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F309 Provide Care/Services for Highest
F 000 INITIAL COMMENTS FO00  ywen Belng !
Individuall | Resident 3 did not Incur any Injury due to
* An unannounced complaint survey was }ﬁ;‘:ﬂ_‘d deficient practice related to the delay in staff;
conducted at this facliity from February 16, 2014 answering the alarm, !
through February 27, 2014, The deficiency cited - oy re
In thig report is based on record reviews, siaff Fhe head nursc of R3's unil mel with C.N.A.
 Interviews, observations and review of other stafl on 2/17/14 and instructed staff if beeping
| tacility documentation as indicated, The census or buzzing is heard to not assume it is a feeding
the first day of the survey was 138, The sample pump.
size included four (4) active and one (1) closed On 2/17/14, the head nurse also contacted the
records. ~ supervisor of the uduplive  cquipment
F 309 48325 PROVIDE CARE/SERVICES FOR F309' gepariment and requosted un aliernative fall,
89=D HIGHEST WELL BEING prevention system fhat would ring (hrough the!
call bell system. The adaplive equipment staff
Each resldent must recelve and the facllity must went 10 R3’s unit and set up the Passive Inlra
provide the necessary care and services to attain Red (PIR) nlarm system so that her foot sensor
or maintaln the highest practicable physical, would also activate the call light system. This
mental, and psychosocial well-being, in was verifiecd by the adaplive equipment
accordance with the comprehensive agsessment supervisor via cmail (Altachment 1) on 2/20/14
and plen of care. that R3 was supplled on 2/17/14 with a PIR

alarm which has a call bell transmiiter and
when activated will produce an audio alarm ag
well as transmit through the call system, On

This REQUIREMENT is not met as evidenced 2/l7/}4, R3's. unit was tested scvera'l times by
adaplive cquipment department while on the

by: | ) . .
Based on record review, observétions, staff unit and found to be functional.
interviews, and revlew of other documentation as The surveyor returned on 2/21/14 and observed
indicated, it was determined that the facllity failed that the staff wns unable to get the fool sensor
to provide the necessary care and services to tq activate and efforts were underway 1o solve
maintain the higheet practicable physical the problem, 1t was discovered that the volume
well-being for one (1) of four (4) residents had been tumed down and the equipment had
reviewed (R3) in accordance with the not been trned on in the comect sequence. |
comprehensive agsessment and plan of care. An Following this discovery, the uadaptive
" alarm device required by R3's physiclan orders cquipment  supervisor  sent  an email
and care plan to alert staff if R3 attempted to get (Altachment 2) to (he head nurse which
" out of or fall from her bed did not operate properly included the Operating instructions for this,
at times and, in addition, observation revealed resident's fall prevention system, This cmall
, that staff failed to respond to the alarming foot wis printed and shared with the 3-11 and the

117 stafl so all staff would be informed of the
operational instructions of the PIR alarm,

\ /1 an
LABGRATON rwcmn Wﬂ@l ERSUPTELIER REPRESENTATIVE'S SIGNATURE TULE {£9) OAT
AL il A rRecY A YL 4
Any deficiency statement ending with an asterlak (*) denotes a deficlency which the Inetitution may be excused from correcling providing It 3 determined that
other shieguiyds provide sufficlent protection to the patients (Sea Instructions ) Exgept for nureing homes, the findings stated above are dleclosable 80 days
fallewing tha'dule of aurvey whether or not a plan of correcilon |s provided. For nuraing homes, the abovs findinge and plans of correction ars dlsclosable 14

days lollowing the date theas documents ara mada avallable to the facillty. It deficlencies are clted, an approved plan of correction la requisite to continued
program parlicipstion,

s/unsor In a timely manner. Findings inciude:
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* 'The adaptive equipment office supplied a list ol |
F 309 Continued From page 1 F 309 gl residents with a fall prevention systemin
[ ldentineation  place 50 a sweep could be completed to identify
The physician's orders/plan of care for R3 ‘:::}:,';;‘;'w"h other residents who have the potential to be
required use of a "foot sensor" on R3's bed. This e potentisl 1o affected. A sweep was conducled by the
 device was attached to the bed frame at the foot beafected  Quality Assurance department,
" of the bad and projected a light beam along the I , . .
bed so that if R3's legs went over the side of the ! ?:yh’;fl:'“ Nursing Policy #1504 Fall Prevention ol

hed breaking the beam, an alarm would sound to
alert the staff. The care plan developed by the
facitity for R3's "potential for injury related to falls"
also Included use of the foot sensor (in addlition to
the physician's order),

On 2/16/14 at 1:48 PM, the surveyor activated the
foot sensor alarm while R3 was resting In her

- bed. The surveyor remained In R3's room waiting

 for staff to respond. At 1:49 PM when no staff

had yet responded, the surveyor went 1o the door

of R3's room and observed staff membar E3

(Certified Nurse's Alde/CNA) exit & room across

: the hall from R3's room. E3 turned and went In

: the opposite direction towards the nursing station
without responding to the alarm sound coming
from R3's room. At 1:50 PM, the surveyor walked

~down the hall away from R3's room and observed

* that the beeping sound from the foot sensor could
be falntly heard outside of the door to the nursing

! statlon where staff were present. The surveyor
then returned to R3's room. At 1:52 PM, 8
minutes after the beeping sound of the alarm had
started, E4 (CNA) responded to R3's room after

i hearing the beeping sound. E4 staled to the

| surveyor at 1:52 PM that she had heard the

; beeping alarm from the opposite end of the hall

I just past the nuraing station.

" These findings were communicaled to ES

! (Licenged Practical Nurse / LPN) at 1:56 PM on

, 2/16/14 who mgreed that 8 minutes was a delayed
i tesponse time. ES further stated that E6 (LPN)

~ monthly.

system was reviewed and it was
determined that no revisions were needed.
Nursing staff will receive a refresher on
this policy and it will be completed by
nursing administration,

Adaptive Equipment staff will continue to
test fall prevention devices on a monthly
basis to ensure that they are operational
and consistent with the residents’ care
plans, A log is maintained and updated

The Quality Assurance Risk Manager met |
with the head nurses and demonstrated the
PIR system at their scheduled Head nurse
meeting on 3/13/14. Adaptive Equipment
staff will present training for CB200 staff
and RN Supervisors on the use of the PIR
alarm system, In addition, C.N.A.
Education day now includes a section on
the fall prevention systems available at
DHCI and their proper operation.

An electronic memo (Attachment 3)
addressed to the entire nursing department,
was sent on 3/13/14 as a reminder of our
expectations regarding the answering of
alarms. The nursing supervisors will
conduct random checks on a weekly basis
and on all shifts to ensure that fall
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the fool sensor alarm, however, no sound / alarm

- was heard, E9 (CNA) then arrived and stated to
the surveyor that the foot sensor alarm was nat
working that morning and efforts were underway
to fIx the problem.

On 2/27/14 at 11:55 AM these findings were

: revlewed with E10 (Quality Assurance
Administrator) who stated to the surveyor that the
alarm selting had been set for & lower volume
than it should have been and this was belng

; addressed,

All findings reviewed at exit conference on
2/27/14 at 2 PM with E1 (Administrator), E2

- (Dlrector of Nursing / DON), E12 (Assletant

" DON), and E13 {physiclan). E2 stated that during
the survey, the foot sensor alarm was
reconfigured to sound through thie facllity's call
bell system to ensure that it was heard, however,
staff may have mistakenly deactivated this new
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. | prevention devices are operational and also f
F309 Continued From page 2 F309: saffs response time, DHCI's Risk
thought tr?e beeping sound was another resldent's ; Manager will also assist with these audits.
tube feeding pump and that they (E5 and E6) . Attached is an audit tool, Alarm
dldn't reallze it was R3's foot sensor alarm, Compliance Audit form (Attachment 4),
that will be used to complete these checks.
At 2:10 PM, also on 2/16/14, the foot sensor was Data collected will be foﬁwarded o the QA
Identlfled by E7 (CNA) an E8 (LPN) as not = department. 1f the equipment is found to
functloning properly and efforts to restore function b tional. another will be
were altempted. E8 tried changing the battery Et“?“‘d"}_’em ]qu (¢ anidla) work orler
and working with the sensor but was unable to obtained from § pp}; ) e
 get It to function properly. :ﬁgt n:: I?udnaclﬁ(l)vni fé'ﬁ Iﬁrtnem or repair o
These findings and observations were reviewed Regarding staff response time, if findings
with E11 (Registered Nurse/Supervisor) on - .
211614 ai apgproximgtsw 3:30 ,fM ) indicate a delay, the supervisors will report
this finding to nursing administration for
On 2/21/14 at approximately 1:05 PM the further review.
surveyor observed R3 resting in bed. At 1:16 PM, — . .
staff present in R3's room attempted to activate ]si'::fﬁf"“o“ Adaptive Equipment stalf will continue

- their monthly checks of alarms devices and
forward findings to the QA Administrator,

Quality Assurance will receive the
completed Alarm Compliance Audit forms
completed by RN Supervisors and Risk
Manager during their random checks. QA
will review and verify that PIR sensors and
other fall prevention devices are
operational, activate audible sounds and,
when capable, transmit signals through the
call bell system, QA will also review
staff’s response times during the audit.
This will be performed for the next three
weeks until the facility reaches 100%
success over three consecutive evaluations.
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F 309 Continued From page 3
set-up.

F 309 - Next, Quality Assurance will continue to

| receive the completed Alarm Compliance
© Audit forms for the next two weeks until
| the facility reaches 100% success over

i three consecutive evaluations,

Finally, the facility will measure our

| practices one more time a month later, if
the facility is still 100%, then we will
conclude we have successfully addressed
the problem,

Individual(s) Responsible for Action:
Quality Assurance, Nursing
Administration, and Adaptive Equipment
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR CORRECTION
Spaclfic Deficiencies OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

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

An unannounced complaint survey was
conducted at this facility from February
16, 2014 through February 27, 2014,
The deficiency cited In this report Is
based on record reviews, staff
interviews, observations and review of
other facility documentation as
indicated. The census the first day of
the survey was 138. The sample size
included four (4) active and one (1)
closed records.

3201 Regulations for Skilled and
IntermedIate Nursing Facilitles

3201.1.0 Scope

3201.1.2 Nursing facilities shall be subject to
all applicable local, state and federal
code requirements. The provisions
of 42 CFR Ch. IV Part 483, Subpart
B, requirements for Long Term Care
Facilitles, and any amendments or
modifications thereto, are hereby
adopted as the regulatory
requirements for skilled and
intermedIlate care nursing facilities
in Delaware. Subpart B of Part 483 is
herehy referred to, and made part of
this Regulation, as If fully set out
hereln. All applicable code
requirements of the State Fire
Prevention Commission are hereby

““WM R
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completed on February 27, 2014,

DATES TO BE CORRECTED
adopted and Incorporated by
reference, '
This requirement is not met as
evidenced by:
3201.1.2
Cross refer to the CMS 2567-L survey Cross referenced CMS 2567-L Survey report

date completed 02/27/14, Tag F309
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