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Kensington, CT 06037

F 0656

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and
actions that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record reviews, facility documentation, facility policy, and interviews for one (1) of three (3)
sampled residents (Resident #2) who was a new admission, the facility failed to develop and
implement interventions to address a resident who was incontinent of urine. The findings
include:Resident #2's diagnoses included dementia and benign prostatic hyperplasia. The admission
nursing assessment dated [DATE] identified Resident #2 was incontinent of bowel and bladder.
Review of the baseline care plan given to the resident/representative on 6/23/25 identified Resident
#2 was at risk for skin breakdown. Interventions directed to keep the skin clean and dry and apply
barrier cream with incontinent care. Upon further review, the care plan failed to address Resident #2's
incontinence. The quarterly Minimum Data Set assessment dated [DATE] identified Resident #2 had
a Brief Interview for Mental Status (BIMS) score of eight (8) out of fifteen (15) indicating Resident #2
had poor memory recall deficits, required extensive assistance of one (1) staff for toilet use, limited
one (1) person assistance with transfers, and was occasionally incontinent of urine and frequently
incontinent of bowel. Review of the bladder flowsheets from 9/10/25 through 9/30/25 identified
Resident #2 was incontinent of urine on at least one (1) shift for twelve (12) out of twenty-one (21)
days and four (4) out of twenty-one (21) days did not have any documentation for the 3-11:00 PM
shift. Review of the Accident and Incident (A&I) form dated 10/3/25 at 12:20 AM identified Resident
#2 attempted to go to the bathroom unassisted and fell. Although the risk for falls care plan was
updated on 10/8/25 with the intervention to offer and assist with toileting at the beginning of third
shift, the care plan failed to identify Resident #2's incontinence was addressed. Interview and record
review with the Corporate Nurse on 10/9/25 at 1:45 PM identified upon review of Resident #2's care
plan, the only information it contained in regards to Resident #2's incontinence was under the skin
breakdown care plan with the intervention to apply barrier cream with incontinence episodes. Review
of the care planning policy directed that a comprehensive and individualized plan of care will be
developed for each resident. The care plan will guide caregivers to assist residents to achieve or
maintain their highest practical level of wellbeing. The policy directed that the care plan will include a
statement of the problem/focus, reasonable and measurable goals, interventions to achieve these
goals and the discipline(s) responsible for carrying out the interventions.
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Kensington, CT 06037

F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record reviews, facility documentation, facility policy, and interviews for one (1) of two (2)
sampled residents (Resident #1) who received a scheduled and as needed pain medication, the facility
failed to document the administration and follow up of the as needed pain medication. The findings
include:Resident #1's diagnoses included malignant cancer and lumbar radiculopathy (compression of
nerves in lower back). The annual Minimum Data Set assessment dated [DATE] identified Resident
#1 had no memory recall deficits, received a scheduled and as needed pain medication regimen, the
pain was frequent, occasionally effected the sleep pattern, almost constantly interfered with
day-to-day activities, and rated the pain on the scale, seven (7) out of ten (10). The Resident Care
Plan dated 8/20/25 identified Resident #1 was at risk for pain and discomfort. Interventions directed
to administer medications as ordered and determine the level of pain using the pain scale before
administering the medications. Review of the September 2025 control drug record identified on
9/26/25 Resident #1 received Oxycodone 5 milligrams (mg) at 9:30 PM. Review of the September
2025 Medication Administration Record (MAR) failed to identify documentation that the Oxycodone
was administered at 9:30 PM and a follow up response (effective or ineffective) to the as needed
medication. Interview with the 3-11PM nurse, Registered Nurse (RN) #1, on 10/9/25 at 12:45 PM
identified on 9/26/25 she administered 5 mg of Oxycodone to Resident #1 around 9:30 PM. RN #1
explained she forgot to enter the administration of the medication into MAR and she believed she had
followed up with Resident #1 about an hour later and Resident #1 was resting in bed. Interview with
the Corporate Nurse on 10/9/25 at 1:45 PM identified narcotic sheets are not part of the resident's
clinical record and when a medication is administered this should be documented on the MAR or in a
nurse's note. Review of the liberalized medication administration policy directed PRN (as needed)
medications are administered as needed for physician's order, with documentation reflecting
indication and effectiveness. Review of the pain management policy directed to document all findings
in the resident's medical record. Reassess pain levels after any intervention to evaluate
effectiveness. Document all pain assessments, interventions and resident responses in the medical
record.
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