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Any deficiency statement ending witfg an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient Qrotectjon 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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This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to ensure that physician orders were
carried out accurately thus the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being were not provided. Pain medication
was given in excessive frequency to one resident
( Resident 1).

Findings:

On October 11, 2012, an unannounced visit was
made to the facility for the investigation of one
complaint and entity reported incident.

Resident 1 was re-admitted to the facility on July
29, 2012, with diagnoses including anemia (low
hemoglobin count in the circulating blood),
hypertension, degenerative joint disease and
osteoporosis (decreased bone density). She had
recently undergone a laminectomy (surgical
removal of bone from the spine) following a fall at
home.

On October 11, 2012, at 2:30 p.m., the DON was
interviewed. She stated the resident had a lot of
pain in her back following a fall at home and back
surgery. The DON also stated, "She goes to the
pain clinic, but still complains of pain. The doctor
recently discontinued some of her pain
medications, perhaps too many'".

On October 11, 2012, the resident's clinical
record was reviewed. The resident sustained a

This Plan of Correction (POC) constitutes the
facility’s credible allegation of compliance.

Miravilla Care Center (MVCC) makes its best
efforts to operate in full compliance with both the
State and Federal laws. Nothing included in this
Plan of Correction is an admission otherwise,
Miravilla Care Center (MVCC) has submitted this
Plan of Correction as part of its statutory
requirements but does not waive any objections to
the merits of forms of any allegations contained
therein, Please note that MVCC may contest the
merits and/or form of all and/or any deficiencies
and the findings alleged below.
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F 309 Quality of Care

@ The order for Dilaudid for resident 1
was discontinued and was changed to a
new pain medication upon readmission
from hospital on 10/16/12. The new
pain medication is being administered
as ordered.
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fall at the facility on October 2, 2012, at 5:50 p.m.
and again on October 5, 2012, at 3:00 p.m. The
"Post Fall Assessment" related to the October 2,
2012 fall, indicated the resident was noted to
have auditory hallucinations and delusions. The
"Post Fall Assessment" related to the October 5,
2012 fall, indicated the resident was noted to
have poor safety awareness due to intermittent
confusion and hallucinations. The "Diagnostic
Imaging Report" dated October 6, 2012 indicated
a left subcapital fracture with slight lateral
displacement (a displaced fracture of the left hip).

Further review of the record revealed a
physician's order dated, September 29, 2012, that
indicated the resident should receive:

Dilaudid (narcotic medication for relief of pain) 2
mg one tablet po g 2 hours prn for pain 8 and
above/10 (severe)

Dilaudid 2 mg one tablet po q 4 hours prn for pain
5 -7/10 (moderate)

Dilaudid 2 mg one tablet po g 6 hours prn for pain
1-4/10 (mild)

Giving the medication, Dilaudid, with excessive
frequency could cause adverse reactions such as
dizziness, light-headedness and clouded
sensorium (Nursing 2010 Drug Handbook,
Lippincott Williams & Wilkins), which may result
in a fall with injury.

The document titled, "Pain Assessment
Flowsheet" was reviewed. The document
indicated the resident received Dilaudid 2 mg on
October 1, 2012, at 12:50 p.m., for the pain level
equivalent to 7. The resident again received
Dilaudid 2 mg on October 1, 2012, at 3:30 p.m.,
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for the pain level equivalent to 7. The dose was
given 2 hours and 50 minutes after the previous
dose. The physician's order indicated the resident
should not receive the next dose for 4 hours
following the 12:50 p.m. dose. The medication
was given too soon.

The medication, Dilaudid 2 mg was given again
on October 1, 2012, at 5:50 p.m., for the pain
level equivalent to 7. The dose was given 2 hours
after the previous dose. The physician s order
indicated the resident should not receive the next
dose for 4 hours following the 3:30 p.m. dose.
The medication was given too soon.

The medication Dilaudid 2 mg was given again on
October 1, 2012, at 8:30 p.m., for the pain level
equivalent to 7. The dose was given 3 hours after
the previous dose. The physician's order
indicated the resident should not receive the next
dose for 4 hours following the 5:30 p.m. dose.
The medication was given too soon.

The medication Dilaudid 2 mg was given on
October 3, 2012, at 6:30 a.m., for the pain level
equivalent to 7. The resident again received
Dilaudid 2 mg on October 3, 2012, at 9:45a.m,,
for the pain level equivalent to 7. The dose was
given 3 hours and 15 minutes after the previous
dose. The physician's order indicated the resident
should not receive the next dose for 4 hours
following the 6:30 a.m. dose. The medication was
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