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

An unannounced Annual, Complaint and
Emergency Preparedness Survey was con-
ducted at this facility from March 20, 2023
through March 27, 2023. The deficiencies
contained in this report were based on obser-
vation, interview, review of clients' records
and review of other facility documentation as
indicated. The facility census on the first day
of the survey was 40. The survey sample to-
taled 14 residents.

3201 Regulations for Skilled and Intermediate | 3201... 05/25/2023
| Care Nursing Facilities Al. The facility is unable to correct the past
practice; however, to address the citation,
the plan of action taken involved the Exec-
utive Director (ED} contacting the tempo-
3201.1.2 Nursing facilities shall be subject to all appli- | rary staffing agency, Infojini, Inc., via tele-
cable local, state and federal code require- | phone on 3/28/2023 to inform the agency
ments. The provisions of 42 CFR Ch. IV Part | in details of the Delaware Background
483, Subpart B, requirements for Long Term | Check Center {BCC) credentialing require-
Care Facilities, and any amendments or | ments to include data sources generated
modifications thereto, are hereby adopted | by the BCC {Adult Abuse Registry, State and
as the regulatory requirements for skilled | Federal Criminal background Checks) and
and intermediate care nursing facilities in | obtain require information for
Delaware. Subpart B of Part 483 is hereby | E41,F47,E48,E50,E53,E54,E55 and E56.

referred to, and made part of thls Regula- | Attachment A: Email/Memo correspond-
tion, as if fully set out herein. All applicable | ence from the Executive Director (ED) to In-
code requirements of the State Fire Preven- | fojini, Inc. regarding the Delaware Back-
tion Commission are hereby adopted and in- | ground Check Center (BCC) credentialing

3201.1.0 Scope

corporated by reference. requirements.
A2. The ED sent a follow-up email to the
3201.5.0 | Personnel/Administrative agency, Infojini, inc.,, on 3/28/2023 detail-

ing the Delaware BCC credentialing re-
3201.5.5 | The facility shall have written personnel pol- | quirements and it being imperative that
[ icles and procedures. Personnel records | the company take immediate corrective ac-
tion.
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shall be kept current and available for each |
employee, and include the following:

3201.5.5.3
Results of criminal background check

3201.5.5.5
Result of Adult Abuse Registry check

This requirement was not met as evidenced
by:

Based on review of facility personnel records
and interview, the facility failed to ensure
that eight (E41, E47, E48, E50, E53, E54, E55
and E56) out of 19 sampled personnel rec-
ords were kept current and available with the
criminal background and Child and Adult
Abuse Registry checks. Findings include:

3/27/23 10:45 AM —During an interview with
E1 (ED), the following employee personnel
records were reviewed and E1 confirmed the
missing personnel records:

1. E41 (Agency CNA), was missing a criminal
background check and Child and Aduit
Abuse Registry checks.

2. E47 (Agency CNA), was missing a criminal
background check and Child and Adult
Abuse Registry checks.

3. E48 (Agency CNA), was missing a criminal
background check and Child and Adult
Abuse Registry checks.

4, E50 (Agency CNA), was missing a criminal
background check and Child and Adult
Abuse Registry checks.

Attachment A: Email/Memo correspond-
ence from the Executive Director (ED) to In-
fojini, Inc. regarding the Delaware Back-
ground Check Center {BCC) credentialing
requirements.

A3. Temporary Agency Staff that are con-
tracted by Infojini Inc. were removed from
the schedule on 3/28/2023 by the ED due
to the issue with the credentialling require-
ments needed through the Delaware BCC.
The staff were returned to the schedule by
the ED on 3/30/2023 because Infojini, Inc.
initiated corrective action.

Attachment D: Emails stating Infojini Inc.
staff were removed from the schedule on
due to the issue with the credentialling re-
quirements needed through the Delaware
Background Check Center (BCC). The staff
were returned to the schedule because In-
fojini, Inc. initiated corrective action.

B1. The ED conducted a sweep of tempo-
rary all staff personnel files. Based on the
results, it was concluded by the ED that
temporary agency staffing both current
and future staffing have the potential to be
affected by the deficient practice.
Attachment CC: Memo from Executive Di-
rector (ED) stating a sweep of Temporary
Agency Staff personnel files were audited
B2. The ED sent an email to all contract
agencies that have staff at Stockley Center
on 3/28/2023 and 3/29/2023 summarizing
the BCC requirements of data sources gen-
erated by the BCC (Adult Abuse Registry,
State and Federal Criminal background
Checks) for Temporary Agency Staff that
are currently working in the facility as well |
as future temporary agency staff.
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5. E53 (Agency RN), was missing a criminal
background check.

6. E54 (Agency CNA), was missing a criminal
background check and Child and Adult
Abuse Registry checks.

7. E55 (Agency CNA), was missing a criminal
background check and Child and Adult
Abuse Registry checks.

| 8. E56 (Agency CNA), was missing a criminal

background check and Child and Adult
Abuse Registry checks.

3/27/23 2:30 PM - Findings were reviewed
with E1, E2 (PA), E29 (ADON), and E4 (DRS)
during the Exit Conference.

‘Attachment C: Emails from the Executive

Director {(ED) to all contract agencies that
have staff at Stockley Center summarizing
the Background Check Center (BCC) re-
quirements.

B3. The scope of credentialling for all staff-
ing at Stockley Center was investigated by
the ED. First, the ED contacted the Dela-
ware Division of Human Services (DHR) via
telephone on 3/28/2023, regarding the
State Merit Employees. The ED was in-
formed by DHR that all Stockley Center
Merit and Seasonal Casual employees are
vetted through the BCC for data sources
generated by the BCC (Adult Abuse Regis-
try, State and Federal Criminal background
Checks). Second, to assess all temporary
agency staffs’ BCC credentialing documen-
tation files, a second sweep audit of Tem-
porary Agency Staff personnel files was
completed on 3/31/2023, by the ED, Ad-
ministrative Specialist Il (ASHI) and Stand-
ards Control Specialist {SCS}. These files
were moved to a central location in the Ex-
ecutive Director’s (ED) office by the ASIII
and SCS.

Attachment E: Memo stating a sweep of
Temporary Agency Staff personnel files
were audited,

B5. A memo to contracting temporary
staffing agencies was written by the ED re-
garding the requirements of criminal back-
ground checks and adult abuse registry re-
sults through of the BCC, and then memo
was approved by DDDS Leadership on
4/17/2023. The ED emailed this memo to
each contracting temporary staffing agency
working with  Stockley Center on
4/18/2023.
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| Attachment F: Memo to contracting tem-

[ agency staffing hiring with BCC credential-

porary agencies was developed by the Ex-
ecutive Director (ED) and approved by
DDDS Leadership and emailed to each con-
tracting temporary agency.

C1. The ED’s RCA revealed the deficient
practice only involved temporary staffing
agency staff, It is noted that copies of Crim-
inal Background Checks and Adult Abuse
Registry Checks were part of the personnel
file; however, these data points were not
vetted through the BCC. The issue was the |
facility’s new practice of hiring temporary |
staffing agencies did not include the spe- |
cific BCC requirements as part of the cre- :
dentialing and hiring processes for tempo-
rary staffing to obtain data sources gener-
ated by the BCC (Adult Abuse Registry,
State and Federal Criminal background
Checks). The facility’s assumption of the
agencies obtaining this information auto-
matically through the BCC lead to the defi- |
cient practice. .
C2. The Administrative Program Adminis-
trator (APA) and the ED reviewed and will
revise The Pre-Employment Screening Ad-
ministrative Paolicy to reflect temporary

ing requirements and start dates of new
temporary employees must be after cre-
dentialing documentation is obtained
which includes Adult Abuse Registry and
State and Federal Criminal background
Checks.

C3. The Temporary Agency Staffing Hiring
Checklist was revised on 4/3/2023 by the
APA to reflect the credentialing require-
ment of the BCC and copies of necessary
documentation, and a Temporary Agency
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Staffing Hiring Approval form was created
on 4/10/2023 by the ED and APA to reflect
the credentialing requirement of the BCC
and copies of necessary decumentation.
Attachment G: Temporary Agency Staffing
Hiring Checklist

Attachment H: Temporary Agency Staffing
Hiring Approval form

C4. The updated Pre-Employment Screen-
ing Administrative Policy will be provided
to hiring manager staff by the ED for re-
view, and a signed voucher will be com-
pleted. The APA will track completion of
the is policy review.

C5. Existing Temporary Staff. Obtaining re-
quired personnel documentation through
the BCC for existing temporary staff is be-
ing obtained by the Administrative Special-
ist Il {ASIll} and the Human Resources
Technician/Administrative Specialist | (ASI)
through email reminders and phone calls,
and tracking credentialing documents until
complete records are obtained. Copies of
all required credentialing documentation
will be filed by the ASIII or ASI in the ED of-
fice in the temporary staffing personnel
files.

C6. Future Temporary Staff. Prior to hiring
temporary agency staffing, the ED or de-
signee in absence of the ED is required to
review and sign the Temporary Agency
Staffing Hiring Approval form as well as re-
viewing associated credentialing BCC docu-
mentation to ensure a complete record.
Copies of all required credentialing docu-
mentation will be filed in the temporary
staffing personnel files in the ED office by
the AS!I or ASIl. The Temporary Agency
Staff start date will be determined by re-
ceipt of all required documentation and
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16 Del.
Code,

(b) It is declared to be the public policy of
this State that the interests of the resident

the signed Temporary Agency Staffing Hir-
ing Approval form.

Attachment G: Temporary Agency Staffing
Hiring Checklist

Attachment H: Temporary Agency Staffing
Hiring Approval form

D1. Existing Temporary Staff. The ASI and/
or the ASIII will email or phone contact re-
minders with the current temporary staff-
ing agencies requesting the required cre-
dentialing BCC documentation needed for
temporary staff once a week until 100%
compliance which will reflect a complete
temporary staffing personnel record. ;
D2. The APA and/or the SCS will complete a
random sampling of 5 (five) Temporary
Agency Staff personnel files 1 {one) time a
week until consistency reaches 100% suc-
cess (Adult Abuse Registry, State and Fed-
eral Criminal background Checks) over 3
(three) consecutive evaluations. THEN

The APA and/or SCS will complete a ran-
dom sampling of 5 (five) Tempcrary Agency
Staff personnel files 2 (two) times a month
until consistency reaches 100% success for
3 (three) consecutive evaluations, THEN
The APA and/or SCS will complete a ran-
dom sampling of 5 (five) Tempaorary Agency
Staff personnel files 1 (one) time a month
until consistency reaches 100% success for
3 (three) consecutive evaluations. FINALLY
The APA and/or SCS will randomly sample
5 (five) Temporary Agency Staff personnel
files 1 (one) time a quarter until con-
sistency reaches 100% success for 3 (three)
consecutive evaluations.

16 Del. Code, 1121... 05/25/2023
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with such rights, which shall include the fol-

lowing:

(1) Each resident shall have the right to re-

ceive considerate, respectful, and appropri-

ate care, treatment and services, in compli-
ance with relevant federal and state law
and regulations, recognizing each person’s

basic personal and property rights which in-

clude dignity and individuality.

This requirement was not met as evidenced

by:

Based on random observations and inter-
view, it was determined that the facility
failed to ensure clients were treated with
dignity. Findings include:

1. During a random meal observation on
3/22/23 at 9:33 AM, C14 was observed be-
ing fed by E31 (CNA). E31 was standing over
the resident and not sitting down in a digni-
fied, homelike manner.

2. During a meal observation on 3/22/23 at
11:49 AM, E32 (Activity Aide) was observed
feeding C13 lunch. E32 was talking on a cell
phone white feeding the resident.

11/22/23 — An interview with E16 (RN) re-
vealed that staff do not use cell phones as
part of communication on the job. E16 went
on to say that if a staff person was seen us-
ing a cell phone while they were delivering
care, they should be reported.

were presented at the survey exit so an im-
mediate corrective action for E31 and E32
could not be taken; however, to address
the citation, the plan of action taken in-
volved the Director of Residential Services
(DRS) verbally informing the residential
team [Residential Program Administrators
(RPA}, Social Service Administrator (SSA),
Qualified Intellectual Disability Profes-
sional (QIDP}, and Active Treatment Super-
visors (ATS)] regarding resident rights and
specifics of dignity and respect, and to relay
this information to staff because of obser-
vations during mealtimes revealed specific
issues. All staff, including E31 and E32 re-
ceived training in respect and dignity.
Attachment DD: Memo from Director of
Residential Services {DRS) stating a conver-
sation was held with the Residential Ser-
vices Team regarding Resident Rights, Dig-
nity, and Mealtime Survey competencies

B1. The plan of action taken involved the
DRS verbally informing the residential team
RPA, SSA, QIDP, and ATS regarding resident
rights and specifics of dignity and respect,
and to relay this information to staff be-
cause of observations during mealtimes re-
vealed specific issues. In addition, An anal-
ysis of the identified deficient practice by
the ED determined that all staff have the
potential to be deficient in this cited defi-
cient practice; therefore, the DRS and APA
developed a questionnaire regarding dig-
nity during mealtimes on 4/18/2023. A
sweep regarding resident rights to dignity
will be conducted among all staff assisting

STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES DATE
| 1121. Res- | shall be protected by a declaration of a res- | A. The facility is unable to correct the past
ident ident’s rights, and by requiring that all facil- | practice of E31 and E32 related to resident
Rights ities treat their residents in accordance rights of C13 and C14. The identified issues
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residents at mealtimes by the Residential
Team- RPA, SSA, QIDP, ATS.
Attachment |: Mealtime Survey

Attachment J: Mealtime Survey competen- !

cies

B2.0n 4/25/2023, the ED provided the DRS
Respectful Workplace educaticnal materi-
als to be provided to all activity and resi-
dential staff by the Residential Team- RPA,
SSA, QIDP, ATS requiring signed vouchars.
Educational Flyer Topics include Mutual
Respect in the Warkplace; Benefits of Giv-
ing to Each Other at the Workplace; Re-
spectful Workplace for Administrators,
Managers, and Supervisors; A Respectful
Trusting Workplace; RESPECT Meanings;
How to be Respectful; Professional and Un-
professional Interactions.

Attachment AA: Respectful Workplace ed-
ucational flyers {7 {seven) flyers).

C1. The ED, DRS, DON, and APA’s RCA re-
vealed the deficient practice was related to
three factors; 1) lack of monitoring by man-
agement. 2) lack of education regarding
dignity and respect specifically around
mealtimes during meal and snack times.
And 3) lack of respect among staff mem-
bers.

C2. The DRS and APA revised and imple-
mented a Mealtime Survey management
monitoring tool to reflect the component
of dignified mealtime assistance on
4/18/2023,

Attachment |: Mealtime Survey

C3. The QIDP developed a flyer regarding
Dignified Mealtime Assistance (“Dining
with Dignity”}). The DRS and designees will
provide education based on the education
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Provider’s Signature

flyer to the staff, and staff will sign an edu-
cation voucher.

Attachment K: “Dining with Dignity” educa-
tional flyer

C4. The Speech Language Pathologist (SLP)
will update the staff orientation training
and any retraining to reflect the compo-
nent of dignified mealtime assistance
{“Dining with Dignity”). The SLP is responsi-
ble to provide specific mealtime assistance
training and education for all staff who as-
sist residents with meal and snack times.
Attachment K: “Dining with Dignity” educa-
tional flyer

C5. The ED’s Respectful Workplace educa-
tional materials was he provided to DRS for
the Residential Team — DRS, RPA, SSA,
QIDP, and/or ATS to implement education
among residential and activity staff mem-
bers over the course of 7 weeks starting the
week of May 1, 2023. Also, the ED educated
the DRS on these materials on 4/26/2023.
[n addition, the ED sent requirements of
the Education Department to the SE and
RNE to incorporate the information in the
Workplace Educational Materials for orien-
tation of new staff moving forward.
Attachment AA: Respectful Workplace ed-
ucational flyers {7 (seven) flyers)

C6. The Administration Policy - Employee
Education and Training Policy will be up-
dated by the APA to include orientation
training in Respectful Workplace to include
the educational material.

D. Under the direction of the DRS, the Res-
idential Team- RPA, SSA, QiDP, and/or ATS
will complete a random sampling of 10
(Ten) staff a week who are assisting resi-
dents with meals across breakfast, lunch,

D Tile D [N
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| 16 Del.

| Code,
Ch.11
Sub-Chap-
ter il
§1131

(11) "Neglect" means the failure to provide
goods and services necessary to avoid phys-
ical harm, mental anguish, or mental il
ness. Neglect includes all of the following:

a. Lack of attention to physical needs of the
patient or resident including toileting, bath-
ing, meals, and safety.

This requirement was not met as evidenced
by:

Based on record review and interview, it
was determined that for seven (C4, C5, C6,
C7, C8, C12 and C15) out of seven clients
sampled for abuse/neglect review, the facil-
ity failed to ensure that C12 and C15 were
free from neglect when care and services
were not provided for an entire shift due to
failures to update staffing assignments. For
C4, C5, C6, C7 and C8, the facility failed to

and dinner using the Mealtime Survey for 1
(One) month until consistency reaches
100% success. THEN

Under the direction of the DRS, the Resi-
dential Team- RPA, SSA, QIDP, and/or ATS
will randomly sample 10 (Ten) staff every 2
{two) weeks who are assisting residents
with meals across breakfast, lunch, and
dinner using the Mealtime Survey for 2
{two) months until consistency reaches
100% success. FINALLY

Under the direction of the DRS, the Resi-
dential Team- RPA, SSA, QIDP, ATS, and/or
Facility Charge (FC) randomly sample 5
(Five) staff a month who are assisting resi-
dents with meals across breakfast, lunch,
and dinner using the Mealtime Survey
thereafter for 100% success.

16 Del. Code, Ch. 11 Sub-Chapter 11l §1131...
A. The facility is unable to correct the past
practice; however, when the facility was
made aware of the neglectful practices by
staff in a timely matter, the facility took im-
mediate action to secure the residents’
safety, provide needed residents’ care, and
assess the residents’ physical condition as
well as staff identified as being involved
were removed from the direct resident
care when internal investigations were
conducted.

B1. To immediately address the specific de-
ficiency with management, the ED con-
ducted an analysis of staff assignment pro-
tocols regarding staff changes due to call
outs and breaktimes with the DRS, APA,
RPA, QIDP during a staff meeting on
3/29/2023, to ensure staff are providing
the required resident care under varicus

05/25/2023
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| ensure they were free from neglect when

care and services were not provided for ap-
proximately two ar more hours when a CNA
left the building and did not get coverage for
the five totally dependent clients. Findings
include:

Review of C12's clinical record and other
records revealed the following:

1. C12 was admitted to the facility in 1973
with diagnoses including, but not limited to,
profound intellectual disabilities. Records
show that the resident is confined to a chair
for mobility, dependent on staff for activities
of daily living and is dependent on a tube for
feeding.

6/22/22 - Review of the record, including
bowel and urinary elimination records and
progress notes, lacked documentation of
care being provided during the 6:00 AM to
2:00 PM shift.

3/21/23 10:52 AM - An interview with E33
(CNA) revealed that on initial rounds on the
2:00 PM to 10:00 PM shift on 6/22/22, C12
was found saturated in urine including the
brief, pad, sheet, clothes and abdominal
binder, there was an odor of old urine de-
tected, the resident's eyes were gunky, face
appeared unwashed and the feeding tube
site looked uncared for with leakage pre-
sent. E33 stated this was reported to her Su-
pervisor E34 (Shift Building Charge), as well
as E35 (Program Administrator). C12 re-
ceived a full bath around 3:30 - 4:00 PM,
E12 (CNA Agency) confirmed a previous
statement to a DHCQ investigator that when
she looked at the urinary tracker there were

| staff meeting analysis, the ED discussed

staff expectations. The conclusion of the
analysis revealed that failing to provide res-
ident care leading to the deficient practices
could have the potential to negatively af-
fect all residents. During the 3/29/2023,

and expressed expectations of manage-
ment and for management to convey the
requirements to staff expectations regard-
ing PM46 Reporting, Daily Expectations of
Staff responsibilities to residents, Staff As-
signments with Residents, and Manage-
ment must be Checking and Correcting as
necassary all staff assignments on all three
shifts, at the beginning of shifts, mid shifts, |
and when staff changes occur during shifts. |
The ED followed up with an email and
memo conveying the same to DRS, DON,
APA, RPA, SSA, QIDP, ATS, Therapist IlI
(TU), Activity Therapist tl {ATII), and Direc- |
tor of Habilitative Services/ Staff Educator |
(SE). ‘
Attachment L: Email/Memo from the Exec- |
utive Director to the Management Staff
and Facility Charge Staff regarding PM46
Reporting and Daily Documentation and
Expectations of Staff

B2. The APA revised the Documentation
training PowerPoeint to reflect the require-
ment of daily documentation on
3/29/2023, for orientation and reeducation
conducted by the SE and Nurse Educator
{RNE).

Attachment M: Documentation training
PowerPoint

B3. To immediately address the current
staff, an educational flyer will be developed
by the SE and/or RNE on Daily Documenta-
tion. The staff will be educated on the in-
formation by the SE and Residential Team
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? no (staff) initials and the client was not as- ~ DRS, RPA, SSA, QIDP, and/or ATS, and a |
| signed to anyone in the staffing book. signed voucher will be completed.
| B4. Until the facility PM46 procedures are
3/21/23 12:24 PM - An interview with E2 updated, the ED directed the APA (PM46
{Program Administrator) revealed that she Coordinator), DRS, and DON regarding all
was unaware of the incident until a DHCQ | external complaints being investigated by
investigator contacted her in (June 2022). E2 | external entities will be reported and inves-
stated that she did not have any specific de- | tigated by Stockley Center PMA46 investiga-
tails, but confirmed that while providing rec- | tors just as internal complaint investiga-
ords to the DHCQ investigator, the lack of tions are conducted. The ED followed up
documentation of care on the shift was with a memo dated 3/23/2023.
noted. E2 added that due to the lack of in- Attachment BB: Memo from Executive Di-
formation and the investigation by the State | rector {ED) regarding addition of outside
(DHCQ), nothing further was done by the fa- | complaints to the PM46 Policy and Proce-
cility. dures
B5. The APA and ED updated the PM46 Re-
3/23/23 11:15 AM - An interview with E34 porting Education Flyer on 3/29/2023 to in-
(Charge Nurse) confirmed that E33, early in | clude the requirement that staff members
the shift on 6/22/22, made her aware of the | can anonymously report PM46 to Long
condition C12 was found in. E34 did not ac- | Term Care and Resident Protection/ Divi-
tually see the client before the CNA cleaned | sion of Health Care Quality (LTCRP/DHCQ);
| the resident up. She confirmed her state- however, the staff are obligated to report
| ment to the DHCQ investigator that E33 re- | to Administration any suspected allegation
| ported C12's pad to be soaking wet with of abuse, neglect, etc. immediately while
urine and dripping onto the floor. E34 stated | still maintaining their reporting anonymity.
that a message was left for Administration, This flyer was sent by the DRS, DON, and ED
they may have called back later that shift, to staff overseen by these Directors to ed-
but E34 could not specifically remember ucate staff and signed education vouchers
talking to Administration. E34 also stated were obtained.
that E4 (Director of Residential Ser- Attachment O: PM46 Reporting Flyer
vices/DRS) came to the unit and was looking | B6. The Residential SSA is assigned to re-
at the staffing books. E34 revealed that the | view and update all staff Assignments and
tare (communication) book appeared to groupings and Picl-up Lists.
have been filled out but got moved around
due to a call out and they (Scheduling / C1. The ED, DRS, DON, and APA’s RCA re-
Charge Staff) never updated the assignment | vealed the deficient practice was related to
‘ in the book to account for C12. several factors which includes: Lack of ade- ‘
quate staff documentation of resident hy- |
3/23/23 (around 1:00 PM) - An interview giene care; Schedule changes effecting as-
with E35 (Program Administrator) revealed ‘
Provider's Signature 4z - D) Title D /DA Date 571 (‘7/22{5
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that she did not see C12 uncared for, but

was aware that E33 (CNA, Agency) found the

resident uncared for at the start of the shift
on 6/22/22, laying in urine and feces. E35
stated that £33 should have reported it to

the facility Charge or a Nurse. E35 confirmed

that she did not report the incident to any-
one in Administration and was told it was an
issue with the Communication Book and
staff assignment.

3/23/23 1:14 PM - An interview with E4
(DRS) revealed there had been a problem in
the past with staffing assignments (when
staff call out and the assignments need to

be redistributed). E4 stated a new communi-

cation book was set up and the facility
Charge must sign off on assignments. No
specific details of this incident were re-
vealed.

3/24/2023 12:02 PM - 1:12 PM - An (email)

interview with E1 {(NHA} identified E36 (CNA)

as the Aide originally assigned to the resi-
dent group that included C12. It further re-
vealed that it was unknown if the Aide origi-
nhally assigned to R12 on 6/22/22 was inter-
viewed about the failure to document care
for the entire shift. There was no reporting
or investigation by the facility about this al-
legation of neglect.

v

| signments and these changes not accu-

rately monitored my management; Lack of
staff reviewing assignment changes in con-
junction with lack of managément monitor-
ing; Administration’s assumption based on
past practices to not interfere with outside
complaint  investigations  conducted
through DHCQ/ outside entities by con-
ducting simultaneous internal investiga-
tions; Lack guidance in the facility’s PM46
procedures for conducting simultaneous
investigations; Staff assumptions they had
the right to anonymously report allegations
of abuse, neglect, etc. to Long Term Care
and Resident Protection/ DHCQ without re-
porting such cases to administration. De-
spite this right staff also have the obligation
to report such cases to the administration
while keeping their anonymity of direct re-
porting to LTCRP/DHCAQ.

C2. The ED updated the Performance Plans
and Measures for the positions of RPA, SSA,
QIDP, ATS, Certified Nursing Assistant
(CNA), Active Treatment Facilitator (ATF),
and Temporary Agency CNA. These perfor-
mance plans and measures were reviewed |
by DRS, RPA, SSA, QIDP with all the staff
designated by titles detailing designated
staffs” duties and expectations of their job.
Staff signatures were obtained designating
their acknowledgement and agreement.
Attachment N: Performance Plan Database
C3. The SE and/or RNE will provide educa-
tion on the revised Documentation training
during orientation and reeducation.
Attachment M: Documentation training
PowerPoint ,
CA4. The APA will update the Active Treat-
ment Supervisor’'s Shift Monitoring Report
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10 include the review of staffs’ documenta-
tion of hygiene care functions (Bowel and

" Urinary Elimination Records). The APA will

also update this report to include the re-
view of staff assignments/groupings of res-
idents. When on duty the ATS completes
this monitoring report across all shifts.

C5. The APA will update the Facility Charge
Shift Monitoring Report to reflect the re-
view of staffs’ documentation of hygiene
care functions (Bowel and Urinary Elimina-
tion Records). The APA will alsc update this
report to include the review of staff assign-

ments/groupings of residents. When on |

duty and designated as Facility Charge, this |

monitoring report is completed by Facility
Charge staff who consist of APA, RPA, SSA,
QIDP, T!lI, ATII, and/or SE across all shifts.
C6. The Administrative Reporting and In-
vestigation Procedure For: PM46 (Abuse,
Neglect, Mistreatment, Financial Exploita-
tion, Medication Diversion, and Significant
Injury) and Injuries of Unknown Source pol-
icy was reviewed and revised on
3/28/2023, by the ED and APA to reflect fa-
cility protocol changes, that include the
same LTCRP/DHCQ reporting and simulta-
neous internal investigations must be com-
pleted for outside complaints being inves-
tigated by external entities. The APA will
create a corresponding checklist for inter-
nal investigations regarding outside com-
plaints being investigated by external enti-
ties.

C7. The updated Administrative Reporting
and Investigation Procedure For: PM46
(Abuse, Neglect, Mistreatment, Financial
Exploitation, Medication Diversion, and
Significant Injury) and Injuries of Unknown

Source policy will be sent by the DRS, DON,
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and ED to staff overseen by these Directors
to educate staff and signed vouchers by
staff will be obtained.

D1. For hygiene care documentation and
management monitoring (bowel and uri-
nary elimination records), under the direc-
tion of the DRS, the RPAs (2} will each com-
plete reviews of a random sampling of 5
(five) residents’ hygiene care documenta-
tion (10 total between the two RPA) across
alt residential units and across three shifts
for 5 (five) days a week for 1 {one) month
until cansistency reaches 100% success.
THEN

A random sampling of 5 (five) residents’ hy-
giene care documentation (10 total be-
tween the two RPA) across all residential
units and across three shifts for 5 {(five)
days every two weelks for 1 {one) month
until consistency reaches 100% success.
FINALLY

A random sampling of 5 {five} residents’ hy-
giene care documentation (10 total be-
tween the two RPA) across all residential
units and across three shifts for 1 (one)
time a month thereafter for 100% success.
D2. For Assignments/ Grouping/ Pick-up
Lists. Assignments/Groupings and manage-
ment monitering, under the direction of
the DRS, the RPA and/or Facility Charge
(DRS, APA, RPA, SSA, QIDP, TIIl, ATIi, SE)
when on duty will review all assign-
ments/groupings each Day (daily) for all
residents across all residential units and
across three shifts for 1 (one) month until
consistency reaches 100% success.

THEN

2 (two) times a week for all residents across
all residential units and across three shifts
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for 1 (one) month until consistency reaches |
100% success.

THEN

2 (two) weeks for all residents across all
residential units and across three shifts for
1 {one) month until consistency reaches
100% success.

THEN

1 (one) time every (two) weeks for all resi-
dents across all residential units and across
three shifts thereafter for 100% success.
FINALLY

At least 1 (one) time a month for all resi-
dents across all residential units and across
three shifts thereafter for 100% success.
D3. For understanding of responsibilities
and requirements of PM46 reporting, un-
der the direction of the DRS and DON, the
DRS, DON, Assistant Director of Nursing |
(ADON), APA, RPA, SSA, QIDP, Till, ATII,
ATS, RNE, and/or SE the PM46 Reporting
Education Flyer will be reviewed with resi-
dential, nursing, and activity staff 1 (one)
time a month for 3 (months) until con-
sistency reaches 100% success. Staff will
sign an education voucher,

FINALLY

1 (one} time a quarter thereafter for 100%
success. Staff will sign an education
voucher.

D4. For PM46 investigations and documen-
tation compliance, under the direction of
the ED, the APA and/or SCS will conduct
PM46 file documentation reviews to assess
that the PM46 reporting procedures were
followed daily upon reporting for 1 (one)
month until consistency reaches 100% suc-
cess.

THEN
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16 Del.
Code,

Ch. 11
Sub-Chap-
ter lll

Long-Term Care Facilities and Services.,

Subchapter lll. Abuse, Neglect, Mistreat-
ment, Financial Exploitation, or Medication
Diversion of Patients or Residents.

This requirement was not met as evidenced
by:

Based on interview, record review and re-
view of facility documentation, it was deter-
mined that for seven out of (C4, C5, C6, C7,
C8, C12 and C15) seven clients sampled for
abuse/neglect review, the facility failed to
ensure that allegations of neglect were re-
ported immediately to State officials
(DHCQ). Findings include:

The facility's policy titled, "Reporting and In-
vestigation Procedure For: PM46 (Abuse,
Neglect, Mistreatment, Financial Exploita-
tion, Medication Diversion, and Significant
Injury) and Injuries of Unknown Source", last
revised July 2019, stated that the eye wit-
ness/reporting person, "Reports incident im-
mediately, without delay, to the nurse and
the supervisor in charge/Facility Charge."
The facility policy continued to state, "Im-
mediately (within 8 hours) reports the inci-

Biweekly (twice a week) upon reporting for |
1 (one) month until consistency reaches
100% success. |
THEN

1 {(one) time a week upon reporting for 1
{one) month until consistency reaches
100% success. FINALLY

1 (one) time quarterly thereafter for 100% |
success.

16 Del. Code, Ch. 11 Sub-Chapter Hll...

A. The facility is unable to correct the past
deficient practice; nevertheless, the ED
identifies the error in timely reporting dis-
tinctions for allegations of abuse, neglect,
etc. under the PMA46 as defined as imme-
diately reporting by staff to administra-
tion, and within 2 hours reporting to
LTCRP/DHCQ. Subsequently, the ED and
APA acted by updating the PM46 proce-
dures as well as providing staff education
using an updated PM46 Reporting Educa-
tion Flyer under the direction of the ED
carried out by the DRS, DON, APA, RPA to
staff.

Attachment O: PM46 Reporting Flyer

| 05/25/2023

B1. A review conducted by the ED and APA |
of the past year (12 months) of PM 46 in- [
vestigations and outside complaints re-
vealed that the timely reporting of allega-
tions of abuse, neglect, etc. (PM 46 report-
ables) was a deficient practice of the re-
porting requirement of within 2 hours of
the allegation. Subsequently, the ED and
APA concluded that all residents have the
potential to be negatively affected by the
deficient practice.

B2. To initially addresses the specific defi-
ciency with Management and Facility

dent to the Division of Health Care Quality
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(Division of Long Term Care Residents Pro-
tection} ...".

1. According to a report to the State Agency
on 7/1/22, C15 was found saturated in urine
and feces. Also, C15 had the same clothes
on from that morning. This was reported to
a Nurse that completed a skin check. There
was no evidence that it was reported to Ad-
ministration.

2. According to a facility investigation on
11/5/23, C4, C5, C6, C7 and C8 were ne-

ing at 1:24 AM and returned at 3:07 AM. ES
left her residents without coverage and E9
did not report to the Supervisor that she
was leaving. Administration was not aware
until 11/8/22 three days later and it was not
reported to the State Agency until 11/8/22.

3, Statements from staff £33 (CNA), E34
(Charge Nurse) and E35 (Program Adminis-
trator) revealed their knowledge that on
' 6/22/22, C12 was left unassigned and unat-
| tended for the 6:00 AM to 2:00 PM shift,
The client was found by the evening shift
‘ Aide to be saturated in urine, eyes gunlky,
face unclean and there was leakage from
the feeding tube. E33 reported the same to
E34 and E35. E34 stated during an interview
that a message was sent to Administration,
but E34 was uncertain of the communica-
tion after the initial message. The allegation
was not reported to the State agency.

Although a CNA (E33) identified an allega-
tion of neglect and reported it to Supervi-
sory staff, the facility failed to ensure that it
was reported to the Administrator and the

glected when E9 (Agency CNA) left the build-

Charge Staff regarding timely reporting of
allegations of abuse, neglect, etc. under
PMA46, on 3/29/2023, the ED conducted a
staff meeting with the DRS, APA, RPA,
QIDP. During meeting, the ED discussed
and expressed expectations of manage-
ment and for management to convey the
requirements to staff expectations regard-
ing PM46 Reporting, The ED fallowed up
with an email and memo conveying the
same to DRS, DON, APA, RPA, SSA, QIDP,
ATS, TIll, ATII, and SE.

Attachment L: Email/Memo from the Exec-
utive Director to the Management Staff
and Facility Charge Staff regarding PM46
Reporting and Daily Documentation and
Expectations of Staff

B3. The APA and ED updated the PM46 Re-
porting Education Flyer on 3/29/2023 to
include the requirement that staff mem-
bers can anonymously report PM46 to
Long Term Care and Resident Protection/ |
Division of Health Care Quality
(LTCRP/DHCQ); however, the staff are re-
quired to immediately report to Admin-
istration any suspected allegation of
abuse, neglect, etc. (PM 46 reportables).
This flyer was sent by the DRS, DON, and
ED to staff overseen by these Directors to
educate staff, and signed vouchers were
obtained.

Attachment O: PM46 Reporting Flyer

C1 The ED and APA’s RCA revealed the de-
ficient practice was related to two factors
involving: An inaccurate reporting
timeframe of 8 hours written in the facil-
ity's PM46 procedures — “Administrative
Reporting and Investigation Procedure
For: PM46 (Abuse, Neglect, Mistreatment,
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State Agency authority. As a result of lack of
reporting, no Investigation was conducted.

Findings were reviewed with E1 (Executive
Director}, E2 (PA), and E4 (DRS) on 3/27/23
during the exit conference, beginning at
2:30 PM.

Financial Exploitation, Medication Diver-
sion, and Significant Injury) and Injuries of
Unknown Source”; And, A misunderstand-
ings by staff that they only needed to re-
port allegations of PM46 reportable to
LTCRP/ DHCQ without informing admin-
istration caused the failure to report and
failure to timely report allegations.

C2. The Administrative Reparting and In-
vestigation Procedure For: PM46 (Abuse,
Neglect, Mistreatment, Financial Exploita-
tion, Medication Diversion, and Significant
Injury} and Injuries of Unknown Source
policy was reviewed and revised on
3/28/2023, by the ED and APA to reflect
changes to the 2 (two) hour reporting re-
quirement.

C3. To immediately address the deficiency,
the APA and ED’s updated PM46 Report-
ing Education Flyer was provided to staff
the DRS, DON, and ED to staff overseen by
these directors to educate staff on report-
ing requirements and signed vouchers
were obtained. In addition, the updated
Administrative Reporting and Investigation
Procedure For: PM46 (Abuse, Neglect,
Mistreatment, Financial Exploitation, Med-
ication Diversion, and Significant Injury)
and Injuries of Unknown Source palicy will
be sent by the DRS, DON, and ED to staff
overseen by these Directors to educate
staff, and signed vouchers by staff will be
obtained.

Attachment O: PM46 Reporting Flyer

D1. For understanding cf responsibilities
and requirements of PM46 reporting, un-
der the direction of the DRS and DON, the
DRS, DON, ADON, APA, RPA, SSA, QIDP,

Tlll, ATII, ATS, RNE, and/or SE, the PM46
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Reporting Education Flyer will be reviewed
with all staff 1 {(one) time a month for 3
(months) until consistency reaches 100%
success. Staff will sign an education
voucher. FINALLY

For understanding of responsibilities and
requirements of PM46 reporting, under
the direction of the DRS and DON, the
DRS, DON, Assistant Director of Nursing
(ADON), APA, RPA, SSA, QIDP, TIlI, ATII,
ATS, RNE, and/or SE, the PM46 Reporting
Education Flyer will be reviewed with all
staff 1 (one) time a quarter thereafter for
100% success. Staff will sign an education
voucher.

D2. For PM46 investigations and docu-
mentation compliance, under the direc-
tion of the ED, the APA and/or SCS will
conduct PM46 file documentation reviews
to assess that the PMA46 reporting proce-
dures were followed daily upon reporting
for 1 {one) month until consistency
reaches 100% success.

THEN

For PM46 investigations and documenta-
tion compliance, under the direction of
the ED, the APA and or SCS will conduct
PMA46 file documentation reviews to as-
sess that the PM46 reporting procedures
were followed biweekly (twice a week)
upon reporting for 1 (one} month until
consistency reaches 100% success, THEN
For PM46 investigations and documenta-
tion compliance, under the direction of
the ED, the APA and or SCS will conduct
PM46 file documentation reviews to as-
sess that the PM46 reporting procedures
were followed 1 (one) time a week upon
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reporting for 1 {one) month until con- i
sistency reaches 100% success. FINALLY
For PM46 investigations and documenta-
tion compliance, under the direction of
the ED, the APA and/or SCS will conduct
PM46 file documentation reviews to as-
sess that the PM46 reporting procedures
| were followed 1 {one) time quarterly
thereafter for 100% success.
16 Del. Criminal background checks. 16 Del. Code, Ch. 11 Sub-Chapter IV §1141... | 05/25/2023
Code, {a) Purpose. — A1l. The facility is unable to correct the
Ch. 11 The purpose of the criminal background past practice; however, to address the ci-
| Sub-Chap- | check and drug screening requirements of | tation, the plan of action taken involved
ter IV this section and § 1142 of this title is the the Executive Director (ED) contacting the
§1141 protection of the safety and well-being of temporary staffing agency, Infojini, Inc.,
residents of long-term care facilities li- via telephone on 3/28/2023 to inform the |
censed pursuant to this chapter. These sec- | agency in details of the Delaware Back-
tlons shall be construed broadly to accom- | ground Check Center (BCC} credentialing
plish this purpase. requirements to include sources gener-
ated by the BCC including the State and
(b) Definitions. — Federal Criminal background Checks in-
volving fingerprinting through the State
(7} “SBI” means the State Bureau of Identi- | Bureau of Investigation (SBI).
fication. Attachment A: Email/Memo correspond-
‘ ence from the Executive Director (ED) to
(c} An employer may not employ an appli- | Infojini, Inc. regarding the Delaware Back-
cant for work in a facility before obtaining a | ground Check Center (BCC) credentialing
criminal history. The criminal history of any | requirements.
person not employed directly by the facility | A2. The ED sent a follow-up email to the
must be provided to the facility upon the agency, Infojini, Inc. on 3/28/2023 detail-
person’s commencement of work, ing the Delaware BCC credentialing re-
quirements which involves fingerprinting
{d) The requirements of subsection (c) of results from the SBI, as well as it being im-
this section may be suspended for 60 days | perative that the agency take immediate
if the employer wishes to employ the appli- | corrective action.
cant on a conditional basis. Attachment A: Email/Memo correspond-
ence from the Executive Director (ED) to
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(1) Before an employer may offer condi-
. tional employment, the employer must re-
| ceive verification that the applicant has
been fingerprinted by the SBI for purposes
of the criminal history.

This requirement was not met as evidenced
by:

Based on review of facility personnel rec-
ords and Interview, the facility failed to en-
sure that eight (E41, E47, E48, ES0, E53, E54,
ES5 and E56) out of 19 sampled employees
had fingerprinting done prior to working in
the facility. Findings include:

3/27/23 10:45 AM — During an interview
with E1 {ED), the following employee per-
sonnel records were reviewed and E1 con-
firmed the lack of fingerprinting for each
employee:

1. E41 {Agency CNA) - the first day working
at the facility was 12/13/22.

2. E47 {Agency CNA) — the first day working
at the facility was 9/6/22.

3. E48 (Agency CNA)} — the first day working
at the facility was 7/26/22.

4, E50 (Agency CNA}- the first day working at
the facility was 1/30/23.

5. E53 {Agency RN) —the first day working at
the facility was 9/12/22.

6. E54 (Agency CNA) — the first day working
at the facility was 1/9/23.

| Infojini, Inc. regarding the Delaware Back-
ground Check Center (BCC) credentialing
requirements.

A3. Temporary Agency Staff that are con-
tracted by Infojini Inc. were removed from
the schedule on 3/28/2023 hy the ED due
to the issue with the credentialling re-
quirements needed through the Delaware
BCC including the fingerprinting results
from the SBI. The staff were returned to
the schedule by the ED on 3/30/2023 be-
cause Infojini, Inc. initiated corrective ac-
tion.

Attachment D: Emails stating Infojini Inc.
staff were removed from the schedule on
due to the issue with the credentialling re-
quirements needed through the Delaware
Background Check Center (BCC). The staff
were returned to the schedule because In-
| fojini, Inc. initiated corrective action.

B1. The ED conducted a review sweep of
temporary staff personnel files. Based on
the results, it was concluded that by the
ED that temporary agency staffing both
current and future staffing have the po-
tential to be affected by the deficient
practice.

Attachment CC: Memo from Executive Di-
rector (ED) stating a sweep of Temporary
Agency Staff personnel files were audited
B2. The ED sent an email to all contract
agencies that have staff at Stockley Center
on 3/28/2023 and 3/29/2023 summarizing
the BCC requirements of Temporary
Agency Staff that are currently working in
the facility as well as future temporary
agency staff.

Attachment C: Emails from the Executive |
Director (ED} to all contract agencies that [ -
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7. E55 (Agency CNA) — the first day working
at the facility was 10/10/22.

8. E56 (Agency CNA) — the first day working
at the facility was 10/10/22.

3/27/23 2:30 PM - Findings were reviewed
with E1, E2 (PA), E29 {ADON), and E4 (DRS)
during the Exit Conference.

have staff at Stockley Center summarizing
the Background Check Center (BCC) re-
quirements.

B3. The scope of credentialling for all staff-
ing at Stockley Center was investigated by
the ED. First, the ED contacted the Dela-
ware Division of Human Services (DHR) via
telephone on 3/28/2023, regarding the
State Merit Employees. The ED was in-
formed by DHR that all Stockley Center
Merit and Seasonal Casual employees are
vetted through the BCC to include finger-
printing results from the SBI. Second, to
assess all temporary agency staffs’ BCC
credentialing documentation files, a sec-
ond sweep audit of Temporary Agency
Staff personnel files was completed on
3/31/2023, by the ED, Administrative Spe-
cialist Ill and Administrative Specialist I{.
These files were moved to a central loca-
tion in the Executive Director’s (ED) office
by the Administrative Specialist I/l and Ad-
ministrative Specialist I!.

Attachment E: Memo stating a sweep of
Temporary Agency Staff personnel files
were audited.

B5. A memo to contracting temporary
staffing agencies was written by the ED re-
garding the requirements of fingerprinting
results from the SBI through of the BCC,
and then memo was approved by DDDS
Leadership on 4/17/2023. The ED emailed
this memo to each contracting temporary
staffing agency working with Stockley Cen-
ter on 4/18/2023,

Attachment F: Memo to contracting tem-
porary agencies was developed by the Ex-
ecutive Director (ED) and approved by
DDDS Leadership and emailed to each
contracting temporary agency.
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Provider’'s Signature

| ministrative Policy to reflect temporary

C1. The ED’s RCA revealed the deficient
practice only involved temporary staffing
agency staff. It is noted that copies of
Criminal Background Checks were part of
the personnel file; however, these data
points were not vetted through the BCC.
The issue was the facility’s new practice of
hiring temporary staffing agencies did not
include the specific BCC requirements as
part of the credentialing and hiring pro-
cesses for temporary staffing. The facility’s
assumption of the agencies obtaining this
information automatically through the
BCC lead to the deficient practice.

C2. The ED and APA reviewed and will re-
vise The Pre-Employment Screening Ad-

agency staffing hiring with BCC credential-
ing requirements and start date must be
after credentialing documentation is ob-
tained which includes Criminal Back-
ground Check Fingerprinting results from
the SB! vetted through the BCC.

C3. The Temporary Agency Staffing Hiring
Checklist was revised on 4/3/2023 by the
APA to reflect the credentialing require-
ment of the BCC and copies of necessary
documentation, and a Temporary Agency
Staffing Hiring Approval form was created
on 4/10/2023 by the ED and APA to reflect
the credentialing requirement of the BCC
and copies of necessary documentation.
Attachment G: Temporary Agency Staffing
Hiring Checklist

Attachment H: Temporary Agency Staffing
Hiring Approval form

C4. The updated Pre-Employment Screen-
ing Administrative Policy will be provided
to staff by the ED for review, and a signed |

Title _E12// Date_ FJeA L3
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voucher will be completed. The APA will
track the completion of the is policy re-
view.,

C5. Existing Temporary Staff. Obtaining
required personnel documentation
through the BCC for existing temporary
staff is being obtained by the Administra-
tive Specialist Il (ASIIl} and the Human Re-
sources Technician/Administrative Special-
ist | (ASI) through email reminders and
phone calls, and tracking credentialing
documents until complete records are ob-
tained. Copies of all required credentialing
documentation will be filed by the ASIli or
ASl in the ED office in the temporary staff-
ing personnel files.

C6. Future Temporary Staff, Prior to hiring

| temporary agency staffing, the ED or de-

signee in absence of the ED is required to
review and sign the Temporary Agency
Staffing Hiring Approval form as well as re-
viewing associated credentialing BCC doc-
umentation to ensure a complete record.
Copies of all required credentialing docu-
mentation will be filed in the temporary
staffing personnel files in the ED office by
the ASIH or ASI. The Temporary Agency
Staff start date wili be determined by re-
ceipt of all required documentation and

the sighed Temporary Agency Staffing Hir- |

ing Approval form.

Attachment G: Temporary Agency Staffing
Hiring Checklist

Attachment H: Temporary Agency Staffing
Hiring Approval form

D1. Existing Temporary Staff. The ASl and/ |

or the ASIII will email or phone contact re-
minders with the current temporary staff-

Provider's Signature

Title _ED /f/H Date ::‘{7,{:7 275

This version Revision #2, Revision #1 sent 5/9/23, Original POC sent 04/21/23, Completion Date Revision sent on 5/4/23



DELAWARE HEALTH
AND SOCIAL SERVICES

Division of Health Care Quality

Office of Long-Term Care
Residents Protection

NAME OF FACILITY: __Stockley Center ICF/ID

SECTION

DHSS - DHCQ
263 Chapman Road, Ste 200, Cambridge Bldg.
Newark, Delaware 19702
(302} 421-7400

STATE SURVEY REPORT

Page 26 of 31

DATE SURVEY COMPLETED: March 27, 2023

STATEMENT OF DEFICIENCIES
SPECIFIC DEFICIENCIES

ADMINISTRATOR’S PLAN FOR
CORRECTION OF DEFICIENCIES

COMPLETION |

DATE

(a) Nursing and assisted living facilities shall
annually offer, beginning no later than Oc-
tober 1 and extending through March 1 of a

calendar year, onsite vaccinations for influ- |

enza vaccine to all employees with direct

L

ing agencies requesting the required cre-
dentialing BCC documentation of Criminal
Background Checks Fingerprinting results
from the SBI and vetted through the BCC
needed for temporary staff once a week
until 100% compliance which will reflect a
complete temporary staffing personnel
record.

D2. The APA and/or SCS will complete a
random sampling of 5 (five) Temporary
Agency Staff personnel files 1 {one) time a
week until consistency reaches 100% suc-
cess (Criminal Background Checks Finger-
printing results from the SBl and vetted
through the BCC) over 3 (three) consecu-
tive evaluations. THEN

The APA and/or SCS will complete a ran-
dom sampling of 5 (five) Temporary
Agency Staff personnel files 2 (two) times
a month until consistency reaches 100%
success for 3 (three) consecutive evalua-
tions. THEN

The APA and/or SCS will complete a ran-
dom sampling of 5 (five) Tempaorary
Agency Staff personnel files 1 {one) time a
month until consistency reaches 100%
success for 3 (three) consecutive evalua-
tions. FINALLY

The APA and/or SCS will randomly sample
5 {five) Temporary Agency Staff personnel
files 1 (one) time a quarter until con-
sistency reaches 100% success for 3
(three) consecutive evaluations.

16 Del. Code, Ch. 11 §1144 ...

A. The facility was able to correct the past
practice although notably documentation
was not available at the time of the survey.
The corrective action included E5 E40, E41,
E47, E48, E50, E52, ES3, E54, and E55 |

05/25/2023
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contact with patients at no cost and
contingent upon availability of the vaccine.

(b) The facility shall keep on record a signed
statement from each employee stating that
the employee has been offered vaccination
against influenza and has either accepted
or declined such vaccination,

This requirement was not met as evidenced
by:

Based on record review and interview, it
was determined that for 10 (E5, E40, E41,
E47, E48, E50, E52, E53, E54 and E55) out of
19 sampled employees, the facility failed to
ensure that employees were offered
influenza vaccination and/or has accepted
or declined such vaccination. Findings
include:

3/21/23 —The facility advised the Surveyor
that the following 10 employees declined
the influenza vaccination during the annual
influenza vaccination period beginning no
later than 10/1/22 through 3/1/2023:

1. E52 {Activity Therapist |)

2. E40 (Cook)

3. E41 {Agency CNA)

4.E47 (Agency CNA)

5. E48 (Agency CNA)

6. E53 (Agency RN)

7. E5 (Program Administrator)

influenza vaccination consent/declination
forms were completed through the
direction of the DON.

Attachment Q: E5 E40, E41, E47, E48, E50,
ES2, E53, E54, and ES55 influenza
vaccination consent/declination forms.

B. Analysis of the deficient practice and
review of records by the DON and ADON
revealed that all staff have the potential to
be negatively affected; therefore, a sweep
of all staff files for influenza vaccination
consent/declination was reviewed to
ensure complete records were obtained by
the Assistant Director of Nursing (ADON)
on 3/28/2023.

Attachment P: Memo stating a sweep of all
staff for influenza vaccination
consent/declination was reviewed

C1. The DON and ADON’s RCA revealed the
deficient practice was an oversight by
nursing hecause of the COVID
requirements and restrictions. In so much
as, the required use of facial masks despite
influenza vaccination status as the
requirements  for employees  not
vaccinated for influenza is wearing a mask
during the height of the flu season.
Subsequently, a key factor of tracking |
influenza vaccination status and education |
is to ensure non influenza vaccinated staff
wear masks, but since everyone was
wearing masks, the oversight occurred.

C2. The Temporary Agency Staffing Hiring
Checklist was revised by the APA was
completed on 4/3/2023 to reflect the
requirement of obtaining influenza
vaccination/declination.

Date S 77/ 2%
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Attachment G: Temporary Agency Staffing
8. E54 (Agency CNA) Hiring Checklist
| C3. A Temporary Agency Staffing Hiring
9. E50 (Agency CNA) Approval forms was created on 4/10/2023
| by the ED and APA to reflect the
10. E55 (Agency CNA) | requirement of maintaining influenza
vaccination/declination records.
Review of the facility's vaccination records
documented the following employees Attachment H: Temporary Agency Staffing
Hiring Approval form
C4. The Administrative policy Infiuenza
lacked evidence of when the employee was | Vaccination was revised by the DON on
| offered the influenza vaccination and 3/30/2023 to reflect facility practices and
declined. the requirements of
Findings were reviewed with E1, E2 {PA), vaccination/declination. The updated
E29 (ADON} and E4 {DRS) during the exit administrative policy Influenza Vaccination
conference. will be sent to staff by the ED, DRS, and
DON for staff education to the staff
overseen by these directors. A signed
voucher will be obtained by staff.
Attachment R: Administrative policy
Influenza Vaccination updated.
D. Beginning October 1, 2023, staff
influenza consent/declination forms will be
maintained in Health Services and will be
monitored by the Director of Nursing
(DON} and the Assistant Director of Nursing
(ADCN) monthly until May 1, 2024, until
consistency reaches 100% success. In
addition, flu stats are reported to the State
by the DON and/or the ADON as required
which will continue until consistency
reaches 100% success.
16 Del. C. 05/25/2023
11 §1162 | Nursing Staffing: 16 Del. C. 11 §1162...
Nursing A. The facility is unable to correct the past
staffing: {a) Every residential health facility must at | practice; however, the DRS promptly took
all times provide a staffing level adequate | action to address the deficiency by fixing
to meet the care needs of each resident, -
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including those residents who have special
needs due to dementia or a medical

| condition, illness or injury. Every residential

health facility shall post, for each shift, the
names and titles of the nursing services
direct caregivers assigned to each floor,
unit or wing and the nursing supervisor on
duty. This information shall be
conspicuously displayed in common areas
of the facility, in no fewer number than the
number of nursing stations. Every
residential health facility employee shall
wear a nametag prominently displaying his
or her full name and title. Personnel hired
through temporary agencies shall be
required to wear photo identification
listing their names and titles.

This requirement was not met as evidenced

by:

Based on observation and Interview, it was
determined that for all shifts, the facility
failed to post the names and titles of the
nursing services direct caregivers assigned
to each unit including the Supervisor on
duty. Findings include:

3/21/23 10:05 AM through 3/24/23 ~
Observations of the electronic bulletin
boards on the Chandler and McCabe units
failed to display the names and titles of the
Nurses and Supervisor assigned for day and
evening shifts.

3/23/23 10:40 AM — During an interview,
E23 (RN) confirmed the daily staffing was
not posted.

the visual display of staff names and titles
of RNs and RN Supervisors.

Attachment S: Email to the Resource
Management staff instructing them of
proper protocol on the electronic bulletin
boards/display boards.

Bl. An analysis and interviews with
resource management staff by the DRS
regarding present and past practices of
displaying staff names and titles on the
electronic display boards revealed that all
staff have the potential to be affected
negatively by the deficient practice.

B2. The DRS on 3/24/2023 instructed and
emailed the Resource Management Unit
staff (SSA and Operation Support Specialist
[0SS]} of the necessary requirements of
proper protocol regarding the electronic
bulletin boards/display boards showing the
Floor Nurse, Nursing Supervisor, Facility
Charge, and Certified Nursing Assistants
staff scheduled for shifts that must be
posted daily each shift.

Attachment S: Email to the Resource
Management staff instructing them of
proper protocol on the electronic bulletin
boards/display boards.

C1. The DON, DRS, and APA’s RCA revealed
the deficient practice was a result of two
factors  involving: New  Resource
Management staff (SSA and OSS) not fully
executing their new responsibilities in the
area of display board requirements; And,
lack of detailed information in the
Administrative policy - Identification
Badges/ Passes.

C2. Since the DRS addressed the current
SSA and OSS staff on the requirements for

Title &> SRR
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3/23/23 3:30 PM — During an interview, E4 displaying staff members on the electronic
(DRS) confirmed that daily staffing was not bulletin  boards/display boards, the

posted. Administrative Policy Identification |
Badges/Passes will be revised by the APAto
Findings were reviewed with E1 (ED), E2 reflect the requirement of electronic
{PA), and E4 on 3/27/23 during the exit bulletin boards/display boards to include
conference, beginning at 2:30 PM. on displays the names and titles of the

Nurses and Supervisors assigned on each
shift. The updated administrative policy
Identification Badges/Passes will be sent to
staff by the ED, DRS, and DON for staff
education to the staff overseen by these
directors. A signed voucher will be
obtained by staff.

C3. The APA will update the Facility Charge
Shift Monitoring Report to reflect the
review of the electronic bulletin
boards/display boards for required
information on staff names and titles.
When on duty and designated as Facility
Charge, this monitoring report s
completed by Facility Charge staff who
consist of APA, RPA, SSA, QIDP, Till, ATHI,
and/or SE across all shifts.

D. The APA and/or SCS will complete a
random sampling of 10 (ten) Facility Charge
Shift Monitoring Reports across all shifts to
assess the Facility Charge Report
documenting the accuracy of the electronic
bulletin boards/display boards displaying
the required information of staff names
and titles for 1 (one) time a week until
consistency reaches 100% success {names
and titles are displayed accurately) over 3
(three) consecutive evaluations. THEN

The APA and/or SCS will complete a
random sampling of 5 (five) Facility Charge
Shift Monitoring Reports across al! shifts to
assess the Facility Charge Report

Provider's Signature _ /] ¢ ; Title S 1 ST Date -5":7// & / 2.3
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documenting the accuracy of the electronic
bulletin boards/display boards displaying
the required information of staff names
and titles for 1 {one) time a week until
consistency reaches 100% success (names
and titles are displayed accurately) over 3
(three) consecutive evaluations. THEN

The APA and/or SCS will complete a
random sampling of 5 (five) Facility Charge
Shift Monitoring Reports across all shifts to
assess the Facility Charge Report
documenting the accuracy of the electronic
bulletin boards/display hoards displaying
the required information of staff names
and titles for 1 (one) time a month until
consistency reaches 100% success (names
and titles are displayed accurately) over 3
(three) consecutive evaluations. FINALLY
The APA and/or SCS will complete a
random sampling of 5 (five) Facility Charge
Shift Monitoring Reports acrass all shifts to
assess the Facility Charge Report
documenting the accuracy of the electronic
bulletin boards/display boards displaying
the required information of staff names
and titles for 1 {one) time a quarter until
consistency reaches 100% success (names
and titles are displayed accurately) over 3
(three) consecutive evaluations.
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E 000/ Initial Comments E 000
An unannounced Annual and Complaint Survey
‘was conducted at thls facility from March 20,
2023 through March 27, 2023. The facility census
was 40 on the first day of the survey.
In accordance with 42 CFR 483.73, an
Emergency Preparedness Survey was also
conducted by The Division of Health Care Quality,
Office of Long Term Care Residents Protection at
i this facility during the same time period. Based on
observations, interviews, and document review,
Emergency Preparedness deficiencies were
cited.
E 037 | EP Traini am A. The facility is unable to correct the past
CFR(sa)l' ;nsgsi%g(rd)m E1087 practice; however, to address the citation, the Qo263
' ) plan of action taken involved the Director of
s i) gse s, g 19010, e
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1), ! Emergency Preparedness to E41 on
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1), | 3/22/2023 and E40 on 4/11/2023,
§485.68(d)(1), §485.542(d)(1), §485.625(d)(1), | Attachment T: Emergency Preparedness
gzg?-igg?gf; ), §485.920(d)(1), §486.360(d)(1), training record for E40 and E41
B1, The Executive Director (ED) completed a
“[For RNCHIs at §403.748, ASCs at §416.54, training timeliness analysis of staff
Hospitals at §482.15, ICF/IIDs at §483.475, HHAs | Emergency Preparedness training. The
at §484.102, REHs at §485.542, "Organizations" i structure of orientation scheduled timing in
under §485.727, OPOs at §486.360, canjunction with new hires was determined to
RHC/FQHCs at §491.12:] have the potential to negatively affect all staff
(1) Training program. The [facility] must do alf of by the deficient practice which could impact
the following: . all residents, .
(i) Initial training in emergency preparedness | B2.|The ED dgecte&’:i the SE o develop and
policies and procedures to all new and existing '”;p en;ant |°” otear_d i”Q ??C etrst %““?‘st'”g Off
staff, individuals providing services under En*fr?;;onnci grip:r?e;r?esg gﬁd Firsa g’;ﬁ;
2:::32??&2:“ volunteers, consistent with their among other req_uired topics. The ED
(ii) Provide emergency preparedness training at diecusged ana decied e: S Siak the S
least every 2 years,

_ABORATORY DIRECTOR'S OR PRQ)/IDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE (X6) DATE

s e e FADS , Evvo e s el St Qood st dkse el

Any deficigcy Statemént ending with an 4sterlsk (*} denotes a defleiency which the Institution méy be exciiset from correcting providing It Is determined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available 1o the faclilty. If deficlencies are cited, an appraved plan of correction Is requisile to continuad

program participation.
This version Revislon #2, Revision #1 sent 5/9/23, Original POC sent 04/21/23, Completion Date .Revision sent on 5/_4/23
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E 037 | Continued From page 1 E E 037‘ agd/ort}he RNE tto LHStitWt:e?/\?E?a;dtiggbe ]
p . , | education packets for a ire :
| gp;g?;néggsg?;nmisgta“on ofall smergency | ~ completed on the staff start date, i
X . 1 . . i |
[ (iv) Demonstrate staff knowledge of emergency | l AttechimsrmitH@nboaningpacists |
procedures. . ! I C1. The Director of Nursing {DON), Director |
(v) If the emergency preparedness policies and | | of Residential Services (DRS), and ‘
| procedures are significantly updated, the [facility] " Administration Program Administrator's .
| must conduct training on the updated policies and ‘ (APA} Root Cause Analysis (RCA) revealed '
| procedures, I _ the deficient practice of staff start dates of
i + working in the facility occurring prior tothe |
| *[For Hospices at §418.113(d):] (1) Training. The * Emergency Preparedness fraining date was |
! hospice must do all of the following: . aresult of two factors Invalving; A false |
(i) Initia! training in emergency preparedness assumption that new staff orientation }
. policies and procedures to all new and existing education which involves Emergency |
| hospice employees, and individuals providing Preparedness can be deferred unfil regularly |
| services under arrangement, consistent with their scheduled orientation courses are scheduled |
and attended because newly hired staff are |
: eiSpDe Eiod rotlsst.a EPKRGWIEdaE0h never left alone until orientation is
Lroc:é?.uc:g: e nowledge of emergency ctonFgeted;t Alnd, start dates oL nqxazjly hired
- staff do not always carrespond w
(iiiy Provide emergency preparedness training at l Oﬁentatirl)n ?rai?i/r?g s::r?:guled d|ates. |
least every 2 years. ) | © C2. The Administration Policy - Employee !
(iv) Periodically review and rehearse its Education and Training Policy will be
emergency preparedness plan with hospice f - updated by the APA to include the
employees (including nonemployee staff), with | * onboarding requirements and specific topics
special emphasis placed on carrying out the ' which include Emergency Preparedness and
procedures necessary to protect patients and i Fire Safety. The SE and/or APA will update
others. : . the Orientation Training Checklists to include
(v) Maintain documentation of all emergency ! " the onboarding education of newly hired
preparedness tralning. l staff.
(vi) If the emergency preparedness policies and C3. Since Staff Orientation Training is
procedures are significantly updated, the hospice : scheduled 1 (one) time a month and start
must conduct training on the updated policies and l dates of new staff may not correspond with
procedures. + orientation training qlasses, Onboarding
i Packets will be provided by the SE or RNE,
orPRTFSatsaet 1o () Tranng || (RS DS dee o el et
program. The PRTF must do all of the following: ' including ingude Emergency PrepaFrJedness
i (i) Initial training in emergency preparedness | and Fire Safety. Staff Onboarding will be
, policies and procedures to all new and existing ! scheduled to oceur the first day of
1 staff, individuals providing services under |
FORM CMS-2567({02-09) Pravious Varslons Obsolele Evant 1D: F14T11 Facilily ID: 08G001 If continuation sheet Page 2 of 33
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| 7 y
i ) i employment for all newly hired staff, Signed
E 037 | Continued From page 2 E 037 vouchers will be obtained from staff attending

arrangement, and volunteers, consistent with their
expected roles.

(iiy After Initial tralning, provide emergency
preparedness training every 2 years,

(lil) Demonstrate staff knowledge of emergency
procedures.

(iv) Malntain documentation of all emergency
preparedness training.

i (v) If the emergency preparedness policies and

procedures are significantly updated, the PRTF
must conduct training on the updated palicies and
procedures.

*[For PACE at §460.84(d):} (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(ii) Provide emergency preparedness training at
least every 2 years.

(iii) Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in
case of an emergency.

{iv) Maintain documentation of all training.

(v) If the emergency preparedness policies and
procedures are significantly updated, the PACE
must conduct training on the updated policies and
procedures.

*[For LTC Facilities at §483.73(d):] (1) Training
Program. The LTC facllity must do all of the
following:

(i) Initial training in emergency preparedness
policles and procedures to all new and existing
staff, individuals providing services under

the onbearding. After each onboarding and
orientation, the SE and/or RNE will instruct
and obtained from each staff signed vouchers
for the training education for 100%
compliance.

D. The APA and/or Standards Contral
Specialist (SCS) will complete a random
sampling of 5 (five) staff orientation/
onboarding training records for 1 (one) time a
month until consistency reaches 100%
success (Emergency Preparedness training
was completed on the staff's start date) over
3 (three) consecutive svaluations. THEN
The APA andfor SCS will complete a random
sampling of 5 (five) staff orintation/
onboarding training records for 1 (one) time a
quarter until consistency reaches 100%
success (Emergency Preparedness training
was completed on the staff's start date) over
3 (three) consecutive evaluations, FINALLY
The APA and/or SCS will complete & random
sampling of 5 (five) staff orientation/
onboarding training records for 1 (one) time
biannually until consistency reaches 100%
success (Emergency Preparedness training
was completed on the staff's start date) over
2 (two) consecutive evaluations.
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E 037 | Continued From page 3 E 037
arrangement, and volunteers, consistent with their i
expected role.
(i) Provide emergency preparedness training at |

least annually, ' .
(iii) Maintain documentation of all emergency | !
preparedness training. i
(iv) Demonstrate staff knowledge of emergency

| procedures. i

*[For CORFs at §486.68(d):])(1) Training. The

i CORF must do all of the following:

| (i) Provide initial training in emergency

i preparedness policies and procedures to all new
| and existing staff, individuals providing services

i under arrangement, and volunteers, consistent

[ with their expected roles. |
(i) Provide emergency preparedness training at
least every 2 years.,

(ifi) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies and I
procedures are significantly updated, the CORF
must conduct training on the updated poiicies and i
procedures. |

J; “[For CAHs at §485.625(d):] (1) Training program.
{ The CAH must do all of the following:
| (1) Initial tralning in emergency preparedness
| policies and procedures, including prompt ! :
reporting and extinguishing of fires, protection, | I
ri and where necessary, evacuation of patients, '. ;
1
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E 037 | Continued From page 4 E 037

personnel, and guests, fire prevention, and
cooperation with firefighting and disaster 1
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(i} Provide emergency preparedness training at
least every 2 years,

(iif) Maintain documentation of the tralning.

(iv) Demonstrate staff knowledge of emergency

| procedures.

; (v) [f the emergency preparedness policies and
procedures are significantly updated, the CAH |
must conduct training on the updated policies and i |
procedures.

*[For CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services {
under arrangement, and volunteers, conslstent |
with their expected roles, and maintain |
documentation of the training. The CMHC must A
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least every 2
years.

This STANDARD is not met as evidenced by:
Based on review of documents, it was
determined that for two (E40 and E41) out of ten
(10) sampled staff members, the facility failed to
ensure that new staff received the required initial
Emergency Preparedness training upon hire.
Findings include;

1. The first day in the facility for E40 was 1/47/23,
and as of the exit date of this survey, the facility |
has failed to provide the initial Emergency -;
Preparedness training. |
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12/13/22, and as of the exit date of this survey,
the facility has failed to provide the inltial
Emergency Preparedness training.

2. The first day in the facility for E41 was { i
|
W 000 | INITIAL COMMENTS W 000 |

An unannounced Annual, Complaint and

Emergency Preparedness Survey was conducted
at this facility from March 20, 2023 through March i
27,2023. The deficiencies contained In this ‘

report were based on observation, interview, |
. review of cllents' records and review of other
facllity documentation as indicated. The facility | |
t

census on the first day of the survey was 40. The |
survey sample totaled 14 residents.

Abbreviations/definitions used in this report are
as follows:

ADON - Assistant Director of Nursing;
CNA - Certified Nursing Asslstant;
DHCQ - Division of Health Care Quality;
DON - Director of Nursing;

DRS - Director of Residantial Services,
ED - Executive Director;

IPP - Individual Program Plan;

NHA - Nursing Home Administrator,

PA - Program Administrator,

QIDP - Qualified Intellectual Disability i

Professional; ! |
RN - Registered Nurse. i -
W 149 | STAFF TREATMENT OF CLIENTS ¢ W 149! A. The facility is unable to correct the past i 05/25/23
CFR(s): 483.420(d)(1) i practice for C4,C5,C6,C7,C8,C12,C15;
! however, when the facility was made aware of
The facility must develop and implement written - the neglectful practices by staff in a timsly

matter, the facility took immediate action to

policies and procedures that prohibit | . . : _
mistreatment, neglect or abuse of the client. i . secure the residents' safety, provide needed
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" residents’ care, and assess the residents'
W 149 | Continued From page 6 W 149, physical condition as wel! as staff identified

This STANDARD is not met as evidenced by:
Based on record review and interview, it was

| determined that for seven (C4, C5, C8, C7, C8,

' C12 and C15) out of seven clients sampled for

| abuse/neglect review, the facility failed to ensure

: that C12 and C15 were free from neglect when

! care and services were not provided for an entire

i shift due to failures to update staffing

. assignments. For C4, C5, C6, C7 and C8, the
facility failed to ensure they were free from

. neglect when care and services were not
provided far approximately two or more hours
when a CNA left the building and did not get

i caverage for the five totally dependent clients,

! Findings include:

: Review of C12's clinical record and other records
' revealed the following:

i 1. €12 was admitted to the facility in 1973 with

" diagnoses including, but not limited to profound
intellectual disabilities. Records show that the
resident is confined to a chair for mobility,

| dependent on staff for activities of daily living and

! is dependent on a tube for feeding.

[ 6/22/22 - Review of the record, including bowel

| and urinary elimination records and progress

 notes, lacked documentation of care being

 provided during the 6:00 AM to 2:00 PM shift.

1 3/21/23 10:52 AM - An interview with E33 (CNA)
revealed that on initial rounds on the 2:00 PM to

| 10:00 PM shift on 6/22/22, C12 was found
saturated in urine Including the brief, pad, sheet,

; clothes and abdominal binder, there was an odor

- of old urine detected, the resident's eyes were

' gunky, face appeared unwashed, and the feeding |

- tube site looked uncared for with leakage present.

i
|
{
!

| as being involved were removed from the

; direct resident care when internal

| investigations were conducted,

| Attachment L: Email/Memo from the
Exscutive Director to the Management Staff
and Facllity Charge Staff regarding PM46

i Reporting and Daily Documentation and

. Expectations of Staff

, B1. To immediately address the specific
deficiency with management, the ED

. conducted an analysis of staff assignment

protocols regarding staff changes due fo call

outs and breaktimes with the DRS, APA,

| Residential Program Administrator (RPA),

1 Qualified Intellectual Disabilities Professional

(QIDP) during a staff mesting on 3/29/2023,

to ensure staff are providing the required

resident care under various staff

. expectations. The conclusion of the analysis

i revealed that failing to provide resident care

! leading fo the deficient practices could have

the potential to negatively affect all residents.

During the 3/28/2023, staff meeting analysis,

| the ED discussed and expressed

| expectations of management and for

| management to convey the requirements to

staff expectations regarding Delaware Policy

Memorandum (PM46) Reporting, Daily

l Expectations of Staff responsibilities to

| residents, Staff Assignments with Residents,

{ and Management must be Checking and

! Correcting as necessary all staff assignments

on all three shifts, at the beginning of shifts, ]

mid shifts, and when staff changes occur

during shifts. The ED followed up with an |

email and memo conveying the same to :
[
i
f

DRS, DON, APA, RPA, Social Services
Administrator (SSA), QIDP, Active Treatment
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E33 stated this was reported to her Supervisor |
E34 (Shift Building Charge), as well as E35 '
(Program Administrator). C12 received a full bath '
around 3:30 - 4:.00 PM. E12 (Agency CNA)
confirmed a previous statement to a DHCQ
investigator that when she locked at the urinary
tracker, there were no (staff) initials and the client
was not assigned to anyone In the staffing book.

3/21/23 12:24 PM - An Interview with E2
.- (Program Administrator) revealsd that she was
. | unaware of the incident until a DHCQ investigator
| contacted her in (June 2022), E2 stated that she '
' did not have any specific details, but confirmed
that while providing records to the DHCQ
investigator, the lack of documentation of care on
| the shift was noted. E2 added that due to the lack |
| of information and the investigation by the State |
! (DHCQ) nothing further was done by the facility. ‘
l

' 3/23/23 11:15 AM - An interview with E34
(Charge Nurse), confirmed that E33 (CNA), early |
; in the shift on 6/22/22 made her aware of the
{ condition C12 was found in. E34 did not actually l
[ see the client before the CNA cleaned the ;
lresndent up. She confirmed her statement to the |
DHCQ investigator that E33 reported C12's pad !
} to be soaking wet with urine and dripping onte the
floor. E34 stated that a message was left for
Administration, they may have called back later
that shift, but E34 could not specifically remember
talking to Adminlistration. E34 also stated that E4
(Director of Residential Services/DRS) came to |
the unit and was looking at the staffing books for |
the unit. E34 revealed that the care
(communication) book appeared to have been _
‘fitled out, but assignments got moved around due '
'to a call out and they {Scheduling/Charge Staff)
never updated the assignment in the book to I

Director to the Management Staff and Facility
Charge Staff regarding PM46 Reporting and
Dally Documentation and Expectations of Staff
B2. The APA revised the Documentation
training PowerPoint to reflect the requirement
of daily documentation and not falsifying
documentation on 3/29/2023, for arientation

and reeducation conducted by the SE and

RNE.

Attachment M: Documentation training
PowerPoint

B3. To immediately address the current staff, |
an aducational flyer will be developed by the |
SE and/or RNE on Daily Documentation. The |
staff will be educated on the information by the !
SE and Residential Team - DRS, RPA, SSA,
QIDP, and/or ATS, and a signed veucher will

be complated. |
B4. Until the facility PM46 procedures are !
updated, the ED directed the APA (PM48
Cooardinator), DRS, and DON regarding all
external complainis being investigated by
external entities will be reported and
investigated by Stockley Center PM48
investigators just as internal complaint
investigations are conducted. The ED followed
up with a memo dated 3/23/2023.

Aftachment BB: Memo from Executive Director
(ED) regarding addition of outside complaints
to the PM46 Policy and Procedures

B5. The APA and ED updated the PM46
Repotting Education Flyer on 3/28/2023 to
include the requirement that staff members
can anonymously report PM48 to Long Term
Care and Resident Protection/ Division of !
Health Care Quality (LTCRP/DHCQ); however, |
the staff are obligated to report to

Administration any suspected allegation of
abuse, neglect, stc. immediately while still

i Attachment L: Email’/Memo from the Executive ‘
|
|
|
|
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W 149 | Continued From page 7 i W 149 Therapist Il (ATIl), and SE.
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! maintaining their reporting anonymity. This
W 149 | Continued From page 8 W 149, flyer was sent by the DRS, DON, and ED to
i staff overseen by these Directors to educate
ECEOUNINOREHE " staff and signed education vouchers were

3/23/23 (around 1:00 PM) - An interview with E35
(retired Program Administrator) revealed that she
did not see C12 uncared for, but was aware that
E33 (CNA) found the resident uncared for at the
start of the shift on 6/22/22, laying in urine and

| feces. E35 stated that E33 should have reported |
| it to the facility Charge or a Nurse. E35 confirmed |
' that she did not report the incident to anyone in

i Administration and heard it was an issue with the |
| Communication Book and staff assignment, :

{ 3/23/23 1:14 PM - An interview with E4 (DRS)
. revealed there had been a problem in the past |
! with staffing assignments (when staff call out and
. the assignments need to be redistributed), E4

! stated a new communication book was set up

| and the facility Charge must sign off on
assignments, No specific detalls of this Incident
were revealed.

] 3/24/2023 12:02 PM - 1:12 PM - An (email)
interview with E1 (NHA) identified E36 (CNA) as
the Aide originally assigned to the resident group
that included C12. It further revealed that it was
unknown if the Aide origlnally assigned to R12 on
6/22/22 was interviewed about the fallure to
document care for the entire shift. There was no
reporting or investigation by the facility about this
allegation of neglect.

2. Review of C15's clinical record and other
records revealed the following; [

7/1/22 - The communication book (a tool used to
assign CNA's to clients) did not include C15 for
the 2:00 PM to 10:00 PM shift.

. obtained.
' Attachment O: PM46 Repomng Flyer
' B6. The Residential SSA is assigned to review

|

| C1.The ED, DRS, DON, and APA's RCA

* several factors which includes: Lack of
' adequate staff documentation of resident
! hygiene cars, lack of follow up by therapies on

+ assignments and these changes not

- monitoring; Administration's assumption based

* guidance in the facility's PM46 procedures for

- to the administration while keaping their

I
I

. Temporary Agency CNA. These performance
| RPA, SSA, QIDP with all the staff designated

'and update all staff Assignments and
groupings and Pick-up Lists,

revealed the deficient practice was related to

lifts/transfers; Schedule changes effecting

accurately monitored my management; Lack
of staff reviewing assignment changes in
conjunction with lack of management

on past practices to not interfere with outside
complaint investigations conducted through
DHCQ/autside entities by conducting
simultaneous internal investigations: Lack

conducting simultanecus investigations; Staff
assumptions they had the right to
anonymously report allegations of ahuse,
neglect, ete. to Long Term Care and Resident
Protection/ DHCQ without reparting such
cases to administration. Despite this right staff
alsc have the obligation to report such cases

anonymity of direct reporting to LTCRP/
DHCQ,

€2. The ED updated the Performance Plans
ancl Measures for the poslitions of RPA, SSA,
QIDP, ATS, Certified Nursing Assistant (CNA)
~ Active Treatment Fagilitator (ATF), and

plans and measures were reviewed by DRS,
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W 149 | Continued From page 9 i
{ 711122 - Review of the record including bowel and |
| urinary elimination records and progress notes '
{ lacked documentation of care being provided
| during the 2:00 PM to 10:00 PM shift.

3/23/23 2:00 PM - During an interview, E7 (CNA) !
reviewed and confirmed that the assignment for
7/1/23 did notinclude C15. Furthermore, E7
stated that E37 (CNA) would not have known that
C15 was assigned to their group.

3/24/23 1:38 PM - During an Iinterview, E37
revealed that the process was to read the {
communication book for assignment of clients, |
E37 was unaware that C15 was in E37's
assignment and stated that no care was dellvered
on that shift. |

3/27/23 10:00 AM - During an interview with E11
(CNA), E11 revealed that on 7/1/22 C15 was '
found by the oncoming 10:00 PM shift soiled,
unchanged and still dressed in the same clothes
from morning. E11 further revealed that an !
incldent report was completed and a Nurse was ;
notified. E10 (RN) was notified and did a skin .
check. The Facility Charge was unsure of how to |
report the incident.

| 3/27/23 11:45 AM - During an interview, E10 (RN) '
was unable to recall all the details of R15's
incident, but remembered that it happened.

The facility failed to report an allegation of neglect |
when C15 was not assigned to a CNA and went |
eight hours without care. !

|

3/27/23 9:15 AM - During an interview, E2
(Program Administrator) revealed that because of !
C15 not recelving care on 7/1/22 a correction was |

W 149 l expectations of their job. Staff signatures were |

by titles detailing designated staffs’ duties and |

; . abtained designating their acknowledgement
: and agreement.

, Attachment N: Performance Plan Database

" €3, The SE and/or RNE will provide

, i education on the updated Documentation
+ training during orientation and reeducation.

| Attachment M: Documentation training

i PawerPoint

| C4. The APA will update the Active Treatment
* Supervisor's Shift Monitoring Report to include
i the review of staffs' documentation of hygiene

i care functions (Bowel and Urinary Elimination

| Records). The APA will also updats this repart
to include the review of staff assignments/
groupings of residents. When on duty the ATS
completes this monitoring report across all

! ghifts.

. C5. The APA will update the Facility Charge
Shift Monitoring Report to reflect the review of

 staffs' documentation of hygiene care

( functions (Bowel and Urinary Elimination

! Records). The APA will also update this report
' to include the review of staff assignments/
! groupings of residents. When on duty and

. 1 designated as Facility Charge, this monitoring

| ! report is completed by Facility Charge staff

| Who consist of APA, RPA, SSA, QIDP, TiII,

I ATII, andfor SE across all shifts.
‘ C6. The Administrative Reporting and
lnvestlgatlon Procedure For: PM46 {Abuse,

i Naglect Mistreatment, Financial Exploitation,
 Medication Diversion, and Significant Injury)

i and [njuries of Unknown Source policy was
| reviewed and revised on 3/28/2023, by the ED

| and APA to reflect facility protocol changes,
that include the same LTCRP/DHCQ reporting
! and simuttaneous internal investigations must

| be completed for outside complaints being

| Linvestigated by external entities. The APA will

i
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1 | create a carrespending checklist for internal ™ |
W 149 | Continued From page 10 W 149 investigations regarding outside complaints

made for how assignments were made,

3. Review of C4, C5, C6, C7 and C8's clinical and
other records revealed the following:

11/4122 10:00 to 6:00 - E9 (Agency CNA) was
assigned to C4, C5, C6, C7 and C8.

11/4/22 to 11/5/22 The facility investigation
reported that ES left the facllity at 1:24 AM and
returned to the facility at 3:04 AM.

| 3:17 AM to 3:37 AM - E9 completed rounds on
| C6 and C7 documented that both received

lincontinence care. According to the record, C6 |
was a two person for bed mobility, however, E9 !
provided care to C6 without a second person.

3:37 AM to 3.37 AM - E9 entered C8's room and
documented that C8 voided. C8 was a two
person for bed mobllity, however, E9 provided
care to C8 without a second person.

11/6/22 5:08 AM to 6.08 AM - EQ entered C6's
room completed rounds and documented that C6
had voided, C6 is a two person for bed mobility
and less than a minute would not be adequate
time to change a totally dependent client requiring
two persons for bed mobility. E9 falsified C6's
documentation on the urinary elimination record
and changed CB8 without a second person.

5:23 AM to 5:28 AM - E9 entered C8's room,
completed rounds and documented that C8
voided. E9 provided incontinence care alone to
C8 who required two persons for bed mability.

According ta a timeline provided by the facllity for
the night of 11/5/22 from 10:00 PM to 6:00 AM,

being investigated by external entities,

C7. The updated Administrative Reporting
and Investigation Procedurs For; PM48
(Abuse, Neglect, Mistreatment, Financial
Exploitation, Medication Diversion, and
Significant Injury) and Injuries of Unknown
Source policy will be gent by the DRS, DON,
and ED to staff overseen by these Directors
to educate staff and signed vouchers by staff
will be obtained.

D1. For hygiene care documentation and
management manitoring (bowel and urinary
elimination records), under the direction of the
DRS, the RPAs (2) will each complete
reviews of a random sampling of & (five)
residents' hygiene care documentation (10
total between the two RPA) across all
residential units and across three shifts for 5
(five) days a week for 1 (one) month until
consistency reaches 100% success.

THEN |
A random sampling of 5 (five) residents’
hygiene care documentation (10 total
between the two RPA) across all residential
units and across three shifts for 5 {five) days
every two weeks for 1 {one) month until
consistency reaches 100% success.
FINALLY

A random sampling of 5 (five) residents’
hygiene care documentation (10 total
between the two RPA) across all residential
units and across three shifts for 1 (one) time
a month thereafter for 100% success.

D2, For Assignments/ Grouping/ Pick-up
Lists. Assignments/Groupings and _
management manitoring, under the direction |
of the DRS, the RPA and/or Facility Charge
(DRS, APA, RPA, SSA, QIDP, TIlI, ATil, SE)
I
i

when on duty will review all assignments
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' groupings each Day (dally) for all residents !
W 149 Continued From page 11 \W 149 across all residential units and across three
. - I shifts for 1 {one) month until consistency
| E9 spent one hour and 23 minutes providing care | | reaches 100% success
! to five clients (C4, C5, C6, C7 and C8). E9 and | THEN '
spent 19 minutes helping E43 (CNA) provide care : 2 (two) times a week for all residents across

|

|

to C1. | ~ all residential units and across three shifts for
i 1 (one) month until consistency reaches 100%
3/22/23 10:10 PM - During an interview with E43 | " success.
revealed that by the time it was realized that E9 |  THEN

(CNA) was gone, E9 returned a little bit later. 1 (one) time every 2 (two) weeks for all

Also, E43 provided confirmation that residents |  residents across all residential units and
were not reassigned to another CNAfor care in ! - across three shifts for 1 (one) month until |
E9's absence. i  consistency reaches 100% success.

{ FINALLY

At least 1 (one) time a month for all residents
across all residential units and across three
shifts thereafter for 100% success.

| 3/22/23 10:10 PM - During an interview with E44
| (RN Supervisor), E44 revealed that the Charge
Nurse (E46, RN) reported that they were looking

l for and could not find E9. E44 sent a staff person . . - |
' 1o look for E9 and was unable to locate E9. It was - rDB%uI‘;—;’%‘;’;‘t’:gsftgmggrg;gﬁﬁg”Emﬁi and
! reported to E44 by a CNA frgm another unit that direction of the DRS and DON, the DRS,
ES was supposed [0 go fo pick up food, BULES ' DON, Assistant Director of Nursing (ADON),
never returned. E44 sent staff to look outside the ' APA, RPA, SSA, QIDP, Till, ATII, ATS, RNE,

' building and check E9's car which was in the

i and/or SE the PM46 Reporting Education
{ parking lot, but E9 was not found. E44 revealed

| Flyer will be reviewed with residential, nursing,

|that around 3:00 AM E9 returned into the facility. | I and activity staff 1 (one) time a month for 3

' 1t was further revealed that E44 had i * (months) until consistency reaches 100%

' communication with E2 (DON) and discussed if | ! success, Staff will sign an education voucher,

| this was neglect or discipline; an email was i { FINALLY

| forwarded to E4 (Director of Residential Services- | . 1 (one) time a quarter thereafter for 100%

| DRS). : | success. Staff will sign an education voucher.
. 1

| 3/23/23 1:14 PM - During an interview, E4 (DRS) . D4, For PM48 investigations and

: documentation compllance, under the direction
i of the ED, the APA and/or SCS wili conduct

' PM46 file documentation reviews to assess

! that the PM46 reporting procedures wers

was unable to recall any specific details.

| Review of the facility investigation determined

! that neglect was unfounded. C4, C§, C8, C7 and tg ; ;
| ollowed daily upon reporting for 1 {one) month
: C8 were checked o) e}nd the're I ‘ i unti consisteyncs reacr?es 1(?0% suﬁ:ces)s.
! concerns. The facility failed to identify neglect for | | THEN
| the above residents, when ES left the facllity, _ . Biweekly (twice a week) upon reporting for 1
| falsified documentation and used an unsafe i ' (one) month until consistency reaches 100%
| transfer method on totally dependent clients ‘ ! success. THEN
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1 {one) time a weak upan reporting for 1
(one) month until consistency reaches 100%
success. FINALLY

1 {one) time quarterly thereaftsr for 100%
success.

DS, The Therapy Department (PT) and
Residential Management Team — each RPA
and QIDP will complete a random sampling
of § (five) residents each (5 residents each
per reviewer) on each resldential unit on
various shifts and with varlous staff, utilizing
the Lift, Galt Belt, and Transfer
Competencies tool for 1 (one) time a wesk
for 2 (two) months until consistency reaches
100% success (correct application of lift/
transfer) over 3 (three) consecutive
evaluations.

THEN

A random sampling of 5 (five) residents each
{5 residents each per reviewer) on each
residential unit on varlous shifts and with
various staff, utilizing the Lift, Gait Balt, and
Transfer Competencies tool for 2 (two) times
a month until consistency reaches 100%
success (correct application of iftitransfer)
over 3 (three) consecutive evaluations:
FINALLY

A random sampling of 5 (five) residents each
(5 residents each per reviewer) on each
residential unit on various shifts and with
varous staff, utllizing the L.ift, Gait Belt, and
Transfer Competencles tool for 1 (one) time a
month until consistency reaches 100%
success (correct application of lift/transfer)
over 3 (three) consecutive evaluations.
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W 149 | Continued From page 12 W 149
requiring 24-hour care.
Findings were reviewed with E1 (Executive
Director), E2 (PA}, and E4 (DRS) on 3/27/23 !
during the exit conference, beginning at 2:30 PM. i I i
W 153 | STAFF TREATMENT OF CLIENTS W 153; A1. The facility is unable to correct the past 05/25/23

CFR(s): 483.420(d)(2)

The facility must ensure that all allegations of

| mistreatment, neglect or abuse, as well as

Injuries of unknown source, are reported
immeadiately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:
Bassd on interview, record review and review of
facility documentation, it was determined that for
seven out of (C4, C5, C6, C7,C8, C12and C15)
seven clients sampled for abuse/neglect review,
the facility failed to ensure allegations of neglect
wers reported immediately to State officials
(DHCQ). Findings include:

The facllity's policy titled, "Reporting and
Investigation Procedure For: PM46 (Abuss,
Neglect, Mistreatment, Financial Exploitation,
Medication Diversion, and Significant Injury) and
Injuries of Unknown Source", last revised July
2019, stated that the eye witness/reporting
person, "Reports incident immediately, without
delay, to the nurse and the supervisar in
charge/Facility Charge." The facility policy
continued to state, "Immediately (within 8 hours)
reports the incident to the Division of Health Care
Quality (Division of Long Term Care Residents
Protection) ...".

1. According to a report to the State Agency on

deficient practice for C4,C5,C6,C7,C8,
C12,C15; nevartheless, the ED identifies the
error in timely reporting distinctions for
allegations of abuse, neglect, etc. under the
'PM46 as defined as immediately reporting by
' staff to administration, and within 2 hours
reporting to LTCRP/DHCQ. Subsequently, the
ED and APA acted by updating the PM46
- procedures as well as providing staff
education using an updated PM46 Reporting
Education Flyer under the direction of the ED
carried out by the DRS, DON, APA, RPA to
staff.
Attachment L: Email/Memo from the Executive
Director to the Management Staff and Facllity
Charge Staff regarding PM46 Reporting and
Daily Documentation and Expectations of Staff

B1. A review conducted by the ED and APA of
the past year (12 months) of PM 46
investigations and outside complaints revealed
that the timely reporting of allegations of
abuse, neglect, etc, (PM 46 reportables) was a
deficient practice of the reporting requirement
of within 2 hours of the allegation.
Subsequently, the ED and APA concluded that
all residents have the potential to be negatively
affected by the dsficient practice.

B2, Toinitially addresses the specific
deficiency with Management and Facllity
Charge Staff regarding timely reparting of
allegations of abuse, neglect, etc. under
PM48, on 3/29/2023, the ED conducted a staff
meeting with the DRS, APA, RPA, QIDP.
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7/1/22, C15 was found saturated in urine and {
feces. Also, C15 had the same clothes on from !
that morning. This was reported to a Nurse that 'F
completed a skin check. There was no evidence
that it was reported to Administration, i

2. According to a facllity investigation on 11/5/23,
C4, C5, C8, C7 and C8 were neglected when E9
(Agency CNA) left the building at 1:24 AM and ,
returned at 3:07 AM. EB left her residents without |
coverage and ES did not report to the Supervisor |
that she was leaving. Administration was not
aware until 11/8/22, three days later and it was

not reported to the State Agency until 8/11/22. |

3. Statements from staff E33 (CNA), E34 (retired :
Charga Nurse), and E35 (retired Program
Administrator) revealed that on 6/22/22, C12 was
left unassigned and unattended for the 6:00 AM
to 2:00 PM shift. The client was found by the
evening shift Alde to be saturated In urine, eyes
gunky, face unclean and there was leakage from
the feeding tube. E33 reported the same to E34
and E35. E34 stated during an interview that a
message was sent to Administration, but E34 was
uncertaln of the communication after the initial
message. The allegation was not reported to the
State Agency.

Although a CNA (E33) identified an allegation of
neglect and reported It to Supervisory staff, the
facility failed to ensure that it was reported to the
Administrator and the State Agency authority. As
a result of lack of reporting, no investigation was
conducted.

Findings were reviewed with E1 (Executive
Director), E2 (PA), and E4 (DRS) on 3/27/23 i
during the exit conference, beginning at 2;30 PM.
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During meeting, the ED discussed and
W 153 | Continued From page 13 W 153 | expressed expsctations of management and

 for management to convey the requirements to
staff expectations regarding PM46 Reparting,
The ED followed up with an email and memo

; conveying the same to DRS, DON, APA, RPA,

| SSA, QIDP, ATS, TlII, ATIl, and SE.
B3, The APA and ED updated the PM48

i Reporting Education Flyer on 3/29/2023 to

{ include the requirement that staff members can -

| anonymously report PM46 to Long Term Care

| and Resident Protection/ Division of Heaith

' Care Quality (LTCRP/DHCQ); however, the

* staff are required to immediately report to
Administration any suspected allegation of
abuse, neglect, etc. (PM 48 reportables). This

i flyer was sent by the DRS, DON, and ED to
staff overseen by these Diractors to educate

_staff, and signed vouchers were obtained.

" C1 The ED and APA’s RCA revealed the

| deficient practice was related to two factors

| Invalving: An inaccurate reporting timeframe of

* 8 hours written in the facility's PM46

- procedures —"Administrative Reporting and

. Investigation Procedure For: PM46 (Abuse,

| Neglect, Mistreatment, Financial Exploitation,
Medication Diversion, and Significant Injury)
and Injuries of Unknown Source"; And, A

- misunderstandings by staff that they only

| needed to report allegations of PM46

: reportable to LTCRP/ DHCQ without informing
administration caused the failure to report and

i fallure to timely report allegations.
C2. The Administrative Reporting and
Investigation Procedure For: PM46 (Abuse,

{ Neglect, Mistreatment, Financial Exploitation,

 Medication Diversion, and Significant Injury)

! and Injuries of Unknown Source policy was

| reviewed and revised on 3/28/2023, by the ED

- and APA to reflect changes to the 2 (two) hour !

' reporting requirement.

'
f
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C3. To immediately address the deficiency, the
APA and ED's updated PM48 Reporting
Education Flyer was provided to staff the DRS,
DON, and ED to staff overseen by these
directors to educate staff on reporting
requirements and signed vouchers were
obtained. In additlon, the updated
Administrative Reporting and Investigation
Procedure For: PM46 (Abuse, Neglect,
Mistreatment, Financial Exploitation,
Madication Diversion, and Significant Injury)
and Injurles of Unknown Source policy will be
sent by the DRS, DON, and ED to staff
overseen by these Directors to educate staff
and signed vouchers by staff will be obtained.
Attachment O: PM46 Reporting Flyer

D1. For understanding of responsibifities and
requirements of PM48 reporting, under the
direction of the DRS and DON, the DRS, DON,
ADON, APA, RPA, SSA, QIDP, TIII, ATIl, ATS,
RNE, and/er SE, the P46 Reporting
Education Flyer will be reviewed with all staff 1
(one) time a month for 3 (menths) until
consistency reaches 100% success. Staff will
sign an education voucher.

FINALLY '

For understanding of responsibilities and
requirements of PM46 reporting, under the
direction of the DRS and DON, the DRS, DON,
ADON, APA, RPA, SSA, QIDP, THll, ATIl, ATS,
RNE, andior SE, the PM46 Reporting
Education Flyer will be reviewed with all staff 1
(one) time a quarter thereafter for 100%
success, Staff will sign an education voucher,
D2. For PM46 investigations and
documentation compliance, under the diraction
of the ED, the APA and/or SCS will conduct
PM48 file documentation reviews to assess
that the PM46 reporting procedures were
followed daily upon reporting for 1 (one} month
until consistency reaches 100% success.
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THEN

For PM46 investigations and documentation
compliance, under the direction of the ED, the
APA and or SC8 will conduct PM48 file
documentatian reviews to assess that the
PM486 reporting procedures were followed
biweekly (twice a week) upon reporting for 1
{one) month until consistency reaches 100%
success, THEN

For PM46 investigations and documentation
compliance, under the direction of the ED,
the APA and or SCS will conduct PM48 file
documentation reviews to assess that the
PM46 raporting procedures wers followed 1
{one) time a waek upon reporting for 1 (one)
month until consistency reaches 100%
success. FINALLY

For PM46 investigations and documentation
compliance, under the direction of the ED,
the APA and/or SCS will conduct PM46 flle
documentation reviews to assess that the
PM46 reporting procedures were followed 1
{one) time quarterly thereafter for 100%
success.
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: | A. The facility is unable to correct the past
W 189 STAFF TRAINING PROGRAM W 189! practice ES, E40, E41, E48, and E50; | 05/25/23
| CFR(s): 483.430(e)(1) however, to address the citation, the plan of
{ " action taken involved the SE or RNE
The facllity must provide each employee with | providing training in Abuse Prohibitionto E5
 initial and continuing training that enables the . on 12/12/2022, E40 on 4/11/2023, E41 on
. employee to perform his or her duties effectively, | 3/22/2023, E48 on 8/11/2022, and E50 on
! efficiently, and competently. - 1/9/2023. . N
' This STANDARD is not met as svidenced by: | Attachment V: Abuse Prohibition training
! Based on record review and interview, it was | records for E5, E40, E41, E48, and E50 |
| determined that for five out of 19 sampled staff
| members, the facility failed to ensure that new 2:) A sgeipbwlas ?O'?d.u"ted by dSE %foté’; ;
] staff received timely Abuse Prohibition training staLf!fsl?ecéi?/el d‘t'ﬁg Af:{g'g%;gﬁ?gmi; trainieng in
during t'helr orientation to the facility, Findings | orientation,and the ED completed an analysis
include: of the timing of staff Abuse Prohibition
| . . training, The structure of arientation
5 Review of the facility’s training records revealed | scheduled timing in conjunction with new
| the following: hires was determined to have the potential to
) negatively affect all staff by the deficient
1) E40's (Cook) first date in the facility was practice which could impact all residents.
| 1/17/23. There was lack of evidence that E40 |
was provided new staff Abuse Prohibition | B2, The ED directed the SE to develop and
Training. E40 was scheduled for this training on implement onboarding packets consisting of
4/10/23. educational materials of in part the topics of
Abuse Prohibition - Abuse/Neglect and Client
2) E41's (Agency CNA) first date in the facility | Rights amang other required topics. The ED
| was 12/13/22. There was lack of evidence that . discussed and directed the SE that the SE
| E41 was provided new staff Abuse Prohibition  and/or the RNE to institute onboarding
Training. E41 was scheduled for this training on | education packets for all new hires o be
4/10/23. 5 completed on the staff start date. Attachment
| U: Onboarding packet
3) E48's (Agency CNA) first date in the facility | 1. The DON. DRS. and APA's RCA
was 7/26/22 a.'?d E48 was provided new staff revealed the deficient practice of staff start
Abuse Prohibition Training on 8/11/22. dates of working in the facility occurring prior
. . . _ to the Abuse Prohibition training date was a
4) Ef's (Pfogram Adm|n|5trat0r) first date in the resylt of two factors invo|ving; A fa]se
facility was 12/5/22 and E5 was provided new assumption that new staff orientation
slaff Abuse Prohibition Training on 12/12/22. education which involves education in Abuse
Prohibition — Abuse/Neglect and Client Rights
5) E50's (Agency CNA) first date in the facility can be deferred until regularly scheduled
was 1/3/23 and E50 was provided new staff orientation courses are scheduled and
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STOCKLEY CENTER

attended because newly hired staff are never
left alone until orientation is completed; And,
start dates of newly hired staff do not always
correspond with Orisntation Training
scheduled datss.

C2. The Administration Policy - Employee
Education and Training Policy will be updated
by the APA to include the onboarding
requirements and specific topics which include
Abuse Prohibition - Abuse/Neglect and Client
Rights. The SE and/or APA will update the
Orientation Training Checklists to include the
onboarding education of newly hired staff.

C3. Since Staff Orientation Training is
scheduled 1 {one) time a month and start
dates of new staff may not correspond with
orientation training classes, Onboarding
Packets will be provided by the SE or RNE, or
DRS or DRS designee to newly hired staff for
educating the staff on various topics including
include Abuse Prohibition — Abuse/Neglect
and Client Rights, Staff Onboarding will be
scheduled to occur the first day of
employment for all newly hired staff. Signed
vouchers will be obtained from staff attending
the onboarding. After each onboarding and
orientation, the SE and/or RNE will instruct
and obtained from each staff signed vouchers
for the training educatien for 100%
compliance.

D. The APA and/or SCS will complete a
random sampling of § (five) staff arientation/
onboarding training records for 1 (one) time a
month until consistency reaches 100%
success (Abuse Prohibition — Abuse/Neglect
and Client Rights training was completed on
the staff's start date) over 3 (three)
consecutive evaluations. THEN

The APA and/or SC8 will complete a random
sampling of 5 (five) staff orientation/
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' onboarding training records for 1 (one) timea |
; - quarter until consistency reaches 100%
W 189 Continued From page 1,5 w189 sticoess (Abuse Prohibition — Abuss/Neglect |
I Abuse Prohibition Training cn 2/13/23. ! _ and Cllent Rights training was completed on
| the staff's start date) over 3 (three) !
3/27/23 9:35 AM - An interview with E29 (ADON) consecutive evaluations, FINALLY i
| revealed that new employee orientation forall i The APA and/or SCS will complete a random !
staff was four days in length and during this time, | | sampling of 5 (five) staff orientation/ =
the new employees were provided Abuse | . onboarding training records for 1 (one) time
Prohibition Trainin . biannually untll conslstency reaches 100%
g i . success (Abuse Prohibitlon — Abuse/Neglect |
-l . . and Client Rights tralning was completed on |
3/27/23 2:30 PM - Findings were reviewed with | the staff's start date) over 2 (two) consecutive |
E1 (ED), E2 (PA), E29 and E4 (DRS) during the  ° evaluations. [
Exit Conference. I !
W 191 | STAFF TRAINING PROGRAM W 191 A The facility is unable to correct the past | 08/28/23
CFR(s): 483.430(e)(2) ! practice resulting In lack of tralning for E47, E48, ‘
| E49,E50 related to behavior supparts/plans for |
For employees who work with clients, training 1 C5,C7,69,G17,C18,G19,C20,C22,C23); however, ‘
must focus on skills and competencies directed :23 QEQQWM:Z?D'SEuap"pgig?;gﬂg%ﬂﬁrrmm |
toward clients' behavioral needs. ' :
X ; ) . ' staff, and the APA will update the Behavioral '
This STANDARD s '.wt fpet e ewgienged by: : Services training PowerPoint for new staff to be l
Based on record review and interview, it was | | completed in staff arientation and reeducation.
determined that for four (E47, E48, E49 and ES0) ' Attachment W: Behavioral Services training |
| out five CNA's, the facility failed to ensure training | PowerPoint }
! for guidelines on behavior plans were completed | t
« for nine clients (C5, C7, C8, C17, C18, C1¢, C20, ' B1. The APA conducted an academic analysis of |
| C22 and C23). Findings include: { behavior supports/plans training of implementing J
' 5 plans for all staff and determined that all residents |
[ Afraining review voucher was last updated | have the potential to be negatively affected by the |
| 4129/22 for the following clionts: C5, C7, C9, C17, | jeficlont practice ii
: .018‘ 01_9‘ C20, C22 and C23. The material | B2. The APA will develop an educational flyer -
i included: Target Symptoms/Responses to | regarding behavior supports/plans for current
 Behaviors; How to prevent Self Injurious | staff, and the APA will update the Behavioral
! Behaviors; and Response to Self Injurious i Services training PowerPoint for new staff to be !
i Behavlors. i completed in staff orientation and reeducation to
! ! be conducted by the APA and/or Behavior Analyst
' CNAs E47, E48, E49 and ESO are still employed | (BA) '
| with the facility and have not completed th 1' . 5
E training W P € i C1. The APA’s RCA revealed the deficient I
i ' | practice was related to two factors indluding: ;
| 3124123 10:42 - During an interview, E2 (Program ! inadequate and informal orientation tralning In the F
i !
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areas of Behavior Supports/Plans; and, lack
of tracking of behavior supports/plans training
of staff.

C2. The APA will updats the Bshaviar
Services training PowerPoint for orientation.
The Behavior Services and Supports training
will be added to the staff orientation training
schedule by the SE and/or RNE. The BA,
APA, and/or the SE or RNE will provide the
training during orientation classes as
scheduled.

Attachment W: Behavioral Services training
PowerPaint

C3. To immediately address the deficiency
with current staff an educational flyer will be
developed by the APA and/or BA on Behavior
Supports/Plans, The staff will be educated on
the information by the APA, BA, SE, DRS,
RPA, and/or QIDP, and a signed voucher will
be completed.

C4. The Administration Policy - Employee
Education and Training Policy will be updated
by the APA to include orientation training in
Behavior Supports/Plans.

D. The APA and/or SCS will complete a
random sampling of 5 (five) staff orientation/
onboarding training records for 1 (one) time a
month until consistency reaches 100%
success (Behavior Supports/Plans training
was completed during orientation) over 3
(three) consecutive evaluations. THEN

The APA and/or SCS will complete a random
sampling of 5 (five) staff orientation/
onboarding training records for 1 (one) time a
quarter until consistency reaches 100%
success (Behavior Supports/Plans training
was completed during orientation) over 3
(three) consecutive evaluations. FINALLY The
APA andfor 8CS will complete a random
sampling of 5 (five) staff orientation/
onboarding training records for 1 (one) time
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i ! biannually until consistency reaches 100%
W 181 Continued From page 16 W 191| success (Behavior Supports/Plans training
Administrator) confirmed that the aforementioned was completed during orientation) over 2
CNA's should have signed off on the training for (two) consecutive evaluations.
the nine (C5, C7, C9, C17, C18, C19, C20, C22
and C23) clients.
Findings were reviewed with E1 (Executive
Director), E2 (PA) and E4 (DRS) on 3/27/23
during the exit conference, beglnning at 2:30 PM.
PROGRAM IMPLEMENTATION 05/25/23

W 249

CFR(s): 483.440(d)(1)

: As soon as the interdisciplinary team has
formulated a client's individual program plan,
'sach client must receive a continuous active
‘treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan,

This STANDARD s not met as evidenced by:

[ Based on chservation, record review, and
interview, It was determined that the facility failed
to consistently implement interventions identified
on the individual program plan (IPP) for two (C6
and C8) out of 10 sampled clients. The facility
failed to implement an arm splint to C6 as
specified in the individual program plan. The
facility failed to provide a recliner for C8 as
specified in the individual program plan. Findings
include:

1. Review of C6's clinical records revealed;

41212021 - C6 was admitted to the facility.

W 249 A, The facility is unable to correct the past

deficlent practice regarding the missed splint

{ application for C6 and missed recliner

| positioning time for C8. DON sent COTA to C6
{to apply the splint on the 03/24/2023. The
missed reliner time positioning for C8 could not
be corrected at the time of the survey as this
information was presented on the day of the
I survey exit interview; however, to address the
immediate need of C8 the DRS checked the
i recliner location to ensure the C8 racliner is in
the proper location(s) nesded to implement the
program plan 03/27/2023.
Attachment X: Email from the Certified
Occupational Therapist Assistant (COTA)
regarding a sweep of splint compliance.

B1. The ED heid a staff meeting on 3/28/2023,
as well as sent a follow up email and memo to
DRS, DON, APA, RPA, S8A, QIDP, ATS, T,
ATIl, and SE regarding expectations of staff

( Positioning and implementation of Program
Plans which contain splint applications and
resident recliner positioning use tima). During
this staff meeting with the DRS, APA, RPA,
[QIDP, the ED completed an academic analysis
of splint use and recliner positioning related to
Istaff following program plans (IPPs), and
’securing needed equipment. The analysis

i
|
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i concluded that failing to provide required care |
iy L F oG agely |20 e he potaal e et et |
| 3/28/07 - CE's IPP stated that the restorative | residents who use splints, and recliners for |
| splint plan was to be implemented by Activities positioning time. Under the direction of DON, !
| staff and direct care staff (CNA) per the plan's | checking of all splints was conducted by the |
wearing schedule 9:00 AM to 1:00 PM; four hours | COTA regarding splints locations and splint
per day. ! use for all residents, on 03/24/2023, and the ‘|
| | | DON informed the therapy departmant of their
3/20/23 10:55 AM - C6 was observed out of bed responsibilities regarding splint applications, !
in his wheelchalr with no left arm splint. | 100% of splints were in locations for !
! . application and use. The DRS checked on the :
| 3/21/23 11:55 AM - C6 was observed without a facility's/ residents' reciiners, 100% of ;
| left arm splint in place. An interview with E26 ' reclmefs_ were in locations for residents’ use [
' (RN), confirmed that C8 did not have an arm for positioning 03/27/2023.
- splint in place per the IPP. Additionally, E26 . . |
| stated that the QIDP (Qualified Intellectual : étfg}? ené)il;' Etmatlght/lhemh% UL t Staff
Disabilities Professional) was responsible to ' a:d Faﬁ'}ﬁw c?%%re sta?f reagg?c?;g%rﬁﬂ%a
E ensure placement of the splint, ’ Reporting and Daily Documentation and
| 321123 1:53 PM - C6 was observed in bed i 1 EipEcatonerenstal
% without an arm splint. i | B2. The DON directed the Certified
I Occupational Therapist Assistant (COTA) to
| 3/22/23 1:16 PM - An nterview with E27 (CNA) - [ compfete a sweep o? splint cumpri(ance, V\)/hich
, confirmed that she forgot to apply the splint to C6 . was completed on 3/24/2023. Attachment X:
{ on 3/21/23 from 9:00 AM to 1:00 PM. CNA (C6) | !' Emall fram the Certified Occupational
| confirmed that the CNA or Aclivities staff were . Therapist Assistant (COTA) regarding a
1 ;
responsible for applying the splint per the IPP, | | sweep of splint compliance
i B3. The DON informed the therapy
 3/22/23 1:33 PM - An interview with E28 (QIDP), | 5 department staff of their responsibilities to
| confirmed that he was responsible to ensure that |  ensure that all splints are being applied per
| C6 has his splints in place by staff and to ensure guidefines and monitored by the 'th:arapy
the IPP is being followed. E28 stated that he was Rﬁgg;ﬁ:;\?%;gﬁ“#g;‘ J]*;egalf;itzr(g’; >
: ; . i : i :
unaware tha@ C6 did not have his splint applied on | Nursing (DON} to the Therapy Department
1 3/21/23 and it would have been corrected during inding them that th b that
1 rounds if they were completed. : AL O R QU R TR
; i all splmts: are being applied per guidelines
i 2. Review of C8's clinical records revealed; S MoNioreT By evierapy Sepatment
! , o : C1. The DRS, DON, APA, and ED's RCA
3/24/60 - C8 was admitted to the facility. revealed that the deficient practice was
‘ related to two factors that involved confusion |
| 2/128/22 - C8's individual program plan (IPP) ! i
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tolerated as an alternative to out of bed or
wheelchair positlon to assist with chronic foot
edema (swelling of feet). The chair should be
reclined, utilizing a push button seat belt fastened
in the front. On 6/14/22 Configure Chair |G
(recliner) completed (was approved) for this client
far use in Residential and Activity areas.
Caonfigure chair is also an alternate out of
wheelchair positioning like recliner."

l 3/20/23 11:16 AM - C8 was observed out of bed,

sitting in wheelchair In his room. C8 was
observed holding a rainstick and watching
television.

3/21/23 12:05 PM - C8 was observed sitting in his
wheelchair watching television and no recliner
was observed in his room.

3/22/23 9:58 AM - C8 was observed sitting in his
wheelchair in his room watching television and no
recliner observed.

3/24/23 11:16 AM - An interview with £E30 (CNA)
confirmed that C8 had a recliner in his room on
the West Wing. She confirmed that C8 does not
have a recliner in his room on the McCabe unit.

3/27/23 2:30 PM - Findings were discussed with

i E1 (ED), E2 (PA), E29 (ADON) and E4 (DRS)

during the exit conference.

stated that "C8 may be positioned in arecliner as ;

Management Staff leading to the lack of
monitoring by management; And, this lack of
management monitoring led to staffs' indolent
approach at times with implementing program
plans for which splint application and recliner
time positioning protocols are detalled.

C2. Regarding expectations of roles and
duties. The ED updated the Performance
Plans and Measures for the positions of RPA,
SSA, QIDP, ATS, CNA, ATF, and Temporary
Agency CNA. These performance plans and
measures were reviewed by DRS, RPA, S8A,
QIDP with all the staff designated by titles
detailing designated staffs' duties and
expectations of their job, Staff signatures
were obtained designating their
acknowledgment and agreement. Attachment
N: Performance Plan Database

3. The facility will utilize an existing Splint
Competencies and Compliance tool for
monitering splint use by the Therapy
Department (OT).

C4, The APA, DON, and DRS will create a
Rotational Positioning (recliner use time is
part of positioning) Checklist monitoring tool
to be implemented by RPA and QIDP.

D1. For splint application, the Therapy
Department (OT) will complete a random
sampling of 5 (five) residents on each
residential unit on various shifts and with
various staff, utilizing the Splint
Competencies and Compliance tool for 1
(one) time a week for 2 (two) months until
consistency reaches 100% success (correct
application of splints) over 3 {three)
consecutive evaluations, THEN

For splint application, the Therapy
Department (OT) will complete a random
sampling of 5 (five) residents on each
residential unit on various shifts and with
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various staff utllizing the Splint Competencies
and Compliancs toal for 2 (two) times a month
until conslstency reaches 100% success
(correct application of splints) over 3 (three)
consecutive evaluations, FINALLY

For splint application, the Therapy Department
{OT) will complete a random sampling of 5
(five) residents on each residential unit on
various shifts and with various staff utilizing the
Splint Competencies and Compliance tool for 1
(one) time a month until consistency reaches
100% success

(carrect application of splints) over 3(three)
consacutive evaluations,

D2. For Rotational Positioning, each RPA and
QIDP will complete a random sampling of 5
(five) residents on each residential unit on
various shifts and with various staff utilizing the
Rotational Positioning Checklist Teol for 1 (one)
fime waekly for 3 (three) manths until
consistency reaches 100% success (correct
position accerding to the program plans) over 3
(three) consecutive evaluations. THEN

For Rotational Positioning, each RPA and
QIDP will complete a random sampling of
(five) residents on each residential unit on
various shifts and with various staff utilizing the
Rotational Positicning Chacklist Tool for every
2 {two) weeks for 2 (two) months until
consistency reaches 100% success {(correct
position according to the program plans) over 3
(three) consecutive evaluations. FINALLY

For Rotational Positioning, each RPA and
QIDP will complete a random sampling of 5
(five) residents on each residlential unit on
various shifts and with various staff utilizing the
Rotational Positioning Checklist Tool for 1 {one)
time a month until consistency reaches 100%
success (correct position according to the
program plans) over 3 (three) consecutive
evaluations,
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W 331

' NURSING SERVICES

CFR(s); 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.
This STANDARD is not met as evidenced by:

W 331 A . The facility is unable to correct the past 05/25/23
deficient practice regarding the staff E38 not
following the program plan for C2 specific to lits
and fransfers resulting in the injury of C2;

however, during the time of the injury, C2 received
madical care at the facility as well as at the
hospital, the incident was reported as a reporiable
incident of significant Injury (PM48), and the it
system was Inspected for proper function for
which It was deemed to be properly function, The
incident was reported to State Officials through the
proper reporting and Investigation procedures,
E38 was removed from client care and removed
from the building. E38 no longer works for the
facility as well.

B, Atthe time of the investigation E38 was
remeved from patient care pending the outcome
of the investigation. To address the issus, the ED
held a staff meeting on 3/28/2023, as well as sent
a follow up email and memo to DRS, DON, APA,
RPA, SSA, QIDP, ATS, TlIl, ATII, and SE
regarding expectations of staff (following Program
Plans which contain lift and transfer guidelines).
During this staff mesting with the DRS, APA, RPA,
QIDP, the ED completed an academic analysis of
lifts and transfers related to staff following program
plans. The analysis concluded that failing to
provide required care through the use of and
fallowing program plans has the potential to
negatively affect all residents. Attachment L.
EmaillMemo from the Executive
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i Based on record review and interview, it was

determined that for one (C2) out of two sampled

resldents raviewed for accidents, the facility fa|led

to ensure adequate staff assistance and/or

assistive devices, The facillty failed to provide two J

| person assistance during a transfer using the i
 overhead lift. The lift hit R2 in the face which

!  resulted in bruising, a laceration under the right

;- eye and a fractured nose. Findings include;

|

| Review of C2's clinical record revealed:

1 12/25/22 1:30 PM - The Incident Report

i documented that E38 (Agency CNA) was
attempting to transfer R2 from a wheelchair to his

i bed, E38 documented, "| was attempting to put
his sling under him, got It under him. Then | took

‘ the lift and swung it to get to resident, | swungit !

‘ too hard and it hit him on his right eye."

| 12/25/22 4:26 PM - An email correspondence
from E38 (Adaptive Equipment Tech Il)

i documented that the overhead liftin R2's room

] was checked and it was working correctly.

’ 12125/22 2:55 PM - Review of hospital ED
(Emergency Department) records documented,

| "Patient presents with swelling and bruising to

| right eye... 1.5 cm (centimeter) laceration (cut)

[ repair method: tissue adhesive (liquid glue)...no
dressing." X-rays of R2's nose showed "bone .

, fractures." C2 was discharged the same day and |

, returned to the facility.

3/22/23 (approximately 11:45) - A QIDP monthly

review of 6/22/22 through 3/23/23 documented |

that C2 must be a two person assist at all times. !
|

| 3/22/23 1:45 PM - During an interview, E17 (RN) |

Charge Staff regarding PM46 Reporting and i
! Daily Documentation and Expectations of Staff

{ C1.The DRS, DON, APA, and ED's RCA

| revealed that the deficient practice was related to

i factors involving unclear expectations anclor

E insufficiency understanding of rokes and !

i responsibilities of the Residential Mahagement

| Staff leading to the lack of monitoring by ]
management; a lack of management monitoring | |
staffs' work can cause staff to become apathetic .

. Intheir approach to duties with implementing |
program plans in which lifts and transfer !
guidelines are detailed; And, E38 who was !
tralned in lifts and transfers both 1 personand 2
person, and trained in following Instructional
guidelines in program plans took it upon E38's
selfto conduct the [ift transfer on her own without !

. the assistance of another staff person, which led

* to C2injury.

C2. Regarding expactations of roles and duties. f

| The ED updated the Performance Plans and

* Measures for the positions of RPA, SSA, QIDP,
ATS, CNA, ATF, and Temporary Agency CNA.

. These performance plans and measures were
reviewed by DRS, RPA, SSA, QIDP with all the

i staff designated by titles detalling designated

. staffs' duties and expectations of thelr job. Staff

. signatures were obtained designating thelr

. acknowledgment and agreement. Attachment N: |

* Performance Plan Database C3. The facllity will |

! utilize an existing Lift, Galt Belt, and Transfer

. Competencies tool for monitoring spiintuse by |

- the Therapy Department (PT) and the Residential

¢ Management Team - RPA and QIDP.
D1. The Therapy Depariment (PT) and i
Residential Management Team — each RPA and !
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QIDP will complete a random sampling of &
(five) residents each (5 residents each per
reviewer) on each residentlal unit on various
shifts and with various staff, utilizing the Lift,
Gait Belt, and Transfer Competencies tool for
1 (ong) time a week for 2 (two) months until
consistency reaches 100% success

(correct application of lifttransfer) over 3
(three) consecutive evaluations.

THEN

The Therapy Depariment (PT) and Residential
Management Team — each RPA and QIDP will
complete a random sampling of & (five)
residents each (5 residents each per reviewer)
on each residential unit on various shifts and
with various staff, utilizing the Liff, Gait Balt,
and Transfer Competencies tool for 2 {two)
times a month until consistency reaches 100%
success (correct application of lift/transfer)
over 3 (three) consecutive evaluations.
FINALLY

The Therapy Department (PT) and Residential
Management Team - each RPA and QIDP will
complete a random sampling of & (five)
tesidents each (5 residents sach per reviewer)
on each residential unit on various shifts and
with various staff, utilizing the Lift, Gait Beli,
and Transfer Competencies tool for 1 {one)
time a month until consistency reaches 100%
success (correct application of lift/transfer)
over 3 (three) consecutive evaluations.
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W 331 | Continued From page 20 W 331
stated she was working the day of the incident on

the McCabe unit. E17 stated she received a !
phone call from E42 (RN) asking for her help as ‘ |
C2 was "hit in the face with the ift." Upon entering, .[
C2's room E17 immediately saw C2 had swelling |
and a laceration Just under the right eye. E17
applied pressure to the area. E38 (agency CNA)
confirmed she was attempting to transfer C2 by
herself, desplite knowing that C2's transfer status
was two person assist at all times.

|

| Findings were reviewed with E1 (Executive I ‘
| Director), E2 (PA) and E4 (DRS) on 3/27/23 |
t

[

Ii during the exit conference, beginning at 2:30 PM.
A. The facllity is unable to correct the past

W 338 NURSING SERVICES | W39 practice resulting In the deficiency regarding 05/25/23

CFR(s): 483.460(c)(4) the application of treatments not being

documented in the Treatment Administration
Nursing services must Include other nursing care ge‘ig;‘t’;gf‘;{) f;& ?Zlcséiih%&c?a?a% s*;\;}eep
A . : o | cls w. u y the
2?.3?129?1%2,-%? oyithelpnys|eian.SHes,identified:by | DON and ADON on 3/27/23, 100% of the over |
This STANDARD s not met as evidenced by: gfSg;?;?rcrgeggmgztgéog?cts Weagsilablg
Based on observation, record review and T
Ifntervl[ew. It was de'&efrmmed that;or fivalcusiof B1. To immediately address the specific
ive clients reviewed for non-medication | deficiency with management, the ED
treatments, the fgqhty failed to ensure that the conducted an analysls with the DRS, APA,
| CNAs were providing care and consistently RPA, QIDP during a staff meeting on
signing off their treatments in the designated 3/29/2023, regarding the lack of staff
treatment binder on the Chandler and McCabe documentation of application of resident
units, Findings include: treatments and documentation In the TARSs to
ensure staff are providing the required resident
1. Review of C2's treatment record revealed; care. The conclusion of the analysis revealed
that other residents' TARs did not have staff
3/22/23 10:05 AM - Review of the treatment fnitials Indicating application of treatments
record dated 3/8/23 included the following which leads to failing fo document applied
non-medication treatments: treatments In the TAR does not confirm that
the treatments were in fact applied, which is
- Apply extra thick antifungal to bilateral (both oy ek e T (Bl
sides) groin, after bath and after hygiene: elinicecimeningsheiappiicatonfoliineatmen

1
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W 339 | Continued From page 21

- Acne face wash to back twice a day;,

- Hibiclens liquld 4%, bath weekly on Saturday |
2:00 PM -10:00 PM shift; |
- Apply Abreva cream to lips five times aday or |
until healed; '
- Coal tar shampoo three times a week on
Monday, Wednesday, Friday, 2:00 PM -10:00 PM
shift.

: None of the abovementioned treatments were

[ signed off as being done by the CNAs.

|

1 3/22/23 11:30 AM - During an interview, E13

' (CNA) confirmed that the binder located at the
nurses' station is where the CNAs check thelr !

| assignments. In addition, the treatment record |

| addresses the treatments that are to be done for |

i @ach resident and are signed off when

{ completed.

3/23/23 10:05 AM - During an interview, E20
(CNA) confirmed that If a residents gets bathed,
uses any special shampoo or cream It is
documented in the treatment record,

3/23/23 10:12 AM - During an Interview, E11
{ (CNA) cenfirmed that the treatment record is |
| where the CNAs sign off their treatments and |
tasks. :
|
3/23/23 11:04 AM - During an interview, E22 (RN) i
| confirmed there were multiple blank and i
| incomplete documents in the binder. E22 stated |
that Administrative staff are supposed to be doing |

|
I

audlts to ensure they are being dane. |

2. Review of C3's treatment record revealed: ‘

| 3/22/23 10:05 AM - Review of the treatment ‘

! leading to deficient practices could have the
W 339! potential to negatively affect all residents. In

- addition, the DON and ADON conducted a

| sweep of all residents Over the Counter
! Treatment products and found that 100% of
the products were avallable for use for all
residents.
Attachment L: Email/Memo from the
Executive Director to the Management Staff
and Facllity Charge Staff regarding PM46
Reporting and Daily Documentation and
Expectations of Staff
B2. During the 3/29/2023, staff meeting
analysis, the ED discussed and expressed
expectations of management and for
management o canvey the requirements to
staff expectations regarding Completion and
Documentation of various needs and
treatments and Management must be
Checking and Correcting TARs across all
shifts. The ED followed up with an email and
i memo conveying the same to DRS, DON,
| AEA. RPA, SSA, QIDP, ATS, TIII, ATII, and
i S

Attachment L; Email/Memo from the
Executive Director to the Management Staff
and Facility Charge Staff regarding PM46 '-
Reporting and Daily Documentation and
Expectations of Staff :

B3. A sweep conducted by the APA revealed
i the need for documentation training for all i
staff, therefore, the APA revised the i
Documentation training PowerPoint to reflect
i the requirement of daily documentation on
3/29/2023, for orientation and reeducation [
conducted by the SE and RNE. Attachment
M: Documentation training PowerRoint
B4. To immediately address the current staff, |
an educational flyer will be developed by the !
SE and/or RNE on Daily Documentation. The |

| Direct Care Staff (CNAs, ATFs, and Temp }
|
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record dated 3/8/23 included the following
non-medication treatments:

- Ted hose stockings (help prevent blood clots
and swelling in the legs) apply in the morning and
| remove at bedtime;
i - Coal tar shampoo three times a week on
|' Monday, Wednesday, Friday, 2:00 PM -10:00 PM
{ shift;

- Apply Selsun blue (shampoo) four times a week |
i on Sunday, Tuesday, Thursday, Saturday; |
| - Elevate both legs in recliner chair one hour
; during the day and one hour in the evening.
i
None of the abovementioned treatments were
| signed off as being done by the CNAs,
! 3/23/23 10:45 AM - During an interview, E23 (RN)
| confirmed the treatments were not signed off by |
i the CNAs, |

i
|
|
i
1

3/24/23 10:00 AM - During an interview, £24 (RN

Supervisor) confirmed there were multiple blank

and incomplete documents. E24 stated that she

brought it to the attention of Administration
several times.

; 3. Review of C6's treatment record, dated
3/15/23, revealed:

| -Ketoconazole shampoo on Monday,
Wednesday, Friday; |
-Calmoseptine ointment during hygiene care;

-Burts Bees soap for bathing. i

4. Review of C7's treatment record, dated |
3/15/23, revealed: [

-Acne face wash twice daily;

: andfor ATS, and a signed voucher will be
" completed.

C1. The ED, DRS, DON, and APA's RCA
! revealed the deficient practice was related to

t understanding among the roles and '

. TAR policy, The staffs’ [ackadaisical approach |
. to the important of documentation despite

: staffs’ knowledge regarding documenting in
- the TAR.

* C2. The Medication Administration Nursing
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W 339 Continued From page 22 W 339 Agency CNAs) will be educated on

documentation training by the SE and
Residential Team ~ DRS, RPA, SSA, QIDP,

four factors which includes: lack of adequate
staff documentation of resident treatments on
the TAR; confusion and/or lack of

responsibilities of the residential management
staff leading to the lack of monitoring by
management; some ambiguities written in the

policy, Treatment Administration Record
(TAR), and Orientation/In-service was
reviewed and revised by the DON on
411412023,

Attachment Z: Medication Administration
Nursing policy and Treatment Administration
Record (TAR) In-service update

C3. Regarding expectations of roles and
duties. The ED updated the Performance
Plans and Measures for the positions of RPA,
SS8A, QIDP, ATS, Certified Nursing Assistant

~ (CNA), Active Treatment Facilitator (ATF), [
. and Temporary Agency CNA. These l
« performance plans and measures were i

- reviewed by DRS, RPA, SSA, QIDP with all

| the staff designated by titles detailing

i designated staffs’ duties and expectations of
. their job. Staff signatures were obtained

I designating their acknowledgement and

agreement.
Attachment N: Performance Plan Database
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- WeeklyWeights;
F
I
| 3115723, revealed:

| daily,

I
1
|
3

completion.

-Desitin during hygiene care until resolved,

5. Review of C4's treatment record, dated

| - Hotene for oral hygiene twice daily;
| - Ammonium lactate lotion to dry skin areas twice

-Vitamin E oil to lips twice dally;
i =Use of insert in brief with incontinent care.

3/23/23 approximately 11:30 AM - During an
interview, E8 (CNA) revealed that when
treatments are completed on clients the CNA is
expected to record in the treatment book.

3/23/23 around 12:00 PM - During an interview,
E28 (QIDP) confirmed there were multiple blank
and incomplete documents. E28 stated that he
does not monitor these documents for

3/23/23 around 12:00 PM - During an interview,
E5 (PA) confirmed that monitoring these
documents was not part of his responsibilities, E4
(DRS) provided the oversight.

3/23/23 1:14 PM - An interview with E4 (DRS)
revealed that the Q's (QIDP) were respcnsible for
monitoring the CNA's work,

Findings were reviewed with E1 (Executive
Director), E2 (PA) and E4 (DRS) on 3/27/23
during the exit conference, beginning at 2:30 PM.

SO ESLEN CENTER GEORGETOWN, DE 19947
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| | 1

| ! C4, The SE and/or RNE will provide

I ’ ]

W 339 Continued From page 23 W 339, education on the revised Documentation

. fraining during orientation and reeducation.

' B randomly selected residents on each

1 success (all TARs are documented) over
i three (three) consecutive evaluations. The

I ATS will document on the Active Treatment

C5, Tha APA will update the Active

Treatment Supervisor's Shift Monitoring

Report to include the review of staffs’
documentation on TARs. When on duty the |
ATS completes this monitoring report acress ‘|
all shifts. |
C8. The APA will update the Facility Charge |
Shift Monitoring Report to reflect the review |
of staffs' documentation on TARs, Whenon |
duty and designated as Facility Charge, this |
monitoring report is completed by Facility I
Charge staff who consist of APA, RPA, '
SSA, QIDP, TIll, ATIl, and/or SE across all
shifts.

D. The ATS will review TARs on each shift |
across residential units for each resident5 |
times a week for 1 (ona) month until ;
consistency reaches 100% success (all [
TARs are documented) over three (three) {
consecutive evaluations. The ATS will [
document on the Active Treatment
Supervisor's Report. THEN

The ATS will review TARs on each shift for
5 randomly selected residents on each
residential unit every 2 (two) weeks for 1
(one) month until consistency reaches 100%
success (all TARs are documented) over
three (three) consecutive evaluations, The

Superviscr's Report, THEN |
The ATS will review TARs on each shift for !

residential unit once a month for 2 (two)
months until consistency reaches 100%
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ATS will document on the Active Treatment
Supsrvisor's Report. FINALLY
The ATS will continue to review TAR
documentation for each scheduled shift
across residential units, and document on the
Active Treatment Supervisor's Report, The
APA or SCS will review the Active Treatment
Supervisor's Report for compliance with the
monitoring. A menthly report of the findings
will be completed and reparted to the
Residential Management Team (DRS, RPA,
SSA, QIDP, and ATS),
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