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INITIAL COMMENTSF 000 F 000

Complaint #11325, substantiated (all or in part) 

with a deficiency cited at F282.

483.20(k)(3)(ii) COMPREHENSIVE CARE 

PLANS

The services provided or arranged by the facility 

must be provided by qualified persons in 

accordance with each resident's written plan of 

care.

This REQUIREMENT  is not met as evidenced 

by:

SS=D

F 282 F 282

Complaint #11325, substantiated (all or in part) in 

these findings.

Based on record review and interview, the facility 

failed to ensure a physician order for restorative 

evaluation and treatment were implemented for 1 

(Resident #1) of 4 (Residents #1 through #4) 

case mix residents who were at risk for falls.  This 

failed practice had the potential to affect 16 

residents who were at risk for falls according to 

the Registered Nurse supervisor on 1/7/06 at 

11:35 a.m.  The findings are:

Resident #1 had diagnoses of Brain Cancer and 

Seizure Disorder.  The Admission Minimum Data 

Set (MDS) dated 10/4/05 documented the 

resident was moderately impaired in cognitive 

skills for daily decision-making and had an 

unsteady gait.

a.  The Care Plan dated 9/28/05 documented in 

the Problem section, "At risk for falls related to 
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unsteady gait.

b.  A Nurse's Note dated 12/20/05 at 6:10 a.m. 

documented, "Resident up in room and fell 

backwards hitting back of head on chair in room, 

c/o (complained of) pain in area but no bump 

detected at this time, neuro checks started..."

c.  A Nurse's Note dated 12/20/05 at 9:30 a.m. 

documented, "[Physician] here, evaluated, orders 

received for soft belt up in W/C (wheelchair) for 

safety, RNA (Restorative Nursing Aide) to eval 

(evaluate) and treat."

d.  On 1/5/06 at 1:00 p.m., the Assistant Director 

of Nursing stated, "I would need to get 

clarification because our RNA can't evaluate and 

treat.  But there was a mix up somewhere 

because I never got the order."

e.  On 1/5/06 at 1:05 p.m., the Director of Nursing 

stated, "We review the orders every morning.  I 

never saw that order." 

f.  As of 1/6/06 at 9:00 a.m., there was no 

documentation in the clinical record the resident 

was evaluated and treated by restorative 

services.
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