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F 281 | 483.20(k)(3)(i} SERVICES PROVIDED MEET r281| This plan of correction constitutes a written
gs=D | PROFESSIONAL STANDARDS allegation of compliance. Preparation and
submission of this plan of correction does not
The services provided or arranged by the facility constitute an admission or agreement by the
must meet professional standards of quality. provider of the truth of the facts alleged or the
correctness of the conclusions set forth on the
_ statement of deficiencies, The plan of
I::Is REQUIREMENT is nol met as evidenced E:s;_‘cstio:fi:ep“?pared and submitted solely
) ) quirements under state and
Based on slaff interviews and documentation federal law.
review the facllity failed to follow physician crders
to cbilain orthostatic blood pressure sels for one
(1) of three (3) sampled residents who had
experiencaed falls (Resident #2).
The findings are:
Resident #2 was admitied to the facillty on F281 8-5-11
4/22111 and re-admitted on 7/3/11 wlth diagnoses 1. Corrective Action:
that included a hip fraclure and Alzhelmer 's The resident affected no longer requires
disease among others. The mosl recent orthostatic blood pressure checks.
Minimum Data Set (MDS) dated 5/2/11 spacified
the resident had severely impaired cognitive ; .
function and had a histo?y ofﬁ‘a]ls. ° ?{.e ‘Others \.mth Fotential to be Af.fected:
sidents with orders for orthostatic blood
Resident #2's Care Area Assessments (CAAs} ' g;::;l': cﬁcﬁgﬁ;ﬁgﬂﬁ?mnal o
dated 5/4/11 specified a new fall care plan was " ucted and no
current residents have orders for orthostatic
started related to history of falls and unsteady blood h
gait. Resldent #2's fall care plan updaled 5/16/11 pressure checks.
specified intarventions to avold a fall related injury
Included:
-ihree (3) sets of orthostatic blood pressures
Residenl #2's medical record revealed a
physician's order dated 5/16/11 for three sets of
orthostatic blood pressures. Further review of the
medical record revealed only one (1) documented
set of orthostalic blood pressures on the
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Medication Administration Record {MAR) dated
5/20/11.

On 7/19/11 ai 1:10 p.m. licensed nurse (LN} #1
was interviewed and reported that when a
physician order was wrilten for orthostatic blood
pressure the licensed nurse who recsived the
order was responsible for transcribing the order
onio the MAR. She stated thai the orthostatic
biood pressures would be inttiated within 24 hours
of receiving the order.

On 7/19/11 at 1:20 p.m. the Director of Health
Services (DHS) reviewed Resident #2's madical
record and confirmed she was only able to locate
one set of orthostatic blood pressures. The DHS
was interviewed and reporied orthostatic blood
pressures could be documenied anywhere in the
medlcal record and after additional review of
Resident #2's medical record only located one
documented set of orthostalic blood pressures.
The DHS also reported she wouid expect
orthostatic blood pressures to be initiated the
same day the order was written and was unable
to explain why the only documented set of
orthostatic blood pressures for Resident #2 was
complaied on 5/20/11. The DHS offered no
explanation why the Resident's orthostatic blood
pressures were nol documented as having
completed as ordered.

On 7/19/11 at 1:30 p.m. the Assistant Director of
Health Services (ADHS) was interviewed and
reported she had oblained the physician's order
for orthostatic blood pressure seis on Resident
#2 after the resident fell while standing up. She
also reported that the licensed nurse assigned to
Resident #2 on 5/16/11 would have been

This plan of correction constitutes a written
allegation of compliance. Preparation and
submission of this plaa of correction does not
constitute an admission or agreement by the
provider of the truth of the facts alleged or the
correctness of the conclusions set forth on the
statement of deficiencies. The plan of
correction is prepared and submitted solely
because of requirements under state and
federal law.

3. Measures/Systemic Changes:

Nurses will receive in-service and education
on proper documentation of orthostatic blood
pressure checks.

4. Monitoring:

Monitoring to be completed through random
scheduled audits by DHS/ADHS/Nurse-in-
Charge. Any areas of non-compliance will
be corrected at the time of discovery. The
findings will be reported to the physician
immediately and monthly to facility's
performance improvement committee for
patterns or trends and further interventions will
be developed as necessary to ensure continued
compliance. Audits will be conducted for a
minimum of 90 days, followed by monthly
audits until substantial compliance is achieved
and meintained for an additional 90 days.
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responstble for franscribing the order onto the allegation of compliance. Preparation and
MAR. She added the licensed nurse would have submission of this plan of correction does not
also been expected to report to the oncoming constitute an admission or agreement by the
licensed nurse during shift report the order io provider of the truth of the facts alieged or the
obtain orthostatic blood pressure sets. She correctness of the conclusions set forth on the
stated that ideally the order should have bean statement of deficiencies. The plan of
inltiated within 24 hours and performed on correction is prepared and submitted solely
conseculive shifts or days. She was unable to because of requirements under state and
explaln why the resident had only one federal law
docurmented set of orthostatic blood pressures. )
F 323 | 483.25(h) FREE OF ACCIDENT F 323
558=p | HAZARDS/SUPERVISION/DEVICES

The faciiity must ensure that the resident
environmenf remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices 1o
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
inferviews, the facllity falled to provide a safety
alarm as a care planned fall intervention for one
(1) of three (3) sampled residents who had
experianced falls {(Resident #1}.

The findings are:

Resident #1 was admitted to the facllily 1/3/06
with diagnoses induding seizure disorder and
debility. The latest Minimurn Data Set (MDS)
daied 6/6/11 indicated impaired cognition and
dependence on slaff assistance for all care
including transfers, dressing, eating, and hygiene.

F323

1. Corrective Action:

One resident was affected and the torso
alarm was immediately put in place.

2. Others with Potential to be Affected:
Residents with torso alarms have the
potential to be affected. An audit was
conducted to ensure residents with torso
alarms have the alarms in place.
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A review of a care plan dated 3/25/11 revealed
Residant #1 had a polentlal for falls fhat may
cause injury related to a seizure disordar realed
by medicalion which was refused at imes. The
goal of the care plan stated the approaches will
minimize the risks for injurles due to impaired
physical mobility and lhe possibllity of seizure
activity. Approaches dated 3/25/11 included
medicallon as ordered by the physician and asslst
to move at own pace, do not rush. The care plan
was nofed updated on 7/11/11 due to a fall
exporienced on 7/10/11. Added approaches
included a forso alarm when In bed, bed In low
position, and mats on floor al bedside.

A review of Resideni #1's medical record
revealed a nurse note dated 6/15/11 at 6:00 a.m.
The note documentation included at 1:30 am,, a
nursing assistant reperted Resident #1
demonstrated jerking motions and moving about
in bed. The note continued medIcation as
orderad by the physician was administered
resulting In subsliding of jerking motions.

An observation of Resident #1's room on 7/19/11
al 9:08 a.m. revealed the bed was in low posltion
and mats were observed on the floor al the
bedside. No torso alarm was observed.
Resident #1 was not in the bed on this
obsarvation.

An observation on 7/19/11 at 12:58 p.m. revealed
Resident #1 was lying in the bed. The bed was
observed in low pesiiion with mats on the floor al
bedside. No {orso alarm was observed.

An interview with the Direcior of Health Services

This plan of correction constitutes o written
allegation of compliance. Preparation and
submission of this plan of correction does not
constitute an admission or agreement by the
provider of the truth of the facts alleged or the
comreciness of the conclusions set forth on the
statement of deficiencies. The plan of
correction is prepared and submitted solely
because of requirements under state and
federal law.

3. Measures/Systemic Changes:

Staff will receive in-service and education on
ensuring torso alarms are appropriately placed
for patients with this intervention, Nurses will
document torso alarm function and placement
every shift for affected patients.

4, Monitoring:

Monitoring to be completed through random
scheduled audits by DHS/ADHS/Nurse-in-
Charge. Any areas of non-compliance will
be corrected at the time of discovery. The
findings will be reported to the physician
immediately and monthly to facility’s
performance improvement committee for
patterns or trends and further interventions will
be developed as necessary to ensure continued
compliance. Audits will be conducted for a
minimum of 90 days, followed by monthiy
audits until substantiai compliance is achieved
and maintained for an additional 90 days.
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(DHS) on 7f19/11 at 10:30 a.m. revealed
Resident #1 experienced a fall on 7/10/11. She
stataed this fall oul of bad was unwitnessed and
may have been contributed o ssizure acliviiy.
She added this resident had no previous history
of falls.

An interview with Nursing Assistant (NA)#1 on
7119111 at 1:10 p.m. revealed to her knowledgse,
Resident #1 had not had a torso alarm. She
stated the nursing assisiant care guide located In
each resident's room provided guldance for the
resldent's care. During this interview, NA #1 was
unable to find torso alarm in Resident #1's
nursing assistan care guide. NA #1 added this
was the first time she has cared for Resident #1
since the resident experienced a fall on 7/10/11.

An Interview was conducted on 7/19/11 at 1:50
p.m. with the DHS and the Assistant Director of
Health Services (ADHS). During the interview,
the DHS and ADHS were unable to locate a torso
alarm in Resident #1's bed or in the room. The
DHS and ADHS were unable to find a torso alarm
added to the nursing assistant care guide for
Resident #1. The DHS stated it was the
responsibility of the ADHS to ensure nursing
asslstant care guides where kept up fo date. The
DHS added she expecied the torso alarm to be in
place as care planned.

An interview with Licensed Nurse (LN) #2 on
7/19/11 at 2:25 p.m. revealed she had cared for
Residenl #1 on this date. She added she had nol
seen a torso alarm in Resident #1's room.

An interview with NA #2 on 7/19/11 at 2:40 p.m.
revealed she had cared for Residenti #1 on the
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svening shift of 7/18/11. She stated she did nol
sen a torso alarm in the resident's bed. NA #2
explained when a lorso alarm Is in place on a
resident's bed, a beep is heard when the
resident's welight confacts the mattress. She
added when she assisted Resident #1 to bed
after supper on 7/18/11, she did nol hear that
beep. NA #2 continued she was unaware
Residant #2 was supposed to have a torso alarm
while In bed.
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