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F 000 | INITIAL COMMENTS F pop Disclosure Statement
Preparation and/or execution of this plan of
An unannounced annual and complaint visit was correction does not constitute admission or
conducted at this facility from February 2, 2009 agreement of the provider of the truth of
through February 9, 2009. The deficiencies facts alleged or conclusions set forth in the
contained in this report are based on statement of deficiencies. The plan of
.observations, interviews, review of residents’ correction is prepared and/or executed solely
clinical records and review of other facility because the provisions of Federal and State
documentation as indicated. The census on the law require it.
first day of the survey was one hundred sixty-two
(162). The survey sample totaled twenty-five F225 _
(25), twenty-two (22) active and three (3) closed 1. Resident #23 was discharged on 1/9/09. | glylq
records respectively. An additional six (6) Resident #6°s allegation was investigated on
sub-sampled residents were observation only. 2/4/09 and found to be imsubstantiated.
F 225 | 483.13(c)(1)(iy-{iii), (c}(2) - (4} STAFF F 225 | Interviews and statements were obtained
ss=D ! TREATMENT OF RESIDENTS from involved staff who had a recollection
of the incident.
The facility must not employ individuals who have
been found guilty of abusing, neglecting, or 2. The NHA will review all investigations 4 } 24 / 9
mistreating residents by a court of law; or have to ensure thorough investigative procedures
had a finding entered into the State nurse aide - have been followed. The DON or designee
registry concerning abuse, neglect, mistreatment will conduct a random audit of residents
of residents or misappropriation of their property; involved in investigations/incidents for the
and report any knowledge it has of actions by a next 30 days to ensure that all investigations
court of law against an employee, which would _have been resolved and proper witness
indicate unfitness for service as a nurse aide or . statements received.
other facility staff to the State nurse aide registry i
or licensing authorities. 3. All nursing staff will be inserviced Lf]aﬂ }o‘?
regarding the law surrounding allegations of
The facility must ensure that all alleged violations abuse, neglect, or misireatment and to obtain
involving mistreatment, neglect, or abuse, statements from staff at the time the incident
including injuries of unknown source and OCCLTS. '
misappropriation of resident property are reported
immediately to the administrator of the facility and 4, The ADON will report to QI O(‘@d*ﬂf)
o other officials in accordance with State law Compliance Committec all investigative
through established procedures (including to the reports and outcomes quarterly until
State survey and certification agency). ‘substantial compliance is met. The quarterly
data will include a report of completed
The facility must have evidence that all alleged ‘investigations and verification that all
violations are thoroughly investigated, and must necessary statements have been obtained.
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Any defcnency‘gtatement ending wm? a*'r/ésterlsk {*) 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 instructions,} Except for nursing hemes, the findings stated above are disclesable 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 reguisite to continued

program participation.
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prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported

.| to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, it
was determined that the facility failed to report an
allegation of mistreatment and/or abuse for two
(#23, #6) out of 25 sampled residents. The
facility failed to report an allegation of
mistreatment for Resident #23. The facility failed
to thoroughly investigate Resident #8's allegation.
Findings include:

1. Cross refer F309 example #1.

Review of the facility's documentation dated
12/30/08 revealed and confirmed that Nurse #5
failed to administer the Fleets enema accerding
to the facility's policy titled "Fleets Enema” by
administering the enema fo Resident #23 while
he was in the standing position, and was resistive
and combative. Within ten minutes after the
enema, large amount of frank red blood was
noted in the foilet and Resident #23 was sent to
the emergency room for an evaluation.

Although the facility's records determined that
Nurse #5 did not follow the facility's policy, the
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full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation it was determined that the
facility failed to ensure care was delivered in a
manner that enhanced residents' dignity. Findings
include:

1. On 2/4/09 residents were observed eating
lunch in the Lewes large dining room. Residents

- dayrooms: All nursing staff will be

3. All nursing staff will be inserviced
regarding proper meal service in the
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facility failed to report the above allegation of
mistreatment to the State agency.
Findings reviewed with administration on 2/8/08. F241 s N 3 [léioq
i ay Service
2. Resident #6 had diagnoses which included iﬁaieiﬁligtmd ude chm in the homestlye
bipolar, dementia, diabetes and congestive heart d'ming rogram
failure. Review of the resident's clinical record &P y letine the dressin
| The staff member completing g
revealed a nurse's note dated 11/15/08 that hameo on Resident # SS1 will receive 1:1
stated "Resident was tearful... Speaking of 'being b ain;‘i " o closo the privacy curtain and door
hggtdagf?e cr:rlean person' attempted to redirect with prior fo initiating the dre:ssing change to
9 ' " insure the residents dignity. .
i hecked daily to
An interview on 2/4/09 with the ADON revealed : Bemdentafj?i:;;sa?;: Eacs been addre);sed.
that the nurse who wrote the note did not write an HISULe I :
incident report or report the allegation to ' . : for meals o
management. The nurse alleged she did a body ‘ Z.ﬂlfllel_rezlndiiﬁ: tﬁa ’31;1 2a£$gfmrse o 3\13@?
check for injury but failed to document her W eetg;t  eals aro sorved to cach resident '
findings. The allegation of abuse or mistreatment nsur otoly and at the same fime fo each
was not immediately reperted to the state agency ';P(?il;?iﬁualigﬂe
%rvféexsililg;tzgmlnsstrator and was not thoroughly Random audifs by the Unit Manager will be
| _conducted to insure residents are provided
FS§4E13 483.15(a) DIGNITY . F241 ‘with privacy during dressing changes. :
- . . : i the Unit Manager to |
The facility must promote care for residents in a ﬁﬁfgﬁgb:f;va;ﬁ?é ea:ur:; aargn;i_ e
manner and in an environment that maintains or Maﬁnﬁ% ,g
enhances each resident's dignity and respect in L}L‘H]oq

inserviced regarding maintaining dignity and
privacy of residents during dressing changes
and of personal hygiene.

4, Random observation audits will be
conducted by the Unit Manager to ensure
resident dignity is maintained. Report of
observations will be reprted to QU/
Compliance Committee until substantial
compliance is achieved.
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were observed sitting at a table with residents
who were eating or being fed without having a
meal themselves.
2. On 2/4/09 at 11:15 AM Resident SS#7 was
observed sitting by the window that looked into
the Lewes small dining room. The residents in the
dining area were eating lunch while this resident
called out throughout the meal to eat and to have
breakfast. The resident was served her lunch
from a fater meal cart that arrived at 11:50 AM.
3. During observation of a dressing change for
Resident SS#1 to the buttocks area, the nurse
failed to close the door fo the room and only
partially pulled the privacy curtain o obstruct the
view from the rcommate.
4. Resident SS#2 was observed to be sleeping in
front of the Lewes unit nurse's station with head
tilted forward and a five inch strand of nasal
discharge dripping onto the resident's shirt. Ten
minutes later, the surveyor returned to find the F253
resident in the same condition. The surveyor 1. All light sheilds in the physical therapy gg\ufk 09
stopped to obtain the resident's name from room and the sussex day room were cleaned
behind the wheelchair, concurrently a C.N.A. and bug carcasses were removed.
walked by, greeted the surveyor while passing :
and rendered no assistance fo the resident. 2. All light sheilds in the entire facility have a\s\oﬂ
been cleaned and bug carcasses removed.
5. Resident #18, a female resident who relied on :
staff for grooming and hygiene was observed with '3. The maintenance staff will be inserviced Lt\ 29 \oq
unwanted facial hair from 2/2/09 through 2/6/09. to clean the light sheilds monthly and place
An additional observation on 2/6/09 at 12:15 PM thern on a preventative maintenance
revealed four additional dependent female program.
residents (SS#3, SS #4, SS #b, and SS #6) with
unwanted facial hair. 4, The Maintenance Director will perform Oﬂao‘mﬁ
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE: F 253| monthly audits to ensure compliance of
SS=B cleaning. The finidig will be reported to the
The facility must provide housekeeping and Ql/compliance Committee quarterly until
substantial compliance is met.
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maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.
This REQUIREMENT is not met as evidenced
by: -
Based on observations in the physical therapy
room and the day room of the Sussex unit, it was
determined that the facility failed to provide
housekeeping services necessary to maintain an
orderly and comfortable interior. Findings
include;
1. Ten out of twelve light shields in the physical T
therapy room contained many insect carcasses.
309
2. Four out of six light shields in the Sussex unit 1. Resident #23 was discharged on 1/2/09. e }—, } oFt
day room contained insect carcasses. " Resident # 2 fluid restiction orders were
F 309 | 483.25 QUALITY OF CARE F 309| clarified and the dietary department was
58=D notified properly ustilizing the Dietary
Each resident must receive and the facility must Communication Form on 2/7/09.
provide the necessary care and services fo attain Resident # 20 and # 9 currently have their -
or mainiain the highest practicable physical, safety devices in place per the phys1c1ans
mental, and psychosocial well-being, in order.
accordance with the comprehensive assessment l \
and plan of care. 9. The nurse for resident #23 was counciled . | { |28 109
and provided 1:1 fraining regarding the
administration of a fleets enema.
. . All
This REQUIREMENT is not met as evidenced osidents with orders for fluid restriction L}\;q \Qe%

by:

Based on observation, record review and
interview, it was determined that the facility failed
to provide the necessary care and services to
attain or maintain the highest practicable physical,
mental, and psychosocial well-being, for one
resident (#23) during an enema administration
and failed to ensure the plans of care were
properly implemented with the appropriate

will be audited to ensure proper notification’
was sent to the dietary department and their
fluid restriction is being met. Attachmeat 8
All residents with orders for safety devices
will be audited to insure all devices are
available and in use appropriately. All CNA
Resident Care Information Sheets will be
audited to ensure accuracy of orders,

[+ \'\'ad\t‘mn%‘ =D
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out of twenty-five (25) sampled residents.
Findings include:

Cross refer F225, example #1.

1. Resident #23 was originally admitted to the
facility on 11/6/08 with diagnoses including
dementia, diabetes mellitus, status post left hip
fracture repair, and was on coumnadin for atrial
fibrillation. The admission Minimum Data Set
(MDS) assessment dated 11/13/08 indicated that
the resident was moderately impaired for daily
decision making and required cues and
supervision. Additionally, the resident had
behaviors including periods of altered perception
or awareness of surroundings, restlessness, as
well as mental function varying over the course of
the day. The resident required extensive
assistance of two plus staff for transfer and did
not ambulate.

A review of the nurse's note dated 12/22/08 timed
7:10 PM by Nurse #5 documented "This writer
(Nurse #5) and CNA (certified nursing assistant)
#1 attempted to give pt. (patient, Resident #23)
Fleets enema. Pt. (Resident #23) resisting
enema. No bleeding noted, flecks of soft stool
expelled from the rectum in the foilet. Called to
rm. {room) by CNA #2 and frank red blood from
rectum, VS (vital signs) 6.9 % (pulse oximetry),
a9 (temperature), 18 (respirations per minute),
and 151/85 (blood pressure). Charge nurse
notified and verbal telephone order obtained to
send pt. (Resident #23) to ER (emergency room)
via 911."

A review of the hospital's emergency room
records dated 12/22/08 revealed the following
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interventions for three (3) residents (#2, #20, #9,) 3. All professional nurses will be if JQ@ }0‘3

“are properly placed with appropriate

inserviced on the proper procedure for
administering a fleets enema.

All professional nurses will be inserviced on
the proper procedure for notifiying the
Dietary Department of a fluid restriction
order.

All nursing staff will be inserviced regarding
placement of safety devices per physician
order as to follow the proper plan of care.

4. RN Unit Managers/designee will conduct U‘ﬁj?"'ﬁ
a random audit to insure nurses are giving
fleets enemas properly, that dietary is
properly notified of fluid restriction orders
and that the proper amounts of fluid are
being sent from dietary, and safety devices

documentation on the Resident Care
Information Sheet. The results of the above
audits will be reported to the QI/Compliance
Commiitee until substantial compliance is
met.
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l[aboratory results:
8:11 PM:. Hemoglobin (Hgh.) 12.1g/dl low
(normal range 13.2-16.9) .

Hematocrit (Hct.) 38.5 % low (normal
range of 40.5-50.6)
Subsequent Hgb. and Hct. approximately three
hours later at 11:05 PM on 12/22/08 indicated a
decrease of Hgb. to 11.8 and Hct. to 37.8. After
monitoring in the emergency room, the resident
returned to the nursing facility with the discharge
diagnosis of gastrointestinal bleeding.

A review of the Hgb. and Hect. on 12/25/08
revealed results 11.3 and 33.8 respectively.

A written statement by Nurse #5 obtained from
the facility indicated that CNA #1 placed the
resident in bed at about 6:30 PM and the
resident got up from the bed at 7 PM. Nurse #5
and CNA #1 found the resident attempting to
toilet self and stating that he had to poop. Nurse
#1 proceeded with lubricating the tip of the enema
and inserting into the anus (lower opening of the
digestive tract, through which feces pass). The
resident began to try to sit and yelling "What are
you doing to me?" Resident sat on the toilet and
Fleets was completed with the tip showing brown
feces only. No bleeding noted. At 7:10 PM, CNA
#2 and Nurse #6 reported to Nurse #5 that there
was blood in the toilet and a large amount of frank
red blood was noted in the toilet and coming from
the anus.

A written statement by CNA #1 obtained from the
facility documented that the CNA #1 assisted
Resident #23 to stand so that the enema can be
given in the bathroom. The statement further
indicated that the resident becatme combative
while she was giving him the enema and the
resident started fo bleed very heavy aiterwards.
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A review of the facility's nursing policy and
procedure on Fleets Enema indicated to assist
resident to a left Sims position (body position in
which the individual is on the left side with right
knee flexed against abdomen and left knee
slightly flexed) for the enema administration.

A review of the facility's documentation dated
12/30/08 revealed and confirmed that the above
poticy and procedure on administration of Fleets
enema was not followed when the enema was
administered to Resident #23 while he was in a
standing position.

2. Resident #2 was originally admitted to the
facility on 9/16/08 with diagnoses including atrial
fibrillation, anemia, failed kidney transplant, end
stage renal disease, and was on renal dialysis.

A record review revealed a physician's order for
fluid restriction of 1,500 cc (cubic centimeter) per
day dated 2/3/09.

A review of the faclility's policy titled "Fluid
Restriction" indicated that when fluid restriction is
ordered, Nursing sends a Dietary Communication
to the Dietary Depariment indicating the amount
of fluid.

Observations of breakfast and lunch trays on
2/5/09 lacked evidence that the resident was on a
1,500 cc per day fluid restriction. '

An interview with the staff of food service on
2/6/09 at 9 AM confirmed that the dietary
department did not receive a Dietary
Communication form regarding the above fluid
restriction for Resident #2, thus, the fluid
restriction as stated in the plan of care was not )
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implementad.

3. Resident #20 was admitted to the facility on
12/09/08 with muscle weakness and
deconditioning. A review of the physician's orders
for February 2009 revealed Resident #20 was to
have an alarm monitor on at all times, hipsters on
at all times and landing strips on both sides of the
bed. He was care planned accordingly. A fall risk
assessment dated 12/09/08 placed Resident #20
at a high risk for falls with a score of 10 (high risk
= 10 or higher). A further record review revealed
the certified nursing assistant (CNA) ‘
communication information did not indicate any of
the above safety approaches outlined on the
sheet, aithough CNA Flow Sheets were
documented that the service was being provided.

Multipie observations were made on February 5,
6, and 9, 2009 and revealed Resident #20 did not
have an alarm on, was not wearing hipsters and
did not have landing strips {2) in his room. These
findings were confirmed on 02/09/08 with both
Nurse #2 and the Unit Manager of Sussex.

4. Resident #9 had current physician's orders and
care plan for hipsters (padded undergarment) and
low bed with mats to reduce injury in the event of

a fall.

Resident #9 was found on 1/28/09 at 7:30 AM
laying on the floor mat. Although the facility's
investigation concluded that all ordered devices
were in place, review of staff statements
conflicted with this conclusion. Statements
revealed that the resident was not wearing the
hipsters when found on the floor. Staff also
indicated the bed, although not in a high position,
was not in the lowest position. The resident also
had a bed alarm to alert staff that the resident

F 309
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by:

Based on observation, record review, and
interviews it was determined that the facility failed
to carry out activities of daily living for those
residents who were not able o maintain good
grooming and perscnal hygiene. The facility
failed to remove unwanted facial hair on several
female residents who relied on staff for care.
Findings include:

Cross refer F241, example 5.

Resident #18, a female resident who relied on
staff for greoming and hygiene was observed with
unwanied facial hair on her chin and sides of the
mouth from 2/2/09 through 2/6/09. An additional
observation on 2/8/09 at 12:15 PM revealed four
additional dependent female residents ($5#3, SS
#4, SS #5, and SS #6) with unwanted facial hair
on their chin and sides of their mouth. Interviews
with these residents and review of their records
revealed that they relied on staff of the facility to

providing proper grooming related to
unwanted facial hair on female residents.

4. Random audits will be condncted
monthly by RN Unit Managers/designee to
insure female residents do not have
unwanted facial hir. These audits will be
conducted until significant compliance is
achieved. These outcomes will be reported
to the QI/ Compliance Committee for further
recommendation. AHachmead B
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F 309 | Continued From page 9 F 309

was up that was not in place. These staff

statements were corroborated by interview with

the family member who found the resident on the

floor. The resident sustained no injury from the

alleged fall. The facility failed to ensure that all

components of the plan of care were

implemented when Resident #0 fell. %
FF 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 3120 'p319 ‘ )
> | A resident who is unable to carry out activities of .. Resident # 18, SS#3, SS#4, SS#S,and 313lo9

daily living receives the necess;y Os ?vq IeI [?S ° 13516 have been groomed appropriately and

Y Iving - ary services to {chin hair has been removed.
maintain good nutrition, grooming, and personal .
and oral hygiene. 2. All female residents will be observed for |4 IQQ}DQ
unwanted facial hair and groomed
appropriately.
This REQUIREMENT is not met as evidenced 3, All nursing staff will be inserviced on ‘-f}afi‘f A

D‘f\gﬁzmﬁ
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Based on observation, record review and
interview, it was determined that the facility failed
to implement interventions for the prevention of
pressure sores for two (2) residents (#12,

#3) and failed to provide appropriate wound care
services to prevent infection for one resident

(SS#1) out of twenty-five (25) sampled residents. |

Findings include:

1. Resident #12 was admitted to the facility on
01/13/03 with multiple diagnosis, a history of
pressure ulcers and on Hospice since 01/07/08.
A pressure risk assessment dated 12/02/08
placed Resident #12 at high risk with a score of
15 {14-29 + high risk). Hospice services began
on 01/07/08. A review of the physician's order
sheets dated February 2009, revealed an order {o
float heels while in bed and chair. Resident#12
was care planned accordingly. Certified Nursing
Assistant (CNA) Flow Sheets indicated by
documentation that the service was being
provided. Multiple observations were made on
February 2, 3 and 4, 2009 and revealed heels

regarding heel elevation as it pertains to
wound prevention.

All professional nurses will be inserviced
regarding proper procedures for dressing
changes and hand washing.

4, The RN/Unit Manager will conduct
random audits of all residents with orders
for heel elevation, dressing changes, and
monitor the nurses handwashing technique
monthly and report findings to the Q¥
Compliance Comumittee quarterly for
recommendations and until substantial
compliance is met.
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remove the unwanted facial hair.
F 314 | 483.25(c) PRESSURE SORES F 314
$5=D
Based on the comprehensive assessment of a F314
resident, the facility must ensure that a resident 1. Resident #12 is deceased.
who enters the facility without pressure sores Resident # 3’s pressure area is healed.
does not develop pressure sores unless the i
individual's clinical condition demonstrates that 2. All residents with a physicians order for L!J&Gl 9
they were unavoidable; and a resident having heel elevation will be audited by the RN
pressure sores receives necessary treatment and Unit Managets . l ’ 5
services to promote healing, prevent infection and The nurse peforming the dressing change 4124 (0
prevent new sores from developing. will receive 1:1 education regarding proper
procedures for dressing changes and proper
handwashing technique. A#achened E
This REQUIREMENT ig not met as evidenced '
by: 3. All nursing staff will be inserviced i LW 04

E)Oﬁo}i‘fﬁ
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were not being floated. This finding was
confirmed with the Henlopen Unit Manager on
02/04/09.

2.. Resident #3 was admitted fo the facility on
09/02/06 with multiple diagnosis and had a history
of pressure ulcers. A pressure risk assessment
dated 07/14/08 placed Resident #3 at a moderate
risk with a score of 12 (8-13 = moderate risk). A
review of the physician's order sheet dated
February 2009, revealed an order to float heels
when in bed. Resident #3 was care planned
accordingly. CNA Flow Sheets indicated by
documentation that the service was being .
provided. Multiple observations were made on
February 2, 3 and 4, 2009 and revealed heels
were not being floated. This was finding was
confirmed with the Henlopen Unit Manager on
02/04/09.

3. On 2/6/09 at 10:47 AM a ftreatment to a
pressure sore to Resident #5S1's sacral area
was observed. Nurse #3 was not seen washing
her hands before approaching the resident. The
nurse donned gloves and then used her gloved
hands to crank the head of the bed down. The
nurse used this same pair of gloves with no
additional handwashing and removed the
resident's old dressing. Nurse #3 then changed
gloves and pulled the light cord with her newly
gloved hands before proceeding with the dressing
change. The nurse risked contamination of the
wound when touching the crank and the light cord
without washing hands afterward.

483.25(d) URINARY INCONTINENCE

Based on the resident's comprehensive
assessment, the facility must ensure that a

F 314

F 315
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resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incentinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
interview, it was determined that the facility failed
{o provide the appropriate care and services to
prevent infection for one resident (#12) out of
twenty-five (25) sampled residents. Findings
include;

Resident #12 was historical for pressure ulcers
and had a Foley catheter in place to promote
wound healing. According to the clinical record,
Resident #12 was placed on contact isolation for
Methicillin-resistant Staphylococcus Aureus
(MRSA - a bacterium difficult to treat) of the urine.
Multiple observations were made of Resident #12
from Feburary 2, 3 and 4, 2009 with the Foley
drainage bag and tubing laying on the floor at the
bedside. On 02/03/09 at 2:15 PM, while the
catheter was still in place and attached to the
resident, the bag and tubing were observed in the
trash can by the bedside.

A review of facility nursing policy for catheter care
to prevent infection of the resident's urinary fract
reflected that catheter tubing and bag should be
kept off the floor.

An interview with the Unit Manager on the

1. Resident #12 is deceased.

2. All residents with a physicians order for
a foley catheter will be audited to insure
proper placement of the bag and tubing.

Altadhmentt &

3. All nursing staff will be inserviced on the
proper placement of a foley catheter and
tubing,

4. . The RN/Unit Manager will conduct an
audit of all residents with foley cathters
monthly and report findings to the QI
Compliance Committee quarterly for
recommendations.
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Henlopen Wing on 02/04/09 at 1:40 PM
confirmed these findings. 323
!—;gf_g 483.25(h) ACCIDENTS AND SUPERVISION F 323 1. The oxygen tanks in the facility A \ﬂ’t\oq
The facility must ensure that the resident have been secured appropriately. ] i
environment remains as free of accident hazards . q4laalon
as is possible; and each resident receives Zi)The néﬂs?lidgd ?h:ei}xlgi%lfn '
adequate supervision and assistance devices {o observed Wil be In: ank
prevent accidents. properly securing oxygen tanks.
3. All nurses and therapy staff will x-}\aq{oq
be inserviced on proper :
transportation of oxygen tanks.
This REQUIREMENT is not met as evidenced 4, The Rehabilitation Director and
by: RN Unit Managers will conduct
Based on observation it was determined that the random audits to insure proper
facility failed to maintain an environment free from transportation of oxygen tanks.
accidents. Two staff members were observed Findings will be reported to the
transporting oxygen tanks unsecured. Findings Safety Committee monthly.
Include:
1. On 2!6/09 at 10 AM, staff nurse was observed
carrying an unsecured oxygen fank to a resident.
2. On 2/9/09 at 10:05 AM, staff of the
rehabilitation department was observed in the
hallway with a resident who was using the oxygen
via nasal cannula while ambulating with a walker.
The staff member placed the oxygen tank over
his shoulder and followed the resident who was
ambulating.
F 329 | 483.25(1) UNNECESSARY DRUGS F 329
$5=D

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy}; or for excessive duration; or
without adequate monitoring; or without adequate

indications for ifs use; or in the presence of

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

Event [D: BSEB11

Facility ID: DED085

If coﬁtinuation sheet Page 14 of 19




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

PRINTED: 02/23/2009
FORM APPROVED
OMB NO. 0938-0391

This REQUIREMENT is not met as evidenced
by:
Based on record review it was determined that

the facility failed to monitor two (2) residents (#15,

#3} out of twenty-five (25) sampled residents for
the side effects of a antipsychotic medication.
Findings include;

1. Resident #15 was admitted to the facility on
01/30/08 with BiPolar disorder and presenile
dementia. A review of Resident #15's physician's

order sheet from admission, revealed an order for

Zyprexa, an antipsychotic drug. In addition, an
order for an AIMS test every 6 months (Jan/July)
was reviewed. Record review revealed the AIMS
{(Abnormal Involuntary Movement Scale) was not
performed until 02/14/08 and then again on
11/11/08. Prior to administering the drug Zyprexa,
an AIMS {neurological screening assessment)
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adverse consequences which indicate the dose 1. Resident #15°s ATMES test was
shougq b? rEdu??g or dlscontlnl:ed; or any completed on 11/11/08 and is due
combinations of the reasons above. to be completed again on 5/11/09.
. Resident #3°s AIMES test was
Based on a comprehensive assessment of a completed on 1/1/09 and is due to
resident, the facility must ensure that residents be completed again on 7/1/09.
who have not used antipsychofic drugs are not l
given these drugs unless antipsychotic drug 2. All residents on psychotropic Y Iaq 09
therapy is necessary to treat a specific condition H;e dications will be reviewed to
as diagnosed and documented in the clinical insure the ATMES fest is current
record; and residents who use antipsychotic and timel
drugs receive gradual dose reductions, and v l f o
behavioral interventions, unless clinically 3. All professional murses will be Jlaal
contraindicated, in an effort to discontinue these iﬁservig ed on the policy reguarding
drugs. timeliness of AIMES testing.
4. The RN Unit Managet/designee O“ff’""ﬁ

residents on psychotropics for
AIMES test completion. The

substantial compliance is met.

Alachmest B

will conduct monthly audits of all

RN/Unit Managers will report the
findings to the QI/ Committee until
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was not performed in order to develop a baseline
to monitor for clinically significant adverse
consequences of the medication regimen or to
monitor for an unanticipated decline in order for
the drug regimen to be modified when
appropriate.
2. Resident #3 was admitted to the facility on
09/02/06 with paranoia psychosis. A review of
Resident #3's physician order sheet revealed an
‘| order for Zyprexa with an order for an AIMS Test
every 6 months (Jun/Dec). Record review
reflected the AIMS test for June was not
performed until 08/13/08.
A review of facility policy and procedures for the
AIMS testing, stated when a resident is initially F371 _ 3\ {ﬂl 04
placed on an anti-psychotic drug, the nurse wili * 1. The Sussex and Lewes Unit
administer the AIMS test, again 30 days later and dayroom refrigerators, flatware
then every 6 months. Further, facility policy on holders, and the microwaves have
Atypical Anti-Psychotic Medication states side been cleaned.
effects of the medication will be monitored. !
2. The cleaning of the 1{ I;Lq 09
The facility failed to initiate and implement refrigerators, flatware holders, and
‘| interventions to adequately monitor Residents microwaves will be puton a
#15 and #3 for any adverse side effects of the cleaning schedule for housekeeping
use of an antipsychotic medication. to perform the service in all
F 371 | 483.35(i) SANITARY CONDITIONS F 371 dayroom areas.
SS=F . :
The facility must - 3. The housekeeping staff will be lf\cl‘%\"‘%
(1) Procure food from sources approved or Inserviced to the scheduled routine
considered satisfactory by Federal, State or local cleaning of the above stated areas.
authorities; and )
(2) Store, prepare, distribute and serve food 4. The Director of Housckeeping TRy
under sanitary conditions will conduct weekly audits of the j
dayroom refrigerators, flatware
holders, and microwaves to insure
cleanliness. The findings will be
reported to the QI/Compliance
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unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services -
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals} to meet
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This REQUIREMENT is not met as evidenced
by: A
Based on observations in the individual unit day /
-| dining rooms, it was determined that the facility
failed to store, distribute, and serve food under
sanitary conditions. Findings include:
1. The Sussex unit day / dining room
Frigidaire-brand refrigerator freezer was observed
to have a dirty bottom surface where spills had
dried / frozen. This room alse had a flatware
holder, containing flatware, that was dirty with
crumbs and debris. The GE-brand microwave
oven in this area had food debris and spatters on
the interior surfaces. A follow-up cbservation of
this room two days after the initial observation
revealed the same findings.
2. The Lewes unit day / dining room
Hotpoint-brand refrigerator freezer was observed
to have a dirty bottom surface where spills had F425 61'3'0%
dried / frozen. The GE-brand microwave oven in 1. All medication carts were
this area had food debris and spatters on the locked upon findings by surveyor,
interior surfaces. t \
F 425 483.60(a),(b) PHARMACY SERVICES F 425 2. Nurses involved were counciled &G 109
88=D on proper procedures for locking
The facility must provide routine and emergency the medication cart. 1:1 inservicing
drugs and biologicals fo its residents, or obtain provided immediately.
them under an agreement described in ;
§483.75(h) of this part. The facility may permit 3. Professional Nursing staff will 4 i&@ 09

be inserviced regarding locking the
medication cart.

4. Arandom audit of medication
carts will be completed by the RN
Unit Manager and reported to the
QI/Compliance Committee for
further recommendation. F¥fackesty 3

gy
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the needs of each resident.
The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.
This REQUIREMENT is not met as evidenced
by:
Based on ohservation, it was determined that the
facility failed to ensure the safe storage of
medications. Findings include:
On 02/03/09 at 6:50 AM and 02/05/09 at 11:45
AM, 2 medication carts were left unlocked and Fd444 3 / lo
unattended on the Sussex Wing. On 02/03/09 at 1. Nurses involved will receive 1:1 le
7:00 AM, one medication cart was left unlocked training on the proper handwashing
and unattended on the Henlopen Wing. procedure. )
F 444 | 483.65(b)(3) PREVENTING SPREAD OF F 444 ) ] L“;faqfﬂq
ss=p | INFECTION 2. The RN Unit Manager will :
conduct random audits to insure
The facility must require staff to wash their hands that proper handwashing is
after each direct resident contact for which Cﬂmplﬁaegr during ﬂll]e medication
handwashing is indicated by accepted pass and dressing changes.
professional practice. Atlachmant ,_" ] A
3. Professional nursing staff will be i
_ : inserviced on appropriate
This REQUIREMENT is not met as evidenced handwashing techniques during
by: : medication pass and dressing
Based on observation it was determined that the changes.
facility failed to ensure staff washed their hands
between resident to resident contact for three (3) 4.. The data will be fracked and
occasions. Findings include: trended by the ADON and reported
: to the QI/Compliance Committee
1. On 2/6/09 a wound dressing change by Nurse quarterly until substantial
# 3 was observed. After the freatment the nurse compliance is met.
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F 444 { Continued From page 18 F 444

did not wash her hands. The nurse proceeded fo
take another resident back to her room to do a
finger stick to test blood sugar. After doing the
finger stick the nurse drew up and administered
insulin to this resident. The nurse then washed
her hands. The nurse failed to wash her hands
between resident contacts.

2. During a medication pass on 02/03/08 at 7:45
AM, Nurse #4 was observed hand washing,
following the pass. After performing hand
hygiene, Nurse #4 turned off the faucet with her
bare hands. During the same medication pass,
Nurse #4 donned gloves to provide direct resident
contact care. Following resident care, Nurse #4
removed gloves in hallway, tossed soiled gloves
in the medication cart receptacle and did not
perform hand hygiene.

A review of facility policy and procedures for Hand
Hygiene indicated hand washing should always
be performed before and after resident contact
and that the faucet should be turned off with a
clean paper towel.

The facility failed to ensure that staff used
appropriate hand washing techniques to prevent
the spread of infection from one resident to
another.
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301 OCEAN VIEW BLVD
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NAME OF PROVIDER OR SUFPPLIER.

HARBOR HEALTHCARE & REHAB CTR

m
PREFIX -
TAG SUMMARY STATEMENT OF DEFICIENCIES

F 166 483.10(H)(2) GRIEVANCES
A resident has the right to prompt efforts by the facility to resolve grievances the resident may | have,
including those with respect to the behavior of other residents.

This REQUIREMENT is not met as evidenced by:
Rased on interview and facility policy, it was determined that the facility failed investigate a grievance for
one resident (#16) out of twenty-five (25) sampled residents. Findings include:

On 02/02/09, during the initial tour of the facility, Resident #16 stated he had a pair of slacks missing after
sending them to the laundry approximately two-three months ago. He stated he reported the missing clothing
to Nurse #1 who stated on 02/09/09 that she recalled the conversation with Resident #16 approximately four
{4) weeks prior and subsequently reported it to the Assistant Laundry Supervisor. The Assistant Laundry

| Supervisor stated he recalled the conversation with both Nurse #1 and Resident #16. Facility policy and
procedures for Resident Concerns/Grievances states all concerns will be documented by the department
head/murse on a specific form. Further, the department head/nurse had ten (10) days to complete a review and
follow-up as necessary. There was no record for this particular concern on file. '

Upon inquiry to the Housekeeping/Laundry supervisor by this surveyer on 02/03/09, a search was launched
and the slacks were located within two hours and refurned to Resident #16.

The facility failed to investigate a grievance for Resident #16 in a timely manner.

F334 483.25(n) INFLUENZA AND PNEUMOCCOCCAL IMMUNIZATION
The facility must develop policies and procedures that ensure that --
(i) Before offering the influenza immunization, each resident, or the resident's legal representative receives
education regarding the benefits and potential side effects of the immunization;
(ii} Each resident is offered an influenza immunization October 1 through March 31 annually, unless the
immunization is medically contraindicated or the resident has already been immunized daring this time
period;
(iii) The resident or the resident's legal representative has the opportunity to refuse immunization; and
(iv) The resident's medical record includes documentation that indicates, at a minimum, the following:
(A) That the resident or resident's legal representative was provided education regarding the benefits and
potential side effects of influenza immunization; and
(B) That the resident either received the influenza immunization or did not receive the influenza
“immunization due to medical contraindications or refusal.

The facility must develop policies and procedures that ensure that —
(i) Before offering the pneumococcal irumunization, each resident, or the resident's legal representative

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 instructions.) Fxcept 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 comrection are disclosable 14 days following the date these documenis are made available to the facility. If deficiencies are cited, an approved plan of

The above isolated deficiencies pose no actual harm to the residents
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F 334 Continued From Page 1

receives education regarding the benefits and potential side effects of the immunization;
(ii) Each resident is offered a pneumococcal immunization, unless the Immunization is medically
coniraindicated or the resident has already been immunized;
(iii) The resident or the resident's legal representative has the opportunity to refuse immunization; and
(iv) The resident's medical record includes documentation that indicated, at a minimum, the following:

(A) That the resident or resident's legal representative was provided education regarding the benefits and
potential side éffects of pneumococcal immunization; and

(B) That the resident either received the pneumococcal immunization or did not receive the pneumococcal
immunization due to medical contraindication or refusal.
(v) As an alternative, based on an assessment and practitioner recommendation, a second pneumococcal
immunization may be given after 5 years following the first pneumococcal immunization, unless medically
contraindicated or the resident or the resident's legal representative refuses the second immunization.

This REQUIREMENT is not met as evidenced by:
Based on record review, it was determined that the facility failed to ensure that the pneumococcal
immunization was provided for one resident (#13) out of twenty-five sampled residents. Findings include:

Resident #13, alert and oriented, was admitted to the facility on 08/09/08. Two months later on 10/02/08, she
was offered both the influenza and pneumococcal immunizations. Initially, Resident #13 refused the
pneumococcal. However, later, on the same date, she agreed to receiving the vaccine because she "does not
know if she had before." Subsequent to 10/02/08, Resident #13 never received the pneumococcal vaccine.
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