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o0 SUMMARY STATEMENT OF D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFODRMATION) TAG CRODSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
This Plan of Correction is the r's credible
F0OO INITIAL COMMENTS FO00 i of compiiance, previh
. Py Praparation and/or execution of this plam of correction
on 102015 antl conciusad on 101, The. does no consinie adisson o ogrenens by e
complaint was substantiated with deficiant St forth o the trh of th ﬁ.ﬁ‘;ﬂ;&“m plen of
practice identified at "D" leval, correction is prepared and/or executed solely because
F 282 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282 ifis required by the provisions of federal and state law.
s5=p PERSONS/PER CARE PLAN
F282 Dand F323 D
The t!::ﬁlm Pmﬂ:;d ﬂl‘lﬁgﬂﬁed by IPB facility 1) 1. What aclions did the provider take
s it el LU o rmect ! deficient
accordance with aach resident's written plan of .
gy P for_the resident(s) found to
have been affected?
This REQUIREMENT s not met as evidenced Resident # 1 Bathroom door alarm
by: facin
Based on observation, interview, record review, p laced back onto door g Wherz
and review of the facilty's policy and procadures the aierm had fallen of. Fa
it was determined the facility fallad to ensure intervantions will be monitored every
sarvices were provided in accordance with each 2 hours for 2 weeks then every 4
resident's pian of cara for ona (1) of four {4) : u_ :
sampiled residants (Resident #1). Resident#1 hours. This  moniloring  will  be
had a history of falls, was assaased to be al risk dac‘{meme? on the medication
for falls, and had a cara plan intervention for an administration record ongoing.
alarm on the bathroom doar lo prevent falls.
Obsatvalions on 10/20/11S revealad the alarm on Care plan was reviewed which did
the,bihraom door was; Aot in place. indicate cument interventions o
The findinga includ: prevent further falls fo inFIude the
alarm to bathroom door facing.
Intarview with tha Director of Nursing (DON) on
10/20/15 at 6:50 PM, revealed the facility did not CNA came sheel reviewed and
have a specific policy on care plans; however, the i 4
DON stated the facility followad the Reasident I’Eg?dd:tﬂ: af”a‘;m?m;;o zs lg;ﬂt;;g N
Assassment Instrumaent (RAI} guidelines resients iais o uae om
regarding care plans, door alamm.
Review of the facility's policy and procedure titled 2. How will the provider identify other
LABORATORY PIRECTO, R R/SUPPLIER REFRESENTATIVE 5 SIGNATURE . TIME (%8} DATE
24t Administrator /I1/1/r5
Any statsment ending with an astacisk {*) danctas & deficisncy which the instiution may be excused from conreeting providing R is determined that © ;

other safeguards provide sufficient prolection to the patienis , (Ses Instructions.) Excapt for nursing homas, the findings statad sbove mrm disciosable U0 days
felicwing the dats of survay whelher or not o plan of comection is provided. Far nursing homes, the above findings and plans of cammection are disclosable 14
days follawing the date these documents are made available (o the faciity. If deficiencies are cited, an approved plan of cormaction la requisite to continued
program participation.
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F 282 Continuad From page 4 F 262
“Falls Management Guideline,” last reviewed resident(s) who have th ntial to be
08/26/15, ravaaled the facility woukd avaluate and .
care plan residants assessed 1o be at risk for falls aﬁ'sct%d:; the alleged deficient practice
with Individualized intarventions to pravent falls and waa will be {ken
Record review revaaled the facility readmitted All residents have potential to be affected
Resident #1 on 06/19/14 with diagnoses thet by deficient practice,
includad Demantia, Anxisty, Depression, and *
Hypertansion, .
Audit compleled for curment residents to
Ravisw of an annual Minimum Data Set (MDS) ansure care plans re
assesamant dated 05/22/15, ravealed tha facility include fall ingarvenﬂoﬂ::t :;r:gt Sf?g}s o
assessad Rasident #1's cognition as saveraly indivi ng
impairad with a Brief Interview for Mental Status individual care needs such as: Alarms,
(BIMS) scors of 3, indicating the residant was not fall mats, slc.
interviewabla.
Review of Event Reports dated 09/19/15 and Interdisciplinery Care Plen Team (RNAC,
09/29/15 revealed Resident #1 sustained Soc.faf Services, and Dietary Manager)
non-injury falls on 09/19/15 and 09/20/15 reviewed/revised Care Plans for

residents with interventions to prevent
further falls fo include alarms, elc.,

Review of tha Comprahansiva Care Plan,
updated 09/29/15, revaaled Resident #1 was
assessed 1o be at risk for falls with an intarvention

for & squealer alarm to b placed on histher The IDT reviewad CNA care sheefs fo
bathroam door, enstre care provided as per care plans.
Obsarvations of Resident #1's room on 10/20/15 CNA care sheels/Care Plans were

at 10:00 AM, 12:45 PM, and 5 55 PM, revealad reviewed/revised (o ensure they reflact
there was no squealer alarm obsarved on the resident’s current needs,

bathroom door.

Intarview with Certified Nurse Assistant (CNA) #1
and CNA #2 on 10720/15 at 6 00 PM and 8:05
PM, ravealed they were not awane the residsn!
was supposed to have a squaaler alarm on
his/her bathroem door,

Intarview with Licensed Practical Nurse (LPN) #2
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F 282 Continued From page 2 F 282
and LPN #3 on 10/20/15 at 8:10 PM and 8:15 PM .
revealed the squealer alarm should have been on The revised Care Sheels were then
the doar per tha care plan. utifized to conduct daily rounds on
Intarview with the DON oh 10/20/15 at 6:50 PM, current residents lo ensure resident care
revealed the squealer alarm should have besn on needs were in place according fo care
the bathroom door per the care plan. Tha DON sheets. Daily rounds will be ongoing and
stated sge roumier.li datllay lo on:uru fall : conducied daily by the Charge Nurse,
intarvantions were in placa and was not sura how . :
the squester alarm was missed. Unit Manager, and DNS/ADNS/Designes
F 323 483.25(h) FREE OF ACCIDENT F 323 uﬂﬂ?fng the C.N:A Care Shee'ts lo ensure
ssap HAZARDS/SUPERVISION/DEVICES resident needs is being provided as
relates lo physician orders and care
Tha facliity must anaura that the resident lans
environment remeins as fres of accident hazands e
as is poasible; and each residant racaives
adequate supsrvision and assistance devices to
prevent accidents. 3. Whal action did the provider lake to
assure thal the alleged deficient practice
doss not racur?
This REQUIREMENT is not mst as evidenced In-service conducted on 10/29/15 by
by: . .
Basad on obsarvation, Interview, record review, DNS/ADNS/DBS,'QHEG fo nursing staff as
and review of the facility's policy and procadures relates to following plan of care/care
it was determined the facility failed to ensure sheel for each resident.
each residant recelved adequate assistive T wil i
devices to pravent accidents for one {1) of four . : ”;’EVJSE Caﬂr: f’ans d?::y ttotenigra
(4) sampled residants (Resident #1) who had a residents care reflec S current stalus
history of falls and was assessed to bs &t risk for Include risk factors, risk for injury.
falls. Observations on 10/20/15 ravaaled IDT will be responsible for updating CNA
Resident #1's alarm on the bathroom door that
was & care plan intarvention to pravent falls was
not in place.
The findings include:
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323 Continued From page 3 F3a23
F::avlew of the fadiityg f;l? anl: s|::{t.1¢::ldura titled
"Falls Management Guidsline," reviewed ;
08/268/15, ravealsd the facility would evaluate and care S.;leteff da;;y to I,Bﬂad changes/
care plan raskisnts assessed to be at risk with current stalus for resident care.
individualized intervantions to prevent falls. Charge nurse will provide CNA’s with
current updated care sheets each shi
Record review ravealed the facility readmitted reflect ca’:g needs daily shift o
Rasident #1 on 068/19/14 with diagnoses that CNA's wi . ‘
included Damentia, Anxiety, Depressian, and AS will provide care according fo
Hypertension. resident care shests every shift dally.
Raview of an annual Minimum Data Set (MDS) :
assessment dated 05/22/15, revealed the facillty ;’: What quality assurance Gasu
assessed Resident #1's cognilion as severaly ave_deen implemented fo monilor and
impairsd with a Brief Interview for Mental Status assure that the deficient practice does
(BIMS) scare of 3, indicating the rasident was not not recur on an ongoing basis?
intarviewable.
Review of facility Event Reports datad 08/19/15 Department heads will complete daily
and 09/29/15 ravealed Resident #1 sustained rounds Monday through Friday using the
non-injury falls on 09/19/15 and 09/29/15 while in C.N.A. care sheels fo ensure resident
LG care needs are being provided as relates
Review of the Comprehensive Care Plan, to the physician orders and care plens.
updated 08/20/15, revesled Resident #1 wes Charge Nurses wil complete daily rounds
assessed 0 be at risk for further falls and an on Salurday and Sunday using the
intervantion for a squsaler alam was put into C.N.A. care sheels 1 .
place on his/er bathroom door after the 0812815 — eels lo ensure resident
fall. care needs ara being providsd as relates
to the physician orders and care plans,
Observations of Residant #1's room on 10/20/15
at 10:00 AM, 12:45 PM, and 5:55 PM, revealed .
there was no squealer alarmm cbserved on the Any concems noled will be corecled
bathroom deor.
Interview with Certifisd Nursa Assiatant (CNA) #1
and CNA #2 on 10/20/15 at 6:00 PM and 8:05
PM, ravaaled they were not aware the resident
was supposed o have a squaalar alerm on
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323 Continued From page 4 F 323
his/her bathraom door. promptly.
Db Rl ool S D ICAIE The audits of the daily monitoring of Care
and LPN #3 an 10/20/15 at 6:10 PM and 6:15 PM ¢
revaaled ths squealsr alamm should have been on Sheets wili be reviewed in the daily )
the door per the care plan, morming meeting Monday through Friday.
The results of the audits by use of the
Interview with the Diractor of Nursing (DON) on .
10/20/15 at B:50 PM, ravealed the squealer alarm care Shee‘,m" be tgken m the "!onm’y
should have been on the bathroom door per the QAA meeling for discussion/reviaw.

cara plan. The DON stated she rounded daily to

ensure fall interventions were in place and was QAA commitise {Adm!m‘strator Direclor
not sure how the squealer alamn was missed. '

of Nursing, Medical Direcior, and
Assistant Director of Nursing, Social
Services, Activities, and Dietary Service
Manager, others as indicaled) will meet
monthly and discuss concems niofed with
foltowing care plans/ care sheeis and AP
developed as indicated.

-
Expacied date of complstion: HIIHJ b
11/30/2015
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