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 follows:

nNHA Nurstig Home Adininiataton !
* DON - Direatr ¢ Nuising, l
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- RN - Reglsiured Nurss;
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“ panvier and in an envicenrment tat manialie or
ephances 2ach resfdents Jigrily and respactin
full recognition of hig or her ndividud .

" Phin REOIIREMENT i 1 ot
- by: ‘
i Based on chservation it wie determined ihat i ‘
+ faciiity failod to care for rasldentisin g raneer it
| malntalned or enheticad gty for2 (754 dnd
| R120) out ol 34 sumplad ipeifens . Fndinge
s inslude:

et as +rdaiced

: On B/SA1E In tha Bsharny pnfee linfitg voo the
 followlng were saur cuing a cIlig shgepvaion
ch ALGI20 AM ES (S dlzced & wiilts Wy

: cloth clothing protecter ore Rt withuul fngl avidy;

P
\'

| parmission fram this der vestdant

e e i it S

'3, Ab8:20 AM EAG (CMA) placed & Vhie lenry
! cloth clothirg predgstor i R WIE 08 firgt |
' asking peravigsion frarn ‘i we it eelgend, ‘
!
| These findings wate revigwes Jatl 1 (NEA] and |
- E2 (DON) an 012418 bl 20 L

F 253 483.15(h)(2) HOUSERESF

PING &
soot:| MAINTENANCE BERNCES

|

1

“Yhe facility rmusk provide heisekes ry and

41D SUMMAIY S7ATEMENT NN s s PROVIDERS 7l AN OF CORRECTION T s
PREFIX :  {EACH DEFIJENTY MUST BE FRECEDED Ny FUL, | PREF (ZACH CORRECTIVE ACTION BHOUWDBE | COMPLETION
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! DEFICIENCY} :
i B 1 il
F 000" Contlrued From page | o FOBO ]
" Eneme - Fluid inserfed I i reclur i oromits & | '
bowe! movement '] -.
* Suppository - Prug gven i he: rewiurn {o ! A R34-and RL20 have savere cognitive mpeirmant -
y promote & daviel reoverenl; ' and are unable to mzke appropriate decislons
' QA - Quality Aseurance, i ragarding their care, Resparsible purtles fer \ f
F 241 - 483,15(a) DIGNITY ANMD REBEEST (F I 3 poth have raquested clothing protectmrsbe | 0
ss=0; INDIVIDUALITY l used during meal imes In order to assure the
¢ ) . L ) | residents’ dignlty with clean clothing followlng 1
- The facllity rrust pramnoie tare forresdsnty na : each meal, Clothing prosectar use has been
| |
| )
i

careplarnid for hovh residents.

i

‘ B, Clothing presectos ure offered ta recldents who
] would like to prote st their clothing rom keing
soiled during the weal process. fermissinn Is
requastad from a ers and criented residents
orior to placemert In oréer for thase residents,
whase cognitlon prevents them from making
appropriate decisicns, the responsible party is
contacted to ebtain permission to care plan for
clothing protector use in order to praserve thelr ,
dignity with clean clothing following the real.

i
¢ Staff Developer/lnsignee wlil educate staff to l
presarve dignity nf the regidents by asking i
permission for chathing pratector ysa prior to '
placement. Parmisilon will be obtyined priorte |
placement for al! residents unless 8 care plan s

in place to allow piacement.

'| D, Unic Mar agers will aodit (gttachmiant L) weekly
ansuring permistinn 15 obtained prior to clothing
protector placement (unlass a care plan is in
place)until 100% compliance is achiaved for 3
consecutive weeks, then moathly until 100
campliance 15 acriaved forii conssrutive

| months. At this point this deficiert practice will
be consldered resoived.

— iy
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F 253 Continued Erom pogs
t rnaintenance serloes npoemy (o mdniEine
5 sanitary, ordasly, aitd comieiig bl interior.

1This REQUIREMENT I ol mist as ciulderned
1 by

' Based on absention drl lnr"w.:w it Wit

! detertmined that itus Tacility Teiled to mialnigis

L(10B, 202, 208, 214, 220, '7,.’1,:22‘2 RTINS
' 228, 230, 301, Bk,
of 32 reslder:t moms and .‘ outt 18]
“rooms revievssel, Firdings incitt 2

i At’“nh

* During initial stags ons akéersidon on 22 #ad
s BITIS, approy dipately €00 A= 0:00 AM ot
 days, and folowup ouservalions on 11 8L -
2345 M) and GMAHE (1510 - G0 A1) e
- following we & obsemad.

: Dry wall dam.aw ard wel s
214 220, 224
' 307, ;309, 3"{‘,, M3,

Floor dirty - 220, 222, 401, 3073

- Towel bar locse - 302
. Dirty grout/ caulking arcumd saowes' -
L 8pa

Batlusny

: Broken tile - Fenwick spi

* A intervigw on 82015 &t 1045 AL with £3,
Maintenance Director revaabzd that the fasility
- was aware of the dry wall dan »ge g wel

' souffs, They are wobdng on ngia

iE

DE*|CIENGCY)

'hDUSekeepmg a1l magintevanae servies for 18

308, 5007, 103, 511 13, 55) ot

aiffis + 108, 208, 206,
|20, 224, T, 28, 400, 302, 304,

R
- product over tie puint )u drywz i, “lu 5 rest of the
i i ¥

Fusd|

Dry wall damage, wall stuffs, dirty floors,
dirty grout/cauttlug and broken the are
belng acdressed. Towsl bar in rom 302
was repalred Tminediataly. Na resldents
ware directly affacted by these practices.

i 10/5/15

. Al residents heve the sotantial to be
affectad,

{-. * Tne Director of Housekeeping

" Services/designee will canduet dally
quality cantrolinspeciturs (attachment
2} and Hausekseolng Blstriet Manager
wlfl manitor monthly for comgliance.
Housekeeping 5 ff will be edvcated to
¢ommunicate i thelr dapartment
Diracorthe elwironmenial concerns ]
that reach beyond thelr housekeeplng
ahilities (attachment 2A), The Director
of Housekeeping wifl communicate these
reads to the Cirector i Maintenance for
further review snd atézntion, The
Directar of Maintenance will
communitata tha complation of these
needs ta the MEA (athachment 2A),

3. The NEA/deslzinze will condut weekly
audits (attachrent 2) until L00%

\ compliance Is achleved far 2 consecutive
! weeks, then audit bi-waskly until 100%

' compllance is achlaved for 3 consecutlve
evaluatiens, than auditronthly until
106095 complizr ce is achlaved for 3
consaciitive months. |
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TAG REGULATORY OR LOC ICENTIFYING {HFORVIATION) TG GHOSS-REFERENCIED TO THE AHPROPRIATE DATE
‘ _ DEFISENCY
! s et i '
| ;
F 253 . Continued Fromi page & | F253| !
1}
; | p
' Theas firidifig s vers ceviawnd wii B oA and | \
'E2, DON on 42116 af 1:30 PN, ]
F272 | 483.20(b)(1) SOMPREHENSI/E { F ?.7121 A.  R%0 was not impacted by the daficient ’ 10/5/15
ss=D ' ASSESSMEN TS ! practice. Resldert and resaonsible pary |
. N o ' ara now aware uf the avallability of !
. The facility must cenduet inligdy snc. pariodiaelly | dertol services. Arrangerent Nr - l
| a comprehansiva, acouiale, stardantized . ; - PrTangeraents hava
. reproducitie assssement o gach reallonts . been rnzde by the faclllty for a dental |
functional capaciy. l evatuation farthis vesident,
- A facliity must rmalee a sorirehensivi | b Allresdents tha: have dental issues zre
- assessmertof 4 r&mic{ent‘s et 5, Ue 1y it 7 1 | at rlsk for this practice. ANAC will
i reeldent assegsment s i (RA spe f;ltfleid 1 complete the Cirai assessment utilizing a
by the Siate. Ths ausessment nus laoluds at | el 1o identify miss) e
‘toast the follawing: i penlight to identify missing, ¢hipped and
i dentification and demaogrphic ifor aitar,; ‘ discolorad teeth. Any areas of concer
+ Gustomary routing; ‘ by rasident or ANAC will lie
: Cognitive petterhs; ; communlicatad Immediately to the
Sommumc;atlol‘u; : Nurging Staff for further evalustion,
': i"SlOﬂ; i including o ¢ Hd .
Mood and beheviar prftenrs; | including dental consult if nece:ssary,
- Psychosodls] well-beiny; ! -
. B y | . leadR N
. Physical funstionlng &nd strustrat i obier s, i ' NAC educated RNAC staff on
' Goutinence: ' l necessity of accurate dental
 Disease dlagnosls and helth condlane; i assessments. A “ucused review was
“Dental and nutiiional skiius, f conducted an 211 like residents, No :
: Skin condmm}s; ‘| further issues dentified.
. Activity prrsuit; i
! j et )
: Med“?af‘on": ‘ ! D.  Lead AMAC/Designee will audi: 4
st trea.: s @il ey lves; :
, Special freaitmerts i BrlreE; ; | (attachment 3) Annual VIDS's menthly
. Discharge potential; ; | 1 100% NN
Docurnenter jar o suranany idamng ion ragarding, j  undlldO0a complance s achieve | during
the additional azsaseirent pg_‘-ﬁ;;,pmg, <o tie mera ! ! 3 cansecutive evalugtions, then will be
- areas friggered by ha owrple ton of me Minfmem ] audited quartesly until 100% compllance |
' Data Set (MOS), and i is achieved, ':
Doctmentation of pariciyaion in egzessiient. ‘l "
. i I
: SR —_—
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TAG ' REGULATORY CF [SGILENTEYING INFOE AATION o TAB r:acss»ﬂﬁ:-*enengfm Eﬁ E{;EAPPROPHNE | ONE
L DEFICIENDY i
2 i) '
i [
F 272 Contlnued #rom page 4 ‘ AT i
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i !
i
' 4
i

This REQUIRENMENT s ratmelas ‘Jdianed _

by : ':

: Based on record review, absavstion £nd :

| interview, it wag datarsined it thie acility tallec! 4

 to acourately assess the curtal stafu fercne

(RO0) out of 34 sar pled residents, ! indings
includa:

RO0 was admitiac: /a7 Anrual VDES deted
H2014 and 8113 sluiad Movie Prestent
. referring to problems with the esidantes beatt

' Upon interview @nd obseniztien of £:0 on |
S BI10716 at 1:40 PM, tha 1 sifden] stalud shin bad ¢
. not ssen a dentist since she wes adinlisd snd |

did not know that the sanr.cs vhss oitered throuch |

e ¢ e s =

|
! e facilty. RGO pointad ouk et skt only hed oo :
i taetl on the botton end wite el i faur asth ':
"ot tap. The survayor ot hor el vk |
: discolored anc chippad. 1790 stated, ‘They Breek ',
 off when you get ofd." ﬁ ‘ ;
) - i
During art invierdevi an 81005 st 2000 PV 24 !
 (Soclal Services) reveaied thers Wi 10 :

. documentation thet a disfal tensuil wes
performed. B4 stated the residents daughlerwas
very active in the recident’s vars ar aftended

gare plan mizaiings ofter aleng with S reeideir, |

'RO0's dental steius hiad revar some updung |
“care plan reetiygs, 'l
]
' The facility tale4 1o acclrie.y assiss e . '
 regident's denfsl staite. | |
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AND FLAN OF GORREGTION | {DENTIFIGATION WLV E ZH: ] 4 BUILDING GOMPLETED
| A, BUILD
GES05: l B. WiNG , 08M2(2015
NAME OF PROVIDER OR SUPPLIFR T ’ STRERT ADDRESS, GITY, § INE, ZIP GODE
ADIA REHABILITATION RENAISSANCE 26002 JOHN J WILLIAMS HIGHWAY
CADIA REHARILITATION REMAISSANLE MILLSBORO, DE: 49956
4o SUMMARY STATEMELT 0 DEFIG T PROVIDER'S PLAN OF SORRECTION C )
PREFIX - (EACH DEFIGIENGY NUS™ 12! FIRIGIEDED i FULL. ©OPREFIX (EACH GORRECTIEARTION BHOULD BE | COMPLETION
TAG REGULATOEY OR .5t ICENT FrANG NFOFIFAT Oh) i WAG CEOSE-REFERENCED TO THE NPPRIOPRIATE DATE
F DEFIGIENGY} i
..... -
: {
F 272 . Continued Fror page 4 | P22 %
: | ‘I
 These findings were revisvad v/ih £ (NHA) ane ‘
* B2 (DON) on 3/ 1262015 &t Trgl i, :
F 279. 483.20(d), 483.20(K){1) DEVELOPR : F4a79| A Resident R84 vas not irnpacted by the ! 10/5/15
55=0, COMPRERENSIVE CARE FLANS i deficient practice, Czre plan was i
) | daveloped for this resid gnt for |
' ;Afgcllm; must 1(15.:5: i:i'nedm:ealill:‘.z: ;E the :z;s;sse;iﬁ':'nm't : conetloatior. ,
o develop, raview and e lge frarerlients \ " R
. comprehansive pian of cufs i B. A.“ residents (m.tlhe la‘mtw.a listare at )[
‘ i risk for this deficient practice, AN i
, The facllity raust cevsop 2 compiehi sivi care residents on the Laxative list will be
- plan for each rasident fhal incluzies nie asurable | _ careplanned for constipation. ?
objettives and tme'abiss lnrests pasldsnl ' '

s : ¢, Staff Developer/Designze will educate
. medical, rursing, and madtal and peshosocizl

|
iati ) ! staff on the development of 8 "
 nesds thit are idzvited 11 the comy shensive i mn_t_' atlon cere r:‘ whan 3 resident
‘aSS‘eQSment i stipation © plen, 2 re:sicien {
‘ t is utlllzing la:ativels). A focused review |
' The care phan Mus! dase bz e sel loes gt s l
Itabefumi@hec; to attalin of melitein e repidsnds | further Issues identiflad, £
hlgh?ﬂp@sﬁnahﬁ p.m?rmh r‘i:.'!!’;ﬁa}["?i“i ; | D. DON/Designee will audit (attachment 4) !
. psychosochs) -t ey i rédulred et l : tipatlion rare plans daily until 100% |
' §483.25; and any saluicsa that woul: olenvise | constipatlon care plans daily until 100% {
i ¢ requirad under §483.00 buk sre ool geeiicad
 due to ths resident's giks Gise af el ts under |
1 §483.10, including the dght to pefust treatment |
under §487.10(k(). }
: 1
|
1
|
i

was condurted of all like residents, No .

complince is achieved for 3 consecutive
weeks, then zudit waexly until 200%
cornpliance is achieved for 3 consecutive
waeks, then audit guarterly until 1.00%
cornpliance 11 achievedl,

| This REQUIREMENT 15 ot mst e evidencsd
" by

. ‘Based on rectrd avau g Biterelshv Kvas
determined thet the (e lity fallpd o developa | |
. comprehensha cafe Har log g Wonfified nese P
: for 4 (RG4) outof 34 sarrple resls s,

L
' |
| RB4's physician oidar thatac, BI13/11 ircluded tre | |
| powe! protocol tredl:slizns of MUY, s sltory |
 and enema, 1

1

sl | : ' —
FORWM CMS-2567{02-99) Previous verslone Obuzels . Euant iV JEEN Fﬁf;“iw 1D 022156 if contimatlori sheet Papga 6of 18
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e REGULATOR'f OR LEG IDER T 4G sh FQOFL ALTOR) TAG CROSE-REFEZAENGES TO THEAPPROPRISTE | DATE
. DEFIDIENCY) {
0 - ' i i
. I !
F 279 Gontinued Fram page € S 4 1
L e ) ) } 1
- Qi 712015 the physiclar cislersd MG :E

 concentrated, strangur than reguiar it oA b !
| given ance a Jay as neaded, T rag ik
! strength MO ovder remained acilve.

|

|

|

- On 810115 review of the reahdents i plan i
- dated 6/11/14 (last edited T4 Totd no :
, problerm about constpelies: was gl ed. i :

!' i
' During an intecview on B4 46 1080 AW EE | . ;
‘ (UM) was agked to clarly wist i Bes ths tve | ‘
: different MO strengths, E8 siated U i :
| concentrated MR firder wiss dbiainaed since the !
' resident did nof vl e sLppesitary ind deslec 1

. additional MOM Instead, 6 wig Inftmed 7348
" cale plan did nct addrese consivationortue | i
MOM use. .

! |

1 On BA1/1S granine 1:00 PV e BURTEIE zipced | |i
. E2 (DON) for a prinfed copy of £iB4's cara pléd.

. A printed care planwas provlile 8t HouTS ] l

|

{ ]

- later which Includad the probles eriilad Puteati
! for constipation ez lo deerensa (rosiily
 {dated 811/15),
Tt facility clid not develd @ Sare pit i piic e o : i
addcess an 'geatified naed wetil infarinzd oy the |
" sUrveyor. |
= i
“ Thesa findirgs wen: yav evved with £ TN and l ,
VB2 or 82015 3t 136 Pl ‘ ‘
F 323, 483.25(h) FREE O ALCRENT ¥ 528
5s=0 . HAZARDS/3UPERYISIONIDEMIGE
' 'Fhe tacllity must arsurs thiat b raslilant
" enviromment remains @ ree of ace fert P azarcy | i
Lasis possitle; and each reslden 1ot sves | i
} - ] z
FORM GMS-2867(02-65) Previone Viazeione Obeiols & Evert 1534 Faclily t; DE2153 If conlinyation shest Page 7 of 18
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— - PRINTED; 0Bf26/2015
DEPARTMENT OF HEALTH A‘UD HUMAN SERVICEY FORW APPROVED
_GENTERS FOR MEDICARE 5 MZ[IGAL SERVIGES ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES S61) PECH DERSURRLI RGP, | (G MULTIPLE COUSTRUCTION (X5) IAYE SURVEY
AND PLAN OF GORRECTION EDIENIT [ CATION B MRER: e BILING COMPLETED
L _inss _ l B, VNG : 08122016
NAME OF PROVIDER OR SUFFLIER ' o STREET ADDRESS, GITY, &1ATE, ZIP CODE
26602 JOHN J WILLIAMS HIQHWAY
E i N (M3 \ , i ] !
CADIA REHABILITATION REMAISSAN G MLLSBORD, DE 18966
x4 1D SUMMALY STATEMENT L DEFILIZNG [T PROVIDER'S FLAN OF CORRECTION L)
PREFIX ,  (EACHDEFICIENGY MIIST 5 RPECEDED K ¢ FULL | PREF {EAGH CORRECTIVEACTION SHOULDBE | COMPLETIGN
TAG ,  REGULATORY OR L&CIDENTIFVICE §FORATON) I Xl ROSS-REFERENGED TQ YHEAFFRCPRIATE | DATE
. DEFIRENCY |
' A, The sinkin floor? 207 nas Leen ‘
F 323'; Gontinued From pages 7 [+ 523 completely repaired. No rasidents were ! 10/5/15
5 adequate suparvision and iaststance deviaes to affected by the wactice ]«
' prevent accidsnts. ! i .
! | 8. Allsl nks have the potential to b2 loose
i; r from the wall with potentl harr to the
; residents. Malntenance staff complted l
This REQUIREMZNT 16 113t rusl e eirldeniced | visualinspction of ol resident rooms |
by: ; sinks anct found no other sinks in need of

, Based an observation an: Irnisniswy  yas
! determined that e facility falien to b free ofan

{ repair. Nursing/\- ousekeaping or other
I
. accident hazard for one (337) culof U2 rooins ‘
'r
|

staff will immediataly rotiy
Maintenance department when a repalr
| need s identiflocl to a resident room

| Observation sh 87548 arand 100 Bl ravesisd sink in ordar to Lrevent injury to a

. that the bathvaom <2k s soony 207w dide resldent,

+ from the wall, Maliitnanoe wis inforied i
- imrmiediately.

‘ raviewed, Findings includss

M

Maintenance staff corngleted & focused
review and found no other lssues.
Malnter ance 5o {f/desigree will
complete weekly audits (sttachment 5)

|

\

|

* An Interview cn 877145 ot 4:30 Al wilh £3, i
i

on the rasiden; iirea sinks to aseure all E
|

2

t1

|

Malntenance Direstar canfitmes thet the &ink tad
 been loose. 123 further revedtod tha druws wil
- need 10 be removie and u Stror ger supgetlt
. added withirs s wall, TEe snk a8 e arly
. fighteried the dey oot il @ som (Ele wpalt
could be nigde.

are tightened 10 the wall. Staff will be
educated by tha Staff
Developer/Desinee te report
malntenance repalr needs by completing
a Repalr Reguisition form {attachment
SA).

. These #ndings Wera taviswed viith £ MHA s
B2, DON ary 8121445 af *:20 P
F 371 483.35() FOOD PRCCURE,
g5=0 ' STORE/PREPARESERVI « & NITHFY .
; Malntenance/d 3slgnee will audit sink
placement manthly until 100%
compliance is sohleved far 3 consecutive

. The facilify must -
(1) Procure facd TrOm SOLICES

-

=

pard

P
=

A o

{lﬁo?}?idpﬂred :sat-.'isi‘:a,c tory' by Fewdsral, Hbaks of v H manths, then gaarterly untll 100% |
authoriies, aht saEagiE s o Ut '
| (2) Store, prepars, distrikubs and s21ve ood szri"'mce ST AIRESETA S

- under ganitary cotulitlons quarters.

| |
|

FORM CMS-2567(02-95) Pravlaua Visalons Chivl i Everl 0. < Faalldy (0; DE2186 1f seytinuration sheet Page 8 of 18
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| permie AR PRINTED: C8/26/2018
DEPARTMENT OF HEALTH AND HL AL, SERGES ~ FORM APPROVED
CENTERS FOR MEDICARE, fx VED|U: ERIGESE CIME N0, 0938-0391
STATEMENT OF DEFICIENGIES | ) MULTIPLE GOXSTRUGTION () BATE SURVEY
AND FLAN OF CORREGTION | A BUILEING __ ‘ COMPLETED
At | B WING . 08/1212018
NAME OF PROVIDER UR SUPFLIER " ' N [ ETREET ADDRESS, GATY, STATE, ZIP CODE
CADIA REHABILITATION RENAISSANCE 260072 JOHN J WILLIAMS HIGHWAY
ADIA REHABILITATI RSN MILLBBORO, DE 19963
X0 | SUMMAIRY ST EdENT CF DEFICIENG 8 o PROVIDERS FLAN OF CORAECTION ¢ (x8)
PREFIX 1 {EACH DEFICIENGY M JST 8 PRESEDED &7 FULL WHREFIX (AL GORRECTIVIE ACTION HHROULD BE | GOMPEETION
TAG ' REGULATOR'f OR LG IDERTT e WFOFL XT0R) TAG CROBS*REFERES{EF;%T T&g?;f}.PPRC'FHWTE s DATE
. SIERGY :

] 1
371 A Resldent R215 wag monitored far illness
following the ursanitary food

distribution.

F 371 Continued From page & ] 10/5/15

g. Al resldents hava the potentlal to be ' [
Impactad by unsanitary food !
distilbution, Staff will wear gloves ar
uga utensils whan serving food to all

|
. |
; This REQUIREMENT js sl met ag #iderted |
by i
| Based on abservason, it e datemmi e thit the: |

* taclity failed ‘o cistribute i1 serie fod le: \ cesldants.
' sanltary concitiong for 1 (RA15) vut 154
+ sampled residents. Fidings Melude: | C.  staff Developer/designes will educite |
" Duiing tha dining cbsenvation sr B § at 09 staff on the proper way to disuibute and |
 AM i the Bethety urlt dinlng sanim, E7 (CHA) | serve fond under sanitary conditlons. l
praced R215's plales, culs zad utarezle on the Focused review ronducted and no other |
table from the tray theh ot up the pe ik, The issues wera identified. !
" tegident had already piokedd ts the s usag patlr \ 1
' with har fingérs ard ey eat g, EF unpaeizd &) B, Unit Manager/d ssignee wilt audit
banara and Lsed fer uny b BArS fitind 0 SoL l {attachment 6)rngals daily until 100% l
: onthe regident's olale Insiwad efpultngoria lance Rt e p
{ clean glave o ushe & Wtenal o sery: he 'l cormpliance Is achieved for 3 consecutive
! banana, weaks, then av¢lt weekly untli 100%
'. ‘ compliance Is uchigved for 3 consecutive
[ These findiras were revieived with 1 {(MHAY ans weeks, then aud It guarterly untfl 100% |
. . B2 (DON) on 8/12/15 at 1:33 P11, compliance s achieved.
E 412 483.65(b) ROUTINZ/ENERGEIGY FENTAL F 412
gs=p SERVICES iNNFS
" The nursing faciiy must provds or abtaky frem !
{ an outside resaurce, [ istolienes vl
1 §483.76(1) of this part, routire: (fo he extent
[ covered urpder ha Slate plac) | and omergency
dental services fo ineet s rseds 0 gach
. resident; must, ¥ necassaty, usist (e peii{dent I ! !
| making appolninients: and by wrrarjing o o
transportation fo ane: frem the dentiits ofice; and
t must promptly refar rasitlente villy [nstar
i damaged centurss to & derlist
|
L. ] S - |

FORM EMS-2507(n7-90) Pravicus Verajor s Obsolele fraat I Yauka 1 Faclily (D: 082456 {f conilnuation sheet Page 9 of 18
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CENTERS FOR MEDICARE 8 METIIGAID SEFWVICES _ QMBS NO. 0938-0391

STATEMENT OF DEFICIENGIZS (1) PREVIDEREUPEL BIYOLAL X2y MULTIPLE CONSTRUCTION {X3) DIAYE SURVEY
AND FLAN OF CORREGTION WERIFOAT.ON b RIBE, 5. BUILDING o ~ COMPLETED
| :
_ . Ublss | B _ 08/12/2018
NAME OF PROVIDER OR SUF PLIEER T STREET ADERESS, GITY, STATE, ZIP CODE
U 26602 JORN J WILLIAMS HIGHWAY
CADIA REHABILITATION RENASBANGE MILLEBORO, 0 19545
(X4) 1D SUMMARY STATEMENY S F DE SIENI: (25 - ; D PROVIDER'S P /it GF GORRECTION " {XB)
PREFIX (EACH DEFICIENCT' BUST Bil3 PRIZIEDED WY FULL | PREFIX (EACH CORREGTIVE ACTION SHOULD BE | GOMPLETION
TAG . REGULATORY ORESG IVENTIFYING INFCHW TIOM) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
; DEP GIENCY} 5
1 . e | ]-
F 412 Gontinued Fram page 9 | F 442 A RO0ard Responible paity ars aware of | 10/5/15
| the availabllity of dentsl services. )
. This REQUIREMENT ix not nisl ag ividerited 5, Arrangements have been made by the
by , facility for a denal evaluation for this l
‘Basad on récoid redew, dhsenabionand resident. Resitarnt was not impactad by
Interviaw, [tvas deteriniend el the fasilicy feled | s deficlent prictic !
to offer to anarae dantal savices fo- 01@ (RA0) this deficlant pracuice. 11
i out of 34 saapled residints, = ndlins inclida 6 Al residerts with dental ssues have the 1
:1 RO0 wag admitted 7I2045, Arcual 0By dated | potentlal to be affected by this defclent
£ 7120114 ard 873145 stetod “Neva Sraient” practice, Nursing will communicata
l referrng to problems Wit [y feath, ‘ immedlataly with resident/responsitla
i Upon Interviw s olsservatisn F (30, on | party to offer dental services when
sw and observalon of BH0, |
L 8/10/45 at 1:40 P, the i'r:erszald"enl: 3 E 4 Shli?l HE fesime PSRt
| ot seen a dentst sinoa she was ad lted and . . -
X did not ko thet the sirios ks oiferad iotgh | o, Staff De\/el‘open'/Des|gnEE.i will educate .
“ the facility, cespita tha faut that tha ticliy hasa . nursing to identify dentai needs of the
‘ gontract with & denlal pravider. Uper chsarvalion, | ‘ residents and to offer appropriate dental
* RO giointzd out she nrly s o feuth on s servites as nexdad. Afosusad review
Botton and wag 1Alseing o fet =6t oA was conducted and no othes issues were
. was nofad E'-.E:r‘le akf) are -;Ilg:::r.: cled itnd Sl ppad. ] dentified.
ROO etates, "Thay break: it vwsn itk get ole.”
! During an irtefvisw o 84015 a2 200 2 with ‘ ot Mamge,r/,oemgnea b
{ B4 (Sociat Ssrviaas), ez revealed thetfare | | (attachment ) the need for cental
. was fie documentation {iala denfa coasintwes services manthly untl 100% compliance
. performed. B4 giaiad the resicerdy daughtar is { 1 s achieved for 3 consecutiva months and
i. very active i the tesicent's L ant aftende cerg : then quarterly untl} 100% cornpliance is
- plan meetlrgs ofie:y 2hong win the *sient. Her r achleved for ) consecutive quarters. i
 dental statie had rgver pume up kg e phin !
" tnestings. i i
i | |
On BA4/45 at 10:10 AW, e intervie s wes [
- congucted with i wito reuivad s st end
acknowledgad tha: no coniz] 8 arvit s warse ‘
“arranged for R0 and sre hdd spoten o the |
resident's daughtar and i rszident regarding fhe: | |
options. | ; '
i i

it ar——

FORM GMS-2507(02-68) Pravictis Vursioi & Uihecl=a Gl 1LY 1A Fagllliy (t: DE2156 (teentnustion sheet Page 10 of 18
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1 - FORM APPROVED
CENTERS FOR MEDICARE & MELICA L) SEFGES i OME NO. 0936-0381
STATEMENT ©F DEFIGIENGIZS xX1) FAIDERMGUPEL, BERICLIA ooy !\'IULTIF‘!.ECUI\lS'fRUCﬂON (n3) DATE SURVEY
AND PLAN OF CORREGTION {DEMTIFICAT.ON NONBER: A BUMDING ~ COMPLETED
) ) (€ 5B5L B. NG : —— (81242016
NAME OF PROVIDER DR 3UPPLIER g STREET ADOREGS, CITY, B #0E, ZIP CODE

CADIA REHABILITATION REMAI

sl

28002 JOHN J WILLIAME tIGHWAY
MILLSBORG, NE 1BYEL

This REQUIREMENT Is rot st 8% avidanced

: Based on record review 1t Newiex was

| datermined thet far 4 (R17, fds, R 16, sud REA)
 out of & sarpled resideny this il flledd 1o
 gnsiire diuy regimen reviews viere tonduasted

- morithly by the afaiacist. Additior iy rio dug

| reglimen raviews wera prrformed o gy parsident
- duelng ths 1@ month perdod whed Hie strmizeist
. was out on imadicel leavis, Endings ncice

1. Review of Fit1's clitiual rosurd i sl et
the Consufiant Phariae st FEadew wiss Misslg]
- documentztion fur Otatier, X014,

19, Raview of R48's dinical retord aeahat ihsl

: fhe Consuitant “harnastst Revievs 23 migsing
dosumentatior r Oetebar, 2014,

|

L

ayio ! SUMMARY STATEMERT DF DERCIEN =3 0 PROVIDER'S PLAN OF CORRECTION T
PREFIX | (EACH DEFIGIENCY UG B FIIE SUDESY V7 PULL PREFIK CH CORRECTVEAGTION SHOULDBE | SOMPLETION
TAG REGULATOEN CF LSC IENTEY RS NFOF JTICH) e CROSE-REFERENCED TO THE APPROPRIATE  t DATE
; : DESICIENG'Y)
B : e ! : S -
| | | !
¥ 412 Continued Fram page 10 3 i
. The facility fefled to offer v provde the recident | :
 with assistance chia nag routice denlal servios | %
Sg?q“(’g;; 3:?;;;1 2“;}'1"5 z);:; 1"',{;’?‘551 Vaptie : A ]17, R, R195 and R&4 had no adverse: 1
: 4 L el T I . .
425, A3B,60(¢) DRUG REGIMEN 2N, REFORT | Fagg|  Crecsfom e deficert practice. A3 | |
§8=F " IRREGULAEL, 27T ON 1 Res\dent drug regimeans were reviewed !
; E 1n December 2014 and munthly after |
1 5 A I
‘The drug regimen ot each resident miust b that. i
i reviewed at least once a moad by & leensed l
pharmacist. ! £, Alresidants heve the potential to be l
; ’. fected by this practice. Drug Regimens |
\ The pharmacist st iepot any e wiedies to ?or Al reqhgent- sdere W!ewegd . nE :
 the attending physician, and the direstor af T . Ii
niursing, anc thagi recorts s ba soled vpof, | December 2014 and monthly afterthat. )
: 1
|z ¢ = The drug regimen of each resident must !
i be reviewed a; east once per month by
a licensad pharivacist, Upon entrance to. |

{ the facility to tonduct monthly review,
Consultant Pha macist wiif be provided
with a facility census which will be used
10 cross reference carsus with actual
raviews to ensure all res dents were
reviewad. Pharmacy recommendation ‘
forms will be ziven to the DOAN/designee
as second cheok to ensure 2l resldents
ware raviewad. Intha event the
consultant pharmacist i unavailable for
I the monthly review, the Pharmacy
Diretor will soordinate with the
DON/NHA to snsure i revisw will be !
| completad by anather licensad i
[ pharmacist In order to meet the monthly
review regulation.

§
!
i
P
i
v I
| '

FORM CMS-2567(02-29) Pavious Vargians Obscl: 2

Syt 1D:YIKB11
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DEPARTMENT OF HEALTH AND Hi AN SERYTES FORMAPPROVED
CENTERS FOR MEDICARE & MED| HAIL ;crzwl ,._t; OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES By pe \OVIDERUEUPE.. TRIOLA (%3) MU-TIPLE CONSTRUCTION {3) DATE SURVEY
AND PLAN OF CORRECTION DERTECETIN N *ﬂa~r\ A BUILDING COMPLETED
R ) 5 WG | 022015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF $TDE
26002 JOHN J WILLIAMS HIGHWAY
‘ g LSS I R (Y
CADIA REHABILITATION RENAIZHANCE MILLGRORD, TE 9966
0t) 1D 5 D FROVIDER'S PLAN OF CORRECTION R
PREFIX ' {EACH DEFU,IEN\,(NUUT li A LL PREFR (EACH COARECTIVE ACTION BEHOULD BE GomPLETION
TAG . REGULATOR Y O 1.:3C ILENTIFYINE PIFOILET o) : TAG ORASS-REFERENCED TO THE LPPRUFRIATE DATE
' DEFICIENEY)
F 428" Continued From page ‘11 E428| D. DON/designge will audt {attachment 8)

l
l[
. 3. Review of R195's clinfeat recerd rerealed fhat |
; the Consultart Pharraacist Review wels missing
i documnentatian for Jztohar, 2074

|
|
" 4. Review of RE4's ksl record rey satded fhet ‘
tha Consultant Phannaclst Fases wis milasing
documenteticn for Qetoher, 20714 aricl K evembier ‘
12014, !
Int€rv1ew on 3B &t 10:E0 AN with BB (UM)
* canfirmed that Eae cansitiant phanmasist was on |
' sfck leave In the Falt of 2014, sod co  sequently |
' no resident idvizwa wana -{Il,lw ering i par od |

- These findings were: confirnes aid foviews RN
FE1(NHA) and B2 {DON) 1 B2 af 133 PM.
F 463 483.70(f) REGIDENT CALL 3y UTER! -
g6ty | ROGMSITOILE 34T

| The nurses' station must he equlppsd [o rEusive
! ragldent ealla through 2 cormuricetion siatem |
! fram resldent rooms; and tisle: wnd balhlg ;
facilittes. :
" E
CThis REQUIREMIENT & nob vetas sidorced |
by
~ Besed on obsea'ion ard interviaw it way i
* determined thet the facllly teled fo chawe thatl |
l the call bell systes4 was fihcoing for 2 (507 :
| and 308) outof 32 rooms fewised. ; Andings '
: Include: }
|
 Durlng an abssryation or B85 an i 1EC Pil [l
1 Ewas observed in foomts H07 and diE thalthe
oaii hell cords were wragzed arsurd the randredl !
in the bathradin. Tatle prever tad e o3 sell frorm :

1

! prem— e

| complisnce ensurlng each residentin ‘|
t facllity has had a monthly review ‘
completed on 3 monthly bests for three
consecutl/e moriths until 130%

compliance is ach eved 3n¢ then !
quartery for thrze quarters or until
100% compliance has been achieved and ;
then deficient practice wil be considerad
resolved.

A, Restdents in rubims 307 and 398 were
not impacted by the practice. Call bell
cords in the bathrooms in thesa two !
rooms ware irnniediately urwrapped '
from the hancdrall. Ne residents were
impacted by this deficlent practice.

¥ 463 10/5/15

e s m————————— =

B. Al residents b ve the putential to be
affected by this practice. Sta will
Inirn2giately uvarrap ca’l bell cords that
are found to be wrappad around
handrails in resldent racms.,

¢ Staff Ceveloper/Daslgnze will educate
staff regarding proper call bell cord
placament ta facilitate communlicatlon

from resldenz:’ rooms to the nursing
station. Afocused review wits

é conducted no cther issuaes were

i identified.

FORM CMS- 2567(02 ag) Previos Varstons bl ale F:'vml I ARAT|

Facility Ib: DE216S If econtiiuation sheet Page 12 of 18
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PRINTED: 08/28/2015
DEPARTMENT OF HEALTH AND HUMAN SEAWVIGES

! observation an 8712116 at %124 A #: v aaled that ! manthly until 10% compliance is
“the call bell in 307 vas vazppead aro. ad Wi grab

achieved durinz 3 consequtive
bar In the bathronm.

evaluatlons aad then deficient practice
 Thege findirgs wers revlowsd with 113, ' N BB LESAEHEE L
. Malntenanc 2 Blrector ort 8144145 a4 G20 Al !

] ‘ FORMAPPROVEDR
CENTERS FOR MEDICARE & MECIGAIL SEF VICES OMB NO, 0938-0391
STATEMENT QF DEFICIENGIES (X1} PROVIDERISUPFLIERICLIA (%2) MULTIPLE CONSTRUCTION {3(3) DATE SURVEY
AND PLAN OF CORRECTION WENIE GAVGN » SRR i BLILDING - COVPLETED
‘ 830450, 3. Wi . : 0811212015
NAME OF PROVIDER OR SUPPLIER R STREET ADDRESS, CITY, STATE, ZIP CODE
CADIA REHABILITATION RENAISSAHEE 26002 JOHN J WILETAMS HIGHWAY
1A REHABILITATIGN RENAISSALILE MILLSBORG, DE 45966
PO SUMMARY STATEMENT OF DF CIEMGIES T7T )@ | . _PROVIDER'S fLAN OF CORRECTION | g
PREFIX ' (£2ACH DEFICIENGY BT 2E PRECEDEL 6 FULL i PREFIX (EAGH CORRECTIVEAGTION SHOULD BE | COMPLETION
TaG | REGULATORY QF LEC IRENT FYING [NFO 7 MATIOH) | Tas CRDSSREFEREg;;E:i‘El'EgI?)E'EHFF‘H_(JPF!.F'.'rl:: |  DNE
I :- i P ~ ]
F 453]‘ Contlnugd From nage 12 ‘ F46% I
i i pege: . | ) FAYL 0, Unit Manager/Dasignee will audit
1 ¢ i e LITRY -i Al
activating when auli2d fromi betew the raD: I (attachment 5) call balt cord placement i
 Follow-up obseryatisn ar 8148 aiirid 2,00 Pl ""e‘fk'v untl :mn'% “°"“"“af‘ce Is .
{ revealed that the ol bell in 808 was wrappee | achieved durlag 3 consecutive l
i around the ¢rab bat Tu the bathwoan, Ao i ! evaluasions, then will be audited '
|
I

{

' Thess Rrdinge wars reviewed Viith 181, NEARG
1 E2, DON o BI20M5 al 130 =M.
F 514 483.75()(1) RES a4
$5=0- EEECQRDSW-GOMPLE‘I‘!L-’.-‘J-UJI:,-I;!F"%A"e" EACUESSE
l

| The facillty must mainlzly clifeal riords ob gzrh |

resident if ecordsncs with acuepte:d prolseslo sl
 standards and practicas tat 476 ¢ el
 acctirately dosumented; reandy gatiteelbis; wnd
| systematioally nrgantzed,

| The clinical recodd must ceata’n sulclent

i information to idantify ths resident; @ reserd ot ifia
i fesident's essassnieriy; the plan o' gare Hnd

' services provided; the resulle cf &
 preadmission sureating gorductes by ibe Stk

. and progress noles.

. This REQUIREMENT iu nulmetsn eviduneed

by:
, Based on racord revlewr and fnteniaw it'wag i
. determined that the faciity fzllsd to mairiaf ‘ |
. clinfcal recarcs or each resident it arg

' complete and ascurately decumented for 2 (Red \
Evind '3y IKE4A Faclity I; DE2154 I condnualicn sheet Page 13 o718

g s e g i e
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: of b sammolad rasidert, Far fod deficlent praiica. Unae to corract
' fhnd R192) Ou"bﬂ.-?:;ré’:l};:zl“:' i “? {‘I - ’ | documentatlon n the ¢i'nlcal record.
' there was a confiich sehhesn @i i R, ; . .
dotrSmantaPiun and rasident bdniow, 7o T _f-\2. Residirt K195 wias not irpacted by the
ha ol !: ey g'." . l:%;‘.“‘-"‘t“'lfo'l'*i'i‘*l‘li'i' | deficient practice. Unable 1o correct
: the O(EGB ;EM} :.'Iéﬂ; I:f." 1;;'1:,: olls '.;;I'M Ii documentation in the clinical rzcard.
: :figg{n‘lg';; ‘E:gfamu' PRI : 8, Allresidents on laxative list have
Lue. [ ) )
: g ! | potentizl to e affected. All residents
The faeility's Jowe: Proloccl dated 4713 stabisl | who receive laxatives will hava this
s « B are recordad fn ther ADL Flows:.2et/3dn | ‘ medication ¢¢ cumerted In the clinical
| Record on svery §1L !

“The nurss b5 fFesaongiils for a8 3urny
_complateness andl vigoiting by LA,

L+ The nurss feviews the BN Rowsrds dily to

. ldentify resld snte with i BIV 3¢ & shif’s.

- Any resitent wits 13 dentiied #s h2Ving gons 8
. shifts withou: a B hea the howal paitico.

" Implementac.

" ¥ The residents narte i3 placed on 1 taxerlive

' Ilst for that day. Ths BM protocol Is - oounightec
~ on the efEAR al this tine.

¥ Each portion of i protool wil b siven o

! documentet resuike, zive atai] on th kandive tist
C uritit effectiveness ks athiswsd,

: + Effectiveriags of the profoest t tenmiunisaied

! from shiff to shift and documnantad b tha redise

" record.

. Profocol conslsts of the fxllowing:

. ¥ On 7-3 shift MGV to b adiministe:ad on tha da.;,f
shift following discavery that 9 #hifls hava passed

e

. without a bewel movarnsad,
«0n 311 gAift suppository flaxidve) e glver.

" folfowing admintstration of VO, I 1AM nees nk

been effectve.
% Op 117 shift if no rasults by she ooy 137
* shift, an ename {8 ta be giveroon te sk med
" [medication] pess.

"1, Red's BM Record frorm Jut, 2015 inicated
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racord. All resident bowel mioveinents

“will be docurnented I the clinical record.
¢ Staff developer/Oesignee will educate
staff on the documentation of bowel
mavements ir. the ADL books and the
documentatiar: of Lavailves in EMAR,
DON/Designea will audit (attechmant 4) .-
the documentation of BV’s inthe ADL
hooks, and th2 documentation of |
laxatives In EMAR, daily until 100%
campliance is achievee for 3 cansecutive
weeks, then avdif waakly until 100%
rempliance is achieved for 3 consecutive |
weeks, then audit quarterly until 100%
rompliance & ichieved.
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F 644 Continued Frorn page 1< i
that the resident tid not havz 8 siwel riovertent |
i from July 14 [zavetnin? gnift] through duy 19
evening shif]. The hawal srofoenl wib ;
{Implemented and e paslidant was gl ed onthe -
 July 18 laxative list. The luwative fet lioin 11819
_showed a harndwiriden et (haf 115 vatident |
gtated ha hat & madiom bowel niove ent, i
howaver this sowes racvemsnl was ret faprtled |
;on the BM Racordl, |

i
| |
‘R84 was o the laxative llsl agaln or Tran s but 1
. should not have been snue the rashling had &
 bowel movarsnt the day prior. The iy, 2016
“eMAR showed the rasiderd pereivec ] JOM |
" 3:16 PM an (/19418 Mursgs woledeed 7) 06
gt 3:00 BM stated tre MOM was not ufieoive. 1€ 1
! was not clear as o Why the: iy il st '
. doournentsd the lack uf efectvenss: betors fhe
: medication ves documentzd e bsir ) givan.

| Nurses nicte datad 7HSIME at .53 PLI stelud the

| tesident refueed 4 supagsitory Tk o jusstad

! another dogz of MON. A sacont dose of WICM

- was documented Ir the progress noli BUEs ROC
- recorded onl the clVAR, Iturses nol: clebed

\ 7120115 2t 12:36 Al stalizg the cas dent ra podted
{having a howe! nigvedi il sl M,

:
|
I
1
|

- During an intervizw op, 871015 3810 30 AlviES
(UM statec: that if 3 mecizinz was gize on the !
_laxative list, ther it sheuld be on thesMAR. |

The facility fafled to aceurately doctnent lrowel
| movemanis on the BM e For 1334 wiiich
! cauged the resident f have tha brel protosal
 Implemented whisi [fwiss Ratiece 5 iy, Bowe
: protocol medicalichwas ne nslef ety
| documented on e eldéd wioh eiid [3ad o
' duplicate adminisfralon of Fanctivet

814

|
|
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b ihe resident did vt have @ howel mot
! then the bowst protoool sasuld Fave b
Cimplarnented on July 22, ButiEiig b
| was mesnt Lo Indice s e rasiaent ba

" been carried outon July 3.

- July, 2015 elVAR showad tha yeuide

‘ g& no eifect frorn MO, af sispositc iy
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' movetrient efter ihe enermia, b ihe i

: racord.
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- Durirg anrdenyize on 811200 at €00
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found no nurses Adte fror 719718 b Indiveits
i whather or fiof the residant had @ bows
i movernent, I the blank gitiey s mognsie siate

! movement, fhan e bowe prote sol £-ould fave

L R165 was or the aative st for 72215, TTe
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| faxativa st recoried Ri1 regiived ¢ aupposito
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F 514 Continued Frem paye 16 . ¥E54 l
 anywhere slse In ke sharl, ke ¥ progress '; {
" nntas This clarfication meant e resdent's | i
 bowel protoccl was appropiiaely repl: mented. ! .
" The Facility feiled [ documanta bowel movement l
. on the BN Record which cold feid o activation | 1 :
of the howel protocol when R wes not necsssary. | Lo
. Bowel protacnl matiivaliosn was not ochelatantly )
documented on the MAR, wiich fncrensed i ,f ‘
 chance of duplisate adwinistation of lmatives, [
{ ]
These findings viere revieutsd vilh X (NHA) end | !
' B2 on 812115 &t 1:33 P, | i
F 520 483.75(0)(1) QAA ’ ’ F820| A New Medical Director has been obtalned i 30/5/15
55=0" CB%M%EEP’;[&"IF;\?E ~SIMETT { by the facliity snd has been aducated on !
QUARTERLYIPLANS ) Quarterly DA mzsTng griendgnce,
. § 06 - . : i ' g 3 b I
. Afachity muct maitain & qually sso et ant | | B All Quarterly O meetirgs could be " !
' gesiirance comnittea corslating of the diranter of | ! affected by this practice. NHA/DON wi
: nursing serviger; & physlean dasigtaled by the } assure Medical [irector aitendance at all
«faclity; and 2 feast 5 el memibets of the i meetirgs,
facllity's staff. i
; . _ ! ¢ New Medical Ditector hias been
] The quality zssassient and sstistan e ! educated on the requirement for
| comirittee meets 2t lead| uarerty iy idendiy -+ omtion In the Quarterly (A
. isgues with respsck to whizh cuality dsveserment e o o che OA
_and assurance eciviles z1b ruuessily; and i meeting, and h4 been iven &
" develops and implemarits spprearien: olansof | Meeting Scheca ke for the remalnder of |
: action to corract identli2d qualty del clencies. ] 2015/2016 (attschment L1). !
ABtate ot the :S-ecretet(y vvery 1t et ires i B, DON/ NHA will sonfirm avaitabllity of the
U gl?:éﬁlilr: 01f the ft"'z\':(‘)lt'(:‘r‘é,i” C‘gg‘JS['I l-?‘l”':\;}'ﬂgﬁ‘?t " | Medizal Direc:2t for the schechuled
ngolzr as sich ¢uoswe (5 Sl ire | i d will re-schedule
: cornpliance of such gomictltiee with (1o : meeting data 270 Wil re-SChe
requirengnts of this seation, | meeting If necessary to allow the
J i Med\cal Director to participate.
Good faith sttempls by the sormites to idenily ,
L U | ' {
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and correct guality deficlencles, will ne; be wsed as!
- @ basls far sanctions. !

{ This REQUIREMENT 15 nal mist as svidenced
by

Based on review of faciity closarmen’s and i
" Interview it was determined that ine §: cility fadled E
! to ensure the Madical Diractor attendod ali e |
' quarterly QA meetings. Firalags inchidfe: :

{

* Review of QA attendance shasts fren July 2014 |

through July 2015 revealed that the hisdlce! i
. Diracfor orly attendid threws meeting 82614

and 1/29/15 =nd 7722115, The Madic: Dirsutar
' did not attend all the: cuarlaty Q& e stings.

An [nterview on 8741715 at 2:40 PM viith 52, TON \

confirmed the lack. of Ved leal Dvirgetny
. altenclance,

“These findings were revieweel with £, NHf and
- B2 oa 812418 at 1;30 PM,
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OF DEFICIENGIES

The State Report. 'jlw‘o'rpﬁh_dia s by ]
refereace and also sites the fndings
specifiad in the Feders! Flaoork

An unannauncad annuai suney was : Please refer vo the Plan of 10/5/15
conducted at this faclity fron Avgust &, 2315 Cotrection on CMV3 2567
through August 132, 20 15, Tha cJufu,ﬂern..les Report dated 8/12/15 for:
contained in this report are bavad on ' F24.
observation, intzr/iews, revigw of igsidents' F253
clinical rocords anel review o athar f2 cility F272
documentation ag indicater. Ths faciity F279
census the first day of the survey was 105, F323
The stage two survey sam sl wias thirty-four F371
(34). F412
. . . . F428
3201 Regulations for Sikilied anc tn termediate F463
Gare Facilitles FE1A
3201.1.0 | Scope F520

3201.1.2 | Nursing facilities shall b subject o all
app!it'ahle local, stats ancl federa) code
requirernants, e provisions of 43 CFR
Ch. IV -Part 483, Ei.ubpart [, requirements
for Long Tenm Ciuare Facilbies, and any
amendments or modifications theseto, are
. hereby aclopted as the raquisiory '
requivemnents for skilled nne intermediate
care nursing facilitios i Delaware.
Subpart B of Part 483 is herely referred
to, and made part of this Regulstion, as if
fully sef, out herein. All anpm,anhl- code
requirements of the Statn Fire: Frevention
Commissicn are herahy adooted and
incorporated by refarenus.

This r s=qu‘u srnend s notret i av denced
by: Croas Refer to the Gl 2867-L survay
completed Augusl 12, 2015 Fzd1, F253,
F27Z F279, 17323, }"’“” v41%, F423, F463,
F514 ancel FEZC,

/ ’/1

Provider's Signature o wﬁ.?p A '-71l A "/K E[Ltl At Date /3//

A E A Ynje (ransubnidth




