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An unannounced complaint survey was
conducted at this facility from January 17, 2014
through January 24, 2014. The deficiencies
contained in this report are based on observation,
interview, review of residents' clinical records and
review of other facility documentation as
indicated. The facility census the first day of the
survey was one hundred-ten (110). The survey
sample totaled three (3) residents.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309| Fapg
8s=D | HIGHEST WELL BEING
A. Resident R 1 is no longer in the facility.

Each resident must receive and the facility must All or 100% of new admission orders
provide the necessary care and services to attain and transfer/discharge paperwork will be
or maintain the highest practicable physical, reviewed by two (2) licensed nurses
mental, and psychosocial well-being, in within 24 hours of admission. The

d . .
accordance with the comprehensive assessment Admission Checklist (Exhibit A) will be

and plan of care. . g
completed and reviewed and signed by

the unit manager/designee within 24
hours of admission. An admission

This REQUIREMENT is not met as evidenced reconciliation form (Exhibit B) will be
by: completed on all new admissions during |
Based on interview and record review, it was the shift of admission and reviewed by 3\‘0‘ 14
determined that the facility failed to provide the Unit Manager/designee within 24 hours.
necessary care to maintain the highest
practicable physical well being for one (R1) out of B. Admission orders have been reviewed
three sampled residents. Findings include: for all admissions in the last 30 days
On 12/3113 R1 dmitted to the facilty and all current residents with fluid
was admi o the . e .
Admission information was documented on the [ESICUORE iave (bEch Feviewst [@nd 3 \ 0 ||“‘

Interagency Nursing Communication Record that BIISTS Vatifiet:

indicated R1 was to receive Dialysis (process
used to clean the blood when kidneys are failing)
three times per week and also had a 1200
milliliter (mL) a day fluid restriction.

DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an as[erfs& (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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C. In-servicing shall be completed on or
F 309 | Continued From page 1 F 309 before February 27, 2014 for licensed
On 12/3/13 E4, Registered Nurse transcribed nursmgrstt'c_lff ofn the nr?w a!dmlssmns ;
information from the Interagency Nursing feSone Naton 1o e mc!ud'gs fluid
Communication Record to the Initial Order Sheet restrlct_lons a_nd [evised adimigsian
iy thorizati disionst checklist. This sha.ll be the responsibility .
or physician authorization and signature. of the Nurse Practice Educator (NPE). 3, IOI Y
However, E4 failed to include the fluid restriction D. The following process: All or 100% of
e i ; g process: All or 100% of
of 1200 mL per day and this fluid restriction was new admission orders and
ngt transcnbgd for the‘nurses or Certified Nurse's transfer/discharge paperwork will be |
Aides to put into practice. reviewed by two (2) licensed nurses
within 24 hours of admission. The
On 12/3/13 E3, Registered Nurse initiated the Admission Checklist (Exhibit A) will be
Diet Order and Communication Form. This form completed and reviewed and signed by
indicated to the dietary staff that the resident _ the unit manager/designee within 24
needed a low sodium diet and a fluid restriction of hours of admission. An admission
1200 mL each day. This form is used as a , reconciliation form (Exhibit B) will be
communication tool between nursing and the completed on all new admissions during
dietary department. the shift of admission and reviewed by
Unit Manager/designee within 24 hours
On 12/7/13 ES, Registered Dietician completed and will be audited daily until 100%
the Nutritional Care Recommendations form and conSIster!cy 1S achle'ved over three |
documented recommendations for liberalizing flzggf/ecutlvelfe valuations. Then after |
R1's diet and increasing the fluid restriction to con s;g&mg f&;ﬁ aat:ger:sﬂxz‘ivill audit th i
1450 mL a day to accommodate the : aud e|
" . process three times a week until we -
regommended_ nutrltlopal suppleme_nt (drink used consistently reach 100% compliance |
to increase daily calories and protein). with additional consecutive evaluations. |
B Finally we will audit our process once a
On 12/7/13 the Nutritional Care week until we consistently reach 100% :
Recommendations form was faxed to R1's success over three consecutive |
physician's office for review. The form was faxed evaluations. At the one month period
back to the facility the same day with we audit one time and if 100%
acknowledgement and authorization from the compliance is reached we will conclude
physician to implement the orders. However, E6, that we have successfully addressed the
Registered Nurse wrote on the form that the problem. The Quality Assurance and
resident was not on a fluid restriction and the Performance Improvement committee
order was again not implemented by facility staff. shall assess and evaluate the data and
provide recommendations as necessary
The facility failed to implement the 1200 mL a day to obtain and maintain compliance, For 3|10 fid
fluid restriction for a resident who received the next 3 months.
dialysis three times each week. Even though it
was communicated to dietary staff that the
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resident was to have a limited amount of fluid.
The facility failed to assess and monitor the fluid
intake for this resident. The nursing staff and
Certified Nurse's Aides were never made aware
of the fluid restriction and did not ensure that the
resident was meeting this fluid restriction of 1200
mL per day.

During an interview on 1/23/14 at approximately
1:55 PM with E7, Registered Dietitian it was
confirmed that R1 required a daily fluid restriction
due to his kidney failure and subsequent dialysis
treatments and that the facility failed to implement
the restriction.

During an interview on 1/23/14 at approximately
2:30 PM with E6, Registered Nurse it was
confirmed that on the Interagency Nursing
Communication Record the facility failed to record
the instruction to implement a fluid restriction of
1200 mL a day. E6 also confirmed that on
12/7/14 the fluid restriction was again omitted
when the physician agreed to increase the fluid
restriction to 1450 mL daily.

On 1/23/14 at approximately 3:00 PM E2,
Director of Nursing confirmed that the facility
failed to implement the fluid restriction for R1 and
failed to assess and monitor R1's daily fluid
intake.

On 1/24/14 at approximately 10:30 AM the above
information was reviewed with E1 Administrator
and E2, Director of Nursing.
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3201

3201.1.0

3201.1.2

The State Report incorporates by
reference and also cites the findings
specified in the Federal Report.

An unannounced complaint survey was
conducted at this facility from January 17,
2014 through January 24, 2014. The
deficiencies contained in this report are
based on observation, interview, review of
residents' clinical records and review of
other facility documentation as indicated.
The facility census the first day of the
survey was one hundred-ten (110). The
survey sample totaled three (3) residents.

Regulations for Skilled and
Intermediate Care Facilities.

Scope

Nursing facilities shall be subject to all
applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B,
requirements for Long Term Care
Facilities, and any amendments or
modifications thereto, are hereby
adopted as the regulatory requirements
for skilled and intermediate care
nursing facilities in Delaware. Subpart
B of Part 483 is hereby referred to, and
made part of this Regulation, as if fully
set out herein. All applicable code
requirements of the State Fire
Prevention Commission are hereby
adopted and incorporated by reference.

This requirement is not met as
evidenced by:

Cross Reference Federal
Tag 309.

Date of Compliance
3/10/14

Provider's Signature ()M \&Muﬁm Title. NHA

Date &/“/H
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Cross refer the CMS 2567-L survey ending
January 24, 2014, F309.
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