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F 000 | INITIAL COMMENTS | Fooo !
5 i The statements made on this plan
‘ g%\gsed Re?0|;1fo;[owir;gc; DSR held ond4/25/1;1. t ‘ of correction are not an
i example isputed. Scope and severty to oo i
| F209 unchanged but text changes made to the | admission to and do not '__
tag. | . constitute an agreement with the ‘
; alleged deficiencies herein. ,
An unannounced complaint survay was " . . ) I
| conducted at this fagility from February 20 : i To remain in compliance with all | "”J 4 "‘1
| through March 5, 2014. The deficiencies ! ! federal and state regulations, the !
contained in this report are based on ! . facility has taken or wi |
observations, interviews, review of residents' | i actiony ot forth | ill take the |
olinical records and review of other facility I : § set forth In the following
documentation as Indicated. The facility census | plan of correction. The |
e o dayof e ey vas 59 Masuvey | | Tollowig planof conecton |
i ive : o SO
residents and (1) one closed record. | Cﬁnstxt}stes the facility’s
F 157 | 483.10(b)(11) NOTIFY OF CHANGES ' fpqs7| @llegation of compliance such |
s5=D | (INJURY/DECLINE/ROOM, ETC) | i that all alleged deficiencies cited |

| have bee wi
1Afacility must immediately inform the resident; the dat u c;lr m. b;Corrected by
consult with the resident's physician; and if ate or dates indicated.
known, notify the rasident's legal representative
ot an interestad family member when there is an o
accident involving the resident which results in
' Injury and has the potential for requiring physician
intervention; a significant ¢change In the resident's
physical, mental, or psychosocial status (i.e,, a |
deterioration In health, mental, or psychosocial !
| status in either life thraatening conditions or ‘
|
|

clinical complications); a need {0 alter treatment
sighificantly (Le., @ need to discontinue an
existing form of treatment due to adverse

! consegquences, of to commence a new form of
| treatment), or a decision to transfer of discharge |
| the resident from the facility as specified in
| §483.12(a)

1
1

|
N . — A ! o M
SRATORY DIRECTOR'S OR PRE iDWEPRESENTW WLE cx%a? /
2 WY fl /ﬂ/ S/ | I?l

Sefolonoyhiak mmg with an asterisk (*) denoles 8 d@ci&@h the Institution may be excused from correeting providing it is determinhd thal

1 safeguards prov civat protaction to the patients. (See instndtionts.) Except for nursing homes, the findings stated abova are disclosable 80 days
wing the data of survaywralher or not a plan of corrction Is provided. Fpr nursing homes, the abave findings and plens of correction are disclesable 14
following the date thase documents are mads avallabla to the facility™Hf deficiencles are cited, an approved plan of cosraction is requisite o continued
ram participation.
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| The facility must also promptly notify the resicent

L and, if known, the resident's legal representative 2

L or interested family member when there is a ?,\Ot‘lf} of Chfinges

change in room or roommate assignment as (Injury/Decline/Room, etc).

| specified in §483.15(¢)(2): or a change in It 1s the practice of the facility 10

| resident rights under Federal or State iaw or immediately inform the resident. L”]Q 4

| regulations as specified in paragraph {b)(1y of

consult with the resident’s
physician: and if known. notify
' The facllity must record and periodically update the residents legal representative

- the addre hone number of the resident's - o
j 1€ Sciess aqdp one numoer of the resident's or an interested tamily member
- legal reprasentative or interested family member ) '

when there is an accident

involving the resident which

" this section

| ghls REQUIREMENT s not met as evidenced results in injury and has the
Based on interview and record review. I was potential for requiring physician
etermined that for one (R2) out of six sampled Intervention, a significant change
| residents, the facility failed 1o immediately consuit in the resident’s physical. mental.

| with the doctor when there was a significant
[ change in the resident's physical status. Findings
i include

On 2/1/14 at 12:21 PM. R2's prograss note

' stated, ".. Noted with a @ cm (centimeter. -
centimeter = 0.39 inches) x (by) *1 ¢cm sem: hard

" swelling to her upper right chest wall extending
under her right armpit. Resident c/o {complained
of) pain when area is touched. No rednass
warmth, or bruising noted. Call put out to MD
(doctor)”

. On 2/1/14 at 12:45 PM, R2's doctor returned the
i call and ordered x-rays of the right ribs and chest

1On 2/1/14 at 6:12 PM. R2's progress rote stated
. that the x-ray resuits came back with no

' abnormalities seen in the right ribs but the right

i lung had findings that were compatible with
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F 157 Continued From page 2 F 157 . .
. , or psvchosocial status (i.e
pneumonia. The doctor was called and made [
aware of the x-ray results and ordered (o star a deterioration in health. mental. or
- new antibiotic Levaquin, dally for seven days and psychosocial status in either life
to discontinue the current antibiotic. Keflex. threatening conditions of clinical
Review of the progress note, dated 2/2/14 at 315 comphcatlc_)ns.):‘a need 1o alter
AM, revealed a late entry for 2/1/14 at 8 12 PM treatment significantly (1.e. need
| that stated, "Resident noted with bruising under to discontinue an existing form
right breast of about 10 cm by 5 cm. No of treatment due to adverse :
fwarmness. but tender when touched. MD made o _ "”M“H
1 aware, new order to make a note for patient 10 be Lons%quence‘s. or to commence a
i s8en on Monday" (2/3/14). There was no new form of treatment): or a
J evidence in the progress notes that the facility decision to transter or discharge

| informed R2's doctor on 2/1/14 at 6:12 PM that
R2 had blood clots in both iegs and was on T . ‘
Lovenox (a type of heparin/anticoagulant/olood specified in 48312 (a)
| thinner medication used to treat blood clozs).
Addltlonally there was no evidence that the
facility reported to R2's doctor the status of the

the resident trom the lacility as

Resident R 2 no longer resides in

| swelling/bruising prior to giving the resident the facility.
| Lovenox, to obtain clarification regarding whether
"to administer Lovenox on 2/1/14 at 8 PM and to The Administrative Director of

provide the opportunity for the doctor to give . arienc A TING
 further orders as indicated that evening ;\utsmg SCI,\ fees: ‘.A‘D‘\S arlld o1
: Designee will audit the residents
| Additional progress notes included: 2/2/14 at _ with bruising. swelling and on

4:57 AM, stated, "C/o (complaining of} pain. facial

' grimace noted when rt (right) arm is touched": Lovenox for physician

|2/2/14 at 6:48 AM, stated, "Swelling to pt's notification. Attachment #1
i (patient's) right breast 1s noted to have increased
- bruising and swelling The area now measured 45 lhe Staff Development

cm by 22 cm. while bruising to left is 10 by 6 cm

. . N -]y . ".(T . , .
Medicated x (once’ for pain Pt is currently Coordinator or Designee will in

resting comfortable in bed”; 2/2/14 at §:01 AM, service the nursing staff on
stated, "Pt was picked up by ambulance at 0800 notification of physician when
i AM. Family is aware! bruising and swelling noted and
| On 3/4/14 at 2:07 PM. in a telephone interview, patient on Lovenox.
L | E7 (Licensed Practical Nurse/LPN) stated that on ]
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| 2/1/14 at 6:12 PM she, "Called her (referring to

| the on call doctor for R2) about the x-ray results
and the swelling that | was toid about when |
came onto the shift, | told her (referring to the on
call doctor) she (referring to the residenti was on

| Keflex when she gave the order for Levaquin and

| asked her if she wanted the Keflex continued or

| discontinued. She told me to discontinue the
Keflex. It was just about the antibiotics, | dic nct
tell the covering doctor about any of the resident's
other medications including Lovenox. | told the

i covering doctor that there was bruising urder the

| right breast, The on call doctor told me to make a

! note for the regular doctor to see the resident on
Monday (2/3/14} "

' On 3/4/14 at 3 40 PM, in an interview, £8

| (Registered Nurse) stated that she got repert an

1 2/1/14 from ET who also warked a dounle 21¢ 17
"and 11 to 7 shifts, E8 stated that she had R2 as

. part of ner assignment for the 11 to 7 shift E&
stated, "l go at the beginning of the snift, | think to
give her medicine. there was no grimacing at tnat
time. | did look at the area but did not measure it
- E8 stated that on 2/2/14 about 4:57 AM that the

| CNA (Certified Nurse's Aide) told her that the

 resident had facial grimacing when she was

' turned and reoositioned so, "t gave her
Oxycodone (narcotic pain religver) for pain She

" had facia! grimacing noted when her night arm

. was touched Even though | did not document it
saw that the right breast and under the right
armpit had increased in size but | did not
measure it. It was bruised. purple blue in colof Al
6:48 AM. the size had increased more from
earlier with bruising and | measured it Then, |
said we have to send her out, called the nurse
supervisor and called the doctor".

The Administrative Director of
Nursing Services and or
Designee will do weekly audits
of residents who have bruising
and or swelling and are on
ovenox lo evaluate the
hotification of physician until
100% compliance for 3
consecutive evaluations.
)19 |4
Then monitor weekly until we
reach 100%0 success over 3

consecutive evaluatons.

Finallv the facility will monitor
one more time a month later if
100% compliant then will no
longer monitor.

Quality Assessment and
Assurance Commitiee imtiated a
Quality Milestones Action Plan.
Results of the audits will be
submitted 1o the Quahty
Assurance commitiee for review
and action as appropriate. The
Quality Assessment and
assurance Comimitiee will
determine the need for turther

audits and/or action plans
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The facility failed to notify R2's physician on F225 — Investigate/Report
| 2/1/14 regarding the status of the swelling and Allegations/Individuals
brursmg of the right chest wall and breast, falled
| to call the doctor regarding the administration of , o R e, (T
| Lovenox to the resident to obtain clarification and It is the practice SIEHE Gt
| other orders as indicated. The facility also failed that all alleged violations
o ngtlfy s dociet B 2 Hilh & Ghange i involving mistreatment. neglect.
condition overnight with increased swelling and ' C -
o N . - g iries of
bruising to R2's right breast and under the armpil or abuse. including injuries o
' which were observed at 4 57 AM. R2's physician unknown source and
. was not contacted until 548 AM and the resident misappropriation of resident
1 was sent to the hospltal at o'AM and property are reported L\
| subsequently admitted requiring biood , : . ) L”M ')l
transfusions (Receive blood through an immediately to the administrator
“intravenous {IV] line inserted into one of your of the tacilitv and to other
bloc|>d vessels Blood transfusions are used to otficials in accordance with State
replace bl lost during sur raserious . :
1 if?JEW) o0 Jufing surgery o _ law through established
F 2251 483.13(c)(1)(ii)-(ill), {c)(2) - (4) F22s  procedures.

IN\/ESTIGATE/REDOQT
 ALLEGATIONS/INDIVIDUALS

SS=E

| The facility must not employ individuals whe have
" been found guilty of abusing, neglecting. or

! mistreating residents by a court of law: or have
had a finding entered into the State nurse aide

' registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a

court of law against an employee, which would

. indicate unfitness for service as a nurse aide or

- other facility staff to the State nurse aide registry
or licensing authorities

The facility must ensure that all alleged violations

involving mistreatment. neglect, or abuse,
-including injuries of unknown source and
. misappropriation ¢f resident property are reporteo

It is the practice of the facility to
maintain evidence that all alleged
violations are thoroughly
investigated and the practice of
the facility to prevent further
potential abuse while the
investigations are in process.
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F 225 Continued From page 5 £ ooc 1iS the practice of the facility to

;' immediately to the administrator of the facility and

to other officials in accordance with State law
| through established procedures (including to the
! State survey and certification agency).
The facility must have evidence that all alleged
| violations are thoreughly investigated, and must
i prevent further potential abuse while the
"investigation is in progress.

The results of all investigations must be reported
| to the administrator or his designated
- representative and to other officials in accordance
rwith State law (including o the State survey andg
certification agency) within 5 working days of the
“incident, ana if the alleged violation is verified
appropriate corrective action must be taken

! This REQUIREMENT s not met as evidenced
Sby:
;' Based on interview, record review and review of
' facility documents as indicated, it was determined
- that the faciiity failed 10 Immediately report and
. thoroughly investigate allegations that had the
' potential for abuse or neglect of care for three
! (R1, R2 and R3) out.of six (8) sampled residents
For R1, the facility failed to Immediately report tc
the state when R1 had her fingernails trimmed on
12/30/13 by facility staff and 8 out of 10 fingers
were cul and bleeding. For R2. the facility failed
to immediately report to the state an injury of
. unknown origin when R2 had swelling and
bruising on 2/1/14 For R3. the facility failed to
‘complete a 5 day follow up incident report 15 the
state when the resident nad a serious Injury
| reported on 1/22/14 Findings Include:

report the results of all
investigations to the
administrator or his designated
representative and to other
officials in accordance with State
law within 5 working davs of the
incident and if the alleged
violation is verified appropriate
corrective action is taken.

Resident R 2 no longer resides in L‘HMI 1Y
the faciliry,

R1 and R3 initial incident and 3

day follow up was sent to the

state.

The Administrative Director of
Nursing Services and or
Designee will do random audits
of reportable incidents to
evaluate the timely reporting and
> day follow-up to DLTC.
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| On 2/24/14 at approximately 3 PM, the surveyor

' requested the facility's policy and procedure for

i abuse/neglect and was provided with a booklet
entitled, "Patient Protection Practice Guide",
issued on 11/2011, that stated, "The center must
ensure that all alleged violations involving
mistreatment, negiect or abuse. including injuries
of unknown source, . are reported immediately
to the administrator of the facility and other
officials in accordance with state law through
established procedures (including to the state
survey and certification agency) ... The results of
all investigations must be reported o the
administrator or his/her designated representative
and to other cfficials in accordance with state law
(including to the state survey and certification
"agency) within 5 working days of the incident”

Cross refer F312

1 The facility's incident report for R1, dated
12/31/13 at 11:16 AM, stated, "Incident

' Date/Time 12/30/2013 at 9:30 PM; Incident Type:
tInjuries; .. Aide (E17, Certified Nurse's Aide) was
asked by nurse to cut resident's finger nails Aide
cut resident's fingers nails then noticed one of her
finger tips to be bleeding . When aide and nurse

. went back to resident, 8 of 10 fingers then noted
to be bleeding at finger tips ...".

On 2/27/14 at 11:45 AM, in an interview ES

; (Licensea Practical Nurse/LPN/Unit Directer!

" stated that the staff did not know to report the.

_incident on 12/30/13 and that she reportec it the
next morning. E5 further stated that she vertally
spoke with ali the staff instructing them about

' reporting incidents at the time

The facility failed to identify this incident as a

| potential for abuse/neglect of care and services

[STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA [ %21 tLLToLE maNSTRLOTIC «z
. c E B =4 f CLu 2V MULTIPLE TONSTRUCTION (X3) DATE SURVEY
IS QF CORRECT ICAT
LAN ORRECTION IDENTIFICATION NUMBER A SUILSING COMPLETED
C
085033 | & vane 03/05/2014
NAME OF PROVIDER OR SUPPLIER SYREZT ADDRESS CiTY STATE ZiP CODE
5651 LIMESTONE R
MANQRCARE HEALTH SERVICES - PIKE CREEK SIMES Ao
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{X4) 1D ~ SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECZTION (X2
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8¥ FULL SREFIK EACH CORRECTIVE ACTION SHOULD 3€ COMPLE™1ON
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NEFICIENT Y

The Staff Development
Coordinator and or Designee will
in-service nursing staft on:

o identifving and reporting
incidents of potential
abuseneglect of care and
services

e identifving and reporting
Incidents of
imjury‘unknown source

‘W!M

e Reporting these incidents
timely to the Division of
Long Term Care and
Resident Protection and
timely 3 day tollow-up

e All reportable incidents
will go through moming
and afternoon meeting to
monitor they are reported
timely and the 5 day
follow up is completed
umeh

FORM CMS-2567(02-89) Previous Versicns Obsolete

Event |D KCRL4®

Faciny IC DED0= 48

I¥ continuation sheet Page 7 of 40




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/25/2014
FORM APPROVED
OMB NO (938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRLCTION (X3
STATE ) yMULTIPLE CONSTRLC (X3) DATE SURVEY
7 PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING COMPLETED
C
085033 ERiNG — 03/05/2014
NAME OF PROVIDER OR SUPPLIER STREZT ADDRESS CITY STATE ZIP COOE
5651 LIMESTON A
MANORCARE HEALTH SERVICES - PIKE CREEK it
WILMINGTON, DE 19808
(X4) 1D SUMMARY STATEMENT OF DEFICIENC!ES [s} PROVIDER'S PLAN OF 3JRRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRZF 1 x {EACH CORRECTIVE ACTION SHOULO BE COMPLETIOMN
TAG REGULATORY QR LSC IDENTIFYING INFORMATION: TAS CROSS-REFERENCED TG ThE APPRCARIATE TATE
DEFICIENGY)
F 225 | Continued From page 7 Fo2s  1he Administrative Director of

' and failed to immediately report it to the state. On

1 2/27114 at 11:45 AM ES confirmed the findings

Cross refer F309, example 1A
| 2.The facility sent in two incident reports for R2

as follows:

- The incident report, dated 2/2/14 at 1:03 PM,
| stated, "Date/Time: 2/2/14, 7 AM; Incident type:
! Other, Unknown Source; Description of Incident:
| Reported to shift this morning and night nurse
nolified me that.patient had bruising and swelling
to the night side of her ribs which had increased
within the last 24 hrs (hours) Pt (patient) was
first noted with swelling on her right side above
. the breast yesterday and X-ray was done |

- went to room to assess patient and noted patient

with major bruising and more towards the right
" side and swelling. MD (doctor) notified and
patient sent to (name of hospital) emergency
room "
- The incident report, dated 2/3/14 at 11:41 AM
stated, "Date/Time: 2/1/14, 12:21 PM: Incident
; type: Injuries: Description of Incident: The patient
was noted by the nurse with bruising to rignt
fupper chest wall extending to her armpit area
The bruising was noted on 2/2/14 as getting

larger and was also noted to the pts (patient's} left

‘ side breast area. "

+ The facility failed to immediately report to the

: state on 2/1/14 an injury/ unknown source Tne
incident was not reported until 2/2/14 and 2/3/14
after R2 was hospitalized On 3/4/14 at 4:10 PM,

“findings were confirmed by E4 (Registered Nurse.

Director of Care Delivery).

3. According to R2's incident report, dated
 1/22114 at 12:09 AM. the report stated,
"Datef/Time: 1/21/14, 7PM; Incident type: Fali;

Nprsing Services and or designee
will do random daily audits of
reportable incident repors 1o
monitor timely submi‘ssjon of
’l'ncidems and 3 dav follow up to
[he DLTC/S1ate,

The Administrative Direclor of

ursing Services and or designee
will evaluate }

qm\\%

his will be done until
100% compliance is
reached for 3 consecutive
evaluations.

Then monitor weekly
until we reach 100%
success over 3
consecutive evaluations.

Finally the facility will
monitor one more time a
month later if 100%
compliant then will no
longer monitor.
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i The resident has the right, unless adjudged
| mcompe}ent or otherwise found to be
mca.pacnated under the taws of the State, to
participate in planning care and treatment or
. changes in care and treatment

| A_cqmprehensive care plan must be develooed

| within 7 days after the completion of the

| pomprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician. a registered nurse with responsibility

| fgr the resident, and other appropriate staff in '

i disciplines as determined by the resident's nesds,

and, to the extent practicable, the participation of

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

i legal representative: and periodically reviewed

" and revised by a team of qualified persons after
each assessment

' This REQUIREMENT is not met as evidenced
by
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(X4 1D SUMMARY STATEMENT OF DEFI >
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TAG REGULAT = s = EACHC TIVE ACTION 3hOULD : SOMBELETIGN
LATORY OR LSC IDENTIFYING INFORMATION: TAG CRCS3-PEFERENCED TO TAe :p;:n%l-_pmafm ey
DFFIGIENCY:
F 225 Continued From page 8 2 5E Qualitv Assessment and
i . Payige ) - . -
| Injury Level: Serious Injury: Description of Assurance Committee initiated a
ldncldent: Resident was witness (sic) walking Quality Milestones Action Plan,
hOWQ the hallway. tripped over her feet and fell on - Results of the audits will be
 her back hit her head. She sustained laceration to cubmitted o the Quality
- head and was sent to ER (emergency room) for £ k : N :
. eval (evaluation)" Assurance committee for review
! feu f and action as appropriate. The
| Review i SYRE
i of the incident report revealed that the Qualinn Assessment and
| facility failed to report the 5 day follow up incident ) - : :
. report to the state On 2/27/14 at 11 15 AM ES Asgsurance Commites W B!
- EingNz(L)JZ't Director) confirmed the findings. determine the necd for further
; ) ! 310KV : . :
(d)(3) 483 10(K)(2) RIGHT TO F280  4udits and-or action plans

A

F280 Right to Participate
Planning Care — Revised CP

It is the facility practice 1o have
a comprehensive care plan
developed within 7 days after the
completion of the comprehensive
assessment. prepared by an
interdisciplinary team. that
includes the attending physician.
an RN with responsibility for the
resident and other appraopriate
staff in disciplines as determined
by the residents needs and to the
extent practicable. the
participation of the resident. the
resident’s family or legal
representative: and periodically
reviewed by a team. of qualified
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F 280! Continued From page 9 Fogs  R3care plan was reviewed and

L

Based on observation, interview and record
|review, it was determined that the facility fajjed o
‘review and revise a care pian for one (R5) out of
| siX sampled residents Findings incluge

Cross refer F309 example 2
Review of R5's care plan entitled, "ADL (activities
of daily living) Self care deficit related to imned
mability (ability to move freely and easily),

' dementia (loss of mental functions such as
-Mmemary and reasoning that is severe enouah to

] Interfere with 3 person's daily functioning) and

: syncope (fainting)”, initiated 4/2/13 and last

| revised on 8/7/13, had the goal of will receive

‘assistance necessary to meet ADL needs with a
target date of 5/21/14 Interventions included

. "Restorative ambulation Ambulate 300 fer with

 rolling walker ang close supervision 2 x (times)
day. "

. On 1/14/14, upon completion of Physical

( Therapy services. R5's doctor orderad a

| Restorative Nursing Program [(RNP) restorative

| nursing interventions promote the resident's

| ability to adapt and adjust to living as

. Independently and safely as possible] for RS 1o
ambulate with & single point cane. contact guard

- assistance (Have one or two hands on the
person's body to help with balance.j for 200 feet 5
times per week

Review of the computerized Certified Nurse's
+ Alde/CNA documentation from 1/15/14 through
: 2/24/14 revealed that R5 was incorrectly being
; @mbulated with a roller walker and close
S supervision twice & day rather than & singie point
. cane as per R5's doctor's order.

On 2/24/14 at 1:10 PM, an observation was made

revised and updated to reflect R3
current Restorative Nursing
Program.

The Administrative Director of
Nursing Services and or designee
will audit resident’s currently on
a restorative program to monitor
the Activities of Daily care plan
is reflecting the current ql](ﬂ H
Restorative Nursing Program.

The Staff Development
Coordinator and or designee will
in-service nursing slaft on
Restorative program pracess.
revising Activities of Dailv
Living care plans to reflect

current Restorative Nursing
Program.

All restorative nursing programs
will go through EAGLE ROOM
(the morming and afternoon
meeting) to monitor these
programs are implemented and
the Activities ot Daily Living
care plan is current to Restorative
Nursing Program.

FORM CMS-2587(02-99) Previous Versions Obsolele
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|
F 280 | Continued From page 10

* of R5 walking in the hallway with a roller walker
{ with EQ (CNA) holding a gait belt that was around ;
the resident's waist for safety and E10 (CNA)
pushing the wheelchair behind RS in the event
that she needed to sit aown The resident walked -
| with the roller walker from ner room to the
elevator and back to her room. However this was |
not R5's RNP -

| The facility failed to revise R5's ADL care planto !
-reflect the current RNP. On 2/24/14 at 2:27 PM,
in an interview, E5 (Registered Nurse, Director of
1 Care Delivery) confirmed the findings
F 309 - 483.25 PROVIDE CARE/SERVICES FOR
§5=G | HIGHEST WELL BEING

|

| Each resident must receive and the facility must

| provide the necessary care and services to attain
or maintain the highest practicable physical,

_ mental, and psychosocial well-being, in

. accordance with the comprehensive assessment

| and plan of care.

|

- This REQUIREMENT is not met as svidenced
- by:
Based on observation, interview and record
‘ review, it was determined that the facility failed to
' provide the necessary care and services to attain
| or maintain the highest practicable physical
well-being in accordance with the comprehensive
_assessment and plan of care for two (R2 and RS)
. out of six sampled residents. For R2, the facility
| failed to assess/monitor and identify the
! significance of the increasing swelling and
bruising at the right chest wall extending under
the right armpit with progression to the left chest

F 280 The Administrative Director of
Nursing Services and or designee
will monitor daily the Restorative
Nursing Program to evaluate it
rellects the current Activities of
Daily Living care plan

this will be done until 100%;
compliance is reached for 3
consecutive evaluations. Then
monitor weeklv until we reach
100% success over 3 consecutive
evaluations.

™
(@3]
few]
[{e)

K

Finally the facility will monitor
one more time a month later if
100% compliant then will no
longer monitor,

Quality Assessment and
Assurance Committee initiated a
Qualinv Milestones Action Plan.
Results ot the audits will be
submitted to the Quality
Assurance committee for review
and action as appropriate. The
Quality Assessment and
Assurance Committee will
determine the need for further
audits and/or action plans
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F 309 i Continued From page 11 3091 F309 Provide Care/Services
- wall, for a Lovenox (biood thinning medication) . :
, S A ' vell being
| dependent resident. Additionally. for R2. the for highest ¥ g
‘ facility failed to follow the plan of care and failed
i to correctly transcribe a medication order leading
[toa failu_re tp administer the numbe.r Qf doses of It is the facility practice to
' the medication ordered by the physician. For RS,

- I, Vi care and
 the facility failed to follow the ptan of care when provide necessary

‘ the doctor's order of 1/14/14 for the restorative services to attain or man.mtam the
' nursing program was not implemented. Findings hichest practicable physmal
incluge: mental and psvchosocial well-

: According to Mosby's 2013 Nursing Drug being. in accordance with the
| : Reference, used by the facility, Lovenox is an comprehensive assessment and
" anticoagulant {blood thinner) and antithrombotic
- (reduces blood clots). Nursing considerations
included to assess for bleeding and to report any
| signs of bleeding: gums, under skin, urine and

| stools (bowel movements) ' I'A. R2no longer resides in the
facility.

pian of care.

4194

' The manufacturer's package insert for Lovenox
~ stated, "Geriatric Use... treatment of Deep Vein
. Thrombosis (DVT/biood clots) ... The incidence of The Administrative Director of
. bleeding complications was higher in geriatric I P ] .
 patients as compared to younger patients when Z\.UYSlng.SGI\.lCES and or designee
; Enoxaparin sodium (Lovenox) injection was will audit residents on Lovenox

- administered at doses of 1.5 mg (milligrams)/kg to:

(kilogram = 2.2 pounds) once a day or 1 ma/kg

every 12 hours". Also according to

. - ; .
! manufacturer's recommendations, Lovenox * assess‘monitor and
" should not be used in patients who are actively identify if resident has
B e L
bleeding or who have a low count of blood cells any bruising and or

called piatelets, which aid in clotting. Lovenox
must be used with care in patients who have
Kidney problems and excessive bleeding

swelling

1A R2 was admitted to the facility on 12/24/13
| from the hospital where the resident had been
; treated for fainting, a rapid heartbeat, a urinary
. tract infection, kidney failure, and acute and

FORM CMS-2667(02-99) Previous Versions Obsolete Event !D KCRL11 Faciity 19 DE2OD14% I¥ continuation sheet Page 12 of 40
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F 309 Continued From page 12 F 30¢

| Chronic back pain with a sacral fracture (a break
| in the triangle-shaped oone that is found at the

' bottom of the spine) R2 aiso had demen:ia (loss
: of mental functions such as memory and

| reasoning that is severe enough to interfers with
| a person's daily functioning)

|

|

| The following documentation was contained in

' the clinical record, facility documents and hospital
) record:

2/124/13 - Admission Assessmient indicatad that
| R2 was a fall risk due to 3 history of falis,
' weakness, unsteadiness. the resident was on
. Scheduled pain medicatior and had bruising on
both lower legs and three skin tears

12/24/13 - Care plan entitled, "At risk for falls due
to impaired balance/poor coordination, unsteady

| gait, history of falis and potential medication side
| effect”, initiated on 12/24/13 and Iast revised on

|l 1/28/14, with a goal to minimize the risk for falls

| Interventions includeq: Administer medications
per doctor ' s orders: Encourage to transfer ang

i change positions slowly; Low bed: Provide assist

to transfer and ambulate as needed: Reinforce

i need to call for assistance; Report development

; of pain, bruises, change in mental status ADL

(activities of daily living) function per faciirty

' guidelines after a fall- Obtain urinalysis with
Culture and sensitivity to rule out a UT] (urinary
tract infection); Therapy evaluation and treatmeant
per orders.

12/31/13 - The admission Minimum Data Set
Assessment (MDS) stated that R2's mental
functions were Severely impaired, required

* extensive assistance of two persons for bed
mobility and transfers dig not walk in the room or

e The doctor is notified
resident is on Lovenox
when called so nurse can
obtain clarification
whether to administer
the Lovenox

e During audit if resident
Is identified to have any
bruising or swelling
evaluate the nurses are
observing and assessing
the areas

Yl14)

The Staff Developmem- .
Coordinator and or de&gn;e will
in service the nursing staff to:

* Assess/ monitor and
identify residents on
Lovenox for swelling and
bruising

¢ Notify doctor if resident
is on Lovenox

4] CMS-2567(02-99) Previous Versions Obscista
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F 309 | Continued From 1 F 309 e y
! page 13 F309 4 ifresidents have bruising
in the hallway and was dependent with d swelli T
. assistance of one person for locomotion on and and swelling monitor
| off the unit. The fall history was unable to be bruising and swelling.
: ogtaine_d but Lhe ;\'fgigem had no fern‘l!s sin(ée All residents identified
" admission This stated that the resi ent ) ! ,
- weighed 169 pounds on Lox enox that have a
bruise will be tracked in
| 1/8/14 - A facility incident report, timed 8 43 PM. the EAGLE Room
| revealevd that R2 vhad an ur)witnessed fall (morning and afternoon
| According to the investigation report, dated 1/8/14 . OT ey i
|l at 8:45 PM, "Patient found lying on the floor on ST to identily the
her right side with the wheelchair beside her on facility is assessing and
its side ir\.t.he hallway ... No injuries ngtfed at this monitoring the bruised U m I !
Ltime, postt\ye mqvement of all extremm:es (arms area and have notified the ]
" and legs) with mild pain to right arm ... :
: . doctor
| 1/27/14 - The progress note at 2:30 PM stated ) i .ye Director of
ihat R2 was noted with swelling, warmth and pain The Admmxstlrah 4 or designee
to the right knee. R2's doctor/nurse practitioner Nursing Services ab =
“was notified and orders were given for an x-ray of will nomnitor daily 10 evaluate
i the right knee, an ultrasound of both legs and . Lovenox are
- ients on
. laboratory (lab) tests. tht pat
| being:
| 1/27/14 - The ultrasound report of the legs
'; revealed that both legs had non-occluding (not . .,H;cjsed!m-m'ﬂowd and
' totally blocking the blood flow of the vein) deep Fed if any
“Jenous thromboses (DVTs/blood clots). idenuiite e
gjanificant change 1
1/27/14 - R2's doctor ordered Lovenox solution bruising and or SW elling
80 mg (milligrams) to be administered via @ '
needle every twelve hours to treat R2's blood ] < patified
clots. Review of the eMAR (computerized . The doctor 151 s
Medication Administration Record) revealed that resident s on Loveno
R2 received Lovenox 80 mg by injection at 8 PM. . when called sO purse can
: - ' ificanon
| 1/28/14 - The lab results revealed the foliowing ahtain C\aﬂ, o mister
. High white blood cell (nelp fight infections) whether to admi
' count of 14.3 (normal = 3,8 -1C 8); the Lovenox
| - Low red blood cell (deliver oxygen throughoul
facity 10 DE2014T If sontinuation sheet Page 14 of 40
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F 309/ Continyeg From page 14 F 309 During audit if resident

the body) count of 2.97 {normal = 3.8-5 105
- Low hemaglobin fa protain in req blood cells
i that carries Oxygen) count of § 2 {normal=117.
15.5); :
- High blood ureg nitrogen fnitrogen in the bioog
which indicateg how we!l the kKidneys are
functioning) of 30 (normal 7 - 2505
- High creatinine (creatinine in the bipog whicn
1 indicates how wel| the kianeys are functioning; of
i 1.12 (normal = 0 g - 0.88), and
.= High uric acig (8 natural breakdown of the body "
‘s cells and foog eaten) leve! of 9 normai range =
25-7), i
The last three |ab results indicate that Kidney
function had decreased '

| 128/14 - A care plan entitied. "Anticoagulant

i therapy to treat BL LE OVT (bilateral lower

- extremity deep vein thrombosis - blood clots In
' Both legs) at risk for adverse effects” hag the

1728114 . A facility incident report timed g PM.

| revealed that the resident was found on the floor
“in a supine position {lying face up) with her legs

i Stretched out ang the wheelchajr behind her A

‘, head to toe assessment was done with no Injuries

1/28/14 - 1/31/14 - Review of the 172014 aMAR
revealed that R2 received Lovenox 80 mg by

injection at 8 AMm and 8 PM from 1/28/14 thréugn
1/31/14.

2117114 - Review of the 2/2014 eMAR

IRM CMS-2567(02-99} Previous Versions Obsole(z EvertiD KGR 4

is identified to have any
bruising or swelling .
evaluate the nurses are

observing and assessing
the areas
All residents identitied
on Lovenox that have a
bruise will be tracked in
the EAGLE Room
(Moring and afternoon
meeting) to identify the
facility 1s assessing and “”M}M
monitoring the bruised
area and have notified
the doctor.

This will be done until
100% compliance is
reached for 3 consecutive
evaluations.

Then monitor weekly
until we reach 100%
success over 3
consecutive evaluations,

Finally the facilitv will
monitor one more time a
month later if 100%
compliant then will no
longer monitor.
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F 308 Continued From page 15 F 309 Quality Assessment and

| (computerized Medication Administration Record}
rewealed that R2 received Lovenox 80 mg by -
'.I injection at 8 AM on 2/1/14

' 2/1/14 - The progress note at 12.21 PM, stated,

1 "... Noted with a 9 cm (centimeter) x (by) 11 cm

| semi hard swelling to her upper right chest wall

i extending under her right armpit. Resident clc

| (complained of) pain when area is touched No
radness, warmth, or truising noted Call put out
to MD (doctor)”

| 2/1/14 - The doctor returned the call at 12:45 PM
R2's doctor ordered x-rays of the right ribs and
chest.

1211114 - Review of the 2/2014 eTar (computerized

| Treatment Administration Record) revealed that

| R2 had a body audit done at 2:45 PM, noted by 2

' checkmark However, this body audit was
incomplete On 2/1/14 at 12:21 PM, R2 was
observed with a 9 cm by 11 cm semi hard

| swelling to her upper right chest wall extending

| under her right armpit. Despite doing & body audit

' at 2:45 PM. there was a lack of evidence in R2's
record that the right chest wall and armoit areas
were assessed and measured

' 2/4/14 - The progress note at 6:12 PM stated
that the x-ray results came back with no

_abnormalities seen (n the right ribs but the rignt

lung had findings that were compatible with

| pneumonia. The on-call doctor was called. made
aware of the of the x-ray results and ordered an
antibiotic.

|

| 2/2/14 - A progress note al 3:16 AM, revealed a

| late entry for 2/1/14 at 6:12 PM that stated.
“Resident noted with bruising under right breast

FORM CMS-2557(02-99) Previous Versions Obsolete
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Assurance Commitiee initiated a
Quality Milestones Action Plan.
Results of the audits will be
submitted to the Quality
Assurance committee for review
and action as appropriate. The
Quality Assessment and
assurance Committee will
determine the need for further
audits and ‘or action plans

1B, R2 no longer resides in the L’\“MN
facility.

The Administrative Director of
Nursing Services and or designee
will audit residents on Nystatin to
evaluate the residents care plan 18
being followed and the Nvstatin
\s administered per doctors order.

The Staff Development
Coordinator and or designee will
in service the nursing staff when
resident is on Nvstatin (and/or
any other medications) if not
available per doctor’s order
notify doctor and if doctor still
wants medication order call the
pharmacy 1o request that the
back-up pharmacy deliver the
medication.

—_—
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- of about 10 cm by 5 cm No warmness but

' tender when touched MD {doctor) made awars,

' new order to make a note for patient to be ssen

| on Monday (2/3/14)" There is no eviderce that in

I'the presence of swelling and bruising to the right

| chest wall that the doctor was notified that R2
was on Lovenox. There 's also no evidence that

| the right chest wall was assessed with

~measurement between the hours of 12:21 PM

and 6:12 PM (almost & hours} during which the

i area went from a 9 centimeters (cm) by 11 ¢cm
swelling to then include a 10 cm by § cm bruising.

i 2/1/14 - Review of the 2/2014 eMAR

+ (computerized Medication Administration Record)

' revealed that R2 received Lovenox 80 mg by
injection at 8 PM. There was no evidence that the

 doctor was called prior to the administration of

'Lovenox despite the presence of swelling and

| bruising to the right chest wall.

2/2/14 - A progress note at 4'57 AM, stated. "C/o
+ (complaining of) pain, facial grimace noted when

rt{right) arm s touched”. There is no evidence
that the swelling and bruising on the right chest
~wall was reassessed at this time.

1 212114 - A progress note at 6:48 AM, stated.
| have increased bruising and swelling. The area

leftis 10 by 5 cm. Medicated x1 {once) for pain.
Ptis currently resting comfortable in bed.” This
was the first assessment and measurement of
the bruising in more than 12 hours and showed
| @nincrease in size on the right chest wall from 10
| CM by 5 cm to 45 cm by 22 cm with progression
to the left chest wall.

"Swelling to pt's (patient's) right breast is noted to

' now measured 45 cm by 22 cm, while bruising to .

'

Nursing Services and or designee
will monitor weekly residents on
Nystatin to evaluate the residents
plan of care is followed and
administered per doctor's order

This will be done until
100% compliance is
reached for 3 consecurtive
evaluations.

Then monitor weekly
until we reach 100%
success over 3
consecutive evaluations.

iy

Finally the facility will
monitor one more time a
month later if 100%
compliant then will no
longer monitor.
Qualiny Assessment and
Assurance Committee initiated a
Quality Milestones Action Plan.
Results of the audits will be
submitied to the Qualiry
Assurance committee for review
and action as appropriate. The
Quality Assessment and
Assurance Commirtee will
determine the need for further

—_— ]
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' 2/2/14 - A progress note at 8:01 AM, stated. "Pt

is aware"

. 2/2/44 - The hospital CT scan {Computernzed
Tomography/CAT scan - an x-ray procedurs’ of
the chest showed, "Fingings' Small 10 moderate
sized bilaterai {both sides) simple pleurai

- effusions (a condition in which excess fiuid puilds

 around the lung) right somewhat greater than Iefl

| Large right ...chest wall _.with subacute

]_ hematomas (a less than acute localized swelling

' filled with blood) The anterior (front) chest wall
component measures 8.6 X 141 x151cmin
size. Right lateral/axillary (armpit area;
component measures 61x11.4x100cmin size

o Structures of the chest reveal subacute

' fractures (broken bones) of the 11th, 10th, 9th.

8th. and 7th right ribs ... subacute fracture of the

| right 3rd fib anteriorly is also noted Impression:

1 Two large right chest wall subacute

, hematomas surrounded by substantial chest wall

i edema (swelling) ..2. Multiple subacute rignt rib

'! fractures, 3 Moderate sized bilateral pleural

- effusions.”

2/2/14 - The hospital History and Physical for R2

j dictated at 11:03 AM, stated that the resident

' presented, " To the emergency room with right
chest wall swelling ... She feli out of her
wheelchair on Tuesday .. It has goten markedly
worse over the past 24 hours and now she nas a
bulging hematoma over her right breast. She was

' prought into the emergency room with a blood
pressure 81/47 (normal = 120/80). She was found

to have a hemoglobin of 5 9 CAT scan showed &
right sided chest wall hematoma with multiple b
fractures ...Right chest wall hematoma in the
setting of recent fall and recent initiation of

was picked up by ambulance at 0800 AM Family -

o 2. R3care plan was reviewed and
revised and updated to reflect RS
current Restorative Nursing
Program.

The Administrative Director of
Nursing Services and or designee
will audit resident’s currently on
a restorative program 10 monitor
the Activities of Daily Living

" care plan 1s reflecting the current
Restorative Nursing Program.

S A\

The Staff Development

Coordinator and or designee will

in-service nursing staft on

Restorative program process and

revising Activities of Daily

Living care plans t0 reflect

current Restorative Nursing

program. All restorative

programs will go through the
mormning and afternoon meeting

Lo monitor these programs are
implemented and the Activiues |
of Dailv Living care plan is
current lo Restorative Nursing
Program.

The Administrative Director of
Serices and or designee
Restorative

Nursing
will monitor daily the
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| anticoagulation (blood thinner) ... We will
complete the blood transfusions..". The

| res.lQent's hemoglobin when last tested in the

| facility on 1/28/14 was low at 9.2 but had ‘

! decreased to 5.9 on arriving at the hospital

; 2/2/14 - The "Forensic Nurse Examiner Elder
i Physical Abuse And Neglect Forensic
Evaluation", at 12:45 PM, stated that a full
3 exammation was done and information was
: obtained from the facility and from R2's family
“Under the assessment of abuse patterns it
. stgted, " , Physicai other {checked) 'Pt ¢ (patient
! with) bruising + (and) ribs fxs (fractures) noted
upon assessment, unk (unknown) hx (history} of
evepts"'. Under "current level of p‘ain based on
the 'Wong Baker pain faces scale' was circled
576, hurts even more with location of pain R
{right) chest". Types of findings were in a diagram '
as follows: "1. (referring to front chest wall) BR
(bruise) described as large area of bruisiné, dark
blue, purple in color, Pt. ¢/o (patient complaining
of) telndtlarness, large area of swelling noted, cont !
(continuing) to side; 2. (referring to left arm) BR -
: smaller bruise red to blue in color; 3. (referring to ’
et arm) ST (skin tear) bruise red to blue in color, |
! 0 (no) active bleeding; 4. (referring to abrasion :
[scraped area] left elbow) abrasion ¢ (with)
. scabbing noted to elbow; 5 (referring\to right
i- front arm area) BR -areas of bruising blue to dark
| purple noted to R (right} arm; 7 (referring tc left
| gar) BR - bruise blue tc purple in color to ear "
|
2(11/14 - The facility's doctor for R2 wrote a post
| discharge note that stated. "Pt was sent from
* (name of facility} to (name of hospital) where she
"was found to have multiple ‘subacute’ rib

fractures on CT. Interestingly those were not
. seen on CXR (chest x-ray) here or at (name of

-«

Nursing Program to evaluate 1t
reflects the current Activities of
Daily Living care plan.

This will be done until
100% compliance s
reached for 3 consecutive
evaluations.

Then monitor weekly
until we reach 100%
SuCcess over >
consecutive evaluations.

Finally the facility will
monitor one more ume a
month later if 100%%
compliant then will no
longer monitor.

Quality Assessment and
Assurance Commiuee initiated a
Quality Milestones Action Plan.
Results of the audits will be
submitted to the Quality
Assurance committee for review
and action as appropriate. The
Quality Assessment and
Assurance Committee will
determine the need for turther
audits and/or action plans

K3
COMPLETION
DATE

Ypany
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! the hospital). | do not know when these occurred:
Conceivably they could have happened in
December with her syncopal (fainting) event or
when she fell here (referring to when R2 felt twice
“while she was a resident at the facility) The late
“bruising undoubtedly was worsened by her
Lovenox anticoagulation".

' 3/4/14 - At 1:30 PM, In an interview, E13

i (Certified Nurse's Aide/CNA) stated that R2 could
stand and was transferred with two people at
times. E13 stated that she did not remember
using any lift to transfer the resident. E13
reviewed her statement from an interview on

1 2/2/14. and stated that the incident was 2/1/14 not
2/2/14 as per the written statement. £13 stated
that her statement was accurate and after dinner
when she cared for the resident that she noticed

that the right breast was very swollen and druised

! and called the nurse to show it to her

3/4/14 - At 1:45 PM. in an interview, E14, (CNA)
stated that on 1/31/14, 7 - 3 shift he used the
stand-up lift with another CNA to transfer the
resident. E14 stated, "One person stayed with the
_resident while the other CNA operated the
' stand-up lift... the resident did not complain of

pain, moan at any time during the transfer or

during the dayshift". E14 stated that after the
stand-up lift was used to transfer the resident to
the toilet and back into the wheelchair, R2 was
wheeled into the dining room for breakfast. E14
further stated that fater R2 was able to pivot
| transfer with one person assistance to the toilet
: and to the wheslchair

3/4/14 - At 2:01 PM. in a telephone interview. E7
(Licensed Practical Nurse/LPN) stated that on
2/1/14 at 6:12 PM she, "Called her (referring to

u|m\|t
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i the on call doctor for R2) about the x-ray results
| and the swelling that | was told about when |
came onto the shift It was just about the
antibiotics. | did not tell the covering docter about
any of the resident's other medications, including
 Lovenox. | told the covering doctor that there was |
bruising under the right breast. The on call doctor
told me to make a note for the regular doctor to
see the resident on Monday" (2/3/14)

P 3/4/14 - AL2:30 PM, i an interview, E15 (LPN)

| after reviewing her progress note for R2 on 2/1/44
at 12:21 PM, statec, "The resident had a semi

 hard swelling on ner right upper chest that
extended to the right armpit. The area was not

 warm, discolored or bruised. It measured 9 ¢cm by

11 cm and the resident complained of pain when
the area was touched . | called the doctor and he
ordered x-rays of the right ribs and cnest . 12 21
PM was the first that the right rib/armpit swelling

. was identified”. E15 further stated that she carad

“for R2 on 1/31/14 and with regards to the right ric |
and armpit swelling, "It was not there on 1/21/14" |

I 374114 - At 3:25 PM, in an interview, E12 (LPNj

| after reviewing the nurse's note and witness

| Statement she wrote after R2's fall on 1/28/14 at @
PM., stated that the resident was offered to go to

. bed but the resident did not want to go to bed.

: The resident wanted to go home and she was

| seated in her wheelchair by the nurses' station.
E12 stated that she went down the hallway to give

' another resident medication and a few minutes
later she found the resident on the floor lying on

. her back with the wheelchair behind her. E12

further stated, " did a head to toe assessment

- asked the resident to move her arms, legs did

' neuro chegks (ndurological checks used to check

L | forinjury or issues with the brainj and vital signs. I
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! found ne injuries | asked the resident if she

| would agree to go tc bed, which she did | then
examined her and there were no bruises" E12
stated that the staff. including herself toileted the

| resident. made sure the wheel chair was locked

. when the resident was in bed that the bed was In

| the lowest position: that the resident was dry, and

I'that the call bell was at the bedside even if the
resident could not always use it

3044 - AL 340 PMinan nterview, E8
(Registered Nurse) stated that spe got report on
' 2/1/14 from E7 who also worked a deuble 3to 11
land 11 to 7 shifts E stated that she had R2 as
| part of her assignment for the 2/1/14 tq 2/2/14 14 -
o 7 shift. E8 stated "I go at the beginning of the L\]M }H,
shift, | think to give her medicine, there was nc .
, grimacing at that time | did Iook at the ares cut
| did not measure it" £8 stated that on 2/2/14
; about 4:57 AM that the CNA (Certified Nurse's
Aide) told her that the resident had facial
grimacing when she was turned and repositioned
s0, "l gave her Oxycodone (narcotic pain religver)
+for pain. She had facial arimacing noted when her
right arm was touched Even though | did not
document it, | saw that the right breast and under
the right armpit had increased in size but | did not
measure it It was bruised ourple biue in color At
6.48 AM. the size had Increased more from
earlier with bruising and | measured it. Then. |
said we have to send her out. called the nurse
| supervisor and called the doctor"
|
| 3/4/14 - At 4:10 PM. in an interview, E4
‘ (Registered Nurse, Director of Care Delivery)
. Stated, "This was being monitored over the iast
24 hours 1 don't know if a two hour delay was
significant. If she (referring to E£8) saw it at 4:57
AM (on 2/2/14) and didn't feel she needed to call
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| the doctor then, she did look at it at 6:48 AM and '
| then did call the doctor and sent her out We don't!
know how much difference there was in the 2 '
hours". E4 did acknowledge that R2 did require
blood transfusions at the hospital. |
|
| 3/5/14 - AL 7:40 AM, in an interview, E2 (Director |
' of Nursing) stated that E8 was interviewed on |
3/4/14, by herself and other facility staff, after the |
l surveyor had interviewed E8 and had left for the
|I day. E2 stated when asked the question as (o I
| what was increasing for R2 (referring to the |
| swelling and the bruising of the right breast and
under the armpit area on 2/2/14) that E8 stated
 that it was the size not the bruising that was l
| increasing.

The facility failed to provide the necessary care |
‘ and services to attain or maintain the highest :
| practicable physical well-being when it failed to: |
" Assess/monitor and identify the significance of
| the increasing swelling and pruising at the right |

| chest wall extending under the right armpit with

| progression to the left chest wall for R2, 3

| Lovenox dependent resident with an abnormal |
Hgb; l

- Identify that R2 was on Lovenox, on 2/1/14 at 'l

| 6:12 PM, when speaking with the doctor, despite |

I the initial swelling at the right ribs area noted on

| 2/1/14 at 12:21 PM and initial bruising under the
right breast first noted on 2/1/14 at 6:12 PM;
- Obtain clarification from R2's doctor regarding
whether to administer Lovenox on 2/1/14 at 8 PM |

" and failed to provide the opportunity for the doctor |
to give further orders; '
- Do complete assessments and measurements

l of the swelling and bruising/bleeding of the right

| chest wall, armpit and left chest wall areas

L | despite multiple opportunities and despite
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| was over eighteen (18) hours.

| admitted to the hospital and required blood
transfusions

1B On 1/24/14, R2's doctor ordered Nystatin

and red, and white spots sometimes develop)
was diagnosed

- A care plan entitled, "Infection of mouth - oral

the infection will be resolved without
medication per doctor's order...”

“Review of the 1/2014 eMar (computerized

" and one dose rather than for seven days

R2 received only 11 out of 21 dases ordered.

. The facility falled to follow the plan of care and
sailed to agminister Nystatin as per R2's doctor's
order On 3/4/14 at 410 PM in an interview, E4

(Registerad Nurse. Director of Care Delivery)

confirmed the findings.

. developing symptoms from the onset on 2/1/14 at
11221 PM to 2/2/14 at 6:48 AM The time period

The swelling and bruising/bleeding into the right
chest wall/ breast area and under the armpit with ’
progression to the left chest wall resulted In R2's
hemoglobin drepping from 9 21059 R2was

| swish and swallow for three times a day for seven
days as part of the plan of care when oral thrusn
(fungal infection where the mouth becomes sore

thrush" was initiated on 127144 with the goai that

i complications. Interventions included "Agminister

. Medication Administration Record) revealed that
the order was incorrectly transcribed for six days

. Additionally, since Nystatin was not dispensed
“promptly, R2 did not receve the first dose until
1/27/14 at 8 AM. The eMAR was not revised s0

ﬂ»\]lfﬂl‘{
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2. Review of R5's care plan entitied, "ADL
(activities of daily living) Self care deficit related to
limited mobility (ability to move freely and easily),
' dementia (loss of mental functions such as
i, memory and reasoning that is severe enough to
| interfere with a person's daily functioning) and
| syncope (fainting)", initiated 4/2/13 and last
' revised on 8/7/13, had the goal of will recelve
assistance necessary to meet ADL needs with a
target date of 5/21/14. interventions included:
I "Restorative ambulation: Ambulate 300 feet with
 rolling walker and close supervision 2 x (imes)
day...".

|
|
“R5 had two falls in early December 2013 and her
doctor ordered Physical Therapy services. The
| Physical Therapy summary, with an initial date of
| 12/10/13. stated that RS was evaluated on
!. 12/10/13 due to, "sip (status postafter) fall with
| gait dysfunction (abnormal style of walking),
deconditioning/immobility (Deconditioning Is 8
complex process of changes in
a period of inactivity or bedrest resulting in
| functional losses in such areas as mental status
and avility to accomplish activities of dally
living./Immobility is the state of not being able to
move around )"

On 1/14/14. upon completion of Physical
_Therapy services, R5's doctor ordered a8
| Restorative Nursing Program [(RNP) restorative
| nursing interventions promote the resident's
' ability to adapt and adjust to living as
‘independently and safely as possible] for RS to
ambulate with a single point cane. contact guarg
assistance (Have one or two hands on the

i times per week

person's body to help with balance.) for 200 feet 5

the body following

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D SROVIDER'S PLAN OF CORRECTION P
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Review of the computerized CNA documentation
[ from 1/15/14 through 2/24/14 revealed that R5
| was incorrectly being ambulated with a roller
1 walker and close supervision twice a day rather
than a single point cane as per R5's doctor's
| order

On 2/24/14 at 1:10 PM, an observation was made
; of R5 walking in the hallway with a roller walker
[ with E9 (Certified Nurse's Aide/CNA) holding a
| gait belt that was around the resident's waist for
| safety and E10 (CNA) pushing the wheelchair
I'behind RS in the event that she needed to sit
" down. The resident walked with the roller walker
from her room to the elevator and back to her
| room.

| On 2/24/14 at 1:30 PM, in an interview, E9 stated

| that as part of the restorative nursing program '
| that the resident was walked 300 feet with the

i rolling walker and close supervision twice a day

| unless she refused

On 2/24/14 at 2:10 PM, in an interview, E11

(Physical Therapist) stated that R5 had reached F312 ADL CARE PROVIDED M\‘k
her maximum with physical th_erapy services and } FOR DEPENDENT q )

then was placed on a restorative nursing program : RESIDENTS

con 1/14/14. E11 stated that it was his expectation
that the facility would be following the program :
R&'s doctor ordered for the resident on 1/14/14. It is the facility practice when a

The facility failed to follow R5's plan of care and resident who is unable to carry

Limplement the 1/14/14 doctor's orders for the out Activities of Daily Living
 restorative nursing program. On 2/24/14 at 2:27 receives the necessary services to
PM in an interview, E4 (Registered Nurse, maintain good nutrition.

Director of Care Delivery) confirmed the findings
F 312 483.25(a)(3) ADL CARE PROVIDED FOR -
$S=D |' DEPENDENT RESIDENTS | oral hvgiene,

FORM CMS-2567(02-99) Previous Versions Obsolele
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F 312! Continued From page 26 Fa12  Rlwas provided treatn1¢nt and 1s
receiving necessary services to
| A Tesident who is unable to carry out activities of maintain good grooming and

| daily living receives the necessary services to
| maintain good nutrition, grooming, and personal
' and oral hygiene.

personal hvgiene

! The Administrative Director of
| Nursing Services and or designee

: This REQUIREMENT is not met as evidenced will audit all dependent

| by: residents’ nails to monitor the
| Based on interview and record review. it was residents are receiving necessary
determined that the facility failed to provide, to a services to maintain good

| resident who was unable to carry out activities of
~daily living, the necessary services to maintain
good grooming and personal hygiene for one

grooming and personal hygiene.

(R1) out of six sampled residents. Findings ' .The Statt Development

| | include: Coordinator will in-service LH\Q\N
R1 had diagnoses of dementia (loss of mental Certified Nursing Assistants on
functions such as memory and reasoning that 1s nail care. Demonstrate how to cut

severe enough to interfere with a person‘s“dail.y nails. Nurses are to check nail

i functioning) and delusions (a belief held with . eckly body audits to
strong conviction despite evidence to the . care durnng weekly bods
contrary) evaluate residents nalil care.

The care plan entitied, "ADL (activities of daily
living) Self care deficit as evidenced by need for
- complete care related to disease process -
dementia", was initiated on 3/28/07 with the goai
that R1 will be clean. dressed, and well groomed
- daily to promote dignity and psychosocial well
' being with a target date of 4/16/14 Interventions
| | included: Encourage resident to turn and
l reposition every 2 to 3 hours and as needed;
| Monitor for and report significant changes in ADL
status to the doctor; Praise all efforts, not just
: successes; Provide assistance - complete care

The quarterly Minimum Data Set (MDS)
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~assessment, dated 12/15/13, stated that R1 nad

' short and long term memory problems and was

| severely cognitively impaired (mental decline

| Including losing the abiiity to understand, the

! ability to talk or write, resulting in the inability to

| live independently). R1's functional status on this i
. MDS stated that the resident required extensive

| assistance of two persons for bed mability
 transfer and toileting and was totally dependent
with assistance of one person for hygiene and

| bathing,

| R1's Skin Alteration Record, dated 12/30/13.

' stated the following:
"-Other: Right thumb; Measurement: length 10

: cm (centimeter, 1 centimeter = 0.39 inches),

{ width 0.3 cm, depth 0.1 ¢cm: Description of

' Alteration: Dark pink/red tissue. Drainage

~ Serosanguinous - thin red (bloody); Amount:
moderate; Skin Surrounding Alteration: normal

. appearance; Pain at site: yes:

. -Other: Left thumb, Measurement: length 1.0 cm.
width 0.2 cm, depth 0.1 cm: Description of

. Alteration: Dark pink/red tissue; Amount:

- moderate; Skin Surrounding Alteration: normal
appearance; Pain at site: yes;

1 -Other: Left 2nd digit finger: Measurement

| length 0.5cm, width 0.1 cm, depth 0.1 cm:;

. Description of Alteration: Dark pink/red tissue:

: Amount: moderate; Skin Surrounding Alteration:

i normal appearance: Pain at site: yes,

| -Other: Left 3rd digit finger: Measurement: length
1.0 cm. width 0.2 cm. depth 0 1 cm; Description
of Alteration” Dark pink/red tissue; Drainage
Serosanguinous - thin red: Amount: moderate:

+ Skin Surrounding Alteration: norma! appearance; |

| Pain at site: yes:

! -Other: Left 4th digit finger; Measurement: iength

| 1.0 cm. width 0.2 cm, depth 0.1 cm: Description

|
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) SROVIDER'S PLAN OF CORREZTION
PREFIX | . (EACHODEFICIENCY MUST BE PRECEDED BY FULL PREFIX 'SACH CORRECTIVE ACTION SHOULG 8E
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCT)
| . G .
F 312 Continued From page 27 F312 The Administrative

Director of Nursing
Services and or designee
will monitor weekly when
the weeklyv body audits
are completed to evaluate
the residents are receiving
necessary nail care to
maintain good grooming
and personal hvgiene.
This will be done until
100% compliance is
reached for 3 consecutive
evaluations.
Then monitor weekly
until we reach 100%
success over 3
consecutive evaluations.

Ujju

Finally the facility will
monitor one more time a
month tater if 100%

compliant then will no
longer monitor.

FORM CMS-2567(02-89) Previous Versions Obsolele Event ID: KCRL11

Facility ID DEQQ145 I¥ continuanion shest Page 28 of 40




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/25/2014
FORM APPROVED
OMB NO. 0838-0391

’ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPF’LIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
“ND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING
C
085033 8 WING 03/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY STATE 2IP CODE
5651 LIMESTONE ROAD
MANORCARE HEALTH SERVICES - PIKE CREEK
WILMINGTON, DE 19808
(X4] D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5;
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREF)X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC iDENTIFYING INFORMATION: TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
. DEFICIENC
F 312 | Continued From page 28 F 312

' of Alteration’ Dark pink/red tissue; Amount:

| moderate. Skin Surrounding Alteration: nermal
' appearance; Pain at site: yes;

-Other: Left 5th digit finger: Measurement: length |

0.5cm, width 0.1 ¢m depth 0.1 cm; Descrigtion of
| Alteration: Dark pink/red tissue; Amount:

| moderate; Skin Surrounding Alteration’ normal
| appearance; Pain at site’ yes."

- Review of the 12/2013 electronic Medication

- Administration Record (eMAR) revealed that R1

| was given Acetaminophen (Tylenol) two tablets

! routinely, twice a day at 8 AM and 4 PM for
generalized pain Additionally, R1 received
Acetaminophen two tablets as needed for mila

| pain on 12/31/13 at 12:06 AM which was

| effective.

The facility's incident report for R1. dated
12/31/13 at 11:18 AM, stated, "Incident
‘ Date/Time 12/30/2013
| Injuries; . Aide (E17 Certified Nurse's Aide/CNA)
' was asked by nurse to cut resident's finger nails
- Aide cut resident's fingers nails then noticad one
of her finger tips to be bleading . When aide and
~nurse went back to resident, 8 of 10 fingers tnen
noted to be bleeding at finger tips | "

The progress notes from 12/31/13 at 1:58 PM
[ through 1/7/14 at 7:04 AM revealed that R1 had
' no further signs of discomfort or pain or infection

The 1/2014 electronic Medication Administration
' Record (eMAR) was reviewed and R1 did not
: receive any additional prn {as needed)
Acetamirophen for mild pain from 1/1/14
1/7/14,

through

. Review of the 1/2014 electronic Treatment Record

at 8:30 PM; Incident Type: -

Quality Assessment and
Assurance Committee initiated a
Quality Milestones Action Plan.
Results of the audits will be
submitted to the Quality
Assurance committee for review
and action as appropriate. The
Quality Assessment and
Assurance Committee will
determine the need for further
audits and/or action plans

414 )14
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SS=E UNNECESSARY DRUGS

- Each resident's drug regimen must be free from

s unnecessary drugs. An unnecessary drug is any

" drug when used in excessive dose (including
duplicate therapy): or for excessive duration or

indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued: or any

. combinations of the reasons above

!

without adequate monitoring: or without adequate :

{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST RE SRECEDED BY FuLL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATICN; TAG CRCSS-REFERENCED TO THE APPROPRIATE BaE
DEFICIENCY)
F 312 Continued From page 29 F 312
/eTar) revealed that R1's second, third, fourth. 329 DRUGS REGIMEN IS
flﬁh fingers and thumb on the left hand as well as FREE FROM
' the right thumb were treated with Bacitracin Zinc i .
T
{ ointment (cintment that helps prevent infection in UNNECESSARY
1 minor cuts) and dressings from 1/1/14 through
| 1714, It is the facility practice each
The Skin Alteration Record for R1's second. third. | {651daent5 drug regimen be free
i fourth, fifth fingers and thumb on the left hand as from unnecessary drugs. An
 well as the thumb on the right hand stated on unnecessary drug is any drug
11/8/14 E(:at all of the areas were resolved/healed when used in excessive dose
1On2/21/14 at 11.30 AM an cpservation was (‘includmg'duphcat.e therapy.):or
made of the resident with £16 (CNA) and R1's for excessive duration: or without
finger nails were clean, trimmed and the skin adequate monitoring: or without
| | surrounding the nails were intact adequate indications for its use; ‘-H 12 \H
i The facility failed to ensure that R1. a resident or in the presences of adverse
who was dependent for ADLs, received the consequences which indicate the
| necessary services to ensure good grooming and does should be reduced or
hygiene on 12/30/13 when R1's nails were dionififiod ar
trimmed by facliity staff resulting in 8 out of 10 IS QUIEITICE OF ny
ﬂngers being cut and bieeding. On 2/21/14 at combinations of the reasons
1 11:40 AM, findings were confirmed by ES above ¢
 (Licensed Practical Nurse, Unit Director; and £6
_(Registered Nurse, Diractor of Care Delivary)
F 329 483.25(]) DRUG REGIMEN IS FREE FROM F 329

[U1s the practice of the facility to
do comprehensive assessment of
the resident the facility must
ensure that residents” who have
not used antipsychotic drugs are

FORM CMS-2567(02-89) Previous Versions Opsolete Event
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l Bas_ed on a comprehensive assessment of a
resident, the facility must ensure that resigents

. who have not used antipsychotic drugs are not

| given these drugs unless antipsychotic drug

‘ thergpy is necessary to treat a specific condition
as diagnosed and documented in the clinical

| record:; and residents who use antipsychotic

| drugs receive gradual dose reductions, and

~benavioral interventions, unless clinically

' contraindicated. in an effort to discontinue these
drugs.

:_This REQUIREMENT is not met as evidenced
. by:
Based on interview and record review, it was
determined that the facility failed to ensure that
~each resident's drug regimen was free from
'unnecessary drugs for one (R4) out of six
sampled residents. The facility failed to ensure
I that there was an adequate manitoring for use of
' an increased dose of the antianxiety medication,
Clonazepam and subsequent monitoring R4's
response to the increase for multipie occasions
between 2/1/14 and 2/27/14 Findings include:

R4 had diagnoses of dementia {lcss of mental

. functions such as memory and reasoning that is
- severe enough to interfere with a person’s daily
; functioning), depression (mental disorder with

. feelings of sadness) with psychotic (loss of

. contacttouch with reality) features and anxiety

. (general term for several disorders that cause

. nervousness, fear, apprehension, worrying, an

i unpleasant state of inner turmoil, often

STATEMENT OF DEFICIENCIES
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085033 B WING 03 -
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F 328 ' Continued From page 30 F32¢

not given these drugs unless
antipsychotic drug therapy 18
necessary to treat a specific
condition as diagnosed and
documented in the clinical
record: and residents’ who use
antipsvchotic drugs received
oradual dose reductions and
behavioral interventions unless
clinically contradicted n an
offort to discontinue these drugs.
R4 drug regimen is being
monitored for Clonazepam for
behaviors that led to the increase
and for response.

Hi

The Administrative Director of
Nursing Services and or designee
will audit:

*

e Residents that have new
or increased behaviors to
evaluate the behaviors are
documented in the
nurse’s notes to ensure
patients are being
monitored for behaviors

e Attempt non-
pharmacological

FORM CMS-2587(C2-89) Previous Versions Obsolele Event ID KCRL:
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' . . interve
accompanied by nervous behavior, such as ntions are not ee

, Pacing back and forth)

! The quarterly Minimum Data Set (MDS)

| assessment, dated 12/4/13, stated that R4 was

, severely cognitively impaired, had psychosis with
' delusions noted, had mood issues and active

diagnoses that included an anxiety disorder

The care plan entitled, “At risk for adverse effects
| related to: use of antianxiety medication .. " was
inihated on 7/21/10 and had the goal that R4
would show improvement in mood/behavior with
a target date of 4/16/14 . Interventions included:
Attempt dose reduction as ordered. Monitor for
effect of change and notify physician in any
» decline ADL (activities of daily living) ability or
| mood/behavior; Give opportunity to perform
| portions or as much of the ADLS on her own as
i tolerated; Monitor mood state/behavior; Notify
| tamily/significant others of changes

" The care plan entitled. “At risk for adverse effects
related to: use of antianxiety . medication”
initiated on 12/22/11 had the goals that R4 would
show minimal/no side effects of medicatiors
taken, perform to the highest level of ADL

vindependence and show improvement in

' mood/behavior with a target date of 4/18/14 The

“intervention was to notify the doctor and
family/significant other of changes in behaviors.

According to psychiatric progress notes. R4 was
last seen on 1/28/14 The note. dated 1/28/14,
stated that R4 had a major depression with
psychotic features that included religious
delusions, that the resident was on Kicnopin
(Clonazepam) 0.25 mg (milligrams} at bedtime

i and the psychiatric revisit wouid be as needed.

effective then the primary
physician is notified for
further interventions to
include but not limited to
consulting facility
psychiatrist/psychiatric
nurse practitioner

Ceanpoarasian

o Ifthe ' erimom il
psychiatrist/psychiatric
nurse practitioner or
primary care physician
starts and/or increases a
psychoactive medication
the facility will monitor
for its effectiveness in
nursing documentation
which will be reviewed in
morning afid afternoon
meeting

Ay

e The family is notified of
new or increase in
behaviors and of new
orders.

e The pharmacy consultant
does monthly medication
review of all residents
and makes
recommendations to the
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the following notes: "2/1/14, 03:32 AM Received

| pt (patient) resting in bed. No s/s

| (signs/symptoms) distress noted. Easily aroused
Staff assists pt with toileting needs. Fluias
provided as needed No adverse rxn (reaction)

| noted at this time with medications. Will continue

_] to monitor; 2/1/14, 09.52 AM SS (social services)
reviewal of notes: 2/4/14, 06:57 AM Milk of

. Magnesia .. for constipation; 2/4/14, 11:35 AM

| PRN (as needed) Administration was: Effective

| (Refering to the Milk of Magnesia given for

1 02:58 AM Patient A&Ox1 (alert and oriented to

. person only) Incontinent (loss of control) of B&B

' (bowel and bladder)...Tolerated all care and

. medications well. No s/s of any acute distress .

! Denies c/o (complaint of ) pain or discomforts

. Call bell within reach." Despite this
documentation there was a lack of evidence of

in these progress notes.
: On 2/18/14 a varbal order was obtainzsc from

! the antianxiety medication. Clonazepam that

| stated, "Discontinue Clonazepam 0 25 mg

| (milligrams) by mouth at bedtime for anxiety and

! HOLD FOR SEDATION" and the doctor then

| verbally ordered, "Clonazepam 0 25 mg by mouth
| two times a day for anxiety HOLD FOR

' SEDATION"

There was no progress note written for 2/18/14
that described R4's behavior anc the reason for
| the increase in Clonazepam to twice a day

' Observations of the resident were as follows: On

' R4's progress notes were reviewed and revealed

| constipation, R4 had a bowel movement ); 2/8/14,

behavioral issues recorded and monitoring for R4 .

R4's doctor by £18 (Licensed Practical Nurse} for

Coordinator and or designee will
in-service the nursing staff on:

e Residents that have new
or increased behaviors are
documented in the
nurse’s notes

e Attempt non-
pharmacological
interventions to include
but not limited to
psychology

¢ If non-pharmacological
interventions are not
effective then the primary
physician is notified for
further interventions to
include but not limited to
consulting facility
psychiatrist/pSychiatric
nurse practitioner

Hj Al

e Ifthe
psychiatrist/psychiatric
nurse practitioner or
primary care physician
starts and/or increases a
psychoactive medication
the facility will monitor
for its effectiveness and

FORM CMS-2567{02-89) Previous Versions Obsolete
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new or increase in
behaviors and of new
orders.
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1 2/20/14 at 12:25 PM, R4 was observed in her
| room, dressed, wearing shoes and was asleep,

| lying on top of the bed; On 2/21/14 at

_approximately 9:15 AM! R4 was observed

| dressed, wearing shoes, walking in the hallway
just outside of the dining room. R4 was holding
onto the handrail as she walked Then, resident

» walked down to her room and was observed lymg
. on top of the bed with a cover aver her; On

| 2124114 at 11:36 AM, R4 was observed walking in

' ! the hallway holding the handrail and began to
' wander into another resident's room. R4 was
-.;, observed being redirected by E18 (Certified
Nurse's Aide), On 2/26/14 at 8:55 AM, R4 was
| observed with E16 who encouraged the resident
'to go to the dining room for breakfast. On 2/26/14

at approximately 9 AM, in an interview, E16

stated that she had been to the resident's room a -

| couple of times before but that the resident was

' sleeping. The resident was observed walking
down the hallway being assisted by E16 On
2/26/14 at approximately 9:10 AM, E16 was

! observed reporting to E19 (Licensed Practical

“Nurse) that R4 was not walking as well as usual
and they both went to R4 and asked if her legs
were hurting and R4 replied. "Yes"

The next progress notes for R4 were as follows
"2/26/14, 09:23 AM, c/o(complaining of) bil.

! (bilateral/both) legs aching; 2/26/14.11:48 AM
 PRN (as needed) administration (of
Acetamnnopn=n/’"ylenol) was effective” Again,

| these progress notes failed to address R4's
i behavior and response if any noted to the

' increased Clonazepam.

!
On 2/26/14 at 1 PM, 1n an interview, E6
{Registered Nurse, Director of Care Delivery)

. stated that residents' behaviors were monitored in

Director of Nursing
Services and or designee
will do weekly audits on:

(Facility sample includes
residents with new or
increased behaviors or
new or increased
psychoactive
medications)

e Residents that have new
or increased behaviors to
evaluate the behaviors are
documented in the
nurse’s notes to ensure
patients are being
monitored for behaviors

fLHJﬂ

e Attempt non-
pharmacological
interventions to include
but not limited to
psychology

o If non-pharmacological
interventions are not
effective then the primary
physician is notified for
further interventions to
include but not limited to

FORM CMS-25567(02-99) Pravious Versions Obsotete
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' the nurses'/progress notes.

. On 2/27/14 at 10:10 AM, in an interview, E18
reviewed R4's doctor's orders and progress notes

| on 2/18/14 when she get the verbal order from

| the doctor. When the surveyor asked E18 why

| the Clonazepam order was obtained to increase it

{0 twice a day, E18 stated it was due to R4's

lincreased pacing, being more anxious. However

| after review of the progress notes, E18 stated

 that there were no notes regarding R4's pehavior

" and ménitoring of the behavior. E18 also stated

that she really has not seen much change yet

“ with the increase of Clonazepam to twice & day
E18 further agreed that without monitoring of R4's
behavior and response to the increased

medication, it would be difficult to determine if the

approach was appropriate of effective or if
i "There should be notes written (refernng tc
| behavioral monitoring and medication
| the progress notes)"

"on2/27/14 at 11:40 AM, in an interview, E1
(Administrator) was asked for a policy and
procedure for behavior monitoring and
medication use. E1 stated that she checked on
. the computer and the facility did not have a

" policy.

The facility failed to ensure that R4's drug
| regimen was free from unnecessary medication
| when there was a lack of monitoring for R4’s
“ behavior that led to an increase in Clonazepam.
' an anti anxisty medication and a lack of
monitoring of the resident's response. On 2027114
3t 10:10 AM, E18 confirmed the findings

| and stated that she failed to write a progress note .

. another approach was indicated E18 then stated,

changes In .

psychiatrist!psychiatric
purse practitioner or
primary care physician

ed a
starts and/or increases a lan.
psychoactive medication
the facility will monitor
for its effectiveness in
nursing notes Few

e The family is notified of he
new or increase in
behaviors and of new
T

orders.

e The above will be L“M\H
monitored through Eagle
Room morning and
afternoon meeting.

e The pharmacy consultant
does monthly mgdication
review of all residents

and makes
recommendations to the
physicians.

FORM CMS-2567(02-99} previous Versions Obsolete

£ven: I- KCRL 1

? e The facility has a monthly
psychoactive review
| committee meeting.
|
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This will be done
until 100%
compliance is
reached for 3
consecutive
evaluations.

Then monitor weekly
until we reach 100%
success over 3
consecutive evaluations.

Finally the facility will
monitor one more time a
month later if 100%
compliant then will no
longer monitor.

Attachment ‘

Quality Assessment and
Assurance Committee initiated a
Quality Milestones Action Plan.

Results of the audits will be
submitted to the Quality
Assurance committee for review
and action as appropriate. The
Quality Assessment and
Assurance Committee will
determine the need for further
audits and/or action plans

-
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$5=D | ACCURATE PROCEDURES, RPH PROCEDURES. RHP

| The facility must provide routine and emergency

; . . . The facility practice to provide
' drugs and biologicals to its residents, or obtain n ¥ P P

[ them under an agreement described in : routine and emergency drugs and
§483.75(h) of this part. The facility may permit biological to its residents. or
unlicensed personnel to administer drugs if State obtain them under an agreement

| law permits, but only under the general : 4QR 7% ;
supervision of a licensed nurse described in 483.75(h) of this

I part period. Facility may permit
- A facility must provide pharmaceutical services unlicensed personnel to

i ‘ . .
| (inciuding procedures that assure the accurate administer drugs if the state law
| acquiring, receiving, dispensing, and 3

| administering of all drugs and biologicals) to meet permits, but only under the

! the needs of each resident general supervision of a licensed lL‘Wﬂ
i N _ nurse. i

The facility must employ or obtain the services of
8 licensed pharmacist who provides consultation i o .
' on all aspects of the provision of pharmacy It is the facility practice to

services in the facility provide pharmaceutical services '

(including procedures that assure |
the accurate acquiring. receiving.
dispense. and administering of all
drugs and biological) to meet the
need of each resident.

. This REQUIREMENT s not met as evidenced
| by:

! Based on record review and interview, it was

| determined that the facility failed to provide

' pharmaceutical services including the accurate It is the facility practice 10
| acquiring, receiving, dispensing, and )

inisteri isiaai v btain the services of a
' administering of all drugs and biologicals to meet employ or 0

“the needs of each resident for one (R2) out of six licensed pharmacist who

- sampled residents, Findings include: provided copsultation on all

. spects of vision of

- On 1/24/14, R2's doctor ordered Nystatin aipech of th? Pm o he facility s
' [medication for an infection)] swish and swallow pharmacy services in the 1aci iy

: for three times a day for seven days when oral

‘thrush (fungal infection where the mouth R2 no longer resides in the

FORM CMS-2567(02-99) Previous Versions Obsolele Event [D:KCRL* cact  facility . Page 36
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88=D i RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

' The facility must maintain clinical records or eacn

| resident in accordance with accepted professiona!

, standards and practices that are complete;

' accurately documented; readily accessible: and
systematically organized

- The clinical record must contain sufficient
“information to identify the resident; a record of the
| resident's assessments the plan of care and

| services provided: the results of any

| preadmission screening conducted by the State;

and progress notes.
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F 425 Continued From page 36 5 s . .
| pag . F425 o The Administrative Director of
becomes sore and red. and white spots Nursing Servi d or desi
| sometimes develop) was diagnosed. . g. 'ces and or emgnee
| will audit residents on Nystatin and
| R2's Nystatin was not dispensed promptly from other medications to evaluate that
' the facility's pharmacy. R2 did not receive the first pharmacy services dispensed
dose until 1/27/14 AM, three days after it was . o
| orderad R Y Nystatin and other medications
! promptly as ordered; and the MAR
| Review of the 1/2014 facility's eMAR (electronic was reyised to reflect that all doses
Medication Administration Record) revealed that ordered are administered.
. the dates of administration were not revised or o
' recalculated after the late arrival of the . X
medication R2 received only 11 out of 21 doses The Staff Development
ordered Coordinator will in-service the 44 {H
e The facility's pharmaceutical services failed to nursing staff:
promptly dispense the medication, Nystatin. to R2
as ordered. On 3/4/14 at 4.10 PM, in an interview e Ifresidentison Nvstatin (and
E4 (Reg:stelred‘Ngrse. Director of Care Delivery) other medications) and it is
confirmed the findings ailabl ] S
F 514 | 483.75(1)(1) RES F 514 not available per phvsician's

order to notifv phvsician

* i the physician still wants
medication order” #all the
pharmacy and request back
up Pharmacy to deliver the
medication.

Revise the MAR 10 reflect
that all doses ordered are
administered

CMS-2567(02-89) Previous Versions Obsolete
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This REQUIREMENT is not met as evidenced
by.

| Based on interview and record review, it was

' determined that the facility failed to maintain

. clinical records on each resident in accordance

- with accepted professipnal standards and
practices that were complete for two (R2 and R4)
out of six sampled residents. Findings include:

I 1.On 2/1/14 at 12:21 PM, R2's progress note

| stated, " Noted with a 9 cm (centimeter) x (by)

' 11 cm semi hard swelling to her upper rignt chest

" wall extending under her right armpit. Resiaent

i ¢/o (complained of) pain when area is touched.
No redness, warmth, or bruising noted. Call put

| out to MD (doctor}”

. Review of R2's progress note, dated 2/2/14 at

| 3:16 AM, revealed a late entry for 2/1/14 that

' stated, "Resident noted with bruising under right
breast of about 10 cm (centimeter, 1 centimeter =
039 inches) by 5 cm. No warmness, but tender
when touched MD (doctor) made aware new

| order to make a note for patient to be seen on

i Monday (2/3/14)".

- On 2/2/14 at 4:57 AM, R2's progress note anly
stated, "Clo (complaining of) pain, facial gnmace
noted when rt (right) arm is touched”

On 3/4/14 al 3:40 PM, in an interview, ES
(Registered Nurse) stated, "l go at the beginning
of the shift. | think to give her medicing. there was
_no grimacing at that time. | did look at the area
' but did not measure it'. E8 stated that on 2/2/14
| about 4:57 AM that the Certified Nurse's Aide told
| her that the resident had facial grimacing when
she was turned and repositioned so, "l gave ner
| Oxycodone (narcotic pain refiever) for pain She

Nursing Services and or designee
will monitor weekly residents on
Nystatin and other medications to
evaluate the residents plan of

care is followed and administered
per doctor’s order.

This will be done until

. 100% compliance is
reached for 3 consecutive
evaluations.

Then monitor weekly
until we reach 100%
SUCCess OVer 3
consecutive evaluations.

Finallv the facility will
monitor one more lime a
month later if 100%
compliant then will no
longer monitor,

Qualiny Assessment and
assurance Committee initiated a
Quality Milestones Action Plan

Results of the audits will be
submitted 1o the Quality
Assurance commitice for review
and action as appropriate. The
Quality Assessment and

" Assurance Committee will

FORM CMS-2587(02-89) Previous Versions Obsolete

Event iD KCRU1 1

determine the need for further
audits and/or action plans
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- had facial grimacing noted when her right arm COMPLETE/ACCURATE/ACC
| was touched. Even though | did not document it | ESSIBLE

| saw that the right breast and under the nght
| armpit had increased in size but | did not : e :

. ! 1o
measure it. It was bruised, purple blue in color IS hie: Taeilig pracoice

; maintain clinical records on each
resident in accordance with
acceptable professional standards

|
| The facility failed to have complete
documentation of the progress notes in the

' clinical record for R2's record on 11 to 7 shift and practices that are complgte;
| (night shift), 2/1/14 into 2/2/14. On 3/4/14 at 3-40 accurately documented: readily
PM. E8 confirmed the findings accessible: and systematically
2. Review of R4's clinical record revealed that it organized.
i was not complete as follows: . Y144
I/A. The verbal order was not printed off for Rd's [t 1s the facility practice the

doctor to sign that inpludgd to disponﬁinge ) clinical record must contain
Clonazepam (an antianxiety medication) 0.25 mg

(milligram) by mouth at bedtime for anxiety and sufﬁci?m information t? identify
then the order to increase Clonazepam 0.25 mg the resident: a record ot
by mouth to twice a day for anxiety. This was not

' residents” assessment: the plan of
' printed off until 2/26/14 when brought to the

i ' car Vi rovided: the
| facility's attention by the surveyor. care and services pro ae
' B.On 2/18/14. there was no nurses's results of any pre-admission
 notelprogress note for R4 written to document the screening conducted by the state:

| medication changes nor the resident's behavior

! o , ‘ and progress notes.
that initiated the verbal order for the increase in prog

Clonazepam . :
1 C. There was no nurses' note/progress note . R2 no longer resides in the
| written that documented that Rd's representative facility.
| was notified of the behavioral and medication
| changes on 2/18/14. On 2/27/14 at 8:45 AM, the . S
| surveyor was able to speak with the | The Adfmmstrat.]\/e Director
| representative and she confirmed that she was of Nursing Services and or
 notified. designee will do a random
" . it of resi identified
| The facility failed to have a complete record and agdlt of 1“€'S]del’1[5 1d?n g
documentation for 2/18/14 as noted above. On with bruising and or swelling
2127114 at 10:10 AM, E18 (Licensed Practical
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:KCRL11 Facity ID DECO145
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; Nurse) confirmed the findings

|
(h

(X4) 10 SUMMARY STAT
! "TATEMENT OF DEFICI ]
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|‘. DEFICIENCY;

F 514 | Conti

ontinued From

| page 39 F 514 1o evaluate the progress note

has complete documentation
in the clinical record.

The Staff Development
Coordinator and or designee will
iIn-service nursing staff on
completing documentation of
progress notes in the clinical
record.

The Administrative Director of
Nursing Services and or designee
will do a weeklv random audit of
patients identified with bruising
and or swelling to evaluate the
progress note has complete
documentation in the clinical
record.

H)any

This will be done unti]
100% compliance 18
reached for 3 consecutive
evaluations.

Then monitor weekly
we reach 100%
success over 3
consecutive evaluations.

until

‘ORM CMS-2567(02-99) Previous Versions Obsalete

Event ID-KCRL11
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DHSS - DLTCRP

Residents Protection (DLTCRP)

DELAWARE HEALTH 3 Mill Road, Suite 308

AND S80CIAL SERVICES Wilmington, Delaware 18808

(DHSS) (302) 577-6681

Division of Long Term Cre STATE SURVEY REPORT Page 1 of 2

NAME OF FACILITY: Manor Care Pike Creek DATE SURVEY COMPLETED: March 8, 2014
SECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR CORRECTION
Specific Deficlencies OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED
Revised report following 1DR. T
Text changes made to F309 on the federal Finally the facility will
repart, monitor one more time a
month later if 100%
. compliant then will no
An unannounced complaint survey was | monitor
conducted at this facility from February 20 onget '
through March 5, 2014. The deficiencies .
contas‘f]ned in thig report are based on Quality Assessmentand q
observations, interviews, review of Assurance Comumuttee intiatec 2
residents' clinical records and review of Quality Milestones Action Plan,
other facility documentation as indicated. '
The facility census the first day of the Results of the audits will be
survey was 158. The survey sample was submitted to the Quality
six which included (5) five active residents Assurance committee for review
and (1) one closed record. and action as appropriate. The
3201 skilled and Intermediate Care Nursing | Uity Assessment and. ypa)y
Facilities Assurance Committee will
determine the need for further
3201.1.0 Scope audits and/or action plans
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, Subpatt B,
requirements for Long Term Care
Facilities, and any amendments or
modifications thereto, are hereby
adopted as the regulatory recuirements
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 lg not mst as
evidenced by:

» R4 clinical record and
documentation have been
completed. There is written
documentation of the medication
changes and the residents
behavior related to Clonazepan.
The documentation of
representative notified is in the
clinical record and verbal order
was printed and signed by

physician.

Provider's Signature

/ AN
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DHSS - DLTCRP
DELAWARE HEALTH 3 Mili Road, Suite 308
AND SOCIAL SERVICES Wilmington, Delaware 19806
(DHSS) (302) 577-5661
oivision of Long Term Care STATE SURVEY REPORT

Residents Protection (DLTCRP)

NAME OF FACILITY: Manor Care Pike Creek

Page 2 of 2

DATE SURVEY COMPLETED: March 5. 2014

SECTION

STATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR'’S PLAN FOR COR
RECTION
OF DEFICIENCIES WITH ANTICIPATED ‘

DATES TO BE CORRECTED

Cross refer to the CMS 2567-L survey
completed 3/5/14, F157, F225, F280.
F309, F312, F329, F425 and F514

The Administrative Director of
Nursing Services and or designee
will do weeklyv random audits of
the clinical record of patient on
Clonazepam to evaluate the
clinical record has complete
documentation why medication
changes and the residents
behavior that initiated the
increase.
Phvsician verbal order is signed.
Representative notification
documented in the clinical
record.

The Staff Development
Coordinator or designee will in-
service the nursing staff on:

o Verbal order needs to be
signed by the physician
when Clonazepam is
discontinued

e Documenting in the
nurses progress notes
when changes in resident
Clonazepam and
document the behaviors
that initiated the changes
in the Clonazepam.

—_— ]

e

SIEAE




* Documenting notified
residents representative of
behavior and Clonazepam
changes, ‘

The Administrative Director of
Nursing Services and or designee
will do weekly audits on the
clinical record of patient on
Clonazepam 1o evaluate

the clinical record has complete
documentation why medication
changes and the residents
behavior that initiated

Verbal order is signed by doctor
when Clonazepam is d/c,
Documented notified the
representative of Clonazepam
change

This will be done until
100% compliance is
reached for 3 consecutive
evaluations.

Then monitor weekly

until we reach 100% H,M}
success over 3

consecutive evaluations.

Finally the tacility will
MOoNItor one more time a
month later if 1009
compliant then wil no
longer monitor.

Quality Assessment and
Assurance Committee initiated a
Quality Milestones Action Plan.

Results of the audits will be
submitted to the Qualityv .
Assurance committee for review
and action as appropriate. The
Quality Assessment and
Assurance Committee will
determine the need for further
audits and/or action plans



Cross Refer 1o the CMS 2567-L survey
completed 3/5/14 F157,7225,7280, F30

£312, F329, F425 and F514
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