
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division 'of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury VT 05671-2306
http://www .dail.vermont. gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

April 8, 2011

Lynnette Smith, Administrator
The Manor, Inc
577 Washington Street
Morrisville, VT 05661

Provider ID #:475057

Dear Ms. Smith:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 9, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:jl

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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PROVlDf:~'S PLAN OF CO~RECTION
(EACH CORRI!CTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

On February 22, during Resident
CoUticil meeting Resident #19 was
made aware of the Vermont Long Term
Care OmbudsmlUl Project, and was
given a pamphlet wiTh instructions in
how to make contaot and what services
are available. Resident # 10 I and 104
were not present at this meeting and
were counseled 1: I by the Social
Services Director of same.

I t, •• I

Dllring th.~¥~rch 2011 ~.esidentcounciJ
~eehn~,an~. Fually thereafter, a
review discussion of the Resident
Rights,.Ombuds~8n, de~nitions of
8~\)5eapd neglect, annual faciJily
surveYres~Jts ~d the necessary contact
information, and wher,e this information
is posted will he conducted ..

To further clarify the information we
currently distribute upon admission
regarding Resident Rights, area'
resources, abuse/neglect, and
gt'ievances, a separate and distinct'item
marked, "Information about tile
Ombudsman". will be added to the

. . "acknoWledgement of receipt" checklist
tblifclJt~liilyconcludes the admission
paperwork. In the case ora
POA/surrOgate/representative signing
the paperwork, an additional copy of
. will be provided to the resident at the
time ofa.dm,i~sio.n. ,
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SUMMARY STATEMENT OF DEFICIENCIES
(EAC}f OEFICll:NCY MUST BE PRECEDED BY FuLL

R~GVLATORY OR LSC 1()~NTIFYlNG INFORfMTION)

An' unannounced on-site recertification survey
was conducted from 02/07/11 • 02/09111 by the
Division of Licensing and Protection. The
following are regulatory findings,
483. 10(b)(5) • (10), 483, 10(b)(1) NOTICE OF
RIGHTS, RULES, SERVICES. CHARGES

Mar. 7. 2011 2:19PM

.', 'F:156
'SS"'8

I I
~. j I '
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~'~ '" 1 I
~'-~.. ji I~"J{:!i: :I " iThe f~Cili!ym~st infOrrr}he ~,slden~~,othorally
J ,;ij' f'il: I ' ' , 1 and\ fn writing In a langoage that the resident
l" l~(h,I' " ,,', ';,\, understands of his or her righ~ and all rules 'and
l1.:,. i.i(;.!\~j'l!1!. . 1.1i:,: ,;,~:I..' :'! t i ~e9:~I~tiOnS'gov.ernlng. reo sldent conduct ~~d
'~!~,~\i '\.1 :",' ~. ',' responsibilities during the stay In'the'facility. The
C' ; il,: ~li<i:': ,,' fa,clll~ must,also pr~yide the 'resident with the
1,:1: 'lh,::,il~;lf;!'I~. ':~otice (ifany) of the.~ti1tlildeveloped under '
il;, >1;MIJ~rr;~J!!;';,ll',$?;~1;9.(e~~~)?f,t~r Act.:jSu~h r0tlncation .must be
iI., iii':' !~~", '1 ',I .made prior to or upon admISSion and dunng the

,i i,~':;!I:;j~.i':,;,;',' J" ',ies.idel)t's stay:; Reeeipt of such information, and
~ 11"'I;I'::';il:1!L~t.:;; ",~~y:,~,:",end,'!.l~n~st~ It, m. u.st be~c~~owled!3ed In.
,', '."11• ,/,":' writing ;,' \., , ,' .. ,' , " ,~l\l ~. .'1:~', ]1l/i .' i,: I, ',' ~ .' I , . I 1I ..- . , .

d,.I~I'rl~trl. I lI'y:~i", ,"I,r "I I. :;'.'~.' " . I .'H~': ,i,lP \; , :,,;"', ;the't'aclllly tnust infoml ~ach resident who is
:;.rJ:,!~:!,'f;;' ~ entitled to Medicaid, ben~ms. ,inwriting. at the time,
,:Jl't" \~:: l,ofi~pmlssionto.the nursmg facility or. when the,l~klt:'~'\ ' , :resldent becomes eligible for Medicaid of the
\~hl';ii.' " ,'i~~m~,~~d,~~rvl,~es t~~L~re i~c!~de~i~ n~rsl,n.g
::n 1'1'"~I ;. ' 1 ;; I fa~lIl.yservices under the State plarl and '~or
:!;:~': .1 I •• ' !W~J9hJre.re~i~,nt~aY',nofbe,.c~~rg~~:those' .
j:.; : ' ,~tlier,terns al)d ~l'lrv.lcefLth~tt~e faCIlity offers.'r ;'",!, ,:' ,~n,d:rp'~~~ip~t~e r~slpen,t.m~ybe ,c~aw~d.and

,;! i)', . .' i ~n~.~!t10untpr ~harg~~,:,f?~'those:~ervices;,~nd
::i '1 ,I, ! ." > Inform each resident when' change's are made to
..,\1,~i'I,I: II' It~e !t~.m~and s7rvl~s s~~cifi,e~In,p~~~raphs (5)
. 't~r .' I I ,'(i)(A) a'n'cl,(B) ofthis se:ction. ",' I. '

:,i ','i:
1

: \; ',. " ',~' ,It' ' "" ' :- :,", ;, I' ,I' r • I", I

;' Ii: ,11; III' 1 ,the fcIcillry'mus( infofrfd:!a6h 'resident before, 'Of The residents will be,l,lffered a new
r ~dniJ"" ; : at.thktime,of, adrils~to'",: .arid p6riodically.,~uring copy of the R~sident Rights: The,

LI;'\ ! lb~/~Sl~en\:s'~ta~,'~r'~ervl~saVa~I~blein"~the' . meeting ~ci!jt~tol' will also remind the
1, ::' , .: : ! ~~9mo/..~~d:oJ~hLar~~~.,f?tr,lho~ ,~~ryl~~,I
I ~ Ii:::.". j~AATORYtll~grOR!S '. P.R!tVloe!VSU~PLle~ REP~ESENTATIVE'SSIG~ATURE t: (J(6)DIITE
,J!. IJ' !flh\1 ,j, t.," ,l, ~,'!~, "I t r I':'; 1 ' . J" " ? 1II~~,'!i~!~_i;! ' ".'t,.:<. ~" ,.I~,:t ,~I. "t, ~',~,;'\ .~~.:; .;.. ' ( , .. :' ~' .,

'1, '. ~ !lht",: d~fi en~y.'iaii;W~nl!:!ndi~~l!'illi'~,,~,Ii~~ri4~6;~~~i!!,s~d~lI~l~r\~ywhl,ch the inslilulion ,,!~~,Qee~u~ed rr~mc~fre~lng'pro~dlng ill,S determined thai
11i1I' ; .. \'II: 9ihef)afeguard$lp~lde ~UffiClenIProt~etr~nto the'p"Uents. '(Selt Inslructions.) Excepl fo~ "u~sln,g.nO,me,s; th~ flndlng~ sl~!8d above are dlsdosabfe 90 dayS

. W ¥;~ l' i.' Ii.~oUowmg theb~t~.~h;urvey'wtle~er Of ~Ol'a plan of Correction is provided. FOf nU1'8fngho",es/the above'findlngs and plans of correcllon are dtsclosable 1<1
'i3.I'!!ill;:~!'; : ~~ys':r?lIl>Win~lhe ~lIt8lh8se doc~menl$ are made avliilable 10 the facility. I~deflelencles afe cited. an approved plan of .correcllon Is requlalle to continued
q.l:h.f~i'lll ptcigrampart!dpatlon, I.' 'I"" /, ,'I' . "I ,:, " ' ", ,'- .' , .
il;I:~dilY!:i; J'"",'" ,:l'!;:"'." .. !!,;""t "'l". Ii' '•.: •• :, \ .1." .' I. ,., ."J '-' '. '. :

,.:.:ijJ:. I.;ll.::p,,~.qIi.....,~oRM CM~2567(O'~al Prevlou~Ver~ion&ob&~iete ." :', E~~nl~~:YUElV11 facility IO:'~7E008 , ' Itr co~tinuallon sheel; Pege 1 of 14'n'," I, I . " ,~'" ,'" .,', ':1j:1~::r(;:, ~'" ':;i,:~;\.;' '"C, ,,:,'.\',\:<" ':':';-j"'" '/\1'

/,!:i.!i i ;' < 'I ' 'I., : ' ; .' ,

~. ',' ..•• , ;~ ,: .1 'iIi, ,:.l ~ ~~ . ,"1
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Ongoing council meeting minutes will
continue to include that residents were
asked if they have any question~ Or
concerns about their rights and if
anyone wishes to spe~Ktc the
Ombudsman about an unsettled
grievance that they may have. This
information will also be documented in
the minutes.

Residents' of where OUf 5Urvey results
are located for public viewing. The
inclusion of this discussion at the
meeting will be posted in advance so
that the residents maybe notified,

,
, .~9ples ofItesident C;ouncil meeting

minutes'willbe pl'ovided to QA to
assure' compliance,
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i Thefacilltymust furnish a written description of
(egal rights which includes:
A description of the manner of protecting

I personal funds, lJnder paragraph (c) of this
se~I,lon: '
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~. including any char~s for services not covered

I : ':Ihder Medicare or by lhe facility's per diem. rate.

'11'\;,:,\ ,'I

~!::~~',i,;:lr1: Ma r. 7. 2011 2: 25PM
.i1l:(jl"i~1 V" 'IT .'

t~iii.!; ll~,~::Ii. DEPARTMENT OF HEALTH AND HUMAN SERVICES
j'.ilf';:~:!,'~.jI.',' ':. CENTERS FOR MEDICARF & M~DICAIO SERVICES
1J •• ' ,STATEMEI\!T OF DEFICIENCIES (Xl) PROVlDER/SUPPLIER/CllA
"I;.I,'W.i~ '.1.1 " 'AND PLAN OF CORRECTION ID~NTIFICATION NUMBI:R:

k' 1'1' i'l " "'('" ,; l'~
ti"I'! !il;/i:';; I 475057

'"l ,'I" 'NAME OF PROVIDER OR SUPPLIER
~."' I I I
'1 1"",I'

I"'1':1 'I", .;.(
" '.'. 1: '
I 1 ':1,

i !.i: '
.1'1/ -\:"'"
d;Ii;l' I ,

l"i/,[:.!i ,~;t~J::~;ltl

a.i.".dj:'iill '.". I iii:V'." i,l,! ' ",' .'

li:~~ri\lWI,', '
\f~l'l".'t:':Iil!:' I,:' II'.. 'it
,','''' II l" ,'i. "I,flr~;IL I...• i'! " ,

I"j"'!hl '. ,i:' ,j
f1r [,I'll:.',. :..'.Jt~";(C..~I':N'(":;~ ' "Ii

~!~:'i;,df I I 'jlt,.', 'j:: A'description of the, requirements and .procedure.st1',(~::j;1~1I' r,;j,l'~:~,.h' L', P fOri.estf:l~J,shin,g.eligJl)lIityfor.~e,<:!I.c~id,Including
ij*l 1:;;'\:, I ';"',' I' .• ' i thellg~t to'r~quest ~n a'ssessmel'ltU,nderseotlon
hC,{'IH !i' I, !', " ,1924(c) whIch det8'tmlnes the extent of a couple's

i,II
I
;:'\;,'r: : : non-exempt resources at the time of

!r, t'::. i I: ; Institutionalization snd attributes ttl the community
1;:1[1;: ,,' l' '" . _'spouse an 'equitabJeshare ofresources which
,!';, ; ,: : I ,"" I canh'ot be 'considered available for payment

• . toward the cost of the Institutionalized spouse's
.~. I,; medical care In his or her process of spending
'~"ii. I I (,' ',: down toMe~lcaide!igibility I~vel~..

> ~I{... !' t\,' \:"; ,i ;a!«'

':~} ';t' ~ : .. ~~ "', ~~ .

•i ' 1 ~'.. ~.' .,; '. ~. ~ I
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Facflily 10: 47E008
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DePARTMENT OF HEALTH AND HUMAN SERVICES
; I ! t ' CENTERS FOR MEDICARE EDICAID SE I ES
1,':' , ,: STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/eLlA

'+I: :;: If ,!), AND PLANOF CORREC'T'rON IDENTIFICATIONNUMBER:

\
1, I ~ '

" ',' ':'1 r " I
i ":1 11 ~ I "I ,

I;~il'j!i !~~i, I ,~~~ OF PRf~O~R OR S~~PLlER

)I! 'jl Iii II' :' I " TftE MANOR, INC~:(,L1H'~ ,:,: ': ' ," , ' , '
I i~~~,".I I, '1/, (X4) 10 : SUMMARY STATEMENT OF DEfiCIENCIES

t'"J,'"f: 1,",','i
1

1\ I, i ',",''PRe, FIX' (EACH OJ:FICfENCYMUST BE PRECEDED B'y FULLr:rtt!::l!;: ,!;I T~G IR~GULATORYORLS?IDENTIFYING1NfORMATION)

"1 -, I" I' I I,
:,~i: ::,,~::\t:Ii F 156' Co~linued From page 2
iJ:j\ "It? II' 'I,'," , 'pr,ovlde, wrltt,en Inform,at,lo,n to all, adult residents,
11; -\ d,: .1 ,concerning ~heright 10 accept 'or refuse medicalJt,',~!fi, , orsiJrgical tr'eatrne,.,t and, at the illdividual's
i I I, ',:" ",: option, formulate an ad\lance directive, This
'~\I:;!i, ' ' includes a W,ritt~ndescription of the facility's
;j'~"I,Jt,,\ " policies to Implement advance directives and
'I I'

'~ 1 appllcable State law..~r"I
"I,,;,I The facility musllnform each resident of the
I, I .' name, specialty, and ,way of contacting the
t~':!U,,~,' ,," !:-' :p~~i~i~nreSPOhSibl~for his or ~e~~re,.

11i,,!' ~'I: II I'i\,,~, The facility must prominently 'display In the facility
'j1: f.!i'l,: I ' written InfOrmation, and provide to residents and

t
fJ4;Wl : :j' '.' i '. I' app~~~antstor adml~slon oral and ,#~i~~en
lil'~'llllI:' :,IJ: ,infl?rmalion~bout howto apply.foranduse

, ',1 l!tl, I' '.. ". Mel:licare, arid Medili:sidbenelits, and how to
, f:~,t 111,"i,111 '" ,'I' I ~,\"",' ,fr' l I , re~elv~ reful:1ds for previous payments covered by
:Wf' ,~", It":' I~I such llenefits. '
"~tt1'lh :rl! I ."i,' ,L,"~':~:I'hl~llf,::II,,' .~'\ l " " , ,"!', '.\': " ' ,, '
il' 1\11I!, " "I ,This ~EQUIREMENT Is not mel as evIdenced ,
,,' ,1ft, , I
~~ I .tll11~l''c 1 ~ ,r f" 'rl',by:;", I'.. .., ,"

~ R'" I ,r,' II. !' ~:"Bas., ed on,~,taffa,n~~,e,Sj,~~,,nt i~te,rv,. iews (R, eSi,denls '
,ilt, ,',I ! '" ,#19,'1Q1&1~~)"tIl~,~ol,htyfad~,~.tt!,educal~,
"j~:.'f !fi j I' ; :r~Si~~htsor; their ,rl,ghls,re~~rdl~g,h!,w toabce~s
'\It'' II ~! 1 IState SUlvey & certificatlons\,itvey results; the
:, ~:',1.,t .,; , ~role'?' t~e$~telOmb.,~~sme'~'EiiI~h,oW10C?nlaci
'1\ . 't ":!' i' Itt.'e~iand \he,,~~Ie:s"8qO,nu.m~er,!o,rep,ort,
I',' ~,:I, . . :eo'ne;:etn~,r~ga.~ln,g~.!:!,~~,n$~lect,,9r ", •
',\ t, 4 :1 'n'I.IS~,~~r9prl~ti,9~?!,.property. FIndings Include:

I I I!

~ J 'l: ; ,Per Interview on 217/11 at 2:00 PM with the
" •• I • .~e~!~entC~~ti~1IPi'~:sr~~nf(~f9)~::~'t'e-s~ted that i
",' ,I f ! 5/h~'Wasnotawafe'ofttle follOWing: 1) That
~ i, : t': : , , ' "reslden{tswe're abie to aCcess the Slate survey
l'l ;:'11

l ;~' ! ' ' results or where they were posted, 2) Who the'IH!~,\1'" il " 'Orri,b,udsman_ls,a~d:~,~~'their:'~OW'!~,"a~'d,,3),'"
':i~:jrl!'l~lli !, I .: l'~~t,,~~e~~i,s,Ja~~tat~'~~O~um~~r, for residents to

f';li~I~;1mlflll!"'F()~~~S-250j~~~~)'p~o~~',:,er'~On'~;$Ole~'1,", I' 'EV4;'"tID:~U~~11
!i~ihftil:"~,,F ,: """.1'; ','i,,' ';' ,<I" ""', ',I,

'~"\fIW' 1" '1 ':, ~ "W,.'i' , " \, 1\" .,'" ,I I~t; 4il\I, '" l", ," ~j" I.; '.('1'1',% "f 'I' '" I," t

1'\Yr;!~;:,jll:III'I::(I" ':. I; ',:1 : '
t •• ~I. I~ !t

,lf~1 iii 11'11 ~ ,. ~"', ,', ,I ,.I, "" : 1. "I,: (f"j111. II r),1' ,j I
nlL,rd~~1J f~' i' ~l,
, 1.'1 ",f, '
.i.,~J"l ': ,Ii }: i t,f,.,r.'"" . I)
.p:'~ .!' tl ,I, jl f''l\I"! " " :"I,t', "," , I', ~ " !' " I'";/., ~~~j:.~,'lI ' I ; ,:i, .

1 f 1:, " : ' i (, !", '

dl~' ,:; ; I ; ,'.it :" : <. "L; 1~ ~:'

!~i''i'l' :" l :';.,':;'.'~l'' ,', J'. ;,:'. "'/ .', .,
,t.Ll'ij)r' ol,',"; ",~~. I: ,:i'"
~:.;. I ; , I
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report concerns about abuse, neglect or

,mlsappropri"tion of resident property. After
'confirming the above, she slated to the surveyor,
:'Please tell me where ,these things are because
:as Resident council PresIdent, Ishould know.'
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Facility 10: 41E008

On March 7 Resident #19, 101 and 104
were snown the location of the facility
copy of the State Survey & Certification
survey results by the Social Services
Director. Resident #104 stated that he
knew that they were there.
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I.

2:26PM

'\ .. '.',
j j

. i. I :' r.,'

Ma r, 7.2011
.til ','il'"
<l,I:'::'.i';,1
'\ \:L~'~i I'

~;!Ii'I;~'illlr
;;;;llif;l;;:
1!'"lll; hl!j
;'41:k' '!I,.1\ 'II, l
l [,,.d:J I~" i:, i

l ""'''''11 ! ",-' q ,
I"; ,It'tl,1 I I

t r ",li'l l",
r~, tIl Ill, liNAM, E OF PR,OVlOE;R OR SUPPLIER
1'1:' !' "

,Jltt, ,I':il,l, THEMANOR INC!I~''J, !:. ·>~1:~6'i. (X4) 10 SUMMARY STATEMENT OF OEFICIENCIES
i," .',~, ll' I, 'II;' I. "PREI=IX (EACH DEFICI!!NCY MUST BE PRECEDED BY FULLfi .11 I'" TAG " ,', REGULATORYORLSCIDENTIFYINGINFORMATI0t:l)

\1.\;,1
• 1

1
1 I'.

\, .~ j

of 'I

'I f '" I ,
"

,\ j I{F':, '
J, :! .~r f I

:J/'j[.! I': I~r1, I Ill",;,J:'~H!lllI " In addillon, per Inlerview with Residents #101 &
I~l~,i"l"~ i ,! .104 on 2/8/11 between 10.10;1SAM, the
I il'IIJ:'lill;ll

j
' , ..' '. . residents confirmed that they were also nol aware

I "~ll[Ill . 'I ',:1,', I on hCjlw to access lhe State SUl"Vey results, whoI' HJ~:~IIi','" ;: • '1\ I •• 1,;t~~9.lTlbud~m~n ,Is ~n,d .the StaWs ~O.Onumber
l!~:U,l'l~;' q: ~';',., ,for reporting reSlden~ cC?ncern~: , '
• \~[,\'1'111, I \" l' I •

I \~~ :hl~l: !', : Ill." 'I ~e~'interview on 2/9/11 at 2:15 PM With the SociCiI
..li /, ~I'l " V. Worker (lhe person assigned to help facilitate
;)1';a1 Ii !;,. ~ Resident Covncil) s/he confirmed, after reviewingI;{; I II ::: ResIdent Council meeting minutes for lhe past::r~l. I,;. ': l: 'I', ,. " ,Y~,a~,that there had been no dlscussion/educalion

t', I", ,I" " ',,~ ; ,forresldents on how they could access the Stale
'11;--1:, '\, j ~\' ,"survey res14lts,:whal, lhe.omb4q~!;Jl~n's role Is'and .
N(t~,I '; ',' ' :' ,hOW l() 'Contacllhem, and how 10access lhe
"~' . 'r 'i' . " 'I ;State's 800 i'lUrnber.~' '.',

. ,;~:I r : . f 16748~.10(g)(1lRJGHT TO SURVEY RESULTS.~
1'.; L. ' SS=B REAOILY:ACCESSIB,LE '
t ~ ;' iI •~ I~

.':' ! i.l '
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For resident #88, medicationS Were
removed and the assessment was done
2/8/11. A locked box was obtained and
medications were returned to room on
2i9/11.' '.' ,

All residents are at risk. 'Allresidents
will.be s~reenedfor self amnin/stratlon
otJnedicationon admission. C~nsu1tjng
pharmacist will monitor fOr screening
d~rirg monthly reviews.

Copies of Resident Council meeting
minutes will be provided to QA to
assure compliance.

During the March 20 II resident council
meeting, and annually thereafter, a
review discussion of where the State
Survey.& Certification survey results
may be accessed will be conducled.

To be completed by 3/9/11.

f\lk1 ~()(.,A~W ~'~dt\
S.~I~

"'(

• " • I

Copies of the phl\rmacy monitoring
reports .will be provided to QA to assure

, compliance.

I ?-

ft'1lr 9{)(.,.A-a.~\td.3l~t1H
.S.~(ltJ\~
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PROVIDER'S PlAN OF CORRl:CTlON
(EACH CORRECTIVE ACTIO'" SHOUI.D BE
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"
To be90mpleted hy3J9/l L

To upgrade the quality ofResiderits
living interior 22,000 square feet of a
high grade vinyl wood plank flooring
product and 8,610 linear feet of cove
base that encompassed residents rooms; ,

I ~ ' hallway and common areas was
installed by a contractor. The project
began in Jlily 2010 and proceeded

_ through September 20, at which time
with all thetlooring installed the
contractor left to go fulfill other
con!raCts b~t with the intent to return to
the project in three (3) weeks. At the
end ofthree weeks The Manol' made
several attempts to initiate the

F 253 __ completion of work by Ihecontractor
. who maintained that the return would

be scheduled. By November
. 2010 it was obvious they would not
retum and the decision was nlade tbat
the J)f~jectwould be completed by the
facility Maintenance staff. This project
began and was scheduled amongst other
routine maintenance throughout the
building., At the time of the survey
7,8+6 Of the. 8,61 0 linear feet had been
in.s~lIe~: Although, a han~ful of
resident ~OOt:l1S had nqt y~t been
completed" they were not ~ing ignored.

Cove base installation has been
completed in rooms for Residents #25,
27, 69, 88, 42, 53.
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STATEMENT OF OEFICIt:;NCI~S (X1l PROVlOi:lVSUPPLIERlCLIA
AND PlAN Of' COAREC'rrON IDENTIFICATION NUM6ER: .

I, THEM~NOR,INC

.i::.,: (l(~)ID;; .'1 SUMMARY STATEMENT OF DEFICIENCIES
,I: ,: . P.REF'X i ' '(EACH DEFICIENCY MUST BE PRECI;OED BY FULL
.; \;.if .•.f,~G .R,EGULATORY OR LSC IDENTIFYING INFORMATION)

. V, .' 'I . ,

'I: il'..~,~'!176 Con~inuedFrom page 5
• I Ii"" include:
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I'
, !

f I I

1. ~er observation during the afternoon of
,02107/11 and during the day on 02/08/11, the
following medications/supplements were on the

.bedside lable of Resident #88: Nature's tears,'
Fibermucll, ResvEi!rs~roI100 mg (milligrams), and

,Memory & Brain w/ Acetyl L.Carnitine [contains
Vll~mln A, 0, ginkgo, turmeric, and bacopa]. A

, "physician's order an~ nursing note dated 09/.20/10
. " .states ~,'may,have Nature/s tears at bedslde,-
, "n9ted meds,ln Med'room 0," ~Rruce unit ~no

.,: ~: !' ; .locked" area In room for supplemenlst• Per record
,: 1 j,: reviiaw on 02/08/1'1 fit 4:30 PM, there was no
:t; \ I': ,nursIng assessment to determIne safe
'.1',; ;;' " self~administration ~orwas there a written care
:{ j: .H.,Ii (, ::.' 1~ i "Iah that-addressed the slorage ofthe
I.IJiJjllt~f~~': :': 1'1 '. ,:,im~diC8tion/supplemenl. Per Inlerview 2/8/11 at
;'~~ilti\il..~(, '].', ,",4:15 PM, the DNS (Director of NursIng Services)rl~;::I::,;I; l;.\;i\;:;~",'r "i :C~~flrmedt~e~e:w~s-.no,~sse~~~e~tor care plan
llllt' .:1 1\ n'l ~',II:, for ~~Jf,adn:'lrlstratl~~qf me~lcatlOns,nor should
!.~\H . lj.' ~jiJl ,!'!i.,.,.", J,' ~,.lhe~ed..Sbe le~.on tlleb. eds/de s.tand. .'\\~i.:,t[I ~;!rF,253'48~.16(h)(2)HOUSEKeEPING81 ,
tLI f~l'l... '::,'.~:,..,.,l'il."- ~iS:'~a .M.' AI.,N,I.•~ENAN,. CE ~E~VICES

IJI:~1.::ili,u:I!I: :,:'. "1, lThe',facllityml.lst provide housekeeping and
~Lf ;,' I~ I I: '1 I I ~. "a . tit .

;~.':~. :'.,.~.t~jll:!',!t' '1'1'.' ," I :ma'I'h.••na~~, se,rvlce~J)~cessary. 0 ma n aln a]~I!~ll<. , ' ~l " $~nitary.;or~~rly.<;in~~mfortable Inte.rlor-

r~I i i'~',I ; ," i ' .
"i., ....~';; ii. ~;I;I (.' T.hi~'~~q~l R,'.EM.~NT,' isnol ~el:a5:evidenced-,1,:. ;'1,: ,I.':,' ,I I " b J' , •.' , ' Y •. ~',. " . " : .1 .. '. '.

'f' . ii 'J i • ,.Based on observation and staff interview, the' .
fli j I , ' i ,fa,C,il!ty.fa. ,i1~d, ttirha,.inta. i~:a c.om,f,9rt.ab.'e, inle,rior for ..,.~,iI. i' 1 , . --".L' I 1. ."L": ", 5 ~f;~;3'r~~iderj~TOOnl~'J.Resi.d.~n~sI'25'1?7, 69,

"1 .~ I ' 88;42. 53) FindIngs Incllld~,: " ,~ ; I! ~ .-',"~. ' ,": '. ': - ~' ,\ . ...1'1' ' "

. ' \. _ "~ ,t". " '. . I I" _: , •

,I, Ii:. : j 1; ..9~rl,n,9 rnt.erview6~',0210.1/11 •,at 1.f ~I)oon,~Ji:~l 1 IR~,I~dent.29 state~,trat.th~~as'~~oflrd,'which

"I' ~i~d~:;':~ORMCMS.26~ito'2.'~)P~vfou~yer~~s:of~le\e, .:,.'; EvenIIO;YU9Y11~i'l'I I,' ,I • • " " ~, l'l\I"\'jl ~' ,',,: ; . , . i'" • '" '.'
, .'1 'II ' I ,I I I It ',1;1'~~~~I: ,t , ,'~, l' ~ \'i t~ .• ~

If oj, "11 , "1'"~II~I' I,. ",,'" ,"I :,,' .if~~!ll;I!l.ll~fl..iil ~ I I", ; ,n ',:.,'::''\ . . "i \'
~f,,!i I: ;' "'3 ,I ~ '/ ,','1, l' '~', ' ; ,,!•.•,I Ii':. '. 'i,1 " "'Ii; ,1', I'

I~~'1'\ 1,1:.", N I, .' 11, I ',' ~."I I-I ,'I-' .' : I I\"''''l'~[ I" ~,~r~(,,/ !' ,:1.' ~ll'; I j t I' .l~, 4

i!~I;~~II;'ltr ,:ll' '"'!' .... I .;,1 '! " ;';\ '. I'.'l' ~,.II' ' ..f ~' j : -'. ,! I "I,'
:} t,¥ (:i,i " i I' , '" t' i'.'"
'~. !', 11; '1.111 (I ; ,".':'\1-,"~~I('j , !~ "l,IV'+ ,"' ~I": ~.,
~~~:,.,li,:.! ,~

",'(:1 t, " 4tL •. " .~, I



Ii'
Mar. 7, 2011 2:27PM No. 8968 P, 7/14

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

! REG.ULATORY OR LSC IOENTIFYING INFORMATION)

,
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICAR~ & MEDICAID SERVICES

r S'r.o.:rEMI1NT OF DEFICIENCI~ (Xl)PROVlOERlSUPPLlERICLIA
f'NO PLAN OF CORRECTION .IPE"'TlfICATION NUMBER:

(X5)
COMPLEl'lON

DATE

02/0912011

PRINT~O: 02122/2011
FORM APPROVED

OMB NO. 0936-0391
(X3) DATE SURVEY

COMPLETED

II conllnuallon sheel Page 7 0114

" .

PROVIDER'S PLAN OF CORRECTION
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F279 F279 For residents # II0 and
#98, care plans to reflect use of '
. foley catheters were completed on
21l 1111.

All residents are at risk. All
, . residents. will be screened on

:admission for foley catheter use
.a¥ c;are plan developed at that
tilne. Infection control nurse will
audit fc;ircare planning when doing
,m~mthly surveillance. .

." Completed audits will be provided
to QA to assure compliance.

To be completed by 3/912011.
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F281For residents #110 and
#98, MD orders for catheter use
were in place by 2/15/1.

All residents are at risk. All
residents will be screened for foley
catheter use on admission and
orders will be obtained at that time.
Jnfection control nurse will audit
for orders during monthly
surveillance.

Completed audits will be provided
to QA to assure complillnce.

To bo completed by '3/9/1 I.

PRoVIDER'S PLAN OF CORRECTION
(t:ACH CORRECTIVE ACTION SHOULD BE

CROSS-REF'ERENCED TO THE APPROPRIATE
DEFICIENCY)
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F279 Continued From P8ge 7
applicable residents In the Stage 2 sample
(Residents #110 and #98). FindIngs include:
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II Il' I 'jl' f ,~, ~81' ,Continued From page 8
l~",~I,1!~':lIJ1,\1,;',~' Ji' !pTa~lce by nol obtaining a complete physician's
t fl' I,I "~< ~ ':, ~rderfor anifldwelllng Foley catheter for 2I:~!".;~'I,Iii!':' ,~: i residents {#98, #110),Flndlngs include:h~', 1\li j' ,'1,,11 ,I

'~~lljl:;l~11I;:' .:11', ",': :' ~~, Per record review on 219111, Resident #98 was
~lIJ\,i!'i !" I,. re-9dmitted tolhe facility on 12/24/1 o 'from an
U,',' i;~ijl:!!j;111" ::acute ~re hospital ~Ith a Foley catheter, There
ii',I'!,I',','~II,1 ! . were no physicIan orders for the catheler In the
~l,lli'r'~. Ii discharge Information. On 12/26/10, a nurses

i;!",lli!:.f f ;''::,'";:~h~~;~~~:p~~~~~ithl~1~~~~;n:}~~~~ng>t j:g::ll r · .,' :: ,~t~e~er. On, 12/27/10. a phy~lolan's order w13s
~ i. II "" , ,,' ; " obtained from the r~side,nt's primary care
~i,:t: .:1" ) physician which staled 'Foley catheter for
'111' I . incontinence .... cha~ge Foley catheter every 1
,. " 1 month and as needed'. The order contained no\ I,! :'1

1 ,', \ {,' 'information regal'i:tl"g type of Foley catheter,
diameter size of catheter or size of balloon. Per

l ,fl' illterView 011 2/9/11 at 11 :45 AM the Director of
" 'Nurses co",firmedlh~t th,~rewasl'1~physician's'

,:! ordeLin plaee'fr'QriI 12124/H)unt;l, 12/27/10, when
;' , ", " a~ Int:omplete telephone order Was obtained.

I fil", " " iRefer a.l50 to F27~. , ,,' .

;' 1,;1, .1~,;1 ": ,~';,p~r'Ye~t~re'vie~i~',?,9/'1,~eSldent'.11~
, l.llli :r, ,r~ttlr.vedlotfile.f~.clh~on ~/4/1,1:,;~fter a brier .

i:M!;' I II ,I ~:o~p,t~)i~a.U"~n;,VYI~ 'an. ir,dwel,l.'n,g,~~leYcatheter
~'I"~:'I ,In pl~be. Per're"1ew of lh,e hospital discharge

, 1'1: T . :,' :: r~co~~sand ,ot,h~rp~y~ician ord~r~,th~r~ W~~ no
~,J' t,ll "doCumentation lalthe time of r~adrolssJon tor the" .',i'i:' il' :cathete'ruse: On ~'rII1'1~'the Dlr~ct(kof Nursing ,
, \ '; ,.;; .obfa;~eda t~lej)honeorderto,~coiltlnue Foley , I

~; ':. , ,c~ft)et~r'"The,r,.~ld,e"t,~ad'th~',~~!e'y'cathe~erin
" place' for 4 day~wlth611t ,8ph~IClanlS order, and
I: j "; lhenioff?J7/f1wheh'an'order'Was obtained,.jt
I ' , I ,was'incomplete fOr the size ofcalheter, size of '
t \~alj~on;:ahd~~r~,~eg~rcfi~,(f~eq~~ncy,of I,

l' re'p'.'C!~lh!} t~ecathl?t~r"l~r mt~rv!~w on,2/9/11 at
I 11 :55 AM, (he Director of Nursing confirmed that
1 '. • ..•.• . • . ' ". ~ '
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All residents are at risk. All
resi('.lents put ,onor removed from
ltOM 01'splint! brace programs will
be id~tified by nursing and
therapy, 8tld ECS LNAchartl,~g
will b~,implementedby 3/7/1 L .

1"318 . For residents #1 and #67"
ltOMand splint use will be put into
LNA documentation in BeS system .
by 317111.

Audits will be performed by DNS
or designee monthly x3 and
reported at QA meeting in July.

To be completed by 3/9/1 1.
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11~':~II'::iq;I'L: F:281 Continued From page 9
h~~",ii~I I I' the resident tlad no ptlYslclan order for the use of
r':lVI,.~'~!l' I : l~e catheter for 4 days, and then had an
;J:L tl~~I:: ' ' incomplete telephone order on 2n 111.tn jlll;;;1 II : I Refer also to F279.
'fll I I~ ~1~t
'l~ j,lt 1- j ,~~j::i •. I. :. ',' Reference: Manual of Nursing Practice (2010)
/1. L 1\ Wolters Kluw~r Health/ Lippincott Williams &
,j;\l: . WII~lna (9th edition) Pg 16.17

1,\ • I r

;1 I:, F 316 483.25(e)(2) INCREASE/PREVeNT DECREASE
.: i ; J : SS-D ' IN RANGE OF MOTION
.\, ,1.~;

I, ~, ' , , . ' .:f, \ ~:1:,; " ," Based on the comprehensive~ssessment of a

'

i I \' ,:\' ' .resident. the faclllty;must ensure lhat a resident
'1\'1" ,1,1 with a,limited range: of molion receivesnll:H';!', I' appropriate lreatment and services, to increase
~".~; I"! .. - ,range of motion and/or to prevent further.
1!::lt:~II'qll! II "., ,;I, decrease in ran{Je of motion. .
",liHI"'1 1,:' ',-:Ii,', ,'I'
i ' ,; ,~l/.:' ", , ,

\:'" "~:, \\,,;':it\' ~1!i!) :"1t~j~IREQuiREMENJ.ls not met'~'s evidenced
\ '\ J' , 1', :1\, ' I" , I' ' ,

Hr. '1: I! ~,:' ~ :\.' .,: ',:1', , ~~rfeCOrdJe\!I~Walld;~ff InttllVi"ws,'the fecility
!:t':, II I' 'illi' .,I ; l, I failed to ensure provIsion of range of motion I
il;~';1;11,' : : !,:I: .' ~pllntappll~tl~r, ,a~W~fdocyment refu~al of care
,,'1'1'1'1 ! " , 'for 2'of 4 residents In the targeted sample1,1' "i I,; i' ,
\~,I j. I Ii' I; ~ ' ,(~es'ldent #1\& #67):' FindingQ'lnClude:

J{1;K ";1 j' " I" 1':'~'e:'~~co~~"r~v;~~:a~dstaff interviews, there Is
pi' ,I,1~.," I ~9 dogulTlent~t!p'n to,en,Sl,lr~~royision of passive
I~/',I 'fl', 1 I ran9~of,m.Q~ion~nQ~pl~nt~ppllpa"ti9~for . ,',
q;.!,' ,If Reald~nt #1'.' Staff interviews were conducted
h, ~.:" with 2LNA'~pn,2i9HfaI9;20 A~ and 9:30AM,
i,# "; I re,pectiv~IY; ~nd they stated they Clldnot .
i':'li " ;." docume'nt passi\ie rcmge of motion and the
~",i; ap'pl'ication of splin!$'",:he~ a!.sct~taled lhal ,
I ;, I " . Resident #1 frequently becamecombalive when
.,\;',: ), ,t,l' , 'p'a~siv$ range' offuotiotiwas: attempted and they
UIL

J
, T; ;' :, t~f.e:uJi~,~~t6prd~I?,e,no T!,~!~~dlngswer~" .
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Unit Manager f~ed
recommendations to physician
again on 2/9/11 with lInswer
obtained on 2/11/11.

All residents are at risk. Medical
Director was notified 2/9/11 of
issue, and will pro .••.ide education to
physicians about it. Nurse
Management will continue to
review pharmacy reports monthly
and follow up with physicians
about any recommendations.

F329 For resident #73, upon
interview survey team member was
mfonned by Unit Mmlager that
..physician office: had b~en called
about pharmacynconunendatlon
tWice and faxed once with no
response from' physician noted.
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Mar. 7. 2011i
t 1.

i' ,I;

;i.fj•.I".:.i,.,!..li.!'.:i .... :. '. PEPAt;tT ..MENT OF HEALTH AND HUMAN SERVICES
;j,*~l~~li! 1" CENTERSFO EDICARE & ME I ID SERVICES
\:...~h'l\l.ti::. '.ST~le"'E;tiT OF DJ:;FICIENCIES (Xi) PROVIDER/SUPPLIER/ellA;i'lifll~!,AND, ~LAN,OF COR~ECTION IDENTIFICATIONNUMBER:

ll,~l'~,!.,~~m,Jj'li' (\' ': I .I,oJ' :lJ,.J' ) 1 f

li~'i): IJ 1" lj. " ,.'1l~ir.t(l'~llj't(~[i~E OF PROVIDEROR SUPPLIER

\
!)if;I ..'I; ,; \':.JTHe MANOR,lNCH~r!~" '. 'ij'Y4~ii,j!P 1; : -: (~~jII) .1, SuMMARY STATEr.tENT OF DEFICIENCIES
,tl!~:II:~Ii,: ' I . PREFIX I '. (EACH DEFICIE~CY MUST BE PRECEDED BY FUll

!~.'.;;.:'.'j'.'l,..if.':..: t :; TA~ REGULATORY OR l$C IDENTIFYING INFORMATION)
\.1,~~.!f: tlf .

ii" ,'r'l'I' ' ,,rt,'lii I,' ,1=',318 Conunued.From page 10
"I' "1 confirmed In an interview with the Unit Manager
'~t;'l'!";: ' and the Director of Nursing on 2/9/11 at 10:30
-{ I' I AM.
I" !; 'I' I

1

(\: l;' -:' , 2. Per record review on 02108/11 at 4:30PM,
.~ .II, ' Resldent#67's care plan directed staff to provide
,lii' il'i I ROM (range of motton).to maintain strength for

~

'll" I,'
1.1 .J ,f 'I; i' the neck. PE!r ihtervlew with LNA staff on. ,'1.- 'I IJ 'I, ill "I, :",' (. 02108111 at'5:00 PM, ROM documentatIon Is

I f :1, II" ,I, \ ~oted. on th~.lNA'spar~ she,et. per further record
l~" r I '1' i " rey!~w ofth'e electrpr1c recordtl1ere W8$ no
, • .1 I '1 I,' .documentation to IMicate ,.thalo'staff were,

!" II, Ii 'i ':".' :::1' proyldlng ROM. Per int~rview on 02/09/11 at 1:03
.illl! I,:' I I,:, ', •• ' ,PMI'/the Dlr~ctor of1Nursmg confirme~that the

1~"ifilU. ;I'~}. '.: 1.,j; ,LNA's are not documenting the ROM, .'which Is a
fi I,:f~';!lll' ;:,' J :1 'Ii, :' sys~m Issue" and aeknowledged that there is no
1,~""'II'::I't:'j " I '"i i evidence to show. how and when the LNA's are'Ii' rl 111. "I!J I' .' R! 1Il11 " ' i' , " I_ providing OM.fl: lJ!:!~;I I -' \Fi3~9 1$83..25(1)D~U~. R~~I~eN I~ fREE FROM
; i\':r ': :~.!!i: ;SS~D UNNECE~S,ARY O~U<;3S . , .

~'Ii ]1~:,lll~,I i
l
; ;', " Ea9~ resident's drug .regimen must be free ,from

i I,4 i ' ,: ,I (.' unnepessary drugs .. AI) unnece,ssry drug IS any
'r \ IT ~,' .'1 ' :~:' druf;)when ,l:Is~~ineXc;~ssjved,qSl\l.(I~cl~~.ing.
'.J; III " I , Ii! (fupttcateth~rapy); r~tf()~~)(ce~~,~~duration; ortl'.~'\ ;»ithout adequate mMltorlr'lg; orwlthout adequate
J i "i ' Indications for Its use; or in the presence of;~.\Ii adverse consequences,whic~ indicate the dose
',,' I ; I' ; ~hoUld,b~,r~~~ced.o,r".~!sc~n\I~~~d;or ~ny ,
.~;,~:". '! :bo~~inatl()~sp1th~ re~so~~a~ove~
H'll
"
, I " . .... \ ,'. " . ,',.F~H;I:' ," · I " I Ba~e~oil a'~'!lpreh.~nsl~~a~s~$!!~ent~f a

l'I:li,t i:. ,;, '. '. ' ': ie$ident. the fapility must ens,ure that reSidents
liir:.!f!': ! h,!:," ;:~ ~~'hily~~ot ~f$~:~n.l!p'syc~4tl~dru,gsare not

.~.jli~.:ih..'i: .. :..1; ~ '."1..-'; . 9'1~~r.the.~:.,~r.~gs ..~n.I~Ss.~n.llP~.y,C"~tICd~llg ,Iltl"~II' : ',.li ,thetaRY is :necessa,y to 't~eat ,a ~p~~lflCcondition

...
'1," I 1

1
..1. 'I! j., t, .. as'dfagnose~~h~~oq.ument~d:'i~.t~(j'Cllnipal.",

!.1!: I,I!' ["II,. :r'a. 'crif(j. ana.'r~sidenfs Y.!ho'usea.n.tipsychotic ' '\! (,,' I. ,'I .. ' ~1,f1'.', 1'11'<: "',' /' " ,,',',: '.' ! ';, •• , .,. I

1111, l~l;~~6~,~~MS:2~~!(~~~~)P(~v()~$~~i~n~ ~bSoIe(&:; . , EventlD:YU9Y1,1
"I! 1<" I I' I~I~'" I I '. I,'~,I" ' ,. I'" r..••. 'It
1
,: II' I'.. ,I, ',i, , I:' .i\,., ,.... ,.', " ,',

'ill'I~;.~ I l~ l~t .I! f 111 ." ,\" .

i:',I.•}l,I;::' (:'
),"i':fJ;iill: I' . ~I ," .',- "I.:' i ; ;,'!"',' j:
~t .l~1'1 tt I,' I 'I ~ "i I

, " '.t,I~,I.I'I
,m~t'lf:l:!~;I I I.; '"
i~.";tiH,' ," '1': ""!I,,1 I" ",'~'.Ilf'l t ' .' I, I • ,"

l;{; 'i.: ! ' ''C" ..
, :.1 ",



1X6)
COMJ'LETION

DATE

p, 12/14

02(09(2011

PRINTED; 0212212011
FORM APPROVED

OMS NO. 0938.0391
(X3) DATE! SURVEY

COMPLETED

II conUnuatloll $~eet POlge 12 of 14

No. 8968

?harmacy report reviews will be
provided to QA to assure
compliance.

TO be completed by 3/911 1.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE: ACTION SHOULD BE

CROSS-RE;Fl:Rl:NCED TO THE APPROPRIAT~
DEFICIENCY)

F801lily 10: 47E008

STREET ADDRESS, CITY, STATE, ZIP CODE
677 WASHI~GTON STREET
MORRISVillE, VT 05661

F329

10
PREFIXTAG

B, WING

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

EVflnlID:YU9Y11, ,

475057

',' ~~---.:...'..." I

, I'

SUMMARY STATEMENT OF DEFICIENCIES
(EACH D~r:ICIEI'/CY MUST BE PRECEDED BY FUl.l

REGULATORY OR lSC IDENTIFYING INFORMATION)

, •• , . ~ (, l,j';

<' • .' _ .'. ' ", I .~~'

I.' ; '" , . I" ';,' -

Continued From page 11
drugs receive gradual dose reductions, and
behavioral interventions. unless clinically
Contraindicated, In an effort to discontinue Ihese

:, drugs.
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"\ .~ 1'1 t l ". '," r.' \'{ . 1" > '£~ ..'1:_~[~_'_1;J~~~;:i," ,i

',.;\V\,\~II, '
h\:l(!lll~'" ,'Mari 7, 2011 2:29PMI~"I'~ til, "d'"!!~~ll.dlI; ~l',,! i
l(:,t(:;':n!,:. :1 ~EPART~ENTOF HEALTH AND HUMAN SERVICES
1:,1",:jJI. 'I Ii CENTERS FOR MEDICARE & MEDICAID SERVICES
\~'!r,,111'11'11 I: ' II STATEMENT OF DEFICIENCIES (Xl) PROVlDER/SUPPLlER/CllA
~I'I:" ,I'li I' AND PlAN OF CORRECTION IDENTIFICATIONNUMBER;
, '. 1\" I : '
'I'" I'
r.!~~ltti'. ,ll .1"

~Il'fr:f;:!: NAME OF PROVIDER OR SUPPLIER

" I; THE MANOR, INC
!~'~:,':
"I' "Ii ,I., '''I.' " <
~ ,I
~! .~ ,.-
:\ I"t'
1 I"

':~.j I ~ ;

,j.. Ji :'
,~;I1" ,
l'~!I...Li.,:!'J I4r~I."!:I'", '

1,"' ...}..,.,!, Iii. :il~11II,i'.'.'.~:'.I;: ",;,' ! '.IS:II\J~lJl'J'.j' 1:: ,."!'Jr, 't

fff' I' , I I
" ,. ~1,..tI1'1".' .'I'l

i
.',.,'.','.':d ;."

1," ',:':,:', ~ ':~

,. I, ,j
hf-\ ill it 'I' " "t:: .;;,:d,,;:,:, ; l 11 Thls,f:{EQUIREMI=NT Is nol mel as evidenced
~.j'.'~,I'fl ••id, . ,,,,.11 'I 'h:'tJ:'ii ,i'l ,',.' d py: !;', :, ' " , ' '
If,1r;JI1'i;~ Ii"I it:; :,:', it eased on f~!Xird revieWand s~~inlervie\ys, the
~',,'IIi!, ill~ll! I", ,t,; I' " Jacilityfalled to assure that 1 ,applicable resident

I

,1 ;~,lt.I~~,.;'\i " (Resident #73) was, free from unnecessary

,
';~;I..{,.;r; I.' medications. Findings include:
!:j 'fl~ttr,li I
~ .(::,;I'fJ {f I (I'f I.,

fU'l;il ; !,' ,.. I': ','1!petrElcord teview, the facility failed to assure
"'rtl';\, r' ""I~: ", ,t~~~pharmacy recommendations for Resident
'I, 'I ,,#73 regarding a dose reduction of a pSYChoactive
't i'; : I, '.' medication ,w~refollow~d up orrby the physician,

Per review of.phy6leiannotes and orders, :'
Resi[1ent #73 had aninc:rease! ih the d~lIydose of

>' , lorazepam.(~n anli~am()ety me~!ca~cm)in July, ;
, ,2g1Q",1n Aug\l~t 2q~9.~he pharmacist review

I • recommended "a reduction of the Lorazepam
I ' : ~'ose~lse(HnJuly":.'On 10/1"5,/1'0; tfie pharmacist
, ' reView recoM~el')ded' "revisit lorazepam". The
I I ' : pharmacist'revlew n6te '6t'1121/11 :stilteCi "repeal

i' .'!I' ,,' ffie~three cqmments not responded 10." Following
i iii,' ~,i ' '!he 'pharmacist review ~m2nt11 there Is a
'1'1; ':;1 notation st~ting "no response 2-7". There is no
; .1:'.; ill' ' 'evld~nce follnd In lh$ record that the faoility has;if:;': I ~~~~;;-r:2~~~:~UP10 Ole

i,li) "j '.' in ah Intervi~w.on 21, 9/11 aU 0:20 AM, Ihe Unit
:11,:: ,I Maoager'ePnfirmed tha,t the ptlys!cia'n hasnot:1(' , · I ' .' ~pondeQtb'the'»harmacy recoi'nmendations ': I.!: ,JI~~d~t~e~iS~no ~ocu!rlehtatl~n01the physician I'



02109/2011

PRINTEO; 02/2212011
'FORM APPROVED

OMB NO. 09 • 391
(X3) PATE SURVEY

COMPLETED

Mar. 7. 2011 2:29PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
C RS FOR MEDICARE & MEDICAID SERVICES

ST~TE;MI:\IlT OF QEFrClENCIES (X1l PROVlDE:It'SUPPlIERICLIA
.AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

475057

(X2) MULTIPLE CONSTRUC'TION

A. BUILDING

B.W1NG _

No. 8968 P. 13/14

~E OF PROvrOER OR SlJPPlIl'!R

(X5)
COMPLETION

D••••re .

F431 The Spruce Unit PPD
boule was found to be dated on the
vial instead Of the box upon
inspection by the Unit Manager.
(Medication Nurse working on day
of survey was an LPN) All vials of
expired medication were discarded
on day of $\)r\'e)',

Monthly audits will be provided to
QA to assure compliance.

All residents are at risk. DNS or
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audits.
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1

,;'y.~G;,JI,,:!NO'" :=~':~~~~:l;::~~~ULL
,,',~ ,/. 1'\ '~EGUl.ATORY OR LSC IDENTIFYING INFORMATION)

t:?lll!l:j' I,::: '~3~ ~dn"nued From II"!!" 12
j~' !i;, , ;1,;";1' I !'E!vl~ltIn~ I~e lorazepam dose since the incr~ase .
pI " I ' II':'" .I in JUly 2010. S/he also confirmed that there IS no,~;!i~.dll;1.;i~'; " i: eVid,ence orthe'facility requesting physician follow

I,' 1,1111' '," ! ," • ,I • up to the pha. rmacy recommendatIons.
l~ I I' '. I " .'

\
',' t'll;:, " I' i J:' FA~1 483.60(b), (~), (e) DRUG RECORDS,
;~."i,~i;lh:'I::.' ~', .; SS-E ' LABEUSTORE DRUGS & BIOLOGICALS
:iNI'J'.,ilt 'A"I/'!'••..! The facility must employ or obtain the sel\lices of
f; i'll' a licensed pharmacist who establishes a system
1il:'f W'~ !: " I of'records of receipt ,an<ddispOsition of all:tl,j'if' I' r" ';j "con~rolle~,~rug~in suffi~ient detail,to ~nablean
,"'... ". :' a9~uratere9,qnciliation; an~d~~rminesthat drug
~:':I : •records are in ordeF and that an account of all

I

:;, , :.'! I controlled drugs is maintained and periOdically
.1l, ,. I reconciled.'

'! ~ I

" 'i'

"

.To be completed by 3/9/11.

"

r~;\ ~{)l}r(L~~ ~\~\\ \\

S.~~\~

, 1 i:' Drugs- and biologiCals used in the facility must be
,. , ",: , la!)eled in accordance with currently accepted

, ' , , I r' l,' professional principles, and include the:h ~I :':: (,:, ,;" I •. an,"", ropriate .aGlcesso,. ry" a..n,d caull,oni:lry ..,~t\\~~il'h~,'\1\ j 'I,' ; '~."~; , ' . i;s1ruetionsi and the,expiralion dal~ when.
'rll'~\l~!' ,I"" );: applicable,' ',,'

ft;'f ijJ!~.!',',; ;11'\ ' :1' II.:. j" t~~~P9~~a~cewi~ ~~a\e:an'~'Federallaws. the
I'lj~ ;;;,":p I i'l ..;~c,iHlY,Il'lU~t,s~oreall~rugsa.~d..~,lologi.c",I~jn",
I lij,: ,I) ;1';:' \ :' 'Ipcked CO!l}p~!1men~underp,r'?p.~r,~empE1llllure
t1H I !NI~'' !' I ::1;::1;' i i Ci(lnf~o'~,a~d p'er~l~ 9nlY aumQrlied per~onnelto,1..I."I.I.'.J!1.'1 1." . '.It.. i Hav#laeces.s ..;:t~.the keys.. ., . ''ll!Hi . '.1 " "iI"',. ',':fJfjl;ill; I' :1 .' ","+~efaci!jtymust prqvid$ $ep;arl.lt~IY,locked,
M~l.l..:i;.!l",.f;.;.! I:.' ":.;.;,' ,I,; ."i': ,p.erm.anentl{a. ',ffix~d..bo.m.'" partrhe.nISfors. to.'rage of .
':I'l!:,l,L: ~ : ':: " '~n~~olled d~~gs hst~,~'." ~ch,ed,u!e.'1~!th~
:!L~'::l'l,I' .qqmpr~hen~,~e DrLl~.A~us~p~v~nt,o".and."'in ,!d, ", . "c0'1trol Act oq97,6~~~'ot,h~r.~Ngs,'sub~ectto
.~. irJi'I\',li 1," ". .'a~ ..u.,.:~~.';'~~~p.t'lfl1.e'l.t~~:.f~c.I.hty u..s.es. 5.ln91,e u.n.1t
r"!'j ¥. ,: . !Pi;l9kagfJ dr~.9dlstrib!J.llor\ sys"tt:m.s In whlch..the ,
.1:,' . l ' I' . ~~~rilirY)!~redis,~in!~~!,a~d.~~:~I~singdos~ can
\,1, 1 ' :! ;tte r~a~I~1~~~ectea.. \ I, ", " , .

:; :,,1 'l' FOR~lCMS-2511i(~~:~9)preVioUIVertl~n$'Ob~~OICl EvenIIO:YU9Y11
.'\' d ,I " • ">', ..r '~.I ".' ~ ',: I "

I,'.:l' I, ' 1. ., :,' .'.' ;
I. l' , I, "

thlr.l"'lll' ',,' 'I . 'I:', : 1 " ., "j." .:'r: : ll"\:fl! ilL': ,;,' i,' 1""\";_'1 ,f _J. ':' ;:';:' ,.

:Pl{l~;fii: :n,,:( 'I:::'~':i :: I,;. , i. . .'

~r~!l~!t~ltl~:;'rl': ~::,',h i\:}'(," ;:"~';" ;-:-:;,;,' ;j',I, ".'"l;~;:~\I'II" ,'~ '11 1:1'), " oil.' ' ".\ Ii," ", ,; ,'.,
~:u .•~i", \.I1't -.'J" .!~;~.", i~.' '~~.',';!~UI;~:II, i1:j( ,;j, , "~I, H"
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This REQUIREMENT Is not met as evidenced
:by:. '
" Based on observation and interview, (he facility
failed to assure that expired and/or undated
medieatlons we~ hot available for resident use.
Findings include:

, : ;1..Per observation on 2/9/11,' the ;Spruce Unit
'meqlcallon refrigerator, contained a vial of opened

ii' " a~q,undat~d PPD t~berculI,nInnoculanl. This,' ,
I,: I ' m~rcatfonshoulq be dlscard8d ~OdaY$after
I .' .opening according tp manufacturer's
~i,'., ' . recommendation. The refrigerator also contained
~~l,i;"" fa ylC!11 of tet~nustoxo\d. labeled,~ith'an expiration
1::;'1" "'1' :' 'date'pt May 12, 2010, and a vial of Pneumovax
, ':": 1t~!'j.' vaccl!"e lab~led with ~~ expiration date of January
", I; , ' i ~2, ,2911. Th~ above findings were confirmed by
: Y~I!:\',\ji i'." Ithe'r¥1edicaUon'RN (Regi~tered'Nprse) at 1:15 PM
'I ".."'C'" on 2/. ~/11 .. ,. ,
T"il I'
U,:: . "Ii, "', :~illP~rgb$~ryatiq~.O~~~/11,. t~~EJ~ore.U~lt '

/,.',~<,Jm~dil,caUon ~f~lgerat?r oonlalned 1 vial of PPO: ' \,' Itu~ereullnInnocolant which was opened and
'(," 'undated. ThIs refrigerator also contained three
:,' vials of Pneumovax vaccine, all of which expired 'I, I, on 1~1i26t10.'A'ddition~lIy: severafcJlturettes '
! ;"", e~l~d in 2009 and 2010 were found on the
, ,rh~~,icatiq"stora9~,~OOI'l) she/,f, ~jl~ laboratorY - ,
: supp'lle~.T~e~bove~n~ing5wereb~)n~rm~d,~ith!

tfl~ QnitMa~agerDrl2/9/11 at 1:30 PM. ' '
\,
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