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W 000 | INITIAL COMMENTS w OOO
1 An unannounced annual survey was conducted at W136
this facility from October 19, 2010 through
October 28, 2010. The deficiencies contained in This iss di d with th involved.
this report are based on observation, interviews, 18 1.ssue Was (ISCuSse Wl. © nurs_e mvolved.
review of clients' records and review of other The time frame for the special precautions had not
facility documentation as indicated. The facility been carried forward on the Nursing Service Report
census the first day of the survey was sixty-nine for 10/19/10 and not communicated to the staff,
(69). The survey sample lotaled eleven (11) Appropriate corrective steps were taken with the - | - -
PP taff involved Completed 11/9/10|
W 136 483.420(a)(11) PROTECTION OF CLIENTS w 13g| Stell mvolved. ‘ ompile .
RIGHTS _ ‘ : | :
A sweep of the residents on special predautions wgs
The facility must ensure the rights of all clients. 1 done on October 25, 2010. There were ho other
Therefore, the facility must ensure that clients residents identified with time specific special

have the opportunity to participate in social,

religious, and community group activities. precautions. Completl:d 10/25/1¢

A Memo will be issued by 12/1/10 to all nursing

ghis ETAN %ARD ti's not TEt as evigenceddby: staff to remind them when a resident has an order
ased on observation, interview and recor : . : - \

o ! i tion that this b
review it was determined that the facility failed to Tfo(ri-a tmile S-pi;lﬁlz spe.cxalspre(':au R(.) n ThS ©
ensure that C6 participated in the social activity 1ndicated on the Nursing Service Kepor}. Lhe
(Halloween party) located at the facility. Findings notation will include the time the speci
include: precautions are to be discontinued. Thi

information will be carried forward on the report
until the special precautions have been _
discontinued. The nurse will also ensurg this

Review of C8's interdisciplinary notes stated
6/23/10 11:30 AM "There was a concert today
with musicians played drums, the keyboard,

maracas, and singing. The song 'You Ain't information is communicated to the dirgct care staff
Nothing But a Hound Dog.' Staff moved (C6) up through the area communication book. !
to the stage so they couid sing it to her. She was 12/1/10 and Ongomg

very alert and seemed to enjoy the concert.” The
interdisciplinary notes continued to document that
: C6 went to a trip andfor concerts on 8/14/10 and

The Nursé Supervisors will monitor the Nursing

10/6/10. Service Reports daily to ensure special precautions
are discontinued according to the medical teams’
Review of the physician orders for 10/18/10 | order. 10/26/10 and Ongoinp
stated "May stay in double room isolation ... strict :
(ABORATORYDJRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE T TIME ' (X6} DATE
ﬂ (Aot K eans plndas ioe Owecu 0, & Mthe J [~ 1670

Any deficiency statement endmg with an asterisk {*} denotes a deﬂency which the |nst|tut|on’ may be excused from correcting prowdmg it is determined that
- 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 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 to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
-program participation. '
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hand washing and gloves until 10/19/10 at 12 _ :
noon (no day programing or activities only). Employee E11 has completed fire safety,, infection
On 10/19/10 at 1:00 PM the facility had a controI? and resident rights training. 11/8/10
Halloween Party with the residents dressed in L
costumes and dancing. Employee E12 is scheduled to attend fire safety,
infection control, and resident rights training.
On 1071910 at 2:10 PM C6 was ohserved in her : : ' 11/18/10
bed watching TV. An interview with E5 (RN)
revealed C6 did not go to the Halloween party . . . L
because she had a ear infection and The mandatory training dates have been!reviewed
conjunctivitis. C6 was on antibiotics. E5 for all nurses and classes have been scheduled
continued to state C6 would not be going to large accordingly. 10/21/10
social events due to her diagnoses of _
conjunctivitis. E5 also stated C6 loved going to ' . . .
i Jeven y - going The Nurse Supervisors will review the quarterly
_ training updates and schedule all nurses ;
Review of the interdisciplinary notes for C6 accordingly for their required annual trajning.
revealed on 10/19/10 at 12:45 PM a nurse ' ' :
documented "Right eye red with no drainage _ 10/21/10 agd Ongoing
i noted”. Another nurse documented on 10/19/10 : - . . ]
at 11:00 PM " ... Eye clear tonight, no drainage Thg Nurse Supervisors were ms.tructedt include a
noted." review of mandatory training with each nurse at the
Anint th E6 (NP) on 10/25/10 at 1050 time of their performance review.
n interview wi on at 10 : j .
AM confirmed that C6 could have gone to the 10/26/10 and Ongoing
Halloween party as she was off isolation at 12 R .
noon on 10/19/10. E10 has been scheduled for fire safety, infection
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM w 189/ control, and resident rights. | 11/18/10
The facility must provide each employee with E13 has been scheduled for fire safety. ;
tnitial and continuing training that enabies the ‘ 11 . '
employee to perform his or her duties effectively, ' /18/10
efficiently, and competently. . '
E14 is scheduled for CPR. 11/17/10
This STANDARD is_not met as evidenced by: E15 has been scheduled for fire safety.
Based on record review of the employee :
in-serviceftraining files on 10/22/10, it was ' 12/16/10
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| determined that the facility failed to provide each o
employee with continuing training to enable the W189 continued
employee to perform his or her duties effectively, ' '
efficiently, and competently. Findings include: A sweep was done of all employees assigned to
1. E10, an Active Treatment Facilitator, was Stockley Center and all staff identified as needing
lacking current fire safety, infection control, and training will be scheduled. : :
| resident rights training. The most recent training 10/26/10 and Ongoing
for this employee in these areas was January,
2008. 7 The Resource Management Administraitr will
2. E11, a unit nurse, was lacking current fire continue to keep records of training on the shared
safety, infection control, and resident rights drive for managers/supervisors to review at least
training. The most recent training for this monthly. 11/8/10 a Ongoing
employee in these areas was August, 2009. :
3. E12, a unit nurse, was lacking current fire The Executive Director will request the [[raining
safety, infection control, and resident rights Administrator have the Training clerical staff send
training. T_he most recent training for this all sign-in sheets to the Resource Management
.employee in these areas was December, 2008. Adr_ninjstrator and Nurse Supervisors immediately
4. E13, a seamstress, was lacking current fire following the applicable training. .
safety training. The most recent training for this 11/6/10 and Ongoing |-
empioyee in this area was Degember, 2006.
) The Resource Management Administrator will
5. E14, a sheltered work production aide, was continue to monitor the training recordsjon the
lacking current C.P.R. fraining. The most recent hared dri tine basis and schedul
training for this employee in this area was shared dritve on a rouline basis and SChedu e any
December, 2006. needed trainings. 11/8/10 and Ongoing
6. E15, a telephone operator, was lacking current
fire safety training. The most recent training for
this employee in this area was April, 2007,
W 257 | 483.440(f)(1)iii) PROGRAM MONITORING & W 257
CHANGE
The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,

FORM CMS-2567{02-99) Previous Versions Obsolete

Event ID: SQ2wW11

Facility ID: 08GOD1

if continuation sheet Page 3 of 6



PRINTED: 10/29/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES N EORM APPROVED
'CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-0391.
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA HX2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : . COMPLETED

A. BUILDING
08G001 B VNG 10/25/2010

o NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE
26351 PATRIOTS WAY

| treatment plan when no progress was made

but not limited to situations in which the client is
failing to progress toward identified objectives
after reasonable efforts have been made.

This-STANDARD is not met as evidenced by:
Based on record review and interview it was
determined that for one (C5) out of 11 sampled
clients the facility failed to re-evaluate the active

toward the identified objectives. Findings include:

C5 had a plan initiated in March 2010 ™ To
reduce anxiety when (C5) requires blood work
without the use of chemical or mechanical
restraint " . The plan included a specific 3-11
nurse to swab the client ' s antecubital space
three times a week and record data. The plan
included step by step instructions to perform and
document on this task including documenting in
the 1D (interdisciplinary notes} if there is an
unusual response,

Review of the collected data included:

Aprit 2010 - 1 out of 12 positive (responses) and
11 out of 12 negative (responses).

May 2010 - 7 out of 12 negative 5 blank.

June 2010 - 9 out of 11 negative 2 blank.

July 2010 - 8 out of 11 negative 3 blank.

August 2010 - 10 out of 12 negative 2 blank.
September 2010 - 6 out of 11 negative 5 blank
October 2010 - no data recorded.

Review of the monthly reviews done by the
QMRP and the quarterly assessments done by
nursing lacked evidence that this plan {0 reduce
anxiety during blood draws was addressed.

An interview on 10/25/10 with the QMRP E8

i Review.
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W257

A Monthly Review Audit was completed on

‘resident C-5 by the Program Administr jtor.
Revisions have been made to the plan and the

changes were documented in the Octobgr Monthly]

11/8/10

The Service Plan states where the data is kept on

the plan and the area QMRP is aware of where

Nursing is keeping the data for future Monthly
Reviews.

A facility wide sweep of all residents who have a

Medical/Dental Service Plan will be completed to
ensure appropriate monitoring of the plan by the
QMRP/RN.

A monthly peer review of residents’ charts will be
held by the QMRP/PA/ADRS/DRS especially
reviewing the past three months to monjtor for
discrepancies or conflicts between programmatic g
medical aspects of residents’ ELP., _
12/15/10 and Ongoin

Random Monthly Review Audits will bg routinely
completed by the area Program Administrator and

QMRP’s attention. 11/8/10 and Ongoin

12/1/10 apd Ongoinig

11/8/10 and Ongoinlg -

4

U

any problem areas will be brought to th; area
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The system for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error.

This STANDARD is not met as evidenced by:
Based on clinical record review, interview and
observation it was determined that the facility
failed to ensure that C1 was administered

| medications without error. Findings include;

C1 had a physician order dated 2/10/09 for
“Claritin QTC (over the counter) 10 mg. one tablet
by mouth every morning”. During the medication .
observation on 10/21/10 at 8:45 AM with E4 (RN)
revealed that E4 administered C1 her
medications in a cup. Review of the physician
order sheet in comparison tc the medications
observed being administered revealed E4 failed
to administer C1 her Claritin 10 mg as ordered by
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‘ revealed that nursing was handiing this plan and
she did not have data to include on her monthly !
reports. She stated that there was one ID note on
3/24/10 that the client was resistive to an attempt m ’
to carry out the plan. There were no further ID i
notes about the plan. : _ . . P
The medication error for the missed dosg of Claritip
An interview with the nursing supervisor E® for resident C1 was documented as a medication
revealed that the nurse_implementang the plan error. Appropriate corrective action was| taken with
told her he was not having much success. She the staff involved , 11/9/10
further revealed that there was no documentation e statl involved. ' _
in the quarterly nursing reviews about this plan. ' ) )
Nurses will report any medication error [that is
Ther;:- W;S no ewde?gie 1g13t.05'5dp|an_wads " identified and/or discovered according to the
monitored on a monthly basis and revised when e ; _
the client failed to progress over a six month Medlcguon Error Procedure,,l 026/ hd Ongoi
period of time. _ 10 al ngomﬁ
W 360 483.460(k)}2) DRUG ADMINISTRATION W 369 ;

The nurse supervisors will review the Medication
Administration Procedure with each nuxse and havg
them sign an In-Service form to indicat¢ they havel
read and understand the procedure. 12/31/18

Employee E4 will have a Medication Pass
Observation completed by a nurse supegvisor

monthly for three months. !
. 11/30/10 throlhgh?:_l-lZSllll'

[
All nurses will continue to have a quarterly
Medication Pass Observation completed by a
nursing supervisor, 10/26/10 andOngoing

-

s
ij .

1
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the physician. Review of the observation with £2 '
(DON) revealed she would count the medications
to be sure that all the medications were given.
On 10/22/10 at 10;35 AM E2 confirmed E4 faited
to administer C1's Claritin 10 mg during the
medication observation pass on 10/21/10.
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' DATES TO BE CORRECTED S

T h "‘?'State Report mcorporates by
referénce: and-also cites the fi ndmgs

_:-:speclfled m ‘the Federal- Report .

- _An' unanneu’nced -_annual.survey was

'conducted at this’ facility from October

119, 2010 through October-25; 2010. |
|| The deficiencies contained:in: th:s ,; )

report are based_ sniobservation,

: _,and review of other faculty SRS
*j_documentatlon as indicated: The

| facility census the first clay of the: - - S
| survey was sixty-nine (69). ‘The survey RIS
o %sample totaled eleven (1 1) cltents )

-'-'feside'ntiali?héal'th::fa-clrl"iis"('";'s""l';iéIi"ﬁbéf}',
.| for each shlft the names and tltles

CInthe meantlm he Fa it . pubhcaliy post a
- '?f . typed hst of personnel on d'__ fini each hvmg area. -

. 12/1/10

-lof the nursmgservlces dlrect




e 3‘Mitt Road Smte 308
_..-Wllmlngton De!aware 19806
T (302) 577—6661 ‘

A .DELAWARE EALTH
{ AND SOCIAL SERVICES

. Division. of Long Term _Care -
- Resudents Protection - o

B [ STATE SURVEY. REPORT

N_MEOF FAC]LITY Stockley_‘ r e . DATE SURVEYCOMPLETEDE"- o

- ADMINISTRATOR’S:P -AN FOR ORREC--_ION

: :STATEMENT OF-.,.DEFICIENCIES S
NG _. _| OF DEFICIENGIES WITH ANT! -_PATED

- DATES TO BE CORRECTED _

|'was determined that -,thefac;lltyﬁfalled
e “to post stafﬂng mformatlon Fmdmgs
1nclude S

;{1 The Chandler_McCabe West umts
- [inthe, MAC- had:no stafflng mformatlon
Coe --’posted at the nurses statlons for pubilc
SRR XV|ew e e »

) '_{2 The 101 Waples Way cottage had
LTI no staff:ng information posted at the
o _nurses statlo for: publlc view. . .

-1:3201.6.3.2. "fTreatments ndm.dlcatlons AN
S P rdered by a: physician shallbe - -
admlmstered using: profess:onally
|‘accepted techniques in accordance

o '- with 24 Delaware Code, Chapte" 19.-




_DELAWAREH ALTH L)
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V‘Dmsmn -of Loig Term Cca
; V-iResndents Pretectlo

|Imington, Delaware 19806‘ .
(a2 577-6661 |

= DATES T0 BE COﬁRECTED’H-; i

o ..Cross refer:o the CMS 25 7- L survey SRR

report date completed 10/25/10 W369_. s

L Chapter Il

o "'J::.=§1 121 Pati'ent’

:7 _free to-make choices regardlng
~ | activities, schedu!es ‘health care

hE “are significant to the patient.or -
L -_res:dent as. Iong as such chonces

116 Delaware Code, Chapter 11 Sub ';j .

'}'Every patlen_ an, eSIdentshalI be e

W369 BRI

Cross refer to the CMS 2567 L Survey Plan of
Correc’uon,, page 5 of6 S TR

“ | and other aspécts of his/her life that:}- 7. sl

7 | dre consistent with the patient’s or - Tt

= ['resident’s interests;. assessments
|-and plan of care and do not -

i -the individual or other- patlents or-
o _reSIdents w:thm the fac:llty

‘compromise the health or safety of :

i ":i.r.Cross—refer CMS_:_:567L survey report ST




