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An unannounced complaint survey was
conducted at this facillty from February 12, 2015
through March 3, 2015. The deficiency contained
Lin this report is based on observations,

| Interviews, review of the resident's clinlcal record

i and review of faclllty policles and procadures and
 olher documentation as indicated. The facility

| census was 90 (ninety) residents on the Initlal day
| of the survey and the survey sample totaled 4
(four) resldents.

Abbrevlations are as follows:

ED - Executive Director;

NHA - Nursing Home Administrator,
DON - Director of Nursing;

ADON - Asslstant Director of Nursing; |
LPN - Licensed Practical Nurse,

CNA - Certifled Nurse's Aide;

MDS - Minimum Data Set (standardized
assessment form used In nursing homes).
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279'|
s8=D | COMPREHENSIVE CARE PLANS \

A facllity must use the results of the assessment |
' to develop, review and revise the resident's
comprehensive plan of care,

The facllity must develop a comprehensive care |
plan for each resident that includes measurable
objectives and timetables to meet a residenl's
medical, nursing, and mental and psychosocial
needs that are identifled in the comprehensive
assessment,

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
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psychosoclal well-belng as tequired under
§483.25; and any services that would otherwlse
be required under §483.25 bul are not provided
due fo the resident's exercise of rights under
| §483.10, Including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidenced

! by

| Cross refer F323.

Based on review of the care plan and facllity
documents It was determined that the facility
falled to develop and revise a comprahensive
care plan needed to provide adequate
supervision and physical assistance to prevent a
fall with injury for one resident (R1) out of four '
sampled. Findings Include:

Clinical record review revealed R1 had diagnosis |

that Included dementia (memory losas) and

hemiplegla (half of the body Is paralyzed).

According to the MDS dated 11/2/2013 and

completed for a slgnificant change, the annual

MDS daled 10/25/2014 and the quarterly MOS

dated 1/23/2015 R1 experienced short-term and

long- term memory problems and impalred

cognitive (thinking) skills for daily

| declslon-making. Further review of the above

| referenced MDS assessments also revealed that
R1 exhlblted lImited range of motlon of both
upper and lower extremities. The significant

| change MDS dated 11/2/2013 and the annual

! MDS dated 10/25/2014 glso revealed that R1 was

| totally dependent on the physical assistance of

two staff members for bed mobllity.

Review of the facllity Incldent report dated
11/25/2014 revealed that R1 sustalned a fall with
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F 279 | Continued From page 1 F 279|1. R1 care plan was changed on 2-12-15to 4/20/15

reflect a 2 person assist with bed mabllity.
2. All residents who are assessed as a 2 person
asslst for bed mobility will have their care plans
reviewed and revised to ensure that the care
plan corresponds to MDS assessment seclion G
0110, A(bed mobliity).
3. DON or designee will provide RNACs with
specific training to ensure that care plans
\correspond to MDS assessment Information In
lsection G 0110, A(bed mobility) according to the
RAl manual. Further, RNAC will Include specific
notes within MDS assessments If care pfan
Includes multiple levels for bed moblllty.
4. For the first week of monitoring, DON or
|designea will check all care plans for MDS
lassessments completed during that week to
‘ensure that care plans for bed mobllity
correspond to the latest MDS section G 0110, A,
(bed mobllity). Next, a sampling of 2 care plans
|f0r bed mobility will be monitored by DON or
designee weekly to ensure that care plans
cotraspond to section G 0110, A, (bed mobility)
unill 3 consecutive raviews are 100% accurate,
ext, a sampling of 5 care plans for bed mobility
ill be monitared by DON or designee monthly
o ensure that care plans correspond to saction
0110 A, (bed mobility) until 3 consecutive
evlews are 100% accurate. Once 3 consecutive
views are found to be correct, the monitoring
ill be concluded. Results will be reported to
AP
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Injury on 11/25/2014 that required an evaluation
at an acute care facllity, R1 was dlagnosed with a
subdural hematoma (collection of blood In the
brain) as a result of trauma. The Injury occurred
while R1 was turned in bed by ES (CNA) who was
working Individually to remove a mechanical lift
sling located under the resident. As ES continued
to pull upon the mechanical lift sling R4 rolled out
of the bed onto the floor.

| Although the MDS assessments dated 111212013
| and 10/25/2014 consistently demonstrated that
the physical assistance of two staff members was
required for R1's bed mobllity, this information |
was nol Incorporated Into the care plan, Further
review of the current care plan revealed that the
intervention "Two stafffCNA to change, reposition
and transfer resident (avery) shifl" was developed
and added o the prablem "...high risk for falls due
to (cl/t) confuslon, and impalred mobility...on [
2/12/2018. "

This finding was reviewed with E2 {NHA) by

telephone on 3/3/2015 at approximately 2,56 PM.

F 323 | 483.26(h) FREE OF ACCIDENT F 323
s5=G | HAZARDS/SUPERVISION/DEVICES | |

The facility must ensure that the resident

' environment remains as free of accldent hazards
as Is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT lIs not met as evldenced
by
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| Gross refer F279

| Based on clinical record review, review of facility
| documents and staff interviews it was determined
that the faclilty failed to provide adequate
suparvislon and physical agsistance to prevent a
fall with injury sustained by one resident (R1) out
of 4 (four) sampled. Findings Include:

Clinical record review revealed R1 had dlagnosis

that Included dementla (memory loss) and |

hemiplegla (half of the body is paralyzed).

According to the MDS dated 11/2/2013 and

| completed for a significant change, the annual

| MDS dated 10/26/2014 and the quarterly MDS
dated 1/23/2016 R1 experlenced short-term and

'long- term memory problems and Impalred

| cognitive (thinking) skills for daily

| declslon-makling. Further review of the above

[ referenced MDS assessments also revealed that
R1 exhibited imited range of motion of both

| upper and lower extremities, The significant
change MDS dated 11/2/2013 and tha annual
MDS dated 10/25/2014 also revealed that R1 was
totally dependent on the physical assistance of

I two staff members for bed mobllity.

' Further review of the clinical record also revealed |

| 8 nurse's note dated 11/25/2014 and timed 6:23 |

| PM that stated "...E5 (CNA)...notifled E6 (LPN)

"...R1 on flor...R1 noted with @ hematoma and 8 i
cut bleeding moderately on the left parietal (area
of the head that forms the sides and top of the

| skull)...left facllity at 5:02 PM (to acute care

| facliity). Another nurse's note dated 11/26/2014

and timed 12:37 AM stated R4 returned on

11/25/2014 at 11:45 PM to the long-term oare

facllity from an acute care facllity with a discharge

dlagnosls of a subdural hematoma (collection of

| blood in the brain) as a result of trauma.

|
F 323\1. R1 care plan was changed on 2-12-15to 4/20/15

reflect a 2 person assist with bad mabllity.

|2. All residents who are assessed as requiring
a 2 person assist for bed mobility will have their
care plans reviewed and revised to ensure that
the care plan corrasponds to MDS assessment
saction G 0110, A(bed mobllity).
3. Care plan tasks regarding bed mobility will
include the required number of care glvers in
accordance with MDS Section G 0110, A,
Supervisor checklist (attachment #2) now
includes Increased supervision of bed mobility
for residents who require 2 person bed moblilty
assistance. GNA's and Nurses will be in-
serviced regarding bed mobliity care to be
dalivered according to the care plan. RN Shift
Supervisors will be In-gerviced regarding tha
changes to the Supervisor Checklist.
4, Supervisor checklist is provided to DON after
completion, For the first week of monitoring,
Staff Development Coordinator or designee will
conduct staff competencies (Attachment #1) for
residents whose MDS assessments were
completed during that week to ensure that staff
follow the care plan for bed mobliity in
iaccordance with the latest MDS section G
10110, A, (bed mobliity). Next, Staff
Davelopment Coordinator or designee will
lconduct a competency for a sampling of 2
rasidents weekly to ensure that staff follow care
iplan for bed mobility in accordance with saction
|G 0110, A, (bsd mobliity) until 3 consecutive
rJrewiews are 100% accurate, Next, a sampling of
5 competencles for bed mobility will be
monitored by Staff Development Coordinator or
designee monthly to ensure thal staff follow
icara plans in accordance with section G 0110,
IA, (bed mobillty) until 3 conseculive reviews are
i1 00% accurate. Once 3 congecutive reviews
ara found to be corract, the monitaring will be
concluded. Results will be reported to QAP
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Review of the completed facllity Incident report
dated 11/25/2014 with attached investigation
revealad that

- E5 witnessed R1's fall

| - E5 was providing care to R1 without the asslst
of a second person

- R1 fell to the floor while being turned in bed

- R1 hit her head on the floor when she fell
Durlng an [nterview with E5, conducted on
2/253/2015 at 2:15 PM, these flndings were
reviawed and confirmed,

The facility falled to ensure that R1 was provided
the required physical assistance when she
sustained a fall with Injury on 11/2/2014 during
the repositioning In bed with the asslstance of
one staff member. \

These findings were reviewed with E1 (ED), E2

(NHA), E3 (DON) and E4 (ADON) on 2/24/2015 t
at 4115 PM and agaln with E2 by telephone on

3/3/2015 at 2:55 PM. 1

|
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Specific Deflclencles

CORRECTION
OF DEFICIENCIES

ADMINISTRATOR'S PLAN FOR

Page 1 of 2

COMPLETION

DATE

3201

3201.1.0
3201.1.2

The State Report incorporates by

reference and also cites the findings
specified In the Federal Report,

An unannounced complaint survey was
conducted at this facllity from February 12,
2015 through March 3, 2016. The
deficlencies contained In this report are
based on observation, Interviews, review of
residents' clinlcal records and review of other
facility documentation as Indicated. The
facillty census was 90 (ninety) residents on
{he initial day of the survey and the survey
sample totaled 4 (four) residents.

Regulations for Skilled and Intermediate
Care Facilities

Scope

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

Provider's Signature
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STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
CORRECTION DATE
OF DEFICIENCIES
-

“This requirement is not met as evidenced
by: Cross refer to CMS 2567-L, survey date
completed February 24, 2015: F0279, F0323

Cross refer to CMS 2587-L, survey date
completed March 3, 2015 F0279, F0323
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