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F 000 INITIAL COMMENTS © Fo00

| An unannounced annual survey was conducted ‘ '
| at this facliity from October 9, 2014 through | | |
| October 16, 2014. The deficiencies contained in '
| this report are based on observatlon, Interviews,
| revlew of residents' clinical records and review of
| other facllity documentation as Indicated. The | ‘

facility census the first day of the survey was one |
hundred and twenty nine(128). The survey
sample totaled twenty five (25) residents.

Abbreviations used in this report are as follows:

' NHA- Nursing Home Administrator; ;

DON - Diractor of Nursing; [ | |

ADON- Assistant Director of Nursing '
| RN - Registered Nurse; |
| LPN - Licensed Practical Nurse;

MDS - Minimum Data Set (standardized |
| assassment forms used In nurslng homes); |
| RNAC - Registered Nurse Assessment ' |

Coordinator; | : !
: CNA - Certified Nurse's Alde, | I |
| ADL - Activities of Dally Living .
! BIMS - Brief Intarview of Mental Status

F 226  483.13(c)(1){I)-(lii), (cH2) - (4) F 225
s5=0  INVESTIGATE/REPORT | |
ALLEGATIONS/INDIVIDUALS !

The facllity must not employ Indlviduais who have
been found gullty of abusing, neglecting, or
' mistreating residents by a court of law; or have t |
; had a finding entered Into the State nurse alde
| registry concerning abuse, neglect, mistreatment
of residents or misappropriation of thalr property; !
and report any knowledge It has of actlons by a
| court of law against an employee, which would
i indicate ?fl_i?ass for service as a nurse aide or

\I [ 3
JSUPPLIER REPRESENTATIVE'S SIGNATURE — TITLE / l-‘7"“5
d [ o>l Y

(eat A OJf PROVIDE

Ly L
Vatomont ending with dn asterisk (*) derotes a deficlency which the Inetltution may be excused from correcling providing It le datermined that
other salefjugidj provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
fullowing the duls of survey whether or not @ plan of correction |8 provided, For nursing homee, the above findings and plane of carraction are disclosable 14
days following the date these documants are made avallable to the faclllty, If deficlencles are oited, an approved plan of corractlon | requisite to continued
program participation.
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|
F 225 | Continued From page 1 1 F 2251
other facllity etaff to the State nurse aide registry | ‘ F225 Investigate/Report
| or licensing authorities. ! | Allegations/Individuals
| 1
| The facllity must ensure that all alleged violations :{'e‘:'l;':,:"“" gg;l“ T ﬂ - i
Involving mi confirmed incident report was written regarding
' In:ﬁjding injztrr,:a‘(':;eﬁ;(geglec" °r’ abus: ' Impacted | R§v 6/8/14 gllegution ol $20.00 being missing from
.l 9 i s OWn 80Urce an his wallet and the incident was reported to DLTCRP
| misappropriation of resident property are reported on 6/10/14, R15's plan of care indicates that he
! immediately to the administrator of the facility and makes false accusations regurding staff and/or care. |
1- to other officlals in accordance with State law It was also confirmed thut this resident has o locked
l through established proceduras (including to the drawer in his room for storage of persongl items and |
| State survey and certification agency). :ss the ability to secure possessions, bul refuses to do :
[ [
The facility must have evidence that all alleged , Item 1b |
‘ violations are thoroughly investigated, and must | DON confirmed that ihere was an incident report 1
| prevent further potential abuse while the | written on 8/13/14 which stated that R{5 reporteda |
' investigation is In progress. | migsing a $70.00 money order, It'was not report'ed to)
‘ { DLTCRP unit 8/15/14. Data provided by the Patient |
[ i . ] Resource department demonstrated that R1S
The results_ o_f all investigations must be reported purchased & money order for $19.95 nd a $0.49 |
| to the administrator or his designated ! | stamp fn Juno and there was no record of & moncy |
| representative and to other officlals In accordance order for $70.00 in August. |
| with State law (Including to the State survey and |
certification agency) within 5 working days of the | | Item2 - |
incident, and if the alleged viclatlon is verified DON confirmed that there was an incidont report |
| appropriate tl ctl be tak wrillen on 12/8/13 thet RY accused a staff member of |
ppropriate corrective actlon must be taken. | abuse DHCESeeurity of fieer was also called during
‘ this incident, DLTCRE was not nofilied of this
allepation until 12/1 1713, Afler review of medienl
| record this resident has a plan of care whiclystates the!
| This REQUIREMENT is not meat as evidenced | she history of making false allegations toward stft., |
by: This allegation of sbuse wiy not substsntinted by
b 0. DLTCRP.
| Based on record review and Interview It was \
| determined that for two (R15 and R9) out of 26 | tentifeation * Ttem 1and Item 2
| sampled residents the facility failed to "’L‘};';:'u o | Allresidents have the potential for this deficient

Immediately report fo the state agency allegations
| of abuse, mistreatment or misappropriation of
property. Findings Include:

| The facllity's policy Incident Reporting System
documented reportable incidents shall be
communicated immediately and shall be reported

the potentlal to

be aflecicd

System
Changes

practice when verbalizing uny allegation to staft.

|
Item 1and Item 2 i
Nursing staff will continue to remind R15 to place
valuables in locked drawer or deposit with the Patient |
account department, |
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| ] | |
| | | Email (Allachment 1) was sent to all nursing . 11/30/14
F 225 | Continued From page 2 | F 225i supervisors on 10/24/14 reminding them when
i making rounds to review the IR folder/clipboard on
| glth:g 2 ?}0!:)!8 o ":e Di;f.?g;; Long Term Care | each unit for possible reportable incidents as well as
T:: DT}I}(gRl;olt:;LZ?\t( Report w -bﬂ:ltt: :r?:l?:;ye)’ | | reporting ofT to the next shifl if an incident had been |
N reported lo DLTCRP. |
| used as the method of reporting when submitting [ '
| a “reportable” incident. | | Nursing Supervisors will be reminded that if ih.eir o
| l | initinl investigation within 8 hours is inconclusive ie |
' 12, Review of an incident report for R15 dated :' ZSEL?;E:E::?‘;’;;EH‘iﬂ;’ggg;“““ 8t (hat tho |_
6/8/14 documented, resident called nuree into ! ) ' I
room and stated he was missing $20.00 from his | | Nursing Supervisors will also be reminded (hat DHCL
| wallet. He noticed this on 6/8/14 at 2400 _ {ncident report form has check at the top of the form
| [midnight]. He stated he placed the wallet on his | IF event woy reportable inoident or niot @ reportable
| bedside table and noticed on 6/8/14 that money ! | |{\cluent wliic!l is not gonsistently being checked off
| was missing | [ for cither choice. . .
| ’ | | Nursing Supervisors will attend a refrosher in-scrvice |
' | regard all reportable incidents provided by the DHCI
E Review of the web intake and the printed incldent ' Qﬁﬁmy Assurance department. |
| report revealed that the state agency was nolified { |
. on 6/10/14, . |
Buccess ftem 1 and ltein 2 |
| Bvaluattan  Nursing Supervisors will send reportable incidents to |

1b. Review of an incldent report dated 8/13/14 for
| R18 documented;
regident reported during care he reallzed
yesterday that he was missing $70.00 stated he
| had not reported It. Per supervisor's comments,
' resldent states he had a monay order for $70.00,
! it was in a ¢loth bag, CNA bathed him, and now
' his bag Is empty. Securlty was notifiled.
| Investigation in progress. Famlly only wants to be
| notified about emergencies.

Rovlew of the web Intake tracking and the printed
| incldent report It was documented that the state
| agency was notifled two days later on 8/15/14.

| An Interview on 10/13/14 at 3:45 PM with €8,
Quality Assurance Adminlstrator, revealed that
she had no further Informatlon and that the delay
| in reporting was probably right,

: Findings were reviewed with E1, NHA and E2,

DLTCRP's web-intake system within 8 hours and
forward cleetronic communications o the Facillty
Dircetor, Quality Assurance, and Nursing
Administration. Quality Assuranoe will monitor this |
aren for the next three weeks until the facility reaches |
100% success over three consecutive evaluations, |

Next, Nursing Supervisors will send reportable
incidents to DLTCRP’s web-intake systom within 8 |
hours and forwerd clectronic communications to the

| Facllity Director, Qualily Assurance, and Nursing
Administration, Quality Assurance will monitor this
aren for the next two weeks until the facility reaches
100% over the next three conseeutive cvaluutions. .

Finally, the facility will measure our practices one
more time a month later, if the facitity is still 100%,
then we will conclude we have succeysfully addressed|
the prublom, i
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. ; | F253 Housckeeping & Malntenance
F 225 | Continusd From page 3 F225 gervices
DON on 10/16/14 at 3 PM. I
| IndividuaV | [tem 1, Xem 2 and Item 3
| 2.Based on Incldent report review, R9 reported an | Regident Work orders were submitted for all areas and items
| allegation of abuse to security stsff on 12/08/13, | Impaoted | - for replacement and/or ropair
This allegation was sent to DLTCRP on 12/11/13, . {
This allegation was not immediately reported to Identificatio. Item 1, ltem 2 and Hem 3 I
the state survey and certification agency nofother | All residents have the potential to be affeoted by wurk|
| according to State Law. | residents orders not being generated for services necessary o |
| | with the maintnin a sanitary, orderly and comfortable intetior. 1
Findings were reviewed with E1 and E2 on | gm:;‘ft"f::l’ |
| 10/16/14 at 3 PM. eoffecte |
F 253 | 483.15(h)(2) HOUSEKEEPING & SysteRi 253 Item 1 |
gs=E | MAINTENANCE SERVICES Changes | Work orders to patch and paint Rooms 124, 403, 404,
| 406, 408, 417, 421, 424, and 505 were created in the
i i i AIM’s Systcsn and have been completed as of
The facllity must provide housekeeping and W, [ 110714

i sanitary, orderly, and comfortable Interior. | Item? |
' Work order assigned to housekeeping staff to clean |
identitled wall In Room 267 and to patch and paint all |

| This REQUIREMENT is not met as evidenced walls wag completed as of 11/7/14. [

! by:

| Based on observations throughout the survey, it
| was determined that the facility falled to provide

| housekeeping and maintenance services

| nacessary to maintaln an orderly and comfortable
| Interior. Findings include:

' malntenance services necessary to maintain a ‘ |
]
|
| Item 3
Work order assigned to patch scuffed wall and paint |
| Room 124 wag completed as of 11/7/14, |
| |
' Jtem 1, tem 2 and ltem 3 |
AIM's System is the newly implemented work order |
system utilized by Facility Operations to identlfy, \
I

track and nssign correotive notions for resldent, staff
and building requests. This work order request
system will ulso be relied on to identify and report

i Observations during the tour of the Candes
| building on 10/10/14, 10/13/14, and

| 10/16/14[between 8 AM and 3 PM] revealed the | ureas that nced maintenance work, ropair and/or
| fallowlng concerns: | replacement.
| i
| 1. Chipped or peeling paint was observed In the o ouicenn Hom 1. Jem 2 midfiom3 i
| following rooms; 124, 403, 404, 408, 408, 417, | Evaluation | Ef?r:dlﬁgﬁﬂt:nun':;[:;u:bt‘nulzn;ﬁ!sr&‘::':eﬂd ,
! 421, 424, and §05. [ | painting, This will oceur over the next threc weeks
| until the facility reaches 100% success over threo
2. Observation of room 267 on 10/10/13 at 11:14 consecutive evaluations.

AM revealed that the wall, against which the A-
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Risk Munager will continue to inspect rooms and
F 263 | Continued From page 4 F253| motify DMS Maintenance about rooms that need
painting. This will acour over the next two weeks
bed was located, was eolled from beil‘!g until the fucility reaches 100% success over three
frequently touched by the resident while in bed. consecutive evaluations.
3, Observation of room 124 on 10/16/13 at Finally, the facility will measurc our practices on¢ |

more time a month later, if the facility is still 100%,
then we will conelude we havo succosstully addressed
(he problem,

10;20AM revealed that the wall corner, next to the
closet on the B side of the room, was marked and
scuffed from whealchalr traffic.

Findings were reviewed with E1, NHA and E2, F272 Comprehensive Assessments

DON on 10/16/14 at 3 PM. Ttem |
F 272 | 483.20(b){(1) COMPREHENSIVE F272' DON reviowed R16" last 5 MDS's on 10/17/14 and
sS=D | ASSESSMENTS noted that no resident interview hud been completed
Individual/ | for the MDS dated 5/29/14 and confirmed that there
; Resident was no reason documented in the nursing notes as 1o
The facllity must conduct Initially and Parlodlcally [mpacted why no interview was performedd for section J puin,
a comprehensive, accurate, standardized On 10/21/14 DON et with the nurse who had
reproducible assessment of each resident's completed the 5/29/14 MDS and nurse was unable to
functional capacity. remember why no intarview was completed.
A faclll S Item 2
assesst:w ;nnl: ;fn;ar:esi: ecr:::’::::: SL\;eln the On 10/17/14 DON revicwed R15's last 5 MDS’s and
f . : 9 . confinned that the nurse did nol interview the
| resident assesement instrument (RAI) specified resident for section J on the MDS dated 7/10/14, The
by the State, The assessment must include at | nursing notes were also reviewed and no reason was
least the following: i documented as 1o why the resident was not

interviewed, On 10/21/14 the nurse who had
completed the 7/10/14 MDS was interviewed und was
unable to recall the reason the resident was nol

Identificatlon and demographic information;
Customary routine;

Cognitive patterns, h » :
Gommunication: interviewed regarding pain.

Vislon; Identificatio| [iem | and ltem 2

Mood and behavlor patterns; n of other A sweep of all residents who scored 8 or above on the
Psychosoclal well-being; residents Brief Interview of Mental Status (BIMS) was

with the completed to ascertuin if the residents were

gzﬁﬁli::Lzuer}ctlonlng and structural problerne; potential to | interviewed for Scction J of the MDS.

! be afTecled
Disease diagnosls and heaith conditions;
Dental and nutritlonal status; System Item 1 and Item 2
Skin condltions; Changes DON was ablc to doterminc that not 81l of the nursing
Activity pursuit; staff were famlliar with the BIMS scoring as noted on
Medlcatlons; the MDS section C, Cognilive Patterns.
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1 ] Nursing stalf will be in-serviced on the BIMS and |
F 272 | Continued From page 5 I F 272 what the scores of this meatal status denote. This
R ! education will provide a basis for the nurses to 11/30/14
! Special trealmem.s and procedures; l determine if the resident can and should be |
| Discharge potential; | interviewed for section J of the MDS.
Documentation of summary informatlon regarding ]
the addltional assessment performed on the care \ RNAC staff will review each MDS for the BIMS
areas triggered by the completion of the Minlmum * soore and thut scotion | of MDS is completed |
Data Set (MDS); and | acsurately, with cither the resident being interviewed
Docu tati ! f particloation | t ' ifscore I 8 or greater or that there is documentation
chmentationolPaCpaton i BSSESSMaRi: to support that resident denied (he interviow. |
! |
|
| Success Ttom 1 and ltem 2
| Bvaluation | Quality Assurauco will review MDS 3.0 asscysments |

|
This REQUIREMENT Is not met as evidenced
by:

| Based on record review and interview It was

| determined that for two (R16 and R15) out of 25
sampled resldents the facility failed to ensure the

| accuracy of the comprehensive assessment by

! failing o conduct resident interviews when the
resldent is capable of participating. Findings

l include:

| 1. R16 had an annual MDS assessment dated

' 6/22/14, The MDS documented the resident had

i a BIMS [mental assessment] evaluation which

| scored 15 on a scale of 0-15 indicating he was

| cognitively (mental abilities related to memory]
intact,

. However, on the MDS in the section for Pain
' Assessment Interview, the staff person

| conducting the assessment did & staff

| observation Instead of a realdent interview.

|

| A quarterly MDS assessment dated 8/14/14 was
! conducted again with a resident interview for the
* BIMS (15) but a staff observation was done for

and nursing notes in the area of pain to determine If

residents were interviewed. This will occur over the |
| next three weeks until the facility reaches 100% |
success over three consecutive evaluations. !

| Quality Assurance will review MDS 3.0 asyessments |

| and nursing notes in the arca of pain to delermine if
residents wero interviewed. This will occur over the
next two weeks until the facility reaches 100%
succoss over three consecutive evaluations.

Finally, the facility will measure our practices one

| moretime a month later, il the facility is still 100%,

| then we will conclude we have successfully uddrcssed
the problem.
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F 272 | Continued From page 6 l F 272
pain, |

An Interview on 10/14/14 at 9:50 AM with E18,
RN, revealed that she completed the assessment
and does not know why a staff abservation
versus a resldent interview was done for pain.

.' 2. R15 had an annual MDS assessmant dated
1/16/14, The MDS documented the resident had
l @ BIMS which scored 10 on a scale of 0-16
indicating his memory was moderately impalred,
. The resident Interview of paln was also

completed indicating pain in the last 5 days.
F274 Comprehensive Assess After

A quarterly MDS dated 7/3/14 documented from a Significant Change

resident interview a BIMS score of 9 (moderatsly individoat | teom 1

) . iv

impalred) and a staff observation of pain was Resident DON meet with the RNAC staff on 10/17/14 te discuss

conducted indicating the resident had no pain. Impacted why R24 dld not have a signllicant chunge MDS
completed when (he resident cuitered llospice Care,

A quarterly MDS dated 9/25/14 documented from Por RNAC staff the late signilicant chango MDS was

a resldent interview a BIMS score of 8 | ducto & communicution issue within the facility.

(moderately Impalred) and a resident interview for | During interview with RNAC it was also brought to

DON's altention that the resident’s care plan was

pain indicating the resident had pain in the past 5 [ updnled to Hoapice cnrs on 2/13/14 and there was an
S initial hospice care meeling on 2/25/14 thercfore,
there was no negative impact regarding this resident
An Interview on 10/14/14 at 9:50 AM with E18, and the care that was provided 1o him. The RNAC
RN, revealed that she completed the assessment discovered the error on 4/11/14 and the significent

change MDS was completed on 4/16/14, Once this

and does not know why a staff observation ¢ o ) ;
break in communication was discovered, the Social

versus a resident Interview was done. Servico department now includes the RNAC staff
when a resident has been referred for Hospice Care.

Findings were reviewed on 10/16/14 at 3 PM with in addition, the finance officc ulgo sends an cmail to
E1, NHA and E2, DON. the RNAC office stafl when a resident has been

F 274 | 483.20(b)(2)(il) COMPREHENSIVE ASSESS F 274/ accepted into Hospice,

sssD | AFTER SIGNIFICANT CHANGE

[dentificetion | Item 1

A facility must conduct @ comprehensive ofothor A sweep from April 2014 to current was completsd
assessment of a resident within 14 days after the residents with | oy a1] residents who reccive Hospicc Care for the
facillty determines, or should have detsrmined, tho potenial | gopnpletion of a significant change MDS.

]
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l_ Item 1 .
F 274 | Continued From page 7 | DON determined that Ure root cause of this error was I
m P2g i System i ‘ refated to a breakdown in communication within
that there has been a significant change in the Changes departmenty at the facility. Once this breakdown was | 11/30/14
resident's physical or mental condltion. ({For | identified the facility was able correct the deficient |
. | ’ p
purpose of this sectlon, a significant change | pructice as of April 2014,
means a major dacline or Improvement In the
i | During the review of this deficiency snd the follow
'reelt:en'ts status that will not normally resolve | upas to it transpired, it should be noted that
itself without further intervention by staff °,r by shortly after the error wus discovered back in Aprl, |
implementing standard disease-related clinical DHCI taok self-oorrecting steps Lo improve
interventions, that has an impact on more than notlfication involving hospice care changes that have
one area of the resident's health status, and been successful in ensuring care plan updates for
requlres Interdisclplinary review or revision of the significunt changes of residents” heallh care needs.
care plan, or both.)
Success Item 1
Evaluation Quality Assurunce will review MDS 3.0 assessmenls
This REQUIREMENT s not met as evidenced and determine if sootiony were completed to reflect
by: hospice services for residents that had a significant
Based on record review and interview, it was change after teadmission. This will occur over the
' tiree woeks unttl the facility reaches 100%
determined that for one (R24) out of 25 sampled fiaxt ;
35 three consecutlve evaluations,
residents the faclllty falled to Identify the need to SWORESEIRERESRS
| conduct a slgnificant change MDS assessment Quality Assurance will review MDS 3.0 assessiments '_
for this resident, who had elected hospice and determine it seetions were completed to reflect
services. Findings include: hospice servives for residenta that had & aignificant
change nfter readimission. This will oceur over the
' next two weeks until the facilily reaches 100%
;Roi:l:'wngo'f Red's cllnlcal record revealed the SUccoRs over three cunsmuﬁvu evu[uutirum.
Finally, the facility will measure our praclices one
2/7/14- R24 was admitled to hospice services. more time a month later, if the facility is still 100%,
then we will conclude we have suooessfully uddressed
The faclilty failed to identlfy the need to conduct a the problem.
significant change MDS assessment when the
hosplce services were elected.
| Findings were reviewed with ES LPN during an
interview on 10/15/14 at 2:16 PM.
Flndings were reviewed with E1, NHA and E2,
DON on 10/16/14 at 3 PM.
F 325 | 483.25(i) MAINTAIN NUTRITION STATUS F 325

S8=E ’ UNLESS UNAVOIDABLE
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| | }
|
F 325 | Continued From page 8 | F 325 i
| | F325 Maintain Nutrition Status Unless |
\ Based on a resident's comprehensive '] | Unavoidable '_
| assessmant, the facllity must ensure that a . [ |
| resldent - [ | ::u“]rlly Nutritionist 1l roviewed R11S 11/3/14 and '
. . . nein 101
{1) Maintains acceptable parameters of nutritional ‘ Individual/ | recommended tube feeding regimen change
, status, such as body welght and pr.oteln levels, Resident inoreasing noctumal Feeding to 4 cany of Nepro daily '
| unless the resident's clinlcal condition ! Impacted | viu tube from 1900-0500, alopping the order for | can
! demonstrates that this is not possible; and | ' of Nepro vin tube il meal lnlmi-m wits less than 50
(2) Receives a therapeutlc dlet when there is a | percent, Fugility Medical Direstor implomented
| nutritional problem. | Nutritionist 11 recommendations on 11/3/14, _
[ | ]
| | |
' Identificatio | Hem 1 o '.
| n of other R115 was the only resident in the facility wnﬂ; Z?u !
i Tesidents order to receive a nutritional supplement via fecding
| This REQUIREMENT I8 not met as evidenced | with the \ube, dependent on by mouth meal intake
by: | potential to | peroentages. This order has since been discontinued, |
| Based on record review and interview it was | beaffected | |
determined that the facllity falled to ensure a | e | !
| reside erapeutic dlet by falling to System tem \ i |
| o dr::nln ttz?r:\l:rz ar tl’; d?;: tlt; |:r¥1 enlil fogr one | Changes In the future, any resident who has an order (o receive |
{ B ere ry supplem | ‘ o nutritional supplement via feeding tube basedon | 11/30/14
(R115) out of 25 sampled residents. Findings | oral menl Intake peroentages will bu reviewed |
| Include: | ! monthly, by facility stalf RD for uppropriateness and i
! | completion of MAR documentation. !
| R118's clinical record revealed the following: | i l
| | |
| f Success Ttom |
| R115 had a physician's order to recelve Nepro (a ‘ Al residents receiving nutcitions! supplementation

kidney fallure) 8 ounces though the feeding tube

| (a tube inserted In the stomach for those who are
unable to swallow) If meal intake was less than
fifty percent.

; August 2014 documentation of meal percentages

i Indlcated R115 consumed less than 50% during
the 8/8 lunch meal ,8/29 breakfast and lunch and

| 830 lunch meal, The MAR where documentation

' of R115's meal percentage Intake, and
supplement administration intake was recorded
was absgent of documentation on the

vin feeding tubo bged upon onil meal intuke

percentiges will e reviawed monthly by favility stafl

l KD und information will be given to fcilily Quality
Assurancy Administrator. |

l Quality Assuranee will review nutrition supplement

| dosumentation for R115. This will oceur over the

| next three weeks until the fcility reaches 100%

‘ aucoess aver three conscoutive evaluations.

I
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|
F 326 | Continued From page 9

| corresponding dates and times for 8/6, 8/28, and
8/30 indicating R115 did not receive the ordered

' supplement,

|

: September 2014 documentation of meal
percentages indicated R115 consumed less than

| 50% during the 9/4 and 8/7 lunch meals, 8/10 and
9/12 breakfast meals,and 9/15 lunch meal.The
MAR was absent of documentation on the

| corresponding dates and timas for 9/4, 8/7,9/10,

| 8/12 and 9/15 indlcating R115 did not recelve

' ordered supplement,

i October 2014 documentation of meal

| percantages Indicated R116 consumed less than

| 50% during the 10/5 breakfast,10/5 and 10/13
junch meal. The MAR was absent documentation
on the corresponding dates and times for

| 10/5,10/13, indicating R115 did not receive the

ordered supplement.

On 10/15/14 at 2:50 PM during an interview with
| E21 LPN, it was stated that R115 "usually eats

| less than 50%, and at least once a shift has to
recslve the supplement.” E21 further stated that
when assigned she "definitely document's what
percentage Is eaten and how much of the
supplement was taken."

On 10/16/14 at 1:22 PM during an interview with
E4 RN and head nurse on R115's unit, E4 denled
l‘ any knowledge of missed documentation.E4 was
unable to provide documentation that R116
i received the ordered supplement when indicated
' by intake of less than 50%. E4 confirmed that
! nursing staff should be documenting and

administering R115's supplement as ordered,

I Findings were reviewad with E1, NHA and E2,

Quality Assurance wlll review nulrilion supplemnent |

F 325, documentation for R115. This will occur over the
| next two weeks until the facility reaches 100% |

| success over threc conseculive evaluations. ‘

| Finally, the facility will meusure our practices one
more time a month later, if the facility 1s still 100%, |

| the problem.

| then we will concludo we hive successfully addressed
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|
‘ | F328 Treatment/Care for Special Needs |
F 325 | Continued From page 10 | F 325 i
DON on 10/16/14 at 3 PM. | ll {tjeml T T —
| pon notification of this deficient practice the
F 328 ;BES.ZS(k) TREATMENT/CARE FOR SPECIAL F 328 Infection Preventionist RN began resenrching the best
§S=D EDS Individual/ | practices with regard to storge of oxygen tubing
| | Regident | when not in use by u resident. “The DON also began |
The facility must ensure that residents recsive | hnpected nelwarking with other DONs throughout the state ss |

| proper treatment and care for the following
| special services;
| Injections;
| Parenteral and enteral flulds;
| Colostomy, ureterostomy, or lleostomy care;
| Tracheostomy care,
| Trachaeal suctioning;
| Respiratory care;
Foot care; and
Prosthases.

This REQUIREMENT (s not met as evldenced
by:

| Bagsed on observation and Interview, it was

| determined that the facility fatled to ensure that
proper treatment and care was provided to one

| (R71) out of 26 sampled residents. The facillty
falled to ensure staff practices were consistent

| with current respiratory care by leaving R71's

| nasal cannula (tubing used to deliver oxygen

! through the nostrlie) oxygen tubing uncovered,

! FIndings Include:

On 10/10/14 at 11:27 AM, an observation of
| R71'8 room revealed his nasal cannula oxygen
. equipment lying on top of the oxygen
concentrator uncovered.

| In an interview on 10/10/14 at 11:28 AM, E4 RN

' conflrmed the finding and stated that the nasat

' cannula tubing should be covered. E4
Immediately discarded the nasal cannula oxygen

[dentificatlo
n of other

| residents

| with the

be affested

i potential to
1
!

System
Changes

Success
. Evaluation

|

to their facility practices, The Quality Assurance .
statf wis able to locate u product to store the oxygen |
tublng when not {n use. The DON was ablo to speak
wilh o company representative and a package of 10 |
Infection Prevention Pouches was purchased ta trinl

at the fucility. |

Item | |
A sweep of those residenls who only use oxygen |
intermittently was completed on 10/31/14. The |
cemaining residents all reoeived the trial product on
10/31/14.

Item 1 !
An email (Attachment 2) from DHCI's Inteetion |
Preventionist was sent on 10/31/14 to all Head Nurses |
and Nursing Supervisors which included the
instructions for the trinl product und when to repluce {
the product per the menufucturer recommendations. f
Nursing Policy 603 (Attachment 3) whick is titled
Oxygen Administration has been revised to include |
that stuff are to store oxygen wbing when nol in vav
in the protective pouch. I
Nursing department siatT will bo in-gervioed by
nursing administration on the revised nursing policy
for oxygen administration.

11/30/14

ltem |

Risk Munager will review nosel cannulas to ensure
they are stored properly for residents that use oxygen.
“This will oceur over the nex! three weeks until the
facility reachos [00% success over three consecutive '
evaluations. :
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| [ ' Risk Manager will review nasal cannuleg to ensure |
F 328  Continued From page 11 F 323| they are stored properly for residents thal use oxygen. |
' tubln | This will occur over the next two wetks until the |
9: i | facility reaches 100% success over three conseoutive |
ovalualions. |
Findings were reviewed with E1, NHA and E2,
DON on 10/16/14 at 3 PM. | Finally, the (acility will measure our prugtices one |
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, Fagq More timgn wmonth tater, il the I'nl:l'ht).r I&_a sl 100%,
gs=E PALATABLE/PREFER TEMP f ::u:n we will conclude we hinve successfully nduressed
ho problem,
| Each resident recelves and the facillty provides [
food prepared by methods that conserve nutritive | F364 Nutritlve Valuc/Appear,
| value, flavor, and appearance; and food that is | Palatable/Prefer Temp \
| patatabie, attractive, and at the proper l l
| temperature. Individual/ | ltem 1 '
| Resident Immediate Action laken to review and inodify Purce |
| Impacted Cheevosteak, Purec Noodles and Brown Gravy |

|
Thie REQUIREMENT s not met as evidenced
by:
Based on resldent Interviews and three of three
| test tray results, it was determined thet the facility
{alled to serve food that was palatable. Findings
linclude:

1, Durlng an interview on 10/10/14 at 2:25 PM,
| R24 stated that the food "doesn't taste good".

| On 10/15/14 at 12:32 PM, a test tray was

" sampled on the 400 unit for flavor and palatability.

| The puree cheese steak and noodles were bland.
| The brown gravy was too salty.

| Findings were reviewed with E1, NHA and E2,
| DON on 10/16/14 at 3 PM.

2. During stage one confidential screening

| Interviews 5 (A1, A2, A3, A4, and AB) out of 12
resldents intarviewed complained of recelving

- cold food.

|
|
|
!

| Chunges

recipes. Seasoning was adjusted and recipes changed.

ltem2

Tmmediate action was unable Lo be taken ug cold food |
during mealtime not reported immedintely ta
foodservice staff, Food Serviee Deputment has since
started to prepore food in smuller batches und plice
smaller batches on the serving line in dn attemptta

| prescrve temperalurcs.

[dentification 1

of other

regidents with
the potentlal |

to be uffected

System

i
|
|

_l

ltem 1 {
Al residents at DHCI receiving puree dicts have the |
ability to be affected by this deficicnt practice. |

|
Item 2 |
Al residents at DHCT have the ability 1o be alTected
by this deficient practice.

Item | !
Facility RD 1o siddress peronal prefersnces of W24, 024 has |
been given a personat Sall pndd Peppor alnker 8o that resident
by seagon food to his liking R24 will be manitoned by the |
OA depariment for ability 1o season food propery, nuke

monl selections and have fecess 1o desired condimenta, [
Monitoring uf Tood preferonves by (he Fueility RD willbe |
done on s querterly buais and proferences will be d J |
i R24 mitritlonal file. A systemic review of nll purce fuipos
wil! bo completed by 11/30/14.

11/30/14
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ss=p RECORDS-COMPLETE/ACCURATE/ACCESSIB
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| The facility must maintain clinical records on each
resident In accordance with accepted professional

| standards and practices that are complete;

| accurately documented; readily accessible; and

| systematically organized.

The clinical record must contain sufficlent
i Information to identify the resident; a racord of the
| resident's assessments; the plan of care and
| services provided; the results of any
| preadmission screening conducted by the State;
| and progress notes.

This REQUIREMENT s not met as evidenced

| by:

| Based on record review, Interview and review of
facility documentation, It was determined that the

facility reaches 100% success over three consegutive |
evaluations,

" Finally, the facility will mcasure our practices one
more time a month later, il the facility is still 100%,
then we will conclude we haye sucoesstully addressed
the problem.

[vom 2 !
Findings will be traoked weekly tor three months, by |
{neility Nutritionist 111 and reportedt o fucility !
Administiutor, Quality Assurance Administrator, .
DON, ADON nnd Foodserviee Director: Aller thrce [
months, findings will be trucked and roported

monthly to facility Administrator, Quulity Assucance |
Administrator, DON, ADON and Foodservice
Dircetor.

Routing lest trays will be conduoted randomly on
units once o week by Quality Assurance, Nutritionist
111, Staft RD or the Food Service Director [L
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I [ " em 2 ) " I
F 364  Continued Fr aqge 12 © Nursing will ask residenta il'thelr food is hot enough. |
| tinu om p' ge 1 e If food not hot enongh Cor resident liking, nursing
| Test tray cbservations were conducted on | | staff will offer to reheat food ilems in the microwave, |
| 10/15/14 during the lunch meal on Candes 5, The ! availuble on each unit, .
| lunch trays were dellvered to the unit at 12:27 Nutrition Quarterly, Annual and Slgn.lﬁcanl Change |
| PM. The testing was started at 12:37 PM when Assessment Form will be updated to include resident |
 the last resldant received their lunch, The meal satisfaction documentalion. |
| following was observed; 1
) | Success Ttem | and ltem 2 . |
- Mechanical soft chicken with gravy was cool to | Bvaluation Risk Minager will ineet with residents to i!ctc(r_nme if
| faste with temperature readings of 111 t0o 114 F [ fond I palatable and hot o tste. Results of their
! (Fahrenhelt). [ sumplings will be forwarded o Quality Assurance, |
| io ! This will oveur aver the next thiee weeks until the
Regular‘dlet tray t?roccoll coo fto 18ste (002 | faeility reaches }00% success over (hree conscoutive
- Mechanical soft diet broccoli cool to taste 105 F.
evaluations.
!
| Findings were discussed during the exit ! ! Risk Misnager will et with residiats to determine if |
conference on 10/16/14 at approximately 3:00 | food i palatable und hot 1o taste. Resulty of their
PM with E1 and E2 I samplings will be forwarded to Quality Assurance.
' U 'Mhis the next two weeks until the
F 514 | 483,75()(1) RES i F 514: This will oceur over the next lwo weeks u
| '
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1 r ' ‘
F514 Res Records-
F 514 | Continu l '
edipageHo | F514 complete/Accurate/Accessible

| facliity failed to malntain clinicai records In t [ '
|r accordance with accepted professional standarde i :‘)%:Il i i 1 for R24 |

| reviewed eurrent Agsigniment recora tor on
| and practices that'are complete for one (R24) out ' individuay | 1072014 and confirmed th e are “blanks” noled n l

of 25 sampled residents. Findings Include: | Resident | Medicat record. DON mel with siaf un 10721714 for R24 10
’ [ Resident - jaforoe thy fmportanco of documenting when caro in
[ Impacted | provided to the rosidents,

[ The facility's policy entitied "Assignment Record
| and Profile", last reviewed on 1/3/13, stated, " ...
| Purpose: ... document the care given to each

| resident on a dally basis ... All documentation on
| the Assignment Record should be done after task
| Is completed and must be complete before the

‘ and of shift ... Each block will be Initialed by the

| caragiver indicating the task has been completed

| Review of the September 2014 Assignment
| Racord for R24 revealed 19 out of 90 shifte

| lacked evidence of complete documentation.
|

| Review of October 1 - 14, 2014 Assignment
Record for R24 revealed 14 out of 42 shifts
| lackad evidence of complete documentation.

| In an Interview on 10/18/14 at 9:40 AM, with E4
| RN confirmed the findings.

| Findings were reviewad with E1, NHA and E2,
| DON on 10/18/14 at 3 PM.

2. R15's care plan and CNA's Assignment
| Record (used to document care provided)
| documented; No shower or tub bath due to
} resident's preference. Daily bed bath, was halr
| two x weekly. The record Included boxes to
| document bed bath, shampoo, shave and nalls,

|
|

! Identificutio
n of other

| residents

| with the

. potential Lo

| bo affected

System
Changes

Item 2
DON reviewed R15*s Assignment recond on 1 0/17/14 snd ‘
confirmed deficient pructice as "daily bed bnlh'™ was rot

4 et a5 being completed by the niwsing skl ns noted |
on the care plan. DON metwith the ehurge nose ot {he

ufternoon of 10/17/14 wgarding the curent insufticient l
Uoeymantation, On 10/21/14 upon return to worl, Head |
Narse explained thot staff had boen dpcumenting (he bed bath |
with the section for "somplote care with bath, om! hyglone |

© ote, but did also note thal the gection on the Asslgnimant |

Recond which denoted bed bath was blank. R15%
Amsignment record wiis shanged an 10721714 W include the
bed bisth documsntation with the complete waro with buth
scotlon. ‘The new Assigument Record was placed in thwt
€.N.A. Assignment Reeard ook on 10721714, |

Tern |
A sweep of C.NLA, Assignmont Records was complated

ling overal} d tation which included the residend
who reeeive 1Tospice Care.

A swecp of resident’a who only recoive bed baths wag

Tem 2 1
1
conducted. !

I

ftown 1
From the ¢lwrt wudite completed by DON, she wes ableto |
deternine thal ihose residents who receive Hoapice Care with |
an ossigaed [ospice CNA, had “blnks™ on the duys (hot the |
Hosplca StafT provided (e enrv. Sporudic blunks wore also
noted on the Assignment Records {or which no definite root
cause could be determined,

Nursing Policy 400 (Attnclunent 4) titled "“Assignment
Record” will bo reviewsd and revised (o provide staft
inglruction au to documentation requiraimemts iCrosidont
receives Hospice Coro.

11/30/14

Nursing staft will be in-serviced by Nursing Administration
regarding the importance of accurately completing the
documentation which supports the care thal is provided (o
thelr assigned resident.
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CENTERS FOR MEDICAR e hay
H E & MEDRICAID SERVICES _ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING ; ICOMPLSETED
088036 B. WING 10/16/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
DELAWARE HOSPITAL F/T CHRONICALLY ILL (DHCI) N
SMYRNA, DE 19977
(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
, | DEFICIENCY) i
| T T T
| ! | liem? [
F 514 | Continued From page 14 F 514, DON rmyicwed several Agsignment Records for resid .
| | whose plan of care indicuted thal o dally bed bath was part of !
f Review of the Assignment Record documented; [ | the nesignimant ns well as disoussing with the C.N A the |
| reson for the blank seclion for bath, shove, nails and was
+ June 2 . alsle to detorming that 11 s pariially due to previous education |
'I hne 014 hno documentation for bed bath, that they hud reoelved as woll oy (he Agsignment reeond belng
| shampoo, shave or nall care, redundint rogarding bathing vore,
| July 2014 - no documentation for bed bath, g g : ioh |
| shampoo, shave or nall care. ' ‘ll‘hc l(\iDI. cnni:dl;lnnbhh}r:‘lry mgardllrl\lgblhe unit gfcnrle w_hlch
| August 2014 - bed bath d ol o5 providing athing care will bo revised lo oliminate
| Aug ed bath documented 8/3, 8/4, 8/9 confusion as fo the correct way 1o complete tie
!'8/10, 8/11 and 8/13 and nalt care 8/1. The rest , documgniation.
were blank. |
| Nursing Sl will be inserviced by Muring Administution
September 2014 - bed bath documented 6/1, 8/3, | ropurding the changs in the ADL Librery end inatruotion will |
| /4, 9/9, 9/10, 9/11, 9/13, The rest were blank. be provided lo the C.MN.A. on the correct method to _
Octaber 2014 - no documentation through - | o i Amigsunan Benerel i
10/15/14, | Nursing staff will be in-serviced by Nursing Administration |
| | regarding the importancc of acaurutely eompleling the
| documentatlon which supports tho care that is pravided to
|- | | their nssigned resident.
Aninterview on 10/14/14 at 11:10 AM with E19, | | toirosigned rsidont !
| GNA and E20, RN it was revesled that if the , i
assignment sheet was not signed off it was an Succo ftem | and Item 2 '
N UCCeas m 1 and m
oversight by staff, Evaluption | Atleast one resident’s Adsignmunt Record will be reviewed |

| Findings were reviewed with E1 and E2 on
| 10/16/14 at 3 PM,

fur euch yssipned CNA by the nurde prior fo the cnd of cach
shill, Tl Aaslgnment Record will be roviewed by Ihe nurse
for acoumey and completences.

CNA Assigrnont Record will be revlewed by e licensed
nurse prior to the end of the shitt for scoumay ]
completion, Resulls wiil be forwurded lo Quality Assumnee.
Thils will oceur over the next threw weeks untll tha {hetity
reaghoy 100% susoesy over Uaee coniccutive evalustions,

CNA Asslgninent Rocord will be roviowed by the ligensed
| nurse prior (o the end of the shift for seeuraey und !
completion. Resulta will be forwarded to Quality Avsurmnee,
This will oeeur over the nest wa weeks until the faeiliry
renches 100% sucoess over thive consscutive gvaluations.

Finully, the fieility will measure our prictives ane more lime |
o mantl loter, if the Geeility s stlll 100%5, then we will
lude we lave fully odd {the 1
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3 Vil Road, Stts 308
, Suite
DELAWARE HEALTH Wllmlngton,ogelawuare 19806

AND SOCIAL SERVICES (302) 577-8661

Divislon of Long Term Care
Residents Protectlon STATE SURVEY REPORT Page 1 of 2

NAME OF FACILITY: Delaware Hospltal f/t Chronically Il DATE SURVEY COMPLETED: October 16, 2014
SECTION | STATEMENT OF DEFICIENCIES | ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deflciencies CORRECTION DATE

OF DEFICIENCIES

An unannounced annual survey was
conducted at this facility from October 9,
2014 through October 16, 2014, The
deficiencles contained in this report are
based on observation, interviews, review of
residents' clinical records and review of other
facility documentation as indicated. The
facllity census the first day of the survey was
one hundred and twenty nine (129). The
survey sample totaled twenty five (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;

LPN - Licensed Practical Nurse;

MDS - Minimum Data Set (standardized
assessment forms used In nursing homes);
RNAC - Registered Nurse Assessment
Coordinator,

CNA - Certified Nurse's Alde.

ADL - Activity of Dally Living

BIMS- Brief Interview of Mental Status

3201 Regulations for Skilled and Intermediate
Care Facllities

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 Facllitles, and any
amendments on modifications thereto, are

- herebyﬁi opt ?th regulatory 1 Y | R
\U (0 3m;13’ Title c}&fwc Date _{ // v 7[7@/ &

Provider's Signature _ AL

L
e
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DELAWARE HEALTH WilmIngton, Delaware 19806
AND SOCIAL SERVICES (302) 577-6661
Division of Long Term Care
Resldents Protection STATE SURVEY REPORT Page 2 of 2
NAME OF FACILITY: Delaware Hospltal f/t Chronically Ili DATE SURVEY COMPLETED: October 16, 2014
"SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION |
Specific Deflciencles CORRECTION DATE
OF DEFICIENCIES B

requirements for skilled and intermed|ate
care nursing facllities In Delaware.
Subpart B of Part 483 is hereby referred
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
Incorporated by reference.

This requirement is not met as evidenced

by:
d Cross referenced to the CMS
Cross refer to the CMS 2567-L survey report | 2567-L survey report ended 11/30/14
ended October 16, 2014, F225, F263, F272, | October 16, 2014, F225, F253,
F274, F325, F328, F364 and F514. F272, F274, F325, F328, F364

and F514

L : S

Provider's Signature '\gp W Title w Date /i (A:)/{?(’) / Y



