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F 000 INITIAL COMMENTS F 000

An unannounced annual survey was conducted
at this facllity from November 3, 2015 through
November 10, 2015, The deficlencles contalned
in this report are based on observations,
interviews, review of residents’ clinical records
and review of other facillty documentation as
Indicated. The facility census the first day of the
survey was 40, The Stage 2 sample totaled 19
resldents,

Abbreviations used In this report are as foliows:

NHA - Nursing Home Administrator;
DON - Director of Nursing;
ADON - Assistant Director of Nursing;
RN - Registered Nurse;
' LPN - Licensed Practical Nurse;
UM - Unit Manager;
MD - Medical Doctor;
RNAC - Registered Nurse Agsessment
Coordinator;
CNA - Certified Nurse's Alde;
RD - Registered Dletitlan;
NP - Nurse Practitioner;
PA - Physlcian Assistant;
DRS - Director of Resident Services;
ADLs - Activities of Dally Living, such as bathing
and dressing;
PRN - As needed;
MAR - Medlcation Administration Record (on
paper);
TAR - Treatment Administration Record {on
paper);
eMAR - Eiactronic Medication Administration
Record (in the computer);
EMR - Electronic Medical Record;
MDS - Minimu tandardized

CAT TN
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an asterisk (*) denctes a deficlency which the [ns;;tutlon may

othar safeguarde provida sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findinge stated above are disciosable/S0 days
following the date of survey whether or not a plan of correctlon Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documnents are made avallable to the faclllly. If deficlencies are citad, an approved plan of correctlon s requisite to continued

program participation.
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, assessment used in nursing homes);
ROM - Range of motion, extent to which a joint
can be moved safely;
HS - At bedtime;
DI/C - Discontinue;
cm - cublc centimeters (unit of measurement);
GDR - gredual dose reduction;
0 - 10 Pain Scale - number scale to rate pain
where 0 I8 no paln and 10 is the worst possible
paln;
AIMS (Abnormal Involuntary Movement Scale) -
test to determine presence of side effects to
antipsychotic medication;
Antipsychotic - drug to treat psychosls and other
mental/emotional conditions;
Anxlety - general unpleasant state of fesling
-worry, nervous or restless;
< Anxlolytic - medication used to treat anxiety;
Aphasia - neurological condition In which
language function Is defective or absent;
Ativan - medication to treat anxlety;
Blood Pressure - measure of the force of the
biood against the walls of a blood vessel;
“Buttock-fleshy part that forms the lower rear of
the human body;
“ Dementla - severe state of cognitive Impalrment
‘ characterized by memory loss, poor judgement,
disorientation and/or personality changes:
Heparin - blood thinning medication;
Hospice - service that provides care to resldents
that are terminaily Ill;
Klonopin - medication used to treat anxiety;
Lorazepam - medication used to treat anxlety;
Morphine: medication used to treat pain;
Narcotic-drugs which dull the senses;
Parkinson ' s Disease - a progressive disorder of
the nervous system that affects your movement
or a disorder of the brain that leads to shaking (
tremors) and difficuity with walking, movement,
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and coordination;

Pre-befors;

Post-after;

Pressure Ulcer - sore area of skin that develops

when the blocd supply is cut off due to pressurs;

Prognosis-the predicted course of a disease;

Psychosis - loss of contact/touch with reallty,

Psychotropic - medication used to treat

psychosls;

Pulse - heart rate, the number of times the heart

beats In one minute,

Sacrum - tallbone;

Seroquel - medication used to treat psychosls;

SE-staff educator,

Suspected Deep Tlssue Injury - purple or maroon

intact skin Indlcating tissue damage below the

surface;

Tramadol - pain medication;

Wong-Baker FACES Paln Rating Scale -

instructlons for this pain scale included to explain

that each face Is for a person who has no pain,

some pain or a lot of pain, Face 0 does not hurt

at all, face 2 hurts just a little more, face 4 hurts a .

little bit more, face 6 hurts even more, face 8 I

hurts a whole lot and face 10 hurts as much as

you can Imagine. Although you don't have to be

crying to have this worst pain. Ask the person to

choose the face that best deplicts the paln they're

experiencing; F156

Zyprexa - medication used to treat psychosis. 483.10(b)(S) - (10), 483.10(b)(1)
F 166 483.10(b)(6) - (10), 483.10(b)(1) NOTICE OF F 168 NOTICE OF RIGHTS, RULES, SERVICES,
ss=E RIGHTS, RULES, SERVICES, CHARGES CHARGES

The facility must inform the resident both orally A. The facility has posted a written 11/06/15
and In writing In a language that the resident description of resident’s legal rights and
understands of his or her rights and all rules and the contact numbers of all pertinent State
regulations governing resident conduct and client advocacy groups including the

responsibliities during the stay In the facllity. The Division of Long Term Care Resident
Protection,
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F 186 Continued From page 3 F186 notified regarding the contents of the sign
facility must also provide the resident with the along with the location of the sign.
notice (if any) of the State developed under C. All staff are in-serviced by the Staff 11/19/15
§1019(e)(6) of the Act. Such notification must be Developer regarding resident rights and
made prior to or upon admisslon and during the where contact information is posted. All
resident's stay. Receipt of such Information, and residents are informed regarding their legal
any amendments to it, must be acknowledged In rights and exactly where the {nformation is
writing. posted by the Staff Developer.
D. A Quality Improvement audit will be 12/30/15

The faclilty must inform each resident who s
entitied to Madicald benefits, In writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
Items and services that are included In nursing
facility services under the State plan and for
which the resldent may not be charged; those
other Items and services that the facllity offers
and for which the resldent may be charged, and
the amount of charges for those services; and
inform each resldent when changes are made to
the items and services specified In paragraphs (5)
()(A) and (B) of this section.

The facliity must inform each resident before, or
at the time of admlesion, and periodically during
the resident's stay, of services available in the
faciiity and of charges for those services,
Including any charges for services not covered
under Medicare or by the facillty's per diem rate.

The facliity must furnish a written description of
legal rights which Includes:

A description of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing eliglbliity for MedIcald, Including

the right to request an assessment under section
1924/(c) which determines the extent of a couple's

completed weekly by the ADON for 4
weeks and then monthly for 4 months to
ensure 100% compllance of the posting
remaining intact, All findings will be
reporied at the Quarterly Quality
Improvement Committee Meeting by the
ADON to ensure solutions are permanent
(Attachment A).
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non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered avallable for payment
toward the cost of the Institutionalized spouse's
medical care In his or her process of spending
down to Medicald ellgibility levels,

A posting of names, addresses, and teiephone

numbers of all pertinent State client advocacy

groups such as the State survey and certification

agency, the State licensure office, the State

ombudsman program, the protection and

advocacy network, and the Medicald fraud control |
unlt; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resldent abuse, neglect, and
misappropriation of resident property in the
facllity, and non-compliance with the advance
directives requirements,

The facllity must inform each resident of the
name, speclalty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facliity

written Informatlon, and provide to residents and

applicants for admission oral and written .
information about how to apply for and use |
Medicare and Medicald benefits, and how to ; |
recelve refunds for previous payments covered by:

such benefits,

This REQUIREMENT I8 not met as evidenced
by:

Based on observation and interview, the faclilty
falled to post the names, addresses and
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by:
Based on observation and Interview, the faclility
failed to have their Survey Results available for
examination in a place readlly accessible {0 all
residents and visitors and they falled to post a
notice of thelr availabllity. Findings include:
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telephone numbers of ali pertinent State client
advocacy groups including the Divislon of Long
Term Care Resldents Protection (DLTCRP) and
the Ombudsman. Findings include:
An observation on 11/9/15 at 8:18 AM revealed
the absence of postings of contact Information for
the DLTCRP and the Ombudsman's offices for
residents, visitors and staff,
FindIngs were confimed with E2 (DON) during en
interview on 11/9/15 at 2:28 PM.
Findings were reviewed with E1 (NHA) and E2 F167
during the exit conference on 11/10/15 at 11:40 483.10(g)(1)
AM. RIGHT TO SURVEY RESULTS - READILY
F 167 483,10(g)(1) RIGHT TO SURVEY RESULTS - F 167 ACCESSIBLE
ss=F READILY ACCESSIBLE A. Survey results have been posted in an area | 11/06/15
that is readily accessible to ail residents
A resldent has the right to examine the results of A
the most recent survey of the facility conducted by :‘::l‘;i;;w?% t;;‘;:’e';ft‘;hcﬁ:’:::t'e’:’sm tn
Federal or State surveyors and any plan of rcga:dinﬁ the location of the survey results,
correction In effect with respect to the faclity. B. All residents and staff have been Informed | 11/19/15
o tion of
The facllity must make the results available for f:sz‘l'g‘lab'my nd poationiofiSrey
examination and must post In a place readily C. All staff will be in-serviced by the Staff | 11/19/15
accessible to residents and must post a notice of Developer regarding survey results and
thelr avallability. location of survey information. The
DON/designee will check the survey
resuits with a monthly audit to ensure that
survey results are posted correctly.
This REQUIREMENT Is not met as evidenced D. A Quality Improvement audit will be 12/30/15

completed monthly for 4 months or until
100% compliance is met for 3 consecutive
months. Findings will be reported at the
Quarterly Quality Improvement
Committee Meeting by the DON/designee
to ensure solutions are permanent
(Attachment B).
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An observation on 11/3/15 at 8:02 AM revealed
that the last four years of the facllity's Survey
Results were located in separate binders in a
plastic lucite holder approximately 65 Inches
above the floor and attached to the wall next to

the nurse's station. The Survey Results were
Inaccesslble to wheelchalr bound residents due to
the holder's location at standing helght level. in
addition, there were no notices posted of the
facllity's survey results location and avallability on
the second floor, the health care center entrance
or at the facllity's main entrance.

Findings were confirmed with E2 (DON) during an
interview on 11/9/15 at 2:27 PM.

Findings were reviewed with E1 (NHA) and E2
during the exit conference on 11/10/15 at 11:40
AM.

483.15(b) SELF-DETERMINATION - RIGHT TO
MAKE CHOICES

The resident has the right to choose actlvities,
schedules, and health care consistent with his or
her Interests, assessments, and plans of care;
Interact with members of the community both
Inside and outside the facllity; and make cholces
about aspects of his or her life in the faclilty that
are slgnificant to the resident.

This REQUIREMENT Is not met as evidenced
by

Based on record review and interview It was
determined that the facliity falled to ensure self
determination as a resident's right to make

F 1673

F242

483.15(b)

SELF-DETERMINATION ~ RIGHT TO
MAKE CHOICES

F 242

| A, A shower schedule was reviewed with

| R11's family and they have agreed to the

| - shower schedule.

I B, A focus review was completed on all
current residents by the charge nurse to
ensure that all personal hygiene has been
Implemented. All residents are
interviewed upon admission by the charge
nurse regarding their preference for a
shower or bath, A nurse will verify thata
shower or bath was completed and
documented on the TAR on assigned days
(Attachment C)., This review and
monitoring will be completed by the
charge nurse/ADON,

112715!

11/19/151
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following;

7/24/15-Review of an annual MDS assessment
documented R11's preferences for choosing
between a tub bath, shower, or bed bath as
somewhat Important,

Review of R11's clinicel record revealed, R11 was
scheduled to receive showers every Sunday and
Wednesday on the 3-11 shift.

Review of the CNA records and TAR signed by

the nurses that documented when R11 recelved
her scheduled showers indicated missed showers
on the following dates: '
-8/916 , the previous shower being 8/5 and next
belng 8/12, a 7 day span between R11's showers, !
-7/19/15 the previous shower being 7/16 and the
next being 7/22, a 6 day span between showers,
-7/29/15 the previous shower belng 7/26 and the
next being 8/2, a 7 day span between showers.

On 11/3/15 at 2:35 PM during an Interview with

the famlly member for R11, when asked does

R11 recelve the same number of baths or

showers In a week based on past prefersnces,
R11's family member answered "No, | think Its 1|
Just once a week, | would like to see It more, It

was more at home".

Durlng an interview on 11/09/15 at 10:23 AM with
E12 CNA, It was confirmed that R11 was

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
088083 8. WING 11/110/2016
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
17026 CADBURY CIRCLE
CADBURY AT LEWES LEWES, DE 19958
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSB-REFERENCED TO THE APPROPRIATE oATE -
DEFICIENCY)
C. All nursing staff will be in-serviced by the | 11/19/15
F 242 Continued From page 7 F 242 Staff Developer regarding shower/bath
cholces about aspects of his or her ife In the care schedules with emphasis on resident
facllity that are significant to the resident for one choice and completion of documentation.
(R11) out of 19 sampled residents specifically in Random checks by the charge nurse on 3-5
the area of bathing. This fallure occurred on residents per week will be completed for 4
multiple occasions for R11. Findings include: weeks to ensure resident’s shower
schedule is being followed for consistency
Review of R11's clinical record revealed the and accuracy,
ofR ISESIRICNS D. A Quality Improvement audit will be 12/30/15

completed by the DON/ADON weekly for
4 weeks and then monthly for 4 months or
until 100% compliance is met for 3
consecutive months, The audit will
monitor the documentation of the shower
schedule by the CNA and charge nurse,
The audit will be reported to the Quality
Improvement Committee by the ADON to
ensure solutions are permanent
(Attachment D).
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scheduled to recelve two showers per week.
During an interview on 11/08/15 at 10:29 AM with
E2 DON, it was confirmed that clinical record ,
Indicated that R11 did not recelve her showers, 8s |
evidenced by absence of CNA and Nurse
slgnature,
R11 herself during MDS assessment, and with
confirmatlon from her family members through
Interview expressed a preference for bathing. The
facllity falled to provide the necessary assistance |
to help R11 fulfill her cholce for showers as
evidenced by the number of documented missed
showers,
Findings were reviewed with E1 (NHA) and E2 on
11/10/15 at 11:40 AM, F244
F 244 483.15(c)(8) LISTEN/ACT ON GROUP F 2441 483 15(0)(6)
ss=E GRIEVANCE/RECOMMENDATION LISTEN/ACT ON GROUP GRIEVANCE /
When a resident or family group exists, the facility . BECOMMENDAFION
must llsten to the views and act upon the f A. The addressed concern and actlvity time 12/01/15'
grlevances and recommendations of residents has been adjusted to allow more time in
and famllles concerning proposed policy and group activities.
operational decislons affecting resident care and B. The new activity calendar has been posted | 12/01/15:
life in the facliity. _ reflecting additional time for group
activities, All residents will be notified
regarding additional time/activity during
This REQUIREMENT [s not met as evidenced the December 8, 2015 Resident Council
by: Meeting (Attachment E).
Based on observation, review of facllity C. Allstaff has been in-serviced regarding 11/19/15
documentation and Interviews, the faclllty failed to new activity times by the Activity
act upon a grlevance and recommendation from Director. The Activity Director/designee
the resident council group concerning operational will perform random audits to ensure the
decislons affecting life in the facllity, Findings new times are implemented according to
include: the schedule. The Activity Director will
review al] grievances to ensure compliance
has been met.
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The 8/30/15 resident's councll meeting minutes
stated that activity time Is too short and requested
a longer activity time.

The 7/28/15, 8/25/16 and 9/22/15 Resldent
Councll meeting minutes lacked evidence of the
facliity addressing the group's activity grievance.

In an interview on 11/6/15 at 11:00 AM, R22
stated that the residents in activities feel rushed,
especiaily during the afternoon activity that staris
at 2 PM and ends promptly at 3 PM. R22 stated
that activities in the skllied activity room are
routinely held from 10 to 11 AM and 2 to 3 PM.
R22 stated the activity room was also used as a
dining room for dependent residents. Since dining
service requires time to set up for the next meal,
the activities are time limited. It was unclear why
the facliity's 2 PM afternoon actlvity ended

An observation on 11/5/15 at 3 PM revealed that
the afternoon activity in the skilled actlvity room
ended promptly at 3 PM.

"{n 8n Interview on 11/9/15 at 1:50 PM, E11 (DRS)
stated that extending the afternoon activity time
was brought to her attention by R22 after
Interview with the surveyor, E11 stated the facility
will extend the activity time starting next month,
December 2015, It was unclear why It took the

facllity five (5) months to act upon the Resldent
Councli's grievance from June 30, 2015.

Findings were confirmed with E11 on 11/9/15 at
1:50 PM. The facility failed to act upon a
grievance and recommendation of the Resldent
Council to extend the aftemoon actlvity time.

CAD
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D. A Quality Improvement audit will be 12/30/15
F 244 Continued From page 9 F 244 Quality Imp

promptly at 3 PM when dinner service started at 6
PM.

performed by the Activity Director
monthly for 6 months or until 100%
compliance is met for 3 consecutive
months to ensure hours of satisfaction for
residents’ group activities, Results of the
audit will be reported at the Quarterly
Quality Improvement Committee Meeting
by the Activity Director to ensure the
solution is permanent (Attachment F).
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Findings were reviewed with E1 (NHA) and E2
(DON) during the exit conference on 11/10/15 at F253
11:40 AM, 483.15(h)(2)
F 253 483.15(h)(2) HOUSEKEEPING & F 253 HOUSEKEEPING & MAINTENANCE
ss=E MAINTENANCE SERVICES SERVICES
The facliity must provide housekeeping and A Th‘; ‘°’3 fa."hmats were r.°mf"°d and - RS
malntenance services neceseary to maintaln a L?!’n‘;‘i:e t:g‘e':::;]‘s":‘sd‘go“o:‘xx' ¢
sanitary, orderly, and comfortable Interlor. repaired in all rooms. The lights and night
lights were replaced in each room
This REQUIREMENT Is not met s evidenced ol e e cach vt
by: identified.
Based on observatlon it was determined that the B. All other rooms were inspected and work | 11/09/15
facllity falled to provide housekeeping and requests were placed for any issues.
malntenance services necessary to malntain a C. All staff has been in-serviced by the 12/10115
sanitary, orderly, and comfortable Interior in 12 Director of Support Services regarding the
(201, 212, 214, 2186, 217, 219, 220, 221, 224, importance of checking and
229, 236, and 237) out of 40 rooms. Findings replacing/repairing torn mats and any
Include: damage to the walls and doors, An
inspection sheet has been developed for the
-tom fall mats in 214, 216, 219, and 220 housekeepers to use to perform weekly
-damaged walls, doors and door frames In 201, checks on the condition of all fall mats,
219, 220, 224, 228, 238, and 237 walls and doors, proper operating lights
-bathroom lights and night lights In need of repair and night lights, and loose electrical and
or cleaning In 217, 221 and 224 call light plates, The findings of the audit
Jloose electrical and call light wall plates In 212, will be reported weekly to the Director of
216, and 219 Support Services for consistency and
accuracy.
Findings were reviewed with E9 (Director of D. The Housekeeping Team Leader will 12/30/15
Support Services) on 11/9/15 at 9:10 AM. perform random inspections of rooms
weekly for 4 weeks and then monthly for 6
Findings were reviewed with E1 (NHA) and E2 months or until compliance is 100% for 3
(DON) on 11/10/15 at 11:40 AM. consect:’tive Ix:w(gths. Fllntgnils will be
. reported at the Quarterly Quality
2533 2%%?&%9/’0%33 ggm%TN/CERTIFIED P78 improvement Committec Mecting by the
Director of Support Services (Attachment
G).

FORM CMS-2687(02-09) Previous Verslons Obsolete Event ID: LKKQ11 Facliity ID; DEQD12 If continuation sheet Page 11 of 43



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/24/2016

FORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
085053 B, WING 11110/2018

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, S8TATE, ZIP CODE
47028 CADBURY CIRCLE

by:

Based on record reviews and Interviews, it was
determined that the facllity failed to ensure the
accuracy of MDS assessments for 2 (R24 and
R74) out of 19 sampled residents, For R24, the
facllity falled to accurately reflect the resident's
falls, For R74, the facllity failed to accurately
reflect the resident's prognosis on two MDS
assessments, Findings Include:
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The assessment must accurately reflect the 483.20(g) - ()
resident's status ASSESSMENT
' ACCURACY/COORDINATION/CERTIFIED
1.
A reglstered nurse must conduct or coordinate A, R24's MDS was corrected to reflect the 11/05/15
each assessment with the appropriate accurate number of resident falls.
participation of health professionale. B. All resident MDS’ have been reviewed by | 11/13/15
the RNAC/DON to ensure that all
Areglstered nurse must sign and certify that the documentation is complete and all coding
assessment Is completed. Is appropriate by 11/13/15. All future
MDS’ will be coded correctly to reflect all
Each Indlvidual who completes a portion of the residents with falls. Randorg checks by the
assessment must sign and certify the accuracy of RNAC/ADON will be completed weekly
that portion of the assessment. on 3 residents to ensure that all residents
with falls and MDS coding are complete.
Under Medicare and Medicald, an Individual who C. All staff will be in-serviced by the Staff 11/1515
willfully and knowingly certifles a materlal and Developer regarding MDS coding of falls
false statement In a resident assessment Is and the appropriate documentation
subject to a civll money penalty of not more than required to ensure documentation is
$1,000 for each assessment; or an Indlvidual who accurate and consistent,
wilifully and knowingly causes another Indlvidual D. A Quality Improvc;:;]ent 1301:4 r;gnito;ilng 12/30/15
to certlfy a material and false statement in a documentation of falls an coding
resldent assessment Is subject to a clvil money will be completed weekly for 4 weeks and
penalty of not more than $6,000 for each then monthly for 4 months or until 100%
assessment. compliance is met for 3 consecutive
months to ensure documentation and
Clinical disagreement does not constitute a coding is accurate by the DON/designee.
materlal and false statement. All findings will be reported at the
Quarterly Quality Improvement
Committee Meeting by the DON/designee
This REQUIREMENT ls not met as evidenced '+ (Attachment H),
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A. R24’s attestation of prognosis of lessthan | 11/05/15
1. R24 was admltted tO the fac"lty on 10/1 8/1 5. six months to live was identified on
medical record.
Review of the clinicai record revealed that R24 B. Allresidents with a diagnosis of a terminal | 11/13/15
had falls without injury on 10/17/15 and 10/18/15. illness per attestation will be checked by
the RNAC to ensure that the resident’s
The admission MDS assessment, dated terminal diagnosis is reflected on the
10/23/16, revealed that R24 had one fall without MDS. A weekly check by the RNAC for 4
Injury. weeks and then monthly for 4 months or
until 100% compliance is met for 3
During an Interview on 11/9/15 at 10:57 AM, E4 consecutive months with a :nonitorlns
(RNAC) confirmed the finding. The faclilty failed sheet of 2-4 residents or 10% of the census
to accurately reflect R24's falls when they coded W‘:j‘ieni‘"ec‘:a;?” documentation and
one fali without Injury on the 10/23/15 admisslon B S
falis without Injury completed by the Staff Developer
' regarding MDS coding of attestation of
i iate
Findings were reviewed with E1 (NHA) and E2 terminal illness and appropr
(DON) during the exlt conference on 11/10/15 at g;’:g“n";:;'s“’“°" required to support
T30 A, D. A Quality Improvement tool will be 12/30115 :

2, 11/7/14 - Hospice (nitlal certification
documented prognosls under six (6) months
while R74 resided In assisted living.

3/10/156 - R74 admisslon to facllity from assisted
fiving on hospice,

6/16/15 and 9/16/15 - Quarierly MDS
assessments documented the resident did not
have a prognosls under 6 months.

11/9/16 -During an Interview at 10:20 PM with E4

(RNAC) she stated that she wouid Include the

prognosis In the MDS If it were written In the chart

by the physiclan, There was discussion that the
prognosis must be under 6 months to qualify for
hospice. E4 confirmed that two quarterly
assessments did not document a prognosls

completed monthly on all new admissions
and ten res{dents for 4 months to ensure
documentation is 100% compliant for 3
consecutlve months, All findings will be
reported at the Quarterly Quality
Improvement Committee Meetings by the
DON/designee (Attachment I),
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under 8 months.
The faclilty falled to accurately document R74's
prognosls on two quarterly assessments,
Findings were reviewed with E4 and E2 on
11/10/15 at 11:40 AM.,
F 279 483,20(d), 483.20(k)(1) DEVELOP F 279 F279
§s=0 COMPREHENSIVE CARE PLANS 483.20(d), 483.20(k)(1)
DEVELOP COMPREHENSIVE CARE
A facllity must use the results of the assessment PLANS
to develop, review and revise the resident's )
A. R-24 - The facility cannot retroactively 11/19/15i
EOmRIeiensive pian of cars: adjust the care plan after resident has been
The facllity must develop a comprshensive care discharged. R-56 -~ the care plan has been
plan for each resident that Includes measurable a‘li-'“s'ed to reflect e ’“dl“’;d““"“d SHY
objectives and timetables to meet a resident's B according t°f i “tl; ty ”sfﬂs{:e"t' i —
medical, nursing, and mental and psychosgclal i i L i
needs that are Identified In the comprehensive gonipictod andiceseiplags € justed
P accordingly. All new admissions will be
assessment. assessed and preferences for activities will
The care plan must describe the services that are c Zﬁf:&?ﬁ:ﬁgiﬁ in-serviced regarding /1915
to be furnished to attaln or maintain the resident's " care plan documentation and
highest precticable physical, mental, and individualization of resident care plan by
psychosoclal well-being as required under the Staff Developer, The Activity Director
§483.25; and any services that would otherwise will implement random audits of three
be required under §483,25 but are not provided charts per week of residents care plans to
due to the resident's exercise of rights under ensure individualization of resident needs
§483.10, Including the right to refuse treatment have been met.
under §483.10(b)(4).  D. A monthly eudit tool will be completed by | 12/30/15
‘ the Activity Director monitoring the
resident care plans weekly for 4 weeks and
This REQUIREMENT Is not met as evidenced then monthly for 4 months or until 100%
by: compliance is met for 3 consecutive
Based on record reviews and Interview, It was months. Findings wil be reported
determined that the facllity falled to develop quarterly at the Quality Improvement
indlviduallzed actlvity care plans based on the Committee Meeting (Attachment J).

residents' comprehensive and activity
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assessments for two (R24 and R56) out of 19
Stage 2 sampled residents, Findings include:

The facllity's activities policy, undated, stated,
“The goal of the Activity Department s to
encourage and support .., residents’ Individuality,
dignity, spirituality and Independence by creating
an environment that reflects the residents' unique
experlences, skllls and Interests .,, We are
committed to supporting the residents' specific
abliitles, spirltual beliefs and ethnic traditions in
order to maintaln thelr highest quality of Iife".

1. R24 was admitted to the facllity on 10/18/45 for
short term rehabilfitation.

The Activity/Therapeutic Recreation Assessment,
dated 10/21/15, revealed the following activities
currently enjoyed by R24: arts and crafts,
collecting, community activitles, famlly actlvities,
golng outslde, music, puzzles, soclal
conversation and television,

R24's activity care plan, dated 10/22/15, stated, "
am In the facility's healthcare community to
recelve therapy, | am soclal and may need
soclalization and activity participation due to a
change In my health status ...". R24's activity
goals Included: "To regain my strength and
moblilty through therapy. | will find opportunities
for participating In activities of my choosing for
soclallzation”. R24's activity approaches included:
"Activities will provide me with the monthly activity
calendar, The actlvity staff can invite me to
activities but honor my wishes If | do not want to
participate. | would Ilke activity cart visits two to
three times per week offering me books,
magazine, puzzles, crosswords & anything else
that may be avallabie",
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The admisslon MDS assessment, dated
10/23/15, stated that R24's activity preferences
were the following: reading materlals, muslc,
news, going outside and rellglon.

The facllity failed to devalop an indlvidualized
activity care plan based on R24's comprehensive
and activity assessments.

2, R56 was admitted to the facility on 6/24/13 and :
Is currently a long term care resident,

The facllity's Assessment of Interests, Talents & ,
Skills, dated 6/24/16, revealed R66's current

interests included: bird watching, golng outdoors,

TV/news, Bingo, baseball, basketball, music,

ceramics and flower arranging.

The significant change MDS assessment, dated
7/3/15, stated that R56's activity preferences
were; reading materlals, music, animals, news,
groups and golng outslide,

R56's activity care plan, last revised on 10/3/15,
stated, "... | am soclal and may need soclalization
and actlvity participation ... | have strong support
from my daughter, who vislts frequently”. R66's
goals were "I wlil find opportunitles for
particlpating In actlvities of my choosing for
socialization, | will participate in group activities
as often as posslble. R56's approaches Included:
"Activities will provide me with the monthly activity
calendar. The activity staff can Invite me to
actlivities but honor my wishes If | do not want to
particlpate. If | am unable and refuse to attend
group activitles, | would ke room visits two or
three times per week'.
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in an Interview on 11/9/15 at 1:50 PM, E11 (DRS)
stated that she oversees aclivlties for the
communtty, including independent Iiving, assisted
living and skliled nursing care. E11 stated that her
activity coordinator completes the activity care
plans for residents in skilled nursing care. E11
confirmed the findings that R24 and R58's activity
care plans were not Individuallzed according to
thelr comprehenslve and actlvity assessments.
Findings were reviewed with E1 (NHA) and E2
(DON) during the exlt conference on 11/10/15 et
o 4F§§020(d)(3) 483.10(k)(2)
F 280  483.20(d)(3), 483,10(k)(2) RIGHT TO F 280. RIGHT TO P ARTICIPATE PLANNING
§s=D | PARTICIPATE PLANNING CARE-REVISE CP CARE-REVISE CP
1
The resident has the right, unless adjudged ' N
Incompetent or otherwise found to be A. :Il‘he facllity'is unable to retroactively ' 11/24/151
pdate R46's care plan related to resident’s
incapacitated under the laws of the State, to discharge on 11/05/2015. R74's care plan
participate In planning care and treatrnent or has been updated to reflect current
changes In care and treatment. physician’s orders.
., B. All residents’ wound care documentation 11/10/15 1
A comprehensive care plan must be developed has been reviewed to ensure that all goals
within 7 daye after the completion of the have been updated and reflected in the care
comprehensive assessment; prepared by an plan, The charge nurse will review the 24
interdisciplinary team, that Includes the attending hour report sheet to ensure that all care
physician, a registered nurse with responstbllity plans and goals have been updated
for the resident, and other appropriate staff In accordingly.
disciplines as determined by the resident's needs, C. All nursing staff will be in-serviced by the | 11/19/15 |
and, to the extent practicable, the participation of Staff Developer regarding the procedure
the resident, the resident's family or the resident's for updating care plan changes along with
legal representative; and perlodically reviewed goals. All new wounds will have a
and revised by a team of quallfied persons after documented wound alert and 8 new
each assessment, physician’s order will be written for the
treatment of choice. All new orders will
be reviewed within 24 hours by the
DON/ADON to ensure that all care plans
changes have been made and to keep errors
from happening again,
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This REQUIREMENT Is not met as evidenced comﬂeted weekly by lhcfAI::fJN t‘o;‘1 4
by: weeks and then monthly for 4 months or
Based on record review and Interview it was until 100% compliance is met for 3
determined that the facility falled to revise the consecutive months on all wounds to
care plan for 2 (R46 and R74) out of 19 sampled ensure care plans are in place. All
residents to reflect thelr current status. R46's findings will be reported to the Quality
care plan goal was not updated after readmission Improvement Committee by the ADON
with several pressure ulcers. Several of R74's (Attachment K).
care plans were not revised to reflect medication 2
changes. Findings include: A. R74's care plan has been updated to reflect | 11/05/15 |
current physician's orders,
1. R48 was admitted 10/13/15 for rehabliitation. B. A focus n;view h:s been lcomplctc g o? a]l]l 11/08/15 i
current orders and care plans to reflect a
10/14/15 - Wound Evaluation Form documented discontinuing medications, The
sacrum with redness and no open areas. DON/deslgnee will review all new orders
in the past 24 hours to ensure that
10/21/15 - Care plan problem, potential for physician orders have been completed. A
pressure ulcer development, with the goal of 24 hour chart check will be completed by
remalning free of pressure ulcers. the 11-7 shift to check for accuracy of all
orders written in the past 24 hours,
10/28/16 - Readmitted after several days in the C. All nursing staff has been in-serviced by 11/19/15
hospital with several pregsure ulcers and a the Staff Developer regarding the
suspected deep tissue injury to the sacrum / procedure for updating care plans and
buttock. goals accordingly. All new orders will be
reviewed within 24 hours by the
10/29/15 - Care plan problem updated to reflect DON/ADON to ensure that all care plan
the two pressure ulcers and suspected deep _ changes have been made.
tissue Injury. Goal for pressure ulcer potential not . D. A Quality Improvement audit will be 12/30/15
revised to reflect presence of wound and goal for completed by the ADON weekly for 4
heallng. weeks and then monthly for 4 months or
until 100% compliance is met for 3
Findings were reviewed with E1 (NHA) and E2 f;’ﬁ‘:ﬁf‘{,‘,‘g’ﬁ;‘,‘;‘,‘,‘f‘;ﬁ;’;&i‘;’% %1: dcearreTp}l;ns
(DON) on 11/10/16 at 11:40 AM. : '
results will be reported quarterly to the
i Committee by the
2. R74 admitted 3/10/15 for long term care with Quality Jmprovement
multiple diagnoses including dementia with ADON (Attachment L).
behaviors. Admisslon orders included Zyprexa for
psychosis and Ativan for anx|ety.
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3/12/15 physiclan progress note -
Assessment/Plan for severe dementia
documented changing R74's Zyprexa to Seroquel
and monitoring responss,

3/19/15 - Care plan problem for potential for side
effects related to psychotroplc drug use included
undated handwritten entrles naming two
medications with their ordered dosing (Seroquel
12.6 mg twice daily and Klonopin 0.26mg every
12 hours). The goal of remalning free from
adverse slde effects from psychotroplc drug
therapy (Seroquel) also Included an undated
handwritten entry listing the medication Klonopin.

3/19/15 - Care plan problem for potential for
adverse slde effects related to medication for
anxiety (Ativan gel yellowed out Indlcating It was
discontinued and Klonopln was handwritten).

4/2/16 physlcian progress note - resldent had
multiple medicine changes in a short period of
time, not long enough to determine a response,
continue Seroquel and Kionopin,

10/5/16 - Physician order discontinued Kionopin
and started Ativan to be glven both routinely
(scheduled) and PRN,

14/110/15 - Interview at 8:20AM with E& (LPN)
confirmed R74 was no longer on Klonopin but the
care plan stlll Included the drug under problems
of psychotropic drug use and anxlety.

R74's care plan for psychotropic drug and anxlety
Inciuded Klonopln even after it was dlscontinued
the month prlor.

FindIngs were reviewed with E1 and E2 on
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11/10/15 at 11:40 AM. PROVIDE CARE/SERVICES FOR HIGHEST
F 308 483.25 PROVIDE CARE/SERVICES FOR F 309 WELL BEING
ss=g HIGHEST WELL BEING 1.
A. R141 - A medication error has been 11/30/15
Each resident must recelve and the facllity must completed for the omitted doses on
provide the necessary care and services to attain 10/28/15 and 10/29/15. The facility is
or maintain the highest practicable physical, unable to retroactively verify that the
mentat, and psychosoclal well-being, In medication was given relating to the
accordance with the comprehensive assessment resident’s discharge on 11/09/15.
and plan of care, B. A focus review was completed on all 11/10/15;
resident’s MAR to ensure that no doses
were missed. A change of shit MAR
check is completed by the nurses and
This REQUIREMENT s not met as evidenced signed for in the MAR to ensure that all
by: documentation has been completed.
Based on record reviews, observations and C. All nursing staff will l:l? in-serviced gy the | 11/19/15
Interviews, It was determined that the facllity ?mffDd"""'?P” feamcng l"“’ e
failed to provide the necessary care and services f°' ";" ’f:‘ °2;1 l n 5":;“ on "t? uding the
to attaln or maintain the highest practicable d“'° gh m"l“ ¢ &P&AR% °r flect
physical, mental, and psychosocial well-being, In PPy ¢
administration of the medication, The
accordance with the comprehenslive assessment charge nurse will review the MAR at the
and plan of care for 4 (R8, R66, R74 and R141) &
end of each shift to ensure that all
out of 19 Stage 2 sampled residents, For R56, medication has been given and
the facllity falled to follow the plan of care of documented in the MAR. Random MAR
placing lids on her two handled cups for hot and checks will be completed by the ADON on
cold liquids during four (4) meal observatlons. For 56 residents per week for 4 weeks to keep
R141, the facliity falled to administer a medication deficient practice from happening again
ordered by the physician on two occaslons. For (Attachment M),
R74, the facllity falled to consistently assess the D. A Quality Improvement audit will be 12/30/15!
resident's pain using the same numeric score completed by the ADON weekly on 10
before and after PRN paln medicatlon and falled residents a week for 4 weeks and then
to obtaln vital signs as ordered by the physlclan. monthly for 4 months or until 100%
For R8, the facllity falled to follow the physiclan compliance is met for 3 consecutive
order to discontinue a medication and failed to months and reported to monitor the
consistently assess the resldent's pain using a | effectiveness of the change. Findings will
numeric scale after PRN pain medication. be reported at the Quarterly Quality
Findings Include: Improvement Committee Meeting by the
ADON to ensure solutions are permanent
(Attachment N).
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1. R56 was admitted to the facllity with dlagnoses
including Parkinson's disease and dementia.

RE6's adaptive equipment care plan, last revised
on 7/8/15, stated that she required a "2 handled
lld cup for hot liquids and cold liquids".

The Diet Order & Communication, dated
10/13/15, stated that R66 was ordered to have a
"2 handled cup for hot/cold liquids with lid".

R56's Parkinson's Disease care plan, last revised
on 10/5/16, stated to "monitor need for safety
interventlons based on resident's symptoms of
tremors ...".

The foliowlng observations were made during the :

survey:

-11/5/15 ot 8:16 AM, R56 was observed with two
cold liquids at breakfast with straws, but no lids
on the cups. R66 was observed leaning into the
table to drink from the straw without plcking up
the cup,

- 11/6/15 at 9:07 AM, R56's was observed with
hand tremors while eating breakfast.

- 11/6/16 at 12:07 PM, R56 was observed with
two cold liquids at lunch with straws but no lids on
the cups.

- 11/5/15 at 5:11 PM, R56 was observed drinking
a cold liquid in a cup with a Iid while her hands
were shaking. She was able to hoid the lidded
cup. However, the second cup with a cold liquid
did not have a fid on |t

- 11/9/16 at 8:45 AM, R58 was observed with

F 309 2,
A. R74'spain level has been assessed

utilizing the PAINAD scale and the

resident has been medicated accordingly.
All residents are assessed during each shift
utilizing the Wong-Baker FACES Pain
Rating Scale or the PATNAD scale and
medicated accordingly. The PRN pain
documentation sheet has been adjusted to

o

reflect both pain scales needed to

effectively assess all resident pain, All
PRN medication has been documented

accordingly (Attachment O).

o

pain scale documentation sheet and

procedure, The charge nurse will review
the PRN pain documentation at the end of

each shift weekly for 4 weeks and then 1.

monthly for 4 months or until 100%
compliance is met for 3 consecutive
months to keep the deficient practice
happening again,

D. A Quality Improvement audit will be

‘completed by the ADON weekly for

weeks on ten residents and then monthly
for 4 months or until 100% compliance is
met for 3 consecutive months and reported

quarterly to the Quality Improvemen
Committee by the ADON to ensure

solutions are permanent (Attachment P).

A:. RS - A medication error was completed
for the delay in following physician’s

order.

B. All residents physician’s orders have been

reviewed to ensure orders have been

initiated and completed. All orders will be
reviewed during the 24 hour chart check

and daily by the DON/designee for
accuracy and consistency.

All nursing staff has been in-serviced by
the Staff Developer regarding the adjusted

11/10/15

11/30/15

11/19/15!

from

12/30/15
4

t

11/30/15

1111118
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three cups In front of her for breakfast. Two of the the Staff Developer regarding the policy
three cups did not have lids on them, speclfically and procedures of physiclan orders. ‘
the hot coffes and orange lulce‘ E13 (CNA) was D, A Quality Improvement audit will be 12/30/15
asked by surveyor what liquids were in each cup. completed by the DON/ADON weekly for
E13 replied, "orange Juice, water and hot coffee". 4 weeks ten residents a week and then
The surveyor asked E13 If lids were supposed to monthly for 4 months or until 100%
be on all cups, and E13 replied, " don't know, she compliance is met for 3 consecutive
uses straws". E13 walked over to the serving months and reported to the Quality
window and returned to R8s table with lids that e e i
did not flt the resident's other two handled cups. ermanent ( Attt° e:smtsg utions are
E14 (SE) walked over to R66's table and picked permanent (Attachment Q).
up the resident's meal slip and stated that R56 4
was to have a two handled cup with lid for all \ ;
llquids (hot and cald). E13 Immediately removed e lidsplaseomiier | HISHAS"
the |'|d from the filled water cup and placed It on B. Allresidents with orders for adaptive 12/05/15 1
R58's hot coffee cup. equipment have been reviewed to ensure
. care plan and equipment match and are
In an interview on 11/9/15 at 9:08 AM, E14 (SE) accurate. The Dietary Department is in the
e ar] o carerof slacing I b B T s it ok
Cups wi s for all residents with orders
handled cups for hot and cold liquids as fox? adaptive equipment.
aevidenced by four (4) dining observations when C. All nursing and dietary staff has been in- 11/19/15
ilds were missing from the cups. serviced by the Staff Developer on the
importance of residents having the
These findings were reviewed with E1 (NHA) and appropriate adaptive equipment in place as
E2 (DON) on 11/10/16 at 11:40 AM. per physiclan's order. All new adaptive
equipment has been ordered for all
2. R141 was admitted to the facllity on 10/21/15 residents, Random checks by the Director
with diagnoses Including high blood pressure, ofDl:?lntgld:sigxlii W"; b: complf}tﬁd ord
weekly for 4 weeks and then monthly for
R141 was ordered Clonldine medication dally for months or until 100% compliance is met
high blood pressure, for 3 consecutive months to monitor the
effectiveness of the change and ensure
compliance and accuracy and consistency.

10/28/16 and 10/29/15.

Review of the October 2015 MAR revealed that
R141 was not administered Clonidine on

In an interview on 11/9/15 at 12:35 PM, E5 (LPN)
confirmed the findings. The facillty falied to follow
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F 309 Continued From page 22 F309 D. A weekly Quality Improvement audit will | 12/30/15
a physiclan's order when R141 did not receive bl;. °.°“‘1:il°ti‘d by 'hf‘ ﬁ"m‘" of i
her Clonidine on 10/28/15 and 10/28/15 ; 5::{‘56 " ot t"w;e";]‘:%g‘f e
according to her plan of care. and then monthly for 4 months on until
0 f ti
Findings were reviewed with E1 and E2 during ,‘,f’fnf;:f";‘,"n':,?f,;: l‘:iﬁ‘?e ?;:o;(;gs:f l:h:,ve
the eX“ conference on 11,1 0/1 5 at 1 :40 AM- Qumerly Qua“ty Improvement
Committee Meeting by the Director of
Cross refer F280, example #2 Dining/designee to ensure solutions are
3a, Facllity Pain Pollcy permanent (Attachment R). 11/12/15i
Facility policy entitied Paln Management (revised 5.
5/10) Included the following procedures: A. R47's vital signs were unable to be
acceplable leve! of pain will be identified and documented retroactively. The resident’s [ 11/11/151
transcribed to the paln flow sheet; pain will be vital signs were checked and they were
assessed using the numerical score of 0 - 10 within normal parameters.
(zero to ten); the faclal rating scale will be used B. All resident MARs were reviewed to 1171915
for residents who have difficulty with verbal ensure vital sign documentation is
communication; effectiveness will be complete.
documented on the paln flow sheet with a , C. All nursing staff has been in-serviced by
numerical score and documented In the chart; [f the Staff Developer regarding the
the Intervention (such as pain medication) Is . appropriate procedure for documentation
ineffective, the health care provider wili be "r"i;a] ?]‘15“5 °5‘w“f‘:]$' 111:1: ?ﬁmf °t‘;‘;g:
conta f e de ; nurse will moni residacn 0 I
cted for further orders for vita! sign daily to ensure that all 12/30/15 |
Facllity policy entitied Medication Adminlstration documentation is complete with accuracy
(revised 1/12) Included the observation of the & 5 “A“d °°{;S‘s}°“°y- + mudit wil b
(five) rights of medication administration (right + A el ninae
resident, right drug, right time, right dose and ff;:lfl" o 4ywe§ks o TiRen ng!:mhl tord
right route); narcotics must be signed out on the e o or until 100% compliancs el
narcotic record; for pain medications chart the for 3 consecutive months fgr ten residents
reason for the adm!nistration and resident and reported on at the Quarterly Quality
response. Improvement Committee Meeting by the
ON/ADO luti
R74's clinical record and facility policles and et (Atiachment 81,
documents were reviewed.
R74 was admitted 3/10/15 under hosplce care
with multiple diagnoses including dementla with
behaviors and history of a stroke with aphasia,
low back paln and cancer.
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3/10/15 - Admission orders included morphine
every B hours (three times a day) routinely for
pain along with morphine every 2 hours PRN for
breakthrough pain.

5/11/15 - Physiclan order increased routine
morphine to every 6 hours (four times & day)
while the PRN morphine was unchanged.

The facility utllized a pain flow sheet as well as
the standard MAR. The reverse or back of the
MAR requires the nurse administering the pain
medlcation to record the medication given, time
administered location of the pain and the
effectiveness of the pain medicatlon. The
effectiveness should be measured utliizing the
same numerical scale that was used to rate the
jevel of pain prior to administration of the
medication. Review of the MARs and the Paln
flow sheets revealed that the facllity falled to
consistently assess, utllize and document the
level of paln after medication administration using
the same scale as hefore medication
administration.

Review of R74's MARs and palin flow sheets for
the months of July, August, September and
October 2015 revealed:

July, 2015 - 10 (ten) PRN adminlstrations

- Revarse of MAR completed for 7 out of 10
administrations.

- Pain flow sheet completed for 4 out of 10
administrations, with 2 entries not Including the
numeric pain score pre and post PRN
medication.

August, 2015 - 4 (four) PRN administrations
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- Reverse of MAR completed for 3 out of 4
administrations,

- Pain flow sheet completed for 2 out of 4
administrations, with both entrles not Including
the numeric pain score pre and post PRN
medication.

September, 2015 - 9 (nine) PRN administrations
- Paln flow sheet completed for 6 out of 9
administrations, with 2 entries not Including the
numeric pain score pre and/or post PRN
medication.

11/9/15 Interview with E2 between 10:00 AM -
10:20 AM - E2 stated the expectation would be
that the pain flow sheet be completed and not the
back of the MAR when documenting the
adminlstration and effectiveness of PRN pain
medications. It Is unclear why this was the
expectation when the facllity maintalned two tools
for documantation.

- Resident acceptable paln score would be
difficult to determine without resident input,

- When asked why some nurses determined a
numeric paln score for R74 while other nurses did
not, E2 sald that determining the numerlc score
would be difficult since the resident cannot state a
numeric score or polnt to the face scale. E2
stated the nurse could look at the resident's
expression and compare It to the face scale for
determination of a paln score, £2 would
determine if a non-verbal scale was avallable In
the facllity, [Wong-Baker FACES Paln Rating
Scale (thls scale is simllar to that used by the
facllity) instructions for use Include explaining to
the resident that each face Is for a person who
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has no paln, some pain or a lot of pain and the
resident should choose the face that best deplcts
the pain they're experlencing. There Is no
evidence to support the nurse could determine a
pain score with this paln scale.)

11/9/15 - At 11.08 AM E2 provided the surveyor
with a copy of the face scale but not a non-verbal
scale. There was no evidence that the faclilty
was utilizing a non-verbal paln scale. [Paln
Assessment in Advanced Dementia Scale
(PAINAD), developed In 2003, Is a five-item
observational tool to determine a pain score using
faclal expression, vocallzation, body language
and consolablfity. The final pain score will range
from 0-10 where 0 [s no pain and 10 is severe
pain. Wharden V, Hurley AC and Volicer L.
(2003) Development and psychometric evaluation
of the Paln Assessment In Advanced Dementla
(PAINAD) Scale. J AM Med DIr Assoc, 4(1), 9-16.)

It Is unclear from review of the facliity policy and
record review how the facility could determine a
paln score for R74 since the resldent cannot state
a numerical score or polint to the faclal rating
scale.

The facliity falled to consistently assegs the
resident's pain using an approptiate numeric
score before and after PRN paln medication.

These findings were reviewed with E1 and E2 on
11/10/15 at 11:40 AM,

b. 3/10/15 - physiclan ordered BP and pulse (vital
signs) weekly.

July, 2015 MAR - one (1) out of five (5), or 25%,
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of vital signs were missing.

August, 2016 MAR - three (3) out of four (4), or
76%, of vital signs were missing.

9/9/15 - Physician ordered BP and puise every
shift for 10 days.

September, 2015 MAR - seven (7) out of thirty
(30) shifts, or 23%, were missing BP and pulse
documentation. Weekly BP and pulse were
recorded 6 times thls month.

October, 2015 MAR - one (1) out of four (4), or
25%, of vital signs were missing.

11/9/15 - Interview at 10:00 AM with E2 confirmed
the documentation was mlssing.

The facility falled to consistently obtain R74's BP
and pulse as ordered by the physician.

These findings were reviswed with E1 and E2 on
11/10/15 at 11:40 AM.

4. The following was reviewed In R8's clinical
record:

a. 10/16/16 — Physician order stated "D/C
Heparin since ambulating” (time of order not
documented). However, review of the MAR
showed Heparin was glven 3 times at 8:00 AM,
2:00 PM and 8:00 PM.

10/18/15 -- Verbal order stated "D/C Heparin"
(time of order not documented). Review of the
MAR showed Heparin was given 2 times at 9:00
AM and 2:00 PM.

F 309
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11/9/15 -- Review of the Twenty-four Hour Chart
Check form in the clinical record, showed a nurse
slgnature on 10/15/15 and 10/16/16 indicated the
chart was reviewed on these dates but the
Heparin orders were not transcribed onto the
MAR.

11/9/16 at 3,30 PM Interviewed E5 (LPN) who
confirmed there was no further documentation to
show the Heparin orders were transcribed onto
the MAR,

These findings were reviewed with E1 and E2 on
11/10/16 at 11:40 AM,

b. 8/1/15 - Physiclan order for paln medication
every 4 hours as needed.

Review of R8's MAR for the month of September
2015 revealed.

- No time of administration of pain medicine
documented on MAR on 9/3, 8/4, 9/8, 8/9, 8/10,
9/11, 9/13, 9/17, 9/22 or 9/22/18,

- Effectlveness of pain medication was not
documented on the Paln and Efficacy of
Interventlon sheet In the clinical record on 9/6,
9/8, 9/9, 9/10, 9/11 and 9/13/15.

- On 9/22/15, it was documented on the Pain and
Efficacy of Intervention sheet that PRN paln
medication was glven at 8:45 AM and at 3:00 PM,
however, there was only one Initial (no time)
documented pn the MAR.

11/9/15 at 3:30 PM - interview with E6 {charge
nurse) who confirmed the PRN pain medication
documentation was Inconsistent and there was
no evidence that a post paln assessment was
conducted for the above pain medication
administrations.
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These findings were reviewed with E1 and E2 on
11/10/15 at 11:40 AM.
F 323 483.25(h) FREE OF ACCIDENT F 323 F323
ss=D HAZARDS/SUPERVISION/DEVICES 2%2;3582 ACCIDENT HAZARDS/
| H D
The facllity must ensure that the resident SUPERVISION/DEVICES
environment remalns as free of accldent hazards L
' as is possible; and each resident receives A. The loose grab bars were repaired ineach | 11/09/15
 adequate supervislon and assistance devices to room identified.
| prevent accldents. B. All other rooms were inspected and work | 11/09/15:
| requests were placed for any issues.
'- C. An inspection check sheet will be 12/10/15!
developed for the housekeepers to use once
a week to check for loose grab bars, An
in-service will be conducted by the
'll)’;Is REQUIREMENT Is not met as evidenced Director of Support Services with all
Based on observation it was determined that the :Z;;:ﬁf:::’;:&pmem deficiency from
facilty falled o ensure that the resident D. The Housekecping Team Leader will 12130015
environment Is free of accident hazards in 3 (212, perform random inspections of rooms
214 and 221) out of 40 rooms, Findings Include: weekly for 4 weeks then monthly for 6
months or untll 100% compliance is met
Observations made during Stage 1 on 11/3, for 3 consecutive months. Findings will be
tour on 11/6/15 [between 11:00-11:50AM] Improvement Committee Meeting to
revealed: ensure that solutions are permanent
(Attachment G).
-loose grab bars In the bathrooms of 212, 214
and 221
Findings were reviewed with E9 (Director of
Support Services) on 11/9/15 at 9:10 AM,
Findings were reviewed with E1 (NHA) and E2
(DON) on 11/10/15 at 11:40 AM.
F 329 483.25()) DRUG REGIMEN 1S FREE FROM F 329
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Each resident's drug regimen must be free from DRUG REGIMEN IS FREE FROM
unnecessary drugs. An unnecessary drug Is any UNNECESSARY DRUGS

drug when used In excessive dose (including
duplicate therapy); or for excesslve duration; or
without adequate monitoring; or without adequate
indications for its use; or In the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
comblnatlons of the reasons above,

Based on a comprehensive assessment of a
resldent, the facllity must ensure that residents
who have not used antlpsychotic drugs are not
glven these drugs unless antlpsychotic drug
therapy Is necessary to treat a specific condition
as dlagnosed and documented In the clinical
record; and residents who usa antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindlcated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview it was
determined that the facliity falled to ensure that
each resident's drug regimen was free from
unnecessary drugs for 1 (R74) out of 19 sampled
resldents. For R74 the AIMS test was not
completed on admission and every 8 months
while recelving an antipsychotic medication,
Findings Include:

1. 3/10/15 - R74's admission to the facliity on
Zyprexa for the diagnosis of dementla with

A. R74's AIMS test was completed during the | 11/04/15

survey and a physician’s order was written
to have the test completed every 6 months
and documented on the TAR.

B. All residents that have orders for 11/04/15

psychotropic medication have had their
charts reviewed to ensure that all Aims
tests have been completed and scheduled
on the TAR for every six months.

C. All nursing staff has been in-serviced by 11/09/15!

the Staff Developer regarding the
procedure for AIMS testing and
documentation. All charge nurses will
complete an initial AIMS test for all
residents with physician’s orders for
psychotropic medications. The charge
nurse will document the AIMS test
schedule every six months in the TAR to
ensure that all schedules will be
completed, Random checks of AIMS test
schedules will be completed by the
DON/ADON weekly for 4 weeks and then
monthly for 4 months or until 100%
compliance Is met for 3 consecutive

months,

D. A Quality Improvement audit tool has been | 12/30/151

developed and will be completed monthly
by the DON/ADON reviewing all new
admissions and then 10 residents per
month for 4 months or until 100%
compliance is met for 3 consecutive

; months and reported at the Quarterly

i Quality Improvement Committee Meeting

: by the DON/ADON to monitor the
effectiveness of the systemic change and
ensure that solutions are permanent

(Attachment T).
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F 329 Continued From page 30
behavlors.

3/17/15 - Pharmacist documentatlon of the
medication review requested nursing to complete
the AIMS test,

4/1/16 - Zyprexa discontinued and changed to
Seroquel,

6/10/15 - Pharmacist documentation of the
medication review requested nursing to complete
the AIMS test.

6/16/16 and 9/16/16 - Quarterly MDS
assessments documented the resldent recelved
an antipsychotic dalily,

10/10/15 - Pharmaclst documentation of the
medicatlon review requested nursing to complete
the AIMS test,

Review of the resident's record revealed no
documentation that an AIMS test was performed
in March, June or October 2016.

11/5/15 - Interview with E2 (DON) at 11:53 AM
confirmed there was no completed AIMS test In
R74's record. E5 [LPN] provided the surveyor
with a completed AIMS dated 11/5/16.

The facliity falled to complete the AIMS test on
admisslon and every 6 months for a resident
admitted and recelving an antipsychotic
medication.

These findings were reviewed with E1 (NHA) and
E2 on 11/10/16 at 11:40 AM.
F 356 483.30(e) POSTED NURSE STAFFING

F 329

F 366
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s8=F INFO 30(e)
NFORMATION POSTED NURSE STAFFING
The facility must post the following Information on INFORMATION
a dally basis: A, A staffing sheet has been posted on the 11/09/15
o Facllity name. Skilled i bil
o The current date. sm‘ffl my:,‘:;ngras" areaofiaceessibility o
o The total number and the actual hours worked ’ i
by the following categories of licensed and B. :nhg ts}zf:ﬂ fﬁ;g’;iafcmr: a‘:,‘;ii(ggt;'y Lif09iES
unlkc:’ensed nursing staff dlrectly responsible for the following categories: Registered
res| ?Rnetgi:tr:rg:rnsl}:*lsfgs Nurse, Licensed Practical Nurse and
- 2 Certified Nursing Assistants (Attachment
- Licensed practical nurses or licensed U;, 8 (Attns
vocational nurses (as defined under State law), C. All staff has been in-serviced by the Staff | 11/1%/15
- Certifled nurse aldes. Developer regarding the sign and its
0 Resident census. contents. The charge nurse will check the
staffing sheet at the start of each shift to
The facllity must post the nurse staffing data ensure that all requirements have been met
specifled above on & daily basls at the beginning and to prevent the deficient practice from
of each shift, Data must be posted as follows:. happening again,
o Clear and readable format. D. A Quality Improvement audit will be 12/30/15

o In a prominent place readily accessible to
residents and visitors.

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

The facllity must maintain the posted dally nurse
staffing data for a minimum of 18 months, or as
required by State law, whichaver Is greater.

This REQUIREMENT s not met as evidenced
by:

Based on observations and interview, the facllity .

falled to post the total number and the actual
hours worked by licensed and unlicensed nursing

staff dlrectly responsible for resident care per shift

completed by the DON/ADON to ensure
that all requirements have been met and

solutions are permanent. The findings will

be reported at the Quarterly Quality
Improvement Committee Meeting by the
DON/ADON (Attachment V).
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F 358 Continued From page 32

on a dally basis in a prominent place readily
accesslble to residents and visitors. Findings

Observations on 11/3/15 at 9 AM, 11/4/15 at 8:11
AM, 11/6/15 at 10:58 AM and 11/9/16 at 8:15 AM
revealed a white board listing the date, first
names of licensed and unlicensed staff each shift
and the facliity's dally census, Further observation
revealed the absence of the total number and
actual hours worked by direct care nursing staff.

In an Interview on 11/9/16 at 2:28 PM, E2 (DON)
stated the total number and actual hours worked
by direct care nursing staff on a daliy basis were
kept In a binder In the nurse's statlon.

An observation on 11/9/16 at 2,30 PM revealed
this Information was recorded, however, It was
not posted and accessible to resldents and

Findings were confirmed during an Interview with
E2 on 11/8/15 at 2;30 PM.

Findings were revlewed with E1 (NHA) and E2
during the exit conference on 11/10/15 at 11:40

F 371 483.35(l)) FOOD PROCURE,
ss=g STORE/PREPARE/SERVE - SANITARY
(1) Procure food from sources approved or

considered satisfactory by Federal, State or local

(2) Store, prepare, distribute and serve food
under sanitary condlitions

F 356

FiT1
483.35(i)

FOOD PROCURE, STORE/PREPARE/SERVE

F 371 _SANITARY

A. The dietary server was reassigned and 11/03/151

educated regarding the infection control
policy and procedure required in the food
service area including the proper procedure
for handling food items. The delivery
person was notified that he must wear hair
restraint when entering the kitchen, The
cart was removed from in front of the
handwashing sink.
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- Picked up and carried a dirty bowl to

gloves without handwashing.

used a spoon to plate mashed potato,

the piate at the table.

the

kitchen, removed gloves and put on new clean

- Carried another dirty dish to the kitchen and
scraped leftover food into the trashcan.
- Changed gloves without washing hands and

mixed

vegetable pures, chicken and gravy and served

completed monthly for 4 months or until
100% compliance is met for 3 consecutive
months., Findings will be reported at the
Quarterly Quality Improvement
Committee Meeting by the Director of
Dining to ensure that change s permanent
(Attachment W),

CADBURY AT LEWES LEWES, DE 19958
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (UE)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE TE
DEFICIENCY)
F B. The sink is scheduled to be removed by the | 01/08/15
97 [Eontinica [Fomipags 33 F e Maintenance Department. A hair net
dispenser will be placed at each entrance to
the kitchen area. The dietary server has
been in-serviced by the Director of Dining
on the proper procedure for infection
This REQUIREMENT is not met as evidenced control during food handling, All staff has
by: been re-evaluated by the Director of
Based on observation and interview It was Dining to ensure competency. All staff
determined that the facility falied to store, prepare will be evaluated yearly by the Director of
and serve food under sanitary conditlons in one Dining to ensure that staff remains
out of two dining rooms. Findings include: compliant in infection control
practices/food handling. All vendors have
1. 11/3/156 - Observation of plating and service of been notified that any delivery person must
lunch between 12:05 PM - 12:50 PM In the wear a halr restraint when entering the
assisted dining room by E15 (Dletary Server) kitchen. A hair net dispenser will be
whose halr net was worn in @ manner that did not installed outside the entrance to the kitchen
contain the halr on the front end both sides. :syvell asa ilgn posted requiring use of a
air restrain
12:25 PM - Whiie wearling clean gloves E16 C. All dietary staff has b.een in-servi'ced and 11/06/15
picked up a dirty dish from a resident table and re-evaluated by the Director of Dining
scraped the food into the kltchen trashcan, regarding the procedure for infection
opened the refrigerator and removed a plate with control when handling food and the
slices of hardbolled egg covered with plastic ‘&‘;ll’e"’l’}:“t‘.;"ogfp"r"::';;‘f: '1‘_‘1’1’; ;‘t’:;"v'v':s s
wrap. ;
- Wearing the same contaminated gloves E15 gf“:.“’d :ﬁga‘;d'é'g itht}f i;“r{’m““ﬁf of “‘:‘
removed the plastic wrap, used a fork to cut the R:: dc]:r%ch::k: O}Vdie ¢ s?;t?quilljlnt‘;n y
eggs into smailer pieces, spooned out chicken completed for the Dlret:gr of Dinin
onto the plate, added mixed vegetables, used weellc)ly oor 4 weoks and then monthlgy ford
knife and fork to cut up the vegetables into months or until 100% compliance is met
smaller pisces and served the plate with a gloved for 3 consecutive months.
[contaminated] right thumb on top of the plate. D. A Quality Improvement tool will be 12130115
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12:34 PM - E16 touched a resident's shoulder
using left gloved hand then returned to the
kitchen and got out a clean plate, opened the
refrigerator door and removed a plate with
hardbolled eggs covered with plastic wrap,
uncovered the eggs, cut up the eggs with a knife
and fork, added mixed vegetables, chicken puree
and served the plate with left contaminated
gloved thumb touching the top of the plate.

12:40 PM - Wearing the same contaminated
gloves, E16 plated a bow! of plain mashed
potatoes and carried It to the table where E15
plcked up a dirty plate and spoon, returned to the
kitchen and scraped leftovers Into the trash can.

12:55 PM - E16 touched a resident on the
shoulder with a bare left hand, then returned to
the kitchen, opened the refrigerator removed a
metal container with chocolate pudding, got out a
clean bow! with the contaminated left hand and
plated the pudding and served the pudding.

- Picked up a dirty dish with her left hand from a
dining table and returned to the kitchen and put
the dish on the counter and was given another
dirty dish which she held with both hands, then
picked up a clean spoon to give to a CNA,

The facllity falled to plate and serve a lunch meal
In a sanitary manner.

These findings were reviewed with E1 (NHA) and
E2 (DON) on 11/10/16 at 11:40 AM.

2. An observation was made on 11/3/15 on the
initlal kitchen tour from 10:56 to 11:08 AM of a
delivery person, walking Into the kitchen, through
the preparation area, o the walk-ins, without
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F 371 Continued From page 34 F 371
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wearing a halr restraint.
3. An observation was made on 11/9/16 on a tour F431
from 9:45 - 10:05 AM the handwashing sink was 483.60(b), (d), (¢)
blocked by a tray cart, mak!ng it Inaccessible. DRUG RECORDS, LABEL/STORE DRUGS
) & BIOL
Findings were reviewed and confirmed by E7 OGICALS
(Dining Manager) and E10 (Dlrector of Dining 1.
Services) on 11/9/15 at 10:05 AM. A. All expired medications were removed 11/06/15i
from the medication cart,
Findings were reviewed with £1 and E2 on B. All medication carts were inspected for 11/25/15!
11/10/15 at 11:40 AM. expired medications. The nursing staff
F 431 483.60(b), (d), (¢) DRUG RECORDS, F 431 will complete a dally medication cart
SS=E check during their individual shifts.
LABEL/STORE DRUGS & BIOLOGICALS heck during their individual shifts. A
weekly cart check will be completed of all
The facllity must employ or obtain the services of medication carts and the medication room
a ficensed pharmacist who establishes a system and all findings will be documented on the
of records of receipt and disposition of all weekly medication check sheet
controlled drugs In sufficlent detall to enable an (Attachment X), The pharmacy consultant
accurate reconcillation; and determines that drug will review the medication cart monthly to
records are In order and that an account of all check for expired medications. :
controlled drugs |s maintained and periodically C. ‘&" 'S‘:’a';!'g St“lﬂ'h“ been d‘l“'sz‘;“’;"cd by | 11119715
reconclled. - cveloper regarding
procedure for checking expired
Drugs and biologicals used In the facllity must be medications, The nursing staff will
labeled in accordance with currently accepted §°':l‘p'°:: : di“lé’i' ‘i‘:l“gf“:"&'; cart check i
professional principles, and Inciude the e i
appropriate accessory and cautionsry B oCeONSIRE MOUENRISE (b WEEKY
Instructions, and the expiration date when 223?3:3“&“@:32523%:.; ltlob:nsure
applicable, A
that compliance is met with accuracy and
consistency.
Ifn e'\'cl:cordancet with 'State and Federal laws, the D. A Quality Improvement tool will be 12/30115
|ack t;é must store all drugs and blologicals in completed monthly by the DON/ADON
ocked compartments under proper temperature and all findings will be reported at the
controls, and permit only authorized personnel to Quarterly Quality Improvement
have access to the keys. Committee Meeting by the DON/ADON to
ensure solutions are permanent
The facility must provide separately locked, {Attachment Y),
FDRM CMS-2667(02-89) Previous Versions Obsolete Evant ID: LKKQ41 Facllity 10; DEQ012 If continuation sheet Page 38 of 43
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F 431 Continued From page 36 F 431 A, R74’spost fall neurological assessment 11/09/15:
permanently affixed compartments for storage of cannot be retroactively documented, All
controlled drugs listed In Schedule Il of the nursing behavior documentation cannot be
Comprehensive Drug Abuse Prevention and retroactively completed.
Control Act of 1976 and other drugs subject to B. All resldents with falls that have required | 11/10/15
abuse, except when the facliity uses single unit neurological assessment have been
package drug distribution systems in which the reviewed to ensure that the required
quantity stored is minimal and a missing dose can documentation Is completed. All residents
be readily detected. on psychotropic medications have been
checked to ensure they have a behavior
documentation sheet located in the MAR.
A change of shift chart check has been
This REQUIREMENT Is not met as evidenced e e ‘;m{‘gcompm
by:
(Attachment Z).
Based on observation and Interview it was C. Al nursing staff has been in-serviced 119151
determined that the faclilty failed to ensure a regarding the procedure for post fall
ﬂ:g:g:gg:scagi:;:gf;e; &Lget?m of 81 expired neurological assessment and behavior
' ’ sheet modification and the importance of
t f ired d tati
On 11/8/16 at 2:20 PM the medication cart for gt ot e
North Hall was reviewed. An observation was 'D. A Quality Improvement tool will be 12/30/15
made of two explred medication cards. Thirty-six utilized weekly to review all SWIF review
tablets of Lorazepam 0.6mg explred on 10/30/15 notes (fall notes) and behavior sheets to
and 46 tablets of Tramadol HCL 50mg exp]rﬂd on ensure that all necessary documentation
10/31/16 and were stlll In the cart. At the time of has been completed and reported at the
the observation, E8 (LPN) and ES (LPN) Quarterly Quality Improvement
confirmed this finding. Committee Meeting to ensure solutions are
permanent (Attachment AA),
Findings were reviewed with E1 (NHA) and E2 3.
{DON) 11/10/15 at 11:40 AM. A, The CNA's behavior documentation and 11/09/185)
F 463 483.70(f) RESIDENT CALL SYSTEM - F 463 mea!l documentation cannot be
= ROOMSf)/TOILET/BATH retroactively documented.
88=0
B. Resident behavior documentation in the 11/30/15!
The nurses' station must be equipped to receive flowsheets and meal percentage sheets
resident calls through a communication system have been reviewed to ensurg that
from resident rooms; and tollet and bathing documentation is complete. The medical
faciilties, record clerk will review both sheets daily
and report any missing signatures to the
DON/designee.
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C. All staff has been in-serviced regarding the | 11/19/15
F 463 Continued From page 37 F 463 Pf::fdum for documenting behaviors and
meal percentages to ensure accuracy.
I;\.'s REQUIREMENT ls not met as evidenced D. A Quality Improvement tool has been 12/30/15

developed to monitor behavior sheets and
meal percentage sheets monthly and report
findings at the Quarterly Quality
Improvement Committee Meeting to
ensure solutions are permanent

Based on observation It was determined that the
facllity falled to ensure all parts of the cail bell
system were functioning properly In 2 (220 and
226) out of 40 rooms. Findings Include:

Observations were made during Stage 1 {AtiashmentgBB:enCiCE
(11/3/16-11/4/16 between 8:00 AM 4:30 PM) and

and on 11/6/156 from 41:00 - 11:60 AM of 2 (220 1463

and 225 bathrooms having call light cords 483.70(f)

wrapped around the grab bar, A resident on the RESIDENT CALL SYSTEM ~ROOMS/
floor would have difficulty activating the wrapped TOILET/BATH

calllight cord In order to summon help. A Call light cords were removed from the | 11/09/15

bars in both rooms and adjusted to be
Findings were reviewed with E1 (NHA) and E2 grab
(DON) 11/10/16 at 12:02 PM. reachable from the floor.

B. All other rooms were inspected to assure 11/09/15
F 6514 483.75(1)(1) RES F 514
s=E RECORDS-COMPLETE/ACCURATE/ACCESSIB BooUer Horis Wi ragp= KREC R0 _
LE C. An Inspection check sheet will be 12/10/15
developed for the housekeepers to use once
The facility must maintain clinical records on each . a week to check for call bell issues. An in<
resident In accordance with accepted professional service will be conducted by the Director
standards and practices that are complets; ; of Support Services for all housekeepers.
accurately documented; readlly accessible; and D. The Housekeeping Team Leader will 12/30/15
systematlcally organized, ‘ perform random Inspections of rooms to
assure compliance. Findings will be
The clinical record must contain sufficient ! " reported at the Quarterly Quality
information to Identify the res!dent; a record of the . Improvement Committee Meeting by the
resldent's assessments; the plan of care and f Director of Support Services (Attachment
services provided; the results of any Q).

preadmission screening conducted by the State;
and progress notes,

This REQUIREMENT Is not met as evidenced
by:
Based on record review and interview it was
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F 6§14 Continued From page 38

determined that the facllity falled to maintain
complete and accurate clinical records for 3 (R11,
R74 and R8) out of 19 sampled residents.
Findings include;

1, Review of R11's clinical record revealed, R11
was scheduled to recelve showers every Sunday
and Wednesday on the 3-11 shift.

Revlew of the TAR signed by the nurses
documented when R11 recelved her scheduled
showers was blank, absent of a documented
slgnature on the following dates:

-7/19/15, 7126/15, and 7/29/15;
-8/915, 8/16/15, and 8/30/18,

Review of the CNA records that documented
when the CNA completed R11's scheduled
showers was blank, absent of a'documented
signature on the following dates:

6124115,

-7/5115, 712/15, 7/18/16, 7/19/15, 7/28/15,
-8/98/16, 8/23/16, 8/26/15;

-9/27/15, 9/30/15;

-10/7/16.

During an interview on 11/09/15 at 10:29 AM with
E2 DON, it was confirmed that clinical record
contalned blanks In the sections deslgnated for
CNA and Nurse slgnature for completion of
showers,

These findings were reviewed with E1 (NHA) and
E2 on 11/10/15 at 11:40 AM.

Cross refer F309 example #3

F514
F 614 483.7501) (1)

RECORDS-COMPLETE/ACCURATE/
ACCESSIBLE

A. R74's clinical records have been adjusted

to indicate the diagnosis for the PRN
Tylenol, R8's and R11's documentation
cannot be retroactively documented. All
residents’ skin and hygiene has been
checked by the DON/ADON to ensure that
the residents were bathed within the
timespan of review,

R74's PRN pain medication cannot be
retroactively documented for effectiveness
of response to the PRN medication.

The change of shift MAR check has been
initlated for staff nurses to ensure the
documentation is completed (Attachment
M).

A Quality Improvement audit will be
completed weekly and reported at the
Quarterly Quality Improvement
Committee Meeting.

111115

111715

11/11115

12/30/15
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2, Review of R74's clinical record revealed the
following missing documentation:

- 3/10/15 - Physiclan order included PRN Tylenol
for elther headache/mild discomfort or fever. The
reason was not recorded on the July through
October MARs nor the monthly printed orders
dated 10/30/186.

- August, September and October, 2015 Narcotic
Record for morphine: 13 doses not recorded,
plus 1 Instance the ime was not written,

- July through October, 2016 MAR's:

* PRN morphine administration not recorded on
MAR twice

* Time of PRN morphine not recorded six (6)
times and PRN laxative once

* Nurse Initlals for PRN morphine not recorded
once

* Effect of a PRN laxatlve not recorded on the
back of the MAR twice in October

- July through October 2015 Paln Flow Sheet for
PRN morphine:

* Missing 10 administrations

* Effect of PRN atlvan recorded on paln flow
sheet Instead of the back of the MAR one time

- Post Fall Assessment form:
* 3/24/15 and 5/23/15 - @ach missing one of the 4
assessments

- Neuro Check for head injury form:

* 3/10/15 - missing 3 of the 4 assessment (8, 16
and 24 hours)

* 3/24/15 - missing 2 of the 4 assessments (16
and 24 hours)

Al T LEW
CADBURY AT LEWES LEWES, DE 19958
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- July through October 2015 nurse behavior
monitoring for Seroquel:

* days - 12 shifts

* avenings - 10 shifts

- July through October 2016 nurse behavior
monitoring for Klonopin:

* days - 16 shifts

* evenings - 13 shifts

- August through October 2015 CNA Behavior
Flowsheet for soclally inappropriate:

* days - 11 shifts

* gvenings - 19 shifts

* nights - 13 shifts

- August through October 2016 CNA behavior for
physical abuse:

* days - 12 shifts

* gvenings - 21 shifts

* nights - 14 shlfts

- Meal percentage / liquid taken during meal.
Breakfast - August 16, 17, 18, 27, October 28,
Lunch - August 15, 18, 17, 18, 27; October 26,
27.

Dinner - August 11, 16, 18, 19, 23, 24, 28, 29,
September 18, 22, 24, 28, 29,

- Bowel movement on CNA flowshee [these were
absent documentation):

* days - August 11, 14, 15; October 25, 26, 28,
289, 30.

* gvenings -Aug 9, 11, 21, 26, 28, September 4,
18, 20, 25; October 2, 12;

* nights - August §, 8, 22, 29; October 11,18.

11/9/15 - Interview with E2 between 10 AM -
10:20 AM confirmed times should be with Initials
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on front of MAR. Expectation is that all
information for PRN pain medications should be
on Pain Flowsheet and not the back of the MAR.
E2 stated that documentation had been Identified
as an Issue, education had been conducted and
chart audits were being completed. Some staff
had been called Into the office and were
disciplined. E2 confirmed numerous missing
documentation entrles when shown coples of a
variety of forms with missing or Incorract
documentation highlighted. Review of facllity
records revealed a lack of conslstent Information
on the MAR, pain flow sheet and signed out times
on the narcotic recorde in comparison to the
MARs for R74.

These findings were reviewed with E1 and E2 on
11/10/15 at 11:40 AM.

3. The following was reviewed in R8's clinical
record:

9/2/15 MAR - 8 out of 13 (46%) medications were
not signed off as given.

July 2015 - Behavioral/intervention Monthly Fiow
Record was compieted for night shift on 7/28,
7/30 and 7/31/15, despite the resident being in
the hospital during this time perlod,

11/9/15 at 3:30 PM - Interview with E5 (LPN)
confirmed the above documentation
Inconslistencles.

Findings were reviewed with E1 and E2 on
11/10/15 at 11:40 AM.,
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficiencies 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 November 3,
2015 through November 10, 2015. The
deficiencies contained in this report are
based on observations, interviews, review of
residents' clinical records and review of other
facility documentation as indicated. The
facility census the first day of the survey was
40. The Stage 2 sample totaled 19 residents.

3201 Regulations for Skilled and Intermediate
Care Facilities

3201.1.0 | Scope

] N A F156

3201.1.2 Nurs.lng facilities shall be subject to all 483.10(b)(5) - (10), 483.10(b)(1)
applicable local, state and federal code NOTICE OF RIGHTS, RULES, SERVICES,
requirements. The provisions of 42 CFR CHARGES
Ch. IV Part 483, Sprart B, reqUirements A.  The facility has posted a written 11/06/15|
for Long Term Care lfa_cm?les, and any description of resident’s legal rights and
amendments or modifications thereto, are the contact numbers of all pertinent State
hereby adopted as the regulatory client advocacy groups including the
requirements for skilled and intermediate Division of Long Term Care Resident
care nursing facilities in Delaware. B Z(I)tset:tt!t?rr;embers and residents have been | 11/19/15/
Subpart B of Part 483 is hereby referred notified regarding the contents of the sign -
to, and made part of this Regulation, as if along with the location of the sign.
fully set out herein. All applicable code C. Al staff are in-serviced by the Staff 11/19/15|
requirements of the State Fire Prevention DﬁV°'°P°’t’°%ﬁ‘“}i“g fi_Side,"t fig*t"z a'};’“

. . whnere contact information 1s posted.
_Commlssmn are hereby adopted and residents are informed regarding their legal
incorporated by reference. rights and exactly where the information is
. . . ) posted by the Staff Developer.
This requirement is not met as evidenced . A monthly Quality Improvement audit will | 12/30/15
by: Cross Refer to the CMS 2567-L survey be completed monthly for 4 months by the
completed November 10, 2015 F156, F167, ADON to ensure that the postings remain
F242, F244, F253, F278, F279, F280, F309 intact. All findings will be reported at the
i ' Quarterly Quality Improvement
F323, F329, F356, F371, F431, F463 and Committee Meeting by the ADON to
F514. ensure solutions are permanent
(Attachment A).
L

Provider's Signaturéﬁ[' | hf E /l’N,

-
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Title 16 Activities Staffing F167
DeI.C., All . . spage : 483.10(g)(1)
residential heaith facilities licensed for g
Chapter11 | 30 peds or more shall have a full-time ilé}cigggfg SVEY EESTILIS = REQDILY
Subchapter | activities director. Any activities director
Vi, § hired after July 1, 2001, shall be a certified | A. Survey results have been posted in an area | 11/06/15
1163(a) therapeutic recreation specia"st’ a that iS' r_eadily acces_sible to all residents'
certified occupational therapy assistant, a and wisitoes, & nofice hasibeem posted in
.ps ) . e the lobby of the health care center
certlfle_d music t_h.eraplst, a certlfle_d art regarding the location of the survey results.
therapist, a certified drama therapist, a B. All residents and staff have been informed | 11/19/15
certified dance/movement therapist, a of a‘l/ailability and location of survey
= g » sgn . . resu IS.
cemf'e‘:.ac"ntr:es ol etctor, oraregistered | . i will be in-serviced by the Staff | 11/19/15
Occupationa erapist. Developer regarding survey results and
i : : ; location of survey information. The
zh.ls requirement is not met as evidenced DON/designee will check the survey
y: results with a monthly audit to ensure that
; ; ; " survey results are posted correctly.
CBjased ontlr:.terw‘?w ancé rttewev_v OLftahc”,:tt);] D. A Quality Improvement audit will be 12/30/15 |
°99mer1 ation, it was ae ermlne ) a e completed monthly for 4 months and will
facility failed to have a full time activities be reported at the Quarterly Quality
director as required by State law. Findings Improvement Committee Meeting by the
include: DON/designee to ensure solutions are
' permanent {Attachment B).
In an interview on 11/9/15 at 1:50 PM, E11
(DRS) stated that she currently holds the
certification as the Activity Director for the
skilled nursing care facility. E11 stated that in EégzlS(b)
Max 2015 she.was promoted.to Director (_)f SELF.DETERMINATION — RIGHT TO
Resuder)t Servn‘ces. for the entire community MAKE CHOICES
population, which included independent
living, assisted living and skilled nursing care. | A. A shower schedule was reviewed with 112715
E11 stated that she supervises unlicensed ;l()l\avi:a;?l::e)c'is?ed they have agreed to the '
activity staff in the skilled nursing care facility. | 5 A focus review was completed on all /1915 |
Review of the undated facility’s description of ::;’u"'r':t;f;‘ifl“:e rbs)(’)r‘\:‘; ﬁ'y’gi’eg:e“:;:ebz"en
essential duties and responsibilities of the implemented. All residents are
Director of Resident Services included, but interviewed upon admission by the charge
not limited to the following: nurse regarding their preference for a
- “Attends nursing and assisted living care SE":VV:: or E:::'w’zs “:;f:p“l’g‘t'e‘dvz:l‘gy HiBcE
conferences on a regular basis, giving input documented on the TAR on assigned days
that will contribute to residents’ overall (Attachment C). This review and
care..., monitoring will be completed by the
- Attends Health Committeg meetings charge nurse/ADON.
mont%and reports as negded on~community
activifies and addrésses/qléstions and

: LT
Provider’s Slgnature( (L /U( /Ilw# -—=/ Title ¢ /’(é( Lth;, (/( }l’((‘ljéte

//7)//\
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Specific Deficiencies

ADMINISTRATOR'’S PLAN FOR
CORRECTION
OF DEFICIENCIES

COMPLETION
DATE

concerns that are discussed;

- Ensure that resident needs and preferences
are identified and addressed, including
offering programs to meet the varying
cognitive needs of the resident population
throughout (name of community);

- Develops diversified activity calendars for all
resident areas;

- Evaluates Resident Services Department
needs, develops and maintains current job
descriptions, supervises Activities
Coordinator and companions;

- Serves as the Risk Manager for the
Community ...".

Upon review of the facility’s job description
and interview with E11, the facility lacked
evidence that E11 was a full-time activity
director for the skilled nursing care facility as
her current responsibilities and time as
Director of Resident Services also included
providing services to two additional
populations in the community, specifically
independent living and assisted living.

The skilled nursing care facility failed to have
a full-time activities director since May 2015,
a total of 6 months. Findings were reviewed
with E1 (NHA) and E2 on 11/10/15 at 11:40
AM.

C. All nursing staff will be in-serviced by the
Staff Developer regarding shower/bath
care schedules with emphasis on resident
choice and completion of documentation.
Random checks by the charge nurse on 3-3
residents per week will be completed to
ensure resident’s shower schedule is being
followed for consistency and accuracy.

D. A Quality Improvement audit will be
completed weekly for 4 weeks and then
monthly by the DON/ADON. The audit
will monitor the documentation of the
shower schedule by the CNA and charge
nurse. The audit will be reported to the
Quality Improvement Committee by the
ADON to ensure solutions are permanent
(Attachment D).

F244

483.15(c)(6)

LISTEN/ACT ON GROUP GRIEVANCE /
RECOMMENDATION

A. The addressed concern and activity time
has been adjusted to allow more time in
group activities.

B. The new activity calendar has been posted
reflecting additional time for group
activities. All residents will be notified
regarding additional time/activity during
the December 8, 2015 Resident Council
Meeting (Attachment E).

C. All staff has been in-serviced regarding
new activity times by the Activity
Director. The Activity Director/designee
will perform random audits to ensure the
new times are implemented according to
the schedule. The Activity Director will
review all grievances to ensure compliance
has been met.

D. A Quality Improvement audit will be
performed monthly by the Activity
Director to ensure hours of satisfaction for
residents’ group activities. Results of the
audit will be reported at the Quarterly
Quality Improvement Committee Meeting
by the Activity Director to ensure the
solution is permanent (Attachment F),

1171915

12/30/15

12/01/15|

1201/15|

11/19/15}

12/30/15|

P
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The skilled nursing care facility failed to have
a full-time activities director since May 2015,
a total of 6 months. Findings were reviewed
with E1 (NHA) and E2 on 11/10/15 at 11:40
AM,

perform random inspections of rooms to
assure compliance. Findings will be
reported at the Quarterly Quality
Improvement Committee Meeting by the
Director of Support Services (Attachment
G).

Provider’s Signatur[ L/H |

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; F253
- Ensure that resident needs and preferences | 483.15(h)(2)
are identified and addressed, including ;’%{f&g‘apm(} & MAINTENANCE
offering programs to meet the varying
cognitive needs of the resident population A. The torn fall mats were removed and 11/09/15
throughout (name of community); replaced with new ones in all rooms. The
- Develops diversified activity calendars for all damage to the walls and doors were
resident areas: r;palred in all rooms. The lights and night
. . lights were replaced in each room
- Evaluates Resident Services Department identified. The loose electrical and call
needs, develops and maintains current job light plates were repaired in each room
descriptions, supervises Activities identified.
Coordingtor and comparions; T e o | 1o
- Serves gs th? Risk Manager for the C. Aﬂ staff has bSen in-serviceyd by the 12/10/15!
Community ...". Director of Support Services regarding the
Upon review of the facility’s job description ;:‘pﬁggi’;‘/’feg;it‘:;ﬁ"rﬁ 2‘1‘;8 and any
and interview with E11, the facility lacked damage to the walls and doors. An
evidence that E11 was a full-time activity inspection sheet has been developed for the
director for the skilled nursing care facility as housekeepers to use to perform weekly
her current responsibilities and time as ChCITkS °(;‘(:h° condition of all fall mats,
Director of Resident Services also included iy fliag';n “gﬁ{:’ :;Zﬂzgggiﬁgglgczlg:;z
providing services to two additional call light plates.’ The findings of the audit
populations in the community, specifically will be reported weekly to the Director of
independent living and assisted living. ::CPUI;Z? Services for consistency and
D. The Hoﬁsekeeping Team Leader will 12/30/15

ried U | }/(gqfé ///) /5 2 VS
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illness per attestation will be checked by
the RNAC to ensure that the resident’s
terminal diagnosis is reflected on the
MDS. A weekly check by the RNAC with
a monitoring sheet of 2-4 residents or 10%
of the census will ensure that all
documentation and coding is accurate.

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; F278
- Ensure that resident needs and preferences | 483.20(g) - (j)
are identified and addressed, including Q(SZSC%SRSXA(?\I(\I/EOORDINATION/ ERTIFIED
offering programs to meet the varying : CELE
cognitive needs of the resident population A. R24’s MDS was corrected to reflect the | 11/05/15'
throughout (name of community); accurate number of resident falls.
- Develops diversified activity calendars for all | B. Al resident MDS® have been reviewed by | 11/13/15!
; . the RNAC/DON to ensure that al}
resident areas; documentation is complete and all codin
- Evaluates Resident Services Department & BEpTODiiaS bys VS A fufie
need§. develops anq maintain‘S current job MDS’ will be coded correctly to retlect all
descriptions, supervises Activities residents with falls. Random checks by the
Coordinator and companions; RNAC/I:\DON will be completed vyeekly
- Serves as the Risk Manager for the with el and MDS coding ave somples
Community ...". C. All staff will be in-serviced by the Staff 11/15/15 |
Upon review of the facility’s job description Developer regarding MDS coding of falls
and interview with E11, the facility lacked A LTt dgeupenation
) ' ; N required to ensure documentation is
evidence that E11 was a full-time activity accurate and consistent, '
director for the skilled nursing care facility as | D. A Quality Improvement tool monitoring 12/30/15
her current responsibilities and time as d‘?lcl“gnemat"?“ 02 falls and MES coding
Director of Resident Services also included will bejeergisted weekly for  weeks Aiid
s ) i1 then monthly to ensure documentation and
prowdmg services to two ac_idltlonal‘ ) coding is accurate by the DON/designee.
populations in the community, specifically All findings will be reported at the
independent living and assisted living. Quarterly Quality Improvement
Cl:mm;ttee Ml:;eting by the DON/designee
(Attachment H).
The skilled nursing care facility failed to have 5
a full-time activities director since May 2015 -
. g . ' A. R24’s attestation of prognosis of less than 11/05/15
a 'total of 6 months. Findings were reviewed six months to live was identified on
with E1 (NHA) and E2 on 11/10/15 at 11:40 medical record.
AM. B. All residents with a diagnosis of a terminal | 11/13/15
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monitoring the resident care plans weekly
for 4 weeks and then monthly by the
Activity Director and reported quarterly at
the Quality Improvement Committee
Meeting (Attachment J).

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; C. In-service of all nursing staff will be 11/25/15
- Ensure that resident needs and preferences completed by the Staff Developer
are identified and addressed, including regarding MDS coding of attestation of
offering programs to meet the varying terminal illness and appropriate
- \ . documentation required to support
cognitive needs of the resident population diagnosis:
throughout (name of community); D. A Quality Improvement tool will be 12/30/15
- Develops diversified activity calendars for all completed monthly on all new admissions
resident areas: and ten residents for 4 months to ensure
- Evaluates Resident Services Department documentationsistcomplete. AiMindines
- . will be reported at the Quarterly Quality
needs_, qevebps an‘_’ malnta.ln_s_ current job Improvement Committee Meetings by the
descriptions, supervises Activities DON/designee (Attachment I).
Coordinator and companions;
- Serves as the Risk Manager for the F279
Community ..." 483.20(d), 483.20(k)(1)
. . o DEVELOP COMPREHENSIVE CARE
Upon review of the facility's job description PLANS
and interview with E11, the facility lacked . _ -
evidence that E11 was a full-time activity A R-24 - The facility cannot retroactively HAY LS
director for the skilled ) facilit adjust the care plan after residént has been
Irector ror tine ski e ,{‘E‘rs'”g cqre acllity as discharged. R-56 — the care plan has been
her current responsibilities and time as adjusted to reflect an individualized care -
Director of Resident Services also included plan according to the activity assessment.
providing services to two additional B. A focus review of all residents will be 12/19/15|
: : . . completed and care plans adjusted
.pOPUIatlons m_ t,he Commun.'ty' Sp,eqﬂca"y accordingly. All new admissions will be
independent living and assisted living. assessed and preferences for activities will
be accommodated.
. , - . C. All staff has been in-serviced regardin 11/19/151
The skilled nursing care facility failed to have care plan documentation and garcineg
a full-time activities director since May 2015, individualization of resident care plan by
a total of 6 months. Findings were reviewed the Staff Developer. The Activity Director
with E1 (NHA) and E2 on 11/10/15 at 11:40 il RplSrcTy Fencomyaudils ofitires
AM charts per week of residents care plans to
: ensure individualization of resident needs
have been met.
D. A monthly audit tool will be completed 12/30/151
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current orders and care plans to reflect all
discontinuing medications. The
DON/designee will review all new orders
in the past 24 hours to ensure that
physician orders have been completed. A
24 hour chart check will be completed by
the 11-7 shift to check for accuracy of all
orders written in the past 24 hours.

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; zgg%O(d)(B) 483.10000)
) En'zure _tf!'\a; ) esdldené needz a_ndl pégferences RIGHT TO PARTICIPATE PLANNING
are identified and addressed, including CARE-REVISE CP
offering programs to meet the varying 1.
cognitive needs of the resident population A. The facility is unable to retroactively 11/24/15]
throughout (name of community); i R46’Sl°i“/fgsi/’;%"l e
) . e L charge on 5 s care plan
reZﬁjveerL(t)Z?eg:?rsmed activity calendars for all has been updated to reflect current
v . physician's orders.
- Evaluates Resident Services Department B. All residents’ wound care documentation 11/1015|
needs, develops and maintains current job has been reviewed to ensure that all goals '
descriptions, supervises Activities ';"‘:: been L‘E::‘gt:‘ilz'r‘:er;?l‘;cr‘:‘f‘iéa i
Coordinator and qompamonS; hour report sheet to ensure that all care -
- Serves as the Risk Manager for the plans and goals have been updated {
Community ...". accordingly. :
. e g L C. All nursing staff will be in-serviced by the | 11/19/15l
UpOt.'I review of _the facility’s ]°b. _deSC”ptlon Staff Developer regarding the procedure
and interview with E11, the facility lacked for updating care plan changes along with
evidence that E11 was a full-time activity goals. All new wounds will have a
director for the skilled nursing care facility as documentedl wotndiglen and anesy
h t ibiliti dti physician’s order will be written for the
?f curren responS| I Ie_s an 'm_e as treatment of choice. All new orders will
Director of Resident Services also included be reviewed within 24 hours by the
providing services to two additional DON/ADON to ensure that all care plans
populations in the community, specifically ?hangﬁs have been made and to keep errors
. - P ‘s rom happening again.
independent living and assisted living. D. A Quality Improvement audit will be 12/30/15
completed weekly for one month and then
The skilled nursing care facility failed to have monthly on all wounds by the ADON to
) L - h ensure care plans are in place All findings
a full-time activities dl.rec.tor since Mayl 2015, will be reported to the Quality
a total of 6 months. Findings were reviewed Improvement Committee by the ADON
) y
with E1 (NHA) and E2 on 11/10/15 at 11:40 (Attachment K).
AM.
2,
A. R74’s care plan has been updated to reflect | 11/05/15
current physician’s orders.
B. A focus review has been completed on all 11/05/15

/)
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with E1 (NHA) and E2 on 11/10/15 at 11:40
AM.

Staff Developer regarding the procedure
for medication administration including the
five rights and the importance of
documentation on the MAR to reflect
administration of the medication. The
charge nurse will review the MAR at the
end of each shift to ensure that all
medication has been given and
documented in the MAR. Random MAR
checks will be completed by the ADON on
5-6 residents per week to keep deficient
practice from happening again'
(Attachment M),

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed, C. All nursing staff has been in-serviced by | 11/19/15
- Ensure that resident needs and preferences the Staff Developer regarding the
are identified and addressed, including P;‘;T:‘;EZZ rfgi'nulida‘;i‘lsl care p:ﬁl;s a"‘i‘” e
i i g new orders w
offering programs to meet the varying . rgeviewe | withign y?_ 4 hours by the
cognitive needs of the resident population DON/ADON to ensure that all care plan
throughout (name of community); changes have been made,
- Develops diversified activity calendars for all | D. A Quality Improvement audit will be 12/30/151
resident areas: completed by the ADON weekly and tht?n
- Evaluates Resident Services Department bme°$hly on all care plans. The results will
L ) ported quarterly to the Quality
needs, develops and maintains current job Improvement Committee by the ADON
descriptions, supervises Activities (Attachment L).
Coordinator and companions;
- Serves as the Risk Manager for the F309
Community ...". 483,95
Upon review of the facility’s job description PROVIDE CARE/SERVICES FOR HIGHEST
and interview with E11, the facility lacked g
evidence that E11 was a full-time activity A. RI41 - A medication error has been 11/30/15]
director for the skilled nursing care facility as completed for the omitted doses on
her current responsibilities and time as 10/28/15 and 10/29/15. The facility is
Director of Resident Services also included Una:jtflettf) retroactively Vfrti_fy t‘t‘a‘t;he
s § HY medication was given relating to the
pl‘OVIdIf!g semces to two aqdmonal. ] resident’s dischfrge on ll/09g/15.
_populatuons in the community, specifically B. A focus review was completed on all 1/10/15]
independent living and assisted living. resident’s MAR to ensure that no doses
were missed. A change of shift MAR
check is completed by the nurses and .
The skilled nursing care facility failed to have signed for in the MAR to ensure that all
a full-time activities director since May 2015, documentation has been completed.
a total of 6 months. Findings were reviewed C. All nursing staff will be in-serviced by the | 11/19/15 |
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are_ discussed; D. A Quality Improvement audit will be 12/30/15
- Ensure that resident needs and preferences completed by the ADON weekly on 10
are identified and addressed, including residents a week for 4 weeks and then
offering programs to meet the varying cetiveness ofth change and reported a
cognitive needs of the reS|deqt population the Quarterly Quality Improvement
throughout (name of community); Committee Meeting by the ADON to
- Develops diversified activity calendars for all ensure solutions are permanent
resident areas; (Attachment N).
- Evaluates Resident Services Department 5 (/10|
needs_, qevelops anc_i mainta.in.s. current job A. R74s pain level has been assessed
descriptions, supervises Activities utilizing the PAINAD scale and the
Coordinator and companions; resident has been medicated accordingly. 11/30/151
- Serves as the Risk Manager for the B. All1 resideﬁts\:’re assesied durglésezli)ch shift
: » utilizing the Wong-Baker FA ain
Commumty e Rating Scale or the PAINAD scale and
Upon review of the facility’s job description MEGiCatedyTCEORdiNg1 THhE,FR pain
and interview with E11, the facility lacked documentation sheet has been adjusted to
. ) - reflect both pain scales needed to
e_Wdence that E11 was a full-time activity effectively assess all resident pain. All
director for the skilled nursing care facility as PRN medication has been documented
her current responsibilities and time as accordingly (Attachment O).
Director of Resident Services also included C. All nursing staff has been in-serviced by 11/19/15
providing services to two additional the: Staff Developer regarding the adjusted
. . . - pain scale documentation sheet and
populations in the community, specifically procedure. The charge nurse will review
independent living and assisted living. the PRN pain documentation at the end of
each shift to keep the deficient practice
from happening again.
The skilled nursing care facility failed to have | D. A Quality Improvement audit will be 12130115/
a full-time activities director since May 2015, completed by the ADON weekly on ten
a total of 6 months. Findings were reviewed esidentsandithen'gionthiy) and reponsd
. quarterly to the Quality Improvement
AM. solutions are permanent (Attachment P).
3.
A. R8- A medication error was completed 11/30/15
for the delay in following physician’s
order.
B. All residents physician’s orders have been /11115
reviewed to ensure orders have been
initiated and completed. All orders will be
reviewed during the 24 hour chart check
and daily by the DON/designee for
accuracy and consistency.

Fa '\_
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SECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; C. All nursing staff has been in-serviced by 11/19/15
- Ensure that resident needs and preferences the Staff Developer regarding the policy
are identified and addressed, including 5 Tép 52?3;‘11?? °fPhYS:°1a3ft>fd?‘flsl-) TG
. s ) provement audit will be :
Offen,n_g programs to meet, the varying . completed by the DON/ADON weekly for
cognitive needs of the resident population ten residents a week and then monthly and
throughout (name of community); reported to the Quality Improvement
- Develops diversified activity calendars for all C(:m{nittee by the DON/(A/;‘DOT;J1 to enscl;)re
resident areas: solutions are permanent (Attachment Q).
- Evaluates Resident Services Department 4
needs, develops and maintains current job A. RS56 has appropriate lids placed on her 11/07/15
descriptions, supervises Activities cups.
Coordinator and com panions; B. All 'residents with orders .fOI' adaptive 12/05/1 5|
- Serves as the Risk Manager for the equipment have b}:en reviewed to ensure
. N care plan and equipment match and are
Community ... accurate, The Dietary Department is in the
Upon review of the facility’s job description process of transitioning to identical sippy
\ . . i cups with lids for all residents with orders
and interview with E11, the facility lacked for adaptive equipment.
evidence that E11 was a full-time activity C. All nursing and dietary staff has been in- 11/19/15
director for the skilled nursing care facility as serviced by the Staff Developer on the
her current responsibilities and time as g:sr"of;?:‘;z gg;:i;‘vi:"e‘:u*;m:ﬁt‘:‘:place a
Dwegtgr of Re§|dent Servnces'a.ilso included periphysicians order: Al mews adptive
providing services to two additional equipment has been ordered for all
populations in the community, specifically residents. Random checks by the Director
independent living and assisted living. of Dining/designee will be completed
weekly for 4 weeks and then monthly to
monitor the effectiveness of the change
The skilled nursing care facility failed to have and ensure compliance and accuracy and
a full-time activities director since May 2015, consistency. L |
a total of 6 months. Findings were reviewed | > Qevz:f;d’l’ Quality Improvement audit will | 12/30/15!
) pleted by the Director of
with E1 (NHA) and E2 on 11/10/15 at 11:40 Dining/designee of all residents with
AM adaptive equipment for 1 month and
reported at the Quarterly Quality
Improvement Committee Meeting by the
Director of Dining/designee to ensure
solutions are permanent (Attachment R).
5.
A. R47’s vital signs were unable to be 11/12/15
documented retroactively. The resident’s
vital signs were checked and they were
within normal parameters.
B. All resident MARSs were reviewed to 11/11/15
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed,; ensure vital sign documentation is
- Ensure that resident needs and preferences complete.
are identified and addressed, including C.  All nursing staff has been in-serviced by 11/19/15
: ' : the Staff Developer regarding the
offenp g programs to meet, the varying . appropriate procedure for documentation
cognitive needs of the resident population of vital signs on MAR. The ADON/charge
throughout (name of community); nurse will monitor all residents with orders
- Develops diversified activity calendars for all for vital sign daily to ensure that all
resident areas: documentation is complete with accuracy
Evaluates R ' dent Servi D it t and consistency.
- Evaluales ~esiden erwcgs epa m,en D. A Quality Improvement audit will be 12/30/15
needg, develops and maintains current job completed by the ADON/charge nurse
descriptions, supervises Activities weekly for ten residents and then monthly
Coordinator and companions; and reported on at the Quarterly Qlil)ali?ll
- ; Improvement Committee Meeting by the
CServes .as th? Risk Manager for the DON/ADON to ensure solutions are
ommunity ...". permanent (Attachment S).
Upon review of the facility’s job description S
and interview with E11, the facility lacked 483.25(h) ‘
eyidence that E11 was a fu_II-time activ'it.y FREE OF ACCIDENT HAZARDS/ 'E
director for the skilled nursing care facility as | SUPERVISION/DEVICES {
her current responsibilities and time as :
Director of Resident Services also included A. The loose grab bars were repaired in each 11/09/15
o . . room identified.
pFOVIdII"!g serwces to two a<_1d|t|onal' . B. All other rooms were inspected and work 11/09/15
POpUIatlons n t_he Commun.'tyv sp.eqflcally requests were placed for any issues.
independent living and assisted living. C.. An inspection check sheet will be 12/10/15
developed for the housekeepers to use once
) ) N ) a week to check for loose grab bars. An
The skilled nursing care facility failed to have in-service will be conducted by the !
a full-time activities director since May 2015, Director of Support Services with all I
a total of 6 months. Findings were reviewed :;’;;Z‘r‘:r‘;’gp‘:gs;ﬁl pEEYSOUAEHICIEncy [fom gl
with E1 (NHA) and E2 on 11/10/15 at 11:40 D. The Housckeeping Team Leader will
AM. perform random inspections of rooms to
assure compliance. Findings will be
reported at the Quarterly Quality
Improvement Committee Meeting to
ensure that solutions are permanent
(Attachment G).
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The skilled nursing care facility failed to have
a full-time activities director since May 2015,
a total of 6 months. Findings were reviewed
with E1 (NHA) and E2 on 11/10/15 at 11:40
AM.

developed and will be completed monthly
by the DON/ADON reviewing all new
admissions and then 10 residents per
month and reported at the Quarterly
Quality Improvement Committee Meeting
by the DON/ADON to monitor the
effectiveness of the systemic change and
ensure that solutions are permanent
(Attachment T).

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; 53592 50
- Ensure that resident needs and preferences :
are igientified and addressed, inclugiing 8;32&%%%?&52? FROM
offering programs to meet the varying
cognitive needs of the resident population A. R74’s AIMS test was completed during the | 11/04/15
throughout (name of community); survey and a physician’s order was written
- Develops diversified activity calendars for all :r’lgz‘;ecg:s;ﬁf;; z’;’fﬁ?ﬁ’&eﬁ’fry 6 months _
resident areas; B. All residents that have orders for 11/04/151
- Evaluates Resident Services Department psychotropic medication have had their
needs, develops and maintains current job charts reviewed to ensure that all Aims
descriptions, supervises Activities frfttshzaTVzlge;)“r z“’/r;‘;lgid r;ggtﬁghcdmed
Coordinator and qompanlons; C. All nursing staff has been in-serv.iced by 11/09/15|
- Serves as the Risk Manager for the the Staff Developer regarding the '
Community ...". procedure for AIMS testing and
. - . Lo documentation. All charge nurses will
Upon review of the facility’s job description complete an initial AIMS test for all
and interview with E11, the facility lacked residents with physician’s orders for
evidence that E11 was a full-time activity psychotropic medications. The charge
director for the skilled nursing care facility as nurse will document the AIMS test
her current responsibilities and time as Zﬁgﬁf:ltfl:t" Zﬁysscﬁ‘eg‘u"lgzhvsvi‘ﬂ g;e TAR to
Director of Resident Services also included completed. Random checks of AIMS test
providing services to two additional schedules will be completed by the
populations in the community, specifically EOI;I/ADON t(}) enjure that documentation
i RYH i i as been completed.
independent living and assisted living. D. A Quality Iml?rovement audit tool has been | 12/30/15 |
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; 5336
- Ensure that resident needs and preferences 30(e)
are identified and addressed, including }’ﬁgggﬁ:%gia SIAEEING
offering programs to meet the varying
cognitive needs of the resident population A. A staffing sheet has been posted on the 11/09/15/
throughout (name of community); Skilled Unit in an area of accessibility to .
) ) s ivi r rall staff and visitors. '
D%vel?ps d|v§r3|f|ed acti ty calendars fo B. The sign reflects the facility name, date, 11/09/15!
resiaent areas; . \ and the total number of hours worked by
- Evaluates Resident SerV'ce_S Departmf-:‘nt the following categories: Registered
needs, develops and maintains current job Nurse, Licensed Practical Nurse and
descriptions, supervises Activities Sc):mﬁed Nursing Assistants (Attachment
Coordinator and companions; h C. Al staff has been in-serviced by the Staff | 11/19/15 |
- Serves gs th? Risk Manager for the Developer regarding the sign and its
Community ...". contents. The charge nurse will check the
, cep oy s L. staffing sheet at the start of each shift to |
Upor_1 rewgw of .the facility's JOb_ fjescnptlon ensure that all requirements have been met '
and interview with E11, the facility lacked and to prevent the deficient practice from
evidence that E11 was a full-time activity happening again. o :
director for the skilled nursing care facility as |D- A Q“;";Wd‘énpt’;“’gg:/t :B%tr\lwtl“ e 12/30115 |
T . completed by the 0 ensure .
h?l‘ current responSIbllltle§ and tlm,e as that all requirements have been met and
Dlregtgr of Regldent Servuces. glso included solutions are permanent. The findings will
providing services to two additional be reported at the Quarterly Quality
populations in the community, specifically Improvement Committee Meeting by the
independent living and assisted living. DON/ADON (Attachment V).
The skilled nursing care facility failed to have
a full-time activities director since May 2015,
a total of 6 months. Findings were reviewed F371 =
with E1 (NHA) and E2 on 11/10/15at 11:40 | 4atic
AM. FOOD PROCURE, STORE/PREPARE/SERVE |
- SANITARY :
A. The dietary server was reassigned and 11/03/15
educated regarding the infection control
policy and procedure required in the food
service area including the proper procedure
for handling food items. The delivery
person was notified that he must wear hair
restraint when entering the kitchen. The
cart was removed from in front of the
handwashing sink.
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NAME OF FACILITY: Cadbury at Lewis

DATE SURVEY COMPLETED: November 10, 2015

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are_ discussed, B. The sink is scheduled to be removed by the | 01/08/15
- Ensure that resident needs and preferences Maintenance Department. A hair net
are identified and addressed, including dispenser will be placed at each entrance to
offering programs to meet the varying phe Kichen e, The Jiowary server has
m . . N 1N-SErvic Yy the Director o ning
cognitive needs of the resndeqt population on the proper procedure for infection
throughout (r.‘ame. 9f Com_mlun'ty); control during food handling. All staff has
- Develops diversified activity calendars for all been re-evaluated by the Director of
resident areas; D?ning to ensure competency. Al.l staff
- Evaluates Resident Services Department g;:igz f(;’ae':::f: t{;ﬂi’a‘f’f}’rg:a?‘;e“°’ of
a f . n
needg, qevelops anc_i malnta'ln_s_ current job compliant in infection control .
descnptlons- supervises ACtIVItIeS practices/food handling, All vendors have
Coordinator and companions; been notified that any delivery person must
- Serves as the Risk Manager for the wear a hair restraint when entering the
i " kitchen. A hair net dispenser will be
Community ...". installed outside the entrance to the kitchen
Upon review of the facility's job description ﬁs well as a sign posted requiring use of a
and interview with E11, the facility lacked gir GESEAING
) ! g . C.  All dietary staff has been in-serviced and 11/06/15|
eY'dence that E11_ was a ﬂ‘,'"'tlme aCtI\/,'t_y re-evaluated by the Director of Dining
director for the skllle'd. nursing care facility as regarding the procedure for infection
her current responsibilities and time as control when handling food and the
Director of Resident Services also included importance of wearing a hair restraint
providing services to two additional ccated regading the mperimmce ot pot
POpUIatlons m. t,he Commun.'ty' sp.eglflcally blocking the sink with cart or equipment.
independent living and assisted living. Random checks of dietary staff will be
completed weekly by the Director of
p
. . . . Dining to ensure compliance.
The skilled nursing care facility failed to have |[p A Quality Improvement tool will be 12/30/15
a full-time activities director since May 2015, completed monthly and reported at the
a total of 6 months. Findings were reviewed Quarterly Quality 'mgmzeme_m ]
with E1 (NHA) and E2 on 11/10/15 at 11:40 Commitioe Meeting by the Directar o
AM Dining to ensure that change is permanent
) (Attachment W),
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed; F431 1
- Ensure that resident needs and preferences | 483.60(b), (d), (¢)
are identified and addressed, including g'};{g&%@ﬂgv LABEL/STORE DRUGS
offering programs to meet the varying
cognitive needs of the resident population 1.
throughout (name of community); A. Al expired medications were removed 11/06/15
- Develops diversified activity calendars for all from the medication cart.
resident areas; O i s e e W25
- Evaluates Resident Services Department wiﬂ complete a daily medicationgcan
needs, develops and maintains current job check during their individual shifts. A
descriptions, supervises Activities weekly cart check will be completed of atl
Coordinator and companions; m%di‘l’r“ti_m; carts a{;ldb‘hed medicattiOS room |
- Serves as the Risk Manager for the weekly mediction check sheet |
Commun'ty e (Attachment X). The pharmacy consultant
Upon review of the facility's job description will review the medication cart monthly to _
. . . e check for expired medications,
and interview with E11, the facility lacked C.  All nursing staff has been in-serviced by | 11/19/15 |
evidence that E11 was a full-time activity the Staff Developer regarding the
director for the skilled nursing care facility as procedure for checking expired
her current responsibilities and time as medications. The nursing staff will
Director of Resident Services also included complete a daily medication cart check
R ) I during their individual shifts to ensure that
providing services to two additional all medications are not expired. A weekly
populations in the community, specifically chart check on Wednesdays will be
independent living and assisted living. completed by the charge nurse to ensure
that compliance is met with accuracy and
consistency.
The skilled nursing care facility failed to have |D. A Quality Improvement tool will be 12/30/15|
a full-time activities director since May 2015, completed monthly by the DON/ADON
a total of 6 months. Findings were reviewed g"d ali findings will be reported at the
. uarterly Quality Improvement
with E1 (NHA) and E2 on 11/10/15 at 11:40 Committee Meeting by the DON/ADON to
AM. ensure solutions are permanent
(Attachment Y).
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SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'’S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
[ concerns that are discussed; !
- En.sure .that resident needs a.nd pr_eferences A. R74’s post fall neurological assessment 11/09/15
are “_jentmed and addressed, '”C'UF"”Q cannot be retroactively documented. All
offering programs to meet the varying nursing behavior documentation cannot be
cognitive needs of the resident population retroactively completed.
throughout (name of community); B. All relsidc_:nt;s with falls th;t ha\l;e required 11/10/15|
: e o neurological assessment have been
- D_evelops diversified activity calendars for all reviewed to ensure that the required
resident areas; _ documentation is completed. All residents f
- Evaluates Resident Services Department on psychotropic medications have been '
needs, develops and maintains current job checked to ensure they have a behavior
descriptions, supervises Activities i°°}“‘me“‘a‘fi°';l ,i{‘e;t ‘°°?l‘°dki; ‘heb MAR,
: ; . change of shift chart check has been
Coordinator and qompamons’ initiated to ensure all behavior
- Serves as the Risk Manager for the documentation in the MAR is complete
Community ...". (Attachment Z).
. rea L C. All nursing staff has been in-serviced 11/19/151
Upop review of 'the facility’s Job_ Qescrlptlon regarding the procedure for post fall
and interview with E11 , the faCIllty lacked neurological assessment and behavior
evidence that E11 was a full-time activity sheet modification and the importance of
director for the skilled nursing care facility as EOmP'C"OH °f_tht° fequ"zd documentation
AT . 0 ensure consistency and accuracy.
her current responsibilities and time as D. A Quality Improvement tool will be 12/30/15
Dlregtgr of Re§ldent Serwces. glso included utilized weekly to review all SWIF review
providing services to two additional “notes (fall notes) and behavior sheets to
populations in the community, specifically ensure that all necessary documentation
independent living and assisted living. has been completed and reported at the
Quarterly Quality Improvement
Committee Meeting to ensure solutions are
The skilled nursing care facility failed to have N (Attachment AA).
a full-time activities d'.reqtor since May. 2015, A. The CNA'’s behavior documentation and 11/09/15)
a total of 6 months. Findings were reviewed meal documentation cannot be
with E1 (NHA) and E2 on 11/10/15 at 11:40 retroactively documented.
AM, B. Resident behavior documentation in the 11/30/15|
flowsheets and meal percentage sheets
have been reviewed to ensure that
documentation is complete. The medical
record clerk will review both sheets daily
and report any missing signatures to the
DON/designee.
C. All staff has been in-serviced regarding the | 11/19/15
procedure for documenting behaviors and
meal percentages to ensure accuracy,
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populations in the community, specifically
independent living and assisted living.

The skilled nursing care facility failed to have
a full-time activities director since May 2015,
a total of 6 months. Findings were reviewed
with E1 (NHA) and E2 on 11/10/15 at 11:40
AM.

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION |
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES
concerns that are discussed,; D. A Quality Improvement tool has been 12/30/15
- Ensure that resident needs and preferences developed to monitor behavior sheets and
i ifi i i meal percentage sheets monthly and report
are identified and addressed, including findings at the Ouarterly Quali
. : ings € Quarterly Quality
Offen,n,g programs to meet, the varying . Improvement Committee Meeting to
cognitive needs of the resident population ensure solutions are permanent
throughout (name of community); _ . (Attachments BB and CC).
- Develops diversified activity calendars for all
resident areas;
- Evaluates Resident Services Department F463
needs, develops and maintains current job 483.70(H)
descriptions, supervises Activities ?glsigg%&gﬁu SYSTEM - ROOMS/
Coordinator and companions;
- Serves as the Risk Manager for the A. Call light cords were removed from the 11/09/15i
Community ...". grab bars in both rooms and adjusted to be
, o oo reachable from the floor.
Upon review of the facility's job description B. All other rooms were inspected to assure 11/09/15|
and interview with E11, the facility lacked no other cords were wrapped around grab
evidence that E11 was a full-time activity bars,
director for the skilled nursing care facility as | C-  /An inspection check sheet will be 12/10115
S . developed for the housekeepers to use once
her current responsibilities and time as a week to check for call bell issues. An ine
Director of Resident Services also included service will be conducted by the Director
providing services to two additional of Support Services for all housekeepers.
D. The Housekeeping Team Leader will 12/30/15

perform random inspections of rooms to
assure compliance. Findings will be
reported at the Quarterly Quality
Improvement Committee Meeting by the
Director of Support Services (Attachment
Q).
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director for the skilled nursing care facility as
her current responsibilities and time as
Director of Resident Services also included
providing services to two additional
populations in the community, specifically
independent living and assisted living.

The skilled nursing care facility failed to have
a full-time activities director since May 2015,
a total of 6 months. Findings were reviewed
with E1 (NHA) and E2 on 11/10/15 at 11:40
AM.

completed weekly and reported at the
Quarterly Quality Improvement
Committee Meeting.

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deficiencies CORRECTION DATE
OF DEFICIENCIES

concerns that are discussed; FS14
- Ensure that resident needs and preferences | 483.750) (1)
are identified and addressed, including RECORDS-COMPLETE/ACCURATE/
offering programs to meet the varying ACCESSIBLE
fhognm;:e r:eeds of t?e resudeqtt p9PUIatlon A. R74’s clinical records have been adjusted 11/11/15]

roughou (r.‘ame_ 0 com,m_um y), to indicate the diagnosis for the PRN
- Develops diversified activity calendars for all Tylenol. R8's and R11’s documentation
resident areas; cannot be retroactively documented. All
- Evaluates Resident Services Department residents’ skin and hygiene has been
needs, develops and maintains current job checked by the DON/ADON to ensure that
descriptions, supervises Activities heiresldenis wepolgigtumithifythe

P » SUp . timespan of review.
Coordinator and companions; B. R74’s PRN pain medication cannot be 111115
- Serves as the Risk Manager for the retroactively documented for effectiveness
Community ...” of response to the PRN medication.
C. The change of shift MAR check has been 11/11/15

Upon review of the facility's job description initiated for staff nurses to ensure the
and interview with E11, the facility lacked g/(l))cumemaﬁon is completed (Attachment
evidence that E11 was a full-time activity D. A duality Improvement audit will be 12/3015
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