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Complaint #71953-1 was investigated and
substantiated, The Investigation resulted in the
following deficlencles.

PROVIDE CARE/SERVICES FOR HIGHEST
WELL BEING

CFR(s): 483.24, 483.25(k){()

483.24 Quality of life

Quality of life is a fundamental principle that
applies to all care and services provided to facility
residents. Each resident must receive and the
facility must provide the necessary care and
services to aitain or maintain the highest
practicable physical, mental, and psychosacial
well-being, consistent with the resident's
comprehensive assessment and plan of care.

483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents recsive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centéred
care plan, and the residents’ choices, including
but not limited to the following:

(k) Pain Management.

The facllity must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practics,
the comprehensive person-centered care plan,
and the residents’ goals and preferences.
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Any deficiency statement a’ﬁdmg with an asterlsk (*) denotes a deficlency which the institutlon may be excused from correcting providing it is determined that

other safeguards provids sufficlent protection to the patients . (See Instructions.) Except for nursing homes, the findings stated above zre disclosable 90 days
followling the date of survey whather 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 1o the facility. If deficlencies are cited, an approved plan of correction is requisite 1o continued

program participation.
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Blair House Nursing & Rehabilitation |
Survey Investigation completed 11/15/2017
Plan of Correction .

Preparation and/or execution of this Plan of Correction does not constitute admission or agreement by
the provider of the truth of the facts alleged or conclusions set forth in the statement of deficiencies. The
Plan of Correction is prepared and/or executed solely because It is required by the provisions of Federal
and State laws. Without waiving the foregoing statement, the facility states as follows:
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Resident #3 was transferred out for evaluation and treatment on 11/7/17. All nurses have been educated
on change of condition assessments & notification of physician in a timely manner. Inter-Act Change in
Condition Forms have been placed at the nurse’s station for reference. DON will monitor for compliance.

Completion Date; 11/16)_?,2017
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Fall interventions have been initiated for Resident #4; Resident is not to be in w/c unless family or staff
present and resident is not to be left unattended while on toilet. All nursing staff have been educated on
fall interventions, care plans, toileting routines and watk-dine list. DON and Restorative nurse will monitor

for compliance.

Completion Date: 11/16/2017




