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F 000 | INITIAL COMMENTS F 000
An unannounced annual and complaint survey
was conducted at this facility from August 5, 2009
through August 14, 2009. The deficiencies
contained in this report are based on
| observations, interviews, review of residents’ .
clinical records and review of other facility and 16/17/09
hospital documentation as indicated. The facility ‘
census the first day of the survey was 162. The
survey sample totaled 25 residents, which F 166
inciuded a review of 22 active records and three
(3) closed records. Additionally, there were eight | Missing items for Resident SSR33 were logged by
(8) sub-sarnpled residents. : Social Services. Resident was informed of
F 166 | 483.10(f)(2) GRIEVANCES F 166 resolution. ‘
S$S=D
A resident has the right to prompt efforts by the ! Missing item for Resident R16 was logged by Social
facility to resolve grievances the resident may ; Services. Resident was informed that missing items
have, including those with respect to the hehawvior i would be replaced. An incident report was also
of other residents. completed and reported to all the State authorities.
Resident Concern policy and procedure and Incident
This REQUIREMENT is not met as evidenced Report policy and procedures were reviewed to
by: insure thar alj reported concerns/complaints and
Based on interviews and facility poticy, it was incidents are addressed and residents are given
determined that the facility faited to investigate information regarding resolutions to their concern, in
grievances for two residents(R16 and SSR33) a timely manner. The policies and procedures were
regarding missing items. Findings include: i updated to include updated information.
I
1, During the group interview on 8/7/09, SSR33 Al staff will be re-in serviced on both the Resident
stated that she had several articles of clothing concern and incident policies and procedures by Staff
missing from the laundry that were never found. Development.
SSR33 also stated that the facifity did not respond
to her complaints about the missing items. Audits will be conducted by Social Service to insure
timely follow-up on resident concerns and incidents
Facility policy titled, "Resident Missing itemn” and that residents are informed of resolutions to their
states, "All completed Missing ltems forms wilt be complaints / concerns and incidents
forwarded to the Administrator....and forward the
original to Social Services.” The policy also : ' Resuits of audits will be presented to the QA
/ states that/Sn.%ia[ Services will provide a copy of 5 committee
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Any deﬂciﬂst&em%i ending with an asierisk (%) denoles a deficiency which the ir»étitl:lion'may be excused from corracting providing il is dete'rmine‘:l that
other safeguards provide sufficient protection to the patienis. {See insiructions.) Except for nursing homes, the findings staled above are disclosable 80 days
following the date of survey whether or net a ptan of correciion is provided. For nuising homes, the zhove findings and plans of cerrection are disclosable 14
days following the date these documents are made available 1o the facility. 1f deficiencies are cited, an approved plan of correction is requisile to continued
program participation.
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Continued From page 1

the form to all departments within 24 hours and
record the iterns in the “Missing ltem Log." It
states, "Social Services or designee will contact
the resident or family member within 10 days of
the date the adminisirator signed the missing item
repoit to inform them of the outcome of the
search for the missing item.”

During an interview with SSR33 on 8/13/09, she
stated that she lost two dresses in the laundry
about one year ago as well as a skirt and some
blouses a few months ago. She stated that she
recently lost a sweater. She stated that she
reported these missing items to the previous
administrator, who is no longer at the facility,
however, no one responded to her complaint.

Review of the "Missing ltem Log" lacked evidence ;
of 3SR33's missing items.

Review of SSR23's clothing inventory list lacked
quantities of her clothing items. Interviews with
E20 (Certified Nursing Aide) and E21{nurse) on
8/13/09 reveaied that when a resident is admilled
to the facility, the quantity of each clothing item
should be recorded.

2. On &12/09 at 3:45 PM, an interview was
conducted with R16, and E4 (Risk Manager).
R16 reported his wallet and $50.00 (different than
reported in nurse's note) had been missing since
7/20/09. R16 stated he had reported this to E31
(CNA) and that E31 searched but was unable o
recover the missing items. E4 stated that the
procedure was for the staff to fill out a *Concern”
form and give it to the Administrator and notify the
other departments so that a thorough search
could be conducted. An incident report should
also be faxed to the state (DLTCRP).

}

F 156
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R16's nurse's note dated 7/20/09 and timed
10:30 PM stated, "... reported... has lost his wallet
¢ (with) $40.00 dollars in it.... This writer searched
and was not found.” Although E30 (nurse) :
documented the loss of the wallet and money in
the nurse's note, she failed to complete a
"Concern” form and failed to note it on the 24
hour report. She also failed to complete an
incident report.

On 8/12/09, a concern form entiiled,
"Resident/Family Missing ltem(s) Form" was
completed and an investigation initiated after the
surveyor brought this matter to the facility's
attention.

483.10(k) TELEPHONE

I =~
PN

va]

¢ N

) ey

The resident has the right to have reasonable
access to the use of a telephone where calls can
be made without being overheard.

This REQUIREMENT is not met as evidenced
by: ‘

Based on observations, staff interviews and an
individual resident interview, it was determined |
that the facility failed to provide residents phone
access in a private area where calls could be :
made without being overheard. Findings inciude:

On 8/14/09 at 10:10 AM, SSR31 was chserved
asking staff lo use a phone. E22 (CNA), brought
the resident to the Hammond wing nurse's station
to use the phone. While E22 was helping SSR31
dial the phone, the resident was interrupted three
times by incoming calls before he was able to
place the call. When asked if there was a private
place for a resident to make a call, E22 stated
that the nurse's station was the enly place that

F 166

F174

F 174 10/17/09

Facility purchased and installed cordless phones on
Christiana, Hammond and Eastburn wing. Phones
will be provided to residents in areas of resident
preference.

All staff will be in-serviced on phone availability by
Staff Development.

Al residents will be informed of phone availability
by Social Services. New residents will be informed
at time of Admission.

Social Service and Staff Development will conduct
Periodic surveys of residents and staff to ensure
residents and staff are aware of phone availability.

Results of audits will be presented at the quarterly
QA meeting.
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F 174 | Continued From page 3

she knew for a resident to use the phone. E23
(Unit Clerk) agreed that the nurse's station was
not a private place to make a phone call.

in an interview with E12 (nurse), she stated that
residents sometimes used phones in staff offices
and that there was also a phone in the B-wing
dining room that was available for resident use.
Interview with Human Resource staff, E24 and
E18 revealed that they were unsure of where
residents could make private phone calls besides
staff offices, but they would try to find out.

During an inferview with £14 {nurse) on 8/14/09, !

she stated that residents can make phone calls
using the phone in the B-wing dining room or in
the unit manager's office.

Interview with SSR32, who was alert and oriented
on 8/14/09, revealed that the only places that he
knew that residents could make phone calls was
the B-wing dining room or at nurses stations.

During an interview with £25 ( Corporate Nurse)
and E26 (General Manager) on 8/14/08, they |
revealed a cell phone that was kept in the
administrator's office which was for residents’ '
use. They confirmed that facility staff were
unaware of the existence of the cell phone and
stated that they would make them aware of its
availability to the residents.

F 225 | 483.13(c)(1)(ii)-(ii), (c)(2) - (4) STAFF

gs=p i TREATMENT OF RESIDENTS :

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment

F 174

F 225
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F 225 | Continued From page 4 F225]
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities. ¥ 225

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown scurce and !
misappropriation of resident property are reported
immediately to the administrator of the facifity and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agencyy).

The facility must have evidence that 2l alleged
violations are thoroughly investigated, and must
prevent further potentiat 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
cerlification 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:

Cross refer to F166, example #2.

Based on record review and interview, it was
determined that for one (1) resident (R16) oul of
25 sampled, the facility failed 1o immediately
report and thoroughly investigate an allegation of .
misappropriation of property when the resident

Missing item for Resident R16 was logged by Social
Services. Resident was informed that missing items

would be replaced. An incident report was also
completed and reported to all the State authorities.

Resident Concern policy and procedure and Incident
Report policy and procedures were reviewed to
insure that all reported concems/complaints and
incidents are addressed and residents are given
information regarding resolutions to their concern, in
a timely manner. The policies and procedures were
updated to include updated information.

All stafT will be re~in serviced on both the Resident
concern and incident policies and procedures by Staff

Development.

Audits will be conducted by Social Service to insure
timely follow-up on resident concerns and incidents
and that residents are informed of resolutions to their
complaints / concerns and incidents

Results of audits will be presented to the QA

committee

i

il 0/17/09
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reported his wallet and cash missing. Findings |
include: i
An interview with R16 on 8/12/09 revealed that he
had reported his waliet (change purse} with
$50.00 dollars in it, missing since June and that to:
his knowledge, it had never been found and no
one ever got back to him. (R16's report differs
from 7/20/09 nurse’s note.)
A nurse's note dated 7/20/09, documented that '
R16 had reported a lost wallet with $40.00 in it, F 241
missing from his pocket, where he always put it
when he slept. _
© P Residents SSR29 had no negative outcomes from the
An interview with E4 (Risk Manager) on 8/12/08 E\fCI:HS ngted. Social Sf:rvices has interviewed resident
revealed that no incident report had been and identified no ongoing concern within the deficiency.
completed and ne investigation conducted. The . : . .
interview confirmed that the facility failed to ghle' CN? \a{as mserwced on residents the centers privacy and dignity
immediately report and thoroughly investigate olicy and procedure.
R16' 5 [th b h
this rsner:t]tlers Itl;gtﬁéizi;i/yingu;:tlz[lirveyor roud t Rounds wiil be completed during each shift by Unit
F 241 | 483.15(a) DIGNITY Managers & Supervisors to ensure respect of resident
55=0 ; privacy as it relates to shuiting doors and/or privacy
The facility must promote care for residents in a curtatns.
manner and in an environment that maintains or S .
YRR . The facility reviewed its “DIGNITY™
enhances teach resident's dlgm‘ty‘and.respect n policy pro)ceclure no upldates were neessa
full recognition of his or her individuality. P Ty
Staff Development will provide in-service education
) ) , to all staff members regarding facility policies and
;-:;_IS REQUIREMENT is not met as evidenced i procedures regarding residentt:right’s / dignity
; . . . . i requirentents including, but not limited to, resident
Based .On observation a_r_1d lnt-er\flew, it was i privacy related to the provision of care
determined that the facility failed to ensure care ’ '
was dehlve red in a manner thz_it gnhaqced on'e The inter-disciplinary team members will be assigned
resident's (SSR29) dignity. Findings include: to complete a “DIGNITY™ audit on a monthly base and
_ will report those finding to the Administrator and Director
On 8/13/09 at 4:35 PM, SSR29 was observed of Nurses for monitoring.- The findings will be reported to
seated on the toilet in the shower room. The the monthly QA Cornmittee

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

Event ID:MMBL11

eacithe monthly QA Committee



DEPARTMENT OF HEALTH AND HUMAN SERVICES

FEINEEL USIJarZuuy
FORM APPROVED
ONB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
C
085006 . e 08/14/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
§525 LANCASTER PIKE
REGAL HEIGHTS HEALTHCARE & REHAB CENTER HOCKESSIN, DE 18707
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION I s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) i
F 241| Continued From page & F 241
shower room door was open and no curtain was
pulled, allowing anyane passing full view of
SSR29. While toileting SSR29, E34 (Certified
Nurse Aide) failed to close the door to the shower
room and only partially pulled the privacy curtain.
During an interview, both E34 and E35 (nurse) ,
| acknowledged that SSR28 was left exposed in an '
undignified manner in view of anyone passing in 10/17/09
the hall. F 248 . |
F 248 483.15(f)(1) ACTIVITIES F 248
$8=D : Care pian for R22 was updated to include approach
The facility must provide for an ongoing program of 11 intervention in room with participation in out
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and of room activity 2 times per week, a radio with CD
the physical, mental, and psychosocial well-being player was placed in R22’s room.
of each resident. : .
Activity staff will offer to play music on a daily
bas_is. The daily activity schedule will be verbally
This REQUIREMENT is not met as evidenced reviewed with R22 daily during morning distribution.
by: AcFi\{lty staff will invite and escort to any chosen
Based on observation, interview and record activity.
review, it was determined that the facility failed to o
provide an ongoing program of activities designed Activity director will conduct a daily communication
to meet the needs of 1 resident (R22) out of 25 meeting with activity staff to discuss declines in
sampled in accordance with the residents’ physical, cognitive or social aspects of resident care.
comprehensive assessments, interests, physical,
mental and psychological well-being. Findings All staff will be in-serviced on proper documentation
include: of rf_:FL_lsalfs and active participation vs, passive
participation
R22 was admitted to the facility on 3/12/08 with ¢ o
multiple diagnoses including Parkinson's disease Activity Director will monitor participation logs
and dementia. ' wee]dy for missed or improper documentation.
| Activity Dire‘ctor will implement monthly QI study to
Review of R22's initial activities assessment, ' track any residents with significant change in level of
dated 3/17/08, revealed that his current interests paricipation. Activities Director will ensure that
included sports, music (old standards and opera), residents are appropriately care planned and any
walking/wh eeling outdoors, watching TV {news mnterventions have been put in place and are effective.
and game shows), talking/conversation and that Results wi :
he enjoyed travel. His activity care plan, last esults will be reported to the QA Committee.
“ORM CMS-2567(D2-29) Previous Versions Obsolete Event 1D: MMBL11 age 7 of 41
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updated on 7/11/09, identified the goal, "Resident |
will attend small group activities on unit such as
Music with Gabe, Reminisce and food socials 2x
per week x 90 days.” Approaches included
inviting, encouraging and assisting resident to
activities.

During a family interview with R22's Power of
Attorney (PQOA) on 8/12/09, the POA stated that
R22 was very friendly and sociable and that he
enjoyed fishing, hunting, gardening and cooking.
She stated that he did not participate in activities
very much. During the interview, the resident
stated that no one was available to escort him to
aciivities. R22 stated that it took all of his energy
going all the way down and back 1o the dining
room twice a day for meals. The resident stated
that he wanted to get back into physical therapy
because he was bored sitling in his room all day.

Observations of R22 during the survey from
8/12/09 through 8/14/09, revealed that he spent
most of the time in his room alone. His room
lacked a TV, radio or other leisure time materials.
On 8/13/09 at 9:30 AM, R22 was observed sitting
alone in his room at which time he stated that he
was bored and was going back to bed. !

Review of R22's activity logs from 6/1/09 through
8/12/09 revealed that he attended at least two
group activities per week from 6/1/09 through
714/09, however during the weeks of 7/5/09
through 7/11/08, 7/19/09 through 7/25/09 and
from 8/1/09 through 8/12/09 he did not attend any
group activities. Throughout the time period, it
was docurmented that he participated daily in
"friendly visits, watch TV/movie, fisten to radio
and socializing.”

3

|
|
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During an interview with E6 (Activities Directar) on
8/13/09, she stated the "iriendly visits" meant the
daily visit by activity staff to resident rooms to
bring them the daily schedule. When asked why
watching TV and radio was recorded for the
resident when he had neither in his room, she
stated that he somelimes went into the lounge to
watch TV and that they had a radio in the dining
room, however, the radio had been missing for
the past month. Socializing meant that the
resident spoke with other residents.

The facility failed to provide an on-gaing program i
of activities to meet the interests of R22. As his '
interest in attending group activities declined, the
facility failed to provide in-room activities to ]
stimulate the resident resulting in his becoming ) i
increasingly bored and unmotivated. F250 |
o . N 10/17/09
Findings were reviewed with facility staff at the ResidentR23 has been discharged from the center, the
informational meeting on 8/14/09. resident was not counseled ’
F 2501 483.15(g)(1) SOCIAL SERVICES
$8=D - _ _ Incident policy and procedure was reviewed and
The facility must provide medically-related social revised to insure that Social Service staff are given
services to attain or maintain the highest information regarding any incident resolutions. The
practicable physical, mental, and psychosaocial policy was also updated to address and that residenis
well-being of each resident. will receive emotional support. Social Service staff
are given information regarding the incident
resolutions,
This REQUIREMENT is not met as evidenced The facility will review and revise its Incident/Accident
by Policies and Procedures to include new Incident/Accident
Based on closed clinical record review and reporting forms
interview, it was determined that the facility failed
to ensure that one {1) resident (R23) out of 25 Audits will be conducted to insure follow-up on
sampled was provided appropriate resident concerns, if reasonable. Residents will be
medically-related services to meet this resident's | informed of resolutions to their incident.
needs. The facility failed io ensure that R23, an
alert and oriented resident, received the needed ! Results of audits will be presented to the QA
! cominitiee —.
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F 250 | Continued From page 9

counseling services after she reported {o the
facility staff that a staff member “smacked" her on
the face. Findings include:

R23 was admitted to the facility on 11/27/08 with
diagnoses that included dementia, diabetes
mellitus, osteoporosis, coronary artery disease,
deep vein thrombosis, and hypertension. R23
was also legally blind. According lo R23's
Minimum Data Set (MDS) assessment dated
12/2/08, her cognitive skills for daity

| decision-making were "maodified
independence-some difficulty in new situation
only". She had no short or jong-term memaory
problem. R23 was tofally dependent of slaff for all
activities of daily fiving {ADLs}.

A nurse's noted dated 11/30/08 siated, "Pt.
(patient) stated a staff member, who she could
not identify, smacked her in the face.” No red
area or bruising noted". The facility's investigation :
| of the incident revealed a written statement from
£16(LPN) dated 11/30/08 and timed 12:15 PM
stated, "...At lunch time pt. was wheeled back to
B-wing lunch room. Pt. refused to eal lunch,
stating, "After what happened, I'm not eating any
of the food here.". When questioned about what
had happened, pt. stated, "l got slapped...She
slapped me in the face so hard my teeth
rattled... The person who took me for a walk...".

Review of R23's clinical record failed to indicate
that the nursing staff or Social Worker provided
emotional support andfor arranged to provide
needed counseling services to meet this
resident's needs at the time of the resident's
allegation and prior to the facility's investigation of
the incident. [n an interview with E5 (Social
Services Director) on 8/14/09, she acknowledged

F 250
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that emotional support or counseling was not
provided to meet R23's needs.
Review of the facifity's incident report and result
of the investigation revealed that this resident's 10/17/09
allegation of the physical abuse was not |
substantiated by the facility.
F 253 |483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253 F253 '
55=8 !
The facility must provide housekeeping and Maintenance repaired Resident A15°s door during survey. .
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior. Euntire facility will be assessed for Environmental issues
cited as well to identify other areas deemed to be in
This REQUIREMENT is not met as evidenced disrepair. All identified items will be repaired or
by: replaced as necessary. All staff will be in-serviced
Based on observations and staff interview, it was | by Staff Development on identifying and reporting
determined that the facility failed to provide ' enw‘ronmental issues. Policy and procedure for
maintenance services necessary lo maintain an Environmental rounds was reviewed and no
ordedy interior. Finding includes: changes necessary
Observations on 8/6/09 at 9:30 AM of resident Envirpnmentai rounds will be conducted monthly by
room A15 revealed that the front door could not the Director of Envirommental Services. Results will
be closed completely. An interview on 8/12/09 at be reported to the Administrator.
11:15 AM with E8 {Director of Maintenance)
confirmed the threshold was too high. Result_s of audits will be presented to the QA
F 279 | 483.20(d), 483.20(k)(1) COMPREHENSIVE Fo7g commiiee
g5=p | CARE PLANS
A facility must use the results of the assessment
to develop, review and revise ihe resident's
comprehensive plan of care. !
!
The facility must develop a comprehensive care I
pian for each resident that includes measurable
objectives and timetables {o meet a resident's |
medical, nursing, and mental and psychosocial |
needs that are identified in the comprehensive
assessment.
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The care plan must describe the services that are F279
to be furnished to atiain or maintain the resident's
highest practicable physical, mental, and The care plan for Resident R6 was reviewed by
psychosocial well-being as required under the Interdisciplinary care team with preventative
§483.25; and any services that would otherwise - measures identified/implemented and care
be required under §483.25 but are not provided plan npdated.
due to the resident's exercise of rights under _
§483.10, including the right to refuse treatment Pharmacy will provide a listing of all residents
under §483.10(b)(4). on anticoagulants. Al residents assessed as having
a potential for bleeding will have a care plan
: developed for potential for bleeding and preventative
This REQUIREMENT is not met as evidenced protocols initiated as necessary. The Policy/Procedure
by: for identifying Residents with potential for bleeding
Based on clinical record review and staff interview was reviewed, revisions were not necessary,
it was determined that the facility failed o ensure
that one (1) resident (R6) out of 25 sampled had | Pharmacy will provide a listing of all residents on
a care plan which reflected the need to monitor Anticoagulant therapy on a monthly basts.
for potential bleeding due to anticoagulant use. | Director of Nursing will review and ensure the
Findings include: Apprepriate care pans and interventions are identified.
R6 was admitted to the facility on 4/23/09 with Findings wili be reported by the quarterly at the QA meetin
diagnoses that included congestive heart failure ; : &
and atrial fibrillaiion. Admission orders, dated i
4/23/00 included adminisiration of Coumnadin ;
(blood thinner, which has the potential o cause ' -
bleeding).
Although the facility developed a ptan of care for
RS, they failed to include the potential for bleeding
and the need for close monitoring due to
anticoagulant therapy. During an interview with
E11 (nurse) on 8/13/09 at 8:45 AM, E11
acknowledged the lack of a care plan for R6 for
anticoagutant use and the potential for bleeding.
F 280 | 483.20(d)(3), 483.10(k)(2) COMPREHENSIVE F 280
gs=p | CARE PLANS
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incompetent or otherwise found to be !
incapacitated under the laws of the Stafe, to F280

participate in planning care and treatment or
changes in care and treatment.

A comprehansive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's

legal representative; and periodically reviewed
and revised by a team of qualified persons after

each assessment. i

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined that the facility failed to ensure that
the care plan was revised by a team of gualified
persons after each assessment for 2 {two) ‘
residents (R8 and R15) out of 25 sampled.
Findings include: i

Cross refer to F315

1. The facility initiated a care plan for R&on
4/1/08 for "Alteration in Efimination R/T (related
io) resident being incontinent, Resident is ‘
incontinent of bladder or bowel and has no
memory recali and/or ability to retrain. Is continent
of Bowe! @ fimes". (The annual Minimum Data
Set (MDS) assessment dated 03/02/2009,
indicated that R8's cognitive skills for daily

Resident R8 was reassessed; bowel and bladder retraining was
Initiated. The care plan was updated to reflect changes.

All resident Bowel and Bladder assessments will be
reviewed. For any resident with a score greater than 14,
the Bowel and Bladder protocol will be initiated.

Care plans will be updated as necessary.

Staff Development will in-service nursing staff on the
Bowel and Bladder policy and procedure.

Unit Managers will review and ensure the
appropriate care pans and interventions are identified.

Findings witl be reported at the quarterly QA Meeting.

Resident R15°s care plan was updated to reflect the need
for 1:1

Any resident requiring 1:1 services will be reviewed

at each change of shift. Inter-disciplinary team will
review documentation daily for compliance with facility
policy.

Al nursing staff will be in-serviced by Staff Development gy
on the 1:1 policy and procedure, the care planning policy -
and procedure as well as the policy for documenting

doctor’s orders.

Director of Nursing will review and ensure
the appropriate care plans and interventions
are identified.

Findings will be t i :
g reported quarterly at the QA Committee. \niee.

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

Event [D:MMBL11

Facility 101 DEDD100 If cantinuation sheet Page 13 of 41




E AN L. i e e

DEPARTMENT OF HEALTH AND HUMAN SERVICES CORM APPROVED

~ _CENTERS FOR MEDICARE & MEDICAID SERVICES . OMEB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X 1)""PR'OVIDER'ISUF'PtlER!G!:lAfffffff—————r—— rlX2,)7MU,LIEE',LE,,,C,ONSTRUCTIDN {X3) DATE SURVEY
\ND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED | )
A. BUILDING
B. WING c
085006 ' 08/14/2009
NAME OF PROVIBER OR SUPPLIER STREET ACDRESS, CITY, STATE, ZIP CODE

6525 LANCASTER PIKE

LTHCARE & REHAB CENTER
REGAL HEIGHTS HEALT RE HOCKESSIN, DE 19707

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
i
F 280 | Continued From page 13 i F 280

decision-making were "independent-decisions
consistent/reasonable and that she had no long
and short term memory loss"}. The care plan
included the interventions, " _Administer peri
care after incontinency and apply protective
barrier...Use pads or brigfs.” This care plan was
reviewed monthly until 7/23/09.

Review of R&'s clinical record revealed that a
"Bowel and Bladder Rehabilitation Assessment”
was completed on 9/10/08 with a score of 20.
According to this assessment sheel, “score of > !
(greater than) 14, Resident is Candidate”. R8s - : , |
care plan was reviewed monthly, however, the :
interventions were never revised o address that &} i
pladder retraining program was atiempted when it
was identified that the resident was a potential ‘

candidate for retraining. This same bladder/bowel ;
assessment sheet, had a notation at the botlem
of the sheet dated 12/2/08, stated "Remains
incontinent of BB (Bowel and Bladder}”. Again,

there was no evidence that bladder re-training . :
1

was initiated.

Interview with E17 {CNA) on 8/11/09 at _
approximately 10:25 AM revealed that "most of |
the time she (R8) would ask 1o use the cormmode
for BM (bowel movement), with the use of a stand
ugp lift but not as much for voiding. Sometimes
she has control of biadder." During an interview
with R8 on 8/14/09 at approximately 1:30 PM, she
acknowledged that she could use the call bell fo
call for assistance to use the commode.

2. R15 was readmitted to the facifity on 8/4/09 !
post-hospitalization due to a viral syndrome. R15 | i
had diagnoses including dementia with agitation
and delusions, stroke, osteoarthritis and : i

: i
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i
!’
l
osteoporosis. The 8/4/09 readmission physician's |
order sheet (POS) included 1:1 (one on one)
supervision. '

1

|

Review of R15s care plan for falls, dated 8/6/09
revealed that it failed to include the 1:1
supervision. During an interview with E9 (nurse)
on 8/11/09, she acknowledged that the facility
failed to revise the care plan to reflect the
physician's order for 1:1 supervision.
483.20(k)(3)(i) COMPREHENSIVE CARE PLANS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by

Cross refer F309, example #2

Based on record review, review of facility !
documents and interview, it was determined that !
the facility failed to provide one resident (R11) out .
of 25 sampled with services that met professional -
standards of quality. The resident was receiving
medicaticn for pain, however consistent
monitaring for effectiveness was lacking.
Findings include:

R 11 had physician's orders for oxycodone
(Percocet), 7.5mg/325mg tablet every four hours
as needed for pain.

Review of R11's "Conftrollad Medication Utilization
Record" for Percocet, dated 6/6/09 through 8/9/09
revealed that she generally received the
madication once ar twice per day and
occasionally three times per day. During that
period of time, R11 received 90 doses of
Percocet, however, the effectiveness was only

F 280!

F 281

10/17/09

F 281

Resident R11 was re-assessed and showed no sign
of distress.

The pharmacy will provide a listing of all residents
on a pain management medication. Unit Managers
will review all records to ensure compliance with
facility policies.

Staft Development will in-service all staff on the pain
management policy and procedures as well as documentation.

Unit Managers will audit the Pain Management
Effectiveness form monthly and report the resulis
to the DON and quarterly to the QA Comumittee.
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recorded 53 times.
The facility policy for "Pain Assessment” was
reviewed. |t stated, "Do follow-up assessment
V within 2 hours after administration of medication.”
According to "Lexi-Comp’s Drug Information
Handbook for Nursing”, gth edition, under
"Nursing Actions" for oxycodone, it stated,
" Monitor for effectiveness of pain relief .
Interview with £8 (nurse manager} on 8/14/09 ‘ _ -1'0/1?/09
confirmed that the effectiveness of pain : ; :
medication should be monitored and recarded D
within a couple of hours after administration. : ,
. - ) . . F309
The facility failed to monitor the effectiveness of _
their pain management according to professiona : Resi
: ; : ident R13, as of today, shows no sign i
H i . ? > sofd
standards of practice for R11. ) ; in recards fo icident dated 6/21/09 T%l p _l.lStress
F 300 | 483.25 QUALITY OF CARE ; F 309 dated the © » . - 1he facility
g ; up ated the “stash” room with emergency meds, to
SS=E . _ y : " include a vial of each insulin '
Each resident musl receive and the facility must | )
provide the necessaty care and services 1o atiain Residents with an or . )
N N . i n order for insulin, wh
or maintain the hlghest_practlcablg physmal, available will be listed and the listi’n‘g “?il;]rg;t
mental, and p§ychosocsal wen-beu.ng, in siven to the DON, insulin will then be added
accordance with the comprehensive assessment “stash”™. Any calls to the pharmacy Ml
: going
and plan of care. unanswered as to policy, the backupbpha?macy will
be called.
i
A listing of residents on insulin icati i ‘
This REQUIREMENT is not met as evidenced gencrated and checked to ensureltiid;f:fjlﬁ;iig;lfsbe !
by: the building. s

Based on record review, review of other factity
documents and interviews, it was determined that :
the facility failed to ensure that four (4) residents
(R11,R13, R14 and R20) out of 25 sampled,

received the care and services necessary in

accordance with the residents compiehensive i
assessmenis and ptan of care. R11 and R14
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were not closely monitored for the effeciiveness

nor was there any evidence that any action was
taken to address R14's moderate to severe pain
1 which was documented on the Medication
Administration Record (MAR). R13 had a 180
blood sugar reading at 7:30 AM before breakfast.
She failed to immediately receive her Humulog
insulin coverage in accordance with the

1 physician's order. As a resuit after 4 hours, R13's
blood sugar reading went up {o 490. R20's left
heel was found with a dark red area. The facility
faifed to consistently off load R20's left heel per
physician's orders. Findings include:

Cross refer F 425, F 514 #1

Minimum Data Set (MDS) assessment dated
5/14/09, her cognitive skills for daily
decision-making were "moderately
impaired-decisions poor, cues/supervision
required” and she had long and short term
memory problems. R13 was totally dependent on
Staff for all activities of daily living (ADLs).

The facility initiated a care plan dated 5/14/09 for

Interventions included "insulin cov. (coverage} as
ordered”.

R13 was receiving Lantus insulin 14 units {long
acting insulin) at HS {bedtime} per physician's
orders, dated 6/18/09.

A physician's telephone verbal order dated
£/20/09 and timed 2400 (midnight) stated,

of their pain management as per the plan of care

"uncontrolled blood sugar R/T (related to) IDDM".

"Administer Hurnulog AC {before meals) & HS (at meeting

A listing of ali residents witha delay in receiving
medications will be given to the Unit Manager on a
daily basis. 10M7/09

An aundit will be conducted by the Unit Managers on
a monthly basis for all residents on insulin
medications to ensure medications are in the
building. Audit results will be presented at quarterly
QA meeting.

Resident R11 was re-assessed and showed no sign
of distress.

The pharmacy will provide a listing of all residents
on a pain management medication. Unit Managers
will review all records to ensure compliance with
facility policies.

1. R13 had diagnoses that included 1DDM (insulin ; Staff Development will in-service all staff on the pain
dependent diabetes meliitus). According 1o R13's management policy and procedures as well as documentation.

Unit Managers will audit the Pain Management
Effectiveness form monthly and report the resulis
to the DON and quarterly to the QA Committee.

ResidentR i 4’s care plan has been updated.

A listing of alt residents with a diagnosis of Pain will
be provided to the appropriate Unit Manager.

; Al identified residents with a diagnosis of Pain will
have their care plan reviewed and a check for the pain
management sheet will be conducted. All clinical
information will be added/updated if missing.

Random audits will be conducted for residents with
diagnoses of pain by DON/designee monthly.

Resulis of audits will be reviewed at the quarterly QA

FORM CMS-2567{02-89) Previous Versions Obsolete

Eveni [D: MMBLT1 Facility 107 DECO10D it continuation sheet Page 17 of 41




IS FLLLY, 2 e

DEPARTMENT OF HEALTH AND HUMAN SERVICES = ORM APPROVED
CENTERS_FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES (X1) PROVIDER:’SUPPLIER.’CL]A {X2) MULTIPLE CONMSTRUCTION X3 DATE SURVEY
NO PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

| A. BUILDING

| B. WING C

: ‘ 085006 08/14/2009
NAME OF PROVIDER CR SUPPLIER ' STREET ABDDRESS, CITY, STAYVE, ZIP CODE

£525 LANCASTER PIKE

A ARE & REHAB CENTE
REGAL HEIGHTS HEALTHC ABCE R HOCKESSIN, DE 19707

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION L s
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
DEFICIENCY) i
H
F 309 | Continued From page 17 i F 309

bedtime) sq (subcutanecus} Insulin Sliding Scale |
(dosing of insulin is pased on blood glucose
value).

According to the facility's policy entitled, "1.0
Providing Pharmacy Products and Services...4. If
orders for medications are received from the
prescriber when the Pharmacy is closed, Facility
staff should take the following steps: 4.1 Facility
staff should remind the prescriber that the :
Pharmacy is closed and that a defay in : :
medication therapy can be prevented by using a
drug that is included in the Facility's i i
interim/stat/emergency diug supply...” : ;

There was lack of documeniation in the nurse’s
note that £29 (11-7 AM shift RN, who received
the 6/20/09 order at 2400) reminded the
prescriber that the Pharmacy was clesed and that
there might be a delay in insulin therapy and if ' |
they could use a drug thai was included in the
facility's emergency drug supply. i

Subsequently, a nurse’s note dated 6/21/09 A
stated, “BS (blood sugar) @ 0730 (7:30 AM) was
190 - unable to cover with Humutin (physician's
order was written for Humulog} Ins. (insulin) not
available. (Name of physician's) office aware.
Pharmacy called x 3 with no call back until 11:15.
Drs. office called again for BS of 490. Changed
order frorn Humulin (should have stated
Humulog) Insulin to Novolin R. GCovered at this
time with Nov. {Novolin) R. VIS (vital signs)
stable...no s/s (signs/sympioms) of any
discomfort.”

On 8/11/09 in an interview with E4 {Risk
Manager), it was revealed that she was not aware
| of the pharmacy occurrence. E4 immediately !
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initiated an investigation. Inservices for the
nursing staff on "Medications” were also held on
8/11/0S.

Review of the facility's results of the investigation,
dated 8/12/09, revealed and acknowledged that
E27 (LPN) and E28 (RN) were aware that the
insulin coverage needed 1o be given immediately.
However, the prescribed Humulog insulin was not ; i
available in the facility medication *siash” box and
the pharmacy did not answer in a timely manner.
In addition, although E27 called and made the
"shysician's office aware”, E27 and/or E28 failed
to immediately inform the physician and ask if
they wanted a substitute medication (insulin)
given. According to R1 3's "Meal Intake Record”
she had consurmed 75% of her breakfast, along
with 360 ccs of fluid. Approximately four (4) hours
later (11:15 AM) and without any insulin
coverage, R13's blood sugar went up to 490. At !
this time, £28 "instructed” E27 to "again contact
the PCP {Primary Care Physician)" and asked
that the "order be changed to Novolin regular” :
which was in the facility's emergency drug supply. : ,
I

A physician's order received on 6/21/09 and timed |
14:30 AM staled, “DIC (discontinue) Humutog
insulin, Give Reg. Ins. (Novolin Regular) with
same coverage scale AC & HS"

Review of the facility's fist of medications
available in their tnterim Box (stash} on 8/12/09
revealed that Novolin R insufin was included in
the fist of available drugs.

In an interview with E4 (Risk Manager) on 8/14/09
at 5:30 PM, she acknowledged that E27 and E28

should have immediately informed the physician if
he wanted a substitute medication that was in the
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facility's interim box and not waited 4 hours and
placed R13 at risk for not having insulin coverage.

2 R11 was admitted to the facility on 7I3/07 with
multiple diagnoses including severe Chronic
Obstructive Pulmonary Disease (COPD),
pulmonary hypertension, congestive heart failure,
severe osteoarthritis and depression. :

R11's Physician's Order Sheet (POS) dated
716109, indicated orders for a Fentany! patch,
50meg every 3 days for pain. She also had
orders for oxycodone {Percocet) 7.5mg/325mg
tablet every four hours as needed for pain.

i | Additionally, she had standing orders for Tylenal,
650mg every four hours as needed for pain.

Review of R11's "Pain Assessment” sheet, dated
7/13/09, revealed that the resident had chronic
back pain and recommended Percocel as needed
every four hours for pain.
During an interview with R11 on 8/7/09 she stated
that the pain medications that she was receiving
were not helping very much {o relieve her pain.
She stated that she often asked for medication
(Percocet) and was sometimes told that it was too

soon since her last dose.

The facility policy for "Pain Assessment” was
reviewed. Listed under "Steps”, it stated to, "Do
follow-up assessment within 2 hours after
administration of medication.”

R11's care plan, last updated on 6/17/09
identified the problem, "P/F (potential for}
Alteration in comfort R/T {related to) pain. Under
the approaches it listed, "Assess/ix(treatment)
doc (document) sx (signs) of pain and doc

F 309

i
|

FORM CMS-2567(02-99) Previous Versions Obsolete Event 10:MMBL11

Facility 1D: DEOC100

If continuation sheet Page 20 of 41




JEPARTMENT OF HEALTH AND HUMAN SERVICES

SENTERS FOR MEDICARE & MEDICAID SERVICES

“ATEMENT OF DEFICIENCIES
4D PLAN OF CORRECTION

T R T R

EORM APPROVED
OMB NO. 6938-0381

(X1} PROVIDERISUPPLIERICUA
ICENTIFICATION NUMBER:

085006

(X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
COMPLETED
A BUILDING
C
8. WING
08/14/2009

IAME OF PROVIDER OR SUPPLIER

REGAL HEIGHTS HEALTHCARE & REHAB CENTER

PR

STREET ADDRESS, CITY, STATE, ZIP CODE
5525 LANCASTER PIKE

HOCKESSIN, DE 19707

(X4) ID T SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (x5)
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
DEFICIENCY)
F 309 | Continued From page 20 F 309

effeciiveness of interventions.”

Review of R11's "Controlled Medication Utilization
Recard” for oxycodone {Percocet), dated B8/6/09
through 8/9/09 revealed that she generally
received the medication once of twice per day
and occasionally three time per day. During that
period of tirme, R11 received 90 doses of
Percocet, however, the effectiveness was only
recorded 53 times.

During an interview with E29 (nurse) on 8/10/09,
she stated that R11 often asked for pain
medication and that she gave her Percocet most
of the time. She stated that the resident had just !
asked for Tylenol, however, when the MAR was
reviewed, there was no evidence that the Tylenol
was given that day. When £28 was asked where
she documented the administration of the :
medication, she siated that she was planning o
record it under standing orders. Review of R11's
MAR's for 6/09, 7/09 and 8/09 lacked evidence
that Tylenol was given during that time period.

Interview with E9 (nurse manager) on 8/14/09
confirmed that the effectiveness of pain

medication should be monitored and recorded
within @ couple of hours after administration’ I

Even though the facility's policy and standards of
practice indicate the need for monitoring the
effectivenass of pain management interventions,
the facility failed to adequaiely assess R11's pain
after the adminisiration of medications as per her
plan of care.

3. R14 was admitted to the facility in 10/07 with
multiple diagnoses including diabetes, past
cerebral vascular accident (CVA) with right sided
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paralysis, COPD, pulmonary edema, peripheral
vascular disease (PVD) and bipolar disarder.

Review of R14's "Pain Assessment” sheet, dated
7/17/09, revealed that she had lower leg pain due
to her PVD. The recommendation was for
Vicodin 5/500mg daily. R14's care plan, last
updated on 3/16/09, identified the problem, P/F
Alteration in comfort R/T pain and included the
approach, "Observe and document for
effectiveness of medication.”

Ri4's MAIRR, dated 7/09, indicated that she
received Vicodin 5/500mg daily for chronic pain.
Included was a pain monitoring sheet which
documented presence, tocation and intensity of
pain three times per day. On 7121109, severe leg
pain was documented and on 7/22/09 and
712409, moderate leg pain was recorded. There |
was no evidence in the clinical record that any
action was taken in regard to R14's reports of
moderate-severe leg pain.

4. R20 was originally admitted to the facility on
11/8/02 and had diagnoses which included
peripheral vascular disease, diabetes mellitus and
cerebrovascular accident (stroke) with lefi sided
hemiplegia (paralysis on one side of the body).
The annual Minimum Data Set (MDS) ;
assessment, dated 7/6/09 identified this resident's |
cognitive skilis for daily decision making as
independent, with no short or long term memaory
problems. This same MDS revealed that R20 did
not ambulate and required extensive assistance
of two (2) staff for bed mobility.

A nurse's note, dated 8/5/09 and timed 2:30 PM

F 308
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stated that a dark red area was found on R20's
left heel. A physician's order, dated 8/5/09 slated,
" .upload (left) heel (every) shift - float (left} heel
while in bed.”

Four (4) observations on 8/12/09 and 8/13/09
revealed that R20's heels were in direct contact
with the mattress while in bed. The facility failed
to consistently off load R20's left heel per
physician's orders.

On 8/13/09 at 2:00 PM during an interview with
£15 (CNA)Y, she stated that she was not aware
that R20's left heel was to be offtoaded while in
bed. E15 stated that she usually places a pillow
under R20's legs but that she had applied lotion |
to R20's ankles and that the resident had refused |
placement of the pillow. During an interview with
E14 (nurse) on 8/13/09 at 2:30 PM when asked
how CNA's are informed of residents’ care needs,
such as offloading, E14 stated that it should be
told to them verbally and also updated on the
"Nurse Aide's Information Sheet.” Review of
R20's "Nurse Aide's Information Sheet" lacked
information periaining to the offioading of the left
heel while in bed.

F 312 483.25(a)(3) ACTIVITIES OF DAILY LIVING

55=D

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nuirition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by. ,

Based on record review, observation and
interview, it was determined that the faciity failed -

i
TaG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
1

F 309i
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to ensure that 2 residents (R22 and R24) out of
25 sampled received the necessary services to
maintain good grooming and personal hygiene.
R22's fingernails were long and jagged and were

not trimmed properly. R24 failed lo receive
showers twice a week in accordance with this i
resident's plan of bath care. Additionally, R24's
scheduled hair care visits with the beautician was |
not monitored and therefore, was not met for a
month. Findings include:

1. Review of R24's closed records revealed that
she had diagnoses that included DJD
{Degenerative Joint Disease), ambulation
dysfunction, dementia, and CHF (congeslive
heart failure). According to this resident's
Minirnum Data Set (MDS) assessment dated
12/22/08, her cognitive skifls for daily
decision-making were "moderately
impaired-decisions poor, cues/supervision
required " R24 was totally dependent on staff for
her personal hygiene/bathing and needed
extensive assistance with activities of daily living
(ADLs).

The facitity initiated a care plan dated 1/17/08,
last reviewed on 1/16/09 on "Unable fo do own
ADLs withoul assistanee secondary to dementia,
DJD". The interventions included "Provide
assistance with hygiene and grooming”.

According to R24's CNA ADL Flow Record, R24
was to receive showers twice a week on

Tuesdays and Fridays on the 3-11 PM shift.
Review of this resident's ADL Flow Record
revealed that she did not receive her showers 6 ]
out of 8 times in the month of December, 2008. |
R24 atso did not receive showers 3 out of 8 times ;
in the month of January, 2009. In an interview ;

F 312

1?/17/09

F312
R24 was discharged from facility.

Resident R22 fingernails have since been trimmed and filed.

All residents will be assessed for long/jagged fingernails
and have them trimmed and filed as necessary. _
Residents requesting nail care will be addressed immediately.

Staff Development will serviced Nursing Assistants on

resident ADL and their ADL care as well as addressing residents
needs when requested

Unit Managers will audit resident nail care and immediately

Correct any concerns on a weekly basis.

Audit results will be reviewed at quarterly QA meeting.
!
i
|

: |
| |
! |
| !

i
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with E32 (CNA- Team Leader) on 8/13/09, E32
stated that she was not aware that R24 was not
getting her showers as care planned. In addition,
she stated that R24 went to the beautician for hair
care but these appointments are not recorded on
the ADL flow sheet. The beautician had the
record.

R24's record of hair care from the beauty shop
was provided by E33 {Business Office Manager)
on 8/13/09. The record revealed that this resident
was receiving hair care from the beautician
mostly 2x a month starting from 1/23/08, with the
last appointment on 11/24/08. The record
indicated that R24 did not have beauty shop hair
care from 11/25/08 through 1/6/00.

A nurse's note dated 1/6/09 stated, "Residents
(family member) called complaining of resident’s
hair not done at beauty shop. {(Family member)
made aware of change of beautician...message
have being (sic) left for beautician to care for
residents hair ASAP". In an interview with E11
(LPN-C Wing Unit Managet) on 8/14/09 at 11:00
AM, she acknowiedged that there was a change
of beautician in the facility, however, she stated
that the faciiity always had a beautician at all
times. In a telephone interview with E11 and E33
on 9/1/09 revealed that they did not know the
reason why R24 did not receive hair care from
11/25/08 through 1/6/09 (6 weeks). The facility
failed to follow through with R24's hair care with
the beautician.

R24 had beauty shop hair care done on 1/7/09 as
per family's request.

2. R22 had multiple diagnoses inciuding

F 312
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Parkinson's disease and dementia.

Review of R22's care plan last updated on :
7/11/09, revealed the problem area, “Unable to go;
own ADL's (activities of daily living) without
assistance secondary to Parkinson's disease.”
Approaches included, "Provide assistance with
hygiene and grooming.”

During an interview with R22 and his family
member on 8/12/09, he stated that he asked his
CHNA (Certified Nurse Aide) to trim his fingernails
on the previous day. The CNA fold the resident
that "he would see about it Observations of
R22's fingernails revealed that they were long and
jagged. o

On 8/13/09 ai 5:15 AM, E9 (Unit Manager) was
shown R22's fingernails and confirmed that they
needed to be trimmed. She stated that the CNA's
trim the residents’ nails and that she would make
sure that R22's nails were done that day. At 3:20
PM, R22 was observed in his room. He stated
that someone trimmed his fingernails that day,
however, observations revealed that some of
them were still long and jagged. E9 was shown
R22 fingernails and confirmed that they were
not timmed properly, then proceeded o trim
ihem herself. 7
£ 3151 483.25(d) URINARY INCONTINENCE ; F 315

55=D

Based on the resident's comprehensive i
assessment, the facility must ensure that a
resident who enters ihe facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract

FORM CMS.2567(02-99) Previous Versions Dbsclele Event 1D:MMBL11 Facilily ID: CECD100 1 continuation sheel Page 26 of 41




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

IV Y Ly, i e

FORM APPROVED
OMB NO. 0938-0391_

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
085006

[X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A, BUILDING
C
B. WING
08/14/2009

NAME OF PROVIDER OR SUPPLIER

REGAL HEIGHTS HEALTHCARE & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CCDE
6525 LANCASTER PIKE

HOCKESSIN, DE 19707

X4) 1D
PREFIX

“TAG ]

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}

F 315

Continued From page 26

infections and to restore as much normat bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on record review, review of facifity policy
and procedures and interview, it was determined
that the faciity failed to ensure that 1 {one)
resident (R8) out of 25 sampled, who was
incontinent of bladder received appropriate
services to restore or improve nofmnal bladder
function to the extent possible. The facility failed
io re-assess R8's continence status, failed lo
follow facility policy and procedure to ensure that
appropriate bladder interventions were
developed, implemented and monitored for this
alert and oriented resident. Findings inciude:

RS was admitted to the facility with diagnoses that
included cerebral vascular accident (CVA),
degenerative joint disease, dementia,
hyperiension and depression. Originally, a :
previous quarterty MDS assessment dated 1/8/08 |
indicated that R8 was "frequently incontinent of
bladder - but some control present” and was
coded 3. According to R&'s annual Minimum Data |
Set (MDS) assessment dated 03/02/09, her
cognifive skills for daily decision-making were
"independent-decisions consistent/reascnable”.
R8 had no long or short term memory loss. R8
was totally dependent on staff for transfer, foilet
use and personal hygiene. R8 was assessed as
incontinent of bladder-"had inadequate control of
nladder, multiple daily episodes” (coded 4) and no
scheduled toileting program was in place. R8 !
was also coded as 3 on bowel (frequently
incontinent of bowel 2-3 times a week).

F 315

10/17/09

F315
F315

Resident R8 was reassessed; bowel and bladder retraining was
Injtiated. The care plan was updated to reflect changes.

Al resident Bowel and Bladder assessments will be
reviewed. For any resident with a score greater than 14,
the Bowet and Bladder protocol will be initiated.

Care plans will be updated as necessary.

Staff Development will in-service nursing staff on the
Bowel and Bladder policy and procedure.

Unit Managers will review and ensure the
appropriate care pans and interventions are identified.

Findings will be reported at the quarterly QA Meecting.
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R8's last "Bowel and Bladder Rehabhilitation i ‘
Assessment” was done on 9/10/08 and had a 10/17/09
score of 20 that indicated "Resident was a i
candidate" for bladder training. Despite the results
of the assessment, there was no evidence that
any bladder retraining such as a toiletin . . L
y 9 g Residents with an order for insulin, when not

program, was completed. During an interview :
with £17 {CNA) on 8/11/09, she stated that the |
resident’s current transfer status was via stand-up |
lift and she used a commode. i

available will be listed and the listing will be

given to the DON, insulin will then be added to
“stash”. Any calls to the pharmacy going
unanswered as to policy, the backup pharmacy will

Subsequently, a written statement at the bottom be calfed

of the 9/10/08 "Bowel and Bladder Rehabilitation
Assessment”, sheet stated that R8 "Remains
incontinent of B/B {Bowel/Bladder)"and dated
1242108 . However, review of R8's clinical record
lacked evidence of a completed re-assessment
and record of a voiding diary or toileting program
to support the result of this assessment
Additionally, on 5/12/09 and 7/23/08 the facility
again identified R8 as "always incontinent of i
bladder and bowel". However, there was a lack

of docume ntation that this resident was evaluated :
via a voiding diary and/or toileting program as per|
facility policy to support that this resident was
always incontinent of bladder and bowel.

A listing of residents on insulin medications will be
generated and checked to ensure the medication is in
the building.

A listing of alf residents with a delay in receiving
medications will be given to the Unit Manager on a
daily basis.

An audit will be conducted by the Unit Managers on
a monthly basis for all residents on insulin
medications to ensure medications are in the
building. Audit results will be presented at quarterly
QA meeting.

During an interview with E17 (CNA) on 8/11/09 at
10:25 AM she slated, R8 would ask for
assistance to use the cormnmode for bowet
movements but not as much for voiding. E17
stated that R8§ sometimes had control of her
bladder.

In an interview with R8 on 8/14/09 at 1:30 PM,
she statad that she would call for assisiance to
use the commode. She knew when she had to
use the commaode to void. The staff used the

standup lift for her transfer fo the commode. - . ]
: 1
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The facility originally initiated a care plan on
4/1/08 on "Alteration in Elimination RT resident
being incontinent. Resident is incontinent of
bladder or bowel and has no memory recall
(which is in conflict with MDS of 3/09) and/or
ability to retrain. Is continent of bowel at times”.
The intervention "Toilet at regular intervals if
resident is able" was crossed out and dated
4/1/08. Although this care plan was reviewed
monthly with the last review date on 7/23/09, the
current intervention to "Use pads or briefs” was
never revised. There was no evidence that any h
attempts were made to manage the incontinence
and improve bladder function. There was no
toileting plan in place. The CNA's continued to
decument in the CNA Flow Sheets for 9/08,
12/08, 3/09, 5/09 and 8/09 that R& was
incontinent of bladder at all times.

in an interview with E12 {LPN-Unit Manager) on
8/10/09, she acknowledged thal there was no
current bladder assessment for R8. She stated
that a 3-day "Voiding/Bowe! Diary” would be
initiated to determine this resident's continency.
A "Voiding/Bowel Diary" was initiated on 8/11/08.

On 8/14/09, review of the 3 day Voiding/BM
(toileting program) diary for 8/11/09, 8/12/0% and
8/13/09 revealed that out of 3¢ scheduled
toileting, R8 was only toileted 11 fimes. In an ‘
interview with £18 (RN) and E19 (LPN}, they
both stated that they were not aware that this '
Voiding/BM diary was initiated for R8.

Additionally, on 8/14/02 at 5:30 PM, E12
acknowledged that some of the staff did not know
how to use the 3 day Voiding/Bowel diary.
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The facility failed lo ensure that R8 received
appropriate services to restore or improve her
normal bladder function to the extent possible.
483.25(h) ACCIDENTS AND SUPERVISION

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident recetves
adeqguate supervision and assistance devices (o
prevent accidernts.

This REQUIREMERNT is not met as evidenced
by:

Based on record review, observations, interview
and review of other facility documents, it was
determined that the facitity failed to ensure that
two (2) residents (R21 and R15) out of 25
sampled rasidenis received proper care with the
use of an assistive device and/or adequate
supervision to prevent accidents. The facility
failed to follow R21's plan of care to adequately
supervise and handhold R21 when ambulating
her which resulted in a fall with mulfiple injuries,
including a laceration above her left eye that
required four (4) sutures and a hemaloma above
the left ear. R15 sustained a laceration, requiring |
steri-strips to the bridge of her nose when she fell
while reaching for her walker which was left out of
her reach. Findings include:

1. R21 had diagnoses that included left hip
fracture,alzheimer's, dementia, depression,
osteoporosis, ambulatory dysfunction, and a right
total knee replacement with a history of falls.
According to R21's annual Minimum Data Set

F 315,

F 323
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(MDS) assessment dated 3/25/09, this resident's
cognitive skills for daily decision-making were
"moderately impaired-decisions poor;
cues/supervision required.” R21 had both long
and short term memory problems. R21 was listed
as having an unsteady gait.

Review of R21's clinical record revealed a
nurse's note dated 5/28/09 and timed 7-3 (shift)
which stated, "...CNA {Certified Nurse Aide),
(E37), was ambulating ¢ (with) resident down the |
hail when she fell forward @ 0910 (at 9:10 AM),
the CNA tried to catch her and was able to grab
her sweater and break her fall, laceration
observed over L (left) eye, clo (complains of) pain
in L shouider, VS (Vital Signs) (blood pressure,
puise, respirations and temperature) =
130/80-80-18-97.5, neuro check dong, ice
applied... resident transported to (name)
hospital..." A nurse's note dated 5/28/09 and
timed 3:30 PM stated, "Resident returned from
ER (Emergency Room) via wic (wheeichair) ...
alert & oriented X 1 (limes one) (self) c L arm in
sling and bandaid over L eyebrow. L eyebrow c 4
sutures intact, some redness at incision line,
redness noted on top L. eyelid. VS
102/60-88-18-98. L arm warm (o touch (positive)
pulses, ¢/o discomfort/pain when arm moved. Dir
(Daughter) states X-rays of L arm/shoulder done
@ ER (negative} for fx (fracture). Addendum 2
c¢m nodule (7hemaioma) noted above residents L
ear on head, denies pain when touched. "

A nurse's note dated 5/29/09 (untimed) under the
"Safety” section of the chart summarized the
same events as above except added, "...Resident
needs supervision ¢ {(with) ambulation. No '
devices. Had shoes on. Floor was dry. Fell by :
doorway to courdyard, No railing fo hold onto. P.T.

w373
F323
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Resident R21 had his transfer status updated.
Resident R21 had refusal of care reviewed

by the Unit Manager/Supervisor. The Plan of Care
was updated as appropriate.

A!] residents requiring transfer with physical assist
wi !l have their transfer status reviewed and care plans
will be updated by the MDS Coordinator/Unit Manager..

The facility policies and procedures for transfers
and resident refusal of care was reviewed and no
revision were necessary.

All nursing staft will be re-in serviced by Staff Development
on proper ransfer techniques and documentation
requirements when residents refuse care.

Unit Managers/Supervisors will be made aware of
any residents refusal of care. They wiil perform
random audits of the documentation and the

residents Plan of Care to ensure proper documentation,
Results of the audits will be reported to the DON and
monthly to the QF Committee.

H
I
1
i
i

|
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(Physical Therapy screen.” On 6/3/09, "Fall
Committee Mtg (Mesting) held. All interventions
reviewed."

Review of R21's care plan dated 9/8/08, and last
updated on 6/18/09, titled Potential for falls R/T
(related to) cognitive deficit, hx (history of) falls, ...
refuses to ask for assist, ...refuses to use walker, i
vision deficit”, listed under approaches, "...Staff to |
amb {(ambulate) c resident hold hand if agreeable : :
or use rait..."

Review of R21's 5/08 ADL {Activities of Daily
Living) Flow Record documented R21's
“Locomotion in Hali” as "Limited Assisiance -
some physical help provided - 1 person assist”. 1t
listed the intervention "Handheld asst (assist) at
all times if refused write it". There were no i
refusals documented in May 2009, !

The 5/28/09 Incident Report and facility's
investigation were reviewed (including witness
statements). The 5 day Follow-up described the
incident as "Witnessed fall with injury: C.N.A. was :
walking with {name- R21) and another resident... |
when (R21) fell.... Resident sustained a laceration
above left eye and complained of pain in left arm..
Sent fo E.R. for eval, CTT scan of head and x-ray
of left arm were negative. .. Resident {o walk with
supervision and handhold. Disciplined and
inserviced C.N.A. P.T. screen.”

During an interview on 8/14/02 at 11 AM, the Risk
Manager, £4, stated that the facility's video tape
revealed that E37 had been walking, holding the
hand of her assigned resident (SSR30), while
R21 was walking in front of them. R21 was

assigned to another CNA, E38. E37, who was |
helping E38, was unfamiliar with R21 and the
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resident's care plan.

Review of £38's Clinical Performance
Advisement, dated 6/5/09 stated, "... (R21) 5/28
0910 fell... CNA that was walking her to TV j
lounge was not assigned to her & did not know
her & that she needed supervision with hand hold. :
As team caplain & assigned CNAyou need to
give report to CNAs that float to your unit on how
to fransfer residents.” In addition, the Unit
Manager, E36, was also referred for safety. Her
clinical performance advisement, dated 6/5/09
stated, "... (R21) 5/28 0910 feil... CNA ... not
assigned... did not know her. You walked passed
her in hallway. As UM (Unit Manager) you need
to checlk CNAs that float fo your wing know how
to transfer residents." E36 and E37 were not
interviewed as they no longer work for the Tacility.

During the 8/14/0% interview, &4 acknowledged
that the facility staff had failed o ensure R21's
plan of care: was followed when ambulating this
resident which resuited in a fall with multiple
injuries.

2. R15 was adrnitted to the facifity on 5/20/08 with
diagnoses including dementia with agitation and
delusions, stroke, osteoarthritis and osteoporosis.
The annual Minimum Data Set (MDS}
assessment, dated 4/23/09, identified that R15
required supervision when walking in her room
and in the corridor.

The physician's order sheet (POS), dated 6/1/09, .
included provide 1:1 supervision, use of walker, |
non skid socks on at bedtime, offer recliner chair |
in resident's room to sleep and keep bathroom
light on at all times. The fall care plan, revised
5/14/09, had a plan of action that reflected the
physician's orders,
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On 6/10/09, R15 sustained an avoidable fall with

| injury when her walker was moved away from her !
to eat lunch. When lunch was finished, the walker
was not returned. In an interview on 8/13/09, E4 ;
(nurse), Risk Management stated, "the walker
was a few steps away from the recliner, further
into the room®. Per the Incident Report, dated
6/10/09, R15 stated, ™ | was trying to get my
walker & fell & cracked my head ". Additionally,
the Incident Report noted that R15 had a cut
across the bridge of her nose requiring steri-strips
and had sweliing at the right eyebrow to which ice
was applied. The 5 day follow up Incident Report
noted, "Unwitnessed falf with injury... staff
inserviced to keep walker in reach. Staff are
doing 30 minute intervals of one on one
supervision around the clock. PT {physical
therapy) Screen ..." Also, on 8/13/09 £4, stated
that F9, the Unit Manager, advised her that the
assignment sheets for one on one supervision
were discarded.

The facility failed to provide adequate supervision
and have the walker within reach to prevent R15's
tall on 6/10/09. On 8/13/09, in an interview with
£4, she acknowledged this finding.

F 425 | 483.60(a).(b) PHARMACY SERVICES

i
$8=D ;
i

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

A facility must provide pharmaceutical services
(including procedures that assure the accurate

F 323

F 425
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acquiring, receiving, dispersing, and
administering of all drugs &« biolagicals) o meel
ihe needs of each resideni

The facitity must employ or abtain the services of

a licensed pharmacist who orovides consuliation
on zil aspecis of the provis-an of pharmacy
services in the facility.

determined hal the facility -ailed to enswe that
pharmaceulical services pravided medicalions in
a timely manner for 1 {one: resident (R13) oul of
25 sampled. Findings inck:de:

The facility's policy entitlec "Providing Pharmacy
Products and Services” was reviewed.

k13 had a physician's orde: dated 6/20/09 and
timed 2400 for, "Administe: Humulog AC & HS sq
Insulin sliding scale" A nurse's nole dated
6/21/09 stated, "BS (blood =ugar) @ 0730 (7:30
AM) was 190 - unable 1o cover with Humulin (sic) |
ins. {insulin) not available.. Pharmacy called x 3 |
with no call back until 11:1-: " At that time R13's '
blood sugar reading was 40 for not having ;
received the insulin coverage at 7:30 AM when |
her blood sugar reading 190. The pharmacy |
i
|

_failed to respond to the faclty's call to dispense
the Humulog Insulin to me=t R13's neads.

In an interview with £4 (Rixx Manager) on 8!14/09%
at approximalely 5:10 PM, +he acknowledged that:

F 425

/1709

1

F4%5

Resident R13, as of today, st yws no signs of distress
in regards to incident dated €. 21/09. The facility
updated the “stash”™ room wi.1 emergency meds, fo
include a vial of each insulin.

Residents with an order for fisulin, when not
available will be lsted and te listing will be

given fo the DON, insulin will then be added to
«stash”. Any calls to the phirmacy going
unanswered as to policy, the backup pharmacy will
be called

A listing of residents on insilin medications witl be
generated and checked to ¢r ure the medication is In
the building.

A listing of all residents with a delay in receiving
medications will be given t the Unit Manager on a
daily basis,

An audit will be conducted Hy the Unit Managers on
a monthly basis for all resic :nts on insulin
medigations {0 ensure medisations are in the
building. Audii results wili be presented at quarterly
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the pharmacy called the Emergency Pharmacist |
who did not immediately respond. It took 4 hours
for the Pharmacist to respond. :
F 4971 483.75(e)(8) REGULAR IN-SERVICE F 497
s5=p | EDUCATION 10/17/09
The facility must complete a performance review
of every nurse aide at least once every 12 :
months, and must provide regular in-service | F497
education based on the cuicome of these :
reviews. The in-service training must be F497
sufficient to ensure the continuing competence of
nurse aides, but must be no less than 12 hours Employee E19° . :
per year; address areas of weakness as piey s annual review has been completed.
determined in nurse aides’ performance reviews An audi
. i it of all 1
and may address the special neads of residents ensure all 0:;1 eregl?ge:ere}c]ords will be completed to .
as determined by the facility staff; and for nurse . evaluations corn leit)edy s have mandatory
aides providing services to individuals with ' pieted.
ci_?gnltlve_ 1-m|:;a1_rmen_ts ,dalso address the care of A report will be gencrated by the Corporate Hurman
the cognitively impairea. Resources Department at the beginning of each
month that will inform The Human Resources
. _ _ Assistant of all reviews due that month, Thi
:}';x_ls REQUIREMENT is not met as evidenced will be reviewed at month end to ensur;a Al r:‘i?gg:
; - - . were compl ) i X
Based on a review of facility docurmentation and carried ::,Erettidmeﬁn;{:evm:g not' completed will be
staff interview, it was determined that the facility | month until competed.
failed to insure that one (1} of nine (9) sampled Staff -
o . ; . . aff Develo -gervi
certified nurse aides received their mandatory monthly rep Op:;ge;; d“;;zgs.sew;ce all staff on the
annual performance review. Findings include: Ing ot reports.
The Human Resources Director will audj
i ; itth
E19 was hired 2/7/08. Review of the personnel on a monthly basis and report the findings : rl:PEl)rt
file revealed the absence of a performance at the QA meeting & quarterly
review. ”
An interview on 8/13/09 at 9:10 AM with E18
{Human Relations Assistani) confirmed this
finding. ,
F 508 | 483.75(k)}{(1) RADIOLOGY AND OTHER i F 508
55=p | DIAGNOSTIC SERVICES |
Fvenl 10: MMBL11 Facility 1D: DECO100 If continuation sheet Page 36 of 41
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The facility must provide or obtain radiology and
other diagnostic services to meet the needs of its
residents. The facility is responsible for the
quality and timefiness of the services.

10/17/09
This REQUIREMENT is not met as evidenced |
by: !
Based on clinical record review, staff interview F508
and review of facifity policy, it was determined that
the facility failed to provide radiology services in & Resident R9 is not at risk for distress from incident
timely manner for one (1) resident (RO} outof 25 dated 4/26/09. Radiology was notified of delay m.
sampled. Findings include: care and was informed of the deficient practice:
R's nurse's note, dated 4/26/09 and fimed 1700 | Any residents with a STAT order for Radiology will
(5:00 PM) stated that the resident claimed to have% be documented and reported to the Director of
fallen and was complaining of left hip pain. This Nursine.
same nurse's note stated that at 5:30 PM an ' " o - ha
order was obtained for a left hip X-ray fo rule out Any residents with 2 STAT or_der of Radio Og'}[,Ith
fracture. delay will be sent to the Hospital for X-ray Wl na

reasonable time frame, not to excide 3 hours.

A nurse's note, dated 4/27/09 and timed 1340

(1:40 PM) stated, "...Spoke to {name) at Audits of residents with 4 S’l_"AT order W:Il be A
{radiology services provider) Very soiry on the completed on a monthly basts by the DON at Q
wait will send someone out to take Xray' awaiting meeting.

Xray tech." A second nurse's note on 4/27/08 i
timed at 1730 (5:30 PM) stated, "..report ;
received. Xray negative for fracture..”

The left hip X-ray was not completed until ;
sometime after 1:40 PM on 4/27/09, over 20
hours after it was ordered. The resuils of the
X-ray were not obtained untit 5:30 PM on 4727108,
24 hours after the X-ray was ordered. The facility
failed to ensure that radiology services were
provided in a timely manaer for R9.

During an interview with E10 (nurse) and E14 i
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(nurse) on 8/12/09, they acknowledged that the 10/17/09
X-ray should have been completed within jour F514 l
hours after being ordered. They also both !
acknowledged that the X-ray would have been Residents R13, R23, R24 and R22 clinical records have
ordered "stat" (Immediately/as soon as possible) been corrected.
since it was ordered to rule out a hip fracture. The
facility policy entitled "X-RAY" stated, "...lf a Resident R13, as of today, shows no signs of distress
physician requests a "stat” order, it is to be in regards to incident dated 6/21/09. The facility
understood that the x-ray company is allotted a updated the “stash” room with emergency meds, to
four hour response time. " inciude a vial of each insulin.
F 5141483.75(1)(1) CLINICAL RECORDS
8S=E Residents with an order for insulin, when not
The facility must maintain clinical recerds on each available will be listed and the listing will be
resident in accordance with accepted professional given to the DON, insulin will then be added to
standards and practices that are complete; “stash”. Any calls to the pharmacy going
accurately documented; readily accessible; and unanswered as to policy, the backup pharmacy will
systematically organized. be called
The clinical record must contain sufficient A listing of residents on insulin medications will be
informalion to identify the resident; a record of the generated and checked to ensure the medication is in
resident's assessments; the plan of care and the building.
services provided; the results of any
preadmission screening conducted by the Slate; A tisting of all residents with a delay in receiving
and progress notes. medications will be given to the Unit Manager on a
daily basis.
This REQUIREMENT is not met as evidenced An audit will be conducted by the Unit Managers on
by: _ a monthly basis for all residents on insulin
Based on record review and interview, it was medications to ensure medications are in the
determined that the facility failed to ensure that building. Anudit results will be presented at quarterly
clinical records on 4 residents (R13, R23, R24 QA meeting.
and R22) out of 25 sampled, were maintained in
accordance with accepted professional standards . T
of practice that are complete and accurately Resident R23 shgws no distress at this time in regards
documented. Findings include: to the 12/08 Incident.
Cross refer to F309 example #1 Random audits of the MAR will be conduc_ted monthly by the Unit
1a. There was lack of documentation in R13’s Manager/Nursing Administrati.op to determine accuracy of
clinical record from E28 (RN who received the Information obtained in the Clinical record.
FORNM CMS-2567({02-98} Previous Versions Cbsolete Evenl 10: MMBL1 Al audit results will be reviewed for accuracy and

reported at QA Meeting
Resident R24 was discharged from the center.

Residents with un-witnessed falls will be listed daily
by the Risk Manager

All staff will be in-serviced on the falls policy and procedure by
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physician’s ielephone verbal order) on 6/20/0% at
12:00 AM reminding the prescriber that the
Pharmacy was closed and that there might be a
delay in insulin therapy, and if they can use a drug
that is included in the facility's interim drug supply
as per facility policy entitled "Providing Pharmacy
Products and Services".

Cross-refer to F309 example #1

1. E27 (nurse) signed off in the MAR
{Medication Administration Record) that H_umulog.
insulin was administered at 7:30 AM but did not
circle the signature to indicate that it was not
admirustered because it was not available. £27
calied the physician's office that R13's Humulog
insulin coverage was not available but did not
document sufficient information in the nurse's
notes to identify the time and the name of_the
physician she spoke to. In addition, she failed {o
document if she informed the physician that the
previously prescribed insulin (Humulog) was not
available and would want to change the order to
an insulin available in the facility's emergency
drug supply for R13, whose blood sugar reading
was up to 190 and needed the insulin coverage.
E27 incorrectly documented in R13's nurse's note :
the drug's name as Humulin insulin instead of
Humulog as prescribed. E27-lacked o
documentation of the results of R13's monitoring
between the four hours that this resident was
without insulin coverage. E27 failed to document
that the supervisor was notified of the pharmacy
occurrence.

1c. According to E4 (Risk Managear) E27 (nurse)
andfor E28 (nursing supervisor) failed to
document a Pharmacy occurrence, when the
Pharmacist failed to respond to the facility's call
for R13's insulin to be delivered.

H
1
|

Fs14
Staff Development

Residents with unwitnessed falls will be reviewed with the
Inter-disciplinary team within 24 hours, all incidents will be re-
Reviewed the following week at the Falls Committee meeting to
Ensure incident is complete.

Random audits will be conducted by DON/Designee to ensure
Incidents are completed. Results of the audits will be reviewed at
The quarterly QA meeting.

{
Care plan for R22 was updated to include approach of
I:1 intervention in room with participation in out of 1t
room activity 2 times per week, a radio with CD player
was placed in R22s room.

Activity stalf will offer to play music on a daily basis.
The daily activity schedule will be verbally reviewed
with R22 daily during morning distribution. Activity
staff will invite and escort to any chosen activity.

Activity director will conduct a daily communication
meeting with activity staff to discuss declines in
physical, cognitive or social aspects of resident care.

All staff will be in-serviced on proper documentation of
refisals and active participation vs. passive
participation

Activity Director will monitor participation logs weekly
for missed or improper documentation. Activity
Director will implement monthly QI study to track any
residents with significant change in level of
participation. Activities Director will ensure that
residents are appropriately care planned and any
interventions have been put in place and are effective.

“ORM CM5-2567(02-99) Previous Vessions Gbsolete

Event 10:MMBL11

Results will be reported to the QA Committee.

All ticensed staff will be in-serviced on aceuracy of documentation
Random audits will be conducted monthly by the Unit
Manager/Nursing Administration to determine accuracy of

Information obtained in the Clinical record.

All audits will be reviewed for accuracy and
[reported at QA meeting
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F 314 | Continued From page 39

2. R23's 12/08 MAR {Medication Administration
Record) revealed the following medications were
not signed off as administered on 12/1/08:
“Novolin NPH 12 u sq q AM" and "ASA EC 81
mg. 1 tablet p.c."

Additionally, on 12/3/08 the prescribed cranberry
capsufe 2 tabs p.o. TID was not signed off at
21:00 (9:00 PM). A physician's order dated
12/2/08 for "500 mg. of Tylenol g HS (bedtime)
was administered at bedtime on 12/3/08 but was
not administered at bedtime on 12/2/08. There
was no documentation in the clinical record as to
why the medication was not administered on
12/2/08,

3. R24’s clinical record revealed that on 11/20/08, |
this resident had an unwitnessed fall from a
reciiner. A late entry note was written on 11/24/08
at 1700 that identified a potential injury incurred

by R24 and was discovered and reported by a
family member on 11/21/08 that the family
believed was related to the resident's 11/20/08
fall. This information was vital to the facility's
investigation of the incident. In an interview with i
E4 (Risk Manager) on 8/13/09, she
acknowledged that the documentalion was not
complete and it should have been documented in
a timely manner.

Cross refer to F248

4. R22's Activity log for 7/09 and 8/09 indicated
that he listened to the radio every day during both
months, however this resident did not have a
radic in his roorm. When questioned about this
issue on 8/13/09, E6 (Activities Director) stated
that they piay the radio in the main dining rcom
during meals. Since no radio was observed in the'

i
F 514i

]
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dining room during the survey period {8/6/09 -
8/14/09), E6 was asked about this
docurnentation. She stated that their radio had
been missing for about the past month and that
staff "may just fill it in out of habit.”

The facility inaccurately documented in R22's
Activity log that he listened to the radio when in
fact there was no radio for him to listen to for
approximately one month.

F 514
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