VERMONT
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 1D #: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,

SNONRTIANEN

Pamela M. Cota, RN
Licensing Chief

PC;jl

Enclosure

Disability and Aging Services _ Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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RIGHTS, RULES, SERVICES, CHARGES

‘The facility must inform the resident bolh orally

liand'in wriling in & {einguage that the resident

|- Understands of his or her rights and all rules ‘and

rregulatlons governing resident conduct and -
* .| fesponsibilities during the stay in'the facility. The
; faclll(y must also provide the resident with the

T nohce (if any) of the State developed under

§1919(e)(6) of the Act: ‘Such notification must be -
[ made prior.to or upon admission and during the
‘f-‘f fesident's stay. :Receipt of such information, and
| any amendmems to t, must be acknowledged n
. wnhng v

i - ..',', )
s .‘ ; L ¢

' The faclllty fust inform each reS|dent who is
" antitied to Medicaid benefits, in writing, at the time|. -

1 of ‘admission to'the nursing facility or, when the

‘resident becomes eligible for Medicaid of the
items and services that are included in nursing
facmty servrces under the State plan and 'for'

: whrch the resrdent may not be charged; those

 other items and services that the facility offers
-and’for, which the resident may-be charged and

A | thie amount of charges for those services; and

| intorm ‘each resident whef changes are made to
g the items and servlces specmed in parqgraphs (5)]

(r)(A) and (B) of this, se‘cnon -

IThe facility must mform ea&h resi&ent before, or
. tlat, the time of adriission; and parrodléaliy durmg )
| the "résldenl‘s stay, of services avallable in'the *

RH: acmry gnd of charges for, ihose seivices.,

. To further clarify the information we

_ resources, abuse/neglect, and
" marked, “Information about the

"~ “atknowledgement of receipt” checklist

- will be provided to the resident at the

- Dyring the M.arc'h 2011 resident council
| mecting, and | annvally thereafier, 8

"'} sbuse and neglect, annual facility -
| survey results and the necessary contact
| is posted will be conducted.

[ The residents will be offered a new
' capy of the Resident Rxghts The.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
o CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
'+ | STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA [ (x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
11f{ AN PLAN OF CORRECTION " IDENTIPICATION NUMBER: : COMPLETED
: A. BUILDING
476057 B. WING . 02/09/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
877 WASHINGTON STREET
MORRISVILLE VT 05861
~SUMNARY STATEWENT OF DEFIGIENGIES iD PROVIDER'S PLAN OF CORRECTION )
. (EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG 1| "' REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o _ DEFICIENGY)
F'000 | INITIAL COMMENTS F 000
R 3 ' _ On February 22, during Resident
'An unannounced on-site recertification survey Council meeting Resident #19 was
| was conducted from 02/07/11 - 02/09/11 by the made aware of the Vermont Long Term
| Division of Licensing and Protection. The Care Ombudsman Project, and was
following are regulatory findings.. given a pamphlet with instructions in
'483.1 0(b)(5) (1 o) 483, 10(b)(1) NOTICE OF F 156 how to make contact and what services

are available. Resident #101 and 104
were not present at this meeting and
were counseled 1:1 by the Social
Services Director of same.

currently distribute upon admission
regarding Resident Rights, area’
grievances, a separate and distinct item
Ombudsman”, will be added to the
that cufrently concludes the admission
paperwork. Inthe case of a
POA/surroga(c/rcpreScntatnvc sxgnmg

the paperwork, an additional copy of

time of admission.

review d:scussion of the Resident
Rights, Ombudsman, definitions of

information, and where this information

meeting facrhtaton will also remind the

@ DATE

T'TLE Lo

771

’of enby $(3iemenl end‘ ing with’ q a;hansk (')
orher ‘e3faguards prt
'} following the Baie BFisurvey whether or not'a plan of corre
days lollowmg the dale these documan!s are made avallable lo the facllit

program ‘part

nclpaﬁon ‘.; ey

: ¢ . .
1.', oy :-.n, I ,.L,,,. i

[

denotes a deﬂclency which the institution may be excused from correcllng providing it Is delermined thal
de sd{ﬁclem pro ecrlon $o the) pallonts (Sae inslruction=) Except for nurding homes, ‘the ﬂndlngs stated above are disclosable 90 days
clion is provided. For nursing homes’ the above findings and planis of correction ave disclosable 14
Y. If deﬂelendes are ciled an approved plan of correclion Is requlslte to contlnued

P E
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" .14} Ardescription of the requirements and procedures

. 11| for, establishing eligibility-for-Medicaid, including
'i| the ight to'requiest an assesstment under section

.| 1924(c) which determines the extent of a couple’s

te .

| legal rights which Includes:
| A description of the manner of protecting

"| section; .

.| toward the cost of the institutionalized spouse's
_'| medical care in his or her process of spending
" down to Medicaid eligibility levels.”. .~

| agency, the State licensure office, the State
*I ombudsman prografm, the protection and
| adv
| unit; and a statement that the resident may file a

| requirements include provisions (o inform and |

| institutionalization and atlributes to the community
| spouse anequitable share of resources which .

| misappropriation of resident property in the
| facility, and non-compliance with the advance
directives requirements.

o L vy gt L
| The facllity miust comply with the'requirements:
| specified in subpart I'of part 489 of this chapter
| refated to aintaining wirliten policies and *

I B

personal funds, under paragraph (c) of this

non-exempt resources at the time of

cannot be tonsidered available for payment

A posling of narhas; addresses, 3nd telephone
numbers of all pertinent State client advocacy
.groups such gs the Stale survey and certification

......

deacy natwork, and the Medicaid fraud control |
 complaint with thé-State survey aind certification

' agency concérning resident abuse, neglect, and

'

[

focedurés Tegarding advance directives. These' |

meeting will be posted in advance so

that the residents may be notified

Ongoing council meeting minutes will

continue to include that residents

asked if they have any questions or

.. concerns about their rights and if
anyone wishes to speax (¢ the
Ombudsman about an unsettled

grievance that they may have. This
information will also be documented in

the minutes,

 Copies of Resident Council meeting
minutes wili.be provided to QA to

assure compliance.

To be completed by 3/9/11.

FISL e Acepied 3l3i(n
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il 1 DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
185} '~ CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391
g | STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCYION (X3) DATE SURVEY
g - LAND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
ool et A BUILDING
AT
R B. WING _-
i 3 S 475087 ¢ 02/09/2011
Y i NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NS B2l . !
al el N 577 WASHINGTON STREET
RETE THE MANOR, INC MORRISVILLE, VT 05661
e (44} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *8)
vl PREF{X ., (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
i TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
R o . DEFICIENCY)
T SO e ‘
3"‘:{' ,“h,‘ i} F.186 | Continued From page 1 F 156
;di'” | . |including any charges for services not covered
'-"‘:Fi: ;;E; : } R -under Medicare or by the facility's per diem.rate. Residents’ of where our survey resuls
RARHE N ) . . are located for public viewing, The
i '| The facility must furnish a written description of . inclusion of this discussion at the

were
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PRINTED: 02/22/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES RFORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES oM 0938-0
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: : ‘ A. BUILDING
& | ’ 475057 B wina 02108/2011
A NAME OF PROWDER OR SUPPUER : STREET ADDRESS, CITY, STATE, ZIP CODE
. * 677 WASHINGTON STREET
a ‘T MANO INC : - :
e I HE R' % MORRISVILLE, VT 05881
T puyip " SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
I 'PREFIX ' (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
| R Y 'REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
ifh ! ; ) - ' . ' DEFICIENCY)
F 156 | Continued From page 2 _ F 156
. |'provide written lnformatlon to all adult resldents
' A ;concermng the right to accept or refuse medical
S “| or'surgical treatment and, at the individual's
| ° | option, formulate an advance directive. This A ,
EN . includes a written description of the facility's. . : ’
! 1 - | policies to implement advance directives and : ' B :
vy applicable State law.
i The facllity must Inform each resident of the ‘
L | name, spacialty, and way of contacting the - '
el : :physicianr respo'nsiblg for his or her care. _ ,
’ THIS PAGE LEFT BLANK

e The facility misst prommently display In the factlity
| written Information, and provide to residents and
] applicants for admission oral and written

. 'mformalron about how to apply for and use

: Medrcare and Medicaid benefits, and how to -
Pl recelvg refunds for previous payments covered by
S ‘sucLh beneﬁts ‘

l . _,. )
[ ||r,vrr.-.-lr;rr'\.‘ ' (A

This REQUIREMENT s not met a6 evidenced | )

o bY ‘
e Based on, staff and resrdent interviews (Residents |

" #19; 1018 104), the facility failed to educate

resrdéhts on thelr rlghts regarding how to abcess : '

State Survey & Cemﬁcatlon survey results, the '

'role of the Staté' Ombudémen ‘sind how to contact

,therﬁ and the State!s 800 nummbier t6 report

! cOncerns regardlng abuse heg!ect or

'mlsappropnaﬁon of property Findings Include:

'

Per intervrew on 2/7/11 at 2:00 PM with the
‘Regident Couricil Presfdent 03] 9), s/he stated that |
's/h Was riot awafé of tie following: ' 1) That . :
: résidénts were gble to access the State survey
| results or where they were posted, 2) Who the |
'Omibudsmar 1S and what their'rolé’is, 'and 3) " |
, That there i is a State 800 nurriber fo_r resldents lo ;

If conlinuation sheet Page 3 of 14
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: AND'FLAN OF CORRECTION

P
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No. 8968

P. 4/14

PRINTED: 02/22/2011
FORM APPROVED

OMB NO. 0938-0391

IDENTIFICATION NUMBER:

" 4750587

{X2) MULTIPLE CONSTRUCTION

" |A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

02/09/2011

- NAME OF PROVIDER OR SUPPLIER

M| THE MANOR, ING

STREET ADDRESS, CITY, STATE, ZIF CODE
677 WABHINGTON STREET

MORRISVILLE, VT 05661

(4 10
PREFIX

+ "TAG |

. SUMMARY STATEMENT OF OEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
" REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

PREFIX

TAG

PROVIDER'S PLAN OF CORRECYION

(X5)
(EACH CORRECTIVE ACTION SHOULD BE COMI;ALTEETION

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE

F 156

-|'as Resident Council President, I should know."

"|1104 on 2/8/11 between 10-10:15 AM, the
1 on-how to access the State survey results, who

Yool for reportlng resldentconcems

. | Resident Council) s/he confirmed, after reviswing
" | Resldént Couricll meeting minutes for the past
| year, that there had been no discussion/education

suryey results, what the Ombudsman’s role is-and|:

. ; how to contact them, and how to access the
|:State's 800 AUMber: '

] READILY ACCESS!BLE

the most recent survev ‘of the fac;hty conducted by
; Federal or State surveyors and any plan of
, :correctlon in effect with respeci to the facillty.

 The facility must make the results available for

: aooesslble to. residents and must post a notlca of ‘

Continued From page 3 _
_report concerns about abuse, neglect or

'misappropriation of resident property. After
“confirming the above, she stated to the surveyor,
“'Please tell me where these things are because
In addition, per interview with Residents #101 &
residents confirmed that they were also not aware

rthe ©Ombudsman is and the State's 800 number

Per mlervlew on 2/9/11 at 2 15 PM with the Soc|al
Worker (the person assigned to help facilitate

for residents on how they could access the State

483.10(g)(1) RIGHT TO SURVEY RESULTS -

A resldent has the right fo examlne the results of

i

iexamination. anxd 'musgt post in a place readily

f.thelr évailabllily

A ]

: P M P S

¥ ‘\l. bt SN " . !
l 1 ,,.. ‘.,, 11

hls REQUIREMENT IS ot met 8s evidenced
1%

v
.;bV

F 156

F 167

knew that they were there.,

On March 7 Resident #19, 101 and 104
were shown the location of the facility
copy of the State Survey & Certification
survey results by the Social Services

- Director., Resident #104 stated that he

LRI

" Evenl |o:v‘0m1-

......

Facliity ID: 47E008

It conlinustion sheet Page 4 of 14




L 2011 2:26PM No. 8968 P. 5/14
; DEPARTMENT OF HEALTH AND HUMAN SERVICES PR'FJE&A%Z&Z&QS
by CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A BUILDING
L 475087 B. WING 02/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 577 WASHINGTON STREET
THE MANOR, INC. ) MORRISVILLE, VT 05661
XD’ SUMMARY STATEMENT OF DEFICIENCIES i0 PROVIDER'S PLAN QF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
“TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
L DEFICIENCY)
F 167 | Continued From page 4 F 167
| Based on staff and resident interviews (Resldents
| # 18, 101, 104), the facllity failed-to ensure that During the March 2011 resident council
. resldents were informed that the most recent meeting, and annually thereafter, a
| survey results are avalldble for review by the review discussion of where the State
| residents or where the results are posted. Survey & Certification survey results
1 : h ’
, F"‘d"‘gs Include: may be accessed will be conducted.
Per Interview with the Resident Council President Copies of Resid i meeti
on 2/7/11 at 2:00 PM, s/he staled that she was miones will bo ;‘;;Vﬁgggig oAt
s+ 1"unaware! that the. State Survey & Certification assure compliance.
...+ 1| results are posted at the facility or where they are
R located In addition, per “nterviews with Residents T
"1 1104 & 101 on 2/8/11 between 10 -110:15 AM, © be completed by 3/9/11. w
ool |'both residents confirmed that they were unaware A b R
. [that they could view.the State survey findings or qu 90 ¢ EM
-+ .| where they.were posted.. Per interview with the S By ‘ W\%@N
e 7| Social Worker (the person assigned to help " : :
. .. . |facilitate Resident Councll) on 2/9/11 at 2:15 PM,
. 'she confirmed, after reviewing the Resident
“Councll minutes for the past year, that there had - |,
been no discussion regardlng how the residents
could access the surveyiresults or where they are ,
'posted. .| For resident £ icati
6 |'483.10(n) RESIDENT SELF-ADMINISTER FAT8| pomondon o medioations were
: DRUGS IF DEEMED SAFE g ,v S . 2/8/11. A locked box was obtained and
' An lhdeuaI résndsnt may self»a’dmmlster drugs if| ;;;;iﬁmom ware refyrned (o room an
the iq erdisciplinary team, as defined by " ‘
Y l§483 20(d)(2)(u) has deiermmed thal this ' " All residents are at i sk ' All residents
practlce I8 sa}e . . will be screened for self adiministration
. L of medication on admission. Consulting
Th' s REQUIREMENT ls s ot met as ewdented gha.""a?’m will monitor for screening
By - _ uring monthly reviews.
| Baged on observatlon mterwew and review of Covies of th " e
| régords, the facility failed to;erisure that a resident - Lopieso 0 ;P Armacy monitoring -
who seif-adminlstered medlcatlops was screefied ; "’p"“ls Wil be pm"'ded 10 QA to assure
‘appropriately by ar interdiscip linary team for 1 compliance.
; applicable re31dent (ReSIQent#BS) Fmdmgs ’ This will be completed by 3/92011

R FORM cms zse7(ozss) #re\nousVersions Obsolele e

"% Event m.Yuevnf

Facility ID: 47E008
FInu vou Accepled 31310
:s.mmwm\cﬁ(y\,co\fup.&

If continuatlon sheet Page 5 of 14




S a1 201 2070

DEPARTMENT OF HEALTH AND HUMAN SERVICES

P. 6/14
PRINTED: 02/22/2011

No. 8968

e FORM APPROVED
: CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
: : STATEME F DEF
N ot R e T
b ‘ A BUILDING
415057 B VNG _ 02/09/2011
[ e oF PR°V‘°ER OR SUPPLIER STREET AODRESS, CITY, STATE. ZIP CODE
THE M ANOR iNG 577 WASHINGTON STREET
_ MORRISVILLE, VT 05661
sk g ;F(() m‘t .| SUMMARY STATEMENT OF DEFICIENGIES D ' PROVIDER'S-PLAN OF CORRECTION X5)
.1l PREFX |  (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
1) TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE OATE
t O ‘ DEFICIENCY)
! }‘ !‘&' ‘A,EET:,WG Co‘ntinued From page § F176
f T=‘J{ o |ndude :
i 1N
Tl . |1 Per observalion during the aﬂernoon of S
|+, |02/07/11 and during the day on 02/08/11, the =7 2 Cove base installation has been
Bl o - | following medications/supplements were on the : completed in rooms for Residents #25,
41 1% |bedside table of Resident #88: Nature's tears, 27, 69, 88, 42, 53.
* X Fibermucll, Resverstrol 100 mg (milligrams), and -
. | Memory & Brain w/ Acetyl L-Carnitine [contains To upgrade the quality of Residents
‘ Vitamin A, D, ginkgo, turmeric, and bacopa), A living interior 22,000 square feet of a
+ .| physician's order and nursing note dated 09/20/10 high grade vinyl wood plank flooring
. . |states "may have Nature's tears at bedside, - product and 8,610 linear fect of cove
- noted meds jn Med room on gpruce unit - no base that encompassed residents rooms,”
peilo locked-area in room for suppiements.. Per record ‘hallway snd common areas was
. | review on 02/08/11 at 4:30 PM, there was no installed by a contractor. The project
" |-nursing assessment to determlne safe ' began in July 2010 and proceeded
. self~adm|n|strat|on nor was there a written care . through September 20, at which time
© | plah that'addressed the storage of the ‘with all the flooring installed the
.+ ,imedication/supplement. Per interview 2/8/11 at contractor left to go fulfill other
4 15 PM, the DNS (Director of Nursing Services) contracts but with the intent to return to
i cdnﬂ med there:was no assessment or care plan the project in three (3) weeks. Atthe
. for s It admlmstratton of medications, nor should end of three weeks The Manor made -
{1 |4 the rrieds bie left.on the bedside stand. - « several attempts to initiate the
i 483 15(h)(2) HOUSEKEEPING & F 263 . completion of work by the contractor
5B MAINTENANCE SERVICES ., .| who maintained that the return would
j ‘ be scheduled. By November :
A ML The faclllty must provnde housekeeping and . 2010 it was obvious they would not \
5 mamtenanoe serwces necessary to maintain a . return 2nd the decision was made that
s sanitary orderly and comfortable interlor. the project would be completed by the
/ « _ . facility Maintenance staff. This project
oo ! ' _ began and was scheduled amongst other
R TR This REQUIBEMENT IS not met as evndenced _ routine maintenance throughout the
~ ! e byl _ building. . At the time of the survey
b - ‘ Based on observatlon and staff intervlew the’ , 7,826 of the 8,610 lincar feet had been
i facmty failed to mairitaira comfortable interior for |, installed. Although, a handful of
L | 5f 3 reSIdentroomE (Resxdenls 3‘&25 27 69, resident rooms had not yet been
P . 88 42 53) Flndmgs include L - completed, they were not being ignored.
1 During intewlew on 02107111 at 12 noon To be completed 'by,3/9/l .
. Resident #26 stated that the base bo;-lrd which o .

“* EvenlID:YUBY11

Facltrtyln 47Eoou .

Fasy Otsc, »’cwup\&d Blalu
- Sonmon

1
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© DEPARTMENT OF HEALTH AND HUMAN SERVICES. PRINTED: Jarzz01)
: " NTERS FOR MEDICARE & MEDICAID SERVICES | OMB NO, 0938-0391
] sTaTEM NT OF DEFICIENGIES X1) PROVI
" | AND PLAN OF ComrieCrION P N TEIGATION MONBast (2) MULTIPLE CONSTRUGTION O e
il ‘ ' , A. BUILDING
A 475057 8 WING 02/08/2011

' NAME OF PROVIDER OR SUPPLIER

cual STREET ADDRESS, CITY. STATE, ZIP CODE
Ul . iTHE MANOR. ING

§77 WASHINGTON STREET
MORRISVILLE, VT 06661

--*_‘ (XG)ID\
it Q: PREFIX
it

TAG *;

. SUMMARY STATEMENT OF DEFICIENCIES
- (EACH DEFICIENCY. MUST BE PRECEDED BY FULL
' REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TQO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

o f F'zsé

" [ was missing, "has been this way since August’
‘| and would be happy if it was repaired. During

; ‘.COMPREHENSIVE CARE PLANS

- The facmty must develop a comprehenslve care
A plan for each resident that includes measurable
) objectlves and timetables to meet a resident's

. { needs that are ldenﬂﬂed in. the comprehensive
© | dssessiment.!

' The oare plan muet descnbe the services that are

|'highest practicable physical, mental, and

Co'ntinUed From page 6

‘further observations on 02/07/11, in the
afternoon, the base cove [base board covering]
'was missing, exposing torn dry wall material in
the rooms of residents #25, 27, 69, .88, 42, and’
53. Per interview on 02/09/11 at 9:45 AM, the
Director of Maintenance confirmed the above
observations.

483,20(d), 483.20(k)(1).DEVELOP

A faclhty musl use the results of the assessment
1o develop. review and revise the resident's
comprehensive plan of care.

medlcal .nursing, and mental and psychosocial -

to be furmshed lO at;am or malntain the resldent‘

psychosomal well- bemg as requured under
§483.26;and dny Serviges that would otherwise
be. requlred under §483,25 but are not provlded
}due to the reslqenl's oxercise: of nghts under y
§483 1 0, includmg thé rlght to refuse treatment
under §483 10(b)(4)

i
(

This SEQUIREMENT‘ is ot met as evidenced |
by ;
.Based on | record review and staff interviews, the
facility falled to assure that a'care plan was

devel ped fof use of an indwemng catheter for 2

x"lH

F 263

F 279

F279  For residents #110 and
#98, care plans to reflect use of *

foley catheters were completed on
21111,

All residents are at rigk, All
 residents. will be screened on
. .admission for foley catheter use
_ _and care plan developed at that
time. Infection control nurse will
audit for carc planning when domg
.monthly survelllance :

Completed audits will be provided
to QA to assure compliance,

To be completed by 3/9/2011.

- F814 00C Aweghed 3(zily

S By A |
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F 279 | Continued From page 7 F 279
, applicable residents In.the Stage 2 sample
| (Residents #110 and #98). Flndlngs include:
1: Per record review on 2/9/11, Resident #110
was hospitalized on 2/3/11, and returned to the
- facility on 2/4/11 with a Foley catheter in place.
.| The resident's prior admission in January 2011,
. | did not Include Foley catheter use. Per further
' | record review, the Plan of Care did not address
-+ 1| the'use and care of the catheter for this resident.
N ‘Per pn(erview.on 2/9/11, at 11:50 AM, the Director
" | of Nurses confirmed that a care plan had not
' "| baen developed to reflect the indwelling catheter
for this resident. .
.| 2. Per record review, Resident #98 was .
re‘admitted to thie facility on 12/24/2010 after a
hospltallzation, with an indwelling Foley catheter. ! :
" | Pér review of the care plan on 2/8/11, the care !
'|;plan‘stated a Foley catheter was in place, but - '
. | contained no parameters for the provision of
‘cathéter care or Foley catheter maintenance. Per _
interview with the Unit Manager on 2/9/11at _ ) .
11:40 AM and.the Director of Nurses at 11:45 252;: lMDFgr ;:s“}mts #ll 10 and
AM, each confirmed during interview that a care : wero in l; ) ';f ozr“c;/tlxeter use
plan'was ndt developed to reflect measurable | place by 271571
‘objectives or spacific Interventions related to the |: . .
use of the indwelling Foley catheter. . ;‘:L’i;z’:fe""ﬁf:’ at risk. :lfl ol
483,20(K)(3)() SERVICES PROVIDED MEET F 281 l $ Will be f’?"'}e or foley
PROFESSIONAL STANDARbS , catheter yse on a n‘ussmn and
orders will be obtained at that time.
g8 Infection control nurse will audit
e The servlcss prowded or arranged by the facility .
" imust heet pi'ofesslonal standa)‘ds of quality, for orders during monthly
. surveillance.
. ng \REQUlREMENT. is"hot met as evldench 5 Completed audits will be provided
D ; \ to QA to assure compliance,
: lBased on record rewew ind staﬁ‘ mtewlew, the ' | '
R \fa.clhtﬂ ‘tailed o follow professional standards of To bo complered by 3/9/11.

! FORM CM&25 '}(02 :94) PmlousVeranom‘Obwle(e :
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PREFIX |
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F 281

'
i
i

pra fice by not obtaining a complete physician's
- order for an indwelling Foley catheter for 2
2 resldents (#98 #110).Findings include:

* 1 Per record review on 2/9/11, Resident #98 was
"I re-admitted to the fagility on 12/24/10 from an
{'acute care hospital with a Foley catheter. There

| were no physician orders for the catheter in the

| note states that the Foley catheter was leaking

catheter On. 12/27/10, & physiclan's order was
+ | obtained from the resrdent‘s primary care

| ingontinence....change Foley catheter every 1

| information regarding type of Foley catheter,
. diameter size of catheter or size of balloon. Per

K :Nurses confirmed that there was no physician's:

O ‘an incomplete telephone order was obtained.
' Befer also to F279.

12 Pet- record review ¢ on 2/9/11, Resident #110

i returned to thie faCIIIlY on 2/4/1 1’ after a brief- *

o hbsprtalrzallon, with ah mdwellmg Foley catheter
| Ini plate. Per’ revlew of the h05p|tal discharge

s xracords and other physrcvan orders, there was no

| docutentation 'at the fime of readmission for the

‘catheter use.” On 2/7/11; the Directr of Nursing |

|.ca eter" The resident had tha Fpley catheter in
, place for 4 days wrlhout aphysrcran‘s oider, and

: was mcomﬁlete for the size of catheter size. qf

r 11 55 ‘AM, the Dlrector of Nursrng conf‘ rMed that

Contrnued From page 8-

discharge information. On 12/26/10, a nurses

‘and was replaced with a 16 F (French) Foley

physician which stated ‘Foley catheter for

month and as needéd'. The order contalned no

rnter\/rew on 2/9/11 at 11,45 AM the Director of

order,in place from 12/24/10 untjt 12/27/10, when

.obtaifed 4 telephané order to "¢ontinue Foley

:then'on 207114 when; an order was obtauned it

1balioon, and’ orders. regard‘ ng frequency of
replacing the catheler. Pér interview on 2/9/11 at

F 281

vl THIS PAGE LEFT BLANK
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[ 1 SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION)

PREFIX

10 PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
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DEFICIENCY)

TAG

(x8
COMPLETION
DATE

F 316
88=D

S

" | Reference: Manual of Nursing Practice (2010)

" | Wilkins (3th edition) Pg 16-17

f.
v Based on the comprehensnve assessment ofa

| 9. dooumentatlon to ensure provnsuon of passive

| With 2'LNA's on '2/9/11 at 8;20 AM and 9:30 AM,

"t document passive r.
‘ applxcatlon of splints. They also stated that

| were unabié 1 provlde it The findings were

|
Contlnued From page 9
the resident had no physlcfan order for the use of
the catheter for 4 days, and then had an

. Incomplete telephone order on 2/7/11.
'Refer also to F279.

Wolters Kluwer Health/ Lippincott Williams &

483.25(e)(2) INCREASE/PREVENT DECREASE
N RANGE OF MOTION  * - -

\

résident, the facllity, must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion.

-

Thls 'REQUIREMENT is not met as evidenced
by: -

. /| Pe record review and staff Interviews, the facility | .
Lo falled to ensure provision of range of motion,
- splint appllcation and/or document refusal of cars
for2 of 4|’es|dents in the targeted sample

- (Resldent #1 &#67) Fmdingé Include:

1 Per record ravnew and staff interviews, there is

rarige ‘of motndn and sphnt appllcptuon for -
kesldent #1 Staff interviews were conducted

[e§pectlvely, and th%stated they did not
ge of motion and the

Resldent#1 frequently bacame combative when
passwe rangé of fotion was atfempted and théy |

F 281

F 318

F318 . Forresidents #1 and #67
ROM and splint use will be put into
LNA documentation in ECS system
by 3/7/11.

All residents are at risk. All
remdents put on or removed from
ROM or splint/ brace prograins will
be identified by nursing and
therapy, and ECS LNA charting
will be implemented by 3/7/11. -

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

To be completed by 3/9/11.

£31H e Acceghed 3310
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| F.318| Continued From page 10 F 318
: confirmed In an interview with the Unit Manager
and the Director of Nursing on 2/9/11 at 10:30
AM.
o 2. Per record review on 02/08/11 at 4:30 PM,
CER Resident #87's care plan directed staff to provide
o ROM (range of motion) to maintain strength for
st il v | the neck. Per interview with LNA staff on
o[l e 1] 02/08/41 at6:00 PM, ROM documentation s
I e 41| noted on the LNA's gare sheet. . Per further record
! i | i 11| review of the electronic record there was no :
i 1 1 ie s ii| documentation to Indicate that staff were . .
i hg;-; ' 1, | providing ROM. Per interview on 02/09/11 at 1:03
| Lol YL PM, the Director of,Nursing confirmed that the ._ ‘
gl 1Y L L LNA's are not documenting the ROM, 'whichisa | - F329 Fo
e ‘ COVAD R LIV XY ‘ : . r resident #73,
’ i34 i o ystem Issué” and acknowledged that there is no interview survey t:am hcumpg was
fhe "4 .} evidence to show,how and when the LNA's are " informed by Unit Manager that
e o, b . | providing ROM. ‘ : " physician office had been called
L 1483,25() DRUG REGIMEN IS FREE FROM F329) gbgm pharmacy recommendation
UNNECESSARYDRUGS | tyios and feed once withmo
R response from physician noted.
| Each resident's drug regimen must be free from . ponse from physician noted
.| unnecessary drugs..An unnecessary drug is any : Unit Manager faxed
‘1| drug when used in éxcessive dose (including , recommendations to physician
. | dupticate therapy); ‘or for excessive duration; or again on 2/9/11 with answer
Without adequate méhitoring; or without adéquate obtained on 2/11/11
indications for its use; or in the presence of ‘
| adverse consequences which indicate the dose All resid . . ,
| should be reduced o discontinued; orany . | Dieciorwas noifeaziontar.
i ?C‘?’f'?!’i"?‘i‘?’.,‘s of the reasons a‘3°“’ef ‘, ‘ issue, and will provide education to
.| Based on = comprehensive ssessment ofa Keonagementwill ontnue to
'] tesident, the facility inust ensure that residents ‘ review pharmacy reports monthl
' }W-h‘? have nol used gnl fprsyqbqt‘lqdrzugs arenot and folll:)w u w)i,th ph icia(:l g
gf:vé,h these drugs unless antipsychotic drug ' about an regommepdyf' *
thérapy is fiecessary to treat a'specific condition Y ndations.
‘| @8 diagnosed ang documented in the clinical
| reicard; a}ngj residents who use antipsychotic
"55_7'(62% Prewfiﬁsi\léfsiqn;fi!)béole('e;? R T Event D:YUSYH Faglity ID: 47E008 . If continuatlon sheet Page 11 of 14
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. F 329 Continued From page 11 : F 329 .
: drugs receive gradual dose reductions, and - : Pharmacy report reviews will be
behavioral interventions, unless clinically provided to QA to assure
© | contraindicated, In an effort to discontinue these | compliance.
§| drugs.
T

To be completed by 3/9/11.

F204 0oL Auwepled 3310
AnertaN

- o S. By RA
This REQUIREMENT s not met as evidenced

. ,.'| Based on record review and slaff interviews, the
.. .-} facility failed to assute that 1 applicable resident
(Resident #73) was: free from unnecessary

' medications. Findir}gs Include:

* 11! Per record teview, the facility failed to assure
... | that pharmacy recommendations for Resldent
* | #73 regarding a dose reduction of a psychoactive
medication were followed up on:by the physician.
Per review of physician notes and-orders, ;- .
Resident #73 had an increase’ii the dally dose of
 torazepam (an anti-anxjety medication) in July,
12010,. In August 2010, the pharmacist review
" f récommended "a reduction of the Lorazepam
‘| dose raisedin July”. "On 10/15/10, the pharmacist|
| téview recommended “revisit Lofazepam". The
b4 0| phirinacist review note of 1/21/11 stated "repeal
1 1« - | the three comments not responded to." Following
L' s | the pharmacist review on 2/7/11 there Is a

i L7 L L R e e

LD il | notation stating "no response 2-7°. There is no
3 . 1‘ = evi'q#nce found.in the record that the facility has
o

MBi | requested that the physiclan follow-up to the
AR abg\‘lle phammacy recommendations. .
B A L At :

'} in af interview on 2/8/11 at 10:20 AM, the Unit
| Manager confifmed that \he phiysician has not
.| responded to'thé pharmacy recommendations

s - and thére sno documientation of the physician |
. FORMIGMS-2667(0209) Previous Varsions Obsolete  Evenl 1D YUSY1 Facllity ID: 47E008 If continuation shest Page 12 of 14
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reconciled.

' LABEL/STORE DRUGS & BIOLOG|CALS.

The facllity must employ or obtain the services of

| a licensed pharmacist who establishes a system

 of records of receipt and.disposition of all

' fcontrolied drugs in sufficient detail-lo enable an
'| ageurate reconciliation; and defermines that drug

records are in order and that an account of all
controlled drugs is mainbined and periodically

¢

' Drugs and blologtcals used in the facility must be
| labeled in accordance with currently accepted

| professional principles, and include the

'| apptopriate accessory and cautionary .

.instructions; and the»explratlon date when

s ‘applicable.’

In accgrdance wu‘h S;a{e and Federal laws, the
‘ faclllly '
‘ Iocked compartments under proper temperature
(] controls and permit only authorized personnel to,
e have access to the keys

must store alf (drugs and. blologicals in .

The facmty must provide separately locked,
| permanently affixed comparirhents for storage of
oqntrolled drugs listed in Schedule 1 of the
| Cornprehensive Drug Abuse Prevention and
| Gontrol'Act of 1978 and'othat ‘dfigs subject to'
: abuSe eXcept When the faclllly uses single unit
| package dfug distribution systems In which the
g quanmy ‘stored is mmlm?l and a: missmg dose can

\be readlly detected

r o
. '

© of survey was an LPN) All vials of
expired medication were discarded
on day of survey,

All residents are at risk. DNS or
designee will perform monthly
audits.

Monthly audits will bé provided to
QA to assure compliance.

A’I:'o be completed by 3/9/11.
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(x4) o' SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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) QEFICIENCY)
', Contlnued From page 12 F 329
rewsltlng the lorazepam dose since the increase - F431  The Spruce Unit PPD
Ain July 2010. S/he also confirmed that there is no bottle was fouﬁd to be dated on the
!| evidence of the'facility requesting physician follow vial ingtead of the box upon ’
'{ up 10 the pharmacy recommendations. inspection by the Unit Manager.
[ 483.60(b), (d). () DRUG RECORDS, F 431 (Medication Nurse working on day
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ET
i

* | 'date’ of May 12, 2010, and a vial of Pneumovax
5 L1122, 2011 The above findings were confirmed by
el U on 210,

. 2 Per observatlon on 2/9/11 the Eimore Unit

- . undated This refrigerator also contained three

|:medication storage room shelf with laboratory”

vaccine labeled with an expiration date of January
the Medncatlon RN (Reglstered 'Nurse) at 1:15 PM

[ N ta

mgducation refrigerator contained 1 vial of PPD.
{tuberculin irndculant "which was opened and

via!s of Pneumovax vaccine, ali of which expired
on 11126/10 ‘Additionblly; several cultureftes
explred in 2009 and 2010 were found on the,

supBIies The above findings weré obnﬂrmed with
the Unit Manager orl 2/6/11 at 1:30 PM.

T T b T iy !

ot A

Bp AT I i ;&t T :: SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 06)
RIS FREFX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
i | i TAG - Reeumonv OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i 2 b :J‘ ' (‘l “ . ‘ OEF|C|ENCY)

g W ‘F 431’ Zé‘ontjnued From page 13 F 431

“1 Y ': ’ . . .

LI o “This REQUIREMENT is not met as evidenced

g S by:

‘? '’ | Based on observation and interview, the facility

i failed to assure that expired and/or undated

b medications were hot available for resident use.

o Findings include:

“' ©, |..Per observation on 2/9/11, the Spruce Unit

g 1+ |'medicalion refrigerator contained a vial of opened

i LI - and ‘undated PPD tubereulin Innoculant. This ‘

iﬁ-‘ A : ; medicalfon should be discarded 30 days after THIS PAGE LEFT BLANK

‘;; - .| opening according to manufacturer's

i .| recommendation. The refrigerator also contained

H ) {a vial of tetanus taxold, labeled withan expiration

cms 2sa7<ons} Pfevlous versmns Obsolele
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