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Bassd on record review and interview the

room mate change
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the room mate change and reiterate

foommate change, while famil
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483.75()(1) CLINICAL RBCORDS
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“Thie facility fraust faint
organized. - -

assessments; the plan-of cars and servic
| the State; and progress notes. '
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. | admintatration priorto death and th
: - { potification, family notification orre
- (ASQistmtDirectOr of Nursing Ser

483.15(e)(2) NOTICE BEFORE ROOM CHANGE
ve notice before thev resident’s room or roommate in the facility is changed.

This REQUIREMBNT is not met as evidenced by:
resident prior to a roommate change. (Resident #65) Findings include:

. Per an initia) interyicw, on 11/2/09, Resident #65 stated that #/he di
and further commentsd that the beds were there for people touse 88
8 s, did not think the facility hed to provide any notice. During a subsequ

on 11/4/09 at 12:15 PM, with a different surveyor,
d the belief that the facility did not have to provide notification. Per

interview at 12:58 PM the Social Worker stated that 'residents,
jes are notified via letter for residents who are confus
and this is documented b the chert!, Per record rev
was given to the resident, or other responsible party,
11/4/09 the Social worker confirmed that theye was

ain clinical records on each resident in accordance with accepted professi
standards and practices that are complete; accurately

The clinical record must contain sufficient information to identify the r

Tﬁia.REQUIREMBNT {s not met ag-evidenced by: "«
_+|Based on record reviewand {nterview the
; d,isr}larged resident, (Rosident 14) Findings include: .

1. Per record review on 11/3/09 of a discharge record,

.+ | regarding'the status of Resident #14's disposition upon
i ¢ time of death. There wasno documentation regerding physictan's

lease of the body::Per fnterview on $1/3/09 at 3:30.FM the ADNS

vice) confirmed the lack of information pertaining to the: Resident's death.

facility fhiled to demonstrate that notioe was given to 1 applicable

d niot recelve notice prior to a recent
they come and g0
ent interview

the vesldent confirmed that notice was ot given prior t
if able to understand, ar verbally told of e o
od or unable to understand

iew there was no evidence of & note verifying thet notice

, prior to 8 new roommats. Per {pterview at 1:38 PM on

no ovidence, to demonstrate that the resident was given

onal
documented; readily accessible; and systematically
1. -

esident; a record of the resident's

g5 provided; the rosults of any preadmission soreening conducte

facility falled to document sufficient information for 1 applicable

: o norsing n_éte did not contain enough information
ition upon:deathi: The nucsing notes documented.medication

Ay deficionay statement ending with an asterisk () dunotes a dafloisncy W

tection (o th pafients. (8v  etuctions,) Bxcept for nursing homes, 60 g5 stawed
fe 14 days fotfowing tho date these

Far nursing homds, tv above findings end phng_lnf cortcetion sre divcossb

The above isolated dc“cim(ﬂ poseno ‘sctual harm to the residents

hich fhe institution may by exsused from conevting providing {5 determined that

ottt safaguards provids sufficierd

findings stated above e dlsclosabie 90 days Sollowing the date of ywrvey ohether ornoraplenof cortection is provided.
documents 870 mads svaileble to vhe facility. 1defiole scics a7 clted, a0 epproved plan of
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F 247 Notice Before Room Change

resident/resident family of a pote

The Soclal Servico Direotor will notify
mate. The Director will document

that the resident will be having & room
social service notes.

¥ 514 Clinical Records S
“Nursing staff will be in-serviced on appropriato nursin:
I notes following the death of aresident. . -

Nurses will review the documentation in
FOUONED

ntial admission and

g documentation 10 be put in the nuree

1. - The Diréctor of the medical record with the Clinical
Coordinator to agsure that all documentation requircments aré completed. b

this notification in
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. . v : DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
A recertifiction suwéy was conducted atthe
Facility November 2 through 4, 2009. ’
F 221 | 483.13(3) PHYSICAL RESTRAINTS F 221 F 221 physlical Restraint ,
88=D - '

The resident has the ight to ba free from any
physleal restraints imposed for purposes of
discipline or conveniencs, and not required to
treat the resident's medical symptoms.

' This kéQUlREMEINT- fis' not met as evidenced

by : :
Based on observation. staff interview and record -
raview the facility falled to agsure an ongelng
process to assess the continued nead for 2
hysical restraint for one applicable resident in
he totdl sample. (Resident #24). Flndings

include:

per ;eqord review there was no evidence of any
onjgbing process to acsees the continued need
for, or.reduce the uee of, a phystcal restraint for
Resident #24. Although an initial assessment, '
completed on 4724108, had identified the resident
| at high risk for injury related to 3 history of falls .-
.| with signficant injury 48 @ resuit of nisitier tack of
| safety awafenéss, and despits the fact that the
| 16t fall, sus! !

ined vifien the resident fell out of
bed, was on 5/12/08, there was no evidence of

" | 'any assessment o aitermpt to reduce s UeS of
| tné restraint since 5/09, Triroughout the 3 days

A of survey the vesidant was observed, on multiple

« 1 gecasions; Including during the noon meals on
14/2-and 11/3/09 and the evening meal on
11/2/09, seated in a wheel chalr with @ restraint'
applied-arou‘nd their-trunk with the straps crossed
pshind the chair and the looped ends gitached at
the backof the wheslchalr. During interview, on

U\BORM'ORY_DIRE.‘CTOR'BL(_JBEPRQVIDERIS\JP?\,IER_REPRESENTATNE‘SSlGNATURE S

1 Resldent #24,

| Corrective action to be accomphished for this
deflciency:

g restralnt asgessmentwill be completed .

- and will be updsted every 3 months.

the Medicsl Director will review and reviee
as appropiiate the faclily's policy and

rocedures refated to the use of physical
resiraints and the types of physical
restraints allowed to be.used.

| Nursing administration in collabaration with | 5

A nursing assessment will ke completed on
any resident considered atrisk for badily
with coneideration to other giternatives
to the tse of physieal resiraints, Shoulda
physical restraint bo considered nagessary.
the nursing physica! cestraint ossesament
with atterpatives o bs attempted wilt be-

reviewed and reconsidered quarterty atthe ' \

Plan of Care mesting with the resident,
rasident family, guardian of durable power
of attornsy.

The dlinical coordinator will monitor this
cortective action on & weakly basis.

e o et

Corrective action to be completad by
December 28, 2009
wik
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F 224 Continued From page 1 F 221
the afternoon of 1174109, the RN Clinical :
Coordinator confirmed the {ack of ongoing
assessment to determine cantinued need for, of
| reduce use of, the restraint :
F 280 483.20(d)(3), 483.10(k)(2) COMPREHENS\VE F280| F280 Comprehensive Care Plans
s8=D CARE PLANS o

4) Resldent#8 ‘
T Ggre Plan revision completed

The resident has the right, uniess adjudged -
on November 4,2008

incompetent of othenwise found to be
incapacitated under the laws of the Stete, t0
patticipate in planning care and treatment of
changes in.care and tregtmant.

2) Resident #7 : :
Care Plan revision completed
on November 4, 2009

. ‘ ' alan 1T ' o ident 'fothsrtesidentareﬁei :
A comprehensive care pian must be developed - o idsntly ¥ ng

_ geficient Kracl}ce will ot occur aga'n.
Nursing dministraion and Staff Educstion

~ At " : Coordinator Wil develop an admission
and, to the extent practicable, the pa of | - QU , ,

the resident, the tesident's fam ty or the residents | Eif,\k:“:,?lﬁ‘ﬁ&?: gkd?yglﬁf(gmmgnﬁhe
egal representative; and periqdically'reviewed Clinical Coordinator wilt be responsibte for
and revised by @ team of qualified persons {he completion of the work and wil submit
euch aseessment — e et of sk to the Diector of NUTSes,

every Fiday.

Cotrective aciion to be completad by
December 28, 2009

ASLTS of LOARESTVE ALrioNS
whw RE RENEWE S AT Gh
neeri NG . /185

| i REQUIREMENT 18 riot met @ evidenced

by
Besed on record review and staff interview, the

facliity falled 0 ravise the care plan to reflect
| current status for 2-of 18 appliceble residents in
+ | the sample. (Residema’iﬂ and #8) Findings

R \rifc\u?e: L )

‘ 1. Per record review o0 143108 for Resident #8,

tne Resident returned to the faciiity on 8/21/08

v
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indwelling foley catheter in place. The care plan
was not revised to reflect the use and care of the
indwaelling foley catheter. Per intervisw on 14/4/08
at 2:30 PM, the Unit Manager confirmed that the
care plan had not been revised to refiect the
current status and care of the rasident's
indweling catheter..

2. Per record review Rasident #7's care pian did

niot addreas the use of fybber mats attached 10
| side rails on the bed to preventinjury tothe
resident Per observation throughout the 3 days
of survey the resident was positioned in bed with -
two half side ralig, one on each side of the bed, in.
the raised position with yubber mets attached to
the ineide of each of the ralls. During interview, on
the afternoon of 14/4/00, the RN Clinical
Coordinator stated that the resident had very
fragile skin end the mats were placed on the gide

ralls to pravent injury 10 the residént's ekin when

canfirmed st that fime that the care plan did not
dress the use of the mals.

. od _
F 281 | 483.20(K)3X) COMPREHENSIVE CARE PLANS

8s=D’ . .
The services provided or arranged by the facility

. | must mest pro essional ndards of quality.

Trls REQUIREMENT. is ot et as evidenced:

oy . .

* | Based on staff interview and record review the

facliity failed to assure that care and services

Weré provided in actordance wiith professional

‘standards of nursing practice for 2 of

* | applicable fesidents. (Residents #24 and #37).
F!hctings include:

li i :

moving aboutin the bed. Tha Clinicel Coordinator |

F 284| F 284 Comprehensive Care Plans
1) Consulted Registered Resident -
#37 '

Dictician was aware of the weight loss and
developed a plan to address it, the care plan
has been updated. Registered Diefician will
complete an audit on all resident weights for
November and Decembey to assure

appropriate following through for any ’
resldent expsriencing welght loss or galn. \

_ FoaMcMS-zesf(oz.ss)pvmswm}sobfow .

: Event10: 422844
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F 281 Continued From page 3 F 281] Measures put in place to make sure this
1. Based on record review and interview, the deficiant practice does not happen, the
facliity falled to assure that professional standards Clinteal Coordinator will monitor the welghts
of care and quality wers met for.a resident with on Monday, Wednesday and Fridey, giving
weight loss, regarding coordination with the an update to the Director of Nurses of
dietician. Per record review for Resident #37, who designas of any welghts not within the ‘
: : . guldetinas of the policy and procedure. The
was admitted on 6/18/08, the weight listed on the
o . Clintcal Coordinatar will notify the
initial MQS dated ©/26/09 was 128 Ibs. Per the R@gistefed Distician of eny discrepancy and
welght book the resident’s welghts for July were; . fhe Registered Dietician will recaive a -
712/09 - 117 lbs; 7/3/08 <143 Ibe; 7/4/08 -126 1bs, welght loss re?:n with a check off to
7117/08 -108 1bs; 7/23/08 - 102 Ibe. For the month : acknowledge this notification.
of October the weights were as follows: 10/07/09 ) S
- 120 1bs;” 10/14/09 -118 lbs; 10/29/09 - 408 le; | The MOS aoordinator il monitor this
1022100 - 113 bs; 10/23/09 - 420 1bs; 10/26/08 - | practice weekly. :
117 Ibs. :
" ! 2) Resident #i24
. | The care pian directed staff to r_ep__ort any weight | The pharmacy consult wes eigned by the _
change of +- & ibs will be retaken If verified _ . physlcian priorto the surve andhed
l dieticlan notified within 24 hours if welght i < -
remained in her folder and had not been
| desirable no change. if wt. loss gignificant [5% in placed in the resident’s chert. It hag been
30 days] MD ill be notified for specific orders .| piacedin the chart. ,
and interventions’. Per interview an 14/3/09 at ~ | Director of Nursing will audit the pharmacy
2:53 PM, the dietician stated, "{ve should've done consulls since November 1, 200810r
a care plan review in September and staff know . completion and follow up with the physician
thatif there le @ 3 s welght loss | should be | ina timely manner.
notified.” Per interview, on 14/3/09 at 3:30 PM, B 1 : .
the ADNS confirmed that staff faled to - ‘Mepsures put in place to make sure this
reporUcoordinate with the distician and'failed to. ' gg::m :ﬁfg;;‘{‘ésﬁ‘ lh:f gi‘;&:?g;aw
‘ monitor ;nt?.lor‘ assess the Weighlt foss. o -1 Nurees will follow up with the Ollnwa: , _
2. Per record review nursing staff talled to assure | fg:;g}{':}g’a":l‘m it Woek ofreree the
‘.-:;";zm:;zz:.::::sz:ma‘;;zzr:m | adionmd vty e s SR
1on 1V Ll appropriately In 8
psychoactive nedication for Resident #24. A Thie eﬁfm”éve astion will be monitored by
, recommisndation by the sonsultant Pharmacist to  the Director of Nurees or designes, for
‘| the physiciari-stated: v (resident) has tekén' | completions 1 wesk after the pharmacy
pafoxetine {antidepressant) 20 Mg ginoe | Gonsuls are given to the clinioal coordinator
'aloja..-.;;‘.;j!ease.'qoh‘s'l@er a yradual dose ’ _
~ | reduction, perhaps decréasing 10 mg ‘ '-x_gg“fw“"‘g';‘a‘;"°%°ab° completed by
.+ delly...... 1f therapy is to contihue etthe current Tonrie fnens wuL BE
| dose, pease provids rationale descrlong 3 505 | eenaies a7 G HESTOC (B

Fomcmé-zs‘ev(ozmwmmuévwohsomeie~".. T BventD:222800 ) ngﬁqm;amib,' . " i edntinuation sheet Page 4 of 11
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‘ DEFICIENCY)- '
= 281 | Continued From page 4 £ 281 '
reduction as clinicelly contraindicated.” Despite
the fact that the recommendation was date
7/15/09 there was no evidence of physician
notification or @ response until 8/0/09, aimost 2
months later, &t which time the practitioner
concurred with the recommendation and wrote an
.| order to decrease the dose from 20 mg to 10 ™!
dally. During interview, onthe afternoon of
11/4/09, the ADNS Assistant Director of Nursing
Services) stated that i Is the responsmmly of
nursing gtff to assure practitioners are gware of
pharma Tecommendatione arid s/he confirmed
the tack of follow up by nursing to assure 8 timely
respones by he physician. '
s8=D . :
Each resident must receive and the facility must Resident f#21 ordets for physioal thevepy
provide the necessary.care and services t0 attain have besn canied outand the Registered
or maintait the highest practicable physical, | Physical Therapist who was to work with this
.| mental, and psYcthbcial welk-being, in resident no longer comes to this facliity due
accordance with the comprehansive assessment to her “‘:‘:“‘ﬁ“yv? d““""‘ W}‘“‘;‘S‘."@‘:“‘m
~andp!anofoare‘."~ ‘ ave @ na,,agno:so ementia.
- Yo identily other residents who may be
. . gffectad by orders for therepy: The 11pmto
o e : . 7 am Charge Nurse {or ea resident’s chart
This REGUIREMENT I8 fiot met @& evidenced will complete an audit of oach resident’s
by. o B medioal orders nighth checking to assureé
Based oh interview and record review, the facility follow through on medica! orders, making
| taited ?td'p[ovidé necegsary therapy ‘services to sure the medical order have been scheduls
- ?mnf;fn; highest pt‘actlbable ph‘yslaas s\:gen-?;;n% for therapy-
{ford residents I the sample (R€ on Measures put (nto tace to alleviate {nis
Findings Include: —~ .- -~ | deficient pt?:cﬂoe o the 11pm to 7Tam
4 4 parrocord v on 111008 FCSC) 21 Charg e 0ot 2 St e |
hed a physicians order tof physice! therapy follow through. i
- | services, 42 visits over 8 4 month period that wes i
' not c&l t?'qi'gut; Durihg an 8:20 AM interview on Correotive action 10 be completed bY
g0 with staft Registered Nurss (RNyand Deeoo_ember 28, 2°?,% e o AE
the urrent Physical Theraplet (PT), the RN stated : AN VEETING G%
~ Faclly 't ATB046 1f continuation cheet P8gs S of 11
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F 300 Contlnuéd From page b F 309

F 310
$§=D

care would have been to transition the Resident

1 to bathe, dress, and groom, transfer and

| Activities of Daly Living (ADLS)did not diminish .

1 not cerried out, During an 8:20 AM interview on -
1'44/4b/09 with @ staff Registered Nurse (RN) and

that the physical therapist did not "deal well” with
demented residents and had prematurely
discharged resident#21 from skilled therapy
services. The PT stated thet normal standards of

into a restorative nursing program after cessation
of skilled services, The PT contirmed that this did
not oocur in this case and'that that the Resident
had experienced an avoldable decline in ADL
(Activities of Dally Living) abllities.

483.25(a)(1) ACTIVITIES OF DAILY LIVING

Bssed on the comprehansive assessment of a
resident, the facility must ensure thet a residents
abilitias In activities of dally living do not diminish
unless circumstances of the indlvidual's clinical
condition demonstrate that diminution was
unavoideble. This includes the resident's ability

ambulate; toilet; eat; and use, speech, language,
or other functional communication systams.

This REQUIREMENT ts not met as evidenced -

by: . )
Based on Iriteiview and record raview, the fecility
failed to ensure thata Residents abiities in

for 1 'of 9 residents in the sample {Resident #21)
Findings include: = o

1.Per record raview on 11/10/08, Resident #21 .

had a physicians order f0r physical therapy
services, 12 visits oyer'a "t month period that was

F 310| P340 Activities of Bally Living .

for therapy.

follow through.

Devember 28, 2000

WLl A AEUIEWED

Resldent #21 orders for physioal therapy
hava been carried out and the Regletered
Physical Therapet who wes to work with this
resident no fonger comes to {his facillly dus
to her inabiity to wark with residents who
have a medical diagnosis of Dementia,

To identily other residents who may be _
 affected by orders for therapy: The 11pm to -
7 am Charge Nures for each residents chart.
will comptete an audit of each resident’s
medical orders nightiy, chacking to assure
follow through on medioal orders, making
sure the medical order have been sohadule

Measures put into place to allsviate this
defictent practica are the 11pm to Yam
Charge Nurse will nofity the MDS
coordinator of therapy orders that require

Correcliva action to be completed by

¢ chRRERTIVE ATHAMS
RESULR © Av QA

.

FoRMcms.zsmoz-ae)pnvlousVers\onwbsom T . EventiD:222011

.
b -

| the current Physical Therapist (PT), the RN stated HEST NG« 7

' | that the physioal therapist did not “deal wall" with i

| detnented residents:and had prématurely = L
e Feoiiy ID: 475048

if continustion sheet Page 6 of 11
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12-22-' : -
22-'@9 12:44 FROM-CEDAR HILL T-364 PQ@10/0016 F-852
' : - PRINTED: 11162008
DEPARTMENT OF HEALTH AND HUMAN SERVICES * " FORMAPPROVED
E OR ICARE & MEDICH RVICES _ omB )
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) OATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : GOMPLETED
A, BUILDING
, . 475048 B.WING 11/04/2008 _
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, HP CODE
49 CEDAR HILL DRIVE
CEDAR HILL HEALTH CARE CENTER WINDSOR, VT 03089
' SUMMARY STATEMENT OF DEFIGIENCIES PROVIDER'S PLAN OF CORRECTION
.S’.‘;‘ép'& (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREOTIVE ACTION SHOULD BE W"Lgisé‘“
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cnoss-REFEREggEI% I &E APPROPRIATE
F 310 | Continued From page 6 . F 310
dischargad resident #21 from skilled therapy
services. The PT stated that normal standards of
oare would have been to transition the Resldent
into a restorative nuraing program after.cessation
of skillad services. The PT confirmed that this did
not occur in this case and that that the Resident
had experienced an avoidable decline in ADL
abllities. - _ ' _
F 311 | 483.25(a)(2) ACTIVITIES OF DALY LIVING E311| F 311 Activities of Dally Living
§S=D P : T
A reské«;nt is given the appropriate tr’eatmenésat?d Resident #65
servicés to malntain or improve his or her abiiities |- '
: 3 P This resident has all necessaty supplies to
gpacified in paraggaph (a)(1) of this section, malnteln oral hyglens. 1y aupp!
| : ‘ ) Totldoﬁm:fg :1%:!“ resldents having this
: e otential deficlent practice a spechfis LNA
This REQU‘REMENT s notmet as ewdeno#d - &m he assigned topoomplete apn EU:“ of
| by .| personal care items in each resident's
Based on observation, interviews and record bedside stand by the 15" of each month.,
{ review, the facility failed to give appropriate Measures to be put into place: a monthly
treatment and services to malntain oral health -sudit of resldents persopal care needs wil
abilities for 1 resident In the sample. (Resident ! :: ::;';g:‘eeiﬁ :’)Alhprg ;: wic:: ::nl:l ::ml?tthdb(yo
e ; R , . submitle
#65). Findings Inlude: _ ! Cilnlelaeltg:mdlnetor who will submit a
Bar int ! . i completed report to the Director of Nurses
.+1 1. Per interview with Resident #86, at 8:37 AM on " and
| 11110108, trie feclity did not provide the Resident ., e tho Qually Aseurence Committee.
| with supplies ‘necesgary to maintain oral health. .  The Director of Nurses will monitor this
| During an 8:37 AM interview on 11/40/09, a staff. corrective action.
Registered Nurse (RN) stated that standsd -
| procedure for all new admissions is for Licenssd - Corractive action to be completed by
, | Nursing Assistants (LNAS) toprovide 8 "plnk December 28, 2009
.| bucket" eontéining & dernture cup, foothbrush and
foothpaste to residents. On 11/1 0/09 at 9:15 AM,
- accompanied by an LNA, the surveyor observed -
| that there was no toothbrush, toothpaste ar
| denture cup any where Ir the resident's room.
This observation was confirmed by the LNA at the
' L fime &f the observation. : : . '
F 329 483.25() UNNECESSARY DRUGS F 329 F 320 Unnecessary Drugs
§8=D ' ' : ]
mex [1+3 47504.8

FORM CMS:

.2661(02-99) Pievious Versions Obsolels

Evant 10: 222914
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12-22-'09 12:44 FROM-CEDAR H
_ , ILL 8026745618 T-364 P@@11/8016 F-852
DEPARTMENT OF HEALTH AND HUMAN SERVICES . _ P EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : B NO. 39
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION : (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: B COMPLETEU
A. BUILOING
475046 8. Wika : 14/04/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, ETATE, ZIP CODE
ED " B CARE CEN 49 CEDAR RILL DRIVE
CEDAR HILL HEALTH CARE CENTER INDEOR, VT 05089 _
) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX EAGH CORRECTIVE ACTION SHOULD BE GOUASTION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG 3S-REFERENCED TO THE APPROPRIATE
~ DEFICIENCY)
F 320 | Continued From page 7 F 329 4) Residenti 37 wil have atiempts mads to

| resident, the facility must ensure that residents

1| record; and resldents who use antipsychotic

.| This REQUIREMENT. is not met as evidenced

- | free frdm urinecesgary drugs for2of 10 .
. | applioable résidénts. (R‘eside'nts’#z:} and #37).

: 1. Per record review, staff fallad to clerlfy the |
 lindication*for uee of , failed to adequately monitor

Each resident’s drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without edequate monitoring; or without adequate
indications for its ues; or in the presence of .
adverss consequences whioh indicate the dase
should be reduced or discontinued; or any

combinations of the reasons above.

Based on a comprehensive assessment of a

who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necassary to treata specific condition
as diagnosed and documentsd in'the clinical

drugs receive gradual dose reductions, and
Behaviora! intsrventions, unless clinlcally
contralnglcated, in an efort to discontinue thess
drugs. . . ‘

by: !
Based on interview and rscord review, the facility
failed to assiive all residents drug regimens were

Findings ncluge: - °

| and faliad to conststéhtly dacunient K
nhon-phiérmacological interventions atiempted

priorto adqplr_t@_s@erlng a PRN (a‘si.he_:edad)

reassure/repasttion the resident prior to
gving antipsyghotic with documentation
noted In the nurses notes, AIMS testwas
completsd on November 4, 2000. .
 Using g epecific audit form, the medical

| reconds documentation will be audited by

i the Ciinical Coordinator to determine

| whether eppraptiate Interventions were

. attempled to afleviate Tnappropridte
ehaviors prior to antl psychotio meédication -
beéing administered. Residente behavioral
issues and apgmpnata Interventions will be
addressed in the Plan of Care and reviewed
quarterly, The Staff Education Goordinatos
rand the Consultant Pharmaoist witl develop
i an education program for nurees to improve
i,}he!r knowladige in managing behavioral

© |'Issues,

New orders for antipsychotic will be brought
{0 the attention of the DNS or.designee for
follow through.

P

1

FORM CMS 2567(0299) Provious Vprilohs Obzdlate .

gvent 1D:222811

P
v'l

S i :
. , j

Faclity ID: 476046 - - i continuation shest Page 8 of 1"
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£ HEALTH AND HUMAN SERVICES PRINTED: L oROVED
EDICARE & MEDICAID SERVICES OMB N, 0938:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA : SURVEY
AND PLAN OF GORRECTION {DENTIEICATION NUMBER: g:r;nﬂm.e CONSTRUCTION o gg{fﬁmo
. {e}

|
DEPARTMENT O
Q
|

475046 B WING ' 41/0412008

NAME OF PROVIDER OR SUPPLIER 4 STREET ADDRESS, OITY, STATE, ZIP SODE
GEDAR HiLL HEALTH CARE CENTER 49 GEDAR HiLL DRWE
) 1 : WINDSOR, VT 05083

TROVIOERS PLAN OF CORRECTION .
coMDvATﬁ ToN

| 04 1D
! PREFIX (EACH DEFICIENCY MUSY BE PREGEDED 6Y FULL PREFIX (EAGH CORRECTIVEACTION SHOULD 82
CED TO THE APPROPRIATE

TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFEREN
: ' DEFICIENCY)

s BUMMARY STATEMENT OF DEFICIENCIES

antipsychotic medication for Resident #37. Per
the physician order dated 6/24/09 stated "shels
probably delirlous because of the UTI, please try _
reassurance first, if needed Haldo! 1 mg subcu Q ,
hour as needed max 8 doses per day". Per review : ‘
of nurses' notes and the pehavior monitoring
flowsheet, there was no evidence of
non-pharmacological interventions attempted
prior fo administering the anti-paychotic
| medication on 7/31/08, 8/3/09. 8/8/09, 0/8/08,
9/13/0 and 9/28/09. In addition the. pharmacy
review dated 9/ 8/09 stated ‘Haldo! PRN without

{ indication, clarify order to Include target behavior {
‘ and quantitatively monitored, also AIMS should

ba done for basa line. _

Per interview on 14/3/09 at 5:16 PM the ADNS
confirmed staff failad to consistently monitored
the target hehaviors, attempts at
non-pharmacological interventions on the ‘
behatiar or nursing note, clear indicetion for use
and fafled to obtain & paseline AIMS test in June

|

“F 320 | Continued From page 8 F 329
|
|
|

2009 ¢ v
. 2) Resident #24
. ) . P , The pharmacy consult was signed by the
o o ‘ physictan prior to the survey andhad
- | 2: per racord review nurelng staff failed to assure : remained In her folder and had not been
| imely phifsician follow up ragarding a pharmacy placed In the resident's chart. It has been
| recammendation for dose reduction ofa placed in the chart,
| psychoactive madication for Resldent #24. A :
| recommendatioh by the consuitant Pharmacist to An audit will be completed for the past 30
he physician Stated; " {resident) has taken days of all pharmaoy consuls to make urs
ot atta (antidepressan ' alnce 8/08 they have béen referred fo the physlcian
| paroxetine (antidepressant) 20 mg since e low tp haa been completed ina
‘when [t was decreased from 30 mg daily. The timely mamzr. ? we

< | depression scalé on'3/09 measufed 9 with 12

clons Obsotete” ¢ Event 1D: 222841 Facimy (D: 475046 f continuation sheat Page 9 of 11
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' 8026745618 T-364 P0Q13/0016 F-852
DEPARTMENT OF HEALTH AND HUMAN SERVICES ) PR‘#‘SE&‘A%?&?QS
MEDICAR ICAID 8 OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/BUPPLIE VEY
AND PLAN OF CORRECTION *h memm%m%ﬂu»%%’z? @) MULYIPLE CONSTRUGTION o) ggﬁéﬁb
A. BUILDING '
475046 B. WiNG 11/04/2009
NAWE OF PROVIOER OR SUPFUER STREET ADDRESS, CITY, STATE, ZIP CODE
- GEDAR HILL HEALTH CARE GEN 49 GEDAR HILL ORIVE
TER , WINDSOR, VT 05089
x4 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION 06)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION EHOULD BE OOMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENOED TO THE APPROPRIATE OATE
' _ DEFICIENCY)
F 329 | Continuad From page 9 F 329 gn au:fit \gig:e complsted t‘or the pa:t 30
i ; ays of all pharmacy consulls to make sure
being probable depression...........plaase oonsider trow have been refemred to the physician
a gradual dose reduction, perhaps deoreasing to and follow up has been completed in
10 mg daily......If therapy ia to continue at the fimely manner.
current doge, please provide rationale describing
a dose reduction as clinically contreindicated.” Meastires put In place to make sure this )
Despite the fact that the recommandetion was does not ovgur again will be a list of the
dated T/15/00 there was no evidende that the pharmacy consults will be kept by the
practitioner was notified and there was no Diractor of Nurses or designaa with follow
response untll 9/9/09, aimost 2 months later, at * up with the nurss after ons week if consult
which time the practitioner concurred with the has been addrezsad by the {;“V’gg“'i“"
recommendation and wrote an order to decrease filed appropriately in the residents oriant.
the dose from 20 mg to 10 mg dally. During 1 N 1anee will
interview, on-the afternaon of 14/4/09, the ADNS 'n{‘oﬁ,ﬁgﬁﬁ;’e‘;ﬁm‘;@l‘;’;ﬂﬁ ?g,';ee "
(Assistant Director of Nursing Services) completions 9 week after the pharmacy
confirmed tha lack of fallow up by nuraing to consults are given to the clinical coordinator
assure a timely response by the physician.
F 4311 483.80(b); (d); (6) PHARMACY SERVICES F 431| Correctva action to be completed by
Dacember 28, 2008

8=

reconclled.

‘I 1abeled in accotdance with curreritly accepted
.| professional principlea, and includé the
' | appropriate accessory and cautionary

The facility must erploy or obtain the services of
& licenaed pharmaciat who establishes a system .
of racards of receipt and disposition of all -

gontrolled druga-in sufficient detsil tg enablo an .
accurate raconciliation; and determines that drug:
records are in order and that an accountofall |
‘controlled drugs Is Malntained and perfodically |,

Drugs and biologicals used In the faciiity must be:

Instructions, and the explration date when

UeeTNG: G4

¢ cORRRTIWE RTINS wh
X‘e&ggﬁ?a%eo AT QA
| F 431 Pharmacy Services -
o+

'| Corrective action was accomplishéd with the
vials of pneumococea! vaocine with the
., i expiration of 7/41/08 being destroysd -

- | appropdately. - ey
" | Completed auditgfthe medication room and
| medication carts for expired medioations
" with expired madications dastroyed
‘ appropriately.

* | Measurss put ih place to ensute that this
.deficlent practice doss not recur: The DNS
ar designes will work with the pharmacist to

FORM OMS-2567(02-99) Previous Versions Gbiclsle © '°  Eventim:zzzei

.
t

.| applicable. .~ - ., morritor for expired medications and nurses
1T ‘L ' will-peform a bi-weekly check for expired
*| In aécordance with State and Fedefal laws, the mediostions. - - S
| tacility must storé all druga and biologicaisin
‘| Yocked compartrignts under proper temperature
| contralg, and permit ority authorized personnet to. .
-~ | have access tothe keys. - . N L
Faaiity ID; 476048 \f continuation shest Page 10 of 11
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. 8
T-364 P0814/0016 F-852
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI TR APPROVED
CENT EDICARE & MEDICAID SERVICES , oMB 9 1
STATEMENY OF DEFICIENCIES ! i
rerr e . O
, A BUILDING )

476046 BWING o e . 44/04/2009

NAME OF PROVIDER OR 8UPPLIER SYREET ADDRESS, CITY, STATE, 2IP CODE

' GEDARHILL HEALTH CARE CENTER

49 CEDAR HitL DRIVE
WINDSOR, VT 05089

This REQUIREMENT Is not metas ovidenced

by: - a
Based on abservation, atatf interview and record .
review the facllity falled to assure that outdated
medications weré not available for resident use.
Flndings include: ‘
per inspéction of the medication storage area, al
2:54 PM on 14/2/00, 2 eingle dose vials of
p umococcal vaccine, each with an expiration
date of. 7/11/089, weré stored in th

medication refrigerator and evaiable for potantial
use with residents. The observation was
| conirmed, at the time of inspaction by one of the
h LPNs (e'spo@s&ble’ for ddministering medications.

' i
.k

X4 1D SUNVARY GTATEMENT OF DEFICIENCIES D =AOVIDERS PLAN OF CORREQTION | o)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY PULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE. COMPLETION
tAG REGULATORY OR LEC IDENTIFYING INFORMATION) A0 CROSS.-REFERENCED 1O THE APPROPRIATE oaTE
DEFICIENCY)
3 . )
F 431 ConttnueQ From page 10 Fa3l| p signed fotm stating that al medicafion in
L the refrigaratof, cabinets and medication

The facility must provide separately locked, cart has not expired wil monitor this

permanently affixed compariments for storage of practice.

controlied drugs listed in Schedute Il of the ) _

Comprehensive Drug Abuse Prevention and Corréiive adtion to be completed bY !

Gontrol Act of 1976 and ather drugs subject 10 December 28, 2008 Lre. 1O BE

abuse, except when the faclity usea single unit LARTIVE HOTION "Ea‘ésﬂg .

package drug distribution gystems in which the RRHEWEPR M QA 715

quantlty etored is minimal and a miseing dose can '

be readily detected.

FORM CMS-2507(02-99) Pravicus Versions Obgaleis T Event|D:22Z81

'

Facifly 1D: 475046

\f continuation sheat page 11 0f 11
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Admission: Nursing Admission Checklist

T-364 PBE15/@016 F-852

Responsible Staff/Shift

Check for allergies and label chart

Record admission number on ali

m Dated and Initial When Done
Set up chart according to Admissions list. Ward Clerk

arwork  |Ward Clerk
Report necessary Information to care providers| SS/DNS/ADNS/Nursing

LNA to get weight, height, clothing st and

LNA on the shift person is

label personal cars items admitted
Set up 3 day food diary and /O Charge Nurse

Notify Dietary and Activities of admission
Call M.D. to confirm orders *MD must come in
48 hours before or after admission to ese

resident and sign orders

Charge Nurss

Charge Nurse

Writa all orders on telephone slips and
physicians orders sheets, Include "Admit to
CHHCCC SNF or ICF. Diet, activity level,
generic equivalents may be used uniess
otherwige noted. Renew physiclans routine
orders plus all other oders q 60 days.” Setup
monthy visit X3 then every other month

Charge Nurse/Med Nurse

Scheduls all PT, OT, and speech therapies
that are ordered

Charge Nurse

Complete nursing assesement, skln
assessment

'Nursing-to be started when
admitted. $kin check to be done
by 3-11 shift when preparing for
bed

|recelving skilled care

Nurses notes x 3’days. Record VS in nurses
notes and graphic section., If Medicare and
gkilled, continue nurses notes until no longer

INursing

L

Complete probiem list

Ward Clerk, nursing

TB test

Nursing

If on psychoactive meducat:on ‘comiete -
restraint assessment and consent forms

MDS Coordjnator, Nursing

Initiate assessments L

1 N I

. MDSICOordir_:‘ator, Nursing

Fall Rlsk

Braden scale skln assessmem
- Bowel and.bladder - L

Pain

Restraint B

‘Mini mental status exam
Discus. . e

{Admitting Nurse lnltlata care 'plan Must
linclude pertinent problems. ",

Charge Nurse on admisslon

Charge Nurge onh admission

] gare Plan completed at 14 days ' ;
Tt ‘[Charge Nurse on admission

‘Care Plah Revision.

”—-—-—.—_—'——_.—_
) Notify pharmacy of admission and medications’ :
Jadmission .

Charge Nurse /Med Nurse on

{Place MAR ln med book and treatment sheet
|in treatment book :

Charge Nurse/Med Nurse

""Based on éssessménts. pfdvide any preventative or safety devices that are indicated.
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I

CEDAR HILL CONTINUING CARE COMMUNITY

T-364 P@0@16/0@16 F-852

LNA ADMISSION FLOW SHEET
Resident's Name: Date Admitted:
Room #: o ' ' Time Arrived:
1. Greet and introduce yourself (name, position. | ? % i

And what you do) Call resident by Mr. or Mrs. and ask

Initial

11-7

Initial

want she/he would like to be called.

2, Orient to surroundings (room #, rcommate, resident's area,

bathroom, cali bell and how to useit). Later to living room,
dining room, and other common areas.

3. pbsewe resident's ambulation, responses, any

}'r«eaknesses, the type of aids he/she uses (hearing aids,
cane, walker, efc.) ' '

4.  Assist to unpack belongings (inventory'sheet), are clothes
- marked with name & personal items inventoried o

Vs . P
R

WT > B/P
WT

HT , > o HT

5. Admission note stating that the résident was admitted,

oriented, anything noted about him/her, vital signs
’Incl'uding‘heigh't and weight e

6. EPers’onaI care items given to resident

l

y
|

"A“idm,itting Flow Sheet

Signature : _*

Date:

Nursing completing admission
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