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

| A Recertification and Complaint survey was
conducted by Healthcare Management Solu-
tions, LLC on behalf of the State of Delaware,
Department of Health and Social Services, Di-
vision of Health Care Quality. The facility was
found not to be in substantial compliance
with 42 CFR 483 subpart B,

Survey Dates: 05/11/26-05/15/26
Survey Census: 150

Sample Size: 55

Supplemental Residents: 14

| 3201 Regulations for Skilled and Intermediate
Care Nursing Facilities

=| 3201.1.2 | Nursing facilities shall be subject to all appli-
cable local, state and federal code require-
ments. The provisions of 42 CFR Ch. IV Part
483, Subpart B, requirements for Long Term
Care Facilities, and any amendments or
modifications thereto, are hereby adopted
as the regulatory requirements for skilled
and intermediate care nursing facilities in
Delaware. Subpart B of Part 483 is hereby
referred to, and made part of this Regula-
tion, as if fully set out herein, All applicable
code requirements of the State Fire Preven-
tion Commission are hereby adopted and in-
corporated by reference.

This requirement is not met as evidenced
by:

Cross Refer to the CMS 2567-L survey com- | Cross Refer to the CMS 2567-L survey
pleted May 15, 2026: cross refer: F578, F686, | completed May 15, 2026: cross refer: 6/29/2026
F755 and F812. F578, F686, F755 and F812.
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Initial Comments

A Recertification Emergency Preparedness Survey
was conducted by Healthcare Management Solutions,
LLC on behalf of the State of Delaware, Department
of Health & Social Services, Division of Health Care
Quality on 05/11/2026 — 05/15/2026. The facility was
found to be in compliance with 42 CFR 483.73.

INITIAL COMMENTS

A Recertification and Complaint survey was
conducted by Healthcare Management Solutions,
LLC on behalf of the State of Delaware, Department
of Health and Social Services, Division of Health
Care Quality. The facility was found not be in
substantial compliance with 42 CFR 483 subpart B,

Survey Dates: 05/11/26-05/15/26
Survey Census: 150
Sample Size: 55

Supplemental Residents: 14

Request/Refuse/Dscntnue Trmnt;Formlite Adv Dir
CFR(s): 483.10(c)(6)(8)(@)(12)(i)-(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse to
participate in experimental research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be

construed as the right of the resident to receive the
provision of medical treatment or medical services

deemed medically unnecessary or inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489, subpart |
(Advance Directives).

(i) These requirements include provisions to inform
and provide written information to all adult residents

E0000

FO000

F0578

1. R9, R77, R6, and R161 still reside in the facility
and were not negatively impacted by this deficient
practice. The medical records of residents R9, R77,
R6, and R161 were reviewed. The social services
department provided written information regarding
advance directives and residents’ rights to accept or
refuse medical or surgical treatment to the residents
and/or their representatives. The medical records
were updated to accurately reflect the receipt of the
written education provided.

2. All residents who admit to the facility without
advanced directives have the potential to be affected
by this deficient practice. An audit of residents
without advanced directives was completed by the
social services department to ensure residents
and/or their representatives were provided with
written information regarding advanced directives
and residents’ rights to accept or refuse medical or
surgical treatment and that the receipt of this
education was documented in the medical record.

06/09/2026

06/09/2026

06/29/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or nat 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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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surgical treatment and, at the resident's option,
formulate an advance directive.

(i) This includes a written description of the
facility's policies to implement advance directives
and applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the time
of admission and is unable to receive information or
articulate whether or not he or she has executed an
advance directive, the facility may give advance
directive information to the individual's resident
representative in accordance with State law.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he or
she is able to receive such information. Follow-up
procedures must be in place to provide the
information to the individual directly at the
appropriate time.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and facility policy
review, the facility failed to ensure residents either
had an advanced directive in place or failed to
provide the residents and/or their resident
representatives (RR) written information of the right
to accept or refuse medical or surgical treatment
and/or formulate an advance directive for four of 13
residents (Resident (R) 9, R77, R6, and R161)
reviewed for advanced directives out of a total
sample of 55 residents. This failure created the
potential the residents’ wishes would not be
followed if the residents were unable to speak for
themselves.

Findings include:

1. Review of R9's "Admission Record," located
under the "Profile" tab of the electronic medical
record (EMRY), revealed R9 was admitted to the
facility on 02/03/24 and readmitted on 04/19/24.

Review of R9's EMR revealed no documentation that
R9 had an advance directive or that the facility
provided written information to the resident, or the
resident representative (RR) concerning the right to

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACl}i;ggggi%ﬂggéﬁgg\%—%éw BE COMPLETION
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F0578 Continued from page 1 FO578 Continued from page 1 06/29/2026
SS=E concerning the right to accept or refuse medical or Further residents will be protected by this deficient

practice by measures outlined in Section 3.

3. Root cause analysis was conducted and revealed
that the sacial service department failed to provide
written information regarding preparation of
advanced directives and residents’ rights to accept
or refuse medical or surgical treatment due

to knowledge deficit. This knowledge deficit was
related to the social service department only verbally
asking if assistance was needed in the preparation
of advance directives/residents’ rights to accept or
refuse medical/surgical treatment, not aware that
written information was required to be provided.

The NHA will provide the social services staff

with education on the system change of ensuring
that written information on the preparation of
advanced directives and residents’ rights to accept
or refuse medical or surgical treatment is provided
to residents and/or their representatives upon
admission/during initial care planning meeting and
that the receipt of the information is documented in
the medical record.

4. The Nursing Home Administrator or designee will
complete 5 random audits of residents recently
admitted to the facility to validate that the social
service department is providing residents and/or
their representatives with written information
regarding advanced directives and residents' rights
to accept or refuse medical or surgical treatment and
that the receipt of the information is documented in
the medical record. Audits will

be completed for 3 observations daily for 3 days

or until 100% compliance is

achieved, then 3 observations weekly for 3 weeks
or until 100% compliance is achieved, then monthly
for 3 months or until 100% compliance is achieved.
Results of audits will be reviewed in the Quality
Assurance and Performance Improvement

(QAPI) meeting quarterly. Additional education or
corrective action will be implemented as indicated.
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accept or refuse medical or surgical treatment
and/or formulate an advance directive.

2. Review of R77's "Admission Record," located
under the "Profile" tab of the EMR, revealed R77
was admitted to the facility on 06/22/23 and
readmitted on 04/21/26.

Review of R77's EMR revealed no documentation
that R77 had an advance directive or that the facility
provided written information to the resident, or the
RR concerning the right to accept or refuse medical
or surgical treatment and/or formulate an advance
directive.

During an interview on 05/14/26 at 8:40 AM, the
Administrator stated, "I don't have any record of
them being given information about advance
directives, only that it was discussed."

3. Review of R6's "Admission Record," located
under the "Profile" tab of the EMR, revealed R6 was
admitted to the facility on 03/27/26.

Review of the "Social Services Assessment," dated
03/31/26, provided by the Administrator, revealed
the section titled "Advance Directives” was
incomplete and did not indicate whether the family
was offered or desired assistance formulating an
advance directive.

During an interview on 05/14/26 at 8:40 AM, the
Administrator stated that the "Social Service
Assessment” did not indicate whether the resident
had an advance directive or whether the family
would like assistance to formulate one. The
Administrator indicated that she spoke with the
Social Worker (SW) who stated that he spoke to the
resident's family member regarding advance
directives, and that the family was unsure if the
resident had one and would look into it, and that he
planned to follow up with the family during the next
care conference. The Administrator indicated that
they needed to improve their process to obtain
advance directives and help formulate one when
they did not have one.

During an interview on 05/14/26 at 1:30 PM, the
Social Worker (SW) stated that R6 was non-verbal

06/29/2026
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and that on 03/31/26, while completing the Social
Services Assessment, he asked the family whether
R6 had an advance directive, power of attorney, or
living will. The family said they were unsure. The SW
further stated that he asked whether they wanted
information on how to establish one, but they stated
that they were unsure. The SW acknowledged that
he did not provide the family with information on
how to create an advance directive or document the
conversation because he became sidetracked when
the family expressed greater concern about getting
the resident back home. The SW also stated that R6
was in a vegetative state and was unlikely to be
discharged home due to the level of care required.

4. Review of Resident 161's "Admission Record,"
located under the "Profile” tab of the EMR, revealed
the resident was admitted to the facility on 03/22/19
with diagnoses including, but not limited to, Multipie
Sclerosis, acute and chronic respiratory failure,
paraplegia, and a need for assistance with personal
care. The EMR further indicated the resident's code
status as Full Code.

Review of the "Admission Documentation," located
under the "Profile Summary" tab in the EMR
confirmed the resident's code status was
documented as Full Code, and the Advanced
Directive section was marked as completed.
However, the facility was unable to provide
supporting documentation demonstrating that the
resident was informed of advanced directives or
provided education regarding advanced directive
rights at the time of admission or thereafter.

During an interview on 05/12/26 at 2:24 PM, the
Administrator indicated that advance directive
information was typically provided during the
admission process; however, staff were unable to
produce documentation or provide specific
confirmation that R161 or the resident representative
were educated on advance directives or offered the
opportunity to complete or review such
documentation.

Review of the facility's policy titled, "Advance
Directives," dated 01/07/26, revealed, *. . . Policy: It
is the policy of Cadia Healthcare to offer residents
assistance with creating or modifying Advance
Directives. Purpose: To establish a process for
education and informing residents of their right to
create, modify, or revoke an Advance Directive.

FO578

06/29/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 2314AD-H1 Facility ID: 2348 If continuation sheet Page 4 of 19



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/30/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
085054

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

05/15/2026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
CADIA REHABILITATION PIKE CREEK

STREET ADDRESS, CITY, STATE, ZIP CODE
3540 THREE LITTLE BAKERS BLVD , WILMINGTON, Delaware, 19808

PROVIDER'S PLAN OF CORRECTION

CFR(s): 483.60()(1)(2)
§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources approved
or considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State and
local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices.

(iii) This provision does not preclude residents from
consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for
food service safety.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and facility policy
review, the facility failed to ensure kitchen staff
thoroughly cleaned and air-dried pots and pans
prior to storage. In addition, the facility failed to
ensure staff with facial hair wore a beard guard for
facial hair. These failures increased the risk of
foodborne illness by allowing wet pots and pans to
be stored before fully drying and by failing to cover
facial hair. This had the potential to affect 103 of the
152 residents receiving dietary services.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX e e e il e JEDIEE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
FO578 Continued from page 4 F0O578 06/29/2026
SS=E Procedure: Prior to or upon admission, the facility
will identify if the resident has or wishes to create
an advance directive. A resident has the option to
execute an advance directive if he/she does not
have one but will not be required to do so..."
Further review of the palicy revealed the policy
failed to document the facility providing written
information to the residents, or the resident
representative concerning the right to accept or
refuse medical or surgical treatment and/or
formulate an advance directive.
F0812 Food Procurement,Store/Prepare/Serve-Sanitary F0812 1. No residents were identified as having 06/29/2026
SS=E experienced adverse outcomes related to this

deficient practice.

Immediately upon identification, all wet pots and
pans observed in storage were removed, rewashed,
sanitized, and allowed to fully air-dry prior to being
returned to storage. The employee observed working
with facial hair and without a beard guard was
immediately removed from food preparation duties
and provided with appropriate facial hair covering
prior to resuming work.,

2. All residents receiving dietary services have the
potential to be affected by this deficient practice. A
comprehensive inspection of the dishwashing and
storage areas was completed to ensure all pots and
pans were properly cleaned, sanitized, and
completely air-dried prior to storage. An audit of
dietary staff compliance with beard guard
requirements was conducted for dietary employees.

Further residents will be protected by this deficient
practice by measures outlined in Section 3.

3. Root cause analysis was conducted and revealed
that the dietary staff member failed to ensure that
the pots and pans were thoroughly cleaned and
air-dried prior to storage related to a knowledge
deficit. The rack that allowed the pots and pans to
be air dried was erroneously relocated and has since
been replaced. The dietary staff member

was educated on the proper cleaning and air-drying
procedures of pots and pans.

Root cause analysis was also conducted and
revealed that the dietary staff member failed to
ensure that a beard guard was worn to cover his
facial hair related to a knowledge deficit related to
the stubble length and sparseness of his facial hair.
The dietary staff member was educated on the food
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Continued from page 5

Findings include:

During an observation and interview on 05/11/26 at
9:30 AM, Cook (C) 1 was observed prepping food for
lunch. C1 was observed to have a goatee that was
approximately 0.25 — 0.50 inches in length and was
not wearing a beard guard. C1 stated, "l didn't think
it was long enough to need to be covered." The
Regional Food Service Director (RFSD) was present
at the time and confirmed C1 was not wearing a
beard guard and provided him with one.

During an observation and interview on 05/11/26 at
9:35 AM, the Food Service Director (FSD) confirmed
two pans, 6 inches by 12 inches by 4 inches; seven
pans, 6 inches by 6 inches by & inches; five pans,
12 inches by 18 inches by 3 inches cleaned and
stacked for use, were still wet. The pans had been
stacked while still wet and were not given adequate
time to air-dry before stacking. The FSD stated,
"They [pans] should be dry before they are stacked
for use. Being wet increases the risk of
contamination.”

Review of the facility's policy titled, "Personnel
Adherence to Sanitary Procedures," dated 01/07/26,
revealed, "Policy: ... food services and dietary
personnel will be required to adhere to the following
sanitary standards. a. Hair nets, caps, beard nets,
approved hats, or other effective hair restraints
which cover all of the hair, must be worn at all times
while on duty in order to keep hair from contacting
food and food contact surfaces . . ."

Review of the facility's policy titted, “Washing Pots
and Pans," dated 01/07/26, revealed, ". . . Remove
pots and pans from sanitizer and place on drying
rack in dish room to air dry. Remove pots and pans
in dish room after they dry and move to pan rack in
kitchen . . ."

Treatment/Svcs to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)(i)(ii)

8483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(i) A resident receives care, consistent with

F0812

F0686

Continued from page 5
safety requirements of utilizing a beard guard to
cover facial hair despite length and sparseness.

The Food Service Director/designee

will re-educate the dietary staff on the proper
cleaning and air-drying procedures of pots and pans
and the food safety requirements regarding the use
of beard guards for employees with facial hair. This
education will be incorporated into the dietary
orientation process.

4. The Dietitian/designee will complete separate
random audits of the cleaning and air-drying
process of 5 pots and pans and 5 dietary staff
members with facial hair to validate that the proper
cleaning and air-drying procedures are followed and
the staff with facial hair are utilizing beard guards.

Audits will

be completed for 3 observations daily for 3 days
or until 100% compliance is

achieved, then 3 observations weekly for 3 weeks
or until 100% compliance is achieved, then monthly
for 3 months or until

100% compliance is achieved. Results of

audits will be reviewed in the Quality Assurance
and Performance Improvement (QAPI) meeting
quarterly. Additional education or corrective action
will be implemented as indicated.

1. R182 no longer resides in the facility and was not
negatively impacted by this deficient practice.

2. All residents with physician ordered wound
treatments have the potential to be affected by this
deficient practice. An audit of residents with
physician-ordered wound treatments was conducted
to ensure treatments are completed and documented
as ordered,

Further residents will be protected by this deficient
practice by measures outlined in Section 3.

06/29/2026

06/29/2026
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pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidabte; and

(i) A resident with pressure ulcers receives
necessary treatment and services, consistent with
professional standards of practice, to promote
healing, prevent infection and prevent new ulcers
from developing.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and review of the
facility's policy, the facility failed to ensure ordered
pressure ulcer treatments were completed and/or
newly identified skin changes were reported for three
of five sampled residents (Resident (R) 182, R37, and
R20) reviewed for pressure ulcers out of a total
sample of 55. Failure to complete wound treatments
as ordered and report changes in skin integrity
placed the residents at increased risk of infection

and wound deterioration.

Findings include:

Findings include:

1. Review of R182's "Admission Record," located
under the "Profile" tab of the electronic medical
record (EMR), revealed R182 was admitted to the
facility on 10/20/25. R182's pertinent diagnoses
included spinal muscular atrophy, pneumonia, acute
and chronic respiratory failure with hypoxia, severe
sepsis with septic shock, severe protein-calorie
malnutrition, hypotension, polyneuropathy, and
generalized muscle weakness.

Review of R182's 5-day "Minimum Data Set (MDS),"
with an Assessment Reference Date (ARD) of
10/26/25 and located under the "MDS" tab of the
EMR, revealed a "Brief Interview for Mental Status
(BIMS)" score of 13 out of 15, which indicated the
resident was cognitively intact. The resident did not
exhibit behaviors or rejection of care during the
review period. R182 required total dependence on
staff for bed mobility, transfers, bathing, toileting,
and toileting hygiene, and required substantial to
maximum assistance with eating and oral hygiene.
R182 was always incontinent with bowel and
bladder. R182 was at risk for pressure ulcer
development and had three unstageable pressure
ulcers present on admission. R182 utilized
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SS=D professional standards of practice, to prevent

3. Root cause analysis was conducted and revealed
that the nursing staff member failed to ensure that
physician ordered wound treatments are completed
and documented as ordered related to a knowledge
deficit due to facility's failure to review in the new
hire nurse orientation. The Staff Developer/designee
will re-educate the licensed nursing staff to ensure
that physician ordered wound treatments are
completed and documented as ordered. Review of
treatment administration documentation will be
added to the new hire orientation.

4. The Staff Developer or designee will complete
random audits of residents with physician ordered
wound treatments to ensure that the treatments are
completed and documented as ardered.

Audits will be completed for 3 observations daily for
3 days or until 100% compliance is achieved, then 3
observations weekly for 3 weeks or until 100%
compliance is achieved, then 3 observations monthly
for 3 months or until 100% compliance is achieved.
Results of audits will be reviewed in the Quality
Assurance and Performance Improvement (QAPI)
meeting quarterly. Additional education or corrective
action will be implemented as indicated.

1. R37 still resides in the facility and was not
negatively impacted by this deficient practice. R37’s
treatment administration record was reviewed to
ensure physician ordered wound treatments were
completed and documented.

2. All residents with physician ordered wound
treatments have the potential to be affected by this
deficient practice. An audit of residents with
physician ordered wound treatments was conducted
to ensure treatments are completed and documented
as ordered.

Further residents will be protected by this deficient
practice by measures outlined in Section 3.

3. Root cause analysis was conducted and revealed
that the nursing staff member failed to ensure that
physician ordered wound treatments are completed
and documented as ordered related to a knowledge
deficit due to facility's failure to review in the new
hire nurse orientation. The Staff

Developer/designee will re-educate the licensed
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wheelchair and received pressure uicer/injury care wound treatments are completed and documented as
during the review period. ordered. Review of treatment administration
documentation will be added to the new hire
orientation.
Review of R182's "Care Plan,” dated 10/31/25 and
located under the "Care Plan" tab of the EMR, 4. The Staff Developer or designee will complete
revealed R182 had unstageable pressure ulcers to random audits of residents with physician ordered
his left buttock, right buttock, and right great toe wound treatments to ensure that the treatments are
that were present upon admission and a reddened completed and documented as ordered.
area to the sacrum. The pertinent interventions
directed staff to administer treatments as ordered Audits will be completed for 3 observations daily for
and monitor for effectiveness. 3 days or until 100% compliance is achieved, then 3
observations weekly for 3 weeks or until 100%
compliance is achieved, then 3 observations monthly
Review of R182's "Physician Orders," dated 10/2025 for 3 months or until 100% compliance is achieved.
through 11/2025, located under the "Orders" tab of Results of audits will be reviewed in the Quality
the EMR, revealed the following pertinent orders: Assurance and Performance Improvement (QAPI)
meeting quarterly. Additional education or corrective
-10/21/25: Santyl External Ointment 250 Unit/ gram action will be implemented as indicated.
(GM) (collagenase). Apply to bilateral buttocks topical
one time a day for wound maintenance. Discontinued
11/12/25. 1. R20 still resides in the facility and was not
negatively impacted by this deficient practice. The
-10/22/25: Cleanse left buttock with normal saline, CNA was educated to report any alterations to
pat dry, apply Santyl, cover with calcium alginate, residents’ skin integrity upon identification.
and dry dressing one time day for wound
maintenance. Discontinued 11/12/25. 2. All residents have the potential to be affected by
this deficient practice. An audit of all residents was
-10/22/25: Cleanse right buttock with normal saline, conducted to ensure that there are no changes to
pat dry, apply Santyl and cover with calcium alginate skin integrity from known baseline.
and cover with a dry dressing one time day for
wound maintenance. Discontinued 11/12/25. Further residents will be protected by this deficient
practice by measures outlined in Section 3.
-11/03/25: Cleans sacrum with normal saline, pat
dry, apply Santyl, cover with calcium alginate, and a
dry dressing one time a day for skin integrity. 3. Root cause analysis was conducted and revealed
Discontinued 11/12/25 that the CNA identified the reddened area during
care but did not timely notify the nurse resuiting in
-11/12/25: Cleanse left buttock with normal saline, resident's wife notifying staff first. The Staff
pat dry, apply Silvadene, calcium alginate and cover Developer/designee will re-educate the certified
with a dry dressing one time day for wound nursing staff on reporting changes in resident skin
maintenance, condition. Reporting skin issues to nurse is reviewed
in CNA new hire orientation.
-11/12/25: Cleanse right buttock with normal saline,
pat dry, apply Silvadene, calcium alginate, and cover
with a dry dressing one time a day for wound 4. The Unit Manger/designee will conduct random
maintenance. observations of CNA care, including bathing,
dressing, and/or incontinence care, to verify CNA's
-11/12/25: Cleanse sacrum with normal saline, pat are observing residents' skin condition and
dry, apply Silvadene, cover with calcium alginate, appropriately reporting any identified skin concerns
and a dry dressing one time day for skin integrity. to licensed nurse.
Audits will be completed for 3 observations daily for
Review of the "Wound Treatment Administration 3 days or until 100% compliance is achieved, then 3
Record (WTAR),"” dated 11/2025, focated under the observations weekly for 3 weeks or until 100%
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R182's right and left buttock on 11/02/25 and Results of audits will be reviewed in the Quality
11/15/25, and to the sacrum on 11/15/25, as Assurance and Performance Improvement (QAPI)
ordered. meeting quarterly. Additional education or corrective

action will be implemented as indicated.

Review of R182's "Progress Notes," dated 11/02/25
through 11/15/25 and located under the "Progress
Notes" tab of the EMR, revealed no documentation
indicating the ordered wound treatments to R182's
right and left buttock and sacrum were completed on
11/02/25 and 11/15/25, nor was there documentation
providing a clinical rational for the missed
treatments.

During an interview on 05/15/26 at 12:30 PM,
Assistant Director of Nursing (ADON) 2 stated that
R182 was admitted to the facility with muitiple
wounds, including the sacral wound (redness) and
bilateral buttocks. ADON2 reviewed the 11/2025
WTAR and acknowledged that the wound treatments
to R182's right and left buttock and sacrum were
not signed off as completed on 11/02 and 11/15/25.
ADON?2 stated that the Unit Managers were
responsible for monitoring the treatment records to
ensure they were completed. ADON2 stated that if
the wound treatments were not documented, then
they were not done.

During an interview on 05/15/26 at 12:59 PM, Unit
Manager (UM) 3 stated nursing staff and leadership
were responsible for monitoring the treatment
records to ensure they were completed. UM3
reviewed the 11/2025 WTAR and acknowledged that
the wound treatments for R182 were not signed off
as completed on 11/02 and 11/15/25. UM3 stated
that if the treatments were not signed off as
completed, then they were not done. UM3 could not
recall if the treatments for R182 were reviewed or if
they identified any issues with them not being
completed.

2. Review of R37's "Admission Record," located
under the “Profile” tab of the EMR, revealed R37
was admitted to the facility on 11/05/24 and
readmitted on 02/07/26. R37's pertinent diagnoses
included chronic respiratory failure with hypoxia,
persistent vegetative state, ventilator dependent,
cognitive communication deficit, non-traumatic
subarachnoid hemorrhage, peripheral vascular
disease, anemia, moderate protein-calorie
malnutrition, hypotension, neuropathy, and
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Review of R37's quarterly "MDS," with ARD of
03/11/26 and located under the "MDS" tab of the
EMR, revealed R37 was in a vegetative state due to
anoxic brain injury and was ventilator dependent.
R37 was dependent on staff for assistance with all
activities of dalily living. R37 was always incontinent
with bowel and bladder. R37 was at risk for
developing pressure ulcers, had one unhealed stage
4 pressure ulcer that was present upon admission,
and received pressure ulcer/injury care during the
review period.

Review of R37's "Care Plan," last revised on

03/23/26 and located under the "Care Plan" tab of
the EMR, revealed R37 had a stage 4 sacral pressure
ulcer. The pertinent interventions directed staff to
administer treatment as ordered and monitor for
effectiveness.

Review of the "Order Summary Report," dated
02/01/26 through 05/15/26 revealed the following
pertinent orders:

-02/06/26: Cleanse sacral wound with Vashe
(wound solution), lightly pack with Vashe soaked
gauze, cover with ABD [Abdominal pad] and secure
with tape. Discontinued 02/09/26

-02/09/26: Cleanse sacral wound with normal
saline, pat dry, apply hydrofera blue and cover with
dry dressing one time a day every Monday,
Wednesday, and Friday for wound management.
Discontinued 03/30/26

-03/23/26: Cleanse sacrum with normaf saline and
apply alginate and dry dressing (dd) one time a day
every Monday, Wednesday, and Friday for wound
care. Discontinued 03/25/26

-03/25/26: Cleanse sacrum with normal saline and
apply alginate and dd one time a day every Monday,
Wednesday, and Friday for wound care.
Discontinued 03/30/26

-03/31/26: Cleanse sacral wound with normal
saline, pat dry, apply hydrofera blue and cover with
dry dressing one time a day every Monday,
Wednesday, and Friday for wound management.

Review of the “WTARs," dated 02/2026 through
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EMR, revealed staff failed to document completion of
ordered wound treatments to R37's sacral pressure
ulcer on 02/08/26, 03/24/26, 04/08/26, and

04/17/26.

Review of R37's "Progress Notes," dated 02/01/26
through 05/15/26 and located under the "Progress
Notes" tab of the EMR, revealed no documentation
indicating the ordered wound treatments to R37's
sacral pressure ulcer was completed on 02/0826,
03/24/26, 04/08/26, and 04/17/26, nor was there
documentation providing a clinical rationale for the
missed treatments.

During an interview on 05/15/26 at 12:30 PM,
ADON2 stated that R37 had a pressure ulcer on her
sacrum and one on her left heel. ADON2 reviewed
the 02/2026 through 05/2026 WTARSs and
acknowledged that the wound treatments to R37's
sacral pressure ulcer were not signed off as
completed on 02/08/26, 03/24/26, 04/08/26, and
04/17/26. ADONZ stated that if the wound treatments
were not documented, then they were not done.

During an interview on 05/15/26 at 6:00 PM, the
Director of Nursing (DON) stated that staff are
expected to document on the WTARs when they
complete wound treatments. The DON stated that
she was unsure if the wound nurse was off on those
days or if the lack of documentation was an
oversight. The DON stated that if the wound
treatments were not signed off as completed, then it
was not done.

3. Review of R20's "Face Sheet," located under the
"Profile" tab in the EMR, revealed the resident was
admitted to the facility on 01/26/26 with diagnoses
that included anoxic brain damage, acute chronic
respiratory failure, and heart failure.

Review of R20's quarterly "MDS," with an ARD of
05/01/26, and located in "Internet Quality
Improvement and Evaluation System (IQIES),"
revealed R20 had a “BIMS" score of 00 out of 15,
which indicated the resident was severely cognitively
impaired. It was recorded R20 was at high risk for
the development of pressure ulcers and had no
current skin concerns. It was recorded R20 was
dependent on staff for all activities of daily living
(ADLs) and required a two-person assist with a

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 2314AD-H1 Facility 1D: 2348 If continuation sheet Page 11 of 19



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/30/2026
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS

085054

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
05/15/2026

NAME OF PROVIDER OR SUPPLIER
CADIA REHABILITATION PIKE CREEK

STREET ADDRESS, CITY, STATE, ZIP CODE
3540 THREE LITTLE BAKERS BLVD , WILMINGTON, Delaware, 19808

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)

FO686
SS=D

Continued from page 11 F0686

Hoyer lift for transfers.

Review of the R20's "Care Plan," revised on
01/28/26, and located under the "Care Plan" tab in
the EMR, revealed interventions to prevent skin
breakdown and promote skin integrity. Interventions
included completion of Braden risk assessments, a
wheelchair cushion, pressure redistribution mattress,
offloading heels while in bed, and skin checks every
two hours and as needed.

During an interview on 05/14/26 at 1:35 PM, R20's
family member (F) 1 stated after assisting with
incontinence care earlier in the day (on 05/14/26),
she observed a discoloration of the skin on R20's
right upper buttocks.

During an interview on 05/14/26 at 1:57 PM,
Certified Nursing Assistant (CNA) 13 stated he was
assigned to R20 and provided incontinence care at
approximately 8:30 AM and again at 1:.02 PM. CNA13
revealed he observed a red area on the resident's
right buttock at 8:30 AM. CNA13 stated that the area
appeared unchanged in size and condition during
the subsequent care provided at 1:02 PM. CNA13
stated he did not report the identified new red area
on the R20's right buttock to his charge nurse, as
directed by facility protocol.

During an interview on 05/14/26 at 4:24 PM, Unit
Manager (UM) 4 confirmed CNAs were expected to
report any observed skin changes. UM4 stated R20's
newly identified skin change was identified at
approximately 9:00 AM on 05/14/26. UM4 reviewed
R20's Kardex and stated the documentation
indicated no skin concerns were observed or noted.

Review of a "Progress Note," dated 05/15/26 at
11:57 AM and located under the "Progress Notes"
tab in the EMR, revealed R20 was noted to have an
open area to the upper right buttock measuring
approximately 0.5 centimeters (cm).

During an interview on 05/15/26 at 5:45 PM, the
Administrator confirmed staff should adhere to
ordered care interventions to ensure early
identification of changes in a resident's condition.

Review of the facility's policy titled, "Pressure Ulcer

06/29/2026
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CFR(s): 483.45(a)(b)(1)-(3)
§483.45 Pharmacy Setrvices

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain them
under an agreement described in §483.70(f). The
facility may permit unlicensed personnel to
administer drugs if State law permits, but only under
the general supervision of a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures that
assure the accurate acquiring, receiving, dispensing,
and administering of all drugs and biologicals) to
meet the needs of each resident.

§483.45(b) Service Consultation. The facility must
employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all aspects of
the provision of pharmacy setvices in the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate reconciliation;
and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs is
maintained and periodically reconciled.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and facility policy
review, the facility failed to safeguard controlled
medications used in facility stock and failed to
safeguard controlled medications and/or ensure the
availability of physician ordered medications for two

1. No residents were identified as having
experienced adverse outcomes related to this
deficient practice. Unable to be corrected.

2. An audit of the Omnicell was completed to ensure
that all controlled medications were properly stocked
and reconciled and that inventory counts with the
Omnicell were accurate. No discrepancies were
noted.

Further residents will be protected by this deficient
practice by measures outlined in Section 3.

3. Root cause analysis revealed that the licensed
nurse failed to properly store the Omnicell harcotic
while the Omnicell was not functioning properly
related to a knowledge deficit due to the facility's
failure to educate the nurse on medication storage in
new hire orientation. The licensed nurse was
re-educated on medication storage, availability, and
destruction practices. Staff Developer will re-educate
licensed nursing staff on medication storage,
availability, and destruction practices. Medication
storage will be added to new hire nurse orientation.

4. The DON/designee will audit of the Omnicell
controlled medication inventory and reconciliation
reports.

Audits will

be completed for 3 observations daily for 3 days
or until 100% compliance is

achieved, then 3 observations weekly for 3 weeks
or until 100% compliance is achieved, then 3
observations monthly for 3 months or until

100% compliance is achieved. Results of

audits will be reviewed in the Quality Assurance
and Performance Improvement (QAPI) meeting
quarterly. Additional education or corrective action
will be implemented as indicated.

1. R178 still resides in the facility and was not
negatively impacted by this deficient practice.
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revealed, "It is the policy of Cadia Healthcare to
promote skin integrity in residents through the
recognition, treatment and prevention of pressure
ulcers . . . Residents will have a plan of care
developed and updated as needed. Interventions
implemented are added to the resident's plan of
care..."
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These failed practices placed residents at risk for
medication diversion, unmanaged symptoms, and
failure to receive medications as prescribed.

Findings include:

1. Review of a "Pharmacy Delivery Manifest," dated
09/10/25, provided by the Director of Nursing (DON),
revealed one pill of Oxycodone IR (an immediate
release narcotic pain medication) 5 milligrams (mg)
was delivered to the facility for a stock replacement
order in the Omnicell (a secured automated
medication dispensing cabinet). The Pharmacy
Delivery Manifest for 09/10/25 had a delivery time of
7:28 AM and was signed by Licensed Practical
Nurse (LPN)10.

During an interview on 05/13/26 at 10:00 AM, the
DON stated she received an email from the
pharmacy on 09/15/25 informing the facility the
Oxycodone IR 5 mg replacement pill for the
Omnicell, delivered on 09/10/25, was never placed
into the Omnicell. The DON stated she then checked
the Omnicell, and the Oxycodone IR 5 mg pilt was
not in the Omnicell. The DON stated she then
interviewed LPN10, who signed for the Oxycodone
delivery on 9/10/25, The DON stated LPN10 verified
she did accept and sign for the Oxycodone IR 5 mg
pill from the pharmacy on 09/10/25. The DON stated
she was told LPN10 and LPN3 attempted to put the
pill into the Omnicell upon receipt, but the Omnicell
was not working at the time, Both LPN10 and LPN3
contacted their Registered Nurse Unit Manager
(RN-UM)1 and gave the Oxycodone IR 5 mg pill to
RN-UM1 until the Omnicell was working. The DON
stated RN-UM1 was interviewed on 09/15/25 and
could not locate the Oxycodone IR 5 mg pill. The
DON stated RN-UM1 verified she never placed the
pill into the Omnicell. The DON stated all medication
rooms and carts in the facility were searched without
success in locating the pill. The DON stated the
police were called, and a report was filed, and
RN-UML1 was terminated on 09/15/25. The DON
stated the Oxycodane IR 5 mg pill should have been
double locked in the medication storage cart until
the Omnicell was working.

During an interview on 05/15/26 at 9:30 AM, LPN10
revealed one Oxycodone IR 5 mg pill was delivered
to the facility on 09/10/25. LPN10 stated she signed
for the medication and took LPN3 to the medication
room for a witness to insert the pill into the
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2. All residents receiving controlled substances have
the potential to be affected by this deficient practice.
An audit of controlled substance records,
shift-to-shift narcotic counts, and controlled
medication storage practices was conducted to
identify any additional discrepancies. No other
unresolved controlled substance discrepancies were
identified.

Further residents will be protected by this deficient
practice by measures outlined in Section 3.

3. Root cause analysis revealed that the licensed
nurse failed to accurately complete a narcotic count
at the start of the shift related to knowledge deficit
due to facility's failure to educate the nurse on
narcotic shift to shift count in new hire orientation.
The Staff Developer will re-educate licensed nursing
staff on narcotic shift to shift count. This education
will also be added to new hire nurse orientation.

4. The DON/designee will audit controlled substance
count sheets and narcotic reconciliation records to
identify any discrepancies.

Audits will

be completed for 3 observations daily for 3 days
or until 100% compliance is

achieved, then 3 observations weekly for 3 weeks
or until 100% compliance is achieved, then 3
observations monthly for 3 months or until

100% compliance is achieved. Results of

audits will be reviewed in the Quality Assurance
and Performance Improvement (QAPI) meeting
guarterly. Additional education or corrective action
will be implemented as indicated.

1. R5 still resides in the facility and was not
negatively impacted by this deficient practice.
Medication was reordered and delivered on
5/14/2026.

2. All residents receiving prescribed medications
have the potential to be affected by this deficient
practice. An audit of current residents with
prescribed medications documented on as
unavailable was conducted to identify any additional
residents potentially affected. Any identified
concerns were reviewed with the attending
practitioner and corrected as appropriate.

Further residents will be protected by this deficient
practice by measures outlined in Section 3.
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working at the time. LPN10 stated she and LPN3
then informed RN-UM1 about the pill being delivered
and the Omnicell not working. LPN10 stated RN-UM1
then took the Oxycodone IR 5 mg pill and RN-NM1
stated she would put it into the Omnicell once it was
working. LPN10 stated she never heard anything else
about the Oxycodone until 09/15/25 when the DON
informed her the pill was missing.

During an interview on 05/15/26 at 9:45 AM, LPN3
revealed she was with LPN10 on 09/10/25 when they
attempted to place the Oxycodone IR 5mg pill into
the Omnicell. LPN3 verified the Omnicell was not
working, and the pill was immediately given to
RN-UM1 who stated she would take possession of
the pill until the Omnicell was working.

Review of the facility policy titled, “"Controlled
Medication Storage and Disposal," with a revision
date of 01/09/2026, revealed Schedule II-V
medications (Oxycodone IR is a Schedule Il drug
with a high potential for abuse with use potentially
leading to severe psychological or physical
dependence) were to be stored in a double-locked,
permanently affixed compartment separate from all
other nan-narcotic medications. The nurse on duty
maintained possession of the key to the controlled
medication storage area.

2. Review of R178's "Admission Record," and
located under the “Profile” tab in the electronic
medical record (EMR), revealed the resident was
admitted to the facility on 08/02/25 with diagnoses
including hemiplegia (total or near total loss of
voluntary movement (paralysis) on one side of the
body) and hemiparesis (partial weakness or loss of
strength on one side of the body) following cerebral
infarction (occurs when a blood vessel in the brain
is blocked or restricted), aphasia (language disorder
caused by damage to the brain's language center),
and seizures (a sudden, uncontrolled burst of
abnormal electrical activity in the brain).

Review of R178's admission "Minimum Data Set
(MDS)" with an Assessment Reference Date (ARD) of
08/08/25, and located under the "MDS" tab,

revealed the resident had a Brief Interview for Mental
Status (BIMS) score of 00 out of 15 which indicated
severe cognitive impairment.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX e ol L IO o EE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG e e T DATE
F0755 Continued from page 14 F0755 Continued from page 14 06/29/2026
SS=D Omnicell. LPN10 stated the Omnicell was not

3. Root cause analysis revealed that the licensed
nurse failed to notify the provider that medication
was unavailable and determine next steps from
provider; in addition, the licensed nurse failed to
contact the pharmacy to inquire about missing
medication related to a knowledge deficit due to
facility's failure to educate the nurse on medication
availability in new hire nursing orientation. The
licensed nurse was educated on medication
availability and notification. Staff Developer will
re-educate licensed nursing staff on medication
availability and notification. This education will also
be added to new hire nurse orientation.

4. The DON/designee will audit medication
availability.

Audits will

be completed for 3 observations daily for 3 days
or until 100% compliance is

achieved, then 3 observations weekly for 3 weeks
or until 100% compliance is achieved, then 3
observations monthly for 3 months or until

100% compliance is achieved. Results of

audits will be reviewed in the Quality Assurance
and Performance Improvement (QAPI) meeting
quarterly. Additional education or corrective action
will be implemented as indicated.
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Review of R178's "Physician Orders,” and located
under the "Orders" tab in the EMR, revealed an
order, dated 08/02/25, for Lorazepam (an antianxiety
medication) 0.5 mg to be given every eight hours for
anxiety as needed.

Review of R178's "Controlled Drug Administration
Record," and located under the "Misc" tab in the
EMR, revealed on 09/19/25 at 7:00 AM the shift
change count for Lorazepam 0.5 mg was nine
tablets. This 7:00 AM count occurred with
on-coming LPN10 and off-going LPNS. On 09/19/25
at 3:00 PM, the shift change count for Lorazepam
0.5 mg was eight tablets. This 3:00 PM count
occurred between off-going LPN10 and on-coming
LPNG.

During an interview on 05/15/26 at 9:30 AM, LPN10
revealed she was the nurse who cared for R178 from
7:00 AM to 3:00 PM on 09/19/25 and conducted the
count for Lorazepam 0.5 mg at 7:00 AM with an
off-going nurse and at 3:00 -PAM with an

on-coming nurse. LPN10 stated on 09/19/25 at 7:00
AM there were nine Lorazepam 0.5 mg tablets and at
3:00 PM there were eight. LPN10 stated she did not
give R178 any Lorazepam during her shift. LPN10
stated she had no idea what happened to the pil,

but it may have possibly fallen out of the pill pack
when she was cleaning the medication cart. LPN10
stated she immediately reported the missing pill to
the DON. LPN10 stated she, along with the DON and
Assistant Director of Nursing (ADON), looked in the
cart, medication room, and on the unit for the
missing pill but were unable to locate it.

Review of the 09/19/25 "Medication Administration
Record (MAR),” and located under the "Orders" tab
in the EMR, revealed R178 was not administered
Lorazepam 0.5 mg on 09/19/25.

During an interview on 05/13/26 at 10:20 AM, the
DON revealed there was a missing Lorazepam 0.5
mg pill reported to her and the ADON by LPN10 on
09/19/25 at 3:00 PM. The DON stated on 09/19/25
there were nine pills at 7:00 AM during shift change
narcotic count and on 09/19/25 at 3:00 PM there
were eight pills of Lorazepam 0.5 mg for R178. The
DON stated that she and the ADON searched the
medication cart, medication room, and the unit
where R178 was located, and the pill was not
located. The DON stated the police were called, and
a report was filed, and LPN10 was terminated.
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3. Review of R5's "Admission Record," located
under the “Profile” tab of the electronic medical
record (EMR), revealed RS was admitted to the
facility on 03/24/26. R5's pertinent diagnoses
included constipation, irritable bowel syndrome (IBS),
and a history of fecal impaction.

Review of R5's admission "Minimum Data Set

(MDS)," with an Assessment Reference Date (ARD) of
04/10/26 and located under the "MDS" tab of the
EMR, revealed R5 had a "Brief Interview for Mental
Status {BIMS)" score of 15 out of 15, which indicated
the resident was cognitively intact. it was recorded

R5 was frequently incontinent of their bowels and

did not have constipation during the review period.

Review of R5's "Care Plan," dated 04/05/26 and
located under the “Care Plan" tab of the EMR,
revealed the resident had constipation, IBS, a history
of fecal impaction, and was nan-compliant with
bowel protocol. The care plan directed staff to follow
facility bowel protocol for bowel management,
monitor/report as needed signs and symptoms of
complications related to constipation, and to record
howel movement patterns each day.

Review of R5's "Physician Order," dated 04/05/26
and located under the "Orders" tab of the EMR,
revealed an order for naloxegol oxalate (medication
used to treat opioid-induced constipation) 25
milligram (mg), give one tablet orally each morning
for constipation.

Review of R5's "Medication Administration Record
(MAR)," dated 05/2026 and located under the
"Orders" tab of the EMR, revealed staff documented
a"9" indicating the medication was not administered
on 05/09/26, 05/10/26, 05/11/26, 05/12/26 and
05/13/26.

Review of R5's "Progress Notes," dated 05/09/26
through 05/13/26 and located under the "Progress
Notes" tab of the EMR, revealed that on 05/09/26,
staff did not administer naloxegol oxalate to the
resident because it was pending delivery from the
pharmacy and that the Nurse Practitioner (NP) was
aware. On 05/10/26, 05/11/26, 05/12/26, and
05/13/26, staff noted that the medication was still
“on order." Further review revealed no documented

F0755
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that the medication was still unavailable.

During an interview on 05/12/26 at 9:56 AM, RS
stated that he did not receive his naloxegol oxalate
for the last four days and did not know why, but any
constipation at this time.

During a combined observation and interview on
05/14/26 at 8:55 AM, Registered Nurse (RN) 2
verified that the pharmacy had not delivered R5's
naloxegol oxalate. RN2 then called the pharmacy to
inquire about the medication and was told that the
medication would be delivered that evening. RN2
stated the nurses were responsible for ordering
medications when supplies run low, and that if a
medication was not available, they were to contact
the pharmacy and physician and obtain an order to
hold the medication or replace it with one that is
available. RN2 stated that she did notify the NP and
noted that she was aware the medication was not
available but did not obtain an order to hold the
medication until it was available.

During a telephone interview on 05/14/26 at 10:45
AM, the Quality Assurance Pharmacist stated that on
04/22/26 at 9:26 AM, the pharmacy delivered a
14-day supply of naloxegol oxalate to the facility,

and that the pharmacy did not receive the next refill
request from the facility until 05/14/26 at 9:00 AM,
and it was scheduled for delivery that evening.

An attempt to interview the NP on 05/14/26 at 2:47
PM was unsuccessful. A message was left for the
NP to return the call; however, the NP did not return
the call prior to the survey exit.

During an interview on 05/15/26 at 6:41 PM, the
Director of Nursing stated that if a medication was
unavailable, staff were to notify the pharmacy and
notify the provider to see if they wanted to
substitute the medication with another available
medication or obtain an order to place the
medication on hold until it was available. The DON
stated that all nurses were respansible for ordering
medications and this was missed.

Review of the facility policy titled, "Medication
Unavailable," last revised on 01/12/23, indicated, ",
.. When a medication is unavailable through the
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the medication. If the medication is not available
from the backup supply, notify the physician for
additional or alternative orders. If the provider is not
available, contact the Medical Director for directions
and or orders. Document provider or Medical
Director notification and orders in the resident's
medical record . . ."
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