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F 00C | INITIAL COMMENTS F 000

An unannounced annual survey was conducted
at this facliity from February 4, 2015 through
February 13, 2016, The deficlencles contained In
this report are basad on observations, Interviews,
review of resldents' clinical records and review of
other facillty documentation as Indicated, The This plan of correction constitutes
facllity census the first day of the survey wes 148, my written allegation of compliance

The Stage 2 survey sample size was 28,
9 e for the alleged deficlencies cited.

Abbreviations used in this report are as follows: However, submission of this Plan of

NHA - Nursing Home Administrator,; : :

DON - Director of Nursing: Correctlon Is not an admission that

RN - Reglsterad Nurse; a deficlency exists or that one was

gNAg‘- l}eglstered Nurse Assessment cited correctly. Thisplanls
oordinator; )

RD - Reglsterad dletltian; submitted to meet requirements

LPN - Licensed Practicai Nurse; established by state and federal

CNA - Certifled Nurse's Alde; law.

UM - Unit Manager;

SW - Saclal Worker;

TD - Tardlve Dyskinesla - (characterized by

rapetitive, Involuntary, purpossless movements.

Some examples of these types of Involuntary

movements Include grimacing, tongue

movements, |lp smacking, llp puckering, pursing

of the llps, excesslve eye blinking);

AIMS - Abnormal Inveluntary Movement Scale

(tast usad to detoct tardive dyskinesia [TD] and to

follow the severlty of a patlent's TD over time);

MDS - Minimum Data Set (standardlzed

assessment forms usad in nursing homes);

MAR - Medlcatlon AdmInistration Record;

MRR - Medication Regimen Review,

Antl-depresaant - Drug to treat depreasion;

NN - Nurses' Notes;

OT - Occupational Therapy;

Psychotropic (medication)- any medication

{
LABORATORY I'all‘tf.-’.'Xl ' |EH PROVIDERSU

Ariy deficlency ulnll‘,‘mm b anding with an nstefalf(*) denctes a deficiency which the
olher safeguards provide sufliclon! proteciion (gl patienla. (See Insltuctions.) Except Tor nurs
following the dale of survey vshothzr or nota plan of correcticn is provided. 1'of nirsing hames, tha above
days following the date these documents ars made available la e facilly. 1f deficiencizs arn ciled, an approved plan of correction
progiam pariclpation

WENTATIVIEH SIU‘NI\I WKL TILAE (X6) DATE

firArcs”’ A 3 1__%;__

Institution may be excused from correcling providing It s delermined Mat
Ing homes, Iha findIngy stated abavo nre dlsciosablo 90 dnys
fingings and plans of correction vre disclosatle 14
is reauisltn to canlinued
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capable of affecting the mind, emotions and
behavior;
PT - Physical Therapy.
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 167
8s=D | (INJURY/DECLINE/ROOM, ETC)

A facllity mugt Immediately Inform the resident;
consult with the resldent's physliclan; and If
known, notify the resldent's legal repressntative
or an Interested family member when thete is an
accldent involving the residant which results In
Injury and has the potentlal for requiring physiclan
Intervention; a signlficant change In the resldent's
physlcal, mental, or psychosocial status (l.e., a
deterioration In health, mental, or psychosoclal
status In elther life threatening condltions or
clinical complications); a need to alter treatment
gignificantly (l.e., a need to discontinue an
exlsting form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a declsion to transfer or dlscharge
the residant from the facliity as specified In
§483.12(a).

The facllity must also promptly notify the resident
and, if known, the resident's legal ropresentative
or Interested famlly member when there ls a
change in room or roommate assignment as
specifled In §483.16(e)(2); or a change in
resident rights under Federal or State law or
regulations as spacifled In paragraph (b)(1) of
this section.

The facllity must record and perlodically update
the address and phone number of the resldent's
legal representative or Interested famlly member,
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This REQUIREMENT ls not met as evidenced ?
by:
Besed on record review, Interview and review of F157
other documentation, it was determined that the
facllity falled to notify the resident's legal 1. The ‘famllz memibelr was ';"lgg?_glfgéhe fall at
tepresentative for one (RB0) out of 28 Stage 2 the time the omisslon wa : 21115
sampled residents when there was a signlificant
' 2, A random audit of resident falls in the
change In RS0 s‘mentallbehavloral status, previous six monthe was completed to
Findings Inciude: ensure that famlly/MD notiflcation was
complate. 2/13/15
The facllity's policy entitled, "Notificatlon of 3. The ADON/Dasignee will now be
Resldent Change In Condition", dated 7/2013 responsible for auditing all nurses notes
stated, “... To ensure that all appropriate, related to falls to ensure famlly/MD
interested partles are notified of significant notification is complete, All nurses have
changes In a resident's health ... 3. Related to been re-educatad on MD/family notification
mecllcal cars, the charge nuree will notify the regarding changes In resldent
resldent, the resldent's physiclan, and the POA status/incldents. 3/16/16
(Power of Attornay)/responsible party when there 4, A Quallty Assurance Program wli! he put
Is: ... Stgnificant change [n condition In physical, Into place to ensure that resident's families
mental, ... atatus ...", are notified of all changes In resldent status,
The DON will audit the "facility activity i
‘g " report" dally x 1 week to ensure MO/family
Review ?.f R90's "Admisaion History and iflcation of changes In status until 100%
Physlcal', dated 1/18/15, etated that the resident :
i " compliant for one consecutive week. Then,
was admitted to the facllity “... on 1/16/16 for post i untll
[after] acute care, PT, OT..". R0 was noted te Lha audtllwtlgbadc%n()}%}elad 3::1,;:?: - :3“ w
URTNPON ave malntalne % compliance
bo alert and orlented "x 2 with confuslon In the weeks. Then, the audit will be completed
hospital” and "Now disorlented, agitated, monthly untll 100% compliance Is
combatlve. DId not cooperate ¢ (with) exam", maintalned x 4 consecutive monﬁf' The
results will be reviewed In the Q
Review of R90's fall Incldent report, dated 1/18/15 commiites meeting.
and timed 8:30 AM, stated that the resident was Ongolng

confused and disoriented. The facllity's
investigation, dated 1/21/15, included a witness
statement, dated 1/18/15 thet stated, "Resident
mumbling word 2 (secondary) to confusslon
(sic)". The “corrective action taken with respect to
the resident" was listed as "on therapy caseload,
psych (psychotroplc) meds (medications) to be
reviewed".
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Continued From paga 3

RS0's NN, dated 1/18/16 end timed 10:38 AM,
stated, "Resident was sltting in the dining room
on his geri-chalr (moblle recliner), attempted
multiple unsafe transfers, which was easily
redirected, prior to an Incldent. He was observed
climbing out of his gerl chair and knelt on the floor
bafore the nurse was able to get to him...",
Revlew of both the Incldent report and the nurse's
notes lacked evidenca that R0's POA had baen
notlfied.

During an Interview, on 2/11/16 at 11:27 AM, E5
(LPN/UM) confirmed the findings, E5 stated that
resident familles are to be "notified of all falls".
The facllity Failed to notify R90's POA when R80
had a change In condltion, became confused and
had a witneasad fall on 1/18/16.

483.20(b)(1) COMPREHENSIVE
ASSESSMENTS

The faclllty must conduct inltially and periodically
a comprehensive, accurate, standardized
reproducible assessment of sach resldent's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the
resldent assessment instrument (RA) specifled
by the State. The asseesment must Include at
least the following:

Identification and demographic information;
Customary routine;

Cognltive patterns;

Communication;

Vlislon;

Mood and behavior patterns;

Psychosoclal well-belng;

F 167

F 272
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Physlcal functioning and structural problems;
Continence;

Diseass dlagnosls and health conditions;

Dental and nutritional status;

Skin conditions;

Actlivity pursult;

Medlcations;

Special treatments and procedures;

Discharge potential;

Documantation of summary Information regarding
the addltlonal assessment performed on the care
araas triggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation In assessment.

This REQUIREMENT Is not met as evidenced
by:

Baged on vecord reviews and Interviews, it was
determined that for two (R83 and R111) out of 28
Stage 2 sampled resldents, tha facilily failed to
ensure the accuracy of the comprehenslive
assessment In the area of behavior. Findings
include:

The faclllty's policy entitled, "Minimum Data Set
3.0 Completion”, dated 7/15/13, stated,
"Guideline; To ensure an interdisciplinary
approach fo the timely and accurate complation
of the MDS 3.0."

1. R111's annual MDS, dated 8/26/14, Indicated
the resldent was severely impalred for daily

decislon making and exhibited no physlical

FORL CM5+2537(02-99) Pravious Versions Olbsolela
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F 278 | 483.20(g) - ()) ASSESSMENT
§5=D | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

A raglstered nurse must conduct or coordinate
each assessment with the appropriate
particlpation of health profassionals.

A reglstered nurse must sign and certify that the
assessment Is completed.
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F 272 | Continued From page & Fa72
behavlors directed toward others.
F272,1 and 2
Raview of the CNA's Behavlor Flowsheet for the 1. R111 and R63's MDS have been corrected.
period of assessment actually documented 1 2113 /15
eplsode of physical behavior toward othera. The 2. The RNAC completed a random audit of
facllity Incorractly coded the MDS and should Sectlon E of the MDS (bshaviors) in the
have coded that behavior of this type ocecurred. previous 3 months to ensure accurate —
' coding.
Duting an Interview on 2/10/15 at 10:40 AM, E6 3, The Soclal Services Director was re-
(SW) confirmed that the MDS, dated 8/26/14, educated on accurate coding of behaviors
was miscoded. in Saection E of the MDS. The SSD Wﬂl now
confer with the Unlt Manager who will
2. RB3's admisslon MDS. dated 10/26/14, double chack bahavior ocourrences priOf to
indicated the resident was moderately Impaired coding. SlBAE
for dally declsl K d exhiblt yd P 4, A QA program will be put Into place to
o dally declalon making and exhibtac no ansure accurate coding of behaviors in
physlcal behaviors direcled toward others. Saction E of the MDS, The RNAC will audit
MDS's completed for one waek until
Review of the CNA's Behavlor Flowsheet for the ?go% ccmplialﬁce Is achleved in Section E
period of assessment actually documented 3 of all MDS's for one week. Then, the audit
episodes of physical behaviors toward others, will be completed 3x/wesak until 100%
The faclilty Incorrectly coded the MDS and should compllance Is achieved for 3 consecutive
have coded that behavlor of this type occurred. weeks, Then, ten random MDS's will be
audited monthly until 1010% mmtﬂian$ﬁ is
During an Interview on 2/10/16 at 4:45 PM, E6 maintalned x4 consecutive monthe. 1he
confirmed that the MDS, dated 10/20/14, was results will be reviewed In the QAA
miscoded. commitlee meeting.
Ongoing
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Each Individual who completes a portian of the
assessment must slgn and certify the accuracy of
that portion of the assessment.

Under Medicare and Mealcaid, an Indlvidual who
williully and knowlingly certifies a material and
false statoment in a resldent assessment is
subject to & civll money penalty of not more than
$1,000 for each assessment; or an Individual who
willfully and knowingly causes another individusl
to certlfy 8 materlal and false statementin a
resldeni assessment Is subject to a clvil money
penalty of not more than $5,000 for each
assessment.

Clinlcal disagreement does not constitute a
materlal and false statement.

This REQUIREMENT Is not met as evidenced
by:

Based on Interviews and clinlcal racord reviews,
it was determined that the facility falled to ensura
that the MDS assessment acourately reflected the
residents' status for three (R80, R120 and R123)
out of 28 Stage 2 sampled residents. Findings
include:

The facility's "Minimum Data Set 3,0 Completion”
policy, dated 7/16/13, stated, "Guidsline: To
ensure ... the timely and accurate completion of
the MD'S ... The RNAC will be rosponsible for the
coordination and timely completlon of the
MDS...".

1. Review of R120's clinical record revealed a
daoctor's order, dated 10/14/14, for an
antldepressant medication, Mirtazapine, to be

- QKK CMS 567 (02-09) Pravions Yerelons Obrolela
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administered once a day.

Revlew of R120's MAR from 1/2/15 through
1/8/15 revesled that R120 recelved a dally dose
of Mirtazaplne as ordered,

F278,1,2and 3
1.

R120’s quarterly MDS, dated 1/8/15, Included a R120, R123 and R80's MDS's have been

diagnosis of depresslon, howsver, under section corrected to reflect the medications given.
“N. Medications", It was coded 0" for 211316
antldeprassant use, 2. The RNAC completed a random audit of
MDS's Section N that were completed over
Durlng an Interview, on 2113/15 at 11:41 AM, E4 et L —
of medications.
(RNAC) confirmed the findings. The facllity falled 3. A new "double check" system will be put
to ensure that the quarterly MDS assessment, Into place to ensure accurate coding of
dated 1/8/15, accurately reflected R120's status. MDS Sectlon N. The Unit Manager will now
Subgequently. a copy of the corected MDS was “double check” Section N for coding
provided. accuracy prlor to MDS transmittel. The
RNAC and UM's have been educated on
this process. 3/16/15
2. Review of R123's clinlcal record revealed a 4, A QA program wlill be put into place to
doctor's order, dated 8/18/14, for an antlanxiety ensure accurate coding of medicatlons in
medication, Ativan, to be adminlstered as Section N of the MDS. The RNAC will audit
needed, all MDS's completed for one week untll
100% compliance is achleved In Section N
Review of R123's MAR from 11/13/44 through of all MDS's for orie week. Then, the audit
11/19/14 revealed that R123 recelved two doses will be completed 3x/week until 100%
of Ativan, compllence is achieved for 3 consecutive
weeks, Then, ten random MDS's will be
R123's quarterly MDS, dated 11/19/14, rovealed audited monthly untf 100% compliance Is
that antianxiety use undor section "N, malr'i{aIne[)l?bﬂrw'.‘sxcgtiretgoam‘ The
.. wpy results wlll be reviewed in
Medlcatlons" was coded "0" committee meeting.
Ongolng

Findings were confirmad with E4 on 2/13/16 at
11:24 AM. The faclliity failed to accurately reflect
R123's status on the 11/19/14 quarterly MDS
assessment when he received two doses of an
antlanxiety medication.

FORM CMS 2667(02-99) Previous Versions Onsolals Event ID; 2EGB11 Facilily ID: OEO0190 |f continuatlon shoel Page 8 of 18
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3, Revisw of R80's clinical record revealed a
doctor's order, dated 4/18/14, for an
antidepressant medication, Zoloft, to be

administered once avery svanlng.

Review of R80's MAR from 8/21/14 through
9/10/14 revealed that R80 recelved a dally dose
of Zoloft as ordered,

RB0's quarterly MDS, dated 8/2/14, under section
"N. Medlcationa", was coded "0" for
antldepressant use,

Durlng an Interview, on 2/12/16 at 3:48 PM, E4
conflrmed the findings. The facility falled to
ensure that the quarterly MDS assessment, dated
9/2/14, accurately reflected R80's status.
483,20(c)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

F 280
§8=D

The resldent 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 [n care and treatment,

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehenslve assessment; prepared by an
Interdisciplinary team, that includes the attending
physlician, a registarad nurse with responsibility
for the resldent, and other approprlate staff in
disclplines as determined by the resldent's needs,
and, to the extent practicable, the participation of
the resldent, the resident's famlly or the resldent's
legal reprasentative; and periodically reviewed
and revised by a team of qualified persons alter
each assessment,

F 278

F 280
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This REQUIREMENT Is not met as evidenced
by:

Based on rocord raview, observation and
Interview, it was determined that ono (R82)
resident's care plan out of 28 Stage 2 sampled,
was not revised according to the needs of this
resldent as related to her Coumadin therapy
(prevent harmful bload clots from forming or
growing larger). Findings include:

The facllity's "Food and Medication Interaction”
guldsline, stated, "In order to optimize the
effactiveness of ...medlcatlon and to prevent
negatlve side effects that may result from eating
Inappropriately while taking certain
medlcations...follow the specific
recommendations for ,..medicatlons...", The Feod
and Drug Interaction Gulde Included;
"Coumadin-Avold drastic changes In congumption
of foods high in Vitamin K (blood clotting vitamin)
such as: Beef Liver, Broccoli, Brussel Sprouts,
Cabbage, Collard Green Kale, Green Leafy
Vegatables, Soybean Oll and Turnip Greens".

R82 had dlagnoses that Included peripheral
vascular disease (dlsease of the blood
vessel-arteries or velns located outslde of the
heait and braln) and acute embolism/thrombosls
(formation of blood clot) of the lower extremities.

R82 was receiving the anticoagulant (causes
blood to lake longer to form clots) medication,
Coumadin, tablets by mouth every day of the
weak.
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specify the type of foods contraindicated and
consumed by R82, that neadad to be monitored,
and the need to educate the staff, resident and
family. Additionally, the care plan failed to ldentify
R82'a diagnosls as related to the Coumadin
Therapy.

The facility failed to ensure that R82's care plan
was ravised.
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The facility developed & care plan dated 12/15/14
on the problem of "Potential for excessive
blesdIng related to Coumadin Therapy", The care
plan's approach Included, "\Vionitor for other
medications/foods contraindicated with ordered
antlcoagulant (Coumadin)*.
' F280
The care plan's goal (sdlted on 01/08/16) Was 1. R82's care plan was reviewed and revised.
"Resldant will have no e/s (signs and symptoms) ‘ 2111 16
of excessive bleeding". 2. The care plans of all rasidents recelving
Coumadin were audited and revised as
R82 was prescribed a Regular (Small Portion) needed. . 211116
dlet with No Added Salt. 3. Al nurees were educated on the care plan
process for residents receiving Coumadin,
On 2/12/15 at 12:30 PM, it was observed that The Dleticlan was consulted on correct
R82 was served beef with stir fry vegetables dietary modifications for residents receiving
(broceoll and green beans). In an interview on Coumadin and the care plan library was
2/12/15 at approximately 1:30 PM, EB (RD) adjusted accordingly. 31515
stated that R82 could have the Identified 4. A QA program will be put Into place to
vegetables as long as she did not have a drastic monitor compliance W“? care ﬁ',“" !}_';"“"5
change, that Is, had multiple extra servings of for residents recelving Coumacin. 1he d
green and leafy vegetable (Vitamin K). DON will audit to ensure cnnjpmtenqas an
accuracy of care plans R/T Coumadin
On 21215 sty 300 1, 7 (1)
was unable to Id_enllfy to the surveyor the type of thelr care plan reviewed by the DON after
foods to be monitored as stated in the care plan. care plan initiation by the Unit Manager for
The care plan was edited on 01/08/2015  period of 2 quartars I taconiplatisels
: § ' maintained.
howaver, the care plan failed to be revised to Ongolng

1-URM CIMS-2667(02-93) Provious Yersions Olrolets

Lvenl I 2EGR 1

iracility 11y MG

it conlinuation sheet Page 11 ol 18




PRINTED: 03/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES (X1) PROVIDER/BUPPLIER/CLIA (X2) MULYIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
086002 B.WING ——— 02113/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PARKVIEW NURSING 2601 W, OTH STREET
WILMINGTON, DE 19806
X4 ID SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUILD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 11 F 280

The finding was dlscussed with E2 (DON) on
2/12115 at approximately 3:30 PM and was
further dlscussed with £1 (NHA) and E2 by the
survey team on 02/13/15 at approximately 3:00
PM.

F 329 | 483.25()) DRUG REGIMEN |S FREE FROM F 329
s$=D | UNNECESSARY DRUGS

Each resldent's drug regimen must be fres from
unnacessary drugs. An unnecessary drug Is any
drug when used in excessive dose (Including
duplicate therapy); or for excessive duration; or
without adeguate monltoring; or without adequate
jndications for its usae; or In the presence of
adverse consequencas which indicate the dose
should be reduced or discontinued; or any
combinations of the raasons ahove,

Basad on & comprehenslve assassment of a
resldent, the facility must ensure thet resldents
who have not used antipsychotic drugs are not
glven these drugs unlesa antipsychotlc drug
therapy Is necessary to treat a apaclfic condition
as dlagnosed and documented In the clinlcal
record; and residents who use antipsychotic
drugs recelve gradual dose reductions, and
behavloral interventions, tunless clinically
contralndicated, In an effort to dlscontinue these
diugs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, It was
determined that the facility failed to ensure that
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one (RO0) out of 28 Stage 2 sampled residents'
drug regimen was free from unnecessary drugs
and recelved adequate monltoring. The facllity
falled to complete an AIMS assessment as per
the facliity policy. FindIngs include:
The facllity’s policy entitled, "AlM's Testing" and F329
dated /2013, stated, "... All residents raceiving 1. ROO had an AIMS {est completed when the
an antipaychotic drug will recelve routine omisslon was Identified.
monitoring for abnormal Involuntary movement. 1. 21116
When a resldent Is Initially placed on an 9. All residents recelving an antipsychotic
anti-psychotic drug or Is admitted to the faclilty on medication were audited to ensure AIMS
an antl-psychotlc the nurse will adminlster an {ests ware completed when indicated. 2/1316
AlM's ... test. The AIM's test wlll again be 3. All nurses received addillonal education re:
adminlstered 30 days after ihe anti-psychotic AIMS tests, The facllity will now review
drug regime s inltiated. ... will continue to be AIMS tess In the peychotropic reduction o
done every six () months therestter...", mesting to ensure timeliness of tests. 31516
4. ' The DON/Designee will complele a Quality
Revlew of R90's clinical record revealed a Assurance audit for timeliness 0{ f:"\gss
doctor's order, dated 1/16/16, for an antipsychotlc testing to ensure lests alrlfbctfflpma Ii,tes::i
madication, Quetiapine, to be administered once indlckuted& 1hi:u'ﬂ:ﬁ %0% cf:mprljianca "
a day at bedtime and twice a day as needed for xzei‘m':i:eg?c?r p \ijueeka. ‘Then. audits will
Zg)sdeeec/agltatlon. On 1/20/18, an addllicnal dally be complated monthly x 4 months unti
as ordered for the morning. 100% compliance Is maintained for 4
scutive months. Then, a quarterl
On 1/21/15, an "Antipsychotic Medlcation :ﬁgﬁuﬁﬁf be completed untilt 03% Y
Consent" form was signed by R90's POA (Power compliance Is maintained x2 conseculive
of Attorney/responsible party) for antipsychetlio quarters, The resulls of fho audits will be
use In the morning, at bedtime and twice a day as vaviewed In the QAA meeling.
needad for Dementla (loss of mental functions Ongolng

such as memory and reasoning that is severe
enough to Interfere with a person's dally
functioning) with behavioral dyscontrol (behaviors
such as psychosls [an abnormal condition of the
mind, often Involving a loss of contact with
reality], agitation/aggression, anxlety, depression
[feeling sad] and sleep disturhance).

R90's MAR, from 1/16/16 through 2/12/15,
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ravealed that R90 recolved the antlpaychatic as
ordered.

Revlew of R90's clinlcal record lacked evidence
that an AIMS assessment had been completed
as pet the facility policy.

Duilng an Interview on 2/12/16 at 10 AM, EB
(LPN/UM) confirmed the findings and stated, "i
missed it." The facllity falled to ensure that one
resldent (R90) recelved adequate monltoring for
Quetlapine, when the faclilty falled to complete an
AlMS assessment as per the facllity pollcy.
483.80(c) DRUG REGIMEN REVIEW, REPORT
JRREGULAR, ACT ON

The drug reglmen of each resident must be
reviewed at least once & month by a llcensed
pharmacist.

The pharmaclst must report any iregularities to
the attending physlician, and the director of
nursing, and thase reports must be acted upon.

This REQUIREMENT s not met as evidenced
by:

Based on record review and Interview, It was
determined that the facllity failed to ensure that a
consultant pharmacist performed & MRR review
for Septamber, 2014 for 4 (R80, R82, R109 and
R123) out of 28 Stage 2 resldents sampled.
Findings Include:

The facility's Pharmacy Policies and Procedure

F 329

F 428
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affective date August 1, 2008 entltled,
"Consultant Pharmacist Reporis” stated... "The
consultant pharmaclst performs a comprehensive
medication regimen review atleast monthly ...
Includes evaluating the resident's response to
medlcation therapy to determine that the rasident
malntaing the highest practicable level of F428,1,2,3and 4
functioning and prevents or minlimizes adverse 1. R82, R109, R123, and R80 had no adverse
consequences related to medication therapy.." effects from deficlent practice. TS
1. On 2/11116, review of R82's "Consultant 2. The resldenis on the DuPont and Westover
Pharmaclst Record of MRR" lacked evidence of a l;:;l:}sﬁ;v:re affected by the deficlent 2113118
2:)?,:‘“?3;2?2[;?22 rebglmgg;zvlew belng 3, Pharmacy consultant will be provided a
22Np ptembef, ' facility census upon entrance into facllity to
hi lew, Pharmac
2 On 11415, covwof R109 Conout oneiant w098 eforono consus it
Bl ACIEWEEERItI0 acked evidencs of a actual raviews to ensure all residents were
monthly melzdlcatlon regimen review being reviewed, Pharmacy recommendation
completed in September, 2014. forms will then be given to DON/Designee
as second check to ensure all residents
The findings were discussed and acknowledged were reviewed. 3/31115
by E7 (RN) on 2/11/15 at approximately 9:40 AM 4. Pharmacy Director/Designee will audit
and with E1 (NHA) and E2 (DON) on 2/13/16 at compliance oensurlng each resident in facllity
approximately 3 PM. has had a monthly review completed ona
monihly basis for three consecutive months
untll 100% compliance Is achleved. Then,
quarterly for three quarters or untll 100%
3, Revlew of R123's "Consultant Pharmacist compllance has been achleved. |The results
Record of MRR" lacked evidence of a monthly will be reviewed in the QAA meeting. ongolng

medication regimen review being completed in
September, 2014,

Findings were confirmed with £7 on 2/13/14 at
0:48 AM.

4,Review of R80's “Consultant Pharmaclst
Record of MRIR" lacked evidence of a monthly
medlcation regimen review belng completed In

September, 2014,
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On 2/13/15 at 8:36 AM, E2 confirmed the
findings.

F 431 483.80(b), (d), () PRUG RECORDS,
5= | LABEL/STORE DRUGS & BIOLOGICALS

Tha facllity must employ or obtaln the services of
a licensed pharmacist who establlshes a system
of records of recelpt and disposition of all
controlled drugs In sufficient detail to enable an
accurate reconclllation; and determines that drug
records ara In order and that an account of all
controlled drugs Is malntained and perlodically
reconclied.

Drugs and blologlcals used In the facility must be
labeled in accordance with currently accepted
professlonal princlples, and include the
appropriate accessory and cautionary
instructions, and the explration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and blologicals n
locked compartments under proper temperature
controls, and permit only authorized parsonnel to
have access to tho keys.

The facilily must provide separately focked,
parmanently affixed compartments for storage of
controlled drugs listad In Schedule Il of the
Comprehenslve Drug Abuse Preventlon and
Control Act of 1976 and other drugs subject to
abuse, except when the facllity uses single unit
package drug distrbution systems in which the
quantity stored Is minimal and a missing dose can
he readily detected.

F 428

F 431
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This REQUIREMENT I8 not met as evidenced
by:
Based on record review and Interview, It was F431
determined that the facllity falled to ensure that 1. The controlled drug inventory record was
residents' drug records were In order and that an reviewad by the DON. -

account of all controlled drugs was malntained
and perlodically reconclled on multlple occaslons
on 2 medicine carts (Dupont Unit and Westover
Unlt). Findings Include:

According to the facllity's Pharmacy Policlas and
Procedures dated August 1, 2008 on "Medication
Ordering and Receiving from Pharmacy",
"Agcountabllity for Controlled Substances is
malntained as follows.... ¢. The Incoming and
outgalng nurses must verlfy the inventory of
conlrolied substances at each change of shift.”

On 2/11/15 at approximately 9:30 AM, review of
the faclllty's Dupont Unit's Control Drug Inventory
Record revealed that E10 (LPN) had already
signed out on the controlled drug inventory
reconclliation form as the outgoing nurse on the
11:00 PM shift for 2/41/15, while still working on
the 7-3 AM shift of that day. E9 {(RN/UM) and E10
confirmed this finding. Addiitionally, further review
of the Dupont Unit's Controlled Drug Inventery
Record for drug reconclliation reveeled that there
ware 18 nurses reconclllation signatures misslng
from 10/01/14 to 01/20/16.

On 2/11/15 at approximately 11:30 AM, review of
the West Qver Unit's Controlled Drug Inventory
Record revealed that there wera 6 nurses'
reconciliation signatures missing from 12/17/14
through 1/19/15. This finding was discussed with
E7 and was conlirmad,

An audit of all controlled drug inventory
records was completed by the DON. A root
cause analysls reflected the need for a
double check system,

All nurses were educatad on the importance
of signing the controlled drug Inventory
record at the beginning and end of each
shift, The records are now double checked
on a daily basis by the Unit Manager to
ensure 100% compllance.

A QA program will be put into place to
ensure 100% compliance with signing the
controlled drug inventory records. The
DON will audit the records dally x2 weeks.
If 100% compllance is maintalned x 2
consecutlve weels, the records will be
audited 3x/waek for 3 consecutive weeks. If
100% compllance is malntained x3
consecylive weeks, the records will than be
audited monthly until 100% compllance is
achleved for 2 consecutlve quariers. The
results will bo reviewed In the QAA meeting.

211115

3/16/15

Ongoing
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This finding was discuased with E1 (NHA) and E2
(DON) durlng the exit on 2/13/16 at
approximately 3:.00 PM,
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SECTION

STATEMENT OF DEFICIENCIES
Speclfic Deficiencles

ADMINISTRATOR’S PLAN FOR
CORRECTION
OF DEFICIENCIES

DATE

COMPLETION

3201

3201.1.0
3201.1.2

The State Report incorporatas by
reference and also cltes the findings
specified in the Federal Report.

An unannounced annual survey was
conducted at this facility from February 4,
2016 through February 13, 2016. The
deficiencies contained in this report are
based on observations, Interviews, review
of rasidents' clinical records and review of
other facllity documentation as Indicated.
The facility census the first day of the
survey was 146. The survey sample slze
was 28, .

Skilled and Intermediate Care Nursing
Facilities

Scope

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 Facllities, 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 [s 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.

Cross refer to the CMS 2567-L survey date
completed 2/13/16, F157, F272, F278, F230,
329, F428, and F431.

Provider's Signature

Cross Refer CMS 2567-L

(WW”U w/’llﬂ' n Data_é_/L“/(



