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F 000 INITIAL COMMENTS
. A bi-annual survey was conducted at the facility
. from March 17, 2010 through March 26, 2010.
- The deficiencies contained in this survey are 1
: based on observations, interviews, review of I
‘ residents’ clinical records, and review of other
- facility documentation as indicated. The survey ¢
. sample included thirly (30) admission and forty '
| (40) census residents in Stage 1. The Stage it -1
! sample included review of thirty-one (31) :
! residents. Additionally, there were seven (7)
' sub-sampled residents.

F 1741 483.10(k) RIGHT TO TELEPHONE ACCESS

85=p : WITH PRIVACY

: The resident has the right to have ressonable
| access to the use of a telephone where cails can

i be made without being overheard.

" This REQUIREMENT
" by:

' Based upon observation and interview, it was _
: determined that the facility failed to provide phone -
| privacy for two (R189 and R98) out of 31 Stage 1R
i Sampled residents. Findings include: i
|

. 1. Review of the quarterly Minimum Data Set
(MDS) Assessment, dated 1/14/10, revealed that
1 R189 was coded as independent in cognitive '
i skills for daily living and that both short and long

| term mermory were ok. On 3/17/10, during an

is not met as evidenced

| interview, R189 stated that he had to use the
" phone at the nurses' station. He stated that there !
. was no private place to make calls to his sister or |
! to call about appointments. 5

£2.0n 3/19/10, R98 was observed}?f—prope"ing

. his wheeichair to the Station Il nu es' station
T g — /

F 000!

F174 Right to Telephone Access With
Privacy

1. R189 and R98§ were made aware the

facility could provide them with a portable
phone or a private area to talk on the phone
when needed. - 1

F 174

9. An initial audit was conducted to
determine whether or not residents were
aware of the facility’s policy to provide 2
private area or portable phone to residents
when privacy was needed for phone
conversations. Residents idemtified as
needing a portable phone or a private area
for phone conversations were informed to
request this with the staff when the need
oceurs and this intervention will be
provided.

1. Staffreceived education regarding the !
facility policy to provide a private area or !
portable phone to residents when privacy is
needed for phone conversations.

]
i
!
This policy and procedure is included in the !
admissions process and in the employee 1
orientation process.

i 4. Arandom monthly auditx 3 months will
' e conducted to determine if resident’s right |
to telephone access with privacy is provided ;
and reported at the monthly QI meeting. !

E
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Any deficiency statement ending with an asterisk (*} denctes a deficiency which the institution may be excused from correcting providing it is détermined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether of not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the faciiity. |f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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F 17‘4:, Continued From page 1
i where E14 (CNA) handed him the phone. During

money issues including checks and could be
! clearly heard by anyone in the area Upon
" completion of R98's phone call, E14 was
. interviewed. When E14 was asked if there was
. another place that was more private to receive
. phone calis, E14 responded that resident's both
. received and made cails from the Station 1l
nurses' station. £14 aiso stated that R98 had a
 cell phone but because he was not in his rocm
| that the call came to the nurses' station and that
' she informed him to come and get the call there.
! The facility failed to provide phone privacy for
' R189 and R98.
F 241 483 15(a) DIGNITY AND RESPECT OF

i AT

ss=p ! INDIVIDUALITY

. The facility must premote care for residents in a

' manner and in an environment that maintains or
! enhances each resident's dignity and respect in

‘ full recognition of his or her individuality.

|

. This REQUIREMENT is not met as evidenced

- by

!t Based on record review and observation of the

| lunch time meal on 3/18/10, 3/18/10 and 3/24/10
| on Station I1i, it was determined that the facility

- the residents in a dignified manner. Findings
~include:

! his room mate while the room mate was eating
; his meal. R5 was waiting for the second seating
' of the assisted dining room which was {o

. the phone conversation, R98 was speaking about

1 failed to provide meals that promoted the care of

1. At 11:25 AM on 03/18/10, R5 while in his wheel !
i chair and watching felevision, was seated nextto :

[ F 174i

1

F 244 .
F241 Dignity and Respect

1. RS, SSR3, SSR4, R127, SSR6, SSRY,
SSR& and SSRY now receive their trays at
the same timeframe as other residents either
in their room or at their table in the dining
areas.

There is no R146 identified on the survey :
roster. i

immediately after cating.

|
i
|
1
\ SSR10 has napkins removed from shirt

! 2. An initial audit was conducted at meal
i i pass times to identify how frays are

: delivered io residents to assure tray delivery
is provided to residents during the same
timeframe when residents are in their room
or seated at the same table. Meal carts were

, ! rearranged accordingly.
H ; ;

|

| f{'w j
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F 241" Continued From page 2 F 241} 3. Meals carts have been rearranged to b
| commence at 11:50 AM. : i accommodate residents eating together. ! 5 ,27
| |2 At41:30 AM on 03/18/10 and at 11:45 AMon | | Dictary and musing saf eotuel cducation | i0
| ' 3/19/10, SSR3 was lying in bed watching his , onproviding meals foxesy 52 o A8
| : ’ - ying 9_ .  game timeframe when residents are in their
| | room mate, while the room mate was eating his | i room or seated at the same table. 1
' meal. SSR3 was awaiting the second cart to ; : i
é i arrive on the unit at 11:50 AM with his meal. . Routine ambassador rounds are conducted to .
! identify dignity issues (such as, but not i
| 3. At 11:45 AM on 03/18/10, R127, SSR4, and | Jimited, removing napkins from residents '

immediately afier eating).

{ Issues are addressed and resolved
immediately. Issues as a result ambassador
rounds are discussed at the routine AM
meeting.

. R146 were seated in the Station 1li day/activity |
* room in full view of a fourth resident being t
. assisted with her meal. Three residenis, R127,
| SSR4, and R146, were awaiting the second |

|

seating of the assisted dining room which was to
i commence at 11:50 AM.

All staff received education regarding

' : privacy and dignity to residents

L4 A 14:48 AM on 03/19/10, R127, SSR6, SSR7, | | (including removing napkins from residents
SSR8 and SSRE had been seated in the Siation immediately after eating).

"Il day/activity room in full view of a sixth resident : .

x being assisted with her meal. These residents l 4. A monthly auditis conducted x 3 months

| were awaiting the second seating of the assisted ;  to assure compliance with tray delivery is
provided to residents during the same

1
|
| |
| | . ; |
|  dining room which was to cornmence at 1 1.50‘ | B eframe when residents are in their room
l
i
]
i
!

i
? AM. or scated at the same table; and reported at 1
the monthly QI meeting. i

' The first cart for Station 11l was scheduled o
sarrive at 11:15 AM. Routine ambassador rounds are agpregated
and analyzed monthly and reported at the

monthly QI meeting.

| 5. At 11:45 AM on 03/18/10, SSR10 was wheeled i
back to the Station IHI's nurse's station from the t
i

| | assisted dining room, located near the Station !
’i nurse's station, with a paper napkin tucked in the '
| collar of her sweat shirt. This was done in full i
| view of staff, residents and visitors, According to
. the annual MDS assessment dated 10/24/09, this |

. resident was severely cognitively impaired and tl

¥ had moderate impairment of vision.
F 279 | 483.20(d), 483.20(k)(1) DEVELOP
ss=p ! COMPREHENSIVE CARE PLANS

. '
4

FORM CMS-2567(02-89) Previous Versions Obsolete Event 1D XP57T11 Facility 1D: DEQQ180 If continuation sheet Page 3 of 38



PRINTED: 04/09/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICALID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CUIA {x2) MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: COMPLETED
A. BUILDING
B. WING
. 035037 03/26/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

234 SOUTH WASHINGTON STREET
MiLLLSBORO, DE 19866

ATLANTIC SHORES REHABILITATION & HEALTH CENTER

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES i ID : PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I VYR CROSS-REFERENCED TO THE APPROPRIATE . DATE
i DEFICIENCY) : .
] 1 1 t
F 279 Continued From page 3 F 279! F279 Comprehensive Care Plans i i
| A facility must use the resuits of the assessment l ‘ 5/17
' to develop, review and revise the resident's ; { 1. R79 now has a care plan for mood and ; / .
' comprehensive plan of care. , i behavioral issues and antipsychotic usage. . ]U
. 1 ! .
i H 1 .
* The facility must develop a comprehensive care ' L Rzointo v }.]asda eare pl:n for anxiety and
! plan for each resident that includes measurable E psyc_ Ofrople Crug Usags.
objectives and timetables to mest a resident's ! ! 2. An initial audit has been conducted on all
: medical, nursing, and mental and psychesocial . residents to identify current treatment plan.
! needs that are identified in the comprehensive b ! Care plans are revised accordingly.
- assessment: i |

An initial audit has been conducted on
current care plans used and revised to meet
the changes in the care plan process.

* The care plan must describe the services that are
' to be furnished to attain or maintain the resident's
| highest practicable physical, mental, and
' psychosocial well-being as required under

' 1 §483.25; and any services that would otherwise
| be requived under §483.25 but are not provided

3. The care plan process has been revised to
i include additional members of the
interdisciplinary team, location of care
plans, individualization of care plans and

due to the resident's exercise of rights under revision of care pians to include an
§483.10, including the right to refuse treatment evaluation component. :
- under §483.10(b)(4). The interdisciplinary care plan team now '

consists oft RNACs, Unit Managers,

; ' Dietitian/Dietary Manager, Activities, Social
. This REQUIREMENT is not met as evidenced Services. Rehab., Restorative Nursing,, and
) : A
s by .

i . - S | Care Plans are located at each nurses station.
: Based on record review and interview it was :

i determined that for two (R79 and R205) out of 31 ; :
| sampled residents the facility failed to developa | ' Licensed staff and other members of the |
* comprenensive care plan for an identified . . interdisciplinary care plan team received

" resident care area. Findings include: i education on the revised care plan process of
care plans.

1 1. R79 had diagnoses including Diabetes, Seizure
i disorder and Hypertension.

4. Random monthly care plan audits are I
conducted by the QI nurse or designee to
assure compliance with care plans being
completed timely, reflects current status of

= - ! ’ . : resident and is evatuated accordingly, and
- cognitive skills for daily decision making was reported at the monthly Q1 meeting.

| i
coded, "2 = Moderately impaired”. Review of the ;
. 1/25/10 MDS, Cognitive Patterns section also : ! i

|
i
P

' R79's quarterly Minimum Data Set (MDS)
Assessment, dated 1/25/10, revealed that R79's

i revealed that R79 was coded as, "2 = Behavior
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present, over last 7 days appears different from
resndent s usual funciioning" in the areas of
periods of aitered perception or awareness of
; surroundmgs periods of lethargy, and mental
- function varies over the course of the day.

The Mood and Behavior Patterns section of the

Resident made negative statements; Repetitive

- verbalizations; Expressions of what appear to be
| unreafistic fears; Repetitive health complaints;

! Insomnia/change in regular sleep pattern; and

l of the 1/25/10 MDS coded for transient organic
- psychotic condition and other diseases of the
b yrinary system, urinary tract infection.

i Health Conditions section of the same MDS3.

Rewew of R78's March 201 O Medication

' Administration Record (MAR) revealed that R79
! was administered one dose of Risperidol
" (anii-psychotic medication) 0.5 mg by mouth as

: review lacked evidence that a care pian was
developed for mood and behavicral

! issues/anti-psychotic use. An interview with E5
(umt manager) on 3/26/10 at approximately 1:30
| PM, confirmed the findings.

5 2. Cross refer F329, example #1.

' R205 was admitted to the facility on 827109 with
. diagnoses including Congestive Heart Faiiure,
Hypertensmn Anxiety Disorder and Depression.

| The admission Minimum Data Set {MDS)
i Assessment, dated 8/3/09, revealed that R205's
cognltlve skills for daily decision making were

| Verbally abusive. The Disease Diagnoses section

! Additionally, R79 coded for, "Hallucinations” in the |

needed on 3/11/10, 3/12/10, and 3/14/10. Record

1/25/10 MDS was checked in the following argas: :

x4) ID T SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION T e
BA% © {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
e © REGULATORY OR LSC IDENTIFYING INFORMATION) C o TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
. | DEFIGIENCY)
: i
F 279 Continued From page 4 '

[
F 279

5/
1 a #,

|
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F 279 ' Continued From page 5 F 279! Y I
' coded, "2 = Moderately impaired"” and periods of : ‘- 5//37
(estlessness were coded, “1 = Behavior present, : ' » iC
not of recent onset”. Review of the Medication ,
section of the 9/3/09 MDS, revealed that R205 :
received antianxiely and antidepressant ‘
medications 7 days in the last week and hypnotic ;
! medications 1 day in the last week. The quarterly
' MDS, dated 2/28/10, was reviewed and revealed |
that R205's cognitive skills for daily decision i
making was coded, "0 = independent” and the
Medication section continued to be coded as 7"
: for the number of days in the last week that R205
: received antianxiety and antidepressant
' medications.

The 9/3/09 MDS Resident Assessment Protocol

: Summary (RAPS) was triggered in the area of ‘ |
. psychotropic drug use. However, the section :
- "Care Plan Addressed" was not checked.

| R205 was receiving Xanax (anti-anxiety i
| medication) 0.5 mg. by mouth twice a day for E
 anxiety. Record review lacked evidence thata |
! care plan was developed for anxiety/psychotropic ]
| drug use. An interview with E4 {unit manager) on !
| 3/22/10 at approximately 2 PM, confirmed the
| findings.
E 280 483.20(d)(3), 483.10(k}2) RIGHT TO i :
55=0 | PARTICIPATE PLANNING CARE-REVISECP - ! :

| ; a |

: The resident has the right, unless adiudged

* incompetent or otherwise found {o be :

“incapacitated under the laws of the State, to

* participate in planning care and treatment or

‘ changes in care and treaiment.

|

: A comprehensive care plan must be developed

| within 7 days after the completion of the

{ comprehensive assessment, prepared by an

o
o
{ |

|
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interdiscinlinary team, that includes the aitending
physician, a registered nurse with responsibility
' for the resident, and other appropriate staff in
disciplines as determined by the resident's neads,
: 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 |
- gach assessment. !

This REQUIREMENT is not met as evidenced
by:
. Based on record review and interview, it was
| determined that for two (R205 and R97) out of 31
| Stage Il Sampled residents the facility failed to |
| periodically review and revise care plans when
| approaches were changed or initiated. Findings
include:

!

|

|

{ 1. Cross refer F309, example #1.

' Review of R205's interdisciplinary care plan

| implemented 8/27/08 for chronic neuropathic pain

| of bilateral lower extremities (BLE) lacked

| evidence of periodic review or revision since the

| implementation date, despite the resident's

" readmission to the facility from the hospital on

+ 1/11/10. Interview with the Director of Nursing
(E2) on 3/25/10 at approximately 12 noon !

. confirmed that the facility failed to revise the care i

! plan since ihe initial implementation on 8/27/09. !

i
|
!

{5 Ro7 was admitted to the facility on 4/30/08 with |
| diagnoses of obstructive uropathy, atonic !
| bladder/neurogenic bladder with an indwelfing |

| Foley catheter.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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F 280 Continued From page 6 F 280!

| - '/ /!

| F280 Right to Participate in Care Planning- | iC

Revise CP

;1. R205%s care plan has been revised to
reflect her current status.

RO7’s care plan has been revised to reflect
current treatment plan for Foley catheter
care.

2. An initial audit has been conducied on all
residents to identify current treatment plan.

i Care plans are revised accordingly and

. interdisciplinary interventions have been :
implemented by appropriate disciplines. !

' 3. The care plan process has been revised to
include additional members of the
jnterdisciplinary team, location of care
plans, individualization of care plans and
revision of care plans to include an
evaluation component.

The interdisciplinary care plan team now
consists of: RNACs, Unit Managers,
Dietitian/Dietary Manager, Activities, Social
Services, Rehab., Restorative Nursing., and
CNA.

1 Care Plans are located at each nurses station.

" Licensed staff and other members of the
interdisciplinary care plan team received
education on the revised care plan process of
care plans.

4, Random monthly care plan audits are
conducted by the QI nurse or designee to i
assure compliance with care plans being i
completed timely, reflects current status of i
resident and is evaluated accordingly, and
| reported at the menthly QI meeting.
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F 280 Continued From page 7

The Urinary Catheter Care Plan, deveioped on
. 5/11/09 and last revised 1/28/10, was reviewed.
* The care plan failed to be revised to reflect that
. the Foley care was done every shift not daily as
: noted in the interventions. 1
. The facility fziled to revise the Urinary Catheter
Care Plan to reflect R97's current status. On ,
3/25/10 during an interview with E4 (RN), she |
confirmed the findings.
F 309 483.25 PROVIDE CARE/SERVICES FOR :
gg=n ! HIGHEST WELL BEING !

: Each resident must receive ang the facility must

| provide the necessary care and services to atain
 or maintain the highest practicable physical,

- mental, and psychosocial well-being, in
_accordance with the comprehensive assessment

i and plan of care.

H
3

_This REQUIREMENT is not met as evidenced
: by
Based on record review, interview and
. observation, it was determined that the facility
| failed to ensure that the necessary care and
] services were provided for five (R205, R145, i
{ R197, R53 and R179) out of 31 Stage H i
! residents. For R205 and R145, the facility failed :
‘ to provide adequate pain refief. It was
- determined that the facility failed to
comprehensively assess R205 and R145's |
! chronic pain upon readmission to the facility. 1n |
addition, the facility's system failed to monitor the |
. effectiveness and appropriateness of pain :
* management interventions which resulted in
- unaccepiable pain level between "8" to "10" for
- R205 and between "6 to 8" for R145 requiring

F 280

F 309;

F309 Quality of Care

R 145 no longer resides at the facility

1. R205 was seen by a new physician and
her pain medication has been adjusted.

!

R197s fluid restriction orders have been

her tray.

on the MAR.

R53’s bowel regimen has been reviewed and

implemented per order.

now identifies 1500 fluid restriction as
ordered by the physician. Residentis
receiving appropriate amounts of fluids on

R179 is now receiving her diabetic snack as
ordered and the percentage is documented

]

!

[

1 reviewed by the dietitian and the tray card !
i

!
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' significant use of as needed pain medications.
" The facility failed to ensure that R197's fluid

! restriction orders were followed by the dietary
| department. Additionally, the facility failed to

* regime and for R179 regarding provision of a
diabetic snack and amount consumed. Findings
include:

' 1 R205 was re-admitted from the hospital on

+ of gait, idiopathic peripheral autonomic
neuropathy, peripheral vascular disease, and
i anxiety.

. Review of "Pain Data Collection" dated 1/11/10
| documented that R205 was experiencing pain,
| however, no further characteristics of the pain

| including location were noted on this document.

i assessment dated 2/28/10 revealed R205 was
cognitively intact for daily decisicn making and

' a daily basis (this assessment did not require
: coding for location of the pain).

i

! An interdisciplinary care plan implemented

| 8/27/09[care plan never revised following

. readmission] for chronic neurcpathic pain of

| bilateral lower exiremities {BLE) included

1 interventions to administer and monitor

| effectiveness of pharmacological interventions.

 in pain intensity within 30 minutes to one hour

" after receiving the interventions. Although the

' R205 was readmitted to the facility on 1/11/10,
" the care plan lacked evidence of revision.

" Review of the quarterly Minimum Data Set (MDS)

. was experiencing excruciating or horrible pain on

| The goals included that R205 will state reduction

 follow physician's orders for R53 regarding bowel |

' 4/11/10 with congestive heart failure, abnormality !

|
|
i
i
:

9. An initial audit was conducted on all
residents to assure appropriate pain
management has been implemented.

Any resident identified with pain
management issues were reviewed by
nursing and the attending physician, and
appropriate interventions were implemented,
the care plan was updated and the
responsible party was notified.

An initial audit was conducted on all
residents on fluid restrictions to assure they
are accurately monitored, offered the
appropriate amount of fluids and the
documentation on the POF, MAR, Tray card
and Fluid Restriction flow sheet is
consistent.

An initial audit was conducted on all
residents receiving diabetic snacks to assure
resident’s with an order is receiving the
snack and documentation of the percentage
is recorded.

An initial audit was conducted on all
residénts to identify if BM regimen or
protocol is being implemented accordingly.
All residents identified as not having
regimen or protocol implemented are now
receiving appropriate interventions as
ordered.

XD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T )
(K1Y . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE _ ; COMPLETION
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DEFIGIENCY} '
F 309, Continued From page 8 © F 309! |
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which included: appropriate assessment and

management of pain; assessmentin a way thai
: facilitates regular reassessment and follow-up;

same quantitative pain assessment scales
_should be used for initial and follow up :
. assessment; set standards for monitoring and :
]t intervention: and collect data to monitor the
| effectiveness and appropriateness of pain
i management.

i Review of facility's policy titled "Pain

{ Management" noted that a pain control plan will

. be mutually established with the resident, !
however, record review lacked evidence of a plan |

_or an individualized pain control goals for R205.

| Review of the February and March 2010 ;

: physician's order noted the following !

g pharmacologicat interventions for the BLE pain:

. -Oxycontin ER (extended release} 10 mg. po (by

! mouth) every evening (narcotic pain medication

_for treatment of moderate o severe pain)

i scheduled to be given at 9 PM., i
-Lyrica 50 mg. po three times a day (medication
to treat pain associated with neuropathy)

i scheduled to be given at 6 AM, 12 noon, and 11

i PM.

. -Oxycodoneg/Acetaminophen 5mg. /325 mg. ‘
(brand name of Percocet), two tablets every 6 i

hours for severe pain and one tablet for ;
. moderate pain. {narcotic pain medication to ireat
E moderate to moderately severe pain).
| Review of "PRN {as needed) Pain Management
| Fiow Sheet" from 2/1/10 through 2/28/10 revealed
. R205 was experiencing pain level between "8" to
| “10" for 20 out of 27 or 81% of the times in which

|
| 1

i

o | SUNMMARY STATEMENT OF DEFICIENCIES " b PROVIDER'S PLAN OF CORRECTION [ xe
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The pain management standards were approved ;sisaslfngr?tht?;f::nirjjm:‘iax??;ea;]pa?m . - 37/0
by the American Geriatrics Society in Aprit 2002 P agerient care

plan were reviewed and revised.

Education on the revised pain process was
provided-to licensed nursing staff, CNA’s,
and the interdisciplinary care plan team. :
Revised pain management processes have I
been included in orientation. *

Residents identified with pain management
issues will be reviewed with the attending
physician at the bi-monthly Medical
Director mesting,.

Fluid Restriction policy has been reviewed
and revised to include the communication
process of residents on fluid restrictions.
Nursing and dietary staff received education

on the revised fluid restriction process.

Process was revised for residents receiving !ﬁ
diabetic snacks to include documentation of |
percentage consumed. |
Education was provided to nursing staff

regarding revised process for diabetic spacks
and documentation of percentage consumed.

BM protocol has been reviewed and revised
by the DON and Medical Director.

Education was provided to nursing staff
regarding revised BM protocol and
following specific orders for bowel regimen.

4, Monthly audits are conducted on
residents identified as having pain to assure
compliance with process and appropriate
pain management is implemented. Results
are discussed at the monthly QI Comumittee.

i
1
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F 309 Continued From page 10 F 309 A fluid restriction audit will be conducted 5/
. she required Percocet 5mg./325 mg. for severe . on residents on fluid restrictions on each [,17
_BLE pain. Reassessment of pain completed 30 nursing unit daily x 2 weeks; then weekly X
minuies to one hour after the Percocet three months and monthiy thereafter. Audit
_administration documented that R205 had relief results will be 1:cv13wed weekly by the
of pain/’0" or "hurt a Tittle bit"/2." , dietitian or designee and discussed at

' i himonthly At Risk Meeting. Additionally

t
; i " j n these audits will be reviewed at the
i ?ewew of "PRN Pain quagement Flow Sheet E i bimonthly Medical Director’s Meeting. i
| from 3/1/10-3/27/10 continued to document that | Results will be discussed at the monthly QI

| R205 was experiencing pain between "8" and i Committes.

| 10" for 30 out of 43 or 70% of the time and i

' required Percocet daily and up io three timesa
. day. Reassessment of the pain varied from pain !
“levels of "7" to "0." For reassessment of the

Monthly audits are conducted on all digbetic
residents receiving snacks to assure
compliance with consumption X 3 months,

| 3/127/10 doses administered at 8:15 PM, R205 © and reported at the monthly QI meeting.
: reported pain level of "7 *, however, record ; . ;
' review lacked evidence that additional : : Random monthly audits are conducted on i

residents to assure compliance with !
: ; implementation of bowel protocol or
; | regimen x 3 months, and reported af the

! monthly QI meeting.

intervention was initiated for this level of pain.

Although above pain flow sheets documented

' R205 was experiencing pain levels between "8"

! and “10" on a daily basis and R205 required | \;
|

- muitiple uses of as needed Percocet, the facility's
system faited to monitor the effectiveness and the |

| appropriateness of the pain management

| interventions including the roufine Lyrica

| administered for neuropathic pain. Additionally the !

' system failed to comprehensively reassess the ? :
interventions in an effort minimize or reduce the i !
level of pain where pain could be anticipated. ' '

! An interview with the Director of Nursing (E2) on
L 4/6/10 at 9:50 AM confirmed that the pain

i management policy does not specifically

| incorporate the use of routine pain medication
“such as Lyrica.

i
i
i
|
'
b
1
|

E Observations and interviews with R205 from
1 3/19/10 through 3/24/10 revealed that the

i
i
I
!
i resident continued to experience excruciating or !

|
:
I
i
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| horrible levels of pain of “10" of BLE: '
i - On 3/19/10 at approximately 3 PM, R205 !
. reported to surveyor that she is experiencing pain |
Hevel of "8" of her BLE due to neuropathy that the !
- current pain regime is not effective. R205 relayed i
_ that previously, she had taken Lyrica and !
! Percocet two tablets every four hours while

! awake for the BLE pain control.

: -On 3/24/10 at approximately 10 AM, R205

i reported to the surveyor that she was

. experiencing BLE at "10+" and R205 reported "l
' just need to bare it." Interview with the staff

' nurse (E7) providing care to R205 on 3/24/10 at
*10:10 AM revealed thai R205 reported pain of

. BLE at "7" at approximaiely 8:30 AM and wo

| Percocet 5 mg. were administered.

{ Reassessment 30 minutes after the medication
! revealed R205 was experiencing pain level at "1.”
! Surveyor informed E7 that R205 related to the

| surveyor that at 10 AM, that her pain was at "10",
E however, subsequent record review lacked any

' evidence of any action taken to address this level
i of pain. "
A subsequent "Pain Data Coliection” completed !
" on 3/24/10 noted R205 continued to experience
" BLE pain with varying intensity throughout the

: day. During this assessment on 3/24/10, R2056
. reported a pain level of "8

|
' Record review revealed on 3/19/10 and on ‘
! 3/24/10, R205 received the above
l pharmacological regime including Lyrica 50 mag. ‘
! three times a day, however, R205 continued to |
| experience levels of pain between "8 and 10." .
" During an interview with the E2 at approximately
11:20 AM on 3/25/10, E2 was informed of
surveyor's above observations and interviews

|

F 309"

S/ﬁ R

FORM CMS-2557(02-99) Previous Versions Obsolete Event ID; XP5711

Facility 1D: DEDO180

i continuation sheet Page 12 of 38




OEPARTMENT OF HEALTH AND HUMAN SERVIGES PRINTED: 04/09/2010

FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING
Ao B. WING
885037 03/26/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
231 SOUTH WASHINGTON STREET
ATLANTIC SHCRES REHABILITATION & HEALTH CENTER
_ = nEEE MILLSBORO, DE 19966
(XN . SUMMARY STATEMENT OF DEFICIENCIES : D : PROVIDER'S PLAN OF CORRECTION x5
SREFIX (EACH DEFICIENCY MUST BE PRECEDED EY FULL ' PREFiX {EACH CORRECTIVE ACTION SHOULD BE : COWPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
| _ DEFICIENCY) \
i : H
F 309 | Continued From page 12 . F308:
related to R205's BLE pain. Subsequent to this : : g/)\"}
_conversation, E2 informed the surveyor on i i ‘ ; 0
; 3/24/10 at approximately 4 PM that the new

i attending physician (E8) would be reassessing '1
| R205's pain regime fater the same date. -
! @

. Review of physician progress note dated 3/25/10
timed 7:30 PM by E8 revealed R205 offered : i .

* complaints of BLE with rating of "10" with :
numbness. Subsequent to this visit, changes in )

- medication related o the chronic pain and : i

i peripheral neuropathy included increasing Lyrica .

 from 50 mg. to 75 mg. three times a day and

: Percocet 7.5 mg/325 mg. by mouth one to two

| tablets as needed every eight hours.

Interview with the Medical Director(16) and

- Director of Nursing (E2) on 4/7/2010 revealed that
 this physician had medical reasons for not

| increasing R205's pain medications. E16 was the :
! treating physician while R205 was hospifalized. |
| The hospital discharge summary dated 1/11/2010
 faxed to the Division on 4/6/2010 stated under

: discharge medications "l would not increase any
! pain madications at this peint®.

|
I
|
|

]i Despite R205 experienced excruciating pain BLE, |

 the facility's system failed to comprehensively

| assess, reassess, and monitor the effectiveness

il and appropriateness of R205's pain regime as it

| related to current standards of practice. In

| addition, the facility failed to modify the

- approaches and failed 10 communicate with the
physician when a resident with pain was not

. adequately managed. Due fo these multiple ,

* failures, R205 was found fo be in severe to ' ' |

' excruciating ("8-10") levels of pain during the !

, survey. ? :

|
|
|
|
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! Findings were reviewed with administration on :
t3/26/10. i
|

"2, R145 was readmitted to the facility on
12/17/09 with diagnoses including fibromyalgia,
chronic pain, rheurnatoid arihritis, osteoarthritis,
depression, and anxiety. The "Pain Data

. Collection” shest dated 12/17/09, indicated that

| the resident did not report any pain at the time of

| the assessment.

| Review of the quarterly MDS assessment, dated
" 1/6/10, indicated that R145 was cognitively intact
. and was experiencing pain less than daily with a
i moderate level of infensity.

E A pain managemeni care plan, with the most

| recent revision noted on 1/7/10, indicated that

' R145's pain was related to rheumatoid arthritis,
degenerative joint disease, and neurogenic pain.
Interventions included to monitor and record
effectiveness of both routine and PRN pain

- medication. ;

1

| Review of the March 2010 MAR revealed the :
‘ following pharmacological interveniions:
| -Lidoderm patch 5% to be applied to lower back !
- | for 12 hours then removed for 12 hours (for relief
 of pain associated with post herpetic neuralgia).
| The March 2010 MAR revealed that R145 refused
' this intervention. i
' _Neurontin 600 mg. by mouth TID (medication to |
i treat pain refated to post herpetic neuralgia) '
! scheduied for 9 AM, 1 PM, and & PM.
" _Voltaren gel 1 % apply topically to {ender areas
| TID (medication to treat ostecarthritis pain). MAR .
! revealed that R145 refused this intervention. :
i - Morphine IR (immediate release) 15 mg. two tab
' po every four hours as needed {narcotic pain i

X410 - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
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1
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medication to ireat moderate to severe pain).

Review of R145's "PRN Pain Management Flow
Sneet” from 3/2/10-3/22/10 (21 days) noted R145.
reported pain fevels between "7-8" (between huris
aven more and hurts a whole lot} daily to twice 2

- day and was administered Morphine IR 30 mg. for-
~each noted complaint. Reassessment was noted :
 four {4) out of the 12 administrations documentad :
- a pain igvel of "0" or "no hurt"; {3} with no

' reassessment documented; (3) with "positive
effect" and (2) with "sleeping.”

+ An interview with E9 (staff nurse) on 3/24/10 at

" approximately 11:45 AM revealed that R145 has
been refusing the Lidoderm patch and Voltaren

- gel due io these interventions being ineffective for’

_her pain. A review of the February 2010 MAR ,

. revealed that beginning on 2/12/10, R145 refused '

| the Lidoderm patch and Voltaren gel was refused |

!i interventions were refused by R145, the facility

| failed to consult the attending physician. ;
| Record review lacked evidence of a quarterly |
- comprehensive pain assessment, as noted in the |
i facility's policy. i

i

| Observations and interviews with R145 from

| 3/19/10 through 3/25/10 revealed that the

! resident continued to experience bilateral
shoulder pain with radiation down fo her back at a
pain level of "7-8"

. - On 3/22/10 at approximately 11 AM, R145

i reported to surveyor that she is experiencing pain

i in her neck, shoulders, back, and BLE ata pain |

“level of "8."

i _On 3/24/10 at approximately 12 noon, R145 !

! reported neck and shoulder pain at a level of "6." :
. ]
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F 309 : Continued From page 14 - F309

! for the entire month of February. Although these Vo

‘:’/;17 '
| /‘7’

a
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- During an interview with the E2 (DON} at : i : /”l7 /(--g
* approximately 11:20 AM on 3/25/10, E2 was
|

' sonversation, E2 informed the surveyor on

" 3/24/10 at approximately 4 PM that the new

i attending physician (E8) was contacted and that
; R145's current pain regime will be reassessed.

i

Review of E8' physician progress note, dated ‘
. 3/25/10 and timed 8 PM by E8 revealed R145
. complained of "terrible pain all over the body '
- mainly at pressure points, joints, and back with |
| pain 8-9/10 on pain scale.” Subsequent fo this
: visit, the physician coordinated a consult with 2
! pain management specialist for 4/7/10 for chronic
i pain evaluation and medication adjustment and
' placed the resident on Amytriptyline (medicafion
' to treat depression) 25 mg. by mouth every
i evening.

i Despite R145 experiencing generalized pain due ;
to chronic pain, the facility's sysiem failed fo ' i ’
. comprehensively assess, reassess, and monitor i

' the effectiveness of R145's pain regime as it i ’

‘ related to current standards of practice. In ‘

 addition, the facllity failed to consult with the f ; b
" | physician when both the Lidoderm patch and the | \

i Voltaren gel were refused by the resident and \
| R145's pain was not adequately managed. Due 1 ,
| io these multiple failures, R 146 was found fo be in E ;
1 moderate to severe pain ("6-8") levels of pain i i

! throughout the survey.

' 3/26/10.

! l
| Findings were reviewed with administration on |
i
ir

| |
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| 3. R197 was readmitied o the facility post | t
: hospitalization on 2/12/10. Diagnoses include¢ .
i chronic kidney disease on hemodialysis, anemia, ,

: congestive heart failure, hypertension and history | ;
. of pulmonary edema. : ;

. i

R4197 had a physician's order, dated 2126/10, for af ) 5

| 1500¢c fluid restriction/24 hours. The allotment ' :

. breakdown was for dietary to provide 840cc/Z4

* hours and nursing to provide 660cc/24 hours.

Review of R197's clinical record revealed that the .

! facility was using a "Fluid Resfriction Tracking !

~Form" which noted the resident's daily fluid i

'intake. Nurse's notes from 2/26/10 through the i

: current time revealed that R197 was occasionally

i non-compliant with her fluid restriction. I
i

! |

] !
|
|
!

| On 3/25/10 R197 was observed at the noon fime ‘
i meal. Beverages included on the lunch tray were l
| an 8 oz (ounce) cup of coffee, 6 0z cup water and i
i 6 0z cup of iced tea ({total equaling 20 oz. or 600
cc) The fray was observed being removed from :

 the resident’s room and it was noted that the
- resident did not consume any of the fluids on her |
: fray. i
|

| On 3/25/10, E15 (Registered Dietifian) provided ,
| the surveyor with R197's meal ticket for that day. |
. Review of the 3/25/10 meal ticket revealed that it

li did not indicate that the residentwas on a 1500cc

| fluid restriction. The total beverage amount inoz | 1
! for the 3 meals was 46 oz or 1380 cc, exceeding i _
| the dietary allotment of fluids for the 3 meals per | 1
. day. : i ’

Observation of breakfast on 3/26/10 at 8:30 AM . ?
. revealed the beverages served were an 8 0z : 1
_coffee, 8 oz container of milk, and & 4 oz juice. . l i
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' R197 only consumed the 8 oz container of mik |
. with her cereal. The total amount of fluids that .
' had been sent by dietary was again 600 cc. The |
! total daily dietary afiotment is 840 cc divided '
: petween the 3 meals.

. During an interview with R187 on 3/26/10 at 8:30

. AM, she stated that she was aware that she was

. on a fiuid restriction and that she goes on and off :

Ft. i

i On 3/26/10 at 9:15 AM, E15 was interviewed. E15
stated that the meal tickets should note when a

| resident is on a fluid restriction. E15 |

E acknowledged that the meal ficket she had given |

! o the surveyor yesterday failed to note the fluid

| restriction. Upon review of the fluid totals from

- yesterday's lunch and todays breakfast, E15

| confirmed that the totals exceeded the allotted

: gmount. When asked how dietary is nofified of

t fiuid restriction orders for residents, E15 stated

! that when an order is written dietary is to receive |

: a communication from nursing with the order. E151

! then looked in R197's dietary folder and was not |

" able to locate the communication slip with the

| fluid restriction order. E15 acknowledged that a |

| breakdown had oceurred in their system. ll

i Although the facility was tracking the fluid

| amounts per day consumed by the resident, it

‘ failed to ensure that R197, who was on a fluid

' restriction, was not served fluids in excess of the
- allotted amount.

: :
| 4 R479 was admitted to the facility on 7/17/08 |
! with a diagnosis of Diabetes. R179 received long l
E acting insulin as well as sliding scale coverage of l
! regular insulin for her Diabetes. f
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: The 3/10 Physician Order Sheet (POS) included

 the order, "Nurse fo offer diabetic snack @ HS (at:

" bedtime) - record % (percentage) consumed."
This physician's order was originally written on
2/1/10. Review of the 3/10 Medication

. Administration Record (MAR) revealed that the

- MAR was blank from 3/1/10 through 3/25/10. On

' 3/26/10, E4 (RN) and E15 (Registered Dietitian)

| also reviewed R 179's 3/10 POS and 3/10 MAR

' and confirmed this finding. The facility failed to

 foliow the physician's order for R179.

' 5 R53 was admiiied to the facility on 10/2/07.

' R53 had a care plan developed on 9/21/08 and
 last revised on 3/15/10 for "Bowel Elimination

! Problem as evidenced by: Constipation”. Per the
3110 POS, R53 was on Lactitlose 30 mis by ,
| mouth every 3 days as needed and Senna Plus 2

| tablets by mouth daily for constipation. 3

H
b
l
1
t
i
i
'
P

! Review of the 3/10 POS also revealed the

i following physician orders for R53:

i " Milk of Magnesia Suspension (MOM)

! Administer 30 mis by mouth daily as needed if no
bowel movement for 3 days;

| - Bisacodyl EC (Dulcolax) Take 2 tablets (10mg)

! by mouth as needed if Milk of Mag ineffective;

' _ Fleet Ene (enema) insert 1 enema rectally as

' heeded if Dulcolax is not effective.”

i Review of R53's record, revealed that R53 had no
| bowel movements (BMs) for more than 3 days
| from 3/6 through 3/10/10, from 3/11 evening shift ;
| through 3/16/10, and from 3/20 through 3/24/10.

The facility failed to follow the 3/10 PO3 regarding

1 3/2/10, 3/10/10 and 3/17/10, Dulcolax was S

K4y SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
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|

\ R53's bowel regime as noted above. On 3/1/10, i
i

i

;
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administered without MOM being given prior to
Dulcolax as orderad. Additionally, the faciity
' failed to follow the 3/10 POS when a Fleets
" enema was administered on 3/24/10 but there
| was no MOM and Dulcotax given prior to the :
' enema as ordered. On 3/25/10, E4 confirmed the -
" findings.
F 312 483.25(a)(3) ADL CARE PROVIDED FOR
sg=n 1 DEPENDENT RESIDENTS

“ A resident who is unabile to carry out activities of
| daily living receives the necessary services to

! maintain good nutrition, grooming, and personal
tand oral hygiene.

]

E This REQUIREMENT is not met as evidenced

by

: Based upon observation and interview, it was

; determined that the facifity failed to provide the

i necessary services to maintain good grooming for
1 resident (R53) out of 31 Stage 1! Sampled

: residents who was unable to carry out Activities of

* Daily Living (ADLs) for himself. Findings include:

1

: R53 had diagnoses including Congestive Heart

| Failure, Chronic Rena! Insufficiency and
Alzheimer's Dementia and was receiving hospice

| services. Review of R53's quarterly Minimum :

: Data Set (MDS) assessment, dated 3/11/10,

i reveaied that R53 was coded as extensive

" assistance for personal hygiene.

i .

' hands revealed his fingernails had dirt under
‘ them and were long, R53 stated that he was not

|

|

| Observation on 3/19/10 at 9:05 AM of R63's \
able to take care of cleaning or cutting his nails :

i
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TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|
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|
F 312!

S:,/;17 |
F312 ADL Care Provided for Dependent (0

|

Residents !
f

!

1. R53’s fingernails have been cleaned and
| trimmed at the time of the survey in which
! they were identified.

2. An initial audit was conducted on all
| residents to assure nails were trimmed.

3. C.N.A.’s were in-serviced on nail care
in-servicing for ADL care is part of the
orientation and annual mandatory in-
services. Licensed nursing staff have been
in-serviced on monitoring residents for
appropriate grooming and personal hygiene
and will observe residents during routine .
rounds and med pass. Residents will also be l
observed during routine Ambassador
Rounds with abservations brought to
morning meeting to be addressed by the
appropriate Unii Manager. i

4. Results of the Ambassador Rounds
Compliance are addressed through the
routine QI process.

i

i
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: The middle finger on his left hand was missing . :
. the distal digit. : _

" The facility failed to provide nail care for R53 who
was unable to provide ADLs for himseif. On
£ 3/19/10 at 9:20 AM, in an interview with B4 {RN), |

i she confirmad that resident’s fingernails were in
' need of a trim and were dirty. | i
F 315 483.25(d) NO CATHETER, PREVENT UTI, 5 F 315;
gs=¢ RESTORE BLADDER ‘ ‘

. Based on the resident's comprehensive
“assessment, ihe facility must ensurs 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

* who is incontinent of bladder receives appropriate |
. sreatment and services fo prevent urinary tract '
¢ infections and to restore as much normal bladder
' function as possible.

This REQUIREMENT is not met as evidenced
b

i
1
i
!

Based on a detailed investigation of the use of an !
: indwelling catheter for 2 (R80 and R292) of 31
" sampled residents, it was determined thai the
: facility failed to ensure that these 2 residents, who :
| had indweliing catheters, had a clinical cendition
! which demonstrated that catheterization was

| necessary. Findings include:

| The facility's Bladder Assessment Form stated:
i g Evaluation for Residents With Indwelling

. Catheters (Skip this section if the resident does
" ot have an indwelling catheter). Residents with
“indwelling catheters must have at jeast one of the

: following conditions (Check all that apply) _

e e

1. R60 no longer resides at the facility. The
urology appointment was scheduled and the
resident and family were informed of the
date to take resident to Urologist since the
date of the appointment was after his
discharge date from the facility.

i
F315 No Catheter. Prevent UTL Restore i 3 oo
Bladder i A7
1
|
{

R92 no longer has a Foley catheter in place.

2. An initial andit was conducted on all |
residents with Foley catheters to assure each
resident has medical justification for Foley :
catheter usage. The attending physician was |
notified of residents identified as not having i

1

appropriate medical justification for Foley
catheter usage.
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| Terminal iliness or severe impairment and

: movemnent causes intractable Pain, _ Stage Ili, or

: IV pressure ulcers in an area affected by ‘

| incontinence that prevents ulcer healing, _

- Untreatable urathral blockage causing urinary

" retention (documented by PVR (post void

. residual) of > (greater than) 200mLs) and stafi

- unable to perform intermittent catheterization (3

| failed attempts), _ Need for exact measurement |
of urine output. I NONE of the above applies,
initiate a voiding irial and document results in the

| medical record.”

t

. 1. R60 was admitted 10 the facility post _
! hospitalization for repair of a left hip fracture after
5 fall at home. Additional admitting diagnoses
 inciuded sepiic shock secondary o urinary tract
linfection (UTH), anemia, gait dysfunction, |
. dementia and benign prostatic hypertrophy l
|

{ (BPH).

* The hospital History and Physical (H & P), !
. dictated on 1/16/10, stated that R60's past i
| medical history included “chronic kidney disease !
- with congenital {sic) only having one kidney, !
 history of hernaturia (blood in the urine), !
i RPH...Past Surgical History:...iransurethral

| resection of the prostate (TURP)..." and that the

! resident "has had no urinary incontinence or
 frequency” prior fo admission. The H & P also

! stated that while in the emergency department,

" evaluation revealed a UTI, an indication of sepsis
| and required the administration of an antibiotic.

| R60 arrived ai the facility on 1/23/10 at 12:30 PM. :
| [A physician's rote dated 3/26/2010 stated patient :
. came with Foley cath from the hospital ] ‘
: Admission orders, dated 1723110 did not include

. any orders for an antibiotic (for UTH). The facility's !
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L

1

:3%7,"0

3. The Foley catheter policy and procedure
has been reviewed by the Medical Director
and DON, and revised to include appropriate
medical justification for Foley catheter
usage, reassessment of Foley catheter usage, !
and standardization of Foley care. ]
1
|
i
i

The Bladder assessment form has been
reviewed and revised.

The Foley catheter care plan has been
reviewed and revised.

Education was provided to licensed nurses i
on the revised Foley catheter policy and
procedure, Rladder Assessment form, and
Foley catheter care plat.

i

1

1

!

1

! The process for communicating and

: scheduling consultation appointments was
! reviewed and revised.
l

i

i

[

|

|

|

|

L

;
I
t
i
|
}

Education was provided to licensed nurses

on the revised process for communicating

and scheduling consultation appointments.

4. New admissions and re-admissions are

reviewed at time of admission to determine

if resident has a Foley catheter and if there is

medical justification for usage. This

information is discussed at the routine AM

meeting.

. Monthiy audits are conducted on all

1 residents with Foley catheters to determine
if medical justification and management of
Foley catheter is maintained x 3 months and |
reported at the routine QI meeting.
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l Bladder Assessment Form, dated 1123110,
identified that the resident was “currently
continent of bladder No further assessment

necessary at this time." The reverse side of the

| Bladder Assessment Form, section #8

\ "Evaluation for Residents With Indwelling
Catheters (Skip this section if the resident does
not have an indwelling catheier)" was dated

: 1/24/10 and was left blank.

A nurse's admission note, dated 1/23/10 and
‘ timed 5 PM, failed to note that R80 had a Foley

i catheter upon admission, however an order was
i written that day at 7 PM to "DJC (discontinue)

* discontinued at 7 PM and that the oncoming shift
| was informed to monitor. On 1/24/10, a nurse's

' note at 6 AM stated that R60 had vyoided 350cc

{ using a urinal. A 1/24/10 note, timed at 2:10 PM
! stated "heavily saturated wet brief x 1 this shift,”

| however it did not specify at what time the

| resident had voided.

‘ On 1/24/10 at 5:10 PM a physician's order was

| written stating, "Straight cath for no void. If more

i than 120cc return {@amount of urine obtained from
{ tre bladder during catheterization) leave Foley in
| #16 (size of Foley)." A nurse's nofe dated 1/24/10
' and timed 11 PM stated, "...MD will exam (sic)

- 16 Fr Foley inserted using sterile technique

| without any difficulty. 325 ml of dark yefiow urine
. obtained...Foley left in place. Total 1125 mi of

| failed to document the circumstances leading to
! R60's having the catheter reinserted.

' During an interview with E10 {(nurse on duly on
i -

| Foley.." Anurse's note, dated 1/23/10 and timed
| 10:30 PM stated that the Foley catheter had been

| dark yellow urine in this shift.." The nurse's note

A random monthly audit is conducted on .
residents to determine if consultation
appointments are ordered, if the resident was
seen and if recommendations have been
communicated to the physician and ordered,
as appropriate; x 3 months; and reported at
the monthly QI meeting. ‘Audits are
conducted by the QI nurse or designee.

|

i
[
s
'i
}
|

I
i

| tomorrow (1/25), @ 1730 (5:30 PM) per MD order |

'
|
H

i
| |
|
: |
1 H

1

1

!

|

i

H
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 1/24/10, 3-11 shift) she stated that she had been | Y
told at the change of shift report (approximately 3 A
- PM) by the day shift, that R60 had last voided at 8 . ]
- AM. E10 stated that she had instructed the :

" evening aide to let her know if the resident did not , ;
void by 5 PM, because this would mean that 8 : !

. hours had lapsed since RE0's last void. At 5 PM,

j when informed by the aide that RGO had not

! voided, an order was obtained to straight cath him

- and if more than 120mis returned, to leave the

" catheter in. E10 acknowledged that the resident
was assessed prior to the reinsertion of the
catheter and that he was not complaining of any

t discomfort or urge to void, nor did he have any

: bladder distention. VWhen asked if the resident

i was offered a urinal or toitleted or offered extra

 fluids, she stated "no."

I i
I :
' On 1/25/10, the physician completed R80's 1
History & Physical and noted the resident had an !
- indwelling Foley that was draining clear yeliow
{ urine. Under "Additional Comments" he noted
. R60 was "S/P (status post} UTL..." and that part of
! the plan was fo "Assess need for Foley." Despite i
this notation in the H & P, there was no evidence i
: in the clinical record that the facility made any E i
' further attempts to remove the Foley catheter. ;
. The facility failed to attempt to remove a catheter
: from this resident who had no clinical condition
‘ demonstrating that the catheter was necessary.

|

{ On 2/3/10, the facility developed a care plan for at}
' risk of developing UTi and complications due to |
! cathieter use related to urinary retention. The goal §
' of this care plan stated, "...will have no sighsor !
i symptoms of UT! and indications for catheter use :
| will be resolved and Foley discontinued by next !
i review 5/5/1 0. The care plan approaches

“included, "Review for possible removal of
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' catheter.” g
: ; 2
. Review of a nurse's note, dated 2/17/10 and ; I f D
| timed 10:30 PM revealed that R60 had a i i i

! temperature of 100.5 ¥ and that the urine in the ! l
catheter bag was noted fo be cloudy with : 1 i
sediment. A urinalysis (UA) and culiure and _ i ,

i sensitivity {C & S) were ordered, along with : :

 Bactrim DS (antibiotic) 1 tablet twice daily for 10 :

 days. The urine C&S report, dated 2/21/10, - !

: revealed that the organism identified was greater 1 !

{ than 100,000 Staph Aureus MRSA (Methicillin ;

' Resistant Staphylococcus Aureus) Coag. Pos. ;

' On 2/26/10 an order was written for the resident
: to have a UA, C&S after the antibiotic was

1 completed. A UA and C&S was obtained on

t 3/1/10 and later that evening R60 again

: developed a temperature of 100.4 F and was

| started on Macrobid (antibiotic) 100mg twice daily i
“for 10 days.

" A nurse's note, dated 3/2/10 and timed 10:45 PM ' i
| stated that R60's Foley came out and & new g
i catheier was reinserted. There was no evidence

in the clinical record that the facility made an ‘
| attempt at this time to leave the catheteroutto |
: determine if the resident was able to void on his | i
- own. The urine C&S report, dated 3/4/10 revealed g t

: the organism identified was greater than 100,000 |
. Enterococcus Faecalls, positive for MRSA.

l On 3/14/10, a nurse's note, dated 3/14/10 and ! |
| timed 12 PM, stated that RE0 complained of : ;
. itching at the catheter insertion site and a small ;
i amount of drainage was noted. The physician

g " was called and ordered that a urine C&S be

| _obtained the next day and a follow up with a : : ;
t * urologist be scheduled due to "repeat UTI's." The | ’} }
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i faciiity failed to consider the indweiling catheter as:
: a source of infection and continued to leave the

i catheter in place. The urine C&S report, dated

| 3/18/10, identified greater than 100,000 coleny

i count of three (3) organisms; Pseudomonas }
. Asruginosa, Enterococcus Faecalis and Staph !
" Aureus MRSA Coag. Pos. R60 was again treafed :
- with Macrobid 100mg daily for 10 days.

. Observation of R60 on 3/24/10 at 8:30 AM

. revealed that the indwelling catheter remained in

| place. During an interview with E11 (Unit

{ Manager) on 3/24/10 at 2:30 PM it was

 determined that the facility failed fo arrange an

| appointment with a urologist, which was ordered

~on 3/14/10. E11 acknowledged that a request slip |

' was never forwarded to the facility's appointment

| scheduter and that despite a 24 hour chart check

i- (oncoming 11 PM - 7 AM shift verifies all orders

i written in the preceding 24 hours) having been

| signed off as completed, it failed to identify the
omission on the treatment record for the urology

" appeintment.

| On 3/24/10 a physician's order stated, "Remove
Foley cath in a.m. Check for voiding g (every} 8

| hr. Reinseri Foley cath in 8-12 hrif distended +

! unable to void, measure residual.” In an interview ;

| with E10 on 3/25/10 at 4 PM, she confirmed that i

. RB0's catheter had been removed that morning. !

. E10 alsc stated that the resident had voided twice i

t

since removal of the catheter without difficulty.

1 During the exit conference on 3/26/10 at

| approximately 5 PM, E2 (Director of Nursing) also
' stated that R60 was continuing fo void withoui :
- difficulty.

"The facility's Medical Director (E16) reviewed
R60's medical record and on 3/26/10 submitted a

i
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| written statement. in this statement, E16 wrote, i | > 27
"...Pt (patient) came with Foley cath from the : ' i
- hosp (hospital) was ordered to remove Foley on ‘ i©

. 01/24/10 and straight cath and keep Foley for

. urinary retention or urine > 120cc...Foley was

i removed yesterday 03/25/10 Pt has hx (history} of ;
" UTIs/BPH, urinary retention in the past...After

{ chart review and siaff interview § found, 1. no

| harm done fo the pt. 2. there was a piece of i
| miscommunication between staff and physician, |
i 3. pt has chrenic UTl/and possible retention Foley i
“was only small piece of (increased) risk of UTI, 4.

staff education will occur more and better

_documentation." E16 was interviewed on 3/26/10 :
- and stated that he feels there was no harm }
- because the resident came from the hospital with
! a diagnosis of UT/Sepsis. When asked if this

i would not be alt the more reason o iry to remove :
 the catheter, given that it is a potential source for
* infection, he did not answer. : :

: In summary, the facility failed fo have vaiid 1
| medical justification for use of an indwelling

l catheter for R60, failed {o reassess the need for ‘
| the catheter, failed to identify the catheterasa |
| potential of source of infection and failed to obtain |
a urology consult per physician's orders. :

. 2. R292 was admitted to the facility on 2/26/10
. post hospitalization for rehabilitative services.
| Admitting diagnoses included atrial fibrillation,
| hyperlipidemia, coronary artery disease, diabetes '
| melfitus, hypertension and chronic obsfructive !
| pulmonary disease. Admission orders, dated
; 2/26/10 included the order, "Foley catheter to
| gravity straight drainage for wound healing."

1
. Review of R292's Nursing Admission
i Assessment and Interim Care Plan, dated

i

I
i
i
;

ll
|
|
|
|

l

~ FORM CMS-2567{02-99) Previous Versions Obsoigle

Event ID; XP5T11

Facllity [D: DEDD180 If continuation sheet Page 27 of 38




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

PRINTED: 04/09/2010
FORM APPROVED
OMB NO. 069358-0391

STATEMENT OF DEFIGIENCIES {%1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
' B. WING
085037 03/26/2010

NAME OF PROVIDER OR SUPPLIER

ATLANTIC SHORES REHABILITATION & HEALTH CENTER

STREET ADDRESS, CiTY, STATE, ZIP CODE
231 SOUTH WASHINGTON STREET

MILLSBORO, DE 15966

i 2/26/10, identified the presence of an excoriated !

bottom (buttocks). This area was not identified as -

| & Stage 3 or 4 pressure ulcer. The Bladder 1

* Assessment Form, dated 2/26/10, identified the |

resident as being "currently continent of bladder" !

' (had indwelling catheter in place) and in, "8. ’
Evaluation For Residents With Indwelling ,
Catheters,” handwritten was "Bottom excoriated.” |

‘ This failed to meet the criteria warranting use of

t an indwelling catheter.

. The RAPS (Resident Assessment Protocol

' Summary), dated 3/9/10, for Urinary incontinence :

" and indwelling Catheter stated, "...admitted to

" center on 022610 with an indwelling Foley

- catheter...During her hospitalization, she did ;

i receive treatment for a UT!...(R292) reports she |

| had no difficulty maintaining urinary continence at |

I'home and denies history of UTI. Will proceed with {

! care planning with goal for disconiinuation of |

; catheter and absence of recurrent UTL" !

" On 3/9/10, the facility developed a care plan for

' the problem at risk of developing UTI and i

| complications due to catheter use. This care plan
failed to identify a reason for the catheter use. |

' The goal of the care plan was o have no signs of
symptoms of UTI through the next review and to

! have the catheter discontinued by 6/9/10. An

l approach included, “review for possible removal

| of catheter.”

| Review of the clinical record lacked evidence of a
| clinical condition warranting use of an indwelling

i cathster for R292. The catheter remained in place!
tuntil 3/13/10, a total of 16 days in the facility, at |
“ which time it was discontinued. The facility falled -
_to remove an indwelling catheter which presented -
| the potential for infection and lacked a clinical
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SUMMARY STATEMENT OF DEFICIENGIES

15 PROVIDER'S PLAN OF CORRECTION

85=g ! UNNECESSARY DRUGS
Each resident's drug regimen musi be free from

« drug when used in excessive dose (including
| duplicate therapy); or for excessive duration; or

. indications for its use; or in the presence of

| adverse consequences which indicate the dose
E should be reduced or discontinued; or any

| combinations of the reasons above.

i

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

: who have not used antipsychotic drugs are not
 given these drugs uniess antipsychotic drug

|i therapy is necessary to treat a specific condition
| as diagnosed and documented in the clinical

' record; and residents who use antipsychotic

I drugs receive gradual dose reductions, and

| behavioral interventions, uniess clinicaily

i contraindicated, in an effort 1o discontinue these
i drugs.

3
1
b

This REQUiREMENT is not met as evidenced
. by
: Based on record review and interview, it was

| defermined that for 7 (R205, R145, R53, R179,

" unnecessary drugs. An unnscessary drug is any :

| without adequate monitoring; or without adequate

E 1. R205 continues to receive Xanax and

; now has a behavioral flow sheet; care plan

has been revised to reflect treatment plan

; R145 no longer resides at the facility

i R33 continues to receive Ativan and the
reason for usage is documented on the

MAR; care plan has been revised to reflect

treatment plan.

R17% continues to receive Ambien CR and

the reason for usage is documented on the

MAR; care plan has been revised to reflect

treatment plan.

R189 is still on Vesicare and Vitamin B12

and the reason for usage is documented on

the MAR;; care plan has been revised io

reflect treatment plan.

R211 now has indicators/diagnosis for all of

her medications.

R295 no longer resides at the facility

2. An initial audit was conducted on all
residents to determine if medications
ordered by the physician have a reason/dx
for usage. The atiending physician was
notified of resident’s identified as having
medications without an indicator/dx for
usage, and orders were obtained
accordingly.

‘ An if]itial audit was conducted on residents
receiving psychotropic medications to assure
behavior modification flow sheets and
documentation of PRN usage includes

reason given and effectiveness. Care Plans

i
| i were revised accordingly.

!
I
[

i
i

% : (x5)
é;E)FIS( (EACH DEFICIENCY MUST 8E PRECEDED BY FULL t  PREFIX (EACH CORRECTIVE AGTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSC CENTIFYING INFORMATICN) . TAG CROSS-REFERENCED TO THE APPROPRIATE ,  PATE
i i DEFICIENCY)
i 1 1 - B
: i |
F 3151 Continued From page 28 % F 31 5% i
 condition demonsirating that the catheter was E E
i necessary. %
* During an interview with E11 (Unit Manager} on ! -]
. 3/24/10, she acknowledged that there was no ' o : P v
 indication for the use of the catheter for R292. : ?ﬂﬂg%w :
: Unnecessary 1Irigs
F 329 483.25(1) DRUG REGIMEN IS FREE FROM F 329 DRECEsEAry Lrues g ¢
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291 i ! i . . Lo
F3 ! Continued From page 29 ! F 3291 3. Policy and procedure for obtaining : 5’_
- R189, R211 and R295) out of 31 Stage il ! i physician orders was revised. PNT
_sampled residents, the facility failed to have the ' :
resident's drug regimen free from unnecessary ' Licensed nurses and medical staff received iv

- drugs including excessive dose, excessive
duration, without adequate indication for use, and
- without adeguate monitoring. Findings include:

: “Psychopharmacotogical monitor” indicated that

. each resident receiving anti-psychotic or

| anxiotytics will be monitored for: .
| - Episodes of behaviors being treated and/or |
i manifestations of the disordered thought process; |
' _ Adverse reactions and side effects; ;
L.~ Appropriateness of drug selection and dosage.

: 1
' Review of the facility's poficy entitied, ]
|

i orders, dated 1/11/10, noted that R205 was ’
! sdministered Xanax 0.5 mg. by mouth twice a day ;
; for anxiety. The record lacked evidence of a i
" target behavioral symptom or the monitoring of |
| the symptoms for which R205 was receiving the |
i Xanax. An interview with E2 (Director of Nursing) l
| on 3/26/10 at approximately 11 AM, revealed that .
| the facility's system to monitor behavioral ]
: symptoms was previously through documentation |

1

. 1 Review of R205's readmission physician's

| on a flow sheet. However, through clerical error

. the flow sheet had been ferminated.

9. R145 was receiving Valium for behavior
- symptoms. The record lacked evidence of a
. target behavioral symptom or the monitoring of
 the symptoms for which R145 was receiving the
Valium. An interview with E2 on 3/26/10 at
! approximately 11 AM revealed that the facilify's
i system to monitor the behavioral symptoms was
' previously through documentation on a flow
sheet. However, through clerical error the flow
. sheet had been terminated. '

i
| i
i

education regarding including indication for
use/dx. of medications when obtaining
i and/or writing orders.

i Policy and procedure for “Behavior i
Modification Flow Sheets” was revised.

Licensed nurses received education i
regarding completing “Behavior {

Modification Flow Sheets” and the policy
and procedure revisions.

4. Random monthly medication audits are
conducted by the pharmacist to determine if
medications ordered by the physician have
an indication for use/dx.; and reported at the
monthly QI meeting.

Random monthly audits are conducted by
the pharmacist to determine compliance
with completion of Behavior Modification
Flow Sheets for residents receiving
psychotropic medications and reported at the
monthly QI meeting,

i
!
|
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F 328

o«
| , > /17
3. R53's 3/10 Physician's Order Sheet (POS) ‘ ' /O
noted an order for Ativan 1 mg tablet by mouth

r every 12 hours as needed. Review of the 3/10

. Medication Administration Record revealed that

. R53 received Ativan 13 times from 3/1/10 through :

} 3/24/10 and lacked indication for use and | !

. monitoring regarding the effectiveness of the !

| medication except once on 3/13/10. Review of thei

' Nurse's Notes (NN) from 3/1/10 through 3/26/10 i
|

! revealed that there was no NN on 3/1, 3/2, 3/3,
L 3/8, 3/14, 3/16, 3/20, 3/21/10 to indicate why

- Ativan was administered and whether it was

" effective.

i

' The facility failed to have an indication for the use : i :
' of Ativan and failed to monitor its effectiveness. i
. On 3/24/10, findings were confirmed by E4 (RN). : !

| 4. R179's 3/10 Physician Order Sheet (POS)

| included an order for Ambien CR (extended

! release) tab 12.5 mg tab by mouth at bediime as
| needed for insomnia. R179 received Ambien CR
1 15 times from 3/6/10 through 3/23/10.

' Review of the 3/10 Medication Administration
' Record (MAR) revealed that the reason that ;
' Ambien CR was given was listed only 4 out of the ; ?
' 15 times that it was administered. However, ‘ |
+ monitoring the result of Ambien CR was bfank. ’
I Review of the 3/10 Nurse's Notes (NN) through

| 3/24/010, revealed that there was no NN

' regarding Ambien administration.

reason for Ambien being administered and failed
! to monitor the result of its use. On 3124110,

:l
1
|
l
E
j findings were confirmed by E4. }

; |

.
i The facility failed to consistently indicate the E ‘

|

! |

i !

i i
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: 5. R189's 3/10 POS included an order for Vitamin |
i B12 injection 1 ml IM {intramuscuiar) every month :
" on the first and Vesicare (used for overactive ’
_ bladder) 10 mg tablet by mouth daily.

} R189's Bladder Assessment Form, dated 4/29/09 E

stated, “ Resident is currently continent of u
| bladder (sic) No further assessment necessary at
; this time X Yes ". There was no indication for thef

. use of Vesicare.

Vitamin B12, was originally ordered on 12/30/09
| but had no indication for use. Review of the 1/10 - !
: 3/10 POS ' and the iab resulis on R188's record
! revealed that no Vitamin B12 level was drawn.
| On 3/25/10, In an interview with 17
! {Pharmacist), he stated in reviewing the original
i orders senti to the pharmacy that there was no
. diagnosis listed for Vesicare and Vitamin B12 on
I the original orders. Additionally, E17 stated that
" he would have expected a pernicious anemia :
- diagnosis for the Vitamin B12 injection.

The faciiity failed to have indications for the use of
. Vesicare and Vitamin B12 injections. On 3/26/10, |
| findings were confirmed by E17. - |

l muscle weakness, Alzhelmer's Disease, and

| Depression. Upon admission, R211's physician

: ordered Seroquel 25 mg twice a day untit 2/8/10

: then Seroquel 50 mg twice a day. On 2/16/10,

“R211's physician discontinued Seroguel and
staried Risperdal 0.25 mg &t 9 AM and 0.5 mg at

8 PM. Review of the record including the 2/10

| MAR revealed the lack of consistent monitoring

: regarding behaviors and the effectiveness of the

1
|
|
I
!

A
! i
! 6. R211 was admitted on 2/3/10 with diagnoses of

F329°

]
i

S
T

FORM CMS-2567(02-29) Previous Versions Obsoleie Event ID: XP5711

Factiity 1D: CECO180 If continuation sheet Page 32 of 38




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

PRINTED: 04/09/2010
FORM APPROVED
OB NO, 0838-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
" B wine
085037 03/26/2010

NAME OF PROVIDER OR SUPPLIER

ATLANTIC SHORES REHABILITATION & HEAI TH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
231 SOUTH WASHINGTON STREET

MILLSBORO, DE 19966

x4y 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T e
SREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE  ; COMPLETION
ThG i REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
, DEFICIENCY} !
F 3291 Continued From page 32 F 329

psychoactive medications, Seroquel and then
Risperdal through 2/24/10.

' Accordmg to the 2/10 POS, R211's physician
ordared Xanax 0.25 mg every 6 hours as needed 1
for anxiety. Review of the 2/10 MAR revealed that
" Xanax was given 13 iimes from 2/5/10 through
2/23/1G. However, there was a lack of consisient |
monitoring regarding the effectiveness of the '
Xanax, both on the MAR and in the NN,

The facility failed to consistently monitor behavior
. and the effectiveness of both the psychoactive

| medications, Seroguel and Risperdal through
2/24/20 and well as Xanax as needed. On i
3/24/10 during an interview with E4, she
confirmed the findings.

7. R295 was admitted to the facility from the
hospital on 3/4/10 with diagnoses that included
: exacerbation of chronic obsfructive pulmonary

disease (COPD), respiratory failure, hyperiension,
' rtheumatoid arthritis, gout and anxiety disorder.
- Review of the hospital record noted that R285
could possibly have pneumonia and was started
on Zithromax (antibiotic), aithough this diagnosis
was not included on admission to the faciiity.

| Review of R285's current drug regimen revealed

! the resident was receiving the medications

1 Remeron (antidepressant) 7.5 mg daily at

| bedtime, Claritin (antihistamine) 10 mg daily and

| Zithromax (antibiotic) 500 mg every Monday,

. Wednesday and Friday. The clinical record ;
* lacked an indication for the use of the Zithromax, |

| ! Claritin and Remeron. Additionally, the Zithromax °
- order did not speciiy the duration of
admlmstrahon The facility was administering the
Z|thromax for an excessive duration without an
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F 364]

88=D PALATABLE/PREFER TEMP

. Each resident receives and the facility provides E
* food prepared by methods that conserve nufritive ! .
! value, flavor, and appearance; and food that is i
. palatable, attractive, and at the proper : i
. temperature.

; This REQUIREMENT is not met as evidenced
| by

' Based on observations and interviews, it was

 determined that the facility failed to serve food
 that was palatable and at acceptable i
" temperatures. Findings include: ’

; During Stage 1 of the survey, residenis (who

. preferred not to be identified} complained of hot
: foods served too cold and cold foods served oo !
{warm. Four (4) resident trays were pulled to test !

i at the evening meal on 3/24/10. '; |

;1. A test fray was sampied on Station 3 at 5:03

| DM on 3/24/10. Food temperatures were as

L follows: Soup = 122 degrees F; Grilled ham &

t cheese = 110 degrees F; tater tots = 92 degrees
: F; lced Tea = 40 degrees F; Fruit cup = 52

! degrees F.

The surveyor tasted the food and found the grilled :
ham and cheese and tater tots not palatable due
- fo the cool temperatures.

'} 2. On 3/24/10 at 5:42 PM on Station 2, units 300
. and 400, a test tray was sampled. The food and !
i heverages had the following temperatures: :
| Potato tots = 113.7 degrees F lukewarm, not %

l

| 2. Facility has ajready determined this is a |
! house-wide issue for all residents and has i
1 started the corrective process, as below.

i 3. The facility has been researching a
! heating system to implement to maintain

. in refrigerator and pulled out right at the
point tray line starts.

FORM CMS-2567(02-89) Previous Versions Obsclete Event ID; XP5711 Faci

x40 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION -
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F 329 i Continued From page 33 i F 329 pye4
- indication for it's use. @ i %7 j
F 364 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, 1. Residents chose to be anonymous during ' (D

the survey.

warm food temperatures. We reviewed
several heating systems by calling different i
distributors; Aladdin Heat on Demand, !
Cambro, Dinex Smart Therm, and Sile Wax :
Pellet Heater System. We have already |
implemnented the Silo Wax Pellet Heater :
System; which is one of the top of the line ’
systems.

Tray carts will be announced when brought
10 the floor and all available staff will assist
in passing of trays so trays to provide timely
passing of trays.

Jee cream will be kept in freezer and not
pulled until the tray line starts.

Tce is poured into cups and placed in freczer
and maintained there until tray line starts.
Beverages will then be poured info the cups
with ice.

Milk will be chilled down in freezer 20
minutes prior to tray line starting.

Cold foods will be plated and stored in walk

4. Routine audits will be conducted by the !
Food Services Director and will oecur on a !
monthly basis for a minimum of 3 months to l
assure compliance with temperatures of cold ;
and hot foods; compliance will be reported |

at the monthly QI meeting until QI

determines food temps are resolved, sheet Page 34 of 38



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

PRINTED: 04/05/2010
FORM APPROVED
CMB NO, 0838-0391

STATEMENT OF DEFICIENCIES {X1) PRCVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
- B. WING
085037 D3/26/2G10

NAME OF PROVIDER CR SUPPLIER

ATLANTIC SHORES REHABILITATION & HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
231 SOUTH WASHINGTON STREET

MILLSBORO, DE 15966

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING iNFORMATION)

X4y 1D .
PREFIX 1
TAG

1D i
PREFIX |
TAG

PROVIDER'S PLAN OF CORRECTION T s
(EACH CORREGTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)

DATE

F 364E Continued From page 34

* palatable

" Grilled tunz meit = 11 7.3 degrees F lukewarm,
not palatable
Minestrone soup = 144.5 degrees F

" Pears with white topping = 56.3 degrees F
lced tea = 63.1 degrees F warm, not palatable

. Milk = 50.9 degrees F warm, not palatable

: Water = 57 degrees F.

| The facility failed to provide food that was

the temperatures as noted above.

- 3. Test tray of a regular diet on 3/24/10 at 5:29

" PM during dinner revealed the water 124.7 F for

i hot water was lukewarm. The facility failed o

. have hot water at a temperature that was

' palatable.
F 4281 483.60(c) DRUG REGIMEN REVIEW, REPORT
SS=D§ IRREGULAR, ACT ON

, The drug regimen of each resident must be
‘ reviewed at least once a month by a licensed
i pharmacist.

E The pharmacist must report any irregutarities to
the attending physician, and the director of
. nursing, and these reports must be acted upon.

| This REQUIREMENT s not met as evidenced
i by
& Based upon interview and record review, it was

' Review failed to identify the tack of indicafion for
' use and/or monitoring of the effectiveness of
: medications for 3 (R83, R179 and R189) out of

| palatable when it was tasted by the surveyor with

determined that the monthly Medication Regimen

F 364

F428 Drug Regimen Review, Report

4
F 428 Iregular, Act on

'{/ml_
/ i

! 1. R53 now has an indication of use/dx for .
' Ativan and the effectiveness is addressed. !
R179 now has an indication of use/dx for
Ambien CR and the effectiveness is

addressed.

R 189 now has an indication of use/dx for
Vitamin B12.

]
i
2. An initial audit was conducted on all !
residents to determine if medications i
ordered by the physician have a reason/dx

! for usage. The attending physician was l
! notified of resident’s identified as having |
medications without an indicator/dx for

usage, and orders were obtained’ {
| accordingly. |

An initial audit was conducted on all

residenis to determine if effectiveness of
PRN medications is monitored and .
docurmnented.
i i

i
|
!
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F 428" Continued From page 35 - F 428 3. Policy and 5
. - . . . Policy and procedure for obtaining
31 Stage 1l Sampled Residents. Findings include: . physician orders was revised g ).7/0

. 1. Cross refer F329, example #3 _ 1 Licensed nurses and medical staff received |
! Review of R53's Medication Regimen Review ! : education regarding including indication for
. (MRR) on 3/15/10 revealed that the box, "No New ! use/dx. of medications when obtaining
Suggesﬂons" was checked despite Ativan being ! } and/or writing orders. |
! administered as needed with no indication for use . , )

t and the fack of monitoring regarding the : Licensed nurses received education

o fveress/iesUlt : ; regarc%ing monftoring and documentation of
: . effectiveness on PRN medications.

The MRR failed to identify that there was no
" indication for the use of Ativan as well as
" monitoring its effectiveness.

4. Random monthly medication audits are
conducted by the pharmacist to determine if
medications ordered by the physician have
: an indication for use/dx.; and reported at the
: 2. Cross refer F329, gxample #4 mouthly QI meeting,
! Review of R179's MRR on 3/15/10 revealed that
| the box, "No New Suggestions” was checked

. despite the iack of monitoring regarding the

| effectiveness/result of Ambien CR use.

! Random monthly PRN medication audits are
i conducted by the pharmacist to determine if
‘ monitoring and cﬁ'ectzveness of medications

are completed; and reporied at the monthly

; The MRR failed to identify that there was lack of Qf meeting.

| monitoring regarding Ambien CR's effectiveness.

3. Cross refer F329, example #5 :
. Review of R189's MRRs on 1/15/10, 2/16/10 and
; 3/15/10 revealed that, "No Recommendations
! Made" was circled despite the lack of indication
for the use of Vitamin B2 injections monthly.

The MRR failed to identify that there was no

. indication for use of the Vitamin B12 injections.
F 431 483.80(b), (d), () DRUG RECORDS, j F 431"
s3=p | LABEL/STORE DRUGS & BIOLOGICALS -

The facility must employ or obtain the services of
i a licensed pharmacist who establishes a system
_of records of receipt and disposition of all : : |
| controlied drugs in sufficient detail to enable an | | :

]

accurate reconciliation; and determines that drug |

FORM CMS-2567(02-99) Previous Versions Obsolefe Event ID:XP5711 . Facility 1D DECO1B0 - | If continuation sheet Page 36 of 38
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i records are in order and that an account of all
" controlied drugs is maintained and periodically
) reconciled.

' Drugs and biclogicals used in the facility must be
! labeled in accordance with cuirently accepted

" professional principles, and include the

. appropriate accessory and cautionary
“instructions, and the expiration date when

i applicable.

: In accordance with State and Federal laws, the

! facility must store all drugs and biclogicats in

! locked compartmanis under proper temperature
i controls, and permit only authorized personnel to
i have access 1o the keys.

i

| The facility must provide separately locked,

! permanently affixed compartments for storage of
{ controlled drugs listed in Schedule 1 of the

* Comprehensive Drug Abuse Prevention and

i Control Act of 1976 and other drugs subject io

. abuse, except when the facility uses single unit

: package drug distribution systems in which the

| be readily detected.

! This REQUIREMENT is not met as evidenced
| by
Based upon observation and interview, it was
| determined that the facility failed to properly store
| medication in the medication refrigerator at the
| ternperature the medication required for 2 (R108
- and R20) out of 31 Stage |l sampled residents.
" Findings include:
. 1. R106 had Aranesp PFA (Darbepoetin ALFA)
| stored in the medication refrigerator which was

| guantity stored is minimal and a missing dose can .

|
|

i
1

FORM CMS-2567(02-99) Previous Versions Obsclete
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F431 Drug Records, Label/Store Drugs and
Biologicals

1. R106°s Aranesep PFA was destroyed at
the time the medication was found to be
stored at an inappropriate temperature. The
medication was re-ordered, received, and
stored at the adequate temperature.

R20°s TOBI Tobramycin Inhalation
Yolution was destroyed at the time the

medication was found to be stored at an
inappropriaie temperature. The medication
was re-ordered, received, and storved at the
adequate temperature.

2. An inijtial audit was conducted on all
medication refrigerators to determine if
temperatures were adequate and appropriate
for the medications stored in them,
medications inadequately stored are
destroyed.

3. Policy and Procedure for storing
medications and logging temperatures in
medication refrigerators was reviewed and
revised.

Licensed Nurses received education
regarding storing medications appropriately,
logging temperatures of medication
refrigerators, reporting abnormal
temperatures and actions taken, destroying
and re-ordering of medications when
inappropriately stored.

4, Medication refrigerator temperatures are
obtained daily and logged by nursing staff;
the information is aggregated by the QI
Nurse or designee and reported at the
monthly QI meeting.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
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F 431 Coniinued From page 37 ? F431:

" dispensed from the pharmacy to the unit on
‘ : 3/15/10. Review of the instructions on the
i !injectable medication stated that it required a
 storage temperature between 36 and 48 degrees
' F. However, review of the temperature log '
revealed that from 3/15/10 through 3/24/10 the
" temperature in the refrigeraior was 52 degrees F.
Observation of the medication refrigerator on ’
- 3/24/10 was also 52 degrees F. i |
: The facility failed to store Aranesp PFA ; : |
‘ medication at the proper temperature in the ‘
: " medication refrigerator. On 3/24/10, E18 (LPN}
i and E4 (RN} confirmed the findings.

1 >/ 3%)

|

" stored in the refrigerator which was dispensed
! from the pharmacy to the unit on 3/22/10. Review !
! of the instructions on the medication stated thal
| the med required a storage temperature between f ;
| 36-46 degrees F. ; i
: However, review of the temperature log revealed .
l that from 3/22/10 through 3/24/10 the }
temperature in the medication refrigerator was 52 |
degrees F. Observation of the medication i
refngerator on 3/24/10 was also 52 degrees F.
i ' The facility failed io store TOBI Tobramycin
Inhalation Solution medication at the proper
| temperature in the medication refrigerator. On
3/24/10, E18 (LPN) and E4 (RN) con‘r’rmed the
I findings.

}

|

|
| 2. R20 had TOBI Tobramycin Inhalation Solution | l
! |
i |

! ' While the facility recorded the temperatures of the’ : 5

! refrigerator they failed to notify the person ’
i responslbte for the repairs when the temperatures
i were in an unacceptable range.
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TAG SUMMARY STATEMENT OF DEFICIENCIES

F 166 483.10(NH(2) RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES
ss A

A resident has the right to prompt efforts by the facility to resolve grievances the resident may have,
including those with respect to the behavior of other residents

This REQUIREMENT is not met as evidenced by:
Based on observation and interview, it was determined that the facility failed to make prompt eiforts to
resolve a grievance for one (R205) out of 31 sampled residents. Findings include:

On 3/22/10 at approximately 10 AM, R205 reported to the surveyor that she has been missing her lower
denture for the past two weeks. R205 stated that she had mformed the nursing staf¥, as well as the laundry
staff. Interview with E12 (Director of Social Services) on 3/22/10 at approximately 12 noon revealed that she
was not aware of R205's missing property. Subsequently to this conversation, E12 located a denture that had
been forwarded to her department on 3/12/10 from the laundry department E12 proceeded to show the
denture to R203, who confirmed it was hers An interview with E13 (laundry staff) on 3/25/10 at
approximately 11 AM revealed that she had been informed by R205 that she was missing her denture within
the past couple of weeks. E13 confirmed that she bad not communicated this to her supervisoz

Findings were reviewed with administration on3/26/10.
(famfd/ edec!
Ma7 27, 00

F166 Right to Prompt Efforts to Resolve Grievasces

1. R205 dentures were found and given io her.

2. Laundry staff was interviewed to determine if other resident’s have reported
missing items within the past 30 days and if this information has been relayed
to Social Services.

3. Laundry staff received education regarding reporting missing items or
finding of dentures, glasses, money, ete. to social services in a timely manner

4. A mopthly review of complaints and concems is conducted to identify
residents with missing items x 3 months. Outcomes are discussed with laundry
staff and at the routine QI meeting.

Any deficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from corvecting providing it is determined that other safeuards provide sufficient
protection to the patients. (See instructions) Except for nuzsing homes, the findinps stated abovs are disclosabled0 days following the date of survey whether oc not a plan of comection is provided
For nursing homes, the above findinus and plans of correction are disclosableld days following the date these docurments are made available to the facility If deficiencies are cited, an approved plan of

The above isolated deficiencies pase no actual harm 10 the residents

51069 . .
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