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F 000 | INITIAL COMMENTS & 000 This p[an_of Correction is the center's
gred_lbiet?ll'egatg}n-.of ":cjmgiian_cfe_t.hi :
o + 3 oy reparafion and/or execution o S plan
A receruﬂcation surve){, W-a.s @nduded at dee@ not constitute admission or a re%r'n'ent
Waiel'\ﬁew Vi;!a REhabl“tation Hnd Heaiihcal’e bH the roul'der Qf the truth of the acts
Center on 1/27/2025 through 1/31/2025 to _ . a%eged or concluslons set forth In the
dstermine compliance with 42 C.F.R. Part 483, Statement of ggglcggggggajgg planof
requirements for Long Term Care Facllities. State | Solely becanse It 1 roquired oy prov__l'siqn%
hcensure and emergency. preparedness sUrveys of federal and state lay,
were also conducted at this faciity, -
Deficiencles were identified s a result of this
survey.
F 569 | Notlce and Conveyance of Parsonal Funds F 869/ r 569 | 21142028
8B CFR(s): 483.10(f)(10)(M)(v) Resident 1D #'s 15, 18, 32 fmi 47 or Fbeing
' i 3 - - representative have received notice of being
§483,10(7)(10){lv) Notlce of certain balances. 995;;". the Medicald allowed amount,

The facilify must riotify each resident that receives
Medicald benefits- _

(A) When the amount it the resident's acoount
reaches $200 less than the SS1 resource limit for
one person, speciiied in section 1811(a)(3)(B) of
the Act;'and

(B} Thet, If the amount in the account, in addition
to the value of the resident's other nonexempt ‘
resources, reaches the SSI resource limit for one
person, the resident may lose ellgibility for
Medicaid or §51. '

§483.10(f)(10){v) Conveyance upon discharge,
aviction, or death,

Upon the discharge, eviction, or death of g
resident with a personal fund deposited with the
facility, the facility must convey within 30 days the
resident's funds, and a final accounting of thoss
fuhds, to the resldent; or In the case of death, the
individuai or probate jurisdiction administering the:
resident’s estate, in accordance with State law,
This REQUIREMENT s not met as evidericed
by

All residents uith a PNA account recelving.
Medlicaid benefits have the potential to be
affected by the alleged deficient practice. The
facility completed a facility wide audlt by
running a trial balance of accounts to
determine current amounts and that
notification to the resident or represeritative
was completed for the month of February,

‘The faclllty completed n-service tralning to
the Accounts Receluable Assistant to revlew
the monthly process of running the trial.
balance of accounts and sending notification
ta the resident o regfééentatiue when assets
are within $200 o6f the Medicald allowed:
maxlmum of $4000, The Administrator /
Regional BOM or designee will audit the
Medicald PNA trial balance of accountsto
tdetermine current amounts and that
notification to the resident or representative
was completed on a monthly basls,

The results of the Medicald PNA Tria| Balance
Audits will be reviewed at the Quallty
Assurance Commlttee Meeting to ensure

on ul_nF compllanice, untlt compliance is
jmaintained,
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LABORATORY DIRECTOR'S OR PRO\RDERISW SENTATIVE'S §16

Any teficiency statement anding with ;r;ﬁ%aa?fék {*) denotes a defic

other safeguards provide suficient pra:tfion to the pattents. Slructions.)

following the date of survey whelheror nol a plas of cortection Is provided, For nursing homes, the above findings and plana of carrecticn a
days following the date these documents are mada avaBable o the facliity. If deficlencies are cited, et upproved plan of correction e requi

program partlcipation.

}

the institution may be excused from correcting providing It fs
Except for nursing homes, the findings stated above ara dis

re disclosablo 14
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Based on record review and staff interview it has
been determined that the faciiity failed to notify
each resldent, or resident representafive, that
recelves Medicald banefils when the amount In
the resident's account réaches $200 less than the
Social Security income {(S81) resource fimit for 4

-of 4 resldents reviewed with over $4000 In

personal needs funds handled by the facllity,
Resident ID #s 15, 18, 32 and 47.

Findings are as follows;

Record review of Title 210-Execttive Office of
Health and Human Services, Chapler
50-Medicald Long-Term Services:and Supports
(LTSS} under section 2.4 (G} of the *Uniform
Accountability Procedures for Title XIX Resident
Personal Needs Funds in Community Nursing
Facilities, ICF/DD Facliitiés, and Assisted Living
Residences" requires that the faciiity shall: "...
(10} The nursing facility must notify the resident in
writing when hisfher balance reaches $200.00
less than the resource 2ligibility guideling, that
Medicald eligiblity is jeopardized if the account
exceeds the guideline [4,000].."

Review of a facifity document fitied, "Trial
Balance...Balances as of 1/27/2025" for the
foliowing residents states In part:

- Resident |D #15 has a current balance of
$4,620,79,

- Resident ID #18 has a current balance of
36,188.21.

- Resident 10 #32 has 4 current bajance of
$5,214.10.

F 569

=
T

QA=
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F 568 con't 211142025

The Administrator Is responsible for ensuring
ongoing compliance.

FORM CMS-2567(02-95) Previous Varsiona Obsolele EvantiD: 080411

Fa

chlty 1 415042 if continuation sheet Page 2 of 48



DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/07/2025
FORM APPROVED
OMB NO, 0938-0381

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

415042

[*2) MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

(X3) DATE SURVEY
COMPLETED

8113112025

NAME OF PROVIDER GR SUPPLIER

WATERVIEW VILLA REHABILITATION AND HEALTH CARE GEN

STREETADDRESS, CITY, STATE, ZIP CODE
1275 SOUTH BROADWAY
EAST PROVIDENCE, RI 62814

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES.
{EACH DEFICIENCY MUST BE PRECEDED RY FULL
REGULATORY OR LBC IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED T0 THE APPROPRIATE
DEFIGIENCY)

(%5}
GOMPLETION
DATE

F 569

F 668
58=E

Continued From page 2

- Resident 1D #47 has a current baiance of
$4,454.51.

During a surveyor inlerview on 1/28/2025 at 8:37
AM with the Account Recelvabla Assistant, Staff
A, she was unable to provide avidencs that the -
above identifled residents were nofified in writing
when their account batances reached $200 less
than the 58I Medicald eligibility resource limit
{$4,000),

Services Provided Meet Professional Standards
CFR(s). 483.21(b)(3)()

§483.21(b){3) Comprehensive Care Plans
The services provided or arranged by the facllity,
as outilned hy the comprehensive care plan,
must- _
{1} Meet professional standards of quality.
ghls REQUIREMENT is not met as evidenced
¥
Based on surveyor observations, record review
and staff interviews, It has been detérmined that
the facility falled to mest professional standards
of quality relative to following physiclan's orders
for 1 of 1 resldent reviewed with refusals of
medications, Resldent 1D #3, 1 of 1 resident
reviewed with an order to nat have siraws with
Hquids, Resident ID #52, and 1 of 5 residents
reviewed with an order for insulln parameters,
Resident 1D #93. Additlonally, the facliity falled to
meet professional standards of quality relative to
1 of 2 wouna dressings observed, Resident ID
272, -

Findings are as follows:

According to Mosby's 4th Edition, Fundamentals
of Nursing, page 314 states in part, *..Tha

F 589

F 668

F658
1. Restdent iD # 3 was discharged from the

2/11/2028

facllity on 2/10/25,

All residents recelving medication have the
potential to be affected bP the same alleged
deficlent practice, A facility system change
was reviewed with the DNSand NP at the
facility, Anaudit running a “refused
medicatlon ltst[n§ report wifl be completed
and revlewed to determine If there are any
trends in refusals and that the Ifrouider (NP)
is aware of the refusals, The NP ulil be
signing the report to show a review of the
refusals and any recommendatlons for order
changes. '

The nurses and CMT's have recelved in-
serulce education on Medication Refusals
and the need to notify the MD of the refusal
and document the notification In the
progress notes, The DNS/ deslgnee will runa
refused medicatlon report to ldentify any

.resldent that is refusing medication arid

audit to determine that the MD was notlifted,
and it was documented. The DNS or designee
will review the report with the NP.

The results of the Refused Medication Audit

will be revlewed at the Quality Assurance
Commitiee Meeting to ensure o_ngo‘m?
compliance, until compilance is mainfained.
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physiclan is responsible for directing medical '
treatment. Nurses are obligated to follow The Dlrector of Nursing is responstble for
physician's orders uniess they believe the orders ensuring ongolng compliance.

; .
are in error or would harm the clients... 2. Resident (D # 52 has had the order for no

straws discontinued after revleiing with the

1. Record review ravealed Resident |2 #3 was speech therapist,

admitted to the facilty in November of 2024 with Alt resldents with orders for no straws have
dlagz]oses' inq!l_.rdmg, but nat limited to, , the potential to be affected by the same
Parkinson's disease (a chronlc and progressive- alleged deficlent practice. A facility wide
movemerit disorder) and hyperterision (high blood audit of an order isting report revealed that
presstre), there were 3 other residents with no straw

orders,t"{;he fﬁcillt%1 had the speech theraplst
. ) ensure thatt i .
Record review revealed the following physician's 7 e ordersioare hacessary
otders dated 11/27/2024: The nurses, and CMT's recelued in-serulce
: tralning on ensuring that If there is an MD

- Amiodipine (a medication prescribed to treat grder for No straws’ egﬂ‘;g:g efollowed as

high blood pressure) 10 MG (milligrams), give 1 .
f order listing report to determine If an
tablet daily. regldents hguegrders for “No Strams’yanci
randoml% audlt to ensure the orders are
- Lisinopril {a medication prescribed fo treat high

owed by observation,
blood pressure) 40 MG, give 1 tablet daily. :

{ belng fol
W The results of the No Straw audits will be
g ﬂ reulewed at the Quality Assurance

- Mefopralol Succinate (a medication prescribed Committee Meeting to'ensure ongoin?
to treat high blood pressure) 50 MG, give 1 tablet compliance, untll compllance Is maintalned:
daily..

The Director of Nursing Is responsible for
ensuring ongoing compliance.

3. Resldent 1D # 93's FS for 1/31/2025 was
reported to the MD and orders for additlonal
insulln was obtalned. A Late entry note was

- Multivitamin, give 1 {ablet dally.

Record review of the resident's January 2025

Medication Administration Record {MAR) © written,
revealed that s/he had not recelved histher .
Armnlodiping, Lishopril, Metcnorool and All residents fecelulng Insufin with a silding

scale with pdrameters to notify the MD have

muitivitamin as ardered by the physiclan, © the potentlal to be affected by the alleged

secondary o refusals on the foliowing dates: deficlent practice, A facllity ilde audit of
B resident’s MARS with a sllding scale Insulin
- 11412025 order with parameters to notlfy the MD of F$
- 11212025, above or below a certaln range was .
et comipleted to determine If the MD was
- 11472025 niotlfled of FS results requiring reporting to
- 1/6/2025 .the MR from 2/1/2025 t0 2/8/2025, " _
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- 1/7/2025 ———
- 171072025 The Licensed Nurses recelued In-service
- 11372025 ’ training on Insulin orders with FS that
11412025 _I'ECLuu‘e notiflcation to the MD If S are aboue
- ‘or below a certain parameter, The focusof
- 1116/2025 the tralning Included a reulew of the need to
- 411712025 notify the MD per the order and dacument
- 1118/2025 the notification In the progress notes. The
1119/2025 DNS or deslgnee will run an insulln order
h Hsting report weekly to Audlt that the Fs
~ 42172025 : readings that were obtained did not require
- 1/24/2628 notlfication to the MD and If they did that the
MD was notifled and it was documented
Further record review revealed a physician's within the progress notes,
order dated 11/26/2024 for Carbidopa-Levodopa The results of the Insulln FS Parameter Audits
{a medication prescribed to treat Parkinson's léjg;nbni l!;?géeh‘fil:edt larfgﬁgg Stl{tsaulirté; cf\rfgsg{ﬁnce
disease) 25-100 MG, give 2 tablets arally, three compliance, untlf Compllance Is mainfatned,
fimes a day. [“
Record review of the resldent's January 2025

Medication Administration Record revealed that ensuring ongoing compliance,

sihe had not recelved histher 3’[1
Carbldopa-Levodopa as ordered by the physician,
secondary to refusals on the followlng dates and ! -
times: i4. Resldent iD # 272 has had the treatment
. order changed on 2/4/2025 and has been
seen by the'wound doctor on 2/4/25 and

{ The Director of Nursing Is responstble for

- 11412025 at 8:00 AM 271172025,

- 4212025 at 8:00 AM

- 11412025 at 8:00 AM All residents with treatment orders have the

- 1/5/2025 at 2:00 PM ' oficlant pracrrected by the same Aieged

- 1/6/2025 at 8:00 AM treatment orders was com;?lelfedetgu .tof

- 1712025 at 8:00 AM determine which restdents have treatmerits

~1/10/2025 at 8:00 AM and 2:00 PM and that the treatments are belng done as
|- 1/13/2025 at 8:00 AM Feglonat e on sy ol dore by

- 1744/2025 at 8:00 AM and 2:00 PM ’

- 1/16/2026 at 8:00 AM The Licensed Nursing Staff have received I~

« /1772025 at 8:00 AM servlce training on completion of treatments

- 111812025 a1 8:00 AM as ordered. The ICN Nurse or deslgnee will

_ : . weekly during wound rounds complete

- 111972025 at &:00 AM and 2:00 PM Treatment Audits to ensure the or ered

« 112112025 at 8:00 AM treatment was done as ordered and dated

- 112412025 at 8:00 AM and 2:00 PM appropriately,
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Continued From page 5

- 1/25/2025 at 2:00 PM and 8:00 PM
- 12712025 at 2:00 PM

Record review falied fo reveal evidence that the
provider was notifled that the resident did not
receive Arrlodiping, Lisinopril, Metoprolal,
Multivitamin and Carbidopa-Levodopa on the
above mentioned dates and times.

During a surveyor Interview on 1/31/2025 at 9:50
AM with the Director of Nursing Services (DNS),
she acknowledged the above-mentioned
medications were refused. Additionally, she
indicaled it would be her expectation that the
provider wouid be nofified of the medication
refusats.

During a surveyor interview on 1/31/2025 at 10:45
AM with the Nurss Practitioner, she indicated that
she was not made aware of tha above-mentioned
medlcation refusals.

2, Record review ravealed Resident 1D #52 was
re-admitted to the facility In Decamber of 2024,
with diagnoses including, but not limited fo,
dysphagia (difficulty swallowing) and dementia.

Record revigw revealed a dlstary order dated
12172024, Indieating no.straws with liquids,

Surveyor observations revelaed the following:

-1/27/2025 at 12:02 PM, a styrofoam cup with g
straw on the bedside table

-1/28/2025 &t 12:06 PM, an Ensure chocolate
supplement with a straw on the bedside table

«1/28/2026 at 12:22 PM, an Ensure chocolate

F 858} F 658 con't 2/41/2025

The results of the Treatment Audits will be
reviewed at the Quallty Assurance
Committee Meeting to ensure ongoing
compliance, until compliance is maintained.

The Dlrector of Nursing s responsible for
ensurlng ongoing compllance.
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supplement with a straw on the resident's meal
tray

12812025 at 11:52 AM, a styrofoam cup with a
straw on the bedside table.

During & subsequent surveyor observation on
11282025 at 12:50 PiM, Registered Nurse (RN),
Staff B, was observed administering the resident
hisfher medication with a chocolate Ensure
supplement and a straw.

During a surveyor interview on 1/28/2025 at 11,52
AM with Nursing Assistant, Stalff C, she
acknowledged the straw In the sfyrofoam cup.
Additionally, she revealed she was assigned {o
the resident that shift and she was unaware the
resident had an order to not have straws wilh
liqLids.

During a surveyor interview on 1/29/2025 at 11.58
AM with RN, Staff D, and Licensed Practical
Nurse (LPN), Staff E, both nurses acknowledged
the order for no straws. Additionally, they
acknowledged they were not aware of the
physician order until it was brought {o their
‘attention by the surveyor.

During a surveyor interview on 1/28/2025 at 12:32
PM with the DNS; she acknowiedged the
resident's order for no straws. Additionally, she-
revealed it would be her expectalion fhat straws
would not be provided to the resident.

3. Record review revealed Resident 1D #83 was
readmitted to the facility in September of 2024
with a diagnosis including, but not limited to,
Diabetes Mellitus Type 2.
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Record review revealed a physician's order dated
9/6/2024 for Admelog salostar (insulin) 100
unit/mitlifiter (U/ML) solution, Inject per sliding
scale, and notify the provider if the blood sugar
reading is greater than 400, three times per day.

Record review of the resident{'s January 2025
MAR revealed that s/he had blood sugar readings

greater than 400 on the following dates and

times:

- 1/2/2025 407 at 11:30-AM
- 1/8/2025 477 at 11:30 AM
- 11112026 443 af 11:30 AM
- 111412025 401 at 11:30 AM
- 1/20/2025 444 at 11:30 AM
- 112212025 464 at 7:30 AM
- 4/23/2025 404 at 11:30 AM
- 112412025 426 at 7:30 AM
- 4127/2025 406 at 11:30 AM
- 1/28/2025 531 at 11:30 AM

Record review failed to reveal evidence that the
provider was notified of the above-mentioned
blood sugar readings.

During a sunveyor inferview on 1/30/2025 at 10:42
AM with the DNS, she acknowledged the
above-mentioned blood sugar readings.
Additionally, she was unable to provide evidence

| that the provider was notified of the

above-mentioned blood sugar readings above
400, as ordered.

4. Record review revealed Resident iD #272 was
admitted to the facility in January of 2025, with a
diagnosis including, but not limited to,
poliomyelitis {a viral infection causing nerve injury
which leads to partial or full paralysis).
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Activitles Meet Interest/Needs Each Resident

the resident's wound dated 1/28/2025, Staif B,
acknowledged that the dressing was dated
1/28/2025 and that it should have besn changed.
on 112912026,

Buring a surveyor interview on 1/31/2025 at 11:31
AM with the DNS, she indicated it would be her
expectation for the treafment to have been
completed as ordered.

CFR(s): 483.24(c){1)
§483.24(c) Activities.

§483.24{c)}(1} The facifity must provide, based on
the comprehensive assessment and care plan

and the preferences of each resident, an ongoing |

program to support residents in thelr sholce of
activities, both facility-sponsared group and
individual activities and irdependent activitles; .
designed to mest the interests of and support the
physical, mental, and psychosocial well-being of
each resident, encouraging both independence
and Interaction in the community,

This REQUIREMENT is not met as evidenced
by:

Based oh surveyar observation, record raview,
and staff inferview, it has been determined that
the facility failed to provide an ongoing actlvity
program to support a resident in his/her choics of
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Record review revealed a physician's order
dated, 1/23/2025 fo cleanse the right buttocks
‘wound with wound cleanser, apply honey gel (a
wound gel), and cover with a bordered foam daily.
During a surveyor observation and simultaneous
interview on 1/30/2025 at 8:34 AM with RN, Staff
B, was observed removing a sofled dressing from F&7g 2/%1/2025

l}g ‘actlulties or are room bound have the

£ g7g) oF are room bound was completed to ensure

Resldent D # 90 is an avid reader and has
boolks at bedslde that both her famliy and
facility provide and the activities department
are documenting room visits,

All residents that choose not to attend

potential to be affected by the alleged
deflclent practice. A facility wide audit of
resldents that choose not t0 attend actluities

that plan of care includes opportunities for
actlvities, The room uvislt and activit
participation of each resident identified was
reviewed to ensure documentation of

: activities was In place from 2/1/2025 untl
current.

The Actlvity Director and Dementla
Coordinator recelved in-servlce education
on ensuring the plan of care and
documentatlion of the actlvlttes on resldents
that do not particlpate in actloltles and room
bound residents Is completed.. The Activity
Director and Dementia coordinator will
complete Actlulty Audits for Reom Bound
Residents randomly 3 x weekly.

The results of the Actlulties Audits wili be
reviewed at the Quality Assurance
Committee Meeting to'ensure ongoing
compliance, until comnliance Is malntained.

The Administrator Is responsible for ensuring
ongoing compllance.
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activities based on the comprehensive
assessment, care plan, and preferences for 1 of
1 resident reviewed, Resident ID #90.

Findings are as follows:

Record review revealed the resident was
re-admitted to the facility in September of 2024
with diagnoses including, but not fimited to, mild
communication deficit and major depressive
disorder.

Review of an Admission Minimum Data Set
(MDS} Assessment, Section F, tilled,
"Preferences for Customary Routine and
Activities", dated 11/21/2024, revealed that it Is
very important for the resident to have books, to
read the newspaper and magazines, to listen to
music that sfhe likes, and fo do activities sthe
likes with groups of people.

Review of the resident's care plan dated
B/M6/2024 and revised on 11/22/2024 revealed
that the resident has impaired cognition due to
dementia with the intervention to encourage
soclalization and recreation activity.

Surveyor observations of the resident on the
following dates and times failed to reveal
evidence that the resident was offered or
participated in any activities while in his/her room
alone.

-1/27/2025 - 10:12 AM, resident was in bed with
his/her eyes opened, without hisfher television or
music on,

-1£27/2025- 1:32 PM, sfhe was in bed staring st
the celling, without hisfher television or music on.
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-1/27/2025 - 3:00 PM sthe was laying in bed,
without hisfher television or music on.

-1/2812025 - 11:30 AM, the resident was observed
sitting on the bed, without hisfher television or
music on,

-1128/2025 - 10:45 AM, the resident was
observed lying in bed with her eyes opened,
without hisfher television or music on,

- 112812025 - 2:53 PM, the resident was observed
sitting up on the bed, without histher television or
music on.

Review of the resident's daily aclivily report sheet
failed fo reveal any doctimented aclivity on
112712025, 1/28/2025 and 1/28/2025.

Review of the January 2025 Activity staff
schedule revealed a daily assigned staff member
was on the third floor {dementia unit), from £:30
AM 1o 4:30 PM.

During a surveyor interview on 1/30/2025 at 8:11
AM with a Nursing Assistant, Staff H, she
revealed that the resident does not like to come
out of his/her room so whenever sfhe skays in
histher room, saomeone from the activities
departiment is supposed to go into the room for
an activity session, Furthar, Staff H, revealed that
the resident tikes to read, listen to music, and
walch television when s/he stays in their room.

During a surveyor interview on 1/30/2025 at 10,52

AM with the assigned unit Activities Alde, Staff 1,
she acknowledged that she failed fo visit the
resident on the above-mentioned dates.
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During a surveyor interview on 1/30/2025 at 12:40
P with the Director of Nursing Services, she
indicated that she would expect the Nursing
Assistants to put the resident's television or
compact dise player on, as indicated by his/her
plan of care,

F 686 | Trealment/Sves {o Prevent/Heal Pressure Ulcer FB686 teas 211172025 |
S8=G | CFR(s): 483.25(b){ T}

Resldent ID # 272 has a hew MDorder in

; . . tace to have the nurse ask dally If resident
§483,25(b) Skin Integrity Dolshes to get OOB 2/7/2025, Therapy has
§483.25(b){1) Pressure ulcers, screened the resident on 1/30/2025,
Based on the comprehensiva assessmentof & _ _
resident, the facility must ensure that- hl residents have the potential to be affected

3 e aleged aericient practice. erac

(i) Aresident receives care, consistent with cgmrletedga factllt widz audit of new ¥
professional standerds of practice, fo prevent admisstons from 2/1/2025 to ensure a
pressure Ulcers and does not develap pressure therapy screen or actlve therapy orders were
ulcers uriess the Individual's clinical condition completed.
demonstrates that they were unavoldable; and The Director of Rehab received In-service
() A resident with pressure ulcers receives A\ education to screen all residents (Including
necessaiy freatment and services, consistent \l resplte) upen admission, The Licensed
with professional standards of practice, to ) Nursing Staff recelved In-servlce training on

ensuring treatinents are completed as

promote healing, prevent Infection and prevent ordered. The Director of Rehab will audit
new ulcers from developing. new admissions to determine that the new
This REQUIREMENT s not met as evidenced admissions were screened or are receiving
by: skilled therapy as ordered.

Based on surveyor observatlon, record review, The results of the Therapy New Admissfon
rasident and staff interview, it has been _ Screening and Treatment Audits Wil be
determined that the facliity falled fo provide revlewed at the Quality Assurance
necessary treatment and services, consistent with Committee Meeting to ensure ongoing

professicnal standards of practics o prevent new compliance, untl compliance is malntalned.

ulcars from developlng for 1 of 4 resident
reviewed, who was admitted to the facllity for The Director of Nursing is responsible for
respite cara, Resident ID #272, ensuring ongoing compliance.

Findings are as follows!

According to an article published in the National
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Library of Medicine titted, Pressure ulcers: Learn
More - Preventing pressure ulcers, last updated
on August 19, 2022, states in part, "...Regularly
changing a person's lying or sitting position is the
best way to prevent pressure ulcers. Special
mattresses and other aids can help to refieve
‘pressure on at-risk areas of skin.. Most pressure
ulcers (bedsores) arise from sitting or lying In the
same position for a long time without moving.
Most people keep changing their position when
they sit for a long time or are aslaep, consclously
or subconsciotsly, But people who are very’
weak, ill, paralyzed or unconscious move much
less or not at all. This means that the parts of
their body that they are sitting or lying on are
constantly under more pressure...Peopie who are
confined to a wheelchair or have to stay in bed for
a long time are af greater risk. Then i's critical to
refieve pressurs on the skin by regularly changing
the position they sit or lie in. People who develop
pressure ulcers often say that they can feel parts
of their body becoming sore...it is also important |
to move if possible ~ even if you have fo lie in bed
or slt in a wheelchair. If you are able to sit up,
leave the bed, or even walk a few steps with a bit
of help, it' s a good ldea to do that as often as
possibls..."

Review of the facility policy titled "Admission of A
Resident” states in part, *...obtain sufficient,
accurate informafion that will be required to
properly care for the resident...”

Record review revealed Resident 1D #272 was
admitted to the facility in January of 2025 with
diagnoses including, but not limited to, reduced
mobility and g history of pofiomyelitis {a viral
infection that causes nerve injury which leads to
pariial or full paralysis).
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Record review reveaied a Brief Interview for
Mental Status assessment dated 1/17/2025 with
a score of 14 out of 15, indicating the resident's
cognition was infact.

Buring a surveyor interview on 1/27/2025 at
approximately 10:00 AM with the resident, sthe
indicated that s/he had not been out of bed since
hisfher admission. Additionally, the resident
revealed that s/he enjoyed sitting in his/her
recliner af home. Furthermore the resident
indicated that sfhe had an uncomforlable area on |
histher buttocks.

Review of a hospital continuity of care formy dated
1/16/2025 revealed activity instructions including,
but not limited to, "Bed and wheel chalr bound®, (if
someone is bedbound, it means they are not able
to move around safely or comfortably, They may
need to help to get to and from the foilet, to sif up

' in bed or to move from the bed to a chair, and
help to charige thelr position in bed to prevent
bed sores).

Review of the ".. Admission Screening Tool*
dated 1/16/2025 revealed the resident was
admitted to the facility for a 2-3 month respite
stay, due to hisfher caregiver having surgery.
Further review revealed the resident requires the
assistance of two people for transfers. Additional
review failed to reveal evidence that the resident
had a wound upon admisslon.

Review of the resldent's care card, a document
used by direct care staff for pertinent care
information, revealed the resident was dependent
on the assistance of two staff members for bed
mobility and transfers.
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Review of a Norton assessment (a tool used to
determine a person's risk of developing a
pressure ulcer) dated 1/23/2025 revealed the
resident was chair bound with very limited
mobility. Further review revealed the resident was
at a moderate risk of developing a pressure ulcer.

Review of a care plan dated 1/27/2025 revealed
the resident was at risk for skin breakdown
related to impaired mobility.

Record.review of an admission skin assessment
dated 1/16/2025 failed to reveal evidence of any
open areas o the resident's buttocks.

Record review of a skin assessment dated
1/22/2025, 6 days after his/her admission,
revealed the resident was found o have a facility
acquired wound to his/her right buttocks, that
measured 3.5 centimeters{cm) by 3.5 cm by 0.1
cm.

Record review revealed a physiclan's order dated
1/23/2025 to cleanse a right buttocks woeund with
wound cleanser followed by honeygel (a wound
gel} and cover the wound with a bordered foam
dressing daily,

Review of a wound physician’s progress note
dated 1/28/2025 revealed the resident had a
moisture associated wound which measured 2
cmi by 3 em by 0.2 em. Further review revealed
the surrounding area of the wound was "normal.”

During multipte surveyor abservations on 1/27,
1128, 1129, and 1/30/2025, ail days of the survey,
the resident was noted to be lying in bed, flat on
hisfher back,

F 686
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During a surveyor interview on 1/30/2025 at 8:28
AM with Nursing Assistant {NA), Staff J, she
indicated that she had been assisting the resident
this past week and had not fransferred the |
resident out of bed. She further indicated that she
thought that the resident preferred to stay in bed.

During a surveyor interview on 1/30/2025 at 9:31
AM with the resident in the presence of Staff J,
the resident stated that s/he would "love" {o get
out of Bed, S/he then stated that the staff have
never offered to transfer him/her out of bed.

During an interview on 1/30/2025 af 11:.04 AM
with Registered Nurse (RN}, Staff B, she
indicated that she was unaware if the resident
had been transferred out of bed since admission.

During a surveyor observation of the resident's
buttocks wound on 1/30/20246 at 9:43 AM, in the
presence of Staff B, she removed the soiled
dressing from the resident, this dressing was
dated 1/28/2025 indicating thatitwas not
changed on 1/29/2025, as ordered, QObservation
of the wound revealed two dark calored areas
around the wound with non-blanchable redness
{when you push the skin, and the area sfays red,
indicating there is litte or no blood flow going to
that area) to the proximal peri wound (around the
wound). Staff B acknowledged these
observations,

During a surveyor interview on 1/30/2025 at 10:31
AM with the Wound Nurse, Staff K, she indicated
that a molsture assoclated wound Is typlcally '
blanchable (when the skin-loses its color when
pressure is applied and quickly returns) where a
pressure ulcer {injury to the skin caused by
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prolonged pressure) is characterized by a
non-blanchable area.

During a surveyor inferview and observation of
the resident's buttocks wound on 1/36/2025 at
10:40 AM with Staff K, she indicated that the
darkened areas and the non blanchable redness
on the resident's buttocks were not present on
1/28/2025, and that these pressure areas were
new, She further indicated that the approximate
measurements of the two darkened areas were
each 0.5 cm by 0.5 cm and that the
non-blanchable area was approximately 3 cm by
Som.

During a surveyor interview on 1/30/2025 at 14:31
AM with the Director of Nursing Services, she
Indicted that she would expect staff to offer a
resident fo get out of bed.

The facility's failure te transfer the resident out of
bed for 15 consecutive days resutted in the
resident developing a pressure ulcer, as-
evidenced by the resident not having a wound to
hisfher buttocks upon admission,

Cross reference F-688

F 6881 Increase/Prevent Decrease in ROM/Mobility F 888 2/11/2025
8= | CFR(s}-483.25{c)}{1)-(3)

§483.25(c) Mobiflity,

§483.25(c){1) The facility must ensure that a
resident who enters the facility without fimited
range of motion does not experience reduction in
‘range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and
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§483.25(c){2) A resident with limited range of
motlon recelves appropriate freatment and
services to Increase range of motion andfor to
prevent further decrease I range of motion.

§483.25(c)(3) Aresident with limited mobility
recelves appropriate services, equipment, and
assistance to maintain-or improve mobility with
the maximum practicable independence unless a
reduction in mobility Is demonstrably unavoldable,
This REQUIREMENT (s not met as evidenced
by

Based on surveyor observation, record review,
resident, and staff Interview, It has been
determined that the facility failed to ensure a
resldent with limited range of motion (ROM)
received appropriate freaiment and services to
increase ROM andfor to prevent further decrease
in ROM for 2 of 2 residents reviewed with
contractures (the shortening of muscles, tendons,
skin, and nearby soft tissues that cause the foints
tc become very stiff, which prevents normal
movement), Resident ID #s 87 and 79,
Additionaily, the facility failed to ensure & resident
with limited mobility recelved appropriate
services and equlpment for 1 of 1 resident
reviewed who was admitted to the facility for
respite care, Resident 1D #272.

Findings are as follows:

- Review of a facility policy titled "Admisslon of A
Resident” states in part, "...obtain sufficient,
accurate Information that will be required to
properly care for the resident...Perform Admission
Evaluation/Screen.. Review with the
interdisciplinary Team: diet ordars, rehabilitation
orders, and soclal services concemns...”
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'

1. Resident ID # 67 was screened by therapy

o 2/7/2025 and is receiu!ng} OT for _

ﬂs_sedssment and treatment of ROM to the left
and,

All residents habe the poténtiai to beaffected
by the alleged deficlent practice. Afacllity
wide audit of all resldents will be completed
over the next quarter with the screening of
all residents based on the MDS quarterly
schedule to assess an? limitations in ROM
and Potentla! contraciure management, A
facllity wide audit of all residents was also
conducted on 2/10/2025 by DNS, Reglonal
Nurse and Rehab director visually inspect
each resident for potential contractures,

The Director of Rehab has received In- .
serulce tralning on ensuring all resldentsare

contractures quarterly with the screening
rocess to be done in conjuncture with the
DS assessment schedule. The Director of
Rehab will ensure that Rehab Screens for
Potentlal Contractures, based on the MDS
uarterly schedule, are completed to ensure
the restdent was assessed for {imited ROM
and potential splinting If applicable.

@g{ screened for limltatlons in ROM /potentlal

The results of the Screens for potenitial
Contractures will be revlewed at the Quallty
Assurance Committee Meeting to ensure

on oinF compllance, untl compliance Is
malntalned.

The Director of Rehab is responsible for
ensuring ongoing compliance,
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Review of a facility policy tifled "Screens”, last
; ; : A 2. Resldent I0 # 79 67 was screened b
revised January 201.2: states in part, ... All therapy on 2/7/2025 and Is receluving ST forg .
patientsiresidents will be screened annually...the assessment and treatment of ROM to the

diagnoses including, but not limited to, anoxic

purpose of the screen Is o determine If the
patient/resldent would benefit from a therapy
svaluation...”

1, Record review revealad Resldent |D #57 was
admitted to the facllity in November of 2023 with

braln damage (caused by & lack of ox/gen to the
braln) and muscle wasting.

Record review of 2 Minimum Data Set
Assessment (MDS) daled 11/6/2024 revealed a
Brief Interview for Mental Status (BIMS) score of
3 out of 15, Indicating severe cognitive
impairment. Further review revealed the resident
had impaired range of motion of one side of
histher upper exiremities. Additional review
revealed the resident is dependent an staff for 9
activitles of daily living (ADLs).

Record review of a "Rehab Screen" dated
§/17/2024 falled 1o reveal documentation of any
coniractures.

During surveyor observations on the following
dates and fimes, the resident was noled to have &
contracted left hand, without any intervention in
place:

- 112712025 at 11:45 AM

- 1/28/2025 at 9,582 AM .
17302025 at approximately 1:15 P
- 1/31/2025 at 8:41 AM

Review of a care plan dated 11/28/2023 revealed
the resident has paln related fo Impaired mobility

@
o

right and left 4th and 5t fingers.

All residents have the potential to be affected
by the aileged deficlent practice, A facllity
wide audit of all residents will be completed
over the next quarter with the screening of

all residents based on the MDS quarterly
schedule to assess any limitatlons in ROM
and potential contraclure management. A
facility wide audit of all residents was also
condticted on 2/10/2025 by DNS, Regional’
Nurse and Rehab director, fo vlsuallyinspect:
each resident for potential contractures,

The Dlrector of Rehab has réceived in-
service training on ensuring all residents are
screened for fimitations in ROM /potential
contractures quarteriy with the screening

rocess to be done In Conjuncture with the

DS assessment schedule, The Director of

Rehab wiil enstire that Rehab Screens for
Potentlat Contractures, based on the MDS

uarterly schedule, are compieted to ensure
the resident was assessed for limited ROM
and potential splinting if applicable,

The resutts of the Screens for potential
.Contractures will be revlewed at the Quality
:Assurance Committee Meeting to ensure
‘o_n?oin compliance, untii compliance is
malntained. ' S

The Director of Rehab Is responslble for
ensuring ongolng compliance,

3, Resldent 1D # 272 was screened by
therz;l'; and was prouided with a wheelchalr
and dld not want to sitinit; Therelsan MD-
order to offer resident to get QOB on both
the 7-3 and 3~ shift and document If

resident accepts or refuses,
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.evidence that any interventions have been put In

offer non-pharmacelogical Interventions to reduce
pain. Furiher review revealed the resident Is at
risk for skin breakdown,

Additional review of the care plan falled to reveal
evidence the resident had a lsft-hand contracture,
limited range of moticn, or that there weré
interventions implemented to prevent a further
decrease in histher range of motion,

Record review of the physiclan's orders falled to
reveal evidence of any orders to prevent a further
decfease in range of motion for the resident,

During a surveyor Interviaw on 1/30/2025 at 1:20
PM with Licensed Practical Nurse, Staff M, he
acknowledged that the resident's left hand was
contracted and indicated that the resident is not
currently working with physical (PT) or
occupational therapy (OT).

Additionally, he acknowledged that there were no
interventions in place to prevent a further
decrease in the resident's range of motion,

During a surveyor Interview on 1/31/2025 at 9:08
AMwith Physical Therapist, Staff N, she
acknowledged that when the resident was
screened by rehab on 5/17/2024, it was not
documented that sfhe had 4 left hand
contracture. Additionally, she could not provide

place to prevent a further decrease In the
resident's range of motion.

During a surveyor Inferview on 1/31/2025 at 5:41
AM with Resident 1D $67, sfhe indicated that

his/her left hand was painful and that sfhe could

4

o

/’
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with Interventions including, but not limited to,

Ali new admisslons have the potentlal to be
affected by the alleged deficient practice. A
facility wide audit of new admisslons from

2/1/2025 to ensure a scree
was completed on admlss]
Is recelulng therapy,

ning from therapy

on or the resident

The Director of Rehab has recelved in~
~serulce tralning on ensurlng all new
admissions are screened at time of
admission for equipment needs or therap
servlces, The Director of Rehab will complete
the Admission Screening Audlt based on the
-admit report weekly to énsure all new
admisslons are screéned or are on therapy,

The results of the Admission Therapy
Screening Audits will be reviewed at the

-Quality Assurance Committee Meeting to
ensure ongolng compliance, untll
compliance is maintained.

The Director of Rehab Is responsible for
ensuring ongolng compliance.
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not mave. it. The resident further indicated that
s/he does not work with therapy but wotld wear a
splint if it would halp with the pain his/her hand.

During a surveyor Interview on 1/31/2025 at 9:44
AM with Registered Nurse (RN}, 8taff F, she

indicated that the resident does complain of pain
to histher teft hand when staff are providing care.

During a surveyor interview on 1/31/2025 al 9:48
AM with the Direcior of Nursing Service (DNS),
she indicated that the resident has impaired
cognition however, sfhe knows information about
him/herself. She further indicated that she was
aware that the resident had a left hand _
contracture and would expect the contracture and
limited range of motion {0 be addressed in the
care plan and to have interventions should be in
place to prevent a further decrease in the
resident's range of motion.

2. Record review revealed Resident iD #79 was
admitted to the facifity in Septembar of 2024 with
diagnoses including, but not limited to, spinal
stenosis (spinal narrowing which compresses the
spinal cord) and peripheral autonomic neuropathy
(nerve damage).

Review of a MDS Assessment dated 9/10/2024
revealed a BIMS score of 15 out of 15, indicating
intact cognition. Further review revealed the
resident was documented as nof having any
range of motion impalrments to hisfher upper
extremities.

Record review of a “Rehab Screen” dated
11/11/2024 fziled to reveal documentation of any
coniractures,
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‘upon Resident 1D #79's admission in September

During '@ surveyor interview and observation on
1/2712025 at 11:44 AM, with Resident [0 #79,
sihe indicated that sfhe is not receiving therapy
setvices. The resldent was observed to have
fimited range of motion and bilateral hand
contractures.

Review of the care plan dated 9/18/2024 revealed
the resident has an ADL deficit related to
weakness, Further review failed to reveal
evidence that the resident has bilateral hand
confractures, limited range of motlon, or that
there were interventions In place to prevent
further decrease in the resident's range of motion.

Record review revealed the following physician's
orders:

-OT evaluation and treatment as indicated dated
11/30/2024 _
-PT evaluation and treatment as indicated dated
12/30/2024

During a surveyor interview on 1/29/2025 at
approximately 10:00 AM with the Interim Director
of Rehab, Staff O, she indicated that rehab
screens are completed quarterly and that due to
the resident being "bed bound” {if someodne is
bedbound, it means they are not able to move
around safely or comfortably. They may need to
help to get to and from the toilet, to sit up.in bed
or to move from the bed to a chair, and help to
change thelir position in bed), s/he does not
require therapy services. Additionally, she was
unable to provide evidence of a therapy screén

2024,

During a surveyor interview and observation on

FORM CMS-2567(02-89) Previous Versions Obsolste Evenl 1D; 060411

Facliity 1D 415042

i continuation sheet Page 22 of 48




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDNCAID SERVICES

, PRINTED: 02/07/2025

FORM APPROVED

OMB NO. 0835-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {%2) SIULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
415042 B. WING 01/31/2025

NAME OF PROVIDER OR SUPPLIER

WATERVIEW VILLA REHABILITATION AND HEALTH CARE CEN

STREET ADDRESS, CITY, STATE, ZIP CODE
1275 SOUTH BEROADWAY
EAST PROVIDENCE, RI 02314

1£31/2025 al 8:58 AM with RN, Staff B, she
acknowledged that both of the resident’s hands
were contracted.

During a surveyor interview on 1/31/2025 at 11:14
AM with Staff O, she indicated that she was
unaware that the resident had any limited range
of motion or conkraciures (o hig/her bilateral
hands. Addifionally, she could not provide
evidence that a PT or OT evaluation had been
completed as ordered, or that interventions were
put info place to prevent a further decrease in the
resident's range of motion,

During a surveyor interview on 1/31/2025 at 11:16
AM, with the DNS, she was unaware that the
resident’s bilateral hands were contracted or that
s/he had limited range of motion in hisfher upper
extremities. She further indicated that she woukd
have expected the contractures and timited range
of motlon to have been identified by therapy and
that a care plan would be implemented to prevent

‘a further decrease in the resident's range of
‘motion.

'3, Record review revealed Resident ID #272 was

admitted to the facliity in January of 2025 with
diagnoses including, but not limited to, reduced
mobility and a history of poliomyelitis (a viral
infection that causes nerve ihjury which leads to
partial or full paralysls.)

Record review revealed a BIMS dated 1/47/2025
with a score of 14 out of 15, Indicating the
resident's cognition was imtact,

Durlng 2 surveyor interview on 1/27/2025 at
approximately 10:00 AM with the resident, sfhe
indicated that s/he had nof been out of bed since
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hisfher admission, Additionally, the resident
revealed thal s/he enjoyed sitting in hisfher
recliner at bome. Furthermore s/he indicated that
s/he had an uncomfortable area on histher
buttocks.

Review of a hospital continuity of care form dated
1/16/2025 revealed activity instructions including,
but not limited 1o, “Bed and wheel chair bound.”

Review of the *.. Admission Screening Tool"
dated 171672025 revealed the resident was
admitted to the facllity for a 2-3 month respite
stay, due to hisfher caregiver having surgery.
Further review revealed the resident requires the
assistance of two people for transfers.

Review of a care plan dated 1/27/2025 revealed
the resident has a self-care deficit related io
impalred mobility with intetventions Including, but
not fimited to, encourage the resident to get'out of
bed with ali meals.

Record review failed to reveal evidence that the
resident had been screened by Physical or
Occupational therapy since hisfher admission {o
the facility.

During multiple surveyor observations on 1/27,
1128, 1728, and 173012025, all the days of the
survey, the resident was lying in bed, flat on
his/her back. Further observations failed to reveal
that the resident had a wheelchair in histher
roorn.

During a surveyor Interview on 1/30/2025 at 8:28
AM with Nursing Assistant (NA), Staff J, she
indicated that she had been assisting the resident
with care this past week and had not transferred
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-During a surveyor interview on 1/30/2025 at 11:07

_the resident with any adaptive equipment needed,

 completed for the resident since hisfher
admisslon,

the resident out of bed. She further indicated that |

she thought that the resident preferred to stay in
bed.

During a surveyor interview on 1/30/2025 at.9:31
AM with the resident in the presence of Staff J,
the resident stated that s/lhe would “love” to get
out of hed, $/he then stated thet the staff have
never offered to transfer him/her ouf of bed.

During an inteérview on 1/30/2025 at 11:04 AM
with Registered Nurse (RN), Staff B, she
indlicated that she was unaware If the resident
had been transferred out of bed since histher
admission, She further indicated that the resident
did not have a wheelchair and would need to be
screened by therapy fo receive a wheelchair from
the facility.

AM with the Regional Therapy Director, she
indicated that she would expect a therapist o
screen each resident within 24 to 48 hours of
admission to eslablish a baseline and to provide

including & wheelchair. Additionally, she could not
provide evidence that a therapy screen had been

During a surveyor interview on 1/30/2025 at 11:31
AM with the DNS, she indicated that she would
expect a therapy screen fo be completed to

establish safe transfer status for the resident, and |
o identify if a resident needs a wheelchair.

During a surveyor interview on 1/31/2025 at 1.09
PM with Physician, Staff L, he indicated that he
would expect an elderly resident who is adiitted
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“percutaneous endoscople jejunostomy, and
-enteral fluids). Based on aresident's

Confinued From page 25

to the facility for more than a few days, to be
screanad by therapy for safety.

Record review revealed a Rehab Screen was
conducted for this resldent oh 1/30/2025, after the
above concems were brought fo the facility's
afterition by the surveyor, 15 days after the-
resident's admission. Additional review of the
Rehab Screen revealed that the resident required
the assistance of one staff for fransfarsfo a
wheelchalr, Further review revealed that the
resident was provided with a wheelohar,

Cross reference F-686
Nutrition/Hydratlon Stafus Maintenance
CFR(s): 483.25(g)(1)-(3)

§483.25(g) Assisted nuiriion and hydration.
(Includes naso-gastric and gastrostomy tubes,
hoth percutaneous endoscopic gastrostomy and

comprehensive assessment, the facility must
ansura that a resident-

§483.25(g)(1) Malntains acceplable parameters
of nutritional status, such as usual body weight or
desirable body welght range and electrolyte
balance, unless the resident's clinleal condltion
demonstrates that this Is not possible or resident
preferences indicate otherwise;

§483.25(g)(2) Is offered sufiicient fluld Intake to
maintain proper hydration and health;

§483.25(g){(3) Is offered a therapeutic dlet when
there Is a nutritional problem and the health care
provider orders a therapsutic dlet,

F 688

Fag2

g

F 602

1. Resident ID # 52 Is being followed by the
Risk Team for weight loss and 1s receiving
Remeron as an appetlte stimulant as well as
Ensure for a supplement.

2M11/2025

All residents have the potentlal to be affected
bgf the alleged deficlent practice. A facility
wide audit of the residents on weekly
welihts was completed to ensure that the
weekly weights are belng obtained as
ordered.

The Llcensed Nurses recelued In-service
training on the welght Policy. The DNS and
Dietician or designee will Audit the weekiy
Welghts to ensure they are obtained and
assessed for weight loss, rewelghts if
applicable and followed by the risk team,

The results of the Welght Audlts wilt be
revlewed at the Quality Assurance. |
Committee Meeting to ensure ongoln
compliance, until compllance Is maln?ained.
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This REQUIREMENT is net met as evidenced
by:
Based on record review and staff interview, it has
bean determined that the facillty failed to ensure
that residents maintain acceptable parameters of
nutriticnal staius, such as usual body weight for 2
of 4 resident reviewed for welght loss, Resldent
tD #s 52 and 272, '

Findings are as follows:

Record review of a facllity's policy titled,
“WEIGHTS" states in part, “...The following
resident/patients are welghed weskly X4 [times 4
weeks].,.,Newly admitted
reskients/patients... Newly welght loss/galn of 5
pounds [Lb] or more on 2 resident welghing 100
pound or more requires a reweight for
vetification...Weight are documented In the
resident's/patient's medical record andfor the
welght book. if a slgnificant weight ioss/gain is
Identified (>5% in 30 days or >10% In 6 months),
the 1DT (interdisciplinary Team), dieticlan,
physician and family are notified. All residents
with a significant weight loss are reviewed by the
interdisciplinary team and the )
resident/responsible parly and interventions
Implemented as appropriate and are monitored
weekly..."

Record review of a facility policy titled, "Food &
Dining Service" states In part, "...The objective of
food service is to supply the resident/patieni a
diet comparable with his needs...a record of food
and fluid infake will be kept on the appropriate
form...Each resident Is seen by the dieficlan fo
review their dlet on admisslon, guarterly and
significant change...”

Q}rzl
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The Director of Nursing s responsible for
ensuring ongoing compliance.

2, Resident |D # 272 weight on 2/3/2025 was
85.2 and 87.9 on 2/11/2025 showing an
Increase in welght, Supplements were trialed
with the resident who has refused them,

All restdents have the potential to be affected
bl_.{ the alleged deéfictent practice. A facllit
wide audit of new admissions from 2/1/2025
was completed to ensure that the weekly
welghts X 4 on new admissions are being
obtalned as ordered,

The Licensed Nurses recelved In-serulce
training on the Welght Policy, The focus was
on obtaining the welghts as ordered and
follawling the re-welght pollicy as stated, The
DNS and Dieticlan or designee will Audit the
weekly Welghts te ensure they are obtalned
and assessed for welght loss, reweights if
applicable and followed by the risk teaim.

The results of the Welght Audits will be
retlelwed at the Quality Assurance
Commiltiee Meeting to ensure angoing
compliance, until compliance Is maintained.

The Director of Nursing is responsible for
enstring ongoing compllance,
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1. Record review revealed Resident ID #52 was
re-admitted to the facility in December of 2024,
with diagnoses inciuding, but not limited to,
dementia and dysphagia (difficulty swallowing}.

Review of & care plan dated 11/20/2023 revealed,
the resident is at risk for malnutrition due to
dementia and a histoty of dysphagia.

Additionally, the care plan was revised on
1211412024 indicating mild protein calorie
malnutrition (This occurs when you are not
consuming enough protein and calories. This can
lead to muscle loss and fat loss.) Further review
revealed interventions including, but not limited
to; staff are to obtain weekiy weights per policy
and consult the diefician as needed for changes
in weight.

Record review of a nufrilionial assessment
completed by the Dietitian on 12/14/2024,
revealed that the resident has been noted with a
~decline in intake since his/her admission and
requires weekly weights.

Record review revealed the foliowing welghts:

~12/23/2024 167 {bs,
~116/2025 159 Ibs.

Record review fafled to reveal weights were
obtained during the weeks of 12/298/2024 through
11412025,

Indicating the resident had a 8 1b. weight loss in 2
weeks,

Record review revealed the following :
| documentation of the resident's intakes for meals
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from 12/24/2024 through 1/8/2025 were as '
follows:

-12/2412024- Only 1 meal was documented with
26-50% consumed,

~12i25/2024- Only 1 meal was decumented with
26-50% consumed.

~12/26/2024- 2 meals were documented with 76%
to 100% consumed, 1 meal was documented with
26-50% consumed.

-1227/2024- 1 meal was documented as refused,
1 meal was documented with 0% to 25%
consumed and 1 meal was doclimented with 51%
o 76% consumad,

-12/28/2024- 3 meals were documented with 0 to
25% consumed.

“12/28/2024- 2 meals were documented with 0%
fo 25% consumed, and 1 meal was documented
with 26% to 50% consumed.

-12/30/2024- 1 meal was documented as refused
and 2 meals were documented with 0% to 25%
consummed.

~1213112024- 2 meals were documented with 0%
o 26% consumed, and 1 meal was documented
with 26-50% consumed,

-1/1/2025~ 1 meal was documented with 0% to
25% consumed, 1 meal was documented with
26% to 50% consumed, and 1 was meal
documented with 76% to 100% consumed.

-1/212026- 2 meals were documented with 51% to
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75% consumed and 1 meal was documented with
26% to 50% consumed.

-1/3/2025- 1 meal was documented with 26% to
50% consumed, and 2 maals were documented
with 76% to 100% consumed.

-1/4/2025- 1 meal was documenied with 26% to
50% consumed, and 2 meals were documentad
with 76% to 100% consumed.

-1/6/2025- Only 1 meal was documented with
76-100% consumed.

~1/6/2025- 2 meals were documented with 51% to
75% consumed, and 1 meal was documented
with 76% to 100% consumed.

Record review failed to reveal evidence that the
resident was re-weighed on 1/6/2025 when sfhe
had adocumented weight loss of 8 Ihs. Additional
record review failed to reveal evidence any
additionat interventions or weights implemented
for the resident from 1/6/2025 through 1/30/2025,
until it was brought to the facility's attention by the
surveyor.

During surveyor inferviews on 1/30/2025 at 10:38
AM and 11:23 AM with the Dietitian, she
acknowledged that the resident had a weight loss
| of 8 Ibs. In 2 weeks. She revealed that it would be
her expectation that the resident would have been
re-weighed to ensure the accuracy of the weight.
Further, she revealed that as pad of her
assessment process she does review the weights
weekly but had not reviewed the resident's weight
obtained on 1/6/2025. Additionally, she revealed
that she had nof been notified of the weight loss
documented on 1/6/2025, and that she
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re-weighed the resident on 1/30/2025 and hisfher
weight was recorded as 158 ibs., confirming the
previous weight loss and the loss of an additional
pound,

2. Record review revealed Resident ID #272 was
admitted lo the facility on January 18, 2025, with
diagnoses including, but not limited to,
potiomyelitis (a viral infection causing nerve injury
which leads fo partial or full paralysis) and
depression,

Record review revealed the following welghts:

~1/16/2025 86.3 Ibs.
~1/27/2025 85 Ibs.

.Record review failed fo reveal weights ware
obtained during the weeks of 1/19/2025 through
112512025,

Indicafing the resident lost 1.3 Ibs, in 10 days,

Record review falled to reveal evidence of that
any additional weights were obtained for the:
resident after 1/27/2025.

Further record review failed to reveal evidence of
an order to obtain Resident ID #272's weekly
times four weeks Upon his/her admission, per the
facility's policy.

Record review revealed documentation of the
resident's intakes for meals and shacks from
116/2025 through 1/28/2025 as follows:

-1/16/2025- Only 1 meal was documented with
76-100% consumed.

F 892
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-1117/2025- Only 2 meals were documented with
78-100% consumed,

-1/18/2025- Only 2 meals were documented, 1
meal with 26% 10 50% consumed and 1 meal with
76-100% consumed.

-1118/2025- 2 meals were documented with 76%
and 100% consumed.

-1/20/2025- 2 meals were documented with 51%
to 75% consumed, and 1 meal was documented
with 0% to 25% consumed.

-1/222025- 1 meal was documented with 0% to
25% consumed, and 2 meals were documented
with 26% to 50% consumed:

-1/23/2026- 2 meals were documented with 26%
to 50% constumed, and 1 meal was documented
with 1% to 75% consumed.

-1124/2(25- 1 meal was documented as refused, 1
meal was documented with 51% to 75%
consumed, and 1 meal was documented with
76% to 100% consumed,

-1/256/2025- 3 meals were documented with 26%

fo 50% consumed,

-1/26/2025- 3 meals weare documented with 26%
to 50% cohsumed.

-1/2712025- 3 meals were documented with 26%
{o 50% consumed.

-1/28/2025- Only 1 meal was documented with
76% and 100% consumed,
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Record review failed to reveal evidence of a
nutritional care plan for the resident..

Further record review failed t¢ reveal evidence
that an admission nufritional assessment was
completed by the Dietittan for Resident 1D #272.

During a surveyor interview on 1/30/2025 2t 10:52

AM with the Dietitian, she acknowledged the
resident experienced a weight loss. Additlonally,
she revealed that she assessed the resident on
1/20/2025, and recommended Ensure (a
nutritional supplement) twice a day, however she
was unable to pravide evidence of an
assessment or that the Ensure recommendation
was communicated to the facility.

During surveyor interviews on 1/306/2026 at 10:52
AM and 11:31 AM with the Director of Nursing
Services (DNS) she revealed that she would have
expected the staff to re-weigh Resldent |D #52
after hisfher weight was obtained on 1/6/2025.
Additionally, the DNS could not provide evidence
that the Dietitian, family, or provider were nofified
of the resident's weight loss, as indicated in the
facifity's policy. Furthermore, she could not
provide evidence of an admission nutritional
assessment completed for Resident [D #272 or
that any intervention were implemented for
him/her,

Behavioral Health Services

CFR(s): 483.40

§483.40 Behavioral health services.

Each resident must receive and the facility must
provide the necessary behavioral health care and
services fo attain or maintain the highest
practicable physical, mental, and psychosocial

Fgoz

F 740

2/11/2025
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wall-being, In accordance with the comprehensive i .
assessmant and plan of care, Behavioral health : ?fiL‘i”EZLféf flti::? ?n%sn?tg?&agugi”rsalt é?xon[tonng
encompasses a resldent's whole emotional and 1/30/2028.
mental well-belng, which includes, butis not S
_ All resldents with a dlagnosis of Suicldal
fimited to, the prevention and treatment of mantal Ideation have the pat o al to be affected by
and substanca use disorders. . the alleged deficlent practice. A diagnosis
This REQUIREMENT Is not met as evidenced listing retmz_-t revlewing all current resldents
by: waisdrur; 0 clit?tterg}!ne [ t!her;. éu?rﬁl a:lag other
Based on surveyor observation, record review, residents With a diagnosis of sulcida
and staff interview, It has been determined that :.‘éﬁ?é;%’%fégﬁ%ﬁ‘gfagg%'ﬁ%‘g:ﬁggigﬁgfr
the facility falled to ensure that a resldent who is i monltoring arders were placed to monitor
diagnosed with a mental disorder or has a hlstory | for Sl
of trauma, recelvas appropriats treatment and ’ {- The DNS and § ‘
‘ oclal Workers Were In-
services fo aftain the highest practicable mental \(} serolced on revte lilng Tk g;;sw :dg'a 125tons o
and psychosoclal well-being relative fo 1 of 1 \f\ determine If anP newadmisslon hasa
resldent raviewed for suicldal Ideations, Resident dlagnosls of Sulcldal ideatlan or attempts to

1D #113. ensure that orders were placed for behaulor

’ manitdring for Sulcldal Ideation, The
Dlrector of Saclal Serylces will complete a
Findings are a& follows: Suicldlal Ideation Audit on neiw admisslons to
ensure if the resident has a dlagnosts of
Sulcidal Ideatlon or hx of attempt the

Record raview revealed the resident was _behavloral monltaring order [s [ place,

admitted to the facility In January of 2025 with '

diagnoses including, but not imited {o, sulcidal xghe re;s_ults &Jf ttlgﬁ Séldfn?l lgeaﬂon Audit will
y i ‘perenewed al e Qua ssurance

Isdte :S:nDST’Sglr%{;E?r disorder, and Post Traumatic Comlttee Meeting to en%ure ongoln?

d ' .compliance, untli compliance s malnfalned.
Revlew of a Brief Interview for Mentel Status _
Assessment dated 1/11/2025 revealed a score of . The 3!03131 59"011'52 Is responsible for ensuring
13 out of 18, Indicating the resident Is cognitively ongolng compliance,
Intact. : .

Review of a mood Intarview dated 1/11/2025
revealed a score of 15 out of 27, Indicating the
resident has moderately sevara depression,

Record review of a document fitled, "Nursing
Home Consult Service," dated 1/6/2025 states In
part, “...long history of psych finese...history of
muitiple sulclde attempts...12/10 In patient psych
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for ingestion of 2 handfuls of gabapentin [a
medication used to {reat nerve pain] and sinopril
[a medication used to treat high blood pressure] |
with the intent to end [his/her] life...denles suicide
ideation [S1] at skiled nursing center.. admits to
chronle suiclde ideation which is exacerbated in
| the setting of social stressors...no acute psych
concerns but at chronic _
risk...Recommendation...monitor for 81, if any
active urges would send out to ED [Emergency
Dapartment}...discussed behavioral plan with
staff..."

Record review of the care plan dated 1/8/2025
revealed a focus area relafed to signs and a
history of major depression, bipolar disorder and
recent sulcidal ideation. Further review failed to
reveal interventions including to monitor for
suicidal ideation. Additional review falled to reveal
evidence of a behavioral plan related to suicidal
ideation.

Record review of the January 2025 Treatment
Administration Record failed to reveal any
evidence of behavioral monitoring related fo.
suicidal ideation.

Record review of the nursing progress notes
falled fo reveal reveal any evidence of behavioral
meonitoring related to suicidal ideation.

During a surveyor interview on 1/30/2026 at 8.55
AM with Registered Nurse, Staff B, she was
unable to provide evidence of the facility was
monitoring the resident's behavior related to
suicidal ideation for Resident ID #113.

During a surveyar Interview on 1/30/2025 at 11:23
AR with the Director of Nursing Services, she
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§483.45{g) Labeling of Drugs and Blologlcals
Drugs and biologicals used I the facility must be
jabeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when
appilcable,

§483.45(h) Storage of Drugs and Biologicals

84B3.45(h)(1} In accordance with State and
Federal laws, the facility must store all drugs and
blologicals In locked compatiments under proper
temperaturs conlrols, and permit only authorized
parsonng! to have access fo the keys,

8483.45(h)(2} The facility must provide separately
focked, permanently affixed compartments for
storage. of controlled drugs listed in Schedule I of
the Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuss, except when the faclity uses singie unit
package drug distribution systems in which the
quantity stored Is minlmal and a missing dose can
be readily detected.
This REQUIREMENT is not met as evidenced
by:

Based on surveyor observatlon, record review,
and staff Interview, it has bean determined that

il
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indicated that she would expect the staff to be
maonitoring the resident's behavior relative to
suicidal Ideation and conlacting the physician as
needed. Additionally, she was unable to provide
gvidence the facllity was monitoring the resident's
behavior refated to sulcldal ideation.
F 761 | Label/Store Diugs and Blologicals F761{F76&1 2/11/2025
$8=D | CFR(s): 483.45(g)(h)}{1)(2)

There were no residents ldentifled in this
deficiency.

The facitity removed the key from the
nurses/CMT's key ring and placed itona
separate ring with a ldrge tag identifying itas
the Bathroom Key. :

with this change there was no need to
?rovlde traintng, it efiminated the risk with

he change. Key was placed in the draw at
the nurse's station.

The Administrator is responsible for ensuring
ongothg compllance,

e
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the facility failed to store drugs and biologicals in
accordance with currently accepted professional
principles relative to 1 of 1 secured unit observed.

Findings are as follows;

Record review of a facility polley fitled,
"Medication starage room/Medication cart policy"
daled February 2018, revealed in part, "...The
facility provides pharmaceutical services that are
conducied in accordance with accepted sethical
and professional standards of practice and that
meet applicable Federal, State and Local Laws,
rules and regulations...Medications are storad
primarily in a locked mobile medication cart which
is accessible only to licensed nursing
personnel...Storage for other medications will be
limited to a locked medication room..."

‘During a surveyor observation of the medication

administration pass on 1/26/2025, with Certifled
Medication Technician {CMT), Staff P, the
following was observed:

- At approximately 9:35 AM Licensed Practical
Nurse, Staff M, asked Staff P, for the medication
technician key ring, because another staff

‘member had 1o use the hathroom,

- At approximately 9:40 AM, Staff M, walked back |

towards the medication cart where Staff P, was
administering medications: Staff P, asked Staff
M, if she could have the keys fo her cart back.
Staff M, indicated that a housekeeper had the
medication cart keys because she needed to use
the bathroom..

- At appraximately 9:45 AM the keys were
refurned fo Staff P, by housekeeper, Siaff Q.
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Continued From page 37

During a surveyor interview on 1/29/2025 at 10:04

AM with CMT, Staff P, she revealed that the
medication technician key ring confains the only
key to uniock the bathroom on the unit,

Addjtionally she revealed that the keys for the two

medication carts and the key for the medication
storage room are on the same key ring. She
acknowledged that staff members take the keys
s0 they can use the locked bathroom, and that
they "need to find a better system."

During a surveyor inferview on 1/29/2025 at
approximately 10:10 AM with Staff M, he
acknowledged that when anyone must use the
unit's bathroom, they must tise the medication
technician's key ring because it contains the only
bathroom key.

During & surveyor interview on 1/28/2025 at
approximately 10:15 AM with housekeeper, Staff
Q, she acknowledged that she' must get the key
ring from the medication technician when she
needs {o use the bathroom,

During a surveyor intérview on 1/28/2025 at 1:48
PM with the Director of Nursing Services, she
acknowledged that the bathroom key should be
separate from the medication storage keys. She
could not provide evidence that the madication
storage areas were only accessible to licensed
nurses or medication technicians, as required.
Food Procurement, Store/Prepare/Serve-Sanitary
CFR(s): 483.60{)){1)(2)

§483.60() Food safely requirements.
The facility must -

F 761

Fg12

- 2/91/2025
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§483.80(i)(1) - Procure food from sources

from local producers, subject to applicable Stale

approved or considered satisfactory by federal,
stata or local authorities.
(I} This may include food ftems obtained directly

and local laws or regulations. )

(i) This provision does not prohiblt or prevent
facliities from uslng produce grown in facility
gardens, sublect fo compliance with applicable
safe growing and food-handling practices,

{lij) This provision does not preciude residents
fram consuming foods not procured by the facility.

§483.60(1){2) - Store, prepare, distribute and
serve food inaccordance with professional
standards for food service safefy,

This REQUIREMENT s not met gs evidenced
by;

Based on surveyor observation, record review,
and staff interview, It has been determined that
the facillty fafled fo store; prepare, distribute, and
serve food in accordance with professional
standards for food service safely, relative to the
main kitchen and the main dining room.

1. The Rhods Island Food Code 2048 Edition
4-601.11 states In part, “...Nonfood contact
surfaces shall be kept free of an accumulation of
dirt, dust, food residue, and other debris; "

Surveyor chservations of the maln kltchen on
1/27/2025 at approximaltely 8:45 AMand on
1/28/2025 and 1/26/2025 at 9:40 AM revealed the
fallowing:

- Grease accumulation along the sides and the
¢corhers of the steamer

- Grease accumuiation along the corners and
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211172028

There were no resldents identified In this
deficiency,

All areas of the kitchen have the potentlal to
be affected by the alleged deficlent practice.
A complete deep cleaning of the areas
identifled was completed prior fo the exit of
the surveyors,

The facllity hired a new Food Service Director
who started on2/3/2025, The Food service
director recelved In-service training on the
cleaniiness needs of the kitchen equipment
and a review of the deficlency.. A Cleanliness
Audit was created and will be completed
weekltj (oF as needed) by the food service
director or designee,

The results of the Cleanliness Audit will be
reviewed at the Quality Assurance
Committee Meeting toensure ongoing
compliance, until compliance is malnfained,

The Food Service Director Is responslble for
ensuring ongoing compliance.

2, There was no resident identifled in this
deflclency statement. The eggs were
removed from the kitchen.

The staff member that the eggs belonged to
recelved in-service tralnlng on not biln Ing
In or storing farm eggs In the kitchen, ﬁ'xe
Food Service Director will randomiy audit the
kitchen refrigerators to ensure that there are
no e?gs except these purchased From the
facility vendor,

The results of the Farm Egg Audit will be
reviewed at the Quality Assurance
Committee Meeting to ensure angoln
compliance, until compllance Is maintained.

The Food Service Director Is responsible for
ensuring ongoing compliance.
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sides of the food warmer

- Grease accumtiation along the sides and the
comers of the stove

- Utility cart that stored containers of spices with
crumbs and debris in the corners

- 4 food meal delivery carts with grease and
grime accumulation along the lower edges

Surveyor cbservations on 1/26/2024 at 12:15 PM
and on 1/30/2025 at 8:15 AM, of the main dining
room, revealed the steam table with grease
accumulation on the knobs and food spills on the
front of the unit.

2. The Rhode Island Food Code 2018 Edition
3-201.11 states in part, "...Food shall be obtained
from sources that comply with Law..."

During a surveyor observation on 1/28/2025 at
9.40 AM the main kitchen reach in refrigarator
unit revealed a dozen of eggs stored in a gray
egg container, with-a use by date of 12/14/2024.

immediately following the above-observation,
dietary cook, Staff R, revealed the eggs were for
a staff member and that they were fresh farm
-aggs from his farm raised chickens.

During a surveyor observation and interview on
1/30/2025 at 9:15 AM with the Administrator, he
acknowledged that the above-mentioned food

service equipment was in need of cleaning and
that the eggs that were brought in from home

were improperly stored. _
F 842 | Resident Records - dentifiable Information F B42 211172025
§8=D
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F 842 Confinued From page 40 F 8421 ResidentID # 83 heels were offloaded with 212025
CFR(s): 483.20(f)(5}, 483.70(h){1)-(8) bootles as ordered since 1/28/2025,
. ; All resldents with orders for off-loadin
$§483.20(H(5) Resident-identifiable information. heels with booties have the potential t 0% e
(i} A facility may not release information thatis affected by the same deficlent practice, A
resldent-identifiable to the public, | faglitg;w[d?fa?sezgmeng ﬂf rfsldﬁgtg witEh
() The facility may release information that is &raseég n% 1;1 2 teEl otg el:?sgu$e h heaetst ﬁ” ooties
. : ¢ residents
resident-Identifiable to an agent only in with that order were off [oaded with booties
accordance with a contract under which the agent in place.
agress not fo use or disclose the information The Licensed Nurs W
f i The Licens rses recelved in-seruice
except to the extent the facility ltself Is parmitted | training on st nm? off oeders for off loe dinfg
to do so. i of heals with bootles must only been done t
_ 'the nurse verifles that the heels are off
§483.70(n) Medical records. iﬂac};ci ;uilth the baotte? In péace. i'f\ ﬂi:cus r':en
F i € aericiency was yelewed at the time of
§483.70(N)(1) In accgr danga Wmt‘. aoceg;ltexfia i g the training, %’he DNS or designee will
professional standards and practices, the facility §o randomly audit the residents with orders for
must meintain medical records on each resident ﬂ off loading heels and bootles to ensure the
that are- & orders were followed as ordered.
() Gomplete; ; | The results of the Offloading heels and
(il) Accurately docurmented; bootles Audit wlii be revleLoad af the Quality
iff) Readily accessible; and Assurance Commlitee Meeting to ensure
¥ _ 1 g
{iv} Syslematically organlzed ongoing compliance, until compliance is
maintained,
§483.70(n)(2) The facllity must keep confidentlal The Director of Nursing Is responsible for
all information contalned in the resident's records, ensuring ongoing compllance,
j form or storage methed of the
;ggi;gf s;(g;gﬁvf?;? release ,g_ ? Féezident ICE[) # 46 heels have been off
(1) To the Indlvidual, or thelr resident oaded as ordered since 1/26/2025.
representative where permittad by applicable law, Alt residents with orders for off-loading
(i} Required hy Law, heels f&azf)ie ]thetpote:;[tial tg ige aﬂf_?ecte]cli by the
: ;s same deficlent practice. A factlity-wide
(ifi) For treatment, payment, or health ca;‘le assessment of fesidents with ordare for off-
operations, as permilted b!{ and In compliance loading of heels was conducted to ensure
with 45 CFR 164.508; that the restdents with that order were off
{iv) For public health activities, reporting of abuse, loaded as ordered,
rseg'lggt_, or dor!"lestic vialence, heglth overSLglE'ut The Licensed Nurses recelved In~service
activities, judicial and administralive proceedings, tralning on signing off orders for off~
law enforcement purposes, organ donation loading of heels which must only be done If
purposes, research purposes, of {o coroners, ithedmilrsﬁ therIﬂes tfmt tcigef{uiaels are off
: oaded, A focus on the deflciency was
medical examiners, funeral directors, and {o avert revlewed at fhe time of the training, The DNS
Lor designee will randomly audit the residents .
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a serious threat to health or safety as permitted

by and in compliance with 45 CFR 164.512. * with orders for off- loading heels to ensure

: _the drders were followed as ordered,
§483,70(h)(3) The faciity must safeguard medical
record Infermation against loss, destruction, or

unauthorized use The results of the Offloading heels and

booties Audit will be reviewed at the Quality
Assurance Committee Meeting to ensure

8483.70(h){4) Medlcal records must be retained ongolng compliance, until compliance s
for- . matntained. _

(I} The perlod of time required by State law; or The Director of Nursing is responsible for
{l) Five years from the date of discharge when ensuring ongoing compliance,

there is no requirement in State law; or .

(ili) For a minor, 3 years after a resident reaches 3. Resident iD # 272 was seen by the wound

doctor and the treatment order was changed
to a treatment that does notrequire a
protective dressing.

legal age under State faw.

§483.70(h}(56) The medical record must contain-
{1y Sufficient information to identify the resident; All residents that require wound treatments

7 h N haue the potentlal to be affected by the same’
(i) Arecord of the restdent's assessments; alleged dgficien actice. The fac%itg

' tpr
{iii) The comprehensive plan of care and services ( completed a facilﬁ wide assessment on
provided, ‘4 ﬂ’ rest etnts fith;tre? ment oirdersf andh

iy The ' completed a visual inspection of eac
(w)dThe. reSLtﬂt_s (’;‘f any pgeac'fmissi_on screening 9,‘( treat?‘nent to determine that the treatment
and resident review evaluations and was completed as ordered on 2/3/2024 by

determinations conducted by the Stale; the reglonat nurse,
(v} Physician's, nurse's, and other licensed

! . The Licensed Nursing Staff have recelued in-
_pr;:ffsg!on?l_s_ pi’og;’eiss noteg, ?ﬁd i i service training on c%mpietlon of treatments
(vl) Laboratary, radiology and other diagnostic as ordered. The ICN Nurse or designee will
services reports as required under §483.50, weekly durlng wound rounds complete
This REQUIREMENT is not met as svidenced Treatment Audits to ensure the ordered
by treatme?t wlas done as ordered and dated
~Based on surveyor observation, record review, appropriately.
and staff Interview it has been determined that o
the faciiity failed to maintain medical records on The results of the Treatment Audits wiil be
each resident that are accurately documented for reviewec at & eifg:ga t‘ggeﬁg;‘:f;“fgeoiﬂg
1 of 2 reskdents reviewed for heeE boots, Reskdent comp[ianc'e’ until Comp[[ance ts malntalned.
1D #83, for 2 of 2 residents reviewed for . _ :
off-loading heels, Resident ID #5 46 and 83 and The Director m’i Nursing }is responsible for i
for 1 of 2 residents obsarved for wound ensuring ongoing compliance. .

dressings, Resldent 1D #272.
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Findings are as follows:

-1 1. Record review revealed Resident 1D #83 was
re-admitted to the facllity in April of 2023 with
diagnoses Including, but not imited to,
contracture of the right knée and vascular
dementia,

Review of the care plan dated 4/28/2023 revealed
that s/he is at risk for skin breakdown refated to
timited mobiity.

‘Review of a Norton assessment (a tool used to
determine a person's risk of developing a
pressure ulcer) dated 12/10/2024, revealed a
score of 6 Indicating that the resldent is at high
risk to develop a pressure ulcer.

Record review revealed the following physician's
orders dated 4/28/2023;

- offfoad the resident's heels every shift as
tolerated for skin integrity

- wear heel protectors as tolerated while in bed
every shift.

Surveyor observations on the following dates and
times revealed that the resident's heels were not
offloaded or that the boots were applied, as
ordered:

- 1/27/2026 at 10:03 AM and 12:24 PM
- 1/28/2025 at 9:25 AM and 12:28 PM

Review of the January 2025 Treatment -
Administration Record (TAR) revealed that the
above-mentioned orders were signed off as
completed.
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During a surveyor interview on 1/28/2025 at 12,52
PM with Registered Nurse, Staff G, she
acknowledged that the resident's heels were not
officaded, and histher boots were not applied as
ordered. Additionally, she acknowledged that the
TAR was signed off inaccurately (o indicate that
the orders were completed.

2. Record review revealed Resident 1D #46 was
re-admitted fo the facllity in December of 2024
with diagnoses including, but not limited to,
muscle weakniess and major depressive disorder.

Review of a physlician's order dated 12/3/2024
revepled an order to offioad the resident's heels
every shift as tolerated for skin integrity.

During surveyor observations on the following
date and times revealed the resident's heels were
nof offloaded, as ordered.

- 172772025 at 240 AM
- 1/28/2025 at 12:24 PM
- 1/29/2025 at 2:21 PM

During a surveyor interview on 1/29/2025 at 2:29
PM with Registered Nurse, Staff F, she
acknowiedged that the resident's heals were not
offloaded as ordered. Further, she was provide
evidence the TAR was dosumented accurately on
1/29/2025.

3. Record review revealed Resident [D #272 was
readmitted to the facility in January of 2025 with
diagnoses including, but not fimited to
Poliomyelitis (a viral infection causing nerve injury
which leads to partial or full paralysis),

Review of a physician's order dated 1/23/2025
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indicated fo cleanse the right butiock
moisture-assoclated skin damage with wound
cleanser, {o apply honay gel then cover the
wotnd with a bordered foam dressing every
evening shift.
During a surveyor observalion on 1/30/2025 at
9:54 AM of the dressing change with Registered
Nurse, Staff B, the soiled dressing was observed
to have the date of 1/28/2025 which Indlcated that
it was not changed on 1/28/2025, as ordered.
Review of the January 2025 TAR revealed that
the dressing change was signed off as completed F880 212025
on 1/29/2025. There was no restdent identifled in this
deficiency.
Additionally, Staff B, acknowledged the date of All residents requiring Glucose Testing using
142812025 was on the dressing she rc:‘moved and a %lucom eter have the potentlal to be
indicated that it was not changed on 1/29/2025, affected by the same deflcient practice. The
as ordered. facility has laminated step Instructions for
Glucose Testing and placed them on the
During a surveyor inferview on 1/30/2025 at : nurses med carts for reference.
approximately 12:00 PM with the Director of L The Licensed Nursing Staff have had a
Nursing Services, she Indicated that she would competency un Glucose Testing Completed
expect the staff o follow the physlolan's orders 3( iohen and how 5 appropristoly Compiete.
and document information accurately in the W} glucose testinF via glucometeriwhich
residents’ medical records. includes the cleaning of the glucometer after
F 880 | infsction Prevention & Control F 880 gac? use us!llrlmg a geac[h wipe. [‘riua DNS or
= . esignee will randomly complete a
$8=D| CFR(s): 483.80(a)(1)(2)4)(e)H g{ucgome:er Clearéinig iguldtt tg §n§ure thai:tl the
. ucometers are being cleaned after eac
§483.80 Infection Control use per policy. 9
The facility must establish and malntain an The results of the Glucometer Cleaning
infection prevention and control program ] :

) : ; Audits will be reviewed at the Quatit
designed to provide a safe, sanitary and Assurance Commilttee Meeting to en%ure
comfortable environment and fo help prevent the ongolng compliance, untll compliance is
development and transmission of communicable maintained,
diseases and Infections, The Director of Nursing is responsible for

ensuring angolng compliance. [
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§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a){1} A system for preventing, ldentifying,
reporting, investigating, and controfiing infections
and communicable diseases for ali residents,
stafi, volunteers, visitors, and other individials
providing services under a conhtractual
arrangement based upon the facllity assesament
conducted according to §483.71 and following
accepted national standards,

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of survelllance designed to identify
possible communicable diseases or

infections before they can spread fo other
persons in the facility;

{i{y When and to whom possible incidents of
communicable disease or infections should be
reporied;

(il Standard and transmission-based precautions
to be followed to prevent spread of infections;
{iv)When and how Isolation should be used fora
resident; including but not limited fo

{A) The type and duration of the isolation,
depending upon the Infectious agent or organism
involved, and

(8) A requirement that the isolation should be the |

least restricfive possible for the resident under the
circumstances, _

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
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contact with residents or their food, if direct
contact wifl fransmit the disease; and

{viYThe hand hygiene procedures to be followed
by staff involved In direct resident contact,

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80{fy Annual review.
“The facility will conduct an annual review of its

|PCP and update their program, as nacessary.
This REQUIREMENT. is not mat as evidenced
by;

Based on surveyor observation, record review,
and staff interview, it has been determined that
the facility failed to maintain an infection
prevention and control program designed to
provide a safe, sanitary environment, and to help
prevent the development and transmission of

communicable diseases, relative to the

disinfection of a glicomater that is used to obtain
blood glucose readings for mulliple residents, for
1 of 2 observations of blood sugar monitoring.

Findings are as follows:

Record review of a facility policy titled, "Glucose
Monitoring Equipment” revised in October 2018,
revealed in part, "...Blood glucose monitoring
equipment will be cleaned with bleach wipe
before and after use and/or as per manufacturer
guidelines...Glucometers wili be
cleanedidisinfected with bleach wipes per

F 880
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manufacturer guidefines..."

Record review of the "Embrace Pro"
manufacturer instruction manual revealed that the |
glucometer is to be cleaned by "...using a moist
{not wet) cloth or tissue with isopropyl alochol or
mild detergent with water..."

Record review revealed Resident 1D #2 was
re-admitted to the facility in July of 2023 with a
diaghosis including, but not limited to, {ype 2
diabetes meliitus,

Record review revealed a physician's order dated
9/20/2024 for Humalog insufin 100 Unitmiliititer
{ML}, twice: daily, to be administered according fo
a sliding scale based on hisfher blood sugar.

During a surveyor observation on 1/29/2025 at
1130 AM with Registered Nurse, Staff F, she
ohtained Resident D #2's blood sugar,
Additionally the observation failed to reveal Staff
F wiped down the glucometer before and after
obtaining the resident's blood sugar,
Furthermore, Staff F failed to disinfect the
glucometsr prior {o placing it back into the
medication cart,

During & surveyor interview on 1/28/2025 at 11.34
PM with Staff F, she acknowledged thaf she '
failed to clean the glucometer before and after
using it to obtain the resident's blood sugar,

During a surveyor inferview on 1/26/2025 at 12:48
PM with the Director of Nursing Services, she
revealed that she would expect Stafi F fo clean
the glucometer with a bleach wipe prior to and
after obtaining the resident's blood sugar.
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E 000 | Initial Comments E 000

An Emergency Preparedness Survey was
conducted by the Center for Health Facilities and
Regulation on 1/27/2025. The facility was found
fo be in compliance with 42 CFR §483.73 related
to Emergency Preparedness.

Capacity: 132 Census: 123

LABDRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiancy statement ending with an asterisk () denotes a defickency which the (nstitution may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patients. (See inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of survey whather or not a plan of correction is provided. For nursing homes, the abova findings and plans of correction are disclosable 14
days foliowing the date {hese documents are made available o the faciity. i deficlencles are olted, an approved plan of corection Is requisite to continued
program participation,
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K 000 | INITIAL COMMENTS K 000
The annual Federal Life Safety Code survey was
conducted by the Siate Survey Agency on
1/28/2025.
Waterview Villa Nursing Rehabilitation and
Healthcare Center was surveyed pursuant o the
National Fire Protection Association 101 Life
Safety Code, 2012 Edition as referenced in 42
CFR 483,90 (a - d) Physical Environment,
No Life Safety Code deficiencies were identified
during the survey,
The facility is in compliance with all regulations
surveyed.
Capacity: 132 Census: 123
1LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6} DATE

Any deflciency statement ending with an asterisk {*) denotes a deficlency which the institution may be excused from correcting providing & is determined that
other safeguards provide sufficient profection to the patients. (See instructions.} Except for nursing homes, the findings stated abave are disclosable 80 days
following the date of survey whather or not a ptan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing {he date these documents are made avaifabie to the facility. [f deficiencles are cited, an approved plan of correction is requisite fo continued:
program participation.
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