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F 0641 Ensure each resident receives an accurate assessment.

Level of Harm - Potential for **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45429
minimal harm
Based on observation, record review, and interview, the facility failed to ensure that Minimum Data Set
Residents Affected - Some (MDS) Assessments were accurately coded to reflect the Residents' status for two Residents (#25 and #73)
out of a total sample of 18 residents.

Specifically, the facility failed to ensure that the MDS assessment:

1. For Resident #25, was accurately coded relative to the use of Oxygen (a drug that is a vital and essential
medication, usually prescribed to treat cardiac and respiratory conditions).

2. For Resident #73, was accurately coded relative to being discharged to home.

Findings include:

1. Resident #25 was admitted to the facility in April 2021, with diagnoses including acute respiratory failure
with hypoxia (a life-threatening condition where the lungs cannot provide enough oxygen to the body or
remove enough carbon dioxide from the body, with difficulty attaining normal blood oxygen levels).
Review of the Resident #25's care plans, last revised 7/9/24, indicated:

-The Resident was diagnosed with Chronic Obstructive Pulmonary Disease (COPD: a chronic inflammatory
lung disease that causes obstructed airflow from the lungs and difficulty breathing) and Emphysema (a
chronic lung condition where air is abnormally present in the lungs causing shortness of breath).

-The Resident received oxygen therapy.

Review of Resident #25's August 2024 Physician's orders indicated that the Resident was prescribed
Oxygen at hour of sleep (HS- nighttime/while asleep) and as needed (PRN) to maintain oxygen saturation
(SpO2 - measure of Oxygen in the blood as a percentage of the maximum Oxygen the blood could carry)

greater than 90 percent.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0641

Level of Harm - Potential for
minimal harm

Residents Affected - Some

Review of Resident #25's August 2024 Treatment Administration Record (TAR) indicated that the Resident
receiving Oxygen continuously at 1 liter per minute (LPM- the rate of supplemental Oxygen delivered through
an oxygen delivery device) at hour of sleep, and as needed (PRN) with a start date of 8/5/24.

Review of Resident #25's most recent Minimum Data Set (MDS) assessment dated [DATE], did not indicate
that the Resident received oxygen therapy during the MDS observation period.

During an interview on 8/27/24 at 9:35 A.M., the Director of Nursing (DON) said that the Resident did receive
oxygen therapy during the MDS observation period. The DON said the MDS Assessment had been
inaccurately coded and should have indicated the Resident as receiving oxygen therapy, but it did not.

50320

2. Resident #73 was admitted to the facility in May 2024, with diagnosis of Respiratory Syncytial Virus (RSV -
a common that infects the lungs, nose, and throat and causes cold like symptoms in most people but can
cause more severe infections in older adults. It is spread through respiratory droplets from coughing and
sneezing and can survive on hard surfaces for hours virus that usually causes mild cold like symptoms in
most people but can cause more severe infections in older adults).

Review of Resident #73 Physician's orders dated 5/29/24, indicated the Resident may discharged home with
medications and services.

Review of the Resident's Nursing Progress Note dated 5/31/24, indicated Resident #73 was discharged to
home with family via personal vehicle. Discharge paperwork had been signed.

Review of the Social Work Progress Note for Resident #73 dated 6/7/24, indicated the Resident was
discharged on [DATE], and returned to the community without incident.

Review of the Resident's record indicated in the Minimum Data Set (MDS) discharge assessment completed
on 6/10/24, that the Resident's discharge destination was a short-term stay general hospital.

During an interview on 8/23/24 at 2:23 P.M., the MDS Nurse said the Resident was discharged home and
should not have been coded as discharge to a short-term stay general hospital. The MDS Nurse also said
that the discharge should have been coded as home/community.
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F 0658

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50563

Based on observation, interview, record and policy review, the facility failed to provide care in accordance
with professional standards for one Resident (#275) out of a total sample of 18 residents.

Specifically, the facility staff failed to apply medical devices as ordered by the Physician to assist in
managing Resident #275's Orthostatic Hypotension (a sudden drop in blood pressure that occurs with
position changes from a seated or lying position to standing).

Findings include:

Review of the Facility Policy titled Nursing Clinical Procedures, Subject: Elastic Stockings, dated 3/1/07,
indicated, the following:

-Purpose: to facilitate venous blood return (the flow of blood from the body back to the heart) in
patients/residents with impaired circulation.

-Special Considerations

>apply the stockings in the morning, if possible .

Resident #275 was admitted to the facility in August 2024, with diagnoses including Orthostatic Hypotension,
and Tachycardia (an increased heart rate over 100 beats per minute [bpm] that can be caused by irregular
heart rhythms [arrhythmias], exercise or stress).

Review of Resident #275's clinical record indicated the following Physician's orders:

-Abdominal (ABD) Binder (a device that applies compression around the abdomen to help prevent blood
pooling which causes a drop in blood pressure upon standing) to be worn at all times, order date of 8/6/24.

-Apply TEDs (Thrombo-Embolus Deterrent stockings: compression stockings that reduce blood clots and
promote improved blood flow and circulation in the legs) to bilateral lower extremities in A.M. (in the
morning), off at HS (hour of sleep: at bedtime), order date of 8/6/24.

Review of Resident #275's Nurse Practitioner (NP) Encounter Note, dated 8/6/24, indicated that the hospital
made a recommendation to use compression stockings and an abdominal binder for treatment of the
Resident's Orthostatic Hypotension.

Review of Resident #275's Minimum Data Set (MDS) assessment dated [DATE], indicated the following:

-A Brief Interview for Mental Status (BIMS) score of 12 out of 15 indicating mild cognitive impairment.

-The Resident required partial/moderate assistance with upper and lower body dressing.

(continued on next page)
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F 0658

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Review of Resident #275's August 2024 Medication Administration Record (MAR) indicated that the ABD
binder was administered as ordered from 8/6/24 through 8/22/24.

Review of Resident #275's August 2024 Treatment Administration (TAR) indicated the TED stockings were
applied as ordered from 8/8/24 through 8/22/24.

On 8/21/24 at 8:12 A.M., the surveyor observed Resident #275 sitting up in his/her wheelchair wearing TED
stockings but not wearing an abdominal binder. The Resident said he/she should have an abdominal binder
on but staff had not put the ABD binder on him/her.

On 8/21/24 at 3:53 P.M., the surveyor observed Resident #275 lying in his/her bed wearing his/her
abdominal binder. Resident #275 said that he/she wore it because of his/her hypotension and had asked the
staff to put the binder on him/her.

On 8/22/24 at 10:15 A.M., the surveyor and Unit Manager (UM) #1 observed Resident #275 sitting in his/her

wheelchair and was not wearing his/her ABD binder and TED stockings. During an interview at the time, the

Resident said that he/she did not have the ABD binder on all night because staff took it off when he/she went
to bed and no-one put the ABD binder on him/her this morning. The Resident further said that he/she did not
refuse the ABD binder or TED stockings this morning and that he/she did not mind wearing either one of the

devices.

During an interview immediately following the observation, UM #1 reviewed Resident #275's orders and said
that the abdominal binder should be on at all times and the TED stockings should be applied in the morning.
UM #1 further said that she reviewed the nursing documentation and the documentation indicated the Nurse
had signed off (signature or initials confirmation) that the abdominal binder was applied for the current (7:00
A.M. to 3:00 P.M.) shift and the TED stockings were signed off on 8/22/24 at 6:00 A.M.

During an interview on 8/26/24 at 10:53 A.M., the Director of Nursing (DON) said that staff should not
document the application of abdominal binders and TED stockings unless the items were applied. The DON
further said that in some cases the Resident might refuse but that would be documented as refused. The
DON reviewed the MAR and TAR, the DON said it indicated the abdominal binder and TED stockings were
applied with no refusal indicated.
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F 0685 Assist a resident in gaining access to vision and hearing services.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50563
potential for actual harm
Based on record review, and interview, the facility failed to coordinate vision care services for one Resident
Residents Affected - Few (#49) out of a total sample of 18 residents.

Specifically, for Resident #49, the facility failed to ensure that the Resident with a diagnosis of Glaucoma (a
group of eye diseases that can cause vision loss and blindness by damaging a nerve in the back of the eye
called the optic nerve [which sends visual information from the eye to the brain]) received proper treatment to
maintain vision abilities, after receiving consent from the Resident's Health Care Proxy (HCP- the person
chosen as the healthcare decision maker when the individual is unable to do so for themself) for vision care
services.

Findings include:

Resident #49 was admitted to the facility in December 2022, with diagnoses including Glaucoma and Type 2
Diabetes (DM Il - condition in which the body does not produce enough insulin hormone and has trouble
controlling blood sugar [glucose] levels).

Review of the Minimum Data Set (MDS) assessment dated [DATE], indicated the Resident was severely
cognitively impaired as evidenced by a BIMS (Brief Interview for Mental Status) score of 5 out of 15.

Review of the Eye Care Services Consent Form signed by the Resident's HCP on 1/4/23, indicated the HCP
consented for Resident #49 to receive eye care (vision care) services.

Review of Resident #49's clinical record indicated no evidence that vision care services had been provided
to the Resident since his/her admission to the facility.

During an observation and interview on 8/21/24 at 9:33 A.M., Resident #49 said that he/she was concerned
that he/she had vision loss over the last few months.

During an interview on 8/22/24 at 11:12 A.M., Nurse #2 said that residents were routinely seen for their eye
care approximately every six months to a year by the in-house Provider. Nurse #2 further said that if there
was a need between visits the nursing staff would notify Medical Records Staff #1 and she would schedule
the appointment.

During an interview on 8/22/24 at 12:00 P.M., the surveyor and Medical Records Staff #1 reviewed the Eye
Care Services Consent Form. Medical Records Staff #1 said that typically once the consent form is filled out
it should have been sent over to the Eye Center (that provide vision care services to the facility) and the
Resident would be added to the list to be seen. Medical Records Staff #1 further said that residents are not
always seen unless there was a specific need.

During a follow-up interview on 8/22/24 at 12:08 P.M., Nurse #2 said that Resident #49 has a diagnosis of
Glaucoma and should have been seen/followed by the Eye Doctor (Optometrist).

(continued on next page)
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F 0685 During a follow-up interview on 8/22/24 at 12:15 P.M., Medical Records Staff #1 said she reviewed her Eye
Care Center visit records and found no indication that Resident #49 had been seen or was offered to be
Level of Harm - Minimal harm or seen and refused the (vision care) visit.

potential for actual harm
During an interview on 8/22/24 at 1:52 P.M., CNA #2 said she worked regularly with Resident #49. CNA #2
Residents Affected - Few said that over the last month or two she had noticed the Resident using his/her reading glasses more. CNA
#2 said the Resident always requested to keep the reading glasses on when reading the paper.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50138

Based on observation, interview, record and policy review, the facility failed to maintain an environment that
was free of accident and hazards for one Resident (#61), out of a total sample of 18 residents.

Specifically, the facility staff failed to ensure the safe temperature of a hot beverage prior to serving Resident
#61, placing resident at risk of being burned by the hot beverage.

Findings include:

Review of the facility's policy titled Nutrition Services -Food Temperature Recording Policy, revised 1/2014,
indicated:

-Beverages must be reheated at 15 second intervals and check temperature before serving to a resident.
-No guidance for beverage temperature reheating was included in the facility policy.

Review of Harvard Medical School research topics on scalding (to burn the skin with liquid), July 2023, at
www.harvardhealth.edu indicated:

-scalding of the skin from hot liquids could occur at temperatures as low as 120 Fahrenheit (F).

Resident #61 was admitted to the facility in May 2024, with diagnoses including memory loss, Hypertension
(HTN: high blood pressure. When the blood pressure measures consistently above 130/80 millimeters of
mercury [mm Hg]) and Falls.

Review of the most current Minimum Data Set (MDS) assessment dated [DATE], indicated Resident #61:

-had moderate cognitive impairment as evidenced by a Brief Interview for Mental Status (BIMS) score of nine
out of 15.

-required set up assistance with eating (the ability to use suitable utensils to bring food to the mouth and
swallow food once the meal is presented on the table).

Review of the Resident's medical record indicated that Resident #61 had a Health Care Proxy (HCP- the
person chosen as the healthcare decision maker when the individual is unable to do so for themselves) in
place since 5/15/24, due to memory loss.

On 8/21/24 at 8:00 A.M., the surveyor observed that the Bayberry Unit kitchenette had a digital thermometer
chained to a shelf on the right side of the microwave.

The surveyor also observed signage taped to the microwave, undated, that indicated:

(continued on next page)
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F 0689 >For Resident Safety:

Level of Harm - Minimal harm or -Reheat hot beverages 15 seconds at a time per resident preference.
potential for actual harm
-Thermometer is located to the right of the microwave.
Residents Affected - Few
On 8/22/24 at 9:18 A.M., the surveyor observed Certified Nurses Aide (CNA) #1 heat a mug of hot cocoa for
Resident #61 using the microwave in the Bayberry Unit kitchenette. CNA #1 was observed to program the
microwave to heat the hot cocoa for one minute continuously. The surveyor observed CNA #1 remove the
hot cocoa mug from the microwave, stir the hot cocoa with a plastic spoon and then place the hot cocoa
back in the microwave and heat the mug with hot cocoa for an additional 20 seconds continuously. The
surveyor observed CNA #1 remove the mug from the microwave and serve the hot cocoa to Resident #61
without checking the temperature of the hot cocoa.

During an interview on 8/22/24 at 9:30 A.M., CNA #1 said the facility policy is to heat the drinks for only 30
seconds at a time. CNA #1 said that he had heated the hot cocoa for one minute and then for an additional
20 seconds for Resident #61. CNA #1 said he did not use the thermometer to test the hot cocoa before
giving it to Resident #61 but should have to ensure the drink was not too hot, because hot drinks could burn
the Resident.

On 8/26/24 at 8:30 A.M., the surveyor observed CNA #5 reheating a mug of hot cocoa in the microwave for
Resident #61. CNA #5 was observed to remove the mug from the microwave, stir the mug with a plastic
spoon, and deliver to the Resident without checking the temperature of the hot beverage.

During an interview on 8/26/24 at 9:15 A.M., CNA #5 said Resident #61 always asks for the hot cocoa to be
reheated. CNA #5 said she heats the mug for 30 seconds at a time until the drink is hot. CNA #5 then said
she was unable to tell what temperature the hot cocoa was at the time Resident #61 received it because she
did not use the thermometer to test the beverage. CNA #5 said the digital thermometer next to the
microwave was only used to check the temperature of the refrigerator. CNA #5 further said staff do not check
temperature for food or drink on the unit, that is something that the kitchen does.

During an interview on 8/26/24 at 9:28 A.M., Unit Manager (UM) #1 said the thermometer is next to the
microwave on the Bayberry Unit. UM #1 also said the facility policy for reheating with the microwave is
posted directly on the microwave door. UM #1 said beverages get heated for 15 seconds at a time. UM #1
further said all staff should test all beverages with the thermometer before serving to a resident, to make sure
the beverage is not too hot because beverages that are too hot could burn a resident.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 225016 Page 8 of 19



Printed: 02/11/2025
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
225016 B. Wing 08/27/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Knollwood Nursing Center 87 Briarwood Circle
Worcester, MA 01606

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0760 Ensure that residents are free from significant medication errors.
Level of Harm - Minimal harm or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42761
potential for actual harm

Based on interview, policy and record review, the facility failed to ensure that two Residents (#57 and #8) out
Residents Affected - Few of a total sample of 18 residents were free from significant medication errors.

Specifically, the facility staff failed to:

1. For Resident #57, adhere to the Physician's order to administer a one-time dose of Trulicity (medication
used to improve blood sugar control and reduce the risk of major adverse cardiovascular events in patients
with multiple risks for, or existing cardiovascular disease) when staff administered two doses of Trulicity to
the Resident over two consecutive days, which increased the Resident's risk for low blood sugar
(hypoglycemia).

2. For Resident #8, adhere to the Physician's order relative to sliding scale Insulin (progressive increase in
the pre-meal . insulin dose, based on pre-defined blood sugar ranges) administration when Humalog (type of
Insulin medication) was administered to the Resident outside of the ordered parameters for Insulin
administration, which increased the Resident's risk for hypoglycemia.

Findings include:

Review of the facility's policy titled Adverse Consequences and Medication Errors, dated 2001, and revised
April 2014, indicated:

-A medication error is defined as the preparation or administration of drugs or biologicals which is not in
accordance with Physician's orders, manufacturer specifications, or accepted professional standards and
principles of the professional(s) providing services.

1. Review of the Consumer Medication Information Summary for Trulicity, dated May 2024, indicated the
following relative to Trulicity use:

-Follow all directions given to you by your Doctor .

-Follow the instructions provided .

-Trulicity should be used once weekly, at any time of the day, with or without meals.
-You should take your Trulicity on the same day each week if you can.

-Trulicity should be used regularly on the same day each week. If you miss your dose on the usual day, and
if there are at least 3 days before your next dose is due, then take your Trulicity dose as soon as possible.

-Do not take a double dose .
-Too much Trulicity can make you feel sick or be sick.

(continued on next page)
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F 0760

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Resident #57 was admitted to the facility in June 2024, with diagnoses including Type Two Diabetes Mellitus
(DM II - condition in which the body does not produce enough insulin hormone and has trouble controlling
blood sugar levels), Hypertension (HTN: high blood pressure. When the blood pressure measures
consistently above 130/80 millimeters of mercury [mm Hg]), and Chronic Combined Systolic and Diastolic
Heart Failure (a mixed cardiomyopathy [chronic disease of the heart muscle which makes it difficult to deliver
blood to the body and can lead to heart failure] that occurs when there is a combination of both systolic and
diastolic heart failure).

Review of Resident #57's Minimum Data Set (MDS) assessment dated [DATE], indicated the following:

-The Resident was cognitively intact as evidenced by a Brief Interview for Mental Status (BIMS) score of 13
out of 15 total possible points.

-The Resident had diagnoses including Heart Failure, Hypertension, and Diabetes Mellitus.
Review of Resident #57's Physician's orders, dated 6/28/24 and renewed 7/30/24, indicated:
-Trulicity 0.75 milligrams (mg)/0.5 milliliters (ml) subcutaneous (under the skin) pen injector.
-Inject 0.75 mg by subcutaneous route every week on Sunday.

Review of Resident #57's clinical record indicated the following:

-Trulicity was not administered to the Resident, as ordered, on 8/18/24 (Sunday).

-The Nurse Practitioner (NP) gave a new order to give Trulicity now as a one-time dose and then continue
weekly on Tuesdays.

-The dose of Trulicity was administered to the Resident on 8/20/24 (Tuesday), as ordered.

-Staff administered another dose of Trulicity 0.75 mg to the Resident on 8/21/24 (Wednesday).

-Facility staff notified the Physician of the second dose of Trulicity administered on 8/21/24.

-The Physician ordered a Basic Metabolic Panel (BMP: group of blood tests that provide information about
your body's chemical balance and metabolism, including glucose [sugar]) for the following morning and for

staff to monitor the Resident's blood sugars twice daily for seven days.

During an interview on 8/21/24 at 10:30 A.M., Resident #57 said he/she has Diabetes and he/she required
medication to be injected into his/her body to help manage his/her Diabetes.
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F 0760

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 8/22/24 at 2:17 P.M., Nurse #2 said Resident #57 missed his/her dose of Trulicity on
Sunday, 8/18/24. Nurse #2 said the NP gave an order for a one-time dose of Trulicity to be administered to
Resident #57 on Tuesday, 8/20/24. Nurse #2 said she administered the dose of Trulicity to the Resident that
same day (8/20/24), but did not record the administration of the Trulicity on the Resident's Medication
Administration Record (MAR) before she left the facility for the day, so the Nurse who worked the following
shift did not know that the one-time dose of Trulicity had already been administered. Nurse #2 said since the
one-time dose of Trulicity was not recorded on the MAR as being administered, the Physician gave an order
for the one-time dose to be re-scheduled for the following day (8/21/24). Nurse #2 said a different Nurse
worked at the facility on 8/21/24, and administered Trulicity to the Resident, so the Resident received two
doses of Trulicity medication on two consecutive dates.

During an interview on 8/23/24 at 11:04 A.M., the NP said that Trulicity was a medication that was to be
administered to Resident #57 once weekly. The NP said that facility staff had administered Trulicity to the
Resident two times over two consecutive days, on 8/20/24 and 8/21/24, which was a medication error. The
NP said administering too much Trulicity could increase the Resident's risk for low blood sugars over a
period of time and that was why additional monitoring for the Resident had been ordered.

2. Resident #8 was admitted to the facility in March 2023, with diagnoses including Type Two Diabetes
Mellitus and Alzheimer's Disease (a progressive disease beginning with mild memory loss and leading to the
loss of the ability to carry on a conversation and respond to the environment, involves parts of the brain that
control thought, memory, and language).

Review of Resident #8's Diabetes Mellitus Care Plan, dated 2/15/24, indicated:

-Administer medications as ordered.

Review of Resident #8's Physician's orders, dated 11/8/23 and renewed on 8/9/24, indicated:

-Humalog KwikPen (U-100) Insulin 100 unit/milliliter (mL) subcutaneous

-Inject by subcutaneous route three times per day before meal.

Further review of the Physician's orders indicated the following sliding scale:

-Inject two units of Humalog for blood sugar of 200 - 250 (mg/dL - milligrams per deciliter).

-Inject four units of Humalog for blood sugar of 251- 300 (mg/dL).

-Inject six units of Humalog for blood sugar greater than 301 (mg/dL).

Review of Resident #8's August 2024 MAR indicated the following for 8/4/24:

-The Resident's blood sugar reading was 177 mg/dL at 7:30 A.M.

-Nurse #4 administered Humalog subcutaneously into the Resident's right abdomen.
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F 0760 -The amount/dosage of Humalog that was administered was not recorded.

Level of Harm - Minimal harm or During an interview on 8/21/24 at 7:00 A.M., the Staff Development Coordinator (SDC) said she had been
potential for actual harm covering at the facility for the Director of Nursing (DON) as the DON had been out and was in the process of
returning to work.

Residents Affected - Few
During an interview on 8/23/24 at 11:25 A.M., the surveyor and the SDC Nurse reviewed Resident #8's
Physician's orders and MAR relative to Humalog medication administration on 8/4/24. The SDC said Nurses
were required to administer Humalog to the Resident prior to meals, based on the Resident's blood sugar
reading. The SDC said the Resident would require administration of the Humalog prior to meals if his/her
blood sugar reading was 200 or higher. The SDC said that the Resident should not have received Humalog
on 8/4/24 for a blood sugar reading of 177, and that this was a medication error. The SDC also said
administering Humalog when it was not required increased the Resident's risk for low blood sugar.

During an interview on 8/22/24 at 4:17 P.M., the NP said Resident #8 required sliding scale Insulin
(Humalog) prior to meals based on the Resident's blood sugar readings. The NP said Nurses were required
to administer Humalog to the Resident in accordance with the sliding scale that was ordered. The NP said if
the Resident's blood sugar reading indicated the Humalog was not required, Nurses were not to administer
the Humalog to the Resident.

During an interview on 8/23/24 at 11:59 P.M., Nurse #4 (the Nurse working on 8/4/24) said she worked
infrequently at the facility and could not recall how much Humalog she administered to Resident #8 on 8/4/24.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 225016 Page 12 of 19



Department of Health & Human Services Printed: 02/11/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
225016 B. Wing 08/27/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Knollwood Nursing Center 87 Briarwood Circle
Worcester, MA 01606

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0804 Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.
Level of Harm - Minimal harm or 50563

potential for actual harm
Based on observation, interview, policy review, and test tray results, the facility failed to serve palatable food
Residents Affected - Some at an appetizing temperature for the residents on two units (Bayberry and Willow) out of two units.

Findings include:

During a Resident Council meeting held on 8/22/24 at 1:29 P.M., several residents said that there have been
concerns that hot foods are arriving to the units at cool/cold temperatures.

Test trays were ordered and test trays tasting were conducted by Surveyor #1 and #2 on 8/23/24.

On 8/23/24, between 8:17 A.M. and 8:28 A.M., Surveyor #1 observed the following on the Bayberry Unit:
-The Meal Tray caddy doors were left open between tray removal.

-The last resident tray was served at 8:28 A.M.

On 8/23/24 at 8:29 A.M., Surveyor #1 observed the Staff Development Coordinator (SDC) take temperatures
of the Bayberry Unit test tray and beverages and the surveyor taste tested the food and beverage items on
the tray with the following results:

-Eggs: 95.3 degrees Fahrenheit (F), cold to taste

-Sausage: 91 degrees F, cool to taste

-Toast: 87 degrees F, cool to touch and taste, soggy

On 8/23/24, between 8:16 A.M. and 8:34 A.M., Surveyor #2 observed the following on the [NAME] Unit:
-Meal Tray caddy doors were intermittently left open between tray removal.

-The last resident tray was served at 8:34 A.M.

On 8/23/24 at 8:29 A.M., Surveyor #2 observed Unit Manager (UM) #2 take temperatures of the [NAME] Unit
test tray and beverages and the surveyor taste tested the food and beverage items on the tray with the
following results:

-Hard Boiled Egg: 94.6 degrees F, lukewarm to taste

-Pureed Egg: 90.8 degrees F, cold to taste

-Ground Sausage: 88.7 degrees F, cold to taste

(continued on next page)
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F 0804 -Milk: 61.8 degrees F, lukewarm to taste

Level of Harm - Minimal harm or The test tray tasting results validated the complaints of cool/cold food voiced by the residents during

potential for actual harm Resident Council.

Residents Affected - Some During an interview on 8/27/24 at 11:30 A.M. the surveyor and the Food Service Director (FSD) reviewed the
test tray results. The FSD said he was aware of the concern for food and beverage temperatures on meal
trays. The FSD said it was important that for palatability, hot foods are served hot and cold foods are served
cold.
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm 50563

Residents Affected - Few Based on observation, interview and policy review, the facility failed to follow sanitation and food handling
practices in accordance with professional standards for food service safety in the facility's main kitchen to
prevent the risk of foodborne ilinesses.

Specifically, the facility failed to:

1. Ensure that Dietary Staff #3 performed hand hygiene (washing or sanitizing of hands) as indicated after
touching her mask while handling resident food trays.

2. Ensure that Dietary Staff #1 changed gloves between food handling and used separate utensils for
different types of food to prevent the potential for cross contamination.

Findings include:

1. Review of the facility policy titted Handwashing/Hand Hygiene, revised August 2019, indicated but was not
limited to the following:

-Use an alcohol-based hand rub containing at least 62% alcohol; or alternative soap (antimicrobial or
non-antimicrobial) and water for the following situations:

>after handling . contaminated equipment, etc.

During an observation of the kitchen tray line on 8/23/24 at 7:45 A.M., the surveyor observed Dietary Staff #3
touch her mask with bare hands while calling out resident diets to the dietary staff member serving food. The
surveyor observed Dietary Staff #3 then take a food plate from the dietary staff member without first
performing hand hygiene after touching her mask with bare hands.

During an interview on 8/23/24 at 7:48 A.M., Dietary Staff #3 said she should have performed hand hygiene
after touching her mask as this was a concern for unsanitary practice.

During an interview on 8/23/24 at 9:50 A.M., the Food Service Director (FSD) said that staff not performing
hand hygiene after touching their mask and then touching items on the resident food trays was not sanitary.

2. Review of the facility policy titled Nutrition Services Food Storage and Handling Policies and Procedures,
dated May 2019, indicated but was not limited to the following:

-Food [service] employees shall ensure contamination from food surfaces, equipment and utensils is
prevented. All food-contact surfaces .must be clean and sanitized before and between preparation of each
food item to prevent contamination and cross-contamination.

-All foods shall be served in a method that protects against potential contamination and unacceptable
microbial growth.

(continued on next page)
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F 0812 During an observation of the kitchen tray line on 8/23/24 at 7:45 A.M., the surveyor observed Dietary Staff #1
using a gloved hand to serve sausage links and toast. The surveyor further observed that Dietary Staff #1 did
Level of Harm - Minimal harm or not change gloves between touching sausage links and toast food items.

potential for actual harm
During an interview on 8/23/24 at 8:15 A.M., Dietary Staff #1 said he did not use a set of tongs for the toast
Residents Affected - Few and a different set of tongs for the sausage because he thought it would save time. Dietary Staff #2 said that
he should not have used the same gloved hand to handle the sausage links and the toast because of the risk
of cross-contamination.

During an interview on 8/23/24 at 9:50 A.M., the Food Service Director (FSD) said that the use of a gloved
hand without changing (gloves) between sausage and toast creates a risk for cross-contamination. The FSD
further said that this cross-contamination could become an issue for a resident who has a pork allergy or is
on a religious diet that does not allow pork.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 45429
potential for actual harm
Based on observation, record and policy review, and interview, the facility failed to maintain infection control
Residents Affected - Few measures to prevent the development and transmission of communicable diseases and infections for two
Residents (#25 and #225) out of a total sample of 18 residents.

Specifically, the facility staff failed to:

1. For Resident #25, appropriately store the Resident's oxygen tubing and nasal cannula (a thin flexible tube
that provides supplemental oxygen through the nose via nasal prongs) when not in use, and change the
Resident's oxygen tubing weekly as ordered by the Physician placing the Resident at risk for equipment

contamination and infection.

2. For Resident #225, failed to position the urinary catheter drainage bag (a bag used to collect urine) off the
floor to prevent the risk of contamination and infection.

Findings include:

1. Review of the facility policy for Departmental (Respiratory Therapy) - Prevention of Infection last revised
November 2011, indicated:

-change the oxygen cannula and tubing every seven days or as needed (PRN).

-keep the oxygen cannula and tubing in a plastic bag when not in use.

Resident #25 was admitted to the facility in April 2021, with diagnoses including Acute Respiratory Failure
(ARF - inadequate gas exchange by the respiratory system, meaning that oxygen, carbon dioxide, or both in
the blood cannot be kept at normal levels) with hypoxia (difficulty attaining normal blood oxygen levels),
Chronic Obstructive Pulmonary Disease (COPD: a chronic inflammatory lung disease that causes obstructed
airflow from the lungs) and Cerebral Palsy (a group of conditions that affect movement and posture caused
by brain damage to the developing brain before birth).

Review of Resident #25's Minimum Data Set (MDS) Assessment, dated 7/8/24, indicated:

-the Resident was cognitively intact as evidenced by a Brief Interview for Mental Status (BIMS) score of 14
out of 15 total possible points.

Review of the Resident #25's care plans, last revised 7/9/24 indicated:

-the Resident received oxygen therapy.

-an intervention to provide oxygen as ordered by the Physician.

-the Resident required assistance with Activities of Daily Living (ADLS - basic skills you need to perform daily
activities such as bathing, eating or dressing) due to weakness and loss of fine motor control secondary to

Cerebral Palsy.
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F 0880 Review of Resident #25's August 2024 Physician's orders indicated:
Level of Harm - Minimal harm or -the Resident was prescribed oxygen at hour of sleep (HS) and as needed (PRN) to maintain oxygen
potential for actual harm saturation (SpO2 - measure of Oxygen in the blood as a percentage of the maximum Oxygen the blood

could carry) greater than 90 percent.
Residents Affected - Few

-Change and date oxygen tubing and storage bag weekly on Sunday, during the 11 P.M. to 7 A.M. shift
(night shift).

-Check oxygen tubing every shift for date.

On 8/21/24 at 9:33 A.M., the surveyor observed Resident #25 in their room. During an interview at the time
Resident #25 said that he/she uses oxygen at night and had last used the oxygen the previous night. The
surveyor observed that Resident #25's oxygen tubing with a label that indicated the tubing had last been
changed on 8/12/24. The surveyor further observed that the oxygen tubing and nasal cannula was not stored
in a bag and was hanging in a space between the wall and a dresser.

Review of Resident #25's August 2024 Treatment Administration Record (TAR) indicated:

-that the oxygen tubing and storage bag had been changed on 8/4/24, 8/11/24, and 8/18/24

-that the oxygen tubing had been checked every shift from 8/19/24 through 8/21/24

On 8/21/24 at 9:45 A.M., the surveyor and Nurse #3 observed that Resident #25's oxygen tubing in his/her
room was unbagged and hanging off the dresser. During an interview at the time, Nurse #3 said that
Resident #25's oxygen tubing should not look like this, that it should be changed every week, and it had not
been changed.

During an interview on 8/26/24 at 10:50 A.M., the Director of Nursing (DON) said that Resident #25's oxygen
tubing should have been changed weekly and that the oxygen tubing and nasal cannula should have been
stored in a plastic bag when not in use.

50138

2. Review of the facility's policy, titled Catheter Care, Urinary, Level lll, dated 2001 with revision date 8/2022,
indicated the following:

-The purpose of this procedure is to prevent catheter-associated urinary tract infections (UTI - bacterial
infection of the urinary tract).

Infection Control:

-Be sure the catheter tubing and drainage bag are kept off the floor.

Resident #225 was admitted to the facility in August 2024, with diagnoses including Urine Retention (the
inability to completely or partially empty urine from the bladder), and Atherosclerotic Heart Disease (the

buildup of fats, cholesterol and other substances in and on the walls of the arteries).
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F 0880 Review of Resident #225's August 2024 Physician's orders indicated the following:

Level of Harm - Minimal harm or -Urinary catheter 14 French (size: 4.7-millimeter diameter) with 10 ml (milliliter) balloon, to drainage bag
potential for actual harm every shift, effective 8/13/24.

Residents Affected - Few -Macrobid (antibiotic to treat infection) 100 mg (milligram) by mouth twice a day with food for 13 doses to

treat urinary tract infection, effective 8/26/24.

Review of Resident #225's comprehensive resident centered care plans indicated the following:
>Focus: Indwelling Urinary Catheter effective 8/13/24

Interventions included:

-Use 14 French catheter with 10 ml balloon, effective 8/13/24

-Do not allow tubing or any part of the drainage system to touch the floor, effective 8/13/24
>Focus: Urinary Tract infection effective 8/26/24

Interventions included:

-Administer medications as ordered, effective 8/26/24

-Maintain Enhanced Barrier Precautions (EBP - use protective barrier gowns and gloves during high contact
resident care) due to urinary catheter as ordered to prevent spread of infection, effective 8/26/24

Further review of the comprehensive care plans did not indicate that Resident #225 had behaviors of placing
his/her urinary drainage bag on the floor.

On 8/21/24 at 7:30 A.M., the surveyor observed Resident #225 seated in the dining room with the urinary
drainage bag hanging under his/her wheelchair seat and in direct contact with the floor of the dining room.

On 8/27/24 at 9:48 A.M., the surveyor observed Resident #225 lying in bed, with eyes closed. The surveyor
further observed that the urinary drainage bag was laying flat on the floor under the Resident's bed.

During an observation and interview on 8/27/24 at 9:55 A.M., Nurse #1 said that the urinary catheter bag for
Resident #225 was not secured to the frame of the bed like it should be and was laying flat on the floor.
Nurse #1 said urinary catheter drainage bags should never make contact with the floor. Nurse #1 also said
when urinary catheter drainage bags contact the floor, it could cause the spread of infection onto the urinary
catheter.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 225016 Page 19 of 19



