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F 000 | INITIAL COMMENTS F 000
An upannounced arnual and complaint survey
were conducted at this facility from Mareh 3, 2015
through March 17, 2015. The deficiencizs
contained in this report are based on
observations, interviews, review of clinical
records and other facility documentation as
indicated. The facility census the first day of the
survey was 122 The Stage 2 survey sample size
was 28.
Abbreviations used in this 2567 are as follows:
DON - Diractor of Nursing;
ADON - Assistant Director of Nursing;
RN - Registered Nurse,
RNAC - Registered Nurse Assessment
Coordinator;
LPN - Licensed Practical Nurse;
$8D - Social Service Director; .
CNA - Certified Nurse's Aide;
MDS - Minimum Data Set-standardized
assessment form used in nursing hores;
Hospice-Type of care that focuses on {he
terminally ill patients’ pain and symptcirs; 1. With the help of Hospice, R29 or family will
Incontinence- loss of control of bladder function; be re-approached to attempt to encourage May
CHF - Congestive Heart Failure-heart’s funetion resident or family members to help participate 20,
as a pump is inadequate to deliver oxypen rich In securlng an Advance Directive. 2015
blood to the body.
F 155 | 483.10(b)(4) RIGHT TO REFUSE; FORMULATE F 155 | 2.All other hospice or palliative/comfort care
$5=D | ADVANCE DIRECTIVES rastdents wlili have thair record reviewed to
insure an Advance Directive is in place. If an
The resident hgs thel rightto .nefuse frestment, to Advance Directlve Is not in place, the Hospice
refuse to participate in experimental research, provider and/or the resident or family
and to formulate an advance directive as )
ifid In paragraph (8) of this secticn. member will be colntacted in ar\ attempt ta
sped! encourage the resident or family members to
The facility must comply with the: requiraments help participate in securing an Advance
specified in subpart | of part 489 of this chapter Directive.
TITLE (X6) DATE

LABORATORY DIRECTOR‘S RISUPELIER REPRESENTATIVE'S SIGNATURE

e w5 preg=—

Yfvs ™

Any daficlency statement ending wltn an asterisk (*) denotes a a0 ciency which tha Institution may be excused from correcting pmwdmg it Is detenmined that
other safeguarda provide sufficient protection to tha patiens. (Se¢ nsiructions.) Estcapl for nursing homes, the findings stated above are disciesable 90 days
following the date of survey whether or rint a plan of correstion is nravided. For rursing homes, tha abova findings and plans of carrection are disclossble 14
days following the dafe these documents are made available ta tis facility. If deficiencies are cited, an approved plan of comreclion ig requisite to cantinued

program parlicipation.
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) F 155 3. Root cause analysis determined that the
F 155 |Continued From page 1

related to maintaining written policies and
procedures regarding advance directives. These
requirements include provisions to inform and
provide written information 1o all adult residents
concerning the right to aceept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a written description of the facility's
policies to implement advance directives and
applicable State law.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and intsrview, it
was determined that the facility failed to ensure
that one (R29) Haspice (end of life cars}, out of
28 Stage 2 sampled residents, had an Advance

'Directive (legal documents that allow you 1o spell

out your decisions about end-of-li%s car: ahead
of time) in place. Findings include;

The facility's Guideline on "Palliative/Comfort
Care" stated, "... Advance Directives ar.d prior
expressed wishes must be reviewed .. All
paliiative care conferences will be doenumented
carefully and thoroughly ... palliative ca s review
form should be used at the first meeting, and
the form placed into the medical record under
the Advance Directive Section”,

Review of R29's record on 3/16/15 at
approximately 2:00 PM revealed that this
resident had no Advance Directive in place. R29
was cartified to receive hospice and/or comfort
care for a terminal disease condition of CHF.

facllity staff and Hosplce [acked callaboration

~ in securing an Advance Directive. Facility will

review its guidelines on securing Advance
Directives and update the guidelines if
necessary, Staff development or desighee will
reinservice Licensed nursas and Soclal Serviges
staff on the guidelines on securing an Advance
Olrectlve for residents on Hosplce ora
palliative/comfort care program. Paint of
forus to Inciude discussion with the Hosplce
provider and/or MD; the Advance Directive
Forms far the State of Delawars; and
glidelines related to the completion of the
Directive

4, A Social Services or designee will conduct
quarterly audits to Insure all residents on
hospice or a palliative / comfort care program
have an Advance Directive in place or,
documentation that the resident and/or family
has received education and offers of
assistance In securlng an Advance Directlve
with the help of hospice, if applicable. Audit
results will be revlewed monthly by the QA
committee, until 100% compliance is achieved
and then quarterly x 1 year
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F 1558 | Cantinued From page 2 F 1586
In an interview with E10 ($80) on 3/16ri5 at
approximately 2:35 PM, she confirmed this
finding. E10 stated that R29 was incapable of
making decisions and the family Zid not want to
get involved. However, the facility had no
documented avidence of an attempt to coordinate
team effort with Hosplce to encourage fumily
mernbers to help participate in securing an
Advance Directive or securing, for example, a
.| designated POA (Power of Attorney) and/or a
Public Guardian for end of life care.
Thig finding was discussed with E1 (NI-A) |, E2
(DON) and E12 ‘(BN Clinical Consuitan:) on 1, All residents have the potential to be
31715 at appromma_tely 3:30 PM. affected by this deflclent practice. Ma
F 258 | 483.15(h)(7) MAINTENANCE OF F 258 v
1 QO 20
§5=C | COMFORTABLE SOUND LEVELS 2. Root cause analysis revealed that there was 20'15

The facility must provide for the rmainte:ance of
comfortable sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and rasidant
interviews with 3 (1, 1#2 and #3) out of 40
Stage 1 sampled regidents, who wished to remain
anohymous, it was determined that the facility
failed to ensure comfortable sound levels.
Findings include:

1, In &n interview on 3/4/15 at 8:00 AM_ Resident
I#1 stated "noise from other patients; CNAs noisy
and talking incessantly loud in the hall; and the
PA (overhead paging) system”.

no other option for nurses to communicate
between floors but to page overhead during
11-7 shift.

3. Facility will develop guidelines that will
restrict paging overhead during the overnight
hours. These guidelines will include an
altermative form of communication other than
paging overhead. Staff development or
designee will inservice all nursing staff
regarding the develapad guidelines far the
restricted use of the intercom system/over-
head paging durlng the avernight hours. All
staff will also be reinserviced on facility
guldelines and optlons to take for maintalning
comfortable sound levels throughout the

" entlre day.

«.continued next page
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58=0 ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, accurate, standardizad
repraducible assessment of each resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the .. .

by the State. The assessment must inciude at
least the following: )
[dentification and demegraphic information;
Customary routineg;

Cognitive patterns;

resident assessment instrunient (RAD) Scified”

. ol - i |
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F 258 |Continued From page 3 . - "o 4, NHA O designée will conduct audits dally
2 In an interview on 3/9/15 at 10.11 AM x's 7 days until 100% compliant, then weekly
Resident [#2 stated "staff from 4 to 8 AM seem x's 3 weeks until 100% compliant, then
to talk loudly and are noisy preparing things for monthly x's 3 months until 100%compliant.
the day's activities". Audits results will be reviewed by the QA
. ‘ . committee on a quarterly basls x 1 year or
3. [n an interview on 3/9/15 st 11:05 AM, Resident compliance is achieved and maintained x 2
1#3 stated "noise at night in the hallway znd quarters
announcements over the loud speaker”.
4, An observation on 3/13/15 at 6:00 AM
revealed an announcement mada on the PA
system that stated "Nurse Supervisor plaase call
310. Nurse Supervisor please call 310".
In an interview on 3/13/15 at 7:07 AM, E£6:(RN)
confirmed the finding and stated the ovrhead
page was a requast by E7 (LPN) o uniock the
supply closet so E7 could retrieve supplies for
wound care.
The facility failed to maintain comfortabla sound
levels,
F 272 483.20(b)(1) COMPREHENSIVE F272

1. R29 and R128 will have their MDS’s May 20,
corrected, per MDS guidelines, to reflect a 2015
prognosis as terminaliy ill with a life
expectancy of slx months or less.

2. All other residents on hospice or
palllative/comfart care program will have
their MDS reviewed and corrected as
necessary, per MDS guidelines, to reflect a
prognosis as terminally ill with life expectancy
of six months or less.

..continued next page
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Communication;

Vision;

Mood and hehavior patterns;

Psychosocial well-being;

Physical funetioning and structural protlems;
Continence;

Disease diagnosis and health conditions;

Dental and nutritional status,

Skin conditions;

Activity pursuit,

Medications;

Special trealments and proceduras;

Discharge potential; .

Documentation of summary information regarding
the additional aszessment performed an the care
areas (riggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by: : '
“Bazed on clinical record review and inferview,
it was determined that the facility failed ‘o
ensure that one (R29) out of 25 Stage 2
sampled residents' comprehensive
assessiments was accurate, Findings inciude;

R29 was admitted to the facility with dizgnosis of
CHF.

A Physician's Certification of Terminal lliness for
Medicare Hospice Benefit, dated 6/4/14, indicated
that from 5/15/14 through 7/14/14 R29 had-the .
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F 272

3. Aroot canse analysis revealed that the
Hospice physician certification was not
placed on the medical record prompting the
RNAC to check the “Prognosis” section.
Staff development or deslgnee will
ralnservice the RNAC’s on the RAI manual
specific to MDS assessment section for
tarminally ill patients. Facility will meet
with Hospice organizations to review and
revise the process for having the proper
documentation in the medical record to
support the terminal illness to so the RNACs
tan appropriately code the section
“Prognosls”.

4. D.0.N.or designee will audit the MDS's
for hospice resldents quarterly to confirm
the MDS accurately reflects a prognosis as
terminally ill with a life expectancy of six
months or less. Audits will be reviewed by
the QA committee X 1 year or until
compliance is achieved and maintained x 2
guarters
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F 272

F 278
§8=D

Continued From page 5
diagnosis of CHF to support the residert's life
expectancy of six months of less,

According to R29's Significant Change MDS
assessment dated 5/23/14, R29 was o Hospice
care. However, the MDS assessiment saction
entitied "Prognosis” was not checked and/or
identified to indicate that R29 was "terminally ill

with a life expectancy of six months or lass".

The facility failed to ensure that R29's
assessment accurately reflected the resident's
status.

This finding was discussed with £1 (NiH4), E2
(DON) and E11 (MDS Coordinator) on 2/17/2015
at approximately 3:30 PM.

483.20(q) - (j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

The assessment must aceurately reflect the
resident's status. :

A registered nurse must conduct or coc:dinate
each assessment with the apprapriate
participation of health professionals.

A regigtered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident aszessment is
subject to a civil money penalty of not rnore than

F 272

F278| 1 n79and R128 will have their MDS's

corrected to reflect a progocsls as terminally
ill with a life expectancy of six months or less.
R54 was discharged from the facllity on
January 26, 2015

2. All other resldents on hosplce or
palliative/comfort care program will have
their MD3 reviewed and corracted as
necessary, per MDS guidelines, to reflecta
prognosis as terminaliy Wl with life expectancy
of slx manths or less.  All residents coded as
always continent have the potentfal to be
affected by the deficient practice.

.

May 20,
2015
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F 278 | Continued From page 6 F278| 3. A rootcause analysis revealed that the

$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statemen: in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreehwent does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by: .
Based on record reviews and interviews, it was
determined that the facility falled to ensure that
the MDS assessment accurately reflected the
regident's status for three (R29, R54 and R128)
out of 28 Slage 2 sampled residents. Findings
includa:

The facility's policy entitied "Minimum Data Set
3.0 Completion”, dated 7/15/13, stated,
"Guideline: To ensure an interdisciplirzry
approach to the timely and accurate corapletion
of the MDS 3.0."

1. The quarterly MDS assessment, da‘ed
12/27/14, stated RS54 was occasionally
incontinent (less than 7 episodes of
incontinence) of urine, during the seven (7} day
review time period (12/21/14 throwegh 12/2714).

Review of the "CNA Flowsheet" for the month of
December revealed that R54 had no episodes of
incontingnce during the seven (7) day review time
period (12/21/14 through 12/27/14).

An interview with ES (RNAC) on 3/16/15 at 1:55
PM confirmed the findings and verbalized that the

Hospicae physiclan certification was not
placed on the medical record supporting the
need for the RNAC to check the “Prognosis”
section and the RNAC that coded R54 as
Incontinent stated the error was due to
human error. Staff Davelopment or
designee will reinservice the RNAC's on the
RAI manual specific to MDS assessment
accuracy for bowel and bladder and for
terminally lll patlents. Facllity will meet with
Hospice organizations to review and revise
the process for having the proper
documentation in the medical record to
support the terminal fliness so the RNACs
can appropriately code the section
“Frognosls

4, RNAC or designee will audit Section H and
supportive documentation monthly until
100% compliance is reached aver 3
consecutive evaluations, Audit results will
be reviewed by the QA committee. Ona
quarterly basis X 1 year or until compliance is
achieved and maintained x 2 quarters
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F 278 | Continued From page 7

MDS should have been coded as always
continent (contral of bladder and bowel function)
of urine.

These findings were reviewed with E1 (NHA) and
E2 (DON) on 3/17/15 at 3:10 PM.

2. R29's quarterly MDS assessments dated
&/23/14, 11/25/14 and 2/25/15 indicated that this
resident was on Hospice care. However, the
section entitled "Prognosis” was not chacked off
that stated "terminally il with a life expectancy of
six.months or less", The physician had certified
and recertified R29 for terminal iliness from
8/23/14 through 2/25/15.

3. R128's quarterly MDS assessment, dated
12/15/14, indicated that this residsnt was in a
persistent.vegetative state (abzence of _
responsiveness and awareness) and vves totally
dependent upon staff for all activities of daily
living (ADLs). R128 was also receiving respiratory
treatments such as oxygen and suctioning of
tracheostomy (an opening made in the throat to
assist breathing) tube and he was also Identified
as receiving Hospice care. R128 was certified
and recertified by the physician for terminal illness
from 12/10/14 through 2/7/15. However, this
same MDS assessment failed to identfy or check
off the section entitled "Prognosis” as ‘seminally
ill with a life expectancy of six months or less".

These findings were discussed with E1, E2 and
E12 (RN Clinical Consultant) on 3/17/1¢ at
approximately 3:30 PM.

The facility failed to ensure that these cuarterly

F 278
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The resident has the right, unless adjucged
incompetent or otherwise found to be
incapacitated under the [aws of the Stats, to
patticipate in planning care and treatmsent or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attanding
physician, a registerad nurse with respunsibility
for the resident, and other appropriate siaff in
digeiplines as determined by the resident's needs,
and, fo the extent practicable, the participation of
the resident, the resident's family of the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Cross refer to F155.

Based on record review and interviews, it was
determined that for ona (R29) out of 28 Stage 2
sampled residents, the facility failed to ensure that
the care plan was reviewed and revised i address
R28's Hospice/Palliative care status in coordination
with the Hospice staff and with input from this
residént's representative that included goals and
interventions to promote quality of life

2. Facility will meet with Hospice organizations
to review and revise the process for care plans
to insure coordination with the Hospice staff
that addresses each residents Hospice
status/Palliative Care that included goals and
approaches to promote quality of life and |
comfort.

3, Staft development or designee will
reinservice Social Service staff and Unit
managers concerning care plan coordination
for Hospice residents.

4, D,0.N. or deslgnee will audit all Hospice
resident care plans monthly x's three months
with a goal of 100% compliance with care plan
coordination. The audits will be reviewed by
the QA committee and Hospice Services, if
applicahle.
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residents' status.
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Continued From page 9

and comfort rather than prolongation of life to
meet the needs of ihis hospice resident. Findings
include:

The facility's Guideline (Policy) entitled,
"Palliative/Comfort Care" stated, ... 6. A palliative
care/ecomfort measure care plan will be slaced on
the resident's chart. This care plan will ixclude
approaches to be used by the staff to meet the
resident's goals/wishes ... 8. The Palliative Plan
of Care will be reviewed during interdis vipfinary
plan of care meetings and reevaluated whenever
the facts or conditions that led to the initial
discussion change, or whenever the rezident, or
POA or other involved person requests it ...",

On 3/13/15, R29's care plans were reviewed, The
care plans were initiated by facitity staf” Except
for the category of "Nutritional Status nn R29's
potential poor intakes r#t (related to) ... Hospice
status”, the care plan failed to show that a
revision was made to addrass this residant's
Hospice and/or Palliative Care Status for all care
provided in coordination with the Hospice staff.

Interview on 3/13/15 at approximately 4:30 PM,
EB (ADON) stated that the facility macl: their own
care plan for R29 and Hospice made their own,
However, Hospice care plans were not found in
R29's clinical record.

On 03/16/15 at 2:32 PM, E10 (53D) stzted that
there was no palliative care revisw/confarences
held with the family because the family did not
wish to be involved.

The facility failed to demonstrate in R2¢'s care
plan that it was reviewed and revised in
coordination with the Haspice staff that

F 230
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F 280 | Continued From page 10 F 280
addressed this resident's Hospice
status/Palliative Care that included goals and
approaches to promote quality of life and comfort.
F 309 |483.25 PROVIDE CARE/SERVICES FOR F 309 1, R200 was discharged home March 14, May 20
85=E | HIGHEST WELL BEING . 2015

Each resident must receive and the facility must
provide the necessary care and sesvices to attain
or maintain the highest practicable physical,
mental, and payehosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
Based on clinical record reviews and siaff
interviews, the facility failed to ensure that two

*| (R200 and R317) residents out of 28 Stage 2
Sampled residents received the necessary care
and services to attain or maintain the highest
practicable physical well-being in accordance with
their plan of care. For RZQ0, the facility failed to
initiate the bowel protecal when he wert 18 shifts
*| with no bowel movement (BM). For R317, the
facility failed to monitor R317's left AVF
(arteriovenous fistula - connection of a vein and
an artery, usually in the forearm, to allow access
to the vascular system for dialysis, a procedure
that performs the functions of the kidneys in
people whose kidneys have failed) every shift
since 2/23/15 [over 54 shifts] as per her plan of
care. Findings include:

1. The facility's policy entitied "Bowel Protocol”,
dated 4/2013, stated "Residents will be monitored
for bowe! elimination so that timely intervenitions

2015.

2. All residents have the potentlal to be
affected by the facility failure to initiate the
bowel pratocol as per palicy.

3, Root causa analysis revealed that the
cause of the failure to implement the bowel
protocol was due to the inaccurate
documentation of the nursing asslstants and
the licensed nurse’s failure to monitor
documentation accurately. Facility wlil
review facility bowel protocal. Staff
Devalopment will reinservice all nursing
assistants and llcensed staff on the bowel
protacol.

4. D.0.N. or designee will monitor all
residents daily x’s 4 weels to insure 100%
compliance with the bowel protocol. When
100% compliance is achieved then the
D.0.N. or designee wlil monitor weekly X's 4
weaks or until 100% compliant then monthly
¥'s 3 months. QA commlttee will reviaw
results of audits
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camplications ... 4. Any resident who Is identified
as having gone 9 shifts without a BM has the
Bowel protocol implemented ...".

R200 was care planned for potential for
constipation on 2/2/14 with an intervent'on to
institute BM protocol as per facility policy.

Review of the February 2015 CNA Flow Sheet
revealed that R200 did not have a bowe?
movement from 2/21/15 through :2/26/1&, a fotal
of 18 shifts,

Review of the February 2015 MAR lacked
evidence that the bowel protocol was initiated,

In an interview on 3/13/15 at approximately 3:45
PM, E9 (RN) confirmed the finding. Th= facility
failed to initiate the bowsl protocol as per R200's
plan of care. : '

2. The facllity's palicy entitled "Dialysis
Residents", dated 8/2013, stated “... 5. Routine
monitating of the dialysis access sile will be
performed by the licensed staff ...".

R317 was admitted to the facility on 2/22/15 with
diagnoses including End Stage Renal Digease
(disease where the kidneys stop working)
requiring dialysis. R317 had two dialysi: access
sites, a right chest wall catheter (tube) and a left
AVF. '

R317's dlalysis care plan, dated 2/23/15, stated
"... 2. Check dialysfs ... catheter ... ¢ (every) shift
and PRN (as needed)" and "check for bruit/thrill
(assessment of sound and sensation i dicating
that the bload is flowing through the hlcod vessel

2. All residents with a dialysis access site wi(l
have the dialysis access site checked for
bruit/thrill.

3. Root cause analysis revealed staff
perception that an unused dialysis access site
did not require Q shift monitoring as is the
case for a dialysis access site in use for
dislyasls. Facity will review and revise the
guidelines for monitoring a dialysis access
site. Staff development or deslgnee will
rainservice all licensed nurses on the
guidelines for monitoring all dlalysls access
sltas.

4, D.0.N. or designee will monltor alt dlalysls
residents daily x's 4 weeks to insure 100%
compliance with the dialysls access sité per
facllity policy. When 100% compliance is
achieved then the D.C.N. or designee will
monotor weekly X's 4 weeks or until 100%
compliant then monthly x's 3 manths until
100% compllant. QA commlitee will review
results of audits
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F 309 | Continued From page 12 F 309
and functioning properly) q shift and PRN",
R317's clinical record from 2/23/16 throiigh
3/13/15 lacked evidence of monitoring the left
AVF for bruitithrill every shift.
In an interview on 3/13/15 at 3:49 PM, ES (RN)
confirmed the finding. The facility failed to monitor
R317's left AVF since 2/23/15 [over 54 shifts].
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 31 had her b washed -
§9=D | DEPENDENT RESIDENTS i ROt nadiner ialFYas IECIOn KAtChEL, May 20
2015 2015

A resident who is unable to carry out activities of
daily living receives the necessary services to

. | maintain good nutrition, graoming), and personal

and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on sbservations, record raview and
interview, it was determined that the facility failed
to ensure that one resident (R31), who was
unable to carry out activities of daily livi~g (ADLs),
out of 28 Stage 2 sampled residents, received the
necessary zervices to maintain good grooming
and personal hygiene. The facility failed to
provide consistent hair washing and/or hair
brushing for R31. Findings include:

The annual MDS assessment, dated 1/13/15,
stated R31 was independent in daily decision
making skills and was totally dependent on one
staff person for bathing and perscnal hygiene
(inciuded combing hair). This MDS alsc stated
R31 had impairment in range of motion of the
upper and lower extremities on both sides of the

2. All other residents have the potential to be
affected by this deficient practice

3. Root cause analysls revealed thatall
options were not explored for a resident that
was refusing care. Facility will review options
10 be trled to promote appropriate washing
of resident’s hair. Staff development or
designee wlll relnservice all nursing staff on
options available for maintaining hair
¢cleanliness.

4, D.0.N. or designee will routinely monitor
all residents who refuse to have their hair
washed to insure appropriate interventions
have been Implemented or attempted as
determined necessary.
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F 312 | Continued From page 13
body.

R31's care plan for self care deficit, dat=d
1/27/15, included 1he approach to “assist with
daily hygiene, toileting, dressing, grooming and
oral care as needed."

On 3/11/15 at 10:40 AM, E4 (CNA) called this
surveyor to R31's room at the resident's request.
This surveyor ohserved a large clump ¢f hair that
had come from the hairbrugh that E4 was using
to brush R31's hair. Observation of R31's hair
revealed that it was extremely matted and greasy
in the back. Additionally, large white flaxes were
observed in the hair and on the scalp. R31 stated
that her hair is not brushed regularly and it gets
all matted. R31 was agked when her hair was last
washed? R31 stated that it hasn't been washed in
a long lime, that they used to use the dry
shampoo, but that hasn't been done in awhile
gither,

On 3/13/15 at 11:25 AM, a second observation of
R31 revealed her hair pulled up on tor: of her
head. The sides were visibly dirty with large white
flakes and crust on the scalp.

Review of CNA Behavior Flowsheats frem 2/15
through 3/13/15 revealed that although staff were
documenting R31's refusal of specific care, there
was no evidence that R31 was offered and
refused having her hair washed and/or brushed.

The fagility failed to enzure R31, who i unable to
carry out activities of daily living, received the
recessary services to maintain good giooming
and personal hygiene.

Findings were reviewed with E2 (DON) during an

F 312
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance dzvices to
prevent accidents.

This REQUIREMENT is not met as evidanced
by;

Based on observation, clinical record review
and staff interview, it was determined thst the
facility failed to ensure that the resident
environment remained as free of accident
hazards as is pessible for one (R200) out of 28
Stage 2 sampled residents. The fcility failed to
ensure that R200 wore non-skid footwear and
bilateral fall mats were placed on the floer when
the resident is in bed. Findings irclude:

R200 was admitted to the facility on 1/30/15
with a history of falls,

R200 was care planned for potential of fells with
interventions that included non-skid fontwear
and safety devices (bilateral fali mats).

Review of R200's clinical record revealad that
he fell four (4) times (2/13/15, 2/14/15, 2118/15
and 2/26/15) with no injury since admission on
1/30/15.

An observation on 3/13/15 at 11:23 AM revealed
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F 312 |Continued From page 14 F 312
interview on 3/16/15 at approximately 4:30 PM.
F 323
F 3231483.26(h) FREE OF AGCIDENT 1. R200 was discharged March 14, 2015
§5=D | HAZARDS/SUPERVISION/DEVICES May 20
2015

2, All other residents with the potential for
falls have the potential to be affected by this
deficient practice

3. Root cause analysis revealed that the
nursing assistant assigned to R200 faifed to -
follow the resident care planngd‘ .
interventions. Nursing assistant is no longer
employed with the facility. Staff development
or designee will reinservice all nursing staff
regarding fallowing tha care plan
interventions related to their plan of care.

A. Asslstant D.O.N or designee will complete
audits daily x's 4 weeks to insure 100%
compliance with the rasident care planned
falls interventions. When 100% compliance is
achleved then the Agsistant D.O.N. or
designee will monitor weekly X's 4 weeks or
until 100% compliant then monthly x’s 3
months. Audit results will be reviewed by the
QA cammittee
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R200 lying in bed awake with only one fall mat
placed on the floor next to the bed and bare feet.
R200 was observed lifting his bare feet up and
moving them off the right sids of the bed to the
floor where there was no fall mat present.
In an interview on 3/13/15 at 11:26 AM, E9 (RN)
located the other fall mat which was placed up
against R200's wardrobe closet. EB confirmed the
findings that R200 was care planned for bilateral
fall mats and non-skid socks.
The facility failed to ensure that 200 wore
non-skid footwear and bilateral fzii mats were
placed on the floor when the residsnt is in bed. 1. R152 was dlscharged from the facility on May 20
F 387 | 483.40(c)(1)-(2) FREQUENCY & TIMELINESS F 387 January 19, 2015 2015
55=D | OF PHYSICIAN VISIT ' :

The resident must be seen by a physician at least
once every 30 days for the first 80 days afler
admission, and at least ance every 60 days
thereafter.

A physician visit is considered timely if i* occurs
not later than 10 days after the date the visit was
required.

This REQUIREMENT is not met as evidenced
by.

Based on clinical record review and staff
interview, it was determined that the facility failed
to ensure that one (R152) out of 28 Stege 2
sampled residents was seen by 4 physizian at
least once every 30 days for the first 20 days after
admission. Findings include:

R152 was admitted to the facility on 9/30/14.

2. All other residents have the potential to
be affected by this deficient practice

3, Root cause analysis revealed that this was
an oversight by the physician. Facility will
review the policy for monitoring physician
visits to insure they are In compliance with
the state and federal regulations. Staff
development or designee wlll reinservice
Medical records staff on the policy for timely
physician visits and monitoring of those
visits,

4, Medical records staff or designee will
audit resident medical records monthly x's 3
months to insure 100% compliance with the
regulations concerning physician visits.
Audits will be reviewed by the QA
committee,
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Review of the clinical record revealed ihat R152
was seen nine (9) times in October 2014 and one
(1) time in November 2014. The clinica; record
lacked evidence that R'152 was seen by a
physician in December 2014.
In an interview on 3/16/15 at 4:12 PM, 8
(ADON) confirmed the finding. The facitity failed
to ensure that R152 was seen at least cnce every
30 days for the first 90 days after admission,
F 428 1483.60(c) DRUG REGIMEN REVIEW, REPORT F 428
85=D | IRREGULAR. ACT ON 1. R124 had no adverse effects from deficient May
' practice. 20
The drug regimen of each resident must be 2015

reviewed at least onge a maonth by a licensed
pharmacist.

The pharmacist must report any irregulaiities to
the attending physician, and the director of
nursing, and these reports must be acied upon.

This REQUIREMENT is not met as evidenced

by: .

Based on record review and interview, it was
determined that for one (R124) cut of five (5)
residents sampled for an unnecessary drug
review, the facility failed to ensure that a
monthly medication regimen review (M=?R) was
completed at least monthly. Findings inciude;

Review of R124's "Consultant Pharmarist
Record of MRR" lacked evidence of a rmonthly
MRR being completed in October 2014,

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

3. Pharmacy consultant will be provided a
facility census upon entrance into facility to
conduct monthly review and pharmacy
consultant whil ¢cross reference census with
actual reviews to ensure all residents were
reviewed, Pharmacy recomrnendation farms
will then be givan to DON/designee as second
check to ensure all resldents were reviewed.

4, Pharmacy Director/designee will audit
compliance ensuring each resident in facllity
hag had a monthly review completed on a
monthly basis for three consecutive months
until 100% compliance is achieved and then
quarterly for three quartars ar untll 100%
compllance has been achieved and then
deficient practice will be considered resolved. -
QA committee will review results of audits
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Althgugh the facility provided the "Executive
Surnmary of Consuitant Pharmacist's ivadication
Regimen Review," which listed residenis who
received nine (9) or more medications during the
review dates between 10/1/14 ard 10/4/14,
R124's name was not listed. Review of R124's
Qctober monthly physician order sheet revealed
this resident received approximately 2.2 different
medications daily.
. 1. No residents were affected by this
Findings were confirmed with E2 (DON) during an deficlent practice i May
interview on 3/16/15 at approximately 4:35 PM. ' 20
F 431 { 483.60(b), (d). () DRUG RECORDS, ) F 431 2. All residents receiving narcotics have the 2015
§5=E | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed phariacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detzil to enable an
accurate reconciliation; and determines that drug
records are in order and that an aceount of all
controlled drugs is maintained and petiadically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently arcepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Fedgral laws, the
facility must store all'drugs and biologicals in -
foekied compartments under’ proper temperature
controls, and pefmit only authorized parsdnnel to
have access fo the keys.

potential to be affectad.

3. Focus review will be completed by DON of
facility narcotic sheets, Narcotic count sheet
will be ravised to meet requirements of
F431. All staff will be reinserviced on palicy
and procedure for narcotic count. The Unit
manager/designee will audit daily for 30
days or untll comptlance Is achleved for
greater than 1 month far compliance with
narcotic count and documentation.

4. Unlt manager/designee will monitor the
narcotic count sheet daily X 30 days or until

" 100% success is noted over a 30 day period.

Then, monitoring will be done three times a
week for 3 consecutlve weeks of untll 100%
success is achieved. Then once a month until

' 100% compliance is achieved for 3

consecutive months. Once compliance is
achleved, the audit will be discontlnued. QA
committee will review results of audits
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The facility must provide separately loc'ced,
permanently affixed compariments for storage of
controlled drugs listed in Schedule H of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs susject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by. '

Based on record review and staff interview, it
was determined that the facility failed to enstire
that a system of records (Narcotic Shift Count
Sheet) kept for the receipt and disposition of all
controlled medications was conducted by two (2)
licensed nurses at each shift. This deficient
practice was found on two (2) out of twa (2)
floors/units which had three (3) medication carts
each (six medication carls total). Findings
include;

The facility policy entitied "Controlled Medication
Storage," dated February 2015, stated '... 4. At
each shift change, a physical inventory of all
controlled medications, including eme:gency
supply, is conducted by two licensed niirses and
Is documented on the contralled medication
accountability record ...".

' Review of the nareotic shift count sheets from

12/8/14 through 3/8/15 for rooms 101 through
117 revealed missing nurse on and/or nurse off
signatures on the following dates;

1/16/15, 1/23/15, 1/29/15 and 2/24/15.

F43
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Review of the narcotic ghift count sheets from
12/28/14 through 3/8/15 for rooms 160 through
159 revealed missing nurse on and/or nurse off
signatures on the following dates:

12/30/14, 1/2/18, 1/4/15, 1114115, 1730115, 211/15,
2/2/15 and 2/24/15.

Review of the nareotic shift count sheets from
10/21/14 through 3/9/15 for rooms 160 through
168 revealed missing nurse on and/or nursa off
signhatures on the foliowing dates:
10122114, 10/23/14, 10/24/14, 11/2/14, 11/814,
11110/14, 1113114, 11124/14, 11727114, 11/28/14,
11/20/14, 11/30/14, 12/4/114, 12/9/14, 1211114,
1213114, 12117/14, 12/18/14, 1/5/15, “.56/15,
117115, 113/15, 1/22/15, 2/11/16, 2/112/15,
211615, 211715, 3/5/15, 3/16/15 and 3/7/15.

Review of the narcotic shift coun: sheets from

10/13/14 through 3/8/15 for rooms 201 through

205 and 250 through 255 revealed missing nurse

on and/or nurse off sighatures on the following

dates: .

10/14/14, 10/16/14, 10/24/14, 10/27M14, 11/10/14,

111314, 11/28M14, 11/29/14, 11/30/14, 12/1/14,

12/9/14, 12/18/14, 12/30/14, 1/2/15, 1/9/15,

| 1111715, 1/26/18, 2115/15, 2/16/15, 2117115,
2/18/15, 2/19/15, 2/28/15 and 3/5/15.

Review of the narcotic ¢hift count sheets from
10/13/14 through 3/8/15 for rooms 206 through
215 revealed missing nurse on and/or nurse off
signatures on the following dates:

10/13/14, 10/21/14, 11/10/14, 11724714, 11/25/14,
12/24/14, 1/30/15,.3/8/15, 3/7/15'and 3/8/15. -

Review of the narcotic shift count sheets from

10/19/14 through 3/8/15 for rooms 256 through
265 revealed missing nurse on and/or nurse off

F 431
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signatures on the following dates:
10/31714, 111114, 1172114, 11/4/14, 111714,
11/23/14, 11/24/14, 12/6/14, 1217114, 12/8/14,
1211814, 1/5/18, 112115, 1/21/15, 2/4i15, 215115,
216115, 2/7/15, 3/2/15 and 3/7/16.
During an interview with EZ (DON) on 3/16/15 at
approximately 4;30 PM, she stated tha: if 2 nurse
works a double shift they try to azsign them to the
game medication cart. E2 stated that the
expectation is that the narcotic count is
completed on each shift unless tue nurse is
retaining control of the same medication cart for a
second shift. The count would then be completed
when the nurse hands off the medication cart
keys to the oncoming shift nurse.
F 514 483.75()(1) RES F 514
§8=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB 1. R152 was discharged January 15, 2015 "
LE ay
2. All other residents with psych behaviors 20
The facility must maintain clinical recoris on each have the potential to be affected by this 2015
resident in accordance with accepted professional deficient practice.
standards and practices that are compiete;
accurately documented; readily accessible; and 3. Root caused analysis revealed that psych
systematically organized. services at that time were not sufficiently
reviewing resident information or
The clinical record must contain sufficient documentatlon. The facilltys expectations for
information to-identify the resident; a re.cord of the Psychoactive Medication review will bé
resident's assessments; the plan of care and discussed with the Psychiatrist by the DON or
services provided; the resuits of any designee.
preadmission screening conducted by the Stale;
and progress notes, 4.D.0.N or designee will review all
psychiatric service progress notes monthly
. . x's 3 months or until 100% compliant. Audits
;;Fs REQUIREMENT is not met ag evidenced results will be reviewed by the QA
Based on clinical record review and staff ComMIEEDS:
interview, it was determined that the facility falled
FORM CMS8-2567(02-95) Previous Versions Obsolets Event ID: SN$K11 Fadility ID: 2348 If continuation sheet Page 21 of 23
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1o ensure that one (R152) out of 28 Stage 2
sampled residents’ clinical records was
maintained in accordanee with accepted
professional standards and practices that are
accurately documented. For R1&2, the 12/18/14
psychiatric [psych] progress note did not reflect
the resident's current status. Findings include:

A physieian order, dated 10/2/14, stated to
discontinue Seroquel (medicafion usec to
manage psychosis, an abnormal condition of the
mind involving a loss af contact with reality) and
Arieept (dementia medication).

Review of R152's MARs for October 20114,
Navember 2014 and December 2014 revealed
that R152 was not administered Aricept or
Serpquel since they were discontinued.

Hawever, review of the December 20714 CNA
Behavior Flowsheet revealed muftiple episodes of
physical aggression, i.e. resisting care by hitting,
kicking, swinging at staff, during ali thica (3)
shifts from 12/1/14 through 12/13/14.

A psychiatry progress note, dated 12/18/14,
stated "Patient seen for routine follow up visit.
Current Meds (medications) - Aricept . . Ssroquel
... No acute behavior problems or changes at this
time ... Doing well on curent (sic) meds ..". This
progress note failed to demonstrate knowledge of
the current plan of care.

In an interview on 3/16/15 at 4:12 PM, EB
(ADON) acknowledged the findings and stated
that the psychiatry practice was no longer
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affiliated with the facility.
The facility faited to ensure that R152's. ciinical i
record was accurately documented as the
12/18/14 psych progress note did not reflect the
current status of R152 in respect to current psych
medications and episodes of hehavior.
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3201

3201.1.0
3201.1.2

The State Report inzorporates by
reference and also cites the findings
specified in the Federal Report.

An unannounced annual znd complaint
survey were conducted af this facility from
March 3, 2015 through Mzrch 17, 2015. The
deficiencies contained in this report are
based on observations, interviews, review of
clinical records and cther facility
documentation as indicated. The facility
census the first day of the survey was 122,
The Stage 2 survey sample size was 28.

Regulations for Skilled #nd Intermediate
Care Facilities

Scope

Nursing facilities shall be subject to all
applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Care Facilities, and any
amendments or modifications thereto, are
hereby adopted as the regulatory
requirements for skilled and intermediate
care nursing facilities in Delaware.
Subpart B of Part 483 is hereby referred
to, and made part of this Regulation, as if
fully set out herein. All zpplicable code
requirements of the State Fire Prevention
Commission are hereby adopted and
incomorated by reference.

Cross reference POC

F155, F258, F272, F278,
F280, F309, F312, F323,
F387, F428, F431, F514
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This requirement is not met as evidenced
by: .

Cross-refer to CMS 2567-.. survey date
completed 3/17/15, F155, F202, F258, F272,
F278, F280, F309, F312, F323, F387, F428,
F431 and F514.

Provider's Signature Title Date




