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An unannounced annual and complamt survey F241
was conducted at this facnhty from August 27, _ B L
2012 thirough September 6, 2012. The - . : The signage on R15’s bathroom door b5
deficiencies contained in this feport are basedon -~ | - as well as the sighage in R 38's closet , e
observation, interviews and review of residents’ | door has béen T d. Ra4 h b
clinical records and review of other facility - ' _ ast ' Femoved. R44 has been
documentation as indicated. The facility census : moved to_anoth’_er dining table.
the first day of the survey was 62. The Stage 2
sample totaled thirty (30) residents which also : All resrdent rooms have been audited
included review of three (3) closed records . f
or eand v le i
F 241 483.15(e) DIGNITY AND RESPECT OF ' F 241| for signage and visible signage has
$S=D | INDIVIDUALITY been removed. The seating In the
_ _ . | dining rooms has been checked to
The facility must promote care for residentsina  ~ - | assure that all resi idents may clm e
manner and in an environment that maintains or
| enhances each resident's dignity and respect in - s:mu[taneously
KA _> full recognition of his or her individuality. 7 . o
' ' : Nursing _and Therapy staff has
: o received an in-service on reside
This REQUIREMENT is not met as evidenced receivec an In-service on resident
by: _ ‘ dignity and posting of materials. The
Based on observations and interviews, it was | | Nursing staff has also been in-serviced
determined that the facility failed to promote care I T e e
for 3 (R15, R38 and Ra4) out of 30 sampled on resident dining and assisted dining
residents in a manner and in an envirohment that to allow for resident dlgmty.
maintained or enhanced each resndent's d:gnlty : L
Findings include: S 7 , e " | The Director of Nutsing and -
- | Administrator or designees wi
1a. On 8/27/12 at 11:30 AM, the surveyorwas R g; .?5 wil . '
conducting an interview with R15. At 1135 AM, monitor compllance with knocking -
E15 (Certified Nurses Aide-CNA) knocked and - and entermg rooms postmg of
entered the room without waiting for permigsion . .
to enter. Approximately 5 minutes later, E5 - s:gnage and: resadent dining, Varlances
{nurse) opéned the door while saying "knock, B will be reported to the Quahty
knock." Upon seeing a surveyor with R15, ES _ _ 7 Assurance Commlttee )
stated “sorry” and backed out of the room. ES ) !
failed to knock and wa:t for permlssmn to enter
{X6) DATE

LABORATO DIR] TO S LIER REPRESENTATIVES SIGNATURE . LE

745?./47;// ' | P2 542

Any defi cu:ré.?{tatemen ndu( with an astensk (J/ notes a deﬁcnency whlch the tnstltutton may be excused from oorrectmg prowdlng itis deten‘mned that

other safegudrds provide sufficient protection to the patrents (See mstructlons ) Exoept for nursing homes, the findings stated above are disclosable 90 days
foll “yih& date of survey whether-or not a plan of correction is prov:ded For nursing homes, the above ﬁndmgs and plans of correclIon are, dlsc!osabre 14
da, Owing the date these documents are made available to the fac:llty i deﬁc:em:les are cated an approved plan of correctzon is reqmsrte to conhnued

program participation.
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R15's room.

1b. Observation on 8/27/12 at 11:50 AM revealed
sighage posted cn R15's bathroom door. The
signage stated "Staff (R15's surname)...have
(patient) sit on toilet first with clothes on...remove
clothing for toileting...provide hygiene..." The
facility faited to ensure that personal care notes
were not posted within view of anyone entering
the room.

During an interview with E2 (Director of
Nursing-DON) on 8/31/12 at 3:30 PM, E2
acknowledged that both the above issues were
dignity issues far R15. Subsequent observation
on 9/4/12 at 11:30 AM revealed that the signage
had been removed from R15's bathroom door.

S

2. Observation on 8/27/12 at 2:30 PM revealed
signage posted on R38's closet door which

| stated, "(R38's sumame)...must wear depends
while she is up..." The signage, which included
R38's personal care, was visible to anyone
entering the room. B

During an interview with E2 (DON) on 8/31/12 at
3:30 PM, E2 acknowledged that the posted
signage was a dignity issue. Subsequent
observation on 9/4/12 at 11:33 AM revealed that
the signage had been removed from R38's closet
door.

3. During a dining observation on 8/27/12 during
the midday meal, three residents were observed
seated together at a corner table. Two of the -
residents were observed being fed by staff. The
third resident, R44 was not being fed, nor did she

have any food in front of her. After one staff-

F 241
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completed the feedsng of one of the other F2 48
residents, she then obtained Ra4's meal and
began to feed her. The facility falled fo ensure ' { /,5{ P
that R44 was cared for in a manner that The care p Ian and MDS for R40 have 4 _
promoted her dtgnlty : been revrewed and rev:sed to
T accurately reflect her interests and
On 9/6/12, findings were reviewed with and
acknowledged by E1 (Admlnlstrator) and E2 participatory status. R40 s meght
{DON). out of her room and attends actlwtles_
F 248 | 483.15(f)(1) ACTIVITIES MEET F248| a5 available (not s!eeplng or tube,
$5=D | INTERESTS/NEEDS OF EACH RES
_ o e _ feedmg)
The facility must provide for an ongoing program
of activities designed to meet, in accordance with The actlwty care plan and
‘the comprehensive assessment, the interests and partlclpaticn Iog have been rewewed
the physical, mental, and psychosoc:al weII-belng forall r s; idents to en
. of each resident. . 0 € sure accuracy
) The portion of the MDS relatmg to
This REQUIREMENT is not met as evidenced Acti\ilt!es will be reVIewed by the
by:
Based on observation, |nterwew and record Dlrector of Nursmg prror to
review, it was determined that the facnllty failed to SmelSSlon to verlfy accuracy The
provide an ongoing program of activities designed | Activities Director wall contmually
to meet the needs of one (R40) out of 30 Stage 2 it ident parti ii d
sampled residents in accordance with the moriitor residen pa 'C'pa ion an
residents' comprehensive assessments lnclu5|0n in actlwtles
interests, physical, mental and psychologlcal .
well-being. There was no documented evidence Any varia nces will be re'ported to the
that R40 was provided with an actawty of choice, A et e A '
such as being taken out of her room, hawng pet Quality Ass uran?? Ccromlt__tee. :
visits, and attendmg miusic programs Fmdmgs e o
include: : S
R40 was admitted to the fac:llty on 1!8/2008
 Review of her annual Minimum Data Set (MDS)
assessment, dated 6/26/12 revealed that she was
severely impaired, had memory_ probtems, and
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Continued From page 3

was total dependent on staff for all of her
activities of daily living.

Review of R40's activities/preferences
assessment found in her annual MDS, dated
6/26/12, revealed that her current interests
included listening to music, spending time
outdoors, and being around animals. R40's
activity care plan, dated 7/31/12, stated that
"resident is unable fo participate in group
activities due to her illness, but would still enjoy
being out of her room. Resident needs the
comfort and knowledge that others still care. She
responds to verbal and tactile stimuli.” The care
pian goal included that R40 would like to spend
her days in comfort and not alone or isolated
even though she may not always be able o
verbally respond. Approaches included providing
weekly calendar, speaking to resident daily,
attempting 1.1 visits often, massaging her hands,
making sure the TV was on, and bringing her out
of her room when possible (around 4:00 PM).

Observations of R40 from 8/27/12 to 9/6/12
(morning or afternoon up to 4:00 PM) revealed
R40 was always in her room with the TV on. R40
was observed once during this time with a
physical therapy staff. R40 was never observed
in any other activity during these times, or outside
her room. :

Review of Activily logs from January 2012 to
August 2012 revealed that R40 had not been
taken outside of her room in the last eight months
although other activities were noted as refused.
The activity log indicated that R40 was getfing the
1:1 visits (two. visits each month except for none
in June and five visits in August 2012).

F248
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Review of medical records indicated that R40's
POA provided the facility with documentafion of
his requests for R40 in every care plan meeting.
R4(’s POA had provided the facility with
documentation on 2/9/12 indicating he wanted the
facility staff to take R40 out of the room more
often and atiend group activities even though she
may not be able to participate. The
documentation stated: " would fike fo work some
schedule for (name of resident/R40) to be
included in some of the activities here at the
facility. She may not actively participate, but |
think she needs to see more of the other people

- and-other scenery. Nurses and CNAs can take
her out of the reom and set her in the hall, the
dining room, fish tank, or the front entrance
vestibule”. :

in an interview with E6 (Activity Director} on
/4412 at 1:40 PM, she stated that her staff
provided 1:1 interactions for R40. E6 stated that
the many refusals were noted on the activity log
each month for R40 were not refusals but that
R40 did not attend the activity. She stated she
incorrectly coded the log. E6 also stated that it
was hard to take R40 to the activities because
she was either on her tube feed or sleeping.

During a family interview with R40's POA on
9/6/12 at 9:00 AM, the family member stated that
R40 was getting hand massages by the CNAs,
was taken out of her room informally by the CNAs
{outside her room in the hallway or by the fish '
tank) maybe oncefweek, and that R40 watched
TV with him, or when she was alone in the room.
He stated that R40 had the same TV channel on
that he watched with her the night before, not
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changing to her preferred programs the next day.
He stated he never requested R40 to be taken
out after 4 PM as per the care plan. He had
requested R40 be taken out of her room more
often. R40's POA stated he visited R40 around
8:30 AM and 4 PM daily and had not observed
R40 receiving 1:1 visits, in music programs, or

.| seen pets in her room other than when he
brought his dog from home. R40's POA stated
that R40 would benefit from going outside of her
room more often. He referenced letters he had
written to the facility in care plan meeting to
address her activity needs.

In an interview with E8 (CNA) on 9/4/12 at 10:42
AM, she revealed that R40's husband visited R40
twice/day, around 9:00 AM and would return
{ ) around dinner time about 4:00 PM. She

- confirmed that R40 always stayed in_her room
and was not taken outside of her room. On 9/4/12
at 2:20 PM, E8 stated that R40 was not able to
refuse care, as she was nonverbal and had no
way to tell them wheén she did not want things.
She had no way io refuse care or acfivities.

In an interview with E9 (nurse) on 9/5/12 at 3:15
PM, she indicated that resident did not leave her
room. She stated R40 always stayed inside her
room and that R40 "does not really do things
outside -her room ... she spends her time with her
husband". E9 stated that the "CNAs do not take
(R40) outside and her husband specifies when
she lays down or when she goes to bed at night™.
E9 stated that R40 naps when the husband is not
there. E9 stated that "she has seen (name/R40)
at times, out of the room with her husband. E9
indicated that R40 "was not really responsive so
that for any activities she did not know how (R40)

F 248
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could pariicipate". E9 stated that the nurses did
not get involved with the activity care plan.

in an interview with E10 (CNA) on 9/5/12 at 3:25
PM, E10 indicated that she took R40 outside her
room {by the hallway or the fish tank), or lobby
sometimes when she had some time. She
indicated that she did this when she had the
chance, and not all time. E10 stated she worked
3 times per week and would only take her maybe
once during those 3 days, time permitting, and
she did not record this anywhere. E10 stated that
"she had never seen R40's activity care plan, but
that R40's husband told her a lot of what to do
with her".. E10 stated that when she took the
resident out of her room, she left her there and

3 did not stay with her, "she takes her and leave

) her within eye sight and went to her other duties",
E10 indicated that she did R40's nails on
Sundays when she was not busy.

In an interview with E11 {CNA) on 9/5/12 at 3:35
PM, E11 stafed that when she came to work the -
resident was in bed, she tatked to her but,
confimmed that she did not take the resident
outside of her room, or the hallway, and had
never seen R40 in the hallway when she came
into the facility to work. E11 indicated that "usually
(R40) was ready for her tube feed, she got her up
from bed, and then R40's husband came to see
her. and they placed the tube feed. When
husband was visiting, the staff gave them privacy
and they usually watched TV". E11 indicated that
she gave the resident massages on her hands
and legs. E11 confimed she did not get invalved
with the activity care plan. o

The facility failed to provide an ongoing activity

F 248
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Based on observation and staff interview, it was
determined that the facility failed to prowde
housekeeping services necessary to maintain a
sanitary and comfortable mtenor Fmdmgs =
include: :

Dirty/dusty wheelchairs were observed fc'_r__ )
residents-in rooms 111, 201A, 205A and 212B.

Observations made on 8/27/12 at 9:55 AM ,
revealed'a high back wheelchair chair dirty for
resident in room 205C. Another observation of
the same chair for the resident in room 205C
sitting in the dining room area on 8/31/12 at 2:41
PM reveafed it was still duty D

inan |r|terwew Wlﬂ’l E17 (CNA) on’ 8/31/12 at 2 41
PM, E17 stated that the chairs were c]eaned once .
every two weeks. She confirmed f ndlng the dirty R

that néed power— washmg to the
Dlrector of Housekeepmg and
Laundry ' ' '

Audlts waII be conducted weekly by -
the’ Admlmstrator or desngnee and

vanances w1ll be reported to. the QA '
'Commnttee o :

X4)iD )
;gns)ﬂx {EACH DEFICIENCY MUST BE PRECEDED BY-FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 248 | Continued From pagé 7 F 248
" | program that met R40's needs in regards to bemg ' F253
taken outside, attending music programsand = ‘ _ '
havmg pet visits as the assessment indicated and .
the family had requested. The documentation All ldentlfed wheelchalr S have been
failed to show that the resident was attendlng cleaned c 18} [5 A
activities other than 1:1 visits. The staff wha . -
cared for R40 were not aware of her actwrty care AII resident wh eelchalrs Were
plan needs. Refusals were noted although the
resident had no way to refuse activities. - '"SPECtEd and any d"tV chalr S have
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 been cleaned
$5=D | MAINTENANCE SERVICES : :
The Dlrector of Housekeepmg and
The facility must provide housekeepmg and Laun dry will main tain 4 sche dule an d
maintenance services necessary to maintain a ry
sanitary, orderly, and comfortable interior. pewer—wash the wheelcna,;re every .
' o two weeks. The night shift will wipe-
PN
} This REQUIREMENT is not met as e\ndenced down the wheeichalrs and repor‘t any
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wheelchair for the resident in room 205C.

Observation of the chair for the resident in room
205C on 9/5/12 revealed the chair was still dirty.
Observations of residents sitting in front of the
2nd floor nurses station or in their rooms, on
9/5/12 revealed chairs for residents in 201A and
2128 were dirty; and in room 111 was dusty. In
an interview with ES (Nurse Supervisor) on
9/5/12, she confirmed that the chair for resident in
room 2128 was dirty.

In a follow up interview on 9/5/12 at 10:31 AM, E7
(Director of Housekeeping.and Laundry)
confirmed that the chairs were dirty for the
residents in room 201A and 212B. E7 indicated

. that E17 never told her that the chair for the
100 resident in room 205C was dirty. She stated "we

’ have a communication problem” and "we can't
clean them if they don't tell us".

E7 provided the chair cleaning schedule logs
from November to July 2012 showing that CNA
staff signed off that chairs were cleaned on the
11-7 shift weekly and biweekly by E7 when she
took all the chairs outside the facility to clean
them with a spray machine. Further review of the
cleaning fogs indicated that E7 failed to do the
chair spraying in July 2012. Also, the chair
cleaning schedule checklist for July 2012 was
different than the previous checklists, resulting in
some chairs not being cleaned. E7 on 9/6/12
confirmed that the|r chair cleaning process was
not working.

F 274 | 483.20(b)(2)(ii) COMPREHENSIVE ASSESS
ss=0 | AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehensive

F 253
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assessment of a remdent within 14 days after the
facility determines, or should have determined,
that there has been g sngnaf icant change in the -
resident's physical or mental condition: . (For
purpose of this section, a signific cant change
means a major decline or lmprovement in the
resident’s status that will not normalty resolve
itself without further intervention by staff or by
implementing standard dlsease-related cl:mcal
interventions, that has an :mpact on more than
one area of the resident's health stafus, and
requires interdisciplinary review or rev:s:on of the
care plan, or hoth.} :

This REQUIREMENT is not met as evidenced

, by: '

[ Based on recard review and interview, it was.
S determined that for two (R28 and R38) out of 30
sampled residents the facility failed to identify the
need to conduct a signifi icant change Mlmmum _
Data Set (MDS) assessment for these residents,
who had elected or revoked hospice serwces
Findings include:

1. Review of the clinical record revealed that R28
was discharged/revoked from hospice services

on 6/12/12. The fagility failed to identify the need
to conduct a significant change MDS assessment
when the hospice services were revoked. o
Findings were acknowledged by E4 (Registered N
Nurse Assessment Coordmator—RNAC) dunng an
interview on 8/28/12 '

2. Review of the clinical record revea!ed that R38
elected hospice services on 7/6/12, The facility
failed to identify the need to conduct a significant
change MDS essessment when the hcsplce

.The‘M[_)S was_reuiewed and modified

D " PROVIDER'S PLAN OF CORREC‘I’ION C (%s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL  PREFIX [EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
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for residents #RZS‘ and #RBB. S /Dlldlg_

All MDS will be rewewed by the .
Dlrector of Nursmg, for accuracy ln
coding and s:gnlf cant change prlor to
submtssmn

The MDS Coord:nator and the Director
of Nursmg have recetved addttlonal
training on MDS, Both individual
attended the State prograrn, MDS 3.0.

The Director of N u'rsing or designee
will monitor the MDS and varsances
will be reported to the Quahty
Assurance Commlttee
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assessment must sign and cerhfy the accuracy of,

that portlon of the assessmeht

Under Medicare and Medlcard -an mdnndual who
[ willfully and. Kknowingly certlﬁes g :

false statement i ina reS|dent assessment ts
subject to a civil money penalty of not more than -

$1,000 for each assessment; or an rndlvadual who

wiltfully and knowingly causes another rnd:vrdual .
to certify a material and false statement ina
resident assessment is subject to a civil money
penalty of not more than $5, 000 for each
assessment. S

Clinical drsagreement does not constltute a E
materlal and false statement o

This REQUIREMENT is not met as evidenced

by: -

B Wlll be reported to the, Qual:t;/
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services were elected. Findings were - - S o
acknowledged by E4 (Reg:stered Nurse . - F278 ‘
Assessment Coordmator-RNAC) durmg an o " RO
interview on 8/28/12 C S The MDS was revrewed and modlf‘ ed
Fz7s :%30%%% é‘}c?(f’rfgmﬁgwcsmrmsn F278| for residents RS, R21, R38 and R67 A
SS=E . |
, - modrf‘ ed MDS was transmltted oL ,
The assessment must accurately reﬂect the _ : b Lﬁ'/ o
resident's status. : : AII MDS WIII be revrewed by the e
, Dlrector of Nursmg or des:gnee for '
A reg:stered nurse must conduct or coordmate di t
each assessment with the appropnate accuracy in co log prlor °
partlapatlon of heatth professronals submlssmn '
A reg:stered nurse must srgn and certlfy that the ' The MDS Coordmator has recelved
assessment is com feted ‘
® t P _ addltaonal tra:nlng on MDS codmg and
{ ' ) Each individual who completes a portlon of the ‘ accurate assessment

The Dlrector of Nursmg or de5|gnee
will re\new ail MDS pnor to
submnssron and nding

.va_r:ances

Assurance Commlttee
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Based on record review and interview, it was
determined that the facility failed to ensure that
the Minimum Data Set (MDS) assessment
accurately reflected the resident's status for six
(R5, R7, R21, R38, R62 and R67) out of 30 Stage
2 sampled residents. Fmdmgs include:

1a. Review of R67's clinical record revealed the
resident had a fall with no injury on 3/13f11. The
quarterly MDS assessment, dated 6/8/11 failed to
code the 3/13/11 fall. The facility erroneously
coded the 6/8/11 MDS as "0" falls since the prior
assessment.

1b. Review of R67's clinical record revealed the
resident had a falf with no injury on 8/15/11. The
quarterly MDS assessment, dated 9/3/11 failed to
code the 8/15/11 fall. The facility erroneously
coded the 9/3/11 MDS as "0" falls since the pnor
assessment.

Findings were reviewed and acknowledged by E1
(Administrator) and E2 (DON) dunng an interview
on 9/6/12. '

2. Review of R38's 5/21/12 MDS assessment
revealed under Section J1550 Problem
Conditions that "Dehydrated" was checked off.
Review of R38's clinical record, including
physician notes, nurse's notes, laboratory results
and meal intake records for the 5/21/12 MDS
assessment review time period lacked evidence
of R38 having experienced any problems with
dehydration.

On 8/31/12 at 11:35 AM, E4 (RNAC) was
interviewed regarding the [ack of data supporting -
the codlng of dehydration for R38 on the 5721 112
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MDS assessment. E4 stated that she-would
review R38's clinical record in order to determine
why she had coded the dehydration. On 8/31/12
at 3 PM, E4 stated that she was unable to find
supporting evidence for the dehydration coding
and that it was a coding error.

3. R7 had diagnoses that included heart failure,
Hypertension, hyperipidemia, thyroid disorder,
stroke and depression. Review of R7's MDS
(Minimum Data Set) assessment, dated 3/19/12,
indicated that R7 was independent and required
no set up or physical help or assistance from staff
withitransfer, dressing and personal hygiene.
Under the section G0300, entitled, "Balance
during fransitions and walking" indicated that R7
.. was "not steady, only able to stabilize with human
o assistance” when moving from a seated to a

s standing position. R7 was also coded for having 2
or more falls without injury from the previous
assessment,

The annual MDS, dated 8/17/12, indicated that
R7 required limited assistance of 1 person
physical assist with transfer, dressing, and
personal hygiene. R7's "Balance during
transitions and walking" continued to be coded as
not steady and again revealed that R7 had 2 or
more falls without injury since the previous
assessment (3/12/12).

The current care plan, dated 7/30/10 for the
problem entitled, “...requires variable assist for ...
ADLs (Activifies of Daily Living)...," dated 7/30/10,
included the approaches, "1. Staff will provide set
(sic) as needed for all ADLs, 2. Staff will assist
resident... and provide variable assistance for
transfers and to complete bath..."

F 278
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The "Resident Status Sheet" dated 2/1/12 used to
direct CNA care for R7 was checked under the
areas of "Dress" and "Grooming" for both "Assist”
and "Total care”. Position was checked for both
"Change by self" and "With 1 assist",

During an interview on 9/5/12 at 11:30 AM, R7
stated that she dresses herself but staff are
always there to assist her.

During an interview on 9/5/12 at 12:10 PM, E4
(RNAC/Registered Nurse Assessment
Cadrdinator) and ES (Nurse Supervisor) both
stated that they felt this was a coding error. E4
stated this was a coding error with the CNAs and
S that she did an inservice with them on how to

{ ) code. E5 stated that R7 usually needed at least
supervision to 1 person assist with dressing,
personal hygiene and definitely a 1 person assist
with transfers. ES stafed that once set up, R7
could wash her face but stated that doing the
lower part of her body and would have required
some assistance. Both E4 and E5 denied that R7
had a decline in her ADL status from the 3/19/12
to 6/17/12 MDS assessments. E4 and E5 both
stated that the 3/19/12 MDS assessment was in
error.

On 9/5/12 at 2:50 PM, E9 was observed assisting
R7 to transfer from her recliner chair to her
wheelchair, R7 was observed to be unsteady with
both stance and gait and clearly needed 1 person
assist.

During an interview on 9/5/12 at 3 PM, E4 stated
that the 6/2012 MDS was correct and that the
3/2012 Quarterly MDS was incorrect. E4 stated

F 278
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that she believed that she incomrectly coded the
3/2012 MDS due to the CNA documentation.
She asked, "Do | complete the information as |
see, correctly... or by what is documented by
CNAs?" E4 stated that she had previously
discussed the matter with E2 (Director of
Nursing) regarding the CNA documentation and
was instructed to provide inservices if needed.
Despite that E4 stated she had done inservices
with individual CNAs regarding the ADL flow
sheets, she was nct able to provide documented
evidence of the coding inservices done this year.
She did however, provide cne in May 2011.

The facility failed to ensure that R7's Quarterly
MDS, dated 3/19/12, accurately reflected the
resident's status. R7 should have been coded a
"2,2" (limited assistance with 1 person physical
assist for transfer, dressing, and personal
hygiene).

4. Review of R5's annual MDS assessment,
dated 6/27/11, revealed under Section J1550
Problem Conditions that "Dehydrated” was
checked off. Review of the hospital/interagency

1 orders, dated 5/24/11, revealed that RS was

hospitalized for gall biadder surgery and had a
medical history of coronary artery disease
including a previous heart attack and heart
surgery, hypertension and high cholesterol. Upon
retum to the facility, R5's diet was checked as,
"Regular, fow-fat diet for 2 weeks". There was no

-diagnosis of any dehydration.

Review of R5's clinical record, including physician
notes, nurse's notes, laboratory resuits, meal
intake records and Medication Administration
Record (MAR) for the 8/27/11 MDS assessiment
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review time period lacked evidence that R5 had
experienced any problems with dehydration. On
6/2/11, R5's physician did order, 1. Weekly
weights, S/P (status post) hospitaiization with <
(decreased) po (oral intake) 2. Offer 8 oz H20
{water), tid (three times/day ) between meals ¢
{(with) % on MAR".

Additionally, Section J1550 Problem Conditions
that "Dehydrated" was checked on the quarterly
MDS dated 9/23/11, the quarterly MDS dated
12119111, the quarterly MDS dated 3/18/12, and
the annual MDS dated 8/13/12. Again, review of
the clinical record, lacked evidence of R5 having
experienced any problems with dehydration.

L ©On 8/30/12 in an interview, E2 (DON) stated that
) she did not believe "Dehydrated” checked on the
MDS&' was accurate. E2 stated she would have
been aware of a resident if there was a
dehydration issue and was not aware of R5
having been dehydrated.

The facility failed to accurately code the problem
conditions sections on the MDS' from 6/27/11
through 6/13/12. On 8/30/12 in an interview, E4
(RNAC) reviewed the MDS' from 6/27/11 through
6/13/12 and noted that J1550 Problem Conditions
was checked for "Dehydrated”. E4 stated that
she did not believe that R5 was dehydrated for a
year. E4 reviewed the clinical record and
acknowledged that R5 was not dehydrated. E4
stated that the physician's order, dated 6/2/11, for
8 ounces of water between meals after having
his galibladder removed was a "proactive
approach” for R5. E4 stated that she miscoded
the 6/27/11 MDS when she checked
"Dehydrated". Also, E4 stated regarding the

F 278
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subsequent MDS' dated 9/23/11, 1211911,
3118112 and 6/13/12 that the MDS's prepopulate
and she missed removing "Dehydrated“ for the
year which was in error.

5. R62 was admitted to the facility on 11/29/11
with a diagnosis of dementia with psychosis.
Review of the nurses’ notes (NN) on 12/3/11 at
11:30 PM revealed that the nurse was, "Called to
3rd floor... due to resident's aggressive behavior
toward his roommate. Resident was going to hit
his roommate who was lying in his own bed...
Resident hit the doorway with his Rt (right) and Lt
{leff) hands + (and) arms... skin tear (ST) to LT
hand... ST to Rt hand top of hand..."

Review of R62's admission MDS, dated 12/8/11,
in Section E - Behavior for E0200 Behavior
symptoms presence and frequency, revealed that
"A. physical behavior symptoms directed toward:
others" and "C. other behavior symptoms not
directed toward others" were both incorrectly
coded as "0", indicating none.

The facility failed to accurately code the 12/811
MDS. On 9/5/12, in an interview E4 (RNAC)
confirmed that she miscoded both the behavioral
symptoms directed towards others and not
directed towards others as a "0" when it should

| have been coded a "1", indicating the behavior

occurred 1103 days.

6. R21 had diagnoses of dementia with _
behaviors, psychosis,'delusions and depression.
On 9720111, R14 who also had diagnoses of
dementia with behaviors and psychosis pushed
and kicked R21 who fell to the ﬂoor ,
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An x-ray repert, dated 9/20/11 stated, "Left knee
shows a subtle, nondisplaced fracture of the
proximal shaft of the fibula appearing acute or
recent. There is osteoporosis.”

A facility reported incident report, dated 9/20/11,
was sent to the State agency and stated, "X-ray
of knee resulted in left knee fracture to fibula
appearing acute or recent”. '

Review of the quarterly MDS, dated 11/20/1 1,
section "J1900 Number of falls since admission
or prior assessment, whichever is more recent...
C. Major injury - bone fractures...” revealed it was
incorrectly coded as "0", indicating none.

. On 8/31/12 in an interview, E4 (RNAC) who
(0 reviewed the 11/20/11 MDS for falls, stated that

- she thought that the resident did not have a
fracture after the 9/20/11 incident. However, upon
reviewing the x-ray report and the incident report
both dated 9/20/11, E4 stated that she was in
error and that the 9/20/11 incident did result in a
fibula fracture and should have been coded "1"
for a major injury not "0", indicating none.

The facility failed to accurately assess R21 on the
11/20/11 quarterly MDS. On 8/31/12, findings
were confirmed by E4 as noted above.

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO

s$s=D | PARTICIPATE FLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.
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A comprehensive care plan must be developed
within 7 days after the completron ofthe. -
comprehensive agsessment: prepared by an

mterdlscrpllnary team, that incfudes the attend:ng ’

physician, a reglstered nurse with responsrbllrty
for the resident, and other approprlate staff in.

discipiines as determmed by the res:dent's needs -

and, to the extent practicable; the partrcrpahon of

the res:dent the resident's famliy orthe res:dent' -

legal representatrve and perlodtcally revlewecl
and revised by a team of quallﬂed persons after
each assessment

This REQUIREMENT is not met as ewdenced
by:

Based on record review and staff :nterwew it
was determined that the facrllty failed to'ensure
that two (RT and R40) out of 30 Stage 2 sampled

residents’ care plans were revnewed and revised
to address each resident's problem changes and :

needs. Findings mclude

Cross refer to F248

1. Review of R40's "Activity Preferenoes for
Customary Routine and Activities™ inher last
annual MDS dated 6/26/12, indlcated R40'
interests included Ilstenlng to music, berng
around animals such as pets, spend:ng time
outdoors and famlty or sugnrt‘ cant other
mvolvement |n care decrsrons

Review of R40’s Actlvlty care plan (W|th a last
revision date of 7/31/12) for the problem of
"Resident i is unable to partlcmate in group

achvrtles du_e to her lllness but wo,uld_stlll enjoy ) ;

Fzso

The. Care Plans and correspondmg

flow sheets for R7 and’ R40 have been's -

revrewed and revrsed for accuracy

Random audlts of aII resrdent Care
Plans will be conducted by the L
Assistant Dlrector of Nursrng or.
de51gnee on a monthly basrs and

modn‘” catrons wrlt be made :f needed .

'The Actwnt:es D:rector and Assrsta nt

D:rector of- Nursmg have been
counseled on the mportance of
accuracy in Care Plannmg and the
need for modlﬁcat:ons as re5|dent
status changes -

The D|rector of Nursrng or desrgnee

| will momtor the monthly audlts and

Fndings and: varlances W|li be’

_ reported to the Quahty Assurance

Commlttee. R

'/0/& >+
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being out of her room. Resident needs the
comfort and knowledge that others still care..
indicated a goal that R40 "would like to spend her
days in comfort and not alone or isolated even
though she may not always be able to verbally
respoend”. The approach or intervention Section of
the care plan failed to include music, being
around animals such as pets, and spending time
outdoors. It also failed to include requests by
R40's POA on 2/8/12 care plan meetings to have
her out of her room and to be included to attend
activifies the facility had in their activity schedule.
The care plan included interventions such as
providing weekly calendar, speaking to residerit
daily, attempting 1:1 visits often, massaging her
hands, making sure TV was on, bringing her out
of her room when possible {around 4PM), and an
intervention box available to the resident.

Review of the activity logs for R40 (from January
to August 2012) revealed that the documents
lacked documented evidence that R40 attended
or had the activities required in the care plan,
except 1:1 visits. The 1:1 visits were hoted as two
per month and August included 5 1:1 visits.

In an interview with E6 (Achwty Director) on
9/6/12, she confirmed this finding.

Although the facility was providing some
undocumented activities for R40 that were
addressed in the care plan, the care plan failed fo
include the assessed activity pursuits of R40 and
the family requested activities which included -
taking R40 out of her room and having her
participate in facility acfivities.

The facility failed to review and revise R40's care
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-pfan to include activities of preference completed
by the staff per annual MDS dated 6/26/12 such
as music, going out of her room for act:wtses pet
visits.

Cross refer F278 Example 3.

2a. Review of R7's ADL (Activity of Daily Living)
care plan, dated 7/30/10, included the
problem/concern, “...reduires minimum (crossed
out) with the word, "variable" written above it and
with a revision date of 2/2/12. The goal was listed
as "...will be able to continue to perform routine
ADLs with minimum assistance..." The listed
approaches included, "1..Staff will provide set
(sic} as needed for all ADLs, 2. Staff will assist
resident... and provide minimum (crossed ouf)
;oo with the word, "variable" assistance for transfers
B ) and to complete bath. 3. Resident will be
evaluated for potential decline in self caring.”

2b. R7's care plan, dated 7/2/12 entitled,
“Potential for complications related to urinary
incontinence" had approaches that included
"...Offer/assist to toilet/bedpan... at scheduled
intervals during the day: Q (every) 2 hours, before
and after meals..." However, the facility failed to
be specify how much ass:stance R7 needed for
this task.

During an interview on 9/5/12 at 12:10 PM, £4
(RNAC/Resident Nurse Assessment Coordinator)
and E5 (Nurse Supervisor) acknowledged that

R7's care plans for ADLs and incontinence failed
to speciy what "variable” meant and had not
specified the amount of required assistance
needed.

During an interview on 9/5/12 at 12:15 PM, E3
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(Assistant Director of Nursing) stated that R7 o F-. -
liked to do everything by herself and "sometimes 30_9 o _
needs assistance, sometimes not as much” She ‘ R
stated that the resident would get agitated if we R64 expired on 6/8/12.. .
don't!ethertrytodoherowncareasmuchas : R T P {
possible. E3 acknowledged that R?'s care plans - A sample of residents willbe .~ . 51/ 13
for ADLs“and incontinence failed to specxfy what revi ewed quarterly for bowel i
"variable" meant and had not specified the -
amount of assistance required for toileting. _ condltlon and lmtlatlon of bowel -
F 309 | 483.25 PROVIDE CAREISERVICES FOR - F309 prOtOCOI
§8=D | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable phys:cal
mental, and psychosocial well-being, in
accordance with the comprehenswe assessment
and plan of care,

This REQUIREMENT is not met as e\udenced
by:

Based on closed record review and mterwew :t
was determined that the faciiity falled to ensure
that one (1) resident (R64) out of 30- -Staged 2
sampled residents, received the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychosomal .

well-being, in accordance with the comprehenswe ‘

assessment and plan of care. Even though the
facility monitored R64's bowel movement, the

faciiity failed to recognlze the gradual and sudden .

change in R64's bowel st_atusxand failedto - -
consistently implement the physician's/facllity's
bowel regimen. In addition to experiericing the
post surgical pain from a left.hip surgery, R64
also experienced abdominal paln dlstentlon and .

InltlatIOH

Commlttee

' The nursmg staff has recelved in-
serving on bowel protocol and '

. The Drrector of Nurs:ng or desngnee
will monitor the quarterly samples
and fi ndlngs and variances wnll be

‘reported t6 the Quallty Assurance
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discomfort. Findings include:

R64 had diagnoses of dementia, anxiety, acute
on Chronic subdural hematoma and S/P Left hip
hemiarthroplasty.

According to R64's admission Minimum Data Set
{MDS) assessments dated 4/13/12, this resident's
cognitive skills for daily decision were severely
impaired. Bowel pattern-(0) no constipatlon
present

R64 was certified to be admitted to Hospice Care
on 2/6/12 -and recertified again on 4/10/12 for
diagnosis of debility, unspecified, with life
expectancy of less than 6 months.

) R64 was admitted to the hospital on 5/20/12 for
complaint of left hip pain and was diagnosed with
a left hip fracture. Review of the R64's Hospital's
"Interdxscnpllnary Patient Progress Record” dated
5/24/12, stated "no BM (bowel movement) x 4
days...Bowel Regimen, D/C (Discharge) Plans”.

According to a nurse's note dated 5/25/12, R64
was re-admitted to the facility from the hospita
with a diagnosis of post suirgery of the Left hip
{Left Hemiarthroplasty, left femoral neck fracture.
(upper part of the thigh bone)

R84 was prescribed medicatiohs which included,
Ativan 0.5 mg 1/2 tablet PO (by mouth) every day
(QD) and Q 6 hrs PRN (as needed) for anxiety;
Risperdal 0.25 mg PO BID {twice a day) and
every 6 hours PRN for agitation; Oxycodone 5mg
PO g 4 hours PRN for pain.

The facility initially developédﬁnitiated'a care plan

F 309
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entitled, "Potential for drug related compllcahons
associated with use of psychotropic medications
on 4/25M2 and was last reviewed on 5/25/12.

The care plan goal (s) was "\MIE remain free of
drug related complications including drug related
discomfort.

The care plan approaches included : "Observe,
document, report to MD prmt sfsx
(signs/symptoms) of Drug related discomfort
{constipation, fecal impaction...)".

R64’s medications included Oxycodone 5 mg PO
q 4 hours PRN for pain. Constipation is the most
common adverse reaction to this medication. The
nursing implications according to the Geriatric
Dosage Handbook 12th Edition included "to
Monitor patient for constipation”

According to the Collaborative Physician's Orders
(PPOC) under the Hospice, signed by a RN
clinician on 05/25/12 at 4:30 PM and by the
attending Physician on 5/31/12, the Physician's
Plan of Care included the Bowel Regimen for
R64, which stated, " Bowel Regimen: Bowel
regime per facility standing order”.

Review of R64's 05/2012 and 6/2012 MAR
(Medication Administration Record) identified the
bowel regimen as follows:

Day 3 on 7-3 shift: MOM (Milk of Magnesia) 30 cc
if no BM for 3 days;

Day 3 (3-11) shift follow with Bisacodyl
suppository 1 rectally if no results from MOM

Day 4 (3-11) shift; repeat Bisacody! suppository 1
rectally again if no results from 1st dose

If second dose of Bisacodyl suppository not
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effective, Notify MD for further orders on 7-3, Day
8"

A nurse's note dated 5/28/12 stated that "PRN
(as needed) pain medication { Oxycodone) given
with positive effect when pt. (patient) stated pain,
but could not identify where”, The 3-11 MAR
documentation indicated "unable to defermine”.

The CNAs ADL flow sheet reflected that R64 did
not have a-bowel movement in all 3 shifts-since
5/25/12 through 5/28/12 (3 days). The hospital
record also indicated that R64 had no bowel
movements during 4 days of stay in the hospital
and prior to discharge to the facility. According to
the MAR, on 5/29/12 at 0625 (6:25 AM) R64 was
given MOM for no BM after 72 hours and the
effect was "pending". There was no documented
evidence that the 3-11 PM shift monitored the
bowel movement and followed the regimen with
the Bisacodyl suppository as planned if no resuits
from MOM. According to the facility's "Bowel
Movement List" the dates 5/29/12 through
5/31/12 were not included and therefore failed to
reflect that R64's bowel movements were :
monitered. However, the CNA ADL Flow Record
indicated that on 5/29/12 through 5/31/12 R64
did not have any bowel movement on alt 3 shifts.
Again on 5/31/12 as per MAR, R64 was
administered MOM for no BM after 72 hours and
again the effect was pending. There was no '
record that the nursing staff on the 3-11 PM shift
continued to follow the bowel regimen as
planned. o

According to the CNA's ADL Flow Record for
05/01/12 to 05/31/12, R64 had routine bowel
movement from 5/11/12 through 5/20/12 prior to
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this resident’s hospital admission for surgery of
the left hip. The facility's "Bowel Movement List”
reflected that R64 had a gradual changs in bowel
‘movement

According to the facility's "Bowel Movement List"
record, R64 had one bowel movement
documented on 6/1/12 on the 7-3 shift but failed
to identify the characteristic of the stool, for -
example, the consistency (formed, hard, soft,
watery) and size (small, medium, large) fo
indicate potentials for constipation and/or fecal
impaction. The nursing staff failed to recognize
that there was a gradual to sudden charige in
R64's bowel habits on May/2012 as per the
facility's "Bowel Movement List" andfor CNA's
ADL flow sheet.

Again there was no documentation to indicate
that the nursing staff consistently implemented
the bowel regimen/protocol.

A nurse's note dated 6/1/12 stated, "Resident
was complaining of back pain @09:30 unrelieved
by repositioning given Oxycodone @ 09:30".

A nurse's note dated 6/2/12 stated "...Several
attempts to get OOB (ocut of bed). Repositioned
and toileted without effect. Oxycodene given for
c/o (complaint of} severe back pain and Risperdal
for increased agitation. Both effective”.

According to the nurse's note from 6/3/12 through
6/6/12, R64 continued to moan in pain holding
her legs, restless, crying in pain and Resident
continued to receive Oxycodone for complaint of
pain, also tylenol 650 mg and or Ativan for

| agitation.
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A nurse's note dated 6/7/12 stated, "0315 (3:15
AM) Res. pulling at leg dsg.(dressing) Ativan
given for agitation...resident moaning & holding
her lower abd. (abdomen) which is slightly
distended and tender to touch. Decreased BS
{bowel sounds} in all 4 quadrants. No BM (bowel
movements) noted in the past 3 days. Refused
MOM, suppository given. '

0400 (4:00 AM) No BM

0500 (5:00 AM) No BM. Abd. less distended"”
0600 (6:00) AM/MAR No BM.

1400 (2:00 PM)"Res.(Resident) continues to cry
trying to get out of the chair...No BM.

Interview with ES (RN- unit supervisor) on 8/30/12
@ 2:00 PM, she stated that the residents' bowel
movements (BM) were monitored daily through
documentation by CNAs on the daily BM book
found at the nurse’s station. The BMs
documented in the CNAs ADL (Actvities of Daily
Living) Flow sheet by CNAs were the accurate
representation of the daily BM book found at the
nurse's station.

A nurse's note dated 6/8/12 stated "Social Work
...{Hospice) vs. (visited) with patient and
LPN...R64 moaning and ini terrible pain. Phone
call to hospice team leader to request sending
patient to ...{in hospice center) for pain and
symptom manage./bed available, ambulance to
transfer at 3:30 PM today....son, POA agreed to
transfer to center from (facility)”

The facility failed to recognize the gradual and
sudden change in R64's bowel status and failed
to consistently monitor and implement the
established bowel regimen for this resident and

F 309
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placed this resident potentially at risk for
constipation and or fecal impaction.

A nurse's note dated 6/8/12 stated "pt. (patient)
moaning c/o pain at stomach, distended, no B/S
(bowel sounds) noted "Large” BM noted last shift
Notified Hospice PRN Morphine sulfate given @
1300, 1330, 1345 N.P. (Nurse Practitioner) see
resident’. :

The Nurse Practitioner documented in the
Physician's Progress note dated 6/8/12, that this
resident's abdomen had "no audible bowel
sounds, was distended and tender”,

This finding was discussed and acknowledged by
E2 (DON) on 9/4/12 at 10:45 AM. .

A nurse's note dated 6/8/12 and timed 1730 (5:30
PM) stated that R64 was ready to be fransported
via ambulance to the hospice unit for pain
management when R64 expired and was
pronounced dead at "1657" (4:57 PM). R64 died
of "Complication of Multiple Falls including Left
Hip Fracture and Closed Head Trauma™ as per
death certificate.

F 323 | 483.25(h) FREE OF ACCIDENT F 323
58=¢ | HAZARDS/SUPERVISION/DEVICES '

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supetvision and assistance devices to
prevent accidents. o

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID: T90F11 " Fadiiity ID: DEOG187 “ . Ifcontinuation sheet Page 28 of 34




1
al

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

- PRINTED: 09/20/2012
.~ 'FORM APPROVED
_OMB NO. 0938-0391

STATEMENT OF DEFIC!ENCIES ) : (X1) PROVIDERISUPPLIER!CLIA
AND PLAN OF CORRECTION ) . IDENT]F]CATION NUMBER.
© 08A020

%2y MuLTIPLE consmucrlon j' e ', (X3) DATE SURVEY
: o T T COMPLETED
~|aBunome .0
) B
B vane
. - 09/06/2012

( E OF PROVIDER OR SUPPLIER

NEWARK MANOR NURSING H.OME :

P STREETADDRESS CITY STATE ZIP CODE ;
254 WEST MAIN STREET

X4 © SUMMARY STATEMENTOF oesrcreucrss

D

_NEWARK, DE 19711

PROVIDERS PLAN OF CORRECTION S (X5)

This REQUIREMENT is not met as ewdenced
by:

Based on observation, rnter\rlew and reoord
review, the facility failed to ehsure that the
resrdent environment remamed as free of
accrdent hazards asis poss:ble when they fatted
to marntaln the proper functlon of a side rail whrch
was very loose and posed a potentrat accident
hazard for one resident (R3) out of 30 Stage 2
sampled residents. Addrtronally. there were
observations of the 2nd floor storage room door
and 2nd floor treatment cart that were unlocked
and accessible to residents. Findings include:

1. R3 was admitted to the facility on 9/15/10. -
R3's Annual Minimum Data Set assessment, - B
e dated 8/24/12, revealed that R3 was assessed as
' } requiring extensive asmstance with two person .
e assist for bed mobifity and transfer. R3's clinical
record revealed that she was assessed as a high.
risk for falls and was care planned for falls and
the use of a side rail as an enabler. Revrew of
the August 2012 Physrcran s Order Sheet
included a physician's order for a "Rail enabtex"
Dx (Diagnoses): Peripheral neuropathy. '
Degenerative Joint Dlsease rrght knee status
post stroke. : -

On 8/28/12 at 2:25 PM, R3 was observed in bed
with the left 1/2 side rail up, This srde ralt was
observed to be very wobbly, loose and filted
forward with use. R3 stated that she used the
side rail as an enabter

On 8/28/1 2.1 ndxngs were conf rmed wnth E1
(Administrator). E1 rmmedlately lnformed E12
(Maintenance Director) fo accompany her oR3s .
1 room. E1 and E1 2 examined the srde rarl E1.

'-F323.
‘ The bed rall for R3 has been secured

: _been tocked

| to ensure that they were locked. Bed

“f will venfy that all storage closets are .

'weekly Mamtenance audlts, utrhzmg a

The audlts wrll be revrewed by the |
] Admrmstrator and any variances wrti

PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX “{EAGH CORRECTIVE ACTION. SHOULD BE : COMPLETION
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e R oerrcrencv) T
F 323 | Continued From page 28 S F323) 0

to the. bed. The storage closet and o }‘6/[{/ 12

treatment cart on the 2™ ftoor have

The other storage areas were checked

ratls have been checked for atl
resrdents ‘

The Mamtenance Dtrector or desugnee
locked and bed ra:ls secure durlng

standardlzed audrt tool

be reported to the Quahty Assurance
Commlttee
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instructed E12 to tighten R3's side rail. E1
acknowledged that R3's loose side rail posed a
potential accident hazard.

During an interview on 9/6/12, £1 was asked if
the facility had a system in place for regutar
maintenance checks on side rails. She stated,
“No...but we will now."” E1stated that they relled
on someone such as the nursing staff, to inform
maintenance of any issues.

2. Observations of the 2nd floor hallway on
8/27M12 and then on 8/31/12 at 9:43 AM revealed
the door to a storage room (next to room 214)
unlocked with contents accessible to residents.
The contents inside the room were items such as
the facility air handling unit, a Hoyer lift, two
oxygen concentrators, two black bags full of
items on the floor, three oxygen pumps, seven
Hoyer lift batteries, and tubing supplies.

During the environmental tour of the facility on 7

8/31/12 at 11:45 AM with E12 (Maintenahce
Director), the same storage room door was
observed unlocked. E12 on 8/31/12 confimed
this door should be locked and proceeded to lock
it. This posed an accident hazard to residents.

3. Observations of the 2nd floor hallway during

the environmental tour with £12 on 8/31/12 at

11:30 AM revealed a treatment cart that was
locked yet the two fop drawers were opened. A
resident (R66) was observed sitting next to the
cart. The contents of the cart drawer included
medicated oiniment for residents. E12 proceeded
to contact a nurse (E14) on the floor.
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In an interview with £14 (Nurse) on 8/31/12 at J E 4 41 .
11:40 AM, she confirmed the fi inding. She - Lol
indicated that although the cart appeared locked, | ' L :
it was not locked. o The sorled hnen was removed from '
F 441 | 483.65 INFECTION CONTROL PREVENT ‘ F 441 room 203 on 8/27/ 12
ss=p | SPREAD, LINENS , o /l{ 12

The facility must establish and mamtaln an
Infection Control Program desxgned to prov:de a
safe, sanitary and comfortable envrronment and

to help prevent the development and transmrssron '

of disease and mfec’cron

(a) Infection Control Program

The facrhty must establish an Infectlon Control
Pragram under which it - .

(1) Investigates, controls, and prevents infections
in the facility; ‘

(2) Decides what procedures such as rso[at:on :
should be applied to an individual resident; and
(3) Maintains a record of incidents and correcttve
actions related to |nfectrons -

(b} Pr_eventlng Spread of Infecfiorj L

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of mfectron the. facmty must
isolate the resident. :

(2) The facility must prohrblt employees wrth a
communicable diseasé or lnfected $kin lesions -

from direct contact with res:dents or thelr food, n" o o

direct contact will transmlt the’ drsease

(3) The facrl:ty must require staff to, wash thelr
hands after each direct re3|dent contact for Wthh
hand washing. is mdlcated by accepted
professional prac’uce

{c) Linens

' checked for sorled hnen

“The D"irect'or of Hous'eke'e‘pring and
‘ Laundry or desrgnee wull verlfy that all
o sorled Imen is. bagged and removed

' Housekeepmg audlts utlllzmg a:

. The audlts wull be rewewed by the

| be reported to the O.uahty Assurance
_ Commlttee ‘ :

The other reSIdent bathrooms were

from resrdent rooms by revrew of

standardrzed audlt tool

Admmlstrator and any varl _nces will-

)
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Personnel must handle, store, process and
fransport linens so as to prevent the spread of
infection. ‘

This REQUIREMENT is not met as evidenced
by:

Based on chservation and staff interview, it was
determined that the facility failed to provide a
safe, sanitary and comfortable envnronment that
ensured prevention of the deue!opment and
transmission of disease and infection. The facility
failed to bag and remove soiled bath linens from
d resident's bathroom, instead of leaving it on the
floor. Findings include:

Observation on 8/27/12 at 11:50 AM of the
bathroom in room #203 revealed unbagged,
soiled bath linens on the floor. The finens had a
strong odor of stool- A repeat observation at 2:20
PM revealed that these same unbagged, soiled
bath linens remained on the bathroom floor atong
with a strong odor of stool.

On 8127112 at 2:25 PM, E16 (CNA) confirmed that
she was assigned to room #203 and was asked

to check the bathroom. E16 bagged and removed
the soiled bath linens and stated that this was not
her usual practice. i
483.75()(1) RES

RECORDS- COMPLETEIACCURATEIACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
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information to identify the resident; 2 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.

This REQUIREMENT IS not met as ewdenced
by:

Based on record review and lntennew twas .
determined that the facmty faited to ensure that
R64's clinical record was maintained in
accordance with accepted professional standards
and practices that are complete and accurately
documented for one (R64) out of 30 stage I
sampled residents. Flndlngs mclude

R64's care plan was revnsed to mclu'de 1/2 hour

 safety checks begrnnlng on 5/16/12 at 1:30 AM

through 5/20/1 2 at 10:30 PM. These safety _
checks were documénted on the "Res:dent Hatf
Hour Safety Checks” form ,by the CNAs

R64 was sent to the ER and adm:tted to the
hospital on 5/20/12 at 11:15 AM and retumed to
the facility on 5/25/12 at 2. PM '

Review of the “Resrdent Half Hour Safety -
Checks" from 12:00 PM through 10:30 PIVI on

5/20/12 and from 7:00 AM through 2:30 PM ori
5/22/12 indicated that R64 was being checked

every half hour even though the reS|dent was not '

in the facsllty

The facility failed to accurately document the
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systematically organized. sy E514 .
The clinical record must contain sufficient o S B
R64 has exprred'. :

A random audlt of reSIdent safety

Assistant Dlrector of Nursmg ona
' monthly basrs ' :

NUrsing'Assistants heve been

: educated and counseled about the
|mportance of accurate
document_atro.n.

The Director of Nursing or designee -
will rahdomly monitor the C.N.A.
documentatlon Fmdmgs and
varlances will be reported to the
Quahty Assurance Commrttee .

| checks will be conducted by the ' 6/ "{Jﬂfg

[
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NAME OF FACILITY: Newark Manor S . DATE SURVEY COMPLETED Segtember 6, 2012
SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR CORRECTION
Specmc Def'CienCIes L . | OF DEFICIENCIES WITH. ANTIC!PATED
. | DATES TO BE CORRECTED
.| The State Report mcorporates by ' E Crossfhererén‘cé'to ‘CMS 2567!_
reference and also cites the fi indings :
specified in the Federal Report. | 44 ;g Fas3, Fava, F280, 300,
' F323 F441 and F514 jo J *5} fs—-

An annual and Comp!alnt suwey was
conducted at this facility from August 27,
2012 and concluded on September 6,
2012. The deflClenCIeS contained in this
report are based on ‘observations, '
interviews, review of residents’ clinical
records and review of other facility and
hospital documentation as indicated. The
facility census the first day of the survey
was 62. The survey stage 2 sample tota!ed
| 30 residents which also mcluded three (3)
closed records .

01 Skilled and Intermedlate Care Nursing
. Facilities :
3201.1.0 Scope
3201.1.2 Nursmg facilities shall be subject to all

appllcable local, state and federal code
requirements. The prov:srons of 42 CFR
Ch. IV Part 483, Subpart B, '
requirements for. Long Term Care
Facilities, and any amendments or
modlﬁcatlons thereto, are hereby
adopted as the regulatory requ:rements
for skilled and intermediate care
| nursing fagilities in- Delaware Subpart
B of Part 483 is hereby referred to, and
made part of thrs Regulation, as if fully
set out herem All applicable Code B
réquirements of the State Fire
.| Prevention Commrssron are hereby
' adopted and mcorporated by reference

Th|s reqwrement is not met as
e\rldenced by: . . '

ftle M /ﬂ/ ,}% W . Date 9’2 5///62-

Provider's Signature




 DELAWARE HEALTH

DHSS - DLTCRP
3 Mill Road, Suite 308

AND SOCIAL SERVICES * Wilmington, Delaware 19806

- Division of Long Tern Care

Residents Protection

NAME OF FACILITY: Newark Manor

(302) 577-6661

STATE SURVEY REPORT Page 2 of 2

DATE SURVEY COMPLETED: September §, 2012

SECTION

STATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR’S PLAN FOR CORRECTION
OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

Cross refer to the CMS 2567-L survey
report date compieted 9/6/12, F241, F248,

| F253, F274, F278, F280, F309, F323,

F441 and F514.




