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F 000 INITIALCOMMENTS F OOOi
|
An unannounced annual survey was conducted | '
at this facility from November 16, 2015 through |
| November 24, 2015. The deficlencigs,contained | |
| in this report are based on observations,
interviews, review of residents' clinical records
| and review of other facility documentation as
indlcated. The facility census the first day of the
| survey was 137 (one hundred thirty seven). The
Stage 2 sample totaled 26 (twenty six) 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;
UM - Unit Manager;

: MD - Medical Doctor;

' RNAC - Registered Nurse Assessment
Coordinator,

- CNA - Certifled Nurse's Aide; ; |

' RD - Reglstered Dletitian; : l
NP - Nurse Practitioner; 4 '

. PA - Physician Assistant,

. SW - Social Worker;

' SE - Staff Educator;

. ADLs - Activities of Daily Living, such as bathing
and dressing; o

' BIMS (Brief interview for Mental Status) - test to

measure thinking ability [0-7= severe impairment;

8-12=moderate impairment; 13-15=cognltively

intact]; >

CDC - Centers for Disease Control and . [

| Prevention;

D/C - DIscontinue;

DPOA - Durable Power of Attorney-gives

e

LABORATORY D ﬂ:ae SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE
_ S o T i wlse Z /A& He

Any ;j-d‘ﬁﬁﬂmcy statement g with an asterlsk (*) denotes a deflclency which the Institution may be excused from correcting providing it Is determined thal
other safeguards provideSufficient protection to the patients. (See instructions.) Except for nursing homes, the findings slated abiove are disclosable 80 days
fallowing the date of survey whaether or not a plan of correction is provided, For nursing homes, the abova findings and plans of correction are disclosabla 14
days following the date these documents are made available to the facliity. If deflciencles are clted, an approved plan of correclion is requisite lo conlinued
pragram participation.
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F 000 Continued From page 1 F 000/

' someone the power to act in your place for 1
medical care and finances;

' GDR - Gradual dose reduction,

| HVAC - Heating ventilation and air condltioning

' system;
HS - At bedtime;

 MAR - Medication Administration Record (on
paper);
[ MDS - Minimum Data Set (standardized

l assessment used In nursing homes),

; PASRR - Pre-admission Screening Resident
Review;

| POA - Power of Attorney-gives someone the

| power to act in your place; ‘
PRN - As needed;

PU (Pressure Ulcer) - sore area of skin that i

|

develops when blood supply is cut off due to

. pressure;

ROM - Range of motion, extent to whlch a Jomt
can be moved safely,

TAR - Treatment Administration Record (on
paper);

UTI - Urinary tract Infection;

Alzhelmer's Disease - disorder resulting in loss of |
. memory, thinking and language; . .- -
' Antidepressant medication-drugs used to treat
depression and other conditions; .
' Antipsychotic - drug to treat psychosis and other . |
' mental/lemotional conditions; '
{ Anxiety - general unpleasant state of feehng ||
§ worry, nervous or restless, |
{ Anxiolytic - medicatlon used to treat anxiety; |
Aphasia - neurotogical condition in which |
language functlon Is defective or absent;
Aspiration - inhaling food or fluid Into the lungs; .
Atlvan - medication to treat anxiety;
Bacteria - very small germs that can cause |
: disease, |
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F 000 ' Continued From page 2

! Bipolar - mood disorder;

Blood Pressure - measurement of the force of

blood against blood vessel walls;

Cognition - thinking ability;

" Continence - control of bladder and bowel;
Dementia - severe state of cognitive impairment
characterized by memory loss, poor judgement,
disorientation and/or personallty changes;
Depression-mental disorder with feelings of
sadness,

' Dysphagia - difficulty swallowing:

5 Expressnve aphasila - inabillty to express snmple
ideas in words or writing;

- G-tube (Gastrostomy Tube) - tube mserted mto
an opening into the stomach, can be used to glve
food and/or medications;

Hospice - service providing care to residents who |
are terminally il%;

| Klebsiella - bacteria normally found in the
intestines;

Incontinence - loss of control of bladder and/or
bowel;

resident's active physician orders;
Puree diet - food ground into consistency like
thick paste;
Psychoactive drug-used to change brain function
and results In alteration in perception, moad or
consciousness,
Psychosis - [0ss of contact/touch with reality;
Psychological disorders-a wide rarige of
| conditions that affect mood, thinking and
| behavior,
| Psychotroplc - medication used to treat
psychosis;
Psychopharmacological - medlcatlon used to
treat psychological disorders;
Seroquel - medication used to treat psychosis;
. Stage |l (2) PU - skin blisters or forms an open

| Physician Order Sheet (POS) - monthly report of |

F 000
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| 11/16/156 random observation of lunch served

| between 12:10 - 12:25 PM found the following
number of residents received thelr meal on a tray
and the dishes remained on the tray during the
entire meal:

- Candee 3. 16 out of 16 resldents’ |
- Candee 4: 8 out of 9 residents

- Candes 5 8 out of 9 residents |

11/23/15 at 11:08 AM interview with E7 (CNA on i
Candee 3) stated the trays were new and they
jeave the plates on the trays since, in the past ’

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
_ 085035 B. WING = 11/2412015
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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' ' F252 - ‘
F 000 | Continued From page 3 . FO000| Safe/Clean/Comfortable/Homelike
{ sore, area around the sore may be.red and Environment ‘
irritated; '
| Stage il (3) PU - skin develops an open, sunken The facility failed to provide a homelike environment
hol lled ith d i bel Individusl/  during dining by serving meals on trays for thr
ole called a crater, with damage to tissue below Resldent | 8 g by g "z o8
the skin: o h::m:;‘d | (Candec 3, 4 and 5) out of five dining rooms.
Toileting program - SChe_dUIed times to encourage | 1. Al management stafl’ meeting on 12/9/15, it was
emptymg of the pladdqr, oo . detennined that unit staff was unaware that individual
‘ UT"Urlnary tract infection-bacteria in the urine. | dishes were to be removed from trays upon service.
F 252 483.15(h)(1) ; F 252  Director of Nursing and Registered Dietitian
ss=E | SAFE/CLEAN/COM FORTABLE/HOMELIKE. instructed all Nurse Managers to inform their staff” |
T | that all dishes on trays were to be removed during
ENVIRONMENT | ; ; [
| meal service, unless resident expressed preference
otherwise. |
The facility must provide a safe, clean, | |
| comfortable and homelike environment, allowing ‘ lgen:lmr-um'r All resident have the potential to be affected by this
| the resident to use his or her personal belongings | residents deficient practice. Al residents were asked their
| to the extent possible. | with the dining preference in regards to having dishes
i vﬂw;lr““' te | removed from meal trays. This information was
| be affeeted recorded on the Fine Dining Form (Attachments
| ; X , #1through 5) that is located in the Nutrition Data
' t1)'h|s REQUIREMENT is not met as evidenced ‘ Book on each unit.
Y.

Based on observation and interview It was 'I The fagility failed to provide a homelike environment|
determined that the facility failed to provide a System [ for thrf:c (andce 3,4 and 5) out of five units, by not |
nomelike enviranment during dining by serng | Chanke | fomotins ks ol T ot
me.als o.n _trays for three (Candee 3, 4'.a‘nd?. 5) out tray system and process for enhanced dining was |
of five dmmg rooms. Find'ngs Include: rolled out to Candee 2 to evaluate operational needs, |

| barriers to success and develop a facility-wide
01/08/16

|
|

process change. The QAPI team has drafted an
expedited roll out of the program for the remaining
four units in the facility. The Social Dining Team
Action Plan dctails the expectation of the QAPI tcam
(Attachment #6). The facility will take the following
measures to ensure that meals are not served on trays
(unless requested by the resident).

1. Selected staff from Candee 1, 3, 4 and 5 will cross
train on proper dining service by observing meal
service on Candee 2, which was not included in the
deficient practice.
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| | .
‘ | F252- Continued
. 2. Staff Development, in collaboration with the
F 252 | Continued From page 4 F 252 Registered Dietitian, will present a Social Dining In-
when removed, some residents threw them. E7 scrvice to all unit staff on Candee 1, 3, 4 and 5 by
| said they can't leave the salt and pepper on the 1/8/16. 4 .
| tables since "you never know where, they would 3. Dining Observation rounds will be made by
end up". [Candee 3 is the locked unit for e S R
residents with memory problems] g
Success Individual responsible for action:
These findings were reviewed with E1 (NHA) and | Evuluation
. E2 (DON) on 11/24/16 at 2:10 PM, | Eegi§lcr<=;§ldDi§t§tian..Food.]SIcwi%c Dircc;or‘ and ]
F 253 483_15(h)(2) HOUSEKEEPING & e F 2531 u‘rsmg' ministration wi | con uct. mr'l om mea
SS=E MAINTENANCE SERVICES | obscrvation rounds weckly for 12 wecks or until the

The facllity must provide housekeeping and
malntenance services necessary to mamtam a
sanitary, orderly, and comfortable interior.

This REQUIREMENT Is not met as evidenced
by:

. Bésed on observatlon It was determined that the
' facility failed to provide housekeeping and

maintenance services necessary to maintain a

sanitary and comfortable interior on four (Candee |

1,2, 3, and 5) out of 5 units. Findings include:

' Observations during Stage 1 (11/16/15 and

11/18/15 from 8:00 AM to 4:30 PM) and on an
environmental tour on 11/20/15 from 3.05 PM to
3:50 PM and revealed the following:

| -room 113: wall and trim damage;-'"

-room 116: stained wall,

-100s bathroom: slow draining sink;

-corridor between room 120 and 122; wall
damage;

-room 132; damaged bed slde stand;

-room 264: wall damage,

-room 301: worn chair, damaged door frame;
-room 304: wall damage, worn bed side stand;

fucility reaches 100% success over 10 consecutive

l evaluations, Finally, we will conduct meal
observations one month later. If the facility is still |
compliant, then we will conclude that we have
successfully addressed the deficient practice. All
findings from Dining Observations and updates to

| | Social dining Team Action Plan will be submitted to
facility QAP1 Teain for evaluation and discussion at
quarterly QAPI Meetings. The QAPI’s team role js

| to meet at least quarterly and review root cause

‘ ' analysis, trends and correclive aclions as appropriate.

F253 — Housekeeping & Maintenance
Services

The identificd examples of failure to maintain and

Individual/ | nrovide a sanitary and comfortable intetior were
| Resident entered into the DMS AIM's system for corrective
Impacted

action on 12/16/15. (Attachment #8)

Identificatlon |  All residents have the potential to be affected by this

of other | deficient practice. Upon finding uny failure to [
g provide housekeeping and maintenance services
potentlal o | Mecessary to maintain a sanitary and comfortable
beaffected | jntcrior, staff will immediately submit work orders

through the DMS AlMs system to corrcct the
deficiency, and will also inform the Unit Manager
| | and the LTC Section Safety/Environmental Officer
and QA Director.
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system turned on making It difficult to hear
| normal conversation while the equipment was
running.

11/18/15 observation while seated near the
lounge chairs where residents were watching

television In the main activity/dining area revealed

STATEMENTY OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DQLI%E:’IBI;/DEY
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! SUMMARY STATEMENT OF DEFICIENCIES | ‘ o} PROVIDER'S PLAN OF CORRECTION \ (%5}
é’é“E)FIB( i (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ‘ (EACH CORRECTIVE ACTION SHOULD BE _ GOUEIEFION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIAT
| DEFICIENCY)
| |
' | F253- Continued
F 253 Continued From page 5 F 253! Work orders are assigned to correct the identilied
: , issues by SDAAPD staff as required communicalion
-room 308: wall damage, . with the DMS staff. The AIM’s System utilized by | 01/08/16
-room 307: damaged mirror, worn chair; [ System Facility Operations to identify, track and assign
-room 362; worn floor tiles; Changes corrective actions for resident, staff and building
- i 0e: ll requests will be generated following an
room 506: wall damags;
.room 510: dil‘ty wall and wall damage; I environmental rounds approach between DSAAPD &
| -room 517: damaged dresser, ‘ e
-room 520: damaged dresser and bed side. Success Inspections of the Candee Building are planned
stand; Evaluation | guarierly in an effort to identify normal wear and tear
issues. This work order request system will also be
Findings were reviewed with ES (Director of relied on to identi(fy andlrepodr/t areas that need |
. 23/15 at 2:05 PM. maintenance work, repair and/or replacement.
Faclllty Operatlons) on 1%/ | DSAAPD has appointed a liaison to participate on
i ) ) these inspections and track the progress in corrective |
| Findings were reviewed with E1 (NHA) and E2 actions on a quarterly basis. The DSAAPD
' (DON) on 11/24/16 at 2:10 PM. Management Analyst and the Safety Officer will
F 258 483.15(h)(7) MAINTENANCE OF F 258 conduct monthly inspections of the entire Candee |
= ABLE SOUND LEVELS Building for three months beginning in January,
S8=E COMFORT. | 2016, to ensure that all work orders (including sound
. . . ! level adjustments) have been completed and 100%
- The facllity must provide for the mamtena:nce of | ‘ compliance achieved. Their findings will be logged
| comfortable sound levels. oy and presented to the monthly Safety Commiltee and
QA Committee as well as the quarterly QAP
| | l Committee,
This REQUIREMENT Is not met as evidenced .
by: ‘ | F258 — Maintenance of Comfortable
Based on observation and interview it was Sound Levels
| determined that the facility failed to malintain e g .
¢ identified example of failure to maintain
C??Eﬂ l’tl?-lb l? EEIJ:IIP?J:Uerfc:;:r\;veh(ecnatﬂie:\?&g ok [ Individual/ | comfortable sound levels was entered into the DMS
Q ning/a Y yr di include: :‘“ide“‘d | AIM’S system lor corrective action (Attachment #9).
system was running. Findings Include: . mpacted | The HYAC unit for the Candee 3 dayroom was
. replaced by Gale and Associales with a new Variable
11/16/15 - During lunch observation the HVAC Frequency Drive Water Source Heat Pump and 12/01/15

existing duct work was removed and replaced with a
newly designed layout that removed all static
discharge noisc. Replacement was completed on
12/1/15. (Attachment #10)
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' F258 - Continucd
F 258  Continued From page 6 | F 258 All rt?SIdents h'uve the pottzntli}l to be affectcd by this
R Heniifle n"m] deﬁqxent _pracnce. _Upon finding any failure to |
| HVAC turned on and ran for approximately 5 | ofolher provide for the maintenance of comfortable sound
minutes at 9:25 AM, 10:08 AM, 10:49 AM, 11:18 | reldens levels in any area of any of the five Candee nursing
AM, 11:40 AM. When the HVAC system was :;tt:':::l " units, staff will immediately submit work orders
running the television could not be heard, The be affected :ihft?“,ght‘he gMﬁlA]lM-‘i St)fsle":go 60“:;; the .
eficient, and will also inform the Unit Manager and |
| HVAC system turned on around every half hour. the LTC Section Safety/Environmental Oﬂ'lcgand
. QA Director.
11/19/15 observation while seated at the nurses '
station - radio able to be heard across the room. | All units will be inspected monthly to ensure proper
When the HVAC system was running the radio System opetations,
 could not be heard and could not hear staff or | Changes
residents talking across the room. | Success Quarterly inspections of the Candee Building are held
| Evaluation |  yging a team approach with DSAAPD and DMS staff
11/20/15 interview at 10:5656 AM with E8 (LPN) | to conduct environmental rounds quarterly in an
revealed, the HVAC system "got loud last year effort to maintain normal wear and tear issues.
after something was changed” on it. The nurse DSAAPD has appointed a ligison to participate on
stated that E9 (Director of Facllity Operations) these inspeotions and track the progress in comrective
was aware of the problem. actions on a quarterly basis. The DSAAE’D )
[ Management Analyst and the Safety Officer will
' . . X _ | conduct monthly inspections of the entire Candee
' 11/23/15 During an interview at 8:55 AM with E10 | Building for three months beginning in January, '
" (LPN)-the nurse stated that last year there was a 2016, to ensure that all work orders (including sound |
time when someone was yelling for.help after a | level adjustments) have been completed and 100%
resident fell and no one heard. ..~ compliance achicved. Their findings will be logged
1 and p1rcscnt.cxi to the monthly Safety Committee and |
11/23/15 interview at 9:05 AM with E9 - EO stated | @ comp eegstweliasiite QeI SRR
the system was "old and efficient so there's no |
need to replace it. | haven't ignored it', it had i F272 — Comprehensive Assessments
 been "checked out by our own staff as well-as
private contractors”. When asked if the Item 1
frequency of it running or the speed of the fan IndividuaV/ |  The annual MDS assessment for R29 was coded
could be changed, E9 offered no answer. :‘e‘“de"‘d inaccurately. The Unit Manager corrected the coding |
| mpacte error on 12/03/15. Section (1) Oral/Dental status on
| These findings were reviewed with E1 (NHA) and | the MDS was reviewed and found to be accurate.
| E2 (DON) on 11/24/15 at 2:10 PM. Item 2
F 272 483.20(b)(1) COM PREHENSIVE F272 | The annual MDS asscssment for R73 under section
ss=D ASSESSMENTS | (J) Health Condition was inaccurately coded. R73
did have a fall on two scparate occasions during the
The facility must conduct initially and periodically review period. The MDS assessmant did not
' a comprehensive, accurate, standardized 23;;‘6'::;‘,5’&?10?&5;3&:03:‘::5{1}21:;1‘;"“ Manager
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' | | DEFICIENCY)
F272 - Continued
F 272 | Continued From page 7 Fay2| lemd
| Continued From page . The annual MDS assessment for R64 under section
reproducible assessment of each resident's (O) Restorative Nursing Program was inaccurately
functional capacity. coded. R64 was not in a restorative nursing progranm.
The Unit Manager comrected the coding error on |
" ; ' 12/12/15. |
A facility must make a comprehensive 2zl
assessment of a resldent's needs, using thE}- Wentificatlon  fgem 1
resident assessment instrument (RAI) specified arother | All other residents have the potential to be affected by
by the State. The assessment must include at with the the deficient practice of inaccurate assessment and
 least the following: . potentll o | documentation. A sweep of all other MDS section |
|dentification and demographlc Information; (L) was reviewed and found to be accurate. The Unit
Cust utine: Managers and the Registered Nurse Assessment
stonyary; (ST, Coordinator (RNAC) will review all recent MDS’s to
8°gn'twe' patt.tems' | ensure accuracy prior to submission.
ommunication, o8
Vision, el Item 2
Mood and behavior patterns; ‘ Qlll zt}tl'er.rcs:identtsA haw; the poten:tiul to be aft;ecte: by|
; . h ¢ deficient practice of inaccurate agsessment an
PSVChOSOCIaI well being; documentation, A sweep of all MDS’s under section |

PhySIcal functloning and structural pmblems' : (J) Health condition was reviewed by Unit Managers |

Clonﬁnenclei . . . ' and found to be accurate. The Unit Managers and the|
Disease diagnosis and health conditions; - - RNAC reviewed all recent annual MDS’s to ensure
Dental and nutritional status, accuracy prior (0 submission,
Skin conditions; ' \ | ltem3
| Aty it em
' ':Acégllgg tlipglr::_un' | ‘ All other residents have the potential to be affected by
i

. the deficient practice of inaccurate assessment and

' Speclal treatments and procedures; ' documentation. A sweep of all MDS’s under section
Discharge potential; I (O) Restorative Nursing Program was rcviewed by
Documentation of summary Information regarding ‘ Unit Managers and found to be accuratc. The Unit

the additional assessment performed on the care ' | Managers and the RNAC reviewed all recent annual
areas triggered by the completion of the Minimum | | MDS’s to cnsure accuracy prior to submission,

Data Set (M{JS); and _ - Items 1, 2 and 3
Documentation of participation in assessment. ‘ The LTC Section had self-identified weakness in theit
| MDS coding accuracy. The LTC Scction launched an |
MDS coding accuracy project that has been ongoing
‘ for the past six months. Through the initial audits
| they sclf-identified the need for additional staff
‘ trainings in RAVMDS. The first phase of this
training was completed over the past quarter

(Attachment 13). In order to monitor the
‘ | improvement in this area an MDS coding accuracy
| This REQUIREMENT is not met as evidenced | tool was developed and is now part of the LTC

by: : [ Sections QAPI approach (Attachinent 14). |

Based on record review, observation and |
)f continuation sheet Page 8 of 37
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F 272 | Continued From page 8

interview It was determined that for three (R29

! R73 and R64) out of 26 sampled resldents the
facility falled to ensure the accuracy of the MDS
assessments during comprehensive review.
Findings include:

1. R29's clinical record revealed:

12/11/14 - Annual MDS assessment documented
R29 as none of the above present in the Oral
assessment section, in response to the selaction:
no natural teeth or tooth fragments, mouth or
facial pain, cavity or broken teeth. i

During an Interview on 11/18/15 at 3:52 PM with
R29, it was observed that she had no natural

teeth and the resident reported she has nothad |
- teeth for "about 30 years". ‘

- During an interview on 11/20/15 at 3:03 PM with |
'E18 (RNAC) it was confirmed that the
_assesment response documented was an error, \

These findings were reviewed with E1 (NHA) and
E2 (DON) on 2/24/15 at 2:10 PM. [

2. R73's clinlcal record documented the resident
fell on 8/21/15 and 9/21/15 without injury.:

10/8/15 Annual MDS assessment - documented i
the resident did not fall since her prior
assessment dated 7/16/15 when, in fact, the !
resident had fallen twice.

11/19/156 interview at 2:35 PM with E4 (UM)
confirmed the resident did have two falls and

| confirmed the answer to the question "Has the
resident had any falls since admission/entryor
reentry or the prior assessment, whichever is

|
e

F272 - Continucd

Item 1

The annual MDS assessment for R29 was coded
inaccurately. The root cause for the inaccurate
assessment is knowledge deficit and failure to review
the resident’s clinical record thoroughly. The facility|
will take the following measures to ensure accuracy
of MDS coding:

A. Complcte refresher training for MDS 3.0 MDS |
power point, with instruction and examples
(Attachment #11). This training will include all Unit
Managers/designee on MDS coding by trained staff
which includes RNAC, Stafl Development '
Department or designee.

B. Al the end of each Inter-Disciplinary Team
Meeting the care plan will be updated to reflect
resident’s cutrent health status including dental needs
and dietary changes due to changes in dental status or|
physical mobility.

C. The Unit Managers and the RNAC will meet
weekly to review cach completed MDS to ensure
coding accuracy.

D. The RNAC will review the MDS’s one more time|
for coding accuracy prior to submission,

01/08/16

Item 2

The annual MDS assessient for R73 was coded
inaccurately. The root cause for the inaccurate
assessment is knowledge deficit and failure to review
the resident’s clinical record thoroughly. The facility |
will take the following measure to ensure accuracy of |
MDS coding:

A. Complete refresher (raining for MDS 3.0 MDS
power point, with instruction and examples
(Attachment #11), This training will include all Unit
Managers/designee on MDS coding by trained staff
which includes RNAC, Statl Development
Department or designee.

B. At the end of each Inter-Disciplinary Team
Meeting the care plan will be updated to reflect
resident’s current health status including mobility and
review of current restorative program.

C. All falls will be reviewed at least monthly at the
Fall Committee Meeting.

D. The Unit Managers and the RNAC will meet
weekly to review each completed MDS to ensure |
coding accuracy. ‘
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i F272 - Continued
, E. The RNAC will review the MDS’s one more time
F 272 Continued From pa'ge 9 : Farz for coding accuracy prior to submission, I
most recent?" was incorrect and should have
been answered yes,

These findings were reviewed with E1 and E2 on |
2/24/15 at 2:10 PM. |

| 3, The following was reviewed in R64's clinical
| record:

8/27/15 - Annual MDS Incorrectly documented ‘
the resident was on a restorative nursing pragram
for passive ROM 7 days a week. & .

9/9/15 - Care plan review documented R64’ ]
refused ROM. ‘

11/23/15 - Review of CNA documentation lacked
evidence the ROM was belng completed. Review
of the physician orders lacked docurientation of
an order for ROM. " ‘-

11/23/15 2:26 PM - Interview with E16 (RN, UM) |
revealed that R84 was not on a documented |

| ROM program but that the CNAs try to move the |

| resident's upper extremities during care daily. If |
was confirmed that the resident was noton a
restorative nursing program for ROM.

Thess findings were reviewed with E1 and E2 on
:11/24/15 at 2:10 PM.
F 278 483.20(g) - (j) ASSESSMENT
s8=D | ACCURACY/COORDINATION/CERTIFIED

| The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coqrdji‘_)_fa}g
_each assessment with the appropriate. - ... .

P A |

| Item 3
The annual MDS asscssment for R64 was coded

inaccurately. The root cause for the inaccurate

| assessment is knowledge deficit and failure to review |

| the resident’s clinical record thoroughly. The [cility
will take the following measures to ensure accuracy
of MDS coding;

A. Complete refresher training for MDS 3.0 MDS |
power point, with instruction and examples
(Attachment #11). This training will include all Unit

‘ Managers/designee on MDS coding by trained stafl’

| which include RNAC, Stall Development
Department or designee.

B. At the end of each Inter-Disciplinary Team |
| Meeting the cure plan will be updated to reflect

resident’s current health status including current

mobility and reslorative needs.

C. All restorative documentation will be reviewed by

supervisors to ensure accuracy and compliance.

‘ D. The Unit Managers and the RNAC will meet
weekly to review cach completed MDS to ensure
coding accuracy.

‘ E. Section (O) on the MDS assessments was
corrected by RNAC and Unit Managers. Assessment
on 12/15/15 found the MDS to be accurate.

F. The RNAC will review the MDS’s one more time
for coding accuracy prior to submission.

Item 1 |

Individuals responsible for Action: |

Nursing Supervisors or designees will conduct

random audits of completed MDS’s to ensure coding

accuracy. Daily reviews of dental orders will be done

to ensure accuracy of dental changes. Completed

MDS's will be evaluated for coding accuracy weekly

[ for 12 weeks or until the facility reaches 100%

| success over 10 consecutive evaluations, The above

| audit process will be repeated one more time, We
will measure practices one month later. If [acility is
still compliant, then we will conclude that we have
successfully addressed the cited deficient practice.
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participation of health professionals.

Aregistered nurse must sign and certify that the |
assassment is completed. .

| Each individual who completes a portion of the |
. assessment must sign and certify the accuracy of |
that portion of the assessment.

Under Med!care and Medicaid, an Individual who

‘ wilifully and knowingly certifies @ material and ;
false statement in a resident assessment s

| subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another Individual
to certify a material and false statement in a
resident assessment Is subject to a civil'money

| penaity of not more than $5,000 for each |

+ assessment. . |

Clinical disagreement does not constitute a '
materlal and false statement.

This REQUIREMENT is not met as evidenced
by

Based on record review and interview it was !

determined that for two (R64 and R139) out of 26 |
' sampled residents the facility failed to ensure the

accuracy of the MDS assessments during

quarterly review. Findings include: P ‘
| 1. The following was reviewed in R64's.clinical i

record:

6/4/15 - Quarterly MDS incorrectly documented i

the resident was on a restorative nursing program
for passive ROM 7 days a week. ‘

v

Assurancc Committce meetings (QAPI). The QAPI
tcam’s role is to mcct at least quarterly and review
root cause analysis, trends and corrective actions as
appropriate.

Item 2

Individuals responsiblc for Action:

Nursing Supervisors or designees will conduct
random audits of completed MDS’s to ensure coding |
accuracy as well as review falls daily in tcam
meeting. Completed DMDS’s will be evaluated for
coding accuracy weekly for 12 weeks or until the
facility reaches 100% success over 10 consecutive
evaluations. The above audit process will be repeated
on more time. We will measure practices one month
later. IF the facility is still compliant, then we will
conclude that we have successfully addressed the
cited deficient practice. These findings will be
reviewed at the Quality Assurance Commitice

meetings (QAP1). The QAPI team’s role is 1o meel at|

Jeast quarterly and review root cause analysis, trends
and corrective actions as appropriate.

Item 3

Individuals responsible for Action:

Nursing Supervisors will conduct random audits of
completed MDS’s to ensure coding accuracy. All
restorative documentation will be reviewed by
supervisors to ensure accuracy and compliance
weekly. Completed MDS’s will be evaluated for
coding accuracy weekly for 12 weeks or until the
facility reaches 100% success over 10 consecutive
evaluations, The above audit process will be repeated
one more time, We will measure practices on month
later. If the facility is still compliant, then we will
conclude that we have successfully addressed the
cited deficient practice. These findings will be
reviewed at the Quality Assurance Committec
meelings (QAPI), The QAPI tecam’s role is to meet at

least quarterly and review root cause analysis, trends
and corrective actions as appropriate,
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' | F272 - Continued
. Thesc findings will be reviewed at the Quality
F 278 | Continued From page 10 F 278

FORM CMS-2667(02-89) Previous Verslons Obsolete k Event 1D: 803111 Faclllly ID: DE0045

If continuation sheet Page 11 of 37




PRINTED: 12/098/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) gg&%fé}'ﬁ;/gY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
085035 B. WING 11/24/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 SUNNYSIDE ROAD
DELAWARE HOSPITAL F/IT CHRONICALLY ILL (DHCI) SMYRNA, DE 18977
! N {X5)
SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTIO
SREFix (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULDBE | CONTLrioN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS8S-REFERENCED TO THE APPROPR
A [ DEFICIENCY)
F278 — Assessment
F 278 | Continued From page 11 F278| Accuracy/Coordination/Certifled
9/9/15 - Care plan review documented R84 . ' ttem 1 .
refused ROM. R 6 B The quarterly MDS for R64 inaccurately dociine nh.'d'
; | that R64 was on a restorative nursing program for
11/23/15 - Review of CNA documentation lackgd :{:;::’i:':;"u passive range of motion, The Unit Manager
. svidence the ROM was belng completed. Review |y oo.q | addressed the coding crror on 12/16/15. The Unit
| of the physlcian orders lacked documentation of Manager responsible for the inaccurate assessment
an order for ROM received a one on one refresher training on MDS
’ coding for Section (O) Special Treatments,
) R S Procedures and Programs on 12/15/15 (Attachment
11/23/15 2:26 PM - Interview with E16 (RN, UM) | #12).
revealed that R64 was not on a documented
ROM program but that the CNAs try to move the | Item 2 ‘ '
resident's upper extremities during care daily. tf | The et.lduurterly MDS asszssment for Rl3|? incorrectly
. a staged a pressure wound as a stage Il when in fact |
Wa? coqflrmad t.hat the rei‘,‘dfec:,t ’\thgﬁnnot Oﬂ = ‘ R139 was admitted with a Stage Il pressurc wound
restorative nursing progra ' [ to his right ankle. R139’s quarterly MDS assessment
i : . . | was corrected on 11/26/15 to reflect accurate staging
These findings were reviewed with E1 (NHA) and | on the pressure ulcer wound and the missing
E2 (DON) on 2/24/15 at 2: 10 PM. diagnosis. The Registered Nurse responsible for the
error was in-serviced on Section (M) Skin conditions
on the MDS 3.0 on 12/12/15 (Attachment #12),
2. The following was reviewed in R139's clinical | ,.uncaion Ltem 1
record: ::;;:,';'u All other residents have the potential to be affected by
: with the the deficient practice of inaccurate assessment and
| 3/18/15 - R139 was admitted with a Stage Il PU | potentialto | documentation. A sweep of all resident’s charts on a
'to the right ankle and a diagnosis of Bipolar with | o restorative program was reviewed and corrected on
harmalogical interventions. 12/16/15. Unit Managers and the RNAC reviewed all |
P ! | recent MDS’s to cnsurc accuracy prior (o submission
on 12/31/185.
9/3/15 - Quarterly MDS Incorrectly coded,RjSQ as
having a stage il PU and the diagnosls of Bipolar | Item 2
was not included. All other residents have the potential to be aftected by
) 2t the delicient practice of inaccurate assessment and
11/19/15 at 10:12 AM - Interview with E15 (RN. documentation. A sweep of all residents who have
) ) ' ; pressure wounds was completed to ascertain that the
| um) confirmed tl';at ﬂ:ialhlheBPU| Shg;’:d':]:s\qg :\)/Z?e,n correct staging of wounds was docwmented, A sweep
| °°de.d as stage |l and the Bipolar diag ol all residents with Bipolar diagnosis was completed
missing on the quarterly MDS. B on 12/16/15 to identify any missing from the MDS
W and corrective actions were taken as needed. Unit |
These findings were reviewed witti. E1 and E2 on - :vlanagers and the RNAC revigw;d all recclr;tlévll?li's |
g [ 0 cnsure accuracy prior to submission on }
11/24/15 at 2:10 PM. | o Yy p
F 279 483.20(d), 483.20(k)(1) DEVELOP ! F 27
B | |
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to develop, review and revise the resident's |
| comprehensive plan of care.

| The facility must develop a comprehensive care
plan for each resident that includes measurable

| objectives and limetables to meel & resident’s

medical, nursing. and mental and psychosocial

needs that are identified in the comprehensive

assessment, ‘

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosgocial well-being as required under

| §483.25; and any services that would otherwise ‘

be required under §483.25 but are nol provided

due to the resident’s exercise of rights under

§483.10, including the right to refuse treatment
| under §483.10(b)(4).

This REQUIREMENT is not met as evidenced ‘
by:

I Byased on record review and interview [t was |
determined that for two (R2 and R139) out of 26

, sampled residents the facllity failed to ensure a
care plan was developed for an identified need. !
R2 was receiving PASRR level 2 services due o
a developmental disability that was not idenlified
on the care plan, R139 was being treated for .
anxiety and Bipolar disorder that was not!
addressed in the care plan. Findings include:

Review of R2's clinical record revéaled,

| 8/29/83 - R2 was admitted to the facility.

SUMMARY STATEMENT OF DEFICIENCIES ) | 1D PROVIDER'S PLAN OF CORRECTION (X5)
Sheeix (EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIX (EACH CORRECTIVE ACTION SHOULO BE GO o

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPR
i DEFICIENCY)
| | F278 - Continued 1

" Item 1
F 279 ] Continued From page 12 ! F279 The annual MDS assessments for R64 were coded
§S8=D { COMPREHENSIVE CARE PLANS | inaccurately. The root cause for the inaccurate
: | System assessment is knowledge deficit, The facility will

| Afacility must use the results of the assessment | Changes

take the following measures to ensure accuracy of
MDS coding: 01/08/16
A. Complete refresher training for MDS 3.0 (RAT
Manual) was completed on 12/15/15. Training will
be presented via a power point presentation with

‘ instructions and examples (Attachment #11) and a

one on one refresher course on specific coding
methods, Patticipants of this training will include

\ Unit Managers and all Registered Nurses on MDS
coding, Training will be conducted by Staft

| Development, Director of Nursing (DON) and the
RNAC.
B. At the end of cach Inter-Disciplinary Team

\ Meeting the care plan will be reviewed to cnsure that
the care plan reflects resident’s current health status
and restorative care needs. !
C. The Unit Managers and the RNAC will meet l
weekly to review each completed MDS to ensure
coding accuracy.
D. The RNAC will review the MDS’s one more time

\ for coding accuracy prior to submission.

| Ttem 2

The annual MDS assessment for R139 was coded

inaccurately. The root cause for the inaccurate

[ asscssment is knowledge deficit, The facility will
take the [ollowing measures to ensure accuracy of

! MDS coding:
A, Complete refresher training for MDS 3.0 (RAI
Manual) was completed on 12/15/15. Training will
be presented via a power point presentation with
instructions and examples (Attachment #11) and a
onc on one refresher course on specific coding

i methods. Participants of this training will include
Unit Managers and all Registered Nurses on MDS
coding. Training will be conducted by Staff
Development, DON and the RNAC.
B. At the end of each Inter-Disciplinary Team

I Meeting the care plan will be reviewcd to ensure hat |
the care plan reflects resident’s current health status

I related to psychiatric diagnosis, skin integrily,
treatments and intervenlions.
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| 12113/12 - review completed by agéncy that [
serves the developmentally disabled docuniented
that specialized services were appropriate. The
specialized services for R2 was a community day |  Success
program. |

5/27/15 - Resident care meeting notes
documented that a representative from the
developmentally disabled agency attended.

| 11/20/15 - Review of the clinical record lacked

| avidence that a care plan had been developed

| addressing R2's developmental disability that
included a day program away from the facility.

11/20/15 10:28 AM - Interview with E15 (RN, UM)
revealed that the resident goes to a community
day program Monday through Friday but added |
she did not know what the resident does there.

| When asked how this program was Incorporated

| into the care plan she stated that the day program
has thelr own care plan and the facility does not

| have a copy. It was confirmed that the resident's
case manager and/or a staff person from the day |
program do attend the resident care meetings.

These findings were reviewed with E1 (NH_{\,) and
E2 (DON) on 11/24/15 at 2:30 PM:".

2. Cross refer F329, Example #1. -

- Review of R139's clinical record revealed;

,-

3/18/15 - R139 was admitted to the facility. |
Admlission physician orders documented the use ‘
of an anxiety medication three times a day, an
anti-depressant medication and an antipsyahotic

Evaluation

0 CORRECTION (XB)
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF
F(’RE)FI)( (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM;}_F;’ION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
| F278 - Conlinued
. aeel C. The Unit Managers and the RNAC will meet
F 279 I Continued From page 13 e i F279|  weekly to review cach completed MDS to ensure
) coding accuracy.
|

D. The RNAC will revicw the MDS’s one more time
for coding accuracy prior (o submission,

Item 1

Individuals responsible for Action:

RNAC, functional care summary nurse, Supervisors
or designee will be reviewing all restorative progrims
and evaluating the implementation of each '
individualized program. Thesc cvaluations will
continue weekly for 12 weeks or until the facility |
reaches 100% success over 10 consecutive
evaluations, We will then conduct monthly audits
until we reach 100% success at three consecutive
cvaluations. [f the facility is still in compliance, then
we will conclude that we have successfully addressed
the cited deficient practice. These findings will be
reviewed at the Quality Assurance Committee
meetings (QAPI).  The QAPI team’s rolc is to meet
at least quarterly and review root cause analysis,
trends and correclive actions as appropriate. |

Item 2 ‘
Individuals responsible for Action:

The Wound Care Nurse, Infection Prevention Nurse
and Nursing Supervisors will conduct random audits
of completed MDS's and the weekly wound sheet Lo
ensure coding and documentation accuracy. These
evaluations will continue weekly for [2 weeks or
until the facility rcaches 100% success over 10
consccutive evaluations, We will then conduct
monthly audits until we reach 100% success at three
conscoutive evatuations. If the facility is still in
compliance, then we will conclude thal we have
successfully addressed the cited deficient practice.
These finds will be reviewced at the Quality Assurance
Comunittee meetings (QAPI). The QAPI team’s role
is 1o meet at lcast quarterly and review rool cause
analysis, trends and corrective aclions as appropriate.
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‘ F279 — Develop Comprehensive Care
F 279 Continued From page 14 F279| Plans
medication to treat Bipolar symptoms twice a day ‘ tom 1
m
. ! Individunl!l  The facility failed to ensure an appropriate care plan
‘ 5/6/15 - Care plan for aiteration in emotional.. Rerldeat | was developed related to resident's disability and
| status; depression. Review of the care plan ' mpacted | outside program. Although R2’s Preadmission
Jacked evidence of approaches related to anxiety | Screening (PASRR) indicated level (2) services due
or Bipolar symptoms (beyond depression). ‘ to a developmental disability, the facility care plan
| did not address the need of R2's disability that
6/11/15 - Quarterly MDS documented an active | included a day program away from the facility. R2’s
di is of Biolar disord | care plan was reviewed and revised by the Social
lagnosis of Bipolar disorder. Services Director on 11/23/15. The care plan now
_ . . reflects resident’s current health status including the
11/20/15 10:38 AM - Interview with E15 (RN, UM) day program that R2 attends.
confirmed there was no care plan addressing
anxiety or Bipolar disorder. Item 2
y P R139’s clinical recotd did not reflect both
T i pharmacological and non-pharmacological
11/24/15 - .Revlew ,Of the facility's pghcy fOll‘z 015 interventions. The care plan was revised by the Unit
Psy0h080t|ve Medications approved on 5'_ ’) I I Manager on | 1/26/15 to mclude non-pharmacological
| documented the following; i | | and pharmacological approaches related to R139's
- All residents on psychoactive medications must clinical symptoms. Immediatc corrective action was
have the behaviors that the medication is - i taken by adding appropriate approaches to the care
' intended to reduce and interventions incorporated plan to reflect current resident health staus.
inta his or her care plan. Wentification|  Ttem 1
o ‘ . || e All other residents have the potential to be affected by
These findings were reviewed with £1 and E2 on | wimme | thedeficient practice. A sweep was completed on all
11/24/15 at 2:10 PM. polential (o PASRR level (2) resident charts on 12/16/15 to
be uflec) | .
F 280 483.20(d)(3) 483.10(k)(2) RIGHT TO E‘é‘éo | cn}furc that the care p]:l: were upgated to mclu;c
: R | other services received from outside programs duc to
55=D PARTICIPATE PLANNING CARE-REVISE CP | developmental disability. |
The resident has the right, unless adjudged Ttem 2
incompetent or otherwise found to be ! All other residents with psychiatric diagnosis or on
incapacitated under the laws of the State, to psychotropic mediations have the potential to be
i v ffected by the deficient practice. A sweep was
participate in planning care and treatment or a ‘
| : completed by both Pharmacy and Nursing (0 ensure
changes in care and treatment. no other residents with psychiatric diagnosis and on
. psychotropic medications was impacted by this
A comprehensive care plan must be developed deficiency.
within 7 days after the completion of the |
comprehensive assessment; prepared by an Item1 -
interdisciplinary team that includes the attending System The facility failed to initiate a care plan for residents
s k s : : Changes receiving specialized services due to developmental '
physician, a reglsmred nurse with responsibility disabilities. The root cause was a knowledge deficit |
L inhowlo ge-the-angaingeare-planprocess:
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F 280  Continued From page 15 F 280 To ensure that resident’s plan of care are updated am

for the resident, and other apprepriate staff in |
I disciplines as determined by the resident's needs, |

and, to the extent practicable, the particlpation of

the resident, the resident's family or the resident's

legal representative; and periodically reviewed

and revised by a team of qualified persons after l
; each assessment. i

SPURL

' This REQUIREMENT is not met as

by: y
Based on record review and Interview it was r

determined for for two (R67 and R64) out of 26
sampled residents the facllity failed to invite the
resident to participate in the planning of their care

| and for two (R67 and R120) out of 26 sampled

residents the facllity failed to revise the care plans

| to reflect their current status. Findings include:

| 1. The following was reviewed In R64's clinical |
| record; i

evidenéed

6/1/15 - A copy of a letter sent to R64's POA
inviting her to a plan of care meeting on 6/17/15.

6/4/15 - Quarterly MDS documented a BIMS
score of 15 on a scale of 0-16 indlcating intact
mental status,

6/16/15 - Plan of care meeting conducted, neither
: the resident or her POA attended.

8/27/16 - Annual MDS documented a BIMS score
of 15, i

| inviting her to a plan of care meeting on 9/9/15.

i

/17/15 - A copy of a letter sent to R84's POA '

revised periodically, the facility will take (he
following measures:
A. The Interdisciplinary team relraining was inilinlec
and completed on 12/15/15 to include the MDS 3.0
(RAI Manual). Training was presented via a power
point presentation with instructions and examples
(Attachment #11). Participants of this training
included Unit Managers, Social Services and all
Registercd Nurses on MDS coding. Training was
conducted by the RNAC.
B. The Interdisciplinary tcam will be retrained in the!
RAI Care Planning Sections. [
C. The facility Interdisciplinary team will |
|
|

review/revise the Long Term Care section’s Care
Planning Policy and in-service the tcam members,
D. At the end of each Inter-Disciplinary Team
Mesting the care plan will be reviewed to ensure
inclusion of current PASRR level (2) services.

E. The Unit Managers, Social Services and Nursing
Supervisors will meet weekly during the Inter-
Disciplinary Team Meeting to discuss resident’s
PASRR levels and related outside services. The care
plan will be updated and revised to include these
services.

Item 2

The facility failed to ensure the resident’s care plan
was accurate and updated to reflect the resident’s
current non-pharmacological and pharmacological
approaches. A new nursing policy and procedure
addressing psychoactive medications and behavior
monitoting has been developed and implemented on
12/04/15 (Attachment #15). Training on Policy 1604
was conducted by DON and ADON.

A. The Unit Managers and the Nursing Supcrvisor of}
designee will meet weekly during the Inter- [
Disciplinary Team Meeting to discuss related carc
plan issues, including documentation on the behavior
monitoring flow sheets to ensure that care plans are
updated.
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| 11/23/15 2:30 PM - Interview with 16 (RN, UM)
revealed that It was not a practice to include the
resident in the planning of care meeting because
' she had a DPOA.

R64 was totally alert, orlented and mentally intact |
and had a DPOA in place to make medical
decisions in the event she could not or did not
want to make her own decisions. The facility

falled to invite the resident to participate in her
care planning.

These findings were reviewed with E1 (NHA) and
E2 (DON) on 2/24/15 at 2:10 PM.

2a. The following was reviewed in R57's medical
| record;

2002 - R57 was in an accident and legally
declared incompetent through the court:system.

3 |
6/22/15 - R67's guardian was sent a letter:to '
attend a care planning meeting oni7/15/15; |
7/2/15 - Quarterly MDS documented a BIMS

score of 13 on a scale of 0-15 Indicating intact
mental status. G
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‘I 'i ‘ F279 - Continued !
: B. The facility will identify all residents on
F 280 | Continued From page 16 | F 280 psychoactive medications and will ensure that the
: . | care plans are updated to include phannacological
9/9/15 - Plan of care meeting conducted, neither ‘ and non-pharmacological approaches related to the |
| the resident or her POA attended. spcciﬁc use 01? me:diations, including a review of’ [
. I hehavior monitoring sheets.
) g C. At the end of cach Inter-Disciplinary Team
| P Yy
11/16/15 - Interview with R64 revealed that /She Meeting the care plan will be reviewed to ensure |
| had not been a.s'(ed to participate In her care | inclusion of active diagnosis and current psychonctive
planning meetings. ’ st medications and documented approaches for each
| 3 relaled behavior.
11/23/15 2:12 PM - Interview with E17 (SW) tom 1
i ker e
revealed that R84 is not her own decision ma Success | Individuals responsible for Astion:
because she has a DPOA. Evaluation

Nursing Administration, Nursing Supervisors and
Unit Managers will conduct random audits to ensure |
| care plan updates. Nursing will be notified of all l
residents in an outside program by Social Services
weekly. Audit results will be evaluated for
compliance weekly for 12 weeks or until the facility |
reaches 100% success over 10 consecutive '
cvaluations. We will then conduct bi-weekly audits
| until we reach 100% success at three conseculive
evaluations. Finally, we will measure practices one |
month later. If the [acility is still in compliance, then
we will conclude thal we have successfully addressed
the cited deficient practice. These findings will be
| reviewed at the quarterly Quality Assurance
Committce meetings (QAPT). The QAPI tcam’s role |
| is to meet at least quarterly and review root cause
analysis, trends and corrective actions as appropriate.

Item 2 !
Individuals responsible for Action: |
Nursing Administration, Nursing Supervisors and |
Unit Managers will conduct random audits to ensure |
care plan updates. Nursing will review all new and
discontinued orders of psychotropic medications
weekly. Behavior flow sheets will be audited for
accuracy and completion, with adjustinents to the
plan of care as indicated. Audit results will be
evaluated for compliance weekly for 12 weeks or
until the facility reaches 100% success over 10
consecutive evaluations. We will then conduct bi-
weekly audits until we reach 100% success at three
consecutive evaluations.

|
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' planning meetings but she [E15] does not know If ‘
he is invited. It was revealed that the resident is at

. a higher mental function now then he was years

| ago when he was first admitted.

| 11/19/15 10:30 AM - Interview with E17 (SW)

| revealed that because the resident had been
deemed mentally incompetent In 2002 he was not
invited to the care planning meetings. E17

' confirmed that R57 has Improved mentally since
he was admitted. |

11/23/15 11:20 AM - Interview with the resident
revealed that he would like to be asked to attend
his care planning meetings and would go if he

| was asked.

! The facility failed to include R57 In basic |
decisions in planning his care. !

These findings were reviewed with E1 and E2on |
2/24/15 at 2:10 PM.

o
pit

2b. The foliowing was reviewed in R67's clinical
record,
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‘ " F279 - Continued |
| , | Finally, we will measure practices one month later.
F 280 Continued From page 17 | F 280 If the facility is still in compliance, then we will
conclude that we have successfully addressed the
9/22/15 - R57's guardian was sent a letter to cited deficient practice. These findings will be
ttend a care planing meeting on 10/7/18. reviewed at the Quality Assurance committee
B g P 9 9 e meeting (QAPI). The QAPI (eam’s role is to meet at |
I SR least quarterly and review root cause analysis, trends
9/24/15 - Annual MDS documented a BIMS score g e g sk
of 14. . }
. B : to be g - ]
'11,16 11/20{15 R-57 g obser_vgd dally | F280 — Right To Participate Planning
independent in activities of dally living, Care — Revise CP
self-directed in daily activity pursuits and iy ;
observed smoking independently qutmde. ‘ Two residents were identified during the survey (R57
. 4 | Individuay and R64) as not being inviled to attend their I
11/19/15 10:16 AM - Interview with E15 (RN, um) | l{'eslvde““‘" individual care planning meetings. Both residents |
' revealed the resident does not attend his care | Impacted | expressed to the surveyors that they would have I

interest in attending their care plan meetings if asked.
Social Services developed a new policy/procedure
with regards to how the residents arc to be invited to
attend their care plan meetings on 12/11/15
(Attachment #16). |
Though R64 is adjudicated incompetent he still
verbalized that he wished to attend his care plan
meeling. A special care plan meeting was held on
12/18/15 with the resident present. His care plan was
reviewed with him and he was informed that he will
receive invites to his care plan meetings each time
they come up for review. His next regular Individual
Carc Plan mecting took place on 12/30/15 and the
resident was invited to attend.

[tem 2A

Two residents were identified during the survey (R57 |
and R64) as not being invited to attend their I
individual care planning meetings. Both residents
expressed 10 the surveyors that they would have i
interest in attending their carc plan meetings if asked.
Social Services developed a new policy/procedure
with regards to how the residents are to be invited to
attend their care plan meetings on 12/11/15
(Attachment #16).
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1 9/4/15 -Annual MDS documented the following '- I
"interests were very important; music, favorite
activities, outdoors. ' |

9/18/15 - Activity Assessment documented
-resident expressed Interest in trips "anything that
gets me out of here";

| pier, trips, special entertainment, soclalization
(select few), movies, listening to music and radio
| station 82.9 FM.

! 3/27/07 last reviewed 10/7/15 - Care plan for !

| activities Included;

'.does not sit In a group well without getting ansy,
likes to shoot pool, 1:1, motorcycles, rock and rofl
music, trivia, NASCAR, craft shop for pool, books
and magazines on car/motorcycle.

 the care plan was not updated to reflect the of ather
current activity assessment that included trips with the.
and outdoor actlvitles. i | potentiltn

' These findings were reviewed with E1 and E2 on
2/24/15 at 2:10 PM.

3, The following was reviewed in R120's medical |
record;

R120 was admitted to the facility 11/8/11 for long
term care.

8/12/15 - care plan initiated for palliative care -
comfort measures.

11/6/15 - admitted to hospice service with ‘
initiation of a care plan by hospice.

-outside: playing pool, bingo, walks, the fishing |

11/23/15 11:20 AM - Interview with E15 confirmed | | ancation

‘ (C, D and Q) of the MDS and their score on (he
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| | Since R57 had expressed interest in being invited to
F 280 ' Continued From page 18 o | F 280 ner care plan meetings a special care plan meeting

was held on 12/18/15 with the resident present. The
care plan was rcviewed and that resident was
informed of the changes to the process of how
residents are invited to attend their carc plan
mectings, The resident was informed that their next
regularly scheduled care plan meeting would take
place again in March 2016. i
Item 2B II
RS57's care plan was not updated to reflect interests
that were identified by MDS as very important to the
resident. This included trips off campus and outdoor
activities. The care plan was revised by the Activity
Therapist on 12/11/15 to reflect R57’s interests of
going outdoors and going on trips.

Item 3

R 120 was admitted 1o hospice on 11/6/15, however
on 11/18/15 a review of R120’s care plan showed no
evidence of hospice care plan being initiated. The
facility failed (o initiate appropriate hospice care plan.
A hospice care plan was developed and initiated on
11/19/15.

Items land 2A

Social Services staff will be conducling a sweep of
resident previous MDS forms on all units in order to
create a (racking sheet that will document the
resident’s ability to complete the interview sections

BIMS (Section C). Any resident, who is identificd as
being able to complete the interview sections, defined
as scoring a 3 or above on the BIMS, will be invited
to attend their care plan meetings. The sweep and the
completion of the tracking spreadsheet were
completed on 12/18/15.

The Social Services staff was instructed on 112/11/15
by the social Services Administrator that all residents
who are verbal and able to complete the interview [
sections of the MDS (Sections C, D and Q) are to be
invited to attend their care plan meetings.
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11/18/15 - raview of the facility's care plan found
no evidence that the resident was now on
hospice.

[ 11/19/15 interview at 2:40 PM - E4 (UM)
confirmed the facility care plan had not been

| updated to Include the problem entitled
hospice/palliative.

: These findings were reviewed with E1 and‘_,,E*Q on !
2/24/15 at 210 PM.

gs=p HIGHEST WELL BEING '

Each resident must recelve and the facility must
| provide the necessary care and services to attain
or maintain the highest practicable physical, '
mental, and psychosocial well-being, in 1 System
accordance with the comprehensive assessment
| and plan of care. I
|

|

| .
| This REQUIREMENT s not met as evidenced \
| by:

Based on observation, record review and
interview it was determined that the facility failed
to follow the physician order for positioning during
meals to reduce the chance of asplration for one
(R138) out of 26 sampled residents. Findings

tinclude: R

! The following was reviewed in R136's medical
{ record,;

12/1/14 - R136's care plan problem for dysphagia
included the intervention to elevate head of bed toi

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES | 0 PROVIDER'S PLAN OF CORRECTION (X5) on
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM:A.%‘SI'I
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| F280 - Continued i
F 280 ' Continued From page 19 F 280 LUem2B

F 309 483.25 PROVIDE CARE/SERVICES FOR F 309,

Changes mectings. All of the social Services staff has been

Other residents impacled will be identified by
conducting a grand sweep of all resident’s care plans
and ensuring they match the resident’s activity

| assessment. Any resident care plan that does not
match the most recent activity assessment will be
updated immediately to reflect the current interests in
the assessment by the Activily Therapist.

Item 3

All residents in the facility have the potential to be
aflected once Hospice is consulted ior end of life
care. A sweep of all Physician orders was completed
for residents with orders for “comfort measures”
and/or Hospice care. Care plans were reviewed (0
ensure approptiate interventions were in place.

Items 1 and 2A

A writien procedure for how to handle inviting

residents to their care plan meetings did not exist, in |
‘ working form, prior to this review. A writlen '

procedure, that meets the requirements of this F tag, |

is approved and now in place explaining the expected [

process for inviting residents 1o attend their care plan

instructed as of 12/11/15 on this new process.

Item 2B
A. To ensure thal the deficient practice does not 01/08/16
reoceur, the Activity Therapists will check the active
care plan against the activity assessment, and
updating the care plan to reflect changes or additions
at that time. They will document on the care plan the
date of implemeniation and their signature. This will
ensure that all resident’s interests are reflected in their
care plan.

B. The Activity Therapy Program Coordinator
conducted a meeting and in-servicing with (he
Activity Therapis] on 12/12/15 and Activity therapist
2 on 12/14/15. The in-service included instructing
activity therapists Lo ensure that all activity interests
were noted in the nanative activity assessment and
transferred or updated to the care plan,
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the resident was to be at a 90 degree angle.

11/16/15 at 12:15 PM observation - R136 was at |
| 90 degrees In his chair while being fed funch. !

11/18/15 at 9:15 AM observation - R136 had -
empty breakfast dishes on the bedside table [had
already eaten] and coughed while E12 (CNA) fed

| the resident thickened liquid from a cup. The
head of the resident's bed was raised to
approximately 35-45 degrees and not the 90

| degrees as ordered. '

|

| 11/19/15 at 8:55 AM observation - the hosplce

| aide was feeding R136 the last few bites of his
breakfast and gave the resident the last of his
fluids from a cup. No coughing was observed.
The head of the bed was around 60 -70 degrees
and not the 90 degrees ordered. '

11/19/15 at 2:50 PM interview with E13 (LPN) |
confirmed that R136 should be at 90 degrees for |
meals. When asked how the CNA's are
monitored to assure the care plan is followed, the

- LPN stated she does not follow behind the CNAs
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. [ Item 3
F 309 ‘ Continued From page 20 F 308 The facility failed to initiate a hospice care plan on |
90 degrees during meals/snacks and for 30 admission. The root cause of this care plan error was
| minutes after eating. i | failure to review R120’s clinical records for accuracy |
of resident’s current health status. In order loavoida |
8/13/15 quarterly MDS - documented the resident repeat of the care plan error, the facility will take the
- i following measures:
had severe cognitive Impglrment and was:vt:ofally A. Unit Managers/Nursing Supervisors will review
dependent on staff for eating. . physician orders related to residents being admitted
1 into Hospice Care to ensure the initiation of a |
9/28/15 physician order - puree diet with honey | Hospicc Carcplan. ' ‘ .
thick liquid, feed at 90 degree sitting position. | B. Al new orders will be reviewed on a daily basis
[ by Nursing Supervisors and documented on Housc
; . report of New Orders daily. This report will be
10/13/15 resident profile (eating sechon)‘ln C.NA reviewed by Supervisors and Nursing Administration
' documentation binder included: puree diet with o f e B iSeortinious IS
extra sauce and gravy, honey thick liquids, staff to
' feed, allow ice cream, There was no mention that :uu;ess“ Items 1 and 2A .
vajuation

The social Services Department staff reccived
| training on the new procedure on 12/11/15. ltwas |
conducted by the Social Services Administrator. A
tracking sheet has been created for the case managers
to update weekly after completing their MDS's that
will list all residents in the facility, their unit location,
their verbal ability, their BIMS score on the MDS,
whether the case manager asked Llem to attend their
care conference meeting (any resident that is able to
be interviewed and score at least a 3 on the BIMS will
be asked il they wish to attend their care plan
meeting), the resident response and whether nursing
was notified it the resident wishes to attend their care
conference. The social Services Administrator will
review this tracking device weekly to make sure it is
updated and foliowed through on. This will be
ongoing with no expected cnd date.

Item 2B

Individuals responsible for Action:

A minimum of 10 rcsident care plans will be

reviewed by the Activity therapy Program

Coordinator weckly to cnsure the residents interests

stated in their current activily assessment are rellected

in the active care plan, Audit results will be

| evaluated for compliance weekly for 16 weeks or
until facility rcaches 100% succcss over 12
consceutive cvaluations.
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! .' F280 - Continued
F 309 | Continued From page 21 | F 309 Finally, we will continue to measure practice for an |
) B . , { additional month, if the facility is still in compliance,
and ]USt 'takes it that they do what is signed off". then we will conclude that we have successfully met
E13 was informed of the two meal observations our goal. Audit findings will be reviewed at the
when the head of the bed was not at 90 degrees. Quality Assurance.Committce meetings (QAPI), The
E13 stated she would pass the information in QAPI team’s role is “; meet at 'j“‘ %“a“e”y and |
review root cause analysis, trends and corrective
report to posltion the resident at 80 degrees. attionsiss sppKopTiate!
11/19/15 at 3:10 PM Interview with E4 (UM) was Item 3
informed of the observed positioning during An audit of all residents with ordets for comfort care
meals provided In bed and stated she would.look or hospice orders will be reviewed by Nursing
| into it. ) I Supervisors, RNAC, or designee on a bi-weekly basis|
i - it ] 1o ensure appropriate docurnentation and care plans ‘
| . ; are in place. Audit results will be evaluated fi
| 11/20/15 at 9:05 AM ObseWPt|°n - Resident was complgmcc weekly for 16 weeks or untﬁ ?acil(;:y !
ﬂnlsheql breakfast and was in a chair at ‘ reaches 100% success over |2 conscontive |
approximately 80-90 degrees. evaluations. Finally, we will continue to measure ‘
practice for an additional month, if the facility is still
| 11/20/15 review of the resident's record - R136 | | in compflielxlncc. then we will conclude that we have ‘
| o e successtully met out goal. Audit finds will be |
had R_? eplsodes of aspiration within the past 6 ‘ reviewed at the Quality Assurance Commilttee
! monins. | mectings (QAPI), The QAPI team’s role is to meet at
) L least quarterly and review root cause analysis, trends
14/23/15 at 12:15 PM observation - R136 upright and corrective actions as appropriate.
between 80-85 degrees in his chair while heing
fed lunch. i F309 — Provide Care/Services for
{ o - | Highest Well Being
The facility failed to position R136 at 90 degrees '
| in bed for two random meal observations. ‘ The facility failed to follow the physician order for
| i positioning during meals to reduce the chance of
- o - ndividual/ |, ohiration f R136) out of 26 sampled residents, |
These findings were reviewed with E1 (NHA) and | Residen | 3PFEHOR 108 O (R136) out of 26 sampled residents.
E2 (DON) on 11/24/15 at 2:10 PM Impacted | R136’s profile in CNA documentation binder was
. N updated to include feed at 90 degrees on 12/11/15.
F 314 | 483.25(c) TREATMENT/SVCS TO F 314
ss=D PREVENT/HEAL PRESSURE SORES o
Identification | Al residents with orders for positioning during meals
of other . i :
Based on the comprehensive assessment of a resldents havel.”‘e PX“’"""‘ o “‘g““’d b bl
. with the practice. A sweep of resident care plans and profiles |
resldent, the facllity must ensure that a resident poteni) o | was completed on 12/31/15 (o ensure aceuracy with

who enters the facllity without pressure sores |
does not develop pressure sores unless:the i

individual's clinical condition demonstrates that
they ware unavoidable; and a resident having
pressure sores receives necessary treatment and

A

physician orders for position during meals.
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| |
| | F309 - Continued
, . i R136 was not positioned properly during meals as pui
F 314 Continued From page 22 ’ ' S)'Ete;ﬁl1 4 physician order. The toot cause for this deficient
services to promote healing, prevent infection and, Changes | practice is an identitied weakness in the facility
E prevent new sores from developing. p}'ocests fng c;\)mmunicaling restorative/rchab dining
plans to 8.
. ‘ { A. Staff Development to provide in-service to all
) ¥ o Ui nursing stafl on Aspiration Precautions and proper
This REQUIREMENT s not met as evidenced positioning during meals by 1/8/16 (Attachment 24).
by: ) o { B. The restorative task team will review and revise 01/08/16
Based on record revlew and interview it was | rehab dining care plans. A copy of the Resident’s
' determined that for one (R139) out of 26 sampled | Dining Plan will be placed in the CNA books and
' residents the facillty falled to ensure a resident | I 2“‘;3;’;2;2‘ gf;?;::";qi‘é:; :‘J‘I;:‘r‘vgef"w““g' 1
| X ) : . Registere litian, sors an
with a pressure ulcer (PU) received the treatment Nurse Managers will be conducting random meal |
I and SENI.CBS to promote healing. For R139, the observation rounds to ensure proper positioning
' facility failed to do a weekly PU assessment and | during meals (Attachment #17).
| failed to accurately asses the PU on three
occasions. Flndings include: ; | Success Individuals responsible for Action:
| Evaluation | Registered Dietitian, Nursing Supervisors and Nurse
| . - . Managers will conduct mndom meal observation
| Review of the clinical record for R 139 revealed; ‘ rounds weekly for 12 weeks or until the facility
. | reaches 100% success over 10 consecutive
R139 was admitted on 3/18/15 with a stage i PU evaluations. We will then conduct bi-weekly audits
‘ to the rig ht ankle. until we reach 100% success at three consecutive
; evaluations. Finally, we will conduct meal
| 4/1/16 - care plan for impairment of skin Intagrity [ . observations one month later. If the facility is still in |
compliance, then we will conclude that we have
included Fhe approach to document the Woungs | successfully addressed the deficient practice.
|englh- width, depth, appearance, amount an Findings from Dining Observations rounds will be
type of drainage weekly. ! forward to facility QAPI team for evaluation and
discussion at quarterly QAPL mcetings. The QAPI
a/6, 9/2, 9i9/15 - review of the weekly wound ‘ team’s role is to mect at least quarterly and review
| assessments Incorreclly documented the r-ight root cause analysis, trends and corrective actions as
| ankle PU as a stage |l not a stage [Il (PUwounds appropriate.
|d
o not become a lesser stage when healing).
g i, ; ’g} | F314 — Treatment/Svcs To Prevent/Heal
| 9/30 - 10/12/15 - there was no evidence In the Pressure Sores
clinical record that a weekly assessment was - . |
nducted. i ¢ pressure ulcer which was incorrectly staged as a
' conducte :{‘d'i‘::n"‘a” stage 11 on the MDS assessment was corrected on
) . i N 11/26/15 to reflect R139's current health status. The
1n 9/1 5 10:12 AM - Interview with:E15 (RN' UM) | Impacted MDS assessment was corrected on 11/26/15, The
confirmed that the PU should nothave been | Registered Nurse responsible for the ciror was in-

reversed staged and that there was a weekly
| wound assessment missing. |

serviced on Section M — Skin conditions on the MDS
I 3.0 on 12/12/15 (Attachment #18),
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| diagnoses Including stroke with expressive
| aphasla and dementia.

' 6/16/15 Continence Assessment - R146 had a
history of incontinence and was not on atoileting
program. This assessment indicated that the
resident would not benefit from a toileting
program.
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| [ F314 - Continued
! ) 1ol 4 All residents have the potential to be affected by the
F 314 Continued From page 23 g | "“ﬁ'giw | deficient practice ol"iniiccumte assessmenl andy |
' These findings were reviewed withE1 (NHA)and i documentation.
'E2 (DON) on 11/24/15 at 2:10 PM. potentisito A sweep of all residents who have pressure wounds
F 315! 483.25(d) NO CATHETER, PREVENT.UTI, \ be 1F?3°f5i was completed to determine acouracy in the
I | documented staging of wounds. Unit Managers and
ss=D: RESTORE BLADDER i ! the RNAC will review all of the most recent MDS's
of these residents to ensure accuracy no later than
Based on the resident's comprehensive 12/31/15.
assessment, the facillty must ensure that a The facility reviewed its wound care policies and
resident who enters the facility without an System ('iocumenlation forms. The root cause(s) for the
indwelling catheter is not catheterized unless the Changes }nacctll}rlaticrdoclltxrze.nti::on included a poorly dc§1gncg
resident's clinical condition der.nonstrates‘ that P‘f_z:surg UT::r ;0::1 d: %’:}’:3‘;‘:: l’:::gﬁj:‘g;‘lﬁ N
i catheterization was necessary; and a resident was revised (Attachment #19).
| who is incontinent of b'adder recelves approprlate The facility has imp]ememcd weekly wound rounds
| treatment and services to prevent urinary tract ‘ with a Nurse Practitioner who specialized in wound |
infections and to restore as much normal bladder | care, This NP's role is 10 support the staff nurses” | 01/08/16
function as possible understanding or current Pressure Ulcer staging and
! standards.
Another root cause for the inaccuratc assessment was
rclated 1o documenting of resident refusal for
| This REQUIREMENT s not met as evidenced treatment.
| by: The facility will take the following measures to
Based on record review and interview it was , ensure accuracy of MDS coding and documenting
| determined that the facllity falled to assess and | :sxgent rc:ﬁtsalsﬁnﬂn :he mcfilf:al rfecorlcll: )
i} jate treatment and services to . Complete }'e esher tralning for a 'Umt
| provide appropr g Managers/designees on MDS 3.0 coding.
restore as much normal bladder function as: | B. The Unit Managers and the RNAC will meet
possible for one (R146) out of 26 sampled weekly to review each completed MDS to ensure
| residents whao's frequency of urinary Incontinence coding acouracy.
| increased. Findings include: ‘ C. All nursing staff will be in-serviced regarding
accurate documentation of weekly wound
, Cross Refer F514, Example 2. | assessments by Staff Development by 1/8/16.
Review of R146's records reveale,d-': ) Success Individual responsible for Action:
6/16/15 - admitted to Candee 4 with muitiple Evaluation  The wound Care Team, Nursing Supcrvisors and

Nurse Managers will conduct random audits of

completed MDS’s and the weekly wound sheet to

ensure coding and documentation accuracy. The

nurses will continue to conduct weekly skin checks

'I on each resident to be reviewed by supervisors on a
continuous basis and documented on the supervisors

1 House Report.
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] r | F314 - Continned
| These evaluations will continue weekly for 12 weeks
F 315 | Continued From page 24 F315! o until the facility reaches 100% success over 10
| l consecufive evaluations. We will then conduct
6/17/15 nursing note at 6:30 AM - resident did not | |  monthly audits until we reach 100% success at three
void until offered the urinal, took urinal ang consec_utlvc cvaluatlons_. If the Facility is still in
ided P compliance, then we will conclude that we have
| vol i successfully addressed the cited deficient practice. |
These findings will be reviewed at the Quality
6/19/15 nursing note at 4:00 AM - able to Assurance Committee mectings (QAPI). The QAPI
verbalize when needed to use the urinal. team’s role is to meet at least quarterly and review
‘ rool cause analysis, trends and corrective actions as
8/21/15 nursing note at 6:50 AM - offered urinal appropriate.
twice when awake, attempted to use but resident |
already going before urinal in place. . F315-No Catheter, Prevent UTI,
t | Restore Bladder
| 6/22/15 admission MDS - documented R146 | . o N
required limited assistance of one person for bed Individual/ This was an isolated incident and not a facility
mobillty; limited assistance of two persons for Resident | bomciice R'g‘:uha.d e anto -simt.e"mfh's &
| transfer; totally dependent for toileting; had & trial | tmescted | o7 1S oo ns e OB O |
of a urinary toileting program; was frequently ‘
; i : Tdentiication, idents i 3
incontinent of urine; and scored 6 out of 15 onthe | ofother | A"rre.s“’e““ have the potential to be affected by the |
| BIMS indicating severe cognitive Impairment resdents def lc'lem practlcg that the facility falleq to assess and
| g g ' with the provide appropriate treatment and services to restore
| ::‘:;'rx'e? as much normal bladder function as possible. The

Review of June 23 - June 27, 2015 trlal toilet
schedule documentation every 2 hours showed
R146 was dry 14 times, incontinent 15 times and

I urinated 4 times.

6129115 care plan problem for bowel and/or
bladder tolleting Included interventions: toilet
resident every 2 hours while awake; offer
bedpan/urinal every 3 hours during the night or
assist to bathroom and document how you found
the resident and the result of the toileting. |

7/1/15 Resident Care Meeting Summary -
documented R146 was "starting to use the
urinal”, -

July 1 - 21, 2015 CNA toileting program
documentation Included: promote continence,

use reminders, orient resident to toileting time

facility will embark on a Nursing Restorative
Program that will identity residents who exhibit
incontinence of bowel or bladder or residents al risk
for developing incontinence. Thesc residents are
asscssed, and provided with individualized treatments |
and services. All residents will be assessed by a
nurse on admission and as necded, for
appropriateness of bladder retraining or for
determining toileting plan potential. If indicated

upon assessment, a trial toileting program will be
implemented for three days to determine the
appropriateness of continuing, revising, or
discontinuing the plan. A sweep of all incontinent
residents’ charts was conducted on 12/08/15. The
Unit Managers and RNAC reviewed all recent MDS’s
to identify and document continence status and make
any necessary changes.
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i i i F315 - Continued
F 315 Continued From page 25 F 315  Theroot cause for the inaccurate assessment is
ued Fro ) pag K : ) | knowledge deficit and failure to review the Nursing
and place, p!'OVIde privacy Ian,d time to urinate. System Assistant documentation prior to completing the
Review of this documentation showed, between |  Changes | MDS, and a weak process for unit to unit transfers to |
July 9 - 17, out of nine (9) night shifts when the | address this deticiency the facility will take the
resident was tolleted, he remeined.dry on five (5) following mesures: _
shifis L A. Complete refresher training for all Unit Managers
| ' | or designee on MDS coding of Section (H) bowel nud]
| | bladder.
7/17/15 nurses' note - documented resident | B. Unit managers, supervisors or designee will 01/08/16
moved to Candee 3 at 1:30 PM. review continence documentation, post assessment of
void/bowel pattern and determine the plan of care.
July 17 - 21, 2015 CNA tolleting program C. Restorative team to monitor documentation every
' documentation showed no evidence that toileting :‘;ﬁ‘;g‘n‘;";r:’;‘;;’m‘“’““‘da“"“s S5 Civent
 (urinal) was offered to R146 after the transfer to D, Al the end of each Inter-Disciplinary Team
Candee 3. | Meeting the care plan will be updated to reflecl
resident’s current level of continence. :
7/21/16 care plan problem Initiated for altered E. A list of each resident on a Bowel and Bladder |
slimination related to Incontinence and inability to Pfogf?}m,Wl“ be maintained o identify each resident |
use toilet included the intervention to check for on (ofleling program. |
) : | F. The Unit Managers and the RNAC will meet
incontinence and turn/reposition every 2 hours waekly to reviow each completod MDS to ensure
(check and change every 2 hours). | coding accuracy.
G. The RNAC will review the MDS's one more time
9/10/186 quarterly MDS - R146's assistance | for coding accuracy prior to submission.
needed for bed mobility, transfer and tolleting was g o L .
unchanged from the previous assessment; had | Sueees | Individuals responsiblo for Action:

incontinent of urine; and scared 1 out of 15 on the |

BIMS showing further decline in cagnition from
| admission assessment.

10/13/15 Resident Profile in the CNA .
documentation binder included the addition that
resident was able to walk a short distance with
walker with assist of two staff.

' 11/20/15 review of the resident's record found no
evidence an assessment was completed or a
nurses' note written to indicate the reason for the
removal of measures to promote continence and
to place R146 on a check and change schedule

" every 2 hours.

Nursing Supervisors will conduct random audits of
completed MDS’s to cnsurc coding accuracy. The
restorative tcam will audit the Bowel and Bladder
docuimentalion for every resident identified as
incontinent. Completed MDS’s and Bowel and
Bladder documentation will be evaluated for accuracy
weekly for 12 weeks or until the facility reaches
100% success over 10 consecutive evaluations, The
above audit process will be repealed one more time.
The facility will measure practices onc month later.

If the facility is still in compliance, then they will
conclude that they have successfully addressed the
cited deficient practice. These findings will be
reviewed al the Quality Assurance Comunittee
meetings (QAPI). The QAPI’s team role is to meet at
least quarterly and review root cause analysis, trends
and corrective actions as appropriate.
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F 315 ; Continued From page 26 ‘

11/20/16 review of facility policy entitled Bowel
and Bladder Program (revised 6/30/15) included:
- initiate a 3-day voiding log or trial toileting:! - |
schedule upon admission to assess the resident's
‘ voiding status/pattern.
- with a significant change in the resident's
_condition complete a urinary continence ‘
assessment to determine If the resident may
benefit from a toileting program.
| - If, at any time, it is determined that continence
' cannot be improved or maintained, staff will use a
check and change strategy.
- toileting plan (prompted voiding/scheduled
volding) consists of tolleting the resident every 2
hours during waking hours and every 3 hours
during the night. Document results of toilsting i
- nurse will evaluate and document effectiveness |
| of the program in the nurses' notes after : - - I
completion of a 3-day trial. If the planis
unsuccessful, all steps taken, any Tevisions, and
reasons for ineffectiveness will also be
. documented.

11/24/15 at 9:25 AM during an Interview with E4
(UM), E4 could not explain the lack of
documented assessment prior to changing the
resident to a check and change status. ‘E4 asked
E13 (LPN) as to reason that voiding was not. |
documented after the transfer to Candee 3. £13
stated that R146 was in bed a lot Initially and was

| incontlnent by the time the urinal was offered but
offered no other reason.

| The facility failed to complete and document an
assessment to determine that continence could
not be improved / maintained prior to switching
R146 to a check and change strategy and
removing strategies to maintain / improve

F 315
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F 315 Continued From page 27 F 315'| F323 — Free Of Accident
continence, Hazards/Supervision/Devices
Individual/ |
The findings were reviewed with E1 (NHA) and Resident R37’s upper side rail closest to the door was
E2 (DON) on 11/24/15 at 2:10 PM | Tmpacted immediately repaired by maintenance on 11/16/15. A
( ) . ' F 323 metal wrench used by maintenance to make the repair
F 323 483.25(h) FREE OF ACCIDENT 3 was retumed (o maintenance on 11/18/15.
ss=p | HAZARDS/SUPERVISION/DEVICES | |
| . o .
The facility must ensure that the resident . . IdealGicaton ag.'“}'lde'i“iw")"lh“""‘:cds tw“:? “l"f rt"h‘!“ fi‘"ff’“.'“d by|
. ; zards ; ir physician) have the potential for this deficiency.
Zg"::orgg;g};eggﬂlsaiﬁ :r;‘: dc;fn??:i;d:i;l;:-ﬁ 4 :&’l:'f:f A sweep of all beds with side rails currently in use |
p ' A - briayd] JoL potential to was conducted and corrective actions were made on
adequate supervision and assistarice devices to be affected 11/25/15 and repeated on 12/15/15.
prevent accidents. r
System The QAPI Steering Committee has determined that a
] Changes bed safety screening audit will occur quarterly.
: ; I (Attachment 20).
. , & ) | Adaptive Equipment, Quality Assurance Risk 01/08/16
This REQUIREMENT is not met as evidenced | Manager/Safety Officer and RN Unit Managers will
by: | | conduct monthly side rail inspections to ensure that
Based on observation and Interview It was | | all side rails remain free fror accident hazards and do
determined that the facility failed to ensure the not move away from the mattress. The inspections
resldent environment remained as free from ' ;mll bellloggcd by Adar;:\;ilc Equ1pll]wnt. goplcs o} the
X ogs will be sent to each Nursing Unit and to Quality
accident hazards as possible for 1 (R73) out of 26 | Assurance.
sampled residents. R73's side rail was loose
creating enough space for the resident's head to The Quality Assurance Department and the Adaptive
get caught between the mallress and the side Equipment Department will review the side rail
rail. Findings Include: inspection logs each month to ensurc 100%
compliance and will report the results of these
| : . . )
| g = e . s inspections at the month Safety Committee meetings.
| Review of R73's clinical record revealed; E::?::sﬁon Quality Assurance will randomly audit the inspection

' R73 was admitted 4/7/09 with Alzheimer's

3/11/12 last reviewed 10/8/15 - care plan
problem for potential for falls included the

10/21/15 - resident profile In the CNA

Disease and was unaware of safety precautions.

following interventions; 1/4 side rall as mobility
aid; notify nurse if device missing of broken..

| will include their findings in their quarterly reports to |

logs once a month (by inspecting randomly selected
side rails) for three months to determine if the
inspection process is working properly and
maintaining compliance. Quality Assurance will
present its findings and recommendations monthly to
the Director of Nursing and Facility Director; and,

the QAPI Committee.

In addition, Adaptive Equipment and Staff
Development will conduct training for Nursing staff |
on how to inspect and adjust side rails during their |
normal daily rounds by 01/08/16.
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|

! documentation binder included that R73 :
ambulated independently with a wheeled walker.

. 11/16/15 at 10:45 AM observation -the Upp&r

' side rail closest to door was extremely loose with
3 - 4 Inches of motion away from the mattress,
creating a gap over 5 inches between the
mattress and the side rall. The upper side rail
nearest the wall had 1/2 - 1 Inch movement.

11/16/15 at 11:10 AM Interview with-E10 (LPN)
| verified that side rails usually do not move away
| from the mattress. The nurse checked the side
| rails and asked the secretary to contact
maintenance for immediate repalr.

| 11/18/15 at 10:20 AM observation - side rails no
| longer loose but a metal wrench, around 9 inches |
in length was found on the floor under R73's bed.

| The wrench was returned to maintenance.

|
“These findings were reviewed with E1 (NHA) and |
. E2 (DON) on 11/24/15 at 2:10 PM.
F 329 483.25(I) DRUG REGIMEN IS FREE FROM
ss=D UNNECESSARY DRUGS |
Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug igany |
drug when used in excessive dose (including ‘
duplicate therapy); or for excessive duratior; or
without adequate monitoring; or without adequate
Indications for its use; or in the presence of
adverse consequences which indicate the dose
 should be reduced or discontinued, or any
combinations of the reasons abovs -

Based on a comprehensive assessment of a
resident, the facility must ensure that residents

|
[ |
F 323| Continued From page 28 F 323|,

I
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F 328 | Continued From page 29 - . F 328/ Unnecessary Drugs
who have not used antipsychotic drugs are not

glven these drugs unless antipsychotic drug

e [ | F329 — Drug Regimen Is Free From
i

thergpy is necessary to treal a SPE:pmG condition :{"“I;““*""'i R139’s care plan was updated on 11/26/15 to include
as diagnosed and documented in the clinlqal h::)a:t::i | non-pharmacological interventions related to anxiety
record; and residents who use antipsychotic and bipolar symptoms. Behavior intervention
drugs receive gradual dose reductions, and monitoring tlow record was updated {0 accurately
behavioral Interventlons, unless clinically - | monitor behaviors related Lo signs and symptoms of
contraindicated, in an effort to discontinue these | anxicty and bipolar disorder.
drugs. ":ml"'ﬂllo". All residents have the potential to be affected by the
‘r'ﬂ':::,';, ! deficient practice. A list of all residents on
withthe | psychoactive mediation was reviewed for appropriate

i gowrnrllnl to use, evaluation and monitoring on 12/09/15 using a
eaffected | new QAPI audit tool that is attached. (Attachment #

| 21)

I

This REQUIREMENT is not met as evidenced The root cause for inaccurate documentation is
by: | System related to a knowledge deficit and failurc to -

Based on record revlew and interview It was Changes appropriately identify resident’s behavior symptoms.
“determined that for one (R139) out of 26 sampled Corrective action will be taken as needed through the
' rasldents the facillty failed to ensure adequate use of the Behavioral CAAs. The facility will take

indication for use and monitoring of psychoactive 1 the following measures to ensure accurate

medications. R139 was on medicalion to treat o e vioFimanilonies

- ] h i 1. All Licensed Staff will receive training on 01/08/16
anxiety and Bipolar disorder but was not being behavior monitoring and appropriate care planning

monltored for the symptoms that the medicﬁtion interventions and approaches by the Trainer Educator
was treating. Findings include: . Has 11,
2. All Licensed Staff and CNAs will be in-serviced
- Review of the clinical record for R139 revealed; | on idontifying resident’s behavior symptoms, '

documenting the behavior on the behavior monitoring
sheet and nursing assistant documentation record.

i 3/18/_1 5" R139 was admitted to the facliity. 3. At cach Inter-Disciplinary Team meeting the leam
Admission phySICIan orders docum,ented the use will review resident’s current psychoactive
of an anti-anxiety medicatlon thred tmes a day, | medications and plan of care. This will ensure (hat
an anti-depressant medication daily and an | | vesidents arc care plal}ned ap.pvropyialcly.for the use of |
- antipsychotic medication to treat Blpolar peyEtion e gnedications (il SROSITANT |
- symptoms twice a day. _.‘ 4. Quarterly GDR meetings will b held with the |
S s | Pharmacist, Medical Director and Director of |
| 5/5/15 - Care plan for alteration in emotional l Nursing.
| status: depression. Review of the care plan
lacked evidence of approaches related to anxiety |
| or Blpolar symptoms, |
| [ .
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'! ‘ F329 - Continued |
) Nursing Supervisors, Unit Managers or designees will
F 329 ‘ Continued From'page 30 ) L ‘ F 329! conduct random audits of psychoactive medication
| 11/2015 - Behavior Intervention Monitoring Flow use and documentation, Audits will include
Record being was used to document the | physician order sheets related to the use of |
behavlors of physlcally abusive and abusive | Success psychoactive drugs and diagnosis. Completed nudits
Evalustion|  will be evaluated for accurate documentation and [or

gestures.

11/19/15 at 2:54 PM - Interview with E21 (CNA) |

about how the resident's anxlety revealed that

when others cannot understand his .

communication he can become frustrated. He !

may also get anxious if he runs out of cigarettes.

She added that he "likes things donie like ' l
| yosterday". )

| 11/20/15 10:38 AM - Interview with E15 (RN, UM)
revealed that she does not really see anxiety with
R139 except when he cannot communicate. She
added that the psychoactive medication that he
receives came with him when he was admitted ‘
from the hospital, E16 added that she did-not |
really know why he was on them and the facility
had not tried to change them. E15 revealed that
she had not seen him display the physical
behaviors that are being monitored.

11/24/15 - Review of the facility's policy for

Psychoactive Medications approved on 5/20/15

documented the following;

*goal - determining the underlying cause of

| behavior symptoms so the appropriate treatment

" of environmental, medical and/or behavioral !
Interventions, as well as psychopharmacological |
medications, can be utilized to meet the needs of |
the individual resident.
*standard - physician will use psychotropic / :
psychoactive medications appropriately-working
with the interdisciplinary team to ensure ="

| appropriate use, evaluation and monitoring and

| psychoactive drugs require both behavior and

| slde effect monitoring. |

care plan updates. This will continue weekly for 12
weeks, or until the facility reaches 100% success over|
10 conseculive evaluations. They will then conduct a
bi-weekly audit until they reach 100% success at
three consecutive evaluations, They will measure
practices one month later. If facility is still
compliant, then they will conclude that they have
successfully addressed the cited deficient practice.
These findings will be reviewed at the Quality
assurance Committee meetings (QAPI).
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F 329 Continued From page 31 , F 328

F371 - Food Procure,

R139 was receiving psychoactive medicatior: Store/Prepare/Serve — Sanitary ‘

. e 1B ther e |
without a clear indication for use and.In thn:i:: The facility failcd to serve food under sanitary

: absence of adequate monitoring of behaviars. ; :{'din‘éid"za"| conditions on one (Candee 3) out of five dining
i ' i e rooms.
These findings were reviewed with.E1 (NHA) and |  [mpacted | One 11/25/15 Director of Nursing met with Nurse
. E2 (DON) on 11/24/15 at 2:10 PM. | Managers to review survey findings. Director of
F 371 483.35(i) FOOD PROCURE F 371 Nursing instructed Nurse Managers to remind their
. ' | staft on the principles of proper handwashing and
55=D STORE/PREPARE/SERVE - SANITARY | g gt
. The facllity must - ' ' Wentification| Al residents have the polential Lo b affected by this
(1) Procure food from sources approved or ud deficient practice. The Dictitian will conduct daity
: considered satlsfactory by Federal, State or local wlth the inspections of breakfast, lunch and dinner meals on a
" authorities: and ) E:!:l':‘:;:;o rotating basis for all five Candec Nursing Units to |

! ) |1 ensure that staff maintain proper handwashing and
(2) Store, prepare, distribute and serve food glove usage during meals.

under sanitary conditions : .
Resident R146 was served a sandwich thal was
System touched by contaminated gloves. The root cause for
| Changes the deficient practice was staff failure to implement
| proper handwashing. The facility will take the
| following measures lo ensure staff understanding of

. hand washing and proper glove usage: 01/08/16
This REQUIREMENT Is not met as evidenced | A. Statf Development will in-service all nursing stalf
by: by 1/8/16 on proper glove usage, handwashing and
Based on observation it was determined that the \ meal servicc (Atlachinent 25).
| facility failed to serve food under sanitary B. The sanitary Meal Service In-Service will be
conditions on one (Candee 3) of 5 dining rooms. | given to nursing staff annually from this point

| forward. |
| C. Registered Dictitian, Food Service Director,
' Nursing Supervisors and Unit Managers will make
weekly random meal observation rounds (Attachment
7.
Suceess ‘ Individuals responsible for Action:
Evaluatlon | Registered Dictitian, Food Scrvice Direclor, Nursing
Supervisors and Unit Managers will conduct random |
meal observation audits weekly for 12 weeks or until
| the facility reaches 100% success over 10 consecutive
evaluations. We will then conduct bi-weekly meal
observation audits until we reach 100% success at

|f ready-to-eat food cannot be removed from three consecutive evaluations. Finally, we will
wrapping without touching, employee must wear ‘ conduct meal observation audits one month later.

Findings include:

|
bl l-
Observation made on Candee 3 on 11/16/15:ffom ‘
12:10 PM to 12:25 PM - While wearing gloves, |
E14 (CNA) removed R146 ' s meal tray from the |
cart, removed lids from several cups and poured
gravy onto food. Then, while unwrapping R146's
sandwich, E14 touched it with the now ‘

, contaminated gloves.
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F 371 | Continued From page 32
| clean gloves.

This finding was reviewed with E1 (NHA) and E2
(DON) on 11/24/15 at 2:10 PM. :

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

F 441
SS=F

' The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program
The facility must establish an Infection Control
Program under which it -

in the facility,
(2) Decides what procedures, such as isolation,
should be applied to an Individual resident; and

actions related to infections.

(b) Preventing Spread of Infection
| (1) When the Infection Control Program
determines that a resident needs isolation to
 prevent the spread of infection, the facility must
isolate the rasident. 4]
(2) The facility must prohibit employess with a
communicable disease or infected skin lesions
from direct contact with residents or thelir food, If
direct contact will transmit the diseass.
(3) The facility must require staff to wash their
| hands after each direct resident contact for which
| hand washing is indicated by accepted
i professlonal practice.

(c) Linens

(1) Investigates, controls, and prevents Infections |

(3) Maintains a record of Incidents and corrective |

|

F371 - Continued [
If the facility is still in compliance, then we will
conclude that we have successfully addressed the J
deficient practice. Findings from dining Observations
will be forwarded to facility QAPI team for

evaluation and discussion at quarterly QAPI

meetings. The QAPI team’s role is to meet at least |
quarterly and review root cause analysis, trends and |
corrective actions as appropriate.

F 441

F441 — Infection Control, Prevent
Spread, Linens

A policy and procedure task committce has been
established to review current infection control
program to include updating and deleting outdated
| policies and procedures. |

IndividuaV/
Resident ‘
Impacted

[dentifcation
ol other
residents
with the
potential to
be affected

All residents have the potential to be affected by the
deficient practice. The facility will complete an l
initial review and update of the LTC Scction’s
infection control policies. Qutdated policies will be
archived and policies will include current references
by 01/08/16.

System |
Changes

The infection prevention and control committee will
review the infection control manual periodically and
implement current rccommendations regarding
infection prevention control practices,

The Infection Preventionist will attend APIC
(Association for Professional in Infection Control and
Epidcmiology) mectings and scminars rclated to
infcotion prevention and control practices.

The facility Quality Assurance Committee will
review infection control trend reports and corrective
actions at least quarterly to assure that appropriate i
corrective action has occurred.

01/08/16

The Infection Preventionist in collaboration with
Staff Development will be responsible for ensuring
that the infection control manual will be reviewed and
revised to maintain current practices for 100%
compliance per State, Federal and CDC guidelines.

Sucecess
Evaluation
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F 441 | Continued From page 33 F 441'

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection. \

|
R

| This REQUIREMENT Is not met as evidenced \
by:
Based on review of facility documents and

. interview It was determined that the facllity failed '

- to maintain and update policies and references

; related to the infection control program Findings
“include: ‘

| September 2014 - COC recommended adding
the PCV13 [Prevnar 13-pneumoccal conjucate |
vaccine an additional protection against - ‘
| pneumonia for all adults over 65)-in the series }
with the PPSV23 [pneumoccal polysaccharide
| vaccine protects against 23 lypes of pneumonia)
for adults aged 65 and older. PCV13 was also | ‘
approved for use in persons aged 50 years and |
“older,

Review of facility documents revealed:

11/23115 at 3:00 PM review of two binders |

contalning the infection control program policies ‘

and other reference materials found: |

- 22 policies with revision dates ranging from l

| 10/6/04 to 6/15/08. There was no evidence that

the policies were reviewed since the rews.on ’ {
| date. I

- Influenza and pneumaonia vaccinations pollcy !

(rev;sed 5/2012) did not include the addlition of |

the PCV13 even though record review found the ‘
‘ facility administered this vaccine (PCV1 3)to

residents last month. |

- CDC document entitied Gwdehne for Preventlon i |
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F 441 Continued From page 34 O F F 441‘
' of Catheter-Associated Urinary Tract Infections
was undated but included references from 1956
through 1980. The current edftion of ths |
document on the CDC website was dated 2008 |
which was not the one In the facility.binder.
Review of the monthly infection iogs covering
June through October 2015 found: {
- One resident was on transmisslon-based .
| pracautions. r
- Each month from June through September '
there was at least one UTI on Candee 5§ with
bacteria called Klebsiella. In August, 2015
| Candee 6 had three residents with a UT| due this
specific bacteria. .
|
11/24/16 interview at 9:45 AM with E14 (Infection | ‘
I Control) revealed. ‘
- E14 had been the recruiter and was given I
oversight of the infection control and employee '
health programs earlier this year.
|- E14 monitored the infections within the facility ‘
and produced a monthly infection log by unit.
E14 reviewed resident records and infection F514 — Res records-
worksheet, verified the antibiotic order and looked X
at laboratory results. E14 stated that she apd the | Complete/Accurate/Accessible
physician would confirm the ordered antibiotic Jtem 1
was appropriate er the specific b?'c.teria.‘- Individual/ | R131’s medication administration record was updated
- E14 sald one unit had several UTl's with same Resident | 4, 11/20/15 to reflect current physician orders for
organism and that she would be performing hand Tmpacted | 1\ cdication administration. Immediate staff |
hygiene audits and providing hand hygiene ‘ awareness and re-education was provided by Nurse
education with the slaff. E14 stated that staff Managers regarding the need for accurate and
educators would refuse to assist in providing vompletion of documentation.
infection control specific education indicating it | Ttem 2
was E14's job to do so. R146's documentation omissions were reviewed by |
| - E14 was unsure how often policies were | facility leadership. Immediate staff awareness and re-
reviewed but thought that the infection control | education was provided by Nursc Managers regarding
| policies were next up for review. 'E14 confirmed the need for nccurate and completion of
the policies and references were outdated and | Gocumentaion.
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i ! F514 - Continued
) Item 1
F 441 7 Continued From page 35 . | F 441 All residents have the potential to be affected by this |
stated that between getting the job in the past deficient practice. A sweep of all residents’ physicia
year, the turnover of staff and getting a new DON, | orders and review of Medication Administration
- E14 had not worked on it. "This Is how | inherited | iSconds (A} wasicomplCtodiDy 121
it | Physician orders that were reviewed were found to by
' | accurate and documentation completed. Corrective
) ) . action that will be taken to address the impact of the
These findings were reviewed with E1 (NHA) and deficient practice on other residents will include
E2 (DON) on 11/24/15 at 2:10 PM. ! | awareness and refresher training, verbal counseling
F 514 483.75()(1) RES N F 514  and progressive disciplinary action if necessary.
§8=D | RECORDS-COMPLETE/ACCU RATE/ACCESSIB losatitculon) |
L “r
(LE R ok m't'l:':;:'ﬂ All residents have the potential to be affected by this
] . » pm““:l to deficient practice. A sweep of all Certified Nursing
The facility must maintain clinical records on @ach |  beammected | Assistant documentation books was completed by
resident in accordance with acceptad professional 12/31/15. All CNA documentation books for the
standards and practices that are com‘plete; | r‘cvicw pcrioq cpding on I2/3.l/15 were revie\yed and
accurately documented; readily accessible; and found no omissions, Corrective action that will be
tematically organized = I taken to address the impact of the deficient practice
systematically org . | on other residents will include awareness and
o - refresher training, verbal counseling and progressive |
The clinical record must contain sufficient | disciplinary action if neccssary.
| Information to identify the resident; a record of the
resident's assessments; the plan of care and S Item | ) i o
Senices provided; he esultsofany 1 || Splem | Tt s dfit psir s e o
preadmission screening conducted by the State; and documentation. The facility will take the 01/08/16
and progress notes. following measures:
A. Complete refresher training for all nursing staff
on expected documentation standards,
| This REQUIREMENT is not met as evidenced | B. Complete refresher training for all nursing staff
by: [ regarding physician orders, medication administration
[

' Bésed observation, record review and interview it
| was determined that the facillty failed to malntain

accurate and complete clinlcal records for two
(R131 and R146) out of 26 sampled residents.
For R131 a physician order was not transcribed
to the Physlician Order Sheet (POS). For R146
toileting program documentation was not.
complete or accurate. Findings Inclades &

1. 11/16/15- At 8:51 AM During a'medication
administration observation E20 (LPN) was

and transcription by 1/8/16.

C. A tracking tool has been developed for nursing to
cnsure that all new physician orders arc transcribed
accurately on the mediation administration record and
documented in the resident’s clinical record
(Attachment #22).

Item 2

The root cause for this deficient practice is a lack of
check and balance system for ongoing CNA
documentation.
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' medications orally since a physliclan order was

written on 9/30/15. E19 confirmed that the order
" to administer all medications orally was not
 transcribed to the montlhy POS.

These findings were reviewed with E1 (NHA) and
E2 (DON) on 11/24/15 at 2:10 PM,

2. Revlew of R146's toileting program
| documentation on the CNA assignment record

' on Candee 4) found 11 out of 49 shifts wers blank

| with no documentation. Additionally there were 4

' shifts (night shift on July 2, 3 and 4; evening shift
on July 3) where the CNA wrote thelr Initials
instead of uslng the documentation code of

' D=dry; |=incontinent; V=vold.

| 11/24/15 interview with E4 (UM) confirmed the 11
missing shifts and 4 Inaccurate entrie,s. ‘

| These findings were reviewed with: E1 anﬁ E2 on
' 11/24/15 at 2:10 PM. :
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(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION L x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) |
'1 | F514 - Continucd
. A. Complete refresher training for all nurses and
F 514 Continued FI'OTT]' page 36 . F 514 CNA staff on expected documentation standards.
observed administering medications orally to B. Nurses will be assigned on each shift to complete
R131. Upen surveyor review of the POS for- .- a review of CNA documentation shift to shifi to
R131, several of the medicatlons admlnlstered 'gm/t\‘fy ‘{';{'SS'OHSI- . ,
' durmg the observation were ordered to be', e i gl L .
| ensure all documentation is completed accurately
administered by g-tube. (Attachment #23).
During an Interview on 11/19/15 at 2:36 PM, E19 '
(RN) reported that R131 had been racaivlng all Suceess | Item 1
Evaluation

| between July 1 and July 17 2015 (while a resident |

Individuals respongible for Action:

Unit Managers and/or designee will review the
| tracking tool weekly for three months or until the
facility rcaches 100% succcess over 10 consecutive
evaluations. The above audit process will be repeated
onec more time. They will measure practices ong
month later. If the facility is still in compliance, then
they will concludc that they have successfully
addressed the cited deficient practice. These findings
will be reviewed at the Quality Assurance Committee |
meetings (QAPIL). The QAPI tcam’s role is to meet at|
least quarterly and review root cause analysis, trends '
and corrective aclions as appropriate.

Item 2 i
Nursing Supervisors and Unit Managers or designee

. will review the tracking tool weckly for three months |

| or until the facility reaches 100% success over 10 [
consecutive evaluations, The above audit process '
will be repeated one more time, They will measure !
practices one month later. 1f the facility is still in i
compliance, then they will conclude that they have
successfully addressed the cited deficient practice.
These findings will be reviewed at the Quality
Assurance Committee meetings (QAPI). The QAPI
team’s role is lo meel at least quarterly and review
root cause analysis, trends and correctlive actions as

| appropriate. |

|
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Specific Deficliencies
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CORRECTION DATE
OF DEFICIENCIES

3201

3201.1.0
3201.1.2

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

An unannounced annual survey was
conducted from November 16, 2015 through
November 24, 2015. 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 137
(one hundred thirty seven). The Stage 2
sample totaled 26 (twenty six) residents.

Regulations for Skilled and Intermediate
Care Facilities

Scope

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 regulatpry
requirements for skilled and intermediate
care nursing facilities 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: Cross Refer to the CMS 2567-L survey
completed November 24, 2015°

F252, F253, F258, F272, F278, F279, F280,

F309, F314, F315, F323, F329, F371 F441

and F514,

3201.1.12

Cross referenced CMS 2567-L
Survey date completed
November 24, 2015 F252, F253,
F258, F272, F278, F279, F280,
F309, F314, F315, F323, F329,
F371, F441 and F514
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