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-+ | An unannounced annual survey was conducted =
2 | at this facility from July 22, 2011 through July 29, | -
.. 12011, 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 95. The _
| ¢ o | survey Stage 2 sample totaled 44 residents. P
.| F 246 483.15(e)(1) REASONABLE ACCOMMODATION |  F 246/ -
2| s8=D | OF NEEDS/PREFERENCES ' - SR

o | 'F246 | 1. R1’s furniture has been moved and|- 8/22/11]
A resident has the right to reside and receive -~ | " the call bell cord hasbeen = - 1 .
services in the facility with reasonable ' : ' ' T ‘

accommodations of individual needs and’ ‘ B lengthefned. R A SN It
preferences, except when the health or safety of 12, Allresidents who can use a call I 8/ 30/ 1]
-+ | the individual or other residents would be b ' bell may be affected. P P B
tendangered. : ' R ‘3. All resident rooms have been oo 830A1
' _checked for clear accesstocall | = b
_ _ bell cords during the survey. R
This REQUIREMENT is not met as evidenced ' Facility Manager or designee will |
by _ 7 , ' check a sampling of call bell cords
Based on observation and interview, it was for length and access monthly for

ensus sampled residents did not have a call bell e o o
placed within reach to call for assistance. 4. Faql ity Manager will report '
Findings include: _ _ ST findings of monthly checks to QA | 9/15/1 1_
o _ 3 - committee for 90 days. :

-+ On 7/25/11 at 11:42 AM, while testing call bells, it B ' :
was observed that the access to the call bell in
R1's bathroom was blocked by furniture placed -
directly in front of it. E25 (CNA) was asked to
show how R1 would be able to use the call bell.
She confirmed that it was out of reach and
proceeded to reach for the call bell to drape it
over the furniture and found that the call bell cord
was too short. E25 stated, "That's not good," and

LABI " DIREC ¢ fo SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE _ _ _ O(E) DATE
: | Foi | | Ao bir i1 o F22/4/

" Any de‘ﬁciency statement endingm an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determirlted that
-other safeguards provide sufficient protection to the patients. (See instructions.} Except for Aursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. : o
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| stated that she would take care of it.
10n 7/29/11, an observation revealed thatared |
plastic cord had been added to the call bell chain |
and tied to R1's left adjustable safety hand rail
: and was now accessible for resident use. e
F 248 | 483.15(f)(1) ACTIVITIES MEET F248|
§s=£ | INTERESTS/NEEDS OF EACHRES :
- | The facility must provide for an ongoing program
.| of activities designed to meet, in accordance with |
the comprehensive assessment, the interests and
- the physical, mental, and psychosocial well-bemg S : o o _
| of ach resident. F248 | 1. R18and R55 will be interviewed - 9/15/11
' ' = - to review thelr 1nd1v1dua1 act1v1ty ' o
This REQUIREMENT s not met as evidenced preferences. C
bé’ » dent and staff int g 2. All resident may be affected - 9/15/11
| Based on resident and staff interviews, an ' e 9/15/11
review of activity calendars, it was determined 3. All remdenc’;s alﬁe;)to bf ewed | -
that the facility failed to provide regular ongoing interviewed will be interviewe
evening activities to meet the individual needs of by Activity Department to
4 residents (R18, R55 and two residents who _ determine types of activities -
preferred to remain anonymous) out of 44 Stage residents may enjoy in the
e B PIcpaa evening. Everiog atvies vl
' : . 9 ' be offered based on the outcomes
Interviews with residents on 7/22/11 and 7/25/11 t ofthe interviews. _ §
revealed that the facility did not have activities in. 4. Activity Coordinator will report : 9/15/11
the evenings. - findings of interviews and
2 iti ivitie ed to QA
1. In an interview with R18 on.7/27/11 at 8:55 AM, : ?ddg(l)ogal activities added to Q
| R18 revealed that the facility had no evening or 7V days.
| activities during the week and would have some -
special activities in the evenings once in a while.
R18 stated she attended all activities and did not
like to stay in her room. She stated that residents
are put io bed early and were not asked about
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.| evening activities because only a few would
attend. She stated that there would be no one
| here to help you after 4pm and they are getting
- .. [ everything ready for the night On 7/2711 and on
" { 7129111, she stated she would attend evening

- acfivities if the facility offered them.

12.In an interview with R55 on 7/27/11, R55
-| revealed that she wouid attend evening activities |-
- {if the facility had them. R55 stated that she liked

- { attending activities.

3.0n 7/27/11 at 9:05 AM, in an interview with a _
| resident (who wanted to remain anonymous), the
-{-resident stated that the facility offered evenings

activities once in a while but not often. The

resident stated that she stayed in her room to .
watch TV in the evenings. She stated that facility |
staff did not discuss other activities the residents
wanted at resident council, but only reviewed the
monthly activities scheduted on the calendar with
the residents. '

On 7/29/11 at 11:40 AM, the resident stated that
she would attend evening activities if the facility
offered them if they were interesting and fun.

4. On 7/26/11 at 11:40 AM, in an interview with a
resident (who wanted to remain anonymous), the
resident stated that she would be interested in
attending evening activities if the facility offered
them but depended on what they were. She
stated she was never asked if she wanted to
have or attend activities in the evenings. She
stated that facility had no activities after 2:00 PM
when she showed surveyor the activity calendar
in her room.

i . ) i
! S ]
. j !
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21 Review of the Activity calendar from July 2010 ETC

© ] through July 2011 revealed that the fac:ltty had a-

- “ritotal of only four (4) evening activities on - 3B
- THA5M0, 2/115/11, 4/20/11 and 5/18/11. The -
activity schedule for July 2011 revealed that the

+ last scheduled actrvltles were heid before 3: 00
pM :

Interwew with E6 (Actwlty Director) on 7/28/11
“| revealed that only 8 to 10 evening activities were
offered throughout the entire year. She confirmed
the facility did not offer ongoing evening activities
- | for the residents. E6 stated that she had offered
| evening activities in past years hut had a low tum
ST lout B
F 282 | 483, 20(k)(3)(ii) SERVICES BY QUALIFIED - - F282
- §8=£ | PERSONS/PER CARE PLAN N I S

The services provided or arranged by the facility
must be provided by gqualified persons in 1
| accordance with each resident's written plan of -

care.

This REQUIREMENT is not met as evidenced
by
Based on observations, record review and
- | interview, it was determined that the facility failed
| to provide services for five residents (R6, R44,
R45, R52, and R96) out of 44 sampled by
qualified persons in accordance with each
resident's written plan of care. Findings include:

1. R6 was admitted to the facility in 2006 and had
diagnoses that included dementia with deiusions | B
and depression. An annual Minimum Data Set '
(MDS) assessment, dated 5/17/11 identified R6
as having short and long term memory problems
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~.7 | .and cognitive skills for daity decision makmg - T ‘R6, R44, R52 and R96 will have L 9/15/11
‘moderately impaired-decisions poor - . 'F282 chalr alarms replaced with models’ :
: cueslsupervusmn requ:red SRR FR 5
e : N |27 that are not able to be turned off, S
| The facmtys Fall Risk Eva[uat:on dated 511811 | - CH 2 Al residents identified as needing 9/15/1‘1
stated R6's score was "18" (score of 10 orhigher | .~ .-~ |- - a'chair/bed alarm may be affected. :

' - s at risk). A care plan for the problem of potential S 3
~ | for falls; dated 5/18/11 included an intervention o
' "will continue to monitor and use fall materials.” -

~Staff will be inserviced on proper - -79_/' 15/11
use of chair-alarms, replacing B
batteries and ensuring that alarms

o Review of the CNA's ADL (actMUes of daily Eivmg) - | are turned on and reporting when
.| Plans of Care ( 6/16/11 to the present)revealed | -~ | . alarms are not working. Chair
| they were to "Test and reapply bed or chair - o alarms will be replaced with
alarm.” _ : R -"devices that turn on automatically
'| R6 was observed on 7/26/11 at 10:50 AMseated | | when pressure is applied to _
.1 in a high back wheelchair (w/c) in her room:; cushion. DON or designee will
Although R6 was seated on a chair pressure .| - checka sampling of chair alarms -
L alarm, the alarm switch was in the "off" positon . - " for proper operation monthly. b
- | and the operational light was not blinking. £5 (RN ' T - . ' 1571
| supervisor) was called into the roem to check the 4 Findings Of mor;thiy Cl&eCk will be 9/1-5"/11
function of the alarm. E5 stated that the aiarm '  reported to QA for 90 days.
was functional, however later £5 stated that it . .
needed new batteries. o : Item 5 :
1. P.O.for R45 was changed on 7/27/11

On 7/27/11 at 8:10 AM, R6 was again observed

seated in a high back w/c in the front hall near the 7/27/11 as it was no longer

nurse's station. R6 had a pressure alarm on the : needed. o A
wic but again the alarm was in the "off’ position - {2. All residents may be affected. 9/15/11
and not blinking. This observation was made by 2 ' 3.

Staff will be inserviced to provide | 9/15/11
- | SUrveyors. : care according to Physician -

During an interview on 7/27/11 at 9:45 AM with Orders. A sampling of orders will |

E4 (Registered Nurse Assessment Coordinator) _ be checked by DON or designee

findings were reviewed. The facility failed to - o monthly for 90 days to ensure the

ensure that R6's chair pressure alarm was tested orders are followed correctly.

and functioning according to her pian of care. 4. Findings of sampling will be 9/15/11
' reported to QA for 90 days.
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L 2. R44 had a care plan, dated 6/14/11 forthe |

~ 1 problem potential for injury related fo falls. e

.| Interventions inciuded ' utthze bed aiarrn and chalr K
alarm as needed.” - U :

On 7/26/11 at approximately 11:00 AM, R44 was | -
observed seated in the hall in a geri chairwitha -

| pressure alarm. The alarm control was turned to.
| the “off" position and the light was not blinking. In -
" | an interview with £9 (CNA) immediately after the |
| observation, ES-confirmed that the alarm was not |
furned on. The facility failed to provide serwces o
by qualified persons in accordance with R44'
written plan of care. :

1 3. R52 had a care pian dated 2/18/11 for the
problem potential for injury related to falls. -
Interventions inciuded "utilize chair alarm when
{out of bed) if needed." -

On 7/26/11 at approximately 11:00 AM, R52 was
| observed seated in the hallway in a Broda chair
with a pressure alarm. The alarm control was
turned to the "off" position and the light was not
blinking. R52 was observed being taken to her
‘room for care where she was lifted via a stand up
lift. When lifted out of the chair the alarm failed to
sound. E5 (RN supervisor), present at this time,
asked the CNA to lower the resident back in the
chair after which she {urned the alarm switch to
i the "on" position. R52 was again raised from the

'} chair and the alarm sounded. E8 (CNA)
confirmed that the alarm had been turned off
when the resident was seated in the hall. The
facility failed to provide services by gualified
persons in accordance with R52's written plan of
care.
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4. R96's CNA ADL Plans of Care (time frame Ll
| 4121/11 through present) stated "test and reapply o
bed or chair alarm.” -

R96 was observed in the hall seated ona el
‘pressure alarm in a geri chair on 7/26/11 at .
approximately 11:00 AM. The alarm swilch was .
| turned to the "off” position and the light was not -
| blinking. In an inferview with E9 (CNA) O B e
| immediately after the observatlon E9 confirmed |
- { that the alarm was not turned on. The facility

failed to provide services by qualified persons in =
“ taccordance with R96's written plan of care. 1

5. R45 has a history of pressure ulcerson her
*. | back and buttock area. A physician's order, dated |
.| 4/13/11 stated that R45 was notto be upinthe | -~ v - | ..
-chair for more than 60 minutes at a time. Review {- -~ =~ 1.~

of R45's ADL (activities of daily living) care plan

| (used by CNA's-certified nurses aides) stated the
same. Staff documented on the July 2011 e
treatment administration record that R45 was out |
-1 of bed in the chair daily at 9 AM, 1 PM and 6:30
PM. -

R45 was observed out of bed reclined in her

- | gerichair from approximately 8:30 AM until 1:10
PM on 7/27/11. During an interview with E11
(LPN assigned to resident) on 7/27/11, she stated
that R45 stays up all morning and goes to bed
after lunch. E11 confirmed findings that the
physician's order and care pian is not being -
followed for R45. She further stated that the
physician's order should have been changed aﬂer
R45's buttock area wound healed.

E12 (CNA assigned fo resident) stated during an
interview on 7/27/11 that the 11-7 shift gets R45
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up every day, but she did not know what time. L
" { The faciiity failed to provide services by qualified e | | o e
" -L-persons for R45 in accordance with her written F323 (Door latch) Referenced utility NS/ o
-t plan of care to only be out of bed for one hour at - room will have a mechanical door L
. jatime. ' closer installed. - T
-F 323 | 483.25(h) FREE OF ACCIDENT F323| 2, All residents of the 2° fioor may O/15/11 |
SS% .HAZARDSISUPERVISION/DEV#CES . have been affected. | : o
" The facility must ensure that the resident . A mechanical door closer will be |9/ 15/ n
.| environment remains as free of accident hazards - installed on the doors of the utility| - =
" | as is possible; and each resident receives ‘rooms on 2™ and 3™ floor.
| adequate supervision and assistance devices to - Facility Manager will check
Pprevent aocxdenﬁs. - operation of the door closer
monthly. . IR
.. Facility Manager will report - 9/15/11.
- findings of monthly check fo QA ' '
This REQUIREMENT is not met as evidenced - for 90 days.”
| by: .
- | Based on observations and staff interviews, it : . Do 1
| was determined that the facility failed to maintain - (Oxygen tanks)All residents may = 9/15/11
an environment free from accident hazards as ~be affected. o
evidenced by accessible ointments in the 2nd ‘All residents may be affected 9/15/11
floor clean utility room, bathroom hot water Front Desk staff will be in- 9/15/11"
temperatures above 110 degrees Fahrenheit, and : ‘
the unsafe handling of oxygen tanks by contract ' serv19ed to Pr‘event vendors from
vendors. Findings include: entering facility to supply oxygen
tanks or remove oxygen tanks
1. During the environmental tour of the 2nd floor without appropriate carts to
aintenance Manager), orporate ) I, : '
Manager) and E14 (Housekeeping Manager), the Facility Manager Wl_ll rcpgrkt) to 9/15/1.1
door to the clean utility room was observed ajar QA any instances reported by
and unlocked. The room had an unlocked cart full Front Desk of vendors attempting
of ointments used for wound care. £15 confirmed to deliver or remove oxygen tanks
the door was left ajar and proceeded to lock it. without appropriate carts for 90
days.
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'F323 Continued From page8 g S| Fa3z3 T
_ .hosplce personne! (E16_and E28) in the elevatos.' AR e adjusted water temp'
- | revealed E16 was cartrying an oxygentank on his- |l e d hi
| shoulder, and £26 had an unsecured oxygen tank | -~ |- . during the survey.”
‘on the floor next to him. In an interview with E16 | .| 2. ‘All residents may be affected..
on 7/25/11 he revealed that the oxygen tank was | )3, -Fa(:lhty Manager has adjusted

emply and he did not work for the facility. £16 -~ 1* .- ' "-mixing valve water temp to. below

-| stated that he only picked up empty oxygen tanks b
- | and brought repiacements. The unsecured a 110 degrees Fac111ty Manager or

about this safety concern.

| oxygen tank was a safety concern. _' RN I _de31gnee will check resident water '
- 1= ]+ tempsinVan Buren ‘wing da.ﬂy
:| During the survey ex1t meetmg on 7!29!11 E1 - | andlogresults.: S5 PSRN NS
{Administrator) stated that E16 and EdS were not |~ | 4. Facility Manager w111 report | onsim
| facility staff and that E1 had talked. to the vendor | s ﬁndm gs of 1 ogto Q A .f(.) r:,QO da_YS_; S

3.0n7/27/11 at 9:35 AM during the -

environmental tour with E15 {Corporate EMS -
Manager), E13 (Maintenance Manager) and E14
(Housekeeping Manager), resident rooms 347,
355, and the 2nd floor Vanburen commeon shower
room hot water sink temperatures wera 113.9,
113.9 and 115.7 degrees Fahrenheit respectively,
posing an accident hazard.

Interview with E13 with E15 on 7/27/11 revealed
that they monitored water temperatures daily first
thing in the mornings when the residents were -
taking showers.

The facility procedure entitled, "Water
Temperature Testing”, documented that "hot : o : : L
water at fixtures accessible to patients/residents | . L - L
: shall not exceed 110 degrees Fahrenheit at any : ' ' :
time."

Interview with E15 (Corporéte EMS Manager) on
7/29/11 at 8:00 AM revealed that they lowered the
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" | setting of the hot water tank mlxmg valve S
.. | temperature. RS N
- F 329 483.25(]) DRUG REGIMEN 4S FREE FROM ©b - F 329
" §8=D UNNECESSARY DRUGS - S o
e Each remdent's.drug reglmen must be free from | F329 | 1. Behavior sheets havebeen | 8/17/11
- |.unnecessary drugs. An unnecessary drugis any | - "~ modified to monitor R18 for -
drug when used in excessive dose (including N deiusmnal behav10r . 1
» i duplicate therapy); or for excessive duration: or o ‘ o =11
; | without adequate monitoring; or without adequate S 2'- All dr es1dents taklél gaja:.fr%tlpsi;chotlc ‘ 8:'/_17/1'1 '
4. % - indications for its use; or in the presence of - L medication may be affected. ~ . &
| | adverse consequences which indicate the dose | 3. Residents taking antipsychotic = | 9/15/11
~ - i should be reduced or discontinued; or any — medication will be reviewed to | ©
comblnatlon_s of the reasons above : ) o : ensure proper monitoring on the _
' _ o L | - psychoactive flow records. These |
| Based on a comprehensive assessment of a _ SR cords will be provided to th
| resident, the facility must ensure that residents” . . records Wil be provided to the
| who have.not used antipsychotic drugs are not | ~ ordering PhYSIClaH for rev1ew
“given these drugs unless antipsychotic drug : - ‘monthly. - A R
| therapy is necessary to treat a specific condition | 14. DON or designee will reviewa - | 9/15/11.
|as dlag_)nosed and documented in the clinical ' sampling of residents taking S
record; and residents who use antipsychotic . hoti dication for 90
drugs receive gradual dose reductions, and antipsychotic medication for >
behavioral interventions, unless clinicaily - days to ensure proper complet_lon
contraindicated, in an effort to discontinue these of flow records. Results of this
.drugs , sampling will be reported to QA
. for 90 days.
This REQUIREMENT is not met as evidenced
by: -
Based on record review and interview, it was
determined that for one (R18) out of 44 Stage 2
sampled residents, the facility failed to ensure
medications were adequately monitored. -
Findings include:
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R18's medication review revealed t.!"té'r'eside"rit s
© | was receiving the antipsychotic medication:.
.| Seroquel since October, 2008 for a dlagnoms of
- | dementia with delusions. - 5 R
‘Review of the Psychoactive Drug Monthly FlQW’:
Record (completed by licensed nursing staff), -
Mood & Behavior Sheet (completed by CNAs)
and nurse's notes from 1/1/11 through 7/28/11
lacked evidence that the target behavror of -
'de[us:ons was being- monltored -
Findings were reviewed with and conf rmed by E2 . |
.| (Director of Nursing) on 7/28/11. - R I
F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL CF334; -
$8=D | IMMUNIZATIONS C C : .
_ | F334 |1. Pnéum mmunizati | 77711
The facility must develop pohcnes and procedures F334. 1. : _Ppeumoco_ccal Immunization was -\ 7 : mn
that ensure that — - : -given to R83 on Jul 27, 2011. o
(i) Before offering the influenza immunization, .~ All residents may be affected. - 8/17/11
each resident, or the resident's legal All residents will be reviewed 9/15/11
representative receives education regarding the upon admission for pneumococeal :
Ibrﬁ:iﬁntlsz aatr;gnpotentlal side effects of the immunization. If not given, and
1 (ii) Each resident is offered an influenza res1d.ent or rgpresentative agree to
immunization October 1 through March 31 vaccine, facility will get order
annually, uniess the immunization is medically from physician to administer.
contraindicated or the resident .ha_s already been Staff development RN will
immunized during this ime pened, ' maintain records of _immunizations _
(iii) The resident or the resident's legal
representative has the opportunity to refuse given.
immunization; and ' Staff Development RN will submit| 9/15/11
(iv) The resident's medical record includes monthly reports to QA on all :
documentation that indicates, at a minimum, the pheumococcal immunizations
following: iven -
(A) That the resident or resident's legal g
representative was provided education regarding
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F 334 | Continued From page 11 | . F334
. .| the benefits and potential side effects of |nﬂuenza SRR
immunization; and ' :

(B) That the resident either received the
influenza immunization or did not receive the -
influenza immunization due to medical
| contraindications or refusal. :

The facmty must develop po!:mes and procedures o
that ensure that —

(i) Before offering the pneumococcal _
immunization, each resident, or the resident's :
legal representative receives education regarding
the benefits and potential side effects of the
immunization; :

(i) Each resident is offered a pneumococcal -
immunization, uniess the immunization is
medically contraindicated or the resident has
already been immunized;

(iit) The resident or the resident's legal _
representative has the opportunity to refuse
immunization; and '

(iv) The resident's medical record includes _
documentation that indicated, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of
pneumococcal immunization; and :

(B) That the resident either received the
pneumecoccal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

{v) As an alternative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococeal
immunization, unless medically contraindicated or
the resident or the resident's legal representative
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refuses the second immunization.

.This REQUIREMENT is not met as ewdenced ;
by: :
Based on record review, review of facnlzty

1 policies, and staff interview, it was determined
that the facility failed to offer the pneumococcal
vaccination to one (R83) out of five sampled
residents in a timely manner. Findings include:

The fagility's policy entitled "lmmunization.of : e
Residents: Pneumococcal and Influenza" stated | -~ S : o
'{ "all residents will receive immunization that aid in
preventing infectious diseases unless medically
contraindicated, declined by resident/PQA or
. | otherwise ordered by the resident's attending

- physician or the facility's medical director”.

R83 was initially admitted to the facility on 6/2/11.
Review of the pneumococcal immunization
informed consent, dated 6/2/11 revealed that R83
gave the facility consent {o administer the
vacgine.

Record review lacked evidence that the
pneumococcal vaccination was administered.
Interview with E17 (Clerical staff) on 7/25/11 and
| E4 (RNAC) on 7/26/11 confirmed that R83 had
not received the vaccination. Finding was
reviewed with the E2 (DON) on 7!27!11 at2:30
PM.

i
i

Review of R83's medication administration record
on 7/28/11 revealed that the pneumococcal
vaccine was administered on 7/27/11 at 8:00 PM.
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I "Associate Food Safety and Sanitation

‘borne ilinesses when they described what a food

Norovirus, Shigeila and Hepatitis A food borne
illnesses when they were first hired, which would
have prevented them from working with food.
Review of the food services employee orientation
materials and the new hire dietary staff

Handbook" package revealed the facility
materials only included Salmonella and Ecoli food

borne iliness was.

The 2011 Delaware Food Codes requires that

GILPIN HALL. WILMINGTON, DE 19806
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |-
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* F 371 | 483.35(i) FOOD PROCURE, F 371
- §8=E | STORE/PREPARE/SERVE - SANITARY
| The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and
(2) Store, prepare, distribute and serve food
under sanitary conditions
| F371 | 1. All residents may be affected. | 8/30/11
2. All residents may be affected. | 8/30/11
This REQUIREMENT is not met as evidenced 3. I?letarytlyianager has _made 971511
By" changes to-procedure to-
Based upon facility documentation and include the referenced
interviews, it was determined that the facility diagnoses. All current and -
faiieé:l tot pre;:jare disgbute agc;l servi foc;:d to the future dietary employees will
lr'?;:ugg s under sanitary conditions. Fin mgs ; be inserviced annually . |
' regarding the mandatory
Review of five (5) Food Employee health forms reporting of the referencgd
(entitled Associate Health Reporting Agreement. diagnoses to the Dietary
at this facility) revealed that the facility failed to Manager.
review with all five (5) dietary employees (E18, . :
E19, £20, E21, and E22) if they had the 4. Dietary Manager will report 9/15/11

training for new employees to
QA for 90 days. '
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. - { respectively. Interview with £21 on 7/26/11 and

'Continued From page 14 -
- ynewly hired employees be screened for the above -

-1 E18, E19, E20, £21, and E22 were hired on

.| Salmonella as the facility covered it with them
"1 when they were hired.

food bomne illnesses before they start handling

.| food. The screening of Focd employees health at | -
... +time of hire, would alert the facility if the new" -
- ~| employee had certain food borne illness that

- i would prevent them from working with food.

3/8/11, 3/2/11, 1/5/11, 3/2/11 and 7/14/08

E18 on 7/27/11 revealed they were aware of

CEan|

F 441
SS=E

- 1 Although the facility's food employee health form

" | asked "have you ever been diagnosed with a food
‘| borne iliness?" it failed to list any of the five food

- | borne illnesses (Salmonella, Shigella, Ecoli,

- | Hepatitis A and Norovirus) and only two

-and all the food staff wouid be in-serviced.

(Salmoneiia and Ecoli) were addressed in the
new hire employee crientation packet or their
in-service maierials. All five should had been.
addressed at the time of hire,

On 7/26/11, E7 {Food Services Director) and E23
{Assistant Food Services Director) confirmed this
finding. E7 and E23 revealed on 7/28/11 they only
covered two food bomne ilinesses at the time of |
employee hire and these were Salmoneila and
Ecoli.

On 7/28/11, E7 provided a copy of the newly
revised health form that included all five food
borne illnesses. She stated their packages would
be modified to include all five food borne illnesses

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

F 441
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| The facility must establish and maintain an |
o _Infectlon Control Program designed to provide a S N U P T S B
- - | safe, sanitary and comfortable environmentand | F441 ¢+ 1. All residents may be affected. | 9/15/11
. [to heip prevent the development and wansmission| |- 2. All residents may be affected. | 9/15/11
. | Ofdiseaseandinfection. - S 3. Laundry exhaust fan willbe | 9/15/11
- |(a) Infection Control Program S IR repaired. Facility Manager or
.| The facility must establish an Infectaon Control oI designee will check proper

~ | Program under which it - ‘operation of laundry exhaust
(1) Investigates, controls and prevents mfectlons -

| the facility, R gan I;li(;) ntl\l/lﬂy il report | 9/15/11
© |{2) Decides what procedures such asisolation, | - - Facility vlanager will rep o
| should be applied to an individual residentand | __ findings of monthly checkto | .
{3)-Maintains a record of incidents and corrective . S B QA for 90 days

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 faciiity must
isolate the resident.
{2) The facility must prohibit empioyees with a
communicabie disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease. -
(3) The facility must require staff to wash their
‘| hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c} Linens _
Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.
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- | This REQUIREMENT is not met as e\ndenced S
by:.

Based on observatlons review of fac[hty
-documents and staff interviews, it was
determined that the facility failed to handle, store,
| and process linens so as to prevent the spread of
infection in regards to nonworking vents and
storage of soiled Imen Fmdmgs mclude _'

Observations of the Eaundry roomon 7/27/11 at B
11:30 AM with E14 (Housekeeping Manager) and |+

E15 (EMS Corporate Manager) revealed that the

exhaust vent connected fo the ceiling inside the
| soiled washer room was not working: The vent

I was not exhausting soiled air out of __th'e rocom, .

Interview with £13 (Maintenance Manager) on
7127111 revealed that the exhaust vents are -
checked monthly but he did not have any -
documentation on these checks."E13 revealed
they would check the motor on the roof. -

Interview with E15 on 7/28/11 revealed that they
1 did not have the exhaust vents of the laundry on
their scheduled maintenance system check and
would add the laundry vents to have them
checked on a routine basis. .

F 463 | 483.70(f) RESIDENT CALL SYSTEM - F 463
§8=E | ROOMS/TOILET/BATH :

The nurses' station must be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:
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- Based on observations and staff- mterwews lt
- | was determined that the facmty failed to have a - -
| functional call bell system in place forten (R9, - | =~
R10, R12, R21, R30; R31, R40, R71, R92; and
. R95) out of 40 sampled Stage 1 Census :
-| residents. Additionally, the common shower
rooms on the 2nd and 3rd floors failed to have the .
- | audio component of the call bell system = . - |
functioning. Flndlngs mclude

| Resident RoomS'

1. On 7/22/11 at 11:16 AM, Rg's call bells were

- | tested in the bedroom area and bathroom.
Although the overhead light above the entrance

| doorlit up there was no audio heard in the hall or.
at the nurse's station. .

2.0n 7/22/11 at 11:18 AM, R21's call bells were
tested in the bedroom area and bathroom. ,
Although the overhead light above the entrance
door it up there was no audio heard in the hall or
at the nurse's station.

Interview with £4 (RNAC) on 7/22/11 revealed
that the facility was working on replacing the -
.| emergency call system used by residents.

3. On 7/22/11 at 11:30 AM, R30's call bells were
tested in the bedroom area and bathroom.
Although the overhead light above the entrance
door it up there was no audio heard in the hall or
at the nurse's station. The phone panel at the
nurse's station did not display the room number
and dispiayed an error message. £1
{Administrator) was observed checking the error

FORM CMS-2567(02-89} Previous Versions Obsolete Event {D: TNWR11 Facility iD: DEQO75 If continuation sheet Page 18 of 22




'DEPARTMENT OF HEALTH AND HUMAN SERVICES -

g CENTERS FOR MEDICARE & MEDICAID SERVICES

: PR!NTED: 08/10/2011
FORM APPROVED
OMB NO. 0938-0381

{ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER;

085047

s, WING

1 (x2) MULTIPLE CONSTRUCTION S
A BUILDING . o

~{(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

GILPIN HALL

1101 GILPIN AVENUE'

; STREET ADDRESS, CiTY, STATE ZIP CODE

" WILMINGTON, DE 19806

07/29/2011

X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
- (EACH DEFICIENCY MUST BE PRECEDED BY FULL
 REGULATORY OR LSC IDENTIFYING INFORMATION)

10 .+ . PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX . (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION |
TAG CROSS—REFERENCED TO THE APPROPRIATE - DATE

DEFICIENCY)

"~ F 463

Contmued From page 18

message on the phone outside the nursmg
station.

4. on 7120/11 at 11:15 AM, R71's call bells were | -
tested in the bedroom area and bathroom.

Although the overhead light above the entrance
door lit up there was.no audio heard in the hall or .
at the nurse's station. The phone panetl at the

| hurse's station did not display the room number. -

5. On 7/22/11 at 10:55 AM, R95's call bells were | -

tested in the bedroom area and bathroom.
Although the overhead light above the entrance

door lit up there was no audio heard in the haII or | -

at the nurse's station.

Interview with E10 (CNA}, while the light Was on, | |

revealed that she also did not hear any audio .
informing her of a call bel in need of answering.
Interview with E4 (RNAC) confirmed thatthe
nurse's station phone panel failed fo display the
room which had a call bell turned on.

8. On 7/22/11 at 11:.00 AM, R12's call bells were
tested in the bedroom area and bathroom:.
Aithough the overhead light above the entrance
door fit up there was no audio heard in the hall or
at the nurse’s station. The phone panel at the

nurse's station did not display the room number. f

7.0n 7/22/11 at 11:00 AM, R10's call bells were
tested in the bedroom area and bathroom. ‘
Although the overhead light above the entrance
door [it up there was no audio heard in the hall or
at the nurse's station. The phone panel at the
nurse's station did not display the room number.

8. On 7/25/11 at 9:51 AM, R31's call beils were
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| tested in the: bedroom area and bathroom. I RN S B A 5
Although the overhead light above the entrance R B et BRI
door lit up there was no audio heard in the hali or- F463 SRR S : 7/27/ 11 |
at the nurse's station. : e for R9 R21 R3O R71 R95_ R12-
: R I )" R10,R31;R40,R92a wellasZ"d._ S I
Interview with E15 (EMS Corporate Manager), | e --:"an d 3, ﬂoor Van Buren Spa srgas |- ot
while the light was on, revealed that he conﬁrmed L e were recaptured Wlthm 3 hours ij-'- S
that the audio was not working. : S it
: EERTE e ~'heat related power surge and are | e
| 9. 0n 725111 at 10:29 AM, R40's call bells were |~ | now audible at the nursing Staﬁon! AN R
| tested in the bedroom area and bathroom. S All residents in need of emergency_:‘ 9511
Although the overhead light above the entrance R A -'call system may be affected SRRt |
_ gfgi';itn Ld;r)s teh:rse t:tll?)?l no audio heard in the hail or '. o Rk __Call system audlo 31gna1 was .
_ 7 1 .| . recaptured,checked ahd: fully .i_i '. 9/15/11
| Interview with E24 (CNA), while the lightwason, .| = - - | = operational mth1n3hours ofthe SRR
1| revealed that she confirmed that the audio was - | - heat related power. surge..: Call
not WOTkInQ : “ | bell audio signal will be tested B
110, On 7/25/11 at 10:34 AM, R92's call bells were |~ | - _finomhly by F&_wlhty Manager o
- | tested in the bedroom area and bathroom. | designee. e
Aithough the overhead light above the entrance . |4. Facility Manager will report e
door lit up there was no audio heard in the hail or : ﬁndmgs of check to QA for 90 ~9/15/11.
at the nurse's station. : - - - days. S
il Common Shower Rocoms
Observations made during the environmental tour
on 7/27/11 at 10:05 AM with E15 (Corporate EMS
-Manager) E13 (Maintenance Manager) and
E14(Housekeeping Manager) revealed the 2nd
floor Vanburen wing call bell system lacked audic
in the hall outside the shower room area. E15
.| confirmed this finding on 7/27/11.
| Additionally on 7/22/11 at 9:35 AM, the 3rd floor
Vanburen wing common shower room (room 346) . -
i
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| lacked audio that could be heard in the half

-1 and stated that they were workmg en replacang
the call bell system.

-} Interview with £15 on 7/29/11 revealed the facility
-| had a power surge on 7/22/11 in the morning and

" | facility's staff.

Continued From page 20

outside the shower room area,

On 7/22/11, E15 was overheard stating that he
wanted to turn off the TV on the hallway to
determine if he could hear the call bel sound in
the hail outside the shower room. E15 stated he
could not hear the sound of the call bell because
the TV audio was high. E15 confirmed this fi inding

that he was alerted of this at approximately
8:00AM when the survey team entered the
facility. He stated that when they have a power
surge, the facility has to reset all the panels of the
call bell system.

483.75(0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services, a physician designated by the
facility; and at least 3 other members of the

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

- F463

F 520

F520

[a—ry
.

L 1

" three other facility staff members

9/15/1
9/15/1
9/15/1

All residents may be affected.

All residents may be affected.
Administrator will require that a
physician, Director of Nursing and

are present for QA meetings. Sign
in sheets will be maintained to -
ensure that necessary members are
present.

A State or the Secretary may not require 4. Administrator will report to QA 9/15/1
requirements and attendance at
FORNM CMS-2567(02-89) Previous Versions Obsolste Event iD: TNWR11 Faciity ID: §9047for 90 days.  If continuation sheet Page 21 of 22
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" disclosure of the records of such committee
except insofar as such disclosure is refated to the
-| compliance of such committee with the
reqmrements of this section.

| Good faith attempts by the committee to ldentlfy
and correct quality deficiencies will not be used as .
a basis for sanctions

This REQUiREMENT is not met as evzdenced
by:

Based on review of facility documents and
interview, it was determined that the facility failed
.| to meet the requirements for the number of
.Quality Assessment (QA) committee members to -

be present for quarterly meetings which included

the Director of Nursing (DON), a physician and at
least three other facility staff members. Findings -
include: _ _

Review of the faClllty QA quarterly meeting sign in
sheets revealed the following:

11/10/10 - a physician was not in attendance.
3/3/11 - only two other facility staff present.
5/4/11 - a physician was not present.

7/20/11 - the DON and a physician were not
present.

During an interview with E1 (Administrator) on
7129111, the findings were acknowledged.
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| SECTiON STATEMENT OF DEFICIENCIES o ADMINISTRATOR'S PLAN FOR CORRECTION -
BTN Speclflc Defi c:enmes : ... | OF DEFICIENCIES WITH ANTICIPATED
’ , DATES TO BE CORRECTED
[ ;,An unannounced annual survey was
" | conducted at this facility from July 22,
| 2011 through July 29, 2011. The
.0 deficiencies contamed in this report are ,
.| based on observation, interviews, review
s of residents' clinical records and review of
i other facility documentation as indicated.
.+ { The facility census the first day of the
'+ I'survey was 95, The survey Stage 2
_ | sample totaled 43 residents.
- 3201 | Regulations for Skilled and
Lo | Intermediate Nursing Facilities
3201.1.0 - | Scope | o T 3201.1.2 Cross refer to CMS 2567-L survey

- -date completed 7/29/2011, F246,
F248, F282, F323, F329, F334,

3201.1.2 | Nursing facilities shall be subject to all
S F371, F441, F463, F520. -

- | applicable local, state and federal code
© | requirements. The provisions of 42

- | CFR Ch. IV Part 483, Subpart B,
requirements for Long Term Care
| Facitlities, and any amendments or
‘modifications thereto, are hereby
adopted as the regulatory requlrements
| 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
| report date completed 7/29/11, F246,

F248, F282, F323, F329, F334, F371,
F441, F463, and F520.

| 3201.7.0 Plant Eqmpment and Physical

|  Provider's Signature f? £ N/’faL Title /@(A/J;Maﬁ'{"t Date CS)_)&)7// /
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NAME OF FACILITY Gllgm Hall s ﬁ?"- A DATE SURVEY COMPLETED Juty 29, 2011 K
SECTION STATEMENT OoF DEFICIENCIES T ADMINISTRATOR’S PLAN FOR CORRECTION _
| Specific Deficiencies ... '~ | OF DEFICIENCIES WITH ANTICIPATED =
SR | DATES TO BE fCORRECTED .
Envwonment - T
i 320175 'Kltchen and Food Storage Areas
. RO -Facliltles shall compiy w1th the
‘| Delaware Food Code _
E -2-201 11 Responsrb:llty of Permit : :
.| Holder, Person in Charge, and -
% -Cond:tlonal Employees." _
- A The permit holder shall requlre f°°d_ e 3201 7 5 Cross refer to CMS 25671 survey
'| employees and conditional employees | o date completed 7/29/2011, F371

to report to the person in charge
information about their healthand =~
activities as they relate to diseases that-
| are transmissible through food. A food _
.| employee or conditional employee shall | .
report the information in a manner that

| allows the person in charge to reduce
the risk of foodborne disease
transmission, including providing
necessary additional information, such

- as the date of onset of symptoms and
an iliness, or of a diaghosis without
symptoms, if the food employee or
conditional employee:

reportabie symptoms (1) Has any of the
following symptoms: -

(a) Vomiting,

(b) Diarrhea,

(c¢) Jaundice,

(d) Sore throat with fever, or

{e) A lesion containing pus such as a
boil or infected wound that is open or
draining and is:

(i) On the hands or wrists, unless an
impermeable cover such as a finger cot
or stall protects the lesion and a single-
use glove is worn over the impermeable
cover,

(ii} On exposed portions of the arms,
unless the lesion is protected by an
impermeable cover, or
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STATE SURVEY REPORT

(302) 577-666 o

[ SECTION

=i | Specific Def‘ clenc:es

STATEMENT OF DEF[CIENCIES '

ADMINISTRATOR'S PLAN FOR CORRECT!ON )
.| OF DEFICIENCIES WITH ANTICIPATED.

o .| DATES TO BE CORRECTED

reportable diagnosis - -

(a) Norovirus, R
(b} Hepatitis A vurus, T
(c) Shigella spp., =

a health practitioner, within the past3 .
months due to Salmonelia Typhi, '

- '| without having received antibiotic

therapy, as determined by a health -
“practitioner; reportable hlstory of
exposure

suspected source of, a confirmed
disease outbreak, because the food
employee or conditional employee
consumed or prepared food implicated
in the outbreak, or consumed food at an
event prepared by a person who i is ‘
infected or ill with:

{a) Norovirus within the past 48 hours
of the last exposure, :
| {b} Enterohemorrhagic or Shiga toxin-

spp. within the past 3 days of the last
‘exposure,

days of the last exposure, or

days of the last exposure; or
Reportable history of exposure -

(5) Has been exposed by attending or
working in a setting where there is a

| {2) Has an illness dlagnos.ed by a hea[th ';
-~ | practitioner dueto: . . oo :

| {3) Had a previous :I[ness, dlagnosed by R

(4) Has been exposed to, oris the

producing Escherichia Coli or Shigella |

{c) Salmoneila Typhi within the past 14 :

(d) Hepatitis A virus within the past 30

= {{itl) On other parts of the body, unless --
‘.| the lesion is covered by a dry, durab!e
| tight-fitting bandage; ©

oy Enterohemorrhaglc or Shlga toxm-
- | producing Escherichia Colior .« "
| {e) Salmonella Typhl, reportable past
’ |!Iness '
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DATE SURVEY COMPLETED July 28, 2011 e

> SECTION

.STATEMENT OF DEFICIENCIES
i Spec:f' c Deficlencles R

[ ADMINISTRATOR'S PLAN FOR conmscnouu- BOR
| DATES TO BE CORRECTED ~

OF DEFICIENCIES WITH ANTICIPATED -

'com‘lrmed dlsease outbreak or lwmg in o
- the same household as, and has 0
- | knowledge about, an individual who = .| =
.| works or attends a setting where there
isa conf'rmed dlsease outbreak

_ | This reqmrement is not met as
' evndenced by:. :

| Cross refer to the cMS 2567—L survey

e _report date compieted 7129011, F371..




