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Abbreviations which may |+ used throughout this
document include the following:

= Please note the filing of this plan of correctiba does

el L i TR not constitute any admission as to the allcged
ADL ( s) _aCEtIVltleS Qf dd”-u l"f’mg deficiencies. The plan of correction is filed as
ADNS - Assistant Director il NUES'“Q evidence of the facilitics continued compliance with

APRN - Advanced Praciice: “‘tegistered Nurse applicable laws.
BID- two times per day

BUN - Biood Urea Nitroge;: - |
COPD - chronic obstructiv: pulmonary disease *l.
CWVA - cerebrovascular ans ¢ ant {stroke)
DNS/DON - Director of Nurting

. DM- digbetes mellitus

DRR- drug regimen reviaw

i Gl - gastrointestinal

i| 1&0O - intake and output rng “Horing/measuring
1 IV - intravenous

LPN - Licensed Practical M jise

-MD - Medical Doctor

MDS - Minimum Data Set {ntardisciplinary
-assessment tool)

MI - myocardial infarction {lxart attack)
MRSA - Methicillin Resistz titaphylococcous
Aureus

MDRO - Multi Drug Resistz | Organisms

NA - Nurse Aide

OGB- out of bed

| OT - Occupational Therapig:

PQO- orally

PT - Physical Therapist

RCP - resident care plan

‘RE- reportable event

RN - Registered Nurse

ROM - range of motion

BW - Social Worker

VRE - Vangomycin Resistat | Enterococcus

F 161 | 483.18(c)(7) SURETY BOM I - SECURITY OF F 161
s8=C | PERSONAL FUND —

1

P
LORATORY Wr@s OR@ROVIDER/SAEF. 1+ REPRESEN Jrore W‘IEE /é (X6) DATE
H - g .
/(; =y . SN / Q AN

' de/ﬂcienc'y staternent ending with a %e;-l: i denotes a deficiency which the institution may be excused from correcting préviding itis determined that. -
1 safeguards provide sufficient pr on to it patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
mwing the date of survey whether or not a phar f comection is provided. For nursing homes, the above findings and plans of corection are disclosable 14

s following the date these documnents are ms 11 available to the facility, If deficlencies are cited, an approved plan of correction is requisite to continued
jram participation. .
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F161 483.10(c)(7) SURETY BOND-SECURITY OF

i . NAL FUNDS

i The facility must purchasa surety bond, or PERSONAL FU

it otherwise provide assurar ;2 satisfactory to the Residents who reside at the facility have the poteantial 10
if Secretary, to assure the adacurity of all personal be affecicd by the deficient practice.

! : PRETIN . .
{ funds of residents deposit: i with the facility. The faclity will provide assorance [0 assure the

! security of all personal funds of residents deposited ,
with the facility, i

| This REQUIREMENT is 1t met as evidenced Admisistrator and/or desie

will have the
by: responsibility for comp Gompliance date, :
| B | iip . February 78012 (
Based on review of facilit, documentation and f |

1 staff interviews, the facility iailed to obtain a '
| surety bond to provide ¢env rage against any loss :
| to the resident's personnel funds accounts, The
findings include:

0 Interview and review of tha resident's personal
funds accounts on 1/08/1% ut 10:00 AM identified
that the total amount in thi resident’s personal
funds account as $49,235 10, However, review of
the facility's insurance poly dated 1/3/12 tajled
to reflect that a surety bor » wasg included as part
of the policy to provide cvirage for the resident's
personal funds account. fi.ibsequent to surveyor
inquiry a surety bond was réstained by the facility.
F 176 { 483.10(n) RESIDENT SELF-ADMINISTER F176
Ss=D | DRUGS IF DEEMED SAf1:

An individual resident may self-administer drugs if
the interdisciplinary team, 5 defined by
§483.20(d){2)(H), has detsynined that this
practice is safe,

"This REQUIREMENT s rut met as evidenced

- by:
i Based on clinical record Iiiview, observations

RM CMS-ZSIET(QZ-DG) Previous Versions Obsolet:; Event ID:9EQQ N Facilty iD: CToo1g I continuation sheet Page 2 of 33
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F176 Continued From page 3 : F176
‘| that the resident is capabla of administering the
|| medication correctly. The 145 further indicated
; that the self-administration: issessment was not
{| completed,
'| Review of the facility policy ndicated that if a
:| resident wishes to parlicipain in
|| self-administration, the interisciplinary team wil
|| assess the competence of s resident to _
participate, by completing u self-administration of
medication assessment an assessment of
compliance and safety will oq documented on a
weekly basis in the resider| ' s medical record. :
F 223}/ 483.13(b), 4B83.13(b){1)(i) ' I.EE FROM F 223 F223 485, 130), 483.130(1) ) FREE FROM
§5=G | ABUSE/INVOLUNTARY &f: ~LUSION ABUSEANYOLUNT. ARY SECULSION
The resident has the right 2 be free from verbal, Resident number 108 currently resides in the facitity;
O sexual, physical, and menf; abuse, corporal the resident has made no forther stalements regarding
| punishment, and involuntary seclusion, individualized and dignified care.
i
i . Residents who reside al the facility have the tential 1o
The facility must not use v hal, mental, sexual, b: :}f:;ed b: the ldeﬁciem prach'gc. : P
or physical abuse, corporal unishment, or '
-involuntary seclusion. The staff was in-serviced on abuse, neglect and resident
tights with emphasis on the importance of prompf cate
to the individual resident needs, Random audits will be
conducted to ensure compliance,
This REQUIREMENT s ntd rnet as evidenced Random audits will be conducted weekly for threp &
by: months or until substantial compliance is met. Findings
- . ds will b i ith
Based on review of clinical racords, review of :ﬁﬂi:if::;,‘;’;ﬁm,‘,,?ﬁ;,‘;,i? N o iee with
RE, and interviews for one uf four sampled or designes will have the respgaSibility § iance
residents reviewed with alegiations of abuse Compliance date, February ¥7, 2012.
(R#108), the facllity failed i 2nsure the resident o
was free from mistreatmen:, The findings include: :
Resident # 108's diagnuses included left
 hydronephrosis, sacral dec.ili, dementia,
delirium, hypothyroidism, ad anemia. An MDS
dated 10/06/11 identified tha resident as alert,
with short and long-term mednory problems, no
[ CMS-ZS?B?{D?-QB) Previous Versions Obsoleqs . Event ID:9EQOT1Y Facility 113 CTo018 If continuation sheet Page 4 of 33
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F 22355 Continued From page § . F 223
she administered Ativan ¢ i mg by mouth
| because the resident hay Iten yelling that day,
| LPN#1 indicated that she funuested that NA#1

the catheter insertion. LPhut
resident was yelling ang eabiny

naver made the reguest, ¢ 7}y

Interview with LPN #2 on 15

assistance with the procad, e

AM she was asked to hodd Figy

and NA#2 hold the resident's arms, because the
resident was attempting to puish her away during

indicated the
g the staff foul

names. LPN#1 indicated i} she would have
stopped the procedure, howaver the resident

#1 also indicated

that at no time did she witr Y55 any staff member
slap or cover the resident's wouth,

/12 at 4:30 PM

identified that he workeg o1 11/10/11 (3:00
PM-11:00 PM shift). LPN#: indicated that at
approximately 12:30 PM while completing his
documentation he rememiived that he was
Suppose to replace R #1058 Foley catheter.
When LPN#2 went into Ry 108's room to change
the Foley catheter, the resiviant refused at that

that she could not do i heviaif and. requested

. LPN#2 indicated

i he assisted LPN#1 by spresiding R#4 08's legs

linterview with NA #1 on 14512 at 6:00 AM
identified that on 1 1111w approximately 1:00

108's hand while
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policy. The findings inclur, 5

1. Resident #23 was #idmitted to the facitity

il on 11/8/11 with diagnos
rheumatoid arthritis and
MDS dated 11/16/11 ide

24 ihat included
dumentia. An admission

Niifhed

the resident ag

total assistance with ADL

severely cognitively impairyg cognition, required

frequent pain, the
on the pain scale,

worst p;
Revigw

12/20/11 identified that wih

itd experignced

") was identified as a 6
it a RE report dated
T R#23 was

{ facility concluded that R »
| fractures during the hospililization on 1220111
{and as a result a narrativi nyote was completed,

| Interview with MD #4 on 1412 at 11:50 Apm

| Facility documentation refluted a narrative that

transferred to the hospital te hospital reported,
that the resident presented (o the hospital with
multiple rib fractureg,

Review of the RE Indicater that R#23 required
total assistance with care. was bed bound and
required bed baths, Furthy, review of the
documentation fafled to refloct that the facility
completed a tharough ireeitigation, Interview with
the DNS on 1/05/12 at Z:0(i PM identifieg that the
Sustained the

indicated that the age of thu fracture was
assessed to be one or twe ‘reeks prior to
hospitalization on 12/20/11 and indicated that the
fractures were definitely olider than injuries
allagediy sustained on 1202411, Interview with
MD #2 on 1/8/11 at 12:25 i noted the fractures
were old.

they determined the fractur occurred in the
hospital. Review of the facllity Abuse Prevention
policy directed in part, the lircility will ensure that
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the statements. Interviev, with the DNS on
1/08/12 at 11:15 AM indicirad that she failed to
obtain additional staff intenvisws,

483.20(k)(3)(i) SERVICES FROVIDED MEET F 281
PROFESSIONAL STANDIY J&DS

F 226

F281 483200k (3)(5) SERVICES PROVIDED
MEET PROFESSIONAL STANDARDS

E The services provided Or itvranged by the facility

Resident Mumber 5 continyes 1g reside in the facility
.| must meet professional g|y "dards of quality,

and has been assessed for selt’-adml'nislralion of
medication, .

Resident number 23 Continues 1 reside in the facility
and has hag z Pain assessmen completed, The resident
continues gn slanding doge of Pain medicatipns,

This REQUIREMENT i5 1t met as evidenced
by:

. ‘gased on clinical recory nriews,a review of
facility policy, observatin. #nd interviews for one
| of ten sampled residents v.hserveq during the

| medication administration pyss {(#5) and/or for

ij one of three sampled resichunt reviewed for pain
control (R#23) and/or for tire of three sampleg

i resident reviewed for hydristion (R#30) the facility
| failed to provide services 1y mest professional

: standards of Guality. The findings include:

; 1. Resident #5 diagnon us include chronijc

i abstructive puimonary disiise, oxygen

| dependent, depression anil anxiety. A physician

| order dated 1/03/11 directer: combivent inhafer 2
| puffs by mouth four times prav day,
ipratropium-albutere) 0.57:.’-,',5:.5)mgf3 comp. fo
duoneb 0.5 mg-3 ml, 1 uai tose via nebulizer

Residen; number 3¢ conlinves (o resige i the facility

and has not exhibited any signs or symploms of
dehydration,

Residenls who reside at (he facility have the potential tq
be affectad by the deficient practice,

:
Licensed nursing staff wi be educated with regard to

completing self-medication assessments on admigsion
and quarterly,

Licensed Dursing staff witl pe educated with regard to
compieting pain assessmenis on admissian, quarterly,
and with any new episode of pain,

Licensed nUTSing staff will pa educated with rogurd to
hydration protocol,

Random audis will be condycteg weekly for three 3
- months or ynti substantial compliance is mey, Findings

. : and trends wii] be eported 10 the Q4 Commiltee with
every 6 hour, _and Ativan 1' t r_ng, thre.e '_:[mes, a additional recomme ndatings a5 Necessary, DINS and/or
day. Observations of medi:.ziion administration designee will have e responsibility foptam fance,
©n 1/5/12 at 12:30 PM ige fied that R#t5 refuseq Compliance date, Rebrys, )f,;mz
the duoneb 0.5-3 mj Inhalgr #tating, " | took jt

T :

already, | had one that wat lxft on my table, so |
set up the machine ang di! it myself, | dig it
before | tayed down, * Resldent # 5 then ‘
proceeded to take combiyy inhaler from the
locked drawer and self-adiministered the

———
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1 | that was completed three WHYS prior. The

interview aiso identified th- pain assessments
were lacking and the pain scale rating was at a
10, the worst pain. In addiun review of the
clinical record identified ti) pain assessment
was lacking. .

1 Interview with LPN #4 on ~06/12 at 1:05 PM
| identified that R#23 was mitdicated at aroung
/| 8:30 AM and that when P -son #1 reported that
| the resident had pain she “nported the Issue fo
s i, Interview with the
DNS on 1/5/12 at 2:00 PM lientified that LPN #6
should have collecteq the :iuta and then reported
to the RN,

’ Additionally, observation ©1 1/5/12 at 12:00 pM

| indicated that LPN#6 ideniifiag himself as the

| nursing supervisor, The L pgiea reported that she
had reported R#23's painiu LPN#s however,

| LPN #6 did not report the rusident's concemns the

(RN, andasa result 3#23 Vit observed to be in

1/05/12 at 12:00 ppm identlr:d that LPN #8 can
| evaluate the resident. Inteiaw with the
| Administrator on 1706112 ica ntified that that it is
the expectation that the LF'™ report issues to a
RN,

According to the Declarato-y Ruling, issues by the
Board for Nursing in January 1889; The LPN is
aliowed to contribute to the: 1iursing assessment
by collecting, reporting, ang recording objective
data in an acecuyrate and iy manner. Data
collection includes observalisn aboyt the

condition or change in the tndition of the client

1 CMS-ZSB?(U?-QQ) Previous Versions Obsoialg Event ID- SEQQ11
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F 281 Continued From page 13
'] of 82 mg/di on admission i the hospital

/| Areview of the resident's uinical record with the
Director of Nursing on 1/6:2 at 11:20 AM fajled
to reflect that a dehydration assessment was
completed as per facifity pedicy. Interview with the
DNS on 1/5/12 at 11:20 AY: indicated that she

;] would have initiated 3 dehyration assessment
with the onset of the men(ai status changes on
10/29/11.

Review of facility's Hydratcn Protocol policy
identified that a dehydratizg risk assessment
should be completed quarteyly and with a
significant change in cond:lton. Risk factors
included are the elderly, rupal disease, use of
0 | diuretics, impaired function:s) abllity, residents
'| dependence on staff for thi provision of fiuig
| intake and residents with puior fluld intake,
F 282. 483.20(k)(3)(i) SERVICES By QUALIFIED
§8=D:| PERSONS/PER CARE PLAN

The services provided CF tiranged by the facility

must be provided by qualilied persons in

accordance with each res *ent's written plan of
care. _

‘

il This REQUIREMENT s neit met as evidenced
| by:
Il Based on clinical recory review, review of facility
Il policy, observations and interviews one of two
| sampled residents observiy during the smoke
! break
I (R#3) the faciity falled to iniplement the plan of
§ care. The findings include

F 281

F282 F282 483.20(k) (3) (i) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN ‘

Resident nembey 3 currently resides in the facility; the
resident has had her smoking apron with her each {ime
she has been in the smoking area,

Residents who reside af the facility have the potential to
be affected by the deficient practice

Nursing staff will be in-serviced on following the
individualized plan of care for each resident.

Random audits wil pe conducted weekly for three (3)
motiths or untif substantial compliance is mey, Findings

designes will have the responsj ility fo : liznce,
Compiiance date, February ‘Y’ 2012@2/.
I
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'. E309 433.25 PROVIDE CARE/SERVI
| HIGHEST WELL BEING CESFOR
] gh'is REQUIREMENT is risl met as evidenced Resident number 5 coniinues to reside in the facility
| y: . . and has been assessed for self-administration of
!| Based on clinical record ruviews, review of medication.
i1 facllity policy, observation and in.t i
licy, i erviews for Resi i ide i i
i{ three of ten sampled resitints reviewed during “"e:l'c‘{:: :‘2?:‘?5‘;33;3;:::”:;0 ompioms o o
|| medication administration (:#5, R#30, R#81) or hypogtycemia, e
1| andlor for one of three saipled residents R. id b
| rovie 0 ik . €sident number 81 coatj [t ide i ili
| wed for pain eontrol [#4#23, R#80) the factlity and has not exhibiled anyl Z;msso ot facility
i alled to provide necessalry care and services as or hypoglycemia, S ersmploms of typer
(| per p_hysncian orders andtur to attain and maintain .
i| the highest practical well-tiing. The findings o o pmamber 23 conlinues 10 reside in he facility
| included. and !las had a paln assessment completed. The resident
| continues on standing dose of pain medications,
: 1. Resident #5 diagnuses include i i
: - fagne chronic Resident aumber 80 i il
° , obstructive pufmona:y dizsalnaase, oxygen and !ms had a pain as?;:::‘l::f ::oo::;f:d?t ':Pt:c?ecsli'égm
' deé::engent. depression avi.t anxiety. A physician Fonines 0 receive pain medication us nesded.
ij order dated 1/03/11 direct:d combivent i i
{ Hi{Hle nhaler 2 Residents wh id ili i
\| puffs by mauth four times, zer day, be affected b o‘;'?d:ﬁ,:i‘?‘“a A
g i : Y { praciice,
i| ipratropium-albuterol 0.5 112.5)mg/3 comp. to i
| duoneb 0.5 mg-3 mi, 1 urlt dose via nebulizer cormpiting e att il e educated with egard 1o
:| every 6 hour, and Ativan 1.1 mg, three times a acﬁ:in pu:l:g:mfhmdmm sessinents on admission
;| day. Observations of me:iration administration ! ”
it on 1/5/12 at 12:30 PM idunitified that R#5 refused. v immrsing stafl will be educated with regard to
. the duoneb 0.5-3 mi inhalor stating, vl bek it proper limef of checking resideats’ blood sugars and
| already, | had one that w.r: left on my table, so | et adminisuation.
I'set up the mac iz '
N p hine a:u:l .,ft,J_ it myself, | did it Licensed nursing staff will be educated with reqard
jj before | layed down. » Rasident # 5 then compieling pain assessmens on adission, qurtorly,
i proceeded to take combivint inhaler from the And With any new cpisode of pain. B
j locked drawer and self-airministerad the Random audits will be
-0 9 = m audits wi cond
m?dlcaﬂoq- Int?rView with l-PNM on 15112 at months or unfil sr.ll:'shmlinrlI ol;f:nc‘:i:cek!y for three (3)
12:35 PM identified that 1w did not give R#5 the snd rends willbe reportd 1o the QA Committze wity”
| duoneb 0.5-3 mland couii not identify a time additonal recommendation a ngcessay.  DNS andfor
and/or if the resident hac' .» duoneb nebulizer oo yave he MSW“’ = fance.
freatment. LPN#4 then priaceeded o slgn ot the Compliance date, February f{. 20!@
fl .

medication kardex indicz.4ng that the duoneb
| 0.5/3 ml was administer:| o resident. Review of

HM CMS—ZI 7{02- Previ i i) Ei
?E (02-99) Previous Versions Obsolu Event |D; 9 Qq11 Fﬂﬂ"ﬂy ID: CT0018 If conti uati h P, f
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F 305{5 Continued From page 17

after lunch becausa R¥81 tais lunch in the dining
foom, and lunch is serveq #t 11:30 AM, Review of
facility policy Indicated thay medications are
administered within &0 mintdas of the scheduled
time, except before or afler rea| orders, which
are administered basag er meal times,

4. Resident #23 wag & mitted to the facility
on 11/9/11 with diagnoses Lyat Included :

.F 309

contractures, Interventions; included to complete a
pain assessment, on the f+tin scale 1-1p,
premeditate before treatmuant, and bathing and to
report ineffective Pain meulisation to the
physiclan.

Observation on 1/05/11 at 11:45 AM during
| morning care indicateq Re sident #23 with facial
i grimacing and reports of a |t of Pain. Person # 1
reported that In the mormniry she had informed
nursing staff that the resiclent was complaining
about pain, Interview with PN #6 on 1/05/12 at
12:00 PM identified that Rt had requested 5
medication change from ¢y APRN. Interview
| with APRN #1 on 1512 a1 12:59 PM identified
| that R#23's pain level had :hanged from the the
| last assessment which harl been Compieted three
i days prior. The interview ;isp indicated that pain
assessments were lacking :and the pain
assessment scale on 105" 2 was at a 10,
indicating the worst pain eierence on the pain
scale,

[RE T —

]
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F 309 | Continued From page 19

| 11:00 AM indicated that the tesident wag
|| observed sleeping on ang Gif during the day and
' should have received pain IMedication when
| repositioned,

483.25(e)(2) INCREASE!F'F{EVENT DECREASE
IN GE OF MOTION

Faig 483.25(e)(2) !NCREASEJPREVENT
DECREASE 1N RANGE oy MoTION

| Based on the Ccomprehent assessment of g
resident, the facility must sure that g resident
il with a fimited range of moitian recejves
il appropriate treatment ang liervices to Increase
‘i range of motion and/or to prevent further
‘| decrease in range of motiy,

Residents whg reside at the facility have the potential 1o
bs affected by the deficien; practice,

Numsing siaff wily be in-serviced o foliowing the
individualized Plan of care for eacy tesident,

1 This REQUIREMENT IS 11::t met as evidenced
1 by:

| Based on clinical record e view, observation ang
interviews for one of thresy sampled residents

| reviewed for ROM (R#13) I1he facility failed to

| ensure that the resident's splint and/or hand roli

1 were applied to Prevent a vaciine, The findings
inciuded; .

Random sudits wijj ps conducted weekly for three (3)
monihs or uptj| substantiaf compliance is met, Findings
and trends will-he feported 1o the QA Commitiee with

additiona( recommendalions ag ReCessary.  DNS and/or

designee will have the respons; ility for fiance,
Compliance date, February );,.;012.
N

Resident #13'5 diagniuies included Cva,
osteoarthritis and arthritis. A\n MDS dated
1 11/19/11 identified the resivlent with memory
| problems angd totally depenijant on staff for )
ADL's. ARCP dated 11723014 identified the

| splintbrace to the left wrist ang elbow,
monitor/report skin problars, ang consult with
| therapy when changes or problems oceur,

A physician's order dated 12/26/11 directed in

{ CMS.2587(02.99) Provious Versions Obsetes, - Event iD: 8EQQy

P
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F 323 Continued From page 21 F 323] F323483.25(h) FREE OF ACCIDENT

fractures.

| identified that R#23 requiring to

This REQUIREMENT Is nel met as evidenced
by: ’

Based on clinical recory nadew, review of facility
investigation, RE ang sta¥ i vierview, for 2 of 4
sampled residents reviewey| for accidents, (R#23,
R#80) the facility failed to Unsure that the
resident environment remained free of accident
hazards and/or the resident received adequate
supervision to prevent an wcldent. The findings
include;

1. Resident #23 was admitied to the facility
/09/11 with diagnoga:; that included

toid arthritis ang dinnentia, Ap admission
MDS dated 11/16/11 identifind the resident as
Severely cogpnitivaly impairer, required fota]
assistance ADL's, expurienced frequent pain,
with the worst pajn identifizi as a 6 on the pain
scale(rated 1-10 fdast to ¥ rst). Review of a RE
dated 12/20/11 idenk ed fluit the resident
presented to the hospia) wriit muttiple rih

Review of the facility dociipy tationfinvestigation
| assistance with
care, was bed bound and Itiuire
Interview with the DNS on 1/05/12 a
identified that the resident sustained

during hospitalization on 122001,

Interview with MD #1 on 1.05/12 at 11:50 A
identified that the age of th+ fractures were

Residents who fequire assista

HAZARDSISUPERVESIONIDEVICES

Resident number 23 continues to reside at (he facility
and has bad no further incidents,

Resident aumber 80 continues 1o reside at the facj! ity
and has bad ac further incidents. The resident has had
the side rails removed from her bed,

Residents who reside ar the facitily have the poteniial to
be affected by the deficient Ppractice, -

screened by the therapy department to ensure the most
appropriale transfer technique is correct,

additional recommendations ag ssary., DNS and/or

designee will have the responsi¥ility fo pliance.
Compliancs date, Febroary ¥7, 2012, .
: . s

nee for transfers wil| be

# CMS-2867(02-88) Previous Versions Obsolate
1

Eveni ID:GEQO}‘.
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i

Interview with the DNS an 4 M2 at 1:00 PM
identified that she could nny determina how the
resident sustained the frag|ure.

F 327)| 483.25()) SUFFICIENT FLLID TO MAINTAIN
$$=G | HYDRATION :

i

The facility must provide ezich resident with
{1 sufficient fluld intake to me
' and health.

1 This REQUIREMENT is nat met ag evidenced
| by
fiBWS, review pf

[ facllity documentation and iterviews for 4 of 3

| sampled residents reviewey for hydration (R#23),
1 the facility failed to consisbaaitly monitor 1&0's to

it ensure that fluig goals wers met and new

| interventions implementag ina timely manner.
| The findings include:

Resident #23 wag aiimitted to the facility on
1 T1/9/11 with diagnoses that neluded UTY,

i dehydration. and dementia, An admission MDS

] he resident ag severaly
i cognitively impaired ang required total assistance
1 wi ! 11.29/11 identifieg the

| potential for dehydration rakited to failure to

| thrive. Interventions includer 4o monitor 1&0's,

{ skin turgor, and Mucous membrane.

Review of 3 dehydration 8s138sment dated
11/09/11 identified the resiclint was not at high -
risk for dehydration, Review of the dietary

i ain Proper hydration

F 323

F 327

F327 48325 SUFFIEICENT FLUID TO
MAINTAIN HYDRATION

ouiput,

Residents who Teside at the facility have the potentiaf to
be affected by the deficient practice,

Licensed nursing staff wil] be edu

cated with regard 1o
accurate and proper dggy mentatio

n of intake and otlpuf

Random audits wiyg be conducted weekly for theee 3

bstaniiaj compliance is me, Findings

reported 1o the QA Committee with
additional fecommendations ug i

3sary.. DNS and/or
designee wiij have the tesponsibility fo pliance,
Compliance date, February 37, 2012,
/ /Lf

| CMS.2567(02.59) Previons versons Obsclate
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Each resident's drug regime 3 must be free from

unnecessary drugs. An unnacessary drug is any
drug when used in excessive doge (including
duplicate therapy); or for eiessive duration; or
without adequate moniteriry;: or without adequate
indications for its use; or in e presence of
adverse consequences whii:h indicate the dose
should be reduced or discontinued: or any
combinations of the reasons above,

Based on a comprehensiviy assessment of g
resident, the facllity must ensyre that residents
who have not used antipsychotic drugs are not
given these drugs unless zrtipsychotic drug
therapy is necessaty to tregt 5 specific condition
: as diagnosed and documeantad in the clnical
o record; and residents who 13 antipsychotic
drugs receive graduaf dose reductions, and
behavioral interventions, urjess clinically
contraindicated, in an effar{ to discontinue thesge .
drugs.

This REQUIREMENT s net met as evidenced
by:

Based on review of clinicad record ang interviews
for one of ten sampled residents review for
unnecessary drugs (R#2871 -he facility failed to
obtain biood work in a time:ly manner. The
findings Include: .

Resident # 28's diagnuses included

Falg 483.250) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Resident number 28 conllnues 1o reside a the facility,
She has had no incidence of seizyre; Most recent
dilantin level obiained on 1/23/12 was 15.1 mg/L,
reference rangs 10 10 20.

Residents whe mside at the facility have the potenlial to

be affected by the doficient Practice.

All pharmacy fecommendations will be addressed in g
timely manner with the APRN or Physician of recorg,

Random audits will pe conducied weekly for three 3
moaths or until substangia) compliance is met, Findings
and trends wilf pa Teported 1o the QA Commiltee with
additiona) Tecommendations asg cessary, DNS and/or

designee will have the responsiliility foreompliance,
Compliance date, Fcbruary rf‘ 2012W

1 CMS5-2567(02-88) Previous Varslons Obsolaty Even! ID: 9EGO11
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F 332 | Continued From page 27 F 332

mellitus, Vascular Demeri
Physician order dated 124z

Mg capsule by mouth evey
Furosemide 20 mg, one |

2 capsules, by mouth evar
Muitivitamin and minerals; §

;| ©ne tablet by mouth at &0
HC! 500 mg, one tablet by

| 8:00 AM and 4:00 Py The
.| observed at 10;44 AMon |

;| 80 to therapy.
| 483.60(c) DRUG REGiME:}
| IRREGULAR, ACT ON

il The drug regimen of each
:| reviewed at least once g my
4 pharmacist.

Senna 8.6 mg, 2 tablets (1 7.
at 8:00 AM, Calcium and Wik

3 and hypertension, A
511 directeq

¥ day at 8:00 AM,
iif tablet (10 mg) at

8:00 AM, Glipizide 5 my tatat, by mouth every
day at 8:00 AM, Aceiamirq:phen 500 mg

¢ day at 8:00 AM, -
vrmula, one tablet by

|AM, and Metformin
Tiouth, twice daily at
Medication pass was

0612, 2 hours and 44
1| minutes after the schedulizd time,

I REVIEW, REPORT

2sident must be
si1th by a licenseq

-capsule,

F 428
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PARADIGM HEALTHCARE CENTER ¥ WEST HAVEN, LLg
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i{ The facility must emplay 1 obtain the sefvices of

a licensed pharmacist why establishes g system

i of records of receipt ang disposition of all
controiled drugs in sufficient detail to eénable an

| Drugs and biclogicals uga( i the facllity must be
| labeled in accordance witly urrently accepted

{ professional principles, ary| include the

| appropriate accessory an) cautionary

| instructions, and the expiration date when
applicable,

In accordance with State it Federal laws, the
facility must store ajl drugs and biologicals in
locked compartments uncer proper temperature
controis, and permit only aithorized personnel to
-have access to the keys.

The facility must provide Sieparately locked,
permanently affixed comps tments for sforage of
controlled drugs listed in sirhedule 1] of the
Comprehensive Drug Abugn Preventior; and
Control Act of 1976 and oyl er drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minima ¢ ng a missing dose can
be readily detected.

(X4 1D . SUMMARY STATEMEN] 1p DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION {15)
PREFIX | (EACH DEFICIENCY MUST 1y PRECEDED BY FypL PREFiIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTJ-1iNG INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
. DEFICIENCY)
F 428 Continued From page 20 F 428
f that consttitant Pharmacy naport
/| recommendations are acts: upon by the facility
[ staff and or the prescriber.
F 431 483.60(b), (d), {e) DRUG FECORDS, F 431
Ss=D!| LABEL/STORE DRUGS & BIOLOGICALS

F431 431.600b) (BHe)BRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICAL

Residents who reside a2 1pe facility have the poiential 1g
be sffected by the deficien practice,

Nursing staff wiy be educaled on (he policy of expired
medications, or medications to be destroyed,

Random audits wiil be conducted weekly for three (&)}
months or ynti] substantial tompliance is met. Figg ings
and trends will be reporied to the QA Committee with
additional recommendations ag n cessary. DNS and/or

designee will have the responsi ity for, pliance,
Complisnce date, February 177 201 2@
I
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the facliity faile . to complete annual
‘employee aluations as ;er Section 19-13-D8Dt
1 (X2)(k} of the Rubiic Heallh Code. The findings
include:

on review of faciiity personne! fiies and

Review for NA #1 , 2, LPN #1, and LPN
#2 employee files failed f 'sllect that employee
evaluations were complele] forhe year 2010
and 2011, Interview with the Adm istrator on
1/6/12 at 10:30 AM identiing
annual evaluations wers ih:it completed
year 2010 and 2011,
483.75(I)(1) RES
RECORDS-COMPLETE/, “CURATE/ACCESSIR
LE

The clinical record must cotain sufficient

i information to identify the “wgident; a record of the

resident's assessments; thy Plan of care ang

! sarvices provided:; the resiils of any
preadmission screening cividucted by the State;

it and progress noles,

{ This REQUIREMENT Is 1ol met as evidenceq
i by:
Based on clinical record yH

i “ord review ang
| interviews for one of three siampled resident
{ reviewed for hydration {R¥23) the facility failed to
imaintain a complete mediyy | record, The

v CMS-?%S?(DZ-BQ) Previous Versiong Obsolele
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AND PLAN OF CORRECTION INENTIFICATION NUMBER. COMPLETED
A BULDING
C
B, WING
075201 R 01/06/2012
& OF PROVIDER OR SUPPLIER STREEY ADDRESS, CiTY, STATE, Z/p CODE
: . _— 310 TERRACE AVE
PARADIGM HEALTHCARE CENTER UF WEST HAVEN, LLg -
RA ! ! WEST HAVEN, CT 06516
(X4) 10" SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREF(X {(EACH DEFICIENCY MUST 112 PRECEDED BY Ful PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! REGULATORY OR LSC IDEN " fryng INFORMATION) TAG CROSS-REFERENCED TO THg APPROPRIATE DATE
: DEFICIENCY)
o F492 483.75(b) COMPLY Wiy
F 492 | Cantinued From page 31

F 492 FEDERAUS’I‘ATEI[DCAL LAWS/PROF STD

Evaluations hgve been completed for NA¥! and NA#2,

LPN#1 and LPN#2Z no longer are employed by the
facility,

A system has been developed wherehy

will be evaluzted annually according to
date,

ali employees
their inilial hire

Random audits will be conducted weskly for three 3
months or uatil substantia| compliance i

and trends wilf be reported to the QA Commitiga with

additionat recommendations ag n, ssary.  DNS and/or
designes will have 1he respongilility for liance,
Compliance date, February ¥7, 20132, @

"t
F 514

F514 483.75()(i) RECORDS.
CDMPLETWACCURATEIACCESSIBILE

Resident nuember 23 conlinues to reside at the facility
and is currently on comfast measures and has a

physician’s order 1o ng {onger monitor intake and
output,

Resideats who reside g1 the facility have the potential 1o
be affected by the deficient practice,

Licensed nursing staft witl be educated with regard 1o
Bccurate and propes documentation of infake and oQutpu!

responsibili

OF comp
February

, 2012,

o

mpliance date,

Event ID:9EQQ 14

Facility ID: CTootn If continuation gheet Page 32 of 33




