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F 000} INITIAL COMMENTS F 000
| .

An unannounced annual survey was conducted
 at this facllity from September 17, 2014 through
September 23, 2014, The deficiencies contained
in this report are based on observation,
Interviews, review of residents' clinical records
and raview of other facility documentation as
indicated. The facility census the first day of the
survey was 54, The stage two survey sample was
twenty three (23),

Abbreviations used In this 2667 are as follows: 1

NHA- Nursing Home Administrator,

DON - Director of Nursing;

RN - Registerad Nurse;

LPN - Licensed Practical Nurse;

CNA - Certified Nurse's Alde;

MDS - Minimum Data Set (standardized
assessment forms used In nursing homes),
RNAC - Reglstered Nurse Assessment
Coordinator,

F 272 | 483.20(b){1) COMPREHENSIVE F 272
35=0 | ASSESSMENTS

The facllity must conduct initially and periodically
a comprehensive, accurate, standardized

| reproducible assessment of each resident's

: functional capaclty.

A facillty must make a comprehensive
assessment of a resident's needs, using the
resldent assessment Instrument (RAI) specified
by the State, The assessment must Include at
least the following:

Identification and demographic Information;

Customary routine;

TITLE 148) DATE

LABORATORY NI /'-F\ R'GOR Pn Qv SUPI’I.ﬁ-E_R REPRESENTATIVE'S SIGNATURE
Pde s O NHA Jo/29)14

Any deficlency stalsment ending wilh an »aterlak (*) danoles a deficlency which the institution may be excused from ccnodiné provlﬁlng It 18 dapbrminotl that
other safoguords provide sufficiont protection to the patients. (Sea instructions,) Except for nursing homes, the findings staled above are digcldouble 90 days
following the dale of survey whether or nol  plan of corroction Is provided. For nursing homes, the abova findings and plans of correction are disclosable 14
days followlng the date these documents are mado svallable lo the facllity. It deficlancles are clled, an approved plan of cotrection s raquisite to continued
program particlpation,
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F 272 | Continued From pags 1 F272 A. Resident #R37 was not
gg?nnrir:t’:l g:ttit:r:f‘s: negatively affected by .
Vision: ' deficient practice. The ;
Mood and behavior patterns; MDS was modified and
Psychosoclal well-being; resubmitted to CMS.
Physlcal functioning and structural problems; B. A sample of 10 MDSs were IO(I(// ,(/
Continence; ’ .
Disease diagnosis and health conditions; audited to ensure accurate
Dental and nutritional status; assessment of ADLs,
i Skin conditions; ! Aftachment # 1
potlity pursult C. The RNAC will reviewthe 1io[24[/4
Speclal treatments and procedures; ADL coding on all MDSs
Discharge potential; completed by the RNAC
Documentation of summary Information regarding backup prior to submission.
the addltional assessment performed on tha care :
areas triggered by the completion of the Minimum RNAC. has prﬁwli;«}l AC
Data Set {(MDS); and education to t| le
Documentation of participation n assessment. backup regarding
appropriate ADL coding. |
Attachment # 2 '
D. MDS audits will be 1)1y
completed by the -
RNAC/designee weekly to
This REQUIREMENT is not met as evidenced ensure appropriate ADL
by: coding until 100%
Based on record review and interview it was compliance is achieved.
determined that the fecillty failed to initially The NHA/designee to
conduct an accurate assessment that reflected ensure compliance
the resldent's Actlvitigs of Dally Living (ADL) . p. )
status for one (R37) out of 23 Stage 2 sampled Variances will be corrected
residents, Findings include: and results will be reported
to the QA committee for
Review of R37's admlssion MDS dated 08/27/14 review,
documented that R37 was scored as a 3 ’
(required extensive assistance) for transferring See Attachment #1
from one level to another, The 30-day Medicare
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F 272 Continued From page 2 F 272
' MDS on 07/18/14 indicated R37 was scored as a
4 (totally dependent) for transferring from one
level to another,
Review of the CNA charting revealed that R37 F 279
. was totally dependent when transfarring during , . ,
the period from admission, 06/20/14, until A. Resident #R43’s care plan |
07/08/14. This time frame covered the time that has been created and 16 { l‘{ )ILJ
the admission MDS was completad. updated to reflect anxiety
An Interview with E13, Therapy Department neec'is. . ‘
Director, on 9/23/14 at approximately 11:00 AM, B. Social Services Director
revealed that the therapy notes for R37 for the will complete an auditon |0 / 2\ ’l‘f
time period between 06/23/14 and 07/09/14 current residents to identify
Indicated that the resident needed maximum idents with
assistance (totally dependent) with transferring residents With
durlng physical therapy. anxiety/behaviors. Care
plans will be developed to
zlnzc!?g% mare shared with E2, DON, on 08/28/14 reflect those needs.
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 Attachment #3 o
§5=D | COMPREHENSIVE CARE PLANS C. RNAC will educate Social
Services Director on -. ]()P.‘{’ I
A facillty must use the results of the assessment completing care plans for '
to develop, review and revise the resident's esidents with ;
comprehensive plan of care. residents With . :
anxiety/behaviors, Social |
The facllity must develop a comprehensive care Service Director will |
plan for each resident that Includes measurable s denti idents with -
objectives and timetables to meeta resident's Ld&;lntlfy res11 ted t . ‘
! medical, nursing, and mental and psychosoclal ehaviors related to anxiety
needs that are Identified in the comprehensive during her
assessment. assessments/clinical
[ i it
The care plan must describe the services that are { mede;ng and <irea © or‘ .
to be furnished to attaln or maintaln the resident's i update care plans
highest practicable physical, mental, and accordingly.
psychosoclal well-being as required under Attachment #4
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(X8)

by

§483.26; and any services that would otherwise
be required under §483,26 but are not provided
due to the resident's exerclse of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT Is not met as evidenced

Based on record review and Interview it was
determined that the facility failed to ensure a
comprehensive care plan was developed based
on the assessment of ldentified needs for three
(R43, R51, and R53) out of 23 sempled
residents. Findings Include:

1. The following documentation was contained In
R43's clinical record,

8/25/14 - Physiclan order for Clonazepam
(antl-anxiety [stress that makes one feel nervous|
medication) to be administered at bedtime for
anxiety. ;

9/6/14 - Physlclan order for a second type of |
antl-anxiety medication (Ativan) also to be i
administered both In the morning, 06:30 AM and
agaln at bedtime for anxiety. |

|
8/2014 - Behavior monltoring fiow sheet
documented nursing staff was monitoring for
anxlety but no speclfic behaviors related to R43's
episodes of anxiety were Iidentified, such as
becoming combative and loud.

On 9/22/14 at approximately 10:25 AM, during an
interview with E7, LPN confirmed that when R43
s anxlous he wlll presant with combativeness and
baing loud.

care plans for

anxiety/behaviors weekly

until 100% compliance is

achieved. Variances will be!

corrected and results

presented to the QAPI

committee.

Attachment #3

F 279

A. Resident #R51 was not
negatively affected by
deficient practice. The
goals and interventions on
the care plans were not

printing in‘the computer -
system being used at the
time this care plan was
printed.

Additional residents care
plans will not be affected
due to a recent change in
the computer system for
clinical documentation,
The facility is now using

care plans have been
entered into the new system
and printed appropriately.

C. The facility implemented a

aligning appropriately when

Answets on Demand and all

gystem change with a recent

(x4 1D SUMMARY STATEMENT OF DEFICIENGIES D
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO &E APPROPRIATE QATE
]
i
D. RN Supervisor will review I 30]1
F 279 | Continued From page 3 F 279 P . ( 4

e
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change to ‘Answers on 9 ,30)“{
Continued From page 4 F 279 Demand as the clinical
documentation system

The facility falled to develop a care plan related fo
R43's anxiety. This fallure was confirmed on
9/19/14 at approximately 11:16 AM by E2, DON
who agreed there should have been an anxiety
care plan In place that identified specific
behaviors related to R43's anxiety,

2. R51 had a care planh dated 7/25/14 and

updated 9/6/14 for resident at risk for falls related

:‘o unsteady gait, visual impalrment and broken
Ip.

The goal stated that the resident will remain free !
from pressure related injurles for 90 days. The
goal did not relate to the risk of falls and the sk
of injuries from falls,

An Interview on 9/23/14 at 11:00 AM with ES,
RNAC confirmed the goal was not appropriate
and stated that she would change it.

Findings were reviewed with £4, NHA and E2 on
9/23/14 at 2;30 PM.
i

. 3. R51 had an admission MDS dated 7/22/14 that
i documented in the area of Activity Prefarences
 that while at the facllity books, newspapers and

| magazines were very important. The MDS also

! documented that listening to music and religious

{ gervices were somewhat important.

‘ Review of the Activity History assessment dated

i 7/22/14 documented that the resident’s most

, common use of time was watching baseball on
TV and the preferred program style was 1:1 and
independent leisura, When asked what the
resident enjoyed In the community that she may
want to do while a resident in the facllity the

which ensures accuracy
when printing care plans.
D. RNAC will conduct weekly
care plan audits for
residents scheduled for care
plan meetings to ensure
proper alignment of goals
and interventions on printed
care plans until 100%
compliance is achieved.
Variances will be corrected
and results presented to the
QAPI committee.
Attachment #5
F 279
A. Resident #R51s care plan
" was revised to incorporate
the interests identified on
the Activity Assessment,
B. The Community Life
Director/designee will
| complete an andit on
! current residents to ensure
| compliance with the care
plan reflecting interests
identified on the Activity
Assessment,
' Attachment # 7

{
|
|

eI

Jofif14

: ;o/a’zﬁl‘f

FORM CMS-2807(02-98) Pravious Versiona Obsolale

Event ID:ON6R11

Facllity ID: DE00226

Jf continuation sheet Page & of 8



PRINTED: 10/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! A BUILOING COMPLETED
0088032 B, WING 09/23/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
1178 MCKEE ROAD
WESTMINSTER VILLAGE HEALTH DOVER, DE 18904
(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION I g6,
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoasaerenegggg iTE%:u:E APPROPRIATE DATE
i : ity Life
F 279 | Continued From page & F279 € Bl;:eggmgﬁéy e(;fan
response was cards/games/word games, Individualized g
reading/writing and TV viewing/movies, ndividualizec L.are
Planning Guide Sheet.
Zhe currin%ct%re plalr‘:i for Septlen}ber 2?14 Attachment #8A
" documented the resident's main focus for i 0 ol2
activities was to get home as quickly as possible. 'll;l.le Ciomm'llllmily Ic,;fe the / / W /Lf
She enjoys Jigeaw puzzles but cannot see them irector will educale
currently due to vision concerns. The goal was to activities staff on the
allow the resident to focus on goals for going Individualized Care ,
home. Approaches included the resident was Planning Guide Sheet
Independent with activities she provides In her Attachment # 8B
room. The Interests Identified in the assessment jdactnion
process were not included In the care plan. D. The Community Life 1" {3 o) M
An Interview on 9/22/14 at about 3:30 PM with Director/designee will ,
E11, Resldent Life Coordinator and on 8/23/14 at conduct audits on new |
9:20 AM with E12, Activity Director confirmed that admissions weekly until !
the care plan did not reflect the activity 100% " . |
 assessment for R61. L s 70 COMPHANCE 15
. achieved with care plans
Findings were reviewed with E1, NHA and E2 on reflecting the interests
F 514 3@3’71;(;;(‘1?‘3%?‘"- cga| - identified on the Activity
s5=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB Assessment. Variances will
LE be corrected and results
presented to the QAPI
The facility must maintain clinical records on each committee.
resldent In accordance with accepted professional See Attachment# 7
standards and practices that are complete; e Attachment
accurately documented; readlly accessible; and
systematically organized.
The clinical record must contaln sufficlent
information to identify the resident; a record of the |
resident's assessments; the plan of care and
! services provided; tha results of any
preadmission soreening conducted by the Stals;
and progress notes.
FORM GMS-2567(02-88) Previous Verslone Obaclele Event ID:0N6R11 Faclity iD: DE0022§ If continuation eheet Page 6 of @
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COMPLETION
OATE

F 514! Continuad From page 6

This REQUIREMENT s not met as evidenced
by:
Based on record review and staff interview, it

- was determined that for one (R38) out of 23

| sampled residents the facllity falled to malntain a
clinical record that was complete and accurate.
Findings include:

Review of R39's Treatment Administration
Record (TAR) from 4/30/14 to 9/16/14 revealed
the facllity falled to document the assessment of
the arterlal venous (AV) shunt site (site in the arm
that provided access to bload for dialysis
treatment).

4/23/14 - Care plan documented to check left arm
AV shunt for brult (swishing sound heard with
stethoscope at AV shunt access site) and thrill
(vibration felt at AV shunt accass site) every shift
and document.

B/17/14 - Physiclan's order documented to check
bruit and thrill every shift.

On 9/19/14 at approximately 8:30 AM an
Interview with E7, LPN who confirmed that R39
has had an AV shunt site for many years and that
the order dropped off after the resident was
“hospltallzed on 4/17/14, ET stated thata staff

{ member must have realized that the order was

i not on the TAR and reinitiated the order on
9/17114,

Findings confirmed with E2, DON on 0/19114 at
approximataly 11:45 AM,

F 520 | 483.76(0)(1) QAA ,

F514

514
F 51 A

Resident #R39 was not
negatively affected by
deficient practice. The POS
was immediately modified
to show the assessment of
the thrill and bruit.

B. The Staff Development
Director completed an audit
on current dialysis residents
to ensure compliance with
the thrill and bruit every
shift.

Attachment #9

C. The Staff Development

Director will educate

licensed staff on the

assessment of the AV

Fistula every shift and

ensuring it is included in the

physician orders. The

Charge Nurse will perform

a second check of monthly

recaps to ensure accuracy.

Attachment #10

F 520

Mty

by

1ol
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F 520 | Continued From page 7 F520| D. The Staff Development / a/q? 'yﬂ/
88=E | COMMITTEE-MEMBERS/MEET Director/designee will

| issues with respect to which quallty asgeasment
‘and assurance activities are necessary; and
develops and Implements appropriate plans of

QUARTERLY/PLANS

A facllity must malntaln & quality assessment and
assurance committee consisting of the director of
nursing services; a physiclan designated by the
facility; and at least 3 other members of the
facility's staff.

The qualily assessment and assurance
committee meets at least quarterly to identify

action to corract Identified quality deficiencles.

A State or the Secretary may not require
disclosure of the records of such committee
except Insofar as such disclosure I related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the commiittee fo identify 1
and correct quality deficlencies will not be used as|
a basis for sanctions. f

This REQUIREMENT is not me as evidenced
by: :
Based on interview and review of facility records
it was determined that the facllity's quality
assurance (QA) committes, failed to meet at [east
quarterly, Findings Include:

The facility provided sign-In sheets for the
quarterly QA meetings for the following dates;
9/16/14 and 6/10/14,

conduct audits on dialysis
residents monthly and on
admission to ensure
compliance with the thrill

- and bruit being included on
the physician order sheets
until 100% compliance is
achieved. Variances will be
cotrected and results
presented to the QAPI
committee,
Attachment #9

F 520
A. No residents were affected
by the deficient practice.
There are no residents with
the potential to be affected
by the deficient practice.
NHA or designee will be

responsible for the

B.

for all quarterly QAPI
meetings. Completed sign
in sheets will be maintained
in the NHA's office in the
QAPI Binder.

Attachment #11

completion of sign in sheets |

| i /zq
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|
| D. NHA or designee will

F 520 | Continued Fr 8 :
ontinued From page F 520 complete a quarterly audit 12 /a Z/{ y
Durlng an Interview on 9/23/14 at 1:30 PM with for one year to monitor
E1, NHA, and E2 DON, It was confirmed that the completion of sign in sheets
gign-In sheets for the remalning quarterly ! for all quarterly QAPT
meetings were not able to be provided. meetings for 100%
The facllity QA commitiee must meet quarterly. compliance.
The facility was able to produce evidence of only Attachment #12 ‘

two quarterly maetings since the prior survey date
of, 10/26/13; failing to provide evidence of any
quarterly meetings prior to 6/10/14.

Findings were reviewed with E1 and E2 on
9/23/14 at 2,30 PM.
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DHSS - DLTCRP

3 Ml Road, Suite 308

)\ DELAWARE HEALTH Wilmington, Delaware 19808
) AND SOCIAL SERVICES (302) 577-6661
Dlvision of Long Term Care
Residents Bisiscion STATE SURVEY REPORT Page 1 of 2

NAME OF FACILITY: Westminster Village DATE SURVEY COMPLETED: September 23, 2014
SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR CORRECTION

Specilfic Deficiencles

OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

3201

3201.1.0
3201.1.2

The State Report Incorporates by
reference and also cites the findings
specifled in the Federal Report.

An unannounced annual survey was
conducted at this facllity from
September 17, 2014 through
September 23, 2014, The deficlencles
contained in thls report are based on
observation, Interviews, review of
residents’ clinical records and review of
other faclllty documentation as
indicated. The facility census the first
day of the survey was 54. The stage
two survey sample was thirty (30).

Regulations for Skilled and
Intermediate Care Facllities

Scope

Nursing facilitles 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
Facllities, and any amendments or
modifications thereto, are hereby
adopted as the regulatory
requirements for skllled and
intermediate care nursing facilitles
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 Commisslon are hereby
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DELAWARE HEALTH
AND SOCIAL SERVICES

Divisian of Long Term Care
Resldents Protectlon

NAME OF FACILITY: Westminster Vlllage

DHSS - DLTCRP
3 Ml Road, Suite 308
Wilminglon, Delaware 19806
(302) 577-6661

STATE SURVEY REPORT Page 2 of 2

DATE SURVEY COMPLETED: September 23, 2014

SECTION STATEMENT OF DEFICIENCIES
Spaclfic Deficiencies

ADMINISTRATOR'S PLAN FOR CORRECTION
OF DEFICIENCIES WITH ANTICIPATED

F279, F514 and F520.

DATES TO BE CORRECTED
adopted and Incorporated by
reference.
This requirement is not met as
evidenced by:
Cross refer to the CMS 2567-L survey Cross refer to the CMS 2567L /a./aa//q
report completed on 9/23/14, F272, survey completed 9/23/14.

F272, F279, F514, F520.
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