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F 000 § INITIAL COMMENTS . F 600

An unannounced annual and complaint survey
was conductad at this Eacility from August 2, 2012
through Augusi 14, 2012, The deficiencies
contained in this report are based on
observations, interviews, review of residents'
clinical records and review of other
documeniation as indicated. The facility census
the first day of the survey was ninety six (96). The
survey sample included forty {40) census sample
residents and twenty nine (29) admission sample ' .
residents in Stage 1. The Stage 2 sample iotafed 1. R 7 skintearis healed,

thirly seven {37) residents. physician & RP have been
F 157 [ 483.10(b)(11) NOTIFY OF CHANGES F 157 updated

85=D | {INJURY/DECLINE/ROOM, ETC) ]
2. Physiclans and RP's have
A facility must immediately inform the resident; been notified for all residents
consult wft{x tha resuc{gnt‘s physician; and if ' ) i with Change of Condition
known, notify the resident's legal representative . - ¢
or an interested family member when there is an 3. Ucensed nursing staff has
accident involving the resident which resulls in been in-serviced by staff
infury and has the potential for requiring physician development/desighee on
intervention; a significant change in the resident's ificati . :
physical, mental, o psychesocial status (ie., a notitication policy. )
deterioration in health, mentat, or psychosocial Notification documentation
statustin eiih\;-,_r liife !hr}eatening conldi!fans or will be reviewed in morning
clinical complications}, a need o alter freatment - .
significantly {i.e., 2 need to discontinus an clinical mee_t:ng. A Tand?m
existing form of {reatment due o adverse weeldy audit of natification

consequences, of to commence a new form of documentation will be
treatment); or a decision ta transfer or discharge .
the resident from the Facilily as spacifiedin completed by_ Unit
§4B83.12(a). Manager/designee weekly x
4 weeks, then monthly x 2
The facilily must atso promptly notify the resident
- ) . months
and, if known, the resident's legal representative . . : /
or interested family member when there is a 4. Results will be submittedto . / q/ G i {2
change in room or roommate assignment as QA monthly for review
T
LABORATORY DIRECT oa*;pd PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TILE (X5} DATE
x> Wt/ 2y 5 Uzf12

Any deﬁqli'rfcy sﬂgtemem ending with an astarisﬁc ("} dencies a deficiency which the Institution may be excused from corecting providing & is determinad that
- other safeguards provide sufficient protaction to the patients, (See inskuctions.) Except for nursing homes, the findings staled above ere disclosable 96 days
following the dale of survey whether or not a plan of corraction is provided, For nwrsing homes, the above findings and plans of correction are disclosable 14
daues following the date these documents are made avaiiable to the facilty. if deficiences are cited, an approved plan of correction Is requisite fo confinued

" im participation.

FORM CMS-2567(02-09) Previous Versions Obsalele ’ Event ID:BND311 " Faciity 10; DEQDBS if continuation sheet Page 1 of 52



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/28/2012
FORM APPROVED
OME NO. 0938-0351

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA %2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
. A. BUILDING
B. WNG c
085012 : 08/114/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 3P CODE

REGENCY HEALTHCARE & REHAB CENTER

801 N, BROOM STREET
WILMINGTON, DE 19806

(%4310 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTEFYING INFGRMATION)

H

F 157 | Confinued From page 1

specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as sperified in paragraph (b)(1) of
this sectian.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member,

This REQUIREMENT is not met as evidenced
by;
-| Based on observation, record review and staff
Jnterview, it was determined that for one (R7) of
-} 37 residents reviewed, the facilily failed to
immediately consult with the physician and faffed
to notify the legal representative when R7
sustained a skin lear {o the leff hand which had
“d'the potential for requiring physician intervention,
Findings inciude:

R7 was admitied to the facility on 7/2/12 with
diagnoses that included dehydration, debility and
€2 (cervical spine) fracture. The 7/2/12 nursing
admission note stated R7 had a scabbed area on
the left wrist,

Observation of R7 on 8/2/12 at 11:49 AM
Teveafed thal he had a skin tear on his eft hand
which was covered by Tegaderm {clear wound
dressing). R7 staled that he had hurt it on the
wheelchair. A second observation of R7's left
hand on 8/8/12 at 8:55 AM revealed that he no
longer had the Tegaderm dressing anid that the
skin tear had healed.

Review of nurse’s noles from 7/2/12 through
8/8/12 falled to mention’any incidents where R7
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sustained a skin tear to the left hand. Additionally,
review of physician's orders for the same time
period lacked evidence of any treatment orders.
The Facilily failed to notify R7's physician of the
skin tear which had the poientiat for fequiring  °
physician intervention. The facility also failed to
notify R7's responsible party {RF) of the skin tear.
. { The RP was nol notified until 8/8/12. '

F 225 | 483.13(c)(1){il)-(Hi), (c)(2) - {4} F235
§5=0 | INVESTIGATE/REPORT
ALLEGATIONSANDIVIDUALS

The facilit . | ho b 1. RSO Missing item {$40.00)

e facilily must not employ individuals who have . .
1.been found guilly of abusing, neglecting, or : investigation was completed
mistreating residents by a court of law; or have 9/1/2012 and reported to
{-had a finding entered info the State nurse aide o DLTCRP.
regisiry concerning abuse, negleci, mistreatment ident rt and
of residents or misappropriation of their property; ) RfLS |1:xc1den report an
e - - -and report any knowledge it has of aclions bya Investigation completed

: '| sourt of law against an employee, which would 8/6/2012 and reported to
-indicate unfilness for service as a nurse aide oF DLTCRP
| other facility staff to the Stale nurse aide re ist
! feasiy 2. August incidents & Concerns

or ficensing authorities,
have baen reviewed to

The facility must ensure that all alleged violations assure complete
involving mistreatment, neglect, or abuse, B tigati d rtin
Including injuries of unknown source and investigation and reporting

misappropriation of resident property are reported ' has occurred  when
immediately to the administrator of the facifity and warranted
to other officials in accordance with State law | 3. Nursing Management staff

through established procadures {including fo the

State survey and certification agency). has been In-serviced by facility

The facility h 4 nat ail al educator/designee on prompt
e facility must have evidence that all alleqed . :

violations 3:are tharoughly investigated, and r?xusl reporting of inCIdEE}tS

prevent further poleniial abuse while the with investigation results to

investigation is in progress, . DUTCRP and thorough
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) investigation of allegations with
F225 | Gontinuad From page 3 Fa25 patential for abuse/neglect
The results of zll investigations must be reported ] " . §
to the administrator or his designated and for misappropriation o
representative and to other officials in accordance property, Incident/concems will
with State law (including to the State survey fand be reviewed in administrative
cerlificalion agency) within § working days of the' . .
: incident, and if the allaged violation is verified morning meeting  untit
appropriate corfective action must be taken. investigation is complete. A
' random weekly audit of concerns
wilt be completed by
This REQUIREMENT is not met as evidenced MHA/designeex 2  months.
| by Weekly audits of incidents for
Ba‘sed on reco_rd review, st?ff interview apd potential abuse/heglect and
review of other documents, it was determined that A )
‘the facility failed to immediately report, thoroughly reporting will be completed by
investigate and/or report the resulls of Unit Manger/designee x
invesligations within_ five (5) waorking days to the 4 weeks, then monthly x 4
State Agency (Division of Long Term Care r . . .
<} Residents Protection-DLTCRP) regarding gfm Results of audits will be nn
| aflegations that had the potential for reviewed monthly at QA /0/
| abusefneglect of care and misappropriation of '
| property for two (R48 and R0} of 37 Stage 2
sampled residenis. Findings include:
1. Review of R90's clinicat record reveated a
nurse’s nole dated 6/3/12 that stated, "Resident
reported $40.08 missing from the lock box in her
room. Resident reported "The nice CNA {Cerlified
Nurse's Aide) who cared for her the previous -
week, strongly suggested that resident put her
money {$40.00} in the lock box at bedside instead
of in her wallet which resident states is where she
usually keeps her money. This evening, resident
went io retrieve the money from the lock box, bui
itwasn't in there. Resident does not recall anyone
going into the box, nor ¢an she recall the name or
describe the CNA who placed the moeney in the
box for her"
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F 225 | Continued From page 4

Review of the Tacility's incident report, dated
8312 failed to have documented evidence that
this alleged violation of rnisappropriation of Rel's
$40.00 was thoroughly investigated, The facitity
failed to interview and for oblain written
stalements from employees potentiatly involved in
the suspected viclation.

The facility failed 1o havs evidence that an alleged
violalion involving misappropriation of R90's
$40.00 was thoroughly investigated and that the
resulls of the investigation was reportad to the
.State survey and certffication agency, the Division
of Long Term Care Residents Protection

't {DLTCRP) within & working days of the incident.

"2 The clinical record ravezled that R49 had a fall
on 8/5/12 while being transferred with 2 Hoyer lift
.| from wheelchair 1o bed. Review of the Incident
Report, dated 8/56/12 revealed that the incident
occurred on that date at 2:50 PM. R49 required
hospitalization and surgical repair of a right hip
fracture, The facility failed to immediately report
the incident that had the potential for an allegation
of neglect to the DLTCRP and did not do so until
8/6A2 at 8:22 PM {more than 24 hours later).

The facility also failed to submit the incident
follow-up {o the DLTCRP within five (5} working
days. The 5 day follow up was not submitted unti
8/12H2.

F 241 | 483.15(a) DIGNITY AND RESPECT OF

88=E | INDMIDUALITY

The facifity must promote care for residents in a
manner and in an environment that meintains or

F225

F 241
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enhances each resident’s dignity and respactin
fuli recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on abservatlons and staft interviews, it
was determined that the facility failed to promote
care in & manner and in an environment that
maintained their dignily for five {R20, R51, R76,
RB0 and R83) of 37 Stage 2 sampled residents.
Findings include;

1. Observations on 8/2M12 at 11:05 AM and on

8/8/12 at 4 PM, revealed signage posted over
| RG1's bed thet stated, "Nemours re. dental care;

Your everyday instructions are as foflows: 1.
Brush your teeth, 2 limes a day especially at

- .| gumiine. 2. Brush partial dentures-and soak in

A water at night. 3. Limit sweels/candy. 4. Return in

& mos for a cleaning/exam.”

The facility failed to ensure that R51's personal
care requirements were not posted within view of
anyane entering the room. During an interview
with E6 (Unit Manager) on 8/10/12 at 11:15 Al
she acknowledged that the signage was a dignity
issue, -

2. Observations on 82/12 at 10:35 AM and o’
8/8/12 revealed signage posted over RB0's bed
that stated, “Toilet Resident every Hour" A
second sign stated, "Please keep (resident's
name) Dental (sic) clean every day Thanks
{family).”

The facility failed Io ensure that R80's personal
care requirements were not posted within view of
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F 241

© 1. Signs have been removed from
R51, R 80 and R 83’s rooms.
Meals are served sequentially
& in a timely mannerto R 11
and R 76. Dignity is maititained
before entering room of R20,
Staff are knocking and asking
permission prior tg entering
room of resident R20.

2. All posted signs have been
removed from resident’s
rooms. Profile card policy has
heen reviewed and revised to
include adding personal care
requirements to residents.

' Pdsting of signs and dignity
related to entering residents’
room have been reviewed with
residents during Resident
Council meeting and resident’s
RP’s have been notified by NHA
via letter, Signage policy will
also be included in resident’s
admission packet.

FORM CMS-2857{62-00) Previous Versions Obsolels

Evanl iD:8ND311

Faciity ID: DEOOGS if continuation sheet Page 8 of 52




PRINTED: 08/28/2012

- DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B.WING C
085012 ) 081412042
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZI* CODE
801 . BRODM STREET
REGENCY HEALTHCARE & REMAS CENTE
ENTER WILMINGTON, DE 15806
S4 o SUMMARY SYATEMENT OF DEFICIENCIES o PFROVIDER'S PLAN OF CORRECTION ey
. PREFIX (EACHDEFICIENCY 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
' : DEFICIENCY}
F 241 | Continued From page 6 F 241 3. All staff has been in-serviced

anyone entering the room. During an interview
with EG (Unit Manager) on 8/10/12 at 11:15 AM
she acknowledged that the signage was a dignily
issue, .

3A. During R20's resident interview on 8/2/42 at
155 AW, E15 (housekaeping) failed to knock
and request the resident's permission before
entering ihe room. Upon seeing the surveyor
present, E15 stated, *Oh, sorry" and immedialefy
proceeded to feave the roomt.

3B. During R20's same resident interview on
.B12M2 at 11:05 AM, E22 {Unit Clerk} knocked on
the resident's door and then entered the room
without requesting/receiving permission to enter.
When E22 saw the surveyor, she sald, "Sorry®
and procesded 1o deliver ID/name bracelels io
both resident'’s in the room despite there being an
inferview in progress,

4. During the initial tour on 8/2/12 and daily
through 8/13/12, observations were made of
signage posted on the wall above R83's bed that
stated, "Resident is lo be toileted before dinner,”
and another sign that stated, "12-13-10 Please
brush (R83's name)'s teath & {and) denfures
every night per her dentist & family. Thank you.”

During an interview on 8M3/1 2, E6 confirmed the
findings. She immediately removed the sighage
from the wall and informed the CNA staff that this
was a dignity issue,

5. (n 8/8/12 during the lunch dining observation
on the 3rd floor unit, it was observed that R11
and R76 were seated across from each olher at
a round table by the nursing station. R11 was

by staff development/designee
on policy regarding posting
signs and maintaining
resident’s dignity/respect when
entering resident’s room.
Nursing and Therapeutic
recreation staff has heen in-
serviced on sequential and
timely meal delivery. Random
weekly rounds to check for
posted signs in resident’s
rooms will be made by
NHA/designee % 3 months.
Random audits of resident’s
profile cards for personal care
requirement will be completed
by Unit Manager/designee
weekly x 4 then monthly x3
Meals will be monitored by
nursing/designee 2xper week x 4
weeks then monthly x 3 months

4. Resulis will be submitted
monthly to QA meeting

ol
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With regard to items 2 and 4, these areas
F 241 Continued From page 7 F241] had just been spackled the Friday prior to
served his lunch first and proceeded to finished the date of the tour with the Maintenance
his meat while R76 was not served her tray uniil Supervisor. Those areas have been
afler R11 had finished his meal. R76 sat there painted in a timely fashion. With regard tor
and watched R11 ate his entire meal which took item 1, that door will be replaced, along
approximately 1/2 an hour. ' ~ with all other resident room doors ,during
. F 253 | 483.15(h}{2) HOUSEKEEPING & F2583] our on-going renovation program. If the
8s=E | MAINTENANCE SERVICES “warping” inhibits the proper closure of
- . the door, the door will be retro-fitted to
The facillty must provide housekeeping and the door frame. With regard 10 item 3, the

maintenance services necessary to maintain a

sanitary, orderly, and comfortable interior, ' area in question will be re-varnished and

the door will eventually be re-placed with
a new door during the re-novation project,

This REQUIREMENT is not met as evidenced

by: 1. The Administrator and Maintenance
Based on observations during environmental Supervisor will review all other
tours and interview with the Maintenance similar areas in the resident living
Diceclor, it was determined that the facility falled 1 areas to assure that there

| o provide the mainténance services necassary o is no further problem.

maintain an orderly inferior. Findings include;
2. Maintenance personnel complete a

1. Observation on B/7/12 at 2:00 PM-of resident room check each month on every
room i‘l 7 revealed that the front door was room.; the outcome of these visits is
warped. recorded on individual room

maintenance reports; we will add 1o
that report “paint/wall repair™ and
*door condition™,

2. Observations on 8/7/12 at 2:04 PM of resident
room 216 revealed that the patched calling above
the washbasin was unpainted.

3. Observalions an 8712 at 3:05 PM of resident 3. Any problems will b? F?rought to the ;
room 212 revealed that the front door's varnish atiention of the Administrator by the
was peeling, ' Maintenance Supervisor.

4, Observations cn B/8/12 at 9:25 AM of the tub

room at the East end of hallway A on the second 4. The Maintenance Supervisor will
fioor revealed that a palched wall was unpainted, include the outcome of the room
. . . ' visits to the QAA Committee as part
An environmenta! tour with E13 (Maintenance © of the normal Maintenance QAA (0 /Q/ 2,
Report. '
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F 263 | Continued From page 8 F 253
Birector) on 8/8/12 at 10:30 AM confirmed the
- | findings,
F 280 | 483.20(d}(3), 483.10(k}(2) RIGHT TO F 280
88=p | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged 1. R79, R118and R91 care plans

incompelent or otherwlse found to be
incapacitated under the laws of the State, to
parlicipate in planning care and treatment or
changes in care and treaiment.

A comprehensive cate plan must be developed
within 7 days after the completion of the
comprehansive assessment; prapared by an
interdisciplinary team, that inciudes the attending
physiclan, a registered nurse with responsibility
for the resident, and other appropriate staffin
disciplines as defermined by the resident's needs,
;f and, to the extent practicable, the participation of

have been updated: R79 to
include resident behaviors of:
hon compliance and
stubbornness, R118 tq
include change in discharge
plan. R91 to include
resident’s current voiding
pattern and degree of
assistance,

: iz ve been
the resident, the resident's family or the resident's 2. Al f:are plans have
- legal representative; and periodically reviewed reviewed/up-dated for non-
" | and revised by a feam of 'qua!iﬁed persons after compliant residents, change
each assessment in discharge planning and
change in bladder volding
patterns.
: . isciplinary team has
This REQUIREMENT is not met as evidenced 3. Interdisciplinary
by: been in-serviced by Staff
‘Based on record review and inferview, it was development/designee on
determined that the facilily failed fo ensure that updating care plans in a
three (R79, R118 and R&1) out of 37 Stage 2 . ¢ for behavioral
sampled residents’ care plans were revised to timely manne e
address each resident's problem, changes and problems, change in
needs, Findings include: discharge planning and
idi s.
Cross-refer to F323 example 1 . bladder voiding pattern
1.R79's care plan was not revised to address the
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- F 280 | Continued From page 9 , F 280 Care plans will be updated as
probler of non-compliancelstubbornness, R79 ) needed. Care plans will be
was non compliant when told not to enfer an _ randomly audited by MDS

unlocked storage room. This room contained

several motorized wheelchairs, electric wall coordinator/designee weekly

chargers and various wires clultered on the floor : x4, then monthly X 3

and was therefore a potential accident hazard to s months -

residents, Additionally, interventions wera not 4 Resul i : .

revised to ensure that this resident recelved : - Results will be submitted / a{q / 2
cansistent and adequate supervision to prevent monthly to QA for raview

an avoidabie accident that resulied in injury.'

2. R118's care plan included Interventions that
spacifically addressed discharge planning.
Interview with E4 (Social Services) on 813712
revealed that the resident will not be discharged
as originally planned, However, this resident's
care plan was not revised based upon changes in
appropriateness of discharge setting and services
in a imely manner.

Cross refer to F315

3. The facilily falled to ensure that the
effectiveness of R91's care plan interventions
were monilored and re-assessed and the care
plan revised based on the resident’s voiding
patiemn and degres of assistance needed.

F 309 | 483.256 PROVIDE CARE/SERVICES FOR F 309
83=¢ | HIGHEST WELL BEING

Each resident must receive and the facility must 1. R118isnolonger ordered a
provide the necessary care and services to atiain fluid restriction

or maintain the htghesl'pracﬂcab!!a ph}rsmat, R 1is receiving liquid
mental, and psychosociat well-being, in -

accordance with the comprehensive assessment Omeprazole, as ordered
and plan of care. ! R13 fluid restriction has been
discontinued as per Physician

orders.
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This REQUIREMENT s not met as evidenced
by:

Based on observations, record reviews and
inferviews, it was determined that the facitity
faited to provide the necessary care and services
to atiain or maintain the highest practicable
physlcal well-being in accordance with physician's
orders and/for the plan of care for three {R1,R13
and R118) of 37 Stage 2 sampled residents. The
facility failed to monitor fluid restriction
requirements for R13 and R118 and failed to
administer medications as ordered for R and
R13. Findings include:

The facility poficy entitled, "Encouraging and
Restricting Fluids," stafed ",,.Steps: 3. Restricling
Fluids: a. Remove the resident's water pitcher
and cup fram the room. Stere in designated area,
i the resident refuses lo have the water pitcher
removed notify the supervisor and in rn the
physician. Or, determine the amount 1o be in the
pitcher esch shift...f. Record the amount of fluid
consumed on the intake sids of the iniake and
output record..."

1. R118 was admitted to the facility on 5/16/12
with diagnoses that included diabetes mellifus,
cardiomyopathy, congestive heart fallure and.
Stage 3 chronic kidney disease.

Admission orders, dated 5/16/12 included an
order for R118tobe o 2 1500 my {mitfifitars) fluid
restriction per 24 hours. On 5/21/12 this order
was clarified to slate that the 1500 m! fiyid
restriction aflotrments were 840 mis for dietary and
660 mis for nursing. A nutrition care plan, dated
512112 noted that R118 was on a 1500 mi fluid
restriction.

F 309

- orders

and insulinfsliding scale
administered per Physicians
order

Renvella, loperamide,
lisinopril, isosorbide, paxi,
prednisoné_, renagel and
nepro are administered and
recorded as per physician’s |

Fluid restriction policy was
reviewed and revised, All
residents ordered fluid
restrictions were reviewed to
comply with updated policy.
Physician’s orders, care plans
and ADL flow sheéts were
updated to reflect fluid
restriction. Fluid restriction
orders also communicated to
dietary. Pharmacy audited all
madication carts to assure
!iquid medications are
available In the facility.
MAR'S audited for
gaps/omissions, accu-
checks/insulin administration
and holding of medications
with specific parameters
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F 309 .C inued £ 3. Nursing, dietary and
ontinued From page 11 F 309 _ therapeutic recreatfon staff
The 5/23/12 admission Minimum Data Set (MDS) was in-sesviced by staff
assessment stated that R118 was cagnitively development/desigriee on
intact and was independent with activiiies of daily fluid restriction policy.
living (ADL). Review of monthiy physlician order - G d have be
sheets (POS8) from 6/12 thraugh 8/12 revealed an feensed nurses have been
order for a 1500 mi fluid restriction per 24 hours. in-serviced on ordering,
‘ finical " e th administering, refilling and
Review of the clinical record revealed that \ S
although the facility was documenting on the doc_umerttmg mt-adlcat:t:'»gs..
medication administration records that 220 mis . Residents on fiuid restriction
weie allotted per each of the three nursing shifts will be audited by unit
and staff was either initialing and/or checking off, :
there were no recorded amounts of fluld that had manager/designee weekly x
been consumed, Review of meal intake records 4 then monthly x4. Random
revealed that fiuid amounts consumed by the weekly audit by Unit
resident were not monilorad separalely. :
ager/designee of MAR
Additionally, review of the CNA (Ceriified Nurse's Manager/d . € o I
{ Aide) ADL Flow Records revealed that CNA's and med availability x 4 then
| were documenting how many fimes per shift they monthly x 4 ,
were offering fluids to the resident. This flow 4. Results of audit will be
record failed 1o note that the resident was on 2 . hi A / 4{ ?/ =y
fluid restriction and failed to document the totals submitted monthly to Q, ‘
offered to and consumed by the resident. The
facility failed to have a system in place to monitor
the daily fluid amounts for 3 resident who was on
& 1600 mi fiuid restriction per 24 hours.
On 7119112 a physiclan's order staled, "Change
diet.., 1500 co fluid restriction (720 distary, 780
nussing}.
On 8812 at 3:50 PM, R118 was observed in his
reom and had & 16 ounce (480 mis) Styrofoam
water cup 2t the bedside. R118 stated he was
aware of his 1500 ml fiedd restriction and that his
waler cup is usually filled once a day.
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On 8/9/12 at 7:50 AM, R118's breakfast fray meal
ticket stated, "1500cc Fluid Restriction/840 cc
dietary.” The meal ticket failed o have the correst
amount aliotted o dietary {720 mis) as per the
order change from 7/19/12. This breakfast tray
contained 4 oz (120 mis) of skim milk and an 8 oz
(240 mis) coffee. At 8:20 AM on 8/9/12, R118
was abserved in his room after he finished his
breakfast, The resident had only consumed the 4
oz of skim mitk, had not fouched the coffee and
had a 16 oz Styrofoarn water cup and a half
emply 16 oz boille of Pepsi at the bedside.

On 8/10/12 at 11:15 AM findings regarding the
lack of monitoring of fluids was reviewad with E&
(Lindt Manager). EG acknowledged the findings.

2. The facility's Medication Administration policy

| states, *...2. medications are administered in
accordance with wrilten orders of attending
physicians... 10. medications are administered

1 within sixty (60) minutes before or afler the _
scheduled times, except for before or after meal
orders... 15. If a dose of regularly scheduled
medication is withheld, refused or given at other
thar the scheduled time, the space provided on
the front of the MAR for that dose is initialed and
cireled, A reason is documented in the space
provided on the MAR. .26, If a prescribed
medication is not given, the reason shall be
recorded on the resident's medical record, and
1he prescribing practitioner shall be nofified of the
information under acceptable medical and
nursing practices, ..

On 8/7/12 at 9:32 AM, R1 was observed receiving
Tnedications via a feeding tube prepared by E7
{nurse}. The medication reconcilialion was
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completed at 2:30 PM and it was discovered that
the medication Omeprazole Smg/mi suspension
give 8mi (40mg) via fube twice a day was ordered
but had not been prepared by £7 during the AM
medication pass observation. :
Review of the 8H2 medication administration
record {(MARY) revealed that the medication was to
be given at the § AM med pass. Further review
revealed that the medication had been initigled by
E7 as given, E7 was interviewed on 8/712 at
2:40 PM. The surveyor questioned E7 as to why
the medication was signed off as having been
 given when it was not observed being given that
morning. E7 stated that she only had the capstle
form of the medication and needed the fiquid form
instead and had 1o call the pharmacy 16 order
soma. When asked why the dose was signed off
as.having been administered, E7 stated that she
should have circled it and proceeded o do so in
froat of the surveyor. E7 then went to the _
telephone to call the phasmacy. The faciiity failed
to ensure that R1 received the Omeprazole as
ordered by the physician,

3A. R13 was admitled to the facility on 14/17/41
and readmilted on 4/23/12 with dlagnoses that
included diabetes melfilus, heart failure,
hypertension, dementia, chronic diarches, and
end-stage renal disease (ESRD).

The 2M13/12 Quaderdy Minimum Data Set {MDS)
assessment stated that R13 was moderately
impaired for cognition and decision making and
required exiensive one person assistance with
aclivities of daily living (ADL). Review of monthly
physician order sheels (POS) from 5/12 through
82 revealed an order for a2 1800 m! fluid
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restriction per 24 hours,

| Review of a physician's arder, dated 4/25/12
stated, “... 3. Resume Mepro (supplement) 8 oz
(ounce} po {by moulh) daily - doc {document) % :
{percentage) consumed dx (diagnosis) ESRD; 4.
Resume 1500 ml {milliliter} Fluid Restriction:
Dietary 900 mi Nsg {Nursing} 600 mk: 7-3 (shiff)
360 mi, 3-11 (shift) 120 mi, 11-7 (shift) 120 mL.* A
nufrition care plan, dated 4/5/12 and revised on
4/25/12 noted that R13 was on a 1500 mil fiuid
restiction. '

Review of the clinical record revealed that
although the facility was documenting on the May
2012 MAR {Medication Administration Record)
600 mi's were alfotted for nursing divided as 7-3
{shift) =350 ml; 3-11 (shift} = 120 ml; and $1-7
(shifl) =120 ml. The 11-7 shift failed 1o document
recorded amounts of fiuid that had been
consumed for 10 out 30 days and the other twa
shitls failed to document any recorded amounts
of fluid that had been consumed,

Review of the June 2012 POS (Physiclan’s Order
Sheet) conlinued with the same 1500 mi fiuid
restriction and Nepro order, Review of the June
2012 MAR, from 611112 through 6/18M12 revealed
that the facility continued to document the allotied
fluid restriction by initialing per shift however,
there were no recorded amounts of fluid that had
been consumed.

R13's physician's order, dated 6/19/12 stated,
“Add Nepro 120 cc BID (twice dally) (Record % of
intake}, ... Cont {Confinue) 240 Nepro Q AM,

- 1500 ¢ fluid restriction (720 Dietary, 480
supplernent, 360 Nursing (60 cc per Med Pass).”
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However, this allotment was greater than the
1500 ce fluid restriction. Staff failed to identify
this discrepancy and continued fo dacument the
allotted fluid restriction by initialing per shift and
again failed to record amounts of flvid that had
been consumed. This continued through July
2012 even after R13's physician's order, dated
7I21112 stated, "RD (Regisiered Dietician)
recommeandation ... 1560 cc FR (fluid restriction)
(720 Dietary, 780 Nursing)”,

Review of R13's physician order, dated 8/2/12
stated, "RD recommendation/FY1 {for your
information) + (positive) sig (significant) wi
‘{welght) increase x (fimes) 1 MO (month), ...1500
ce Fluid restrictlon (720 Dietary, 780 Nursing).
DfC Nepro 120 cc BID, Add Nepro 120 ce daily _
{Record % intake})." Review of the August 2012
MAR revesled continued documentation of the
-~} 6/19/12 fluid restriclion order by initialing per shift
from 81112 through 8/10/12 (11-7 shift) with no

| recorded amounts of fluld that had been
consumed. The 8/2/12 order,. 1500 ce Fluid
restriction. 720 Dietary and 780 Nursing” was
also listed with “FYI" as the only docurmentation.

On 8/7/12 at B:15 AM, R13 was observed seated
across fram the nurse's station with an empty
meal fray in front of her, R13 stated that she
consumed 100% of her meal. R13 stated she had
about 1/2 cup of coffee *2 sips” and a juice with
her breakfast, ‘

During an interview on 8/9/12 at 5:25 P, E20
{nurse}, E14 (RNAC) and E5 (nurse manager)
denied completing | & Q {Intake & Output) sheets
anynwre, despite il being part of the facility policy
for a resident on fluid restrictions. They all staled,
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Continued From page 16
"We don't do thal anymore."

During an interview on 8/10/12 af 9:42 AM, B2
(Director Of Nursing/DON) confirmed that | & O
sheets are no longer used in the facility, She
stated that when residents are on a fluid
resiriction, they don't get water in their room and
the fluld restriction is split up between dietary &
nursing. The surveyor showed B2 a copy of
facility policy, dated revised 6/2008 and entitled,
"Encouraging and Restricting Fluids" procedure
which stated to record the amoimt of fluid
consumed oh the intake side of the intake and
output record, E2 siated that the policy would

'peed to be updated.

During an interview on 8/14/12 at 1235 PM, E23
(CNA/Certified Nurse's Alde) stated that she was
unaware that R'13 was on a fluid restriction. £23
staled that because she knew R13 was a dialysis
patient, she only cfferslgives this resident small

| amounts of water and ice, When asked to show

the surveyor how much that would be... £23
indicated that approximately half of a 160z (480
cc) white foam cup was what she would fill with
eilher water or ice, E23 stated that she
documents the number of times she gave
waterfice on the ADL flow sheet. When asked
how she would know if a resident was on fluid
restrictions, E23 slated, "by looking at the CNA
book”. £23 pulled out R13's sheet, pointed to the
word "restriction™ and staled that if R13 was on
fluid restrictions, "it would be circled... it is not...
this gels carried over from month to month.”

During an interview on 8/4/12 at 12:40 PM, £6
and £24 (dietician} both denied reviewing the
resident ADL sheet for fluid intake. They

F 308
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confirmed that this was ot taken info the
catculation of nursing allotment of 780 ce of fluid.
The fluidsfice offered by the CNA were in addilion
to the 780 cc of fluid documanted on the MAR
and the 720 ¢¢ allotted for dietary. E6 and E24
confirmed that the resident was exceeding her
1500 cc fluld restriction. When asked who was
responsible to review the CNA data, ES sald that
she guessed she should but admitted that she
had not. E24 also slated that she would have fo'
start reviewing this data when she did her
assessmends.

On 8/14/2 at 12:43 PM, R13 was observed with
a carton of milk (120 cc), cup of apple juice
{120cc) an emply cup of cranberry juice {120cc)
aiready consumed and in the process of eating a
bowl of chicken noodle soup. E25 (nurse)

| confitmed this observation and that R18's meal
ticket only listed the milk and apple Juice, He
stated that the resident should only recejve what
is fisted on her meal ticket. E25 confirmed the
fiuids served exceeded the ™500 cc FR" listed on
the meal ticket, He denied knowing how this
occuired and stated that activity aides serve the
soup and pour drinks when residents are first
brought {o the dining room.

During an interview on 8/14M2 at 12:54 P0,
R13's lunch observalion was discussed with E26
{Food Service Director). He printed out a copy of
R13%s meal tickels for 8/14/12. He stated that the
resident should only have been served what was
listed on the meal ticket, that R13 should not
have received extra soup or an exira juice, E26
calculated that R13 had at least 600 cc of fluids
for lunch plus would have received 240 cc of fluid
for breakfast, He confirmed that between
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breakfast and funch, R13 hag already consumead

840 ce which was greater than the dally dietary
aliotment of 720ce and R13 sttt had not had
dinner. R13 was scheduled to have 240 cc of fluld
served with dinner,

On 8/14/12 at 1:10 PM, E27 {activily assistant),

. | E28 (activily aide) and E20 {CNAfaciivity alda

" | were interviewed. E27 stated that she observed
R13 with an empty soup bow! and empty juice
cup. She stated that the resident had requesied
more soup and another juice from her but that
she had informed the resident that she would
need to check wilh nursing because of the
resident's fluid restriction. The resident stated,
*OK". E27 denied serving liquids to R13. £28
stated that she served one cup of cranberry juice
to R13 before her meal was served. E29 stated
that the CNA's pass out the soups and not the

"1 activity aides. The activity aides afl have a dietary
list of resident's diet, restrictions, aflergies, ete.
snd gave a copy o the surveyor. They all stated
that the resident's tray was not present when
juice was poured and when the fray was
defivered, subsititutions coild have bean done.
However, R13's meal tray was initially delivered
to the 2nd floor and they had departed the dining
foom when the CNA's arrived 1o servefoffer soup.

During an interview on 8/14/12 at 1:20 PiM, E30
(CNA) stated that she had observed an emply
soup bowl in front of R13 in the main dining room.,
She sfated that the resident tald her that she had
"only a couple of spoonfuls of soup in her first
howt” and requested more. £30 stated she
served R13 a full bowl of soup. She stated that
she knew that the resident was on fiuid
resirictions but did not know the amount of fluid
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restriction. E30 stated that usually staff can
substitule one fluid for another. E30 admitied that
she did not report fo Aursing that she gave the
resident an exira bow! of seup. On 81 4112, R13
consumed 240 cc fluid for breakfast, 600+ c¢ for.
lunch, was scheduled to have 246 cc of fluids for
dinner which would equal 1080 cc of dietary fluid
plus 780 cc of fluids to be given by nursing which
would equal 1860 cc folal. (360 cc over the 1500
cc fiuid restriction allotted and this did not include
any water or ice given by CNAs on all three
shifts.}

Review of meal intake records revealed that fluid

“amounts constumed by the resident were not

monitored separately, Additionally, review of the
CNA ADL Flow Records revealed that CNAs
werg documenting how many times per shift they
were offering fluids/ice to the resident. This flow

| record faited {o note that the resident was on a
| fluid restriction and failed to document the totals

offered to and consumed by the resident. The

' facility failed to have a system in piace to monitor

the daily fluid amounts for a resident who was on
a 1500 mi fluid restriction per 24 hours.

On 8/14/12 at 1:30 PM, findings regarding the
lack of monitoring of fluids was reviewed with £5,
E8 acknowledged the findings.

3B8. R13's June and July 2012 POS's {Physicians
Order Sheet) revealed a physician's order that
stated, "Novolog (insulin} 100 urit /mt {mitlititer)
vial - Inject subcutaneously (SQ) before meals &
bedtime per sliding scale < (less than) 150=0
tnits; 151-200=1 unit; 201-250=2 ynits;
251-300=3 unils; 301-350=4 units, above 350=5
u {units) & call MD if B/S tblood sugar} is 80 or
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less with symptoms, or 80 or less, follow
hypoglycemic pratocol. Review of a physician’s
order, dated 7/3/12 at 10:55 AM stated, " 1.
Change accuchecks io 4 X (times) day on
non-dialysis days & TID (three times a day) on
dialysis days.,."

Review of R13's June 2012 MAR (Medication
Administration Record) revealed that on June 2,
2012 @ 6:30 AM R13 had a B/S=196 however,
there was no evidence that R13 received the 1
unit coverage of Navolog per the sliding scale as
ordered, .

Additionally, R13's July 2012 MAR lacked
evidence that accuchecks were done on four (4)
occasions (7710 @ (at) 11 AM, 7122 @ 4 PM,
7121 & 7122 @ © PM) despite the physician's
order which was fimed QID (four times a day) for
6:30 AM, 11 AM, 4 PM and 9 PM on non-dlalysts
days, Tues., Thurs,, Sat., & Sun.

3C. R13's physician’s order, dated 7/3/12 at 10:55
AM stated, *...2. Renvella (used fo controf
phosphorus levels in people with chronic kidney -
disease who are on dialysis) 1600 mg o T on
nen-dialysis days & 8ID {twice a day) on dialysis
days...”

Review of R13's July 2012 MAR lacked evidence
that R13 received her 4 PM dose of Renvela on
7121712 as ordered.

3D. R18's July POS had o physician's order
which siated, "Loperamide (anti diarrheal) 2 myg
{milligrams) capsule 1 (one) capsule by mouth
thres imes daly..”
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Review of R13's July 2012 MAR Jacked evidence
that R13 received her 8 PM dose of Loperamide
on 7/21/12 and 7/22112 as ordered.

3E. R13's June and July POS's had a physician's °
. order which stated, "Lisinopril {antihyperlens ive)
2.5 mg tablet 1 tablet by mouth at bedtime. * Hold
-1 for SBP {systolic biood pressureftop number of &
blood pressure} < {less than) 1107,

Review of R13's June and July 2012 MAR lacked
evidence that R13 received her 8 PM dose of
Lisinoprit on 82212 and 7/21/12 nor wete vitat
signs done as ordered.

| 3F. R13's May and July POS's had a physician's
order which stated, “fsosorbide MN (mono nitraie}
ER (Extended release) 30mg tablet 1 tablet by
mouth ance daily. DX (diagnosis); HTN
{hypertension).”

Review of R'13's May and July 2012 MAR tacked
evidence that R13 recelved her 8 AM dose of
Isorbide on 5/16/12, 5H7H2, and 7122112 as
ordered,

3G. R13's June and July 2012 POS's had a
physician's order which stated, “Paroxetine HCL
(Hydrochloride) (antidepressant) 10mg tablet 1
tablet by mouth once daily."

Réviaw of R13's June and July 2012 MAR's
lacked evidence that R13 received her 8 AM dose
of Paroxetine on 6/9/12, 6/28/12, and 7/22/12 as
ordered.

[ 3H, R13' July POS had a physicien's order

F 309
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which stated, *Prednisone (sterold) Sy tablet 1
tablet by mouth once daily."

Review of R13's July 2012 MAR lacked avidence
that R13 received her 8 AM dose of Prednisone
on 7/22{12 as ordered.

3f. R13's June POS had a physician's order which
slated, "Renagel (used to reduce serum
phosphale fevels in the blood) 800 mg tablet 2
tablais (1600 mg) by mouth three times. dally with
meals. DX: ESRD (End Siage Renal Disease).”

Review of R13's June 2012 MAR lacked evidence
that R13 received her 5:30 PM dose of Renage)
on.6/23/12 and 6/30/12 as ordered.

3. R13's physician's order, dated 6/19/12 stated,
“add Nepro (supplementy 120 cc BID (twice daily}
{Record % {percentage)} intake)..." )
1. R91 was reassessed for

3 f ) 2 H -
Review of R13's June 2012 MAR lacked svidence bladder incontinence and is

that R13 received her 5:30 PM and 8 PM doses

of Nepro on 6/30/12 as ardered. _ currently on a scheduled
F 315 483.25(d} NO CATHETER, PREVENT uTl, F 315 . tgﬂeting before meals and HS
8= | RESTORE BLADDER 2. The Continence
Based on the resident’s comprehensive Management Program was
assessment, the facility must ensure that 3 revised. All residents will
resident who enters the facility without an have hew assessments

indwelling cathefer is no! catheterized unless the
resident’s ciinical condition demonstrates that
catheterization was necessary; and a resident : program,
who Is incontinent of bladder receives appropriate
trealment and services o prevent urinary tract
infections and to restore as much normal biadder
function as possible,

completed as per new
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This REQUIREMENT is not met as evidenced serviced on the continence
by: management program.
Based on abservation, record review and Residents will continue to be
interview, it was defermined that the facility failed

to ensure that one (R91) out of 37 Stage 2 asse.ss?d on o .
sampled residents, who was incontinent of admission/readmission,
bladder received appropriate treatment and quarterly and with significant
servif:es to improve or maintain R?_Ts b.!adder change. Random weekly
funclion as was possibie. The facility failed to : o .
obtain a voiding record for 2 days across alf shifts audit will be completed Unit
to ascertain R91's voiding patlern as per facility Manager/designee x 4 weeks
poficy and falled to establish a toileting schedule . then monthly x 4.

based on the result. R91's admission hladder N . .
function assessment was coded 2 (fraquently 4. Results will be submitted J0 (Ci { i
incontinent with 7 or more episodes of urinary monthly to QA/Q for review

incontinence, but ai least one episode of '

continent voiding) compared to his 90 day post
admission assessment of coded 3, that is,
“Always incontinent” meaning no episodes of
continent voiding. R1's bladder funclion declined
from frequently incontinent {coded 2) to always
incontinent (coded 3) as per facility assessment.
Findings include:

The facility’s policy and procedure entitled "Bowel
and Biadder Rehabiliiation Program” was
reviewed.

R81 had diagnoses that included ESRD (End
Stage Renaf Disease),dementia mild saverity,
presumed Alzheimer's type, Possible seizures,
hyponatremia, hypertension (HTN), diabetes
mellitus (DM), stroke {CVA) and anerdia. The
clinical record revealed that R91 received
hemodialysis services three (3) times a week.

According to R91's Minimum Data Set {MDS)
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sensiivity resulf dated 5/25/12 indicated the
presence of "Escherichia Coli bacleria >100,000
| CFU/MmI™.

| Minimum Data Set (MDS) assessment dated

Continued From page 24

compiehensive assessment daled 4/19/12, R91's
bladder function was coded as 2 {frequently -
incontinent). R81 was discharged to the hospital
on 4/28/12 and was re-admitled to the facility on
6/8/12, According to R21's 14 day MDS ’
assessment dated 5/15/12, R91's bladder
funclion was caded as 2 {frequently incontinent).

On 5/25M12 R91 was found unresponsive and
was sent out fo the hospital for a change in
menlal slatus, R91 returmed to the facifity on
52812 wih a diagnosis of Urinary Tract Infection
(UTN). Hospital laboratory urine and culture

Review of R91's quarterly and most recent

61712 revealed that R91's urinary bladder
funclion was coded as 3 (always incontinent).
R81's cognitive skills for daily decision-making
were "maderately impaired-decisions poor;
cues/supervision required®. R91 needed fimited
assistance for transferring,bed mobility and
dressing; extensive assistance of ong nursing
staff assist for {oileting, hygiene and bathing. R91
did not ambulate and used a wheelchair for
mobility device, According to R91's Bladder
assessment dated 6/1712, R91's score was 12
which indicated that this resident needed to be on
scheduled toileting,

The facility initiated a care plan, dated 3/3/12
(revised 6/6/12) entitled, "resident is incontinent
of bowet and bladder and cannet always feef urge
to defecate or urinate. Needs physical assistance
fo teilet. Resident does not always demonstrate

F 315
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| Make no attempt to encourage the resident to

motivation to participate in bowel ard bladder
relraining.” The care plan's goal was, "Resident's
incontinence will be managed by staff ensuring
that resident remains clean, dry and odor free
and skin remains intact". The interventions were:
Scheduled foileting

Toilet the resident before bediime

Tollet the resident during sleep hours as needed
based on the resident's toileting paliern

Toilet the resident upon awaking in the morning
Toilet the resident before meals

Keep resident diy by consistent {oileting on a
fixed schedule

delay toileting

Record results on the "Tolleling Progress Record”
Wears adult depends

Added on B/6/12 was “-toileis {o BR (bathroom}".

According to the facllily's "Bowel and Bladder
Rehabilitation Pragram®, an incontinence
Management Flow Sheet is used in assessment,
documentation and planning steps.

Review of RO1's clinical record failed 1o have
evidence/documentation that the facility followed
facility's procedure on inconfinence management.
There was fack of documentation that the facifity
performed the "2 day across all shifts biadder
voiding pattem” to ascertain residents usual
voiding times, The scheduled tolleting program
was based on as " much as possible on the
resident's pattern before voluntary controf is lost
and designed to re-establish or begin a pattern”.
CNA’s bladder function documentation in the
ADLs flow sheet did not reflect that there was an
individualized folleting program schedule
designed for R91 as per the care plan.

FORM CMS-2567(02-99) Previous Versions Obsolele

Evend ID:BND31T

Facifiy 10: DEQDSS

If continuiation sheel Page 26 of 52




PRINTED: 08/282042

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
~CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
TATEMENT OF DERICIENCIES {X1) PROVICER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING _
B. VNG ¢
faso12 ) 08/14/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
801 N. BROOM STREET
&
REGENCY HEALTHCARE & REHAB GENTER , WILMINGTON, DE 19506
gam | SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
! . DEFICIENCY)
F 318 Continued From page 26 F315
Interview with E18 (Unit Manager 3rd floor) and
E17 {CNA) on 8812 @ 2:45 PM confirmed that
there was no documentation that s voiding _
patiern was attempted. They will therefore "will
schedule today to begin®,
On 8/10/12 at approximately 1:00 PM there was a
urine ador in R91's room. E 18 (LPN) found the
odor coming from R&1's dinly clothes hamper.
The facility faited to ensure that R$1, who was
incontinent of bladder recelved appropriate care
| and services to pravent urinary tract infections
and {o improve/maintain as much normat blsdder
function as possible.
This finding was discussed with E2 (DON) and
E14 {RNAC) on B/13/2012. o : )
F 323 | 483.25(h) FREE OF ACCIDENT F 323 1. R79 motorized wheel chair is
58=G HAZARDSfSUPERVIStON!DEV{CES : stored in Jocked room. Care
The facility must ensure that the resident ptan has been updated ﬁ_jr
environment remains as free of accident hazards non-compliance and accident
as is possible; ar{d‘each residt_ant receives' prevention.
adequate supervision and assistance devices fo ) v transferred
prevent accidents. R43 s properly trar
via Hovyer lift as per policy,
including guiding resident’s legs
Handrails are accessibleon 1
This REQUIREMENT is nat met as evidenced side of hallway on the nursing
by: ' units. Hoyer lifts were examined
Based on record review, observation, interview . :
h =VIEW, ' intenance checks
and review of hospital records and other facility and da‘xlv ma
documents, it was determined that the facility are being completed by
falled to ensure that two (R49 and R79) out of 37 maintenance.
Stage 2 sampied residents’ environment
Fac_iﬁly 0; DENOGS If continuation sheel Page 27 of 52
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remained as free from accident hazards as is

1 possible. The facility failed to ensure the

environment was free of accident hazards to
prevent an avoidable accident that resulted in an
injury to R79, The facifity was aware that the
closet that stored the motorized wheelchairs,
battery chargers and coated slectric wires
cluttered on the floor was kept closed but

facility was also aware that R79 put his motorized
wheelchair away in this storage room by himself
before bediime und continued o allow him to do
50. R79 was found on his buttocks on the floor,
reportedly tripped on a wite , hit his head on the
wall as he was putting away his motorized
wheelchair, R79 susteined bleeding skin tears on
his left hand, a hemafoma on the base of his
neck and complained of pain. R79 was sent to
the emargency room for evaluafion and was
subsequently admitted to the hospital with a
cervical neck (C1-upper cervical spine) and T3
{thoracic spine) fracture, For R49 the facility failed
to ensure that staff properly used transfer
equipment and followed procedures thereby
creating an accident hazard for R48 during a
Hoyer lift transfer. The Hoyer lift tipped over, R4
fell aad sustalned a right hip fracture requiring
surgical rapair. Additionally, based on repeated
observations and interview, it was delermined
that the facifity failed to provide handrail access in
the area joining the West end of hallways A and 8
on the second floor. Findings include:

Cross refer F280, example #1 )
1. R79 had diagnoses that included diabetes

metiitus (DM), stroke {CVA), chronic obstructive
pulmonary disease, abnormality of gait, muscle

unfocked and could be accessed by anyone. The '

b
#
U

b

a
a

with potential non-
complaint/stubborn

Residents will continue to be .

significant change. CNA will
participate in care planning
to determine resident’s
behavioral probiems. CNA
staff observed by staff
development/designee
during Hoyer lifts transfers.
All equipment will be stored
on ane side of hallway {o
provide handrail accessibility.
3. All staff in-serviced by staff
development/designee on
reporting resident's behavior
problems/changes that could
pose potential safety risks
and storing equipment on
one side of hallway for
handrail accessibility.
Residents with behavioral
problern will be reviewed in

ehavior, Care plans, ADL
ow sheets & profile cards
pdated to identify

ehaviors and risk for falls.

ssessed on admission/re-
dmission, quarterly and
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Falis.”

weakness, and Demeantia- Alzhelmer's.

According o R79's Admission Minimum Data Set
{MDS) Assessment dated 4/2312 | his cognilive
skilis for daily decision-making were "moderately
impaired:decisions poor; cuesfsupervision
required”. R79 was independent in all of his
Activities of Daily Living (ADLS} but had physical
performance limitations In balance, gait, strength
and muscle endurance. R79 had impaired
balance during transfers, and gait problems, such
as unsieady gait, even with a mohilily aid or
personal assistance. R79 used a cane andfor
 molorized wheelchair as a.mobility device. R7¢
received an antianxiety psycholropic drug
Clonazepam 0.5 mg tablet 1 tablet twice a day.
R79 was assessed as a high risk for fails and had
a history of unwitnessed/self reporied falls,

The facility Initiated a care plan for R7%, dated
4126112 entitled, “Dementia: Resident
demonstrates short and long term care memory;
demonstraies impaired decislon-making ability”.
The care plan Intervention included: "Observe
and document behavior carefully; Keep MD
informed and Ensure resident safety”.

Another care plan was initiated on 4726712
enfitled "Resident Is at High Risk for falls
secondary to self reporied fall* diagnosis
CVA/OM. The goal was "Resident will be
maintained in a safe environment {as evidenced
by} no falls or injury related to falls through
nursing intervention and modiiication of
environment x 80 days". The approaches
inciuded "increased supervision after room

| change and Follow Protocol for Prevention of

morning meeting. CNA staff
in-services by staff
development/designee on
safe/proper Hoyer lift
transfers with return
demonstrations
Random Hovyer lift transfer
observation by'staff
development/designee will
be completed weekiy x 2,
then monthly X4, Random
care plan audits of residenté
with behavioral
problem/safety risk wifl-be
completed weekly x 4 than
monthly x 4. Random rounds
by NHA/designee check if '
hand rails access is available
weekly x 4 then monthly x 4
4, Results wilt be submitted
monthly to QA for review,
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" call physician...order obtained fo send to Hospial

According to R79's 3-11 PM shift nurse’s note
dated 7/20/12, "Resident was in the room that
tioused the motorized wheel chairs shouting for
help. CNA went to the reom to find him on the
floor-with blood oozing from {L) hand where he
had sustained a skin tear, Resident stated ™} (sic}
putting away my w.c (wheelchalr) and when | got
up my feel got tangled in the wire (lost his
balance per incident report) and { fell back and hit
the wali. Resident complained of pain in his neck
area,..raled pain as "6" { rated "8"incident report)
unable to ift head upward due to
pain...Hematoma at nape of neck Cali made to on

for evaluation. Resident was found in wheelchair
room at 2050 {8:50 PM). Was transported via 911
(hospital ER) at approximately 2115 {9:15 PiY",
According to the incident report dated 7720112, a
neck collar was applied by Paramedic before he
was transporied fo the hospital.

According fo the hospital MR} (Magnetic
Resonance Imaging} findings, R79 sustained
fractures of G1 (cervical veriebral body 1), acute
fracture of the T3 (thoracic veriebral body} with
slight compression, epidural hematoma in the
veniral aspect of the spinal canal at the level of
C1 and thin hematoma of the posterior aspec! of
the spinal canal through much of the cervical
region.

According to the hospital physician's clinical
summary and decision making, R79 had "C1
burst fracture, C1-C2 instability and Epidural
hematoma. Surgical stablization would ikely be
necessary, and would likely involve an aceiput to
C2 fusion which would likely resull in 50%
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reduction in the patient’s range of molion
including flexion, extension and lateral
rotation...the patient's family may elect to treal it

simply in a coflar. However, the injury is unfikely |

to heal fully.

Neveriheless, surgery may become necessary.
The patient is currently. on Coumadin (bloed
thinner). Coumadin will nead to be normalized
and reversed',

R79 was discharged back to the facility with a
Miami-J collar ihat was o remain on af all imes
for 8-10 weeks.,

In an interview with E19 {CNA) on B/10/12 af 3:45

PM, she stated that the resident was
nor-campliant and abusive, He would do what he
wanted to do, He always put his motorized
wheelchair in the storage room at night without
supervision and would not listen to the staff that
he was not aliowed to go to the wheelchair
storage room, {The facility failed t¢ Care Pian for
this non-compliance.)

1 was observed on 8/10/12 that the motorized

wheelchair storage room contained approximatefy
4 motorized wheelchairs, eleciric battery chargers

on the wall and black coated wires on the floor. A

-1 sign was posted on thedoor that stated "Staff

Only" and "Please keep the door closed at afl
{imes". According to E19 (CNA), during the
8/10/12 interview, the sign had been posted on
the door before the accident occurred and the
door had no tack on it prior o R79's fali. A lock
was installed after the accident.

Interview with E20 {L PN} on 8/10/12 af 4:00 PM
confirmed that R79 had always been
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non-compliant about not entering the storage
room by himself, E20 stated, °if § work that side of
the unit {passing medication), | watched him. Last
night, he lried to do it again but the door was
locked. He waited for a while, then he did not .
attempt anymore to open it and went back to his
room",

The facility failed to ensure the resident's
environment was free from accident hazards
when the storage door was unfocked which
housed numeraus elecirical wires and motorized
wheelchairs accessible to R79.

[ This finding was discussed with E1{Administrator)
and E2 (DON) on 8/14/12.

2. R4S was admitted to the facifily on 12/19/11.
Diagnoses included congestive heart failure,
diabetes mellitus, chronic obstructive pulmonary
disease and muscular dysfrophy.

According to both the 12f28/11 admission
Minimum Data Set (MDS) assessment and the
6/28/12 quarterly MDS assessment, R49 was
cognitively intact and was tofally dependent on 2
staff for bed mobifity and transfers. These same
MDS assessments stated that R48 did not
ambutate in the room or in the corridor.

The facility developed a care plan for ADLs
{Activities of Daily Living) on 12/29/11, which was
fast reviewed on 7/5/12. This care plan stated that
149 required maximum assistance of 2 staff for
fransfers with a Hoyer lift.

FORM CMS-2567(02-99) Previous Versians Obsolete Event ID;BND314

D PROVIDER'S PLAN OF CORREGTION xs)
PREFIY, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRIATE PATE
DEFICIENGY)}
Faz3
Faclily 30 DEODSS if continuation sheel Page 32 of 52




) . PRINTED: 08/28/2012 -
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE: SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEER: : COMPLETED
. A BUILDING
8. WING c
B 085012 " 081412012
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
REGENCY HEALTHCARE & REHAB CENTER §0% N. BROOM STREET
' WILMINGTON, DE 19806
4 10 SUMMARY STATEMENT OF DEFICIENGIES o - PROVIDER'S PLAN OF CORRECTION 4
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BaTE
! . DEFICIENGY)
F 323 | Continued From page 32 F323

The facitity paficy entitled, "Mechanical Lift*
stated, "...Guidelines; The poriable liftis 1o be
used by two nursing assisiants fo perform the
procedure...Steps:._10. To put the resident back
to bed, you should...f. Assist the resident in :
guiding his or her legs..."

An incldent Report, completed on 8/5/12 at 2:50
PM by E12 (nurse) stated "Heard a loud noise
from residsnis room upon entering the room |
saw resident lying on right side of bed on the floor
on his back with the fift wedged between the bed
and bedside tabie. Resident was stilf hooked up
.o hoyer lift denied hitfing his head {complained
of) right hip pain. Review of the Falt investigation
Form, daled 8/5/12 revealed that R49 was being
transferred from a wheelchair to bed via a Hoyer
lifl by E10 {Cerlified Nurse’s Aide-CNA) and E11
{CNA} :

The dlinical record revealed that R49 was sent
out {o the hospital on 8/5/12 for evaluation of the
right hip pain and was subsequently admitted for
a right hip fracture that required surgicat repair.
R48 returned to the facility, post hospitalization,
on BISI2.

A Reportable Statement compieted by £11, dated
| 8/5/12 stated, "(R49) asked me to put him to bed
at 2:30 PM and ! asked (E10) to help me get him
into the bed. In the process of pufting him to bed
the machine till (sic) over and he fall (sic) at the
right side off {sic) the bed." A Reporieble
Statement completed by E10, dated 8/5/12
stated, "{E11) ask me to help her put (R49) in the
bed. As she tran (sic) to put him in the bed the H#
1t over...l was in the room with (E11) at the time
this happing (sic).” A second Reportable
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Statement completed by £10, dated 8/6/12
stated, "1 {£10) was ask (sic} by (E11) to spot her
with (R49) | dict s0 First we wt (weighed) him then
(E11) start to turn the ift toward the bed the naxt
thing | new (sic) the lift was on # side and (R49)
was on the floor.” .

On 8/13/12 at approximately 2:00 PM, E10 was
interviewed in R49's room. E10 was asked to
describe and demonsirate what had ocourred on
8/5/12 when R48 had the falt while being
transferred with the Hoyer lifi. E10 stated that she
| was asked to "spot” the Hoyer transfer from
wheelchalr to bed. She stated that the resident’s
wheelchair was positioned at the foot of the bed,
facing the doorway and that R49 was assisting
E11in hooking up the sling straps to the Hoyer
iift. E10 staled that E11 said she had to weigh the
resident 50 she (E10} stepped over to the
-resldent's right side to zero out the scale on the
Hayer, and then they lifted and weighed R49, £10
stated she then had to step back, off lo E11's left,
as she had fo back the Hoyer out in order to then
get it into position under the bed. When asked,
E10 staled that the legs of the Hoyer were
opensd appropriately because of the resident's -
oversized wheelchair and that the bed was in mid
position and not in the low position. She stated
that the wheels on the Hoyer were not locked
{according to the facility's "Safe Transfer:
Mechanical Lifts-Hoyar.,.The wheels of the lift are
naver to be lockad unless lift is being stored.
Locking of the wheels during transfer may cause
the lift to HIL"). She said that £11 had to back up
and furn the lift and then it tilted and the resident
felt to the floor. E10 slated that the §ift felt onto the
edge of the over bed table which was off to the
side of the bed headboard. E10 stated fhat she
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-shouldn't tip over, R49 did slate that the machine

| nothing incarrectly.”

| involved) was taken inlo R49's room and E14

did not see anything done incorrectly. According
to her statement, E10 was standing behind and to
the right of E11 when she was maneuivering the
Hoyer back and towards the bed, E16 did not
guide the resident's legs or have a hold on the
sling.

On 8M3M2 af 2:20 PM, R48 was attempled fo be
questioned about the fall. He became very angry
and said that he was "sick and tired of everyone
asking him about this repeatediy.” He did state
that the hoyer tipped and that he has felt it ipping
in the past during various transfers, so he doesn’t
understand why everyone is saying that they

was working correctly and that the aides "did

On BM3M2 at 3:10 PM, E11 was interviewed by
two (2) surveyors. A Hoyer lift {not the hift

demonstrated how she fransferred 249 on
8/5/12, E11 demonsirated that she backed up the
hoyer then proceeded to direct the Hoyer legs
under the bed. Prior {o directing the legs under
the bed she slighly closed the legs of the Hoyer
(this particular Hoyer only had 2 locking positions
for the legs; wide open or closed/parafiel). She
stated that when she starled pushing the legs
under the bed, the fift tited and the resident
landed on the floor near the head of the bed.

On 8/14/12 at 10:15 AM, E1 (Administrator) was
interviewed. E1 siated there was no identified
problem with the Hoyer, and that the CNAs did
not say there was an operational problem with the
hoyer. Despite this whenever there is a problem
with equipment, it is removed from the floor and
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checked by Maintenance, wha did not find any
problems with the §ift. Additionally, the lift supplier
was calfed in to check the lift. An adjustment was
done to a spring inside the mechanism fo tighten
the locking of the base legs when in closed or
opent position, but that this adjustment was
routing and not the cause of the fall.

Although R49's Hoyer transfer was completed
with two (2} staff In the room, there is no evidence
that staff were helding onto the slingfresident
while the lift legs were being positioned under the
bed. The staff failed to follow the facility policy

‘which stales “Assist the resident in guiding his or

her legs.”

In an inferview with E9 (CNA) on 8/14/12 al 11:00
AM, E9 stated that during a Hayer fransfer two
CNAs are in the room. One CMA operales the
Hoyer conlrols and the other guides the resident
with the strap on the back of the sling. She stated
that at times due to the size of the room and
equipment it is hard to maneuver in the room, as
they are small and sometimes crowded,

{n an interview with £8 on 8/14/12 af 1:20 AM,
EB stated 2 CNAs are present during a Hoyer
transfer, one controls the Hoyer, the ather guides
the resident with the strap on sling. Staled she
always makes sure that she has space to work
and clears clutter out of the way.

3. Repeated observations and intervisws
revealed that the facility failed to provide handrail
access in the area joining the West end of
hallways A and B an the second floor.
Observations are as follows:

On the second floor on 8/2/12 at 8:10 AM

F323
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revealed that at the corner of Hall B and the back

Centinved From page 36

revealed that the handrails on one side of the
back hall were obstructed by an empty porlable
trash cart, Diapulse machine, hoyer ift and one
(1) Geri-chalr outside of room 218. On the back
hall, the handrails on one side were obstructed by
a motorized chair and one (1) Geri-chair and on
the opposite side there were two (2) wheelchairs.
Hall 8 had equipment stored on both sides of the
hall. Cbservations were confirmed by E14
(RNAC). E14 instructed staff to move equipment
to one side of the hall. :

On the second floor on B/2/12 at 8:16 AM

hall by room 226, there was a floor "caution” cone
in the haliway which opened to a very smali area
to walk through on the back hall between rooms
226 - 201, The handralls on both sides of the
back hallway between rooms 228 and the locked
storage room were ohstructed by two (2)
wheelchairs and a hoyer lift and from the locked
storage room {o room 201, there was one (1)
foam chair and a flat bed maintenance cart. On
the opposite side of the hall, there were three (3)
wheelchairs and a Geri-chalr. At 8:25 AM,
observations were confirmed by E6 (nurse
manager) who stated, "Well, It should be on one
side of the haliway and not ali jammed up like
this... the cart was probably left by maintenance
and should be in the basement as well." E6
proceeded fo move sguipment to one side of the
hall.

On the secand foor on 8/8/12 at 11:15 AM
revealed that the handrails on one side were
obstructed by two (2) Geri-chairs and a Gerl-chair
and wheeichair on the opposite side.
Observations were confirmed by E10 (CNA).

F 323
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On the second floor on 8/9/12 at 12:00 PM
revealed that the handrails on one side of the
. ne
hallway were obslructed by two (2) wheelchairs 1 R49‘Tr.azado .
and two {2) Geri-chairs, an oxygen eylinder, inen effectiveness/side effects are
. cart and a walker on the opposite side. monitored and recorded
Fa29 ;’;&fé%gg:gﬁfg&g?’ IS FREE FROM Fa2e R7 Resident is no longer a
Se-E resident at the facility
Each resident's deug regimen must be free from R47 Results of D3 level are in
unnecessary drugs. An unnecessary drug is any clinical record.
drug when used in excessive dose (including
wi
duplicate therapy); or for excessive duration; or 8P/ Hgl‘aAlr‘: »‘vas dra
.without adequate monitoring; or without adequate 8/14/12 and in clinical record.
Indications for its use; or in the presence of /14 Blood pressure and
adverse consequences which indicate the dose .
ed and
should be reduced or discontinued; or any heart rate are obtain
cembinations of the reasons above. recorded for Metoprolol,
' Medication Is administrated or
Based on a comprehensive assessment of a
er ordered
resident, the facility must ensure that residents heid as p d
who have not used antipsychotic drugs are not parameters and documente
given these drugs unless antipsychotic drug accordingly to physician’s orders.
therapy s necessary o ireat a specific condition R13 Blood pressure is
as diagnosed and documented in the clinicat cod and ded for
record; and residenis who use antipsychotic obtained and recorce
drugs receive graduat dose reductions, and Lisinopril, as ordered. Blood
behavin:jal inlzrventions;f unless clinically pressure & heart rate is
contraindicated, in an effor! to discontinue t .
d:;Igs I ort to discontinue these obtained and recorded for
Coreg, as ordered.
Medications are
administered or held as per
ordered parameters and
This REQUIREMENT is not met as evidenced documented accordingly to
by: c ey
order.
Based on record review and inlerview, it was physician’s
R75 Blood pressure and
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| (PRN) for agitation,

outcome."

determined that tha facility fafled to ensure that
six (R7, R13, R14, R47, R49 and R75} out of 37
Stage 2 sampled resident's drug regimen was
free from unnecessary drugs. Findings include:

1. F‘MQ had a physician's order, dated 12/25/11
for Trazadone $0 rng 1 tablet by mouth at
bediime for insomnia, .

A care plan Inifiated on 12/29/12 for the problem
of potential for psychotropic drug related side
effects identified the goal as the resident will be
free from side effects and will sieep 6-8 hours per
‘night. Approaches included monitoring for
effectivensss and side effects.

Review of the clinical record lacked evidence of
any monitoring of the effectiveness of the
Trazadone for insomnia and lacked monitoring for
potential side effects.
| Trazadone for insomnla on a daily basis.

R49 continued 1o receive

2. R7 had a physician's order, dated 7/2/12 for
Afivan 0.5 mg by mouth every 6 hoirrs as needed

A care plan iniliated on 7/13/12 for the polential
for side effects from anxiolytic medication
included the approaches, “monitor for
effectivensss and side effecis; for PRN
medications, refer to behavioral menitoring
sheels on MAR {medication adminisiration
record). Document alternatives to decreasing
anxiely befere giving medication. Docuiment

Tha 7/12 MAR and the Ativan controlled drug
sign out sheet revealed that R7 recelved Alivan

for Losartan and Coreg. Medications
are administered or held as per
ordered parameters and documented:
accordingly to physician’s orders.

-2, MAR’S audited for ordered
blood pressure/heart rate and
holding medication parameters,
TAR'S audited for lab

orders/results,' Behavioral
Monitering Record audited for
side effects/effactiveness and
non-drug interventions.
3. licensed nurses in-serviced
by staff development/designee
on medication administration,
recording on behavior
monitoring recora (sige
effects, effectiveness and non-
drug interventions} and follow-up
1 onlab orders & results.
' Random audits of
MAR/Behavioral Records by
nursing management of
residents with parameters to
hiold medications,
affactiveness and side effects
of psychotropic medications
and non-drug intervention
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F 329 | Continued From page 39 F 329 prior to administration of
on 718, TM3, 7117, 718, 7120, 7121, and 7122, PRN psychotropic wilt be
Medication records, nurse's notes and CNA . completed 2x a week x 4,

{Cerliffed Nurse Aide} Flaw sheets reviewed from

7/8/12 through 7/22/12 faited to indicate on six (6) weekly x 4 then monthiy x 4.
occasions that R7 exhibited behaviors/symptoms Random lab audits by
that warranted the use of the Ativan, Additlonally, nursing management will be

there was no evidence that any

non-phatmacological interventions had been completed weekly x 4, then

attempted prior to the admindstration of the Ativan monthly 4.
and there was no evidence of monitaring for 4. Results will be submitted o / 7
potential side effecls. monthly to QA for review i /

Findings were acknowledged by E6 (Unit
Manager) on 8/2/12 during an inlerview.

3. R47 was admitted to the facility on 1/1510 and
had diagnoses that included diabstes mellitus,
congestive heart failure and osteoporosis. The
8412 monthly physician's order sheet (POS)
revealed that R47 was receiving Lasix
(diuretic-water pill} 40mg dally, Spironolactone
{potassium sparing divretic) 25 mg daily,
Glyburide {anfidiabetic agent) 5 mg daily, Lantus
{insulin) 8 Units daily and Vitamin D-2 1.25mg 1
capsule ance a month.

Physician orders, eriginally dated 12/1/11,
revealed R47 was to have a BMP (bload work)
drawn every 6 months in February and July, a
Vitamin D-3 levet drawn every 8 months in June
and December and a HgbA1C (measures blood
sugar control) every three {3) months.

Review of the clinical record revealed that
although a D-3 level was drawn on 8/11/12 and a
iaboratory sheet was In the chart, it stated that the
resulis were "pending.” There was no evidence in
the ciinical record that the D-3 level results had
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ever been received and reviewed.

Revlew of the 7/12 treatment adminisiratian
record {TAR) revealed that staff had checked off
that a BMP and HgbA1C had been drawn on
715/12. The clinical record lacked evidence of
resulis for these two (2) iabs. On 8/8/12 at 10:55
A, 6 {Unit Manager) called the taboratory and
was told that thare had not been a BMP or
HgbA1C drawn on 7/5/12. The last BMP results
found were dated 2/3/12 and the last HgbA1C
result found was dated 5/2/12. :

.Review of the 8/12 TAR revealed notations that

the HgbA1C was not due to be drawn until
Oclober (2012} and that the BMP was not dus
unti February (2013). Neither of these labs had
been drawn in July as ordered,

| During an interview on 8/9/12 with £6 findings

were reviewed and acknowledged. E6 was asked
what their process or system was to verify the
completion of the blood work and the results. E6
slated, "Thal's a good question.”

4. R14 was admitted to the facility on 6/29/12 with
diagnoses that included hyperiension and
corcnary arery disease.

R1i4's July and August 2012 Physician's Order
Sheels Included the following order, “Metoprolol
Tartrate 25 mg (milligram) tablet 1/2 tablet (125
mg) by mouth twice daily *Hold for SBP {Systolic
Blaod Pressureftop numbar of blood pressure) <
(less than) 110 or heart rate <60. Dx (Diagnosis):
HTN (Hypertension)®.

Review of R14's July 2012 MAR (Medication

FORM CMS-2567(02-98) Pravious Versions Obsolate

Evenl' i BNO311

Faciily iD: DEOOGS

I conlinvation sheet Page 41 of 52



PRINTED: 08/28/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIERIGUIA (X2} MULTIPLE CONSTRUCTION {73 DATE SURvEY
AND PLAN OF CORRECTION FDENTIFICATION NUMBER: COMPLETED
. A, BULDING
B.WING c
085012 : 0811472012
NAME OF FROVIOER OR SUPPLIER S'FREE{' ADDRESS, CITY, STATE, 2IP CODE
801 N, BROOM STREET
LTHCA Rl NTE
REGENCY HEALTHCARE & REHARB CE| R WILMINGTON, DE 19808 |
(X4 iD SUMMARY STATEMENT OF DEFICIENCIES 23 PROVIDER'S PLAN OF CORRECTION 8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
AL REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)

1

F 328 | Continued From page 41

Administration Record) revealed that Metoprolot
was admsnlstered oh 777112 ot 6 AM, despile a
heart rate (HR} = 58; on 7/21/12 and 7/24/12 at 6
AM, despite a HR = 57; on 7/16/M2 and TI20M12 al
4 PM, despite HR = 55. On 7/26/12 at 4 P and -
713002 at 6 AM, the MAR lacked evidence that
etoprolol was administered or that vital signs
had been done,

Review of R14% August 2012 MAR revealed that
Metoprolol was administerad at 6 AM on 8HM1m12,
despﬂe HR = 57 and on B/2/12, daspite HR = 20,

Dunng an interview on 8/6/12 at 2:30 PM, E8
{ {purse manager) confirmed findings, She stated
that medications should not be given when
outside of parameters. The facility failed fo
énsure that R14 was free from unhecessary
. drugs when they administered her Metopralo!
w;thout adequate indications for s use and
_ without adequate monitoring (outside of physician
't orderad parameters).

§A. R13 was admitted to the facifty on 11/17/11
and readmitted on 4/23/12 with diagnoses that
included heart fallure, hypertension, dementia,
ard end-stage renaf disease (ESRDY}.

R13's July 2012 POS's had a physician's order
which stated, "Lisinopril (antihypertensive) 2.5 mg
tablet 1 tablet by mouth at bedtime. * Hold for
SBP (systolic blaod pressureftop number of 2
blood prassure) < {less than) 110",

Review of R13's July 2012 MAR revealed that
Lisinopril was adminisiered on 7M1 212, 7118112
and 7/20/12 despite the lack of evidence that
blood pressures were done af these fimes.

F 329
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6B. R13's May 2012 POS's had & physician's
order which stated, "Carvedito! 3,125 mg tablet 1
tablet by mouth twice daily *Mold for Systolic B/P.
<120; Heart rate <65* D HTN {hypertension).”

Review of R13's May 2012 MAR revealed that
Carvedilol was administered on 5/29/12 at 8 A,
despite HR = 81. Addilionally, Carvedilol was
administered at 8 AM on 5/1 through 5/3, 575, 5/8,
5/8 through 5/11and 5718, and at 4 PM on 5/2 and
513412, despite the lack of evidence that heart
rates were done,

Review of R13's June 2012 MAR revealed that
Carvedilol was administered on 6/1/12 and
6/23M2 at 8 AM, despite HR = 64; on 6/16/12 af
4PM, daspile SBP=111 and 6/29/12 at 4 PM,
despite SBP = 108. Additionally, Carvediio} was
administered on 6/10/12 and 6/15/12 at 8 A,
despite the lack of evidence that heart rates were
done.

R13¥'s physician's order, dated 7/18/12 at 10 AM
stated, “... Coreg {brand name for Carvedilol)
6.25 mg BID Hold for SBP<110; HR<60." This
order remained the same on the August 2042
FOS.

Review of R13's August 2012 MAR revealed that
Cayvedilol was administered on 8/9/12 at 8 AM,
despite the lack of evidance that a heart rate was
done.

Et {Administralor} and E2 (Director of Nursing)
acknowledged the findings during the exit on
8/1412. The facility failed to ensure that R13 was
free from unnecessary drugs when they failed to
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Continued From page 43

adequately monitor vital signs and administered
medications (Lisinopril and Carvedilol) without
adequale indications for its use.

8.R75 was admitled to the facility on 7/22M0 and
readmitted on 7/12/12 with diagnoses that
included Coronary Artery Disease, Hypertension,
Congeslive Hear Failure and Parkinson's
Disease.

Review of R75's May, June and July 2012
monthly physiclan's order sheets included an
order for the medications, Losaran Potassium

. (anlihypertensive) 50mg (milligram) one tablet by

mouth once a day and Carvedilol
{andihyperiensive} 6.25 mg one iablet by mouth
twice a day. The order also indicated parameters
to held these medications for a systolic blood
pressure (SBP- top number of the /BP reading)
tess than 110 and a HR (heart rate) less than 80,

Review of the May 2012 MAR {Medication
Administration Record) revealed that R75's BP at
4 BM on 5/6/12 was 96/82, 5119112 BP was
102/64 and 5/22/12 BF was 107/70 however,
RY5 was administered Carvedilol, despite the
parameters.

Review of the June 2012 MAR ravealed that on
6/1/12 there was no BP or HR completed and the
Losarian Potassium was giver, and on 6/18M12 at
4PM, R75's BP was 108/70 and the Carvedilo!
was given.

Review of July 2012 MAR revealad that on 7/9/12
a1 8 AM, R75's BP was 100/80 and on 7H4/12 at
SAM BP was 108/63 and the Losarian Potassium
was given, On 7/512 at 4PM there was no pulse

F 229
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taken and the Carvedilol was given.
During an interview on 8/10/2, €2 (Director of
Nursing) acknowledgad that R75 should not have
received Carvediloltosarian when R75's SBP
was outside of the ordered parameters andfor
when blood pressurefpulse were nof obiained
before medications were given.
On 8/13/12 E2 (DON) provided a copy of the
facility's Medication Errer Report form, dated
81112, which describad the incident as, "med
given without proper parameters observed" and
\"med given without pulse charted . F/U
(Follow-up} and education provided o nurses
involved.”
The facility failed to adequately monitor R76'
medication and despie the physician ordered
paramelers for SBP and HR, administered doses
of Carvedilal/Losartan fo R75 that should have
been held.
F 333 | 483.25(m}{2) RESIDENTS FREE OF F 333 R 1 Dilantin Elixir is
§5=0 | SIGNIFICANT MED ERRORS .
85D SIGN ME _ R accurately calibrated and
The facilify must ensure that residents are free of administered. Dilantin Level
any significant medicafion errors. will be monitored via lab
work per physicians order.
This REQUIREMENT is not met as evidenced Currently no other residents
oy: : . are receiving Difantin Elixir.
Based on observation, record review and staff h
: ave been
interview, It was determined that the facilily failed Lcensed nurse
to ensure that one {R1) out of 10 residents observed for med pass for
sampled during the medication pass observation residents receiving liguid
}ua:.l g:e of significant medication errors. Findings medication for appropriate
include: .
administration technique
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¥ 333 | Continued From page 45 . F333] 3. 100% Med pass observations
R1 was.re-admitted to the facilily, post _ will be completed by nursing
hospitalization on 7/24/12 with diagnoses which . .
a
included stroke, hypertension and seizure m na‘gement for appropriate
disorder. technique, random weekiy x
: ~ 3 months
On Bf7H2 at appmxtrpately 9:3_0 AM,-E? (nurge) 4. Results will be submitted ‘f 1?‘
was observed preparing and dispensing morning { 8

medications for R1. Phenyioin (seizure monthly to QA for review

medication) 128mg/5mt suspension 4 mi (100
mg) was drawn up via a syringe and placed into a
rogdication cup by E7. E7 poured the Phenyloln.
4Amls into a piston syrings which was connected
o R1's feeding tube, placad the medication cup
 to the side and flushed the feeding Wwhe. E7
proceaded to administer olther medications via
the feeding tube, flushed the tuba and then
capped it off. Observation of the medication cup
which had contained the Phenytoin suspension
revealed that residual medication was left at the
bottom. When queslioned about the residual left
in the cup, E7 stated that she probabiy should
have added some water to the cup fo ensure that
atl the medication was given. £7 proceeded to do
so.

The manufacturer's package insert states on
page 6, "Patients should be instructed fo use an
accurately calibrated measuring device when
using this medication to ensure accurate dosing.”
Although E7 used a calibrated measuwring device
to measure out the Phenytoin dose, she, falled o
ensure that R1 received an accurate dose of the
medication when the residual would have been
lefl in the medication cup.

F 356 | 483.30(e) POSTED NURSE STAFFING ¥ 358
85=C | INFORMATION

The facility must post the following information on
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Gon?n ed_ 0=y F 356 1. Posted Nurse Staffing
a daily basis: : ) .
information form updated 1o

o Facility name.
o The current date.
o The total number and the astuat hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nursas.
- Licensed practical nurses or jicensed
vacational nurses (as defined under State law},
- Certified nurse aides,
o Resident cansus,

| The facility must post the nurse staffing data

specified above on a dally basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format,

© in a prominent place readily accessible o
residents and visitors.

The facility must, upor araf or written request,
make nurse staffing data avallable to the public
for review at a cost not to exceed the community
standard.

The facifily must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not me! as evidenced
by: '

Based on observations and inlerview, it was
determined that the facifity failed to ensure that
the information contained on the posted staffing
sheels was complete. Findings include:

Review of the facility staffing sheets reviewed

include total number and the
actual hours worked by
licensed & unlicensed nursing
staff directly responsible for
residents direct care q shift and
resident census
2. Nursing staffing form and
policy updated
3. Nursing management and
nursing scheduler in-serviced
-0n required nurse staff posting.
Staff posting will be monitored
by NHA/designee on rounds

FORM £MS-2567{02-09) Previcus Versions Obsolata

Event |0:8N0311

weeldy x 4
4. Results will be submitted to QA ﬁ{ g ({2
for review !
Facily ID; DEOOSS ' ¥ continuation sheet Page 47 of 52
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53=D | SPREAD, LINENS

| The facilify must establish and maintain an
Infection Control Program designed to provide a
| safe, sanitary and comfertable environment and

of disease and infection,

{a) Infection Control Program
The facility must establish an Infectior Control
Program under which it -

in the facility;
{2) Decides what procedures, such as isolation,
should be applied {o an individual resident; and

actions related to infactions.

{b) Preventing Spread of infaction

{1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the faciity must

to help prevent the development and transmission

{1} Investigales, controls, and pravents infections

{3) Mainiains a record of incidents and correclive

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING ‘
C
085012 B WNG 08/14/2012
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE '
i 801 N. BROOM STREET
REGENCY HEAL THCARE & REHAR CENTER WILMINGTON, DE 19806
oM i SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oaTe:
' DEFICIENGY)
F 356 1 Continued From page 47 F 356
from B/2/12 to 8/14/12 that were posted
threughout the facility failed to contain the
folfowing information as required: The tota!
number and the actual hours worked by the
following categories of licensed and unlicensed
nursing staff directly responsible for resident care
per shift: Registered Aurses, Licensed practical
nurses or licensed vocational nurses {as definad
under State faw), and the Cedified Nurse Aides.
Additionally, the staffing sheets failed to include
-the resident census,
During an interview on 871012 at 2:55 i,
findings were confirmed/acknowledged by £1
-{Administrator) and E2 (Director of Nursing),
F 441 | 483,85 INFECTION CONTROL, PREVENT F 441 1. Bedpansin room 215 have

been replaced, labeled ,
bagged and stored properly
2. Rounds have been made to
ensure bedpans in all rooms
are properly labeled, bagged:
and stored
3. CNA and housekeeping staff
in-serviced on proper
labeling, bagging and storing
of residents bedpans.
Labeling, bagging and
storage of bedpans will be
monitored staff
development/designee weelkdy x
3 months
4.  Results will be submitted
monthly to QA for review

/4/*7/ #

FORM CMS-2587(02-88) Previous Versions Chsolate

Event (D:BND311
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F 441 | Conlinued From page 48 : F 441

isolate the resident,

{2} The facility rmust prohibit employees with a
communicable disease or infacted skin lesions

| from direct contact with residents or their food, if
direct contact will ransmit the disease.,

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens )

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

This REQUIREMENT is not met as evitenced
by:

‘Based on observation and staff interview, it was
determined that the facility fafled to provide a
safe, sanitary and comfortable envirenment that
ensured prevention of the development and
transmission of disease and infection. Findings
inciude:

Observation on 82713 at 10:20 AM of the
bathroom in room #215 revealed two {2) bedpans
stored on tapi of the tollat pipes. The bedpans
were not labeled or bagged and one had brown
debris on it. A sign posted aver the toilet stated,
"No bedpans or urinais are to be left in the
bathroom..."

E®S {Unit Manager) confirmed on 8/2/13 that
bedpans should not be stored i the bathroom,
that fhey should be labeted, bagged and stored in
the resident's bedside drawer. E6 also stated that

FORM CMS-2567(02-88} Pravious Versisns Obsolate Ever 1D:BND341 ) Faciity [D: DEOGES If continuation shéel Page 490152
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F 441 ] Continued From page 49

the tollet was shared between four {4} residents.
F 514 | 483.75(11) RES 7

§5=F | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain ¢linical records on each
resident In accordance with accepted professionat
standards and practices that are complete;
accurately documented; readily accessible: and
systematically organized,

The ¢finical record must contain sufficient
Information fo identify the resident; a record of the
resident's assessments; the plan of care and
services provided: the results of any
preadmission screening conducted by the Stale;
and progress notes.

| This REQUIREMENT is not met as evidenced
by: .

‘Based on record review and interview, it was
determined that the facility failed to maintain
clinical records for five (R7, R13, RED, R79 and
R118) oul of 37 sampled residents in accordance
with accepted professiona! standards and
praclices that are complete and accurately
documented. Findings include:

1.There was no follow-up documentation related
to a change of plans to address a delay of R118's
discharge planning in a timely manner. E4 {Social
Services) acknowladged this finding on 813712,

2, C.N.A. Team Leader Resident Care
Conference Audit, dated 8/1/12 completed by
E21 {CNA) for R79 revealed inacocurate
infarmation for this resident's assessmenis. E21

1. R7skintear is healed;

F a4t physician & RP have
been updated.
Medication Error report
has been completed.

Physician and Family were
notified.
R 13 Blood pressure Is
obtained and recorded for
Carvidilol, as ordered.
Medications are
administered or held as per
ordered parameters and
documented accordingly to
physician’s order, Fluid
restriction has been

F514

orders. Accu-checks
recorded and insulin/stiding
scale administered per
physicians order. MAR has
heen updated to include late
entry of apical pulse

R 118 Discharge plan has
been update and reffected
correctly in the care plan.

R 79 Care conference audit
was corrected to indicate
that resident does have
dentures

R 50 Rasident’s snacks are
documented according to

FORNM CME-2867{02-59) Pravious Versions Qbsolefe ' Event ID:BND3ITY

- discontinued as per Physiclan -
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (%2) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZiP CODE
801 N. BROOM STREET,
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(8 D SUMMARY STATEMENT OF DEFICIENCIES i ‘ PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENGY 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
: DEFICIENCY)
time ordered to indicate
F 514 | Continued From page 50 F514 percentage consumed.
documerded under oral assessment that R79 had 2.7 Physicians and RP's have
no dentures (circled N) and had own teeth i
{circled Y} checked marked upper and lower bee.,‘n nonﬂejd for alf
teeth in good condition. R79 had upper and lower residents with Change of
deniures and did not have his own teeth, ' Condition. Fluid
ction pollcy was
3, ltwas chserved on 8/7/12 al 10:45 AM that  restriction poiicy
E12 (LPN) signed off as given on R50's MAR - reviewed and revised. Al
{Medication Administration Record) the 8/7/12 residents ordered fluid
12:00 PM snacks and the 2:00 PM snacks and restrictions were reviewed to
percent cansumned as 100% before it was fime o , .
give the snacks. comply with updated policy. Al
: care plans have been
, These findings were discussed and reviewed/up-dated for change in
acknowledged by E1 and E2 on 8/14/12, . . "
discharge planning. Nursing Staff
4a. Review of R7's clinical record facked any ‘ave been in serviced
documentation regarding the skin tear the on documenting the snack
resident sustained on 7/13/12 to his feft hand. percentage after consumption.
Findings were acknowledged by E2 (Director of C.N.A. Team Leader has been in-:
Nursirig) on 8812, serviced on  accurately
. . completing resident care
4h. Review of R7's Alivan controlled drug sign out £ dit. Controlied
sheet revealed that doses were administered on conterence audit. Lontroile
718112, TH3M2, TIMTH2, 7119112, 7120112, medications are being recorded
712112, and 7/22112. Review of the 7/12 on MAR and controlled
medication adminfstration record (MAR) revealed dication record
that staff failed 1o sign off on the MAR ihe doses ""?r,nel.i::‘:':s!e d nursing staff ha s
that were given on 7/8, 7/13, 7117, and 719/12. " .
_ been in-serviced by staff
Findings were acknowledged by E6 on 8/0/12. development/designee on
natification policy. Notification
5A. According to R13's 5112 MAR (medication documentation will be reviewed
administration record), R13 was on a 1500 mi/day in morning clinical meeting, A
fluid restriction to be divided between dietary (800 random audit of notification
and nursil 00 mi). Nursi f
) Fsing (600 mi). Nursing was to be documentation will be completed -
Faciity ID; II;EDOES if continualion sheet Page 51 of 52 )
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by Unit Manager/designee
F 514 { Continued From page 51 F514|  weekly x 4 weeks, then monthly x

divided as 7-3 shift=360 ml, 3-11 shifi=120 ml
and 11-7 shift=120 ml. There was no
documentation of the fluld restriction monitoring
on 5/18/12 through 5/22/12 and 5/29112 through
513012,

-5B. According to R13's 8/12 POS (Physician's
Order Sheet), R13 had an order for accuchecks
to be done before meals and at bedlime with a
sliding scale coverage. Review of R13's 8/12
MAR revealed that on 6/15/12 at 9 P, the MAR
was signed off as done, however, the facility staff
failed to recordfindicate the blood sugar value
.and if insulin coverage was necessary andfor the
ameunt administered. Additionally, there was no
documentation of R13's fluid restriction on
6/30/12.

Findings were acknowledged by E6 on 8/10/12.

Craoss refer F328, Example 58. _
5C. R13's 8/12 POS stated, "Carvedilol 6.25 mg 1

tablet by mouth twice daily. *Hold for SBP<11(;
HR=<60."

Review of R13's 812 MAR on 8/10/12 raveated
that Carvedilol was administered on 89712 aL 8
AM, despile the lack of evidence that a heart rate
was done, However, on 8/14/12, after an updated
copy of the 812 MAR was obtained, the heart
rate was now documented as "75" with no late
enlry or other documentation on the back of the

MAR or nurse's note to explain this,

FORM Ci5-2567(02-09) Previous Versipns Obsolele

Event (D;BNDa1¥
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2 months. All Hicensed nurses
have been in serviced by staff
Development/designee on fluid
restriction, snacks and accu-
checks/with sliding scaie
documentation, Random audits
of fluid restriction, snacks and
accu-checks with sliding scale-

documentation will be completed |

by Unit Manager/designee
weekly x 4 then monthly x 4. MDS
coordinator will educate C.N.A
Team Leaders on accurate
documentation of the care
conference audit. Random audits
of care conference audits will be
completed by MDS
coordinator/designee weekly
tirries 4 weeks and monthly times
3 months, interdisciplinary team
has been in-serviced by staff
development/designee on
uptiating care plans in a timely
manner and change in discharge
planning. Care plans wilt be
updated as needed. Care plans

will be randomly audited by MDS
coordinator/designee weekly x 4, -

then monthiy X 3 months
4. Results will be submitted to

£

/%12,
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Wiimington, Delaware 19806

{302) 577-6661

Page 1 of 4

DATE SURVEY COMPLETED: August 14, 2012

SECTION

STATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR'S PLAN FOR CORRECTION

OF DEFICIENGIES WITH ANTICIPATED
DATES TO BE CORRECTED

3209

3201.1
J201.1.2

201.8.0

An unannounced annual and complaint
survey was conducted at this facility from
August 2, 2012 through August 14, 2012.
The deficiencies contained in this report
are based on observations, interviews,
review of residenis’ clinical records and

{ review of other facility documentation as
indicated. The facliity census the first day
of the survey was 95. The Stage 2 sample
totaled 37 residents.

Regulations for Skilled and
Intermediate Care Facilities.

Scope

Nursing facilities shall be subject to ali
applicable local, state and federal code
requirements. The provisions of 42 GFR
Ch, WV Part 483, Subpart B,
requirements for Long Term Care
Facilities, and any amendments or
modifications thereto, are hereby
adopted as the reguiatory 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 fuily
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: '
Cross refer to the CMS 2567-L survay
report dated 8/14/12, F157, F225, F241,
F253, F280, F309, F315, F323, F329,
F333, F356, F441, F514.

Cross reference to Cvs-|,
Survey Pan of Correction dated
811442012, F157, F225, F241, F253,
F280, F308, F315, F323,F32g,
F333, F356, F441, £514

Records and Reports

FProvider's Signatur'_%;/;%g M)(; ),%{ Titi?/ ,6%5(4«— oL Date ?{/?/ /,2
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Specific Deficiencies

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

3201.9.5

3201.9.8

Incident reports, with adequate
documentation, shall be completed for
each incldent. Adequate documentation
shall consist of the name of the
resident(s) involved; the date, time and
place of the incident; a description of
the incident; a list of other parties
involved, including withesses; the
nature of any injuries; resident
outcome; and follow-up action,
including notification of the resident's
representative or family, attending
physician and licensing or law
enforcement authorities, when
appropriate,

All incident reports whether or not
| required to be reported shail be
| retained in facility files for three years.

Based on record review and interview,
it was determined that the facility failed
to complete an incident form for an
alieged resident to resident abuse
without injury between two (2) residents
{R2 and R49}. Findings include:

This requirement is not met as
evidenced by:

Review of RZ's Social Services
Assessment completed 6/26/12 was coded
for both physical and behavioral symptoms
that occurred 1-3 days.

On 8/10/12 at 8:32 AM, the incident report
for R2 was requested by the surveyor,
During an interview on 8/10/12, E4 {Social
Worker) provided a concern form dated
6/26/12, from R49 that alleged that R2
cursed and hit him when he refused her
request for a cigarette. E4 stated that R49
denied any injuries.

320196
1. R2 incident report completed for
resident to resident abuse, RP and
physician notified. Care plan updated
and no ‘ ’

Further incidents have occurred

R49 incident report completed for
residents to resident abuse, RP angd
physician notified. There was no
injury and or

psychosocial distress
2. August resident concern forms
have been reviewed for resident to
resident allegations of abuse to
assure incident  report(s} was
completed as warranted
3. Nursing staff and social services
have been in-serviced by staff
development/designee on complietion
ofincident  reports for alleged _
resident to resident abuse, Concern
forms will be reviewed by
interdisciplinary team at morning
meeting to determine if incident
fepori is needed and or compieted,
Random audit concern forms will be
completed by NHA/designee weekly x
4 then monthly x 3
4. Results of audits will be reviewed
monthly at QA

ke |
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3201.9.7

During an interview on 8/10/12 at 9:10 AM,
E2 (Director of Nursing) stated that a
concern form had been completed on
6/26/12. E2 stated that this was a resident
to resident abuse without injury and was
not reportable to the state. She stated that
an incident report was just completed for
R2 and R49 this morning, the physician
(who was the same physictan for both
residents) was notified this moming and _
the famifies of both residents would be
notified of the 6/26/12 incident as soon as
possible. E2 acknowledged that an

1 incident report had not been completed as
required. The facility faited to have an
incident report that had been completed at

the time of the occurrence for R2 and R49.

.| Incident reports which shall be retained

in facility files are as follows:
9.7.6 Skin tears.

This requirement Is not met as
evidenced by:

Based on observation, record review and
interview, it was determined that the facility
failed to complete an incident report when
R7 sustained a skin tear on 7/13/12.
Findings include:

R7 was admitted to the facility on 7/2/12
with diaghoses that included dehydration,
debility and C2 {cervical spine) fracture.
The 7/212 nursing admission note stated
R7 had a scabbed area on the left wrist.

Observation of R7 on 8/2/12 at 11:49 AM
revealed that he had a skin tear on his left
hand which was covered by Tegaderm
(clear wound dressing). R7 stated that he
had hurt it on his wheelchair.

3201.9.7
1. R7 incident report for skin tear
completed, RP and physician notified
2. All skin tears have been reviewed
to assure incident report was
compl;.'ted & notification of RP and
physician
3. License nurses have been in-
serviced by staff
development/designee on incident
reporting for skin tears/change of
candition. incidents will be reviewed
i morning clinical meeting. A
random weekly audit of incident
reports will be completed by Unit
Manager/designee weekly x 4 weeks,
then monthly x 2 months
4. Results of audits will be reviewed
monthly at QA

P (q*/ A
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On 8/8/12, the incident report was

been completed at the time of the

not been completed as required.

requested by the surveyor. The facility
failed to have an incident report that had

occurrence. E2 (Director of Nursing)
acknowledged that an incident report had




