ARKANSAS Division of Medical Services
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o

Ph 501-682-8430 - Fax: 501-682-6159 - TDD: 501-682-6789
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Certified Mail # 7005 1160 0001 0130 9028

February 3, 2009 . - : % . ,
S 7 . #@ / S / ( 4
Mark Stitch, Administrator 4 {‘S' ale 4 / Aﬂ %

Alexander Human Development Center
14701 Highway 111 South
Alexander, AR 72002

Dear Mr. Stitch:

On January 21, 2009, a recertification survey was conducted at your facility by the Office of
Long Term Care to determine if your facility was in compliance with Federal requirements for
ICF's/MR participating in the Medicaid (Title XIX) Program. This survey found that your facility
had deficiencies requiring correction/substantial correction prior to a revisit as specified in the
attached CMS-2567L.

Plan of Correction

A Plan of Correction (PoC) must be completed for the cited deficiencies with a completion date
for each deficiency cited. A revisit will be authorized after an acceptable PoC is received. The
POC must be submitted by February 13, 2009 to:

Lori Hobbs, RN, Reviewer
OLTC Survey & Certification Section
P.O. Box 8059, Slot 404
Little Rock, AR 72203-8059
Telephone (501) 682-8430 Fax (501) 682-6159

Your Plan of Correction must also include the following:

a. How the corrective action will be accomplished for individuals found to have been affected by
the deficient practice;

b. How the facility will identify other individuals who have the potential to be affected by the
same deficient practice, and how the facility will act to protect individuals in similar situations;
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c. What measures will be put into place or systemic changes made to ensure that the deficient
practice will not recur;

d. How the facility will monitor its corrective actions/performance to ensure that the deficient
practice is being corrected and will not recur, i.e. what program will be put into place to monitor
the continued effectiveness of the systemic change to ensure that solutions are permanent; and

e. When corrective action must be accomplished.

Informal Dispute Resolution

In accordance with 42 CFR § 488.331, you have one opportunity to question deficiencies through
an informal dispute resolution (IDR) process. To obtain an IDR, you must send your written
‘request to Health Facility Services, Arkansas Department of Health within ten (10) calendar days
from receipt of the Statement of Deficiencies. The request must state the specific deficiencies
the facility wishes to challenge. The request should also state whether the facility wants the IDR
to be performed by a telephone conference call, record review, or a face-to-face meeting.

An incomplete informal dispute resolution procedure will not delay the effective date of any
enforcement action. Informal dispute resolution in no way is to be construed as a formal
evidentiary hearing. It is an informal administrative process to discuss the findings.

Please submit your request via fax to:

Connie Melton, Section Chief
Health Facility Services
Arkansas Department of Health
5800 West 10" Street, Suite 400
Little Rock, AR 72204
(501) 661-2201
Fax (501) 661-2165

If you have any questions, please call me at (501) 682-8430.

Sincerely,

udy Jolgnstor; Nursing Services Administrator
Office of Long Term Care
Survey & Certification Section

cc: Ombudsman
DRC
DDS
file
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W 000 INITIAL COMMENTS

A predetermined full survey was conducted from
1/7/09 through 1/21/08S.
W 104 = 483.410(a)(1) GOVERNING BODY

- The governing body must exercise general policy,
' budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on observation and record review, the

' facility failed to ensure paint chips and trash were

' removed from client-accessible areas to prevent -
potential ingestion by 1 of 1 sampled client with
Pica Behaviors (Client #16) and other

- non-sampled clients with Pica Behaviors. The
facility also failed to ensure the client environment
was maintained in sanitary and safe condition, as |
evidenced by dirty windows and floors, broken

_furniture, mouse droppings in the kitchen and
improper food storage. The findings are:

1. Client#16 had diagnoses of Profound Mentai
Retardation, Delusional Disorder and Pica.

a. The Person Centered Plan (PCP) dated 3/4/08
documented: "...Special Ccnsiderations... Due to

' Pica behavior, | have a history of eating cigarette

. butts and other inedible items. My staff needs to
help me avoid these kinds of things and ensure
that my environments are safe."

b. From 1/7/08 and continuing throughout the
remainder of the survey, the fire escape/stairwell
on the south end of the building, which was
unlocked and accessibie to all clients in the
building, had multiple areas of peeling paint on

- the walls and paint chips on the floor. There was

W 000

W 104,
|

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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W 104
a Ghirardelli Chocolate with Caramel candy

wrapper on the landing between the first and
second floors from 1/7/09 to 1/21/08.

c. On 1/21/09 at 9:30 a.m., the Nursing
- Supervisor was asked how many clients in the
| facility had Pica behaviors. The Nursing
. Supervisor stated, "Quite a few."
| :
2. 'On 1/7/09 and throughout the remainder of the
- survey, the following observations were made:

.a. The windows in all areas of the facility were
dirty, particularly the windows in stairwells and on
the ends of the wings. ‘

b. Floors in numerous areas were dull and
-marked. This was particularly noted in 2 South
i and Houses 1320 and 1321.

3. On 1/8/09 at 9:45 a.m., during the
" environmental rounds on 2 East, the following
observations were made:

a. The drawers of a chest in Room 232 were
screwed closed and both closet drawers were
locked.

b. Room 231 had no clothes in the chest of
drawers and both closet doors were locked.

¢. Room 229 had a locked closet door.
d. The left closet door in Room 227 was locked.
e. Room 226 had a door handle that did not fit

properly and the window curtains were hemmed
with straight pins.
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f. Room 225's left closet door was unlocked and

. contained no clothing. The right closet door was
locked. The chest of drawers only contained
socks and 2 shoes.

~g. The left closet door in Room 223 was locked.
The right closet door was unlocked but did not
| contain any clothing.

"h. The desk in Room 214 had a missing knob on |
the right top drawer and the left doubie drawer fel
out when opened. |

i. The second drawer cf the chest of drawers in
Room 213 was stuck. There was a dirty, dusty
ftoor fan in this room.

1 j. Room 212 had both closet doors locked. The
windows in the room were dirty. The top right
dresser drawer fell out when opened and the
bottom right drawer would not open.

k. The second drawer of the chest in Room 211
' was very hard to open. The windows in this room
were dirty and the back, right wall had chipped,

peeling paint.

2. On 1/13/08 at 1:35 p.m. during environmental
rounds on 3 East, the following observations were |
made: |

"a. Room 315 - The second, third and fifth
- drawers of the chest were not in good repair, did .
not open properly and were lcose and not secure.

b. Room 323 had a locked closet door. There
was a hole in the wall to the left of the door which
appeared to be caused by the door handle.

-

FORM CMS-2567(02-99) Previous Versions Obsolete Event |D: 020811 Facility 1D: 2012 : If continuation sheet Page 3 of 29




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

CHUONTEU. UZ/U8/200Y
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

04G001

(X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
COMPLETED
A. BUILDING
B. WING
01/21/2009

NAME OF PROVIDER OR SUPPLIER

ALEXANDER HUMAN DEVELOPMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
14701 HIGHWAY 111 SOUTH

ALEXANDER, AR 72002

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

(X4) 1D
PREFIX
TAG

D PROVIDER'S PLAN OF CORRECTION 'X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

W 104 Continued From page 3
c. Room 325 - Both closet doors were locked
and the bottom drawer of the chest would not
close.

d. Room 327 had both closet doors locked and 1
burned out ceiling light.

e. Room 329 had both closet door locked. The
top drawer of the chest had no pulls. The desk
drawers were broken and there was one burned
out light bulb in the room.

f. Room 331 had no doorstop for the hall door,
which allowed the door handle to hit the wall. The
chest of drawers had loose knobs on the top
drawer, no pulls on the second drawer and a
loose pull the third drawer. One light bulb was
burned outin this room.

g. Room 346 had a broken hinge at the top of the
right closet door. There was a deep groove in the
floor tile near this door. The bottom drawer of the

i chest would not open. Three of 4 drawers on the |

rolltop desk were broken and would not open and
close properly.

h. Room 332 had a bicycle with the tube sticking
out of the back tire. The second drawer on the
right side of the dresser had nails sticking out
where the molding was missing. The second
drawer on the left side had no pull.

i. Room 330 - The fourth drawer of the chest
would not open. The fifth drawer had no pulls.

| j. Room 328 had 2 pulls on the 7-drawer chest
that were loose. The 4-drawer chest in this room
also had loose puils.

W 104
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k. Room 324 had a locked cioset door and one
light bulb burned out.

I. The window at the end of the hall was dusty
and had a 1/4 inch gap to the outside on the left

- side of the window.

m. The dryer in the laundry room was vented
through the window and the window was covered
with lint.

n. The shower room had a steady stream of
water leaking from the first shower head.

3. On 1/15/09 at 10:20 a.m., the following
observations were made in the general kitchen:

"a. The floor and wall under the dishwasher were

dirty. A detergent bottle was under the dirty end
and an 8-inch metal square object with one edge
bent down was under the clean end of the
dishwasher and was covered in dust.

. b. A locked food storage area surrounded by a

fence from floor to ceiling had oregano, nutmeg
and chicken broth stored without any date labels.

4. On 1/20/09 at 1:45 p.m., the following

observations were made in the 1 South kitchen
area:

a. Styrofoam dishes and plastic utensils were
sitting out in the open on the broken dishwasher.
(On 1/14/09 at 7:40 a.m., the clients had been
observed by the Surveyor during the breakfast
meal. The clients ate from Styrofoam plates and
used plastic utensils. A direct care staff member
stated they always served the clients' meals on
Styrofoam because they had no kitchen. Another

W 104
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direct care staff member stated they didn't use
regular utensils because the clients would hurt
each other).

. b. The dishwasher was broken. The House
~Supervisor stated the dishwasher had been

‘ broken for 5 months and when she called the

i kitchen staff for regular dishes for the clients she |
i was informed they, "didn't have enough.”

i ¢. The second drawer would not open and the

third drawer fell ocut when it was opened.

d. There were mouse droppings in the cabinet
' next to the stove. The Supervisor stated they had -

just cleaned out the cabinet and had reported the
problem to Maintenance.

e. The handle on the oven was locse. Pots and
pans were stored open-side-up in the oven and
needed tc be inverted to prevent potential
contamination. (The Food Service Manual for
Health Care Institutions, section titled, "Food
Safety, Sanitation and Hazard Analysis"
documented: "Cleaned and sanitized equipment
and utensils must be stored properly to protect
against contamination. The following standards
shouid be maintained: ...Store all pots and pans
upside down... Store items so they can be picked
up without touching the food-contact surface..."

5. On 1/20/09 at 2:00 p.m., 1 East did not have a |
kitchen and the clients in this residence ate their
meals from Styrofoam dishes with plastic utensils.

6. On 1/20/09 at 2:25 p.m., the following
observations were made in the 2 East kitchen:

_a. Opened containers of Bernard Fiber-iffic,

>
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i Louisiana Hot Sauce, Coffee Mate, fresh
strawberries, juice, salad dressing and bread
were not dated.

'b. One skillet and 1 saucepan in the oven drawer
were stored open-side-up instead of inverted to
| prevent potential contamination.

7. On 1/20/09 at 2:10 p.m., the following
observations were made in the 3 East kitchen:

a. Opened chicken bullion, Louisiana Hot Sauce,
Coke, snacks in paper bags, fresh grapes,
mayonnaise, sliced cheese, salad dressing and
pie were not dated.

b. Several skillets and a large kitchen pan were
stored open-side-up in the oven drawer, which
was in need of cleaning.
W 114 483.410(c)(4) CLIENT RECORDS . W114

Any individual who makes an entry in a client's
record must make it legibly, date it, and sign it.

This STANDARD is not met as evidenced by:

Based on record review, the facility failed to

ensure medication reviews by the Consultant

Pharmacist were dated for 6 (Clients #1, #4, #9,

#10, #12 and #14) of 14 sampled clients (Clients !

#1 - #14). The findings are: ? -

1. Client #4 had a diagnosis of Severe Mental
Retardation. The current Physician Orders
documented the client received Mellaril and
Seroquel.

The Quarterly Psychotropic Medications Review
Referrai to Psychiatrist dated 10/27/08 was
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signed by the Pharmacist at the bottom of the
page under the physician's signature. The
physician's signature was dated, but the
Pharmacist's signature was not.

i 2. Client#1 had a diagnosis of Mild Mental
Retardation.

a. The 2008 Pharmacy Staff Report provided by
the Pharmacist to the interdisciplinary Team for
the client's annual person-centered pian meeting
~documented the client received Cogentin,
Depakote Sprinkies, Flomax, Risperdal,
Amiodipine and Fluocinonide Topical Cream.
The report was not dated by the Pharmacist.

'b. Quarterly Psychotropic Medication Review
Referrals to Psychiatrist dated 8/11/08 and

- 5/16/08 were both signed by the Pharmacist at
the bottom of the page under the physician's
signature. The physician's signatures were dated
but the Pharmacist's were not.

3. Client #9 had a diagnosis of Mild Mental
Retardation.

The 2008 Pharmacy Staff Report provided by the
Pharmacist to the Interdisciptinary Team for the
client's annual person-centered plan meeting
documented the client received Cogentin, Prozac,
Abilify, Depakote, Trazodone and Doxazosin.
The report was not dated by the Pharmacist.

4. Client #10 had a diagnosis of Severe Mental
Retardation. The current Physician Orders
documented the client received Risperdal,
Seroquel, Docusate Sodium, Depakote, Zyprexa
and Clonazepam.

W 114
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