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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION {Xs)
PREEIX (EACH DEFICIENCY MUST BE PRECESED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAQ GCROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 900
An unannounced complain: survey was
conducted at thig facllity froim March 24, 2015 and
ended on Aptit 15, 2015, The deficiancies .
contained In this report are 2ased on The statements made on this plan
observations, interviews, review of residents' of correction are not an
gllnical records and review of other facility admission to and do not
ocumentation as well ag hospital documents as R . ;
indicated. The facility census the frat day of the constitute an agreement with the
gurvey was 167, The survey sampls Included (8) alleged deficiencies herein.
eigpt sampled residents and (€) suby sampled
residents. To remain in compliance with all
federal and state regulations, the
Abbreviations used In this 2587 are ag follows: facility has taken or will take the
DON - Director of Nursing; o forth in the followi
DCD - Director of Care Delivery; actions set forth In the ZoXloWing
RN - Registered Nurse; plan of cotrection. The
hl;N Ny Licensed Practical Nurse: following plan of correction
- Nurse Practitioner; " Higer?
! CNA - Certified Nurse's Aide; cons tlt!ltes the facxifty s
| NHA- Nursing Home Administrator; allegation of compliance 5“91}
MAR - Medicatioh Administration Record; that all alleged deficiencies cited
TAR-Treatment Administration Rectird, o i1l be red
oMAR - electronic Medication Admitstration have been or will be corrected by
Record; the date or dates indicated.
ADL-acfivitles of daily living, i.e., bathing,
dressing, personal hygiens, toilat uge,
Hypernatremia - water intake baeing kess than
water loss;
mg » milligram (unit of mass)
ml - milliliter (unit of volume);
L-liter - volume of a liquid;
¢ - cubic centimeter (unit of volums:;
¢rn - centimeter (unit of length);
hr-hour;
IV-Intravenous infusion-into the vein,
D5W-Dexirose [sugarl%Water;
PIJER RHPRE ENTATIVE'S SIGNATURE TILE

[f/l/)zf £

SIS

denoles & defiiency which the insiituticn may be excusad from conecting praviding it is deterdiined tat
patlent:, (See Instructions.) Excepl for nurslng homes, the findings stated above are disclosable 90 days

followlns the date of survey whether or not a plan of comaction is provided, For nussing homes, (he gbove findings and plans of aoerection are disclosable 14

days fo

program participation,
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F 000 ; Continued From page 1
D5NS-Dextrase 5% in Norme! Saline [salt water];

MDS - Minimum Data Set (standardized
assessment form used in nursing hernes).
F 157 | 483.10(b)(11) NOTIFY OF CHANGE'3
85=D | (INJURY/DECLINE/ROOM, ETC)

Afacility must immadiately inform the resident;
consult with the resident's physiciar; and If
known, notify the rasldent's legal razesentative
or &n Interested farmily member whe: there i an
accident involving the resident vrhicr results in

physical, mental, or paychosocial stzius (le., a

deterloration in health, mental, or psychosocial

' status in either life threatening condilions or

: clinical complications); a need to alter treatment
significantly (i.e., a need to digcontinue an

: existing form of treatment due by acversa

| consequences, of to commence a niw form of

treatment); or a deciglon fo trangfer r discharge

the resident from the facility s specified In

§4838.12(a).

The facility must also promptly 1iotify the resident
and, If known, the resident's legal reprasentative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or & change In
resident rights under Federal or Sta'e iaw or
regulations as specified in paragraph (b)(1) of
this gection,

The facility must record and paiiodically update
the address and phone number of Hie resident’s

| D5%NSS-Dextrose 5% in Normal Sziline Solution;

injury and has the potential for raquiring physician
intervention; & significant change in the resident’s |

legai representative or interested family member. |

b

£ 000! K57 Notify of Changes
{ImiuryiDecli.nthmm, ete).
| Tt is the practice of ihe facility to
" immediately inform the resident
F 157! consult with the resident’s :
physician; and if knowgpotify the |
resident’s legal representative or
am interested family member
when there is an accident
ixvolving 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 stetus (ie
deterioration in health, mental, or

psychosocial status in either life
fhreatening conditions of clinical
complications); a need to alter
teeatment significantly (i.e. need
1o discontinie an existing form
of treatment due to adverse
sonsequences, ox 1o cOMmence a
aew form of treafment); or &
decision to transfer or discharge
the resident from the facility as
specified in 483.12 (a).

|
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(X3) DATE SURVEY

|

l
1

 to ensure that these residents' knovim interested

Cross-refer to F309 example 1

This REQUIREMENT is not met as avidenced
by:

Based on clinical racord review, interview, and
review of other facility dosumentatiuy as
indicated, it was determined that for twio (RS and
R6) out.of 8 sampled residents, the facility failed

family members wene immediasely rotified when
there was a significant change in the resident's
physical status, a need to alter or commence a
new form of treatment and an incldent Invoiving a
nursing error in implementing the pt ysician's |
order. The facility failed to notify R5's interested
famlly member of a change In her physical status
on 127115 and of & new order for a1 x-ray on
1/28/15. R5's family was notified approximately
34 hours after an x-ray result ravealed that RS
had an acute fracture of the 5th toe on her Jeft
fool. The facility falied to insure ihat 16's
interested family member, was notifizd when
there was a need to commenaoe a new formn of
freatment due fo poor oral intake anc!
hypematremia and after an error was discoverad
in the administering of the new eatreant that
required physician intervention., Findirgs include:

1. RE was admitted to the faciiity on 12/1/14.
Review of R5's clinical recond revesled a nurse's
Note, dated 1/27/16 at 11:28 AM, which stated,
"late entry: noted resident's left frot t: be swollen
to approx. (approxirnate) mid skin, No /o
(complaint of) of pain when foot was tauched, no
bruising to foot, slightly red, skin cool. All of the
above info (information) faxed to md (medical
doctor). Attempted io elevate fou! but rasident
refused”. The clinical record lzckad eidence that
R&'s family was notified of the change in physical j

l

STATEMENT QF OEFICIENGIES (X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIFLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING COMPLETED
c
08033 B. WING 04/15/2015
NAME OF PROVIDER ©R SUPPLIER STRIEET ADDRESS, CITY, $TATE, 2IP GODE
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AN RE LTH VICES - PIKIZ CRE .
WANORCARE HEALTH SERVICES - PIKIz CREEK WILMINGTON, DE 19808
(X4 ID SUMMARY STATEMENT OF DIEFICIENCIES i o | PROVIDER'S PLAN OF CORREGTION (8
PREFIX (EACH DEPICIENCY MUST BE PRECEDED BY FULL ! PREFIX, {EACH CORFIEQTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INI'DRMATION) | TAG CROSE-REFEFENCED TO THE APPROPRIATE DATE
l DEFICIENGY)
F 167 | Continued From page 2 F 187

Resident R 6 no longer resides in
the facility. Resident R5’s family
was notified of her change in
physical status on Januaty 23,
2015.

Tohs

The Administrative Director of
Nursing Services and or
Designee will audit resident’s
charts when it has been identified
of change physical status, change
in condition, adverse
consequences to evaluate the
family and physician were
notified timely of the change,
Ataek mont
The Staff Development
Coordinator and or Designee will
in-service staff that when a
resident has a change in physical
status, change in condition,
adverse consequence’s the family
and physician must be notified
timely. For exampls:
X-r&y results
medication error
bruises
fracture toe
room change I
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status.

Anurse's note, dated 1/28/15 at 1047 AM,
stated, "pt (patient) with paln 2nd s walling to lef
(siclleft) foot, ... PA (physician assistant) in
ordered x-ray ... x-ray to be done laday”, The
clinical record again lacked evidencs that RE's
family was nofified of the new orde: for an X-ray.

A nurse's note dated 1/28/15 at 9;14 PM, stated,
"X-ray results (sic) shows acuts frarture {braak)
invalving 5th (toa).,.Family notified"

, Review of R6's clinical record ravesled that the
- family was notified approximately 2 hours after
 there was a change in physical status for R5.

tInan interview on 3/26/15 at 2:50 P, 24 (LPN)

| stated that she did not notify Fifi's family on
1127115, The facility failed to notify 1:8's family of
a change in a physical status on 1/21/45 and of &
| new order for an x-ray on 1/28/5.

2.0n 10/1714, a new form of treatraent was
ordered by E17 (NP/Nurse Practitiorar) for R6

of hypernatremia, The new treatment wagé
ordered on 10/1/14 as L.V. DEVW at 51 mly
(par)hour x (times) 2 liters.

E7 (LPN) stated in her nurse's note c'ated
101172014 at 14:45 (2:45 PM), "Ft, (patient) seen
by (E17) this shift with new orders for 1.V. DSNS
at80ce/hrx2L.,."

Anurse's note dated 10/2/14 stated, "On 10/2/14
at approx. (approximately) 7:30 am the patient
and nurse practitioner were notified thiat D5NS

due 10 a decling In poor oral inteke and gymptoms

i
|
i
'

i
1
i
|
|
|
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(X3) ID SUMMARY STATEMENT OF DEFICIENCIES | I3 PROVIDER'S FLAN OF CORREGTION %)
PREFIX (EACH DEFICIENCY MUST BE PRECELED 8Y FULL | PREEIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFCRMATION) . Y CROBS-REFERENCED TO THE APPROPRIATE DAY
} IEFICIENCY)
F 157 | Continued From page 3 F 157‘
i

The Administrative Director of
Nursing Services and or
Designee will perform daily
audits of resident’s charts to
evaluate that when

i
Resident has a change in physical
status, change in condition,
adverse consequence’s the family
and physician must be notified
timely.

This will be done until
100 % compliance of three
consecutive evaluations.

¢

e

Then, will monitor weskly until
100% compliance over three
consecutive evaluations

Finally will monitor orie more
time a month later. If 100%
compliance then will no longer

momnitor, p {/{’,@ A m M%

FORM CMS-2687(02-28) Pravicus Versicns Obaolsls

Everil ID: 855M11

Fachily ID: DEO(1145

If continuation sheet Page 4 of 29



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

PRINTED: 04/24/2015
- FORM APPROVED
OMB NO. 0938-0391

services in the facility with reasonabie

i accommodations of individual needs and -
: preferences, except when the health ux safety of

’ i

1

i

|

|

A resident has the right to reside and receive |
|

!

' residents would be endangered.

Resident S85 call bell was placed
within reach.
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F 157 | Continued From page 4 F 157‘ :
was infusing instead of DSW. Patient slert and | Quality Assurance Committee
oriented x3 (place, time and pseson) ..., patient initiated a Perfonnance
gald "okay" when he was informed..." A nursing _ ; t Plan (PTP)
error acourred in implementing the physician's Improvernen AL ) | é
order and administering this treatmert, Results of the zudits will be _
subvnitted to the QAA comumitiee
The facilly initiated an incident repori, dated subst ond aééon ae
10/2/14 and Indicated that the resident was for review - /S
notified, however, there was no docunented appropriate. The QAA. cormittee
evidence that the known interest=d tf;:mny will determine the need for
member was also nofified, in case, the resident T son plans.
may not be able to notify them perscially. There further audits and/or action p
was ho documentation to support that R6 was
given instruction for him to notify the interested ]
family member himself. L 946 REASONABLE
ACCOMMODATIONOF
' On 10/14/14 at approximately 12:42 °M, during NERDS/PREFERENCES
L an interview by the State Agercy's Invastigator
- with E19 (LPN), she failed to corfirm that the L ) he facilit C
. interested family member was rotifie: and or 1t is the practice of the Tacility Y
| knew about the incident. to provide reasonable ; é
The facility failed to ensure that the irterested accommodations of S |
family member was also immediztely notifled of needs/preferences. A resident s
R6's new form of IV treatment and the Incldent of has the right to reside and receive
an errof in administering the treatment, services in the facility with
In @ telephone interview with E11 (RN, DCD) on reasonable accomrnodations of
4/15/15 at approximately 1:15 PM, he: individual needs and preferences,
acknowledged this finding. s | afl
> when the health o saiety
F 246 | 483,15(c)(1) REASONABLE ACCOMVODATION | F 246 XCP* Thvidual or other
ss=D | OF NEEDS/PREFERENCES of the individual or

FORM CMS-2567(02-69) Previgus Versitns Obsolete
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!
F 246 tContinue: Fror page 5 y F 246 The Administrative Director of
gnw:s;\gr eudal or other residents woulcl be Nursirg Se vices and or Q
1 Designee will audit the resident’s é
] rooms 1o evaluate the call bells |
| are within reach. 1
1 This REQUIREMENT Is not met as evidenced - [ SI
M aH el met
! Based on observation and interview, it was i
| determined that the facility failed to accommodate .
one (855) out of & sub sampled resicents with | The Staff Development
regard to the call bell being withir: reazh. Fmdxngs | Coordinator and or Designee will
include; in-service staff that the resident’s
On 3/31/15 at 9:12 AM, 855 wag obsarved out of call bell should always be within
| bed, sitting in her wheelchair next to the right side reach.
. and near the foot of her bed. As the nJurse was
attending to her roommate, S8 asked to have . . ;
someone get her up and dreseed. 885 looked at The Administrative Director of
the surveyor and asked, "Do you see : call bell?" Nursing Services and or C
The surveyor observed the call ball clipped to the et o : : i
privacy curtain on the other side of the bed, out of Designee will perform daily /
the resident's reach. audits of residents ‘rooms to z
: 5 t 3/51/15 | evaluate that residents’ call bell
uring an interview on at approximately t writ e i 0
9:15 AM, E15 (CNA) confirmed the findings and is within mad}’,“nm 100% e
stated that she had clipped the call bell to the compliance of three consecutive
?urtain while making up the resident's bed and evaluations.
argot fo replace it. She confirmed tha! 356 was ; itor ;
capable of using the call bell.but that i: was not ,T'h?,n-’ will monitor weekly wtil
within her reach. 100% compliance over.three
i consecutive evaluations
| Findings were reviewed during the exit meeting
with E1 (NHA) and E2 (DON)g 3/31/15 at
h n. f N . .
F 278 | 483.20(0) - (j) ASSESSMENT F278| one more time a month later. If
s5=D | ACCURACY/COORDINATION/CERTIFIED 100% compliance will no longer
L afla monitor.
:‘ The assessment must accurately reflect the MC A m M-f'

FORM CM&-2567(02-08) Pravious Versions Obsolete Evant [D: 865M11
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F 278 | Continued From page 6 F 2781' Quality Assurance Committse ;
|

resident's status.

Aregistered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

Aregistered nurse must sign and certify that the
assessment is completed.

Each individual who completes z poriion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

willfully and knowingly certifles a material and
false statement in a resident 2sgassmient is
subject to a civil money penalty of no: more than
$1,000 for each assessment; or an individual who
wilifuily and knowingly causes arother individual
to certify a material and false stalementina
resident agsessment is subject to & ¢vil monsy
penalty of not more than $5,000 for each

i agsessment.

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on racord raview, the faciity failed to
ensure that for one (R8) out of eight sampled
resident's MDS assessment, accurately reflected
the resident's status as related to Section | Active
Diagnasis. Findings include;

According to R8's Significant Change i: Condition
MDS assessment, dated 01/24/15, this resident's

BIMS (Brief interview for Mental Status) score for

Under Medicare and Medicaid, an inclividual who

initiated a Performance |
Iraprovement Plan (PIP).
Results of the andits will be
subguitted to the QAA commitiee
for review and action as .
appropriate. The QAA committee
will determine the need for
fiurther audits and/or action plans

¥278 ASSESSMENT
ACCURACY/COORDINA
TIOW/CERTIFIED

It is the practice of the
focility that the ascessmsnt
must accurately reflect
resident’s status. Registered
Nurse must conduct or
coordinate each assessment
with the appropriate
participation of health
profzssionals,

A Registered Nurse must sign
and sentify the assessment is
completed, each indjvidual
who completes a portion of
the assessment must sign and
certify the accuracy of that
portion of the assessment,

R&, no longer resides in the
fasititv. R8's MIDS !
assessment has been coded
aceurately to reflact the I
resident’s status.

FORM CMS-2667(02-89) Previous Verslona Cbanlate
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The services provided or arranged by the faciiity
must meet professional standards of quality,

This REQUIREMENT s not met a5 evidenced
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(X4) ID SUMMARY STAYEMENT OF DEFICIENGIES Wl PROVIDER'S PLAN OF GORRECTION X6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD SE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFRMATION) TAG | CROE5-REFERENGED TO THE APEROPRIATE PaATE
DERCIENCY)
f
F 278 | Continued From page 7 F 278 ?;ﬁ?rﬂfoﬂmfne .
thinking and memory was "00" out ¢ "15" will complete audits of?;\%g
indicating severe impairment, R8 was totally ‘ coding to evaluate that th : @
dependent on staff for ADLs. ¢ i ]
: MDS acourately reflects the @
' 'd Ta o .
Anurse's note, dated 12/17/14 stated, "Resident ;f‘ Re:‘;;:tﬁb S @Hﬁdﬂwﬁ
was having difficulty bearing wsight on his left leg . - ° ga: 1 toservios -
this morning ... Received order to X-ray left hip, | Vel e dine MDS 157
knee and ankle ... X-ray called Into (ame of A “g mgh -
X-ray provider) ... Received rasults frem ail acourately fo reflect e
X-rays which showed Osteoarthritis /a resident’s status include any
progressive disorder of the joints). No fracture significant changes.
(broken bones) ... Received nevs order for Coordinator and. or
Naproxen (anti-inflammatory drug) 250 mg PO gziMEeS wi?{o:lolweekly audits
(per mouth) BID (twice a day) x (tmes) 3 days of the MDSs to morstor the MDS
zngﬂi’ : c,fg: ysical Therapy) evaluation for gait | accurately reflects the resident§
Y e : stems until 100% compliance is
The facility developed a care otan, datad 2/18/14 ,  reuched aver thres consecutive 6
and entitied, "Pain-left hip and knes, right ankle ; evaluations. 4
{hx (history) of fracture) evidenced by non-varbal . 2 Coardingtor and
i expression of pain related to osteoariritis". Then the MDS Coardina BOf_
j or Designee will monitor 5= /s""
S e :
The Significant Change in Condition MDS weekly until 100% corﬁéﬁ?ﬁ: )
assessment, dated 01/24/15, falled to identify the reached over three ot
diagnosis of Osteoarthritis under the section of evajuations.
"Musculoskeletal”. Finally the MDS Coordinator
o . , ) will monitor one motre time &
| Findings were reviewed during the ex!: meeting morth later. 1If 100% compliance
- with E1 (NHA) and E2 (DON) or 3/31/15 at t3en will no longer monitor,
approximately 4:35 PM. Pl ;ZM‘Cﬁ nde f'
F 281 483.20(k)(3)(1) SERVICES PROVIDED MEET F281)  Ouality Assurance Committee

ipitiated a Performance
Improvement Plan {PIP).

Results of the sudits wili be
submitted to the QA4 commitiee
for review and action as
appropriate. The QAA comrmittee
will determine the need for

further audits and/or action plans

Faclity . tesou ey - -
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: 50 mithr x (tmes) 2 L. E7 (LPN) neceived the

Based on record review, intarviev and
observation, it was determined that the: facility
failed to ensure that services provided or
arranged by the facility met professiorna!
standards of quality for one (1) (R5) cuit of eight
sampled residente and for one (1) (851) out of 6
sub sampled residents. The facility faiied to
ensure that the IV fiuld that was hung tor one |
(R6) resident was the same as the wiitien {
physician arder. For $81, who was obzerved {
during the medication observation pass, the f
facility failed to ensura that all of rer medication |
was administered by a licensed rurse. Findings |
include:

Cross-refer to F300 example 2.

The 8 rights of medication adminlatraton
acoording to Lippincott Nursing Canter com dated
5272011 included: *... Right medication, ... Right
| docurnentation ... 2. Right medication Included:

i Check the medication label; Check the order ... 6.
i Right documentation Inciuded: Diccurrant
administration after giving the orderad
medication; Chart the time, route, and 2ny other
specific information es necessary as for example
the site, vital signs ...".

On 10/1/2014 at 12:55 PM E17 (NP) virote In
R6's progress note "...Diagnosts: Hyperaatremia,
poor PO (by mouth) intake, Plan: Wil give D6W
at 50 mir (milliliters per hour),..."

: Review of RE's record revealed a physician's
 order dated 10/1/14 that was written as, "D5W at

order as indicated by her signature on the
Physician's Order Form. E17 (NP) sigined the

order.

[s] SUMMARY STATEMENT OF DEFICIENCILS 1D AROVIDER'S FLAN OF CORREGTION ' X5)
éﬁggm l (EAGH DEFICIENCY MUST BE PRECZDED 2% FULL PREFIX (EATH CORRECTIVE ACTION BHOULD BE 1 COMSLF-T'ON
e | REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSG-REFERENCED TO THE APPFROPRIATE ! ATE
DEFICIENEY) 1
F281 SERVICES PROVIDED
F 281 | Continued From page 8 F281] MEET PROFESSIONAL

STANDARDS

1t is the practice of the facility
that services provided meet
professional standards of quality.

R6 ar:d SS1no longer resides in
the facility

The Administrative Director of
Nursing and or Designee will do
daily observation audits:

o of 21l resident's with [V
fluids/medications t0
confirm that the:
physician’s written order
ma:ches the [V
fluid/medication that is

haging At o

o Medications are securely
stored in a locked cabinet, ‘:
cart, or locked medication

| room accessible only to

} licensed nursing staff and

b inaintained under &
idsked systerm when not
actively utilized and no
medications are lefi at
becside unless the
resident has physician’s
ordey to self-adwministayr.

e Medication pass
observation to audit the 6
Rights of Medication
adrainistration are being
followed

&5

FORM CMS-2567(02-09) Previous Versions Obsalete

2vant ID: 855M11
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. The S$tafT Coordinator ;
F 281 | Continued From page 9 F281] and or Designee will in- é -
) . service on:
The order was transcribed onto 1k6's (Jctober { » The 6 rights of é
2014 MAR as "LV. D5W at 50cc/hr ...-started medication administrati
10/4/14 at 1400 (2:00 PM) every shift or poor including (v o ls
- intake and hyponatremia (sic) ..." : finids/medications
| Review of R8s clinical racord revaaled the » “wsinadicationsiars
following sequence of events: secorely stored 11 4
Anurse's note dated 10/2/2014, E11 (RN/DCD) lecked cabinet, cart, or
wrote "On 10/2/14 at approx. (approximately) locked medication room
' accessible only to

7:30 am the patient and nurse practitioner (E17)
were notified that DSNS was infusing instead of
DSW"...The nurse practitioner (E17) crdered
bload work and also "to continue with 135W at
S0cc/hr.”

An incident report dated 10/2/14 at 7 AM, staled,
| "D5W ordered. DSNSS running at the time. Two

hundred fifty (250) c¢ remaining fram tha 1000 co
bag.lt

The facility's Investigation Report idates 10/10/14
stated, "Patient was ordered DEW and DENSS
was running. On 10/2/14 during wound rounds,

i DCD (E11) noted that IV fluids infusing was

{ DBNSS. IV fluids stopped as DCD recilled sesing
! an order that read DEW.,.nurse weis eclucated on
i different IV fluids available”.

| On 3/26/15 at approximately 1:30 PM, £11
(RN/DCD) confirmed to the surveyor that the bag

ingtead of the 5% DW as ordered. R6 was
infused 750 cc¢ of the DENSS bafore thi error
was discovered.

Review of R6's record and the faciity's
Investigation report also revesled the following:

of DSNSS solution was the IV bag found running |

ltensed nursing staff and

maintained under a

locked system when not
actively wtilized and that
medications will not be
left at bedside unless the
resicent has a physician’s
order 1o self-administer

The Administrative
Director of Nursing

_Services and or Designee

“will monitor weekly it 3
the following until we

- consistently reach 100%
compliat:ce over three

| consesutive evaluations:

»  of all resident’s with IV

flwids/medications to
confirm that the

physician’s written order

watenes the [V

fuid/medication that is

hanging

FORM CM2-2567(02-99) Frevioua Versiong Obsolete

Event 1D 856M 11

Faclity |0 D045

'f continuation shaet Page 10 of 20
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. Findings were reviewed during the exit meeting

During the approximate 17 hour (2:00 PM-7-30
AM) period that the bag of DSNS was infusing,
according to the 10/14 MAR fiow sheit, on ]
10/1/2014 at 2:45 PM, E8 (LPN) sign:d off with a |
check mark that R6 was recelving IV fuids. She |
stated on her investigation statement dated |

10/15/14 that the first IV bag wae hanging, :
however, she "could not remember" it she verified |
that the IV fluid hanging was the saru: 2s the
written physician order on the MAR.

According to the 10/14 MAR flow shesxt, on
10/1/14 at 10:45 PM, E9 (RN) signed off with a
checked mark that R6 was racelving IV fiuids. E9
stated on her investigation stalement Jatad {
10/16/14 that she looked at It (1V) and she ‘
"thought it was the right one". E9 failen to verify
that the IV fluid hanging was the same a8 the
writlen physician's onder on the MAR sind i
therefore, failed to Identify that the infuising
solution was incorrect,

According fo the same 10/14 MAR flow shest, on
10/2114 at 6:45 AM, E10 (RN) signed off with a
check mark that R6 was recelving IV fluids, E10
failed to identify that the 1V solution wz ¢ incorrect.

The facility failed to ensure that services
provided met R6's neads in aceordance with the
physician's order. E7 failed to check tre IV bag
labe! with the written physician's order hefore

hanging the IV bag. E8, E9, and E10 iailed to
verify the hanging IV solution with the ritten
physician's order and/or the MAR duririg their
nursing monitoring rounds fo check the status of
this infusing IV and therefore, failed to identify
that the IV solution was incarrect,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
085033 B, WING 04/15/2015
NAME OF PROVIDER OR SUPPLIER 5TREEY ADDRESS, GITY, STATE, ZIP GODE
6661 LIMESTONE ROAD
MANORCARE HEALTH SERVICES - PIKE CREEK WILMINGTON, DE 19808
X4 1D SUMMARY STATEMENT OF DERICIENIES ) IPROVIDER'S PLAN OF CORRECTION ' )
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED $Y FULL PREFIX {EACH CORRECTIVE ACTION SROULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOIRMATION) TAG (RONS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
F 281 | Continued From page 10 Fa81) » Maclications are securely

stored in 2 locked cabiret,
cart, ot Jocked wedication
roenn accessible only o
licensed nursing staff and

i maintained under a

| locked system when ot

i acvively utilized and no
medications are left at
bedsida unless the

residlerr: has physician’s
order to self-administer.

«  Medication pass
observation to audit the 6
Rights of Medication
administration ave being
followed

Then will monitor
monthly x2 until we
consistently reach 100%
cempliance over 3
conserive evaluations

Finelly will monitor one
more tine a month later.

Quality Assurance Committee
initiated a Performance

| Improvaraent Plan (PIP),

. Results of the audits will be

l’ submiitted to the QAA committes
for review and action as

! approprizte, The QAA. committes
will determine the need for -
further audits and/or action plans

FORM CMS-2667(02-88) Pravious Verslons Obsolete {2vant ID; 855M14

If 100% compliance then
vl o longer mositor. oLy cﬂm‘(z

{

/5

5
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F 281! Continued From page 11 I F284

with E1 (NHA) and E2 (DON) on 3/31/15 at
approximately 4:35 PM. ‘

2. Review of the facility's policy, datec 12/2014
and entitled, "Medication and Treatmant
Administration Guidelines" stated, "... Madication
Storage and Security; Medications ... are securely
stored in & locked cabinet, ¢art or mendication
room, accessible only to liceneed nursing staff
and maintained under a lock system vihen not
actively utilized and attended 10 by nursing staff
far madication administration...".

Review of the facility's policy, dated 1/1/8 and
" entitled, "Self Administering Medications" stated, |
"... Nursing Center should ensure that orders for
self-administration list the specific meuiication(s)

the resident may self-administer...", ‘

During & medication pass observation on 5/30/15
at 3:50 PM, E12 (RN) was unable to find 881's
nasal spray in the medication cart. $51 was
ordered, "Deep Sea (normal saling/sait water
solution) Nagal spray - administer 1 spray each
nostril every 2 hours while awake". Upon going to |
881's room, the nasal spray was nbae(ved on the |
besida table. E12 offered to administer the nasal
spray, but 581 refused, stating thiat sha had
already administered it to herself, E12 confirmed
that 81 did not have an order to self-aaminister
medications and should not have any of her
medicatlons stored at the bedside.

During an interview on 3/31/15 at 10:55 AM, E13 |
(RN/DCD) confirmed the findings, stating that she
- was investigating the matter. E13 confirmed that

! 81 did not have a doctor's order Yo seif

| administer any medications. ,'

FORM CMS-2667(02:29) Previous Versions Qbsolete livent 1D: BSSM11 Fzcillity |0z DEOO145 i continuatlon sheat Page 12 of 29
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Each resident must receive and the fugility must
provide the necessary care and services to attain
or maintain the highest practicabie physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assassment
and plan of care.

This REQUIREMENT is not met as evidenced

thy:

' Based on clinical record review, interviews and
i review of other documentation including
photographs, it was determined that for three (RS, |
R6 and R7) out of 8 sampled anc for ane (552)
out of & sub sampled residents, the fzcility failed

to provide the necessary care and seivices 10 i
maintain the highest practicable physical !
well-being in accordance with the plan of care. |
The facllity faiied to identify bruises on R5's _r
bilateral upper arms during multiple osportunities
prior to R8's transfer to the ER (zmerency room)
and upon her return to the facility app/oximately §
hours later, An incorrect IV bag of DSNES was
infused into R6 for 17 hours (2:00 PM-7:30 AM)
instead of the physician's ordered DE'V. While it
was infusing, the efror was not identifed on
multiple occasions on three different sihifis during
which required individual monitoring rutinds of
R6's infusing 1.V. bag solution ogowrred, RE was
infused a total of 750 cc of the wrong solution
before it was finally discovered by E11 (7-3 FM
RN/DCD) the following morning. “or $S2, who
was observed during the medication observation
pass, the facilily falled to ensure the corect dose
of Vitamin D3 was prepared for administration as

per the doctor's orders. Additionzlly, the facility

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 3Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, DEFICIENCY)
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 :fm PROVIDLE
gs=£ | HIGHEST WELL BEING ‘ “ARE/SERVCIES FOR
HIGHEST WELL BEING

FORM CMS-2567{02-99) Pravious Varsions Obsoletle

Event ID:BGEMT1

Fa

It is the practice of the facility that
each resident must receive and the
facility must provide the necessary
cace and services to attain or
miarmain the highest practicable
[physica), mental, and psychosocial
well-being in accordanice with the
comprehensive assessraent and plan
of care, v

[. R3’s familv was notified of
change in her physical status
March 27, 2015,

The Administrative Director of
Nursing Services and or
Designee performed an initial
building wide skin sweep of all
residents to jdentify bruising or
other alterations in skin integrity
(this was comipleted ot Mzrch
28, 2015), if any new alterations
were identified, an incident
report was completed and the
phssician and family were
natified.

The Administrative Director of
Nursing Services and or
Designee will perform building
wide skin sweeps of 211 residents
to identify bruising or other
alterations in skin integrity, if any
new alterations are identified, an
incident report will be completed
and the physician and family will J'sheet Page 13 of 20
be notified. These sweeps will




PRINTED: 04/24/2015

DEPARTMENT OF HEALTH AND HUNAN SERVICES. FORM APPROVED
* _QENTERS FOR MEDICARE & MEDICAID SERVICES OMB _NO. 0938-0301
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLISR/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
Cc
085033 B. WING 04716120156
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
CARE HEALTH SERVICES - PIKE CREEK B56i1 LINESTONE ROAD
MAHORCAREHERLIH it WILMINGTON, DE 13808
O | BUMMARY STATEMENT OF DEFIQIEN LIES o PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECZDED BY FULL PREFIX {EACH CORRECTIVEE AGTION SHOULD BE GOMPLETION
126 REGULATORY OR LSC IDENTIFYING INFORMATION) TA8 | CROSS-REFERENCED YO THE AFPROPRIATE DATE
| DEFICIENCY)
| be conducted bi-weekly for four
F 309 ' Continued From page 13 | F309| weeks.
i also failed to follow the plan of care and to review
| all drug allergies listed for one reside 1t {(R7) prior The Administrative Director of
fo the administration of @ medicztion documented i Nursing Services and or
as an allergen. Findings Include: i Desigpee will andit initiai skin é
SWIEPE
1. The facility's "Skin Practice Guide", dated bi-weekly skin sweeps X2 é
1/2013, stated, " ... Skin Observations; Nursing
: ;asistants perform daily skin observalions with The administrative Director of 5—
i rouﬁne care ... Patients at riSk f(‘)l‘ Sk‘ I‘l Nlmng SEI’ViCES ;md or /
weekly by & licensed nurse ... Docunientation of bruises/skin alterations have an
the evaluation is located in the Treatnient incidert report completed and
Administration Record or progress nete..." . thst the physician and famil
. " were notified. _A{{c{ ﬂl&,(}é’—
RS was admitted to the facility on 12/1/14 for A
rehabilitation after a left hip fracturel(l;roken' 5 The Saff Development
! bane) and surgical repair. The physician's higtory | Coordinator and or Desig
i . g 1 gnee
' and physical, dated 12/3/14, revealed that R5 had : "y g
patdangl i vy provided one on one in-service to
significant dementia” (an oversl! term that the urses involved
describes a wide range of symptoms associated | - g
with a decline in memory or other thir king skills -
severe enough to reduce a persen's abilityto | g S Development , é
perform everyday activities). .Coordx.nator and or Designee will
in-service the nursing staff on: /(
R5's MDS assessment, dated 12/27/14, revealed - )
that R5's memory and thinking was inpaired and , o properly completing an
i required the assistance of one staff parson for ; incident repoit for
routine care, which included dressing, personal ! bruises/skin alterations
! hygiene and bathing. j o documenting bruises/skin
alterations in the clinical
On 12/1/14, R5 was care plannead for at risk for i record
falls with an intervention that included tc "report { o expectations of weekly
development of .., bruigses ... ", In addition, RS body audits (on shower
was care planned related to impzired mobiliity on days) by licensed nurse to .
12/2/14 with an intervention that inclusied to include identification of I
“report changes in skin integrity foun: during daily | bruises/skin alterations l
! care”, . f « notifying the physician ;
| Review of R5's clinical record, from 1/22/15 i ! ;nni::zﬁizl:;;;:: ;Z |

FORM CMS-2587(02-08) Pravious Verslons Obsolete Event ID: 856M11 Facll identified ‘on sheat Paga 14 of 28
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! including photographs, dated 1/29/18 &t 3:55 PM,

- and right upper arms. Specifically, RE's left upper

*through 1/20/15, revealed that R4 was showered |
; once and had one "body audit” (¢ssessment of

her skin) by a licenged nurse. In addit an, RS .
required assistance of one staif gers:n for routine |
cara, which included dressing and personal t
hygiene in the morning, evening and as heeded,
During this imeframe, R5's clinical record lacked
evidence of bruising on her bilateral upper arms.

1
Anurse's note, dated 1/20115 at 10:56 AM, |
stated, “... resident will not straighten rer left leg |
atall ... c/o (complaint of) of pain to the hip area, |
call put out to md (medical doctor)"”, I

|
Anurse's note, dated 1/28/15 at .21 “M, stated,
“ . send resident fo the er ... unable & straighten
left leg...".

The facillty's acute care transfer form, dated
1/29/15 and timed 1:23 PM, stated that this was
an unplanned transfer and noted RS t» have "...
severe pain ... resident wont (sic) berd leftleg ...
" RS left the facility by ambulance at +:39 PM.

Review of the emergency room's documentation
identified that RE had bruising on both her left

arm exhibited a brulse measuring 10 ¢m x (by) 5
cm with colors that inaluded purp'e, red, yellow
and green. RE's right upper arm exhibited a
brulse measuring § cm x 14 cm with ¢olors that
included purple, red and yellow.

According to @ nurae's note, dated 1/29/16 &t 7,30
PM, R5 retumed to the facility approxirnately 5
hours later.

Review of R5's clinical record upcm_hezr return to

qlo ! SUMMARY STATEMENT OF DEFICIENCHER | 1 PROVIDER'S PLAN OF CORREGTION {XE)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED :3Y FULL PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LEG IDENTIFYING INFORMATION) l TAG | t;Ros&REFEREgSE%Ec}: g’\l;l)E APPROPRIATE 0aTE
I = o
i | . .
i i The Administrative Director of
F 309 { Continued From page 14 | F309! Mursing Services and or

| Designee will conduct audits that
| runingis

o completing incident
TEpOrt wWas properly
brujses/skin altexations
are docwrpented in the
clinical record
weekly body audits on
shower days axe
completed accurately
the physician and family
are notified of new
bruising or skin
alterations

/
15

»

‘ This will be monitored
3 X a week until we
reach 100% compliance _:
over 3 consecutive i
¢

evaluations

Then will monitor weekly until
we cossistently reach 100%
compliance over ¥hree
consecutive evaluatjons.

e

Finally the Administrative
Director of Nursing Services and
ot Designee will monitor one
more time a month later, if 100%

¢ ckmat

Quality Assurance Corarnittes
initizted a Performance
Improvement Plan (PIP).
Results of the audits will be

FORM CMS.2567(02-98) Praviaus Versionz Obaotete

Evant [D: 855M11

submitted to the QAA ¢ommitree
for review and action as
appropriate. The QAA committes
will determine the need for
further audits and/or action plang
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I the facility from the ER on 1/29/15 laicked i
| evidenge of the identified bruises on her bilateral
upper arms. it Is unclear In the record how these
bruises were never identified prior tc transfer to
the emergency room and upon her return to the
facility as RS required the assistance of one staff |
person for routine care, including dressing,
personal hygiena and bathing. iy adiiition, R5
was ordered to have a “"body audit" rarformed by
a licensed nurse every Saturclay evening. The
clinical record lacked evidence that e "hody
audit’ performed by the licensed nuriz on 1/31/1%
identified the bruises.

In @n interview on 3/27/15 at 11:35 AlM, ES (CNA)
stated that she did not remember ar)/ bruising on
R5. EG stated that when she provided routing
hygiene care to R5, she would give a wash cloth
to RS to wash her face, but ES wouki provide
hygiene care from her neck dow to har feet, ES
also stated that when a resident wvas showered,
the assigned CNA would fill out & faciity form
entitled, "Skin Worksheet” and give it (o the
assigned nurse to sign off. According to the
facility's 1/2013 "Skin Practice Guide’, the Skin
Worksheet was "a communication toc! and ... not
maintained ag part of the clinical reco ",

In an interview on 3/27/15 at 2:10 PV, E1 (NHA),
E2 (DON) and E3 (Regional Nurse) wars shown
the photographs taken of R8's bruises bilateral

. Upper arms on 1/20/15 at the emargenoy room. It
- was at this time that the facility bacame aware of
R&'s brulses to her bilateral upper arms on
1/28/15. E2 and E3 stated that the fac lity does
not have a policy to assess the rasideni's skin

prior to and return from the emergency room if
the resident retums to the facility within 24 hours. |
|
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The Administrative Director of
} Nursing and ot Designee will do
daily observatior: audits:

of all resident’s with IV
fluids/medications to

. confirm that the
physician®s written ordey
matches the IV
fluid/medication that is
hanging

that medications are
secufely storgd in a
locked cabinet, cart. or
locked medication room
accessible ondy to
Heensed nuesing staff and
maintained under o
locked systar when not
actively utilized and no
medications are left at
bedside unless the
tesident has physician’s
order to self-administer.

Medication pass
observarion to audis the 6
Rights of Medijcation

The staff Cootdinator and
or Designee will in-
setrvice on:

FORM CM$-2567(02-85) Pravious Versions Ohaplate
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The 6 rights of
medication adminisiration
including Iv
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! in an interview an 3/27/15 at 400 PM, EB (LPN)
stated that a body audit involves removal of ali
the resident's clothing to check skin and she
would documenit any skin alteration, including
brulses. It is unclear why facilify documentation
and the skin body audit failed to identity the
bruises.

Findings were reviewed during the exit
conference with E1 and E2 on 1/31/15 at
approximately 4:30 PM. The facllity falled to
identify bruises on RE's bilateral uppar arms
during multiple opportunities prior to 2ind upon
 return from an emergency room visit an 1£28/16.

|
H

2. R6 was admitted to the facilily with diagnoses
which included Aspiration Pneurnoni: (inhalation
of food, drink, vomit or saliva inta your lungs if
something disturbs your normai Jag 1efiex such
as a brain injury or swallowing problern) and
Hypernatremia.

According to R6's 14 day admigsion MDS, dated
8/1114, R6 needed extensive assistance of 1-2
staff for all of his ADLS. His skills for daily
decision making were independent.

On 10/1/14, EA7 (NP) saw RE for cemplaints of
very poor appetite, feels weak, and wiight loss.
On 10/1/14, €17 gave an order for " DSW ... for
poor oral intake and Hypsmatremia®. E7 (LPN)
received the order as indicated by hey signature
on the Physician's Order Form, The urder was
transcribed onto the MAR as "LV, DEW ...-started

: 40/1/14 at 1400 (2:00 PM) every shif. for poor

secutely stored ina -
lecked cabinet, cart, or
locked medication room
aceessible only to
licensed nuesing staff and
maintained under 2
locked system when not
actively utilized and that
1t adications will not be
left at bedside unless the
resident has a physician’s
arder to self-administer

The Administrative
Director of Nursing
Services and or Desighee
will monitor weekly x 3
the following:

o of all resident™s with TV
fluids/medications to
condimm that the
physician’s written order
matches the TV
fuid/medication that 15
hanging

» {hat medications are
secutely stored in a
locked cabinet, cart, OF
locked medication room
accessible only to
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intake and hyponatremia (sic) ...". E7 followed
this occurrence with a nurse's no‘e deted 10/1/14 |
at 14:45 (2:45 PM) that stated, "Pt. (piatient) seen
by ...NP (E17) this shift with new orders for L.V.
"D5NS ...". Review of the physician's order sheet ]

revealed that thers was no new order for |.V.
D8NS, The most recent order receive i by E7 on
10/1/14 was written as DSW which hizt been
recorded on the MAR as started at 2:00 PM the
same day.

Additionally, the facility's care plan that was
initlated on 7/21/14 was revised on 1()/2/14 for
"Risk for alteration in hydration;... edemna
(swelling) and antibiotic treatment;... to include
"hyparnatremia, ...". The care plan goal included,
"Maintain adequate hydration (water)" * IV DEW

The interventions included: Administe: Medication |
per physician orders; Report changes related to
: signs of fiuid deficits; Report any new ongetor |
' changes in edema level and Report changes o ¢
any signs of fluid overload such as $CB

(shortness of breath) and obtain waiglits as ;
ordered/indicated and observe chang:s. :

According to the same 10/14 MAR flow sheet, E8
(LPN) on 10/1/2014 at 2:45 PM, E9 (RN} on ;
10/1/14 at 10:45 PM and E10 (RM) on 10/2/14 at |
6:45 AM, signed off with a check mark that RS

was receiving [V fluids. However, none of tham
I'had identified the IV bag's labei eind verified it

~with the physician's order on the MAR

E11 (RN/DCD) wrote a late entry note, dated
10/02/14 which stated, "On 10/2/14 at approx.
(approximataly) 7:30 AM the patient s1%d nurse
practitioner were notified that DSNS was infuging

l.' rocked systeyn when not
: actively utilized and no
medications are leR at
bedside unless the
resident has physician's
¢rder 1o self-zdminister,

= Medication pass
observation to audit the 6
Rights of Medication
Administration are being
followed weekly x 3
Umil we consistently
reach 100% compliance
over three consecutive
evaluations
Then vall taonitor
monthly x2 wmtil we
consistently reach 100%
compliance over 3
consecutive evaluations

Finally the facility will menitor
one mare time one mornth later,
1f 100% compliance, wiil no

longer raonitor. P 7‘% CA a %{/

Quality Assurance Corpmittee
initiated a Performance
Improvernent Plan (PIP).

Results of the audits will be
submited to the CAA cornmittee
for review and action as
appropriate, The QAA commitiee
will determine the need for
further audits and/or action plans

e

b

’

3. 852 no longer resides in the
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' However, they failed to verify that the 1V fluld

at 60 co/hr”,

An ingident report was written on 10/2/14 at 7 AM,
that stated, "DSW ordered, DSN3S riinning at the
time. Two hundred fifty (250 cc) remsiining from
the 1000cc bag (750 cc was infused 'n 17
hours),"

During the facility's investigation of the incident,
statements were taken from E8, E9, ind E10 and
stated that they had sighed off on the MAR to
indicate that R6 was receiving IV fluics.

hanging was not correct.

In an interview, on 3/26/15 at approximately 1:30
PM, E11 brought out 2 bags of the IV solution
(DSW and DBNSS ) and identified to ihe survayor
that the DSNSS solution was the one discovered
hanging, that E7 hung at2 PM on 10/1/14,
instead of the D5W as orderad.

This finding was discussed with E1, £2, and £3 |
on 3/25/15 at approximately 11:40 AM and
confirmed. The surveyor was proided copies of
Nursing Staff attendance sign-up sheet of the
facility's serigs of In-service on IV fluics and the 6
Rights of Medication Administration that they i
provided from 10/11/14 through 12/1314.

3. Review of 882's March 2015's Orcur Summary
Report revealed a doctor's order, dated 3/2/16
that stated, "Vitamin D3 Tablet 1020 u-it
(Cholecalciferol/a compound occurring naturally |
in milk and fish-liver oils, essential for the

|
|
|

formation of normal bones and teeth). Give 5000

FORM CM&-2587(02-98) Previous Varglons Qbsolate

Event 1D: 856M11
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. The Administrative
F 309 Continued From page 18 F309| * Diremor ot Noming
instead of DSW ... The nurse practitioner ordered Services and or Designee
follow-up blood work and to "cortinue: with D5W Wil

o Micdjcation pass
observation to audit the 6
Rights of Medication
administration is being
followed (specifically the
right dose).

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

e The 6 nghts of
wmedication administration
(Specifically the right
dosz)

The Adrainistrative Director of

Nursing Services and or

Designes will monitor 3 X a

week that the 6 rights of

Medication Administration ate

being fcllowed until we

constiiendy each 100%

compliance of three conyecutive

evaluaions.

| Then will monitor weekly until
we consigtently reach 100%
compliance over thrse
consecative evaluations.

Finally the Administative
Director of Nursing ngvxccs and
or Designce will momitor ore
more time & month Tater, if 100%
compiiance then we will no

.

0,

longer monitor. M dmw‘_"(‘ tion sheet Page 19 of 29
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unit by mouth in the morning for supplement".

Review of the facility's policy, catec 12/2014 and
entitled, "Medication and Traatmen:
| Administration Guidelines" stated, *... Medication
| Administration: Medications are adininistersd in
| accordance with the following "rights” of
. medication administration ... right cisee,..",

During the medication observedion PéEEs on
3/31/15 at approximately 7:35 AM, E14 (RN)
prepared S852's medications prior to
administration, E14 poured only 1 tabiet (1000
unit) of the Vitamin D3 and canfinue: pouring
$82's other medications. She lceked up her
medication cart and was leaving the cart to ao
and administer SS2's medicstions, vihen she was
stopped by the surveyor and asied Ly reexamine
the Vitamin D3, E14 stated, “Viamin D3 (1000
Unit)" reading the label on the hottle, znd was
then asked to read the resident's doctor's ordar,
E14 read, "...5000 units". The surveyor asked
E14 how many pills did she dispansz in the
medicine cup. E14 looked in the mec (cine cup
and said, “one... that's what is supposed fo be
‘there, one". E14 was then instructed o reread

- the dootor’s order and asked hayt much did she
_dispense. She lookad in the cup agait and said,
"Oh, my mistake .. the bottle must ke been
changed because the other bottle onl ¢ needed 1
pill...". E14 confirmed that she would have
administered ths wrong doses, ony 1,000 units (1
tablet) instead of the 5,000 units 15 talets) that
were prescribed, had the surveyor net stopped
her,

Findings were reviewed during the exit meeting
with E1 and E2 on 3/31/15 at approxiniately 4:35 |
PM. [

l

Improvement Plan (PLP).
Results of the audits will be '
stibmitted to the QAA committee i
for review and action as
appropriate. The QAA compuittee
wil) determine the need for
fagtter audits and/or action plans,

4. R7 no longsr resides in the
facility

A initial andit of al] resident’s
charts wers completed to raview
that the allergies list jg update
and accyrate,

¢ The Adminisuative
Director of Nursing
S¢rvices and or Designee
will audit residents chart
to teview that the gliergy
list is updated and
aconurate when g new
madication is ordered and

care plan reflects this. &%me‘k/ |

‘The Staff Develonment
Coordinator and or Designee
will in-service nutsing to first
theck allergy list prior to
sdministeation of a new
rasdication. to avoid risk of
carnplication from 4
medication allergy.

s
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{

4, Review of R7's clinlcal recorc revealed that an
allergy to the medication, Bactiim (a 3uifa
antibiotic used to treat infection) was noted on
10/18/2014 at 11:18 AM. According {o the "Qrder
Summary Report’ (physician onder form) dated
10/01/2014 - 10/31/2014, R7 was prescribed

i "Bactrim D$ (Double Strength) Table: 800-160

i my, Give 1 tablet by mouth twa times a day for
LTI (urinary tract infection) for 7 days® by phone
on 10/17/2014.

Review of the eMAR, dated 10/01/2 14 -
10/31/2014, also revealed that K7 wis

: administered a single dosae of the medication, !
Bactim DS Tablet 800-160 mg, 1 tabiet by mouth ¢
at 8 PM on 10/17/2014. Although the eMar, dated |
10/01/2014 - 10/31/2014, also includad a list of |
drug allergies, R7's allergy to sufa wzs identified |
in the care plan. A nurse's note, date) 10/17/2014
and timed 3:41 PM, revealed Bastrirr 1S, 1 tablet
by mouth twice a day for seven days was ordered |
and transcribed to R7's eMAR dated 10/01/2014 - §
10/31/2014. However a nurse’s note, dated 4
10/18/2014 and timed 11:18 AM, reve:aled that

the order for Bactrim DS was discontinued upon |
notification of the physician of R7"s allergy to the I
medication. Discontinuation of the mudicafion,
Bactrim DS, after the administration of one dose
was also reflected on the "Order Sumimary
Report" and the eMar, each dated 10/01/2014 «
$10/31/2014.

: Review of the care plan developed intially on
5/20/2011 to address "At risk for com slications /t
(reiated to) allergy to medication..." revealed that

Services and or Desigee
will ronitor 3 x weekly
all new admissions -
alletgies are updated and
angurate unti] we
consigtently reach 100 %
conipliance,

"Then will monitor weekly
until we consistently
reach 100% compliance
aver three consécutive
cvaluations

Finally, will monitor ohe more
«ime a month later, if 100%
compliance then we will no

lor:ger monitor. / _'[ ‘k MM

Quality Assursnce Committee
initiated a Performanuce
Improvement Plan (PIP).

Results of the audits will be
submitted 1o the QAA committee
for review and action as
appropriate. The QAA committee
will detepmine the peed for
further audits and/or action plans.

the facility failed to implement intarventions and

/

/S
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SUMMARY STATEMENT OF DEFICIENGIES

1D

PROVIDER'S PLAN OF CORRECTION (X5)

88=D

ACCURATE PROCEDURES, RPH

" The facility must provide routing and arergency
. drugs and biologicals to its residents, or abtain

‘ them under an agreement described in

| §4B3.75(h) of this part. The facility may permit
unlicensed personnel to adminicter ¢/ugs if State
law permits, but only under the general
supervision of a liconsed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biolog cals) to meet
the needs of each rasident.

The facility must employ or obtain thz services of
a licensed pharmacist who provides congultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as avidenced

, by:

i Based on clinical record review, it was
detarmined that the facility failed to ¢nsure the
accurate dispensing and administering of
pharmaceutical services for one resident (R7) out

PREFIX | (EACH DEFICIENCY MUST B PRECEDEL BY FULL PREFIX nCH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR L8C IDENTIFYING INFCIMATION) TAG CROGS-R EFEREE!S;%E: I\\'})E APEROPRIATE DATE
" S0
. 25 PRARMACEUTICAL
F 309 | Continued From page 21 F 309 S:"g—if;‘CURATE
avoid the risk of complications from & meclication PROC)EDURES, RPH
allergy and to ensure that checks wera performed
against allergies prior to the adminigtration of new | 1t is the practice of the facility t0
medication orders. - provide routine and emergency
. - {rugs aod biologicals 10 it
These findings were reviewed with E1 and E2 on | :g:ﬁﬁ; ojnb{ﬁ; shamm under an
3/18/2015 at approximately 4:35PM. || agreament R
F 425 | 483.60(a).(b) PHARMACEUTICAL SVC - F425| The ﬂacilit‘)l does provide

pharmacewutical services
(including procedure that assure
the acourate acquiting, receiving,
dispensing, and administering of
all drags and biologicals) to meet
the needs of the residents.

The fzeility does emxployse or
obtain the services of a licensed
phavmacist who provides
consnltation on all aspects of the
provision of pharmagy services in
the facility.

Cross reference F309 example #4

facility

<. R7 no longer resides in the %

An injtial audit of all resident’s
charts were complered to review
that the allergies list is update
and accurate,

IS

w
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F 426 | Continued From page 22 | F425| v The Administrative |
of eight sampled residents. Findings nclude: | Director of Nursing,
Services and or Designee ! ((
Cross refer F209, example #4. . '; wrill audit residents Chart 1)
Review of the clinical record revealed that a i - ts review that the allergy
- | nurse's note, dated 10/18/2014 and trmed 11:18 i list is updated and } '7‘,
AM, revealed that Bactrim (a sulia an tibiotic used i sccurate When a new
| to treat infaction) was discontinu=d bacause of _ medication is ordered and
' R7's allergy to the medication. R7 rec:sived one cave plan reflects this. (,
dose of the ordared medication, Bactiim DS, 1 Mu(mm
tablet by mouth ... to treat a UT! (urinery tract
infection) as prescribed by her physician on ‘The Staff Development
10/17/2014 at 8:00 PM. Coordinator and ot Designee
vl in-gervice nutsing 10 first
Although R7's drug allergies were listed on the } check allergy Jist prior 10
physician "Order Summary Report” dated | géministration of & new
10/01/2014 - 10/31/2014 and the eMAR dated meddication, to avoid tisk of
October 1, 2014 - October 31, 2014, each was complication from & 4
absent R7's allergy to sulfa medications as : medication allergy- ;
identified in the care plan. The fecility in -, é
conjunction with pharmacy senvices feiled to e T sl e
check all allergies listed for R7 prior fo the | ) Dﬂgjﬁiﬁxizmw / e
dispensing and administration of a medication. | Services and or Designes 5
These findings were reviswed wi.tlj E1[NHA] and will monitor 3 ¥ weekly
E2 [DON] on 3/18/2015 at approximetely 4.35PM. all new admissions
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 liergies ace updated and
88=D | SPREAD, LINENS - ourate uptil we
m g sonsistently reach 100 %
The facility must establish and maintzin an tg;‘:;ﬁ:ncz
: Infection Control Program designed to provide a :
| safe, sanitary and comfortable nvircament and | ] mani Il
to help prevent the development and transmission! Then will manitor ;""’e y
of disease and infection. “m‘m%g;ni‘sfhgm
! TEac o COTHPILE |
{ (a) Infection Control Program over three conseoutive ;
The facility must establish an Infscticn Control evalugtions ,
Program under which it - . |
(1) Investigates, controis, and preverits infections Finally. will monitor one more !
e a month Jater, if 1'00% ]
FORM CMS-2687(02+69) Previous Versians Obsolete Event ID; 856M11 facity compliance then we will o - stestPage z30f 29
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STATEMENT OF DEFICIENGIES | (X1) PROVIDERSUPFLIER/GLIA (X2) MULTIPLE CORSTRIJCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION RUMBER; A BUILDING COMPLETED
C
035031 B. WING 04/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4} 1D SUMMARY STATEMENT OF DEFICIEN JIES 0 (PROVIDER'S PLAN QF CORRECTION e
BREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFOFMATION) TAG {RD55-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E ity Assurane: Commirice
F 441 | Continued From page 23 F 444 Sﬁﬁ;&d ﬂs;erfomance ,
in the facility; Imnpraoveroent Plan (PIP). G
(2) Decides what procedures, such as isolation, Results of the audits will be
should be applied to an individua! resident; and submitied to the QAA committes
(3) Maintains a record of incidents and corrective for rsview and action 5 (F
actions related fo infections. apptopriate, The Q4A committes )S/
will detepming the need for
(b) Preventing Spread of Infection 4tlrri.1f‘,,t:ﬂgs and/or action plans.
(1) When the Infection Control Progim -
detarmines that a resident needs isolation to
prevent the spread of infection, the facility must 441 INFECTION
isolate the resident. CONTROL, PREVENT
(2) The facllity must prohibit employees with a SPREAD, LINENE
communicable disease or Infected shin lesions
from direct contact with residents or their food, if
direct contact will transmit the diseass. i Tt is the practise of the fasility to
(3) The facility must require staff to wash their establish and maintain an
hands after each direct resident sontact for which [ofiction Contro] Program
hand washing is indicated by accepted | esigned 10 Pro vide a safe,
professional practice. | qanitary end comfortable
(¢) Linens ll nviropnent and to :elp prevent Q
Personnel must handle, store, process and o TR ““;T;;ﬁ‘j}‘;;‘fme i é
transport linens so as to prevent the spread of l! mf“m A '
infection. infeehon. /{
| Staff are washing $53 hands
| after providing care $56 and $$4
‘ no longer reside in the facility.
R)_is REQUIREMENT is not mat as avidenced : The the Administrative
Based on observations, facility documentation, mer Of.,N?fsm% Serv.c?s
\ . . g " and or Desiznse will do daily .
and interviews, it was determined thzt the facility b tions andits of: :
failed to maintain an Infection Contro! Program o S;m 10 e their i
designed to provide a safe, sanitary zind | I b ST and while |
| comfortable environment and to help prevent the z e ot Loz 1 cvaluatt i
' potential development and transmission of i me‘” INg G218 10 "h.a '
! disease and infection relzted to hand washing = if the fnurse 15 Wasking
: technique and cleaning of resident eruipment for their heads after |
three (3) ($S3, S84 and SS6) out of 5ix (6) sub providing care Or
sampled residents. Findings include: | admimistenng ‘
FORM CMS-26687(02-69) Previoua Varalona Obaolete Event |D: B55M14 Fanliity | mesications .- w—-ON gheet Page 24 of 29
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FORM APPROVED

{X3) DATE SURVEY

NAME OF PROVIDER OR SUPPLIER
MARORCARE HEALTH SERVICES - PIKE CREEIC

STREET ALIIRESS, CITY, STATE, 2 CODE
5651 LIMESTONE ROAQ
WILMINGTON, DE 12808

SUMMARY STATEMENT OF DEFICIENGIES

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
DATE

' approximately 4:35 PM.

1.During the medication pass observetion, on i
3/31/15 at approximately 9:00 A, E18 (RN ’
Supervisor) failed to wash her hands after
providing care to $83 and before providing care |
to §84. E18 had handled their identifi:ation

bands and medications, posing a potential for
cross-contamination/infection from one resident

to another.

Review of the facility's policy, dated 12/2009 and
entitled, "Hand Hygiene" stated, "Purpose: To
decrease spread of infection ... When {0 wash
hands: ... After having direct contact with patient's
intact skin (... when taking pulse or blcod
pressure ...) if hdnds are not visibly contaminated
... After contact with inanimate obiects (including
medical equipment) in the immediate vicinity of
the patient...".

During an interview on 3/31/15 at 8:30 AM, E18
confirmed the findings. The facility failed to
ensure hand washing between resideitts was

provided as per their policy. f

Findings were reviewed during the exit meeting
with E1 (NHA) and E2 (DON) on 2/31/18 at

2. After using the Dinamapp machine (portable
electronic machinef/used to take pulse und blood |
pressure) on 3/31/14 at approximately 8:25 AM |
for S84, £18 failed to diginfect reusable |
equipment (biood pressure cuff) bitwesn
patients.

During an interview on 3/31/15 at ;30 AM, E18
confirmed that she failed to clean the rousable
blood pressure cuff after taking 854's bload

ID |
F?éda)_plx (EACH DEFIGIENGY MUST £E PRECEDED 3Y FULL | PREFIX

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) H TAG CROSS-REFERENCED TO THE APPROPRIATE

[ DEFICIENCY)
] ] i de -

: o s -

F 441 | Continued From page 24 R4 O Cleaning and disinfect
[ equipinent in between residents

such blood pressure guff,
Dinamaps

3. Anything found on floor such
as a czll bell must be disinfected

before putting it back. p
yre putting it bae ﬁ/«.l—nghmor\{’

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

Infection Control Frogram, to
provide a safe, sanitary and
comfortable environment and to
help prevent the development
and transmission of diseuse and
infection. The facility Infection
control policy.

1. Employees must wash their
Hands after providing
Care.

2. Bnployees must Clean and
disinfect equipment in between
residents such bleod pressure
cuff, Dinamaps

3. Anything found on floor such
as a call bell must be disinfected
before pufting it back.

FORM CMS-2667(02-99) Pravious Verslons Obsalete Eivant ID:885M11

Fagllity ID: DECC146
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AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
c
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NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY. STATE, ZIF CODE S
5651 LIMESTONE ROAD
-PIKE C }
MANORCARE HEALTH SERVICES - PIKE CREEX WILMINGTON, DE 19808
X410 ' SUMMARY STATEMENT OF 2CFICIENGIES o PROVIDER'S PLAN OF CORRECTION x8)
PREFIX : (EACH DEFICIENCY MUET BE PREC EDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFY:NG INFOZMATION) TAG | caoss-REFEREggED fzﬁ THE APPROPRIATE DATE
: | FICIENCY)
' | Then the Adsinistrative Director
F 441 | Continued From page 25 F 441! of}gﬂu.smg Sepvices and or
pressure. She stated, “In the year and a half that | Designee will monitor weekly: : (g
{'ve been here, we (staff) don't use a;ything to | 6
clean the blood pressure cuff'. £18 denied : | 1. The nurses while providing d
knowledge of any policy that covered " i care to residents aye washing )5
cleaning/disinfacting reusable gquiprient shared ' <heir hands in-between
between patients. E18 left to consult with E11 ‘ residents,
(RN/DCD). 2. Disinfecting equipment in
i3 esidents,
On 3/31/15 at B:33 AM, E11 was obgervad 3, %:‘:;iﬁ;g is on the floor it
{ooking through a binder of policy guidelines and | imust be disinfected prior 10
was askad by the surveyor if the bloc d pressure being put back
cuff was supposed to be cleancd betwsen £p
resident use. E11 stated, "l dor'tknow... I'm ‘ .
. : ' .. | Until we consistenily reach
looking 1t up now in the palicy book™. | 100 % compliance over 3
Review of the facliity's policy, dated £/2013 and | consecutive evaluations.
entitied, "Infection Control Manual: ... Practice . Then will monitor monthly unti] 6
Guidelines Standard Precautions” stated, ... | we consistently reach 100%
Patient Care Equipment ... Disinfact 1susable j complignce over three é
equipment between patients (... blot! pressure | consecutive evaluations il
cuffs ...) with an EPA (Enviranmental Protection | /1S
Agency/federal agency)-registerad cisinfectant o i Finelly, will monitor one more
|

hypochlorite (bieach) solution ... Cles iy and [ time a month later, if 100%
disinfeCt surfaces that are likely 0 b 1- Comp)‘izncc thet we will no
contaminated ... and frequently taucked surfaces fonger monitor.

onger I L L C/(\- M_{/

in the patient care environment ...". ;
|

When interviewed, neither E& ior £:11 could ' Quality Assurance Committee
explain the procedure for cleaning re .sable initiated a Purformance
equipment between residents. ¥ ndings were ixaprovement Plan (PIP).
confirmed by E11 when he provided i copy of the Results of the audits will be
facility's policy to the survey tear on 3/31/15. submitted to the QAA committee

Findings were reviewed during the exit meeti i e The e

i ing the e ing appropriate, The QAA it
with E1 and E2 on 3/31/15 at approximately 4:35 mfillal dzter;ine fhgneedcg? e
PM. firther audits and/or action plans.

3. During the medication pass chsenvation, on
3/31/15 at approximately 9:05 AN, 536 was

FORM CMB-2567(02-68) Pravious Verslans Obsolste Event ID: 855M14 Fachity 11 CiE00148 If eantinuation sheat Page 25 of 29
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\
F 441 ; Continued From page 26 F 441

: observed out of bed, in her wheaslchalr facing the
foot of her bed. E7 (LPN) noticed th:it there was
no call bell within S86's reach. E7 searched and |
found 8586's call bell, on the dirty, dusty floor :
behind the head of the resident's best. E7 picked
up the call bell and clipped it to 386's clean, crisp -
tinens in order to place it within the 1esident's : i
reach. E7 failed to clean the cal* bell prior to { ]
clipping it to 856's clean linens. l
Review of the facility's policy, dated 13/2013 and

| entitled, “Infection Control Menual: ... Practioe

| Guidelines Standard Precautions” stated, "... -,

' patient Care Equipment ... Clean an disinfect i
surfaces that arg likely to be contam.nated ... and |'
frequently touched surfaces in the patient care i
environment ...". }
During an interview, Immediately folicwing this ; :
observation, E7 confirmed the findings. She ; F 502 ADMINSTRATION :
cleaned the call bell and removed Si6's bed i 1t is the facility practice to |
linens. provide or obtain laboratery

services to meet the noed of its
Findings were reviewed during the exif meeting residents. The facility is
with E1 and E2 on 3/31/15 at approximately 4:35 responsible for the quality and
PM. itnelines of services.
F 502 | 483.76())(1) ADMINISTRATION F 502 . é
§5=D . R 3 still resides in the facility her
The facility must provide or obtain lalxoratory med;cal record was reviewed and /&
services to meet the needs of its res'dents. The her Iabs accurately reflect the /;

. facility is respongible for the quality and timeliness physicians orders. The leb was

i of the services. l obtained on February 2, 2015 all

t | with it normal limits
This REQUIREMENT is not mst as nvidenced
by:
gased on interview and record reviaw, it was
determined that the facility failed to provide or

FORM CMS-2567(02-98) Pravious Varslons Obsolets

Event ID: B66M11

Facllity 1D; DECO145
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oo | SUMMARY STATEMENT OF DEFICIENGIES i ) PROVIDER'S PLAN OF CORRECTION (5)
PREFIX ' (EAGH DEFICIENCY MUST BE PRECEDEL BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
"ac |  REGULATORY ORLSG IDENTIFYING INFO SMATION) L TAG CROSS-REFERENCED 40 THE APPROPRIATE RE
! | DEFICIENCY)
i ”
F 502 - Continued From page 27 F 502 An ‘nitial audit of all residents

| obtain laboratory services to mest the needs of its
| residents, including the timeliness of services for
one (R3) out of 8 sampled recicients, Findings
include;

R3 was originally admitted to the facility on
3/23/07. R3 had diagnoses thal ncluted
hyposmolallty (a condition where: the levels of
electrolytes, proteins, and nutrieats i the blood
are lower than normal)/hypenatremiz (low blood
! sodiurm) and hypertension (high bloo: pressure).
| R3's ordered medications included
Hydrechlorothiazide (diureticivaer p.i, used to
treat hypertension and edema/swelling) 12.5 mg
by mouth ong tirme a day.

R3 had a doctor's order, dated 7/2/1« and timed
4:23 PM, that stated, "BMP (basic metabolic
panel/blood test-set of eight tests thal measure

i blood sugar, calcium levels, kidrey fitsction, and

| chemical and fluid balances) avery 6 months

. (March, Sept/Septernber) every night shift every &
month(s) starting on the 1st for "day(s)".

Review of R3's care plan, dated 3/20'07 and
entitled, “At risk for adverse effects relatad fo
diuretic therapy” included the intervention,

" . .Monitor elacirolytes/renal (kidiey) function as
ordered. Notify physician if abnomal result...".

Review of R3's record lacked ev.derice that a
| BMP was drawn in September 2214.

. During an interview an 3/31/18 at approximately
10 AM, E16 (RN/DCD) confirmad the finding, The
facility failed to obtain laboratory services (BMP)
for R3 in September 2014 as per the docter's
order and the plan of care,

or.ders Q 6 months and annually
will be reviewed

Then the Administrative Director
of Mursing Services and or
Desipnee will 2udit all residents
with routine labs ordered Q6
months and annually to evaluate
thet the residers did veceive theit
routine labs per physician’s
orders. They will alse audit days
that the 1ab is closes to se that the
laby was rescheduled for the next

day the lab is om,&mw‘v{/’

The Staff Development
Coorcinator and or Designee
will inservice nursing on
rouiine tabs ordered Q6
months and annually to
cvaluate that the resident did
receive their routine labs per
phiysician's ordeys. Also days
that the lab is clesed ( Le.
Holidays) to male sure that
the lab was rescheduled for
the next day the lab is open.

b
Y

TS

FORM CMS.2567(02-99) Previous Verslons Obaolete
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6 REGULATORY OR LSC IDENTIFYING iNFOF MATION) TAG ] CROSSREFERENCHD TO T T@)E AZPROPRIATE DATE
” - |
F 502 | Continued From page 28 F502| Thenthe Adminiswative
Findings were reviewed during the exit meeting Director of Nursing ._
with £1 (NHA) and E2 (DON) on 3/31115 at Servises and or Designee -
| approximately 4:35 PM. will exonitor all residents | é -
! with toutine labs ordered ! /‘D
Q6 months and anpually i

10 evaluate that the |
resident did recejve their ;
routine labs per

physic¢ians order.

This will be menitored
weitkly until we reach @
100% comphiance over 3 /

| comsesutive evaluation.
Then will monitor monthly until

we consistently reach 100% /{
cotapliance over three
consecutive evaluations

Finallv the Administrative
Director of Nursing Services and
or Designes will monitor one
more time a rnonth later, if 100%

compiiance then wz will P
longer monitor. a Z,(M}\h\%i/

Quality Assuranze Committee
initiated a Performance
Imiprovement Plan (PIF).

Resubts of the audizs will be
submitted to the QAA committee
for raview and action as
gppropriate. The QAA comrnittee
will determine the need for
further andits and/or action plans.

Evant ID;855M14 Facifity ID: DE00145 If continuation sheet Page 29 of 29
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Divisian of Long Term Care

Residents Protection STATE SURVEY REPORT Page 1 of 4

NAME OF FACILITY: Manor Care Health Services Pike Creek DATE SURVEY COMPLETED: April 15, 20156
SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR;_S PLAN FOR COMPLETION
Spacific Deficiencies CORRECTION . DATE
OF DEFICIENCIES ’

The State Report incorporates by

reference and also cites the findings
specified in the Federal Report. b
An unannounced complaint survey was G
conducted at this facility from March 24, 2015 S,
and ended on April 15, 2015, The ‘

deficiencies contained in this report are
based on observations, interviews, review of
residents’ clinical records and review of
facility and other documentation as indicated.
The facility census on the first day of the
survey was 167. The survey sample included
(8) sampled residents and (6) sub sampled
resldents.

3201 Regulations for Skilled and Intermediate
Care Facilities

3201.1.0 . | Scope

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

Provider's Sighature ‘ Title_L_A_/ —H/'KL Date ‘5,/ I S-_
e, {7
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NAME OF FACILITY: Manor Care Health Services Pike Creek

DHSS - DLTCRP
3 Mill Road, Suite 308

Wilmington, Delaware 19806

(302) 577-6661

STATE SURVEY REPORT

Page 2 of 4

DATE SURVEY COMPLETED: April 15, 2015

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETIO!
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
This requirement is not met as evidenced Cross refer to CM8 2567°
by: Cross refer to the CMS 2567-L survey 1 survey exit date Ap!;}zli ,
exit date April 15, 2016 citations F157, 2015 citaions 3 A and
F246, F278, F281 F300, F425, Faaiand | 28 P00
F502. o é / é
3201.9.0 | Records and Reports /5
3201.9.5 | Incident reports, with adequate R7’s medical records were
documentation, shall be completed for reviewed and allergles wete
each incident. Adequate updated to accurately reflect
documentation shall consist of the current allergies.
name of the resident(s) involved; the . ) s
date, time and place of the incident; a An initial audit of all resident’s
description of the incident; a list of charts were completed to review
other parties involved, including that the allergies list is update
witnesses; the nature of any injuries; and accurate, During this audit
the resident outcome; and follow-up no medication exrors were
action, including notification of the identified. . There were 10
resident’s representative or family, medication etrors identified
attending physiclan and licensing or during the audit.
law enforcement authorities, when
appropriate. The Administrative
Director of Nursing
| . . Services and or Designee
3201.9.7 Incident reports which shall be will audit residents chart
retained in facility files are as follows: 10 peview that the allergy
ist i and
3201.9.7.3 Erro_rs or omissions in treatment or Ll:zlﬁ;gd\:;i 4 new
medication. medication is ordered and
This requirement is not met as care plan reflects this.
evidenced by:
Based on clinical record review and staff
interview it was determined that the
facility failed to compjete and setain.an ; y
Provider's Signature Date &7 - / /‘f

K Tive__ LWV AA—
A




NAME OF FACILITY: Manor Care Health Services Pike Creek

DHSS - DLTCRP

3 Mill Road, Suite 308

DELAWARE HEALTH »
. Wilmington, Delaware 19808
AND SOCIAL SERVICES (302) 577-8661
Division of Long Term Care
Resldents Pratadtion STATE SURVEY REPORT Page 3 of 4

DATE SURVEY COMPLETED: April 15, 2015

sampled. Findings include:

Clinical record review revealed R7 had
diagnoses that included urinary tract
infection. Further review of the clinical
record revealed that R7 received a new
order for Bactrim DS (a sulfa antibiotic
used to treat infection) for a urinary tract
infection. Although the clinical record
revealed that drug allergies for R7 were
listed on the eMARs dated 10/01/2014 -
10/31/2014, the “Order Summary Report’
(physician order form), dated 10/01/2014
— 10/31/2014, the progress notes and the
care plan, R7 received one tablet of the
medication, Bactrim DS, by mouth at 8:00
PM on 10/17/2014. According to a
nurse’s note dated 10/18/2014 and timed
11:18 AM the physician was notified and
discontinued the medication, Bactrim DS,
and ordered another antibiotic to treat
R7’s urinary tract infection.

Additionally the facility was unable to
provide a complete written report
including an investigation of the
medication error that occurred at 8:00 PM
on 10/17/2014. In an interview conducted
with E2 (DON) on 3/31/3015 at 11:56 PM
it was stated that a report of this
medication error was not available. The
facility guidelines, “Medication
Management Guidelines: Errors”, states
« __complete the Incident Report and the
Occurrence Investigation Report, as
outlined In the Quality Assessment and
Assurance manual...”.

o W

Plam. 1

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
incident report of a medication error that
involved one resident (R7) out of eight
The Staff Development

Coordinator and or Designee
will in-service nursing to first
check allergy list prior to
administration of a new
medication, to avoid risk of
complication from a
medication allergy.

1f a medication error does é

occur the nurse must / é

complete an incident report

and potify the physician and / .

family. ) A)

e Then the Administrative
Director of Nursing
Services and or Designee
will monitor 3 x weekly
all new admissions
allergies are updated and
accurate when a new and
the care plan refiects this.

e Ifmedication erxor is
identified that an incident
report was completed, the
physician and the family
notified until we
consistently reach 100 %
compliance.

Provider’s Signatur:

o LU N owe_ ST/l
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STATE SURVEY REPORT Page 4 of 4

NAME OF FAGILITY: Manor Care Health Services Pike Creek DATE SURVEY COMPLETED: April 15, 2015

EECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
$pecific Deficiencies CORRECTION DATE
OF DEFICIENCIES
Then will monitor weekly
These findings were reviewed with E1 until we consistently
(NHA) and E2 on 3/18/2015 at reach 100% compliance G
approximately 4:35 PM. ‘ over three consecutive é
evaluations
/._-«
Finally, will mopitor one MOre d

time a month later, if 1.00%
compliance then we will no
Jopger MONitor.

Quality Assurance Comunittee
initiated a Performance
Tmprovement Plan (PIP).

Results of the audits will be
submitted to the QAA comimnittee
for review and action as _
appropriate. The QAA commmiitee
will determine the need for
further audits and/or action plans.

Provider's Signature ) Title Zﬂ/ ﬂ‘f‘c Date 5_/ e/f 3



