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Preparalion and/or execulion of this Plan of Correction
F 000 | INITIAL COMMENTS F 000 does nol constitute admisslon or agreement of the provider
uil the truth of facts alleged or conclusions set forth in the
An unannounced annual eurvey was conducted zrft:z‘rl:zhiﬁa%ﬁgggﬁ:ebsé;:?sg lI?Il1 o Cﬂirrecuon i prepared
at this facllity from February 11, 2015 through of faderal and stata law HRRL Y Ve
February 20, 2015, The deflclencles contained in :
this report are based on observations, Interviews,
review of residents' clinlical records and review of
other facllity documentation as indicated. The F 253
facllity census the first day of the survey was 121, .
The Stage 2 sample totaled 32 residents, A. Resldénts remain in room 121, 120A,
222B, 2308, 101, 124,221, 225, 202,
Abbreviations used in this report are as follows: and 117,
NHA - Nursing Home Administrator; B. The following deficlent practices have
DON- Director of Nursing; been addressed to maintain sanitary,
on"'i'e’;;i:::gt’q'ﬂ::}“ of Nurelng; orderly and a comfortable Interior for the
LPN- Licensed Practical Nurse; :::d;r:r' J ht?\ ballfend missing on the
CNA - Certified Nurse's Alde; ® bathroom emergency call
MDS - Minimum Data Set- standardized llght cord has been replaced with a
assessment form used In nursing homes; brand new one as of 2/20/15. The
RNAC - Reg|sta|'ed Nurse Assessment horlzontal wall trim behind the beds In
Coordinator; rooms 120A, 222B and 230B have been
F 253 | 483.16(h){2) HOUSEKEEPING & F 253 removed and the wall has besn re-
ss=B | MAINTENANCE SERVICES seemed and made aesthetically
appealing and safe, Th
The facllity must provide housekeeping an? bZSn rep?aced wlt: newed?yr;’v\zrilIlnh&Is
malntenance servicas necessary to maintain @ ! rooms 101, 124 221 and 226 in the
sanltary, orderly, and comfortable interlor, noted areas on the 2567 and made
aesthetically appeallng and safe, The
This REQUIREMENT Is not met as evidenced bathroom door has been painted In
by: room 124, The tollet seat in room 117
Based on observations during the environmental has been replaced as of 2/20/16. Room
tour with E8 (Environmental Services Director) on 202 has had a complete renovation
2/20/15 between 10:56 AM - 11:15 AM, It was which Included stripping and polishing
determined thet the facllity falied to provide the floor and painting the room and
malntenance services necessary to maintain an bathroom., 4‘2l 15
orderly and comfortable interlor. Findings
Lmopw(mz DIRECT, |§Bi PROVIDERAUIPLIER REPRESENTATIVE'S SIGNATURE TITLE i (HTE
(Lu\ﬂl ﬁQhL WA N“A’ ksthhﬁ
Shicy Institution may be excused from correcting providing Il Is determined thal

Any deficieicy staloment ending with an Wiﬁ: (*) denules a deficlency which the
clion fo the pallents. (See instructions.) Except for nurs

other safeguards provide sufficlent prote

Ing homea, the findings etated above ere dlsclosable 90 days
re discloseble 14

following the date of survey whelher or not @ plen of correction ls provided,
days following the date these documents are made avallable to tha facllity,

program participation,
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include:

1, Ballflend missing on the end of the bathroom
smergency call light cord in room 121 shared by
two residents. The ball’lend makes It easier for
residents with limited finger dexterlty to
pullfactivate the emergency cord.

2, Horizonta! wall {rim behind beds In rooms
120A, 222B and 2308 were broken, E8 stated the
broken trim may be dus to ralsing the bed while
the bed Is close/agalnst the wall, E6 stated that
repair would include elther replacement or
removal of the trim,

3, Significant drywall damage In rooms 101 (next
to window), 124 (next to window- spackling
applied, awalting sanding and repainting), 221
(next to window), and 225 (below paper towel
dispenser). EG stated that the areas required
spackling, sanding and repalinting.

4, The Interior of the bathroom door In room 124
has thinned and missing paint making the door
unaesthetic.

5, Tollet seat in room 117 was extremely worn
with dark dlscoloration due to wearlng of the
finlsh. ES stated that the toilet seat needed to be
replaced.,

6. Significant dark grey floor scuffing (two areas
approximately 8 inches In width that ran the entire
length of the room from the doorway to the far
wall) In room 202, E6 stated thai the scuff marke
were from a resident's walker and the floor
needed to be strippad and polished.

All findings were confirmed with E6 during the
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F 253 | Continued From page 1 F 253

| C. In-servicing shall be completed on or

D. Melntenance/designee will complete

before 4/2/15 for center staff on the
request form for maintenance for issues
related to damage In resident rooms,
This shall be the responsibility of the
Maintenance Director/ Nurse Practice
Educator (NPE)/designee. The
Maintenance Request Forms will be
placed at each nurse's stations and
collected dally by EVS/Malntenance
(Exhlblt A). The request will be placed
on the Maintenance Log Llst and
completed within a reasonable
timeframe but no greater than one
month

rounds weekly In resident rooms and
common areas X 3 months, Random
audits will be conducted waekly until
100% success of 3 consecutive
evaluations, then 3 times a week until

| 100% success of 3 consecutlve
evaluations then once a week until

| 100% of 3 consecutlve evaluations, then:

' will measure 1 morae time a month later. |
When 100% success Is achleved, the
problem will have been successfully

addressed. Findings of audits will be
reported to the Quality assurance and
Improvement Process Committee for
data evaluation and recommendations
as needed.

| 42§15
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environmental tour on 2/20/16 from 10:66 AM-
11:16 AM.
F 258 | 483.15(h)(7) MAINTENANCE OF F 258 F288
s9=& | COMFORTABLE SOUND LEVELS 1. Resldents Interviewsd chose l?h remain
anonymous and will presume
The faclilly must provide for the maintenance of ,G,:r;fn inthe fadm,,p .
comfortable sound levels. 2. All residents have lhe potential to be
affected by the nolse level.
3. In-sarvicing shall ba completed on or
before 4/2/16 for all starfio:'- Ilhe ¥
importance of rest to maintain op mal
This REQUIREMENT Is not met as evidenced health and wallness, review of facllity cell
by: phone pollcy and appropriate nolse levels
Based on interviews with 8 (l#1, 1#2, 1#3, 1#4, In the evening and early morning hours,
I#5, and 1#8) out of 20 stage 1 sampled residents, This ghall be the responsiblilly of the
who wished to remain anonymous, It was Director of Nursing/ Nurse Practice
determined that the facllity falled to ensure A Edugator (N;lE)/ zsl:gl:‘e:c':mplalod —
g . Random audits s ]
:T:d‘:zn: ?,I,ec,zg?d levels on 2 of 2 nureing unlte unite across all three shifts weekly untll
¢ ' 100% success of 3 consaculive
evaluations, then 3 imes a week unti
Stage 1 was performad from 2/11/15 to 2/13/16. 100% success of 3 consecullve
Resldent nolse concerns Included the following: evaluations, then once a week untll 100%
of 3 conseculive evaluations, U;aa will
- measure 1 more time a month later
1. Unlt 1- screaming at night, talking to self (Exniblt B ). When 100% sucooss s
(unsure if staff or resident), constant singing, and achleved, the problem will have boan
CNA's talking loudly on the day and evening successfully addressed. Findings of
shifts. audits will ba reported to the Quallty 4\ 2
assurance and Improvement Procass 15
2, Unlt 2- noise at night, staff loud on cell phones, Commites for data evaluation and
and resident yelling. __recommendalions a8 needed,
Findings were reviewed with E1 (NHA) and E2
(DON) during the exit conference on 2/20/16 at
approximately 2 PM,
F 272 | 483.20(b)(1) COMPREHENSIVE F 272
§S=~D | ASSESSMENTS
The facility must conduct initially and perlodically
a comprehensive, accurate, standardized
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F 272 | Continued From page 3
reproduclble assessment of each resident's
functional capacity.

A facility must make & comprehensive
assessment of a resident's needs, using the
resldent assessment Instrument (RAI) specified
by the State. The assessment must Include at
least the following:

\dentification and demographic Informatlon;
Customary routine;

Cognitive patterns;

Communication;

Vislon;

Mood and behavior patterns;

Psychosocial well-being;

Physleal functioning and struciural problems;
Continence;

Diseage dlagnosls and health conditlons;

Dental and nutrltiona! status;

Skin conditions;

Activity pursuit;

Medicatlons;

Speclal traatments and procedures;

Discharge potentlal;

Docurmentation of summary Information regarding
the add!tlonal assassment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation In assessment.

This REQUIREMENT Is not met as evidencad
by:
Based on observation, record review and

completlon,

A. Resldant 148 Is no longer In the facllity.
Resldent 8 has been transferred out of
the facliity. Resident 37 remalns in the
facliity and conltinues on current routine
paln ragimen. The upcoming MDS wiil
roflact the current routine pain regimen,

B, The Admission Nursing Assessment
and subsequent expanded nursing
assossmant for residents will be
completed in its entlrety and the
Admisslon MDS will accurately reflect
identifled problems and follow up with
dental consults as needed. The MDS
saction for broken or loosely fitting full or
parilal dentures wlll be completed and
reviewed for residents that have
Improper fitting dentures, Residents
currently on a pain regimen will be
reviewed for accuracy of MOS

C. In-gservicing shall'ba completed onor |
before 4/2/16 for all licensed nursing
staff and Clinlcal Reimbursement
Coordinators (CRC) on accurate coding
of MDS asssssments. This shall be the
rasponsibiiity of the Director of Nursing
and/or Nurse Practice Educalor.

Prior to MDS submission the CRC will
review the accuracy of the MDS coding. 4 \2\ 15
The CRC will confer with licensed
nurses for accuracy of dental
assessment and paln regimen,
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F 272 | Continued From page 4 F272|p. Donldesignee will complete random
interview It was determined that for three out of audite on 10% of current resldants that
32 (R6, R37 and R148) sampled residents the have missing/broken teeth and/or looge
facllity falled to ensure the accurasy of the fitting dentures (Exhibit C) and 10% of
comprehensive assessment, Findings Include: current resldents on routine pain
managoement for accuracy of recent
1. R148 had an Admiasion Nursing Assessment MDS and/or follow up wilh a dental
dated 1/8/16 that Identified no dental concerns, exam as headed. The audit will be
! completed weekly unlll 100% ls
R148 had an Admission MDS dated 1/16/15 that | achleved over three consecutlve
Indlcated there wera no Identified dental evaluations ls reached, Then monthly x
problems. 3 untll 100% Is achleved over 3
consecutive avaluations. All findings will
An Interview with the resident on 2/13/15 at 3:09 be reported to the Quallly Assurance
PM revealed that he had multiple missing and and Process Improvemant Commiliee 4( (?4' (5
broken teeth, He further stated that some ara 8o for dala evaluallon and recommandatlon
gharp that he has to watch himself when he Is as needed for the next 3 months,
eating to not cut himself, The resident opened his
mouth and showed the surveyor the mlasing and
broken teeth. He also stated that he called a clinic
in Dover for dental care, but the walting list was
about a year long.
During an Interview on 2/16/15 at 2:22 PM, E3
(ADON) conflrmed that a proper dental
assessment had not been done.
2, R6's Admission MDS dated 4/8/16
documented In the area of oral/dental status no
natural teeth or tooth fragments. The sectlon for
broken or loosely fitting full or partlal denture was
not checked as belng a problem for the resident,
The next two quarterly assessments dated
10/9/14 and 1/9/16 Indicated no dental problems.
The area for broken or loosely fitting full or partial
denture was not checked.
An Interview on 2/11/15 at 1:48 PM with R6
revealed that she had loose fitting upper dentures
FORM CM5-2667(02-98) Previous Verslons Obeolete Event (D:HTRU11 Facillly 1D; DE00206 If continustlon sheet Page 5 of 22
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F 272 | Continued From page 5
and was on a walting list at a medical clinic, but
was 1200th on the list.

An Interview on 2/18/15 at 2:52 PM with E2
(DON) and E3 (ADON) revealed that they did not
know anything about dental lssues with R6 and
were nol aware that sha was on a walting list for
dental care. A follow-up interview shortly
thereafter confirmad the resident was on a dental
walting llst and was now 440th in line,

An Interview on 2/20/16 at 10:52 AM with EJ
confirmed that the resident had compleints about
loose fitting upper dentures and she does not
wear her lower dentures.

On 2/20/15 at 11:03 AM observation and
interview revealed that R6 had upper and fower
dentures, but does not wear the lowers and the
uppers are loose and need to be reallgned.

The resident's MDS's falled to Identify the
problem of loose fitting dentures.

3, R37's annual MDS dated 9/17/14 indicated the
presence of a pain medication regimen.

Review of the quarterly MDS dated 12/168/14
documented the resident was not on a pain
medication regimen,

Review of the medical record revealed that
between 9/17/14 and 2/20/16 the resident had
been receiving two medications dally for pain.

These findings were reviewed with E1 (NHA) and
E2 on 2/20/16 at 2 PM.
F 281 | 483.20(k)(3)()) SERVICES PROVIDED MEET

F272

F 281
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§S=D | PROFESSIONAL STANDARDS
The services provided or arranged by the faclllty
must meet professional standards of quallly.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and record
review It was determined that the facllity falled to
ansure that one (R62) out of 32 sampled
residents was properly administered medication
by a licensed nurse. Findings Include:;

The facllity's policy for Medication Administration
states under Praclice Standards;

-Remain with patlent until administration Is
complete, Do not leave medications at the
patlent's bedside.

On 2/11/16 at 11:55 AM R52 was observed sitling
on hls bed with two white plils on his over the bed
table, When asked about thase medications, the
resident stated they belonged to his roommate.
Immediately thereafter, EG (RN), who was
passing medication In the hallway was made
aware of the medication In R52's room. E9 stated
that she left R62 with 3 pills in his hand to take
and then went back into the room to check on the
resident,

Identlfication of the twa pllis revealed they were
Keppra (selzure medication) and Magnesium
(supplement) both ordered on the Medication
Administration Record to be administered at 8 AM
to R62,

These findings were reviewed with E1 (NHA) and
E2 (DON) on 2/20/16 at 2 PM.
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F 281 | Continued From page 6 F 281 F281

{, R62 no longer residas In tha facllity.

2. No residents were affected by the
deficlent practice. No further
observatlon of medications were
noted during rounds on 3/12/2016
(Exhlbit D).

3. In servicing by Nurse Practice
Educator wlll be completed by
41212015 for licensed nursing staff on
procedure for Medication
Adminlstration: Oral which Includes,
Stay with patient untll the drug has
been swallowed (Exhibit E),
Don/designes will complete random
rounds to validate compliance with
medication Adminlstration.

4. Donldesignes will conduct random
vounds on both units on all shifts.
Audits will be conducted daily until
100% success of 3 conseculive
gvaluations then 3 times a week untll
100% success of 3 consecutive
evaluations then once a week untll
100% of 3 consecutlve evaluations,
then will measure 1 more time &
month later. When 100% success is
achleved, the problem will have
been succeasfully addressed.
Findings of eudits will be roported to
the Quallty assurance and
Improvement Process Committee for
data evaluation and
recommendations as needed.

4\2\is
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F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309| F309
gsap | HIGHEST WELL BEING 1. R 171 no longer resides In the

Each resident must recelve and the facility must
provide the necessary care and services to attaln
or maintaln the highest practicable physical,
mental, and psychosocial well-baing, In
accordance wlith the comprehensive assessment
and plan of care,

This REQUIREMENT s not met as evidenced
by:

Based on record review and Interview, It was
determined that the faclilty falled to provide care
and services to attain or maintaln the highest
practicable physical, mental and psychosoclal
level of well-being for 1 (R171) of 32 sampled
residants. The facliity falled to follow the plan of
care that required a Depakote (antl-selzure
medicatlon) level (amount of Depakote In the
resident's blood) to be drawn on 1/30/16.
Findinge Include:

1, R171 had a physiclan order written on 1/29/15
for a Depakote level to be done on 1/30/15 along
with a CBC (Complste Blood Count) and @ BMP
(Baslc Metabolic Panel). The psychlatrist
requested that a Depakote level be done due to
concerns about R171's sleepiness, belng slow to
respond to volce and Irrltability upon arousal.

Chart review on 2/16/15 revealed that the CBC
and BMP results were in the medical record, but
not the Depakote level. On 2/16/16 at
approximately 1 PM, E2 (DON) wae asked whers
lab results could be located If not found in the
chart, E2 stated the Depakote leve! was not
obtained on 1/30/16 and she wrote In the lab

facliity. Depakote level drawn
2/19/2015 was within normal limits.

2. Audit of labs scheduled for
3/11/20156 were completed to
determine any other residents that
may have bean affected by the
deficlent practice (Exhibit F).

3, In servicing by Nurse Practice
Educator will be completed by
4/2/2015 for licensed nursing staff
on Laboratory Tracking Form that
includes monitoring of results for
labs ordered. (Exhibit G).
Don/designes will complate random
audits to validate compliance with
completion of laboratory orders.

4. Don/designee will conduct random
rounds oh both units. Audits will be
conducted dally untll 100% success
of 3 consecutlve avaluations then 3
times a woek untll 100% success of
3 consecutive evaluations then once
a week untll 100% of 3 consecutive
evaluations, then will measure 1
more time a month later, When
100% success Is achleved, the
problem will have been successfully
addressed. Findings of audits will be
reported to the Quallty assurance 9 l2|‘5
and Improvement Process
Committee for data evaluation and
recommendatlions as needed.
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F 308 | Continued From page 8 F 308
(laboratory) book for a Depakote level to be done
on 2/17/16.
Chart review on 2/19/15 continued to lack
Depakots level results for R171. Interview with E2
on 2/19/15 at 10 AM confirmed findings. The
Depakots level entry In the lab book for 2/17/15
was crossed out. E2 stated she did not know
who crossed out the Depakote level or why, E2
consequently oblained an order for a Depakole
level to be dona STAT (as soon as possible) on
2/18/16. A copy of the STAT Depakote level was
provided to the surveyor on 2/16/16 and the resuilt
was within the normal range.
The facility falled to obtaln a Depakote level on
1/30/15 for R171. F323 | 21
F 323 | 483.25(h) FREE OF ACCIDENT Faza| g:gzggcxg'r‘g éﬂfggw :n:j°g$ped
ss=0 | HAZARDS/SUPERVISION/DEVICES on 2/20/2015.
The facllily must ensure that the resident & gﬂfé?;%%:}g;ﬁ:rgr:\gleted rounds
environment remains as fres of accident hazards on bathroom facliitles In the center to
as Is posslble; and each resident recelves determine all toilet bolts wers
adequate supervision and assiatance devices to capped (Exhibit H).
prevent accidents. 3. Environmental Services staff were
instructed on providing/malntalning
an environment that remalns as free
of accident hazards as |8 possible by
4122015 (Exhibit ). Environmental
This REQUIREMENT I8 not met as evidenced Services Director/designae will
by: complete environmental rounds to
Based on observation and the environmental monitor for potential safety/accident
tour with E6 (Environmental Services Director) on hezards (See attachment)
2/20/16 from 10:65 AM to 11:156 AM, [t was 4, Environmental Director /designee

determined that the facility fallad to ensure that
the resldent environment remalned as free from
accident hazards as is possible on both units of
the facility. Findings include:

will conduct random rounds once a
week x 3 then monthly x 2 then
quarterly. Findings of audits will be
reported to the Quallty assurance
and Improvement Process

4l2li5

FORM CMS-2607(02-86) Previous Varslons Obaolste

Event (D:HTRU11

Faclllly ID: DE00205

If continuation ahest Page 9 af 22



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/04/2016
FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SE RVICES

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/GUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

088015

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A, BUILDING

B. WING

COMPLETED

02/20/2016

NAME OF PROVIDER OR SUPPLIER

SEAFORD CENTER

STREET ADDRESS, CITY, STATE, 2iP COOE
1100 NORMAN ESKRIDGE HIGHWAY
SEAFORD, DE 19873

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL
TAG REQULATORY OR LSC IDENTIFYING INFORMATION)

L)
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION 1)
(EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 323 | Continued From page 9

1, Bolts securing the tollets In rooms 221 and 230
were exposed and rusty, with each protruding
approximately 3-4 inches In length above the
base of the tollet, creating a hazard for the four
residents sharing these bathrooms, There were
no caps present on the bolts.

2, Blank outlet plates (solid cover screwed over
an unused electrical outlet) by the windows In
rooms 123 and 230, were cracked and broken,
wlith partial visibliity of the Internal wiring.

Findings were confirmed with EG during the
environmental tour,

F 326 | 483.25()) MAINTAIN NUTRITION STATUS
58%D | UNLESS UNAVOIDABLE

Based on a resldent's comprehensive
assessment, the facllity must ensure thal a
resident -

(1) Maintaine acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinlcal condition
demonstrates that this is not poesible; and

(2) Recelves a therapeutic diet when there is a
nutritional problem.

This REQUIREMENT lIs not met as evidenced
by:

Based on record review and interview it was
determined that for one (R62) out of 32 eampled
resldents the facillty falled to identify a significant
welght change and assess for interventions for
the welght change .Findings Include:

F 323

F 326
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1, R52 no longer resides In the facliity.
F 325 Continued From page 10 F 325 2. Revlew of welght exception report
wlll be completed by 4/2/15 to
Waelghts and Helghts Policy determine other residents affected
-If a patient welght Is less than or greater than five and follow up completed per policy
pounds from the previous welght, the patlent will (Exhibit J).
be re-welghed and the welght verifled by a 3. In servicing by Nurse Practice
licensed nurse to determine accuracy Educator wlil be completed by
-the welght exceptlon report will be reviewed by & 4/2/2016 for Licensed Nursing staff
lcensed nurse with follow-up as indicated. on weight procedure including, follow
-significant welght change I8 defined as: 5% in up on welght if less than or greater
one month, 10% In & monthe than five pounds from previous
welght, verification of re weight and
RS2 was admitted on 2/1/15 after a broken leg. certified nursing aides on obtalning
The resident also had lung cancer with weights and re-welghts as required.
metastasls (cancer had spread) to the brain. The certified nursing assiata:'\ls 4
R52's welght on admission was 129.4 Ibs. :’eﬂgzz ttzeNE?;ZsV\?t:g'B?ettci’;aznwlIl
(pounds). He was on a regular diet. be made aware of welght loss
On 2/4/15 a care plan was Initlated for resldent is ‘(?;?:%';tt:zzl?oi?:;tmgazgwt\f!?l‘{::lrc!
at nutritional rl_sk. suboptimal oral mesl intakes, triggers a welght loss from the Early
Increased nutrient neads secondary to stage IV Warning Tool used by the certif od
f;::/;‘rg::; ?etastatlc cancer with approaches nursing assistants and reported to
i sing which Is entered into Poln
-offer alternate food choices If less than 50% glﬁzk gareh. e L t
consumed at mealtime 4. Don/designes wlll conduct random

-monitor of changes in nutritional
status...changes in Intake...welght loss/galn

Nutritional Assessment dated 2/4/15 documented
intake varlable since admission, about 50% over
2 days, has snacks at bedside from family and
reports that granddaughter to be bringing meals
when desirad, metastatic cancer with low BMI
(body mass Index), suboptimal (fess then the
standard) oral meal Intakes...does not want to try
supplements at this time,

On 2/8/15 R52's welght was 116.8, a 8.6 Ib, or
7.4% welght loss. There was no evidence that a
re-welght was done for a 5 or more |b, varlance.

rounds on both units. Audits will be
conducted daily until 100% success
of 3 consecutive evaluations then 3
imes a week untll 100% success of
3 consecutlve evaluations then once
a week untll 100% of 3 consecutlve
evaluations, then will measure 1
more time a month later, When
100% success Is achleved, the
problem will have been successfully
addressed. Findings of audits will be
reported to the Quallty assurance
and Improvement Process
Commltiee for data evaluation and

4
s
“alinng ag naeclgci.:—_——]
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F 325 | Continued From page 11 F 325
There were no further nutritional assessments in
the clinical record.

R52 was discharged home on 2/13/15.

An interview on 2/16/16 at 2:12 PM with E3
(ADON) revealed that she did not have any
Information about a welght loss for R52 and she
directed me to the dietitlan (RD).

An interview on 2/16/16 at 2:26 PM with ES (RD)
revealed that when a resident experlences a
welght loss she recelves a call to see the resident
at her next visit as well a8 an e-mall. She visits
the facliity twice & week. When she comes to the
buikding she also pulls an exception report to
check welght changes on the residents. She
further revealed that by the time she was aware
of R62's welght loes, the resldent had been
dlscharged.

A foliow up Interview with E9 on 2/19/15 at 11:66
AM revealed that she checked her records and
found that she was never notifled about R62's
waelght loss. She provided the exception reports
that had been printed and they lacked E52's
name and Indication of welght loss. E9 stated the
facllity was unclear why the resident did not
appear on the report.

There was no evidence that R62's welght lose
was addressed bafore discharge fram the facllity.

These findings were reviewed with E1 (NHA) and
E2 (DON) on 2/20/16 at 2 PM.

F 329 | 483.26() DRUG REGIMEN IS FREE FROM F 329
gS=E | UNNECESSARY DRUGS
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Each resident's drug regimen must be free from K Eg angmgg;:g ;Zetéaﬁgmg R171 has
unnecessary drugs, An unnacessary drug |s any 2. Current residents recelvln'g PRN
drug when used in excessive dose (Including psychotroplc medications were
duplicate therapy); or for excessive duration; or assessed by the DON/designee for
without adequate monltoring; or without adequate ihe use of PRN medication and
Indications for lts use; or In the presance of documentation of Its effecliveness.
adverse consequencas which indicate the dose (Exhibit K). The Licensed Nursing
should be reduced or discontinued; or any Staff with utlize the MAR and PRN
comblnations of the reasons above. effectlveness sheets (Exhlbit L).
3. In-servicing shall be completed on or
Based on a comprehensive assessment of a before 4/2/15 for the licensed
tesldent, the facllity must ensure that residents nursing staff on documentation

required on the MAR as It relates to
the effectiveness of PRN
medications. This shall be the
responsibllity of the Director of
Nursing/ Nurse Practice Educator
(NPE)/designee.

who have not used antipsychotlc drugs are not
given these drugs unless antipsychotic drug
therapy is necassary to treat a specific conditlon
as diagnosed and documented in the clinical
record; and residents who use antipsycholic

drugs recelve gradual dose reductions, and
behavioral Interventlons, unlass clinically 4. Random audlts shall be completed
contraindicated, In an effort to discontinue these on residents with PRN psychotroplc
drugs. medicatlons on both units and
documentation of effactiveness of
medication (Exhiblt M). Audits will be
conducted on 10% of the residents
with PRN psychotropic medications
usage dally until 100% success of 3
consecutive evaluations then 3 times

This REQUIREMENT is not met as evidenced a week untll 100% success of 3
bg ' consecutive evaluations then once &
ased on chart revlew and Inlerview, it was week untll 100% of 3 consecutive
determined that the facllity fallad to conslstently evaluations, then will measurs 1
monitor for the effectiveness of prn (as needed) more time a' month later. When
medications for 2 (RE7 and R171) out of 32 100% success ls achieved, the
sampled residents. Findings Inolude: problem will have been successfully
addressed. Findings of audits will be
1, R171 recalved prn Xanax (medicatlon for reponed to the Qua“ty assurance
anxlety) 7 times between 1/28/15 and 2/5/15. and Improvement Process 4\ 2_\ ‘5‘
The back of the MAR {Medication Administration Committee for data evaluation and |
Record) where the adminlstration of Xanax was rocommendations as needed.
recorded was blank, Usually the back of the |
if gontinuation sheet Page 13 of 22
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F 329 | Continued From page 13

MAR contalns lines on which to write the drug's
effactiveness, Raview of nurses notes from this
time frame revealed that the effectivensss of the
prn Xanax was not recorded on 4 of the 7
occaslons; 1/28 (evening ehift), 1/31 (night shift),
2/3 (right shift) end 2/6 (night shift).

E2 (DON) was Intervlewed on 2/19/16 at 10 AM
and findings wera reviewed, E2 confirmed the
findings and expressed concern that the back of
the MAR was blank. E2 stated that card stock
paper should have been used which hag the area
for documantation on the reverse side.

The facliity falled to monitor the effectiveness of
prn Xanax for R171.

2. R87 had a physician order, dated 6/14/14, for
Restorl (sedative, for sleep) to be taken at
bedtime prn for Insomnla (inablilty to sleep). R87
raceived Restorll on 27 out of 31 days In
December 2014, 30 out of 31 days in January
2015 and 18 out of 17 days In February 2016 (as
of 2/17/16). Of the 73 doses, the facllity only
documented the effectiveness on the back of the
MAR 2 times, Review of nurses notes from
1/1/15 to the present lacked monitoring of the
effectlveness of the prn Restorll.

€2 confirmed the findings on 2/20/15 at 1:40 PM
during an Interview.

The facliity falled to monltor the effectiveness of
prn Restorll for R67,

F 371 | 483.35(/) FOOD PROCURE,

ss=E | STORE/PREPARE/SERVE - SANITARY

The facllity must -

F 329

F 371
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i 1. No resldents were affected by the
(1) Procure food from sources approved or i
deficient practice,
consldared satisfactory by Federal, State or local
authorltles; and 2. Unpasteurized and pasteurized eggs

(2) Store, prepare, distribuie and serve food
under ganltary condltions

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation and Interview It was
determined that the facillty falled to prepare,
distribute and serve food under sanitary
conditions. Findings Include:

1. Inspeciion of the kitchen with a State Public
Health Inspector on 2/18/15 from 11:15 AM to
12:30 PM revealed the following;

-Unpasteurlzed eggs were noted In the cold
storage area, Interview with E7 (Food Service
Director) revealed that these eggs were used lo
prepare scramblad eggs that were being placed
on a steam table or hot holding unit for service to
residents, Pasteurized eggs are requlred to be
used whenaver more than one egg shell i¢
broken and eggs are combined unless egge are
used only for e single meal and served
immediately after cooking.

-Lettuce was observed belng stored In the walk-In
refrigerator uncovered.

-Toothplcka and other utensils were being stored
under a hand slnk, There is a risk that the sink
and wastewater lines could leak,

ware properly stored in the cold
storage area. Pasteurized egge wili
be used for making single serve
eggs and steam table service,

The lettuce was covered
Immediately and placed back n the
walk in refrigerator.

The toothplcks and silverware were
removed from the sink immediately.
The toothpicks were disposed.

The oll In the deep fryer has been
cleaned.

Durlng foed service on the serving
carts the bread will be placed In &
contalner and a serving utensil will
be used to serve bread and other
meal single serve items, The syrup
will be placed In containers on the
steam table with ladles.

The Ice scoop will be placed In its
own separate container.

el
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F 371 | Continued From page 15 3, In-servicing shall be completed on of
it o FaT bofore 4/2/15 for dietery staff on the
-Oll in the deep fryer had build-up of particulate use pasteurized and unpasteurized
matter. egg use, proper storage of food for
walk In refrigerator,
2. Observation of lunch service on the unit one saniiatlonfs?orage of ltems near sink
long hall on 2/11/15 starting at 12:02 PM revealed area and schedula for cleaning the
the following: doep fryer. Proper use of gloves and
serving ulensils during meal service
E11 (dletary aide) was serving food, E12 (cook) wiil be in-serviced to all dietary. staff.
was pushing the food holding unit and E13 This shall be the responsibility of the
(dietary alde) was assisting E11. Food Service Directar/designes.
4. Food Service/designee will conduct

Throughout the service E11 wore the same
gloves, During the food service she contaminated
her hands several times touching syrup botties,
the drawer on the food unit, the Insutated cooler
and her own clothing. E11 removed bread from
it's bag several times to put on residents’ plates
with contaminated hands,

3. Observation of the lunch service on the unit
one long hall on 2/18/16 at 12:06 PM revealed the
following;

E11, E12, and E13 were in the same service
positions as they were during he above
mentloned 2/11/15 observation.

E11 contaminated her gloved hands touching the
insulated cooler door and other parts of the cart.
She picked up rolis and grilled cheese
sandwiches with her contaminated gloved hands
and placed them on residents’ plates,

E13 also contaminated her hands touching the
cart and packages of crackers, but continued to
put grilled cheese sandwiches on plates with her
gloved hands Inelead of using a serving utensll.

4, During the lunch meal observation In the main

random audits on use of pasteurized
and unpasteurized eggs, proper
storage, sanitation throughout
kitchen especially sink area,
cleaning of deep fryer, and infection
control and proper use of serving
utensile with single serve items such
as bread and syrup. (Exhibit M).
Audlts will be conducted daily until
100% success of 3 consecutive
evaluations then 3 times a week until
100% success of 3 consecutive
evaluations than once a week until
100% of 3 consecutive evaluations,
then will measure 1 more time a
month later. When 100% success i8
achleved, the problem will have
been successfully addressed,
Findings of audits will be reported to
the Quality assurance and
Improvement Process Committee for q l
data evaluation and 2 /
recommendations as neaded, 15
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F 371 | Continued From page 16 F 371
DR (dining room) on 2/11/16, E14 (dietary alde)
was obeervad using a scoop to obtain ice from a
clear bin from approximately 11:30 AM - 11:48
AM. There were 22 residents In the DR during
this time and approximately 4-6 more residents
came later. After scooping Ice into each residents
glass E14 would 10ss the scoop back Into the Ice
bin (which had touched her bare hand) thus
contaminating the Ice, =R
Findings were reviewed with E1 (NHA) and E2 F431
(DON) during the exit conference on 2/20/15 at
approximately 2 PM. The expired medications were
F 431 | 483.60(b), (d), (6) DRUG RECORDS, F 431 discarded at the time of the
sS=D | LABEL/STORE DRUGS & BIOLOGICALS survey.

2 Medication carts and medication
rooms were audited to determine
and discard any other expired
medications.

In servicing shall be completed
on or before 4/2/15 for Licensed
Nursing and AWSAM
(Assistance with self
Administration of Medication)

The faclllty must amploy or obtain the services of
a llconsed pharmacist who establishes 8 system
of records of receipt and disposition of all
controlled drugs In sufficient detall to enable an
accurate reconcliiation; and determines that drug 3.
records are In order and thal an account of all
controlied drugs is maintalned end perlodically
reconclied.

Drugs and blologicals used In the facllity must be
labeled In accordance with currently accepted
professlonal principles, and include the
appropriate accessory and cautionary
{nstructions, and the explration date when
applicable.

In accordance with State and Federal laws, the
facllity must store all drugs and biologlcals In
locked compartments under proper femperature
controle, and permit only authorized personnel to
have access to the keys.

staff on labeling and storage of
medications Including, periodic
medication cart/room audits for
expired medications. A % /
monitoring system will be putin

place and will occur every three
months for all medication

carts/rooms by the 11P to 7A

nurse or as designated by the
DON/designee. This shall be the
responsibllity of the Director of
Nursing and/or Nurse practice |
Fducator. l
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F 431 | Continued From page 17 F 431 4. The Director of Nursing/designee
The facillty must provide separately locked, shall do random audits of
permanently affixed compartments for storage of medicatlon carts/rooms,
controlled drugs listed In Schedule Il of the Monthly x 3 months, The prgbiem
Comprehensive Drug Abuse Prevention and will be considered resolved if the
Control Act of 1876 and other drugs subject to last audit is 100% In compliance ‘{/2
abuse, except when the facllity uses single unit with the regulation. Findings will /lﬁ
package drug dlstribution systems In which the be reported to the Quality
quantity stored Is minimal and @ missing dose ocan Assurance and Process
e gndiyjdetagiod Improvement Committe for data
evaluation and recommendations
as needed x 3 months.
This REQUIREMENT ls not met as evidenced
by:
Bassed on observation and staff Interview, it was
determined that the facllity falled to ensure that
two explred medications were removed from the
medication cart. Findings Include:
Observation on 2/20/15 at 10:54 AM of the Unit
one short hall medication cart revealed the
following medications were explred:
- (1) One blister pack of Tylenol 326 milligrams ;
(mg), @ medication for mild paln or fever, with an q/z/
expiration date of 9/30/14. D
-{1) One blister pack of Tylenol 326 mg, with an
expiration date of 10/31/43.
An Intarview on 2/20/16 at 10:56 with E10 (LPN)
conflrmed the medications were expired,
Findings were reviewed with E1 (NHA) and E2
(DON) on 2/20/16 &t 2 PM.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
g9sE | SPREAD, LINENS
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safe, sanitary and comfortable environment and
to help prevent the development and transmisslon
of disease and Infection,

(@) Infection Control Program

The facillty must establlsh an Infection Control
Program under which it -

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

(2) Decides what procedures, such as Isolation,
should be applied to an individual resldent; and
(3) Malntains & record of Incidents and corrective
actlons related to infections.

(b) Praventing Spread of Infection

(1) When the Infection Control Program
determines that a resldent needs Isolation to
prevent the spread of Infection, the facllity must
Isolate the resident.

(2) The facility must prohibit employees with a
communlicable disease or Infected skin leslons
from direct contact with residents or thelr food, if
direct contact will tranemit the disease.

(3) The facllity must requlre staff to wash thelr
hands after each direct resident contact for which
hand washing s Indlcated by accepted
professional practice.

(c) Linens

Personnsel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

2,

ilstings lacked necessary data. The
used palr of gloves were removed

from the room.

E 10 was Informed by the
surveyor of the Incorrect hand

washing technique.

Current residents had the potentlal
to be affected by the deficient

practices.

In servicing shall be completed on or
bafore 4/2/15 for current employees
on Infection Control Pollcy and
Process that are deslgned to prevent
the development and transmisslon of
disease /infection, The [n servicing

wlll Include hand washing,

appropriate disposal of used gloves.
This shall be the responsibliity of the
Director of Nursing and/or Nurse
practice Educator. The Infection
Conlrol Nurse will be instructed on
malntaining thorough line listings In .
order to track and trend the monthly |
data. This shall be the responalbllity 4\9_\ 5
of the Clinlcal Educator/designes.

D%PARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS [ 5 = & MEDICAID SE OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
. e}
085016 B, WING 02/20/2016
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
E HIGHWAY
SEAFORD CENTER 1100 NORMAN ESKRIDGE HI
SEAFORD, DE 19973
(4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [0
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 18 F 441
The facliity must establish and malntain an F441
Infection Control Program designed to provide a
1. The infection control monthly line
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Based on observation, review of facility
documents, and interview It was determined that
the facliity failed to maintaln an Infection Control
Program designed to provide a safe and sanltary
environment and o help prevent the development
and transmission of disease and Infection,
Findings Include:

1, The Infection Control Monthly Line Listings
(compliation of facility infectlon data used for
analysis of Infaction trends) were reviewed from
August 2014 through January 2016. The following
issues were Identifled:

September 2014.- lacked precaution types/ how
acquired/symptoms-dlagnosis/siie/results;
October 2014- lacked precaution types/how
acquired/oneet dates;

January 2015- lacked precaution types/now
acquired/results/onset date.

Findings were confirmed with E15 (Nurse
Practice Educator) during an Interview on 2/20/15
at 9:55 AM, E15 stated that she began dolng the
Infaction Control Monthly Line Listings In
November 2014,

2. On 2/12/16 at 10:55 AM R139 was sitting In a
chalr In her room In front of her oxygen
concentrator. A used palr of dirty gloves (one
inalde of the other) was observed on the floor In
front of R139's oxygen concentrator.

Findings were reviewed with E1 (NHA) and E2
(DON) during the exit conference on 2/20/15 at
approximately 2 PM,

3. On 2/19/18 at 11:44 AM E10 (LPN) was

observed performing handwashing before and

10 ICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
. N
085015 B, WING 02/20/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1100 NORMAN ESKRIDGE HIGHWAY
SEAFORD CENTER
SEAFORD, DE 18973
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECYION #5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cOM:ALEJON
TAQ REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CRO88-REFERENCED TO THE APPROFPRIATE
DEFICIENCY)
F 441 | Continued From page 19 F441| 4. Random rounds on all shifts wlll be

conducted by the Diractor of
Nursing/deslgnes to observe compliance
with hand washing, and cleanliness of
resident rooms (Exhibit O). Rounds will
be conducted dally until 100%
compllance |s achleved, then weekly until
100% compllance I8 achieved, then
monthly x 3 months. Director of
Nursing/designee will provide oversight
of the Infection control line listing and the
following tracking/trending monthly x 3
months{ Exhibit P). Tha problem will be
consldered resolved If the last audit Is
100% In compllance with the regulation.
Findings will be raported to the Quality
Assurance and Process Improvement
Committee for data evaluation and
recommendation as neaded x 3 months.

“Ajelis
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F 441 | Continued From page 20 F 441
after obtalning a fingerstick blcod glucose level
on R232. Both times, E10 turned off the faucet
with her freshly washed bare hands, thus
contaminating her hands. The surveyor Informed
the nurse that she should not turn the water off
with her bare hands &ince the faucets are
considered contaminated. The nurae verballzed
understanding.
F 463

F 483 | 483,70(f) RESIDENT CALL SYSTEM -
sSeD | ROOMS/TOILET/BATH

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

This REQUIREMENT is not met as evidenced
by:
Based on observations and the environmental
tour of the facliity with E6 (Environmental
Sarvices Director), it was determined that the
facllity falled to ensura that the bathroom
emergency call system was functional for two
(R30 and R75) of 32 sampled resldents. Findings
include:

1. During a room chack on 2/11/15 at 2:14 PM,
when the emargency pull cord in the bathroom of
R75 was activated, the light In the hallway falled
to llluminate.

During the environmental tour on 2/20/15 at 10:59
AM the light In the hallway failed to iiluminate
when the bathroom emergency call system was
actlvated.

E6 stated that the light bulb needed to be
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2, During a room check on 2/11/15 at 2:14 PM,
when the emergency pull cord In the bathroom of
R30 was activated, the light in the hellway falled
to llluminate.

During the environmental tour on 2/20/15 at 10:69
AM the light In the hallway falled to lluminate
when the bathroom smergency call system was
activated.

R30 and R75 share the same bathroom.
Findings were reviewed with E1 (NHA) and E2

(DON) during the exit conference on 2/20/16 at
approximately 2 PM.

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CERTERG HQ ! FORM APPROVED
s =DICAID SERVICES OME NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
A O ' {%3) DATE SURVEY
F CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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{X4)10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 8
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F 483 | Continuad From page 21 F 463 F463
changed, 1. R75 emergency pull cord In the

bathroom has been fixed and the
light in the hallway now luminates.

2. No residents were affected by the
deficlent practice. No further
observatlon of emergency pull cord
deficlent practices have been noted
as evidenced by all bathroom call
bell systems have been tested for
proper function.

3. In-servicing shall be completed on or
before 4/2/15 for canter staff on the
request form for malntenance for
[ssues related to damage In residant
rooms. This shall be the
responsibllity of the Malnlenance
Director/ Nurse Practice Educator
(NPE)/designee.

4. Malntenance/designee will conduct
random rounds on both units (Exhibit
R). Audits will be conducted dally
untll 100% success of 3 conseculive
evaluations then 3 times a waek until
100% success of 3 consecutlve
ovaluations then once a week untll
100% of 3 consecutive evaluations,
than will measure 1 more time &
month later. When 100% success I8
achleved, the problem will have
been succassfully addressed.
Flndings of audits will be reported to
{he Quallly assurance and
Improvemont Procass Committes for
dala evalualion and
recommendations as needed.

e

4|25
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NAME OF FACILITY: Seaford Center Nursing Home

DHSS - DLTCRP
3 MIll Road, Suite 308

DELAWARE HEALTH Wilmington, Delaware 19806

AND SOCIAL SERVICES (302) 577-6661

Divislon of Long Term Care

Residente Protagtion STATE SURVEY REPORT Page 1 of 2

DATE SURVEY COMPLETED: February 20, 2015

applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Care Facllitles, and any
amendments or modifications thereto, are
hereby adopted as the regulatory
requirements for skilled and intermediate
care nursing facllities In Delaware,
Subpart B of Part 483 Is hereby referred
to, and made part of this Regulation, as If
fully set out hereln. All applicable code
requirements of the State Fire Prevention
Commisslon are hereby adopted and
incorporated by reference.

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficiencles CORRECTION DATE
OF DEFICIENCIES
The State Report Incorporates by
reference and also cites the findings
specified In the Federal Report.
An unannounced annual survey was
conducted at this facillty from February 11, bt ederal
2015 through February 20, 2015. The 585523 by
deficiencles contained In this report are 309,323, d' 463‘ !
based on observation, Interviews, review of 431,441, and 463.
residents' clinical records and review of other )
facllity documentation as Indicated. The Date of Compliance:
facility census the first day of the survey was 4/2/2015
121. The survey sample totaled 32,
=
3201 Regulations for Skilled and Intermediate 4‘2l o
Care Facllitles
3201.1.0 Scope
3201.1.2 | Nursing facllities shall be subject to all

Provider's Signature 0 a,m(}, \‘fﬂfﬂﬁ’t‘bﬁt" Tite___ NHA Date \3! !Q! 15




DELAWARE HEALTH
AND SOCIAL SERVICES

Divlslon of Long Term Ceare

NAME OF FACILITY: Seaford Center Nursing Home

DHSS - DLTCRP
3 Mill Road, Sulte 308
Wilmington, Delawere 19808
(302) 677-6661

Residents Protaction STATE SURVEY REPORT Page 2 of 2

DATE SURVEY COMPLETED: February 20, 2015

SECTION | STATEMENT OF DEFICIENCIES
Speclflc Deflclencles

ADMINISTRATOR’S PLAN FOR
CORRECTION
OF DEFICIENCIES

COMPLETION
DATE

completed February 20, 2015
F329, F371, F431, F441 and F463.

This requirement Is not met as evidenced
by: Cross refer to CMS 2567-L, survey date

F 253, F258, F272, F281, F309, F323, F325,

4|2\15
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