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ADMINISTRATOR’S PLAN FOR CORRECTION

living facllity shall at all times be open
to inspection and copying by the
authorized representatives of the
Department, as well as other agencies
as required by state and federal laws
and regulations. Sych records shall be
made avallable In accordance with 16
Del.C. Ch. 11, Subchapter |., Licensing
by the State.

This requirement Is not met as
evidenced by:

Based on clinical record review,
observation and staff interview it was
determined that the facllity failed to make .
available for inspection the ‘entire closed
clinical record of one resident (Resldent

#4) out of nine sampled. Findings Include:

In an Interview conducted on 11/8/2012
with E1 (facility administrator) she
révealed that the facillty was unable to
locate forms and notes missing from
Reslident #4's closed clinical record and

SECTION STATEMENT OF DEFICIENCIES
Specific Deflciencles, ’ OF DEFICIENCIES WITH ANTICIPATED
DATES TO.BE CORRECTED
An unannounced annual and complaint -~ :
gurviey'wachondubcte(i a‘,tzéqi; facciilrty di Preparation and execution of this plan of correctlon in
eginning November 4, and ending | no way constitution an admission or agreement by
November 15, 2012. The resident census’| Rockland Place of the truth of the facts alleged in this
on the entrance day of the survey was 98. | statement of deficiency and plan of correction. In fact,
The survey sample was composed of 9 this plan of correction Is submitted exclusively to comply
residents. The survey process included with state and ffdem' law. Rockland Place resérves
. . . . the right to challenge In legal proceedings, all
obs’eratl?nS. ln;ervflev;lls. review of deficiencles, statements, finding, facts and conclusions
residents’ records, 1ac [ty_ ‘ that form the basis of the deficiency. This plan of
documents and facility policies and carrection serves as the allegation of compliance.
procedures. .
This statement of deficlehcles will be taken to Rockland
: " Place's Quality. Assurance/Assessment Committes on
3225.0 Assisted Liying Regulations January 17, 2013, .
3225.5.0 General Requirements An all staff in-service will ba held on January 16, 2013
I . to review the statement of deficiencies and -
3225.5.2 All records maintained by the assisted corrasponding plan of correction. Complianca with all

" aspects of this Plan of Correction wil} be achieved by
2/14/2013.

3226.6.2 -

How the corrective action will be accomplished for
those residents found to have been affected by thls
practice.

The medical records were reorganized and fi Ied ina
separate, locked room. Closed records were organized
in alphabetical order and i in the correspondlng year of
discharge.

How the facility will ldentify other residents having
the potentlal to be affected by the same practices.
All closed medical records will be stored in one secure
location, aiphabetically, by year which mirrars the
medilcal records procedure.

What measures will be put In place or systemic
changes made to ensure that the deficient practice
does not recur,

The adminlstrative and nursing teams have been
educated on the medical records policy and closed
chart procedure. Closer supervislon is encouraged to
ensure appropriate storage of medical recnrds

Provider's Slgnature
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3225.0
3225.5.0

3225.5.2

An unannounced annual and complaint
survey was conducted at this facility
beginning November 4, 2012 and ending

November 15, 2012. The resident census

on the entrance day of the survey was 98.
The survey sample was composed of 9
residents. The survey process included
observations, interviews, review of
residents’ records, facility

documents and facility policies and
procedures.

Assisted Living Regulations
General Requirements

All records maintained by the assisted
living facility shall at all times be open
to inspection and copying hy the
authorized representatives of the
Department, as well as other agencies
as required by state and federal laws
and reguiations. Such records shall be
made available In accordance with 16
Del.C. Ch. 11, Subchapter |., Licensing
by the State.

This requirement is not met as
evidenced by:

Based on clinical record raview,
observation and staff interview it was
determined that the facllity failed to make-
available for inspection the ‘entire closed
clinical record of one resident (Resident
#4) out of nine sampled. Findings include:

In an interview conducted on 11/8/2012
with E1 (facility administrator) she
révealed that the facility was unable to
locate forms and notes missing from
Resident #4's closed clinical record and

{F 000} :
Preparation and execution of this plan of correction in
no way constitution an admission or agreement by
Rockland Place of the truth of the facts alleged In this
statement of deficiency and plan of correction. In fact,
this plan of correction is submitted exclusively to comply
with state and federal law. Rockland Place reserves
the right to challenge in legal proceedings, all
deficiencies, statements, finding, facts and conclusions
that form the basis of the deficiency. This plan of
carrection serves as the allegation of compliance.

This statement of deficiencies will be taken to- Rockland
Place's Quality. Assurance/Assessment Committee on
January 17, 2013.

An all staff in-service will be held on January 16, 2013
to review the statement of deficiencies and -
corresponding plan of correction. Complianca with all

" aspects of this Plan of Correction will be achieved by
2/14/2013,

3226.5.2 -

How the corrective action will be accomplished for
those residents found to have been affected by thls
practice.

The medical records were reorganized and filed in a
separate, locked room. Closed records were organized
in alphabetical order and i in the correspondlng year of
discharge.

How the facility will identify other residents having
the potentlal to be affected by the same practices.
All closed medical records will be stored in one secure
location, aiphabetically, by year which mirrars the
medical records procedure.

What measures will be put in place or systemic
changes made to ensure that the deficient practice
does not recur, .

The adminlstrative and nursing teams have been
educated on the medical records policy and closed
chart procedure! Closer supervision is encouraged to
ensure appropriate storage of medlcal records

Provider's Signature
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an initial UAl-based resident
assessment completed by a registered
nurse (RN) acting on behalf of the-
assisted living facllity no more than 30
days prior to admission. In all cases,
the assessmeént shall be completed .
prior to admission. Such assessment
shall be reviewed by an RN within 30
days after admission and, if
appropriate, revised. If the resident
requires specialized medical,
therapeutic, nursing services, or
assistive technology, that component
of the assessment must be performed

- by personnel qualified in that specialty

area.

This requirement is not met as-
evidenced by:

Based on review of the clinical record and
staff interview it was determined that the
facility failed to ensure that an initial UAI-
based assessment was complated prior
to admission of one resident (#6) out of 9

residents sampled. The facility also falled
to ensure that an-assessment was '

performed.within thirty days atter

| admisslon of one resldent (Resident #6)

out of nine residents sampled. Findings
include: :

1, Review of the clinical record revealed °

SECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR CORRECTION
Specific Deficlencies. OF DEFICIENCIES WITH ANTICIPATED"
DATES TO ¥ CORRECTED
e requested by this surveyor on 11/7/2012 " Tindicate how tﬁé”facillty'plans 10 monitor s
and 11/8/2012. : pérformance to make sure that solutions are
, sustained. . B
st I : Closed medical records will be audited ' monthly by the
Thef.e fmc?mig§ e reweweﬁ with E1 Residential Services Director for compliance. Trends
(faCI'rty administrator), E2 (director of ‘will be reported, reviewed and discussed quarterly in
nursing), E3 (staft nurse) and E4 ' the Quality Assurance meeting and action plans will be
(activities director) on 11/15/2012. -+ implemented as necessary.
3225.11.0 Resident Assessment The Residantial Services Director will report weekly to- '
’ the Administrator of any areas of concermn, y
3225.11.2 A resident seeking entrance shall have | he administrator assumes full responsibility for

ensuring the community maintains medical records pe
policy by 2/15/13. .
3225.11.2

How the corrective action will be accomplished for
those residents found to have been affected by this
practice.

Residents #6, UAI has been reviewed to ensure its on-
going acsuracy and compliance. :

How the facility will identify other residents having
the potentlal to be affected by the same practices:
The facility assumes that all resident have the potential
to be affected by this practice.

What measures wiil be put in place or systemic
changes made to ensure that the deficient practice
does not recur. o
The existing scheduled will be reviewed to Include all
residents being assessed wilh the approved DE UA
4ssessment tool: no mare than 30 days prior to
admission. A new tracking tool will be implemented to
ensure UAl's are completed per DE regulation. As
concems or problems arise, the Residaent Sarvices
Director will implement remadies to ensure compliance,
Indicate how the facility plans to monitor its
performance to make sure that solutions are
sustained. 5

The Resident Services Director in conjunction with the
Marketing Director will review all admissions monthly
and results will be documented. Trends will be -
reported, reviewed and discussed quarterly in the,
Quality Assurance meeting and action plans will be
implemented as necessary.

The Resident Services Director will report weekly to the
Administrator of any areas of concern.

The Administrator assumes fuil responsibility for
ensuring UAI are completed per DE regulation

2/14/2013,
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that Resident #6 was admitted to the
assisted living facility on 4/11/2012.
Further review of the clinical record also
ravealed the initial UAl assessment
completed for Resident #6 wds dated
5/29/2012 approximately two and one-half
weeks after admission.

These findings were reviewed with E1 .
(facility administrator), E2 (director of (
| nursing), E3 (staff nurse) and E4 :
(activities director) on 11/15/2012.

2. Review of the Initial UAI assessment
dated 5/29/2012 also revealed the
absence of an assessment completed
within thirty days of the admission of
Resident #6 to the assisted living facility
on 4/11/2012.

These findings were reviewed with E1
(facility administrator), E2 (director of
nursing), E3 (staff nurse) and E4
(activities director) on 11/15/2012.

3225.11.4

3225114 The resident assessment shalil be
completed in conjunction with the :
resideént. - ' How the corrective action will be accomplished for
. ' those residents found to have been affected by this
. is | G ! ractice,
:cilser:g:ci’l‘g;‘tent Is not met as Easidents 1, #3, #7 and #8, UAl's have been ;
) reviewed with the resident or DPOA and faility staff to
) ensure its accuracy and compliarce. Residents #2 and
Based on clinical record review It was - #5 are closed records ; )
determined that the facility failed to How the facility will identify othor residents having
complete UAI assessments with dates - the potential to be affected by the same practices.

and signatures in conjunction with seven The facility assumes that all residents have the
o Junct potential to be affected by this practice. . |

residents (Resident #1, #2, #3, #5, #7 a-nd What measures will be put in place or systemic ]

#8) out of 9 sampled. Findings include: changes made to ensure that the deficient practice

' . o does not recur. :

. 1. Review of the annual UAI dated All current residents UAI's will be evaluated, signed and
7125/2012 revealed the absence of the  datad by facllity staff and reviewed with the rosident or

i ide . DPOA per regulation by 2/13/13. In addition a lool has
date and signature of Resideént #1 or her bean ootablisned to track UAI compliance for all

representativ_e. } ) ‘ ;
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DATES TO BE CORRECTED -

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (activities director) on
11/15/2012. :

2a. Review of the initiai UAI dated
.4/29/2011 revealed the absencs of the
date and signature of the facility staff
member and Resident #2 or his
representative.

These findings were reviewed with E1
(facility administrator), E2 (director of
nursing), E3 (staff nurse) and E4
(activities director) on 11/15/2012.

2h. Review of the above referenced UAI
also revealed development of a UAI dated
5/13/2011 for a significant change in
.| Resident #2's condition. However further
review of the UAI dated 5/13/2011
“revealed the absence of the date and
signature of the facllity and Resident #2
or his representative.

These findings were reviewed with E1
(facility administrator), E2 (director of
nursing), E3 (staff nurse) and E4
(activities director) on 11/15/2012.

3. Review of the annual UAI completed
3/19/2012 revealed the absence of the
date and signature of Resident #3 or his
representative. . =

This finding was reviewed with E1 (facility.
administrator), E2 (director of nursing), E3.
(staff nurse) and E4 (activities director) on

11/15/2012, .

4. Review of the initial UAI dated
11/14/2011 revealed the absence of the
date and signature of Resident #5 or her
representative.

residents' to ensurg compliance with DE regulations,
As concarns or problems arise, the Resident Services
Director will implement remedies to ensure compliance.
Indicate how the facility plans to monltor its
performance to make sure that solutions are
sustained. - .

‘ The Residént Services Director will review all resident
UAl’s monthly and results will be documented. Trends
will be reported, reviewed and discussed quarterly in
the Quality Assurance meeting and éction plans will be
impleménted as necessary.

The Resident Services Director will report weekly to the-
Adminlstrator of any areas of concem.

The Administrator assumes full responsibility for
ensuring all UA! are completed per DE regulation by
2/14/2013 . .
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This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3 | 3225115
(staff nurse) and E4 (activities director) on _
11/15/2012. : ' How the corrective action will be accomplished for
those residents found to have been affected by this
5. Review of the annual UA| dated " practice.
10/15/2012 revealed the absence of the Residents #9, UAI hlas been reviewed to ensure its
accuracy and campliance.
?;;?ezggt§$3:ture of Resldent #7 or her How thcg facility u\gll identify other residents having
' the potentlal to be affected by the same practices.
The faciiify assumes that all residents have the
This finding was reviewed with E1 (facllity potential to be affected by this practice.
administrator), E2 (director of nursing), E3 What measures will be put In place or systemic
(staff nurse) and E4 (activities director) on changes made to ensure that the deficient practice
11/15/2012. - does not recur, ., .
A schedule has been developed to in cijigfz all reside nits
being assessed with the approved DE assessmen
6. Review of the annual UAI dated mm‘gat a minifum 30 dayzpafter admission, annually -
9/28/2012 revealed the absence of the and with & significant change by 2/28/13. A tracking tool
date and signature of Resident #8 or. her has been established to track UAI schedules for all
representative. rasidents’ to ensure compliance with DE regulations.
. As concems or problems arise, the Resident Services
. . . . - Director will implement remedies to ensure compfiance,
This .ﬂr.}dmg was rSVIaned }Mth E1 (facility Indicate how t?ie facility pléns to monitor its'p
administrator), E2 (director of nursing), E3 porformance to make sure that solutions are
(staff nurse) and E4 (activities director) on sustalned. o
11/15/2012. The Resident Services Director in conjunction with the
Patnways Director will review all resident UAL
. - assessments monthly to ensure updates occur and are
92255 1 = The UAI developed by the Dgpa}rtment, in compliance; rnsul¥s will be docu%entcd, Trends will
shall be used to update the resident be reported, reviewed and discussed quarterly in the
assessment. At a minimum, regular Quality Assurance meeting and action plans will be
updates must occur 30 days after implemented as necessary.
admisslon, annually and when there is . , . )
a slgniﬁcant_ change in the resident’s The .R"emdent Services Director will report weekly to the
condition. Administrator of any areas of concem.
. - ' The Adminlstrator assumes full responsibility for
This requirement is not met as ensuring all UAI are completed per DE regulation by
evidenced by: - 2/14/2013 -
Based on dlinical record review it was
determined that the facility failed to
ensure that an assessment was
performed within 30 days after admission
for cne resident {Resident #9} out of nine
resldents sampled. Findings include: '
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3225.13.0

Review of Resident #9's clinical record
revealed the absence of an updated
assessment within 30 days of admission
to the assisted living facility on 4/11/2012.

This finding was feviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (activities director) on
11/15/2012.

Service Agreements

13.1 A service agreement based on the
needs identified in the UAI shall be
completed prior to or no later than the
day of admissicn. The resident shail
participate in the development of the
agreement. The resident and the
facility shall sign the.agreement and
each shall receive a copy of the signed
agreement. All persons who sign the .
agreement must be able to .
comprehend and perform their
obligations under the agreement. .

This requlremeﬁt is not met as
evidenced by:

Based on dlinical record reviews and staff
interviews it was determined that the
facility failed to ensure that service
agreements were signed by three .
residents (Resident #2, Resident #5 and
Resident #6) out of nine sampled.
Findings include:

1. Review of the service agreement
attached to the initial UAI dated 4/29/2011
revealed the absence of the date and the
signature of Resident #2 or his
representative. . :

This finding was reviewed with E1 (facility

administrator), E2 (diréctor of nursing), E3

32256,13.0

How the corrective action will be accomplished for
those residents found to have been affected by this
~ pracfice. : '

Residents #2, #5 and #8, are all closed records.

How the facility will identify other residents having
the potential to be affected-by the same practices. -
The facility assumes that all residents have the ’
potential to. be affected by this practice.

What measures will be put in place or systemic
changes made to ensure that the deficient practice
does not recur, '

The existing scheduled will be reviewed and adapted to
include all residents being assessed with the appraved
DE UAIl assessment tool and a service plan completed
prior to admission. In addition, all service plans will be
reviewad, dated and signed by the resident or DPOA
prior to admission. As concems or problems arise, the
Resident Services Director will imptement remedies to
ensure compliance.
Indicate how the facility plans to monitor its
performancs to make sure that solutions are
sustained. -
The Resident Services Director in conjunction with the
Pathways Director will ensure all residents have a
support plan that follows the UA! prior to admission.
Trends will be reported, raviewed and discussed
quartery In the Quality Assurance meeting and action
plans will be implemented as necessary.

Thé Resident Services Director will report weekly to tha
Administrator of any areas of concern.

The Adminfstrator assumes full responsibility for
ensuring all UA] are completed per DE regulation by
2/14/2013
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(staff-nurse) and E4 (activities director) on
11/15/2012. '

2. Review of the initial service agreement
dated 11/14/2011 revealed the absence
of the signature of Resident #5 or his
representative.

This finding was reviewed with E1 (facility
administrator), E2 {(director of nursing), E3
(staff nurse) and E4 (activities director) on
11/15/2012.

3. Review of the initial service agreement
dated 4/11/2012 revealed the absence of
the signature of Resident #6 or his
representative.

This findin'Q was reviewed with E1 (Facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (activities dlrector) on

11/16/2012.
3225.13.2 | The service agreement or contract: _
: shall address the physical, medical, 3225.13.2
and psychosocial services that the _
resident requires as follows: ' " How the corrective action will be accomplished for
those residents found to have been affected by this
T i " ¢ " practice. .
hese requ re.men s are hot met as The Service Agreements of resident #9 have been
evidenced by: reviewed to ensure they meet the physical, medical,
= ' and psychdsogial services for each Individual resident,
Based on clinical record review and staff Resident #2, #6, are closed records
interview it was determined that the How the facllity will identify other residents having

the potential to be affected by the same practices.

fadility developed service agreements that The facility assumes that all residenis have the

faited to describe all the services to be potential to be affected by this practice.
. provided, failed to identify the providers of What measures will be put in place or systemle
| the unidentified services and to.determine changes made to ensure that the deficient practlce
when and how these services would be does not recur.

New Service Agreements will be created mdeduaﬂy for
all current/new residents based on the residents
physical, medical ahd psychosacial service reeds ta

provided for three (Residents #2,
Resident #6 and Resldent #3) out of nine

sampled. Finqlngs include: include indicators such as environmental services,
. . transportation saervices, fumrture and asslstive devices
1.-Review of Resident #2's closed clinical by 2/14/13,

record revealed the service agreement
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without a date and the resident’s .
signature, failed to Include and to address
all services described in 13.2.4
(Environmental services including
housakeeping, laundry, and trash
removal); 13.2.7 (transportation services),
13.2.8 (individual living unit furnishings);
13.2.9 (notification procedures when an
incident ocecurs or there is a change in the
health status of the resident); 13.2.10
(assnstlve technology and durable medical
equipment); and 13.2.13 (reasonable
accommodations for persons with
disabilities as defined by applicable state
and federal law), as required in this
section of the regulations.

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing}, E3
(staff nurse) and E4 (activities director) on
11/15/2012.

2. Review of Resident #6's closed clinical
record revealed that the service
agreement dated 4/11/2012 failed to
Include and failed to address all services
described in 13.2.4 (Environmental
services including housekeeping, laundry,
and trash removal); 13.2.7 (transportation
services); 13.2.8 (Individua! living unit
furnishings);, 13.2.8 (notiflcation
procedures when an incident occurs or
there is a change in the health status of
the resident); 13.2.10 (assistive
technology and durable medical
equipment); and 13.2.13 {reasonable
accommodations for persons with
disabilitios as defined by applicable state
and federal law), as required in thls
sectlon of the regulations.

This finding was reviewed with E1 (facility

(staff nurse) and E4 (activities director) on

administrator), E2 (director-of nursing), E3

Indicate how the facility plans to monitor its
performance to make sure that solutions are
sustained. ‘

The Resident Services Director in conjunction ‘with the
Pathways Director will ensure all resident s have a
support plan that fallows the UAI and meets the
physical, medical and psychosocial service needs.

" Trends wjll be reported, reviewed and discussed
quarterly in the Quality Assurance meeting and action
plans will be implemented as necessary.

The Resident Services Director will repart to the
Administrator of any areas of concem.
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3225.13.5

T1M6/2012.

3. Review of Resident #9's dlinical record
revealed that the service agreement
dated 10/13/2011 faiied to include and
failed to address all services described in
13.2.3 (Food, nutrition, and hydration
services); 13.2.4 (Environmental services
including housekeeping, laundry, safety,
trash removal); 13.2.7 (transportation
services); 13.2.8 (individual ltving unit
furnishings); 13.2.9 (natification
procedures when an incident occurs or
there is a change in the health status of
the resident); 13.2.10 (assistive
technology and durable medical
equipment); 13.2.11.(Rehabilitation
services); 13.2.13 (reasonable
accommodations for persons with
disabilities as defined by applicable state
and federal.law), 13.2.12 (Qualified |
interpreters for people who have a
hearing impairment or do not speak
English; and) 13.2.13 {Reasonable
accomimaodations for persons with
disapilities as defined by applicable state
and federal law) and 13.3 (the resident’s
personal attending physician(s) shall be
identified in the service agreement by
name, address, and telephone number)
as required in this section of the
regulations,

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (activities director) on
11/15/2012.

The service agreement shall be
.developed and followed for each
resident consistent with that person’s

| unique physical and psychosocial

needs with recognition of his/her

.| capabilities and preferences.

~
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This requirement is not met as
evidenced by:

Based on clinical record review and staff
interviews it was determined that the
facility developed service agreements that
failed to include interventions specific to
either behavior resistant to care,

| elopement risk or actual elopements or
falls exhibited by six residents (Resident
#2. Resident #5, Resident #6, Resident
#7, Resident #8 and Resident #9) out of
nine residents sampled. Findings include:

1. Review of an initial service agreement
dated 4/29/2011 revealed it was absent
behavior resistant to care as exhibited by
Resident #2. : o :

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (activitles director) on
11/15/2012.

2. Review of the service agreement dated
11/14/2011 revealed that it was absent
the risk for elopement and actual
elopements exhibited by Resident #5.
Additionally the facility failed to develop
and implement goals and interventions
that addressed the risk of elopement
and/or to address actual elopements
commitied by Resident #5. :

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nursé) and E4 (activities director) on
11/15/2012.

3. Review of the service agreement dated
4/11/2012 revealed that It was absent the
development of time frames for goals and
specific interventions to address falls

3225.13.5

How the corrective action will be accomplished for
those residents found to have been affected by this
practice.
The Service Agreements of residents #7, #8 and #9
were reviewed to ensure they meets the resident's .
unique physical and psychosocial needs with
recognition of their capabilities and preferences.
" Residents #2, #8, and #8,are closed records.
How the facility will identify other residents having
the potential to be affected by the same practices.
The facility assumes that all residents have the
potential to be affected by this practice.
What measures will be put in place or systemic
changes made to ensure that the deficient practice
does not recur.
New Service Agreements will be created individually for
all residents based on the residents UAI which
highlights each resident's unique physical and
psychosocial needs along with recognizing their
capabilities and preferences by 2/14/13, Service plans
will be specific to each risk faclor and have goals,
timeframes and interventions to address the risks
involved. Service plans willbe updated on an as
needed basis as the resident’s clinical condition
changes. Additionally, service plans will be created
annually based on the UAl schedule to reflect the
resident’s current physical and psychosocial needs
along with risk factors.
Indicate how the facllity plans to monitor its
performance to make sure that solutions are
sustalned. - ) :
The Resident Services Director in conjunction with the
Pathways Director will ensure all residents have a
support-plan that follows the UAl and meets the
physical and psychosocial sorvice needs which also
address risk factors. Trends will be reported, reviewed
and discussed quarterly in the Quality Assurance
mesting and action plans wili be implemented as
necessary.

The Resldent Services Director will report to the
Administrator of any areas of concem.

m—L—= - —————————— sl TeSe. =
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sustained by Resident #6.

This finding was reviewed with E1 (facility
administrator), E2 (directar of nursing), £3
(staff nurse) and E4 (activities director) on
11/15/2012,

4. The facility failed to develop an annual
service agreement for Resident #7 in
conjunction with the annual UAI dated
10/15/2012 to address multiple falls with
goals and interventions.

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
1 (staff nurse) and E4 (activities director) on
11/15/2012.

5. Cross refer 16 Del., C., Chapter 11,
Subchapter ili, Section 1131.
The facility falled to develop an annual
service agreement for Resident #8 in
conjunction with the annual UAI dated

| 9/28/2012 to address elopement risk and
an actual elopement with goals and
interventions.

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (activities director) on
11/15/2012. T

6. The facility failed to develop an annual
service agreement for Rasident #9 in
conjunction with the annual UAI dated
3/19/2012 to address elopement risk and
an actual elopement with goals and
interventions. '

This finding was reviewed with E1 (facility
administrator), E2 {director of nursing), E3
(staff nurse) and E4 (actlvities director) on
11/15/2012.
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|7 SECTION STATEMENT OF DEFICIENCIES
~ Speclfic Deficiencies
3225.13.6 The service agreement shall be

reviewed when the needs of the
resident have changed and, minimally,
In conjunction with each UAL Within
10 days of such assessment, the

shall execute a revised service
agreement, if indicated.

This requirement is not met as
evidenced by:

Based on record review and staff
interview it was determined that the
facility failed to execute a revised service
agreement in conjunction with changes
addressed in the UAI assessment for five
residents (Resident #1, Resident #2,
Resident #7, Resident #8 and Resident
#9) out of nine residents sampled.
Findings include:

1, Review of the clinical record revealed
that Resident #1 was absent a service |
agreement developed in conjunction with
an annual UA| assessment dated
7125/2012.

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (actnntles dlrector) on
11/15/2012.

2. Review of the clinical record revealed
the absence of a service agreement =~
developed in conjunction with a UAI dated
5/13/2011 and |dentified as a significant
change in the condition of Resident #2.

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
{staff nurse) and E4 (activities director) on
11/15/2012. . .

resident and the assisted living facility .

3225.13.6

How the corrective action will be accomplished for
those residents found to have been affected by this
practice. '
The Service Agreements of residents #1, #8 and #9
wera reviewed to ensure they meet the resident’s
needs. Residents #2, #6, are closed records
How the facility will identify other residents having
the potential to be affected by the same practices.
The facllity assumes that all resident have the potential
' to be affected by this practice.
What measures will be put in place or aystemic
changes made to ensure that the defi cuent practice
does not recur.
Service Agreements will be reviewed individually for af)
* residents when tha needs of the residents change or
within ten days of the UAl assessment by 2/13/2013.
As concerns ar problems arise, the Resident Services
Director will implement remedies to ensure compliance.
Training has been provided to the care team on support
plans and needed changes based upon resident
condition.
Indicate how the facility plans to monitor its
performance to make sure that solutions are
sustained. '
The Resident Services Director in conjunction with the
Pathways Director will ensure all resident s have a
support plan that follows the UAl assessment within 10
days or when there is a significant change. Trends will
be raported, reviewed and discussed duarerly in the
Quality Assurance meeting and action plans will be
imptemented as necessary.

The Resident Services Director will repart to the
Administrator of any areas of concemn.
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3. Review of the clinical record revealed
that Resident #7 was absent a service
agreement developed in conjunction with
an annual UAI assessment dated
10/15/2012.

This finding was reviewed with E1 (facillty
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (actlwtles director) on
11/15/2012.

43. Review of the clinical record revealed
that an annual UAI completed for
Resident #8 was dated 9/28/2012.
However review of the clinical record also
revealed that Resident #8 was absent a
sarvice agreement developed in
conjunction with the annual UAI
assessment dated 9/28/2012.

This finding was reviewed with E1 (facility
administrator), E2 (director of nursing), E3
(staff nurse) and E4 (actl\ntles director) on
11/15/2012.

4h. Review of the clinical record revealed
that Resident #8 was absent a service
agreement developed In conjunction with -
a UAl assessment completed Tor a
significant change in condition and dated
12/20/2011.

This finding was reviewed with E1 (facility .
administrator), E2 (director of nursing), E3

(staff nursé) and E4 (activities director) on

11/15/2012.

5. REVleW of the clinical record revealed
the absence of a service agreement
developed in conjunction with a UAI dated
3/19/2012 and identified as a significant
change in the condition of Resident #8.

This finding was reviewed with E1 (facility

_—_—_—_ﬂ_
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16 Del., C., Chapter 11, Subchapter Il

Subchapter lll. Abuse, Negisct,
Mistreatment or Finapcial Exploitation
of Rasidents or Patients

Section 1131. Definitions.

When used in this subchapter the
following words shall have the

the terms are not defined herein, the
words are to have their commoniy-
accepted meaning:

(9) “Neglect” shall mean: |

a. Lack of attention to physical needs
of the patient or resldent including, but
not limited to toileting, bathing, meals
and safety.

This requirement is not met as
evidenced by: -

'Based on clinical record review and staff
interviews it was determined that the
facility failed to provide a safe
environment for two residents (Resident
#8 and Resident #9) out of nine sampled
who eloped from the facility without the
knowledge of staff. Findings include:

1. Review of the c¢linical record revealed
that Resident #8 was admitted to the
assisted living facility on 9/28/201 1with
diagnoses that included dementia,

SECTION STATEMENT OF DEFICIENCIES
Specific Deficiencies OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED
administrator), E2 (director of nursing), E3
{staff nurse) and E4 (actmtles director) on | 905 99.7.2
11/156/2012. ’
. . . - How the corrective action will be accomplished for
3225.19.7.2 Neglect as defined in16 Del.C 1131. those residents found to have been affected by this

practice,

Both rosidents #8 and #9 reassessed for wandenng
tendencles. In addition the community installed a new,
comprahensive. wanderguard system on 1/29/12 that
.attempts lo prevent assessed residents who wear a
wanderguard fram exiting the facllity without the
knowledge of staff, Both Residents currently #8 and #9
wear wanderguards.

How the facility will identify other residents to have
the potentlal to be affected by the same practices.

meaning herein defined. To the extent :

The facility assumes that all residents with dementia
and wandering tendencigs have the potential to be
affected by this practice.

What measures will be put in place or systemic’
changes made to ensure that the deficient practice
does not recur.

All residents are assessed for elopement at the time of
admission, annually or when a significant change

occurs. Residents who are at risk for elopment are
issusd a wanderguard. Resident wanderguard devices
are checked daily for operations as well as a weekly
daor audit to ensure the wanderguard system is
operational. Al staff has.been in-serviced on the
communities’ elopement palicy and Rockland’s abuse
and neglect policy as recently as 12/5/12. On-going .
training will be conducted in both areas to ensure on-
going compliance.

Indicate how the facility plans to monitor its
performance to make sure that solutlons are
sustained. )

The Resident Services Director working with the |
Director of Plant Operations will rmake rounds to ensure
the wanderguard is working properly and all residents
are assessed annually cr upon a change of condition,
These rounds will be imptemented daily times one
manth, weekly times four weeks and monthly thereafter,

Trends will be reparted, reviewed and discussed
quartsrly in the Quality Assurance meeting and action
plans will be impiemented as necessary.

The Resident Services Director and the Director of
Plant Operations will report weekly to the Administrator
of any areas of concem.

chronic atrial fibrillation, rheumatic heart

The Administrator is responsible for ensuring the facility
providing attention to physical heeds of the patient
- including but not limited to toileting, bathing, meals and

R TR PN e T R R LX)
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disease, hypertension and mild kidney
disease, According to the annual UAI
dated 9/28/2012 Resident #8 was
disoriented to time, place and person.
Additionally Resident #8 was assessed
with short- term memory and long- term
memory problems. Further review of the
above referenced UAl indicated that
Reslident #8 was dependent on staff for
toileting, grooming and bathing. Although
Resident #8 required "supervision, set up,
cuing and coaching” for eating, mobility
and transferring, the physical assistance
of staff was required for dressing. The
annual UA| dated 9/28/2012 also
revealed that Resident #8 had a history of
wandering “inside” and “outside” the
facility. Clinical record review revealed a
nurse's hate dated 12/17/2011 and timed
(11:00 PM) that stated "At (approximately
5:30 PM) staff was alerted that (Resident
#8) could not be found...searched the
building...with no results. Family (and)
pollce...notified. Police requested ancther
search be performed...(Resident #8) was
.| located (at approximately 7:45 PM)...at
another location...brought.back to the
|- facility.. .family escorted him back to his
. room...". Review of the completed facllity
incident report dated 12/17/2011 and
timed (5:45 PM) stated “...searches of
building'and area were made. Police,
family and physician notified. (Resident
#8) located (at department store on busy
highway) returned-safely to facility. No
injury noted." An investigation conducied
by the Division of Long Term Care
Residents Protéction leamed that
Resident #8 was found nearthe Sears
store on Route 202, approximately 3
miles from the facility. 1t is unknown how
the resident was able to reach that
location. '
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The facility failed {o ensure that a safe
environment was provided for Resident
#8. These findings were reviewed with E1
(facility administrator), E2 {director of
nursing), -E3 (staff nurse) and E4
(activities director) on 11/15/2012.

2. Review of the clinical record revealed
that Resident #9 was admitted to the
assisted living facility on 10/13/2011 with
diagnhoses that included dementia, TIA
(transient ischemic attack), hypertension,
anemia, macuiar degeneration and .
osteoparosis. According to the inftial UAI
dated 10/13/2011 Resident #9 was
oriented to self and place and
experienced short-term memory
problems. Additionally the above
referenced UAI revealed Resident #9 was
- ahsent a history of wandering.

Further review of the clinical record
revealed a nurse's note dated 3/12/2012
and timed (3:30 PM) that stated
“(Resident #9) went out front door
unattended from facllity...easily redirected |.
(and) wanderguard now in place (right)
wrist...". The facility failed to provide a
safe environment for Resident #9. |n an
interview conducted with E3 (licensed
staff member) on 11/15/2012 it was
confirmed that Resident #9 sloped from
the facility and was immediately
redirected inside the facility by staff as
soon as she exited through the front door.

These findings were reviewed with E1
(facility administrator), E2 (director of
nursing), E3 (staff nurse) and E4
(activities director) on 11/15/2012.




