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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with

timetables and actions that can be measured.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on record reviews, observation and interviews the facility failed to ensure the written plan of care was followed for 1 (#14) out
harm of 29 total sampled residents reviewed. The facility failed to administer [MEDICATION NAME] Patch for Resident
#14 every 72 hours as ordered by the physician. Findings: Review of Resident #26's Medical Records revealed a[DIAGNOSES
Residents Affected - Few REDACTED]. Review of Resident #26's March 2020 physician's orders [REDACTED]. Review of Resident #26's Comprehensive
Care
Plan revealed a potential for ateration in comfort with an approach to provide pain medication as ordered by MD (Medical
Director). Review of Resident #26's March 2020 Medication Administration Record [REDACTED)]. Further review of MAR
indicated [REDACTED]. Observation on 3/11/2020 at 10:15 AM accompanied by S3 LPN (Licensed Practical Nurse) revealed
[MEDICATION
NAME] Patch to right anterior chest wall dated 3/06/2020. During an interview on 3/11/2020 at 10:15 AM S3 LPN agreed
Resident #26 did not receive [MEDICATION NAME] Patch 50mcg on 3/09/2020 as ordered. During an interview on 3/11/2020 at
2:38 PM S2 DON (Director of Nursing) acknowledged Resident #26's[MEDICATION NAME] Patch 50mcg was not administered

on
3/09/2020 as ordered and should have been.

F 0689 Ensurethat a nursing home area is free from accident hazar ds and provides adequate
supervision to prevent accidents.
Level of harm - Minimal
harm or potential for actual | Based on observations, record reviews and interviews the facility failed to ensure residents were free from accidents and
harm hazards for 1 (#95) resident out of 29 total sampled residents. The facility failed to repair aloose toilet seat and
toilet bowl/base for Resident #95 who was at risk for falls. Findings: Review of Resident #95's Comprehensive Care Plan
Residents Affected - Few revealed a problem of risk for falls/unsteady gait. Review of Facility's Incident Log revealed afall dated 2/17/2020 for
Resident #95 resulting in alaceration to right side of forehead. Observation on 3/09/2020 at 10:00 AM revealed Resident
#95's toilet seat was loose and toilet bowl/base sliding side to side on floor. During an interview on 3/09/2020 at 10:00
AM Resident #95 indicated his toilet seat and bowl! was loose and he wanted it fixed. Observation on [DATE]20 at 9:45 AM
revealed Resident #95's toilet seat |oose and toilet bowl/base was sliding side to side on floor. Observation on [DATE] at
11:20 AM Resident #95's toilet seat loose and toilet bowl/base was sliding side to side on floor. During an interview on
[DATE] at 11:20 AM Resident #95 demonstrated how the toilet and the seat moved side to side when he sat on it. Resident #95
confirmed he fell when he tried to get up from the toilet and fell forward hitting his forehead. During an interview on [DATE] at
11:35 AM $4 Maintenance acknowledged the toilet seat and toilet bowl/base were loose and needed to be repaired.
During an interview on [DATE] at 11:40 AM S1 Administrator acknowledged the toilet seat and toilet bowl/base were an
accident hazard and should have been repaired.
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