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F 2811 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281  This Plan of Correction is the center's credible
88=D PROFESSIONAL STANDARDS allegation of compliance,
. P, lan i
The services provided or arranged by the facliity dor;pflﬁ;%:rmﬂ:: :{Zh:,::m;fgﬁcm"
must meet professional standards of quality. provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
‘ correction is prepared and/or executed solely because
This REQUIREMENT is not met as.evidenced : Wtis required by the provisions of federal and state lav.
by: .
Based on observation, record review and staff F281 ) .
interview, the facllity failed to provide a dose of L. Resident f“ 17 rr}edlcanon orders 6/24/2011
medication ordered to be given immediately by were clarified with MD on 6/9/11.
, the physician for 1 of 1 (resident #117) sampled 2. Residents with “now” or “give 6/24/2011
! residents. Findings include: immediately” MD orders have been
identified as having the potential to
Resident #117 was re-admitted to the facllity on be affected. ,
114111 with diagnoses including anxlety and - 3. DNS or SDC will in-service . 61241201 1
insomnla. ' licensed staff on proper procedure
for administering medications as
23"':!";(’“ ’;isy'd%?':" 'fr?'f mhed'ca(')’r :‘;Ofg od - ordered by then ﬁhysician. DNS,
e a sician's Telephone r date i il
5/31711 at 2:30 PM for ativan {a medication given :ﬁi g;}}tz;ls?::‘:«l;gem ! Perform
L%&r:’:;";l::’::g; L:':;Igg;gm (mg) by mouth immediately* medication orders
) five times weekly in clinical rounds
Review of Resident #117's Medication Sheet :g v;lq:ed;te :a.rderAxg u"aqsctzrn?ed to
i dated May 2011 showed a blank where the Inilals R"’ g 103 ‘°’|‘) "‘““Is ation
of the nurse administering the medication would ecord and subsequently
be placed. Other medications listed were fidr;m:’fvt::idfi?r;m“::éss’ then 1
seroquel (an anti-psychotic) 75mg by mouth © - .
every hour of sleep, prozac (an _ 4. Besuits of auc'lits will be ’ 6/24/2011
antl-depressant) 20mg by mouth svery day and tncorporated into centers
Konopin (a medication used for manic episodes) Performance improvement
0.5mg by mouth three times per day. committee for a minimum of 3
months. Further recommendations
In an interview on 6/8/11 at 3:15 PM, nurse #2 _ will be made as neaded,
indicated that she had written the order for the ’
ativan and provided the information to nurse #4,

LABORATORY R'S OR PROVIDER/SUPPLIER REPRESENJATIVE'S SIGNATURE . TLE - (XeyDATE
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Any deficloncy statement ending with an a risk (*] denoles a deficlency which the Instifution may be excused from commesting providing it b determined that

other safeguards provide sufficlent protectid 1o the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days

following the date of survey whether or not a plan of corractlon Is provided. For nuraing homes, the above findings and plans of comection are disciosable 14
following the dale these documents are mado avallable to the facllity. If deficloncles are clted, an approved plan of cormection is requlsite to continued
am panticipation.
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In an interview on 6/8/11 at 4:05 PM, the Director
of Nursing (DON) stated that nurse #4 who was
caring for Resident #117 on the day shift on
5/31/11 was no longer employad by the facllity.
The DON stated that the nurses caring for
Resident #117 did not follow through and
complete the order for the now dose of ativan. it
was her expectation that the hall nurse would
administer a now order of medication as soon as
the medication was available, She also indicated
that she would expect the nurse o follow-up with
the pharmacy to see when the medication would
be delivered. She would oxpect foliow through on
all orders.

'n an interview on 6/0/11 at 9:50 AM, the facliity
Social Worker (SW) stated that on 5131/11 she
 received a call from a family member of Resident
#117's that there had baen a death in the family.
The family member felt that Resident #117 might
need to be medicated prior to being Informed of
the death. The SW approached nurse #4 angd
explained the situation, Nurse #4 informed the
SW that she would take care of it,

In an inferview on 6/9/11 at 1:40 PM, nurse #3
indicated that she was told in report at the
beginning of her shift starling at 3:00 PM on
6/31/11 that the ativan for Resldent #117 had not
yet been given. She stated that she knew
pharmacy delivery was usually between 7:30-8:30
PM but was not aware a house supply of ativan
had been deliverad and was avallable. She
stated that she had not contacted Resident
#117's physician to make him aware that the
medication had not been given,

F 323 483.25(h) FREE OF ACCIDENT

SS=D HAZARDSISUPERVISIONIDEVICES

F281 g Plan of Correction is tbe center's credible

F 323

allegation of complignce.

Freparation andfor execution of this plan of cerrection
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
setforth in the statement of daficiencizs, The Plan of
correction is prepared andfor executed solely because
it is required by the provisions of federal and state law.

F323

1. Resident #89 had floor mat placed
beside his bed on 6/9/1 i.

2. Medicat records of current residents  6/24/2011
were reviewed and residents at high
risk for falls were identified by their
falls risk assessment scores. These
identified residents’ care plans and
resident care cards were reviewed
to validate current interventions
were documented and implemented.

3. DNS, SDCor RN supervisor will
in-service licensed and certified
staff regarding implementation of
fall interventions per plan of care,
DNS or designee will perform audit
of residents identified as high risk
for falis to validate interventions
are implemented 5 times / week for
4 weeks, then ! time a week for 2
months,

4. Results of audit will be
incorporated into centers’
Performance improvement
committee for a minimum of 3
months, Further recommendations
will be made as needed.

6/24/2011

6/24/2011

6/24/2011
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The facility must ensurs that the resident

f snvironment remains as free of accldent hazards
as is possible; and each resident recelves
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT s not met as evidenced
by:

Based on observations, staff interview, and
racord review, the facllity failed to implement new
fall interventions of placing a fioor mat beside a
resident's bed for 1 of 4 sampled residents
(Resident # 89) that experianced falls, Findings
include:

Resident #89 was admitted to the facility on
12/13/07 with diagnoses of cerebral vascular
disease, hypertension, and Alzheimer's disease.

Care Assessment Area’s (CAA's) completed on
12/21/10 identified Rosident #89 as belng at risk
for falis with potential for injury,

A quarterly Minimum Data Set (MDS)
assessment completed on 03/07/11 identified
Resident #89 as having severe cognitive
impairment and requiring extensive assistance
from one staff mamber for transfars and in room
ambulation. Resident #89's balance was
documented as not steady and only able to
stabilize with human assistance on the
assessment.

i
A Fall Risk Assessment, dated 03/08/M11, scored
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Resident at 4 16 (score greater than 14 is at high

risk).

A review of 3 Resident Progress Note entered on
03/31711 at 10:30 PM documented Resident #89
was found on the flogr next to his bed sltting with
his back against the walker. The note stated
Resldent #89's tab alarm had been removed from
the gown,

A POST FALL EVALUATION form completed on
03/31/11 documentad under the Summary of
Interdiscipflnary Team sactlon that g bedside mat
wastobeinplace as g hew intervention as resuft
of the fall,

Review of Resident #89's Care Pian, updated
03/31/11 Indicated he had a fall and interventions
included a low bed and falling star program
(facility program to atert staff a resident Is at risk
for falls). Resident #39's RESIDENT CARE
CARD (tool used to alert staff of resident need's)

.1 documented Resident #89 was to have a tab

alarm, low bed, and falling star Program,

In an interview conducted with Nurse #1 on
06/08/11 at 3:55 PM, Nurse #1 said Resident #89
required staff assistance to stand and was very
unsteady on his feet, Nurse #1 sald Resident
#89 would try to get up at times on his own and
Was unable to call for staff assistance. Nurse #1
said a tab alarm was used on Resident #89 to
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alert staff if he tried to get up and his bed was to
be in a low postion.

During an interview with the Director of Nurses
(DON) on 06/08/11 at 4:38 PM, the DON said
when a resident is identified at risk for falls, they
are put in a low position bed and placed on the
falling star program where a star is placed on
thelr chari and doorway to alert staff that a
resident Is at risk for fall, The DON said different
fali interventions are added as nesded for
individual residents or after a fall had occurred.,

On 06/09/11 at 7:45 AM, Resident #89 was
observed lying in a low bed, There were no floor
mats in place next to his bed,

In an interview with Nurse Aide (NA}#1 on
06/08/11 at 8:40 AM, NA #1 said Resident #89
did niot have any floor mats. NA #1 checked
Resident #89's closet and said there were no
floor mats present In the room and she had never
seen a mat on the floor next to Resident #89.

In an interview with Nurse #2 on 06/09/11 at 9:25
AM, she said after raview of Resident #89's chart
that he should have had a floor mat put In place
after he was found sitting on the floor on §3/
317111.

During an interview with the facility Staff
Development Coordinator (SDC) on 08/09/11 at
10:05 AM, the SDC stated the expectation was
for new interventions to be put in place each time
aresident had a new fall. The SDC said if a
resident is identified at risk, they are placed in a
low bed and if they experience a fall, then
bedside mats are expected to be put in place
when a resident is in the bed.
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In an interview with the DON on 06109111 at 11 00
AM, the DON said it wag her expectation that
Resident #89 should have had floor mats in place
after he was found on the floor on 03/31/11,
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No deficiencies were cited as result of the
complaint invesigation Event ID #P7ND11.
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K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 0ag) “esetion of compliance
88=E ) ' Preparation and/or execttion of this plan of correction
Exlt access is arranged so that exits are readily does not consitinte adnission or agreement by the |
accossible at all times in accordance with section provider of the truth of the Jacts alleged or conclusions
7.4 1921 set forth In the statement of deficiencies. The plan of

correctton s prepared andfor executed solely because
it is required by the provisions of federal and state tmy,

|

K038 72912011 |
1.Grass and soil removed from 300 hall and 1
_all solid asphalt surfaces from exit discharge

This STANDARD is not met as evidenced by: to public way.
Based on the observations and staff Interview
during the tour on 6/29/2011 the required exit 2. Solid asphalt surfaces from exit discharge  7/29/2011

Its exit discharge to the public way. This solid
surface is not in good repair as grass and soil has
creep onto its stirface. This exlt discharge path
must be maintalned In good repair,

soil by Maintenance Director weekly for 3
months, then quarterly for { year.

3. Results of inspection will be Incorporated  7/29/2011

¥

In center’s Preventative Maintenance lo £8.

CFR# 42 GFR 483.70 (a)
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147

SSoE 4. Preventative Maintenance logs will be 7/29/2011

reviewed by center’s safety committee to
ensure continued compliance,

|
K 147 /28912011

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9,1.2

1. Restorative range in therapy had tock out
This STANDARD is not met as evidenced by: mechanism installed,
Based on the observations and staff interview
during the tour on 6/29/2011 the factlity did not 2. Maintenance Director will inspect 7/29/2011
have the restorative range in the therapy area of restorative range weekly for 4 weeks to
the facility properly locked out to pravent ensure compliance,

acelidental turning on of the rangs.
3. Results of inspections will be incorporated

into center’s Preventative Maintenance 712942011
CFR# 42 CFR 483.70 (a) program,

4. Preventative Maintenance logs will be 71297201 1
reviewed by center’s safety committee to
ensure continued compliance, I
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following the date of survey whether or nol 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 marte avallable to the faclilly. if deflciencles are olled, an approved plan of correction is requisite to continued

program participation. \H@C’
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