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FODD INITIAL COMMENTS F 0op Preparation or execution of this Plan of Correction
does not constitute admission or agreement to any
alleged deficencies cited in this document. This
A standard health survey was canducted on Plan of Correction is prepared and executed as
09/22-24/15. Deficient practice was identifiad required by the provislon of federal and state law.
with the highest scope and severity at "D" leve.
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 1. Resident# 11- A Falls Risk assessment was
ss=n PERSONS/PER CARE PLAN complatad on 08/23/15 by a licensed nursa. Alarm
use and low bed were discontinued. Tha care
The services provided or arranged by tha facility plan and resident needs templals have been
must be provided by qualified persons in updaled to reflact current needs and intervantions.
accordance with each resident's written plan of
care. 2. Nursing Managers reviewed and adjustad the
care plans of current residents with intervention
for alarm use and/or low bed usa to ansura that
This REQUIREMENT is not met as evidenced resident care plans include appropriate fall
by: nterventions on $/25/15. These adjustments will
Based on observation, interview, record review, reflect each residents individualized interventions
and facility policy review it was determined the for fall prevention.
fa‘clllty falle}:! to provide services in accordance 3. The Care Plan Folicy and Following A Care Plan
with the written plan of care for one (1) of Poli iewed by the Admini dth
ighteen (18) sampled residents (Resident #11) olicy was reviewed by the nistrator and the
‘;‘9 o o Rsidom #1100 G reniin Care. Director of Nursing on 9/24/15. The Staff
eview of Resident #11's Comprehensive Care Development Coordinalor reeducated employees
Plan revealed fall interventions for Resident #11 on the Care Plan Policy and Implementation of
L B e L G T plan of care on 10/14/15. Resident identifad as
pad alarm to his/her bed. However, observation having changes lo their care basad upon naw
on (19/23/15 revealed Resident #11's bed was nol orders or approaches will have their care plang
in the lowest position and the bed sensor alarm reviewed by the licensad nurse, and adjustments
was not present to hisfher bed. will be made 1o the resident care lemplate lo
reflect resident Individual interventions. The Unit
The findings include: Managers will audit Ibese changes 3 limes wasekly
for 3 months to ensure the nurse and nursing
Review of the facility palicy, "implementation of assisianis are lollowing the plan of care for
Plan of Care," dated May 2014, ravealed all staff implementaltion of care, and then as diracied by
was {o follow the Plan of Care as written for each the Quality Assurance Perfarmance Improvemant
resident to ensure consistency and correct Committea.
approach for each resident’s care. 4. The MDS Coordinators wil audil each residents
, i , N cara plan in accordance with thelr quarterly MDS
Review of Res'd_e_m #11 js medlca_l record schedule for inclusion of appropriats interventions.
revealed the facility admitted Resident #11 on These audits will be reviewad with tha Dicector of
LABORATORY DIRECTOR'S R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) CATE
Administrator 101615

Any deficiency statement ending with an asterisk {*) denoias a deficlancy which the institution may ba axcused from correcting providing il is datermined that
cther safeguards provide sufficient protection to the patients. (See instructions ) Except for nursing homes, the findings sizted above are disclosable 90 days
following the date of survey whether or nat a plan of correction is provided. For nursing homes, the above findings and plans of comraction ara disclosabla 14
days following the date these documenis are made available to the facility. If deficiencies are cited, an approved plan of comection ts requisite ta continued
program participation.
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F 282 Continued From page 1 F282 Nursing who will provide education on an as
06/04/09 with diagnoses inciuding Dementia, needed basis. The DON will present these
Anxiety, Depression, Osteoporosis, Anemia, findings to the QAP commiltea monthly to
Muscle Weakness, Osleoarthrosis, Difficulty in ansure accuracy and compleleness of the
Walking, Generalized Pain, and Peripheral process. 10116115

Vascular Disease. Review of Resident #11's
Significant Change Quarierly Minimum Data Set
(MDS) assessment dated 06/05/15 revealed the
facility assessed Resident #11 to have a Brief
Interview for Mental Statua {(BIMS) score of 9,
which indicated Resident #11 was moderately
impaired cognitively. Further review of Resident
#11's MDS assessment revealed Resident #11
had sustained a fall with a fracture within the last
month. Continued review of Resident #11's
medical record revealed Resident #11 had fallen
on 05/27/15 and as a result sustained a tibia
(shinbone} and fibula {calf bone) fracture.
Review of Resident #11's Comprehansive Care
Plan, undated, revealed Resident #11 to be at nsk
for falls with interventions of a low bed and a bed
sensor alarm.

Observation on 09/23/15 at 3:30 PM revealad
Resident #11 to be in bed with the bed not in the
lowest position. Continued observation of
Resident #11 ravealed no bed sensor alarm
present on his/her bed.

Interview with State Registered Nurse Aide
(SRNA) #1 on 09/23/15 at 4:13 PM revealed that
he was assigned lo the hall where Resident #11
resided. SRNA #1 stated if a resident had an
intervention on his/her care plan to have a low
bed, then the bed shouid have been in the lowest
position. Continued interview with SRNA #1
revealed he looked at a resident's nurse aide
care plan in the computer to find out what care
was to be provided for each resident. Further
interview with SRNA #1 revealed he did not know
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why Resident #11's bed was not in the lowest
position and also did not know why Resident #11
did not have a bed sensor alarm present on
hisfher bed.

Interview with SRNA #2 on 09/23/15 at 4.28 PM
revealed making sure care plan interventions
were followed was both a nurse aide and nurse
responsibility. Continued interview with SRNA #2
revealed if a resident had an intervention for a low
bed the bed should be in the lowest position.

Inierview with Licensed Practical Nurse (LPN) #1,
the nurse assigned to care for Resident #11, on
09/23/15 at 4:28 PM revealed that an intervention
for a low bed meant that a resident's bed should
have been in the lowest pasition. Continued
interview with LPN #1 revealed she did rounds
daily to ensure care plans were being followed.
Further interview with LPN #1 revealed she was
not aware of Resident #11's bed not being in the
lowest position and was also not aware that
Resident #11 did not have a bed sensor alarm
present to his/fher bed. LPN #1 stated she
expected nurse aides to look at each resident’s
nurse aide care plan {o ensure proper care had
been provided.

Interview with the Second Floor Unit Manager
{UM) on 09/23/15 at 4:33 PM revealed nurse
aides should have checked for alarms to ensura
that they were present on Resident #11's bed.
Continued interview with the UM reveaied the low
bed intervention listed on Resident #11's care
plan was not a fall intervention and that all
nonambulatory residents in the facility have their
beds placed in the lowest position at night.
Further interview with the UM revealed she was
not sure why Resident #11 did not have a bed
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sensor alarm in place. Interview with the Second
Floor UM on 09/24/15 at 1:49 PM revealed she
conducted spot checks on approximately ten
resident rooms weekly to ensure care plans had
been followed and had not identified any
concemns. Further interview with the UM revealed
the facility quality assurance commitiee
conducted manthly audits to ensure care plans
were being followed. Continued intarview with the
UM revealed nurses and nurse aides should loak
at each resident's care plan daily.

Interview with the facility Director of Nursing
{DON) on 09/24/15 at 2.23 PM revealed she
conducted rounds with the facility administratar
dally to ensure residents' care plans were being
followed and that the quality assurance
committee met monlhly to ensure care plans
were being foliowed. Continued interview with the
DON revealed a momning meeting was conducted
daily to discuss any concerns, updates, and/or
revisions that may need to be made to 2
resident's care plan. Continued interview with the
DON revealed that low bed means a resident's
bed shouid be in the lowest position possible.
Further interview with the DON revealed Resident
#11's low bed had not been intended to be an
intervention related te falls. Further interview with
the DON revealed the bed sensor alarm was not
intended {o be a long-term intervention for
Resident #11 and that it was just an intervention
put in place when Resident #11 returned to the
facility from the hospital.

483.25¢(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

F 323
§8=D

The facility must ensure that the rasident
environment remains as frae of accident hazards

F 282

F 323 1. Resident # 11- A Falls Risk assessmanl was
completed 09/23/15 by a licensed nurse. Alarm
use and low bed were discontinued. The care
plan and rasident needs template have been

updaled o reflect current needs and interventions,
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as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review it was determined the
facllity failed to ensure residents were as free of
accident hazands as possible and that assistive
devices were provided to prevent accidents for
one {1) of eighteen {18) sampled residants
(Resident #11). Review of Resident #11's
Comprehensive Care Plan revealed fall
interventions for Resident #11 were {o have a low
bed and to have a pressure pad alarm lo his/her
bed. However, observation on 09/23/15 ravesled
the fall interventions for Resident #11 were not
implemanted.

The findings include:

Review of the facility policy, “Falls Prevention,"
undated, revealed through assessment and
intervention the facility would provide supervision
and assistance to residents in an effort to avoid
falls and minimize injury that may result from a
resident falling.

Review of Resident #11°'s medical record
revealed the facility admitted Resident #11 an
06/04/09 with diagnoses including Dementia,
Anxiety, Depression, Osteoporosis, Anemia,
Muscle Weakness, Osteoarthirosia, Difficulty in
Walking, Generalized Pain, and Peripheral
Vascular Disease. Review of Resident #11's

F323 2. Any rasident with a fall In the past 30 days will be
revigwed by a licensed nurse to assure the root
causa was identified and the intervention utilzed
was appropriale by 10/16/15. The cara plans
and C.N.A. care plans will be reviewad and
revised if needed by a lleansed nurse o ansure
accuracy. All residents will have their falls sk
assessmenl complated with their MDS schedula.
Raslidents idenlified as being at risk for fall will
have a Falls Risk care plan initiated based on
individual risk factora.

3. The Falls Pravention and The Root Causa Analysis
policy was reviewed by the Administrator and the
Director of Nursing on 8/23/15. The Staff
Development Coordinator resducaied employees
on Falls Prevantion and Rool Cause Analysis on
10114/15. The Interdisciplinary Team will audit the

root cause analysis and any interventions
implemented 5 times waekly for 3 months, and
then as determined by the Quality assurance
Parformance improvement Commitiee. These
audits will be reviewed by the Director of Nursing
monthly who will provide education on an as
needed basis.

4. The Director of Nursing will present thase finding
to the Quality Assurance Performance
Improvement Committae monthly to ensure
accuracy and completane3s of the process. 1016115
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Significant Change Quarterly Minimum Data Set
(MDS) assessment dated 06/09/15 revealed the
facility assessed Resident #11 to have a Brief
Interview for Mental Status (BIMS) score of 8,
which indicated Resident #11 was moderately
impaired cognitively. Further review of Resident
#11's MDS assessment revealed Resident #11
had sustained a fall with a fracture within the last
month. Continued review of Residant #11's
medical recard revealed Resident #11 had fallen
on 05/2715 and as a result sustained a tibia
{shinbone) and fibula (calf bone) fracture.

Review of Resident #11's Comprehensive Care
Plan, undated, revealed Resident #11 to be at risk
for falls with interventions for a low bed and a bed
sensor alarm.

Chservation on 09/23/15 at 3:30 PM ravealed
Resident #11 to be in bed with the bed not in the
lowest position. Continued observation of
Resident #11 revealed no bed sensor alarm was
present on his/her bed.

Intarview with State Registered Nurse Aide
(SRNA) #1 on 09/23/15 at 4:13 PM revesaled he
was assigned to the hall where Resident #11
resided. SRNA#1 stated that if a resident had an
intervention on hisfher care plan to have a low
bed, then the bed should have been in the lowest
position. Further interview with SRNA #1
ravealed he looked at a resident's nurge aide
care plan in the compuler o find out what care
was to be provided for each resident. Continued
interview with SRNA #1 revealed he did not know
why Resident #11's bed was not in the lowest
position and also did not know why Resident # 11
did not have a bed sensor alamm present on
his/her bed.
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Interview with SRNA #2 on 09/23/15 at 4:28 PM
revealed making sure care plan interventions
were followad was both a nurse aide and nursa
rasponsibility. Further interview with SRNA #2

bed then the bed shoukt be in the lowest position.

Interview with Licensed Practical Nurse (LPN) #1
on 09/23/15 at 4:28 PM revealed that an
intervention for a low bed meant that a resident's
bed should have been in the lowest position.
Further interview with LPN #1 revealed she did
rounds daily to ensure care plans were being
followed. Continued inferview with LPN #1
revealed she was not aware of Resident #11's
bed not being in the lowest position and was not
awara that Resident #11 did not have a bed
sensor alarm presant {o hisfher bed. LPN #1
stated she expected nurse aldes to look at each
resident's nurse aide care plan to ensure proper
care had been provided.

Interview with the Second Floor Unit Manager
{UM) on 09/23/15 at 4:33 PM revealed nurse
aides should have checked for alarms to ensure
that they were present on Resident #11's bed.
Further interview with the UM revealed the low
bed intervention listed on Resident #11's care
plan was not a fall intervention and that all
nonambulatory residents in the facility have their
beds placed in the lowest paosition at night.
Continued interview with the UM revealed she
was not sure why Resident #11 did not have a
bed sensor alarm in place. Interview with the
Second Floor UM on 09/27/15 at 1:49 PM
revealed she conducted spot chacks on
approximately ten resident rooms weekly to
ensure fall interventions were in place and had
not identified any concarns. Continued interviaw

revealed if a resident had an intervention for a low
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committee conducled monthly audils o ensure

with the UM revealed nurses and nurse aides
should look at each resident's care plan daily.

Interview with the facility Director of Nursing
{DON} on 08/24/15 at 2:23 PM revealed she
conducted raunds with the facility administrator

followed and that the quality assurance
committee met monthly to ensure fall

with the DON revealed a moming meeting was
conducted daily to discuss any concems,
updates, and/or revisions that may need to be
mada to a resident's care plan/interventions.

bed means a resident's bed should ba in the
lowest pasition possible. Continued interview
with the DON revealed Resident #11's low bed
had not been intended to be an intervention
related 1o falls. Further interview with the DON

lo be a long-term intervention for Resident #11
and that it was just an inlervention put in place
when Resident #11 returned ta the facility from
the hospital.

with the UM revealed the facility quality assurance

fall interventions were in place. Further interview

daily to ensure residents' care plans were being

interventions were in place. Continued interview

Further interview with the DON revealed that low

revaealed the bed sensor alarm was not intended

F 323
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INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

BUILDING: 01

PLAN APPROVAL: 1989

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: 3-story, Type 11 (222)
SMOKE COMPARTMENTS: 7

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic
(wet) sprinkler system

GENERATOR: Type Il diesel generator

A life safety code survey was initiated and
concluded on 09/24/15, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

K 000
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TITLE
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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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