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F 000 | INITIAL COMMENTS F 000
| | !
| An unannounced annual and complaint survey |
| was conducted at this facllity from February 2, . |
1 2015 through February 6, 2016, The deficlencles ;
' contalned In this report are based on
' observations, Interviews, review of residents'
clinical records and review of other facllity !
documentation as Indlcated, The facliity census |
the firat day of the survey was 62, The Stage 2
gample totaled 26 residents.
|
' Abbreviations used In this report are as follows: l‘ '
|
NHA - Nursing Home Administrator;
. DON- Director of Nursing;
| ADON- Asslstant Director of Nursing; ‘
i RN - Reglstered Nurse, |
LPN- Licensed Practical Nurss, |
CNA - Certifled Nurse's Alde; \
MDS - Minimum Data Set-standardized
assessment form used In nursing homes;
| RNAC - Reglstered Nurse Agsessment
Coordinator, .
F - Fahrenhelt 1
F 241 453.15(5) DIGNlTY AND RESPECT OF F 241 1[ R El;ndl'ﬁ Il.’id\r«rlll nTnilnln lnhl!?hl}?olgla con_::l‘iormwl:‘omon 03/1 5/1 5
B n Mg {
§§30 INDIVIDUALITY : L?i:c:dnin ;:sn: ;ro:i:ﬂ;? :l the lsbia?to a!loy\rav slaff to ssalel ]
| The IIIty " " ‘ dents | r bolh residents simullaneously.
a facllity must promote care for residents in a .
' manner and in en envlronment that maintalns or | Rodents o D g e ants ba seciss, EEEES
| enhances each resident's dignity and respect n An atated above, R & and R 43 ware placod n ove
full recanmon of his or her mdlkuam)" prc:u:-liw ot l.h:efahie. Dletary and Nl.llarutnn Stalfwill be
I {n-aarvicad on hw to continually maniler lg assure hat food |
| :‘e?lzld 'zl;'}lﬂﬁ\ |: fronl of & particuler resldent for a prolanged
This REQUIREMENT s hot met as evidenced ! . ' _l
l by: ' | The ADON or Distary b gor will { random nudils l
| Based on observatlon it was determined that the | | wosidy o 1 monkn ren 2 8 mEn SR
facllity falled to promoto dining In a manner that Mmlanlrulorn wltontion and also roviswod during QA
| anhanced dignity for two (R6 and R43) out of 25 quarterly.
! | |
(ADORATORY DIPEGTOR'G OR PROVIDER/SURPLIER REPRESENTATIVE'S BIGNATURE TITLE (8) DATE
%23 q M ADMIp1sT AL /s

L A
Any doficlandy statement andfigrwith an asterisk (°) denoles a deliclancy which tha insiliution may be excused from correcling providing It 1s dotorminod that
other uarnuu?r‘ds provide sufficlont protection to the patiante, (See Insiructions.) Excopt for nuraing homes, the findings stated sbove are disclosable 90!“7'
following the dat of survey whether or not a plen of corroclion Ie provided, For nursing homas, the above findings and plans of corrootlon ara d'“‘“':‘b 0 ;4
days following (he date Ihese documents are made avallabie to the tacllity, |f deficlencies are clied, 8n spproved plan of gorreation la ragulste to continud
progrem patlclpation,
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F 241 Continued From page 1
stage 2 sampled residents. Findings include:

During the 13t dining observation in D wing (10
residents reside In this unit) on 2/2/16 from 12:07
PMto 12:46 PM:

|

1. R8 sat at a table with her food In front of her |

| while her table mate R43 was fed, R8 was not |
assisted to eat for approximately 30,minutes untll

| R43 was finished eating. '

During the 2nd dining observation in D wing on
2/4/16 from 12:11 PM to 12:66 PM:

(2 R43 sat at the tabla with her food In front of her |
whlle table mate R6 was fed. R43 was not

| geslsted to eat for approximately 44 minutes untll

' R6 was fInished sating,

Findings were reviewed during the Informal exit ]
on 2/6/16 at approximately 4:46 PM with E1
| (NHA), E2 (DON) and E3 (Assistant NHA), i
F 246 483.15(0)(1) REASONABLE ACCOMMODATION |
ss=E: OF NEEDS/PREFERENCES

| A resident has the right to reside and recelve

| services In the facllity with reasonable

. accommodatlons of Indlvidual needs and !
preferences, except when the health or gafety of !

. the Indlvidual or other residents would be

: endangered,

! Ihis REQUIREMENT Is hot met as evidenced |
y: .
. Based on observation end interview, It was !

F 244 |

[
F 246

|
There Is no direct regulation to length of pufl cords
that ls dictated by CMS or the Stale of Delaware

" at thig time. Al pull cords In Identifled bathrooms
have been given extensions,

03/16/15

- All bathrooms have been evaluated so there le no |
i potentlal for other resldents to be affacted at this |
'time, '
| Bathroom call bell cords will be evaluated weekly !
; by Malntenance Staff to assure that compllance Is

; maintalined. ‘

! Corractive action will be teken as needed, on an l
Immedlate basls, and negative findings of audlts
will be brought to the QA meeling quarterly for

| roview,

|
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F 248 ' Continued From page 2
determined that the facility falled to ensure that
multiple shared bathrooms had call bell pull cords
| that were accessible to residents. The pull cords
In 6 out of approximately, 10 bathrooms reviewed
! were short and were not accessible to residents,
| If they were on the floor, Findings Include:

* During stage 1 of the survey on 2/2/16 to 2/3/16
and during the environmental tour with E6
(Malntenance Supervisor) on 2/6/15 from 1:40
PM to approximately 2:25 PM the following
bathrooms were observed with short call bell pull
cords of approximately 2"

[

| 1, B202 and B204 (each bathroom can be shared
with up to 4 residents);
2, B208 and B2086;

3. B206 and B207;

4, B226 and B228;

8. D410 and D416,

t

Findings were confirmed during the '
" environmental tour on 2/6/16 from 1:40 PM to
1 2:26 PM with EB. During the environmental tour,
i E8 had another maintenance worker start adding
i extensions onto the short pull cords.
F 257 483.15(h)(6) COMFORTABLE & SAFE
ss=D ' TEMPERATURE LEVELS

The facillty must provide comfortable and safe
temperature levels, Facllitles initlally certifled
after October 1, 1690 must maintaln a
temperature range of 71 - 81° F

' This REQUIREMENT s not met as evidenced |
by. |
. Based on observation and Interview It was !

F 248/

F 257

\
1 03/15/15

Tha Identified ureas ware observed and documanted during

exlrema oold weather conditions. Bullding syslomy were

chocked by facillly atalf and comeationa o bullding dampors

ware made, Thii In tum Increased oir fow allowlng warmer

| weather lo flow,

l Agaln, the bullding syslems were chocked by facllity staff and
oorrections were made as neadad to Inorease air flow 10 Nt

the potanilal for olher areas lo be sitectad during extreme oold |

| weather,

Maintenanco Staff will complote waekly lemparature audits
throughou! the bullding for compliance slandarde.

Audits wiil be reviewed with Adminlatration I temperatures lall
below or above epaciiied range. All negalive findinga Wil be
i addrasaed on a continually basla,

i
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| determined that the facllity falled to maintain
| comfortable temperature lavels on two of the
three units. Findings Included:

1, Observations on 2/6/15 at 1:01 PM In B wing
the following temperatures were recorded; |
; entranca to B wing - 67.6F |
 outslde room 202 - 69,5F ;
| Inside room 202 - 70.0F

\
| The area felt very cool to the surveyor,

l 2. Observation on 2/8/15 at 2:16 PM In C wing
room 329 the temperature was 70.4F, This was
confirmed with E8, maintenance supervigor.

These findings were reviewed with E1, NHA and |
E2, DON on 2/6/16 at 3:30 PM. '
F 309 483.26 PROVIDE CARE/SERVICES FOR |
ss=E HIGHEST WELL BEING _

. Each resldent must recelve and the facllity must
provide the necessary care and services t0 altaln

. or malntain the highest practicable physical,
mental, and psychosocial well-being, In
acoordance with the comprehensive assessment |
and plan of care,

This REQUIREMENT Is not met as evidenced
by:

Based on observatlon, record review and
Interview, It was determined that the facllity falled
lo provide tha necessary care and services lo .
attaln or malintain the highest practicable physical
well-belng In accordance with facillly standards of [
practice for one (R3) out of 26 sampled resldents, |

|

GOURTLAND MANOR
_ DOVER, OE 19801
(X4) 1D ] SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER’B PLAN OF CORARECTION {%8)
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. N i
F 267 | Gontinued From pags 3 F 287 1'
|

|
]

]

|
F 308|Rrag pain will be assessed before and after wound l 03/15/15
care procedures according to facllity polley,
! Nursing staff will ba raln-serviced on assessments
for pain end the fecllity's procedura for comploling
the peln flow sheel.

As stated above, nursing slaff will be reln-serviced
_on assessments for pain and faollity procedure for
{ complating paln flow shoels. Paln flow sheeta will
| ba reviewad to determine compllance with facllity

procedures In order to assure {he potentlal of the
i deflclent practico ls limited pertaining lo other
| resldents.

|
I The facility's current procedure for paln flow sheete
| will be assessed for nesded changes to simplify or |
| clarify Its uaa such as post paln rating \
_documentatlon.

ADON and House Supervisor will review pain flow

( sheaets to chack for compllance on the completion
of forms. Findings will be reported to DON and
follow up will bo eddressed as needed.
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F 308 : Continued From page 4

On multiple occaslons the facllity falled to
conslstantly monitor R3's pain levels post [after]
pain medication administration. Addltionally the
facllity failed to ensure assessment was
, completed for pain prior to dolng a treatment to
. an affected area, Findings include:

FSOQI

The Facliity's Pain Management Pollcy
| documented:
I

-Paln assessments are done when a routine
order I3 recelved to assess effectiveness of new ‘

medications and when an as needed (PRN)
' medication Is used dally for three consecutive
days,

+(PRN) Pain Mad|cation Flow Sheets (Instructions
on the shest direct the user to enter the paln

rating after an Intervention) will be used to

monitor each dose edministered.

' monftored using the flow sheets for the first 72
"hours, then the physiclan will be notified of the
 resldent's response. If effective the flow shest will

|
| .Regular ordered paln medications will be i
i
I be discontinued. :

! .A care plan should be Inltiated when pain s

| observed on assessment. It should be addressed

| a8 & separate problem, listed as pain actual,
potentlal or rellef,

. R3's clinlcal record revealed the following:

| 6/16/14- A care plan for generallzed disoomfort

| was inltiated. Interventlons Included, monitor i
' effectiveneas of paln medication and notify doctor |
i If paln regime Is not effective, [
| |
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F 309 | Contlnued From page § F 309 ‘
]

10/8/14- A pain agsessment rated R3's paln as
6/10, moderate, on the paln scale. i
| |
| 11/5/14, 11/23/14,8nd 12/31/14- A pain !
nssessment rated R3's paln 8/10, severe, on the | |
paln scale. | :

| 11/6/14-A physiclan's order was wrliten for
" Tylenol (a mild pain rellever) for pain, and
Tramadol (a stronger pain medication), - |

| 11/20/14- A Podlatry (foot doctor) progress note : ’ |
documented R3 as having a "pressure area ]
which Is painful at (the) heel." ’

| 14/21/14- A physlclan's progress note '

| documented "discomfort with examination of (the)

| foot, crles out with repositioning.”

l

, 11/25/14- A physiclan's order was written adding

| Percocet (a very strong pain medication which

' requires a presctiption).

1/18/16-A slgnificant change MDS assessment,
rated R3's pain as oceurring occaslonally and
rated as & 7/10 which Is moderate on the pain
scale,
1 :
{ 1/20/16- A physlclan's order was written clarifying |
[
I

1 Tylenol for mild pain, Tramadol for moderate
‘ paln, Peroocet for severe paln,

| October 2014-Paln Management Flow Sheet,

| does not reflect evidence that R3 was assessed
{ for paln using the appropriate pain scale post ' f
' administration of pain medications on 10/8/2014,

! 10/10/2014, and 10/11/2014,

|
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F 308 | Continued From page 6 1 F 309
November 2014-Pain Management Flow Sheet, !
does not reflect evidence that R3 was assessed |
for paln using the appropriate pain scale post [
adminlstration of pain medications on
11/16/2014,11/27/2014 and 11/30/2014.

does not reflect evidence that R3 was assessed
i for pain using the appropriate paln scale post

' adminlstration of paln medications on 1/22/18,
1/2412015, 1/26/2015, 1/26/2016,1/27/2015, and

1/20/2016. ' i

I
January 2015- Pain Management Flow Sheet, \

' During an interview on 2/2/2015 at 3:19 PM R3 i |
acknowledged having discomfort now or having | .
had discomfort such as pain, heaviness, burning, |
or hurting with no rellef;and stated "my foot hurts,
It has @ pressure ulcer (an open sore from ‘
pressurs on an area of skin)", '

Durlng & dreseing change observation on 2/4118
at 10:60 AM to R3's wound on the left foot, done
by E12 RN, R3 complained of pain when
medication was applled to the wound, and when
the left lag was repositioned, E12 reported the
last paln assessment was at the beginning of the
shift when Tramadol was administered and there
was no assessment of paln prior to the dressing

I change or during the dressing change

| observation, E12 confirmed during the
obgervation that R3 |s assessed for paln during
dressing changes "sometimes" not every time.
£12 then at the end of the dressing change

| observation, and following R3's verbalization of

 paln, assessed R3's pain Jevel In the left foot, R3
reported pain at a 10/10 and E12 then left the
room to retrieve pain medioation. !

| 2/4/16- A physiclan's order was written for ! |
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F 309! Continued From page 7 | F 308 I
! Percocet dally prior to wound care dressing. |
2/6/5- R3's care plan was updated to (nclude the
following Interventions, agsesses whet precedes 'l
paln, assess paln prior to treatment, medicate for |
paln thirty minutes prlor to treatment,
These findings were reviewed with E4, NHA and -
E2, DON on 2/6/15 at 3:30 PM. !
. }
”ngg g%sl_'zi%c)E}gggggsqgﬁpw‘wempPEAR' F384| Dietary staff will check with nursing | 03/15/15
staff to assure that all residents are
Each resldent recelves and the faciiity provides . ready to be fed before plating
fo<|>d prﬂepared by methods thet conserve nutrlltlve | | meals and all meals will be plated
value, flavor, and appearance; and food thatis | | i
' A on the unit. !n addition, |
' ?eanlr?;ztr):bfet.tmtlve' 20l Stiie proper \ temperatures wlli be taken as food
'\ ‘ is served. 1
Thlls REQUIREMENT s not met as evidenced ! Upon observation no further

y:
Based on dining observations it was determined residents were affected. Utllization ‘

that the facility falled to provide food that was  of the corrective action will assure
palatable and served at the proper temperature. compllance. |
Findings Include:

' In-Servica will be conducted with

| During the 1st dining observation In the D wing on .
| 2/2/15 from 12:07 PM to 12:45 PM the following  Dietary Staff on plating and serving
‘were observed: i of food to assure compliance.

1. Although all foods were plated (on plates and ' will observe meal |
| ready to be eaten), as of 12:31 PM there were 3 : SD;?&?CZ g/lnagasvel; vl\l/:ekly for 1 |
| residents (R6, R39 and R68) that had ot been | g |
| fad yet, The plates were cold to touch and month then 2 X a month to ;

uncovered. There was no microwave oven n I reinforce practices are In place. |
Il view. ‘ ' Negative findings will be reported

\ 'to Administration and audits will be |
! ! |
?2. Staff began feeding R6 at 12:39 PM; R6's food | | brought to QA for review quarterly. |
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F 384 Continued From page 8 F 364,

sat uncovered In front of her for at east 30 ! |
| minutaes prlor to the resident being fed. !

| 3, At 12:46 PM, staff awakened R39 In the dining ‘

' room and she then began fesding herself food

i that had been plated approximately 456 minutes [

. earller, ‘
{

i Durlng the 2nd dining observation In the D wing |
I on 2/4/15 from 12:11 PM to 12:668 PM the
I following were observed: |

4, From 12:11 to 12:12 PM, 2 pureed diets were
| plated, At 12:56 PM, staff began feeding R43 (the ‘
2nd resldent that was served a pureed dlet).
[ R43's plated food sat In front of her for 44
' minutes uncovered prior to her belng fed end
R43's food was not reheated prior to her belng
fed. ‘
|
|

5. A test tray was done using the same foods
served to R43- the plated food was obtalined

. Immedlalely after the 2 pureed dlets were plated
and the food was tasted and temperatures

* obtained at 12:56 PM when staff began feeding
R43. The chicken and gravy were B7.3 degrees
F, rlce and gravy were 89,9 F and the beets were
served ohilled, The chicken/gravy and rice/gravy
were cold and the rice was congeslad; they were |
unpalatable,

Findings were reviewed with E1 (NHA), E2 (DON) |
and E3 (Assistant NHA) during the informal exit i
on 2/8/18 at approximately 4:50 PM. -

The facllity falled to provide food durlhg the lunch
dining observations that was palatable and
served at the proper temperature. i
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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

F 371 483,36() FOOD PROCURE,
sS=E STORE/PREPARE/SERVE - SANITARY

The facility must -
(1) Procura food from sources approved or
' consldered satisfactory by Federal, State or [ocal
[ authorities; and
(2) Store, prepars, distribute and serve food
| under sanlitery conditions

| This REQUIREMENT Is not met as evidenced
by:

l Based on observation and Interview It was

‘ determined that the facllity falled to serve food

| under sanltary conditions during & dining

| observatlon In the D wing. Findings Include:

: Durlng the 1st dinlng observation in D wing on
2/2/16 from 12:07 PM to 12:46 PM the following

| observatlons were made:

1, E10 (Dletary Aldo) used her gloved hands and
touched non-food contact surfaces multiple times
(serving utensils, plates, etc.) while plating food

!for lunch and at 12:07 PM she plcked up a roll

“ with her contaminated glove. At 12:08 PM E11

| (Reglstered Dletitlan) came Into the dining area
and spoke to E10. At 12:08 PM E10 stated, "I'm
walting for tongs, I'm not supposed to use my
gloved hands to plck up rolls.”

|

12, An lce cream scoop, that was used to plate
cubed and pureed chicken, fell into the serving

| container and was laying dlrectly onto the

i chicken, E10 had previously handled the end

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING SOMECENCD
085019 8. WING 02/08/2018
NAME OF PROVIDER OR BUFPLIER STREET ADDRESS, OITY, STATE, ZIP CODE
889 SOUTH LITYLE CREEK ROAD
COURTLAND MANOR DOVER, DE 19904
XQD | SUMMARY STATEMENT OF DEFICIENCIEB o ! PROVIDER'S PLAN OF CORRECTION L o)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREPIX | (EACH CORREGTIVE ACTION BHOULD BE _ | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) , TAQ CROSS-REFERENCED TO THE APPROPRIATE DA
DEFICIENCY)
1 ]
1
F 371 Contihued From page 9 F 371,
! Pag © 71| Distary Staff wil be In-serviced on | 03/15/15

; proper food handling and infection
| control to assure that corrective
" actlon Is taken.
' | Upon observation no further l
| residents were affected. Utllization
of the corrective action will assure !
compliance. i

if In-services conducted on proper
| food handling and infection control
during dining service will be

conducted.

 Dletary Manager will observe .

| dining staff on D Wing 2 x a month |
to reinforce accuracy of proper
food handling and infection control
procedures, Negative findings will

| be corrected Immediately and

| brought QA for quarterly review.

i
I

l

|
|
!
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portion of the loe cresm scoop 8o [t was ‘ \
contaminated, E10 picked up the contaminated

|
Continued From page 10 F 371 | ‘
I lce cream scoop with her gloved hand and ! l

! continued 1o serve chicken using the same |

| scoop. The chicken was not replaced.

' FindIngs were reviewed with E1 (NHA), E2 (DON)! .
| and E3 (Asslstant NHA) during the Informal exit
,on 2/6/16 at approximately 4:55 PM.

l

| Responses to the clted deficlencles do
| { not constitute an admission or
| agreement by the community of the truth
of the facts alleged or conclusion set |
forth in the statement of deficlency, The |
Plan of Correction is prepared solely as |
' a matter of compliance with State Law.

|
i
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NAME OF FACILITY: Courtland Manor

DH8S - DLTCRP
3 Mill Road, Sulle 308

DELAWARE HEALTH

AND SOCIAL SERVICES M g

Division of Long Term Care

Residonts Protection STATE SURVEY REPORT Page 1 of 2

DATE SURVEY COMPLETED: February 6, 2018

SECTION | STATEMENT OF DEFICIENCIES
Specific Deficlenclos

ADMINISTRATOR'S PLAN FOR COMPLETION
CORRECTION DATE
OF DEFICIENCIES

Care Facllitios
3201.1.0 Scope

incorporated by reference,

The State Report incorporates by
reference and also cites the findings
specified in the Federal Report.

An unannounced annual and complaint
survey was conducted at this facliity from
February 2, 2016 through February 8, 2015.
The deficlencies contained In this report are
based on observation, interviews, review of
residents' clinical records and review of other
facllity documentation as Indlcated. The
facllity census the first day of the survey was
62. The stage 2 sample totaled 26 residents

3201 Regulations for Skilled and Intermediate

3201.1.2 | Nursing facilities shall be subject to all
applicable local, state and federal code
requirements, The provisions of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Care Facilities, and any
amendments or modifications thereto, are
hereby adopted as the regulatory
requirements for skilled and Intermediate
caro nursing facllities In Delaware.
Subpart B of Part 483 Is hereby reforred
to, and made part of this Regulation, as If
fully set out herein, All applicable code
requirements of the State Fire Prevention
Commission are hereby adopted and

Tille

A o1 w1 st Date 5}'/’?%{’

Provider's Signature f(dﬁ{ a %




NAME OF FACILITY: Courtiand Manor

DHSS - DLTCRP
3 Mill Road, Sulte 308

DELAWARE HEALTH

AND SOCIAL SERVICES o, e st01

Division of Long Temm Care

Residents Proteclion STATE SURVEY REPORT Page 2 of 2

DATE SURVEY COMPLETED: February §, 2018

F309, F364 and F371.

2/06/2015 F241, F248,
F257, F309, F384 and F371

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deficiencles CORRECTION DATE
OF DEFICIENCIES
This requirement is not met as evidenced
by:
Cross refer to the CMS 2567-L. survey c fer to the CMS 3/15/15
ending 02/06/2015 F241, F246, F257, SRoT.L survey ending

Provider's Signature fﬂf A Zﬂ Title Aowcinisinamr Date 3;/ f/’ 5




