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

An unannounced on-site Recertification,
Emergency Preparedness and Complaint Sur-
vey was conducted at the above-named
ICF/IID facility from 12/18/23 to 12/21/23 re-
sulted in a finding of substantial compliance
respective to the applicable federal Condi-
tions of Participation (CoP) 42 CFR 483. No
State deficiencies were identified.

3201 Regulations for Skilled and Intermediate
Care Nursing Facilities

3201.1.0 Scope

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 adapted
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.
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The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, interviews, record
reviews, and facility policy review, the facility
failed to ensure one client (Client (C) 8) was
provided nursing services which included |
| measurements and a description of the injuries !
[ the client sustained during pool therapy.
f

Findings include: g

Review of a palicy provided by the facility titled
"Wound Assessments, Documentation and §
Notification," dated 10/12/2011 indicated ". .
.Resident wounds will be assessed and i
documented weekly when identified and PRN (as
needed) when indicated. . . There was no
evidence in the facility policy which indicated
wounds should be described and measured to
determine if the area was healing or declining.
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W 000/ INITIAL COMMENTS W 000 ?
| A Recertification and Complaint Survey was
|' conducted by Healthcare Management Solutjons,
| LLC on behalf of the Delaware Health and Social
| Services, Division of Healthcare Quality. A. Immediate Corrective Action
J An unannounced on-site Recertification and for .Indn:'ulual Im.palcted:'
Complaint Survey was conducted at the Resident’s (C6) skin impairment
above-named ICF/IID facility from 12/18/23 to was healed prior to the survey. No
12/21{23 resulted in a finding of sgbstantlal immediate corrective action was
compliance respective to the applicable
Conditions of Participation (CoP) 42 CFR 483, HCEESSALY.
Subpart | with the following standard-level
deficiencies listed below. B. Residents with potential to be
W 331| NURSING SERVICES W 331 affected:

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

C. Systemic Changes to Ensure
Compliance:

An Impaired Skin Integrity Policy
& Procedure was developed.

| (Attachment A). Licensed nurses
will be educated on the Impaired
Skin Integrity Policy & Procedure
by 2/19/24. Impairments to
residents’ skin integrity are
documented in the Accident/
Incident Report found in the
electronic medical record

‘ (Attachment B).

_!' |
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Any deficiancy statement-ending with an aslarsk (') Gencies a daficiency which the institulion may be-excused from correcling providing 1t Is determined 1hat
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whethar or not a plan of correction is provided. For nursing homes, the abovs findings and plans of carraction are disclosabie 14
days following the date these documents are made available io the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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| Review C6's undated "Resident Face Sheet,"
{ located in the client's electronic medical recard
| (EMR) indicated the client was admitted to the
facility 11/04/15 with diagnoses that included

cerebral palsy and epilepsy.

Review of a document provided by the facility
titled "Accident," dated 07/20/22 indicated C6
sustained abrasions on the tips of his/her
bi-lateral toes which were actively bleeding. The
i report indicated the client did not have his/her
pool shoes on while actively walking in the pool.
| The document revealed the client's toes were
cleaned with normal saline and covered in
bandages.

| Review of a document provided by the facility
titled "Nursing-24 Hour Post Incident
Assessment," dated 07/21/22 indicated C6

| sustained injury to the tips of his/her toes.

Quality Assurance Performance

there was no documentation in C8's clinical
record which would show measurements were
taken along with a description of his injuries.

During an interview on 12/19/23 at 2:30 PM, the

the wound would have been measured and a
description of the area documentad.

During an interview on 12/19/23 at 12:01 PM, the |

Improvement/Registered Nurse (QAPI/RN) stated |

é
.
.

Medical Director stated it was his/her expectation |
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In addition, licensed nurses provide a

thorough description of the injury in
the Wound/Skin Record

(Attachment C). Licensed nurses will
then assess the area of concern weekly
and as needed and document their
observation in the Wound/Skin
Record until the area is healed.

D. Success Evaluation

{An Impaired Skin Integrity Audit tool
{(Attachment D) has been developed
ito evaluate compliarce with the 1
Impaired Skin Integrity Policy & |
Procedure. The Nursing Supervisor or
designee will complete Impaired Skin
Integrity audits weekly until 100% j
compliance is met for four con-
seculive weeks. Then, they will
complete audits every other week
juntil 100% compliance is met for two
|consecutive weeks, followed by
\monthly audits until 100% com-
pliance is met. Completed audit forms
will be submitted to the Director of
Nursing or designee for review. Audit
results will be reported at quarterly
Quality Assessment and Assurance
(QAA) Committee meetings.

| 2/19/24
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