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This visit was for a Recertification and 

State Licensure Survey.  

This visit was in conjunction with the 

Investigation of Complaint IN00197758.

Survey dates:  April 21, 22, 25, 26, 27, 

28, and 29, 2016

Facility number:  000275

Provider number:  155656

AIM number:  1002900930

Census bed type:

SNF/NF:  75

Total:   75

Census payor type:

Medicare:  5

Medicaid:  58

Other:  12

Total:  75

These deficiencies reflect State findings 

cited in accordance with 410 IAC 

16.2-3.1.

QR completed on May 4, 2016 by 17934.

F 0000 Canterbury Nursing 

andRehabilitation Center 

respectfully requests a face to 

face IDR for deficienciesF-241, 

F-246, F-309, and F-465 as we 

do not agree with the scope and 

severityof these identified 

deficiencies.  CanterburyNursing 

and Rehabilitation Center submits 

this response and Plan of 

Correction(POC) as part of the 

requirements under state and 

federal law.  The POC is 

submitted in accordance 

withspecific regulatory 

requirements.  Itshall not be 

construed as admission of any 

alleged deficiencies cited or 

anyliability.  This provider submits 

thisPOC with the intention that it 

is inadmissible by any third party 

in any thirdparty in any civil or 

criminal action proceedings 

against the provider or 

itsemployees, agents, officers or 

directors. This provider reserves 

the right to challenge the cited 

findings if atany time the provider 

determines that the disputed 

findings are relied upon ina 

manner adverse to the interests 

of the provider either by the 

governmentalagencies or third 

party.  Any changes toprovider 

policy or procedure should be 

considered to be subsequent 

remedialmeasures as the concept 

is employed in Rule 407 of the 

federal rules ofevidence and 
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should be inadmissible in any 

proceedings on that basis.   

483.15(a) 

DIGNITY AND RESPECT OF 

INDIVIDUALITY 

The facility must promote 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.

F 0241

SS=D

Bldg. 00

Based on observation, interview, and 

record review, the facility failed to 

provide skin care for 1 of 3 residents 

reviewed for skin care in a sample of 5. 

(Resident #P)

Findings include: 

Resident #P's record was reviewed 

4-27-2016 at 10:55 AM. Resident #P's 

diagnoses included, but were not limited 

to,  psoriasis, diabetes, and multiple 

sclerosis.

In an observation on 4-21-2016 at 11:08 

AM, Resident #P was observed to have 

crusty skin on his face around his nose, 

cheeks, and mouth. 

In an observation on 4-22-2016 at 9:22 

F 0241 F- 241:  DIGNITY AND 

RESPECT OFINDIVIDUALITY.  It 

is the policy ofCanterbury to 

promote care for residents in a 

manner and environment 

thatmaintains or enhances each 

resident’s dignity and respect in 

full recognitionof his or her 

individuality.   Canterbury 

Nursing and Rehabilitation 

Center respectfully requests 

aface to face IDR for this 

deficiency (F-241) as we do not 

agree with the scopeand 

severity of the identified 

deficiency. Resident P has 

diagnoses but not limited to:  

Psoriasis, Diabetes and MS, 

SeborrheicDermatitis.  Resident 

received MiconazoleNitrate 2% 

cream to face BID, and 

Triamcinolone 0.25% cream BID 

to face. TheMiconazole Nitrate 

2% cream was discontinued on 

5/13/16. NP to 

re-evaluatedermatitis to face and 

05/29/2016  12:00:00AM

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2BKW11 Facility ID: 000275 If continuation sheet Page 2 of 32



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/26/2016PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

FORT WAYNE, IN 46835

155656 04/29/2016

CANTERBURY NURSING AND REHABILITATION CENTER

2827 NORTHGATE BLVD

00

AM, Resident #P was observed to have 

crusty skin on his cheeks, and around his 

nose and mouth.

In an interview on 4-22-2016 at 9:25 

AM, Resident #P indicated he did not 

like to shave, but he would like to have 

his face washed daily. 

A review of Resident #P's Point of Care 

History indicated the following: for the 

date 4-21-2016, Resident #P's AM care 

had been completed at 1:42 PM, and for 

the date of 4-22-2016, Resident #P's AM 

care had been completed at 10:32 AM. 

In an interview on 4-27-2016 at 1:50 PM, 

CNA #5 indicated AM care was 

supposed to be completed by 10 AM, but 

sometimes, there was not enough help to 

accomplish this. 

3.1-3(v)(1) 

tx due to skin sensitivity , chronic 

crusting andredness of face  with 

current treatmentin place. No 

other residents wereaffected by, 

but all residents are at risk by 

deficient practice.  Nurse 

managers audited each resident 

on theirassigned hall to ensure 

that no other residents were 

affected.    All residents 

willreceive skin care/hygiene 

upon rising and after meals.  

Facial wipes will be provided in 

each diningroom for staff to give 

to residents and to assist 

residents that require helpwith 

washing face and hands after 

every meal. GEMBA/rounds are 

done every morning by IDT team 

as well as customer 

carerepresentatives and will 

watch for residents hygiene and 

address as needed. Director of 

Nursing andthe Director Nursing 

Consultant in-serviced the all 

direct care staff on 

5/17/2016addressing skin care to 

all residents upon rising.   

Continuous QualityImprovement 

monitoring tool for dignity will be 

completed by 

DNS/Designeeweekly x 4 weeks, 

if outcome is under allotted 

threshold then will reduceaudits 

to, monthly x 6 months and then 

to follow CQI preset schedule 

thereafter.If threshold of 95% is 

not achieved an action plan will 

be developed to 

ensurecompliance.  If threshold of 

95% is notachieved an action 

plan will be developed to ensure 
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compliance.  Date of 

Completion:  5/29/16 

483.15(e)(1) 

REASONABLE ACCOMMODATION OF 

NEEDS/PREFERENCES 

A resident has the right to reside and receive 

services in the facility with reasonable 

accommodations of individual needs and 

preferences, except when the health or 

safety of the individual or other residents 

would be endangered.

F 0246

SS=D

Bldg. 00

Based on interview and record review, 

the facility failed to offer breakfast to 1 

of 3 residents reviewed for meals in a 

sample of 5. (Resident #L)

Findings include: 

Resident #L's record was reviewed 

4-25-2016 at 10:19 AM. Resident #L's 

diagnoses included, but were not limited 

to, osteoarthritis and post knee 

replacement surgery.

In an interview on 4-25-2016 at 1:55 PM, 

Resident #L indicated on 4-1-2016, she 

was not offered a breakfast and went 

without eating. 

A review of Resident #L's meal 

documentation dated 4-1-2016 did not 

indicate any meal was refused, 

consumed, or served. 

 

F 0246 F -246: REASONABLE 

ACCOMMODATION OF 

NEEDS/PREFERENCES.  It is the 

policy of Canterbury to ensurethat 

resident’s right to reside and receive 

services in our facility 

withreasonable accommodations of 

individual needs and preference, 

except when thehealth or safety of 

the individual or other residents 

would be endangered aremet.

Canterbury Nursing and 

Rehabilitation Center respectfully 

requests aface to face IDR for this 

deficiency (F-246) as we do not 

agree with the scopeand severity of 

the identified deficiency.

Resident #L: Resident decided to 

leave Canterbury AMA themorning 

of 4/1/16.  Resident had left inthe 

morning and did not receive 

breakfast meal. Resident #L no 

longer resides in the facility. 

No other residents wereaffected by 

this, but all residents are at risk by 

this deficient practice

In-service on 5/17/16 forall nursing 

staff regarding documentation of 

05/29/2016  12:00:00AM
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In an interview on 4-25-2016 at 12:58 

PM, CNA #5 indicated she could not 

recall serving Resident #L's breakfast. 

Further, CNA #5 indicated if a meal 

would have been refused or served, 

consumption would have been 

documented.

3.1-3(v)(1)

meals in the kiosk and on the 

mealtickets.   After documentation 

ofconsumptions, all meal tickets are 

to go to the DNS. 

Plan of Care compliancereports will 

be ran daily by Medical Records and 

given to the Nurse Managers 

toauditing meal consumption. 

Missing consumptionswill be 

entered into the kiosk from the meal 

tickets given to the DNS.

Continuous QualityImprovement 

monitoring tool for Food andFluid 

Documentation will be completed 

by DNS/Designee weekly x 4 weeks, 

ifoutcome is under allotted 

threshold then will reduce audits to, 

monthly x 6months and then to 

follow CQI preset schedule 

thereafter. If thresholdof 95% is not 

achieved an action plan will be 

developed to ensure compliance. 

Date of Completion: 5/29/16

483.20(d)(3), 483.10(k)(2) 

RIGHT TO PARTICIPATE PLANNING 

CARE-REVISE CP 

The resident has the right, unless adjudged 

incompetent or otherwise found to be 

incapacitated under the laws of the State, to 

participate in planning care and treatment or 

changes in care and treatment.

A comprehensive care plan must be 

developed within 7 days after the completion 

of the comprehensive assessment; prepared 

by an interdisciplinary team, that includes 

the attending physician, a registered nurse 

with responsibility for the resident, and other 

appropriate staff in disciplines as determined 

by the resident's needs, and, to the extent 

F 0280

SS=D

Bldg. 00

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2BKW11 Facility ID: 000275 If continuation sheet Page 5 of 32



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/26/2016PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

FORT WAYNE, IN 46835

155656 04/29/2016

CANTERBURY NURSING AND REHABILITATION CENTER

2827 NORTHGATE BLVD

00

practicable, the participation of the resident, 

the resident's family or the resident's legal 

representative; and periodically reviewed 

and revised by a team of qualified persons 

after each assessment.

Based on interview and record review, 

the facility failed to invite 3 residents to 

care plan meetings in a sample of 3 

residents reviewed for participation in 

care planning (Resident # 22, Resident 

#98, and Resident #12).

Findings include:

1.  Resident #22 was interviewed on 

4/22/2016 at 8:55 A.M.  During the 

interview, the resident indicated her sister 

used to attend her care plan meetings, but 

she did not recall being invited to her 

care plan meetings.

A Minimum Data Set (MDS) assessment, 

dated 3/24/2016, indicated a Brief 

Interview for Mental Status (BIMS) 

conducted with Resident #22, indicated 

the resident had moderately impaired 

cognition.

Social Service Director (SSD) #11 was 

interviewed on  4/26/2016 at 11:15 A.M.  

During the interview, SSD #11 indicated 

there was no documentation to indicate 

Resident #22 had been invited to attend 

care plan meetings.  SS #11 indicated the 

F 0280 F-Tag 280 Right to Participate 

Planning Care-ReviseCP:

It is the policy of Canterbury Nursing 

andRehabilitation Center, Fort 

Wayne to ensurethat all residents 

have the right to participate in 

planning of care andtreatment or 

changes in care and treatment.

 
   ·Residents#12,#22, #98 – 

Resident’s families were notified 

of their upcoming Care 

Planmeeting, and Residents #12, 

#22, and #98 were invited the 

attend.  Social Service and 

Memory Care Facilitatorwere 

in-serviced by Social Service 

Consultant on 4/29/2016 on 

properly invitingresidents and 

their families to all Care Plan 

meetings.

 

   ·Noother residents were 

affected, but all resident was at 

risk by deficientpractice.  Social 

Service, Memory CareFacilitator, 

and Social Service Consultant 

reviewed all current quarterly 

CarePlan reviews to ensure 

family and residents were invited 

to Care Planmeetings. 

 

   ·Social Service and Memory 

CareFacilitator will audit the 

MDS calendar and Care Plan 

invite log to ensure 

05/29/2016  12:00:00AM
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resident's daughter had sometimes 

attended the care plan meetings in the 

past.

2. On 4/21/16 at 3:40 P.M., an interview 

was conducted with Resident #98. The 

resident indicated she had not attended or 

had not been invited to any care plan 

meetings since admission. 

Review of Resident #98's clinical record 

indicated she was admitted to the facility 

on 10/26/15 and a Road to Recovery care 

plan meeting was held on 10/27/15.

An interview with the Social Service 

Director #11 on 4/26/16  at 11:15 A.M., 

indicated Resident #98 had not attended 

any care plan meetings since her initial 

Road to Recovery care plan meeting in 

October 2015. The  SSD indicated 

Resident #98 had not been invited to any 

further care plan meetings.

3.  Resident #12 was interviewed on 

4/21/16 at 11:08 A.M. and indicated she 

had never been invited to care plan 

meetings.

Resident #12 was admitted to the facility 

on 4/21/11.

An interview with the RN Consultant on 

4/26/16 at 10:48 A.M. indicated there 

allapplicable residents have 

been given a care plan 

invitation card and that copyof 

invite is on file in Social 

Service office. 
 

   ·To ensurecompliance 

Social Service/Memory Care 

Facilitator/Designee will 

Interview residents with QIS 

questionnairemonthly, to 

ensure residents confirm 

invitation to care plan 

meetings. CompleteCare Plan 

Review Continuous Quality 

Improvement to ensure 

residents have beeninvited to 

care plan meetings.  

Implementa care plan invite 

binder where copies of the 

care plan invitation sent to 

residentand family/responsible 

party will be kept.

 

To ensure compliance, 

SocialService/ Memory Care 

Facilitator/Designee are 

responsible for the completion 

ofthe CQI Care Plan Review 

Audit tool.  1x week 4 weeks, bi 

weekly 1x week 4 

weeks, ifoutcome is under 

allotted threshold then will 

reduce audits to, monthly x 

6months and then to follow 

CQI preset schedule 

thereafter.  The results ofthese 
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was a Social Service Progress note from 

2/1/16 which noted an invite for a Care 

Plan meeting on 2/26/16 was sent. The 

note did not indicate who the invite was 

sent to.

An interview with Social Service 

Director #11 on 4/26/16 at 11:15 A.M. 

indicated Resident #12 had not been 

invited to her Care Plan meetings. 

Review of a policy provided by Social 

Service Coordinator #11 on 4/27/16 at 

2:45 P.M.,  IDT Care Plan Review , 

original date 08/2008, most recently 

reviewed on 01/2016, indicated: 

"Resident, resident's families or others as 

designated by resident will be invited to 

care plan review. 

3.1-35(c)(2)(C)

audits will be reviewed by the 

CQI committee overseen by the 

ED. Ifthreshold of 95% is not 

achieved an action plan will be 

developed to ensurecompliance.

 

Date of Completion: 5/29/2016

483.20(k)(3)(ii) 

SERVICES BY QUALIFIED PERSONS/PER 

CARE PLAN 

The services provided or arranged by the 

facility must be provided by qualified 

persons in accordance with each resident's 

written plan of care.

F 0282

SS=D

Bldg. 00

A.  Based on observation, record review F 0282 F- 282:  SERVICES BY 05/29/2016  12:00:00AM
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and interview, the facility failed to 

provide dental services for 2 of 3 

residents reviewed for oral health status 

(Resident #102 and Resident #98).  

B.  Based on interview and record 

review, the facility failed to give 

medications according to physician's 

order for 1 of 3 residents reviewed for 

medication orders. (Resident #L).

C.  Based on interview and record 

review, the facility failed to follow care 

plan interventions for pain 

documentation for 1 of 3 residents 

reviewed for care plan intervention 

initiation in a sample of 5. (Resident #O) 

Findings include:

A. 1. The record for Resident #102 was 

reviewed on 4/26/2016 at 10:00 A.M.  

Diagnoses included, but were not limited 

to, dementia. 

On 4/22/2016 at 11:36 A.M., Resident 

#102 was observed in his room sitting on 

his bed.  Resident #102 was observed to 

be edentulous (no teeth) and was not 

wearing dentures.

An admission Minimum Data Set 

Assessment MDS) for Resident #102, 

dated 12/28/2015, indicated the resident 

QUALIFIEDPERSONS/PER CARE 

PLAN.  It is thepolicy of Canterbury 

to arrange or provide services by 

qualified persons inaccordance with 

each resident’s written plan of care

Resident #L: Resident left AMA and 

no longer resides in thefacility.  

Resident #O: Nurse 

managersaudited all Mars/Tars 

assigned to their hall to ensure that 

no other residents wereaffected.  

Resident longer resides in 

thefacility.  Resident #98: Social 

Servicewill get consent for a dental 

consultation or declination signed by 

Resident#98.  If consent is obtained, 

Social Service will haveDental 

Services consult with Resident 

#98. Resident #102:  Social 

Servicecontacted resident #102’s 

financial guardian and he agreed on 

ancillaryservices.  Financial guardian 

to haveResident #102’s son sign 

consent forms for Resident #102 to 

be treated by ancillaryservices.

No other residents wereaffected by 

this, but all residents are at risk by 

the deficient practice. All residents 

were checked by Social 

Service/MemoryCare Facilitator/ 

Social Service Consultant to follow 

up on dental needs.  All residents’ 

mars/tars were reviewed bynurse 

managers to ensure residents are 

receiving medications prescribed by 

thephysician.  All residents’ care 

plans werereviewed by MDS 

Coordinator and MDS Assistant for 

pain to ensure all residents 

paininterventions are in place. 
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was edentulous.

A care plan, dated 4/27/2016, indicated 

"Resident has tooth fragments on his 

upper (sic) that have obvious caries 

(cavities).  One approach listed on the 

care plan indicated "obtain dental consult 

PRN (as needed).

Review of Resident #102's record did not 

indicate the resident had been seen by a 

dentist since admission to the facility.

The facility Social Services consultant 

was interviewed on 4/27/2016 at 3:10 

P.M.  During the interview, the 

consultant indicated there was no 

documentation to indicate Resident #102 

had been seen by a dentist since his 

admission to the facility.  The consultant 

further indicated there was no 

documentation to indicate the resident's 

financial guardian had been offered a 

consent form during the resident's 

admission process to either consent to 

dental services or decline dental services.  

During the interview, the consultant 

indicated the facility had just contacted 

Resident #102's financial guardian and 

the guardian had indicated he felt 

Resident #102 should have ancillary 

services, including dental services, and 

he would contact the resident's family 

member to visit the facility to sign 

Director of Nursing and Directorof 

Nursing Consultant In-serviced on 

5/17/16 for all nursing staff 

regardingobtaining clarification on 

orders from physician when 

residents are admittedfrom home, 

medications that are not sent from 

pharmacy, nursing to call back 

uppharmacy, and if unable to 

provide, DNS is to be notified, and 

Physician foralternative treatment 

that is obtainable.

Daily audits will be conducted onall 

MAR’s/TAR’s to ensure medications 

that are circled have an explanation 

onthe back.  Refusals will be 

reported tothe physician during the 

shift they refuse. Nursing will first 

obtain order from physician to 

obtain medication fromEmergency 

Drug Kit.  Place ancillary services 

consent form(Dental, Vision, 

Podiatry, and Audiology.) in the 

Canterbury Nursing 

andRehabilitation Center new 

admission packet. Social Service and 

the Memory Care Facilitator will 

complete a wholehouse audit to 

determine which residents have an 

ancillary services consentform and 

which residents need services 

offered.

 

Interdisciplinary Teamwill use 

Admission/Readmission tool the 

next business day to ensure 

alladmissions are complete and 

accurate, lead by DNS/Designee

Continuous QualityImprovement 

monitoring tool for 
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consent forms.

A. 2. On 4/21/16 at 3:42 P.M., an 

interview was conducted with Resident 

#98. The resident indicated she hadn't 

had teeth in a long time and didn't want 

dentures. An observation of Resident #98 

indicated no visible teeth.

Resident #98 was admitted to the facility 

on 10/26/15. The resident's initial 

Minimum Data Set (MDS) of 11/2/15 

indicated "obvious or broken natural 

teeth."

Review of Resident #98's care plans 

indicated a care plan was started on 

11/5/15 for Dental Care, resident has 

obvious/likely broken teeth. One of the 

approaches indicated to obtain a dental 

consult as indicated.

Review of Resident #98's record did not 

indicate a dental consult had taken place 

or consent or declination for dental 

services was signed. 

An interview with the Social Service 

Consultant on 4/27/16 at 1:51 P.M. 

indicated no information was available to 

indicate Resident #98 had consented or 

not consented to dental services. 

A policy for Dental Services, original 

Admissions/Readmissionswill be 

completed weekly x 4 weeks by 

DNS/Designee and if outcome is 

underallotted threshold then will 

reduce audits to monthly x 6 months 

and then tofollow CQI preset 

schedule thereafter.

Continuous QualityImprovement 

monitoring tool for 

PainManagement will be completed 

by DNS/Designee weekly x 4 weeks 

and ifoutcome is under allotted 

threshold then will reduce audits to 

monthly x 6months and then to 

follow CQI preset schedule 

thereafter.  If threshold of 95% is not 

achieved an actionplan will be 

developed to ensure compliance. 

To ensure compliance, SocialService/ 

Memory Care Facilitator/Designee 

are responsible for the completion 

ofthe CQI Dental Services Review 

Audit tool weekly x 4 weeks, if 

outcome is underallotted threshold 

then will reduce audits to, monthly x 

6 months. The resultsof these audits 

will be reviewed by the CQI 

committee overseen by the ED.  If 

threshold of 95% is not achieved an 

actionplan will be developed to 

ensure compliance. 

Date of Completion:  5/29/16
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date 08/1998  and most recently revised 

on 01/2016, was provided by the Social 

Service Consultant on 4/27/16 at 2:45 

P.M.. The policy indicated the facility 

will obtain contracted outside dental 

services to meet the routine and 

emergency dental needs of each resident. 

The policy also noted the facility will ask 

each resident upon admission if they 

would like to be seen by the dental 

services company servicing the facility. 

B. 1. Resident #L's record was reviewed 

4-25-2016 at 10:19 AM. Resident #L's 

diagnoses included, but were not limited 

to, osteoarthritis and post knee 

replacement surgery. 

A review of Resident #L's progress notes 

dated 3-31-2016 indicated Resident #L 

had brought medication from home to the 

facility for administration. 

In an interview on 4-25-2016 at 2:48 PM, 

the Admissions Coordinator indicated 

when residents come in from home, the 

medications are ordered on a script like 

form for the facility to obtain and 

administer so the orders are clear. If the 

resident brings medications in from 

home, then a valid order from the 

physician must be obtained in order for 

the facility to administer the medications. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2BKW11 Facility ID: 000275 If continuation sheet Page 12 of 32



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/26/2016PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

FORT WAYNE, IN 46835

155656 04/29/2016

CANTERBURY NURSING AND REHABILITATION CENTER

2827 NORTHGATE BLVD

00

In an interview 4-25-2015 at 1:39 PM, 

LPN#1 indicated when a resident was 

admitted from home with medications 

from home, the medications must always 

be clarified with the physician. Further, 

LPN #1 indicated Resident #L was 

admitted on her shift, but she could not 

remember why Resident #L's medications 

were not clarified with the physician on 

admission.

Resident #L's Medication Administration 

Record dated 3-31-2016 indicated 

Oxycodone 20 mg, and Ambien 10 mg 

were given at 8 PM. 

A review of Resident #L's physicians 

orders did not indicated the physician had 

clarified or ordered medications on 

admission.

A current policy dated 1-1-2013, titled 

Medication Brought to Facility by the 

Resident/ Family, provided by the RN 

Consultant on 4-26-2016 at 10:22 AM, 

indicated "1. Facility staff should not 

administer medications...brought to the 

facility by a resident.....without a 

physician's order."

C. 1. Resident #O's record was reviewed 

4-26-2016 at 11:02 AM. Resident #O's 

diagnoses included, but were not limited 
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to high blood pressure,diabetes, and heart 

disease. 

A review of Resident #O's pain care plan 

indicated to administer medications as 

ordered.

A physician's order dated 1-27-2016 

indicated to give Resident #O Oxycontin 

(a narcotic) 20 mg Extended Release 

every 12 hours for surgical pain. 

A review of Resident #O's MAR 

(Medication Administration Record) 

dated 2-28, and 29- 2016 and 3-1-2016 

was initialed and circled for the 8 AM 

and 8 PM doses. There was no indication 

on the back of the MAR as to why the 

doses were circled.

A physician's progress note dated 

3-1-2016 indicated Resident #O had seen 

the physician because he had not received 

his ordered pain medication "since 

Saturday". 

In an interview on 4-26-2016 at 3:24 PM, 

LPN #1 indicated sometimes medications 

are not always available, and when that 

happens, the physician is to be notified, 

so orders can be changed, or the 

pharmacy provided the documentation 

needed so the resident can receive 

medications as ordered. 
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3.1-35(g)(2)

483.25 

PROVIDE CARE/SERVICES FOR 

HIGHEST WELL BEING 

Each resident must receive and the facility 

must provide the necessary care and 

services to attain or maintain the highest 

practicable physical, mental, and 

psychosocial well-being, in accordance with 

the comprehensive assessment and plan of 

care.

F 0309

SS=G

Bldg. 00

A. Based on interview and record review, 

the facility failed to provide pain 

medication as ordered for 1 of 3 residents 

reviewed with pain in a sample of 5. 

(Resident #O) 

B.  Based on interview and record 

review, the facility failed to assess the 

skin of a resident with increased risk 

factors for skin impairment and identify a 

right foot wound from 12/5/15 to 12/9/15 

for 1 of 1 residents reviewed for 

non-pressure related skin conditions 

(resident #O).  The resident developed a 

wound on the right foot and was 

hospitalized.  The resident ' s right leg 

was amputated while in the hospital.

Findings include:

F 0309 F- 309:  PROVIDE 

CARE/SERVICESFOR HIGHEST WELL 

BEING.  It is thepolicy of Canterbury 

to provide residents with the 

necessary care and servicesto attain 

or maintain the highest practicable 

physical, mental, andpsychosocial 

well-being, in accordance the with 

the comprehensive assessmentand 

plan of care.

Canterbury Nursing and 

Rehabilitation Center respectfully 

requests aface to face IDR for 

deficiency (F-309) as we do not 

agree with the scope andseverity of 

the deficiency.

Inservice on 5/17/16 withall nursing 

staff:  CNA’s to sign ashower sheet 

on all residents even if they refuse 

and give to Nurse tosign.  Nursing to 

document notificationof residents’ 

refusals for skin assessments, with 

notification to the physicianand 

family if applicable.  Resident 

05/29/2016  12:00:00AM
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A.  Resident #O's record was reviewed 

4-26-2016 at 11:02 AM. Resident #O's 

diagnoses included, but were not limited 

to high blood pressure,diabetes, and heart 

disease. 

A physician's order dated 1-27-2016 

indicated to give Resident #O Oxycontin 

(a narcotic) 20 mg Extended Release 

every 12 hours for surgical pain. 

A review of Resident #O's Medication 

Administration Record dated 2-28, and 

29- 2016 and 3-1-2016 was initialed and 

circled for the 8 AM and 8 PM doses. 

There was no indication on the back of 

the MAR as to why the doses were 

circled.

A physician's progress note dated 

3-1-2016 indicated Resident #O had seen 

the physician because he had not received 

his ordered pain medication "since 

Saturday". 

In an interview on 4-26-2016 at 3:24 PM, 

LPN #1 indicated sometimes medications 

are not always available, and when that 

happens, the physician is to be notified, 

so orders can be changed, or the 

pharmacy provided the documentation 

needed so the resident can receive 

medications as ordered. 

nolonger resides in the facility. 

No other residents wereaffected by 

this, but all residents are at risk by 

the deficient practice.  Nurse 

managers audited each resident on 

theirassigned hall to ensure that no 

other residents were affected.    

DNS/ADNS will runObservation 

reports daily to ensure all residents 

have had a weekly 

summarycompleted by the nurse no 

less than every 7 days.  The 

observation report is to ensure that 

theresident’s skin is being assessed 

no less than every 7 days. 

Continuous QualityImprovement 

monitoring tool for 

SkinManagement Program will be 

completed by DNS/Designee weekly 

x 4 weeks, andif outcome is under 

allotted threshold, will reduce audits 

to monthly x 3months, and quarterly 

x 2, then will follow preset CQI 

schedule thereafter. Nursingwill first 

obtain order from physician to 

obtain medication from Emergency 

DrugKit.   If threshold of 95% is not 

achieved an actionplan will be 

developed to ensure compliance. 

Date of Completion:  5/29/16
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B.  The record for Resident #O was 

initially reviewed on 4/21/2016.  

Diagnoses included but were not limited 

to above knee amputation of left leg due 

to diabetic ulcer, Diabetes, peripheral 

vascular disease and advanced distal 

symmetrical polyneuropathy (loss of 

sensation in limbs).

An MDS (minimum data set assessment) 

dated 11/27/15 indicated the resident was 

alert and oriented and had no behavior 

issues.  He required assistance with 

transfers, dressing and bathing.

A nursing note, dated 11/20/15 at 3:15 

P.M., indicated the resident had a 

surgical wound to the left leg stump, his 

right leg was warm, and there were no 

other skin issues.

Additional nursing notes included but 

were not limited to the following:

11/23/15 (no time) indicated the resident 

had right lower extremity swelling.  

11/23/15 (no time) a progress note by the 

nurse practitioner indicated that the 

resident ' s right lower extremity was 

swollen with taut skin.  

11/23/15 (no time) an interdisciplinary 

team wound sheet indicated the resident 

had diabetes and neuropathy and had a 

surgical incision on the left stump which 

would be monitored weekly.

11/24/15 (no time) a physician ' s 
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progress note indicated the resident had 

non-pitting edema/swelling in the right 

leg.  A nurse ' s note indicated one dose 

of Lasix (water pill) was given at 2:00 

P.M. for right leg edema/swelling.

12/1/15 (no time) an orthopedic 

physician ' s progress note indicated the 

resident was seen for follow up of his left 

stump incision.  There was no 

documentation about the right leg or foot.

12/2/15 at 8:30 p.m. a nurse ' s note 

indicated the right leg remained swollen, 

no redness or warmth and a pedal (foot) 

pulse was present.  The resident voiced 

concern about the swelling in the right 

leg and was instructed to elevate the leg 

when up in his wheelchair. 

12/3/15 (no time) a weekly summary 

form indicated right lower extremity 

edema in addition to surgical incision on 

left leg stump.

12/4/15 at 3:20 a.m. a nurse ' s note 

indicated the right lower leg remained 

swollen and was elevated while lying in 

bed.  

12/4/15 (no time) a shower report signed 

by the nurse, indicated the resident ' s 

skin was okay.

12/8/15 (no time) an orthopedic 

physician ' s progress note indicated the 

resident was seen for follow up of his left 

stump incision.  There was no 
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documentation about the right leg or foot.

12/8/15 (no time) a shower report signed 

by the nurse, indicated the resident had  " 

refused shower, too tired " . He would  " 

change into clean clothes " .

12/9/15 (no time) a shower report signed 

by the registered nurse indicated the 

resident refused his shower.

12/9/15 at 7:00 P.M. a nurse note 

indicated that the resident had 

swelling/edema in the right lower leg and 

was voicing concerns about it.  Nurse 

indicated she would place his concern on 

the books for the nurse practitioner to 

evaluate at her next visit to the facility.  

12/10/15 at 2:45 A.M. nurse ' s note 

indicated the resident ' s right lower 

extremity remained edematous/swollen.

12/11/15 (no time) a progress note by the 

nurse practitioner indicated the 

following:  " Resident was seen at the 

request of nursing staff for reports of 

right leg edema.  Resident reports right 

lower extremity is more edematous than 

normal.  Upon assessment of right lower 

extremity, shoe was removed and 

resident is noted to have a large wound to 

bottom of right foot.  Resident reports 

cutting right foot in the shower  ' about a 

week ago ' .  He denies any pain and he 

was not aware that he had a large wound 

on the bottom of his foot " .   " Skin: 
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Ulcer to bottom of right foot, starts just 

below toes.  Total wound diameter 

measures 10 cm.  Brown eschar is 2 cm 

in diameter at center of ulcer, surrounded 

by maceration (7cm) and redness (10cm).  

Very foul odor noted to wound, no 

drainage at this time " .   " Assessment:  

Ulcer of foot, right, with unspecified 

severity.  Plan:  Send to ER for right foot 

wound as resident cannot adequately be 

treated outpatient at this time " .

 12/11/15 at 7:00 P.M. a nurse ' s note 

indicated resident was told of order to go 

to the ER for treatment of right foot ulcer 

and he requested to wait until the next 

morning to go.

12/12/15 12:00 P.M. a nurse ' s note 

indicated the resident was sent to the ER 

on this day and admitted to the hospital.

12/23/15 at 12:00 P.M. a nurse ' s note 

indicated the resident was readmitted to 

the facility following amputation of his 

right leg due to a diabetic ulcer.

The facility nurse consultant was 

interviewed on 4/27/16 at 1:20 P.M.  

During the interview, the nurse 

consultant indicated that the staff were 

not able to do anything with resident #O 

because of multiple refusals of care.  He 

indicated that he was unable to find 

information from the medical records that 

would support this.
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On 4/28/16 3:00 P.M. the nurse from the 

orthopedic physician ' s office was 

interviewed and indicated the resident 

was seen on 12/1/15 and 12/8/15 for 

follow up of surgical incision to his left 

stump following amputation.  She 

indicated there was no documentation 

that the resident ' s right leg had been 

assessed at either visit.

4/29/16 at 10:30 A.M. the Director of 

Nursing Services provided a copy of the 

current policy and procedure titled  " 

Skin Management Program " .  This 

policy was dated 1/2016 and indicated:   " 

It is the policy of [Name of Facility] to 

assess each resident to determine the risk 

of potential skin integrity impairment, 

upon admission ... (1) ....Alterations in 

skin integrity will be reported to the 

physician and family member ... Direct 

care givers will be notified of skin 

alterations and specific care needs.  A 

plan of care will be initiated to include 

resident specific risk factors with 

appropriate interventions ... (3) ...skin 

alterations noted by direct care givers 

during daily care and/or shower days 

must be reported to the licensed nurse for 

further assessment ....(4) The licensed 

nurse is responsible for assessing any and 

all skin alterations as reported by the 

direct caregivers on the shift reported ....
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3.1-37(a)

483.55(a) 

ROUTINE/EMERGENCY DENTAL 

SERVICES IN SNFS 

The facility must assist residents in obtaining 

routine and 24-hour emergency dental care.

 

A facility must provide or obtain from an 

outside resource, in accordance with 

§483.75(h) of this part, routine and 

emergency dental services to meet the 

needs of each resident; may charge a 

Medicare resident an additional amount for 

routine and emergency dental services; 

must if necessary, assist the resident in 

making appointments; and by arranging for 

transportation to and from the dentist's 

office; and promptly refer residents with lost 

or damaged dentures to a dentist.

F 0411

SS=D

Bldg. 00

Based on record review and interview, 

the facility failed to obtain dental services 

for 1 of 1 private pay residents reviewed 

for dental services (Resident #102). 

Findings include:

The record for Resident #102 was 

reviewed on 4/26/2016 at 10:00 A.M.  

Diagnoses included, but were not limited 

to, dementia.  The record indicated the 

resident's funding source was private pay.

On 4/22/2016 at 11:36 A.M., Resident 

#102 was observed in his room sitting on 

F 0411 F-Tag411 

Routine/EmergencyDental 

Services in SNFS:  It is the policy 

of Canterbury Nursing and 

Rehabilitation Center,Fort Wayne 

to ensure that each resident 

receives adequate routine and 

emergencydental services.     

   ·Resident#102:  Social Service 

contacted resident#102’s financial 

guardian and he agreed on 

ancillary services.  Financial 

guardian to have Resident 

#102’sson sign consent forms for 

Resident #102 to be treated by 

ancillary services.

  

   ·Noother Medicare residents 

were affected, but all Medicare 

05/29/2016  12:00:00AM
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his bed.  Resident #102 was observed to 

be edentulous (no teeth) and was not 

wearing dentures.

 An admission Minimum Data Set 

Assessment MDS) for Resident #102, 

dated 12/28/2015, indicated the resident 

was edentulous.

A care plan, dated 4/27/2016, indicated 

"Resident has tooth fragments on his 

upper (sic) that have obvious caries 

(cavities).  One approach listed on the 

care plan indicated "obtain dental consult 

PRN (as needed).

Review of Resident #102's record did not 

indicate the resident had been seen by a 

dentist since admission to the facility.

The facility Social Services consultant 

was interviewed on 4/27/2016 at 3:10 

P.M.  During the interview, the 

consultant indicated there was no 

documentation to indicate Resident #102 

had been seen by a dentist since his 

admission to the facility.  The consultant 

further indicated there was no 

documentation to indicate the resident's 

financial guardian had been offered a 

consent form during the resident's 

admission process to either consent to 

dental services or decline dental services.  

During the interview, the consultant 

residents were at riskby deficient 

practice.  Social Service, 

MemoryCare Facilitator, and 

Social Service Consultant 

reviewed all new admissions 

forancillary service consents.   

   ·Place ancillary services 

consent form (Dental, Vision, 

Podiatry, and Audiology.)in the 

Canterbury Nursing and 

Rehabilitation Center new 

admission packet.  Social Service 

and the Memory CareFacilitator 

will complete a whole house audit 

to determine which residents 

havean ancillary services consent 

form and which residents need 

services offered.  Regional 

Nursing Consultant in-serviced 

alldirect care on provision of 

dental services available at the 

facility.     

   ·Social Service/Memory Care 

Facilitator/Designee will complete 

the DentalServices Continuous 

Quality Improvement tool to 

ensure residents have 

beenoffered dental services.  

SocialService/Memory Care 

Facilitator will complete an 

ancillary service tracking logto 

determine which residents have 

consented or refused dental 

services.

  To ensure compliance, 

SocialService/ Memory Care 

Facilitator/Designee are 

responsible for the completion 

ofthe CQI Dental Services 

Review Audit tool, 1x week 4 

weeks, bi weekly 1x week 4 

weeks,  ifoutcome is under 
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indicated the facility had just contacted 

Resident #102's financial guardian and 

the guardian had indicated he felt 

Resident #102 should have ancillary 

services, including dental services, and 

he would contact the resident's son to 

visit the facility to sign consent forms.

3.1-24(a)(1)

allotted threshold then will reduce 

audits to, monthly x 6months and 

then to follow CQI preset 

schedule thereafter.  The results 

ofthese audits will be reviewed by 

the CQI committee overseen by 

the ED.   If threshold of 95% is 

not achieved anaction plan will be 

developed to ensure compliance.   

  Date of Completion: 5/29/2016 

483.55(b) 

ROUTINE/EMERGENCY DENTAL 

SERVICES IN NFS 

The nursing facility must provide or obtain 

from an outside resource, in accordance 

with §483.75(h) of this part, routine (to the 

extent covered under the State plan); and 

emergency dental services to meet the 

needs of each resident; must, if necessary, 

assist the resident in making appointments; 

and by arranging for transportation to and 

from the dentist's office; and must promptly 

refer residents with lost or damaged 

dentures to a dentist.

F 0412

SS=D

Bldg. 00

Based on observation, record review and 

interview, the facility failed to provide 

dental services for 1 of 2 Medicaid 

residents Resident #98) reviewed for 

dental services.

Findings include:

F 0412 F-Tag412 

Routine/EmergencyDental Services 

in NFS:

It is the policy of Canterbury Nursing 

and Rehabilitation Center,Fort 

Wayne to ensure that each resident 

receives adequate routine and 

emergencydental services. 

 

   ·Resident#98:  Social Service 

05/29/2016  12:00:00AM
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On 4/21/16 at 3:42 P.M., an interview 

was conducted with Resident #98. The 

resident indicated she hadn't had teeth in 

a long time and didn't want dentures. 

Resident #98 showed had no visible teeth 

on observation.

Resident #98 was admitted to the facility 

on 10/26/16. The resident's initial 

Minimum Data Set (MDS) of 11/2/15 

indicated "obvious or broken natural 

teeth."

Review of Resident #98's care plans 

indicated a care plan was started on 

11/5/15 for Dental Care, resident has 

obvious/likely broken teeth. One of the 

approaches indicated to obtain a dental 

consult as indicated.

Review of Resident #98's record did not 

indicate a dental consult had taken place 

or consent or declination for dental 

services was signed. 

An interview with the Social Service 

Consultant on 4/27/16 at 1:51 P.M. 

indicated no information was available to 

indicate Resident #98 had consented or 

not consented to dental services. 

A current policy for Dental Services, 

original date 08/1998  and most recently 

revised on 01/2016, was provided by the 

will get consent fora dental 

consultation or declination signed 

by Resident #98.  If consent is 

obtained, Social Service will 

haveDental Services consult with 

Resident #98. 

 

   ·Noother Medicaid residents 

were affected, but all residents 

were at risk bydeficient practice.  

Social Service and MemoryCare 

Facilitator reviewed all residents 

for ancillary service consents. 

 

   ·Place ancillary services 

consent form (Dental, Vision, 

Podiatry, and Audiology.)in 

the Canterbury Nursing and 

Rehabilitation Center new 

admission packet.  Social 

Service and the Memory 

CareFacilitator will complete a 

whole house audit to 

determine which residents 

havean ancillary services 

consent form and which 

residents need services 

offered.

 

   ·Social Service/Memory 

Care Facilitator/Designee will 

complete the DentalServices 

Continuous Quality 

Improvement tool 1x week 4 

weeks, bi weekly 1x week4 

weeks to ensure residents 

have been offered dental 

services.  Social 

Service/Memory Care 
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Social Service Consultant on 4/27/16 at 

2:45 P.M.. The policy indicated the 

facility will obtain contracted outside 

dental services to meet the routine and 

emergency dental needs of each resident. 

The policy also noted the facility will ask 

each resident upon admission if they 

would like to be seen by the dental 

services company servicing the facility. 

3.1-24(a)(1)

Facilitator will completean 

ancillary service tracking log 

to determine which residents 

have consentedor refused 

dental services.
 

To ensure compliance, 

SocialService/ Memory Care 

Facilitator/Designee are 

responsible for the completion 

ofthe CQI Dental Services 

Review Audit tool  1xweek 4 

weeks, bi weekly 1x week 4 

weeks,  ifoutcome is under 

allotted threshold then will 

reduce audits to, monthly x 

6months and then to follow 

CQI preset schedule thereafter. 
The results of these audits will be 

reviewed by theCQI committee 

overseen by the ED.  Ifthreshold 

of 95% is not achieved an action 

plan will be developed to 

ensurecompliance. 

 

Date of Completion: 5/29/2016

483.70(h) 

SAFE/FUNCTIONAL/SANITARY/COMFOR

TABLE ENVIRON 

The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public.

F 0465

SS=D

Bldg. 00

Based on observation and interview the 

facility failed to ensure proper 

functioning of windows in 1 of 5 rooms 

(room 511) observed for properly 

F 0465 F-Tag 465 

Safe/Functional/Sanitary/Comfort

ableEnvironment: It is the policyof 

Canterbury Nursing and 

Rehabilitation Center, Fort Wayne 

05/29/2016  12:00:00AM
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functioning windows.

Findings include:

On 4/21/16, at 11:50 A.M., Resident # 44 

indicated the crank on her window did 

not work and had been that way since 

February 2016 and she had reported the 

problem multiple times. 

An observation on 4/21/16 at 11:51 A.M. 

indicated the window in room 511 was 

open and the crank could not close the 

window.

An interview with the Maintenance 

Director on 4/21/16 at 12:01 P.M. 

indicated the window crank problem had 

not been reported to him and indicated he 

would get it fixed right away. At 12:11 

P.M., on 4/21/16, the Maintenance 

Director indicated the gearing on the 

window crank was stripped and he got 

the window closed and locked.

An interview with LPN # 10 on 4/21/16 

at 12:27 P.M., indicated she had put in at 

least 2 work orders for the window crank 

in room 511.

An interview with the Maintenance 

Director on 4/27/16 at 3:10 P.M. 

indicated he did not believe there was a 

policy for how work orders get 

to provide a safe,functional, 

sanitary, and comfortable 

environment for residents, staff, 

andpublic.     

   ·Canterbury Nursing and 

RehabilitationCenter 

respectfully requests a face to 

face IDR for deficiency F-465.   

   ·Resident#44:  Maintenance 

Director immediatelyattended to 

Resident #44’s 

window. Maintenance Director will 

acquire quotes to repair or 

replace and brokenor faulty 

windows on 500 Hall to ensure a 

safe, functional, sanitary, and 

comfortableliving environment.  

An environmentalwalk through 

audit will be completed to address 

any other areas of concern and 

willbe repaired or replaced by 

5/29/2016. 

  

   ·Reviewingwork orders, 

Grievances, and Customer Care 

Rounds, there was never a 

complaintor concern shown about 

Resident #44’s window. After 

completing the environmental 

walk through checking windows, 

noother residents were affected, 

but all residents on 500 Hall were 

at risk by thisdeficient practice. 

  

   ·Allstaff will be educated and 

in-serviced on the importance of 

proper notificationthrough 

maintenance work orders for 

faulty or damaged windows by 

5/29/2016.  Work orders are to be 

completed as soon aspossible, 

but if faulty or damaged 
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processed.

An interview with the Executive Director 

on 4/27/16 at 3:59 P.M. indicated there 

was no policy for how work orders were 

processed. The Executive Director 

indicated Resident #44 had a customer 

care representative who indicated he 

spoke with the resident 1-2 times a day at 

a minimum. The customer care 

representative indicated the resident 

never mentioned any problems with her 

window to him and on 4/21/16 when he 

visited her the window was not open.

An interview with Resident #44 indicated 

several times she opened the window 

between when the crank first stopped 

working in February 2016 and when the 

window was closed and locked by the 

Maintenance Director on 4/21/16. The 

resident indicated the window could be 

closed by someone going outside and 

pushing the window while someone 

inside was cranking it. Resident #44 

indicated at one time the window was 

open for a month.

3.1-19(f)

equipment can cause immediate 

harm, then staffwill be instructed 

to immediately report to their 

supervisor.  Maintenance 

Director/ED/ Designee will 

makerounds daily to ensure 

windows are in good repair.

  

   ·The 

MaintenanceDirector/Executive 

Director/Designee will be 

responsible to complete a 

CQIEnvironmental Audit Tool 

weekly x4 weeks, then monthly 

for six months to ensureongoing 

compliance.  Any identifiedissues 

will be immediately corrected and 

documented on facility CQI 

trackinglog.  CQI tracking logs 

are reviewedduring the monthly 

facility Continuous Quality 

Improvement meeting to 

ensureongoing compliance.  If 

threshold of 95% is not achieved 

an action planwill be developed to 

ensure compliance. 

  Date ofCompletion: 5/29/2016  
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483.75(l)(1) 

RES 

RECORDS-COMPLETE/ACCURATE/ACCE

SSIBLE 

The facility must maintain clinical records on 

each resident in accordance with accepted 

professional standards and practices that 

are complete; accurately documented; 

readily accessible; and systematically 

organized.

The clinical record must contain sufficient 

information to identify the resident; a record 

of the resident's assessments; the plan of 

care and services provided; the results of 

any preadmission screening conducted by 

the State; and progress notes.

F 0514

SS=D

Bldg. 00

Based on interview and record review the 

facility failed to document the reason for 

medications not given for 3 of 4 residents 

reviewed for medication administration 

in a sample of 5. ( Resident #L, Resident 

#M, and Resident #O)

Findings include: 

1. Resident #L's record was reviewed 

4-25-2016 at 10:19 AM. Resident #L's 

diagnoses included, but were not limited 

to, osteoarthritis and post knee 

replacement surgery. 

A review of Resident #L's Medication 

Administration Record (MAR) dated 

4-1-2016 indicated the medications 

Patoprazole 40 mg, Xarelto 10 mg, 

F 0514 F-514:  RESIDENT 

RECORDSCOMPLETE/ACCURATE/AC

CESSIBLE.  It isthe policy of 

Canterbury to maintain clinical 

records on each resident 

inaccordance with accepted 

professional standards and practices 

that are complete,accurately 

documented, readily accessible, and 

systematically organized.

Inservice on 5/17/16 withall nursing 

staff: Nurses to document on 

medications that are not 

given/circledwith a reason.  If reason 

is thatmedication is not in the 

facility, Nurses instructed to notify 

DNS will followup and give direction 

to Nurse immediately to give 

direction; to notify back 

uppharmacy. If back up pharmacy is 

unable to provide, Physician is to be 

notifiedfor further instruction with 

documentation. Nursing will first 

obtain order from physician to 

05/29/2016  12:00:00AM
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Senokot 8.5 mg, Oxycodone 20 mg, and 

Aspirin 81 mg were initialed and circled. 

The back of the MAR did not indicate 

why the medications were circled. 

In an interview on 4-25-2016 at 3:12 PM, 

LPN #1 indicated Resident #L had 

refused medications on 4-1-2016, and it 

should have been documented as refused 

on the back of the MAR.

2. Resident #M's record was reviewed 

4-26-2016 at 2:59 PM. Resident #M's 

diagnoses included, but were not limited 

to, stroke, high blood pressure, and 

seizure disorder. 

A physician's order dated 4-12-2016 

indicated to give Keppra (a medication 

for seizures) 500 mg twice daily to begin 

at 8 PM. 

A review of Resident #M's Medication 

Administration Record (MAR) dated 

4-2016 indicated the 8 PM dose of 

Keppra  had been initialed and circled. 

The back of the MAR did not indicate 

why the medications had been circled.

3.  Resident #O's record was reviewed 

4-26-2016 at 11:02 AM. Resident #O's 

diagnoses included, but were not limited 

to high blood pressure,diabetes, and heart 

disease. 

obtain medication fromEmergency 

Drug Kit.  

No other residents wereaffected by 

this, but all residents are at risk for 

the deficient practice. All residents’ 

mars/tars werereviewed by nurse 

managers to ensure residents are 

receiving medicationsprescribed by 

the physician. 

Daily audits will be doneby Nurse 

Managers assigned to each hall and 

will consist of checkingMAR’s/TAR’s 

to ensure Nurses are not circling 

medications without reason 

documentedon back.  Nurse 

Managers will ensure thatall refusals 

have been reported to the physician 

and family if applicable ofthe 

refusal. 

Continuous Quality ofImprovement 

monitoring tool for Refusalof 

Medications/Treatments will be 

completed by DNS/Designee weekly 

x 4weeks, if outcome is under 

allotted threshold, and then will 

reduce audits tomonthly x 6 months 

and then follow preset CQI schedule 

thereafter.  If threshold of 95% is not 

achieved an actionplan will be 

developed to ensure compliance. 

CompletionDate:  5/29/16          
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A review of Resident #O's pain care plan 

indicated to administer medications as 

ordered.

A physician's order dated 1-27-2016 

indicated to give Resident #O Oxycontin 

(a narcotic) 20 mg Extended Release 

every 12 hours for surgical pain. 

A review of Resident #O's Medication 

Administration Record dated 2-28, and 

29- 2016 and 3-1-2016 was initialed and 

circled for the 8 AM and 8 PM doses. 

There was no indication on the back of 

the MAR as to why the doses were 

circled.

A physician's progress note dated 

3-1-2016 indicated Resident #O had seen 

the physician because he had not received 

his ordered pain medication "since 

Saturday". 

A current policy dated 1-1-2013, titled 

General Dose Preparation and 

Medication Administration, provided by 

the RN Consultant on 4-26-2016 at 10:22 

AM, indicated "6.1. Document necessary 

medication administration information... 

if medications are refused...on 

appropriate forms."

3.1-50(a)(2)
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