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F 000 | INITIAL COMMENTS F {)DO Respiratory and Rehab center provides

this plan of cotrection without admitting 04/17/95
or denying the validity or existence of the

A recerification survey and complaint survey, alleged deficiencies,

ACTS reference numbers 99941 and 59942 were The pian of corrections is prepared and
conducted at Respiratory and Rehabilitation executed solely because it is required
Center of Rhode Island Nursing Home on by federal and state law.

3/18/2025 through 3/21/2025 to determine
compliance with 42 GER Part 483,
requirements for Long Term Care Facilties. A
state liconsure and emergency preparedness
surveys were also conducied at this facility.

Deficiencles were identified a5 a result of this

SUIvey. .
F 552 | Right to be Informed/Make Treatment Decisions F552| Resident#101. Residents remain in the
85D | CFR(s): 483.10(c){1){43(5) facility with no ill effect.
83.10(c) Planning and | ing Care. Wé
T resident s T ﬁght@p{iﬁzgn?ed d, e | S | Al residents have pofentialto be
participate in, Hs or her treatmerdt, including: L\l affected by this deficient practice

. . . Education will be provided to all licensed
§483.10(c)(1) The right o he fully informed i nurses on inform consent
language that te or she can understand of his or .

het total health status, including but not imited to,

kis or her medical condition. Facility wide audit will be conducted on
%Il resmde?ts on anti%syé:hAatﬂc !
. . . consent was provided. Also all new
§483.10(c)(4) The right to be IrFfonned, ok admission on antipsychotic
advance, of the care o be fumnished and e type will be provided inform consent form.

of care giver or professional that will furnish care.
This audit will be completed weeklyx4

§483.10(c)(5) The right to e informed h , and monthlyx2 until compliance is met
advarice, by the physician or other praciitioner or o )

i : The result of this audit will be submitted
professional, of the risks and benefits of proposed ot QAP

care, of treatment and treatment altematives or
treatment options and 1o choose the alternative or
option he o she prefers.

This REQGUIREMENT & not met as evidenced

Responsible Party: Don/Desighee.

by
Basad on record review and staff interview, ii has:

e TIE e :{XB)DA':'E '
!»_:‘ Ak ‘AB-’EWH.Q\YG&,-( | !’D:F/Qw_j““

LABORATORY DIRECTORE OR ' ER FEPRESENTAT

\ Ty @ée : : ; AN
Any deficlency staloment ending with an asteriski?)denotes a defitindyihich B nstitution may be excused from correcting providing it s determined that
olher safaguards provide sufficlent protection to the patients. {See instructions.) Except for nwsing homes, the findings statad abave are disclosable 80 days
following the date of sutvey whether or not & plan of correction Is provided. For nursing homes, tha above findings and plans of correctin are dlsclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of corection [5 requisito to continued
progrem participation.
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1 beent determined hat the facility failed to inform

| aitemativas relative to the ordering of, and
- administrafion of, an antipsychatic medication for

.(an atypical anfipsychotic medication), Resident
D #101.

 axdvised of any risks or adverse reactions related
o its use.

} Consant" last reviewed 2/1/2023 states h part,
patient or resident representative for al
Jjrformed consent has been obtained will be

the patient and/or representative has been

| apprised of the rsks, benefits, and the

| alternatives related to...any high risk treatment..

¥ Review of the manufacturer's insert for Rexult
! revised h July of 2015, revealed the following

fhe: restdant's appointed representative, n
advance, of the care b be fumished by the
physician or other provider, of the risks and
benefits of proposed care or treatment

1of 2 residents reviewed for the use of Rexulit

Findings are as follows:

Review of a communify reported comnplaint
submitted fo the Rhode Istand Depariment of
Health on 3/17/2025 alleges that the resident was
started on Rexulli h January of 2025 ad the
resident was unable o provide consent,
Additionally, a family member was hever
contacted about the addition of Rexulti nor

Review of the facility policy titled, ™. Informed
" Informed consent will be oblained from the
medical .. high risk treatments _. Evidence that

documented in the medical record .10 ensure that

waming end precautions with Rexulli use for
elderly individuals with dementia related
psychosis:

XD "D ?
Srerx DEFICIENGY MUST BE PRECEDED BY FLLL PREFIX EACH CORRECTVEACTION SHOULD BE |- GOMPLETION *
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 0aTE
DEFICIENCY)
F 582 | Continued From page 1 F 652
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- Increased risk of death
- Incrensed risk of stroke

1 dementia with psychofic disturbance.

severe coghitive impaiment.

) represeniative.

1!181‘2025 mrough 1!21!2025

Rercord review revealed the resident was
readmitted to the facifty h November of 2024
with a diagnosis induding, but not limited fo,

| Review of a Minimum Data Set Assessment
dated 1/10/2025 revealed a Brisf intarview for
Mental Status score of 3 out of 15, indicating

Review of a document tiled, "RESIDENT
REPRESENTATIVE DESIGNATION" dated .
101472024 ravealed that the resident appointed a
farnily member to act on behalf of hinvher n
oider o support his/her decision-making, which
| was signed by the resident, the resident's

| appointed family member, and a facility

I Review of a progress note dafed 1/15/2025,
authored by the Physiclan Assistant, revealed that |
e resident has dementia and continues o have
.| intermittent behaviors and baseline confusion.

+ Additionally, an order for Rexulti 05 mifligrams

4 (mg) for 7 days was placed and was 1o b8

| reevaluated for a contihuance o increase h the
| medication. Further, it falled © reveal evidence

J that resident's representative was informed
reqarding the addition of Rexulti or the risks,
benefits, and alternatives b the medication.

| Review of the Januaty 2025 Medication
. Administration Recond (MAR) revealed that the
\ resident received Rexuli 0.5 g daily from
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SUNNARY STATEMENT OF DEFICIENCIES

1 Revlew of a progress note dated 1/21/2025

authored by the Physician Assistant, revealed that
the resident was seen at the request of the
nursing staff due to the conlinuance of behaviors,
Additionally, his/her Rexulti 05 mg dose was
disconfinued, and s/he was to start Rexutti 1 my
daily. Further, i failed to reveal evidence: that the

resident's representalive was informed regarding |

the dosage change to hisfher Rexulti or the risks,

'| benefits, and altematives 1o the medication.

Additional review of the January 2026 MAR
revealed that the resident received Rexulli 1 mg

| daily from 1/22/2025 through 1/28/2025.
| Review of a progress nole dated 17292026

authored by the Physician Assistant, revesled that
the resident was seen at the request of the
nursing staff and for the reevaluation of histher
Rexuli use. Additionally, his/her Rexulti 1mg

| dose was discortinued, and she was b sfart

Rexuli 2 oy daiy. Further, it failed o reveal
evidenes that resident's representative was
informed regarding the dousage change to hisher

| Rexulti or the risks, benefts, and alternatives o

the medication,

1 Review of the January and February 2025 MAR
| revesled that the resident received Rexuli 2 mg

daily en 1/30/2025 and 1/31/2025, and 2/1/2025

'| through 2/21/2025.

| Record review failed o revea evidence that the
| resident's representative was informed, n
4 advance, ofthe addiion of Rexulll to the

resident's medication regimen or subsequent

| dosage changes, or informed of the risks and
4 benefits of Rexulti or freatment alternatives.

o) I C D PROVIDER'S FLAN OF CORRECTION P
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {FAGH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG AEQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 1O THE APRROPRIATE | DaE
DEFICIENGY) '
¥ 552 | Confinued From page 3 F 552
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During a surveyar interview on 3/21/2025 at 12:53
| AV with the Director of Nursing Services, he
1 revealed that he would have expecied the nurse
to discuss the addition of Rexulti ta the resident's
treatment plan or any changss made to the
treatment plan with the resident's representative
and document it In a progress note. N
F 568 | Accounting and Records of Personal Funds F 568 | Resident #36 #41,#58 and #69 remain
55=F | CFR(s): 483.10(0)(10)(i) in the facility.
| g483.1.0(0(1 O){ii) Accounting and Records. All residents have polential to be affected |
(A) The facility must establish and maintzin a by this deficient practice.
| gystem that assures a full and complete and Education will be provided to all BOM
‘| separate accounting, according to generally ﬁ on resident’s fund quarterly statement
accepted accounting principles, of each resident's expectation.
| personal funds entrusted o the facility on the o L
resident's hehalf, Facility wide audit will be conducted on -
1 (B) The system must preclude any commingling all residents that facility manage their fundsg.
of resident funds with facility funds or with the . I
‘t funds of any person other than another resident. gﬂ:f'ugﬁf 'hm?l' gfﬁﬁgﬁféﬁg %ﬁ"ﬁﬂy and
1{C)The individual financial record must be Result of this audit will be submitted
available to the resident through quarterly at QAP!
statements and upon request. . ' '
This REQUIREMENT s not met as evidenced Responsible Pary: Admin/Deslgnee.
Based on record review and siaff interview, if has
been determined that the facility failed fo ensure
that each resident was given a written accounting
of hisfher deposits, withdrawals, and balances at
| least quarterly for 5 of 7 residents reviewed,
‘Resident D #s 36, 41, 58, 69, and 252
"Findings are as follows:
¥ 1. Record review revealed that Resident D #36
'was admitted to the facllity in February of 2017.
FORM CMS.2567(02-98) Provious Verelons Claoiste Event IDAHTY Fadlty ID: 415078 if comtintration sheet Page 5 of 51
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Review of a facility provided document titled,
“Trial Balance” dated 3/18/2025, revealed that
Resident ID #36 has funds being held by the
facility.

Record review failed fo reveal evidence of a
guarterly statement for Resident D #36.

2. Record review revealed that Resident 1D #41
was readmitted to the facility n December of
2023,

Review of a facility provided document fitled,
"Trial Batance" dated 3/18/2025, revealed that
Resident [ #41 has funds being held by the
facllity.

Record review failled to reveal gvidence of a
guarterly statement for Resident D #41.

3. Recold review revesled that Resident D #58
was readmitted to the facility in February of 2024.

Review of a facility provided document titled,
"Trial Balance" dated 3/18/2025, revealed that
Resident ID #58 has funds being held by the

| facility.

I Record review failed 1o revesl evidence ofa

quarterly statement for Resident ID #58.

14 Record review ravealed that Resident 1D #69
! was readmitted to the facility n January of 2025,

Review of a facility provided docurent titled,
1 "Trigl Balance” dated 3/18/2025, revealed that
1 Resident ID #69 has funds being held by the
| faility.
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Record review failed to revea! evidence of a
quarterly statement for Resident 1D #69.

1 & Record review revealed that Resident D #2562 |
| was readmitted to the facility in February of 2025. .

| Review of a facility provided document titled,

"Triai Balance" dated 3/18/2025, revealed that
Resident ID #252 has funds being held by the

| faciity.

Record review failed to reveal evidence of a

| quarterly statement for Resident i #252.

During 2 surveyor interview on J/20/2025 at 921
AM, with the Business Office Manager, she
acknowledged that the above residents had not

1 been provided a written accounting of hisfher

deposits, withdrawals, and halances at least
quarterly per the regulaton.

1 During a surveyor interview on 3/20/2025 at

approximately 10:30 AM, with the Administrator,
she was unabla 1o provide evidence that the
facility provided guarterly statemants for the
above-mentianed residents for 2024.
Medicaid/Medicare Caverage/Liability Notice
CFR(s): 483.10{g)(17)(18)(i}-(v}

§483.1 0{g)(17) The faciity must-
{) Inform each Medicaid-eligible resident, n

| writing, at the time of admission to the nursing
| facility and when the resident becoines eligible for

Medicaid of-

| (& The items and services that are included n
| nursing facifity services under the Stete plan and |

for which the resident may not be charged;

| {B) Those other ltems and services that the

,Eé. by this deficient practice

- FOB2| Resident #93 remains in facility.

| All resldents have potential to be affected

| Education was provided to MD$, social ]
_worker nurses on issuing NOMNC/ |
SNFABN for resident discharge frem

‘| Med A and manage care setvice.

. OMB NO. 0938-0361
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F 582

Continued From page 7

facility offers and forwhich the resident may be
charged, and the amount of charges for those

| setvices; and

{ily Inform each Medicaid-eligible resident when

| changes are made to the items and services

specified n §483.10(g)(17)()A) and (B) ofthis
section.

§483,10(g)(18) The facility must inform each
resident before, of at the fime of admission, and

| periodically during the resident's stay, of services

available i the facllity and of charges for those

1 sevices, including any charges for services not
1 sovered under Medicaref Medicaid or by the

facility's per diem rate.

| () Where changes in coverage are made fo items

and services covered by Medicare and/for by the
Medicaid State plan, the facllity must provide

| notice to restdents of the change as sooh as &

reasonably possible.

(i) Where changes are made Yo charges for other |
| tems and services that the facility offers, the

facilty must inform the resident n writing at least

.{ 60 days prior to implementation of the change.

(iily If a resident dies ar s hospitalized or i

transferred and does not return fo the facility, the |

facility must refund to the resident, resident
repressntative, or estate, as applicable, ary
depostt or charges already paid, less the facility's
per diem rate, for the days the resident actually

| resided or reserved or retained a bed n the

| facility, regardless of any minimum stay or

| discharge notice requirements.

{iv) The facility must refund to the resident or

{ resident yepresentative any and all refunds due
|the resident within 30 days from the resident's
-date of discharge from the facility.

F4(v) The terms of an admission contract by or on

F 582.

|-also on all new admissions that are
1 Med A and manege care.

| Result of this audit will be submitted
at QAPL

.| Responsible party, BOM/Designee

:A Tacility wide audit will be conducted
1 on all Med A and manage care residents

1. This audit will be complated weeklyx4 and
ﬂ{ rmorthlyx2 until compliance is met

= T A Lyt T o
FORM CMS-2887(02-68) Prwious Versins Obsolete Event Ex 6HTY11
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1 behalf of en individual seeking admission to the
{ facility must not confiict with the requirements of
these regulations.

This REQUIREMENT s not met a5 evidenced

Based on record review and staff inferview, it has |.
been determined that the facility failed to properly
| provide notice to Tesidents andfor representatives
informing them of when changes in coverage are
made to tems and services covered by Medicate
andfor the state medical plan related to the
| Skilled Nursing Facility Advanced Beneficiary
Notice {SNFABN) of Non-coverage Form for 2 of
4 residents discharged from Medicare Part A
Services that remained In the facility, Resident D
1 #s 64 and 402. Additionally, the facility failed to
pravide notice of Medicare Non-Coverage
(NOMNC), in a timely manner for 2 of 4 residents |,
reviewed who were discharged from a Medicare
covered Part A stay with benefit days remaining,

Resident ID #s 93 and 253,

| Findings are as follows:

1. Review of the Center for Medicare and

| Medicaid Services (CM8) Form, CMS 100-35,

| titted *Form Instructions Skilled Nursing Facility
Advanced Beneficiary Notice of Non-coverage,”
| states h part:

| "Medicare requires SNFs [Skilled Nursing
Facilities] to issue the SNFABN to Original

| Medicare, also called fee-for-service {FFS)

| beneficiaties prior to providing care that Medicare
| usually covers, but may not pay for h this

| instance because the care is:

1 « not medically reasonable and necessary. '
- or considered custodial. :

PR
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The SNFABN. provides information fo the

| beneficiary so that s/he can decide whether or not
| to get the care that may not be paid for by
‘Medicare and assume financial responshbility.
1{'SNFs must use the SNFABN when applicatle for
1'8NF Prospective Payment Systern services
(Medicare PartA)."

| 1a. Record review revealed that Residenf ID

| #64's last covered day of Medicare PartA

1 Bervices was on 12/5/2024. Further record review
[ failed to reveal evidence that the resident and/or

| resident representative was issued the SNFABN

| form.

| 1h Record review revealed that Resident D
#402's last covered day of Medicare Part A
:Services was on 12/21/2024,

. Further record review failed fo teveal evidence
"that the resident and/or resident representative
;was issued the SNEFABN form.

2. Review of the Centet for Medicare and

. Medicaid Services (CMS) Fom, CMS-10123,

- |itied "Form Instruetions for the Notice of
‘Medicare Non-Coverage (NOMNC)," states in
“part, "..A Medicare provider or health plan

. (Madicare Advantage plans and cost plans, _
. collectively referred to 2 "plans”) must deliver a
-completed copy of the Notice of Medicare
‘Non-Coverage (NOMNC) to
beneficiaries/enrollees receiving covered skilled
'nursing, home health (including psychiatric home
: health), comprehensive oufpatient rehabilitation
:facllity, and hospice services. The NOMNC must
be deliverad at least two calendar days before
Medicare coverad services end or the second to

TR "SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PIAN OF CORRECTION T o |
PFREFX ' (EACH DEFICIENCY MUST BE PRECEDED BY FLAL PREFIX (FACH CORRECTIVE ACTION SHOULD BE | COMPLETION |:
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: DEFICIENCY}
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last day of service if care is not being provided
daily..."

123 Record review revealed that Resident D
#03's last covered day of Medicare Part A
1 Services was o 2/12/2025.

was issued the NOMNG form.

| 2b. Record review revealed that Resident D
| #253's last coverad day of Medicare PartA
| Services was on 171320285,

was [ssued the NOMNC form.

P, with the Business Office Manager, she

| have been issued the SNFABN form and was
-|-inable fo provide evidence that the SNFABN

|| form was completed. Additionaily, she

1 acknowledged that Resident ID #s 83 and 253

‘andfor resident reptesentative was issued the
"NOMNCform,

1 PM, with the Administrator, she was unable to
provide evidence that the facility provided the

| SNFABN nofice for Resident ID #s 64 and 402
"and was unable to provide evidence that the
resident and/or resident reprasantative was

-and 253.

{ Further record review falled to reveal evidence
| that the resident and/or resident representalive

1 Further record review failed to reveal evidence
that the resident and/or resident representative

During a surveyor interview on 3/20/2026 at 12:30

revealed that Resident iD #s 84 and 402 should
4 should have bsen provided with a NOMNC and

was unable to provide evidence that the resident

1 During a surveyor interview on 3/20/2025 at 12:59°

‘igsued the NOMNC form for Resident D #s 03

F 582

A e P

FORM CMB2567(02:4) oo Varsm o T Evert IDBHTY11

Fadity Ix 416076

" If contlnuation sheet Page 1l of &



Apr,

1. 2025 10:42AM

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

No. 0599

FORM

P.
PRINTEL:

16/61

04/01£2025
APPROVED

___OMB.NO; 09380301

STATEMENT OF DEFICIENCIES
AND FLAN OF CORRECTION

NAVE OF PROVIDER GF SUFFLER ™"~

RESPIRATCORY AND REHABILITATION CENTER OF R

" STREET ADDRESS, CITY, STATE, ZP CODE

£1) FROVIDER/SUPPLIERICUA p) MULTIPLE CONSTRUCTION () DATE SURVEY
IDENTIFICATION NUMBER: | A BunomNe _ COMPLETED
N B.WiNG 03/21/2028 ...

10 WOODLLAND DRIVE
COVENTRY, Rl 02816

" SUNMARY STATENENT OF DEFICENGES

PROVIDER'S PLAN GF CORRECTION

18483.12 Freedom from Abuse, Neglect, and

Explofiation
The resident has the righf to be free from abuse,
neglect, misappropriation of resident property,

} and exploitation as defined In this subpart. This

includes but Is naot fmited to freedom from

| corporal punishment, involuntary sestusion and

any physical or chemical restraint not required to
freat tha resident's meadical symptoms.

8483, 12(a) The facility must-

| §483.12(a){1) Not use verbal, menta), sexual, or

physical abuse, corporal punishment, or

| involuntary seclusion;

This REQUIREMENT i not met as evidenced

L

1 Based on surveyor observation, record review,

resident, and staff inferview, # has been

| determined that the facility falled to keep a

resident free from negiect for 1 of 1 resident

1 reviewed for activities of dally living (ADLS),

Resident D #452.

| Findings ate as follows:

Review of a facility policy titled, "Abuse

part, "... Neglect is defined as the failure of the
Center, its employees, or service providers to
provide goods and services to a patient that are

| necessary to avoid physical harm, pain, mental
:|.anguish, or emotional distress,,,"

| Review of a facility policy titled, *...Activities of

Daily Living (ADLs)" last revised 5/1/2023 states

Prohibition" last reviewed on 2/23/2021 states, n

5 R
S | (eACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | [FACH GORRECTIVE ACTION SHOULD BE COVPLETION
Tas 1 REGULATORY OR LSG IDENTIFYING INFORMATION) 6 CROSS REFERENCED T0 CE?HE APFROPRIATE TATE
F 600 | Free from Abuse and Neglect F 600} Resident #452 still remain in facility free o
se-0 | CFR(s): 483, 12(a)(1)

abuse and satisfied with care provided,

All residents have potential fo be affected
by this deficient praclice

| Edusation provided to all staff on abuse,
neglect, Adls and call light.

Facility wide audit will be conductad on
all residents Adl's, call light o ensure

all residents are free from abuse and
their Adi's needs a.re met

This audit will be colnpisted weeklyxd
and monthlyx2 untll compliance Is met

" Result of this audit will be submified at
QAP

Responsible Party: Don/Dasignee.

1 part, ". Activities of dally living {ADLs) include: . ‘ b
FOPM CMSZ567(02.08) Frodious Vordons Cheiess  Bvert DBHTYET  Fecily 10 dsgora If confinuation sheat Page 1 of 8
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‘| provided by the nursing staff... ADL care will be

| infaction,

| Review of-a document completed an 3/13/2025,

't alert and orientated to person, place, and time.

.| Raview of an pooupational therapy document
| dated 3/14/2025 revealed that she requires

{ moderate assistance for grooming and max

1 assistance to bathe/dress hisfher upper hody,
'| Additionally, s/he requires total dependence to

| diagnoses including, but not limited 1o, anxety,

| dated 3/14/2025 indicating that the resident is at

Continued From page 12
Hygiene - bathing, dressing, grooming, and otal

care; Mobility - ransfer and ambulation, including '

walking; Elimination - toileting...A patient who is
unable to carry out ADLs will receive the
necessary level of AOL assistance to maintain
good nulrition, grooming, and personal and oral
hygiene... Documentation of AOL care is recorded
i the medical record and is reflective of the care

documented n real fime, as close o the time that
care was provided...ADL care is documented
avery shift by the nursing assistant...”

Record review revealed Resident [D #452 was
admitted to the facility on 3/13/2025 with

recurrent depressive disorders, and urinary tract

the resident's day of admission, revealed that
sthe is "Alert oriented x 37 indicating that s/he is

hathe/dress his/her lower body, toileting, and
transfers.

Review of his/her care plan revealed a focus area
risk for decreased ability to perform ADLs

including, but not limited to, grooming, personal
hygiens, dressing, and tollefing.

a Record review revealed that the resident was

F 600
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baing freated with anti-fungal powder to his/her
peri area twice daily and as needed. The order

| was changed to three fimes daily on 3/17/2025.

Further, i revealed thaisfhe is inconfinent of

1 urine.

During a continuous surveyor observation and
simultaneous interview on 3/18/2025 at

| approximately 11:20 AM, with the resident, she
| was observed in hisfher room seated in a

wheelchair adjacent v his/her bed and was

{ wearing a hospital gown. Sihe revealed that the

staff take a long fime to respond to the call light
and that the nursing assistants do not provide

1 AOL care for him/her, only the therapists do. Sfhe |
i further revealed that a nursing assistant (NA) had

gome into hisfher room earlier only to make the
bed, buts/he had not been provided assistance
with washing or dressing. At the surveyor's
request, s/he triggered the call fight response

1 system at 11:22 AM. Approximately 2 minutes
| tater, an unidentified staff member answered the
't call fight via the {elecom system. The resident

informed this staff member thats/he needed

1 hisfher brief changed. The staff member indicated

that they would inform therapy sos/he could be

'| fransferred back to bed then /he could be
i changed. At 11:55 AM, approximately 30 minutes

later, the resident indicated fo the surveyor that

| a/he needed 1o be changed as s/he could not wait
1 any longer because s/he was being treated for a
{ rash i hisfher peri area and was uncomifortable,

and again, triggered the call light at the surveyor's

| request. At 11:56 AM, a reapiratory therapist
| entered his/her room and indicated fo the resident

that she would inform the resident's NA thals/he

4 needed fo be changed. At 11:58 AM, 2 NAs, Staff
.| A and Staff B, entered his/her room and indicated |

T

F 500

| fa the resident, with the surveyor present, that

PO CHIS G Provns Vs 001

Evenl DBHTYH1
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Continued From page 14

i they could not change him/her Uniil therapy

transfarred him/her back fo bed first

During & sutveyar interview immediately following
the above observation with StaffA and Staff B
they revealed that they are not able to transfer the

| resident because s/he is “still being evalualed by

therapy." They further revealed that neither of

| them had answered the resident's call light via the
1 telecom system at 11:22 AM and indicated that

‘I NAs do not respond fo the call light telecom

- | system, are unable fo shut off the call light via the | .
telecom systern, and staff must physically turn off

1 the call light in the resident's room. Additionally,
| Staff B informed the surveyor thats/he had

physically responded to the resident's call light

|| only a few minutes earlier, however the surveyor
| had continuously observed the resident and did
{ not observe Staff B to have physically responded

fo hisher call light minutes eatlier as Staff B

| indicated.

| During a subsequent surveyor observation on

3/18/2025 at 12:03 PM, Physical Therapist, Staff
C, was cbserved to enter the resident's room and
transfor the rasident back fo bed from his/her
wheelchair. Additionally, at approximately 12:10

| PM, StaffA and Staif B enfered the resident's

room to provide incontinence care for the

1 resident, approximately 48 minutes after the

resident initially triggered his/her call light and
informed staff that s/he needed his/her brief

I changed.

During a surveyor interview on 3/18/2025 at

F-approximately 12:10 PM with StaffC, following
.{1he above observation, he revealed that there are |
o restrictions for the NAs to transfer the '
! resident, and sthe does not require a therapists  }

F 800
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Continued From page 15

+ During a surveyor interview an 3/18/2025 at 12118 |
1 PM with Redistered Nurse, Steff [, she revealed

that she s the nurse assigned to care for the-

| resident. She further revealed that the resident

has been working with therapy and the resident

1 reguires max assistance for transfers and would
| expect the nursing assistants fo transfer the

resident from hisfher wheelchair back to histher
bed to provide incantinence care. Additionally,

| she revealed that the resident has a pairiul
fungal rash to his/her peri area ard the provider |

reoently changed the treatment from twice dally to
three limes daily and 2= needed. Furthenmore,
she indicated that the NAs primarily answer fie

+| call light telecom system located af the desk, and
| that they are able to tum off a call fight via the

.lfelecom gyeiem.

i During a surveyor observation and
| simultaneous interview on 3/18/2025 at
1 approximately 1120 AM with the residert, sihe

'wag observed h histher room sealed 1 a

*| wheelchair adjacent to his/her bed and was
| wearing & hospital gown. She revealed that an
1 NA hed ctime into hisfer room earlier only o

‘make the bed, buts/he had not been provided
‘aesistance with washing or dressing and would
like to be washed and dressed. S/he further _
revealed that a therapist had come h earlier that
‘moming and provided incontinence care and -
conducted a brief therapy session, but dd not
assist him/her with washing or dressing.

- During a survayor inferview on 3/18/2025 at

they revealed that nefther of them were assigned |
1o carg for the pesident on 3M18/2025 during the

approximately 1200 FM with StaffAax Staff B -

F&00,

" Faity E 415078
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Continued From page 16
7:00 AM - 3:00 PM shift, and indicated that the

| resident was on NA, Staff E's, assignment.

During a surveyor interview on 3/18/2025 at 12:18

| PM, with the resident's nurse, Staff D, she
revealed that she would have expected that the

resident's AOL care fo have already been
completed by this time.

LIUMNG @ SUIVEeyor INBIVIew on 37 18/2049 a1 12.40
PM, with Staff E he revealed that he was
unaware that he was assigned to provide care for
the resident on 3/18/2026 on the 700 AM - 3:00
PM shift. Additionally, after reviewing the NA

|.assignment sheetwith him, he acknowledged that

he was the NA responsible for providing care for

| the resident that day.

‘During subsequent observations and
| simultaneous interviews on 3/18/2025 at 211 FM
1 and 3:04 PM with the resident, sthe was observed
{ &till v his/her bed in a hospital gown. Sihe
revealed that sthe was not provided any

.assistance with personal hygiene, assistance with
being washed or dressed and was unsure of who

| hisfher NA was during the 7:00 AM - 3:00 PM

shift.

'During a surveyor inferview on 3/18/2025 at 3:07
PM with StaffE, he revealed that he did not
provide any assistance with ADLs for the resident
.on 311812025 on the 7:00 AM to 3:00 PM shift
‘because It was completed by a therapist.

- During a surveyor interview on 3/18/2025 at 310 .
PM with Oceupational Therapist, Staff F, he :
revealed that on 3/18/2025 during the 7:00 AM 1o
3:00 PM shift, he set the resident up for mouth

' care and provided Incontinence care, but did not

F 600,
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Continued From page 17
assist him/her with washing, grooming, or

| dressing,

| Record review failed fo reveal evidence that the

| resldent received assistance with AOL care,

| personal hygiene or dressing on 3/18/2026 during
| the 7:00 AM - 3:00 PM shift even after the

surveyor's concern for the resident's care was
brought to the facility's attention.

During a surveyor interview on 3/19/2025 at
approximately 11:00 AM with the Director of

Nursing Services, he revealed that he would have '
expected the NAs fo have transferred the resident|

kack fo bed to provide incontinence care.
Additionally, he revealed that all residents should

1 receive assistance with AGL care as needed and
1 it should be documented accordingly.

Accuracy of Assessments
CFR(s). 483.20(3}

4 §483.20(8) Accuracy ofAssessments.

The assessment must accurately reflact the

| resident's status.

1 This REQUIREMENT is not met as evidenced

| by:

‘| Based on record review and staff interview, it hag
‘| been determined that the facility failed to ensure

that the assessment accurately reflecied the

1 resident's status for 1 of 1 resident reviewed with |
| a diagnosis of schizephrenia, Resident 1D #66.

Findings are as follows:

'| Review of the "Long-Term Care Facility Resident |
.| Assessment Instrument 3.0 User's Manual” last

revised n October of 2024 states in pari, "Code

diseases that have a documented diagnosis In

F 600

F 841 | Resident # 66 remain in facility, MDS

will be modified.
by this deficient practice.

_hurges on inform consent,

Facility wide audit will be conducted to
make surg all residents are coded
‘appropriately.

.This audit will be completed weeklyx4
and monthlyx2 until compliance is met

‘Result of this audit will be submitted
at QAPI.

'Responsibie Party: Don/Designes.

FORM CMS-Z567(E2) Previous Varsians Obsalets
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the last 60 days and have a direct relationship t
the resident's current functional status, cognitive
stetus, mood ar behavior status, medical

1 treatments, nursing monitoring, or risk of death

during the 7-day look-back peried.."

Record review revealed Resident D #66 was
admitied to the facility i February of 2024 with a
diagnosis including, but not imited to, blpolar
disorder.

Record review revealked a Preadmission
Screening and Resident Review (FASRR) dated
h January of 2024, with a diagnosis of bipolar

| disorder. Further review of the document
| revealed that schizophrenia was not a
1 documented diagnosis.

-] Review of an Admission MOS Assessment dated
| 2/72024, Seciion | titled, “"Active Diagnoses h
| the Last 7 Days" revealed the resident was not

coded with an active diagniosis of schizophrenia.

Review of the following MOS Assessments,

1 Section | fitled, "Active Diagnoses b the Last 7

Days" revesled the resident was coded with an
active diagnosis of schizophrenia:

| 5/0r024
| 7nar2024
|--10/9/2024
| 11072025

1 Durng a surveyor inferview on 3/20/2025 at 3.08
‘11 PM, with the MOS Coordinator, she revealed that |
| the schizophrenia diagnosis was added b the
| residents medical record h May of 2024, priorfo -
| her starfing n the MOS Coordinator position and

w.as ursware of where & came from. Acfdmonaliy, .

Fe41-
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‘ncludes but is not limited to--
= iA} The attending physician.

B) A registered nurse with responsibility for the

‘ resident.
(C) A nurse aide with responsibility for the

rasident.

(D) A member of food and nutriion services staff,
.(E) To the extent practicable, the participation of
the resident and the resident's represettative(s).

An explanation must be included In a resident's

medical record If the participation of the resident

and their resident representative is determined
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F 641 { Continued From page 10 F 641
she acknowledged that she did code it on the
1/9/2025 assessment without any supporiing
documentation.
4 During a surveyor interview on 3/21/2025 at 11:04
| AM, with the Physician Assistant i the presence
of the Administrator, he revealed that he obtained
| the schizophrenia diagnosis from facility
-| documentation or a consult but was unable to
| provide evidence of documentation that supporis |
a diagnosis of schizophrenia for Resident ID #66.
| During a surveyor interview on 3/21/2025 at 11: 15
AM, with the Administrafor, she acknowledged
that the above MDS assessments included
diagnosis of schizophrenia without any supporting .
documentation, '
F 657 | Care Plan Timing and Revision FE37| Resident #21 resident remain in facility
§$=0 | CFR(s): 483.21 (bY2)(0)-{ii) she's stable and free from injury,
| §483.21 (b) Comprehensive Care Plans . All esidents have potential to he affected
§483.21 (b)(2) A comprehensive care plan must hy this deficient practice.
| ha-
s ; . The AGHOC mesting was held with the
gz Deveiopid th’" 7 days after complefion of " IDT team to review resident care plans. -
18 comprehensive assessment. : %‘ Fall care plans were updated and
| (i} Prepared by an interdisciplinary team, that | \&\ modified. Also, all residents at risk of

falling, their care plan was reviewed,
update and modify.

This audit will be completed weeldyxd
and monthlyx2 until compliance is met.

Result of this audit will be submilied at
QAPI

Responsible Party: Don/Designee.
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.| Review of a facility policy titled "Falls
.| Management” last revised on 3/15/2024 states

Continued From page 20

not practicable for the development of the
resident's care plen,

{F) Other appropriate staff or professionals in

| disciplines as determined by the resident's needs
| ar as requested by the resident.

(iReviewed and revised by ihe interdisciplinary
team after each assessment, including both the
gomprehensive and quarterly review
assessments.

This REQUIREMENT s not met as evidencad

Eésed on record review and staff interview, § has

| been determined that the facility failed to

implement and revise a care plan after each

| assessment for 10f 2 residents reviewed for falis,
‘| Resident 1D} #21.

Findings are as foliows:

.
_part, "..Implement and document patient

|'centered interventions according to individual risk
Ifactors in the pafients care plan..."

Record review revealed Resident D #21 was
“I readmitted to the faciiity i April of 2024, with
‘| diagnases including, but not limited to, dementia,

difficulty walking, and unsteadiness on fest
Record review revealed the following:

-1/5/2025 - The resident sustained an .
'unwitnessed fall, s/he was found lying on hisher -
back on the floor it hisfher room.

Review of a care plan with a focused area for risk’|
for injury relaled fo falls, revealed an intervention

inifiated on 1/8/20285, for a bedside mat on floor to.

—r

F 857
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right side of the bed at all times while resident Is

| bed.
1.2/11 12025 - The resident sustained an

unwitnegsed fall while atternpting 1o get out of

| bed unassisted, fell hiting the loft side of hisfher
{ face resuiting in swelling to the left eye and

bruising to hisfher face.

Review of the care plan failed to reveal evidence
of a revised Intervention after the residents fall on

| 211172025.

-2112/2025 - The resident was found siting on the
mat next to hisfher bed with histher head resting
on the mattress of the bed.

Review of a care plan with a focused area for risk
| of falls revealed an intervention initiated on

21132025 to implement frequent checks once
shie is 0 his/her bed.

1-3f20/20625- The resident sustained an additional
"unwitnessed fall, she reported she was
attempting to get cut of bed and fell.

| During a sutveyor interview on 3/21/2025 at 8:24
(-AM, with Registerad Nurse, Stafi G, she revealed .
| that she was unaware that the care plan was not

revised with a new intervention for the addition fall-

1 on 271172025, Additionally, she was unable to

provide evidence that the fall risk intervention

‘added on 2/13/2025, to implement frequent
checks when the resident is in histher bed, had

been implemented.

-During a surveyor interview on 3/21/2025 at 10 25
.AM with the Director of Nursing Services, he '
-acknowledged that the residents care pian faled

D PROVIDER'S PLAN OF CORRECTION T
énx . (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION BHOULD BE COMPLETION
AEGULATORY OR L&¢ IDENTIFYING INFORMATION) 7 CROSS-REFERENCED TO THE APPROPRIATE DATE
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1o reveal evidence of a revised intervention after
| histher subsequent fall on 2/11/2025. Additionally,

he was unable o provide evidence that the fall

| risk intervention added on 2/113/2025, t
| implement frequent checks when the residerd B

i his’her bed, had been implemented.
Sewvices Provided Meet Professional Standards
CFR(s). 483.21 )(3)(H

§483.21(b}3) Comprehensive Care Plans
The services provided or amanged by the facility, -

1 == oulfined by the comprehensive care plan,
| must-

(i Meet professicnal standards of quality.
This REQUIREMENT s not met as evidenced

%rased an recond review and staff inferview, £ has
| been determined that the facllity falled to meet

professional standards of quality relative fo failune
fo follow a physician's order for 1 of 1 resident

reviewed for dally weights, Resident D #23.
;-.Fmdings are o follows:

According to Mosby's 4th Edition, Fundamentals -
of Nursing, page 314 states in part, ".. The '
-physician i responsible for directing medical
‘treatment, Nurses ame obligated to follow
.physician's orders unless they befieve the orders -

are h error orwould hamm the dlients ..*

 Recard review revealed the residenf was

admitted fo the facility n February of 2022 with
diagnoses including, but not limited {p, chronic
phstructive pulmonary disease @ lung condition

aused by damage b the lungs) and fyps 2

diabetes mellitus with diabetic chronic Kidney
disease (when the Kidneys are damaged over

0(43 SUMIVARY STATEVENT OF DEFICIENGIES D PROVIDERS FLAN OF CORRECTION W
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORREGTVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} T | CROSSREFERENCED TO THE APPROPRIATE
_ DEFICIENCY)
F @657 { Confinued From page 22 F 857

FB58 | Resident # 23 resident remain in facility
with no adverse effect.

All residents have potential to be affecled
by this deficient practice

.Education will be pravided to all ]icensed
nurses on physician's order,

%*?

Facliity wide audit will be conducted on
all dialysis resident

| This audit will be completed weeklyx4
and monthlyx2 untit compliance is met

Result of this audit will be submifted
at QAP

Responsible Party: Don/Daesigrze

Faciity 'y 415078 IF confinution sheet Page 2 of 31
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F 658 | Confinved From pagse 23
| time due to high blood sugar).

| Resord review revealed an acfive physician’s
| order with a start date of 7/31/2024, that states
| "daily weights  the moming for monitoring."

Record review failed to reveal evidence that daily
| weights were obtained between 7/31/2024
through 3/21/2025.

| During a surveyor interview on 3/20/2025 at 851

| that she wag unaware that Resident D #23 had
an active physician's order for daily weights. She
further revealed that daily weights had nof been
obtained between 7/31/2024 through 3/21/2025.

.| During a surveyor interview cn 3/20/2025 at
J-approximately 10:30 AM with the Diefitian, she
revealed that she was unaware of the aclive
.physician order for daily weights that was ardered
Fon 713172024,

:During a surveyor interview on 3/21/2025 at 10:47:
:AM with the Director of Nursing Services, he

+ acknowledged that the resident had an active
‘physician order for daily weights ordeted on
‘73112025, and he revealed it would be his
‘expectation for the weights to have been obtained”
as ordered.

F 698 |- Dialysis

§5=D | CFR(s): 483.25(1)

:§483.26(1) Dialysis.

:The facility must ensure that residents who
 require dialysis receive such services, consistent
with professional standards of practice, the
‘comprehensive person-centerad care plan, and

AM, with Registered Nurse, Staff G, she indicated |

D i PROVIDER'S PLAN OF CORRECTION
., PREFX : (EACH CORRECTIVE ACTION SHOULD BE
E CROSS-REFERENCED TO THE AFFROPRIATE
kit DEFICIENCY)
FB5H
F 698

4|
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F 698 | Continued From page 24 F 698 | Resident #64 resident remain In facility
| the residents’ goals and preferences. with no negative autcome

This REQUIREMENT I not met as evidenced Al rasidents have potential to be affected

. . . L by this deficient practice
Based on record raview and staff interview, it hag

| been determined that the facility failed to ensure Education will be provided fo all licensed
| that residents who require dialysis (@ treatment 1L nurses on proper communication with
1 that removes excess fluid, waste, and toxins from § the receiving center of any change in.

the blood when the kidneys are no longer : resident conditions. Also, upon retuming

S . ¢ th ivi t d
functioning propery) receive such services, W m%;ﬁ}gg%o';ufﬁfm%:@@i:”y
| consistent with professional standards of

| practics, the comprehensive person-centered Facility wide audit will be conducted on

'| care plan, and the residents’ goals and all dialysis residents to ensute effective
preferences for 1 of 1 resident reviewed for communication, This audit will bs
communication with the dialysis center, Resident completed on respective dialysis day
ID#64 weeklyxd and manthlyx2 untit compliance

is met.
Findings are as follows:
The result of this audit will be presented

| Review of a facilly policy tled, *Dialysls. ' at QAPI,
Hemodialysis [HD]..." states in part, "... Shared _ .
Communication Batwaen the Center and the Responsibie Party: DON/Designee

Certified ESRD [End-stage renal disease]

| Facllity... Communication topics ... Dedlines n
funclional status, falls, the identification of

| aymptoms such as anxisty, depression, ‘
| eonfusion ... Changes and/or decline in conditions
unrelated to HD.."

'Record review revealed that Resident ID #64 was
-Teadmitted to the facility in February of 2025, with
‘a diagnosis including, but not imited to, ESRD,

: Record review revealed that the resident attends
dialysis three times a week on Monday,
‘Wednesday, and Friday.

Record review of a provider note dated 5
31172025, authored by the Physician Assistant - :
states n part, ", Gl bleed [gastrointestinal

s Cepea— — T AT Fadly D AR If continuation sheet Faga 25 of &1
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bleed]... Nurse staff reports bright red blood per
rectum ... Patient adamantly declines emergency
room evaluation. Order placed for blood

work. .Patient in the past been seen in
emergency room for G bleed requiring
fransfusion...."

Review of the dialysis communicafion binder,
communication sheets, and record failed fo
reveal evidence that the facility nolified the
dialysis center of the resident's G bleed.

Record review of a progress note dated
311312025, authored by the Physician Assistant
revealed that the resident had a witnessed fall on
31212025 with two nursing assistants during a

| iransfer to his/her wheelchair. Additionally, the

1 provider ordered that all fransfers require a Hoyer
| lift (a mechanical Iift, @ device designed to assist
caregivers n safely transfemng patients) and

1 update as to histher current medical standing.

‘| Review of the dialysis communication bindey,
communication sheets, and record failed fo
reveal evidence that the facllity notified the
dialysis canter of the resident’s fall and change iy
fransfer stafus,

During a surveyor interview on 3/20/2025 at 8:58 -
‘1AM, with Registered Nurse, Staff H, she revesied |
{'that the resident sustained a fall on 3/12/2025.

Jthat the facility policy states to notify the dialysis
{:centerwith changes such as a change in

Jthe facility would send would be included i the
' dialysis binder."

| Instructed staff i contact dialysis and provide an -

|-Additionally, she revealed that she was unaware

1candition or falls and stated, "any information that

FORM CMS 2587[12-09) Fravious Verslns Cbaciaia " Event IDARTY1
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| During a surveyor interview on 3/20/2026 at 1137 |
1 AM, with the Director of Nursing Setvices, he
acknowledged that the resident's communicatioh
't binder, communication sheets, and record failed
io reveal evidence that the facility nofified the ,
| dialysis center of the resident's Gl bleed, fall, and
change in transfer status. Additionally, he

‘| revealed that he was unaware that the facility had
| to notify the dialysis center of a fall, although the

'{ facility policy states to do so.

F 756 | Drug Regimen Review, Report Irregular, Act On F 756 | Resident #93 resident remain in facility
89k | CFR(s): 483.45(c)(1 }(2)(4)(5) with no negative outcome. .
: §483.45(c) Drug Regimen Review. All residents have potential to be affected .

§483.45(c)(1) The drug regimen of each resident | @ by this deficient practice

must be reviewed at Jeast once a month by a Education will be provided fo all licensed
licensed pharmacist. - nurses on medication reconciliation !

5483 45(c)(2) This review must include a review l{\l o o
| of the resident’s medical chart. A facllity wide audit will be conducted
on all residents on antibiotic

| §483.45(c}(4) The pharmacist must report any
irregulanties o the aftending physician and the

‘| facility's medical director and director of nursing, |

This audit will be completed weeklyxd
and monthlyx2 untif compliance is met.

1'and these reports must be acied upon. 'Result of this audit will be submitted at
21 (i} Irregularities inciude, but are not limited to, any, QAP
1. drug that meets the criteria set forth in paragraph , _ .

(i) Any irregularities noted by the pharmacist
‘during this review must be documented on a
.separate, written report that is sent to the
attending physician and the facility's medical
‘director and director of nwising and lists, ata

. minimum, the resident's name, the relevant drug,
:and the irregularity the pharmacist identified.

(i) The attending physician must document n the
resident's medical record that the identified
{iregularity has been reviewed and what; if eny,

FORM CMS Z5#7(02%) Frovious Vewhns Obsclele  Bvni D:@HTYil ey D: 415078 i contiruation shect Page 27 of 5L
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Cantinued From page 27
action has boen taken to address it i there is to

' be no change In the medication, the attending
| physician should document his or her rationale in

the resident's medical record.

"1 §483.45(c)(5) The facility must develop and
| maintain policies and procedures for the monthly

drug regimen review that include, but are not
fimited fo, time frames for the different steps bh
the process and sleps the pharmacist must take
when he or she identifies an irregularity that

| requires urgent action to protect the resident.

This REQUIREMENT s not met as evidenced
by:
Based on record review and staff interview, it has

| been determined that the facility failed o ensure

the iregularities identified by the Consultant

| Pharmacist during the monthly pharmaclst

Medication Regimen Review (MRR) were acted

- upon for 1 of 2 residents reviewed for admission
medication reconciliation, Resident ID #93.

Findings are as fallows:
1 Record review revealed that the resident was

~admitted to the facility in January of 2025 with
‘diagnoses including, but not limited 1o, chronic

obstructive puimonary disease (COPD, a lung

‘condiiion caused by damage to the lungs.) and
" bacterial pneumonia,

‘ Record review revealed the following physician's
 Orders:

11712025 prednisone (a medication prescribed o]
-decrease inflammation) 40 milligrams (mg), give
‘one tablet once daily for COPD :

;-1:'712025 doxycycline {8 medlcahon prescribed to:

F 756

FORM CMSZRE7(02.68) Previeuss Versims Obeolele Event IDSHTY1{

! Faf.infy r 495678 I con‘ﬁn'uaﬂc.);l’sheei Pagem ofeﬁl



Ao 12025 10:494M

DEPARTMENT OF HEALTH AND HUMAN SERV!GES

Ne. (159

g P 33/61

PRINTED: 04/01/2025

. FORM AFPROVED
CENTERS FOR MEDECARE & MEDICAID SERVICES . . OMB NO. 0938?[)3‘.9*]'L
STATEMENT OF DEFICIENCIES Tk FRWIDEREUP’PUEW(}UA () MULTIFLE CONSTRUCTION {8) DATE SURVEY
END FLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDNG _ COMFLETED
, ‘ : 415078 BYING:, — 03/21/2025..
NAME OF PROVIDER OR SUPPLER T X STREET ADDREBS, CITY, STAIE, ZF CODE T
RES&P TORY AND REHABILITATION CENTER QF Ri {0 WOGDLAND DRIVE i
IRA A o COVENTRY HI 02316 o . i
9(4) ]D SUMMARY STATEMENT OF DE‘?CIENCES In] FRUVI{]ER‘S PLAN OF DDRREG'HDN {5 I
PREFIX DEFICIENGY MUST BE PRECEDED BY RILL PREHX CURRECYIVE ACTION SHOWAD BB | COMPLEDON |,
TAG REGULATORY OH LSO IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE ARPROPRIATE DATE
DEFIGIENGY) .
F 756 | Continued From page 28 F 756 ]

treat infection), 100 my, give onhe tablet two tmes
dally for pneumonia

| Record review of 2 new admission MRR form
| dateg 1/8/2025, authored by the pharmacist,

revealed a recommendation to the facllity to

clarlfy a stop date for the doxycycfine.

1 Addifionally, the review indicates to clarify a stop
| date or taper order (a gradual reduction ofa
‘medication over time unfil discontinued) for the

prednisone order.

Record review of a MRR dated 1/22/2025 .
revezled a repeat recommendation fo clarify the

"doxyeycline order with a stop date.

Record review of a MRR dated 2/27/2025

| revealed a repeat recommendation to clarify a

stop dats or taper order for the prednisone.

Review of the January, February, and March

'2025 Medication Administration Records (MAR)
‘revealed that the resident was administered the
-doxycycling on the following dates:

-11712025, through 3/19/2025, twice daily for a
total of 141 doses.

Further review of the January, February, and
March 2025 MAR revealed that the resident was *
administered the prednisone on the following '
dates:

1182025, through 3/19/2025, once daily for a

total of T doses.

'Durlng a surveyor interview on 3/21/2025 at 10:15 .
| AW with the Director of Nursing Services, he was |
| unable to provide ewdence that the residents

FORM CMS-2567(02:09) Praviocs Verslons Oheglete Event IDEHTYH
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1 MRR recormmendations were acted upon. y
| During a surveyor interview o 3/21/2025 at 4 16
M via the telephone with the resident’s
Physician he indicated it would be his éxpectation
for the prednisone to have been tapered and the
doxycydiine to have been stopped per the
phammacist's recommendations.
Cross Reference F 757 and F 881
F 767:{ Diug Regimen & Free fiom Unneoessary Drugs F 7571 Resident #03 resident remain In facllity
S50 | CFR(s): 483.45(d)(1 }(6) with no negative cutcome.
§483.45(d) Unnecessary Drugs-General. - All residents have potential o be affected:
Each residents drug regimen must be fres from - ~ by this deficient practice -
unnecessary diugs. An unnecessary diug b any [& Education will be provi .
: provided to all licensed
drug when used- nurses on medication regime review
§48345(d)(1) h excessive dose (including A facility wide audit will be conducted
| duplicate drug therapy); or on &ll residents on aniiblotic and predniamre
; i ion: This audit will be completed weeklyx4 .
;§483'45(d)(2) For excessive duration; of and monthiy until c%mp{iance 5 met
f§433-45(d)(3) Without adequate monitoring; of ' gfg?!t of this audit will be submitted at
'.§483.45(d)(4) Without adequate indications for is
s, or '
'§483.45(cl)(5) In the presence of adverse Responsibie Party: Don/Dasignes.
‘consenuences which indicate the dose should e .
-reduced or discontinued; or .
§483.45(d)(6) Any combinations of the reasons
 stated n paragraphs {d)(1) through (5} of this
"section. .
This REQUIREMENT E not met as evidenced
by ;
Based an record review and staff inferview, it bas
FORM CHS ZET(12.96) Fravious Varshn Obsolte Evenl DGVl Fachy ix 415078 "7 W continuation sheet Page 30 o751
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1 been determined that the facility failed to ensure '
1 that the resident's drug regimen is freefom - '

| unhecessary drugs for 1 of 2 residents reviewed
for admission medication reconciliation, Resident |
| ID#93.

| Findings are as follows:

Record review revealed that the resident was

| admitied to the facility in January of 2025 with
/| diagnoses including, but nat limited to, chronic
obstruclive puimonaty disease (COPD, a lung
condition caused by damage to the lungs) and
| bacterial pneumonia.

Record review of a "Continuity of Care
Discharge/Transfer of Patient Form™ (COC) dated |
1/1i2025 revealed an attached communication
form titied *Discharge summary” with the

| following physician's orders:

| -prednisane 40 mifligrams {mg), give one tablet
‘once dily for 4 days, which indicates the
‘medication would be discontinued on 1/5/2025.

1 -doxycycline 100 mg, give one tablet two times
"daily for 2 days which indicates the medication
‘would be discontinued on 1/3/2025.

| Record review revealed the following physician's
orders:

«1/7/2025 prednisone 40 mg, give one tablet once’
"daily for COPD :

+1/7/2026 doxycycline 100 mg, give one tablet
two times daily for pneumoria

__ - Review of the January, February, and March e _
FORM CMS2667(00:98) Previous Versions: Obsclsts. Event IOXEHTYY! Fecly I 415078 i contluation sheet Page 31 of 51
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2025 Medication Administration Records (MAR}
revealed that the resident was administered the
doxyeycling on the following dates:

-1/7/2025 through 3/19/2025, twice daily for a

fotal of 141 doses.

Further review of the January, February and

1 March 2025 MAR revealed that the resident was

administered the prednisone on the following

dates:

‘| ~1/8/2025 through 3/19/2025, once daily for a total |

of A doses.

Recard review of a new admission medication

1 record review (MRR) form dated 1782025,
| authored by the Pharmacist, revealed a

recommencdation {o the facifity to clarify a stop
date for the doxyeycline and a stop date or
tapering order {a gradual reduction of a

.| medication over time unkil discontinued) for the
| prednisone.

“Record review of an MRR dated 1/92/2025

revealed a repeat recommendation to clarify the

| dexyeyeline order with a stop date.

-Record review of an MRR dated 2/27/2025
‘revealed a reépeat recommendation to clarify a
1 stop date or taper for the prednisone.

‘ Duting a surveyor interview on 3/21/2025 at 10:15{
:AM with the Director of Nursing Services, he

acknowledged that the COC from the resident's

‘admission indicated the doxycycline and

Jprednisone should have been discontinued prior

16 the resident's admisslon fo the faciity. He

furiher indicated it would be his expectation that -'

F 757
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F 757,

F 838

| during his/her admission medication

|| was kept free from unnecessary drugs.

it During a surveyor interview on 3/21/2025 at 4: 16

| the facility to follow the order to discontinue the

| indicated that the doxycycline should have only
| continued for a few days and that the prednisone

1§483.71 Facility assessment.

{ facility-wide assessment to determine what

| resources are necessary ta care for ils residents

‘| competently during both day-to-day operations

'| (including nights and weekends) and

.emergencies. The facility must review and update

.that assessment, as necessary, and at least

f annually. The facility must also review and update

| this assessment whensver there is, or the facility

‘plans for, any change that would require a

Y substantial modification to any part of this
assessment,

Continued From page 32
the complete GOC would have been reviewad

reconciliaion. Additionally, he was unable to
provide evidence that the residents drug regimen

During a surveyor interview on 3/21/2025 at 11:05 .
AM with the Physician Agsistant he indicatad he
was not aware of the stop dates for both
medications list on the admission COC.

PM via the telephone with the resident's
Physician he indicated he would have expected

medications listed on the COC. Additionally, be

ghoutd have been lapered.

Cross Reference F 756 and F 881,
Facility Assessment
CFR(s): 483. 71 (a)(1 Y3)b)(1)(e)(1 )-5)

The facility must conduct and document a

F 838

@

\iw\

F 757

 Facility assessment has bean completed

 Education has heen provide to the
. Administrator, DON, by governing body
" fo ensure timely completion of facility

assessment at minimal annually and

“at any new shanges.

The facility assessment will be reviewed

guarterlyx4 to assure thaf changes are

_reflected.

The rasult of this audit will be presented .
- at QAPL

+ I Responsible Party: NHA/Designee.

1
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Continued From page 33
§483.71(a) The facility assessment must address

| orinclude the following:

§483.71 (a)(1) The facllity's resident population,
including, butnot limited 1o:

| {i} Both the number of residents and the facility's

resident capaciiy.

{ii} The care required by the resident population,
using evidence-based, data-driven "methods" that
considering the types of diseases, conditions,
physical and behavioral health needs, cognitive
disabilities, overall acufty, and other pertinent

| facts that are present within that population,
| consistent with and informed by individual

‘| resident assessments as required under §
1 483.20:

(iii) The staff competencies and skill sets that are
necessary to provide the level and fypes of care

1 needed for the resident population;

1 (iv)The physical environment, equipment,

| services, and other physical plant considerations
| that are necessary to care for this popuiation; and
't {v) Any ethnic, cultural, or religious factors that

may potentially affect the care provided by the

1 facility, including, but not fimited to, acivities and

food and nutition services.

| §483.71(a)(2} The facility's resources, including
‘1 but.not limited to the following:

| ) Alt buitdings and/or other physical structures
| and vehicles,

. E'i) Equipment (medical and non- medical);

fi} Services provided, such as physical therapy,
pharmacy, behavioral health, and specific
rehabilitation therapies;,

| (iv) Al personnel, including managers, nursing
«+:and other direct care staff (both employees and
{those who provide services under confract), and
‘| volunteers, aswell as their education and/or

F 838
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| camsy;

| & Contracts, memorandums of understanding,
1 or other agreements with third parties o provide
| services or edquipment to the facility during both

{ (vi) Heatth information fechnology resources,
'| patient records znd electronically sharing

information with other omganizations.

|| community-based risk assessment, utilizing an
| all-hazards approach as required n §483.73(a)
)

16483.71(6) In conducting the faclliy assessment,
| participants in the process.

'| goveming body, the medical director, an

| (i) The facility must also solicit and consider
|-input received from residents, resident
| reprasantetives, and family members,

| 548371 () The Tacility must use this aclity
| asgessment o
1 5483.74 (c)(1) Inform staffing decisions to etisire

| appropriata competencies ard skill sefs
Lnecessary to care for its residents’ needs as
It identified through resident assessments and

Continued From page 34

nomnal operations and emergencles; and

sich a9 systems for elecronically managing

§483.71(2)(3) Afaclity-based axd

the facility rmust ensure:
§483.71(b)(1) Active involvement of the following |

() Nursing home leadership and management,
including but net fimited fo, a member of the

administrator, and the direcfor of nursing; and
(i) Direct care staff, including but not imiled to,
RNs, LPNsA VNs, NAs, and representatives of
the direct care staff, if applicable.

-that there are a sufficient number of staff with the

training and any competencies refated to resident

F 838
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| §483.71(c)(2) Consider specific staffing needs for
1 each resident unit in the facilily and adjust as

| 848371 (¢)(3) Consider specific staffiﬁg needs for

4 §483.71(c)(5) Inform contingency planning for
| faciity's emergency plan, but do have the

4 limited to, the availability of direct care nurse

| care.

: This REQUIREMENT is not met as evidenced

{ been determined that the facility failed to

| document all required components of the

1 whenever there Is, or the facilily plans for, any
| modification to any part of this assessment.

it Findings are as follows:

| Review of an undated and unsigned faciiity

1 document titled, “Facility Assessment,” for the
| year of 2025, failed to reveal avidence of the

plans of care as required h § 483.35(2)(3).

necessary based on changes fo its resident
population.

each shift, such as day, evening, night, and adjust;
as necessary based on any changes to ils
resident population.

§483.71(c){4) Develop and maintain a plan fo
maximize recruitment and retention of direct care
staff,

events that do not require activation of the
potential to affect resident care, such as, but not

staffing or other resources needed for resident
B;ased an racord review and staff interview, it has
facility-wide assessment. Additionally, the facility

failed to review and update the assessment

change that would require a substantial
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F 865

1 active involvernent of the foliowing participants h
the process: ‘

| goveming body, the Medical Director, an
| Services (DNS),

' Recor review of the "Assessment Confribufors”

received from residents, resident representatives,
| and family members.

'| Racord review falled to teveal evidence that the

family membes, _
h .During a surveyor interview on 3/20/2025 at 337 -
-PM, with the Administrator, she was unable to

| assesstnent and completed any changes that
‘wolld require a substantial modificaion o any

(CFR(s): 483 75(8)(1 HA)bY(1 HAO( H-E)OND

| 8483.75(a) Quality assurance and performance
| lmprovernent (QAP?) Progran.

a multiunit chain, must develop, implement, and

Continued From page 36

1, Nursing home [eadarship and management,
including but not limited o, a member of the

Administrator, and the Director of Nursing

section, revealed of the 13 management staff
listed incuding the Administrator, the DNS, and
the Medical Director, 11 of them were m longer
smployed at the facility.

2 The facility must alse soficit and consider input

facility solicited and considered input received
from residehts, resident representatives, and {

pravide avidence that the facility inciuded all
required components of the faclity-wide
part of this assessment as mentioned above.

QAP Prgm/Plan, Disclosure/Good Faith Attmpt

Each LIC fadility, including a facllity that & part of’

F&i8

F 865iResident #43 #64 #80 #92 and #93.

W

f

|their antibiotic without any il effect.

|Residents remain in facility and complete
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F 865 | Continued From page 37 : F 865| All residents have potential to be affected |
} maintain an effective, comprehensive, data-driven by this deficient practice

QAP! program that focuses on indicators of the

outcomes of care and quality of life. The facility The antibiotic stewardship was reviewed

ta ensure all elements are addressed.

must:

- { Education will be provided to Infection
§483.75(a)(1) Maintain documentation and y) | preventionist to assure when comnpleting
demonstrats evidence of its ongoing QAP ‘ D\ | report related to antibiotic stewardship
program that meets the requirements of this '. l{l | is thorough and include all the slement
section. This may include but is not fimited to of antibiotic stewardship.

systems and reports demonstrating systemalic Quarterly audit will be completed x3

identification, reporting, investigation, analysis, | and annually until compliance is met.
and prevention of adverse events; and ; -

documentation demonstrating the development, | Result of this audit wilt be submitted at
implementation, and evaluation of corrective QAP

actions or performance improvement activites; Responsible Party: Don/Designee.
£423,75(a)(2) Present its QAP plan to the State |.
Strvey Agency no later than 1 year after the i
promuigation of this regulation;

§483.75(a)(3) Present fis QAPI plan fo a State
Survey Agency or Federal surveyor at each
annual recertification survey and upon request
during any other survey and to CMS upon
request; and

§483.75(a)(4) Present documentation and
evidence of its ongoing QAPI program's

1 implementation and the facility's compliance with

1 requirements t a State Survey Agency, Federal [
| surveyor or CMS upon request.

£483.75(b) Program design and scope.

A facility must design its QAP! program to be
ongoing, comprehensive, and to address the fuil
ratge of care and services provided by the
facifity. It must:

FORM CNSZ56/(0206) Pravious Versions Chisciels. Evenk L GHTYH  Fadly Ix 415078 ff continuation ehest Page 38 of 51




Aor. 7.2025 10:53AM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 0599 P 43/61

PRINTED: 04/01/2025
FORM APPROVED

§483.75(b)(1) Address all systems of care and
management praclices;

| §483. 75(b)(2) Include dlinical care, quatity of lfe,

ant resident choice;

§483.75(b)(3) Utlize the best available evidence

| 1o define and measure indicators of quality and

facility goals that reflact processes of are and

| facility operations that have heen shown o be

predictive of desired outcomes for residents of a
SNF or NF,

'| §483.75(b} {4) Reflect the complexities, unigue

care, and services that the facilily provides.

£483.75(f) Governance and leadership.
1| The goverting body and/or executive leadership
1 {or organized group or individual who assumes
:} full legal authority and responsibility for operation
t of the facility) is responsible and accountable for
ensuring that

§483.75(1){1) An ongoing QAP program is
defined, implemented, and maintained and

addresses identified priorities.

§483.75()(2) The QAP program is sustained

during transitions i leadership and staffing;

§483.75(1{3) The QAPI program is adequataly

;| resourcad, including ensuring staff fime,
:equipment, and technical training as naeded;

§483.75(f)(4) The QAPI program identifies and
| prioritizes problems and opportunities that reflect
{-organizational process, functions, and services
. provided 1o residents based on perfarmance
.indicator deta, and resident and staff input, and

e OMB NO: 09380391
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other information.

-§483,75(1)(5) Carrective actions address gaps i -
systems, and are evaluated for effectiveness; and

§483.75(1 )(6)':.Clear expectations are set around

safety, quality, rights, choice, and respect.

§483 75(h) Disclosure of information.

A Swate or the Secretary may not requira
disclosure of the records of such committee
except n so far as such disclosure is related to
the compliance of such committee with the
requirements of this section.

§483.75()) Sanctions.

Good faith attempts by the committee to identfy
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT s not met as evidenced

Based on surveyor observation, record review,
and staff interview, it has been determined that
the facility failed to implement and maintain an
effective, comprehensive, data-driven, Quality
Assurance and Performance Improvement :
{QAPY) program that focuses on indicators ofthe -

the facility failed to make a good faith attemptto -
comrect the identified concem of antibiotic
stewardship (the effort fo measure and improve

{ how antibiotics are prescribed by clinicians and
| usad by patients) and personal protective

aquipment (PFPE) related to enhanced barrier
precautions (EBP; refers to an infection control
intervention designed to reduce the transmission

1 of multidrug-resistant organisms [MORC] that
{ employs targeted gown and glove use during high |
| contact resident care aclivities).

" | outcomes of care and quality of life. Additionally, .{-

H

F 865
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Findings are as follows:

| A. Record review of the docutment titled "Quality
| Assurance and Performance Improvement

| Projects (QAPI) Infection Control/Education '
Topic: HH [hand hygiene}/PPE", dated 11/12/2024 |

through 3/14/2025, revealed that, relative to
infection control, the faciity would be monitoring
hand hygiene and PPE compliance. Further

| review faited to reveal evidence of

| implementation or maintenance of the plan,

| including tracking and measuring performance,
| and establishing goals and thresholds for

' performance measurements,

During surveyor observations from 3/18/2025
A through 3/20/2025, for Resident ID #s 15, 60, 74
|and 92, revealed that staff were observed i have
‘I & breach n infection confral praciices related to

staff faifing to wear gowns during high contact

| care activiies for a resident on EBP.

B Additional review of the document {itled

" "Quality Assurance and Performance

1 Improvement Prajects {QAPI) [nfection

1 Control/Education Tepie. Antibiotic Stewardship”,
| revealed that, relative {o infection control, the i
°| facility would be monitoring antibiotic stewardship |-
1 compliance. Further review failed (o revesl

;} evidence of implementation or maintenance of

the plan, including tracking and measuring
performance, and establishing goals and

thresholds for pefformance maasurament.

+ Record review for Resident ID #s 43, 64, 89, 82,
| and 93 falled to revesal evidence that anfibiotic
.| fime outs were completed.

D e
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§483.80 Infection Confrol

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and

comforiable environment and fo help prevent the
't development and transmission of communicable |
| diseases and infections.

§483.80(a) Infection prevention and control
program.
The facility must establish an infection prevention

{ and control program (IPCP) that must include, at
'| & minimum, the following elements:

| §483.80(a)(1) A systern for preventing, identifying,
| reporting, investigating, and controliing infections

aned communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual

| arrangement based upon the facility assessment |

conducted according to §483. 71 and following

| accepted national standards;

§483.80(a){2) Written standards, policies, and

I procedures for the program, which must inchide,
"1'but are not limited 1o:
1:() A system of surveillance designed to identify

remain in facility with no negative outcoms

1Al residents have patential to be affected |
by this deficient practice

{Immediate education was_be provided
-|to all staff upon identification an
*| infection control,

(XD BUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDERS PLAN OF CORFECTION C
PrEFD (EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTIGN SHOULD BE COMPLETION
TAS REGLEATORY OR LSC IDENTIFYING INFORMATION) TAG CROSA-REFERENCED TO THE APPROPRIATE | DAEE
DEFICIENGY)
F 865 | Confinued From page 41 F 865
| During a surveyor interview on 3/21/2025 at |
{ approximately 2:30 P with the Director of
{ Nursing Services and tha Administrator, they
| wers unable o provide evidence of a good faith
atlempt to correct the identified concerns brought
forth related to EBP and ahtibictic stewardship.
Cross Referenca F 880 and F 881,
F 880 | Infection Prevention & Control F 880 | Resident #15 #60, #74 and #92 resident
85-E | CFR(s): 483.80(a)(1 )(2)(4)(e)(D

This audit will be completed weeklyx4
and monthiyx2 until carmpliance s met

Result of this audit will be submitied at

Respansible Party: Infection Preventionist
Designes.

i
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F 880

Continued From page £2
possible communicable diseases ot

| infections before they can spread o other

persons in the faclity;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(i} Standard and transmission-based precautmns
to be followed fo prevent spread of infections;
{(iv)When and how isolation should be used for a
resident; inchuding but not Bmited to;

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

(B) A requirement that the isolafion should be the

lonst resirictive 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
contact with residents or their food, if direct
contact will transmit the disgase; and

| (vi)The hand hygiene procedures to be followed |

by staff involved in direct resident contact.

: §483.80(a){4) A system for recording Incidents

ldentified under the facility’s IPCP and the
corrective actions taken by the facility.

| §483.80(e) Linens.

Personnel must handle, store, process, and
transpart linens so as to pravent the spread of

| infection.
1 §483.B0{f) Annual review.

The facility wilt conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not meat as evidenced

; Based on surveyar observatlen record review,

F 880

i

DEFICIENCY)
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and staff interview, it has been determined that
the facility failed o maintain an infection
prevention and conteol program to help prevent
the transmission of communicable diseases add
1 Infections, relative to enhanced barrier
precautions (EBF; refers to en infecfion control

1 intervention designed to reducs transmission of
multidrug-resistant organisms [MDRO] that
employs targeted gown and glove use during high
1 contact resident care activities), for 4 of 4
residents reviewed on EBP, Resident ID#s 15,
60, 74, and 92,

1 Findings are as follows:

Review of the facility signage titled "Enhanced

| Barrler Precautions” states n part, " Wear Gown
and Gloves prior o these

| activities ... Dressing ... bathing ... ransferring _. provi
| ding hygiene .. Device care or use of a device (.e. |
| central fines (2 long, flexible tube that inserted
into a vein & the neck, chest, am or grain, and

| passed through untd it reaches a large vein near
1 the heart), urinary catheters, feeding tubes,

| tracheostomies (an opening a surgeon makes

| through your -neck and ino your trachea

;| windpipe] t help you breathe), ventilators..."

|| 1. Record review revealed Resident D #15 was
| readmitted to the facifty in March of 2024 with a
| diagnosis including, but not imited 1o, chronic

" respiratory failure with hypoxia (low levels of

| oxygen h the body).

‘| Rexord review revealed that Resident D #15

‘| requires ERP for a gastrostomy tube (G-ube; a
fube inserted through the belly, providing direct
access o the stomach), tracheostomy (trach) and

1 a history of ean MDRO. ’
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During surveyor observations on 3/18/2025 and
319/2025, revealed signage posted outside of
Resident 1D #15's room for EBP,

During a surveyor observation on 3/19/2025 at
8:33 AM, revealed Respiratory Therapist, Staff |
removing Resident D #15's nebulizer treatment
attached to histher trach without wearing a gown
per the facility signage.

During a surveyor interview immedistely following
the above observation, with Siaff 1 she
acknowledged that she failed 1o wear a gown per
the signage.

2. Record review revealed Resident D #60 was
readmitted to the facility in September of 2024
with a diagnosis including, bt not fimited 1o,
chronic obstructive pulmonary disease (COPD, a
common lung disease causing restricted airflow
and breathing problems}.

Record review revealed that Resident D #60
requires EBP for a G-ube, Trach, urinary
catheter, and a history of an MORO.

During surveyor observations on 3/18/2025 and
3/18£2025, revealed signage posted outside of
Resident ID #60's room for ERP.

During a surveyor observation on 3/19/2025 at
9:50 AM, with Nursing Assistant (NA), Staff J, she
was observed providing a bed bath for Resident
ID #60 without wearing a gown per the facility
signage.

: During a surveyor interview immediately following
| the above observation, with Staff J, she
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acknowledged that she failed to wear a gown per
the signage.

3. Record review revealed Resident ID #74 was
readmitied to the facility n Aptil of 2024 with a

| diagnosis including, but not limited to, chronic
respiratory failure with hypoxia.

Record review revealed that Resident ID #74

| requires EBP for a G-Tube and Trach.

During surveyor observations on 3/18/2025 and

13/19/2025, revealed signage posted outside of

Resident 1D #74's room for EBP.

During a surveyor ohservation on 3/18/2025 at

| 9:55 AM with NA, Staff B she was observed
‘} transferring Resident ID #74 from hisfer bed to

hisfer chair. Staff B failed to wear a gown per

| the facllity signage.

| During a surveyor interview immediately following |

the above obsatvation, Staff B revealed that

'| Resident D #74 does not require the use ofa

gown for transfers as s/he is not on contact
precautions, although the sighage posted stated
otherwise,

* ' During a surveyor observation on 3/19/2025 at

9:26 AM with NA taff J, she was observed
- providing hygiene for Resident D #74 without
-wearing a gown.

:Dun'ng g surveyor interview immediately following
rthe above observation, with Staff J, she

-+ acknowledged that she did not wear a gown per

| the facility signage and stated that Resident D

| #74 did not require the use of a gown for hygiene.
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1 4. Record review revealed that Resident ID #92
was admitied to the facility n January of 2025,
with a diagnosis including, but not limited o,

| chronic respiratory failure with hypoxia.

Record review revealed that Resident [ #92
fequires EBP for a G-ube, trach, and wounds.

Additional record review revealed that Resident
D #92 has 2 central Tne.

During surveyor observations on 3/18/2025,
318/2025, and 32072025, revealed signage
| posted outside of Resident ID #92's room for
| EBP.

During a surveyor ohservation on 3/20/2025 at
approximately 8:24 AM, with Registered Nurse
(RN), Staff K, she was observed to flush the

1 resident’s ceniral line and connect the resident's
.| antibiotic to the central fine without wearing a

| gown. She was then chserved to administer

‘| Resident B #92 his/her medication via histher

| G-Tube without wearing a gown.

During a surveyor interview on 3/20/2026 at 918
AM, immediately foliowing the abave
observations, Steff K revealad that she was

| unaware that Resident D #92 was on EBP and

J that she was unsure if she should have wom a

{ gown for G-tube or central fine care.

1 During a surveyor interview on 3/19/2025 at 11:45 |,
| AM with RN, Staff L, he revealed that when a
resident has signage for EBP, he would expect
staff to wear a gown when transferring, providing |
1 personal hygiene, bathing, frach cars, G-Tube
| and central line medication administration.
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.| program.

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

{ that includes antibiotic use protocols and a
1 system to monitor antibiotic use.
1 This REQUIREMENT s not met as evidenced

.| been determined that the facility failed to
| establish an Infection Prevention and Conirol
| Program (IPCP) that must include, ata minimum,

§483.80(a) Infection prevention and control

§483.80{(a)(3) An antibiotic stewardship program

: Bésed on record review and staff interview, it has

&an antibiotic stewardship program which includes
‘antibiotic use protocols and a system to monitor
-antiblotic Use ¥ ensure that residents who require
‘an antibictic, are prescribed the appropriate
‘antiblotic for 2 of 5 residents reviewsd for

na ill effect.

by this deficient practice

- program with it element,

QAP

faility completed their anfibiotic with

All regidents have potenttal to be affected

:Education wili be provided to the infection’
Preventionist on antibiotic stewardship

A facility wide audit will be conducted
. on all residents on antibiotic \

‘This audit will be completed weekiyx4
and monthlyx2 untll compiiancs is mat.

Resuit of this audit will be submitted at

'Responsible Party: Infection DON/Designe;

FORM APPROVED
LCENTERS FOR MEDICARE & MEDICAID SERVICES N — OMB NO, 09838-0341
STATEMENT OF DEFICENCIES | () PROVIDER/SUPPLIERICUA (%) MULTIPLE CONSTRUCTION 0% DATE SURVEY
AND PLAN OFF COMRECTION IDENTIFIGATION NUMBEFR: ABULDNG _ COMPLETED)
" L 415078 ;[ BWING ... x L1 oartizozs. |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE R
10 WOODLAND DRIVE
RESPIRATORY AND RFHABH.ITA‘I‘ION FENTEB GF H ” Y CQ\(ENTRV, R DRIE | |
KD SUMMARY STATEMENT OF BEFICENGIES . B P PROVIDER'S ELAN OF CORRECTION TR
BREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FIAL PREFIX (EACH CORRECTIVE ACTION SHOULP BE | CoMPLETON
TAG REGULATORY OR 180 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 47 F 880
During surveyor inlerviews on 3/20/2025 at 9 10
| AM and 3/21/2025 at 240 PM, with the Infection
Preventionist, she revealed that she would expect
staff o wear a gown when a residsnt is on FBP,
{ for fransferring, personal hygiene, bathing, trach
care, G-Tube and centra! line medication
| administration.
During a surveyor interview on 3/20/2025 at & 10
'| AM with the Director of Nursing Services, the
Infection Preventionist, and the Administrator,
they revealed that they would expect staff o
| follow the signage posted for residents on EBP.
Cross Refersnce F 865. .
F 881 | Antibiotic Stewardship Program F 881 Resident #23 and #89 residents remain in

[
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BWING -

| 0@ MULTIFLE CONSTRUCTION ' (1) DATE SURVEY
3 A BUILDING
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NAME OF PROVIDER R S8UPPLIER

RESPIRATORY AND REHABILITATION CENTER OF R

- STREET ADDRESS, CITY, STATE, 7P CODE -
10 WOODLAND DRIVE
- COVENTRY,

. 03/21/2025

R _02816

TAG

XD
PREFIX |

" SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGLULATORY OR LEC IDENTIFYING INFORMATION)

D ||  PROVIERS FLAN OF CORRECTION

PREFIX

T

o5}
CORRECTIVE ACTION SHOULD BE "I COMPLETION

TG cn:nssmepenmcen TO THEAPPROFRIATE | DATE

CEFICIENGY)

F 881

| Continued From page 48

antibiotic ordars, Resident [ #s 89 and 93,
Findings are as follows:

According to the Centers for Bisease Control and .
Preventioh {CDC) document titled, "The Core

1 Elements of Antibiotic Stewardship for Nursing
Homes" staies in part, "Standardize the practices

which should be applied during the care of any
resident suspected of an infection or started on
an anfbiotic. These practices Include Impraving
the evaluation and communication of clinical
signs and symploms when a resident s first
suspected of having an infection, opiimizing the
use of diagnostic testing, and implementing an
antibiotic review process, alse knoam as an
*antibiofie {me-out,” for all anliblotics prescribed
in your facifity. Antibiotic reviews provide
clinicians with an opportunily 1o reassess the
ongoing need for and choice of an antibiotic when
the dlinical picture is clearer and more information
is available ... Track the amaung of antibiotic used
i your nursing home to review pattems of use

| and determine the impact of new stewardship
1 Interventions ... Interventions designed to sharien -

the duration of antibiotic courses, or discontinue

| antibiotics based on post-prescription review (i.e.,,
*antibiotic time-out"), may not necessarily change: |-

the rate of antibiafic starts, but would decrease
the antiblotic DOT [days of therapy]. ."

1 Record review revealed that Resident 1D #89
was admitted o the facility in January of 2025
with a diagnosis including, but not limited to,

| severe sepsis with saptic shock.

% Record review revealed a physician's order for
| Levofloxacin {an antibiofic) tablet 750 mg give 1
| tablet by mouth one time a day for praphylactics

F 831

‘FORM CMS2887(02489) Previous Versions Otsolele Event DAHTY!]

Feriity ID: 415078
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FORM APPROVED

with no end date.

1 Record veview failed to reveal evidence of an
| antibiotic review or an antibiotic fime out,

Record review revealed a physician's order for
Meropenem-Sodium Chioride Intravenous
Solution {an antibiotic) give 1 gram intravenously
every 8 hours for left hip osteomyelitis (Infection
i the bone) with a start date of 1/30/2025 and an
end date of 3/18/2025,

i1 Record review failed fo reveal avidence of an
antibiotic review or an antibiolic lime out.

2. Record review revesled that Resident ID #93
| was admitted t the facility it January of 2025
1 with a diagnosis inclading, but not limited to,
|| bacterial preumonia.

Review of the hospital discharge summary dated

' 11172025, which revealed an order for doxycycling |

(an antibiotic) give 100 mg by mouth two limes a
day for pneumonia for 2 days.

Record review revealed a physician's order for
doxycycline, give 100 mg by mouth two fimes a
day for pneumonia for with a start date of

417712025 without an end date.

Review of the January 2025 Medication
Administration Record, revealed a physician's
| order dated 1/13/2025 to follow-up with
J.confinuation of doxycycline 100 my twice a day,
4 documented as administered.

‘During a surveyor interview on 3/21/2025 at 4:16 .-
| PM with Resident ID #93's Physician, he revealed
| that normally he would follow the hospital

i OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES () FROVIDERMSUPPLIERICUA | (X2) MULTIFLE CONSTRUCTION (%3 DATE SURVEY
AND PIAN OF CORRECTION " IDENTIFICATION NUMBER: il A quiomg - COMPLETED
| A BULONG -
i 416078 jLEwNG _|__oarzazozs )
NAME OF PROVIDER OR SUPPLER " | STREET ADDRESS, CITY, $TATE, 2P CODE
RESFIRATORY AN 10 WOODLAND DRIVE
PIRA AND REHABILITATION CENTER OF R COVENTRY, R 02816
o@ W | GUNMARY STATEMENT OF DEFCENGES | B | PROVIDERS PIAN OF CORRECTION gﬂn Y
PREF |  (EACH DEFICIENGY MUST BE PRECEDED BY FULL PHEFIX [EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TaG |  REGUIATORY OR LSC IDENTIFYING (NFORMATION) TaG CROSSREFERENCED TO THE APPROPRIATE DATE
. DEFICEENCY}
F 881 | Continued From page 49 Fasl-
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NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP CODE
10 WOODLAND DRIVE
RESPIRATORY AND REHABILITATION CENTER OF H COVENTRY R 02816 N
04 D ~ SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDERS PIAN OF CDRRECTIDN S T ew
PREFIX (EACH DEPICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG |  REGUATORY OR LSC IDENTIFYING INFORMATION) TAG cnossrﬂEFﬁﬂaécés__?mEg J‘l;)iE.APFROFRIATE : DATE
F 81 | Continued From page 50 F 881

1 discharge summary recommendations unless

glinical pregentation indicated fo continue.

| Additionally, the facility was urable fo provide
| evidence that the physiclan was notified of the

discharge summary which resulted b the resident
receiving the doxyeycline 100 g twice a day
from 1/7/2025 through 3/19/2025 for a futal of

| #41 doses and nof the 4 doses as ordered m the

discharge summary.

During a surveyor interview on 32172025 at 10:15

1 A, with the Director of Nursing, be

acknowledged that the doxycycline 100 g hed

1 & end date indicated on the discharge summary.

During muitiple surveyor inferviews with the

| Infection Preventionist on 3/20/2025 and ,
32172025, she was unable fo provide evidence of

antibiofic time outs being completed for the

.| above-mentioned residents,

/| Durihg a surveyor inferview m 3/21/2025 &t
{ approximately 2:30 PV with the Director of :
't Nursing Services and the Administrator they were |

unable o provide evidence that antibiotic fime

1 outs had been completed for the

above-mentioned residenfs recelving antibiofics,

'| Cross reference F 856 and F 757.
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CENTERS FOR MEDICARE & MEDICA IDSERVICES - PSS B.NO..0938:0391
STATEMENT OF PEFICIENGIES  PROVIDER/SUPPLIERICUA 0¢) MULTIPLE CONSTRUGTION ' {8) DATE SURVEY
AND PIAN OF CORRECTION R IPENTIFICATION  NUMBER: ABULDNG _ ' COMPLETED
L . A5078 ) BWING commp—— 03/21/2025
NAME OF PROVIDER OR SUPPLIER ‘ 1 BTHEET ADDRESS, CITY, STATE, ZP CODE T
N ¢ . 10 WOODLAND DRIVE
RESPlRﬁ.\TQRTY AND REHABI%ITA]"I?I\? GENTER OF R " | COVENTRY, R 02815
4D SUMMARY STATEMENT OF DEFICENGES - D PROVISERS PIAN CF CORRECTION T om
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETON
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) ™Y GRDSS~REFEREI§GEEFII>C}ETS c‘w& APPROFRIATE DATE
E 000 | Initial Comments E 000
An Emergency Preparedness Survey was .
conducted by the Center for Health Facilities and ™
Regulation on 3/18/2025, The facility was found
to bz h compliance with 42 CFR §483. 73 related
1o Emergency Preparedness.
‘ Capacity; 210 Census: 89
i
IBGRATORY DIREGTORS OR PrOVJDER/SLPFLIER. REPRESENTATIVES SNATUE e EE T

Any deficiancy atatement ending with an asterisk(*) denotes a geficishgy Wit tié irsitulicn may be xclssd froi ctiirgelllig providing it is determined that
other safeguards provide sufficient protection I Lhe patients. (See Wstruclions.) Except for nusing homes, the flndings slated shove are disclosable 90 days
following the date of survey whether or not a plan of correction 1§ provided. For nursing homes, the above findings and plans of comection are disclosable 4
days following the date these documents are made available to the facifity. If deficiencies are cited, an approved plan of comection i requisile to continuad

program participation.,
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NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
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RESPIRATORY AND REHABILITATION CENTER OF R{

DD |- SUMMARY STATEMENT OF DEFICENGIER T PROVIDER'S FLAN OF CORRECTION b
PREFIX . {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ¢ 1ON
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) ™S . CROSS-REFERENCED TO THE APPROFRIATE DATE
‘ . BEFICIENGY)
KOO0 | INITIAL COMMENTS KOO

The annual Federal Life Safety Code survey was

4 conducted by the State Survey Agency on
312112025, Respiratory and Rehabilitation Center

| of R was surveyed pursuant to the National Fire

Protection Association 101 Life Safety Code,

| 2012 Edition as referenced in 42 CFR 483.90 (a -

1 d) Physical Environment.

Life Safety Code deficiencies were identified
during the survey.

| Capacity. 210 Census: 89

K 324 | Cooking Facilities . K324{The facility failed to snsure the imefiness
S5=F| CFR(s): NFFA 101 - ‘[of the kitchen hood suppression system
*|servicing,

Cooking Facilities ‘The Kitchen hood . .
Cooking equipment is protected in accordance SGhEe diafe g‘bg’g erﬁ%%pﬁsé’i?}?assygfm 5
with NFF‘A 98, S‘tandard for Venfilation Control 04/08/25 to maintain campliance.

and Fire Protection of Commercial Cooking \

Opearations, unless: [45 Education will he provided to maintsnance

jstaff to ensure the kitchen hood ;
suppression is maintain regularly.

* residential cooking equipment {l.e., small
appliances such as microwaves, hot plates,

- toasglers) are used for food vglaanggg gr fimited
cooking in accordance with 18.3.2.5.2, 19.3.252 N . .
*cooking facilities open to the coridor in smoke Egﬁéi“:gggrgg;gtg ?gﬂtﬁiﬁgeoiuéiéhfma
compartments with 30 or fewer patients comply and will be recorded in maintenance log.
{with the conditions under 18.3.2.5.3, 18.325.3, '

ar This audit will be done Q6month
| * cooking facilities n smoke compartments with .
|30 or fewer patients comply with conditions under The result will be presented at QAP
[ 18.3.2.5.4, 193254, ' ; , A .
|'Cooking facilities protected according to NFPA 06 Responsible Party:Maintenance/Designee

1 per 8.2 3 are not required 1o be enclosed as
“hazardous areas, but shall not be open to the :
‘comidor, I ;
183.2.6.1 through 18.3.25.4, 18.3.25.1 through ’
1 19.3.2.5.5, 9.23, TIA 122

LABORATORY DIRECTONS OR FROVIDESUPPLIER. FEFRESENTATIES  BIGNATURE THE e o

Any deficiency statement ending With an asterisk(*) dendtes a deficiency which the institiion may be exciised Fom conecling providing & b determined that
other safequerds provide sufficiont protection to the patients. (See instructions) Except for nursing hames, the findings stated above are disdosable 90 days
Tollowing the date of survey whether or not a plan of comedtion & provided.  For nursing homas, the above findings and plans of correction are discliosable 4

days follawing the date hese documents are mede avallable ¥ the facilty. i defickendes o cited, = approved plan of comection & requiske % continued
program participation.
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TA@

(x4)m kR

: $UMM.ARY QTATEZMENT QF DEFTC!ENCIES
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REGULATORY OR LSO IDENTIFYING INFORMATION)

TAG
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S8-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)

K 324

Continued From page 1

This REQUIREMENT is nof met as evidenced
by.

Bésed on record review and staff inferview, it has '

been determined that the facility failed fo maintain

{ the: kitchen's hood suppression system in
{ accordance with Nafional Fire Protection

Association (NFPA) 101 Life Safety Code 2012

'| kdiion section 9.2.3 and NFPA 96 Standard for
Ventilation Control and Fire Protection of

Commercial Cooking Operations 2041 Edifion
section 112 This deficient practice has the
potential to impact 89 of 89 residents, as well as
an indeterminable number of staff and visitors.

| Findings are as follows; .

‘| Record review of NFFA 86 Standard for

Ventilation Control and Fire Protection of

| Commercial Cooking Operations 2011 Edition
1 section 112 states In part, ".. 11.2.1*

Maintenance of the fire-extinguishing systems
and listed exhaust hoods containing a constant or
fire-activated water system that is listed fo
extinguish a fire n the grease removal devicas,

.1 hood exhaust plenums, and exhaust ducts shall
| be made by properly trained, qualified, and

| cerlified person (s) acceptable to the authority

.| having jurisdiction at least every 6 months”

Record review of the main building's Kitchen
| suppression system service repotfs revealed that
|| t was last serviced on 10/04/2024. The facility
| could nat provide evidence the Kitchen
| suppression system was serviced svery 6

| months, as required.

K324
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Sprinkler System - Maintenahce and Tesfing
Automatic sprinkler and standpipa systems are
inspected, tested, and mainfained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and festing are

| maintained in a secure location and readily

avatiable.
a) Date sprinkier system last checkad

b) Who provided system test

"¢) Walar eystam sUpply source

"Frovide n REMARKS Information on coverage for|.

any non-required or partial automatic sprinkler
system.

8.7.5, 077, 978, and NFPA25

| This REQUIREMENT s not met as evidenced

Based on record review, surveyor observation,

1 and staff interview, it has been determined that
the facllity failed to ensure the automatic sprinkler |
| system was being maintained it accordance with |
| National Fire Protection Association (NFPA) 101
4 Life Safety Code 2012 Edition sections 8.7 5,
19.7.7, 9.7.8, and NFPA 25 Standard for the

| Inspection, Testing, and Maintenance of

/ DS R, o OMB NO. 0938-0391,
STATEMENT OF DEFIGIENGIES ‘1) PROVIDER/SUPPLIERIGUA ‘| (X2 MULTIPLE GONSYRUGTION (X5) DATE SURVEY
_ e L 415078 NG, e 03/21/2025
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, GTATE, ZP CODE
- 10 WOBDLAND DRIVE
REalfisATqrﬁr AND REHABILIEAH?HHCE‘NTER‘. . CF R . | COVENTRY, B 02815 | |
PajiD SUMMARY STATEMENT OF DEFICIENCIES | PROVIDER'S PLAN OF CORREGTION 1 e :
PREFIX {EACH DEFICIENGY MEIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR L8 IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THEAPPROPRIATE | DATE
DEFICIENGY)
K 324 | Continued From page 2 K324.
t During a surveyor interview with the Administrator
and Maintenance Director on 3/21/2025 at 1:00
PM, they could not provide evidence for the
semiannual Kitchen suppression system
inspections, as required,
K 353 | Sprinkler System - Maintenance and Testing K353 [The facility failed to ensure timeliness of the
55=F | CFR{s): NFPA 101 ‘autoratic standpipe system flow lest,

IThe automatic standpipe flow is schedule tg'
be service by Cintas on 04/08/25 to maintaiﬁ
compliance,

Education will be provided fo maintenance
staff to ensure that the standpipe system is
imaintain regularly.

The maintenance director will make sure thd
automatic standcs)ipe system is sarvice limely

end it's recorded in the maintenance log
book.

This audit will be done annually.

‘IThe result of the audit will be presented
Bt QAP

Responsible Party: Maintenance/Desighes.

1
i
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K353

Coniinued From page 3

WaterBased Fie Proteclion Systerns 2011
Edifion. This deficient practice has the potential to
impact 8 of @ residents as well as an
indeterminable nurmber of staff and visiors,

Findings are a5 follows:

I NFPA 25 Standard for the: Inspaction, Testing,
| ard Maimternance of Water-Based Fie Protection
Systems 2011 Ediion states h part, -

" . Chapter 6 Standpipe and Hose Systems ...

16.3.1.1 * Aflow test shall ba conducted every 5

| years atthe hydraulically most remote hose

| connections of each zone of an automatic

| stendpipe system fo verify the water supply stil

' pmvrdes the design pressure =t the required flow

1344 Dy Pipe Valves/ Quick-Opening Devices

¥rs

134.4.2.2% Each diy pipe valve shall be trip

1 tested annually during wanm weather...

13.4.42.2 3* During those years when full flow
testing h accond with 13.4.4.222 & not required,

each dry pipe valve shall be tip tested with the
control valve partially open..,

| 142 Intemal Inspection of Piping.

i114.21..an inspection of piping and branch Ine
| conditions shall be conducted every 5 years by
| .opening a flushing connecfion at the end of one
;main and by removing a sprinkler toward the end

-of one branch line for the PUIROSe of inspecting

. for the Presence of fore;gn Drgamc and mrgamc:

K353|
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material,, "

required.

Record review of the:automatic standpipe system
reporis failed to reveal evidence that a flow fest
wag performed within the last 5 years. Further
reviaw revealed that the last flow test was
completed on 3/10/2020.

During a surveyor interview with the Maintenance
Direclor on 3/21/2025 at 1:10 PM, he was unzblg
to pravide evidence that the facllity's sprinkler
system received proper inspection and testing, as

FORM APPROVED
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