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An unannounced Annual and Complaint Sur-
vey was conducted at this facility from Octo-
ber 8, 2024 through October 9, 2024. The de-
ficiency contained in this report is based on
interview, record review and review of other
facility documentation as indicated. The fa-
cility census on the first day of the survey
was ten (10). The survey sample totaled five
(5) residents.

Abbreviations/definitions used in this state
report are as follows:

ALDON - Assisted Living Director of Nursing;
Contract — A legally binding written agree-
ment between the facility and the resident
which enumerates all charges for services,
materials, and equipment, as well as non-fi-
nancial obligations of both parties, as speci-
fied in the State regulations;

DON - Director of Nursing;

ED - Executive Director;

PTO - Paid time off;

SA (Service Agreement) - Allows both parties
involved (the resident and the assisted living
facility) to understand the types of care and
services assisted living provides. These in-
clude: lodging, board, housekeeping, per-
sonal care, and supervision services;

SLRE (Senior Living Resident Evaluation) —
the Facility’s resident evaluation tool in place
of the SA to assess the resident’s level of care
and services that will be needed;

UAI (Uniform Assessment Instrument) - A
document setting forth standardized criteria
developed by the Division to assess each res-
ident’s functional, cognitive, physical, medi-
cal, and psychosocial needs and status. The
assisted living facility shall be required to use
the UAI to evaluate each resident on both an
initial and ongoing basis in accordance with
these regulations.
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sessment of the resident has been com-
S/S-D pleted and a service agreement has been
‘executed. If a deposit is required prior to
move-in, the deposit shall be fully refunda-
ble if the parties cannot agree on the ser-
vices and fees upon completion of the as-
sessment.

This requirement was not met as evidenced
by:

Based on interview, record review and re-
view of other facility documentation, it was
determined that for one (R4) out of five sam-
pled residents, the facility obtained a signed
contract prior to the assessment and service
agreements being executed. Findings in-
clude:

7/8/24 — R4 was admitted to the facility. The
SLRE was completed on 7/5/24 and the UAI
was completed on 7/8/24. The contract was
signed on 7/5/24, prior to the assessments
being completed.

10/9/24 - Findings were reviewed with E1
(ED), E2 (ALDON), E6 (Clinical Specialist), E7
(Regional Reimbursement), E8 (Food Ser-
vices Director), E9 (Director of Plant Manage-
ment), E13 (DON) and E14 (Human Re-
sources Director) at the exit conference, be-
ginning at approximately 1:50 PM.

Resident Assessment

Corrective Action: Contracts must be signed
only after the completion of the admission
UAl-based (Uniform Assessment Instrument)
and Service Agreement. The contract for res-
ident R4 has already been signed and cannot
be retroactively corrected.

Identification of Other Residents: All newly
admitted residents have the potential to be
affected by this issue. The corrective actions
outlined below will ensure protection for all
residents moving forward.

System Changes: For all new admissions to
Assisted Living.
The UAI will be completed, and Service

Plan Agreement will be executed prior to the
admission date.

The contract will only be signed after both
the UAI and Service Plan Agreement have
been completed and signed by the resident
or their Power of Attorney (POA).

Evaluation of Success:

The Executive Director or designee will au-
dit the records of all newly admitted resi-
dents to ensure that the UAl and Service
Agreement are completed and signed prior
to the contract being signed.

Audits will be conducted weekly for four
(4) weeks, then monthly for three (3) months
or until 100% compliance is achieved.

The results of these audits will be re-
ported to the QAPI (Quality Assurance and

STATEMENT OF DEFICIENCIES ADMINISTRATOR'’S PLAN FOR Completion
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES WITH Date
ANTICIPATED DATES TO BE CORRECTED
3225.0 Assisted Living Facilities
3225.10.0 Contracts
3225.10.10 | No contract shall be signed before a full as- | 3225.10.10 Contracts 10/28/2024
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3225.11.0 The resident assessment shall be completed | Performance Improvement) Committee by
3225.11.4 | in conjunction with the resident. the ED or designee for review and further ac-
tion if necessary.
S/S-D This requirement was not met as evidenced
by:
B'ased on mtervu.a\./v, record reV|e.w ar.1d re- 3.225.11.4 Resident Assessments
view of other facility documentation, it was
determined that for one (R1) out of five sam- ] ) )
pled residents, the facility failed to provide Correctlvef Ao lline UA'_ AMSE B SigmEd 10/28/ 2024
evidence the UAI was completed in conjunc- | Y the resident and/or family upon comple-
tion with the resident. Findings include: tion in conjunction with the resident. The
UAI for R1 has already been completed upon
5/22/24 - R1 was admitted to the facility. The | admission and cannot be retroactively cor-
UAI completed on 5/17/24 did not have the | rected.
resident/family signature confirming the as- | Identification of Other Residents: All newly
sessment was completed in conjunction with | admitted residents have the potential to be
the resident. affected by this issue. The corrective action
) ' . outlined below will ensure protection for all
10/9/24  Per interview with E2 (ALDON) at | oqiqents and regulatory compliance moving
approximately 1:00 PM, E2 confirmed the as- forward.
Ziftr}qu:”y\?las 19k JE0Sg [y WIE Ies System Changes: All UAI's on new admis-
sions to Assisted Living as well 30 day, annu-
10/9/24 - Findings were reviewed with E1 ally and upon significant change will be com-
(ED), E2, E6 (Clinical Specialist), E7 (Regional | Pleted and signed in conjunction with the
Reimbursement), E8 (Food and Services Di- | resident and/or family.
rector), E9 (Director of Plant Management), | Evaluation of Success:
E13 (DON) and E14 (Human Resources Direc- The Executive Director and/or Designee
tor) at the exit conference, beginning at ap- | will audit the records of all newly admitted
proximately 1:50 PM. residents to ensure the UAIl is completed and
signed in conjunction with the resident
Services and/or family members.
3225.12.0 Audits will be conducted weekly for four
The assisted living facility shall ensure that: | (4) weeks, then monthly for three (3) months
3225.12.1 ) ) ) or until 100% compliance is achieved.
3276.12.1.3 Rooe.:setviceicompliesiwithithe Delawares The results of the audits will be reported
e Food Code to the QAPI Committee by the ED and/or De-
/S -F signee for review and further action if neces-
Delaware Food Code sary.
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Based on observations, interview and review

of other facility documentation it was deter- | 3225.12.13 2-101.11 Assignment

mined that the facility failed to comply with

the Delaware Food Code. Findings include: Corrected Action: There must be a PERSON

IN CHARGE that is a Certified Food Protection
2-101.11 Assignment. Professional during all hours of operation. 10/28/2024

(A) Except as specified in 4] (B) of this sec-
tion, the PERMIT HOLDER shall be the PER-
SON IN CHARGE or shall designate a PER-
SON IN CHARGE and shall ensure that a PER-
SON IN CHARGE is present at the FOOD ES-
TABLISHMENT during all hours of operation.
2-102.12 Certified Food Protection Manager
(A) At least one employee, the PERSON IN
CHARGE at the time of inspection, shall be a
certified FOOD protection manager who has
shown proficiency of required information
through passing a test that is part of an AC-
CREDITED PROGRAM.

10/9/24 — During the survey of the facility at
approximately 1:30 PM, it was determined
that the Food Services Director (E8) was the
only Certified Food Protection Manager.

Review of documentation revealed that after
6/20/24, E8 (Food Services Director) was the
only Certified Food Protection Manager pre-
sent. When PTO was taken, there was not a
secondary Certified Food Protection Man-
ager to take over the responsibilities of the
Person in Charge.

10/9/24 — Per interview with E8 at approxi-
mately 1:40 PM, E8 confirmed he is the only
Certified Food Protection Manager at this
time.

10/9/24 - Findings were reviewed with E1
(ED), E2 (ALDON), E6 (Clinical Specialist), E7
(Regional Reimbursement), E8, E9 (Director
of Plant Management), E13 (DON) and E14

The Food and Beverage Director has imple-
mented a schedule for all PERSONS IN
CHARGE to obtain their CFPP (Certified Food
Protection Professional}. This cannot be ret-
roactively corrected.

3225.13.1

Identification of other residents: All resi-
dents have the potential to be affected by
improper food handling. Corrective actions
below will ensure protection for all residents
moving forward.

System Changes: The root cause of the issue
was identified as only one PERSON IN
CHARGE educated and trained on proper
food handling. The Food and Beverage Direc-
tor has implemented a schedule for all PER-
SONS IN CHARGE to obtain their CFPP.

The Executive Chef, Assistant Food and
Beverage Manager and a Cook have taken
the Accredited Program and are scheduled
for their tests.

An Additional 3 cooks and 1 Dietary Su-
pervisor have been enrolled in the accredited
program to ensure proper food handling and
compliance of the Delaware Food Code.

All job descriptions for lead cooks have
had Certified Food Protection Professional
added as a condition of employment.
Evaluation of Success:

The Food and Beverage Director and/or
designee will conduct monthly audits of the
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{(Human Resources Director) at the exit con-
ference, beginning at approximately 1:50
PM.

3-5 LIMITATION OF GROWTH OF ORGAN-
ISMS OF PUBLIC HEALTH CONCERN 3-501
Temperature and Time Control 3-501.16
Time/Temperature Control for Safety Food,
Hot and Cold Holding. (A) Except during
preparation, cooking, or cooling, or when
time is used as the public health control as
specified under §3-501.19, and except as
specified under 9 (B) and in 9] (C) of this sec-
tion, TIME/TEMPERATURE CONTROL FOR
SAFETY FOOD shall be maintained: (1) At
570C (1350F) or ahove, except that roasts
cooked to a temperature and for a time
specified in 9 3-401.11(B) or reheated as
specified in 9 3-403.11(E) may be held at a
temperature of 540C (1300F) or above.

10/9/24 - During the survey of the facility at
approximately 1:30 PM, it was determined
that Food Temperature Logs between June
and July 2024 were missing 18% of tempera-
tures.

10/9/24 - Per interview with E8 at approxi-
mately 1:40 PM, E8 confirmed the tempera-
ture logs were not complete.

10/9/24 - Findings were reviewed with E1
(ED), E2 (ALDON), E6 (Clinical Specialist), E7
(Regional Reimbursement), E8, E9 (Director
of Plant Management), E13 (DON) and E14
(Human Resources Director) at the exit con-
ference, beginning at approximately 1:50
PM,

schedules to ensure a Certified Food Protec-
tion Professional is scheduled on duty every

day, during working hours.

Audits will be conducted weekly for four (4)

weeks, then monthly for three (3) months or
until 100% compliance is achieved.

Results of the audits will be shared with
the QAPI Committee for review and compli-
ance of the Delaware Food Code.

The Food and Beverage Director and or
designee will track all potential expiring certi-
fications and schedule staff for recertification
as needed.

3-5, 3-501, 30501.16, 3-501.19 Temperature
and time control.

Corrective Action: All employees involved in
food handling have been educated by the
Food and Beverage Director on proper pro-
cedures for safety and compliance with the
Delaware Food Code. This education in-
cluded maintaining temperature logs for safe
and proper food handling. The root cause of
this issue was identified that between June
and July 2024, 18% of the temperature logs
were missing and cannot be retroactively
corrected.

Identification of other residents: All resi-
dents have the potential to be affected by
improper food handling. Corrective actions
below will ensure protection for all residents
moving forward.

System Changes:

10/28/2024
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All staff have been educated on the im-
portance of taking and recording daily tem-
Service Agreements peratures on foods being served to residents.
Dail itori f te ture | ill
3225.13.0 A service agreement based on the needs i e bnngo .mpera u © 1068 \:”
identified in the UAI shall be completed be completed by the Assistant I?wector e
prior to or no later than the day of admis- | Food and Beverage and/or Designee.
3225.13.1 | sion. The resident shall participate in the | Evaluation of Success: Weekly audits will be
development of the agreement. The resi- | conducted by the Executive Chef to assure
S/S-E dent and the facility shall sign the agree- | compliance of maintaining proper tempera-
ment and each shall receive a copy of the | tyre control and safe food handling.
signed agreement. All persons who sign the Audits will be conducted by the Food and
agreenent mst .be at?Ie ?o comprehend Beverage Director weekly for four (4) weeks,
and perform their obligations under the .
then monthly for three (3) months or until
agreement.
100% compliance is achieved.
This requirement was not met as evidenced The results of these audits will be re-
by: ported to the QAPI (Quality Assurance and
' _ _ Performance Improvement) Committee by
B.ased on record .r'eV|ew, mterweyv apd € | the ED or designee for review and further ac-
view of other facility documentation, it was tion if necessar
determined that for four (R1, R2, R3 and R4) 4 v
out of five sampled residents, the facility
failed to provide evidence that the resident
or family participated in the development of | 3225.13.1 Service Agreements 10/28/2024

the agreement or that the resident was pro-
vided a copy. Findings include:

1. 5/22/24 - R1 was admitted to the facility.
The pre-admission service agreement was
without a date of completion but was not
signed by the resident/family confirming
participation in the development. The SLRE
done 5/24/24 did not have the resident/fam-
ily signature confirming participation in the
development. The facility failed to have evi-
dence that a copy of either was given to the
resident.

2. 2/5/24 — R2 was admitted to the facility.
The SLRE done 9/19/24 did not have the res-

Corrective Action:

The resident shall participate in the develop-
ment of the agreement. The resident and fa-
cility 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 obli-
gations under the agreement. The evalua-
tions and agreements have not been signed
by resident R1, R2, and R3 and cannot be ret-
roactively corrected.

Identification of other residents: All resi-
dents have the potential to be affected by
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ident/family signature confirming participa- | this deficient practice. Corrective actions be-
tion in the development. The facility failed to | low will ensure protection for all residents
have evidence that a copy was given to the | and regulatory compliance moving forward:
resident.
System Changes:
3.10/18/22 - R3 was admitted to the facility.
The a””f’a' n dpne %0/3/24 did no.t ha?ve All residents and/or family will participate
the resident/family signature confirming |
participation in the development. The facility "_1 the development of the agreement and
failed to have evidence that a copy was given | Sign the completed document (s).
to the resident. An acknowledgement document will be
developed and implemented for evaluations,
4.7/8/24 - R4 was adm.ltted to the fac'l'tY- agreements and contracts to show evidence
The SLRE _dom_e 7/5/24 did n‘ot have thg r.e5|— the resident and/or family have received a
dent/family signature confirming participa-
tion in the development. The facility failed to copy.
have evidence that a copy was given to the
resident. Evaluation of Success:
The Executive Director and/or designee
10/9/24 - Per interview with E2 (ALDON) at | will conduct audits to a ensure residents and
approximately 1:00 PM, E2 confirmed the as- | famjlies are participating in the development
sessment:s were not signed bY the resi- of the agreements and they have all received
dent/family and there was no evidence that o
a copy was provided to the residents. ac py.‘ _ ]
Audits will be conducted weekly audits for
10/9/24 - Findings were reviewed with E1 | four (4) months, then monthly for 3 months
(ED), E2, E6 (Clinical Specialist), E7 (Regional | monthly after 100% compliance is achieved.
Reimbursement), E8 (Food and Services Di- |  The results of these audits will be re-
rector), E9 (Director of Plant Managem(.ent), ported to the QAP (Quality Assurance and
E13 (DON) and E14 (Human Resources Direc- .
. . Performance Improvement) Committee by
tor) at the exit conference, beginning at ap- . )
proximately 1:50 PM. the ED or designee for review and further ac-
tion if necessary.
The resident’s personal attending physi-
cian(s) shall be identified in the service
3225.13.3 | agreement by name, address, and tele-
phone number.
S/s-B
These requirements were not met as evi-
denced by: 10/28/2024
Based on record review, interview and re- | 3225.13.3 Residents Attending Physician
view of other facility documentation, it was | identification
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determined that for four (R1, R2, R3 and R4)
out of five sampled residents, the facility
failed to include the Physician’s address and
phone number on the SA/SLRE assessments.
Findings include:

1. 5/22/24 - R1 was admitted to the facility.
The pre-admission service agreement and
the SLRE done 5/24/24 did not include the
resident’s personal Physician’s address and
phone number.

2. 2/5/24 — R2 was admitted to the facility.
The SLRE done 9/19/24 did not include the
resident’s personal Physician’s address and
phone number.

3.10/18/22 - R3 was admitted to the facility.
The annual SLRE done 10/3/24 did not in-
clude the resident’s personal Physician’s ad-
dress and phone number.

4. 7/8/24 - R4 was admitted to the facility.
The SLRE done 7/5/24 did not include the
resident’s personal Physician’s address and
phone number.

10/9/24 — Per interview with E6 (Clinical Spe-
cialist) at approximately 1:30 PM, E6 con-
firmed the current assessment forms being
utilized by the facility do not contain the res-
idents’ Physician’s address and phone num-
ber.

10/9/24 - Findings were reviewed with E1
(ED), E2 (ALDON), E6, E7 (Regional Reim-
bursement), E8 (Food and Services Direc-
tor), E9 (Director of Plant Management),
E13 (DON) and E14 (Human Resources Di-
rector) at the exit conference, beginning at
approximately 1:50 PM.

Corrective Action:

The Service Agreements have been revised
to include the attending physician’s name,
address and telephone number. R1, R2, R3
and R4 Service agreements do not include
the Physicians address and phone number on
the SA/SLRE assessments. This can not be
retroactively corrected.

Identification of all other residents

All residents have the potential to be af-
fected by this issue. The corrective action
taken above will ensure all service agree-
ments include the residents attending physi-
cian’s address and phone number.

System Changes:

All service agreements have been
amended to include the attending Physicians
Name, address and telephone number.

Success Evaluation
The Executive Director (*ED) or designee

will audit the records of all residents to en-
sure that the Service Agreement include the
Attending Physicians name, address and tele-
phone number.

Audits will be conducted weekly for four (4)
weeks, then monthly for three (3) months or
until 100% compliance is achieved.
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