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State of Connecticut - Department of Social Services

Office of CON & Rate Setting
55 Farmington Avenue
Hartford, CT 06106-5033

APPLICATION FOR CERTIFICATE OF NEED

AFFIDAVIT
APPLICANT: Paradigm Healthcare Center of South Windsor, LLC
PROJECT TITLE: Nursing Facility Closure
I, Scott -Ziskin, Member, 61" Paradigm Management, LLC being duly sworn, deposes and states

that the information in this Certificate of Need Application Entitled, “Nursing Facility
Renovation” is accurate and correct to the best of my knowledge.

Si gnatur%\’ i Title: Member

Subscribed and sworn to before me on _ { g:b 10 [ é

Date
' {b %O - iy Commission Expires
6 /Q')D Sanuary 31, 2019

Notary Public/Corginission of Swpegief Court - C 1S5T0N expires




Pl

Applicant Page 4

Department of Social Services - Certificate of Need Application

. Please include a copy of your Letter of Intent for a Certificate of Need.

A copy of the Letter of Intent is included in Attachment I

. Please complete Attachment II - Certificate of Need General Information,

The completed Certificate of Need General Information form is designated as Attachment I1.

. Provide a narrative summary of the reasons for your request to reduce licensed beds and

the termination of all nursing facility services (facility closure).

Paradigm Healthcare Center of South Windsor, LLC (South Windsor) is seeking closure based
on the fact that excess bed capacity in the market has and will continue to limit its ability to
achieve a sufficient census necessary to maintain operations, As indicated below, the average
census at South Windsor has been below 90% for the past four out of five years with a gradual
decrease in the last three years. Generally, facility occupancy below 90% results in

inefficiencies in operations,

Average Occupancy

Cost Year Census Percentage
2012 87 87%
2013 9] 91%
2014 87 87%
2015 79 79%
2016%* 64 64%

*Based on internal census for May 2016 (Attachment VII

Based on a nursing facility occupancy survey conducted by the Department of Social Services
(DSS) during February 2016, identified an occupancy rate of 86.88% and 239 vacancies in the
twelve facilities located within the immediate service area of Paradigm Healthcare Center of

South Windsor, LLC (See attachment IV),

DSS Occupancy Survey (Attachment I'V)

No. of Facilities Beds Filled Vacant % Occupied
12 1,821 1,582 239 86.88%
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Paradigm Healthcare of South Windsor has incurred significant financial losses over the past
several years due to low census and high Medicaid utilization. As of May 31, 2016, the facility
only had an occupancy of 64% and an actual census of 64 residents. This calculates to more

than 30% of the facilities beds not being utilized.

Additionally, the facility is significantly dependent on Medicaid per-diem revenue. The
over simplified analysis below illustrates an under payment of $481.68 PPD between the
estimated allowable costs and Medicaid reimbursement rate. The Medicaid rate currently

represents over 82% of the facility’s revenue.

Estimated Allowable Costs PPD vs. Current Medicaid Rate

Estimated Allowable Costs $706.27
Current Medicaid Rate 224.59
Blended Amount PPD $481.68

. Describe any relationship between this request and the facility’s historical, current and

future utilization statistics. Describe the current and projected payer mix of patients
(% private, % Medicaid, % Medicare, etc.) at the facility. Identify facility bed
configuration by floor pre and post project including the number of rooms and type of
room (private, semi-private, etc.).

As indicated in our response to question #2, the occupancy rate at Paradigm Healthcare
Center of South Windsor has been below 90% for the past four of five years. This section
includes summary information relating to payor mix for the periods between 2012 and 2015.

Closure of the facility is expected to take place on September 30, 2016,

According to the statistics below, Paradigm Healthcare Center of South Windsor, LLC
continually has an increasing Medicaid payor mix from 2012 to 2014, Cost year 2015
displays a decrease which is due to the overall occupancy dropping 8% from 2014 to 2015.
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Payer Mix Percentages*

Paver 2012 2013 2014 2015
Medicaid 80.4% 82.3% 84.5% 83.8%
Medicare 13.2% 12.2% 11.7% 11.4%
Private 6.4% 5.5% 3.0% 4.0%
Other 0.0% 0.0% 0.8% 0.8%

*Per applicable Medicaid cost report filing

Facility Bed Configuration

Private Rooms Semi-Private Triple Total Beds
Current 12 38 0 100
Project Completion 0 0 0 0

5. Quantify the current financial condition of the facility including the impact, if any, of
this request on the Facility’s rates (please provide support),
The current financial condition of Paradigm Healthcare Center of South Windsor, LLC is
poor. The facility had a loss of $492,500 for the year ended September 30, 2015, The current
payor mix and occupancy contributes to their loss. Their projected loss for the time period
during the closing period of May 26 through September 30, 2016 is calculated to be

$1,540,262 (See attachment V). This does not include the loss from the period of October 1,
2015 through May 25, 2016. '

Paradigm Healthcare Center of South Windsor’s Financial Results

Cost Year Profit/(Loss)
2012 ($200,665)
2013 ($46,069)
2014 ($249,185)
2015 ($492,500)

Est. 2016* ($1,540,262)

*Loss only covers 5/26/2016 — 9/30/2016
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Facility Closing Rate Analysis

During the closing period it is essential for Paradigm Healthcare Center of South Windsor,
LIC to receive a close down rate of approximately $706.27 per day (See attachment VI).
This rate will help avoid any further deterioration of the financial condition of the facility

that may adversely affect resident care and continued operations of the facility.

Close Down Rate Calculation

Total Allowable Expenses $1,760,917
Resident Days 2,655
Blended Amount PPD $ 663.25
Est. Fair Rent PPD 43.02

Requested Closure Rate $  706.27*

*The above requested rate was calculated assuming waivers of all caps and waiver of minimum census

. Explain how this proposal will impact the quality, cost effectiveness, and accessibility of

health care delivery in the area. Document the public need or lack of need for this
request.

The closure of Paradigm Healthcare Center of South Windsor, LLC will reduce the nursing
facility service options available to individuals residing in the area. Due to the adequate
availability of nursing facility beds in the immediate service area (See attachment IV),
individuals requiring rehabilitation or long-term care will continue to have access to these

necessary services and will meet the needs of the surrounding area.

. Provide a synopsis, including dates, of major facility building renovations, new

construction and physical plant/capital improvements.

N/A ~ This is a facility closure CON.

. Provide any available estimates of the cost to renovate the facility to current codes.

N/A — This is a facility closure CON.
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Describe the changes required to each department or functional area to comply with
current health and safety requirements including the condition of electrical and
mechanical systems including changes in fire alarm systems, nurse call systems, air
conditioning, lighting, furnishings and wall, floor and ceiling finishes.

N/A — This is a facility closure CON,

Provide evidence of the cost and required changes including securing necessary
financing at reasonable costs to meet capital costs and operating expenses.

N/A - This is a facility closure CON,

Specifically address current compliance with codes governing handicapped accessibility
including ADA and improvements that will be made to comply with ADA requirements.

N/A —This is a facility closure CON.
Please describe the effect of this proposed change on the facility's current residents,

The effect of the facility closure on the current residents would require the remaining
resident population to relocate to another nursing facility or find a care alternative to what
Paradigm Healthcare Center of South Windsor is currently providing. Based upon available

bed capacity within the surrounding communities, we believe this not to be an issue.
Is there a clear public need for this request? Provide the following information:

a. The areas to be served (preferably by town),

The main area to be served are towns within Hartford County. The main towns
that are to be served are the following; East Hartford, East Windsor, Manchester,

Vernon and Windsor. See attachment TV,

b. The incidence and prevalence of the medical conditions to be treated within the
areas to be served,

Please refer to questions #3.

c. The number of individuals within the service areas that need the service(s)
proposed and the length of time that they will need such services,

The number of individuals requiring care within the service area will remain

consistent and while being able to be serviced by the remaining providers. The
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average length of stay as of September 30, 2015 for short-term and long-term
rehabilitation approximates 302.37 days.

d. All other providers within the service areas providing the type of services being
proposed and statistics on the utilization of such services compared to the
capacity of such services,

See Attachment IV that includes a listing of nursing facilities in the service area and

occupancy data received from DSS as of February 2016.

e Alternative less costly means of meeting the service needs of the population to
be served.
The monies received from these residents will follow them to other facilities in
the service area which have an adequate number of vacant beds. Furthermore, the
community home care waiver programs are designed to provide lower cost

alternatives to nursing facility care.

14, Identify any other factor that the Department should consider in determining whether
this request will be granted, modified or denied. Provide supporting documentation.
As stated previously, the occupancy percentages of the contiguous nursing facilities and
Paradigm Healthcare Center of South Windsor, LLC are on average below 90% (See
Attachment TV). The closure of this facility will prevent future increasing financial loss to the
facility, while increasing occupancy for contiguous nursing facilities. Please see the attached

current survey (See Attachment VII) from the Department of Health and Human Services,
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HEATHER OVERHOLSER BERCHEM
203.772.7728 DIRECT TELEPHONE
660.240.5728 DIRECT FACSIMILE
HBERCHEM@MURTHALAW.COM

May 28, 2016

VIA FIRST CLASS MAIL

Roderick L. Bremby
Commissioner

Department of Social Services
25 Sigourney Street

Hartford, CT 06106

Re: Letter of Intent to Close Paradigm Healthcare Center of South Windsor

Dear Commissioner Bremby:

Pursuant to the provisions of Conn. Gen. Stat. 17b-352, this Letter of Intent is
filed on behalf of Paradigm Healthcare Center of South Windsor (“South Windsor”).
South Windsor hereby requests permission to terminate services at this 100 bed facility
located at 1060 Main Street, South Windsor, Connecticut. There are no capital costs
associated with this request.

As you are aware, South Windsor, which is owned by Paradigm Healthcare
Development, LLC (“Paradigm”) has sustained consistent operating losses fora
prolonged period of time. These losses have created large vendor and lender debt
obligations that the facility is unable to satisfy given its current operating performance.
Although licensed for 100 beds, the current occupancy is only 65 residents with no
expectation that this number will increase to any significant degree. South Windsor is
further burdened by the recent transfer of Paradigm’s other five facilities which has
created additional strain on its existing vendor relationships. Compounding these
financial and operational issues, South Windsor has significant physical plant and
structural issues that will require substantial renovations to bring it info compliance with
applicable nursing home regulations. These factors, combined with the high Medicaid
population and the significant increase in the Medicaid rate that would be required for
financial viability, all indicate that closing the facility at this time is both appropriate and
necessary. All of these factors indicate that closing the facility at this time is in the best
interest of our residents and their families. According to the Department of Social Services,
there is more than adequate bied capacity in surrounding communities to assure the
availability of ongoing care for South Windsor's current residents.

7053444v1




Applicant Page 12

Roderick L. Bremby
Commissioner

May 26, 2016

Page 2

Please forward at your earliest convenience CON application forms and
instructions to my attention. South Windsor will cease admissions of residents to the
facility immediately upon filing of this letter. Involuntary Discharge planning and
involuntary discharges will not begin until a Certificate of Need to terminate services is
issued by the Department.

If you have any questions or if you require any additional information, please call

me at (203) 772-7728.
ely, -- . -

Heather Overholser Berchem

cc:  Christopher LaVigne, Director CON and Rate Setting, DSS (via email)
Kathy Shaughnessey, DSS (via email)
Nancy B. Shaffer, Long Term Care Ombudsman
Barbara Cass, Section Chief, FLIS, DPH (via email and mail}

053444vi
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General Information

General Information

Identification of Applicant

L. Specify the Name and Address of the Applicant

Applicant Name:

Paradigm Healthcare Center of South Windsor, LLC

Address 1:

1060 Main Street

Address 2:

City, State, Zip Code:

South Windsor, CT 06074

2. Specify the Name, Title, Address and Telephone Number of the Contact Person for
this Application. The contact person shall be the person to whom all
communications are directed.

Name;

Scott L. Ziskin

Title:

Member

Business Address:

130 South Main Street, Suite 203

City, State, Zip Code:

Thomaston, CT 06787

Telephone Number: (860) 335-6475
Email Address: sziskin@paradigmhd.com
Fax Number: N/A
3. Specify the Name, Title, Address and Telephone Number of another person who

may be contacted regarding this application, in the event that the contact person specified

above is not available.

Name;

Matthew S. Bavolack

Title:

Principal

Business Address

555 Long Wharf Drive

City, State, Zip Code:

New Haven, CT 06511

Telephone Number:

(203) 781-9600

Email Address:

matthew.bavolack@marcumllp,com

Fax Number;

(203) 781-9601
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o
" ) 4. Specify existing (E) and/or proposed (P), Department of Health Services licensure categories.

If the applicant is an existing facility, provide the following information where

appropriate:

* Number of licensed beds, by licensure category:

* Primary service area (specify basis for derivation and identify geographic
area encompassed, by town,

(Select all that Apply)
“X> Facility Type/Licensing Category (E) ?I',l;i for Ll](;zl:lssed Service Area
Home for the Aged
Rest Home with Nursing Supervision
(RHNS)
X | Chronic and Convalescent Nursing Home (E) 100 Hartford County
(CCNH)
Other, specify:
Other, specify:
> B. Type of Application
1. Specify if a new or additional function(s) or service(s), and/or a termination of a

function or service and/or a capital expenditure exceeding statutory thresholds
for review, is being proposed: CCNH Closure/Bed Reduction Authorization

“x T L Filling Fee
ype of Application Required
New or Additional Function(s) or Service(s) Including staff expansion
proposed by coordination, assessment, and monitoring ("CAM") agencies. No
Termination of Service(s); No
Capital Expenditures: (*see definition)
Major Medical Equipment, exceed statutory thresholds; Yes
Other Capital Expenditure, exceeding statutory thresholds Yes
Imaging Equipment, exceeding statutory thresholds; Yes
X Facility Licensed Bed Reduction from 100 to 0 Licensed Beds No
X Other, specity: Facility Closure No

NOTE - Conversion to different licensure categories should be reported as a termination
of service and also as an introduction of an additional function or service.

2. Specify the total amount of capital expenditures proposed:
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| Proposed Capital Expenditures:* | N/A — Closure CON | ** ]

* Capital Expenditures: The total of all expenditures or proposed expenditures for the
acquisition, installation and initial operation of items which at the time of
acquisition, have an estimated useful life of at least three years and a purchase
price of at least $500 for groups of related items, which are capitalized under
generally accepted accounting principles. Such items shall include but not be
limited to the following,

**Should agree with page 5, Total Proposed Capital Expenditures.

a. Land, buildings, fixed equipment, major movable equipment and any attendant
improvements thereto.

b. 'The total cost of all studies, surveys, designs, plans, working drawings,
specifications and other activities essential to acquisition, improvement,
expansion or replacement of physical plant or equipment or both in question,
when such total costs in aggregate exceed $50,000.

¢. Lease assets, Purchase price for leased assets, including equipment, land and/or
building(s), shall be the fair market value at lease inception.

d. Maintenance expenditures capitalized in accordance with generally accepted
accounting principles.

e. Donated assets: Donations of property and equipment which under gencrally
accepted accounting principles, are capitalized at the fair market value at the date
of contribution.

C. Proposed Capital Expenditures and Funding Sources — N/A to a Closure CON

1. Itemizg all anticipated capital expenditures related to the proposal, as follows:
Itemized Capital Expenditure Category
Amount

A | Total Building Work Costs $ 0
B Total Site Work Costs $ 0
C Total Off-Site Works Costs $ 0
D Total Construction Costs $ 0
E Fixed Equipment $ 0
F Movable Equipment $ 0
G Architectural & Engineering Costs $ 0
H Land (use fair market value, if leased) $ 0
[ Building(s)(use fair market value, if leased) $ 0
J Contingency Costs $ 0
K CON Application Preparation $ 0
L Other Costs (specify) $ 0
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Total Proposed Capital Expenditures:

Financing Fees (specify)

Construction Period Interest

o|ZiZ

Total Capitalized Financing Costs

o |0 || om

[—3 L==1 k=] [—]

Capitalized Financing Costs

Total Propoesed Capital Expenditures, which include

0

Total Renovation/New Construction Square Feet

0/0

Cost Per Square Foot Renovation/New Construction $

0/%0

Cost Per Bed

$0

Year Facility was Built

N/A

* Include an itemized listing of equipment acquisitions identifying the amount of the proposed capital
expenditure for each item. Major medical equipment acquisitions exceeding statutory thresholds, as
well as any capital expenditures regardless of amount which result in a new or expanded service,
should be listed separately and identified with a new or expanded service, where appropriate.

2. Itemize the anticipated proposed funding sources to be used in order to finance the

proposed capital expenditures:

Anticipated Funding Source Amount
Equity Contribution $ 0
Debt Financing — 100% $ 0
Lease Financing $ 0
Other (Specify): $ 0

$ 0
Total Proposed Funding Sources

D. Ownership

For new facilities complete the following items. For existing facilities, submit the most recent
copy of the Disclosure Statement of Ownership and Operation, Part I, and complete pertinent
sections of 1 through 5d if required information is not included in the Disclosure Statement. All
applicants must submit a Certificate of Incorporation or a Certificate of Partnership.

la: Ownership- (Existing Facility)

Name of Facility:

Paradigm Healthcare Center of
South Windsor, LLC

Doing Business As:

Address 1:

1060 Main Street

Address 2;

City, State, Zip Code:

South Windsor, CT 06074

Contact Person;

Scott L. Ziskin
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Title: Member
Telephone Number: (860) 335-6475
Fax Number: N/A

2a:  Type of Facility/Bed Configuration/Payer Mix/Utilization Statistics

Type of Facility Licensed Bed Census Date of Census
Capacity
Chronic and Convalescent Nursing Home 100 64 5/31/2016
Rest Home with Nursing Supervision
Home for the Aged-Licensed Bed Capacity
Chronic Disease Hospital-Licensed
Capacity
Bed Configuration Private Semi Private 3 bedrooms
Current Number of Rooms / Beds 12/12 44/ 88 0/0
Proposed Number of Rooms / Beds 00 /00 00/ 00 0/0
Payer Mix Medicaid % Medicare % Private %
Current (May 31, 2016) 83% 8% 9%
Anticipated 0% 0% 0%
9/30/2015 5/31/2016 Anticipated
Utilization Statistics
Occupancy Percentage 78.7% 64.0% 00.0%
2b.  Form of Ownership (Choose One)
. & “X” | Ownership Type
Ownership Type
Sole Proprietorship Profit Corporation
General Partnership Professional Corporation
Limited Partnership Non-Profit Corporation
Municipality Joint Venture
Other (Specify): X | Limited Liability Corporation (LLC)
2c.  Owner(s) of Facility - Please list in descending order ownership share. Also
include associates, incorporators, directors and sponsors,
Name & Address Business Phone Ownership Phone
Stephen LeGault (860) 335-6858 (860) 335-6858

Scott L. Ziskin

(860) 335-6475

(860) 335-6475

Charles D. Bizilj

(860) 335-0588

(860) 335-0588
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2d.  If an above owner is a corporation or partnership or if the facility is operated by a
corporation or partnership under a contract, identify the following related to owners or
beneficial owners of ten percent (10%) or more of the stock of that corporation or for each
general or limited partner of that partnership.

Name & Address Business Phone Ownership % * Type **
Scott L.Ziskin*** (860) 335-6475 33.33% General
Stephen LeGault (860) 335-6858 33.33% General
Charles D. Bizilj (860) 335-0588 33.33% General

*List in descending order by ownership share **Indicate general or limited

***Please contact ONLY Scott Ziskin with any questions about the closure CON

3a.  Administrator of Facility - Individuals and/or contracted management company.

Name & Address Title Business Phone
Tracy B. Newport Administrator (860)913-7911
1060 Main Street, South Windsor, CT 06074

3b.  Ifamanagement company has been contracted to manage the day-to-day
operations, identify them and specify their responsibilities in relation to those of the
owner(s) and/or operators. The facility utilizes Paradigm Management, LLC as their
management company providing administrative and back office support.

4a. Land Information

Identify who holds the record title of the land on which the facility is located

Land Title Holder Name: Continuing Care of South Windsor, Inc,
Address 1: 13 Riverwalk

Address 2:

City, State, Zip Code: Branford, CT 06405

If the above-named owner is not the same as that identified in 2(c), specify all owner
interest of the landowner in the facility and the policy-making responsibilities as related to
the facility's owners, Paradigm Healthcare Center of Sonth Windsor, LLC rents the
building from a non-related party.
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4b. Building Information

Identify who holds the record title of the building in which the facility is located.

Building Title Holder Name; Continuing Care of South Windsor, Inc.
Address 1: 13 Riverwalk

Address 2;

City, State, Zip Code: Branford, CT 06405

If the above-named owner is not the same as that identified in 2(c), specify all owner
interest of the building owner in the facility and the policy making responsibilities as
related to the facility's owners. Paradigm Healthcare Center of South Windsor, LLC
rents the building from a non-related party.

Equipment Information

Note: Complete separate page for each owner of the Facility's equipment. Identify who
holds title to the equipment of the facility.

Equipment Title Holder Name: | Paradigm Healthcare Center of South Windsor,
LLC =

Address 1: 1060 Main Street

Address 2: _ .

City, State, Zip Code: South Windsor, CT 06074

List all the equipment to which the owner holds title. If the facility or specified owner
holds title to all equipment, indicate "All".

If the above-named owner is not the same as that identified in 2(c), specify all owner
interest of the building owner in the facility and the policy making responsibilities as

related to the facility's owners. Paradigm Healthcare Center of South Windsor, LLC
owns the equipment inside the building.

Submit the organization chart and a chart of legal corporate structure which identifies any
relationship or affiliation with any parent or hold company, subsidiary of the facility and
subsidiary of a parent or holding company.

See Attachment ITI.

For each entity identified in 5a, above, identify;

Entity 1: Not Applicable

Name & Address:
Form of Ownership:
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Ownership Interest in Facility:

Type of Business Activity:

Ownership Type:

Entity 2: Not Applicable

Name & Address:

Form of Ownership: .
Ownership Interest in Facility:
Type of Business Activity:

Ownership Type:

Also indicate profit or non-for-profit,

Project Description

A,

Summary

Provide a summary or overview of the project that includes the principal reason why the
application should be approved,

See responses to CON Questions 1 through 14. (Applicant Pages 4-9)

Linkages

Where the proposed service is intended as a regional resource or where other providers of
care are integral to ensure an effective continuum of care, provide evidence of existing or
proposed agreements/understandings with these providers.

Not applicable to a Closure CON
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Contiguous Towns
Oceupancy & Available Capacity

Facility

Greensprings Healthcare and Rehabilitatien LLC
Riverside Health and Rehabilitation Center
Kettle Brook Care Center, LLC

Touchpeints at Chestnut

Crestfield Rehab Cur & Fenwood Manor
Crestfield Rehab Ctr & Fenwood Manor
Manchester Manor, Inc.

Touchpoints at Manchester

Waestside Care Center

Vernon Manor Health Care Center

Kimberly Hall North

Kimberly Hall South Center

Kindred Transitional Care and Rehab. - Windsor

Available Beds

License
Type

Nurs Fag-CCH
Nurs Fac-CCH
MNurs Fac-CCH
Nurs Fac-CCH
Nurs Fac-CCH
Nurs Fac-RHNS
Nurs Fac-CCH
Nurs Fac-CCH
Nurs Fac-CCH
Nurs Fac-CCH
Nurs Fac-CCH
Nurs Fa¢-CCH
Nurs Fac-CCH

Bed
Capacity

145
345
140

39

95

60
126
131
162
120
150
180
108

1,821

East Hartford
East Hartford
East Windsor
East Windsor
Manchester
Manchester
Manchester
Manchester
Manchester
Vernon
Windsor
Windsor
Windsor

i15
126
156
117
142
107

94

1,575

116
128
157
118
142
107

—— k2 —

7 1,582

Date

1/26/2016
1/18/2016
21232016
2/23/206
3/2/2016
31272016
2/3/2016
2/23/2016
2/23/2016
2/52016
2/23/2016
2/23/2016
2/23/2016
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Open
Beds

239

Occup.
Rate

62.07%
88.41%
98.57%
93.22%
95.7%%
65.00%
92.06%
97. 1%
96.91%
98.33%
94.67%
59.44%
88.89%

86.88%
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o STATE OF CONNE CTICUT

DEPARTMENT OF PUBLIC HEALTH

R .-~"\.:““__
" i i Daanel P Malloy
- N1
iy Govemor
. : _ W T e . .
Raul Pinp, ML.D., M.PH. o Nancy Wyman
Comirmssionar -4-&«3) Lt. Governor

Healthcare Quality And Safety Branch
IMPORTANT NOTICE - PLEASE READ CAREFULLY

March 16. 2016

Tracy Haddad. Administrator

Paradigm Healtheare Center OF South Windsor
1060 Main St

South Windsor, CT 06u74

Dear Ms Haddud:

. On March 10, 2016 a survey and investigation were concluded at your facility by the State of

jennecticut, Department of Public Fealth, Facility Licensing & Investigations Seetion to determine if

“your facility way in compliance with Federal requirements for nursing homes participating in the

Medicare and Medicaid programs. This survey found the most serious deficiency(ies) in your facility to
be:

Widespread deficiencios that constitute no actual harm with potential for niere than minima)
harm that is not immediate jeopardy whereby corrections are required (F),

All references to regulatory requirements contained in this letter are found in Title 42, Code of Fedural
Regulations,

Applicant Page 3’1'
" 4

“\-ﬂ En l't)rcémcn.t,.Cycle has been initiated bused on the citation of defivien cicsar a*D™level or

greater at your facility, All statutory/mandatory enforcement remedies are effective based on the
beginaing survey of the Enforcement Cycle. Your Enforcement Cycle began with the Murch 1),
2016 survey. All surveys eanducted after March | t, 2016 with deficiencics at D" level or
greater become a part of this Eaforcemeut Cycle, The en forcement eycle will not end until
substantial compliance is achieved for al) deficiencies from all surveys within un enforcement

¢y cle. Facilities are expected o achieve and maintajn continuous substantial compliance,

A Plan of Correction (PoC) for the deticiencies must be submitted by the 0th day after the facility
receives its Statement of Deficiencies (Form CMS-2367). Your PoC serves as your written llegation
of compliance. '

Lt

:'_" v‘“ T ) it Phone: (860) 509-7400 » Fax: (860) 509.7543
YsINE HO Capitol Avenue, P.O. Box 340308
i Zu V . :
| .-f R tartford, Connecticut 06134-0308
- : wwWw.etpov/dph
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Tracy Haddad

. Paradigm Healthcare Center OF South Windsor
© 7 Page 3

I you do not achieve substantial compliance within 3 months afier the last day of the survey identifying
noncompliance, the CMS Regional Office and the State of Connecticut Department of Social Services
must deny payments for new admissions,

We are also recommending 1o the CMS Regional Oftice and State of Connecticur Department of Social
Services that your provider agreement be terminated on 09/06/2016 if substantial compliance is not
achieved by that time.

Pleuse note that this notice does not constitute formal notice of impaosition of alternative remedies
or termination of your provider agreement. Should the Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, it will provide you with
sepurate formal notification of that determination,

Allegation of Compliance

The Plan of Correction serves as your allegation of compliance, We may accept the written allegation
of compliance and presume compliance until substantiated by a revisit or other neans. In such a case,
neither the CMS Regional Office nor the State of Connecticut Department of Sociul Services wil}
impose the previously recommended remedy(ies) at that time,

A ) wpon the subscquent revisit, your facility has not achieved substantjal conipliunce, we wil]
recommend that the remedies previously mentioned in this letter be imposed by the CMS Regional
Otlice and the State of Connecticut Department of Social Services beginning on March 10, 2016 and
to continue until substantial compliunce is achieved. Additionally, the CMS Regional Office or State
of Connecticut Nepartment of Sacial Services may impose a revised remedy(ies), based on changes in
the seriousness of the noncompliance ut the time of the revisit, i appropriate., i

Informal Dispute Resolution

In accordance with §488.331, you have one vpportunity to question cited deficiencies through un
informal dispute resolution Process.  You may also contest Scope and severity assessments for

- deficiencies x\hiﬁhlﬁuhutu:ad;ndang:mﬁﬁ_ in ality of Care( SQC) or immediate jeopardy.

To be given-such-an opportunity, you are required to-send your written request, along with the specitic
deficiencies heing disputed, and an explanation of why you are disputing those deficiencios (or why
you are disputing the scope and severity assessments of deliciencies which have been found 1o
constitute SQC or immediate Jeopardy), to this office, This request must be sent during the same 10
day period you have for submitting a PoC for the cited deficiencies. Informal dispute resolution may be
accomplished by telephone, review of submilted documentation or meeting held at the Department.
An incompiete informal dispute resolution process will not delay the effective date of any enforcement
action,

Informal dispute resolution in no way is to be construed s » formal evidentiary hearing, It is an
informal administrative process to discuss deliciencies, If you wil] be accompanied by counsel, you

st indicate this in your request for informal dispute resolution, You will be advised in writing of the
accision related to the informal dispute process.

L T TR R I 0 et s s s o ooy
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YEMENT oF DEFICIENCIES 1X1) PROVIDER!SUPF'LIER}CLIA X2 MuLTIp & CONSTRUCT|ON 1X3) DATE Supvey
+-."PLAN OF CORRECTION 'DENTIFICATION NUMBER. A BULDING _ COMPLETE L
c
8 wing

| NAME OFf PROVIDER oR SuPPLIER STREETADDRESS. Ci

1060 Majn ST

SOUTH WINDSOR, ¢T 06074
SUMMARY STATEMENT OF DEFICIENCIES D : _ PROVIDER'S pLay OF CORRECTION
PREFIx (EACH DEFiCiENCY MUST BE PRecEDER BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOuLD g
Tag REGULATORY GR |50 DENTIFYING INFORMATION)

TAG CROSS-REFERENCED 10 THE APPROPRIATE
- - BEFICENCY;

TY, 3TATE ZIP CODE

IXE;
COmpLe TION
DATE

F 0oo INITIAL COMMENTS

Unannounceq visits wera Made to the facility on
3/07, 3108, 3/08, ang 3/10/3016 by

Abbreviations which may be useq throughoyt this
document include the following:

ADL ('s) . activitiss of daily living
ADNS/A - Assistant Director of Nursin
-« APRN . Advanced Practice Registeraq Nurse
' ) BIMS- Brief Interview for Mentaj Siap,g
- N - Bioog. Ureg Nitrogen
C-Diff - Clostridiumn Difficite (Coiitis)
c ~ Chronic obstructive Pulmenary diseage
- CVA - Cerabrovascyjar accident (stroke)
. DNs/poy . Director of Nursing
DT} - deep tissye njury (pressure related)
ED/ER - emergency department of acute Care
hospital
ESB|. - Extendeg Spectrum beta-lactamase
ESRD - Eng Stage Rena) Diseage
FSS/FSD .- Food Service Directory Food Service

N

Supervisor

- Gl gastroin ar '
T T O ntake and outpyt monitoringlmeasuring '
V- intravenous
N - Licensed Practical Nurse
- Medica| Doctor

* Minimum Data Set (interdisciph’nary
assessment tool)

I- Mmyacardia) infarction {heart attack)

MRSA - Methiciflin Resistant Staphylococcus
Aureys

MDRO .

(X8) DAFE

[ LI

,\.;, fovide sufficient protection ta the Patients (g

e OF Survey whethar of not a pia

19 the date these decuments e mnde avaiiabe 1p
licipation '

B707 949) Previgus V2 sy ey [E]
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR?JEE'A‘;%;%@‘QS
L™NTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
. jiENT OF DEFICIENCIES A1) PROVIDERYS UPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
NB PLAN OF CCARRECTION ) IDENTIFICATION NUMBER A BUILDING COMPLETED
c
075422 B.WING : 03/10/2016
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITy, STATE, ZIP CODE
PARADIGM HEALTHCARE CENTER OF SOUTH WINDSCR 1050 MAIN ST
SOUTH WINDSOR, CcT 06074
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D , PRQVIDER'S PLAN QF CORRECTION 1X5;
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETIGN
TAG REGULATORY DR LSC IDENTIFYING INFORMATiON) TAG CROSS-REF ERENCED TO THE APPROPRIATE BATE
. DEFICIENCY])
F 000 continyed From page 1 F 000
NA - Nurse Aide
OT - Occupational Therapist
PT - Physical Therapist
"RCP - resident cara plan
RN - Registered Nurse
SW - Social Worker
E- Vancomycin Resistant Enterococcus
s 280 483V20(d)(3), 483, 10(k)(2) RIGHT TO F 280
5S=D PARTICIPATE PLANNING CARE-REVISE Ccp Resident #61's care card hag
= been updated to reflect the
The resident has the right, unless adjudged use of fioor mats at the bedside,
‘ncompetent or otherwise found to be All nurses and care plan cordinator
incap;citatgd unde‘r the laws of the State, to have been educated on the palicy
£ ;?artucnpate in planning care ang treatment or for updating and revising care cards
S changes in care and treatment and care plans as needed, Audits
A comprehensive care plan must be develaped *11be conducted weekly for four
within 7 days after the completion of the weeks and then manthly for two
comprehensive assessment; prepareq by an months to ensre care plans and
interdisciplinary team, that includes the atending care cards are frt agreement and
ici i praperly updated.
All residents have the potential risk
to be affectag by this allaged
deficient practica,
. i
Findings will be reviewed by the g
Quality Assurance Improvement '
Committee (QAPI} with recom. f
mendations as needed, i
;?
The care plan coardinator and DNS _ f
will be rasponsibie for monitoring this plan,
The Facility will be in tompliance by Apri| 19, 2016,
~2587{02.99) Previoys Versions Obsoleleg Evani 10 OKGV19 Facilty Ip CTo21i If contintation sheet Page Zof 36
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PRINTED: 03/1 8/2018
FORM APPROVED

OMB NO. 0938-0391

. AENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
ND PLAN OF CORRECTION IUENTIFICATION NUMBER.

075422

(X2) MULTIPLE CONSTRUCTION
A BUILDING

{X3) DATE SURVEY
COMPLETED

c
03/10/2016

8. WING

VAME OF PROVIDER OR SUPPLIER

*ARADIGM HEALTHCARE CENTER OF SOUTH WINDSOR

STREET ADDRESS, CITy, STATE, 2iP CODE
1060 MAIN ST
SOUTH WINDSOR, cT 26074

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED gy FULL
REGULATORY OR LsC IDENTIFYING INFORMATION)

(X4} 0
PREFIX
TAG

1D . PROVIDER'S PLAN OF CORRECTION [X5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED To ?HEAPPROPRIATE_ DATE
: DEFICIENCY)

F 280 Continued From page 2

This REQUIREMENT Is not met as evidenced
by:

Based on clinical record review, review of facility
documentalmn. observations and interviews and
for 1 of 4 sampied residents reviewed for
accidents ( R#61) the facility failed to review ang
revise the care carg to include floar mats at
bedside. The findings include;

Resident #61's diagnoses included
dementia. A quarterly MDS assessment dated
. _,\ 12/16/15 identified the resident as moderately
\ /cognitively impaired and required tota) assistance
" of 1 person for ADL's, A resigent care plan dated
12/22/16 identified the resident at risk for further
 falls. interventions interventions included to apply
“a floor mat at the bedside. Review of the
resident's nurse aide care card dated 3/07/15
failed to reflect that the resident required a mat at
the bedside, Observations with the DNS on
3/09/16 at 2:30 PM identified that the resident
lying in bed without benefit of a mat, The DNS
identified that the resident required a mat at
histher bedside, and indicated that the
Iformation should have been noted on the
——Fesidents-cate carg,
32 483 20{k)(3)(iiy SERVICES BY QUALIFIED
‘D PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified parsons in
accordance with each resident's written plan of
care,

F 280

F 282

2587(02.99) Previgus Versions Obsoiele Event ID OKCvn
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PRINTED: 03/168/201¢
FORMAPPROVED
NO. 0938-0391

-*ENTERS FOR MEDICARE & MEDICAID SERVICES

v MENT OF DEFICIENCIES K1, FROVIDERISUF‘PLIERICLIA
ANL PLAN OF CORRECTION

1X2) MULTIRLE CONSTRUCTION (X3) DATE Sugyvey

IDENTIFICATION NUMBER A BUILDING COMPLETED
Cc
. 075422 BWING____ 03/10/2016
HAME OF PROVIDER QR SUFPLIER STREET ADOREgS, OITY, STATE, 2P CODE
1060 MAIN ST
PARADIGM HEALTHCARE CENTER OF SOUTH WINDSOR SOUTH WINDSOR, CT 06074
5 SUMMARY STAT T OF DEFI . )
O S R
TAG REGULATORY OR L3¢ e FIFYING INFORMATION; TAG CROSS-REFERENCED To THE APPROPRIATE DArg
DEFICIENCY) a '
F 282 Continued From page 3 F 282 Resident #61's care card has been
updated to Incluge the use of floor
mats at the bedside, Al Certifled
Nursing Assistants haye been educated
on tha need to review care cards prior
to providing care to a resident,
Audits {Interviews) with Certified
Nursing Assistants to ensure care cards
are being reviewed prior to providing care
to residents will be conducted weekly
for four weeksand then monthly for twa manths.
This REQUIREMENT is not met as evidenced All residents have the potentiai risk
to be affected by this aleged
l Based on clinjcat record review, review of facility deficlent practice,
documentatson observations and interviews and
for 1 of 4 sampled residents reviewed for Findings will be reviewed by
accidents ( R#61) the facllity failed to Implement the Quality Assurance Improvement
the plan of care for 5 resident with a history of Committee (QAP)) with Fecommendations as needed,
talls. The findings include:
. . . The care plan coordinatar and DNS
demF:r?tsife;;ﬁ asr:eil;j'a%’éjsaesi lenscslrl:lndeerﬁ dated will be responsite for monltoring this plan,
1211 6/ 13 ld'entlﬂiergdth:r:g?':ad;t:‘i::; t?tg?g;astlilt);nce The facllity will be in compliance by Apri 19, 2018,
L's. Aresident okipgoaed
the resident at risk for. futher.. - .
_falls- As-interventions inclideg o apply =
a fioor matt at the bedside. Review of the- resident -
care card dated 3/07/15 failed to refiect that the
resident required g matt at the bedside, |
Observations with the DNS on 3/09/16 at 2:3p PM |
identified that the resident lying in beg without
benefit of a matt The DNS Identified that the
resident required a matt at his/her bedside and
indicated that tha information should have been
noted on the resident's care card. i
'5 483.25(j) MAINTAIN NUTRITION STATUS F 325 ;
~2567{02-68) Prawious Veistons Obsolers Event D OKGw4) Facility ID CTo211 If conlinualion sheet Page 4 of 3§ f
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PRINTED: 03/16/2018

FORM APPROVED
{P""TERS FOR MEDICARE & MEDICAID SERVICES X OMB NO. 0938-0391
5. NTOF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
2 PLAN OF CORRECTION IDENTIFICATION NUMBER, A BULDING CCMPLETED
Cc
075422 B. WING 03/10/2018
AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
1060 MAIN ST
ARADIGM HEALTHCARE CENTER OF SOUTH WINDSOR SOUTH WINDSOR, CT 06074
X4} 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o,
‘REFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ‘.'"OMPI:ETION
TAG REGULATORY OR LSC :DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 325 Continued From page 4 F 325

58=D UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

(2) Receives a therapeutic diet when there is a
nutritiona) prablem.

This REQUIREMENT is not met as evidenced

by:

Based on clinical record review and interviews
for two of three residents sampled revieweq for
nutntion, (R#84, R#85), the facility failed to
ensure Nultritional Assessments was completed in
a timely manner The findings include:

1. Resident#84 was admitted from home on

4/08/15 with diagnoses which included diabetes

Resident #84 and #85 no longer reside

at this facifity. The facility dieticlan

will be educated on the policy to

ensure the admission nutritional

assessment Is completed within 14

days of admission and quarterly there

after. Random audits will be done

weekly for four weeks and monthly for

two months on all new admissions and residents
with quarterly assessment to ensure compliance,

All residents have the potential risk to

be affected by this alleged deficient practice,
Findings will be reviewed by the Quality
Assurance Improvement Committee (QAP))
with recommendations as needed.

The DNS will be responsible for monitoring this plan,

otifity ArNursing Admission

assessment dated-4/06/15 identified the- - -

- fesident's weight as 126 8 Ibs. and without oral
heaith problems. An admission MDS assessment
dated 4/13/15 identified the resident with intact
cognition, independent with ADL's and no known
weight gain or loss. Resident care plan dated
4/2015 identified the resident at risk for nutritional
issues related to diabetes, depression, anxiety,
esophageal motiiity dysfunction, and lower weight .
for ideal body weight, Physician admission orders
directed to provide consistent carbohydrate, :

~The Taclity wiil be In compliance by April 19, 2016, -

IS-2667(02-99) Pravigus Versions Obsoiels Ewvent ID; OKCV 11

)
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PRINTED: 03/16/2016
FORMAPPROVED
OMB NO 0938-0391

L. ENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
40+ CAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A BUILDING
c
075422 8. WING 8310/2018
IAMZ OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY STATE, Z1P CODE
1060 MAIN ST
y CARE CENTER OF SOUTH WINDSOR i
ARADIGM HEALTHCA R w SOUTH WINDSOR, CT 08074
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES n - _PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuL|, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
F 325 Continued From page 5 F 325

ground diet, and on 4/29/15 sugar free milk
shakes were added with meals three times day,

Weekly and then monthly weights were ag
follows: 4/14/15, 126.4 Ibs., 4/21/15, 124.8 lbs,,
4/28/15, 125 Ibs., 5/05/15,130.5 lbs. and 6101115
123.1 ibs. with a reweigh lo 125.5 Ibs.

was completed until 6/03/1 S, (approximatety 2
months after admission), ‘when a new dietitian
came o the facility and was consulted for weight
... loss,
.
“" Attemnpts to reach the previous dietitian was
unsuccessful,

" Interview with the DNS on 3/10/16 at 10:35 AM

Assessment policy, the Comprehensive
Admission Nutritional Assessment should be

. Completed within 14 days of admission,

2, Resident#85's diagnoses include cerebral
vascular accident, seizura disorder and
depression, A quarterly MDS assessment dated

Review of the clinical record failed to refiact thata
. Cornprehensive admission nutritional assessment

indicated, although not included in the Nutritiona)

__BIaat "a% Severaly——
cognitively impaired, requiring extensive to tota
assistance from staff with transfers, hygiene and
bathing, independent with eating and weight loss
The RCP identified the resident at risk for weight
loss due to a stroke, dementia and a variable
intake.

Review of the Admission Nutrition Assassmant

- dated 10/29/14 indicated the resident was on a no
added sait, soft diet, weight as 180 Ibs, ang the
resident doesn' like the texture of her diet. The

15-2587(02-99) Previous Versians Qbsolale

Event 1D, Oxcyy

Facilty iD CTo21+ - IF cantinuation sheet Page & of 38
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NO, 0938-0391

A INT OF DEFICIENCIES iX1) PROVIDER/SUPPLIER/CLIA 1X2) MULTIFLE CONSTRUCTION x3)
1D + AN OF CORRECTION IDENTIFICATION NUMBER- A BUILDING

075422 8 WING

DATE SURVEY
COMPLETED

Cc
03/10/2016

AME OF PROVIDER OR SUPPLIER : STREETADDRESS. CITY, STATE ZIP CODE
1060 MAIN ST

'ARADIGM HEALTHCARE CENTER OF SQUTH WINDSOR SOUTH WINDSOR, CT 08074

(X410 SUMMARY STATEMENT GF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION

SREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE ARPROPRIATE
' DEFICIENCY)

TS
COMPLETION
DATE

F 325 Continued From page 6 F 325

assessment included the resident with
inadequate intake related to dislike of the texture
of of diet with variable intake. Recommendations
included to continue current diet, monitor intake
and if documented intake remains poor, may
consider discontinuing no added sait restriction
and recommend speech language pathologist
(SPL) evaluation status post stroke. The following
assessment dated 5/09/15, {greater than 6
months after the admission assessment),
indicated weight of 164 ibs, variable intake,
tolerating diet well and no swallowing issues with
plan to continue diet as ordered and maintain

-, weight of +/- 5lbs of current weight.

" Altempts to reach the previous dielitians were
unsuccesshul,

Interview with the DNS on 3/10/18 at 10:35 AM
indicated that although the facility Nutritional
Assessment palicy does not include tha
frequency of nutritional dssessments,
expectation would be an Admission Nutritional
assessment and then quarterly assessments
thereafter,

328 483.25(k) TREATMENT/CARE FOR SPECIAL F 328

.The facility must ensura that residents receive -
Proper treatment and care for the foliowing
special services;

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or lleostomy care:
Tracheostomy care:

Tracheal suctionirg;

Respiratory care;

Foot care; and

)

s -
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Prostheses.

This REQUIREMENT 1s not met as evidenced
by:

Based on observation, ciinical record review and
staff interview for ane of ane sampled resident
observed for tube feedings (Resident #64), the
facility failed to ensure a tube feeding was
infusing. The findings include:

s A;wmhﬂpﬁevemeﬂﬂ‘ﬁwmﬁ -

Resident #64 continues to reside at the
facility. His tube feeding schedule ha

s been reviewed with all caregivers,

Al staff will be educated on the necessity
of assessing each resident at the beginning
ofthe shift, This will serve to ensure a)

| tube feedings, IVs and tracheatomies are
functioning properly and all residents are
receiving the care they require. Random
audits will be conducted weekly for four
weeks and then monthly for two months
to ensure compliance.

Alf residents have the patential risk to
be affected by this alleged deficient practice.

Findings will be reviewed by the Quality

- ventricular fibrliation arrest, diabetes mellitus and -
conviisions. A quarterly MDS dateg 1/21/18
identified the resident as requiring total care of
two for bed mobility and transfers. The MDS
further identified the resident required total care
of one with dressing, eating, toileting and
personal hygiene. The resident * s mental ability
was not scared on the quarterly MDS.

Acare plan dated 1/27/16 identified a problem
with being at a nutritional risk related to anoxic

{QAP1) with recommendations as needed,

The DNS will be responsible for monitoring this plan,
The facility will be in compliance by April 19, 2016,
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" 328 Continued From page 8
encephalopathy and receiving a tube feeding for
100% of his/her nutritional needs, Intarventions
included to weigh per physician orders and to
provide tube feedings as ordered.

A physician order dated 2/26/16 directed the
resident as nothing by mouth and to administer
Jevity 1.5 cal at 65 cc per hour for 22 hours (off at

4.00 PM and on at 8:00 PM) via enteral feeding of 5

gastrostomy tube,

Observation on 3/07/16 from 8:33 AM to 9,10 AM i

... identified R#64 ' s tube feeding pump was in the

" \"off* position and not infusing Further

~.../ observation of the resident at that time identified
R#64 was not able to answer questions, was
non-verbal, unresponsive and had bilatera
hand/eibow contractures with splints and/or hand
rolls in place, '

Interview with LEN#1 at that time identified that
he/she was not aware the tube feeding had not
been infusing and further identified that he/she
did not assess the resident yet (he/she started
the shift at 7:.00 AM). Interview with NA#1 on
3/07/16 at 9:11 AM identified that he/she did not

F 328

- provide.care.ta R#64-and had nottampered-with- S

the tube feeding pump. Tnterview with NA%2 on
- 3IOTIE at %11 AM identiﬁed'that‘although' R#64
- was on her/his assignment, he/she had not

provided care/ and or tampered with the resident ' -
s feeding pump. Interview with the DNS on
3/9/16 at 10:00 AM identified that LPN#1 was to
have assessed the resident's feeding pump for
infusion at the beginning of the shift.

329 483.25(l) DRUG REGIMEN IS FREE FROM

3= UNNECESSARY DRUGS

F 329 :
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Each resident's drug regimen must be frea from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
dupiicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a

< 7 resident, the facility must ensure that residents
{ ) who have not used antipsychotic drugs are not

h given these drugs unless antipsychotic drug
therapy i1s necessary to treat a specific condition
as diagnosed and documented in the clinical
record, and residents who use anlipsychotic
drugs receive gradual dose reductions, and
behaviorai Interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

ITATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIER/CLIA X2y MULTIPLE CONSTRUCTION iX3) DATE SURVEY
WD PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
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)
F 329 Continued From page 9 F 329~

Resident #57 continues to reside at the facility,

The pharmacy recommendation to check the
renal function panel has been completed,

Nursing staff wiil be educated on the nead to
follow through on pharmacy recommendations

at all times. All pharmacy recommendations

will be copied prior to giving them to the physician
for review. The copy will be retained by the DNS
to ensure each recommendation is returned

and completed,
Resident #56 continues to reside at the facility.

The pharmacy recommendation for monitoring
orthostatic blood pressures to determine if a
gradual dose reduction is appropriate, discontinue
glimepiride and change rivastimine capsules to
patches have been implemented. Nursing staff
will be educated on the need to follow through

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, review of facility
documentation and interviews for 2 of 5 sampled
residents reviewed for unnecessary medications

“(RH57, R#86 ) the faciltty failed to implement
recommendations made by the pharmacy The
findings include:

1. Resident#57's diagnoses included

on pharmacy recommendations at al| times,
All pharmacy recommendations will be copied

- prior to giving them to the physician for review.,
The copy will be retained by the DNS to ensure
each recommendation is returned angd completed.
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dehydration. A quarterly MDS dated 822115
_identified that the resident as severely cognitively
impaired and requiring total care with ADL's.

A RCP dated 8/26/1 5 identified that the resident
at risk for dehydration. Interventions included to
monitor for dehydration.

Physician's orders dated 10/28/15 direct to
administer Lasix ( a diuretic} 40 milligrams once
daily and Klor-Con ( a Potassium supplement) 20
milli-equilivents once daily,

pharmacy consult dated 11/01/15 through
11/30/15 recommended review of the continued
use of potassium due to interactions with another

medication could cause gastrointestinal toxicities.

&
\\ .

MD#2 signed the recommendation, agreed with
the pharmacy recommendations and on 1111215
directed to continue the Lasix, continue the
potassium and to repeat renal function panel as

, S00D 3s possible.

Review of the clinical record failed to reflect that
the renal function panel was completed as
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All residents have the potential risk to be
affected by this alleged deficient practice.

Findings will be reviewed by the Quality
Assurance Improvement Committee
{QAPI) with recommendations as needed,

The facility will be in compilance by April 19, 2016.

. directed by.the physieian. -

Interview with the DNS on 3/10/16 at 1.30°PM
identified that he/she was unable to determine if
the renal function tests were comptleted. The
DNS indicated that the lab comes to the faciiity on
Monday's, Wednesday's and Friday's and tha
labs should have been drawn on the next
schedulad lab day if the physician had ordered it
"as soon as possible”,

2. Resident # 86's diagnoses included
Alzheimer's dementia, A quarterly MDS dated
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~, eXperiencing a

Ry

10/20/15 identifiad the resident as cagnitively
i i limited assistance with
ADL'S, unsteady while walking, but able 1o

stabilize withoyt staff assistance,

A resident care
the resident at risk for falls, had fallen

Review of 3 Pharmacy Consultation Report dateq
12/01115 igentified that R#88 hag been

new onset or waorsening of fafig
and a medication regime review was completed
at the request of the facility. The Physician
signed in agreement to the recommendations op
12114115, The pharmacy recammendations

- included:

a} To monitor for orthostatic hypotension, and
blood pressures due at the engd of
the month were considerad Orthostatic,
considering tapering of the antipsychatic or blood
pressure medication may be appropriate.

Review of the December, 2015 and anyare. . . .

: : 4 A afRough there was a
5pot marked off for the
“to be obtained on 1211

arthostatic blood Préssures that hag been
complated in December, 2015 and/or January,
2018,

b) To consider discontinuation of Glimepiride
(8 medication used to decrease blood Sugar in

-2887(02.99) Previous versions Obsolete
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F 328 Continued From page 12 4 F 328
diabetics). If the medication is discontinued to

increase the fingerstick monitoring for 3-4 days.

Interview with the DNS on 3/9/16 at 2:30 PM and
review of the clinical record identified that
although the Glimepiride had been discontinued
on 12/15/15, he/she could not find that the
increase in fingerstick maonitoring had been
completed.

c) Consider using Rivastigmine patches
"instead of capsules. Interview and review of the
- medical recard with the DNS on 3/9/16 at 2:30
" \PM identified that he/she was unable to find that
- the change had been made from capsules to
- patches,

l

Interview with the Consulting Pharmacist on

3/09/16 at 4:30 PM identifieq that hesshe had

recommended to increase the fingerstick
“monitoring to ensure the blood sugars did not
increase or decrease after the Glimiperide was
discontinued. He/she recommended that the
rivastigmine be changed from capsules to the
patch because the patch has less side effects of
vertigo and gives more of 3 steady release of

medigation thersfore dee botEmiar == R

side effects.

Interview with the DNS on 3/09/15 at 2:30 PM
identified that the pharmacy representative gives
the recommendations to him/her and he/she will
read them and anything that needs physician's

“ attention will go into the physicians folder, once
the physician reviews the recommendation ang
signs that he/she agrees with the
fecommendation, the recommendations should
then be implementad by the nursing staff.

f
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F 353 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353
58=D PER CARE PLANS '

_ \ acility.
The facility myst have sufficient nursing staff ig Besident #32 continues to reside at the fac; fty

Provids nursing and related services to attain or Our staffing has been reviewed. NA #5 has
maintain the highest Practicable physica), mental, been educated on the importance of serving
and psychosocia) well-being of each resident, as _

determined by residant assessments ang food at an appropriate temperature. Random
individual plans of care. audits will be done weekly for four weeks and

The facility ¢ i ices by sufficient the monthly for two months to ensure ajf
€ lacility must provide services by sufficien ;
numbers of each of the following types of residents are served food thatis hot, If

Personnel on a 24-hour basis to provide nursing a meal is served later, it will be heated by
-, Gare to all residents in accordance with resident staff prior to serving,

( care plans:
LA P Resident #64 continues to reside at the facility,

Excc_ept when waived under Paragraph (c) of this - His tube feeding scheduie has been reviewed
‘ :gﬁ:stg:;]glcensed nurses and other nursing with all careglvers. All staff wil e educated on
the necessity of assessing each resident at the
Except W:effl W_E?.iVEd uNder paragraph (c) of thyg beginning of the shift, This wiy serve to ensure
‘ ﬁﬁf;::?a ;;N:c;'swa'zﬁ:ﬁ;ee i'ggagiﬁ 2:?5;‘3,, of all tube feedings, 1vs and tracheotomies are
duty functioning Properly and all residents are
receiving the care they require, Random audits
i will be ¢ T weeks and

B NS S Sy o then monthly for twe months to ensure compliance,
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facility failed to maintian adequate Staffing to
——— e
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meet the needs of the residents. The findings
include:

1. A Dietitian annual review dated 1/18/18
identified R#32 had swallowing difficuities related
16 the development of motor issues secondary to
dementia, Dietary recommendations inciuded to
continue the current diet consistency per the
speech therapy (SPL) fecommendations, which
consisted of a pureed diet, continue to ‘monitor
the Percentage of daily mea| intake, monitar
weights, continue extra fluigs and notify the
Registered Dietitian (RD) of any changss in the

Iy resident ' s intake. The resident' s goal was to

* - consume 50-100% of meals and adequate fiuids E
1o prevent dehydration,
An annual Minimum Data Set {MDS) dated
1/19/16 identified R#32 as severely cognitively
impaired and was Completely staff dependent
with transfers, bed mobility, toileting and eating,
The Nursing Care Plan dated 1/20/18 identified
R#32 with a self-cars deficit related to dementia
and required total assistance with personal care
tasks, including eating. The Resident had
impaired communication, was alert, disoriented

and non-verbal. Resident #32 was ldggtfﬁggagg e e

All residents have the potential risk to be affectad
by this alleged deflcient practice.

Findings wil] be reviewed by the Quality
Assurance Improvement Committee
{QAPI) with recommendations as needed,

The DNS wilf he responsible for monitoring this plan.

The facility will be in compiiance by April 19, 2018,

- Iuttitional-risk felated o hisingr o of
dementia and g history of dehydration
- " ASPC pragress note dated 1/27/16 identifieg the -
resident was on aspiration Pprecautions, should be
upright for al| meals, take small bites and sips,
and alternate solids and liquids. Physician's
orders dated 2/21/16 directed the administration
of Trazodone and Colace, and a diet order for
pureed consistency and nectar thick liquids,
Resident #32 diagnoses included dementia,
_anxiety disorder, and depression,
Observation on 3/07116 at 8:15 AM identified the ‘
breakfast food cart arrived on the unit at 8:15 AM.
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At 8:23AM (one
later '

- wasn't reheateq.
According to food
food should be Served at a minimyum temperature
of 135 degrees,

Industry service standards,. hot

2. Resident #64's diagnoses included
ventricular fibriiation arrest, diabetes mellityg and
convulsions, Aquarterly MDS dated 1121116
identified the resident as requiring total carg of
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two for beg mobility and transfers, The MDS
further identifieq the resident fequired total care
of one with dressing, eating, toileting ang
personal hygiene. The resident ' s manta| ability
was not scored on the Quarterly MDS,

/ > A physician order dated 2/26/16 directed the
./ resident as nothing by mouth and o administer
Jevity 1.5 cal at gs CC per hour for 22 hours {off at
4:00 PM and on at 800 PM) via entery feeding of
gastrostomy tube.

Observation on 3/07/16 from 8.33AMto 910 AM
identified R#64 '5 tube feeding PUumpwas in the
"off" pasition and not infusing. Further
observation of the resident at that tme identifieq

4 was not able tg answer questions, wag
nan-verba, unresponsive and hag bilateral

hand/elbow contractures with splints andjq; hang = === e e o
folisin place, . R

- Interview with LPN#1 at that time identified that
he/she was not aware the tybe feeding had not

did not assess the residant yet (he/she startag
the shitt at 7.00 AM). Interview with NA#1 an
307118 at 9:11 AM identified that he/she did not
provide care to R#64 and had not tampered with
the tube feeding pump. Interview with NA#2 on
3/07/16 at 9:11 AM identfied that although Ris4
was on her/his assignment, he/she had not
Provided care/ and or lampered with the resident '
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F 353 Continued From page 17 F 353
s feeding PUMp.  Interview with the DNS on ‘
3/9/18 at 10:00 AM identified that LPN#1 was to
have assessed the resident's feeding pump for
infusion at the beginning of the shift.
F 360 48335 PROVIDED pIET MEETS NEEDS QF F 360
8S=f EACH RESIDENT
The facility must provide each resident with a Residents #7, 411, #?'3’ #23, #60 a?d #70 cantinue
Naurishing, palatable, well-balanced dijet that to reside at the facility, These residents Currently
meets the daily nutritional and specia| dietary receive Lactaid for breakfast and junch as ordered,

needs of each resident The Faod Service Director has been educateq on

the nNecessity of following the prescribed djet,
Additionally the Fsp has been educated on the

, Proper procedure for making management aware
Based on clinical recgrg review, review of facility of any food items that are not availabla. Weekly

' audits wili be conducted for four weeks and monthly
alternative ( RET7, #11,#13, #23 g0 and #70) for two months,

residents, The fin dings include: All residents have the potential risk to be affected

by this alleged deficient practice,
1. Resident # 7's diagnoses included

Bementia. Observations o 3/09/16 and review e Bl ot e o T

of the dietary siip dated 3/ %&tdemﬁaﬁﬁahh“e“e == FNOigs Wil be reviewed by the Quality Assurance
‘———Fesidéﬁf'ﬁféﬁm-s—ooz of Lactaid milk gt Improvement Committee {QAPI) with recommendations

breakfast and 4 0z of Lactaid mifx atlunch;,- - - as needed,

f 2. Resident # 17's diagnoses included :
Demenﬂg. Observation ang review of R # 11's The Administrator and DNS will be responsible

for monitoring this plan,

funch, The facility will be in compliance by April 18, 2016,

3. Resident # 13 diagnoses inchuded

567(02-99) Previous Versionsg Qbselare Evans 1p- oxevn Faciy 1o o, "
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1360 Continued From page 18 F3s0

Dementia. Observation and review of R # 13's
dietary sfip identified that the resident should not
have milk, the dietary slip dated 3/09/16 for
breakfast and lunch identified that the resident
should receive Lactaid 8 oz at breakfast and 4 oz
for tunch,

4. Resident # 23's diagnoses included
Dementia. Review of a diet order dated 12/31/15
identified that the resident is lactose restricted.
Observation and review of a dietary siip dated
3/09/16 identified that the resident was on a low

el ")!actose diet and should receive 8 oz of Lactaid at
Abreakfast,

5. Resident # 60's diagnoses included
Diabetes Meliitus. A diet order dated 2/29/16
identified that the resident is lactose restricted.
Observation and review of a dietary slip dated
3/09/15 identified that the resident is on a low
lactose diet and should have 8 oz of Lactaid at
breakfast and 4 oz of Lactaid at lunch.

6. Resident # 70's diagnoses included
Dementia. A diet order dated 12/31/15 identified

Ihat the resident is lactose restricted.

3/09/16 identified that the resident is on a low
~ lactose diet and should have 8 6z of Lactaid at-
breakfast and 4 oz of Lactaid at lunch.

Interview with the FSD on 3/09/16 at 3:00 PM
identified that he/she had run out of Lactaid and
that there were 6 residents in house who did not
receive their Lactaid for breakfast or lunch on
3/09/16, The FSD identified that he/she had run
out of Lactaid because he/she did not have a milk
vendor to deliver to the facility. Additionally the
FSD did not inform anyone that the facility had

& fﬁrysupdefte& S b ——
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F 360 Continued From Page 19

run out of Lactaid andygr did not add any other
- fluids or €quivalent to the affected resident's
trays.

Interview with RN #30n 3/09/16 at 3:30 PM

identified tha if he/she hag known the facility was
out of Lactaid, the faciity woulg have gone oyt io
the storg ang Purchased somg,

Interview with the Dietician on 3719/ 16 at 8:50 AM
identified that he/she was unaware that the facility

Menus myst meet the nutritional needs of
residents in accordance with the recommendeq

and be followed,

—-—«Bamc‘rrr"avfm'”bﬁﬁ"é"ﬁietary menus,
observation, interview ang, the facimy failed 1o
follow the Scheduled dietary meny for 28 out of
94 meals. The findings include;

This REQUIREMENT ig not met as evidencegq
by: e e

Observation of the breakfast menu on 3/07/18 at
8.23 AM Included 4 oz luice, 6 0z of oatmeal), 1

Cup cold cereal, 2 Rancakes with Syrup and 2

2567(02-99) Previcus Versiong Obsolale

»

Evenl ID OKCv1y

© D [PROVIDER'S PLAN OF CORRES TIoN X
PREFIX {EACH CORRECTIVE AcTioN SHOULD g COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE Dare
" DEFICIENCY)
F 360
F 363 The facility currently adheres to the planned meny.

The Food Service Director has been educated on
the process for making changes to the preplanned
menu, Audits will be conductad weekiy for four
weeks and then monthly for two months to
ensure compliance.

All residents have the potential risk to be affected

" bythitdeged deficient practice,

Findings will be reviewed by the Quality Assurance
Improvement Committee (QAP1} with
recommendations as needed._

The Administrator and DNS wili be
responsible for monitoring this plan,

The facility will be in compliance by April 19, 20186,
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equally nutritive Changes,

Interview on 3/09/16 at 12:15 PM with the facility
Administrator identified that he/she acknowledged

71 483.35() FOOD PROCURE. F 371 e
=F STORE/PREPAREJSERVE-SANITARY L ST

R PR

authorities; ang
(2) Store, Prepare, distribule and serve foog
under sanitary condytions
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This REQUIREMENT is not met as evidenced
by: '

Based on abservation, interview and review of
facility documentation, the facility failed to
Seperate dented cans from useable stock. The
findings include:

Observation on 3/07/16 at 6:40 AM identifiad
three out of seven dented cans, two containing
marinara sauce and one containing sauerkraut.

-~ Interview with the FSD at 10:04 AM identified that
} canned goods are unpacked by the cooks and ‘
7 inspected for dents when removed from the case,
. Ifthe cans are dented, they are put aside to be
returned to the vendor. FSD further itentified that
“ the three cans identified as dented should have
been removed from the stock and put aside for
retum.

Observation on 3/09/18 at 11:37 AM identified a
dented can of marinara sauce in the usable
stock. Interview with the FSD at that time
identified that food delivery had not oceurred
since 3/07/16 and the dented can of marinara

The facility has an established area for
non-usable food items. All cans received
as defective will be returned to the vender
» Should food items become dented once in
stock, they will be removed and placed In the
area for non-usable items. The kitchen staff
has been educated on the process for removing
dented cans from the rack for usable food items,
Weekly audits will be conducted for four
weeks and then monthly for two months.

All residents have the potential risk to be
affected by this alleged deficient practice.

Findings will be reviewed by the Quality
Assurance Improvement Committee
{QAPI) with recommendations as neaded.

——SAUSE-was put-back-ir-ta the useable stodicts
ensure there was enough food in stock to feed
facility residents FSD fuither identified that, at -
that point, there was only enough food in the
building to serve breakfast on 3/10/18, but not
enough to serve lunch ang dinner,

Interview with the Administrator on 3/09/18 at
12.15 PM identified that an order for food was
placed at 10:30 AM and the delivery was
expected later that day to cover a week ' s waorth
of meals. The facility Administrator indicated that
the facility was in the process of switching to a

“The DIFector of Food Services and DNS will -~ -
be responsible for monitoring this plan,

The facility will be in compliance by April 19, 2018,
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F 371 Cantinued From page 22 F 371
new food vender. '
The facliity's policy on Food and Supply Storage
Procedures identified a designated area wij be
maintained for items that are damaged (such as
dented cans) that are tg be returned for credit,
OSl a sign s0 itemg will not be used,
F373 483.35(h) FEEDING ASST . ' F 373
§8=p TRAINJNG/SUPERVISION/RES!DENT
A facility may use a paig feeding assistant, as ,' Resident #22 continyes to reside in this facility,
defined in §488.301 of this chapter, if the feeding i ly being fed b ing staff on|
assistant has successfuly completed a she s currently being fe ¥ nursing staff only,
/ N _Statg—approved training course that meets the The volunteer policy has been reviewed with
) (e rements of §483 160 pefore feeding , staff and the volunteer in question. There wilf
residents; and the use of feeding assistants js
consistent with State law. be weekly audits for four weeks and then

monthly for two months to ensyre compliance,
A feeding assistant must work under the
Supervision of g registered nurse (RN) or licensed

acth .
practical nurse (LPN) All residents haye the potentia risk to be

Inan emergency, a feeding assistant must call a affected by this alleged deficjent practice,

Supervisory nurse for hetp on the resident cal . . '

System. Findings will be revieweqd by the Quality. —

A facility must ensure thag.a. Ing-assistant—————#gy nE& mprovement Committee
;-_m@m:m@mﬁgﬁ complicated (QAP)) with r'ecommendations as needed,

. feedingproblems‘ R ’ _
Complicated feeding problems include, but are The Administrator and p NS will be
Ot limited tq, difficulty Swallowing, recurrent lung responsible for monitoring this plan,

aspirations, and tube or parenteral/iy feedings

The facility must base resident Selection on the b . .
charge nurse's assessment and the residents . The facility will be in compliance by Aprit 19, 2018,

latest assessm ent and plan of care,
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373 Continued From page 23 F 373

NOTE: One of the specific features of the
regulatory requirement for this tag is that paid
feeding assistants must complete a training
program with the following minimum content as
specified at §483.160: '
0 A State-approved training course for paid
feeding assistants must include, at a minimum, 8 ‘
hours of training in the following:
Feeding techniques.
Assistance with feeding and hydration.
Cammunication and interpersonal skills.
Appropriate responses to resident behavior
Safety and emergency procedures, including

(" “the Heimlich maneuver.
../ Infection contral.
Resident rights.

Recognizing changes in residents that are
inconsistent with their normal behavior and the
importance of reporting those changes to the
supervisory nurse,

A facility must maintain a record of all Individuals
used by the facility as feeding assistants, who
have successfully completed the training course
for paid feeding assistants,

This REQUIREMENT is not met-as evidenced
by

Based on review of facility documentation,
observations and interviews for one of one
sampled resident reviewed for feeding (R#22) the
facility failed to ensure a resident with feeding
problems was fed by qualified and trained
personnel. The findings include:

A quarterly MDS dated 2/10/16 identified
R#22 as severely cognitively impaired, required a
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WO person total assist for transfers and bad
mobility and completely dependent on staff
assistance to eat,

A Speech Therapy evaluation dated 2/10/18
identified Resident #22 should be upright for gy
meals, allow sufficient time for all intake, ang
alternate solids ang iquids, Feeding instructions
directed staff assistance with meals and utilize
adaptive equipment as ordered,

The nursing care plan dated 2/13/18 identified the
resident with impaired cognitive skills and .2
/0 Bnutritionai risk related to a diagnosis of dementja,
‘.. ./ In addition, the nursing care plan further identified

Physician's Orderg dated 2/21/16 directed a
Haouse, Dysphagia, Ground consistency, and thin
liquids, The Resident was ordered to be Upright
for all meals, allowed sufficient time for all intake,
alternate Iiquids ang solids, feed with an assist of
one and adaptive equipment divided high sided

... Plate. Diagnoses includeq-q

2. Dia anxiety; depression.
~acute-organic brain syndrome, and dementia with

behavioral psychologicat syndrorie -

Interview with a facility Volunteer #1 on 3/8/16 at
2:50 PM identified that he/she has been coming
to the facility daily for the past few years.
Volunteer #1 indicated that the Unit had several

assist with feeding R#22. Volunteer #1 explained
| that he/she was friendly with R#to2 and thair

-2567{02-88) Previoys Versions Obsuletg EventiD. OKCv14
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F 373 continued From page 25

family and had permission to assist with feeding.
Volunteer #1 further explained that he/she had
not had any training on feeding residents but as a
LPN in the past he/she understood the
procedurs,

F 373

interview with NA #4 on 03/09/2016 at 1.57 pMm
identified that the Volunleer#1 assists with
feeding Resident #22 all the time, and does not
assist with feeding anyone else. NA #4 further
identified that Volunteer #1 was not feeding
Resident #22 prior 1o becoming a volunteer,

/" Interview with the DNS on 03/09/2016 at 2:04 PM

‘.. ../identified that Volunteer #1 was ailowed to assist
with feeding residents because he/she was an
LPN in the past and the Unit dining room had a
lot of peaple requiring assistance with feeding.
The DNS further identifieg thal he/she, as well as
other staff, were always in the Unit dining room
Supervising and was confident tha Volunteer #1
would alert someone if there was a problem,

The volunteer orientationltraining guidelines
signed by Volunteer #1 on 3/01/15 identified item
number thirteen under the general rules:

“Volunteers .are net allowed to-feegthp - .-
Residents.""

Interview with the Recreation Director/olunteer
Coordinator on 03/09/2015 at 3:29 PM identified
hefshe began warking at the faciiity in April of
2015 and was informed by the previous
Recreation Director that the Paperwork and
orientation for Volunteer #1 was completed. The
Recreation Director identified that volunteers
should not be feeding residents and was unaware
that this practice was going on.
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abuse, except when the facilty uses single unit
Package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected,
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F 431 483.60(b), (d), (e) DRUG RECORDS, F 431
SS=E LABEL/STORE DRUGS & BIOLOGICALS Residents #4, #5, #15, #24, #37, #39, #4s, #60,
The facility must employ or obtain the services of and #67 continue to reside at the facility.
a licensed pharmacist who establishes a system Resident # 79 has discharged to home. All
of records of receipt and disposition of alf ot labeled
controlled drugs in sufficient detail to enable an Insulfn p ens;and Vials that were not lab
accurate reconciliation; and determines that drug with the resident name and date opened
records are in org!er aljd lpat an account of al| were discarded and replacements were ,
fggg;ﬂ:ﬁ%dmgs % maintzined and perladically ordered, All insulin pens and vials are currently
_ labeled with the appropriate pharmacy label
-, Orugs and biologicals used in the facility must be and dote opened. Nursing staff has received
( )iabeled in accordance with Currently accepted . insuli d
*- /professional principles, and include the education on proper labeling of insulin an
appropriate accessory and cautionary the need to date when opened. Additionally,
:’:;"}Lé:ﬁ;?gs' and the expiration date when nursing staff has been educated on the length
. of time insulin may be used after opening,
In accordance with State and Federal laws, the Random audits will be conducted weekly
faciity must store a)| drugs and biologicals in
locked compartments under Proper temperature for four weeks a.nd monthly for two months
controls, and permit only authorized personnel to to ensure compliance,
have access to the keys,
All residents have the Potential risk to be
The facitity must provide Separately locked, o V ey e l .
. permanently affixad SragE Of — = .‘._“.aﬁfeste%mh—aﬂegedfdeﬁﬂent practice,
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention ang Findings will be reviewed by the Quality
Control Act of 1576 ang other drugs subject 1o

Assurance Improvement Committee {QAPH)
with recommendations as needed.

The DNS and Supervisors will be responsible
for monitoring this plan.

The facility will be In com pliance by April 19, 2016.
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This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, review of facility

..., documentation, observations ang interviews for
/" Yi0 of 13 sampled residents residents reviewed
. . for medication storage (R #4, R#5, R#15, R#24,

R#37, R#30, R#48, R#60, R#B7, R#79), the

facility failed to ensure opened insulin vials and/or °

single use insulin pens were with the benefit of
open date labeling, and/or outdated insulin were
discarded as per manufacturers' )
recommendations, and/or failed to discard an
insulin pen that was without the benefit of a

 prescription reference label. The findings include:

On 3/08/16 at 8:20 AM interview with RN #2
indicated he/she had just completed the insulin
administration pass for-ong of t ity

~residanit Units. Inspection of insulln with RN #2
- identified four multi-- use vials of insulin'and 19

insulin fiex pens with concerns related to labeling, -

Three of four mutti - dose vials of insulin were
identified for R#37 {Novolog) and R#87 {Lantus
and Humalog) were without the benefit of open
date label. R#79's Lantus insulin vial of was
labeled with an open date of 1/131/18
{recommended open vial discard date was 10
days overdue),

Fourteen of the nineteen opened insulin pens
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were identified without the benefit of open date
labels for R#4 (Novolog and Lantus), R#5
(Levemire and Novolog), R#15 (Levemire and
Novolog) , R#24 (Levemire and Novolog), R#39
{Levemire and Novolog), R#48 {Levemire and
Novolog) and R#60 (Humalog & Lévernire), One
insulin pen was identified without a prescription
reference label that failed to include the resident's
name for identification. Interview with RN#2
indicated it is facility policy to date the insulin
when opened and that it is the responsibifity of
the nurse who opens the insulin to complete the
¢/~ "™abel daling process. Furthermore RN#2 indicated
\. . /the insulin pen that lacked a prescription label
was not used during the insulin administration
pass that had just been completed. '

Interview and review of facility policy with the

DNS on 3/08/16 at 11:30 AM identified that insulin
should be dated when first opened and discardad _
according to manufactures' recommendations.
The nurse who opens the insulin vial is
responsible for completing the open date labeling
process. The manufactures' recommendatton for -
vials of Novolog, humalog and Lantus was to
discard after 28 days. The Novolog, humalog .

: (usisalinpens réemmended discard —
date is 28 days after opening where as the
Levemire pen has a discard date of 42 days. The -

unidentified insufin pen had a partial Iabel
covering written information below. The label was
removed by the DNS to identify an open date of
2/13/16 and a potential resident's last name The
pharmacy was contacted and with information
from the removed partial labet the pen was
identified as prescribad to R#48, The Novoiog
pre-filied cartridge capacity for the identified
Novolog pen was 250 units with approximately

170 units of insulin remaining. Additional, review
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of the facility policy indicated that nursing staff

should nat remove any labels applied to insulin

pens. _ :
483.65 INFECTION CONTROL, PREVENT - Fa41
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program dasigned to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection,

~ "~ (a) Infection Control Program
_)The facility must establish an Infection Control

Program under which it -

“{1) Investigates, controls, and prevents infections

——~-iSoiate-theTesfdent———

in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident: and
{3) Maintains a record of incidents and corrective
actions related to infections,

(b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must

{2) 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 disease.

(3) The facility must require staff to wash their

hands after each direct resident contact for which
hand washing is indicated by accepted

professional practice.

(c) Linens
Personnel must handle, store, process and

MS3-2567(02-23) Previous Versions Qbsolee Event ID OKCVNY Facility IO CTO2n
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transport linens so as to prevent the spread of
infection,

»

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, review of facility
documentation, observations and interviews and
for 1 of 1 sampled resident reviewed for Faley

- catheter care (R #56) the facility failed to ensure
the Faley drainage bag was maintained in
—----aceordancewith-infection-camrol guidelides: -
findings includa:

Resident # 58's diagnoses included urinary
ratention. An Annual MDS dated 2/15/16
identified that the resident as cognitively intact,
required total care for ADL's, and required an
indwelling catheter.

_Physician's orders dated 2/01/16 directed a Foley

Resident #56 continues to reside at the facility

. She continues to require a foley catheter for

urinary retention. The foley bag has been

secured in such a way that it no longer touches

the floor. The facility currently has a total of
- four residents with catheters. The nursing staff |
- has been educated on the infection control issues
as related to catheters being on the fioor. Weekly
- audits will be conducted for four weeks and '

then monthly for two months to ensure that all
“catheters are not on the fioor.

All residents have the potential risk to be
- affected by this alleged deficient practice.

1

. Findings will be reviewed by the Quality
- Assurance Improvement Committee (QAPI)
. with recommendations as needed.

The DNS and Supervisors will be responsible

The facility will be in compliance by April 19, 2016.
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catheter # 16 Fr with 3 5-10 milliliter balloon,

A resident care plan dated 2/23/16 identified that
the resident was experiencing-urinary retention
and required a Foley catheter.

Observation with LPN # 4 on 3/08/16 at 330PM
identified R # 56 sitting by his/her bed in 2 recliner
with the Foley drainage bag on the floor LPN # 4
idantified that the Foley drainage bag should not
be on the floor, but hung on the bed frame,

Observation with LPN # 2 on 3/1 0/16 at 11:35 AM
identified R # 56 sitting by histher bed in a recliner .
with the Foley drainage bag on the floor to the
right of the resident. LPN # 2 identified that the
Foley drainage bag should not be.on the floor, but
hung on the bed frame. -

9

 Interview with RN#3 on 3710715 at 12:30 PM
' Identified that although the facility did not have a
Foley catheter policy, the facility should follow
infection control guidelines and keep the Foley
drainage bag off of the floor.
465 483.70(h) :
S=0D SAFE]FUNCTIONAUSANITARYICOMFORTABL
E ENVIRON '

_ The facility must provide a safe, functiona),

F 441

- SOARHER environmentfor ot
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:
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492 Continued From page 33 492 The three day emergency food supply has

~such a facility. . been replenfshed as mandated by Federal,
. State, and local laws. The facility is receiving
- food deliverles weekly without issue.
This REQUIREMENT is not met as evidenced Weekly audits will be conducted for four
by: weeks and then monthly for two months
Based on observation and interview, the facility * to ensure compliance.

 failed to maintain a three - day emergency supply
of staple food items at all times as per the Public .
Heaith Code (q}(3)(H). The findings include; . All residents have the potentiai

Observation on 3/09/16 at 11:30 AM identified risk to be affected by this alleged
- multiple menu items missing from the required deficlent practice.
three - day emergency supply of food. Items ;
--...missing from the inventory included; applesauce, S N .
( Xpeacnes, pudding, powdered milk and beef Findings will be reviewed by the Quality
M Zravioll. Assurance lmprovement Committee
' Pl) with recommendations as .
Interview with the FSD on 3/09/16 at 11:40 AM (@APY m s as needed
- identified the three - day emergency supply of .
- staple items was used on 3/05/16 and 3/06/16to ~ The DNS an'd Director of Maintenance will
_supplement the daily menu. FSD further identified - - be responsible for monitoring this plan,
- that food had been ordered, but delivery was ‘
; unreliable due to the facility's failure to have an ‘ P ‘
" account with their vendors and the venidors : - The facility will be in compliance by April 19, 2016,
requiring cash on delivery {COD) for pick up and ‘ L
- wire funds for delivery.

Il

" Inferview with fH1s facilty Administrater-on; 30916 - - st asstet Wil Bl

" at 12:15 PM identified that a delivery was due that
. afternoon-to replenish the three - day emergency :
“supply. The Administrator was unsure as to why
food was taken out of the emergency supply
stack and used for the daily menu,

514 483.75(1)(1) RES " F514.
s=¢ RECORDS- COMPLETEIACCURATEIACCESSIB :
LE
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The facility must maintain clinical records on each ' | Residents #84 and #85 no longer reside at the

resident in accordance with accepted professional. - facility. Snack and meal intake is currently

standards and practices that are complete, documented In the clinical record on the CAN
accurately documented; readily accessible; and : _ )
systematically organized. ' - flow sheets. Nursing assistants have been

educated on the need to record this information
The clinical record must contain sufficient

information to identify the resident; a record of the  Inthe recordas it is part of the permanent record.
resident's assessments; the plan of care and : ~ The unit secretary has been educated not discard
services provided, the results of agy : 3- * the flow sheets. Weekly audits will be conducted for
preadmissian scraening conducted by the State; > four weeks and then monthly for two months

and progress notas. i
. to ensure compliance,

( ) All residents have the potential risk to be
. affected by this alleged defictent practice.

Findings will be reviewed by the Quality
This REQUIREMENT is not met as evidenced Assurance Improvement Committee
by:
Based on clinical record review and interviews
_for two of three residents reviewed for nutrition,
(R#84 R#35), the facility failed to maintain a
complete medical record, The ﬂndings include:

» {QAPI) with recommendations as needed,

‘ The DNS and Director of Maintenance will

be responsible for monitoring this plan.
Resident#84 was admitted on 4/08/15 and

-, Resident#85 was admittedion-10/2314-During== "B Tha facilitywill be-in compliance by April 19,2016, | '

. review of the clinical record for potantial weight

- loss, it was identified that the percentage of snack -
. and dietary intake on the residents clinical racord -

: was incomplete, i

: Interwew with Unit Secretary#1 on 3/7/18 at 12 20
PM indicated meal intakes are not recorded in
each residents clinical record but rather on the
nourishmeant record, by unit which identifies all the .
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residents on the unit. The secretary further
indicated ths nourishment record is nat part of the
clinical record but rather the sheets are kept
separately by the Unit Secretary, Upon further
review, sheets before 6/07/15 were noted to be
missing. Further interview with the Unit Secretary
indicated that the secretary discarded the sheetg |
“prior to 6/07/15 after the previous state survey
was completed because she felt they were no
ionger neaded, :
Interview with the DNS on 3/10/16 at 10:35 AM
indicated snack and dietary intake amounts
should be documented in and is part of the
clinical record,
».
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Paradigm Healthcare Center of South Windsor, LLC
Census Report Summary

J May2016
@) > ’
Occupancy
Summary by Payor Total Davys as of 5/31/16
Managed Medicare RUGs (MMR) 16 1
Managed Care with Levels (MCL) 31 1
Medicaid (MCD) 1,423 46
Medicaid Pending (MP) 31 1
Hospice Medicaid (HM) 178 6
Medicare A (MCA) . 198 5
Hospice Inpatient (HIP) 5 -
Private Pay (PP) 121 4
Total 2,003 64
# of Beds 100 100
Days in Month 31 1
Available Bed Days in Month/Day 3,100 100
) Occupancy Percentage 64.61% 64.00%
Resident Day Breakout
Medicare 198 9.9% 5 7.8%
Medicaid 1,632 81.5% 53 82.8%
Other 173 8.6% 6 9.4%
Total Days v 2,003  100.0% 64  100.0%

Tickmarks
{a} Data was taken from internal census for the month of May 2016,

‘._\‘-/



