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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID EERVICES

CFR{s): 483,21 (bU3}(7
£48321(b}{3) Comprehensive Care Plans

The services provided or ananged by the facily, as
outiined by the compeshensive cara plan, must-

() Maet professional standards of qusliy,

This RECUIREMENT s NOT MET as evidenced by:

Based un rocard review and stalf Intarview, 1t has been
determined that the facliity falled to ensure that

resldents recelve treatment and care In accardance with
profassional standards of practics, relativato {of1 .
resldant reviewed for medivation refusals, Resident 1D~
#5.

Findings are as follows:

According to Uppincott (2623), ninth adifisn, Nursing
Procadures, page 745, smtes In part, "I & medicetion
wasn't adminlstersd, document the reasen why, sny
{ntarventiong imkah, practifoner notification, and tha
patienFs response ta knterventions”

Record revisw revenled the rasident was raadmitted ta
fhe faclity in July of 2014 with diagrases including,

bt not imbtad to, iype twa diabetsx maillites,

vascular demantta, fypariansion {high blood pressura),
gasim-esophageal reflux disease (GERD; a civonic
condiion where stomach add fiows hack info the
esnphagus), and polymyalgia theumatica (PMR; s

i
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o) ID SUMMARY STATEMENT OF DEFICIENCIES )] PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENGCY MUST 8E PREGEDEDBY FULL . [PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY COR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE DATE
APPROPRIATE DEFICIENCY)
FODDO | INITIAL COMMENTS FOBO | Grandview provides this plan of correction
Arscertification s and state foansure survey was w:Thout admitting or denying ‘ghe \faildrty or
conducted st quew’ Center on 8/48/2025 through existence of the alleged deficiencies.
82142025 fo determine compliance with 42 C.FR, Part The plan of correction is prepared and
- 483, requirements for Long Term Cara-Facliitles. State executed solely because it is required by (
Hieansure snd emergency preparadnass surveys were aleo federal and stats law. 4 4
sonducted st this facility. ﬁ
Daficiancles were [dentifled as a resuit of this
survey.
Foske Services Provided Mast Profasalona) Stendsrds FOBES
88=E Resident #5 is safe at the center, the

physicians Is notified of all refusals.
Facility wide audit completed to identify
residents who have the potential to be
affected by the practice.

Nursing staff re-educated on policy and
procedure of Residents refusing
medication/treatments to include
notifying the family/responsible party and
physician of refusal,

A weekly audit of medication refusals will
be completed X4, then monthly X2 or unti
substantial Compliance is achieved. The
results of the audit will be presented to
center QAP! for recommendations.

DON or designee is responsibie for the

overall management of this plan of
correction.

Beceived
CEp 05 8

Facilities Heguiation

Any deficlency siatsment arding with an actarisk (*) denctes a deficiency which the insfitutfon may ba excused from torrecting providing it Is datermined that othar

rds provide sutficient proteciion to the pafients. (Ses reversa for further Instructions.} Except for nursing homes, the findings steted above am distiosable 80
days foliowing the date of survey whaether or net a plan of comrection Is provided. For nursing homes, the above findings and plane of comection are disdosabla 14 devs
following the dets thess documents are mada avalisbls to fha faciity. f deficlensies ere clied, an approved plen of comeciion Is raquisits to continued program

participaton. |
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APPROPRIATE DEFICIENCY)

Foga58 Continued from paga 1 FOSH8
8S=E cendition cheracterized by muscle wesknase and
gtiffneas).

Reaord revisw revealed o physiclon's order dated

H22[2024 for aeplin, B1 millgrame (mg}, with

| Instructions to adminisler onae tablet by mouth In the
marning to pravent blood clote,

Review of the Augus! 2025 Madleation Administration
Record (MAR) rovaalad that on the following dates the
raskient refused histhar aspidn: B, 8/2, 8/5, 8/8,

B/T, B8, £, and 8M0/2025,

Racord review feifed to revent evidence that tha
provider was notified of tha above documented rafusals

of asphin,

Recard review revenfad a physiclan's order dated.
12/15/2023 for docusate sodium ol tablel, 100 mg,
with instructiona to administar one-tablat &y mouth,
twice dally, for bowe] managemsant

Review of tha August 2025 MAR revealed that on tha
following dutes and Smas tha resident refused hisfher
docusale sodiurn: 81 (AM and PM), 8/2'(AM), B/5 (AM),
876 (AM), BI7 (AM), 8/8 (AM}, B/8 (AM and PM), 810 (AM
and PM), and B/16/2025 (PM).

Record review fafied to revsaf evidenca that the .
provider was notifiad of the above documented refusals
of tha docusate sodium.

Record revigw revaaied a physician’s ordsr dated
61122024 for Humalag Injaction sckuition (ingulin),
with instructions fo administer, twice dally, based on
a sidlnyg scals of blosd sugare, for diabetes mollitug,

Reviow of tha Auguat 2025 MAR revasled that tha
residant refused te have hisfher morning blood sugar
obtained, in order 1o ba abls to have the eppropriste
dosa of Humalog adminisferad to himher on 8/7/2025,

Record review failad to reverl avidenca that the
provider was notified that the resldent refusad o have
hisMhar biood sugar taken,

Record roview revenlad o physicion's order deted
62872623 for lsosorbids monontirate, 30 my, with
Inatructions to adminisier one tablat, oncs daky, for
heart rats, and ta hold if the resiient's systollc

blood pressure (SBP; tha top rumber in a biood presstire
reading thaf indicates the force of blood pushing

against the artery walls whan your haart basis) ls

below 300,
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Fogss | Continued fom page 2 F658
§S=E

Review of the August 2025 MAR revealad that on tha
following dates the resident refused hissher [sosorbide
manonitrate: 84, 875, 877, Bf, 8/9, 811, 8/13, M4,
815, BA8, BM17, BHS, BMS, and /2012025,

Recard review.faltad o revesl avidenca that the
provider was nolified of the above-documented rofusals
of the Isasorbide mononitrate.

Reoord review revealad o physiclan's onder dated
12/20/2022 for Lasix, 20 mg, with Instructions to
agminister one tablat dally for sdemsa (swelling).

Review of the August 2025 MAR revealsd that on the
following dates tha rasident refused hisfer Laghe
814, B/5, Bf?, &8, B9, 841, B/13, 814, 8/45, 816,
8i17, 8118, 8118, Bl20/2026,

Racond review falled o reves! evidents that the
provider was notifisd of the abave documanted Lesl

refusals,

Recoid review revealad a physician's order deted
T1412025 for lsinapd tablef, 2.5 mg, once dally, for
a history of hypertension,

Revaw of the August 2025 MAR reveslad the following
dates the resident refused hisher fsinoprll: 84,
812, 815, 8/6, 8/7, 8/5, 813 end 811072025,

Record review failad to reveal evidence thet the
provider was nolifiad of the alxese documentsd
lisinoprh rafusale.

Racord review reveated a physiclan's order dated
10/0/2023 for Lopressor tablet, 12.5 mg, wih
fnstructions to administersd twice dally for

jon, and o hoid if the resident’s SBP s
balow 100 or hisher haar! rate Is balow 80,

Revisw of the August 2025 MAR revealed that on the

| foliowing dates tha resident rfused hahar Lopresser
B (AMY, BIZ (ABL), BIE (AM), 877 (AM), 80 {AM and
P}, 810 (AM and PM)}, and 8718/2025 (PM).

Recard review faflad to revssl evidence that the
provider weg nofifiad of the sbova documantad Lopresser
refusals,

Revord review revealed a physiclans order dated
Tr2212014 for megnasium axde tablet, 400 mg, with
Instructians o administar ana tablet, twica dafty, Jor
magnesim suppiement,

ZORM CMS-2557 (02/99) Previous Versions Qbsclete Event 1D {D42A0H1 Faclity ID; 445020 if continiation sheet Pags 3 of 14
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F0658 Continved from pege 3
85=E

and 6118/2025 (EM),

ovdde refusals,

_day, lo builk up stook.

B, 8/5, &/7, and 8/8/2025.

refugaly,

| moming, for PMR.

8/10/2025.

Prednisone rafusals.

refusals,

Reviaw of the August 2025 MAR reverled Hhat on the
Infiowing dates the reakient rafused hls/her mi

oxide: B/ (AM and PM), 812 (AM), &5 (AM), 818 (AN},
BI7 (AM), 878 (AM), 878 (AM end PM), 8/10 (AM and P},

Racord review fallad {o revaal evidanee that the
provider was notified of the above documentsd magnesium

Record reviaw revealed a physiclan's onder dated
111272024 for Metamcl oral powder, with instructions
to give 1 aaspoan by mouth, ance-dully, evety ather

Review of the August 2025 MAR reverled that on the
following dales tha residant refused his/har Melamucl:

Recond review failed to revesl evidenca that the
providarwas notified of the above decutented Metamucll

fRecord review revealad a physiclans order dated
112212014 for Prednisona tabiat, 2.5 mg, vith
instructions to adminiater one tablet, by mouth in the

Review of the August 2025 MAR revaaled thal on the
foliowing deins the resident refused histher
Prednisone: 81, 8/2, &/5, 86, 877, 818, 8/3, and

Ricord ruview failad to revasi evidencs that the
providet wap notified of the ahove douimented

Record raview revealsd s physiclan's order dated
102372018 for Prilosoc capsule dslayed relenss, 20 mg,
with Instructions to adminleter onca dafly for GERD,

Ravigwof tha Augusl 2025 MAR reveaied that ob the
foBowing datas tha resident nefused hizghar Priosec:
8)4, 8I5, BIT, 88, 843, B/11, B3, a4, M5, 318,
Bi17, B8, 819, and 820/2025.

Recod teview fafied t revenl evidenca that the
provider was nolified of the above documented Prilosac

Racord review revealed n physician's erder dated
121312423 for Sanna oral tablet, 8.5 mg, with
Instructions i administer two tablsts, twice dally,

FOSES
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Grandview Cenler 469 Chambers Street , Cumberlend, Rhode laland, 02884

i) 1D SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION 05)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDEDBY FULL  [PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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FO658 Cortinuad from page 4 {0858
88 =E for howal tanagement.

Revisw of the August 2026 MAR reveatad that on the
fotlowing detes the resident refused hlsher Senna: B
(AM and PM), 812 (AN), 8/5 {AM), B/8 (Al), 817 (AM),
/0 {AM), 849 {AM and PM), 8/10 {AM end PM) and
BHMER2025,

Reoard review falled 1o reveal evidence that the
provider was notified of the above doouimentsd Sanna
vefusals,

Recant revisw reveated 2 physiclan’s order dated
12HE/2024 for Travoprost solition 0.004%, wits
mstructions 1o adminlsier one drop in histhar right
eye, avery averning, for glatcoma (e diseass that can
cause Vision loss end biindness).

Revigw of the August 2025 MAR revasled tha residant
rafused hieher Trevoprast an B/3/2025, -

Reoord review falied i rovaal svidence thiet the
provider was rotifled of the above documented

Travoprost refusal.

Record feview revealed a physlolan's order dated
812/2024 for Tideno! 8-hour Arthritis Paln oral tablet
sdended relerse (ER), with wfructions ko edminietar
850 my, every B howrs, foparthritin pakn, g -

Raview of the August 2026 MAR revealed that on the
fofiowing dates tha resident refused hisfer Tylenok:

8/ (2:00 PM and 10:00 PM), 872 (2:00 PM), /4 (6:00
AM), 875 {8:00 AM and 2:00 PAM), &/8 (2:00 PM), 877
{6:00 AM and 2:0C PM), &/8 {6:00 AM and 2:00 PM), 810
{2:00 PAI), 8/40 (10:00 PM), 81 (6:00 AM), B/1S (6:00
AM), 844 (5:00 AM), 8715 (8:00 AM), 818 (5:00 AM),
BT (8:00 AM) /18 (8:00 AM and 10:00 PM), 8/18 (£:00
AM), and 81202025 (8:00 AM),

Rocond review falied 1o reveal svidence et tha
provider wes notified of tha above documented Titencl
refusais.

During a surveyar Interview on 8/20/2025 at 11:20 AM,
with Certifiad Madication Techniclan (CMT), Staff A,

sha revaaled that whon & resident refuses medication,
sha informs the turse of the rofusal, who will then

speak with the resident. She acknowisdged 1hat Rasident
D45 rafisas histher madications,

Durlng a surveyer Inferdew on 82012025 st 11:24 AM,
with Registered Nurse, Steff B, she revealsd that the
CMT will alest the nuree when a resident refuses a

FORM CMS-2567 (02/98) Frevious Versians Obsoleta Event ID: 1D42AC-H1 Facility 1): 415020 i continuation sheet Paga 5 of 14
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NAME OF PROVIDER OR SUPPLIER
Grandview Center

STREET ADDRESS, CITY, STATE, ZiF CODE
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(X4} ID
| PREFIX
TAG

EUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i) PROVIDER'S PLAN OF CORRECTION
PREFIX!
TAG CROSS-REFERENCEDTO THE

{EAGM CORRECTIVE ACTION SHOULD BE
APFROPRIAVE DEFICIENCY)

(X5}
COMPLETION
DATE

| reveniod that If a resident refuses any medications,

" madication refusals.

Contimted from page §

madication. She furthar ravaalad that ihe nursa should
notfy the residents physiclen of the medication

refusal and indicated that the physiclan netification
shotld ba dacumented In a progress nols or stiached to
a MAR note. Further, she revealed thai If & residant
refuses madications often, the physician will review

the medications to sea if any medications can ba
disoantinusd or altered.

During a surveyor inferview on 8/2042026 at 12:43 PM,
with the Drector of Nimeing Servicas (DNS), she

the physician shouid be notifisd, and the notification
should-ba dosutmented in a progress nate, She further
revegled that If a resident fraquently refuses
medications, a discussion will ocour with tha

residents physiclan regarding discontinuing the
medications, if abla. Lastly, she revesied that sha was
not aware of the sbove-mentioned medication rafusals in
August 2025 for Resldent ID #5.

During & susveyar intarview on 8/20/2026 al 12:58 PM,
with Nursa Practiioner, Staff G, he revealsd that he

wag aware of soma pravioua medication refusals,
Indizating the resident had bean sick and was reflsing
Heher medicetions. He tevesiad that the resklent hag
gona up and down with medication refusels butindloated
that he thought s/he boagan taking hisfher medications
again and was not aware of the extant of hisfher

Record review reveated a progress nots dsted 8/20/2025
gt 6:20 PM, and authared by the DNS, sfter this soncerm:
wat hrought to the faciliy's atfention by the

sorveyor, which states, "A call was placed to [Staff

€], regarding the resident's refusal of medication. He
siated that he had previously discusssd with the Power
of Attornay thet the resident's inteke would fucluate
due to {his/har] deciining health, but ho was mawans
of e extent of fhisMed madoation refusel, Upan
review of the medication records, it wes obisrvad that
the resident's rafusal has decrensed sivee August
40-11. This obervation led him fo consider that
fhia/er] antibiofics may have catised gestric disiress,
and that fhis/er] cument refisf might enable

[hkn/herd to teke [hisher] madications. He does not
wish fo discontinua [his/er] medlcations at this ime
but requests certain adfustments. All 6 AM madications
hava been chenged to 8 AM, ax [s/hs] consistertly
refusas pills af the earler ime, Thess madisations
Include Tylena! 860 mg ER (now Tylenol 650 mg PO [by
moxth] BID fiwice daly]), Lasix 20 mg, lsosetblde, and
Priieses, all of which have been rescheduled ta 8 AM”

Foas8
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STATEMENT OF DEFICIENCIES %%wmmg&g&m {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
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[F0858 | Continued from page 8 FO858
‘55 =E Dusing & surveyor Intendew on 8/21/2025 at 14:38 AM,
. with tha DNS, 5laff C, and tha Regional Clintcal Nures,
thay revasied that Steff C comes Into the fadlity
fwita weekly o seo residents, but were unabls to
provida evidence that Staff C or another provider were
notifled of the resldent’s frequent madicatlon refisels
1n August of 2025,
Raview of 4 progress note authored by Physidian, Staff
B, dated 8/21/2025 at 2:32 PM, entered Inta the
residant's medical tecord, after the completion of the
recertification survey, revesied he waa sware of the
resident’s madications refusala.
FCaas Treatment/Sves o Pravent/Heal Pressure Ulcer FDEBS
sg=0 Resident #65 is safe within the center

CFR(s): 48325 X1 }INH)
§488.25{k) Skin Inlegrity

- §483.26(b){1) Pressure ulvers.

Basad on the comprahénsive assessmant of a resident,
the faclkly must ansure that-

(1) A resident recelves care, conslstent with
professional stendards of practice, to prevent pressure
ulcars and doss not develop presswre ulcars uniess the
Individuals cinkoal condition demanstrates that they
ware unavoldable; and

{B) A resident with pressure yioars reocives nacessary
restment and services, conslstent with professional

1 standands of prectice, to promoin hasling, prevent

Infaction end! pravent hew ulcars from developing.
This REQUIREMENT i= NOT MEY as evidenced by:

Basad on record review, surveyar obsarvation, and ataff
intarview It has hesn determined that the facllity

#alied to ensure thet a resident with pressure ujters
racaives necassary reaiment and sarvicas, consistent
with professional slandards of practice, to promole
houtng, prevent Infection and prevent new uicers from
developing, for 1 of 2 rasidants obgerved for wound
care, Residant 1D #55,

Findings are as follows:

Review of a faciilty policy Etled, "Wourd Dressings:
Aseptic” last revisad 212412025 stales In part,
«...Eveluate comfort levelipresenca of paln and treat as
indicated,. discard sollad dressing...cleanss or Irigate
wourd and petl wound gantly, 85 andared,..”

e 2R

receiving proper wound care and
management.

Facility wide audit was completed to identify
other residents with the potential to be
affected.

Licensed nursing staff will be re-educated
on professional standards or practice for
treating pressure ulcers, wound care
process, including signs and symptoms of
pain and overall pain management with
residents who have wounds.

Random audits of wound care/dressing
changes and pain observation will be
conducted weekly X4 then monthly X2 or
until substantial compliance is achieved.
The results of the audits will be presented to
center QAPI for recommendations.

DON or designee is responsible for overall
pain management of this plan of correction.

ZORNM GMS-2587 (62/88) Previous Varsions Obsolete
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4y 1D SUMMARY STATEMENT OF DEFICIENCIES
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0888 Gontimted from pege 7
=2

88=0 Reocord raview revasfed that the resident was readmiited

to tha faciily In Msy of 2023 with diagnoses

inciuding, but not limiied to, a stage IV pressire

ulear (the most severa form of & pressiure Injury. if's

charactarized by a deep, opsa wound thet exiands

through the skdn, Underlying fieste, muscle, and bone)

and typa | dlabadss,

Ravigw of a “Wound Evaluation and Summary™ dated
BHB/2025 revaaled tha reskiant has a staga IV pressure
woer o hlsfhar left jateml foot measuring 4

centimaters (o) X B.4 cm X 0.1 cm,

Roviow of a cara plan dated §/30/2025 revealed &n
intervention to monlter for pain and medicate as
needed/as ordered,

| Record review reverlad-a physiclan's orderlated

712512025 to cisanse the wonnd bad with Vashe wash (e
wound cleansar), apply Bactroben (an antiblotic) cresm
ta wound bed, covarwith an ABD (e absorbent drezsing)
pad end keriix every day.

During a surveyor obssnvation on 8/49/2025 el 8:50 AM
with Licansed Prasticsl Nurse (LPN), Staff € and
Reglstered Nurse (RN}, Staff F of the resident's wound
cana, tha resident was ohserved to be screaming and
swiagring ouf In pain, Throtghout tha antire drassing
change nelther nuree stopped to assess e resident's
pain or attemiried fo treal the rsldant’s pain, Buring

tha chservation Staff E steted that she would give the
resident psin medication when sha was finlshad with the
wound care and tha resident responded, “Jusl...gve [t to
ma now.” Additionally, Staff E was obsarved ta remove &
solied ABD pad snd calckn siginste (& wound treatment)
was noted 10 be In the wound bed from the pravious
dressing change, Steff E spplled vashs wash to the
solied calklum aignate and then began applying
Batiroban to the sxposed wound bed, faling to remove
the calclum aiginate. Cortinusd obssrvation reveslsd

| Staff £, who had axited s room, retumed and noled
the solisd calclum slginata rameined in the wound e
Staft E was applying the Bactroban, Staff F then
removed the aoiled Calchum Alginats while Stafl E
continuad o apply the Bactroban to the wound bed,
Natther $taff £ nor Staff F dleansad tho wound bed orice
tha scllad Cricium Alginats had baenh removed.

During & surveyor interview direcily following the
that Resident i} #55 was yaifing and swearing in pain

Hwoughout the dreasing change and that they did not
stop to ettemp! to medioate him/her. Addifonally, they

above obaarvation with Steff £ and F they acknowledged -

FORM CMS-2567 (02/88] Previous Varsiohs Obsalate
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FO6a6 Continued from page 8 Fa686

g8=p acknowiadged that they did not cleanse the wound bed
onee the solled saiclum alginets was removed.

Dutitg a srveyor intarview on 8/10/2025 ot 2:34 AM

| with the Direttor of Nursing Services (DNS), she
revaaied she would expoct the steff to stop 8 wound
dressing to assess and frest & rosident for paln if
neaded, Addiicnally, sha would sxpact the alaff to
dleanse the wound bad after tha reratval of a selled
dressing. The DN'S was unable to provide evidence thet
the resident was provided treatment and services,
eonsistent with professional standards of practies,

FO757 Drug Regiman Is Fraa from Unnecessary Brugs FC757

88=D Resident #19 is safe and comfortable at the

CFR(e) 483.45(a){1)-(8) center, Medication orders were reviewed and

83,45} U Drigs General corrected upon identification,
§483. nnecessary Drug nisral

n ba free from -Facility wide audit vyili be completed to ) i \9"{
5:::&&;; dﬁgﬁgﬁ‘:ﬂw druh: ia atty drug whan assure no other resident has the potential to Q {’]
veed- ' be affected by deficient practice.

§483.45{d){1) In excausiva dosa {Including dupiicate

i Licensed nursing staff has been re-educated
\ on the process of receiving laboratory

. drug therapy); of results checking/analyzing the results and
0\ immediate follow up, following physicians
483 45{d)(2) Por axcessiva duration; of orders and discontinuing medications as per
. order.
§483A5(d}{3) Without adequate menifordag; ar Audits of Resident’s medications {(with
parameters) who have orders that need
AB(dY4) Without adsquate Indications for s uss; bridging will be conducted weekly X4 then
ﬁ” (e 9 monthly X2 or until substantial compliance
is achieved. The results of the audits will be
GBS I oo presented to center QAPI for
¥ 6 preseancs varga congatlientces
which Indicats the dosa should be raducsd o - recommendations.
discantinued; or

DON or designee is responsible for overall
management of this plan of correction.
5483 45(d}{8) Any combinations of th teasons etated In
parsgraphs {d){1) hrough (§) of ihls zection.

This REQUIREMENT ks NOT MET as evidencad by:

Based on record review and staff intorviaw, it hag baen
datsrmined that the facity faliad to ensure that the
resident's drug regimen ls frea from Wminscassary drugs
for 1 of 1 resident reviewed for Lovenox (an
anteaaguisnt; a blood thinaing medication), Resldent
10 #19.

FORM CMS-2567 {02/%) Previous Versions Obsolets Evant ID: 1D42AC-H4 Faclitty 1D: 415020 If continustion shest Page § of 14
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Fo757 Continuad from page 9 FOT57

88=D
Findings are as follows:

| Review of a facillty polley {hled, "Medication
Administration General Guidelines” deted January 2028,
sfates In part, "...Prior to adminlstration, review and
confiren medication orders for each Individual residant
on tha Medicalion Adminlsteation Record [MAR].M

Racond review rovealed the renldant was readmittad ta
the facillly In Augrist of 2025 with disghoses

Including, but riot fimited to, the fong term use of

| enlesagulants and atroke.

Reavisw of & physician's order dated 811/2025 revenled
& administer Coumadin (2 bicod thinning medicafion) 6
miligrams {mg} ence dally for vaive replecement with &
gosl of achleving &n Internationel narmalized retic
{INR; a bloodHest that meosures how long [t takes your
‘blood to clot) of 28-3.5,

Raview of 8 physician's ardar dated 871172025 revesled
{o knject Enoxaparin Sodhum {Lovena) 80 mg at 8:00 AM
and 8:00 PM related to a stroke, Addiionally, the

order Indicated to discaninue the Lovenox after tio

days of achiaving o therapoutic INR of 2.5-3.5.

Further reviaw of the LovanoX ordear revealed it was -
discohtinued on B/14/2025 &t 1:29 .PM.

Record tovisw revealed the resiiant's INR level wes
within or above the tharapeutic ranga on the following
dates and tmes:

Bf12/2025 at 8:22 AM: 3.0

-£/{3/2025 at 10:08 AM: 3.8

Review of the August 2025 MAR rsveslad that the
rasidant was administared Lovenax when tha arder should

heve been dlacontinued on the following datas and
times:

~5/43 at 8100 P4

«B/14 g% B:00 AME

Further raview of the August 2025 MAR reveslod that
Nurse, Staff F, administered the Lovenox ta

tha resldent on 8142025 ot 8:00 AM,

During & surveyor intervisw on 8/21/2025 at D28 AM

wiih Staff F, she revealed that the restdent was to
fiznve hisfher Lovenax discontinued ones she had two

FORM CMS-2587 (12/08) Provious Verelons Obsolsta Evert ID: {D42AC-H1 Facfiity D7 446020 %mﬂmsﬂon shee! Page 10of 14
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FO757 Conlinusd from page 10 FO757
sg=D consecutiva days of kister INR leve! at therapeulic
! lavals. She acmowledged administering the Lovenox ta
! tha resitant on 81412026 and revesied that she does
i not recal checking the resident's INR leved, as tha
order indlcates, privr fo adminlstering the Lovenox to
fha residant. Further, she acknowladged that she should
nat have administared the resldent Lovencx an 8/144/2026
basad on his/her INR leveland the physidan's order
During & surveyor Interview on 8/21/2025 at 8:44 AM
with the resident’s provider, Steff O, she revealsd
that she would have expacted the Lovensy order 1o have
been disconiinued onoe the secand therapsutic INR level
result was racsived on /13/2025,
Dixing a surveyor Interview on 8/21/2025 at
approxdmately §:45 AM with the Divector of Nureing
Servicas, she acknowiedged that the Lavanox order
_should heve been discontinuad prior to 8/14/2025 at
4:28 PM, and that the residsnt recalved 2 unnecassaty
doses of Lovano ona on the evening of 8/13/2025 and
one on the mosning of 8/14/2025,
Foat2 Food Procuremant, Stare/Prepare/Serve-Senftary Fostz | All Residents have the potential to be
§8=F affected by this alleged deficient practice.
CFR{s): 483.60()(1}{2}
The ice machine in the kitchen has been
§483,60{1) Food safety requirements. cleaned, the black wipeable matter was l ?g
immediately cleaned.
must ~
The fackly The air gap comected above 25 mm (1inch). ﬁm
§AE3.600)(1) - Procsre food fram sources approved or Dietary staff have been re-educated on
considsrad satisfactory by federal, slate or loost proper cleaning of the ice machine between
authoritse, monthly/quartery scheduled cleanings.
(1) This may includs food fiems obtained directly from Maintenance staff re-educated on the
) \ocal producers, subject to applicable State snd focal required air gap distance between a water
Taws or reguiations, supply inlet and the flood level rim of a
plumbing fixture.
{#) This provision doss not prohibit or pravent
facliitles from Using produce grown in faciity T . . ,
gardens, subjeot to complkance with sppBcable safe Audit of ice machine cleanliness will be
growing und foad-handling practices. conducted weekly X4 then monthly X2. The
resulis of the audits will be presented to
(i) This provision does not praciuda residants from center QAP! for recommendations.
consuming foods not procured by the facliity, Audits of the air gap distance between ice
machine pipes and plumbing floor drains
gesa80(2) - Siore, proper O e food ;lgloaeuﬁ?z?gzgtsigt::;?lggrﬁi ?aliﬁi"‘“'y
sarvice sofety. achieved. The resuits of the audits will be
presented to center QAP for
This REQUIREMENT is NOT MET as evidenced by: recommendations.
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FoOB12
sS=F

FO881
88sE

Continied from page 11

Batad oh surveyor observation and staff intervizw, it
has been delenmined that the faclity falled fo store,
prapars, distribuie, and eerve food In accondance with
professiandl standands for food service sefely,

relative to the main idtehan.

Firidings are as follows:

1) Recond review of The Rhode fsland Food Cods 2022
Edifion 4.601.11 reads In part, *...(A) equipment food
vontact surfaces.,.shail ba cloan to sight.,.”

During the nitiaé tour of the maln Kichen an
8/48/2025 =t 8:15 AM, In the presence of the Food
Servce Diractor (FSD), reveated an loa machine that
vas noted to have blad wipsable malter on the white
plastic cover of the ice dispenser, located inslde of
the Ice maching.

Buring a surveyor inferview, immediately follswing the
shove ebservation, the FSD admowledged the biack
wipeable matter on the (oo dispanser and Indicated that
itis daanad monthly iy the fsollity and quarterly by

an outsids company.

2} Review of the Rhods Islend Food Code 2018 Edition
520,18 states In parl, "An alr gap between the water
supply Inist and the fiood level tim of the PLUMBING
FIXTURE...may not ba tess than 25mm imiimetar] (1
incith®

During the inltla! tour of the maln Kichen on
8/18/2025 at 815 AM, In the presence of tha FSD and
Malntsnance Director, novagiad the plpa from the lce
machine was noted tn be resting inside the plumbing
fixture (draln) In the flocr, and did not have, ala
minimum, & one-inch alr gap, as requlred,

During & survever interview, immediataly following the
ahows abgarvation, with te Maintenanoe Diracter, he
aeknowiadged that thera was not en alr gap befwaen the
pipe and the plumbing fixture of the Ioo madidne, es

reqidred.

Antiblotic Stewardship Program

CFR({s): 483.80{e){3)

§483.80{a} Infertion prevantion and control program.
The facliity must establish an infection prevention and

control program {(PCP) thet must includa, at a minimum,
the foliswing elements:

FUg12

FOB&Y

=S
e,

Administrator or designee is responsible for
the overall management of this plan of
cormection.

Residents on antibictic have the potential
to be affected by this alleged deficient
practice.
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PREFIX (EACH DEFICIENCY MUST BEI ;R'Negﬁ't}ag BY FULL lP@rirgx (EACHCQR?E;E-:WE Acnggn T%ﬁ%iéw BE %m
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iFosst Contintted from pages 12 Fo881
SS=E
§483.80{s}(3) An antitlolic stevardship program that Resident #20, #22, #36 are safe at the
Includss anfiblotic use protacola end a system to center and no longer cn the antibiotics, 4
manker antiblotic use. Antibiotics completed with no adverse [3\

This REQUIREMENT s NOT MET us evidenced by

Based on record review and steff inferview, Yt hae been
detarmined that the fadlity falled to establish an
Infection Prevention end Cantro! Program (JPCP) that
misst includa, st a mintmum, an antiblotic stewardship
program which includes entiblofic use protocols and a
system to monitor antiblotic uea to ansure that
residents who require an antibiotie, are prascribad tha
appropriate antibiotic, for 3 of 4 residants reviewed

for anibiolic uze, Residant ID #s 20, 23, and 36,

- Findings are s follows:

Acconging to the Canters for Disssss Conirol and
Preverion (CDC) documant titled, "The Core Elements of
Aniiblotia Stewardship for Nursing Homen™ states in

part, “Parform antiblotic time outs.. Neming homes
should have & process in place for a ceview of

antibloties by tha clinical tasm two to three days

after artibloSes are Infitated {0 answer thass key
questions:

+ Does this resklent have a bactoriel Infection that
will raspond to antiblofies?

- if 0, I the resident on the most approprists
antibiotic{s), dose, and route of administration?

« Can the spectrum of the antiblotis ba namowed o the
duration of therapy shortahed (.., do-ascalationy?

~Woatild the resldant Yenafit from eddiions] nfactious
diseace! antiblolic expertise to ensura optimal
trentment of the suspectad or confirmad nfection,.*

Review of a fadlity policy titied, "Anfibintic
Stewarjshlp" last revised on 12/16/2024 states In pari,
*...Nursinp will monltor the Initlation of smiiblotics on
patienis and conduct an "antibiotic ims ouf® within
48-72 of antbiotic tharapy 1o manitor responsa to the

E antiblotis end review laboratory resulis, Nursing wili
winsult with the practiioner to detsmine (fths
antiblotic ie to continta or if adjustments nased to be
meade based an ths findings,..”

4. Record review reveaiad that Realkdent 1D #20 was

readmited 1o the feciity In July of 2024 with

.

Facility wide audits conducted on
residents started on antibiotics to assure
no other residents have the potential to
be affected.

Licensed nursing staff have been re-
educated on the policy and procedure of
antibiotic stewardship related to
antibiotic time out".

Audits of timely antibiotic time out
assessment completion will be
conducted weekly X4 then monthly X2 or
until substantial compliance is achieved.
The results of the audits wilt be presented
to center QAP! for recommendations.

DON or designee is responsible for overall
management of this plan of correction,

g

FORM CMS-2557 {(02/68) Previcus Versians Obsolele
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o881 Continued from page 13 FOBB1
s§=F disgnosas including, bt not kmiiad fo, cuteamysliis

{a hona Infection) and caliulle (& bactertsl
irfection).

Rucord review revaalad a ghysiolan’s order for
Cofazoln (an antibiotic) thres imes a day from
B/4242025 through BI25/2025.

Reacord review revealed an assessmant §ifted,
“Antibolic Time Oul® was scheduled to be vamplated on
BHSR025,

Further resard revizw falled 0 roveal svidance thet
the “Antiblofic Time Ouf* was compieted.

2. Racord review revealed Rasiderd 10 #22 wes
readmitied fo the faclity In March of 2025 with e
diagnosls insluding, but not imitad to, osteornyelitls,

Record review revealed a physician’s order for Bactrim
1S (an enibiotic) bva timae dally from 8/1/2025
through 81172025,

Renord raview reveatad an assesement titted,
*Antiblotic Time Out® was scheduled to ba completed on
£/5/2025,

Further record review falled to revesl evidence thet
the “Anfiblotic Time Out* was completed. :

3, Record review reverled Resident ID #38 was admiltad
to the facliity In August of 2023 with a dlagnasie
Including, but not iimitad to, osteosrthritie.

Record roview rovealed a physician's arder for
Amoxddifiey (8 antbiotis) two fimas daily from
8/1412025 through 8125120285,

Record review falled to reveal an entiblotia time out
was complated for uss of the antiblote,

Dluring & stirveyor interdiew on BI20/2025 at 10:04 AM
with ihe Infaction Preventionist, she asknevdedgad thet
Resldent 1D # 20, 23, end 36 did not have antiblotio
timeouts completed, per the regulation or the facllity

poficy.
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