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An unannounced annual and complaint survey |
was conducted at this facility from January 28, |
1/2016through February 3, 2018, The deficiencies. . A :
contalned in this report are based on " e { I
| observations, interviews, review: of residents" i
{ clinical records and review of other facility
i documentation as indicated, The facility census
the first day of the survey was 61, The Stage 2
i | sample totaled 25 residents. '

 Abbreviations used in this report are as follows: '

NHA - Nursing Home Administrator; | REC EQVE : |

i | DON- Director of Nursing; ; '

: | ADON- Assistant Director of Nursing; '

! ‘RN = Registered Nurse, - 1 FEB 17 70%
| LPN-'Licensed Practical Nurse; = -. '
| CNA - Cerfified Nurse's Aide; f COURTLAND MANOR, INC.
| MDS - Minimum Data Set-standardized " , i

assessment form Used in nursing homes; | ! ' S PRI |-
| RNAC - Registered Nurse Assessment: ! f ' < 1 '
Coordinator; o | ' : 5
'CC«Cubic:Centimenter;

{ ER - Emergency Room;

'F- Fahrenhelt: _ !
‘Acetaminophen (Tylenol) - medication for pain or |
fever;, _ _ _
‘BIMS (Brief Intetview for'Mental Status) - test to ) , i
'measure thinking ability (score 13-16=intact; | | ' ;
1 8-12 = moderate impairment; 0-7 = severe i 1
limpairment); '
'Cognitive/Cognition - mental processes, thinking; ||
‘Diabetes Mellitus - disease where blood sugar |
levels are too high; 5
‘Dementia - severe state of cognitive impalrment | ' ]
characterized by memory loss, poor judgement, : -
disorientation and personality changes;
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Any deficlency stetement end an-asterisk (*) denotes a deficlency which the Institution may be excused from correcting providing It is deternilned (Hat
other safeguards provide sufficient protection to tha patients. (See Instructions.) 'Except for nursing homes, the findings stated above are disclosable; 90 days
following thé date of Survey Whether or not & plan of correction Is provided. For nursing hiomes, the sbove findings and plans-of carrection are disclosable 14
days following the date these documents are made avallable to the facillly. -If deficlencies are cltadl, an approved plan of comecilion Is.requisite to continued
program participation.
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: An unannounced annual and complaint survey

| was conducted at this facility from January 28,
2016 through February 3, 2016. The deficiencies
contained in this report are based on
observations, interviews, review of residents'
clinical records and review of other facility
documentation as indicated. The facility census |
| the first day of the survey was 61. The Stage 2 i !
sample totaled 25 residents. |

Abbreviations used in this report are as follows:

NHA - Nursing Home Administrator; {
DON- Director of Nursing;
 ADON- Assistant Director of Nursing;
RN - Registered Nurse; . |
LLPN- Licensed Practical Nurse; [
CNA - Certified Nurse's Aide;

MDS - Minimum Data Set-standardized
assessment form used in nursing homes; |
| RNAC - Registered Nurse Assessment

| Coordinator; |
| CC - Cubic Centimenter;

I ER - Emergency Room;
' F- Fahrenheit;

Acetaminophen (Tylenol) - medication for pain or
fever;

BIMS (Brief Interview for Mental Status) - test to
measure thinking abillity (score 13-15= intact;

8-12 = moderate impairment; 0-7 = severe
impairment), {
Cognitive/Cognition - mental processes, thinking;
Diabetes Mellitus - disease where blood sugar
levels are too high;

Dementia - severe state of cognitive impairment
characterized by memory loss, poor judgement,
disorientation and personality changes,

LABORATORY DIREy‘S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE

il #’ﬁﬂ’ AN 2 15T A ToR 3/f5’//6
Any deficiency ﬁtatt(menl endlng%ﬂh an astarlsk (*) denotes a deficlency which the institution may be excused from correcting providing it is deterrhined 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 deficlencies are cited, an approved plan of correction is requisite to continued
program participation.
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F.000| Continued From page 1 F 000 |
Foley Catheter - urinary drainage device,
Incontinence - loss of control or bladder and/or
bowel. |
F 1571 483.10(b)(11) NOTIFY OF CHANGES" Fi |
S;ijD (INJUF?(Y;I(:)E)CLINE/ROO‘I-;/l ETC)G § Y A. - This was an isolated incident caused by | 02/29/2016
2 b AT ! the mistake of a single employee. The deficient
= - . . practice was corrected for R36 when nurse on
A facility must immediately inform the resident; next shift notified MD of condition change and
consult with the resident's physician; and if orders were carried out at that point.
known, notify the resident's legal representative
| oran interested family member when there is an B. - Other resident records have been reviewed!
to determine if any significant changes in :

| accident invalving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change In the resident's
| physical, mental, or psychosocial status (i.e., a
| deterioration in health, mental, or psychosocial
| status in‘either life threatening conditions or
clinical compllcatlons) a need to alter treatment
| significantly (i.e., a need to discontinue an
I existing form of ireatment due to adverse
| consequences, or to commence a new form of
| treatmeﬁt] or a decision to transfer or dlscharge
' the resident from the facility as specified in
| §483.12(a).
1

| The facility must also promptly notify the resident

| and, if known, the resident's legal representatlve

or interested famlly member when there is a

change in room or roommate assignment as

specified in §483.15(e)(2); or a change in

reS|dent rights under Federal or State law or

regu!atlons as specified in paragraph (b)(1) of
f this section,

The faciilty must record and periodically update
the address and phone number of the resident's
legal representative or interested family member,

|
r

condition has occurred and to ensure MD or
NP were notified. No other residents have been
affected.

C. - DON/RNAC will re in-service staff on the
need to immediately notify the physician of

change in resident condition. This in-service |
will occur 1x to meet POC completion date and ;
staff will be notified during audits as identified
in Section D. i

1

D. - Since this was determined to be an i
isolated incident caused by a single employee ]
mistake the ADON, RNAC, or House
Supervisor will continue to monitor, through
audits of records, for significant condition
changes of residents. In addition, the ADON,
RNAC or House Supervisor will assure, again
through audits, that the MD or NP have been
notified and orders are carried out
appropriately. Negative findings will be brought
to DON's attention for immediate correction.
These audits will be conducted randomly on 6
charts per month over a 3 month period in an
attempt to achieve a 100% success rate.
Findings over the 3 month evaluation period
will be brought to QA for further discussion.
Facility will continue this review until 100%
success rate is achieved and then move to 3
charts being randomly reviewed monthly to
ensure continued compliance. ',;
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This REQUIREMENT s not met as evidenced :
by:

Based on record review and interview it was
determined that for one (R36) out of 25 sampled
residents it was determined that the physician
was not consulted for a change of status in
urinary function and implementation of an
invasive procedure. Findings include:

The following was reviewed in R36's clinical
record: I

| January 2016 - Physiclan's orders included
changing the Foley catheter monthly but did not
include reference to irrigation or flushing of the
the catheter.

1/27/16 11:00 PM - A nurse's note documented
that the: Foley catheter was flushed at 11:00 PM.
There was. no documentation as to why the Foley
needed to be flushed. There was no evidence the
physician was consulted before the procedure:
| was conducted.

2/1/16 3:45 PM - Interview with E8 (LPN)
revealed that during her shift [3-11 PM on
1/27/16] the resident only had 300 cc of output in
the urine bag which was not enough. The next
time the bag was checked there was nothing in it
and the bed was all wet. E10 (RN) the supervisor
was there and said she would irrigate the catheter
that something must be clogged up.

2/2/16 6:20 AM - Interview with E9 (LPN) '
revealed that when she came to work [
Wednesday night (11:00 PM on 1/27/16) she
received in report that the resident had some
blood in the catheter but was unaware thatthe |
catheter had been flushed. E9 went on to state |
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! that a larger amount of blood was observed in the
drainage collection bag at the'end of her shift, the {
physician was notified at that time and an order
‘was received to transfer the resident to the ER for
evaluation, ;

2/03/16 10:53 AM - Interview with E2 (DON) |1
_confirmed that there should have been a
physician's order to do an irrigation / flush of the l
Foley catheter. '
These findings were reviewed with E1 (NHA) and 1
E2 on 2/3/16 at 2:30 PM.

F 164 | 483.10(e), 483.75(1)(4) PERSONAL F164| , _ . )
Ss=0  PRIVACYICONFIDENTIALITY OF RECORDS et -l ey
. . being violated. There was no break in privacy

The resident has the right to personal privacy and| or confidentiality of records. The employee
confidentiality of his or her personal and clinical | involved used poor judgment as it relates to a
records: sensitive issue regarding SS1. Corrective

{ action was taken by inservicing staff member,

Personal privacy includes accommodations, after deficient practice had occurred. i

medical treatment, written and telephone

communications, personal care, visits, and B. - At the present time no other residents were |

affected by the deficient practice due to the fact

.;neetlngf of Em]%a';g r?ts'dtent grc;;ps bt t?;s that this was an isolated Incident involving one

068 not regulire theTaclily 1o proviae a p”va | resident, therefore we are unable to provide

room for each resident. corrective action to address the deficient
practice. '

Except as provided in paragraph (e)(3) of this

section, the resident may approve or refuse the C. - Activity staff will be in-serviced, by Activity

release of personal and clinical records to any Director, on proper procedure on asking when

residents need assistance as well as sensitivity
training to assure that corrective action is

The resident's right to refuse release of personal | taken. In addition, a cow bell will be placed in
the dining area for staff to use in the event

?:sdi dﬂwt'ci;:lt::r?soflgrs; ed dote: :ﬁét{;g ?lr)g;n:ncg: assistance is needed and additional staff is not
T . f in close proximity.
Institution; or record release is required by law. P ¢

individual outside the facility.

The facility must keep confidential all information
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contained in the resident's records, regardless of | [_
the form or storage methods, except when -

healthcare institution; law; third party payment
contract; or the resident,

by: I changes are needed.

Based on observation it was determined that the
facility failed to ensure personal privacy for 1
(8S1) out of 25 sampled residents when a staff
member yelled in the hallway that a resident was

' "soaking wet" [indicating the resident was
incontinent and needed to be changed]. Findings
| include:

| 1/28/16 at 11:40 AM observation revealed While
the surveyor and E14 (CNA) were at the D-wing
nursing station, a female [determined later to be
E13 from Activities] yelled from the dining room "|
got one for you. (8S1's name) is soaking wet".

11/28/16 at 11:45 AM observation revealed E13
| yelled again from the dining room “[E14's first
name), (SS1's name) is soaking wet".

1/29/16 During an Interview with E14, and E19
(RNy present, when asked what was the process
for a staff member in the dining room informing. |
the CNA at the nursing station that a resident:
needed incontinence care; E14 said the staff
member should approach the CNA and tell them
quietly. E14 said he got upset yesterday when
E13 yelled that SS1 was "soaking wet".

These findings were reviewed with E1 (NHA) and
E2 (DON) on 2/3/16 at 2:30 PM.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMBER: A BUILDING COMPLETED
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| {
F 164 | Continued From page 4 ) F 164 ) D. - Activity Director will observe activity staff

| daily to assure compliance is maintained. After

a 3 month evaluation period it will be

; : : : | determined if a 100% success rate has been

release is required by transfer to another | 1 achieved. Once 100% success rate is achieved

IActivity Director will observe activity staff 2x a |

{ week over a 3 month evaluation period on an

ongoing basis. Findings will be reported at QA

quarterly for review and discussion of

This REQUIREMENT s not met as evidenced maintained compliance and to see if necessary
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F 25_3 .483.1 5(h)(_2_) HOUSEKEEPING & F 283| A. - Survey team members identified 8 sinks 03/04/2016
8s=8 | MAINTENANCE SERVICES areas that need attention in resident rooms.

Facility's current procedure has rooms checked
weekly for needed repairs. Identified areas are
placed on rotation, based on materiais needed,
in order to complete needed repairs. Several
sinks already have been replaced at this time.
A majority of repairs to those 8 identified areas
were completed prior to survey exit and
additional repairs are scheduled.

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by: i
| Based on observation it was determined that the |
facility failed to provide housekeeping and |
maintenance services for 8 (308, 313, 317, 321,
1327, 404, 410, and 418) out of 28 rooms.
Flndings include:

|B. - Weekly maintenance log was reviewsd with
maintenance staff prior to survey exit and no
additional areas needed repair. All identified
areas have been repaired at this time.

C. - Housekeeping communication log will be
developed to communicate any additional
concerns that arise prior to weekly checks
being completed. Administration will do weekly
| walk throughs to be sure repalrs are being

Observatlons «during Stage 1 (01/28/16 and
01/29/116 from 7:30 AM to 4:00 PM) and on an
environmental tour on 02/02/16 from 11:48 AM to

12:03 PM and revealed the f_ollow!ng E completed.

-Rm 308 - laminate broken off the left side of the | | D. - Corrective action will be taken as needed,
sink counter | | on an immediate basis, any negative findings
-Rm 313 - laminate broken off the left side of the | 1 by Administration will be reviewed with

maintenance routinely as well as during QA
| quarterly for review and discussion of
maintained compliance and to see if necessary
changes are needed.

sink counter

-Rm 317 - laminate peeling off of the sink counter

-Rm 321 - laminate peeling off of the sink counter

front and left side

| .-Rm 327 - laminate peéling off of the sink counter

| front and left side

i ~Rm 404 - towel bar mounted on the sink counter
is loose -

-Rm '410:- rust stain on back left corner of the
sink, separation of the caulk around the sink, and

| towel bar mounted on the sink counter is loose
-Rm 418 - rust stain on back left comner of the

sink, separation of the caulk around the sink, and

the towel bar mounted on the sink counter is
loose

!
L
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| Findings were reviewed with E1 (NHA) on
| 02/03/16 at 11:10 AM.

| Findings were.also reviewed with E1 and E2
| (DON}) on 02/03/16 at 2:30 PM.

F272 | 483, 20(b)(1) COMPREHENSIVE F272 A. - The correct coding was amended for 02/29/2016
55=D | ASSESSMENTS resident 61 and the resident was not affected
| . y - N by the deficient practice. It was a
i The facility must conduct initially and periodically documentation error.
a comprehensive, accurate, standardized
reproducible assessment of each resldent' _ B. - Current MDS's are being reviewed for

| miscoding of orai/dental status. No other

' functional capacity,
P residents have been affected at this time by the |

A facility must make a comprehensive miscoding.
assessment of a resident's needs, using the . . L

' C. - This was an isolated incident and the
resident assessment instrument (RAI) specified RNAC has been re-educated by the DON, on
by the State. The assessment must include at the correct coding on dental status.
least the following:
Identiflcatlon and demographic information; D. - Dental coding is coded on a yearly or
Cpstomary routine; change of status MDS. The DON/ADON will
Cognitive patterns; check the MDS dental coding on a weekly
Communication; ; basis as resident MDS's become due. This will
Vision: [ | be an ongoing process to maintain compliance.

Mood :and behavior patterns;

Psychosocial well-being; [
Physical functioning and structural problems; {
Continence, i
Disease diagnosis and health conditlons;
Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications; |
Special treatments and procedures; |
Discharge potential, I

Documentation of summary information regarding |
the additional assessment performed on the care
| areas triggered by the completion of the Minimum |
[ ; |
Facility (D: DE0040 If continuation sheet Page 7 of 18
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Continued From page 7

Data Set (MDS); and
Documentation of participation in assessment.

This REQUIREMENT .is not met as evidenced
by:

Based on observation, record review and
interview it was determlned that the facmty failed
' to conduct an accurate oral assessment in an

of 26 sampled residents. ‘Findings include:

'R61's admission MDS (5/18/15) documented i
the Oral Dental Status section that the resident.
"had no natural teeth or tooth fragments.

1/28/16 observation and intérview with R61 at
2110 PM revealed R61 had 6-8 bottom front teeth
and no other teeth. The resident stated she
never had dentures and denied pain or pro_blems

with eating.

| 2/1/16 interview at 1:20 PM with E5 (RNAC) who
confirmed the MDS error stating the resident
refused to allow direct observation on admission
and the resident denied having teeth.

This finding was reviewed with E1 (NHA) and E2
(DON) on 2/3/16 at 2:30 PM.

483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged

initial comprehensive assessment for 1 (R61) out |

|
|
' |=272r
|
|

|
|

f

|

F 2801 A 1. - R10 had their care plan updated the 02/29/2016

same day the surveyor brought it to our
attention. The approach was being done it just
was not documented on the care plan.
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incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and freatment or
changes in ¢are and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an

'physician, a registered nurse with responsibility
for the resident, and other appropriate staff in

legal representative; and periodically reviewed

and revised by a team of qualified persons after

each assessment.

This REQUIREMENT ‘is not met as evidenced
by:
Based on record review, observation and

25 sampled residents to reflect current care
needs. Findings include:

Cross Refer F464

clinical record:

3/27/08 - R10 was admitted to the facility with
multiple diagnoses including dementia and
diabetes mellitus.

1/15/16 Quarterly MDS stated resident had

interdisciplinary team, that includes the attending

disciplines as determined by the resident's heeds,
and, to:the extent practicable, the participation of
the resident, the resident's family or the resident's

‘interview it was determined that the facility failed
to revise the care plan for 2 (R10 and R35) out of

1. The following information was found in R10's

severe cognitive impairment with a BIMS score of

same day the surveyor brought it to our
attention, The approach was being dane it just
was not documented on the care plan.

| B 1. - No other residents have been affected by
i this deficient practice. Care plans will be
reviewed at care plan meetings to insure all
approaches are being utilized and documented. '

B 2. - No other residents have been affected by E
this deficient practice. Care pians will be
reviewed at care plan meetings to insure all
| approaches are being utilized and documented.

| C 1. - The RNAC was re-in serviced, by DON,
{ on documenting any new approaches to the
i care plans.

|

C 2. - The RNAC was re-in serviced, by DON,
on documenting any new approaches to the
| care plans.

D 1. - The DON/ADON will randomly check 4
care plans weekly for any new approaches
needed. In addition, care plans will continue to
be reviewed weekly during care conferences
and any adjustments are made at that time as
well. This is a current facility procedure that will
continue on an ongoing basls.

D 2. - The DON/ADON will randomly check 4
care plans weekly for any new approaches
needed. In addition, care plans will continue to
be reviewed weekly during care conferences
and any adjustments are made at that time as
well, This is a current facility procedure that will
continue on an ongoing basis.
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7 out of 15,

| R10's care plan problem for behavioral symptoms
| (initiated. 4/1/08, last reviewed 1/20/16) included

taking food from other residents with approaches
of close visual supervision, distraction, ensure all
items in public areas are put away, psychiatric
evaluation as needed. Care plan reassessment
on 1/20/16 documented that R10 continued to
take food from others.

2/1/16 interview at 1:24 PM with E4 (ADON) who
stated the reason R10 sits alone was that the
resident eats other resident's food. E4 and ES
(RNAC) were informed the care plan did not:
address the need for the resident to sit alone.

2/1/16 at 1:53 PM - E5 informed the surveyor that
the DON would return the care plan to E5 when
revisions were completed.

2/1/16 at 2:30 PM care plan now included an
| approach for serving meals with other residents
| at separate seating.

R10's care plan was not updated to include
seating the resident away from others as he
would eat their food until brought to the facility's
attention by the surveyor.

2. The following was reviewed for R35:

1/28/16 from 11:40 AM - 12:40 PM and 1/29/16
from 11:30 AM - 12:30 PM meal observations
found that the resident ate her puree diet with
pudding thickened liquids with her left hand, using |
primarily the index finger. |

|
|

F2BO'I
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F 280 | Continued From page 10 ( F 280
R35's care plan problem for feeding within the .i
| nutrition problem (initiation 12/11/14, last |
| reviewed 1/18/16) included that the resident had |
| an adamant desire to feed herself with her fingers |
despite attempts to encourage her to use
utensils.
2/1/15 observation starting at 8:50 AM revealed
R35 sitting in a merry walker in the dining /
activity area, R35 was transferred to a geri chair |
| used for lunch at 11:50 AM without being taken |
| into her own room for incontinence care or |
handwashing. There was no observation of
washing or wiping the resident's left hand.
2/1/16 interview with E12 (LPN) at 1:20 PM with |
ES (RNAC) present during the discussion and {
“both were aware of the observation and the care |
plan lacking the provision of the resident's hand
hygiene.
} 2/2/16 at 10;40 AM - R35's care plan now [
included an approach to wash the resident's |
hands before and after meals. f
These findings were reviewed with E1 (NHA) and t
E2 (DON) on 2/3/16 at 2:30 PM. ‘ o R v
4 f £ .- This was an Isolatea Inclaent cause Yy the
F 30.9 48%22§ RO\QDE CARE/SERV"CES FOR F309 mistake of a single employee. The deficient practice | 02/29/2016
§s=D | HIGHEST WELL BEING was corrected for R36 when physician was later
) consulted and orders were carrled out at that time.
‘Each resident must receive and the facility must
provide the necessary care and services to attain 'g-t- Other refsidentt;ecorfs h%\’e be;grf:‘ggnvzgg :Od
H i H H | etermine of any other proceaures ©
o‘r maintain the hlgheSt.p raCticabI.e physnoal, ‘without a physician's orders. No other residents
mental, and psychosocial well-being, In have bean affected.
accordance with the comprehensive assessment -
and plan of care. C. - Staff wlll be rein-serviced, by DON and RNAC,
' on the need for physician or NP order before
procedure Is complete,
|
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F 308 | Continued From page 11 F 309 D. - ADON, RNAC or house supervisor will
: 2 continue to monitor significant resident
This REQUIREMENT is not met as evidenced | °°£'diti°” changes a’c"d K’ ass”ret.phy?icc;?”
g orders were reviewed. Any negative tindings
bgésed on record review and interview it was 'i il be brought fo DON s atiertion for
immediate correction. Since this was
* determined that for one (R36) out of 25 sampled determined to be an isolated incident facility will
| residents the facility failed to provide: the randomly review 3 charts weekly, for any
necessary care and services In accordance with procedure without doctors orders being
the physician's plan:of care. The facility failed to completed, over the next 2 months. Once 100%
ensure that staff only performed a procedure with 'success rate is achieved. We wili randomly
a physician's order. Findings include: \ check 3 charts monthly. Flow sheet will be used
F - o ' ' ‘to monitor success and reviewed by the DON
The following was reviewed in R36's clinical weekly.
record:
January 2016 - Physician's orders included
‘changing the Foley catheter monthly but did not
include reference for irrigation or flushing of the i
catheter. i
1/27/16 11:00 PM - A nurse's note documented ,|
that the Foley catheter was flushed at 11:00 PM.
There was no documentation as to why the Foley
nneeded to be flushed. There was no evidence the
physician was consulted before the procedure
was conducted.
| 1/28/16 6:50 AM - A nurse's note documented |
300 cc of bloody urine in: the drainage- bag.
2/1/16 3:45 PM During an interview with E8 (LPN) |
it was revealed that during her shift [3--11,
F 1/27/186] the resident only had 300 cc of output in
the urine bag which was not enough. The next
time the bag was checked there was nothing in it
and the bed was all wet. E10 (RN) the supervisor
was there and said she would irrigate the catheter
that something must be clogged up. !
2/2/16 6:20 AM During an interview with E9 (LPN) [
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| |
F 309 | Continued From page 12 F 309
| revealed that when she came to work
Wednesday night [1/27/16] she received in report
that the resident had some blood in the catheter |
but was unaware that the catheter had been ’
flushed. She monitored R36 for urine flow: E9 i
stated in the morning there was more biood in the |
bag. This was reported to the supervisor who
called the doctor. The resident was sent to-the
ER for evaluation.
| 2/03/16 10:53 AM During an interview with E2
(DON) she confirmed that there should have
been a physician's order to do an irrigation / fiush
1 of the Foley catheter. It was also confirmed that
| the nurse who did the flush should have
h documented her assessment and the procedure.
l The facility failed to ensure the plan of care was
followed when a nurse provided a treatment that
[ was not ordered,
‘These findings were reviewed with E1 (NHA) and
E2 on 2/3/16 at 2:30 PM.
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR F 3641, _g . i
4 i e : U . - Surveyor took temperature of resident's plate 18 02/29/2016
ss=D | PALATABLE/ PREFER TEMP minutas after meal was completed. Since temperatures
were taken after meal service, and not as resident was
Each resident receives and the facllity provides belng fed, accuracy of meal temperatures could not be
obtained. Therefore, we are unable to determine if R17
food prepared by methods that conserve nutritive | was affected and we are unable to provide corrective
value, flavor, and appearance; and food that is | action, at this time, to address the deficient practice.
palatable, attractive, and at the proper
terriperature B. - No other residents were affected by the deficlent
| ' ‘ practica due to the fact that all residents were fed
therefore we are unable to provide corrective action to
f address the deficlent practice,
g—h,is REQUIREMENT s not met as evidenced C. - Residents that have to be fed will be served their
y: ; . . meals In courses if meal Is deemed appropriate. (l.e.
Based on dining observation it was determined soups/cereals will be served first before entree). This
that the facility failed to provide food that was will assure that meals are provided at proper
palatable and served at the proper temperature jomperatres
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F 364 | D. - Dietary management will note feeding
times and temperatures before and after meals

i
|
P |
FF 364 | Continued From page 13 |
" 'on 3 random residents daily over a 2 month
|
|
'1.
|
|

for 1 randomly observed resident's [R17] food.
Findings include:

evaluation period. When 100% success rate is
achieved feeding times and temperatures
before and after meals will be taken on 3
random residents weekly. This will continue
ongoing to maintain compliance. Flow sheet
will be reviewed at QA quarterly for review and
| discussion of maintained compliance, and to
see if necessary changes are needed.

| During the breakfast dining observation in the
main dining room on 1/28/16 from 7:30 AM to
| 8:07 AM the following was observed:

| At 7:35 AM E6 CNA was observed feeding R17
| a plate of puree breakfast, that included, hot
cereal which appeared cold as evidenced by a

| firm congealed appearance and creamed chipped |
beef which appeared to have formed a firm
gelatinous exterior from cooling.

At7:45 AM E7 CNA relieved E6 from feeding
R17's breakfast and E7 began feeding R17, At
7;47 AM, E7 was asked how long R17 had been
eating and E7 stated "since about 7:00 AM", E6
was standing at the same table recording meal
percentages and confirmed that she had been
feéding R17 since 7:00 AM. ~

At!8:05 AM when dietary staff removed R17's
plate, immediately after R17 was finished being
| fed the temperatures were the following; hot
cereal 78.7 F, creamed chipped beef 74.0 F.

On 2/3/16 a test tray was done using pureed

breakfast foods similar to what would be served

to'R17. Initially the puree breakfast served was

“measured af the following temperatures; sausage

'123.1 F, hot cereal 151.2 F, french toast 140.1 F.

| After 47 minutes, the same duration which R17

| was fed her puree breakfast during the first ‘
observation, the sausage was 75.8 F, hot cereal |
93.6 and the french toast was 84.4 F, the l
sausage was forming a congealed layer, all were

‘ cool too taste, and unpalatable. }

!
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| The facility failed to provide R17's food during
| the breakfast dining observations that was
[ palatable and served at the proper temperature, 1

f This finding was reviewed with E1 (NHA) and E2 ]

| (DON) on 2/3/16 at 2:30 PM.
F 431 483-60(13), (d), (e) DRUG RECORDS, FA431 a1, -The expired medication in question had been | n2/29/2016 '
ss=D | LABEL/STORE DRUGS & BIOLOGICALS removed from the cart the same day the surveyor '
found it. The inhaler was unmarked/uniabeled
i because the nurse had pulled the label In order to
Th.e faCl||t)' must employ = thai? tp]e services of dispose of the inhaler. There was no Intention to use
a licensed pharmacist whol estap_ls es a system medication any further.
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an A 2.-The 2 day outdated acetaminophen was
accurate reconciliation; and determines that drug removed frorp the medication cart immediately after
d In ord d th t of all being found. No residents were affected due to the
records are in order and that an account of a “fact the medication was not glven,
controlled drugs is maintained and periodically -
[ reconciled. B 1. - All medication carts were Inspected for further
expired inhalers and none were found.
D_FUQS and biologicals u'S.ed in the fa_‘Cll'ty_ _mUSt be | B 2. - All medication carts were inspected for further
labeled in accordance with currently accepted | expired acetaminophen and none were found.

professional principles, and include the -
C 1. - The ADON and House Supervisor will

appropriate accessory and cautionary ;

instructions, and the expiration date when E’Qf;'c"alzg:;_"ses o piops diEposal ehietiicStad
applicable.
C 2. - The ADON and House Supervisor will

In accordance with State and Federal laws, the in-service nurses on proper disposal of out dated

facility must store all drugs and biologicals in SCICatione;
locked compartments under proper temperature D 1. - The ADON will check medication carts dally for
controls, and permit only authorized personnel to any out of date medicatlon utilizing a in house flow

sheet tool. Negatlive findings will be reported to DON
immediately. Audits will be reviewed monthly to

o , determine If 100% success rate was achieved. Thls
The facility must provide separately locked, will be a continue, ongolng process.

permanently affixed compartments for storage of
controlled drugs listed in Schedule I of the

have access to the keys.

D 2. - The ADON will check medication carts daily for
any out of date medication utilizing a In house flow 1

Comprehensive Drug Abuse Prevention and .
Gonirol Act of 1976 and other drugs sublect to el Auclts wil bevoviowed monthly (o
| abuse, except when the facility uses single unit | determine if 100% success rate was achleved. This
package drug distribution systems in which the | | will be a continue, ongoing process. ‘
| | |
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F 431 ] Continued From pagse 15 | F 431
quantity stored is minimal and a missing dosé can
| be readily detected.
This REQUIREMENT is not met as evidenced
by:
Based on observation and interview it was
determined that the facility failed to ensure 2 out
of 3 medication carts were free of expired and/or
unlabeled medications. Findings include:
1. An observation was made on 02/02/16 at
10:00 AM of an unlabeled inhaler of Ventolin HFA |
in the B-wing medication cart. An interview with
£18 on.02/02/16 at 11;30 AM confirmed this
finding. E18 disposed of the inhaler at the time of
the interview.
2. An observation was made on 02/02/16 at
10:20 AM of a bottle of 500 mg caplets of
Acetaminophen with an expiration date of 1/16.
This finding was reviewed with E4 (ADON) on
02/03/16 at 2:30 PM. |
Findings were reviewed with E1 (NHA) and E2 |
(DON) on 02/03/16 at 2:30 PM.
F 463 | 483.70(f) RESIDENT CALL SYSTEM - F 463 )
A 1. - Repairs to Room 407 were made 02/29/2016
§$8=D ROOMS”O|LET/BATH immediately. Call lights continue to be part of
. the facilities weekly maintenance check.
| The nurses' station must be equipped to receive
resident calls through a communication system A 2. - Repairs to Room 410 were made
| from resident rooms; and toilet and bathing immediately. Call tights continue to be part of
{ facilities. the facilities weekly maintenance check. Il
| B 1. - When the findings were reported to the |
| e , . .
t Th!S REQU'REMENT is not met as evidenced facility the maintenance staff did and audit on
i by: ’ all rooms and bathrooms no other rooms were
Ji y: | affected. ‘

ol
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F 4863 | Continued From page 16 F 463! B 2. - When the findings were reported to the
Based on observation and interview it was facility the maintenance staff did and audit on
determined that the facility failed to maintain oo SiANC BeIEomS [0 SMSFEDOMEITE
bathroom emergency call bells for 2 (Room 407 | '
;and Room 410) out of 28 rooms reviewed were C 1. - Weekly maintenance log was reviewed
functional. Findings include: with maintenance staff prior to survey exit and
' current facility procedure was deemed to be
1. 1/28/16-at 10:26 AM observation of Room appropriate. Random audits will be completed
407's bathroom emergency call bell, when weekly on 6 areas by Administration for
activated by the surveyor, lit up on the device in additional checks on call beils. This will be an

\the bathroom, however the red blinking light in ongoing process.

the hallway did not illuminate. The activated G121, TS iy mBiitemacs |Gg"WaE] cHlawad
-bathrpom call bell would not alert staff to an with maintenance staff prior to survey exit and
) emergency. current facility procedure was deemed to be
appropriate. Random audits will be completed
weekly on § areas by Administration for

1/28/16 at 10:30 AM Interview with E11

(Malntenance) was informed about the additional checks on call bells. This willbe an. |
non-functional bathroom emergency call bell. ongoing process.
1”/28/;1_6 at 11:00 AM [nterview with E12 | D 1. - Maintenance staff was in-serviced, by

Administration, on the importance of keeping

Maintenance) who informed the surveyor the cait .
( Jowtiodnio y . call bells in working order for "staff" on D wing-

bell “?as \g\{orking and asked if the S A in case of emergencies. Corrective action will
' wantpd-to _'o’bserve. When I.E12 asked E11 (who l || be taken as needed, on an immediate basis.
| was in the bathroom replacing the call belf onto | Negative findings will be reviewed with

|

the wall) to activate it, no lights illuminated in the | Administration routinely as well as QA quarterly
hallway. After an adjustment of wiring, the call for review & discussion of maintalned

bell was fully functional. compliance and to see if necessary changes
e : | are needed.

2. 1/28/16 at 10:17:AM observation of Room _
410's bathroom emergency call bell, when D 2. - Maintenance staff was in-serviced, by
activated by the surveyor, lit up on the device in Administration, on the importance of kesping

the bathroom, however the red blinking light In | call bells in working order for "staff” on D wing
| in case of emergencies. Corrective action will

‘the hallway did not illuminate. The activated | ormion B [Edee! cnenfimmesials bask:
r bathroom call bell would not alert staff to an ] Negative findings will be reviewed with
| emergency. Administration routinely as well as QA quarterly
for review & discussion of maintained
1/28/16 at 10: 24 AM observation of E11 was | compliance and to see if necessary changes
repairing something in another room in the unit | are needed.

‘ and was informed about R35's non-functional [
| bathroom emergency call bell. | [
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1/28/16-at 10:35 AM observation of E11 who
changed the hallway light bulb(s) and the
bathroom call bell was fully functional afterward.,

The facility failed to ensure bathroom emergency
call bells were functional in two resident
‘bathrooms.

These findings were reviewed with E1 (NHA) and
E2 (DON) on 2/3/16 at 2:30 PM. ,

i
|
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DATE SURVEY COMPLETED: February 3, 2016

COMPLETION

'STATEMENT OF DEFICIENCIES

Specific Deficiencies

OF DEFICIENCIES -

ADMINISTRATOR'’S PLAN FOR
CORRECTION

DATE

The State Report incorporates by

reference and also cltes the findings
specified in the Federal Report.

An tinannounced annual and comp]alnt survey
was conducted at this facility from January
28,2016 through February 3,2016. The -
defiiencies contained in this report are based
on observations, interviews, review of
residents' clinical records and review of other
faclhty documentation as indicated. The
faclhty census the first day of the survey was

61. Thc Stage 2 sample totaled 25 residents; -

Regulations for Skilled and Intermed:ate

Nursmg fac:litles shall be subject to all.
appjicable local, state and federal code -
requirements. The provisions of 42 CFR
Ch.iV Part 483, Subpart B, requirements
for Long Term Care Facllitl&s and any
amqndments or modifications thereto, are
hareby adopted as the regulatory
requirements for skilled and intermediate
care nursing facilities in Delaware.
Suhpart B of Part 483 s hereby referred
to,'and made part of this Regulation, as if
fully set out herein. All applicable code
req ulrema nts of the State Fire Prevention
Commission are hereby adopted and
incorporated by reference.

Thns requirement is not met as evidenced
by: Cross Refer to the CMS 2567-L survey
completed February 3, 2016 2016 F157,
F164, F253, F272, F280, F309, F364, F431

and F463

SECTION
~
3201
Care Facilities
3201.1.0 Scope
| 3201.1.2

Cross refer to the CMS
2567-L survey ending
2/03/2016 F157, F164, -
F253, F272, F280, F309
F364, F431, and F463
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