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F000000

This visit was for Recertification and
State Licensure Survey.

This visit was in conjunction with the
Investigation of Complaint
IN00129644.

Survey Dates: May 28, 29, 30, and
31, 2013.

Facility Number: 00524
Provider Number: 155617
AIM Number: 100267090

Survey Team:

Karen Lewis, RN, TC
Ginger McNamee, RN
Tina Smith-Staats, RN
Karen Koeberlein, RN

Census Bed Type:
SNF: 2

SNF/NF: 51
Total: 53

Census Payor Type:
Medicare: 6
Medicaid: 34
Other: 13

Total: 53

These deficiencies also reflect state
findings cited in accordance with 410

F000000

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

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds 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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SS=D FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident
hazards as is possible; and each resident
receives adequate supervision and
assistance devices to prevent accidents.
Based on record review, observation, F000323 06/30/2013
and interview the facility failed to Miller’s Merry Manor respectfully
ensure a submits the following plan of
cognitively impaired resident was correction as credible allegation of
supervised in the dinina room to compliance to the above mentioned
P g . regulation.
prevent a fall for 1 of 4 residents
reviewed for falls and accidents. 1. Residents will not be in the
(Resident #'s B, C, D, and E) dining room unsupervised unless
it is determined through the
Findinas include: resident’s care plan that resident
g ) is appropriate to be left alone in
the dining room.
1.) Resident #C and Resident #D
were observed sitting in the Dining 2. All residents have the potential
Room from 11:01 a.m. to 11:20 a.m to be affected by this deficient
) T ' o ractice.
on 5/30/13. There were no staff P
present during the observation. 3. Facility will add a video camera
to the dining room, which can be
2.) Resident #C's clinical record was viewed at the nurse’s station. The
reviewed on 5/30/13 at 9:00 a.m. The dining room doors will be closed
) ] T until a half hour before meal
res.ld.ent had a 3/6/13 quarterly MDS service. All staff will be
(Minimum Data Set) assessment. in-serviced on the importance of
The assessment indicated Resident making sure cognitively impaired
#C had a BIMS (Brief Interview for residents are not left unattended
Mental Status) of 3 indicating the in the dining room.
.resid.ent had severe cognitive 4. Nurse, or designee, will
impairment. complete the Dining Room
Supervision Audit (Attachment C)
3.) Resident #D's clinical record was daily x30 days, weekly x 1 month,
and then monthly thereafter.
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reviewed on 5/31/13 at 1:10 p.m. The
resident had a 3/15/13 significant
change MDS assessment. The
assessment indicated Resident #D
had a BIMS of 5 indicating the
resident had severe cognitive
impairment.

4.) The clinical record for Resident
#B was reviewed on 5/30/13 at 3:53
p.m.

Diagnoses for the resident included,
but were not limited to, dementia,
hypertension, anxiety, and diabetes.

A quarterly Minimum Data Set
Assessment, dated 1/28/13, indicated
the resident had a Brief Interview for
Mental Status (BIMS) score of 3 out
of 15. The score indicated Resident
#B had severe cognitive impairment.

An initial occurrence assessment
dated 4/13/13, indicated Resident #B
was in the dining room and stood up.
Resident #B was pulling at the table
cloth and fell. Another resident in the
dining room went to the kitchen door
and knocked. The kitchen staff called
for the nursing staff. The nurse found
Resident #B lying on the floor with a
large laceration to the left side of the
temple/eyebrow area. A skin tear to
the left elbow was also noted.

5. These systematic changes will
be completed by 6/30/13.
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5.) During an interview with Resident
#E on 5/31/13 at 1:15 p.m., she
indicated she was in the Dining Room
on 3/13/13, when Resident #B fell.
She indicated she saw the resident
walking around the table and fall.

She indicated she knocked on the
kitchen door to summon staff for help.

Resident #E's clinical record was
reviewed on 5/31/13 at 2:00 p.m. The
resident had a 3/27/13 quarterly MDS
assessment. The assessment
indicated Resident #E had a BIMS of
12 indicating the resident had
moderate cognitive impairment.

6.) Review of the current policy,
dated 1/9/2008, titled "Fall
Management Procedure," provided by
the Administrator and the Director of
Nursing on 5/31/13 at 9:00 a.m.,
included, but was not limited to, the
following:

"1. PURPOSE
A. To assess all residents for
risk factors that may contribute to
falling and
provide planned
interventions...

...2. PROCEDURE...

...C. The interdisciplinary health
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care plan team will determine which
interventions are most
appropriate for reducing the risk of
falls and/or
injuries related to falls...."
3.1-45(a)(2)
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F000520 | 483.75(c)(1)
SS=D | QAA COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality
assessment and assurance committee
consisting of the director of nursing services;
a physician designated by the facility; and at
least 3 other members of the facility's staff.

The quality assessment and assurance
committee meets at least quarterly to
identify issues with respect to which quality
assessment and assurance activities are
necessary; and develops and implements
appropriate plans of action to correct
identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related
to the compliance of such committee with
the requirements of this section.

Good faith attempts by the committee to
identify and correct quality deficiencies will
not be used as a basis for sanctions.

Based on record review, and
interview, the facility's Quality
Assessment and

Assurance Committee failed to
develop and implement the
appropriate plans of

action to identify the need for a call
system in the dining room, to
address

supervision of residents in the dining
room to prevent falls, and to notify
the

F000520

Miller’s Merry Manor respectfully
submits the following plan of
correction as credible allegation of
compliance to the above mentioned

regulation.

1. Issues identified will be added to

the facility’s QAA summary logs.

2. All residents have the potential to
be affected by this deficient

06/30/2013
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residents of billable services when no practice.
longer qualified for Medicare benefits
identified during the Annual 3. The facility’s Quality As'suranc'e
Recertification and State Licensure szrTSJSZ:SZTnC;ZT;t:EZ wil
Survey' facility’s QAA Policy and Procedure
(Resident #'s B,13, 38, and 39) (Attachment E).
Findings include: 4. The Administrator or designee will
monitor the QAA Summary logs
The Advanced Beneficiary Notices monthly to ensure compliance.
(ABN) were reviewed for Residents 5. These systematic changes will be
#38’ #39’ completed by 6/30/13
and #13 on 5/31/13, at 2:30 p.m. The
ABNSs lacked the billing information
for the
possible charges for the resident
denied Medicare Part A benefits.
The Administrator, Director of
Nursing, Business Office Manager,
and Social
Services Director were interviewed on
5/31/13, at 10:20 a.m. The
Department
heads were not aware of the need for
the billing information to be provided
to the
residents who were no longer
qualified for Medicare Part A
benefits. They
acknowledged this information had
not been provided to Residents #38,
#39 and #13.
The clinical record for Resident #B
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was reviewed on 5/30/13 at 3:53 p.m.
The resident was in the dining room
unsupervised on 4/13/13 and fell.
The resident sustained injuries
related to the fall.

During an observation on 5/31/13 at
2:50 p.m., with Director of Nursing
and the Inservice Director present,
the Director of Nursing indicated there
was no emergency call system in the
Dining Room. The Inservice Director
indicated there had never been a call
system in the Dining Room.

During an interview on 5/31/13 at
3:00 p.m., the Administrator and the
Director of

Nursing acknowledged they were not
aware of the need for a call system
in the

dining room, supervision of residents
in the dining room to prevent falls,
and the

billing information to be provided to
residents who no longer qualified for

Medicare Part A.

3.1-52(b)(2)
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F009999

Based on observation and interview,
the facility failed to ensure there was
an emergency call system in 1 of 1
Dining Rooms. This deficient practice
had the potential to effect 53 of 53
living in the facility. (Resident #'s C,
D)

Findings include:

Resident #C and Resident #D were
observed sitting in the Dining Room
from 11:01 a.m. to 11:20 a.m. on
5/30/13. There were no staff present.

During an observation on 5/31/13 at
2:50 p.m., with Director of Nursing
and the Inservice Director present,
the Director of Nursing indicated there
was no emergency call system in the
Dining Room. The Inservice Director
indicated there had never been a call
system in the Dining Room.

3.1-19(u)(3)

F009999
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