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F 000! INITIAL COMMENTS F 000 1
: : ; : !
! . L f : i
: AN unannounced annual and complaint visit was ; i
: conducted af this facility from May 20, 2009 : ‘
- through May 27, 2008. The deficiencies
: contained in this report are based-on ;
observations, interviews, review of reside_'ms' _
clinical records and review of other documents as . :
indicated. The census on the firstday of the . ] F157 : : _
survey was ninety-nine (88). The survey sample ! * 1. " Resident #R18 is no longer resides in, :
totaled 21 residents (R1 through R21), which 1-y-eq
included 17 active and four (4) closed records. Lh:r ‘l’s:éifﬂiﬂi‘:smbﬁ“ febasscsslcd fgr :
s . as been place
An additional 12 sub-sampled residents (SSR22 on a toileting plan. She is curcently |
continent with toileting. Resident #R12’

through SSR33) were included for observations

and interviews. has been reviewed by the ICP team |

and a change in the resident continejce

i the center. Residemt #R12 remains in -
i
i
i
|

!_§483. 12(a).

F 157 483.10(b)(11) NOTIFICATION OF CHANGES F 157 s o e ap o e plom AT
$8=D | - o o o . _ care. The current MDS of Resident |
R | A facility. must immediately inform the resident; R#12 refiects the resident’s current !
7 ! consult with the resident's physician; and if - . fﬁ?ﬁ“ﬁ‘iﬁ;ﬁiﬁﬁfﬂ;rﬁj{,dcﬁ‘i .
;. knowr;;, notify the res'ident s fegal repr esenta'tl\r_t? : their physi¢ians notified nf.ﬁu_:ech:nge:
ror an interested family member when thereisan - 2. In-servicing by the Nurse Practice
accident involving the resident which results in - Educator shall be held onor before
Linjury and has the potential for requiring physician | . July 7, 2009 on “Physician .
l intervention; a significant change in the resident's [ ?t;’;'ﬁc.am“ for the licensed nursing
| physical, mental, or psychosocial status (ie.,a | ; 3. Audits shall be completed at the rate of
,l deterioration in heaith, mental, or psychosocial i 10 per week over the next 90 days 10
status in either life threatening conditions or | qeg“';‘“i‘?“' compliance withi physicien
! clinical complications); a need to alter treatment ‘ f:spoﬁ;ﬁiﬁﬁf;ﬁ‘g‘&iﬂiﬁ;ﬁzihﬁ '
. significantly (i.e., a need to discontinue an- o : 4.~ The DON shall report to the QA
o existing form of treatment due to adverse - ’ committée and Administrator ary |
" " consequences, or to commence a new form of : variances in the data collected. The|
_ . treatment); or a decision to transfer or discharge . g,ﬁiﬁ‘;:;fﬁfzztih:i]d“ﬁ;ﬁ d‘:‘d :
! the resident from-the facility as specified in : 7 ; recommendalions as lfcucssau, i :
: ) . i

. obtain and maintain compliance.

The facility must also promptiy notify the resident |
and, if known, the resident's legal representative ,
or interested family member when there isa ,
change in room or roommate assignment as :
specified in §483.15(e)(2); or a change in N , _
TITLE - - {X6) DATE

GRATORY DIRECTOR?(?VIDERISU LIER REPRESENTATIVE'S SIGNATURE
: Hard wa‘—-—k ' ' HNHA -4 =29

ez s . - M e —\.. . - n _ . g P -
o miency siatement mTITQ'WHh an asl{ns *) denoles a defipiency which the instilution may be excused irom correcling providing il is-delermined thal
¥ .guards provide sufficien! proteclion lo the palients. (See insiructions.) Excepl for pursing homes. fhe findings slaled above are disclosable 90 days
wing the dale of survey whether or nol a plan of correclion is provided. For nursing homes, the above findings and plans of correclion are disciosable t4
s{ilowing the dale these documents are made available lo lhe facility. If deficiencies are ciled, an approved plan-of correclion is requisite {o continued

pamipariicipation.
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~ F 157 Continued From page . F 1571
. . 1 !

, resident rights under Federal of State law or !
 requiations as specified in paragraph- (b){1) of
i-this section. '

, S
i The facility must record and periodically update
i the address and phone number of the resident’s
! legal representative or interested family member.
| | o i
| : '
-§ This REQUIREMENT s not met as evidenced
i by :
, Based on closed record review and interview, it
. was determined that the facility failed to notify the
- physician and/or family member regarding @ ‘
! significant change in condition for 2 residents
" (R12 and R18) out of 21 sampied. R12's
i continence status declined from bsing continent
' 1o being totally incontinent in a 3 month time
| period. R18 experienced an elevated
 temperature ranging from 100.1 1o 101.7 for &
- days, requiring the administration of Tylenoi to
lower the temperature. Findings include:

1. Cross refer to F315
" | The quarterly Minimum Data Set (MDS)

' assessment dated 9/10/08 and annual MDS

| assessment dated 12/8/08 indicated R12's

| cognitive skills for daily dectsion making were

- "independent-decisions consistent/reasonable”
- and that she had no short or long term memory ' o Co N

! problem. Although R12 had an unsteady gait and - e _ |
I shortness of breath, she was able to transfer o _ o
. independently toffrom the bed and wheelchair and' B ' - o

i on/off the toilel. R12 was continent/complete i ¥

| control of bladder (Coded 0). :

E The MDS assessment dated 3/10/09 indicated : : i

| R12's biadder.control had declined to "frequently ! _ P : . Co

. incontinent - of bladder, tended to be incontinent. ) _ . : §
: : i

. Evenl1D:9ZDG1T” Facitity ID: DEDR9S
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CF 157_3 Continued From page 2 : o F 1'5711'-_
. daily, but some control present (code 3)." : : _ ;

- R12's ADL record for. 04/09, indicated some

-} bladder incontinence episodes on the 11-7 AM

shift (12 times out of 31 days). In 2/09 her ADL

record showed an increase of bladder

! incontinence, with 26 episodes on the 11-7 AM b
shift and 6 on the 3-11 PM shift. In 3/08, 4/09 and . : : ' i

| 5/09 her ADL record sheets showed that she : : , i

became totally incontinent of bladder daily on ali

1 three (3) shifts.

!

b - . .
!', ' H
| .

1

R12's continence status declined from being.
continent to totally incontinent in @ 3 month time

period :

In an interview with E24 (Nurse Practitioner) on -
5/21/09 at approximately 1:00 PM, she stated that.
' she was not informed of R12's increasing decline |-
"in incontinence. . .

.+ 2. Cross refer fo F328 -
'+ R18 was admitted to the facility from the hospital
} on 1/28/09. According to the facility's "Nursing
. Admission Assessment" dated 1/26/09, R18 was
“admitied with a temperaiure of 7.4, had a PEG
i iube and was alert. :
‘ ?R18 deveioped a temperature of 101.7 degrees |
| F (Fahrenheit) on 1/28/09 requiring administration !
' i of Tylenol to lower the fever. There was no a
' i evidence that the facility notified the physician, - |
\ per facility poiicy, of R18's elevated temperature f P : R R T
| on 1/28/09. R18 continued to have an elevated P : L ’
" temperature, ranging from 100.1 to 101.0 ' '
| degrees F, on 2/4/09 through 2/8/09, a total'of &
!'days, again requiring Tylenol fo fower the
" temperature, During this 5 day period, there was . © - .
; no indication in the nurse's notes that the

Fvent 15:9ZDG 11 - Facifily ID: DE009S If continuation sheet Page 3.of 33
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F 157 | Continued From page 3 _ | F 157,
“ physician and/or the family member were notified E j
of the elevatad temperature. !
" A nurse's note dated 2/8/09 and timed 3:.00 PM __ o
 stated, "...(family member) was in al 1-1:30 PM, : . F226
 stated that (R18) appears to be having some ‘
| change of mental status and wish (sic) for (R18) _ : _ o _
' to be sent to the ER...felt that (R18's) condition . S CErmp?OY!C.g #?{’S file gQV\;CDntains the
g e ; S ‘ ) . . iminal background information. - | .
| was deteriorating...order was obtained ; : : Empfoyce filos have been mditodtol 22 C 1
{E27-Medical Director/Attending Physician) to i i - . ?_?terminc that all information is in‘the -
: : iles. ) o

| send resident {0 ER.”
2. There will be in-servicing by the

Social Service Director on or before!

July 7, 2009 for managers on “Abuse

Resident was admitted in the hospital for ; _ ‘
treatment and evaluation. Review of the hospital i _ i ‘ Prohibition™.

teoord revealed R18 required hospitalization for @ I 3. Audits shall be completed onnew hii.rc
g files over the next 90 days to '

UTlffungemia (presence of fungi in the blood) and : determi i This shall b

: SENC Mt : ne compliance. This shall be’

treatment with antibiofics. ; : the responsibility of the HR manager.

| o . ‘ 4. The HR manager shall report tothe

. This finding was discussed with E2 (DON)on | -‘ - Administeatorand QA commitcee ary
: ] variances in the data collected. The '

-5/26/09 and on 5/27/09. . !
QA committee shall assess and

F 226 . 483.13(c) STAFF TREATMENT OF RESIDENTS F 226: _ evaluate the data and provide
. ; : recommendations to obtain and

|

SS—'D tain co liance
N . main plran
1

| The facility must develop and implement writien
policies and procedures that nrohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

i This REQUIREMENT is not met as evidenced
" by:
“ Based on review of employee records and the
/ facility's abuse prohibition policy, it was :
. determined that the facility failed to complete a . S ' : , :
~ thorough criminal background investigationina- - ' ' _ o o
“timely manner. Findings include: : '
k Review of the facility documentation dn 5/22/09 of : ' !
. | twenty {20) sampled personnel by the State
- Investigative Administrator revealed that the

t
SoAM éMS-2567(02—99) Previcus _Ver_sions Qbsoleie .
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REFIX
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SUMMARY STATEMENT OF DEFICIENCIES
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1

F 226

Continrued From page 4

£ criminai background investigation of E9 ;

{therapist) for Long Term Care had not been

- completed. The Abuse Prohibition policy staled
that the Center will screen potential employees
,for a history of abuse, neglect or mistreating
i residents.

F 241
5 SS=EI

{full recognition of his or her individuality.

483.15{(z) DIGNITY. . :

The facility must promote care for residents ina |-
‘manner and in an environment that maintains or

enhances each resident's dignity and respect in

This REQUIREMENT is noi met as evidenced

by

Based on observations, it was determined that
the facility failed to ensure thal 1 resident (R12)

- out of 21 sampled and 4 {SSR24, SSR25, SSR26
_ and SSR27) out 12 sub sampted residents were
. treated in a dignified manner during meai {imes.

 yesident (R4)

Additionally, the facility failed to ensure that 1
out of 21 sampled along with

" additional multiple residents were treated by staff .

with dignity and respect when entering residents’
rooms. Staff were observed entering resident

* rooms without knocking and without waiting for |
-Tesidents o give permission to enter their rooms. |

Findings include:

* 4. 0n 5/20/09, SSR24, SSR28 and SSR33 were ‘

seaied around a table in the 3rd floor

' lounge/dining area. Al 12:05 PM, SSR28and
| S8R33 were served their lunch meals and began -

| to eat. SSR24 was nol served his meal untii 12:36°

PM, 31 minutes later. 20 (CNA) confirmed the

gelay of $SR24's meal explaining that trays come -
" up on the cari based upon the hallway in which a

" resident resides. -

F 241

) reside at the center. Other residents H

i : ‘identified have been assessed during meals
-a_nd are receiving their meals at the samé
time. Residents eating in the lounges have
been assessed Lo determine compiiance.©
Di;tary department has reorganized the meal

~ delivery casts to provide proper serving of
meals by table, :
2. In-servicing shall be completed by the: -
NPE and FSD of nursing staff on or before
July_',’, 2009 on resident dignity with meal
service. .
3. Audits shall be completed at the rate of3
per week over the next 90 days to defermine
compliance. This shall be the responsibility
of the DON/designee. )
4. The DON shall rcpor( 1o the
Administrator and QA committee any |
variances in the data collecied. The QA.

2) MULTIPLE CONSTRUCTION (%3) DATE SBURVEY -
: COMPLETED
A BUILDING .
B. WING c
05/2712009
STREET ADDRESS, CITY, STATE. ZIP CODE
B10 SOUTH BROOM STREET
" WILMINGTON, DE 15805
D . _ PROVIDER'S PLAN OF CORRECTION %5y -
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
" TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
DEFICIENGY)
F 2261 .
i
_ i
!
F241 |
i
. Resident’s # SSR27 and SSR28 no lohger

-9

committee shall assess and evaluate the'data .

and provide recommendations as necesgary
to obtain and maintain compliange. i - -

]

i
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F 241 Continued From page 5 Fod1

. The facility failed to ensure that SSR24 was
trealed in a dignified manner during the lunch
“meal. On 5/27/09, E2 (Director of Nursing)
| confirmed that residents who are seated at a

' table should receive their meals together. _ _
| | |
J2 On 5/20/08, lunch observations were donein _ |
" the 4th floor lounge. There were 2 tabies, one ‘:

with 4 residents (table #1) and one with 2 _

residents {table #2). ' : N : -

Al table #1, SSR31 was served her lunch tray at
12:15 PM. SSR26 received her lunch at 12:22 PM
| {7 minutes later) and SSR27 received his lunch al .
j 12:23 PM (8 minutes later).-SSR25 received his  : £ : _
Hiunch tray at 12:31.PM, 16 minutes after the first + é ' .
| tray arrived. ‘ : E S

Al table #2, SSR32 was served her funch tray al '
| 12:23 PM. R12 received her tray 8 minutes later ' i
| at12:31 PM, : o

" Each resident began to eat when they received
their trays, so the other resident(s) al the table
walched others eating while they awaiied their

- meals. :

' 3. During the iour on 5/20/09, E14 (certified ; , o ' ' I
. nurses aide-CNA) was observed from §:15- 825 P - T
! AM going into several resident rooms delivering - : :

I preakfast trays without knocking on the door or | . : . 7
| announcing herself. o P " ' [

i

i

| ) i

i : .
3

-4, 0On 521108 a resideni inierview was conducled :
with R4 in the resident's room with the door
. closed. Al approximately 9:45 AM, E16 (nurse)

Eveni ID:9ZDG11 Facility 1D: DEGOSS . il conlinuation shee! Page 6 of 33

v CM5-2567(02-99) Previous Versions Obsolele




JEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/22/2009
FORM APPROVED
OMB NO. 0938-0391

"SENTERS FOR MEDICARE & MEDICAID SERVICES
" 'ATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
ID PLAN OF CORRECTION IDENTIFICATION NUMBER: ' COMPLETED
: A BUILDING
B Wme - c
. 085013 ' 05/27/2009
e OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
JILLSIDE GENTER - 810-S0UTH BROUM STREET
' WILMINGTON, DE 19809
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (*5)
~ PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
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F 241 Continued From page & F o241
" entered R4's room withoul knocking andior
askmg for R4’s permission to enter. After E16 left i
"the resident's room, R4 confirmed that she also '
: had not heard the nurse knock before entering.
F 246 | 483.1 5( )(1) ACCOMMODATION OF NEEDS ] F246;
$8=D ' ! } F246
v } ’ .
A resident hﬁs thelraght tﬁ reside ar;? receive ! |, Resident’s #R4and SSR30 remains in
: services in the facility with reasonabte ? the center. - Both residents have fleir
"accommodations of ingividual needs and : cail bell within reach white in their ™) -7 -2 G
. preferences, except when the health or safety of : fcooms and are able to use the call bell. -
! the individual or other residents would be : prrent residents shall have teir call
hells with in reach while in their !
; endangered. . rooms. !
. : 2. In-servicing shall be completed by the:
l NPE on or before July 7, 2009 for.
¥ nursing staff on placement of resident
| . ‘ _ call bells.
. This REQUIREMENT is not met as evidenced 3. Rounds shall be completed at the rate
: by: of 5 per week over the next90 days to
| : Based on observations during the initiai tour, it demfml'_g‘«_lffompllﬂnce: this shalt be the
E was determined that the facility failed to ensure 4 fgsg%’gN‘S‘;’;{;gﬁzfg}“ﬂi‘fs'gneﬂ
" that two (R4 and SSR30) residents had Administrator and QA committee
reasonable accomodation of their needs. The monthly any variances i the data
facility failed to ensure that R4's and S5R30's call : : ;;’i@s‘?mdaThe]Qi cimgaiﬁee shalf
: : s and evalvate the data and |
bells were within their reach. Findings include: provide recormendations to oblain
. . and maintain compliance.
1. R4 was observed on 5!20!09 at 8:10 AM lying :
“in‘bed. The cord to R4's call bell was observed
tied to 2 raised side rail above her right shoulder,
B " with the end of the call bell lying on the floor. ‘ 7
| When R4 was asked If she could reach hercall ; j
~ bell, R4 was unable to lift her arms to reach the P : :
i call bell, : } ! :
E |
k 2 SSR°O was observed on 5/20/09 al 8:38 AM in - '|
' bed with bilateral bed bolsters in place. The call
' bell was observed lying on the floor inaccessible ;
to the resident. H
F 253 483 15(h){(2) HOUSEKEEPINGIMAINTENANCE -F 253
$8=D,
The facility must provide hcusekeeplnq and

A CMS-2567(02-99) Previous Versions Obsolele
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! - i gogeal 1
F 253 : Continued From page 7 | F 253] £253- .
! maintenance services necessary to mamtam a . : _
: 1. A replacement door for room 405 has

sanltary orderly, and comfortable interior. Lo . .
been ordered, and has an estimated -7 _aﬁ
, _ _ time of delivery of three to four weeks. - )
; ! : At which time the door will be-
instalted. Facility rounds have heen

Ti’ns REQUIREMENT is not met as evidenced -
by . ) : completed to determine thatall other
) i doors are in good condition. ‘
“Based on observahons and staff interview, it was - 2. Rounds shall be completed at the rate
! determined the facility failed to provide K of one every other week over the next
" | maintenance services necessary to maintain an - ' 90 days to determine compliance; this
; y L mp 1
“ orderly interior. Findings include: ' : . shall be the responsibility of the
. : - - S B : - ‘maintaince director. ~
Observations on 5/20/08 at 10:00 AM of resident . - 3. ';’;eggfg‘;;?;gg‘;ilgggfa" reportlo
. o P i A committee
room #405 revealed that the entry door was ; o . any variances in the data collected. |

i The QA committee shall assess and
evaluate the data and provide. :
recommendations as necessary to

warped. This observation was repeated on
5/24/09 at 1:43 PM. An interview with E10
(Maintenance Director) on 5/26/09 at 9:25 AM
confirmed that the door would be replaced. ;
78, 483.20(g) - (j) RESIDENT ASSESSMENT [ - F278:
55=D ! !
' The assessment must accuraiely reflect the ' :
resident's status.

obtain and maintain compliance.

| A registered nurse must conduct or coordinate o
"+ each assessment with the appropriate 5 ' ;
participation of health professionals. ' o

A registered nurse must sign and certify that the ‘
‘assessment’is completed. o ¥

Each individual who completes a portion of the
' assessment must sign and certify the accuracy of
thai partion of the assessment. :

Under Medicare and Medicaid, an individual who
- willfully and knowingly certifies a material and
| false statement in a resident assessment.is
subject to a civil money penalty of not more than
* $1,000 for each assessment; or-an individual who~ T ' .
- willfulty and knowingly causes another individuat : : ‘,
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A facility must use the results of the assessment

" to develop, review and revise the resident's

l comprehensive plan of care.

' i The facility must develop a comprehensive care
plan for each resident that includes measurabie
ob;ecnves and timetables to meet a resident's
medlcal nursing; and mental and psychosocial
" needs that are identified in the comprehenswe
assessment
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
o - A BUILDING
B. WING ' ©
_ _ 085013 ‘ 05/27/2008
. .oE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
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. WILMINGTON, DE 19803
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TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) COTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 278 ' Continued Frompage 8 -t F278!
to certify a material and false statement in a ‘ j F278
" resident assessment is subject to a civil money :
- penalty of not more than $5:000 for each : L. Resident #15 has a current MDS that :
p nge . $ i reflects the resident’s curreat | R a?
asse Nt ; assistance with transfers. The quarterl;y
_ _ _ ; | MDS dated 10/8/08 did not havea | -
Clinical disagreement does not constitute a : significant corrected done due to
material and false statement. ! ! another assessment having been !
. ; | completed. Current residents shal} |
] i have their MDS’s reviewed at their
. : . - oo | next care plan mcetmg to determmc an
| This REQUIREMENT is not met as evidenced | | accarate MDS.
; by: : I - 2. In-servicing shall be completed by the
| : ! ‘Regional Staﬂ“ Develapment
. Based on record review, it was determined that Coordinator on or before July 7, 2009
_ " the Minimum Data Set (MDS) assessment for ; for staff completing any section ofthe
one resident (R15) out of 21 sampled, failed {o . MDS on MDS accuracy.
" accurately reflect the resident's status. Findings 3. Audits shall be completed the rate of
: inciUde‘ g - 1 per week to determine compliance |
: over the next 90 days. This shall be the
: responsibility of the ADON/designes.
, ' Review of R15's quarterly MDS assessment, 4. The ADON shall report to'the DON,
| dated 10/8/08, revealed the assessment A nistatr, avd QA commiltce
; y any variances i the data  :
mcqrrectiy If:oded R15as needlmg limited . collected. The QA commitice shall .
- assistance” for transfers. R15's care plan, : assess and evaluate the data and
' revised on 10/6/08, indicated that R15 required a - ; " provide recommendations as necessary
 "Mech (Mechanical) lift/2 (person) assist forall i to obtain and maintain compliance. |
transfers.” Therefore, the 10/8/08 guarterly MDS | .
assessment should have coded R15 as needing | |
"extensive assistance” for transfers. : S i
F 2?9{
;
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. The care _pian must dgscrlbe the $8I’VIC€S that afe _“ - 1. Resident # R2 has appropriate care ' “}-7- 09
to be furnlshed {0 a_ttaln or maintain the resident's : ) ] ) plans in place to address the rc51dc11ts
.. highest practicable physical, menial, and | = ADL status. Resident #R12 has a care
; : plan in place to address her continent,

‘psychosocial well-being as required under -
§483.25; and any services that would otherwise
be required under §483.25 but are not provided - |
due to the resident's exercise of rights under inence condi i
§483.10, including the right to refuse treatment | admissions i belng completed fo. 1

: . . etermine compliance with care
under §483.10(b)(4). P ) F + planning.

: 2. -In-gervicing shail be completed by the
: _ : i Nurse Practice Educator on or before
: Juty 7, 2009 for the licensed nursing

This REQUIREMENT is not met as evidenced- . _ :
. \ . staff on care planning.

status. Both residents have been H
reviewed by the ICP team, An audit of
current restdents with change in
continence condition and new

: Protocol Summary {RAPS) portion of the

. admission Minimum Data Set (MDS) assessment
was completed. Review of the RAPS revealed the
' nutritional status was checked and indicated. that
- a care plan was {o be developed.

“by: - - ‘ ‘ 3. Audits shall be completed a the rate of
. Based on record review and inlerview, it was 2 times per week for the next %0 days
‘ determined that the facility failed to develop care f to determine compliance. This shall ge
 plans to meet residents' medical and nursing _ ' ggﬁf(f;;?ffi‘w of the i
needs basad on their comprehensive : SR 4. The DON shall report to the
assessments for 2 (R2 and R12) outof 21~ i . : Administrator and QA comitittee any
- sampled residents. Findings include: ' ‘ ‘variances in the data collected. The
é . QA commitiee shall assess and
. . - . . ; : . evaluate the data and provide
ja. R.? was admitted to t_he facility with diagnoses ’ : : - recommendations o obtain and
including diabetes, obesity and coronary artery i ! ' maintain compliance,
disease. On 4/30/09, the Resident Assessment | e
P i
;
i

: The facility failed to develop a care plan for R2's - ‘
! nutritional status. On 5/21/09, findings were .|
% confirmed with E2 (Director of Nursing).
i
|

1h. Additionally, based upen the 4/30/08 RAPS
- portion of the admission MDS assessment, a care!
o pian for R2's functional ADL (Activities of Daily 3
- Living) was developed. However, the functional |
ADL care plan iacked any interventions other than
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F 279 Continued From page 10
7 Ephysical therapy (PT). ‘é

_ | The facility failed to develop interventions other
"than PT for the functional ADL care plan for RZ. J
. On 5/21/08, findings were confirmed with £2. :

- 2. Cross-referto F315
" Review of R12's clinical record revealed that the

i facility lacked a system/procedure to ensure that

ioileting plan.

[ R12 was assessed as fully continent of bladder
' from 10/08 through 12/08. R12's annual MDS

assessments were completed to evaluaie the
pattern of this resident's incontinent episodes and |
failed to evaluate the resident's ability to tolerate a

b assessment dated 12/8/08 indicated that this

resident was continent of bladder (coded 0).

Three months later, her quarterly MDS
assessment dated 3/10/09, indicated her bladder
. control declined to frequently incontinent {coded
3). The facility failed to identify this decline in
. bladder continence, failed to evaluate and care

plan accordingly.
|

1
i R12's ADL record for 01/09, indicated that she |
_ l started to experience some bladder incontinent

' episodes on the 11-7 AM shift (12 times out of 31 :

" idays). In 2/09 her ADL. record showed an

i
i

? increased in episodes of biadder incontinence ‘
! with 26 times on the 11-7 AM shift and 6 times on |

“the 3-11 PM shift. The 3/08, 4/09 and 5/09 ADL

'records showed that R12 became totally

1

" incontinent of bladder daily on all three shifts. -

‘ Review of R12's clinical record revealed that
: despite this continued decline in bladder

i

' continence, the facility failed o evaluate the

F 279, .
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F 279 Continued From page 11 F279i . F281
: - . : . ] ! . : ;
pattern of this resident's incontinent episodes and ; : 1. Resident #R19 no longer resides at the E '
' the resident's ability to tolerate a tofleting plan in a; i ' center. Current residents MAR's have 7—1”’1 ~e9q
" timely manner. Consequently, the facility failed be_':}';twd“eﬁ‘ to determing compliance '
: : : : _ ~ with transcription. P
N T[O developed a care p_lan to ad_dress and/or 2. " In-servicing shall be held by the NPE for |
‘[ !mplemepted appropriate continent management - licensed staff on or before July 7,2009 ¢
{ interventions. on transcription of medication orders. ‘(
: ! 3. . MAR audits for transcription of orders
o . : shafl be completed at the rate of 5 per
This finding was confirmed by E2 (DON), E4 P : week over the next 90 days to determine |

compliance. This shall be the
E 281 ; responsibility of the DON/designee.
_ H 4. The DON shall report to te

- | (Staff development) and E22 (LPN) on 5/21/09. P
CF 281 483.20(k)(3)() COMPREHENSIVE CARE PLANS |

55=D

. ‘ . Administrat i
The services provided or arranged by the facility : : monthl; aﬁ; i::’:?ﬂgt?s :;?Er;g;::

must meet professional standards of quality. - oollected. The QA commitiee shatl
assess and evaluate the data and provide.. .-

: recommendations to cbtain and maintain -
i compliance.

' This REQUIREMENT is not met as gvidenced
F by .
. Based on record review, review of medication
" standards, and interview, it was determined that
the facility failed to meet professional standards
- of quality for 1 resident (R19) out of 21 sampled.
| The facility failed o ensure the correct ' : -
! transcription of a physician order for Roxanol _ _ By
(Morphine) onto the medication administration ; : : - i
record, they failed to ensure the discontinuance of} : ' _ !
i medication orders for Xanax and Seroquel 1 !
! (antipsychotic) when new orders were writien,
| and they faited to ensure clarification with-the .
' physician when an incompiete order was written
for Xanax (for anxiety). The incomplete Xanax
- | order was subsequently transcribed onto the _ _
" MAR. Additionally, there were physician orders ' _ - o L
- that lacked a date and time. Findings include: : ;

i .
" According to the www.guideline.gov “medication _

|-management guideline”, risk reduction strategies . | ‘ =
 for physician orders included, *... 2. Orders are’ - ; _ _
- dated and timed as written. 3. Orders include full .

name of medication, dose, route of
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F 281 Continued From page 12

o ; 308 MAR.

; order...

_administration, time(s) of administration, related

dlagnoseslandlcatlons for use, and duration... 8.
“Nurse... will note all illegible, incomplete or
' otherwise questionable orders and immediaiely
g . seek clarification from the prescriber before
: transcribing or dispensing the medication
orders “ Risk reduction strategies for the
transcrlptlon of medication orders included, "
[ 1a. Second nurse/authorized transcriber rewews

| the order transcription by verzfymg that the E
f

i informat!on in the MAR/TAR is the same as the

" 1a. Review of R19's physician orders (po}, dated
© 3/20/09, included Roxanol (Morphine) every 8
hours zround the clock (ATC) and fo continue
" with the previously written prn (s needed) order.
' The ATC order was transcribed correctly onto the

' 3/09 medication administration record (MAR),

_ however, it was not carrisd over to the 4/08 MAR.

“instead, the ATC Roxanol was documenied in the

preprmted prn Roxanol order with times
! handwritten in to administer the medication every

| 8 hours. The facility failed to follow the !
professional standard to transcribe orders exactly

as writien.

1b On 3/22/09, R19 had a po for Xanax every 6
. hours prn for anxiety. On 3/23/09, a po was
Written to change the Xanax to every 8 hours prn
anxnety The facility failed {o discontinue the

i : 3/22/09 order for Xanax every 6 hours on the
. MAR when the order was changed to every 8
“hours on 3/23/09, so both orders were on the

1 ic. R19 had an undated and untimed telephone
* po written for Seroguel at 8 AM and 5 PM daily

~ (dated 4/3/09 on the MAR}. On 4/4/09, & po was

F 281.
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“written to increase the Seroquel to 3 times per
" day. The facility failed to discontinue the 4/3/09
- Seroguel order when the dose was changed on
© 4)4/09, so both orders were on the 4/08 MAR.

1 1d. On 4/4/09, a po was written for "Xanax 0.25 § ‘
mg prn." Although the order lacked freguency or o 1‘
" how often the medication could be given, nursing ¢ :
transcribed the order as written, onto the 4/09 K ' '

. MAR. The facility failed to clarify the order and : _ _ i
check the frequency with the prescribing ' : ) IR
physician. o

Findings were confirmed with £2 (Director of : ' 1
Nursing) during the informational mesting on : : _ :
' - 5/27/08. :

.7 09 483.25 QUALITY OF CARE

F 309j - : !

| Each resident must receive and the facility must

~ provide the necessary care and services o attain
- or maintain the highest practicable physicai, ' P
" mental, and psychosocial well-being, in - : ' o
:'accordance with the comprehensive assessment
+ and plan of care. '

| This REQUIREMENT is not met as evidenced
by:
Based on observation, record review and S o S o . i
interview it was determined that the facility failed ' ' T C
to ensure that three residents (R4, R15 and R17)
coutof 21 sampled, received care and services as
" per their plan of care. The facility failed to follow
* the plan of care for a two {2) person assist during
" transfers for R15 and R17, resulting in falls with ' . '
" injury. The facility failed to offload R4's heels per : o
' physician's orders. Findings include: '

i
F
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1. R15 was admitted to the facility on 2/13/08 and - !
. had diagnoses which included ostecporosis, a F309
;'history of falls, strokes, and a right leg tibia
i fraCtur e. ’ - I. Resident #R4 remains in the center and '1 "l - 0?
! ' continues to have heels floated when n bed. )

I
' R15's care plan, dated 3/13/08 and entitled,
 "Potential for falls RIT (related to) fali risk score of i
11" {10 or greater=High Risk) included the
intervention, "Assist of 2 staff for all transfers."
i
- Review of R15's nurse's noles, dated 10/4/08 and
: timed 12 PM stated, "Resident was using the
* bathroom... helping her off the totlet her knees
| gave Way lowered... to the fioor...” A second
' nurse's note, dated 10/4/08 and timed 6:20 PM
stated " .. complained that her L {left) leg was in
. pain... N!D was aware & ordered her to go to the

! ER for foliow-up."

N
i The left tibia-fibula x-ray report, dated 10/4/08,
" stated that it was uncertain as to whether the

‘ traurna was new or old.

- During an interview with £2 (DON} and E23

i . (CNA) on 5/27/08, the facility's incident Report,
dated 10/4/08, was reviewed. E2 confirmed that

; ! R15 had been transferred alone by E23 when a

l two person iransfer should have been done. E23
stated that she did not know the care ptan listed
"R15 as a two person ass;st

' 2. R17 was admitted to the facility on 8/5/04 and

- had diagnoses which included stroke with right
sided wealkness, aphasia (impairment of speech),
hypertension, coronary artery disease and was’

" not ambulatory. R17's quarterly Minimum Data

' Sel (MDS) assessment, dated 4/10/09, identified

that the residen! required extensive assistance

Resident’s #R15 and R17 remain in the
center and R#15 has been assessed as
needing a total lift and R17 has been
assessed as nccdmg a gait belt transfer. AllI
three residents have been reviewed by the | |
ICP team and their plans of care have been:
up dated to reflect their current status. |
Current residents have had new Lift t
assessment completed to ensure the proper;
1ift is used. New residents have a lift :
assessment completed upon admission,
Current and new residents at risk for skin |
breakdown on their heels shall have
appropriate pressure reduction.
2. Nuysing staff shall be in-serviced by the'
H NPE on or before July 7, 2009 on floating of
g heels, and center no lift program. Licensed
|- nurses shall be in-serviced by the NPFE on !
: completion of lift assessments on or before
July 7, 2009,
3. Rounds shall be completed at the rate of 5
per week over the next 90 days to deten‘nilhc
compliance with floating of heels and propcr
lift usage. This shall be the responsibility of
the DON/designee.
4. The DON shall repott to the admuustrator
and QA committee any vartances in the data
collected. The QA commiitee shall assess’
and evaluate the data and provide :
; recommendations as necessary to obtain and
! maintain cempliance.

l
1

i
!
|
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F 309, Continued From page 15
" from facility staff for transfers during the seven (7)
" day iook back period. A care plan, revised on
| 2/12/09 and eniitled, "Resident has potential for
: falls..." included the intervention, "Make sure 2
! assist for transfers to pravent injury."
I
' A nurse's note; dated 4/4/09 and timed 9:00 PM,
' E stated that R17 had a fall while transferring from
i her wheelchair to bed and did not have any visible :
'injuries at this ime. A nurse's note, dated 4/5/09 |
' and timed 7 AM to 3 PM shift, stated that R17
~complained of back pain and that her left hand
- appeared swollen. The physician was notified and
. X-rays of the left hand and lumbar and thoracic
i ! spine were ordered. The X-rays were obtained on
! 4/5/09 and revealed that there were no fractures.

. . Review of the facility's "Patient Fall Investigation
. Form, " dated 4/8/09, revealed that E25 {CNA}
had transferred R17 from the whegichair to bed
" by herself, at which time R17 lost her balance and
1 fell on her buttocks. The facility failed to follow
i R17's plan of care for a two (2) person assist
' durmg transfer resuliing in the resident's fall i

_ Durmg an mter\new with E2 {DON) on 5/26/09 at
- 1:45 PM, E2 confirmed that E25 transferred the
. resident by herself and failed to follow the

J resident's plan of care.

l 3. R4 was admitted to the facility on 3/7/07 and

. had diagnoses that included rheumatoid arthritis,

1 - - . .

osteoarthritis, degenerative joint disease and
. congestive heart failure.

E R4's annual MDS assessment, dated 2/23/09 |

'identified that the resident required extensive :
" assistance of two (2) persons for bed mobility and
that she did not ambulate. The 2/23/09 Resident
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F 309 Continued From page 16 :
Assessmenf Protocol Summary (RAPS) triggered .
R4 as being at risk for the development of ;
| ! pressure ulcers. Review of R4's 5/08 monthly
physncnan order sheet reveaied an order, "Ofﬂoad
heels at all imes.” i

j- Observations on 5/20/09, 5/21/09 and 5/26/09
revealed that R4's heels were not offioaded while

! in bed and were in direct contact with the

: mattress. The facility failed to offioad R4's heels

’ at all times as per physician's orders.

i Findings were reviewed with £2 (DON) on
} 5/26/09 at 1:45 PM. E2 later informed the
i surveyor that additional piliows had been obtamed'
! to aide in the offloading of R4's heels.

_F 315, 483.25(d) URINARY INCONTINENGCE

_-G

3

Based on the resident's comprehensive
assessment, the facility must ensure that a
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
© I'who is incontinent of bladder receives appropriate .
} freatment and services to prevent urinary tract
.1 infections and to restore as much normal bladder

;- function as possible:

| This REQUIREMENT s not met as evidenced
: by: p
" Based on record review, interview and review of |
. facility -policy and procedures, it was determined |
¢ that the facility failed to énsure that one (1) ‘
! resident (R12) oul of 21 sampled, who was

' incontinent of biadder received appropriate

' treatment and services io restore or improve
normai bladder function tothe extent possible.
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| The facility failed to re-assess R12's continence : '
" status when she had a decling, failed to have a . o
procedure and a system in place to ensure that Resident #R12 remains in the center and has = 4. o9
| been reassessed for urinary iicontinence, the
appropriate interventions were developed, " ICP team has reviewed the resident’s plan of
implemented and monitored. As a result, R12's care and changes have been made to reflect
" continence status declined from continent to the resident’s current continence and i
. totally incontinent in a 3 month time period. totleting prograim. The resident hasan
i Findi - elude: ] individualized toileting program in place. ﬁ
i Indings mciude: ' : Audits of residents with urinary 5
| : incontinence |
| The facility’s policy entitled "Coniinence i l has been completed to determine no other |
' Management" was reviewed. ; {es:dcnts have been affected. ‘
: : 3 n-servicing shall be compieted by the NPE
| i : for the nursing staff on or before July 7,
' R12 had diagnoses that included chronic ; i 2009 on Urinary incontinence assessment,:
{ obstructive pulmonary disease (COPD), ' ; and development of individualized to]letlng :
: hypertensio ngastive failure (C 9 i programs.
! gyp teps n’.CO g dS.tI dheag Tﬁ (CHF), : ‘\ Audits shall be completed biweekly for the
' depression, bipolar disorder, Stage |1l (moderaie) next 90 days to determine any residents with
. chronic kidney disease, and overactive bladder. a change in incontinent status. Residents
| R12's prescribed medications inciuded 2 mg of shall be monitored for changes in condition.
- : , requiring assessment. This shall be the
: Detrol (for_o_vera_qtlve bladder) LA ([ong_actlng) responsibility of the DON/designee. i
- capsuie, Lisinopril 2.5 mg. and Lasix (diuretic) 40 . The DON shall report to the QA committee
mg tabtet daily for hypertension/CHF. monthly any variances in the data coflected,
i . \ The QA committf_:c shall assess and evaluate
| according to R12's quarterly Minimum Data Set | ﬁ},ﬁ;{ﬁ‘;ﬁ‘;‘?ﬂiﬁ;’;ﬂf ;g;o'ﬁmldat'm to |
| (MDS) assessment dated 9/10/2008 and annual : ' : pranes: i
| MDS assessment dated 12/8/2008, R12's | !
' cognitive skilis for daily decision making were j i
i "independent-decisions consistent/reasonable” !
- and she had no short or long term memory
* problem. R12 had unsteady gait, shortness of
. breath and used the wheelchair as her primary ,
" mode of focomotion. She was abie to transfer ;
independently to/from bed and wheelchair and
- onfoff the toliet. R12 was confinent/complete i
“control of bladder (Coded 0). |
: : !
! ’ I
| A quarlerly MDS assessment dated 3/10/2009 |
!indicated R12's bladder control had declined from | ’ f
. continent daily (code 0} to “frequently incontinent -
' (code 3) - of bladder, tended to be incontinent g
1 ' : : .
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daily, but some control present.” In addition, R12
was assessed {o have a short term memory
probliem. ‘ S _ : .

- Review of R12's CNA (Certified Nurse's Aide)
- "Activity of Daily Living Flow Record (ADL}" for
{ 10/08, 11/08 and 12/08 indicated that R12 was
i fully continent of bladder daily. Her ADL record
i for 01/09, indicated that she started to
- experience some biadder incontinent episodes on
 the 11-7 AM shift (12 out of 31 days). The 2/09
' ADL record showed increased episodes of
' bladder incontinence, with 26 episodes on the i :
' 41-7 AM shift and 6 on the 3-11 PM shift. The o
3/09, 4/09 and 5/09 ADL record showed that R12 ~ !
was totally incontinent of bladder da||y on all three ' :

. {3) shifts. ' _

P
|

The facility initiated a care plan on 7/21/08, last
- revised on 3/11/089, for "Verbal
aggression...yelling at staff/residents” whlch
lincluded the intervention, "Assess and manage ! : ;
’ unmet needs such as pain...toileting..." An i _ i
interview with £15 (CNA) on 5/27/09 revea]ed that:
R12 refused to be- toileted, and yelied at staft.

Rewew of the clinical record revealed that the
faciiity lacked a system/procedure to ensure that - :
_assessments to evaluate R12's incontinent : : :

| episodes and ability to tolerate a toileting plan

{ were implemented in a timely manner. [N
i ! addition, the facility failed to develop a care plan |

. to address R12's incontinence and failed to

"implement appropriate continent management

proiocols and interventions.

Thzs finding was confirmed by EZ (DON), E4
(Staff development) and £22 (LPN) on 5/21/09 at
apprcmmately 10:15 AM. _ i
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Additionally, in an inferview with £24 (Nurse
Practitioner) on 5/21/09 at approximately 1:00

' PM, E24 stated that she had not been informed of .

‘R12's increasing incontinence. E24 stated the

" resident went on hospice care on 1/21/09 for her

i
' diagnosis of congestive heart failure/oxygen ;

treatment and had came off hospice on 4/14/09.

She also stated that R12 had, "complaints of pain
" and had drug and attention seeking behavior.”
_Clinically the medications are not making her

incontinent. R12 was taking Detrol LA for her

" overactive bladder and that she can be
' maintained with a toileting schedule. The

administration of the l.asix can be timed to

minimize impact of incontinence” and "the need tof
diurese". Additionally, according to the result of a |
Renal consult by a nephrologist, dated 12/29/08, |
her “Chronic Kidney disease stage |1I" was stable. |

! Subsequently, on 5/26/09, as per E8 (LPN), the
' facility started to re-assess R12's continence

status to evaluate her pattern of incontinent
episodes and to attempt to restore her bladder

- function. E8 stated that she needed and can be

coached and encouraged.
483,25(k) SPECIAL NEEDS

The facility must ensure that residents receive
proper treatment and care for the foliowing
special services: ' |
Injections;

Parenteral and enteral fiuids;

Colostomy, ureterostomy, or ileastomy care
Tracheostomy care;

Tracheal suctioning;

Respiratory care; -

Foot care; and
. Prostheses.

F315
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'i“hls REQUIREMENT is riot met as evidenced ' ‘ , . _
J L 1. Resident #18 no longer resides atthe
: ! center. Current residents receiving tube R o'

feedings have been assessed by the dietician
and are receiving adequate fluids per |
physician’s orders. Residents receiving
enteral feedings are assessed by mrsing stziﬁ
to ensure adequate hydration with
administration of feedings. The physmlan i
shall be natified with any change in the |
resident’s status. f
2. In-servicing for licensed nursing statf’
shall be completed by the Nurse Practice
Educator on or before July 7, 2009 on
-Enteral Protecol and Hydration.

Based on closed record review and interview, i
was determined that the facility failed to ensure
“that one (1) resident (R18) out of 21 sampled,
! received proper treatment and care for enteral
fluids. - The facility failed to have a system in

" place to ensure that R18 received a sufficient

" amount of fluids based on her individual needs 1o
prevent dehydration. R18 experienced symptoms
i of an elevated temperature that ranged from
’100 1 to 101.7 for 6 days and. was given Tylenol

3. Weekly audit by the dietician shall be

to lower the temperature. At the request of a ey
, family member, R18 was admitted to the hospital | | o gayt;’ ctermine compliance over the
! for treatment and evaluation due to a change in : 4. The dictician shall report to the

!
I
r
|

. mental status. R18 was found to have an ! administrator and QA committec monthly|

elevated BUN (nitrogenous end product.of ;
metabolism)) of 208 (normal range is 8-22

~ any variances in the data collected. The QA
committee shall assess and evaluate the data
and provide recommendaions as necessary

mg/DL) and an elevated creatinine {measures to obtain and maintain compliance.

kidney function) of 3.4 {norma! range is 0.5-1.0 _ _

ma/DL). R18 was diagnosed with Pre-renal ' ' : o

azotemia (most common form of acute renal _ ,
‘ failure) requiring intravenous fluid after which her
BUN and creatinine returned to normal. In
addition, she was also diagnosed with UT!
(urinary tract infection)/fungemia (fungus in the
blood) and was treated with antibiotics. Findings e
include; . '

- R18 was admitted to the faciiity from the hospital
“on 1/26/09 with diagnoses of hemorrhagic
" cerebral-vascuiar accident, hypertension and Gl
{gastrointestinal) bleed. According fo the
"Nursing Assessment/Admission” dated 1/26/08, : : '
R18 was admitted at 4:30 PM. She was alerl, ' - ‘ '
"had paralysis of the lefl arm/left leg and had a '
PEG (percutaneous endoscopic gastrostomy)

Event’|D:92DG11 ¢ Fagility ID: DEGO95 1§ continuaiion sheel Page 21 of 33

© 3IM CMS-2567(02-99) Previous Versions Obsolete




CIONIN L LY, UWHLLi LU

* DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
*STATEMENT OF DEFICIENCIES (A1) PROVIDER/SUPPLIERI/CLIA {(%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING
B. WING C
p 085013 ' : 05/27/2009

= -
Nr. -OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

810 SOUTH BROOM STREET

" HILLSIDE CENTER
. . ] WILMINGTON, DE 19805
gy SUMMARY STATEMENT OF DEFICIENCIES b . PROVIDER'S PLAN OF CORRECTION T e
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ~ CROSS-REFERENCED TO THE APPROPRIATE ~ ~  DATE
; _ : - | DEFICIENGY)
F 328' Continued From page 21 F 328

tube. R18's cognition was severely impaired, she
i ' was incontinent of bladder and was totally

. dependent on staff for activities of daily living
- (ADL).

. The facility initiated a care plan dated 1/27/09 for
[ "Resident exhibits or is at risk for dehydration as
i evidence by medications {diuretics), tube
i feeding". The interventions inciuded *Monitor for
! signs/symptoms of dehydration (increased temp,
. decrease output, mental status change)...H20
- fiushes as ordered, Dietitian to evaluate :
! estimated fluid needs, tube feeding as ordered”. :
\ Another care plan was initiated on 3/27/09 on i
| "Resident is at risk for UT| due to urinary '
' i incontinence.” The interventions included "Tube
L | feeding as ordered with H20 {water) flushes" and
.| "Observe for s/s of UTI such as ...or increase in
.1 temperature.” ' ;

Review of R18's clinical record revealed the

- following: '

. A"Physician Order Sheet and Interim Plan of
* Care" dated 1/26/09 and timed 7:00 PM had 5

- medications that included the '

. aniihypertensive/diuretic HCTZ :
(hydrochlorothiazide) 12.5 mg. and antiacid reflux . :
Nexium 40 mg. Alsc included was an order for 1
"TF {tube feeding)- Promote with fiber 240.mls. 5
! x/day". There was no documented evidence that . i
! this was started or given. This "Physician Order P ‘

. Sheet and Interim Plan of Care dated 1/26/09, T
" was signed by E27 (Medical Director/attending ‘
“ physician) 'on 1/27/09. A second physician’s
order was received on 1/26/09 (at.an unknown
; time) which stated ¢ "Change Promote with fiber '
Lo Jevity 1.5 with fiber. Infuse at 70 cc/hr. 100-mls
HZO0 (water) flushes every 4 hrs. This change: in
I TF orders failed to note over how long-a'time
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. period it was to run in 24 hours and it was noted
i " on 1/27/09 (no time documented). The "Enteral

! Protocol" sheet was signed by E27 (Medical

| Director/attending physician} on 1/27/09. A ,
! nurse's note dated 1/26/09 and timed 11:00 PM |
? stated, "Jevity 1.5 at 70 co/fir with 100 mis flushes |
i every 4 hours initiated, however this io be clariﬂed
{ including MD in attendance". This order was

1 transcribed on the 1/09 MAR as “Jevity 1.5, 70
' mis/hr x 24 hrs? {Subject to clarification on .
. 1/27/09). " Also franscribed was "Flush tube W|th

10{} ml water every 4 hours."

- Another "Enteral Protocol” sheet was initiated and . ;
“signed by E27 on 1/27/08. The physician's order )
 stated, “"Jevity 1.5 with fiber via pump" at a rate of: :
f 70 mithour". The order included "Flush tube with
. 160 ml of water every 4 hours", "Flush tube with
30 ml of water before and after each medication
pass" "Zlush tube with 5-10 ml of water between
each medication”. This was also written on the
printed Physician Order Sheet (POS). . The 11-7
- AM shift nurse had initialed on 1/27/08 that the |
' chart was checked to see that the order was :
' properly transcribed. However, the dated hours of | ‘
dellvery per day and the total nutrient to be
admlmstered was again missing. Included in the
POS under the "Enteral Protocol” order was
| "Record Amount Consumed 25-50-75-100% in
: P ML
|
| On the 1/09 MAR, the tube feeding nutrient order o : |
| ! on 1/27/08 remained as it was previously written : ' ' :
~ and without the hours of delivery. No documented ‘
 clarification was obtained. in addition the water
L ' flushes remained as 100 ml water g 4 hours” on . ‘
the 1/09 MAR instead of "150 ml of water every 4 ;
hours" as ordered. : :
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" The 1/26/08 MAR, failed lo indicate the time the
tube feeding, including the prescribed flushes,
' were initiated and/or administered. The 1/27/09
. and 1/28/09 MAR indicated that the Jevity 1.5~ | :
' | was infused on the 7-3 PM shift, but there was no | i
' specific time indicated that the nutrient should be
' delivered. Additionally, nursing staff continued to
f sign off for the 100 cc water flushes every 4 hours!
| on 1/27/09 and 1/28/09 (1200cc) instead of 150
{ cc {1800 cc) as ordered. The enteral protocol ;
" order "Flush tube with 30 mi of water before and
' after each medication pass" and "Flush tube with -
. i 5-10 mi of water between each medication” failed
i to be transcribed onto this MAR and therefore, . ; : ' ;
 there was no evidence they were even given. In : !
' addition, on 1/28/09, there was no documentation | 5 ;
i that the chart had been checked by the 11-7 AM *
!'shift nursing staff member to see that the order
' was properly franscribed.
| T
. E28's (Registered Dietitian) Nutritional
- | Assessment dated 1/27/08 estimated R18's fluid
| needs as 1732 cc./day. E28 recommended to the
' attending physician io change the TF to 55 ccihr x
20 hrs. (836 cc free water daily) with flushes of
150 cc every 4 hours to meet her daily free water
"' reguirement with an “effective date: 1/28/08
© 12:32". This change was entered onto the
: "Enteral Protocol” sheet, dated 1/28/09 as "Jevity |
I 1.5 cal via PEG pump at 55 mis per hour. Hours
| per day 20, Down time 10 AM-2 PM...Flush 150 : o
; ml of water every 4 hours. Total volume of flush ; :
! 900 mlf24 hrs {exciuding medication flushes). ;
. Total volume of nutrient + flush = 2000 ml/24 hrs. :
. Flush tube with 50 ml of water before and after | :
| each medication pass"” and “Flush tube with 5 ml :
. of water between each medication.” This
' “Enteral Protocol" sheet was signed by a nursing
* siaff member on 1/29/09 at 3:00 AM, however,

'
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. there was no physician's signature obtained. ; : . j

| Subsequently, the new tube feeding orders were i
transcrlbed onto the 01/08 and 02/09 MAR. On
the 01/08 MAR, the new enteral feeding of Jevily
! 1.5 cal at 55 ccfhr x 20 hrs, total of 1100cc
t nutrient/24 hrs was initiated on 1/29/08 at 2:00
| PM with a downtime at 10:00 AM. The MAR
" dated 1/30/09 failed to indicate the time the tube
feeding nutrient was started and when it was held
: for the downtime. The MAR on 1/29/09 and _
i 1/30/09 failed to indicate that the 150 cc every 4 :
' hours water fiushes were done consistently (6 : -
! fiushes/900cc were missed) as recommended. In.
additlon the water flushes betwean medication |
, pass and water filushes between each medication - S
: was not carried over to the 1/09 MAR from : |
£ 1/28/09 through 1/31/09. It failed to indicate that ;
i the 50 cc water flushes between each medication | ?
pass in the 2 shifts for 4 days (800cc) were done :
(excluding flushes between each medication}.

“In an interview with E28 on 5/26/09, she stated
* . that she was "not sure” how to ascertain that this
i resident did in fact receive the volume ordered._ , B : '

R1 8's Physician Order Form {POS) dated 2/01/08
I included the order "Record Amount Consumed |
! 25-50-75-100% in ML (cc)".

; Rewew of the nurse's notes from 1/26/09 through
-1 2/8/08 lacked documentation of tube feedings
. and water flushes consumed per shift. The CNA
ADL Flow Record did not indicate number/amount: -
of saturation of biadder incontinent episodes from
~1/26/09 through 2/8/09. Although the facility had
a policy and procedure on "Intake and Output”, an _
interview with E2 (DON) on 5/26/09 revealed thal ' :
* the facility did not use Iniake and Outpul sheets. L , |

i
i
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The facility failed to have a systern in place or

- procedure to determine amount of tube feeding i i
" administered including flushes, number of i E
! incontinent episodes {(amount of urine saturation), : : : ‘ i
in order to evaluate and monitor this resident's i : |
quid deficit/imbalance. '

R18 developed a 101.7 degrees F (Fahrenheit)
temperature on 1/28/09 and was given Tylenol to ‘
lower the fever. R18 continued to have a S - o

temperature from 2/4/09 through 2/8/08, a total of i - . ;
5 days, with temperatures ranging from 100.1 to ‘r
i 100.7 degrees F requiring administration of i
| t Tylenol. During this pericd, there was no :
mdwat:on in the nurse's note that the physician |
was aware and/or notified. i

A nurse's note dated 2/8/09 and timed 3:00 PM i
stated, “...(family member) was in at 1-1:30 PM, :
" stated that (R18) appears to be having some
' change of mentat status and wish (sic) for (R18)
-to be sent to the ER.. felt that (R18's) condition
. was deteriorating...order was obtained (E27) to
: send resident to ER.."
Rewew of R18's hospital clinical record dated 5
| 2/8/09 revealed an elevated admitting BUN of 208
(normai range is 8-22 mg/DL.) and an elevated “
: creatinine of 3.4 (normal range is 0.5-1.0 mg/DL).
Accordrng to the hospital's Discharge Summary | _
" dated 2/17/09, R18 was found to be in pre-renal - , ' ' S
- Azotemia/acute renal failure and was treated with : : ' ' i
IV (intravenous) fluid hydration and her laboratory
i - blood results improved upon discharge te normal.
. In addition, the resident was found {o have a
f “UTI/fungemla" and was treated with antibiotics.

' R18 was discharged to another nursing home on
12117109,
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F 363 : 483.35(c} MENUS AND NUTRITIONAL i F 3631

ss=B ADEQUACY j

Menus must meet the nutritional needs of i
residents in accordance with the recommended.
_dietary allowances of the Food and Nutrition ‘
Board of the National Research Council, National
| Academy of Sciences; be prepared in advance; B F363
- ¢ and be icllowed. . dai .
. Menus are poste :
current mea]srzneing se?'lvidt.o I\Etecnizt\ih;c 1 -0 c‘

|
j ;
changed at the request of Resident Council

. This REQUIREMENT is not met as evidenced - and the wrong menu was posted on the day
! by ; . ot in question. The residents did receive the .
' Based on observations, interviews, weekly menu ! ! CfeaTﬁdd Chipped Beef” as they had
| R . - . N ‘ - H requeste
j review and Food Committee meeting minutes, it ! ; 2. The FSD or designee shall be mpmble
was determined that the facility falled to follow the : - for posting the accurate daily menus. . |
menu that was posted throughout the facility on . 7 ' 3. The FSD/designee shall complete audits
p g . . g
two days (5/21/08 and 5/27/09) during the survey. | atthe rale of 3 per week over the next 90
A ) ‘ : ays to review the menu prior to posting u}
. Findings include: . insure accuracy.

4, The FSD shall report to the Admm:sirator
and QA commitiee monthly any variances in

Observations of daily menus posied throughout
the data collected. The QA committee shall

the facility on 5/21/09, revealed that "Veal Patty" - assess and evaluate the data and provid

g . g | evaluate the data and provide
! was listed as an entree opt|o_n for lunch. The ' f recommendations as necessary o obtain and
i Week 2 cycle menu was _revrewed and found io ; maintain compllance .

 fist "Creamed Chipped Beef" instead of veal for | : ' o

" lunch that day. Lunch time meal cbservations in ‘ ' L ‘

 the third floor dining room revealed that creamed |
i chipped beef was served and not veal. During an . _ ! :
“interview with E11 (Dietary Director), on 5/22/09, . | ' |
~ he stated that the Activities Department posts the ‘ ! : . .
.menu and they did not receive the change in the
_‘eniree item. : o ' o

Re\new of Food Commlttee meeiing minutes,

- dated 1/4/09 and 2/15/09, revealed that residents
requested that all veal be removed from facility

; menus and be replaced with creamed chipped -

: beef,
'§ | 7
- Observations of daily menus posted throughout

i
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the facility on 5/27/09, revealed that "Veal ' I
“Parmesan” was listed as an entree option for . '
- dinner, however, the Week 3 cycie menu listed i
“"Creamed Chipped Beef" instead of veal for ;
- dinner that day. In an interview with £19 ' ‘ . i
| (Activities Director) on 5/27/08, E19 stated that : F
i the Activities Department posted the daily menus :
i throughout the facility and that the menus were
; provided by the Dietary Department. E19 stated \‘
| that she had not been given updated menus. E
F 364! 483.35(d)(1)-{2) FOOD i F 364j
$8=D; | ;
- Each resident receives and the facility provides - | ‘ F364

' food prepared by methods that conserve nutritive 3'

value, flavor, and appearance; and food thatis :
. patatable, attractive, and at the proper . :

. temperaiure.

i
1. Resident #R. 4 remains int the center and fis
receiving her meal trays inthe appropriate:
time to maintain adequate températures. -
Rounds have been completed to determine:
timely tray passes. No other issues were
identified’ '
2. Regional FSD and center FSD shall in-
service eursing staff on timely passing ol
meal trays an or before July 7, 2009.
3. Audits shail be completed by the FSD af

"1 -09

~This REQUIREMENT is not met as evidenced
by:
Based on observations, interviews and document - J
; review, it was determined that the facility failed to ©

- serve food that was palatable and at acceptable | ' ;

_temperatures for one resident, (R4) of 21
' sampled. Findings include:

" During an interview with R4 on 5/21/09, she

_ stated that the hot cereat that is served at

. breakfast is not as warm as she would liked. R4
| stated that staff served the meals beginning at

| the opposite end of her hall so that by the time

i she receives her tray, the food cooled down since

J she is the last to be served on the hall.

| Breakfast tray service was observed on 5/22/09

! on the fourth floor. R4 was served her mea! at

 7:45 AM, 29 minutes after it had arrived on'the
unit. The oatmeal was immediately removed

i
'

the raic of 3 per week over the next 90 days
to determine compliance with tray pass.
4. The ¥SD shall repert tothe Admmlstratpr

and QA committee monthly any varlanceq n
the data collected, The QA committee shall

* assess and evaluate the data and provide |
recommendations to obtain and maintain
compliance. !

i
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1 1 h
' from the tray by.the surveyor who checked the ; {
| temperature and tasted it. The oatmeal : i :
g temperature was found to be 121 degrees F and | !
' tasted iukewarm and was determined to be
[ ' unpalatable. : P - F371
l ) .
A log that recorded the time that the meal cart
" was delivered to the fourth floor was reviewed ‘ :
and revealed that the cart arrived at 7:16 AM. ' ;rzi‘l’]l‘;?;;‘l’:ggngl‘?”tc‘:me reported as
. . praclice H
: The facility failed to serve R4's breakiast tray in : 2, The FSD and Regional FSD will in- * ("} -— _ o
tlmely manner causing the food to cool down. : service staff on use of gloves and hand ' i
F 371, 483.35()) SANITARY CONDITIONS : F 371 washing, pot and pan washing and drying;
SS-—F i _ o :  and storage of spice containers on or befo*e
55= N ) i . July 7, 2005. The FSD/designee shall
The facility must - schedule preventive maintenance on the '
| (1) Procure food from sources approved or juice machine; machine was serviced on |
i . N .
' considered satisfactory by Federal, State or local 5/28/09.
| o 3 i 3. Audits shall be completed weekly on the
authorities; and : : .
o J ._ above items to determine compliance over
1 (2) Store, prepare, distribute and serve food } ; the next 90 days.
under sanitary conditions - : 4. The FSD shall report to the Administrator
) ) _ and QA committee monthly any variances in
the data collected. The QA committee shall
assess and evaluate the data and provide
recommendations as necessary to obtain. qncl
i maintain compliance. ‘
E
*This REQUIREMENT is not met as evidenced i
by _ i
' ‘Based on observations with E11 (Dietary Director) ; {
in the kitchen on 5/20/08 and in-the dining room - i
* on 5/20/09 and 5/21/09, it was determined that
- the facility failed to protect food during
preparation, storage and distribution. Findings
include:
i 1. Observations were made during lunch service
" in the third floor dining room on 5/20/09 and
5/21/09. '
- On 5/20/09, at 12:05 PM, E21 (Dietary Aide) was
" observed serving salad with a gloved hand. After
1 . ) i
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F 371 1 Continued From page 29 © F 371
: handling the salad, E21 was observed opening 3’ ‘ i
! the refrigerator with the same gloved hand, then '
- going back to continue serving salad without
' changlng her gloves.

On 5/21/09, at 12:10 PM, E21 was observed
. serving rolls with a gloved hand and then opening
" drawers and the food warmer with the same . ;
= gloved hand. E21 then wenl back to handling L ; : E
rolls without changing gloves. ' _ : ’
|
!
!

2. Observations at 8:25 AM of the ready-to-use

‘ rack revealed three (3) stacks of steam table
pans were dripping wet. On 5/26/09 at 1:13 PM,
an interview with E11 at 1:13 PM confirmed that
additional racks were to be ordered to facilitate air

. drying.

3 Observations at 8:25 AM of the ready-fo-use
' rack revealed that a stack of two steam table ! y _
pans were soited with white sticky debris. ' |

| 4. Observations on 5/20/09 at 8:38 AM revealed
that the juice machine was dripping and causing &: |
splash. An interview with E11 on 5/20/09 at 8:40 ;
AM confirmed that the juice machine was to be f 3
! scheduled for repair on 5/20/09. This observation : J
. was repeated on 5/26/09 at 7:00 AM. P .
| . ; . :
. : !
, 5. Observations at 8:50 AM of sixteen (16) spice
- containers stored on a wall shelf revealed that the
“lids of two (2) containers were open to splash and - :
' dust. . ‘ o
F 445 483, 65(c) INFECTION CONTROL - LINENS f F 445!

S5= D'
Personnel must handle sfore, process, and
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Continued From page 30
transport iinens so as to prevent the spread of |
- infection.

- Tnis REQUIREMENT is not met as evidenced

by: _ a
- Based on observations during the environmental
i tours and review of the facility's linen handling
l policy, it was determined that the facility failed to |
 store soiled linens o prevent the spread of i
| infection. Findings include:
i . : .
Observations on 5/20/09 at 9:38 AM of resident :
- room #412 revealed that two (2) wash cloths were |

" stored on the restroom floor. Additionally,

F 514
SS=E

' observations on 5/21/09 at 2:15 PM revealed thal

“awash cloth and towel were stored on the '

" restroom floor of resident room #208. Review of

. the facility's Linen Handling Palicy revealed that
soiled linen shouid be placed directly in & covered

' container at the location where it is used.

| 483.75(1)(1) CLINICAL RECORDS :

The facilitly must maintain clinical records on each !
resident in accordance with accepted professional!
standards and practices that are complete; '
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
- services provided; the results of any
';'preadmiss-io_n screening conducted by the State;

! and progress notes. 7 _ o

{ This REQUIREMENT is not mel as evidenced
+by: : ;

F445

F 514

|
t

Item identified has been corrected. |
Rounds were completed o determiné
that this incident no longer occurs. ;
in-servicing shail be completed by the
INPE for facility staff on handling of |
linens on or before July 7,2009. |
Random rounds shall be completed .'i
times per week over the next 90 days
to determine compliance; this shalt be
the responsibility of the Housekeepng
Director/designee. :
The Housekeeping Director shall
report to the Administrator and QA -
committee monthly any variances in:
the data collected. The QA committee
shall assess and evaluate the data and
provide recommendations to obtain .
and maintain compliance. B

4

-7 -oﬁ
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- Based on observation, record review and : : Es14 :
interview it was determined that the facility failed * i |
{0 ensure that four (4) out of 21 sampled ;
“residents' (R2, R6, R14 and R17) clinical records | Resident#S fj 2
: . . . . . 1 [ i LN
 were maintained in accordance with accepted Resident # SSR 28 and R6 no longer =
: resides in the center. Resident R2, R14, and
) professional standards and practices that were = R17 remain in the center. Resident# 2 no-
: complete and accurately documented. Findings fonger has apressure utcer, R17°s :
fin clude: 5 documentation has been reviewed and has
l i : cor_rgcted documentation related to the
| ; resident’s incontinent status, and R14’s |
| 1. R17's quarterly Minimum Data Set (MDS) ; ! * documentation has boen conectedby |
- assessments, dated 10/3/08, 1/5/09 and 4/10/08, { | : removing the resident’s bed atarm from the
| revealed that the resident was incontinent of ! {;‘DL flow m‘aord- Clinicat records have |
' bowel and bladder. Review of R17's Activity of 26?:Ez‘r’\'f;ﬁo‘;;1;‘ﬁfg‘g:)’:ﬁ;lz‘;%';’a"‘fﬁe E
Daily Living Flow records from 10/1/08 through i NPE on or before Jaly 7, 2009 for li)écns,ec:i
- 5/21/09 also indicated that the resident was i t . and non licensed nursing staff on
"incontinent. Nurse's notes, dated from 1/16/09 g"g”?}e”‘agf’"-
. through 5/8/09 inaccurately documented thatthis next 90 day of shal be completed for the
cermine
| resldent was coniinent of bowel and bladder. compliance. This shall be responsibility of
the DON/designee, )
In an interview with E29 (CNA) on 5/26/09 at 1:15 4A dTh.e .Dt0N shall report to the
- PM, E28 stated thal she has cared for R17 since | Varﬁgﬁ':;ﬁ:‘gl:‘;‘lg’:o‘;&g’:éﬁ?r'il:“Qy .
" her admission to the facility and that R17 witi at : committee shall assess and evaluate the data

and provide recommendations to obtain angd

’nmes He continent of bowel, however she has
maintain compljance. i

' never been continent of bladder, despite attempts |

L to toilet her. Interview with E2 (Director of ;

[ Nursing) on 5/26/09 at 1:45 PM, confirmed that !
. the nurse's notes contained maccurate ' :
mformatlon regarding R17’s continence status.

!
|
i
i
P
i

* 2 R14 had a physician's order, dated 4/2/09, 0 _ :
| discontinue the use of a bed alarm due to R14's : :

! i refusal to have the alarm. During an interview on
| 5/27/09, R14 stated that she refused the alarm
- because the noise upset her. Observations made
dunng the survey confirmed that there was no

! bed alarm on the bed. P

Rewew of the Activity of Dally Living Flow
Records for 4/09 and 5/08 revealed that staff
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(X)) tD SUMMARY STATEMENT OF DEFICIENCIES C D : PROVIDER'S PLAN OF CORRECTION : (X5)
! (EACH CORRECTIVE ACTION SHOQULD BE . COMPLETION

PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL Y PREFIX .
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o : DEFICIENCY)

1
_F 514, Continued From page 32 ' : F514: . }
 continued to document that the bed alarm : ? : .
’ placement and function were checked each shift. : |
| ' On 4/2/09, the faciiity failed o note that the the :
 bed alarm was discontinued on the Activity of
Daily Living Flow Records and inaccurately
! recorded that the bed alarm was on the bed and
| functioning from 4/2/08 through 5/27/09. On
5/27/09, findings were conﬂrmed with E2 (Director!
of Nursmg) _ E

Ne....c OF PROVIDER OR SUPPLIER

:3.0n 4/24/09 R2 was admiited to the facility wnth
" a stage 1l pressure ulcer (PU) on the left buttocks.
: Measurements were noted on the Admission
Nursmg assessment. Review of the record
E revealed it iacked evidence of weekly skin
. | integrity sheets. The 5/09 Treatment Assessment
‘¢ | Record (TAR) stated that the PU treatments were | :
o i discontinued on 5/7/09. In an interview on j
' 5/22/08, E7 (LPN) confirmed that R2's PU was
healed on 5/7/08.

: The facility falled to have evidence that weekly l
" skin integrity sheets recorded the status of the :
PU. On 5/21/09, the findings were confirmed with
- E6 (RN) and E7.

|

' 4. On 5/21/09, R8's record was reviewad and

; revealed that the 5/08 Treatment Administration .

" Record (TAR) incorrectly contained the skin
mtegrlty sheet for SSR28.

i The facility failed to maintain an accurate and
! organized clinical record for R6 and SSR28. On , 1 ' : .

| 5/21/09, the findings were confirmed by E6. , ‘ . ,

Fvenl ID: 920G 1 . Facility ID: DEOD2S if conlinuation sheet Page 33 of 33
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CPARTMENT OF HEALTH AND HUMAN SERVICES ' RCE Al
' T "A" FORM

NTERS FOR MEDICARE & MEDICAID SERVICES
TEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION ¢ fﬁi@é?mvm
HARRM WITH ONLY A POTENTIAL FOR MINIMAL HARM . : A. BUILDING _C(JMﬁ-gﬁﬁfg S ‘
{ SNiFs AND NFs 085013 13 WING 52712009 ""ﬁ’t@@” o
L _ . Wil o
« . 'PROVIDER OR SUPPLIER STREET ADDRIESS, CITY, STATE, 211 CODE : S 0 Z 2 n
- N s 8§10 SOUTH BROOM STREET : Oiy 009
LLSIDE CENTER WILMINGTON, DE : . _ forsofﬁ
TR
; SUMMARY STATEMENT OF DEFICIENCIES
170 483100001y MAIL

“The resident has the right to privacy in writlen communications, including the right to send and promptly

receive mail that is unopened.

| This REQUIREMENT is not met.as evidenced by:
Based on group and stafl interviews, it was delermined
writlen communication. Findings include: .

{ that the facility viotated a resident’s right ol privacy in

conducted on 3/21/09 at 10:30 AM revealed that SSR23 had received opened mait. . An
220 PM confirmed Lhat the business or activity office may
(Business Manager) confirmed thal the business’

| A group interview
interview with E12 (Social Services) on 5/2 1/09 at
have opened SSR23's mail. On 5/26/09 al 8:50 AM, E13
office had opened the mail containing SSR23's bitis.

nards_provide sulficient

hich 1lsc institalon may be excused fiom cerrecling providing it is delermined il alher sulep
an o corteetion s provided,

abuve ane disclosable 90 days following fhe date of survey whetler ur nelt o pl
acility. 1 deliciencics are cited, au ppproved plan of

cliciency w
homes, Lhe lndings stated
ays folowing te date these documents are made available (o fhe |

sieney statesent ending with an asterisk (%) denotes 2 d
ccinon Lo Lhe palients. {See instrctions,) Bxcept [or nursing
ssing homes, [he above findings and plans of correction are disclosable 14 6

¢ shove isolated deliciengics posenn acisal birm o the yesidents

) : ) . . .
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