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An unannounced annual survey was conducted

at this facility from April 28, 2015 through May 7,

2015. The deficiency contained in this report is

based on observation, raview of facllity —
documents as indicated and interview. The facility bl II Z-Dl':)
census the first day of the survey was 32. The

Phase 1 sample included review of 8 active

residents' records and Phase 2 included review of

4 residents; 3 active and 1 closed record.
The statements macde on this Plan of

Abbreviations used in this report are as follows: Correctlon are notan admission to and
NHA - Nursing Home Administrator; does not constitute an agreement with
DON - Director of Nursing; the alleged deficiencles herein. The plan
RN - Reglstered Nurse. of Correction is prepared and/or
F 441 483.65 INFECTION CONTROL, PREVENT F 441 executed solely because it is rcquired by
gs=D SPREAD LINENS the provisions of both state and federal
law.

The facillty must establish and maintain an
Infection Control Program designed 1o provide a
safe, sanltary and comfortable environment and
to help prevent the development and transmisslon
of disease and infection,

F441

1. 3 has been in-serviced regarding
tablet/capsule adminlstration technique

(a) Infection Cantrol Program of medication as well as handwashing

The facllity must establish an Infection Control

Program under which . 2. All licensed nurses have attended semi-

I(r: )ﬁl]r;vfeastil!?lates. controls, and prevents Infections Annual Skills Falr as scheduled May 10,
s ave

(2) Decides what procedures, such as isolatlon, 2015 lt:t:e ‘)dugglrae};elféyzgclsfi:;i ;‘

should be applied to an individual resident; and comple s p o e for blets and

(3) Maintains a recorg of incidents and corrective administration technique for fal

actions related to infections. capsules via return demonstration,

Additionally, all nursing staff have

completed competency through return

(1) When the Infection Controt Program demonstration for Hand Washing
determines that a resident needs isolation to Technlque as defined by the World

;Jravam the spread of infection, the facility must Health Organization.

(b) Preventing Spread of Infection

LAEDRATU“::zh LTPR'S OR PROVIDERIGURPLIER REPRESENTATIVE'S SIGNATURE .TlTLE A r/ /‘5! QATE
it 1{?? -A'Jw-wh; dyedn 71192015~

a deficlency which the institution may be axcused from correcting providing It is determined that :
Ing homes, the findings statad above are disciosable 80 days
the above findings and plans of comection are disclosable 14
d, an approved plan of comaction is requlsite to continued

Any duﬁr:iunvufy statement ending with en asterisk (*) denotes
other safeguards provide aufficlent protaction to the patienta, (See Instructions.) Except for nursl
foliowing the date of survey whather or nota plan of corraction is provided. For nureing homes,
days following the date these documents are made avallable to the tacllity, If deficlencles are cita
program participation.
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F 441 Continued From page 1
' isolate the resident.

(2) The facility must prohicit employees with a
communicable disease or infacted skin lesions
from direct contact with residents or their food, if
dlrect contact will transmlt the disease.
(3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicatad by accepted
professional practice.

(¢) Linens

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

This REQUIREMENT ig not met as evidenced
, by:
" Based on observations during the madication
_ pass, facllity documents and Interview, it was
- determined that the facliity failed to maintain an
Infection Gontrol Program designed to provide a
safe and sanitary environment and to help
" prevent the development and transmission of
disease and Infection related to handwashing and
medication administration for one (R2) resident
out of a total of 10 sampled. Findings include:

1. During the medication pass with E3 (RN) on
8/6/15 from approximately 1:50 PM to 2:05 PM,
the following observations were made:

. a, For R2, E3 popped pills for 2 different
medications directly from the bubble packin

- which the medications were stored into his hand

. and then placed the medications into a paper
souffle cup.
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F 441

3. The RN Staff and Family Educator (Staff
Development) and /or designee will
complete weekly audits of both
Medication Administration for
tablets/capsules (licensed staff) and
Handwashing Techinque (all staff) with
the following schedule,

a. 3 per day for one week or until 100%
compliance is achieved.

b. 3 per weck for one month or until 100%
compliance is achieved.

4, The DON will review the logs for
completion and compliance,
determining the need for any
adjustments in the schedule of audits.
Findings will be reported to the QA
Committee for further recommendation.
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F 441 Continued From page 2
b. For R2, E3 was observed washing his hands
and then contaminating his clean hands by using
his bare hands to turn off the faucet.

Findings were reviewed and confirmed with E3
during an interview on 5/6/15 at approximately
2:06 PM immediately after the medication pass.
E3 stated he worked per diem (temporary) in the
facility for many years prior to recently changing
to full-time status and he did not always have the
same resident assignments.

Findings were reviewed with E1 (NHA) and E2
(DON) during an interview an 5/7/15 at
approximately 12 PM. At approximately 2 PM. E1
and E2 stated the facllity has an upcoming skl
fair, including the proper transfer of medlcations
from bubble packets to medication cups and for
hand washing with return demonstrations by
nursing staff.

Documents provided by the facllity for use In the
upcoming skills falr were reviewed. Shared
Governance Meating notes, dated 4/7/15, stated,
» .. Skills Fair Updates... We have the bubble
packets from (name of pharmacy) for proper
transfer to med (medication) cup... Hand
washing...", The World Health Organization
procedure, unable to read dats, entitled "How to
Handwash?", being used by the facility for the
gkllls fair, stated, "... Dry hands thoroughly with a
single use towel, Usa towel to turn off faucel;
Your hands are now safe...".

F 441
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficlencies CORRECTION DATE
OF DEFICIENCIES
The State Report incorporates by
reference and also cites the findings
specified in the Federal Report.
An unannounced annual survey was
conducted at this facility from April 28, 2015
through May 7, 2015. The deficiency
contained in this report is based on
observation, review of facility documents as
indicated and interview: The facility census
the flrst day of the survey was 32. The Phase
1 sample included review of 6 active
residents' records and Phase 2 included
review of 4 residents; 3 active and 1 closed
record. The statements made on this Plan of bll'l Wy
Correction are not an admission to and
does not constitute an agreement with
3201 Regulations for Skilled and Intermediate the alleged deficiencies herein. The plan
Care Facilities of Correctlon is prepared and/or
3201.1.0 executed solely because it is required by
’ Scope the provisions of both state and federal
law.
3201.4.2 Nursing facllities shall be subject to all
applicable local, state and federal code F441
requirements. The provisions of 42 CFR . el veRl
Ch. IV Part 483, Subpart B, requirements E3 has been ‘l“'sfi“"c'?_t‘f"g.‘" i I
for Long Term Care Facllities, and any mfb“’té?ar;f“ s R bl
amendments or modifications thereto, are ofmedicatinn s d
hereby adopted as the regulatory All licensed nurses have attended semi-
requirements for skilled and intermediate Annual Skills Fair as scheduled May 10,
care nursing facilities in Delaware. 2015 through May 16, 2015 had have
Subpart B of Part 483 is hereby referred completed competency testing of
to, and made part of this Regulation, as if adminlstration technique for tablets and
fully set out herein. All applicable code capsules via return demonstration.
requirements of the State Fire Prevention Additionally, all nursing staff have
Commission are hereby adopted and gﬂmpletsd ‘{Om?etf]!iﬂchﬂ\}:;ﬂug? return
emonstration for Han ashing
incorporated by reference. Technique as defined by the World
Health Organization.
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date 5/7/15, F441.

This requirement is not met as evidenced
by: Cross refer to CMS 2567-L. survey exit 3.

SECTION | STATEMENT OF DEFICIENCIES LET
_ ADMINISTRATOR'
Speclfic Deficiencies CORRECT!OIIOR S PLANFOR ggTMgLEHON
OF DEFICIENCIES

-

The RN Staff and Family Educator (Staff
Development) and for designee will
complete weekly audits of both
Medlcation Administration for
tablets/capsules (licensed staff) and
Handwashing Techinque (all staff) with
the following schedule.

a. 3perday forone week or until 100%
compliance Is achieved.

b. 3 per week forone month or until 100%
compliance is achleved.

4. The DON will review the logs for
completion and compliance,
determining the need for any
adjustments {n the schedule of audits.
Findings will be reported to the QA

Provider's Signature CL){}//LLMIL UW/‘[
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Committee for further recom mendation.




