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W 000 | INITIAL COMMENTS W 000

An unannounced annual survey was conducted
at this facllity from June 2, 2016 through June 8,
2016. The deflclencles contained In this report
are based on observation, interviews and review
of clients' clinical records and review of other
faciiity documentation as indicated. The facility

| census the first day of the survey was 51. The
sample totaled 16 cllents.

Abbreviations used In this report are as follows:
ED- Executive Director,

DON - Director of Nursing,

RN - Reglstered Nurss; |
CNA - Certified Nurse's Alde; |
MD-Medical Director;

NP- Nurse Practitioner,

| OT -Occupatlonal Therapist;

DORS- Director of Residential Services;

RT- Respiratory Therapists;

PTA- Physical Therapy Assistant;

WPA - Work Program Assistant,

QIDP - Qualified Intellectual Disabllities
Professional,

ELP- Essentlal Lifestyle Plan;

Abduction-extremlity moving toward the midiine; [
Flexion-bending the elbow up toward your upper |
arm;

SBAR -Situation Background Assessment
Request/Recommendation; a communication |

note between nursing and Medical Team (Nurse ‘
Practitioner or Physiclan); ‘ |
POS - Physician Order Sheet,

MAR - Medication Administration Record; |
PEG - percutaneous endoscopic gastrostomy

tube Is a method of placing a tube Into the

| stomach percutaneous to administer medication

and sources of hydration and nutrition; l |
|
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Any deficlency statement ending with an asterlek (*) denotes & deficlarioy hich the Institution may be excused from corracting providing It Is determined that
other safeguards provide sufficlant protection to the patients. (See Instruclions.) Except for nuraing homes, the findings etated above are disclossble 80 days
following the date of survey whether or not a plan of correction s provided. For nuraing homes, the above findings and plans of carrection are dlscloaable 14
days following the date these documents are made avallable to the facliity. If deficlencles are cited, an approved plan of correctlon Is requisite to continued

program perticlpation.
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PO - by mouth;

PRN - as needed;
Mg - Milllgram (mg) - metric unit of weight, ‘
Cycle Fllls - 2 nurses and a pharmacist review
new MARs and stock new medication blister |
packs in the medication cart every 28 days; |
Blister Packs - a card-type packaging contalning

| a 28-day supply of one medication for a client

| which Is packaged, iabeled and delivered to the
facility from the pharmacy and placed in the
nurse's medication cart;

| DRR - drug regimen review - requirement for
drug regimen review; |
Trach- tracheostomy,
Tracheostomy- an opening made in the throat to
assist breathing;
Decannulation - planned or accldental removal of
the tracheostomy tube; ‘
Bronchoscopy- a technique for visualizing the
inside of the alrways for diagnostic or therapsutic
purposes;
Puimonologlist- a medical specialist that deals
with diseases/conditlons Involving the respiratory
tract,
Stridor- a harsh vibrating sound when breathing Is |
caused by obstruction of the windpipe; '
Rhonchi- a continuous low-pitched, rattling lung

| sounds,
Expliratory Wheeze- wheezing nolse heard when
breathing out.

W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249

| As soon as the Interdlsciplinary team has
| formulated a client's individual program plan,
| each cllent must receive a continuous active
treatment program conasisting of needed
' Interventions and services In sufficient number
" and frequency to support the achlevement of the |
|
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objectives identified In the Individual program i
plan.

This STANDARD s not met as evidenced by:

| Based on record review, observation and
Interview, It was determined that the facllity staff
falled to follow the Essentlal Lifestyle Plan (ELP)
regarding the proper use of splints and hand
protectors for two (C9 and C3) of 16 sampled
clients. Findings Include:

1. Review of C9's clinical records, including ELP,
revealed:

3/18/13 (Jast revised 3/8/16) - Plan to maintain |
bilateral elbow range of motion and skin integrity
of bilateral elbows, volar wrist creases [wrist area
by palm of hand] and palms includsd the
schedule to wear splints and palm protectors
from 11;00 AM - 1:00 PM, 3:00 PM - 5:00 PM and
6:00 PM - 8:00 PM, The ELP Included the
following plan for applying the splints and palm
protectors:

- Very slowly stretch the client's elbow
(stralghtening out the arm] Into extension (do not
| stretch to the polint of feeling resistance).

- Check elbow crease [skin in the crook of the
arm opposite the elbow] for any redness,

- Put splint with the middle strap over the elbow
crease and fasten strap over the tip of the elbow
(see plctures for details), [Plctures In the ELP
show both splints in place with elbows falrly
stralght and no vislble space between the
splint/straps and the client's arm.]

| - Fasten lower arm strap around the forearm, the
| upper strap around the bicep, bringing the upper
arm into as much abduction/shoulder flexlon
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Myedsgicontinued, From Fagei2 | W240. A E3(DORS) spoke with the QIDPs for

Chandler Suite and West Suite on 6/14/16
conveying the exit interview survey findings
regarding C3 and C9 splints, The QIDPs
reviewed the splint usage and positioning with
the identified staff members,

E8 (OT) completed competency checks for
appropriate splint usage and splint positioning
with staff members who were assighed to C3
and C9 during the survey observations of
splint applications on 7/1/16.

B. QIDPs and Administrators completed
observational sweeps throughout the facility
on 6/29 & 6/30/16 to document appropriate
splint usage and positioning. There were a
total of thirty-five (35) observationg
completed of which 86% were in cqmpliance
with splint usage and positioning.

C. QIDPs will check appropriate splint usage and
positioning according to service plaps/
instructional guidelines for a total of 14 days

' in July 2016, and document their fir)dings.

QIDPs will provide on the spot

instructions/guidance to staff regarding splints

usage and positioning for all identifjed
concerns.

OT staff evaluate splints for proper pondition
once a month, fit is checked and range of
motion is evaluated once every 6 anlhs.

A memo was sent on 7/1/16 to all staff
outlining the importance of splint uerage and
positioning. Exhibit A
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‘ [bringing arm upward toward the front] as needed
to secure the strap.
- Then fasten the upper arm strap, ensuring the
top [of the splint] Is below the armpit. Refasten
the middle elbow strap again for best fit.

strapping and skin (see plcturas for detalls).
= Very slowly stretch [upward] C9's wrist and
' thumb (do not stretch to the paint of feeling
resistance),
- Check wrist and palm for any redness,
sloughing skin [shedding of outer layer of skin] or
open areas.
To apply the palm protectors: ensure they are
applied with the roll under the fingers.
Slide the thumb through the center hole and
fasten the Velcro above the wrist (see pictures for
detalls).

6/2/16 hetween 12:40 PM - 1:06 PM -
Observation found C9 sitting in a wheelchalr in
her room wearing an elbow splint on each elbow.
Each upper strap was around C9's upper arm

, and each lower strap was secured around the
forearm. However, 1-2 [nches of space was
visible between the left elbow splint and C9's skin
with the elbow belng more bent [less extension]
than pictured in the service plan. The left paim
protector was in place overtop of the elbow
splint's lower strap as per the service plan while
the right palm protector was hanging around the
cllent's wrist, without contact to the palm, The

| left elbow splint and right palm protector were not
positioned correctly.

6/3/18 between 3:55 PM - 4:15 PM - Observation
of C9 sitting In the wheelchair in her room
revealad the upper and lower straps were around
the upper arm and forearm, respectively but the

- Two fingers should be [able to get] between the |

_*

the implementation of any splint plan. The
new employee orientation outlines the use of
splints. The OT staff have added specific
details outlining the importance of splint
usage and positioning,
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W 249 | Continued From page 3 | W248 OT staff provides individual in-services for

D. QIDPs will monitor 100% of |'|:sidc||:|ts using
splints for appropriate splint usage 1}11d

| positioning once a week at random {imes until

100% compliance is consistently reached over

3 consecutive evaluations.

Then,

| QIDPs will monitor 100% of residehts using
splints for appropriate splint usage and
positioning twice a month at random times
until 100% compliance is consistently reached

‘ over 3 consecutive evaluations. I

Finally,
QIDPs will monitor 100% of residcrts using
splints for appropriate splint usage and

| positioning on a quarterly basis. E.I‘llbﬁ B

The Peer Review Committee will complete
sweeps for appropriate splint usage and
positioning using a random sample of
residents at least once a year. |

Facility QI staff will conduct reviews to
monitor splint usage to ensure compliance and
will provide opportunities for immediate
corrective action/education in apprapriate
splint usage and positioning.

. Completion Date: AugIIJSl 8, 2016
| |
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| splint was not flush against the skin, There was

| 1-2 Inches of space between the splint and the |

[ left wrist and 3-4 Inches of visible space between
the splint and both elbows, indicating the splint
was not positioned according to the service plan. |
Both elbows were more bent than the observation
from the day prior, The right palm protector was
In place while the left palm protector was on the
client's lap in the wheelchalr, Both elbow splints

‘ and the right palm protector were not positioned

| correctly.

i During an interview on 6/6/16 at 12:60 PM with

| E8 (OT) about C@'s elbow splint placement and

| surveyor observations, E8 stated she will look at

| the Velcro on the middle strap to determine if it is
preventing the splint from being held against the

' client's elbow area.

' During an Interview with E8 on 6/7/16 at 11:20 AM
E8 stated she checked out the velcro on the .
middie elbow strap and It was fine, However, E8 |
stated she spoke with staff in the activity room

\ who sald they have seen C9's splints were not

| always applied correctly, The OT showed the

| surveyor a picture she drew of how the ends of
the center elbow strap should be separated to

“cradle the elbow, with a strap on each slde of the

" elbow. This [picture) should help with getting the |

i elbows extended. |

| 8/7/18 between 3:20 PM - 3:40 PM - Observation

| found the client in her bed with around 3 inches of |
space visible between both splints and the client's
elbow. The center strap on both elbow gplints
were separated and secured next to the upper
and lower straps, the elbow was not cradled by
the straps. The right paim protector was seen on

| the floor, |
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The findings were discussed with E1[ED],
E2(DON] , and E3 (DORS) during the exit
conference on 6/9/16 at 11:30 AM.

2. Review of C3's clinical record revesled;

' During an Interview on 6/3/16 10:67 AM with the

‘ surveyor, E13 (RN) checked C3's ELP and stated |
| that C3 was to wear the left (L) hand splint from

| ggg Qm to 12:00 PM and again from 1:00 PM to

Clinical record review 6/6/16 confirmed the above
i splint schedule was accurate based on the '
current ELP, |

6/7/16 from 10:30 AM to 11:20 AM - C3 was
| observed In an outside activity with facllity staff
and other clients without the (L)[left] hand splint
on. At 11:25 AM, C3 was again observed inthe |
| activities room without the hand splint on. !

On 6/7/16 at approximately 11:27 AM, the
surveyor asked E13 on Chandler Unit who was
C3's caregiver. E20 (CNA) was In the break
room so E13 asked E20 If the hand splint was on
| whenh the client left the unit for physical therapy | i
| (PT). E20 sald yes. I |

' Durling an interview with the surveyor on 6/7/16
at 11:36 AM, E19 (PTA) stated the client did
receive PT services earller In the morning before
going to the outside activity. E19 stated that
he/she was working with C3 and his "leg" splints
per the client's plan. When asked by the
surveyor about the (L) hand splint, E19 sald
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| This STANDARD Is not met as evidenced by:
Based on staff interviews, a clinical record

| review, and a review of other facillty documents, it |
was determined that facllity staff failed to '
communicate with Nursing Administration (DON),
the physiclan/NP, and others regarding two '
incidents within 16 days where the cllent's trach |
came out during bathing/showering In order to
effectively evaluate the need for any Interventions
to prevent recurrence for 1 (C5) of 16 sampled
cllents. In addition, on 12/12/16, the trach came |
out agaln, the CNA bathing/showering C5
removed gauze from around the trach and ,

' loosened the trach straps which was not within ‘

the CNAs scope of practice.

| Revision date approved 2/9/15 for the following
Nursing Procedure document titled |

| "Tracheostomy Stoma and Cannula Care" under

| Standards:

Section D- The nurse/resplratory therapist should ‘

STOCKLEY CENTER GEORGETOWN, DE 19947
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' he/she did not notice If C3 had the hand splint on L
during PT services. After the brief interview, E19 A. For resident C5, there is no corrective measure
g:gﬂ&iﬁt:gtg: ?}?gvbhgc?g;ntaLogv}?\esdaggaoaltrh?ou o that can be taken at this time to addyess the
' the splint, and applied It to the left hand. E19 | deficient practice from 9/18/15 and 10/4/15
' indicated that the splint would need to come off at | for failure to report to nursing admipistration,
12 PM. medical, and others, or from 12/12/]5, for the
. . CNA not working within scope of practice,
The findings were discussed with E1, E2, and E3 | ‘
during the exit conference on 6/9/16 at 11:30 AM. | B. The McCabe Nurse Supervisor completed a
W 331 | 483.460(c) NURSING SERVICES | was1 review on June 15, 2016, of the records for all
other residents at Stockley Center who have
The lfaclllty must ng'de T':\et“r:slwuh r:jurslng trachs. There were no further incidegnts of
services In accordance with thelr needs. trach dislodgement identified.
. |
C. The Executive Director issued an email on

June 6, 2016, directing any time a (rach
becomes dislodged for any reason other than a
routine change, the incident must bd
documented on an AIR and the facility’s AIR
policy followed. This action will enpure that
the nursing and medical team are awarc of
any incident. Exhibit C

A memo was sent by the Director o
on June 23, 2016, to all nursing and
' respiratory therapy staff outlining the
expectations for prompt notification of the

area nurse and charge nurse any timg a trach
becomes dislodged. Exhibit D

"Nursing

The respiratory therapist completed itraining
with all McCabe staff on Trach Salety in
[ December 2015. This same lrainingtuunlinues
| with all new staff on McCabe as 1th/ are
hived. Foxdibit k.
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familiarize themselves with the type of |

tracheostomy tube the person has prior to '
 providing care, Thers is no mention in the
document that a CNA can change or remove the
gauze dressing or manipulate the trach
equipment.

|
A review of the clinical record from June 1, 2015

[ to September 17, 2015 showed no
documentation that C6 had coughed out the trach |
tube, |

Speclalty Consultation Report (Puimonology)
dated 9/17/15 had the following documentation:
Respiratory therapists report Intermittent stridor

- and occasional bleeding with tracheostomy
change and Inquire about possibility of &

wheezing and bilaterai rhonchi. The
Pulmonologist ordered laboratory tests and chest |
X-ray.

Interdisclplinary/Progress Notes on 8/18/16 at
5:43 PM documented that C5 coughed out his
trach durlng care with E22 [CNA], The trach was
replaced by E17 (RT). Documentation showed

' that C5 was in no distress and an RN was
present when the trach tube was replaced. That
same evening at 9:15 PM, E17 did a “follow-up
check," there were no |ssues.
The Nursing Service Report for all three shifts
dated 8/18/15 (3-11 shift) showed documentation |
related to C5's trach coming out and a new trach
Inserted by E17.

| The Situation, Background, Assessment,

| Request/Recommendation (SBAR) form/Resident

| Care Communication Worksheet (RCCW) dated
9/18/16 showed nursing did not communicate the

| trach Incident to the physiclan/nurse practitioner. |
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bronchoscopy. Physical Exam: explratory [ |

l

D. A memo was sent by the Director of Nursing

on June 14, 2016, to the Respiratory Therapy
team directing them to complete th¢ “Non-
Routine Trach Change Checklist” fprm any
time they complete a non-routine triich
change. This checklist will documept proper
notification of all pertinent staff and indicate
any unexpected dislodgement of a trach.
Exhibit F

This form will be monitored and reyiewed Lo
ensure proper communication and tjmely
intervention lor any trach dislodgement by the
area nurse supervisor/charge nurse (haily until
100% compliance is achieved for seven
consecutive days.

Then,

This form will be monitored and reyiewed to
ensure proper communication and timely
intervention for any trach dislodgement by the
area nurse supervisor/charge nurse three (3)
times per week until 100% compli}nce is
achieved for three consecutive revigws.

Then, .

This form will be monitored and reviewed to
ensure proper communication and llmely
intervention for any trach dislodgement by the
area nurse supervisor/charge nurse weckly
until 100% compliance is achieved for three
consecutive reviews. |
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1- Interdlsciplinary/Progress Note from 10/4/15 at
6:00 PM documented that C5 coughed out trach
tube during bath care. No distress. E18 (RT)

} replaced the trach tube without incldent. There s
no indication from the note that E18 made

{ nursing aware of the trach Incident,

The Nursing Service Report for all three shifts |
dated 10/4/15 (3-11 shift) showed no
documentation related to C6's trach tube coming
out and a new trach tube Inserted by E18.

The SBAR form/RCCW dated 10/4/15 showed
nursing did not communicate the trach incident to :
the physiclan/nurse practitioner. |

| There were no facllity incident reports generated
for the above two trach Incidents; therefore; there
was no Investigation or analysis of the
occurrences. Both incldents occurred while staft
were bathing/showering C5 on the 3:00 PM to 11 |
PM shift, -

The Administrative Incident Report form dated
12/12/15- Section |I- Describe the incident-
documented the following:

At 4:.00 PM E21 [CNA] was getting C5 ready for a |
shower. E21 loosened the trach strap around
neck to change the gauze because It was dirty.
After pulling the gauze away C5 began coughing
and the trach tube came out. "l Immediately
called for a nurse" and the nurse called for
respiratory staff.

Interdisclplinary/Progress Notes from 12/12/15 at
4:40 PM completed by the RT documented the
following:

C5 had his trach "disengaged and coughed out"

Finally,
This form will be monitored and reyiewed to
ensure proper communication and (jmely
intervention for any trach dislodgement by the
area nurse supervisor/charge nurse fne more
time a month later, If 100% comp|iance is
again noted, the deficient practices pf lack of
communication to nursing administlation,
medical and others and CNAs workiing out of
their scope of practice by removing|gauze or
loosening the Velcro trach collar will be
considered successfully addressed.

The Director of Nursing will review and sign
these forms monthly, The Executiv¢ Director
and Director of Nursing will review| all AIRs
| concerning trach dislodgement as tljcy occur
i and take appropriate actions.

The assigned facility Quality Imprubcmcnl

staff will review all AIR’s quarterly| for 100%
compliance of providing immediate corrective
actions for any trach dislodgments.

Completion Date: August 1, 20106
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during a bath. C6 was In no distress from the
dislodgement of the trach tube. A new trach tube
| was "introduced and secured safely." A nurse
| was present when a new tube was Inserted. E21
"was admonished to not manipulate any part of
trach tube henceforth." Nursing Supervisor was
made aware of the Incldent.

The Nursing Service Report for all three shifts

dated 12/12/15 (3-11 shift) showed

documentation related to C6's trach tube coming
| out and a new trach tube inserted by E17.

The SBAR form/RCCW dated 12/12/15 showed
that nursing did communicate this trach Incldent
‘ to the physician/nurse practitioner.

\ An RT note dated 12/12/16 from E17 was In the
CNA communication book documented the
following:

| care staff remove split gauze, change split gauze,
unfasten Velcro ties on trach holders and or

! manipulate any tracheostomy client's trach for
any reason. This causes a High Risk of
Decannulization and could do Harm."

The Administrative incident Report from 12/12/16
had documents attached. One emall dated
12/14/16 from E2 (DON) to various staff
documented that this was the first time E2 was
hearing about the trach incldents.

There were two trach Incldents Invoiving C&
within 15 days of each other and the third incident
occurred approximately 2 months later. All
occurred while staff were bathing and/or
showering C5.

|

| "Absolutely under no circumstances should Direct |
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The facility Initiated their own plan of correction

on 12/16/15 which Included inservicing all staff on
' the McCabe Unit and two Active Treatment

Supervigors on trach safety; newly hired staff i

assigned to the unit will receive specific

orientation training and trach safety inservice prior |

to working alone with a cllent that has a trach, ' ‘

Trach safety document dated 12/16/15 included

but was not limited to the following:

Make sure trach holder Is secure (not loose or
floppy) before performing personal care. Notify
the nurse/respiratory therapist immediately If the
trach cannula comes out or If the trach holder is
too loose.

| 6/6/16 -9:10 AM- The surveyor Interviewed E2
regarding the role of CNAs in trach care. E2 ,
stated the CNAs do nhot have a direct role in trach |
care, The RTs are responsible and are on 6:00 ‘
AM to 10:00 AM, when they are not available it's |
| the nurse's responsibility. The lead RT did
| Inservice CNAs and others regarding do's and |
don'ts related to personal care for clients with a ‘
| trach.
Interview on 6/6/16 at 2:00 PM with the surveyor
in the presence of E2 (DON) at 2 PM, E18 (RT)
gtated that he/she was not sure who was bathing ' |
C5 on 10/4/16 when notifled CB coughed out his ,
trach. A new tube was Inserted by E18, Cb was ‘ ‘
|in no distress during the Incident or after the |
| Incldent. " When asked what can @ CNA do l |
| related to trach care, E18 stated if the " filter falls
| off can put It back on " and If the collar slides to
the side can put It back In place. |
E12 (Nursing Supervisor) was interviewed on ‘
6/7/16 at 12:38 PM- he/she reported that the .
10/4/16 trach incident was not on the 24 hour |

FORM CMS-2667(02-89) Previous Verslone Obsolele Event 10; BVPH11 Facility (D: 063001 It continuation shest Page 11 of 15




PRINTED: 06/27/2016

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) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
08G001 B. WING _ 06/09/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
26361 PATRIOTS WAY
STOCKLEY CENTER GEORGETOWN, DE 19947
(X4) ID | SUMMARY STATEMENT OF DEFICIENCIES | D ' PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| ‘ DEFICIENCY)
W 331 | Continued From page 11 W 331

staff to report the occurrence. E12 did Indicate
that nurging may have not been Informed of the |
| Incldent. The nursing supervisor was aware of |
the first incident on ©/18/15 but not the incident
| that occurred 15 days Iater. If it was on the 24
hour report E12 may have looked Into it further
since he/she was aware of the 9/18/15 Incident.

report and if a trach came out E12 would expect \

E23 (NP) was interviewed on 6/7/2016 at 2:35
PM regarding the three incidents with C&'s trach
|tube coming out. E23 stated that nursing staff
[ had not notified E23 of the first two Incldents
| (9/18/15 & 10/4/16) Involving C&'s trach tube
coming out but was made aware of the 12/12/15
Incldent. Nursing staff generally communicate by [
| documenting Issues on the SBAR form. -

During an interview with the surveyor on 6/7/16 at
| 3:10 PM E18 stated he/she did not know who
| he/she notified on 10/4/16 that the trach tube had |
been out and It was replaced. It was such a
"small thing." If it was something serious that |
“could not fix then definitely the staff would "all be |
there" and the physiclan would have been r
notifled. E18 indicated that there Is a core group | _ |
that work regularly together and everyone knows | [ [
| what (s generally going on. ! [

| 8/9/16 9:45 AM - Interview with E1 (ED) and E2 { |
revealed that @ new communication form had
also been Implemented, It was to be used by RTs |

| and nursing to document any trach issues. E2 |
stated that he/she could not find any Information | ‘
that the 10/4/15 Incident was reported to nursing. |
E1 did Implement a new procedure on 6/6/16 that |

| any trach that becomes dislodged for any reason,

' other than routine ¢hanges must be documented
on an Administrative Incident Report, These two ‘ |
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These findings were reviewed with E1, E2, and ]
E3 (DORS) at the exit conferance on 6/8/16 at '
| 11:30 AM.
W 389 ‘ 483.460(k)(2) DRUG ADMINISTRATION W 368

| The system for drug administration must assure \ |
| that all drugs, Including those that are I
self-administered, are administered without error

| Based on observation, racord review and
interview It was determined that the facility failed
to ensure medications were administered without
error for 1 (C16) of 16 sampled clients. Findings
Include:

During the medication administration observation
on 6/3/16 at 4116 PM, E6 (RN) administered
Keflex (250 mg every pm), an antlblotic, to C16
via the PEG tube. Prior to administration, the
surveyor confirmed this Keflex order was on the
MAR (hand written to give Keflex 260 mg po

' every pm) and on the pre-labeled blister pack that

| contalns @ month's supply of Keflex which is sent \

[ from the pharmacy.

| Revlew of C16's chart on 6/3/16 at 4:30 PM,
revealed that the May 2016 POS and current
hand written orders In C16's chart showed there
was ho order for the above medication. The May
2016 POS was printed on 6/3/16, reviewed by E8
| (RN) on 5/11/18 and signed by EE (physiclan) on
5/17/16. The last order for Keflex was wrlitten on
I 3/28/16 (Keflex 250 mg po every pm). Review of
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 new procedures were Implemented after the
| survey began,

A. The area nurse supervisor contacted the

' This STANDARD Is not met as evidenced by: '. ]

B. The assigned nurses, facility’s phartacist, and

C. The Noting and Transcribing an Order

medical team on 6/4/16, and obtain?cl a verbal
order for the Keflex for resident C10. The
facility’s medication error procedurt was
followed and appropriate actions were taken
with the nurses involved. Exhibit (¢

Director of Nursing completed a médication
reconciliation of all current medical teams’
orders and MARs on June 24, 2016/ No
further deficient practices were identified,

Nursing Procedure was revised and approved
by the Director of Nursing on June |6, 2016.
The revisions reflect a reconciliation of the 60
day POSs by the 11-7 nurse and uxI:mds the
nurse supervisor/designee’s role in |
reviewing/preparing the preprinted POSs,
Exhibit H

The nurse educator will in-service the nursing
staff on medication reconciliation a§ outlined
in the facility’s procedure,
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(X3) DATE SURVEY

! the MARs showed C18 had received Keflex 260
' mg every pm since 3/28/16.

In an Interview at 5:00 PM on 6/3/16, E7 (RN
supervisor) reviewed the chart and confirmed that
there was no current order for the Keflex. E7
| confirmed that current medication orders need to
F be on the POS when it Is updated and signed by
the physiclan every 60 days.

In an Interview at 9:30 AM on 6/68/16, Eb stated
that C16 was to recelve the Keflex as glven since |
3/28/16. E5 signed the May 2018 POS without
realizing It did not Include the Keflex order. E6
confirmed there Is now a new signed Keflex order
that Is current and correct on C16's chart.

|

| An Interview with E2 (DON) and E4 (MD) on

| B/6/16 at 10:50 AM confirmed that this medication |

 error had oocurred during the review of the May
pre-printed POS when the 3/28/16 Keflex order
was not added to the POS and when E5 signed
the May POS without noticing It did not Include
Keflex. During the April and May cycle fills, staff
continued to hand write the Keflex order on the
MAR and to load the Medication Cart with C16's
blister pack of Keflex capsules monthly. E2
confirmed that the facllity policy states that

| current medication orders need to be on the POS

| when it s updated and signed by the physiclan |
every 60 days. -

Review on 6/7/16 at 3:30 PM of the Aprll and May
2016 DRR for C16 and the Chandler Unit cycle fill
/ pharmacy audits, E10 (Pharmacist) did not
‘ mention Keflex, E10 checked the DDR form
' Indlcating "ni" (nothing Inappropriate) and wrote
no comments, C16's monthly supply of Kefiex |
| blister pack was put into the medication cart
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|

| D. The pharmacist/nurse supervisor w‘ll

complete medication reconeiliations on a 20%
sample weekly until 100% complignee is
achieved for four (4) consecutive weeks, Any
discrepancies with the medical team’s orders
and MARSs not coinciding will be r¢ported to
the DON and appropriate actions taken.

Then,
The pharmacist/nurse supervisor will
complete medication reconciliation$ on a 20%
sample monthly until 100% compliance is
achieved for three (3) consecutive months.
Any discrepancies with the medical team’s
orders and MARSs not coinciding will be
reported to the DON and appropriate actions
taken.

Finally,
During the pharmacist’s Unit Inspegtions
he/she will complete medication reconciliation
on a minimum of 2 residents in cach area

(10% sampling). Any discrepancies with the
medical team’s orders and MARSs nit
coinciding will be reported to the DON and
appropriate actions taken. If 100% ¢ompliance
continues for one (1) more month it will
conclude that reconciliation of curr¢nt medical
team orders and MARSs has been ad(lressed

successfully.

Completion Date: Aug'ﬂ.\‘f 1, 2016

|
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during the April and May cycle fill.

During an Interview on 6/7/16 at 3:15 PM, E10
| stated that the POS ls reviewed and updated only | ‘
l every 60 days and the cycle fill is done every 28

| days. E10 stated the Keflex dlscrepancy would ‘
have been identifled when the Chandler Unit's
June cycle fill and pharmacy audits are done, but

‘ acknowledged that there was not a current order |
for Keflex since the May POS was signed by ES |
on 6/17/16 and that C16 has been recelving 250 :
mg every pm,

Findings reviewed with E1 (ED), E2, and E3
(DORS) on 6/9/16 at 11:30 AM during the exit
‘ conference.

FORM CMS-2667(02-96) Previous Verglons Obsolete Event ID: BVPH11 Facllity ID: 08G001 If continuation eheet Page 15 of 15




DHSS - DLTCRP
3 Mill Road, Suite 308

DELAWARE HEALTH Wilmington, Delaware 19808

AND SOCIAL SERVICES

Dlvision of Long Term Care

(302) 577-8661

Residents Protection STATE SURVEY REPORT

NAME OF FACILITY: Stockley Center

Page 1 of 3

DATE SURVEY COMPLETED: June 9, 2016

SECTION

STATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR'S PLAN FOR
CORRECTION
OF DEFICIENCIES

COMPLETION
DATE

3201

3201.1.0
3201.1.2

3201.9.8

3201.9.8.4
3201.9.8.4.1

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

An unannounced annual survey was
conducted at this facility from June 2, 2016
through June 9, 2016. The deficiencies
contained in this report are based on
observation, interviews and review of clients
clinical records and review of other facility
documentation as indicated. The facility
census the first day of the survey was 51.
The sample totaled 16 clients.

Regulations for Skilled and Intermediate
Care Facllitios

Scope

Nursing facllities 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 modiflcations thereto, are
hereby adopted as the regulatory
requirements for skilled and intermediate
care nursing facllitles 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
date completed June 9, 2016: W249, W331
and W369.

Reportable incldents are as follows:
Significant injuries

Injury from an incident of unknown source

in which the initial investigation or

3201.1.2

Cross refer to the CMS 2567-L
survey ending June 9, 2016, W249,
W331 and W369
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3201.9.8.4.3

3201.9.8.4.4

evaluation supports the conclusion that
the injury is suspicious. Circumstances
which may cause an injury to be
susplcious are: the extent of the injury,
the location of the injury (e.g., the injury is
located in an area not generally vulnerable
to trauma), the number of injuries
observed at one particular point in time, or
the incidence of injuries over time.

Areas of contusion or bruises causes by
staff to a dependent resident during
ambulation, transport, transfer or bathing.

Significant error or omission in
medication/treatment, including drug
diversion, which causes the resident
discomfort, jeopardizes the residents’
health and safety or requires periodic
monitoring for up to 48 hours.

Based on review of other facility
documentation, review of reported incidents
to the State and interview it was determined
that the facility failed to report 5 incidents
involving six (C5, C11, C12, C13, C14, and
C15) out of 16 sampled clients to the State
reporting agency. Findings include:

Review of facility incident reports from May

2015 through May 2016 discovered the
following:

5/14/15 — C14 sustained left foot bruising and
swelling during transfer to the shower trolley.

7/23/15 - C12 hit own face with a metal
airplane toy causing laceration needing 5
stiches at a local emergency department.

9/5/15 - C13 fell and sustained minor face
lacerations but heeded neurological
assessments at the facility.

9/7/15 - C15’s water flush was connected to
the balloon port of feeding tube causing the

3201.9.8.4

A. For residents C5, C11, C12,
C13, C14 & C15 there are
no corrective measures that
can be taken at this time to
address the deficient
practice of not reporting to
the State agency.

B. All Administrative Incident
Reports and investigations
for the facility for the time
period of May 1, 2015,
through June 2, 2016, were
reviewed during the Annual
Survey by the DLTCRP
surveyors. There were no
other residents found to
have deficiencies at that
time.

C. The Executive
Director/designee knows to
report these types of
incidents to the State agency
and will ensure all future
incidents of similar nature

Pa)
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balloon to burst and the feeding tube was
replaced at a local emergency department.

9/20/15 - C11 held onto a grab bar and
twisted own hand causing a laceration

needing 8 stiches at a local emergency
department.

12/12/15 - C5's CNA loosened the trach strap
and removed the gauze around trach. The
resident coughed out the trach tube. RT had
to reinsert a new tube. Trach care Is only
provided by a respiratory therapist or nurse
as documented in the facility’s “Tracheostomy
Stoma and Cannula Care” Policy/Procedure
with a revision approved date of 2/9/15.
There was no evidence that this incident was
reported to the State agency.

During an interview with E1 (ED) on 6/7/16 at
2:30 PM E1 confirmed the incidents for C11,
C12, C13, C14 and C15 were not reported to
the State.

These findings were reviewed with E1, E2
(DON) and E3 (Director of Residential
Services) on 6/9/16 at 11:30 AM.
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are reported at the time of
the incident.

. The Executive
Director/designee will
continue to monitor each
Administrative Incident
Report and investigation for
100% compliance. The
Facility QI staff will
continue to conduct reviews
of all Administrative
Incident Reports and
investigations on a quarterly
basis for 100% compliance.

June 9, 2016
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