483.10(h)(4)
* (individual) Have you ever refused a medication or a treatment? Uhat happened? Row

did the staff react?

2

(Individual! Has the facility offered alternative treatments to the ones you've

refused?

* NOTE: "(Individual)" in a probe indicates its inclusion as a probe for individual

interview .

*— = e
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F158

to refuse to participate in

experimental research;

(5) the facility st--

<() Inform each resident who is
entitled to Medicaid benefits, in
w riting, at the time of aihiission
to the nursing facility Or when
the resident becomes eligible for

Medicaid of--

(A) The items and services that

are incltx/cd in nursing facility
services under the State plan and
for which the resident inoy not bo

charged;

Interpretive Guideline; 483.10(b)f4)
Experimental research means using residents to develop and test clinical treatments,
such as a new drug or thorapy, that Involves treatment and control groups. For

example, o clinical trial of a new drug would be experimental research.

A resident being considered for participation in experimental research must be fully
informed of the nature of the experiment (e.g., medication, treatment) and understand
the possible consequences of participating. lhe individual's or legal
representative's written consent must be received prior to participation.

Experimental research must respect the privacy of the resident. Any direct
observation or use of resident-specific data requires the resident's consent, or for
residents adjudicated incompetent under State law, that of the resident's legal
representative or family member. Aggregated resident statii'.ics, that do not identify

individual residents, may be used for studies without obtaining residents’' permission.

Survey Procedure and Probes: 403.10<b)(4)

During the Entrance Conference, ask if the facility participates in any experimental
research involving residents as subjects since the last standard survey. If so, does
the facility have an Institutional Review Board or other ccamittee that reviews and
approves research protocols? In this regard, 4Q3.75<d) Relationship to Other HUS
chul.ltions applies (i.e., the facility must adhere to 45 CFR Part 46, protection of

hinvin subjects of research). Also, look for documentation of informed consent.

Interpretive Guideline; 4113.10(b)(5) and <6)
Periodically means as often as the facility changes its services or the charges for

these services.

If a Hedicare SIIF provider believes, on admission or during a resident's stay, that
Medicare w ill not pay (or skilled nursing or specialized rehabilitative services, then
the facility must inform the resident or their legal representative in writing why
these specific services may not be covered. The provider must keep a copy of this

letter on file.

If the resident requests that the b ill be submitted to the intermediary or coverage
carrier for a Medicare decision then evidence that this submission has occurred should

also appear in the resident's record.

Advance notice to the resident of changes in services or charges is not required.
Whenever possible, however, advance notification shoufd be given in order to be

consistent with the intent of the low, which is to allow residents to be fully
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REOUIATtOH

(S) Those other items and services
that the facility offers and for
which the resident may be charged,
and the amount of charges for

those services; and

(ii) Inform each resident when
changes are made to the items and
services specified in paragraphs
(5)(i)(A) and (8) of this section.

(6) The facility must inform each
resident before, or ac the time of
admission, and periodically during
the resident's stay, of services
available in the facility and of
charges for those services,
including any charges lor services
not covered under Medicare or by

the facility's per diem rote.

(7) The facility must furnish a
written description of legal

rights which includes*™*

(i) A description of the manner of
protecting personal funds, under
paragraph (c) of this section; and

(ii) A statement that the resident
may file j complaint with the
State survey and certification
agency concerning resilient abuse,
neglect, and misappropriation of

resident properly in the facility.

CI'lOAHCE TO SURVEYORS

Informed of vhat they owe the” facility. Providers mist make a good faith effort to

inform the resident fully of services and charges and related changes.

Survey Procedures and Probes: 483.10(b)(5) and (6)

« (Individual] Do you know what things or services you payfor out of your own
pocket? Uho handles the payment for these items?

+ (Individual]llou do you find out how much these services or things cost7
(Group] Co you or your family receive Bn explanation of anychargesor monthly

bills?

*> (Group] Have there been any changes in the charges since you've been here? Mow do

you find out about those changes?

> (Group] Hew does the facility give you information about your Medicare or Medicaid

benefits?

If residents are not clear about the scope of services they ore entitled to or the

additional services provided by the facility and the cost of these services, interview

administrative staff to dotcrmmo how the facility informs residents about their
Medicare and Medicaid benefits, the non-covcrcd services tho facility provides, and

the facility's charges for these services.

Survey Procedure and Probes: 483.10(b)(7)

- Ifiroupl do you know how to contact the State Survey agency or ombudsman?
If residents do not know how to contact the State Survey Agency or ombudsman in the
event of a complaint, interview administrative staff to determine how the facility

Informs residents of their legal rights.

See 483.10(c) regarding protection of resident funds.

wrnum.ruve eu(OeliNES
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(() Covet 9 roouircmecnt:
Grievances.

A resident has the right to--

F17S (1) Voice grievances with respect
to treatment or core that is, or
fails to be furnished, without
discrim ination or reprisal for
voicing the grievances; ond

H76 (2) Prompt efforts by the facility
to resolve grievances the resident
may have. Including those with
respect to the behavior of other
residents.

(g) Level O rcouircuiont:

Examination of survey results.

A resident has the right to--
F1/7 (1) Examine the results of the

most recent survey Of the facility

conducted by federal or State

surveyors and any plan of
correction in effect with respect
to the facility.

GUIOELIKfiS e SKILLED HURJINQ FACILIttES AXD tNTEWMtOIMI CAKt FACILUttS

CUIDAHC6 TO SURVEYORS

- (Individual] Has tho facility cr>- asked you to ollow them to release your clinical
records to someone other than arv-uur health care institution like o hospital or tc

a health care insurer and you objected? vhat happened?

If residents indicate there is a problem related to release of records, are there

blanket consent forms in the record or individual consents?

Survey Procedure and Probes: 43i.10(f)(1)-(2)

m (Individual end Groupl Have you ever complained form ally about anything here?

¢ (Individual and Group) Who did you complain to? Wlir.t did you cexplain about?

t (Individual and Group] If you submitted a written complaint, how did the facility
respond?

¢ (Individual and Group] Was your complaint resolved? Were you satisfied with the
facility's resolution of the problem? If the facility could not resolve the

problem, did they explain why?

If residents’' responses indicate problems in voicing grievances and getting grievances
resolved, determine how the facility deals with and resolves resident complaints and

grievances. Examine facility policies.

Interpretive Guidelines; £,83.10(g)(1)-(?)

"Survey results” means the Statement of deficiencies (HCFA 2567) and plan of
correction, if required. A "place readily accessible to residents” means at eye-level
in it central, public space in the facility, such as a lobby, in areas frequently

visited by most residents.

Survey Procedures arxl Probes; <85.l1)<g)<)-<2)

Arc survey results posted in a place readily accessible to residents?

- (Groupl Have you wanted to see the results of the most recent State or federal
survey? Did the facility provide you with this information?

* (Group) Oo you know whore the survey results are posted?
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NUMBER PECULATION

178 The result* must be posted by the
facility in e place readily
accessible to residents; and

f 179 (2) Receive information frcm
agencies acting as client
advocates, and

F180 bo afforded the opportunity to
contact agencies.
(h) Level 8 requirement: UorV.
The resident has the right to -

F181 I) Refuse to perform services for
the facility;

F182 «12) Perform services for the
facility, if he or she chooses,
uhcnee

(i) lho facility has docunonted
the need or desire for work in the

plan of care;

(ii) The plan specifies the nature
of the services performed and
whether the services .ire voluntary

or paid;

(iii) Compensation for paid
services is at or above prevailing

rates; and

<iv) The resident agrees to the
work arrangement described in tha

INTERPRETIVE GUtOELINES < SKtIIEO NURSING FACILITIES ANO

INTERMEDIATE CARE FACILITIES

GUIDANCE TO SURVEYORS

«m (Groupl How do residents cotrmunlcate with advocacy agencies In the community? For

oxnirple, can residents meet with

to do so?

Interpretive Guideline;

"Prevailing rate" is the wage paid

the local nursing hcroe ombudsman when they choose

<83.10 (hKl)-(2)

to non-disabled workers in the ccntajnity

surrounding the facility for essentially the sonve type, quality, and quantity of work

requiring comparable skills.

All resident work, whether of a voluntary or paid nature,

care. A resident’s desire for work

appropriateness.

form ally agreed to by the resident.

treatment at any time that he or she wishes.

must be part ofthe plan of

is subject to discussion of medical

As part of the plan of care, a therapeutic work assignment must be

The resident also'has the right to refuse such

At the time of development orreview of

the plan, the voluntary or paid nature of the work can be negotiated.

Survey Procedure and Probes:

AflL10(h) (1)-<2)

Are residents engaged in what may be paid or volunteer work (e.g., doing housekeeping,

doing laundry, preparing meals, cottage industry).

Pay special attention to the

possible work activities of residents with mental retardation oriental illness. |If

you observe such a situation, determine if the resident is in fact performing work

arvl, if so, is this work, whether voluntary or paid, described in the plan of care?

* (Group) Do any residents have other types of chores or unpaid duties which they

perforin here?

1H1EHrkC-HVC GUIOEUHES

JKItLRP WURSIHG FACILITIES ANO

tHTEKHEOIATE CARE FACILITIES



January 16, 1990

The Honorable Sam Cotten
Speaker of the House
Alaska State Legislature
P.0. Box V

Juneau, AK 99811

Dear Mr. Speaker:

Under the authority of art. 11l, sec. 18, of the Alaska
Constitution, | am transmitting a bill relating to the
quality of care in nursing facilities. The bill primarily

contains provisions that implement federal requirements that
are mandatory in order for Alaska®s medicaid program to
comply with the federal program, and for nursing facilities

in the state to continue to receive: medicaid funding. The
Alaska medicaid program receives approximately 50 percent
federal reimbursement. The total medicaid costs for nursing

facilities in the state in FY 90 amount to over $42,000,000.

Additionally, the bill will help to maintain the high
quality of services generally provided 1in the nursing
facilities 1In this state.

The bill allows the Department of Health and Social Services
to impose sanctions against nursing facilities for
substantially failing or vrefusing to comply with basic
requirements of state licensing and certification laws for
all nursing facilities, or with certification and other
requirements for those facilities participating 1in the
medicaid and general relief-medical programs. The sanctions
include effects on state licensure and continued
participation in the medicaid program. Also, the department
could 1impose a ban on admissions of new patients in a
nursing facility, or could assess a civil fine for each day
of noncompliance with state or federal statutes or
regulations. The bill would also authorize denial of
payment for services rendered to medicaid and general
relief-medical recipients, whose care is paid for in full or
part by state money. The bill also authorizes the
department to seek a court-appointed temporary administrator
or a receiver to manage a nursing facility until residents



at risk can be removed from the facility or conditions
improve at the facility. Finally, the bill authorizes the
department to seek acourt order to close a facility or
transfer -residents from the facility, or both, if a
significant deficiency occurs affecting residents®™ health
and safety.

The bill establishes a separate fund (the nursing facility
resident security fund) into which certain civil fines,
assessed by the department under this quality assurance
program, will be deposited. Use of money in the fund 1is
limited to the protection of the health or property of
residents of nursing facilities found to be out of
compliance with federal requirements. Article 1IX, sec. 7,
of the Alaska Constitution prohibits the "dedication” of
state revenue for aspecial purpose, but it provides an
exception to this prohibition "when required by the federal
government for state participation in federal programs.”™ As
a condition of participation in the federal medicaid
program, 42 U.S.C. 1396r(h) requires that certain civil
fines collected by the department be used only for certain
protections of nursing facility residents. The nursing
facility resident security fund established by the bill
implements this federal requirement and, therefore, meets
the criterion for an exception to the dedicated fund
prohibition. Passage of this Dbill would allow the
Department of Health and Social Services to comply with
federal medicaid requirements, so that the state can
continue to receive significant amounts of federal money.
It also gives the Department of Health and Social Services
an expanded list of sanctions to ensure that a high quality
of nursing facility care continues to be offered in Alaska.

I urge your support and® age of this important
legislation.





