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An unannolnced complaint survey was
conducted at this facility from April 30, 2014
through May 8, 2014. The deficiencies cited in
this report are based on record reviews, staff
interviews, observations and review of other
facility documentation as indicated. The census

the first day of the survey was 146 . The sample I The filing of this plan of correction does
size inciuded thres (3) active records and three ' not constitute any admission as to any of
{3} closed records. " the violations set forth in the statement of
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280! deficiencies. This plan of correction is
ss=p | PARTICIPATE PLANNING CARE-REVISE CP being filed as evidence of the facility’s
continued compliance with all applicable
The resident has the right, unless adjudged law. The facility has achieved
incompetent or otherwise found to be substantial compliance with all
incapacitated under the laws of the State, to requirements as of the completion date
participate in planning care and treatment or specified in the plan of correction for the
changes in care and treatment. poted deficiency. Therefore, the facility
, requests that this plan of correction serve
A.cc?mprehenswe care plan rm{st be developed as its allegation of substantial compliance
within 7 days after the completion of the with all requirements .

comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident’s family or the resident's
lagal representative; and periodically reviewed
and revisad by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by
Based on record review, staff interviews, and
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resident interview it was determined that for three F 280
(3) residents reviewed (R3, R1, and R6) the
tacility falled to review and revise the care planto Example 1

address individualized care needs that the facility -

staff had assessed. For R3 there was no care
plan fo ensure a coordinated approach ta
providing\psychosocial support to R3. For R1
and RS, there was no individualized care plan fo
address showering needs for these two residents
who repeatedly refused to be showered. Findings
include:

1. R3 had multiple chronic medical problems
including a recent serious medical diagnosis.
During the Initial tour of the facility on 4/30/14 at
9:35 AM, R3 spoke to the surveyor about her
health and related concerns. Progress notes in -
the clinical record identified the following
psychosocial issues known to staff:

-adjustment disorder with depression (a candition
involving sad mood that is related to life
circumstances such as health probiems; social
services note 11/7/13 2:45 PM);

_discouragement (social services note 11/15/13
1:03 PM);

~struggling to maintain a positive attitude
{psychelogist note 11422113 11:11 AM); and

~disappointment and sadness (social services
note 12/13/13 12:04 PM).

When reviewed on 4/30/14, R3's care plan failed
to identify and define a pian for staff to follow to
meet R¥'s need for psychosocial and mood
support, A care plan addressing indicators of
depression / sadness was developed on 5/5/14

| psychosocial suppert.

in place.

ATTACHEMENT A

ATTACHMENT B.

'A. R3 care plan was revised to
ensure a coordinated approach to

'B. All residents have the potential

: to be affected by this practice.

E Social Services will review

'j resident MDS that trigger a CAA

! for psychosocial well being and
review care plans to ensure 2
coordinated approach to care is

" (. Unit Managers to monitor daily
resident change in condition to
identify any resident requiring
psychosocial and mood support.
Educate Social Services on
Psychosocial Care Planning

D. Weekly audit of residents on
psychologist case load to ensure
a care plan is in place that -
reflects a coordinated approach
to providing psychosocial
support. The IDCPT will
monitor the audits once a week
until 100% success is achieved
over 3 consecutive evaluations.
Results of these audits will be
submitted to the QA committee.
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after the surveyor questioned the lack of such a
care plan.
F280
interview with E5 (Social Worker) on 5/6/14 at .
1:15 PM revealed that a different social worker
(EB) had initially been assigned to R3 who came S;{g%ple 2 (Cross-refer F312, example 1
| to the facility expecting a short stay. ES then
became R3's assigned sogial worker when R3 .
became a long term resident of the facility. ES . A. Rl and- I,{G no longer resides at
stated that she would become more famillar with : the facility
R3's psychosocial support needs and work with | B. Allresidents have the potential
R3 to develop a plan to address them. to be affected by this practice.
Findings were confirmed with E1 (Administrator), ¢ ]SEtc:gate ;Pl\.fdand RN Nursing X é/ ’,“/ﬁ 1
E2 (Registered Nurse / Director of Nursing), E3 on Resident Refusals. Unit
(RN / Assistant Director of Nursing), and E9 (RN/ Mangers to review and
Staff Development) at the exit conference on investigate daily any resident
5/5/14 at 4:05 PM. ghower refiisals. Care Plans will
2 Cross-refer F312, examples 1.’ Clinical record be updated to address possible
documentation (treatment record) indicated that reasons for refusals.
R1 repeatedly refused showering but an ATTACHEMNT C
individualized cara plan to address possible D. Weekly andits of refusals to be
reasons for this was not developed. conducted to ensure
investigations are completed and
Findings were confirmed with E1, E2, E3, and E9 ensure individualized care plans
at the exit conference on 5/5/14 at 4:05 PM. are in place. The IDCPT will
o monitor the audits once a week
3. Cross-efer F312, example 2. Clinical rctiacord until 100% success is achieved
ocumentation (treatment record) indicate thal ; -
(:{6 repeatedly rfafuser:i] showering) but an t over 3 consecutive evah_xatmgs.
R6 repeat . The results of these audits will
individualized care plan to address possible .
reasons for this was nof developed be subpntted to the QA
' commitiee. ATTACHMENT D
Findings were confirmed with E1, E2, E3, and E9
at the exit conference on 5/5/14 at 4:.05 PM.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 308
sg=p | HIGHEST WELL BEING
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Each resident must receive and the facility must
provide the necessary care and services to attain
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or maintain the highest practicable physical, F309
mental, and psychosocial well-being, in
accordance with the comprehensive assessment A. 1.R1 nolonger resides at the
and plan of care. facility

' B. All residents have the potential

to be affected by this practice.

This REQUIREMENT is not met as evidenced C. Educate LPN and RN Nursing
by: ] L Staff on assessment and / /27( /{‘f
Based on record review and staff interviews it documentation for any change in
was determined that for two (2) residents . Y &
reviewed (R1 and R6) the facility failed to provide cond-mon. ATTACHMENT E
the necessary care and services to attain the D. Audits to be performed at daily

residents’ highest practicable physical well-being
in accordance with their comprehensive
assessment and plan of care. R1 experienced
declining health status in Octeber, 2013 including
increased pain and breathing issues. The facility
staff failed to increase nursing assessment and
monitoring of R4 as her health declined
[increased pain and respiratory (breathing)
problems]. R6 had wounds and gangrene (dead
tissue) of the right foot which were worsening with
no corresponding increase in nursing
assessment. Also, a physician’s order for a
dressing was not implemented in a timely
manner. Findings include:

1. R1 had multiple medical issues involving her
jungs and heart. Record review revealed a lack
of nursing assessment documentation on
10/11/13, 10/12113, 10/13/14, and 10/14/13.
Following nursing note documentation dated
10/15/13 describing R1's difficulty breathing,
there was no nursing assessment documented
on 10/16/13 through 10/20/13. A nursing note

clinical meeting to ensure that
nursing assessments are done for
any change in condition. The
IDCPY will monitor the audits
daily until 100% success is
achieved over 3 consecutive
evaluations Results of the audits
will be submitted to the QA
committee, ATTACHMENT F
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dated 1042113 timad 9:40 AM indicated that R1
was admitted to the hospital with difficulty
breathing.

The following indicatars of the need for increased
nursing assessment and monitoring were found
in R1's clinical record:

“Motrin {a medication used to decrease pain and
infiammation) was ordered by the physician on
10/9/13 to be given to R1 four times a day for afl
over pain;

-A physical therapy evaluation was ordered by the
physician on 10/10/13 for R1's increasing
weakness,

-A nursing note dated 10/15/13 timed 3 AM
indicated that R1 had difficulty breathing, needed
more oxygen than usual, and a physician's order
for an inhaled medication to improve breathing
was obtained; and

-Pain Management Flow Sheet documentation
dated 10/16/13 and timed 2:45 PM indicated that
R1 had a new onset of rib pain that she (R1)
rated as 7 out of 10 on a pain scale with a 2 being
an acceptable level of pain to R2.

Interview with E4 (daughter of R1) on 5/5/14 at
12:25 PM revealed that during several visits with
R1 in October, 2013 she (E4} noticed that R1's
ckin color was different than narmal and that R1
didt Jook good o feel good. E4 explained that
she told the staff about her concems. Despite R1
having increased pain, weakness, shortness of
breath, and R1's daughter's reported concems,
the facility failed to implement a corresponding
increase in nursing assessment to ensure that R1
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attained her highest level of well-being.

Findings were confirmed with E1 {Administrator),
E2 (Registered Nurse / Director of Nursing}, E3
(RN / Assistant Director of Nursing), and E9 (RN /
Staff Development) at the exit conference an
51514 at 4:05 PM.

2. RE was admitted to the facility with muitiple
wounds and areas of gangrene (dead tissue) of
the right foot with severely impaired circulation
(blood flow) to the foat.

-Two consecutive weekly nursing assessments
dated 11/19/M13 and 11/27/13 revealed worsening
of the wounds and gangrene (dead tissue) but
there was no increase In the frequency of wound
assessment documentation.

-A physician's consuitation report dated 11122113
completed by E7 (podiatrist consulted for wound
care) instructed staff ta apply a loosely wrapped
dry clean dressing daily to RE's right foot wounds.
This instruction, however, was not transcribed as
an order until 11/20/13, a week later. Skin prep
(a liquid that is appfied to the skin to forma
protective film) ordered by E8 (attending
physician) on 11/19/13 continued to be used
through the merning of 11/29/13 despite a
different instruction {dry clean dressing only)
being received on 11/22/13.

ET's 11/22/13 instruction to apply a dry, clean
dressing dafly to R&'s left foot, incorrectly used
“eft" instead of "right". R6 had previously had a
below the knee amputation of the left leg and had
no left foot. The instruction incorrectly
referencing the left foot was printed onto the

F309
A. 2.R6 no longer resides at the
B.

C.

DEPARTMENT OF HEALTH AND HUMAN_SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
\TEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/ICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
. «iD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
¢ _
085020 8. WING 05/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE E
PINNACLE REHABILITATION & HEALTH CENTER 3034 SOUITH DUPONT HIGHWAY
SMYRNA, DE 19877
o4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DRATE
DEFICIENCY}
F 309 | Continued From page 5 F 309

facility

All residents have the potential -
to be affected by this practice.
Educate LPN and RN Nursing
Staff on assessments,
transcribing orders from a
consult report and TAR
documentation.
ATTACHMENT E

Weekly Audits of TAR
documentation to be completed
by Unit Managers. The IDCPT
will monitor the audits once a
week until 100% success is
achieved over 3 consecutive
evaluations Results of the
weekly audits will be submitted
to the QA committee.
ATTACHMENT G

G/t
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s5=F | DEPENDENT RESIDENTS

A resident who is unable o carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personat
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview it was
determined that the facility failed to provide the
necessary services fo two (2) residents reviewed
{R1and R6) to maintain their personal hygiene.
Both residents had a pattern of refusing showers
documented in the clinical record, however, no
individualized plan for maintaining personal

hygiene was developed and implemented.
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Treatment Adminlstration Record (TAR) for R
even though R6 had no left foot. A staff member
then crossed out the word foot and wrote stump.
This was incorrect, however, since the dry, clean
dressing was intended for RB's right foof, not the
teft leg stump.
-A nursing note dated 11/24/13 timed 7:45 PM
revealed that R6 had returned from a visit home
with blood on the dressing on his right big toe
after hitting his foof getting in the car. There was
no nursing assessment documented regarding
the status and appearance of the wound after this
incident and prior to RE being hospitalized on R
11/29/13, 6/27/ o
Findings reviewed with E1, E2, E3, and ES at the
exit conference on 5/5/14 at 4:05 PM.
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312
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Findings include:

1. The Minimum Data Set (MDS, a standardized
assessment form used in nursing homes) for R1
dated 8/17/13 and 10/21/13 indicated that R1was
totally dependent on staff assistance for bathing.
Clinical record documentation indicated that R1
refused showers on the following dates in 2013:

-July 4, 8, 11, 15,18, 22, and 29,

-August 1 and 3 (other shower dates left biank);
and

-September 12 and 26 (other shower dates left
blank}.

A fotal of two (2) showers werg documented in
the facliity's care tracker system (a charting
system where staff electronically document care
provided) during these 3 months (July 28, 2013
and September 8, 2013). All other bathing was
documented as a partial bath or a bed bath. The
clinical record lacked evidence that the facllity
identified possible reasons for R1's refusal of
showers. The facility then failed to develop an
individualized plan for ensuring that R1's hygiene
was maintained.

2. R6 was totally dependent on staff assistance
for bathing according to MDS assessments dated
11/21/43 and 11/29/13. Clinical record
documentation indicated that RE refused showers
on November 9, 13, 20, and 27. The clinical
record lacked evidence that the facility identified
possible reasons for RE's refusal of showers.

The facility then failed o develop an
individualized plan for ensuring that R1's hygiene
was maintained.

- F312 (Cross-refer F280, example 1 and 2)

I
(

A. R1 and R6 no longer resides at
the facility

B. All residents have the potential
to be affected by this practice.

C. Educate LPN and RN Nursing
Staff on Resident Refusals. Unit
Mangers to review and
investigate daily any resident
shower refosals. Care Plans will
be updated to address possible
reasons for refusals.
ATTACHEMNT C

D. Weekly audits of refusals to be
conducted to ensure
investigations are completed and
ensure individualized care plans
are in place. The IDCPT will
monitor the andits once a week
until 100% success is achieved
over 3 consecutive evaluations.
The results of these audits will
be submitted to the QA
committee. ATTACHMENT D
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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
systematically organized.

The clinical record must contain sufficient
informaticn to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the resuits of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by

Based on record review, it was determined that
for two (2) residents reviewed (R1 and RB) the
fachity failed fo ensure complete and accurate
clinical record documentation, Findings include:

1, A physician's order for R1 lacked a clear and
accurate date. An order for Motrin (a medication
to reduce pain and inflammation) 600 milligrams
by mouth every day for 4 days with food
contained three different dates- 10/10/13
appeared next to the order; 10/9/13 appeared
next to the physician's signature; and 10/8/13
appeared nextto a nurse's signature below the
physician's signature.
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Findings reviewed with E1, E2, E3, and E9 at the
exit conference o 5/5/14 at 4:.05 PM.
F 514 | 483.75()(1) RES F 514
58=D RECORDS-COMPLETE/ACCURATE/ACCESSIB F514

A. 1.R1and R6 no longer resides
at the facility

B. Allresidents have the potential
to be affected by this practice.

C. Educate LPN and RN Nursing
Staff on transcribing telephone
verbal arders ATTACHMENT
H

D. Weekly Audits of telephone
verbal orders documentation to

The IDCPT will monitor the
audits once a week until 100%
success is achieved over 3
consecutive evaluations, Results
of the weekly audits will be
submitted to the QA committee.
ATTACHMENT I

be completed by Unit Managers.

%7
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NAME OF PROVIDER OR SUPPLIER

PINNACLE REHABILITATION & HEALTH CENTER

3034 SOUTH DUPONT HIGHWAY
SMYRNA, DE 19877

Findings were confimed with £1 (Administrator),
E2 (Reyistered Nurse / Director of Nursing), E3
(RN / Assistant Director of Nursing), and E9 (RN/
Staff Development) at the exit conference on
5/5/14 at 4:05 PM.

2. Cross-refer F309, example 2. A consultation
form for R6 dated 11/22/13 failed to have a
legible (readable) name of the physician
completing the form (was only signed with an
Megible signature). There was an instruction to
apply a dry, clean dressing daily to R6's left foot,
however, R6 had previously had a below the knee
amputation of the left leg and had no left foot.
The consulted physician erroneously used left
instead of right. The instruction incorrectly
referencing the left foot was printed onto the
Treatment Administration Record (TAR) for RS
even though R6 had no left foot. A staff member
then crossed out the word foot and wrote stump.
This was incorrect, however, since the dry, clean
dressing was intended for R6's right foot, not the
left leg stump.

Findings confirmed with E1, E2, E3 and E9 at the
exit conference on 5/6/14 at 4:05 PM.

H4 D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN CF CORRECTION o8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 514 | Continued From page 9 F 514

E514

Example 2 (Cross Refer F309,

example 2)

A. 2, Ré6 no longer resides at the
facility

B. All residents have the potential
to be affected by this practice.

C. Educate LPN and RN Nursing
Staff on assessments,
transcribing orders from a
consult report and TAR
documentation,
ATTACHMENT E

D. Weekly Audits of TAR

documentation to be completed
by Unit Managers, The IDCPT
will monitor the audits once a
week until 100% success is
achieved over 3 consecutive
evaluations Results of the
weekly audits will be submitted
to the QA committee.
ATTACHMENT G
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NAME OF FACILITY: Pinnacle Healthcare

DHSS - DLTCRP

DELAWARE HEALTH ) 3.Mi]I Road, Suite 308

AND SOCIAL SERVICES M el

Divislon of Long Tem Gare . o ' .
Residents Profection . STATE SURVEY REPORT Page 1 of 2,

DATE SURVEY COMPLETED: May 6. 2014

SECTION

STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR CORRECTION
Specific Deficiencies OF DEFICIENGIES WITH ANTICIPATED
DATES TO BE CORRECTED

3201

3201.1.0

3201.1.2

The State Report incorporates by
reference and also cites the findings
specified in the Federal Report,

An unannounced complaint survey was
conducted at this facility from April 30,
2014 through May 6, 2014. The
deficiencies cited in this report are based
on record reviews, staff interviews,
observations and review of other facility Cross Reference POC for CMS
documentation as indicated. The census 2567L survey completed May 6, 2014
the first day aof the survey was 146. The F-Tags: F280, F309,F312,and F514
sample size included three (3 active .
records and three (3) closec(! r)ecords. Completion Date June 24, 2014
Regulations for Skilled and
Intermediate Care 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
Facilities, and any amendments or
modifications thereto, are hereby
adopted as the regulatory requirements
for skilled and intermediate care
nursing facilities in Delaware. Subpart
B of Part 483 is hereby referred to, and
made part of this Regulation, as if fully
set out herein. All applicable code
requirements of the State Fire
Prevention Commission are hereby
adopted and incorporated by reference.

This requirement is not met as
evidenced by: '

Provider's SignatureW/%ﬂ Title ﬁ%/ﬂ”"m Date AL £ , A oy

[ A




AND SOCIAL SERVICES

Restdents Protection

NAME OF FACILITY: Pinnacle Healthcare

Division of Long Term Care
STATE SURVEY REPORT

DHSS - DLTCRP
3 Mill Road, Suite 308

DELAWARE HEALTH Wilmington, Delaware 19806

(302) 577-6661
Page 2 of 2

DATE SURVEY COMPLETED: May 6, 2014

ADMINISTRATOR'S PLAN FOR CORRECTION

STATEMENT OF DEFICIENCIES

SECTION
Specific Deficlencies

OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

Cross refer to the CMS 2567-L survey
ending May 6, 2014, F280, F309, F312

and F514.

Provider’sSignatur%%M/%d Title M"”’GM Date “JC)N’ é ZG“/
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280 ATTACHMENT A

Teaching Plan 2014
Pinnacle Rehabilitation and Health Center

3034 South DuPont Blvd.

Smyrna, D.E. 19977

302-653-5085

Teaching Plan: Psychosocial Care Planning: Care planning for
residents receiving psychosocial services.

Purpose: ' ‘ To reinforce to social services the importance of
implementing a psychosocial care plan for
residents receiving psychosocial services.

Supportive Data: Social Services will implement appropriate care plan
for individuals receiving psychosocial services.

Associated Standards: : Heaton Manual:
e Care Plans- Comprehensive

Desired Resident Outcome: A psychosocial care plan will be implemented for
residents receiving psychosocial services ina
fimely manner.

Assessment: : 1_Review all residents on psychosocial services to
ensure coordinated approach to providing support.
2. Random audit weekly of residents seen the prior
week for psychosacial services.

intervention: 1. Implement Associated Standards (see above}

2. Educate Social Services staff.
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F 280 ATTACHMENT A

Assessments and Care Planning

Care Plans — Comprehensive

Highlights Policy Statement

An individualized comprehensive care plan that includes measurable objectives and
timetables to meet the resident’s medical, nursing, mental and psychological needs is
developed for cach resident. '

Policy Interpretation and Implementation

Developing the 1. Our facility’s Care Planning/Interdisciplinary Team, in coordination with the
Comprehensive Care Plan resident, his/her family or representative (sponsor), develops and maintains a
comprehensive care plan for each resident that identifies the highest level of
functioning the resident may be expected to attain. ‘

Basis of Comprehensive 3. The comprehensive care plan is based on a thorough assessment that includes, but is
Care Plan not limited to, the MDS. Assessments of residents are ongoing and care plans are
revised as information about the resident and the resident’s condition change.

Purpose of Care Plan 3. Each resident’s comprehensive care plan is desigped to:

Tncorporate identified problem areas;

Incorporate risk factors associated with identified problems;

Build on the resident’s strengths;

Reflect the resident’s expressed wishes regarding care and treatment goals;

Reflect treatment goals, timetables and objectives in measurable outcomes;

Identify the professional services that are responsible for each glement of care;

Aid in preventing or reducing declines in the resident’s fanctional statos and/or .

functional levels; '

Enhance the optimal functioning of the resident by focusing on a rehabilitative

program; and

i Reflect cumently recognized standards of practice for problem areas and
conditions. :

@ mp pp FP

=

Time Frame for 4. The resident’s comprehensive care plan is developed within seven (7) days of the
Completing the Care Plan completion of the resident’s comprehensive assessment (MDS).

Revisions 5. Care plans are reviewed by the Care Plarming Team at least quarterly.

contines on pext page




Assessments and Care Planming

Resident’s Right of
Refusal

:?@‘IC_?

F 280 ATTACHMENT A

The resident has the right to refuse to participate in the development of his/her care

plan and m
documentation

established policies.

ical and mursing treatments, When such refusals are made, appropriate
will be entered into the resident’s clinical records in accordance with

483, 10(b)(4); 483.10(d)(2)&(3); 483.15(B)(1); 483.15E)3); 483.20()(1)&(2); 483.25

F154; F155; F242; F279; F280; F309

Care Planning — Interdisciplinary Team
Resident/Family Participation — Assessment/Care Plans

Date:
Date:
Date:
Date:

By:
By:

By:

By: - J _

Nugsing Services Policy and Pﬁwdm Manual

AT LT P A RS, o, {REVISEH Eretober2009)
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¥ 280 ATTACHMENT C
Teaching Plan 2014
Pinnacle Rehabilitation and Health Center
3034 South DuPont Blvd.
Smyrna, D.E. 19977
302-653-5085
Teaching Plan: Resident Refusals: Refusal of careftreatment,

evaluation of resident preference.

Purpose: To reinforce to the nursing staff the importance of
documentation with residents refusing care and
evaluation of possible causative factors.

Supportive Data: The nursing staff will evaluate reason for refusal of
careftreatment, documnent education/outcome,

adjust care plan (if needed) fo support resident

preference.

Associated Standards: Heaton Manual:

« Care Plans- Comprehensive
e Charting and Documentation

Desired Resident Qutcome: With refusal of careftreatment, evaluation of reason
for refusal will occur to identify resident preferences
and outcome documented in progress note. Gare
plan will be adjusted (if needed) to reflect residents’
preferences.

Assessment: 1. Assess staff ability to understand the foundation
of importance of need to evaluate a refusal of
careftreatment and provide supportive
documentation regarding possible causative
factors.

Intervention; 1. Implement Associated Standards (see above)
2. Educate licensed staff (RN and LPN)

3. Unit managers to review refusals with DT,
investigate possible causative factors and ensure
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F280 ATTACHMENT C

that the resident care plan specifies preferences, if
needed.
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Documentation

F 280 ATTACHMENT C

Charting and Documentation

Highlights Policy Statement

All services provided to the resident, or amy changes in the resident’s medical or mental
condition, shall be documented in the resident’s medical record.

Policy Interpretation and Implementation

Documentation 1. Al observations, medications administered, services performed, ctc., must be
Requirerents . dJocumented in the resident’s clinical records.
Recording Entries 2. Enfrics may only be recorded in the resident’s clinical record by licensed personnel

(e.g., RN, LEN/LVN, physicians, therapists, etc.) in accordance with state law and
facility policy. Certified Nursing Assistants may only make entries in the resident’s
medical chart as permitted by facility policy.

Recording Accidents/ 3. Al incidents, accidents, or changes in the resident’s condition rmust be recorded.

Incidents
4. Information documented in the resident’s clinical record is confidential and may only

Conﬁdcntiality_znd ' be released in accordance with state law and facility policy. Refer all requests for
Release ‘?fRﬁSl ent _ information to the Director of Nursing Services, Nurse Supervisor/Charge Nurse or fo
Information the business office.

Use of Abbreviations and 5. To ensure consistency in charting and documentation of the resident’s climical record,
Symbols only facility approved abbreviations and symbols may be used when recording entries
in the resident’s clinical records.

Documentation Criferia 6. Documentation of procedures and treatments shall include care-specific details and
shall include at a minimum:

The date and time the procedure/treatment was provided;

The name and title of the individual(s) who provided the care;

The assessment data and/or any unusual findings obtained during the
: procedure/treatment;

How the resident tolerated the procedure/treatment;

Whether the resident refused the procedure/treatment;

Notification of family, physician or other staff, if mdijcated;

The signature and title of the individual documenting.

s

@ e e

i References i

483.10(c); 483.60; 483.60(z); 483.75()(1)A-Gv); 483.T5MAND-)

F164; F425; F514

Abbreviations and Symbols (Appendix A)
Guidelines for Charting and Documentation (Appendix A)

Date: By:
Date: By:
Date: By:
Date: By: -

Nursing Services Policy and Procedure Marnual
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F 280 ATTACHMENT C

Care Plans — Comprehensive

Highlights Policy Statement

An individuslized comprehensive care plan that inchides measurable objectives and
timetables to meet the resident’s medical, nursing, mental and psychological needs is
developed for each resident.

Policy Interpretation and Implementation

Developing the 1. Our facility’s Care Planning/Mterdisciplinary Team, imn coordination with the
Comprehensive Care Plan resident, his/her family or representative (sponsor), develops and majntains a -
comprehensive care plan for each resident that identifies the highest level of

finctioning the resident may be expected to attam. .
Basis of Comprehensive - 2. The comprehensive care plan is based on a thorough assessment that includes, but is |

Care Plan not Timited to, the MDS. Assessments of residents are ongoing and care plans are
revised as information about the resident and the resident’s condition change.

Purpose of Care Plan 3. Fach resident’s comprehensive care plan is designed to:

a. Tncorporate identified problem areas;
b. Incorporate risk factors associated with identified problems;
¢. Build on the resident’s strengths;
4. Reflect the resident’s expressed wishes regarding care and freatment goals;
e. Reflect treatment goals, timetables and objectives in measurable ouicomes;
f.  Identify the professional services that are responsible for each element of care;
g. Aid in preventing or reducing declines in the resident’s functional status and/or
functional levels; ]
h. FEnhance the optimal functioning of the resident by focusing on a rehabilitative
program; and .
i TReflect cumently recognized standards of practice for problém areas and
conditions. :
Time Frame for 4. The resident’s comprehensive care plan is developed within seven (7) days of the
Completing the Care Plan completion of the resident’s comprehensive assessment (MDS).
Revisions 5. Care plans are reviewed by the Care Planning Team at least quarterly.

continues on nexi page

Nussing Services Policy and Procedure Manual

SN P ASS T e viset Oriobe2005)
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Assessments and Care Planning
Resident’s Right of 6. The resident has the right to refuse to participate in the development of his/her care
Refusal plan and medical and nursing treatments. When such refusals are made, appropriate

documentation will be entered into the tesident’s clinical records in accordance with
established policies.

483.10(b)(4); 483.10(a)(2D)&(3); 483.15(b)(1); 483.15(D)3); 483.20(K)(1)&(2); 483.25

F154; F155; F242; F279; F280; F309

Care Planning — Interdisciplinary Team
Resident/Family Participation — Assessment/Care Plans

Date: ' By: -

Date: By:
Date: By:
Date: ) By:

Nursing Services Policy and Procedure Manual

f
; ©.2001 MED-PASS, Inc. (Revised October 2009)
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Teaching Plan 2014
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F 309 ATTACHMENT E

Pinnaqle Rehabilitation and Health Center

3034 South DuPont Blvd.

Smymna, D.E. 19977
302-653-5085

Teaching Plan:

Purpose:

Supportive Data:

Asscciated Standards:

Desired Resident Outcome:

Assessment:

[ntervention: ;

Change of Condition in Resident’s condition:
Wound decline documentation.

To reinforce to the nursing staff the importance of
documentation of a wound with declining wound
status.

The nursing staff will document wound
appearance with dressing change on any wound
that has declined. '

Heaton Manual:

e Charting and Documentation
¢ Change in Resident's condition or Status

With wound decline, wound documentation will
increase with dressing change until wound has
stabilized.

1. Review previous wound documentation fo
evaluate previous wound status.

2 Assess staff ability to understand the foundation
of importance of need to evaluate a declining
wound status and appropriate documentation
regarding documentation of declining wound status.

1, Implement Associated Standards (see above)
2 Educate licensed staff (RN and LPN)

3 Random audit of Physician Consult sheets.
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4. Weekly audit of TAR to ensure appropriate
treatment in place.
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Documentation

F 309 ATTACHMENT E

Charting and Documentation

Highlights Policy Statement

All services provided to the resident, or any changes in the resident’s medical or mental
condifion, shall be documented in the resident’s medical record.

Policy Interpretation and Implementation

Documentation 1. All observations, medications administered, services performed, etc., must be
Requirements documented in the resident’s clinical records.
Recording Entries 5. FEnfries may only be recorded the resident’s clinical record by Ticensed personnel

(c.g, RN, LPN/LVN, physicians, therapists, ete.) in accordance with state law and
facility policy. Certified Nursing Assistants may only make entries in the resident’s
medical chart as permitted by facility policy.

Recording Accidents/ 3. Allincidents, accidents, or changes in the resident’s condition must be recorded.
Tncidents ]

. 4. Toformation documented in the resident’s clinical record is confidential and may only
Confidentiality znd be released in accordance with state law and facility policy. Refer all requests for
Release ‘?f Resident information to the Director of Nursing Services, Nurse Supervisor/Charge Nurse or to
Information the business office.

Use of Abbreviations and 5. To ensure consistency in charting and documentation of the resident’s clinical record,

Symbols - only facility approved abbreviations and symbols may be nsed when recording entries
ia the resident’s clinical records.

Documentation Criteria 6. Documentation of procedures znd treatments shall inclnde care-specific details and

ghall include at & minirmm:

The date and time the procedure/treatment was provided;

a
b. The name and title of the individoal(s) who provided the care;
c. The assessment data andfor amy gmusnal findings obtained during the
procedure/freatrment; )
4 Llow the resident tolerated the procedure/treatment;
e ‘Whether the resident refused the procedure/treatment;
f Notification of family, physician or other staff, if indicated;
g. The signature and title of the individual documenting,
R TReferoncess f ol oy Ee g i
BRA Hegulatory.', © 483.60- g3 7S LIDiv): 48375 DG
"Réfe{quggi;:l\{g%ubél.f}s 483.10(e); 483.60; 483.60(a); 483.7 ME)-Gv); 483."1' MGV
oy Tag Numbérs: | . F164 FA25; F514

L

D m;u —m ents Abbreviations and Symbols (Appendix A) _

Cuidelines for Charting and Documentation (Appendix A)

Date: _By:
Date: By:
Date: By:
Date: By: -

Nursing Services Policy and Procedure Mannal
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v pesments and Care Planning

"% Changeina Resident’s Condition or Status

~ Highlights ' Policy Statement

Our facility ghall promptly notify the resident, his or her Attending Physician, and
representative (sponsor) of changes in the resident’s medical/mental condition and/or status
| {e.g., changes in level of care, billing/payments, resident rights, etc.).

Policy Interpretation and Implementation

Protocol for Notifying 1. 'The Nurse Supervisor/Charge Nurse will notify the resident’s Attending Physician or
Aftending Physician of On-Call Physician when there has been:
Changes in Resident’s . -
Medical/Mental Condition a. Anaccident or incident mvolving the resident;

b. A discovery of injuries of an ymkTiown SOUTCe;

c. A reaction to medication; :

d. A significant change in the resident’s physical/emoﬁonallmental condition;

e. Aneedto alter the resident’s medical treatment significantly;

f Refusal of treatment or me! ications (i.e., two (2) or more consecutive times);

g. Aneedto transfer the resident o a hospital/treatment center;

h. A discharge without proper medical authority; and/or

i Instructions to notify the physician of changes in the resident’s condition.
Significant Change of 2. A “sigpificant change” of condition is a decline or improvement in the resident’s
Condition status that:

« Will not normally resolve itself without infervention by staff or by
implernenting standard disease-related clinical interventions (is mot “self-
limiting”); ‘

b. Impacts more than one arca of the resident’s health status; and

¢. Requires interdisciplinary review and/or revision to the care plan./ )

4. The final decision regarding what constitutes a significant change in status is
based on the judgment of the climical staff and the guidelines ouffined in the
Resident Assessment Instrument and 42 CFR 483.20(b)()-

Protocol for Notifying 3. Unless otherwise instroéted by the resident, the Nurse Supervisor/Charge Nurse will
Resident’s Family or notify the resident’s family or representative (sponsor) when:
Sponsor When There isa '
Change in the Resident’s a4 Tho resident is mvolved in any accident or incident that results in an injury
Medical/Mental Condition | - including injuries of an unKnowi SOUCE; :
. b. There is a significant change in the resident’s physical, mental, or psychosocial
status;

c. 'There is a need fo change the resident’s room assignmment;
4. A decision has been made to discharpe the resident from the facility; and/or
e. It is necessary to transfer the resident to a hospital/treatment center. '

Time Frame.fbr Notifying 4, Fxcept in medical emergencies, notifications will be made within twenty-four (24)
Family of Changes hours of 2 change occurring in the resident’s medical/mental condition or status.
Infonﬁing Resident of 5. Regardless of the resident’s current mental ot physical condition, the Nursing
Changes in Care or’ Supervisor/Charge Nurse will inform the resident of any changes in his/her medical
Treatments care of pursing treatments.
Documentztion of Changes 6. The Nurse Supervisor/Charge Nurse will record in the resident’s medical record
in Medical Record . snformation relative to changes in the resident’s medical/mental condition or status.
continues on next page




Significant Change

Assessments

Updating of Resident
Family and Sporisor
Information

Protocol for Informing
Resident/Sponsor of
Change in Status
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Assessmerds and Care Plarming

¥ 309 ATTACHMENT E

7. If a significant change in the resident’s physical or mental condition occurs, &

comprehensive assessment of the resident’s condition will be conducted as required
by current OBRA regulations goveming resident assessments and as outlined in the
MDS 2.0 RAI Instruction Mamual.

A representative of business office will verify the eddress and telephone number of
the resident’s family or representative (sponsor) on & quarterly basis. Any noted
changes will be reported fo the Director of Nursing Services fo ensure that such
information is changed in the resident’s medical record.

A representative of the business office will notify the resident, his/her family, or
representative (sponsor), when:

a2 There is a changs in the resident’s billing;

b. There is a change in the resident’s level of care status; _

c. There is a change in resident rights under federal or stzte law or regulations;
and/or

d. There is a change in the rules of the facility that affects the rights or
responsibilities of the resident. :

T o L ReRerenegs ;. < o el

483.10(b)(1); 483.10(b)(11); 483 20(b)(2)(i); 483.40; 483.40(=)(1)(2)

F156; F157; F274; F385

Acute Condition Changes --Clinical Protocol
Charting and Documentation (Documentation)
Resident Asscssment Instrument (MDS 2.0)

Date: By:
Date: By:
Date: . By:
Date: By:

Marsing Services Policy and Procedurs Maonmal

© 2001 MED-PASS, I0c. (Revised April 2007) N
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Teaching Plan 2014

Pinnacle Rehabilitation and Health Center

3034 South DuPont Bivd.

Smyma, D.E. 19977

302-653-5085

Teaching Plan: _ ' Assessment of pain with new onset, worsening

- pain, and addition/change of pain medication.

Purpose: To reinforce to the nursing staff the importance of
pain assessment of new or worsening pain as well
as increased monitoring and documentation to
ensure resident pain level is satisfactory.

Supportive Data: : The nursing staff will assess the possible reason of

: new or worsening pain and increase monitoring
until the resident pain level is satisfactory as well as
document the outcome in progress notes.

Associated Standards: Heaton Manual:
« Charting and Documentation
« Change in Residents Condition or Status

Desired Resident Outcome: ) With any new/worsening pain or new pain
medication, increased monitoring of pain status will
occur until the resident pain level is acceptable.

Assessment: : 1. Assess staff ability to understand the foundation
of importance of need to assess any for
new/worsening pain until pain level is satisfactory to
the resident and provide supportive documentation
in progress notes.

intervention: 1. Implement Associated Standards (see above)

2. Educate licensgd staff (RN and LPN)
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Charting and Documentation

Highlights

Documentation
Regquirements

Recording Entries

Recording Accidents/
Incidents
Confidentiality and
Release of Resident
Tnformation.

Use of Abbreviations and
Symbols

Docomentation Critezia

Policy Statement

All services provided fo the resident, or any changes in the resident’s medical or mental
condition, shall be docummented in the resident’s medical record.

L.

Policy Interpretation and Implementation

All observations, medications administered, services performed, etc.,
documented in the resident’s clinical records.

must be

Fntries may only be recorded in the resident’s clinical record by ficensed personnel
(c.g., RN, LPN/LVN, physicians, therapists, etc.) 2 accordance with state Iaw and
facility policy. Certified Nursing Assistants may only make cntrics in the resident’s
nedical chart as permitted by facility policy.

All incidents, accidents, or changes in the resident’s condition must be recorded.

nformation documented in the resident’s clinical record is confidential and may only
be released in accordance with sfate Jaw and facility policy. Refer all requests for
information to the Director of Nursing Services, Nurse Supervisor/Charge Nurse or to
the business office.

To ensure consistency in charting and documentation of the resident’s clinical record,
only facility approved ahbreviations and symbols may be used when recording entries
in the resident’s clinical records.

Documentation of procedures and treatments shall include care-specific details and
ghall include at a minimum:

a. The date nd time the procedure/ireatment was provided;

b. The name and fitle of the individual(s) who provided the care;

The assessment data and/or any onusnal findings obfzined dorting the
procedure/treatoaent,

How the resident tolerated the procedure/{reatment;

Whether the resident refused the procedure/treatment;

Notification of family, physician or other staff, if indicated;

The signature aud title of the individual documenting.

(2

w Mo P

483.10(c); 483.60; 483.60(2); 483.75(M(1O-GV); 483 750 (@A)

Fi64; F425;F514

Abbreviations and Symbols (Appendix A)
Guidelines for Charting and Documeniation (Appendix A)

Date: ' By:
Date: By
Date; By:
Date By -

ryices PO '__Er_xﬁi_canual

e e s T A OO T (D eoierd Anr] 2008)
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Change in a Resident’s Condition or Status

Highlights |

Protocol for Netifying
Attending Physician of
Changes in Resident’s
Medical/Mental Condition

Significant Change of
Condition ’

Protocol for Notifying
Resident’s Family or
Sponsor When There is 2
Change in the Resident’s
Medical/Mental Condition

Time Frame for Notifying
Family of Changes

Tnforming Resident of
Changes i Care ot
Treatments

Documentation of Changes
in Medical Record

Policy Statement

Ouw facility shall promptly notify the resident, his or her Aftending Physician, and
representative (sponsor) of changes in the resident’s snedical/mental condition znd/or status
(e.g., changes in level of care, billing/payments, resident rights, etc.).

Policy Interpretation and Tmplementation

1. ‘The Nurse Supervisor/Charge Nurse will notify the resident’s Attending Physician or
On-Call Physician when there has been:

An accident or incident involving the resident;

A discovery of injuries of an unknown SOUICS;

A reaction to medication;

A significant change in the Tesident’s physica]femoﬁonalfmcntal condition;
A need to alter the resident’s medical treatment significantly;

Refusal of treatment or medications (Le., iwo (2) or mare consecutive times);
A need to transfer the residenttoa hospital/treatment center;

A discharge without proper medical authority; and/or '

Tnstructions to notify the physician of changes in the resident’s condition.

@R e pp IR

2. A “significant change™ of condition is a decline or improvement in the resident’s
status that:

4 Will not normally resolve ifself without intervention by staff or by
jmplementing standard disease-related clinical interventions (is mot “gelf-
limiting™);

b. Impacts more than one area of the resident’s health status; and

¢c. Requires interdisciplinary review and/or revision fo the care plan.

d. The fmal decision regarding what constitutes a significant change in status is
based on. the judgment of the climical staff and the guidelines outlined in the

Resident Assessment Instrument and 42 CFR 483.20(b){1i).

3. TJnless otherwise instructed by the resident, the Nurse Supervisor/Charge Nurse will
notify the tesident’s family or representative (sponsor) when:

a. The resident is involved in any accident or incident that results in an mjury
inchuding injuries of an unknown source;

b. There is a significant change the resident’s physical, mental, or psychosocial
stafus;

c. There is 2 need to change the resident’s room assignment;

d. A decision has been made to discharge the resident from the facility; and/or

e Ifis necessary to transfer the resident to a hospital/treatment center.

4, Txcept in medical emergencies, notifications will be made within twenty-four (24)
hours of a change occurring in the resident’s medical/mental condition or status.

5. Regardless of the resident’s cument mental or physical condition, the Nursing
Supervisor/Charge Nurse will inform the resident of any changes in hisfher medical
cate or pursing freatments.

6. The Nurse Supervisor/Charge Nurse will record in the resident’s medical record
information relative to changes m the resident’s medical/mental condition or status.

continnes ot next page
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Assessments and Care Plamming

7. If a significant change in the resident’s physical or mental condition occurs, 2

Significant Change

Assessments comprehensive assessment of the resident’s condition will be conducted as required
by current OBRA regulations governing resident assessments and as outlined in the
MDS 2.0 RAI Instruction Manual.

Updating of Resident 8. A representative of business office will verify the address and telephone mmmber of

Family and Sponsor the tesident’s family or representative (sponsor) on a quarterly basis. Any noted

Information chenges will be reported to the Director of Nursing Services to ensure that such
information is changed in the resident’s medical record.

Protocol for Informing 9. A representative of the busimess office -will notify the resident, his/her family, or

Resident/Sponsor of representative (sponsor), when:

Change int Status

a. Thereis a change in the resident’s billing;
b. There is a change in the resident’s level of care status;
c. There is a change in resident rights under federal or state law or regulations;

and/or
d There is a change in the rules of the facility that affects the rights or

responsibilities of the resident.

R Iy TP o Rl I

483.10(b)(1); 483.10(b)(11); 483.20(b)(2)(i); 48340; 483.40(2)(1)(2)

F156; F157; F274; F385

Acute Condition Changes ~Clinical Protocol
Charting and Documentation (Documentation)
Resident Assessment Instrument (MDS 2.0)

Date: : By:
Date: By: {
Date: ' By:
Date: By:
pursingS
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Teaching Plan 2014

Pinnacle Rehabilitation and Health Center

3034 South DuPont Bivd.

Smyrna, D.E. 19977

302-653-5085

Teaching Plan: - Medication and Treatment orders: verbal orders

Purpose: ' . To reinforce to the nursing staff the importance of
timely transcription of telephone verbal orders as
well as immediate entry of order into the resident
MAR/TAR. To reinforce the need to writing
T.0./V.0. with physicians name and date on each
telephone verbal order or verbal order.

Supportivé Data: The nursing staff will evaluate all consultation

' forms. Telephone verbal orders to be transcribed

correctly and entered into the resident MAR/TAR in
a timely manner. '

Associated Standards: Heaton Manual:
« Telephone Orders
« Verbal orders

Desired Resident Outcome: All orders via consultation form ot telephone verbal
order will be clarified (if needed), transcribed
correctly and placed into the resident MAR/TAR in
a fimely manner

Assessment: : 1. Assess staff ability to understand the foundation
of importance of need to clarify and transcribe '
orders properly in a timely manner.

Intervention: ' 1. Implement Associated Standards (see above)

- 9 Educate licensed staff (RN and LPN)
3_Random weekly audit of telephone verbal orders.

4. Réndom weekly audit of consultation sheets.
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Telephone Orders

Orders, Recetving and Transcribing

b

A\

Highlights

Verbal Telephone Orders

Medical Record Entry

Countersipning Verbal
Orders

Schedule II Drugs

Policy Statement \

Verbal telephone orders may be accepted from each resident’s Attending Physician.

Policy Interpretation and Implementation

1. Verbal telephone orders may only be received by licensed personnel (e.g., RN,
LPN/LVN, pharmacist, physician, efc.). Orders must be reduced to writing, by the
person receiving the order, and recorded in the resident’s medical record.

2. The entry must contain the instructions from the physician, dafe, time, and the
signature and title of the person transcribing the information.

3. Telephone orders wust be countersigned by the physician during his or her next visit.

4. Unless otherwise prohibited by law, verbal telephone orders for Schedule I drugs
will be permitted in accordance with facility policy.

i TN References - .5 o

483.40(0)(3); 483.60(a)

F386; FA25

The JToint Commission — Accreditation Program: Medicare/Medicaid Long Term Care
National Patient Safety Goals (2009) (Appendix A — Resident Safety)

Date:

Date:

‘Date:.

Date:

By:
By:
By:
By:

Mussing Services Policy and Procedure Mapual
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T Orders, Recelving and Transcribing

Verbal Orders

i S

Highlights

Entering Verbal/Telephone
Oxder onto Clinical Record

Verification of Verbal
Orders

Countersigning Verbal
Orders

Verbal Ozders Based on
Protocol

Upauthorized Verbal
Orders

Policy Statement -

Verbal orders shall only be given in an emergency or when the Attending Physician is not
immediately available to write or sign the order.

Verbal orders must always be based on actual conversations with the prescribing practitioner
or on approved written protocols, '

Policy Interpretation and Implementation

The nurse Tecetving the verbal order must write it on the physician’s order sheet as
“y.0.” {verbal order) or “t,0.” (telephone order).

The nurse transcribing the verbal order must read the order back to the physician to
ensure {hat the information is clearly understood and comectly transcribed.

The physician shall review and countersign verbal orders during his or her next visit.

If a treatment, test, or another intervention is included in & protocol that has been
reviewed and approved by the Medical Director, then a nurse may write a verbal
order for a situation that is covered by the protocol, Otherwise, no one should write
verbal orders or sign a physician’s name to an order that js not based on a
conversation with the physician or a faxed order.

Anyone writing an unauthorized verbal order may be subject to disciplinary action,

483 25(1)-(m); 483.40(b); 483.60()

F329; F332; F333; F386; F425

The Joint Commission — Accreditation Program: Medicare/Medicaid Long Term Care
National Patient Safety Goals (2009) (Appendix A — Resident Safety)

Date: By:
Date: By:
Date: By:
Date: By:

Dypsina Services Polipy and Procedure Manual
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