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Ensure that a nursing home area is free from accident hazards and provides adequate
 supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review the facility failed to ensure safe resident self-administration of medication, provide nursing
education related to self adminstering medication, and monitor after [MEDICATION NAME] medication administration
 for a newly admitted   resident on daily [MEDICATION NAME] with a history of substance abuse for 1 (R1) of 3 residents
 reviewed for supervision. This failure resulted in the resident falling and sustaining a laceration on the left eye leading to
hospitalization  . Findings include: [AGE] year-old resident admitted   to facility on 7/28/20 with [DIAGNOSES
 REDACTED]. R1 admitted   to the facility with orders for [MEDICATION NAME] HCL concentrate ([MEDICATION NAME])
orally one
 time per day. R1's History and Physical provided by the facility from the preadmission referral packet notes R1 had been
 admitted   to the hospital on [DATE] for [MEDICAL CONDITION], heroine abuse on [MEDICATION NAME], and cocaine abuse
with a
 positive screen on hospital admission. In an interview with V3, Social Services Director, on 7/31/20 at 12:50PM V3 said she met with
R1 the morning of 7/29/20 before he went to his [MEDICATION NAME] clinic appointment. V3 said R1 told her about
 his struggle with substance abuse in the past and said the [MEDICATION NAME] had been working for him. In an interview with
V4, Social Service, on 7/31/20 at 11:43AM ,V4 said she accompanied R1 to an appointment to pick up [MEDICATION NAME] from
 the clinic on 7/29/20 and left the facility about 1:15PM. V4 said she remained with V4 during the appointment and the
 clinic counselor said R1 could have 2 weeks worth of [MEDICATION NAME]. V4 said she witnessed R1 drink one dose of his
 [MEDICATION NAME] before they left the clinic. V4 said on return to the facility R1 had 13 bottles of [MEDICATION NAME] in
 his possession. V4 said she last saw the [MEDICATION NAME] after she observed R1 place the bottles in the lock box around
 2:40PM. In an interview with V5, Certified Nursing Assistant (CNA), on 7/31/20 at 12:30PM, V5 said she was assigned to R1
 on 7/29/20 3:00-11:00PM shift. V5 did not know anything about the lock box in the room and was not given any special
 instructions for providing care to R1. V5 said when she checked on R1 around 6PM he was sleepy, he was groggy. V5 said she
 reported to the nurse when she saw R1 on the floor around 8:30PM. V5 said R1 had blood on his face and body and she called
 for the nurse. V5 said the nurse came and did an assessment and wiped R1's laceration. In an interview with V6, Nurse, on
 7/31/20 at 2:20PM, V6 said on 7/29/20 I knew R1 went to the [MEDICATION NAME] clinic and when he returned on my shift he
 went to his room. I spoke with him and introduced myself at the start of my shift. V6 said the report she received about R1 was that
he had 13 bottles of [MEDICATION NAME] . Later that shift, she was notified he was on the floor. V6 said she did
 not see the 13 bottles of [MEDICATION NAME]. V6 said she did not know how the [MEDICATION NAME] was put in R1's lock
box
 and was not aware that R1 had the [MEDICATION NAME] in the lock box. V6 said she saw him around 7:30PM and gave him his
 evening medications and she noticed he was very sleepy. V6 said when she assessed him on the floor, she saw R1 was holding
 a bag with his [MEDICATION NAME] bottles, in his hand. V6 said R1 told her he drank [MEDICATION NAME] before his fall.
V6
 said she took R1's vitals after he had fallen, but not prior to the fall. V6 said she did not know R1's baseline health
 status. V6 obtained a physcician order to send R1 to the hospital for further evaluation and for treatment of [REDACTED].
 In an interview on 7/31/20 at 2:07PM V7, Nurse, said the nurses do medication education and discuss adverse effects of
 medication with the resident. V7 said the nurse documents if they did any education with the resident. V7 said the assigned nurse
should monitor the resident when they take [MEDICATION NAME]. In an interview with V2, Director of Nursing, on
 7/31/20 at 11:10AM V2 said when a resident returns from the [MEDICATION NAME] clinic, the resident is given a key to store
 his [MEDICATION NAME] in the box. R1 was given a box and a key. At 12:20PM V2 said the facility has nothing to record the
 count of [MEDICATION NAME] a resident receives from the clinic. At 1:40PM V2 said we can only ask the resident to show us
 the lock box to see the medication inside because the [MEDICATION NAME] is the responsibility of the resident. In an
 interview on 7/31/20 at 3:34PM V8, Physician, said it's hard to say if R1 took too much [MEDICATION NAME] and if that
 caused the fall. Regarding [MEDICATION NAME] clinic residents and self-administration V8 said he expects the facility to
 follow the policies they have. In an interview on 7/31/20 at 1:15PM V9, Clinic Counselor, said the expectation is that the
 facility will monitor the patient. V9 said R1 has an opioid disorder. In an interview on 8/4/20 at 10:47AM V11, Nurse
 stated: We don't give the residents who are treated by the clinic the [MEDICATION NAME]. They use a lock box, the resident
 will give their own medication. We are not to touch the [MEDICATION NAME]. We are not to touch, even if they can't open it. In
an interview on 8/4/20 at 11:49AM, V2, Director of Nursing, said the nursing department has a key for each lock box that is kept by
me (V2). R1's [MEDICATION NAME] is in the lock box in the administrator office now. V2 said the purpose of
 policies is to educate and inform staff of proper procedures to do. V2 said procedures are established to establish a
 baseline for residents in a facility and baselines ensure the safety of the resident. V2 said nursing will do education of
 self-administration of medications. V2 said V5 is not a nurse and the Self Administration tool does not state education was done on it.
V2 stated As a prudent nurse I would ask the resident to show me the [MEDICATION NAME]. If assigned to a
 patient that returns from the clinic, I should ask about the [MEDICATION NAME] bottles, follow resident, watch the storing, check
vitals, and that the resident remains stable. V2 said she would expect to be monitoring the resident for side effects during the shift and
instruct the aide to help keep an eye on him. V2 said she would expect monitoring the resident's
 condition throughout the shift, at least every 2 hours. V2 did not comment on the policy for resident Self Administration
 of Medications and treatments regarding a 3-day supply of medication being dispensed initially, as stated in policy. A
 record entry titled Self Administration of Medication dated 7/29/20 at 2:25PM signed by V2 does not include an education
 section. A record entry titled Resident / Family Education dated 7/29/20 at 3:09PM is signed by V4, Social Services. No
 nurse signature is included on the document. A record entry titled Progress Note dated 7/29/20 at 8:15PM written by V6
 reads observed on left side on the floor, resident is noted with an open area on left side of face by his eye. Vitals
 obtained 151/82, 71, 20, 97.1. Resident eyes round and responds slowly to light. Doctor gave order to send out for head
 injury and further evaluation. A record entry of R1's blood pressure summary has an entry on 7/28/20 at 5:52PM of 109/68
 and a second entry on 7/29/20 at 8:15PM of 151/82. No other blood pressure were noted documented in the resident chart. A
 record entry titled Neuro Intensive Care Unit History and Physical dated 7/30/20 at 2:13AM reads the patient had laceration on left
eye and was brought to hospital. Review on 8/4/20 of the facility policy for Self Administration of Medications and Treatments,
review date 06/2015, states, in part: Self administration of medications and treatments are done to prepare a
 resident for discharge and to help the resident maintain independence. Resident teaching will be performed by nursing
 staff. Nursing will dispense medication in a similar system that the resident was utilizing at home. A 3-day supply will
 initially be dispensed. It will be the responsibility of the nurse to check the number of oral medications and document to
 determine if the proper medications and dose was taken. Nursing will review the resident's compliance of self adminstered
 medication at the time of each medication pass. A care plan is for resident who self administer (as written) and
 documentation should be present in the nursing notes of teaching related to self administration of the medications or

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 145337 If continuation sheet
Page 1 of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:11/9/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

145337

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

08/04/2020

NAME OF PROVIDER OF SUPPLIER

SYMPHONY OF BRONZEVILLE

STREET ADDRESS, CITY, STATE, ZIP

3400 SOUTH INDIANA
CHICAGO, IL 60616

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0689

Level of harm - Actual
harm

Residents Affected - Few

(continued... from page 1)
 treatments. Review on 8/4/20 of the facility policy for [MEDICATION NAME] Administration, review date January 2018, states
 nursing is not responsible for administration or documenting administration of medication.
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