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An unannounced Annual and Com-
plaint Survey was conducted at this
facility from July 2, 2024 through
July 8, 2024. The deficiencies con-
tained in this report are based on in- |
terview, record review and review
of other facility documentation as
indicated. The facility census on the |
first day of the survey was sixty-nine
(69). The survey sample totaled sev-
enteen (17) residents.

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

Contract ~ A legally binding written
agreement between the facility and
the resident which enumerates all
charges for services, materials, and
equipment, as well as non-financial
obligations of both parties, as speci-
fied in the State regulations;

CNA — Certified Nurse Assistant;

ED - Executive Director;

HCD - Health Care Director;

LPN — Licensed Practical Nurse;

MCD — Memory Care Director;

MT - Medication Tech;

Resident Assessment — evaluation of
a resident’s physical, medical, and
psychosocial status as documented
in a Uniform Assessment Instrument
(UAI), by a Registered Nurse;

RA - Resident Assistant;

RN — Registered Nurse;

SA (Service Agreement)- allows
both parties involved (the resident
and the assisted living facility) to un-
derstand the types of care and ser-
vices the assisted living provides.
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These include: lodging, board,
housekeeping, personal care, and
supervision services;

UAI (Uniform Assessment Instru-
ment) - A document setting forth
standardized criteria developed by
the Division to assess each resi-
dent’s functional, cognitive, physi-
cal, medical, and psychosocial needs
and status. The assisted living facil-
ity shall be required to use the UAI
. to evaluate each resident on both
3225.5.2 an initial and ongoing basis in ac-
S/S-E cordance with these regulations.

3225.,5.0

General Requirements

All records maintained by the as-
sisted living facility 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. Such
records shall be made available in
accordance with 16 Del.C. Ch. 11,
Subchapter 1., Licensing by the
State.

This requirement was not met as ev-
idenced by: ’

The facility was out of compliance
with this requirement during the on-

ized representatives of the Depart-
ment never had the required access
to some employee and resident rec-
ords. Findings include:

site survey. As a result, the author- | Cross reference 9.5.2,18.2 and 18.4.
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Cross refer 9.5.2, 18.2 and 18.4.

The facility failed to provide access | 1. No Residents were negatively im-

to: pacted by this deficient practice.

-some new hire information of em- | 2. Residents do not have the potential

ployees. to be negatively impacted by this defi-

-training documentation of employ- | cient practice.

ees.

-terminated employee files 3. Root cause analysis revealed the re-

-some resident records that were re- | quested documents need to be ac- Completion date 10/04/2024

quested to he reviewed. cessed via the Chrome system; this was

not discovered until the end of survey.

7/2/24 - Per interview with E1 (ED) | Additionally, the State computer system

at approximately 10:00 AM, E1 | doesn’t have Chrome installed on its

stated the facility administrative | computers.

staff all have been hired within the

last 2-3 months and not all records | The ED will ensure access to the re-

are available to the current staff. E1 | quired records upon the first day of in-

stated there was no “hand-off” of in- | spection.
3225.5.12 formation when she was hired.
S/S-E 4. ED will audit accessibility each day of

7/8/24 — Per interview with E2 (HCD)
at approximately 4:00 PM, E2 con-
firmed not all requested resident file
information was available.

7/8/24 - Findings were reviewed
with E1, E2 and E3 (MCD) at the exit
conference, beginning at approxi-
mately 4:10 PM.

An assisted living facility that pro-
vides direct healthcare services to
persons diagnosed as having Alz-
heimer’'s disease or other forms of
dementia shall provide dementia
specific training each year to those
healthcare providers who must par-

Provider's Signature ?LW Ff—l’k—*
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the survey to ensure surveyor access to
required documents. Audit results will
be shared with the QA Committee.
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3225.8.0

3225.8.6

programs. The mandatory training [~

must include: communicating with
persons diagnosed as having Alz-
heimer’s disease or other forms of
dementia; the psychological, social,
and physical needs of those per-
sons; and safety measures which
need to be taken with those per-
sons. This paragraph shall not apply
to persons certified to practice med-
icine under the Medical Practice
Act, Chapter 17 of Title 24 of the
Delaware Code.

This requirement was not met as ev-
idenced by:

Based on interview, record review
and review of other facility docu-
mentation, it was determined that
for four (E10, E13, E14 and E15) out
of six sampled employees, the facil-
ity failed to provide evidence of
mandated dementia specific train-
ing. Findings include:

1.2/9/22 — E10 (LPN) was hired. The
facility had no dementia specific
training in evidence.

2.9/13/22 - £13 (CNA) was hired.
The facility had no dementia specific
training in evidence.

3.1/15/24 — E14 (CNA) was hired.
The facility had no dementia specific
training in evidence,

1. No residents were negatively im-
pacted by this deficient practice. E10
and E13 have completed the required
Dementia training. E14 and E15 are no
longer employed by the Facility.

2. All residents have the potential to
be impacted.

3. Root cause analysis revealed
through multiple staffing and leader-
ship changes, the required educational
trainings through Relias were not effec-
tively monitored for compliance. Hu-
man Resources Manager will educate
Managers and line-staff on the require-
ment of Relias course completion.

Current Human Resources Manager or
designee will perform weekly audits of
required course completion statistics
for 100% percent compliance. Those
with outstanding required courses will
be required to complete those trainings
within 14 days; continued non-compli-
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4.5/8/24 ~ E15 (LPN) was hired. The
facility had no dementia specific
training in evidence,

7/2/24 ~ Per interview with E1 (ED)
at approximately 10:00 AM, E1
stated the facility administrative
staff all have been hired within the
last 3-4 months and not all records

are available to the current staff. E1 |

stated there was no “hand-off” of
information when she was hired.

7/8/24 - Findings were reviewed
with E1, E2(HCD) and E3 (MCD) at
the exit conference, beginning at
approximately 4:10 PM,

Medication Management

Within 30 days after a resident’s
admission and concurrent with all
UAl-based assessments, the as-
sisted living facility shall arrange
for an on-site review by an RN of
the resident’s medication regime if
he or she self-administers medica-
tion. The purpose of the on-site re-
view is to assess the resident’s cog-
nitive and physical ability to self-
administer medication or the need
for assistance with or staff admin-
istration of medication.

The assisted living facility shall en-
sure that the review required by
section 8.6 is documented in the
resident’s records, including any

ance will result in corrective action be-

ing taken up to and including termina-
tion.

New employees will begin required Re-
lias coursework during orientation to
help ensure compliance

4. The Human Resources Manager or
designee will review compliance re-
porting weekly with the Executive Di-
rector. Department Directors will be
notified of employees who have past
due training modules by the Business
Office Manager. 3 days will be given
for the employees to complete all past
due training modules. Should the em-
ployee fail to complete the outstanding
training in the allotted time a corrective
action will be given.

The Executive Director or designee will
audit the educational compliance re-
ports weekly x 3 weeks; and monthly x
2 months until compliance is 100%.
Audits results will be shared with the
QA Committee.
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3225.9.0

3225.9.5

3225.9.5.1
$/s-D

recommendations given by the re-
viewer.

This requirement was not met as ev-
idenced by:

Based on record review, interview
and review of other facility docu-
mentation, it was determined that
for three (R15, R16 and R17) out of
three sampled resident records for
self- administration of medications
assessments, the facility failed to
provide evidence of an on-site re-
view by an RN of the resident’s
medication regime if he or she self-
administers medication. Findings in-
clude:

1. 5/31/23 - R15 was admitted to
the facility and currently self-admin-
istered their medications. The facil-
ity failed to provide evidence of an
on-site review by an RN of the resi-
dent’'s medication regime.

2.5/26/23 - R16 was admitted to
the facility and currently self-admin-
istered their medications. The facil-
ity failed to provide evidence of an
on-site review by an RN of the resi-
dent’s medication regime.

3.5/22/23 - R17 was admitted to
the facility and currently self-admin-
isters their medication. The facility
failed to provide evidence of an on-
site review by an RN of the resi-
dent’s medication regime.

1
| 1. No Residents were negatively im-

pacted.

2. Al Residents who self- administer
medications had the potential to be
negatively impacted by this deficient
practice.

3. Root cause analysis revealed the Fa-
cility was without an RN for numerous
months. During this time, self-admin-
istration evaluations were not com-
pleted. Healthcare Director will com-
plete the self-administration assess-
ments for R15, R16, and R17. Healthcare
Director will assess new Resident admis-
sions and those who have a change in
condition to determine if self-admin-
istration is appropriate. Executive Direc-
tor will provide education to HCD re-
garding regulatory requirements for
Resident medication administration.

4. ED will conduct an audit following
each admission and change in condition
to determine compliance with the regu-
lation. Audits will be conducted weekly
x 3 weeks following admission and
change in condition; monthly x 2
months until compliance is 100%. Audit
findings will be shared with the QAPI
committee.
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| 7/8/24 - Per interview with E2
(MCD) at approximately 4:00 PM, E2
confirmed the assessments were
not in evidence.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

Infection Control

Requirements for tuberculosis and
immunizations:

The facility shall have on file the re-
sults of tuberculin testing per-
formed on all newly placed resi-
dents.

This requirement was not met as ev-
idenced by:

Based on record review, interview
and review of other facility docu-
mentation, it was determined that
for two (R4 and R13) out of twelve
sampled resident records, tubercu-
lin testing was not in evidence or
administered at admission. Findings
include:

1. 4/23/24 - R4 was admitted to the
facility. The facility failed to provide
tuberculin testing evidence on ad-
mission.

2. 3/30/24 - R13 was admitted to
the facility. The facility failed to pro-
vide tuberculin testing evidence on
admission.

Provider's Signature jf’m'd—«:.— S

1. No residents were negatively im-
pacted by this deficient practice. R4
and R13 have been discharged from the
Facility.

2. All residents have the potential to
be impacted by this deficient practice.

(&

3. Root cause analysis revealed the Completion date 10/4/2024

Facility was without an RN for numerous
months. During this time, audits of Res-
ident TB testing/availability of testing
results was not completed. Healthcare
Director will review new Resident ad-
missions to ensure TB test results are
present or obtained prior to admission.

4, ED or designee will conduct an audit
following each admission to determine
compliance with the regulation. Audits
will be conducted weekly x 3 weeks fol-
lowing admission; manthly x 2 months
until compliance is 100%. Audit findings
will be shared with the QAPI committee,
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7/8/24 — Per interview with E2
(HCD) at approximately 4:00 PM, E2
confirmed these resident’s tubercu-
lin testing was not available.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

Minimum requirements for pre-
employment require all employees
to have a base line two step tuber-
culin skin test (TST) or single Inter-
feron Gamma Release Assay (IGRA
or TB blood test) such as Quanti-
FERON. Any required subsequent
testing according to risk category
shall be in accordance with the rec-
ommendations of the Centers for
Disease Control and Prevention of
the U.S, Department of Health and
Human Services. Should the cate-
gory of risk change, which is deter-
mined by the Division of Public
Health, the facility shall comply
with the recommendations of the
Center for Disease Control for the
appropriate risk category.

This requirement was not met as ev-
idenced by:

Based on record review, interview
and review aof other facility docu-
mentation, it was determined that
for ten (E1, E3, E9, E10, E11, E13,
E16, E17, E18 and E19) out of eleven
sampled employee records, pre-hire

1 - I

' A -7.
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1. No residents were negatively im-
pacted by this deficient practice. ES,
E11, E16, E19 are no longer employed
by the Facility.
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tuberculin testing per the State ‘reg-” :

ulation was not in evidence. Find-
ings include:

1.5/28/24 — E1 (ED) was hired by
the facility. The facility failed to pro-
vide evidence of a pre-hire tubercu-
lin test.

2.2/26/24 - E3 (MCD) was hired by
the facility. The facility failed to pro-

2. All residents have the potential to
be impacted by this deficient practice.

3. Root cause analysis revealed that
due to multiple staffing and leadership
changes the required pre-employment
tuberculin (TB) testing was not being
monitored and consistently completed.
E1, E3, E10, D13, E17, and E18 will com-
plete TB testing.

vide evidence of a pre-hire tubercu-
lin test. 4, The Business Office Manager will Completion date 10/4/2024
ensure all new hires have TB testing
3.1/11/23 - E9 (Activities Assistant) | will be initiated prior to employee start
was hired by the facility. The facility | and that TB testing is added to the new
failed to provide evidence of a pre- | hire checklist.
3225.9.6 hire tuberculin test.

§/S-E The Executive Director or designee will
4.2/9/22 - E10 (LPN) was hired by | audit new employee files weekly fol-
the facility. The facility failed to pro- | lowing orientation x 3 weeks; monthly x
vide evidence of a pre-hire tubercu- | 2 months until compliance is 100%.

lin test. Audit results will be shared with the QA
Committee.

5.1/17/24 - E11 (Housekeeper) was
hired by the facility. The facility
failed to provide evidence of a pre-
hire tuberculin test.

6.9/13/23 - E13 (CNA) was hired by
the facility. The facility failed to pro-
vide evidence of a pre-hire tubercu-
lin test.

7.4/3/24 - E16 (Dietary Aide) was
hired by the facility. The facility
failed to provide evidence of a pre-
hire tuberculin test.

.
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8. 6/12/24 - E17 (RA) was hired by
the facility. The facility failed to pro-
vide evidence of a pre-hire tubercu-
lin test.

9. 8/28/23 — E18 (Marketing Direc-
tor) was hired by the facility. The fa-
cility failed to provide evidence of a
pre-hire tuberculin test,

10.12/14/22 — E19 (LPN) was hired
by the facility. The facility failed to
provide evidence of a pre-hire tu-
berculin test.

7/2/24 - Per interview with E1 (ED)
at approximately 10:00 AM, E1
stated the facility administrative
staff all have been hired within the
last 2-3 months and not all records
are available to the current staff. E1
stated there was no “hand-off” of
information when she was hired.

7/8/24 - Findings were reviewed
with E£1, E2 (HCD) and E3 (MCD) at
the exit conference, beginning at
approximately 4:10 PM.

The assisted living facility shall
have on file evidence of annual vac-
cination against influenza for all
residents, as recommended by the
Immunization Practice Advisory
Committee of the Centers for Dis-
ease Control, unless medically con- |
traindicated. All residents who re-
fuse to be vaccinated against influ-
enza must be fully informed by the
facility of the health risks involved.

3225.9.7
S/S-E

-4
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| The reason for the refusal shall be

| documented in the resident’s medi- |

cal record. ‘
|

This requirement was not met as ev-
idenced by:

Based on medical record review, in- | 1. No residents were negatively im-

terview and review of facility pro- pacted by this deficient practice. R11
vided documentation, it was deter- | has been discharged from the Facility.
mined that for four (R11, R15, R16

and R17) out of twelve residents 2. All residents have the potential to
sampled for an annual vaccination be impacted by this deficient practice.
against influenza, the annual vac-

cine was not given, or the facility 3. Root cause analysis revealed the
had no record of the vaccine being Facility was without an RN for numerous
offered to the resident and de- months. During this time, audits of Res-
clined. Findings include: ident annual Resident vaccine testing

was not completed. Healthcare Director | Completion date 10/04/2024
1.8/8/23 - R11 was admitted to the | will review new Resident admissions to
facility. The facility lacked evidence | ensure annual vaccines are given or de-
that the 2023 influenza vaccine was | clined upon admission. R15, R16 and
offered or declined. R17 will be offered annual vaccinations
during the upcoming 2024 vaccination
2.5/31/23 - R15 was admitted to clinic.

the facility. The facility lacked evi-
dence that the 2023 influenza vac- 4, ED or designee will conduct an audit

cine was offered or declined, following each admission to determine

compliance with the regulation. Audits
3,5/26/23 - R16 was admitted to will be conducted weekly x 3 weeks fol-
the facility. The facility lacked evi- lowing admission; monthly x 2 months
dence that the 2023 influenza vac- until compliance is 100%, to ensure an-
cine was offered or declined. nual vaccinations have been of-

| fered/given/declined. Audit findings will
4, 5/22/23 - R17 was admitted to be shared with the QAPI committee.
the facility. The facility lacked evi-
dence that the 2023 influenza vac-
cine was offered or declined.

Vo - .
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(HCD) at approximately 4:00 PM, E2
confirmed the influenza vaccine in-
formation was not available.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

The assisted living facility shall
have on file evidence of vaccination
against pneumococcal pneumonia
for all residents older than 65
years, or those who received the
pneumococcal vaccine before they
became 65 years and 5 years have
elapsed, and as recommended by
the Immunization Practice Advisory
Committee of the Centers for Dis-
ease Control, unless medically con-
traindicated. All residents who re-
fuse to be vaccinated against pneu-
3225.10.10 mococcal pneumonia must be fully
S/S-E informed by the facility of the
health risks involved. The reason
for the refusal shall be documented
in the resident’s medical record,

’3225.10.0

This requirement was not met as ev-
idenced by:

Based on record review, interview
and review of other facility docu-
mentation, it was determined that
for six (R3, R5, R7, R11, R12 and
R13) out of twelve residents sam-
pled for pneumococcal vaccines, the
facility lacked evidence of the resi-
dents’ pneumococcal pneumonia

Provider's Signature @1&/'?&«_’-’
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vaccine or a declination of such.
Findings include:

1.11/15/23 — R3 was admitted to
the facility. The facility lacked evi-
dence of the pneumonia vaccine
record or that the pneumococcal
pneumonia vaccine was offered or
declined.

2.3/2/24 - RS was admitted to the
facility. The facility lacked evidence
of the pneumonia vaccine record or
that the pneumococcal pneumaonia
vaccine was offered or declined.

3. 3/17/24 - R7 was admitted to the
facility. The facility lacked evidence

of the pneumonia vaccine record or
that the pneumococcal pneumonia

vaccine was offered or declined.

4. 8/8/23 - R11 was admitted to the
facility. The facility lacked evidence

of the pneumonia vaccine record or
that the pneumococcal pneumonia

vaccine was offered or declined.

5.11/30/23 - R12 was admitted to
the facility. The facility lacked evi-
dence of the pneumonia vaccine
record or that the pneumococcal
pneumonia vaccine was offered or
declined.

6.4/3/24 - R13 was admitted to the
facility. The facility lacked evidence
of the pneumania vaccine record or
that the pneumococcal pneumonia
vaccine was offered or declined.

1. No residents were negatively im-
pacted by this deficient practice. R3,
R5, and R13 h have been discharged
from the Facility.

2. All residents have the potential to
be impacted by this deficient practice.

3. Root cause analysis revealed the

Facility was without an RN for numerous
months. During this time, audits of Res-
ident annual Resident vaccine testing
was not completed. Healthcare Director
will review new Resident admissions to
ensure annual vaccines are given or de-
clined upon admission. R11, R12 and
R13 will be offered annual vaccinations
during the upcoming 2024 vaccination

| clinic.

4. ED or designee will conduct an audit
following each admission to determine
compliance with the regulation. Audits
will be conducted weekly x 3 weeks fol-
lowing admission; monthly x 2 months
until compliance is 100%, to ensure an-
nual vaccinations have been of-
fered/given/declined. Audit findings will
be shared with the QAP| committee.

Completion date 10/04/2024
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7/8/24 — Per interview with E2
(HCD) at approximately 4:00 PM, E2
confirmed the pneumonia vaccine
record information was not availa-
ble.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 {(MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

Contracts

No contract shall be signed before
a full assessment of the resident
has been completed and a service
agreement has been executed. If a
deposit is required prior to move-
in, the deposit shall be fully refund-
able if the parties cannot agree on
the services and fees upon comple-
tion of the assessment.

This requirement was not met as ev-
idenced by:

Based on record review and review
of other facility documentation, it

R4, RS, R6, R7, R11, R12, R13 and
R14) out of fourteen residents sam-
pled, the facility obtained a signed
contract prior to the UAl or SA being
executed or had the contract signed
three days prior to resident admis-
sion. Findings include:

3225.11.0

3225.11.2
S/S-E

1.2/29/24 - R2 was admitted to the
facility. The SA was dated 4/2/24.

was determined that for ten (R2, R3, ] 1. No residents were negatively im-

-
Provider's Signature %-1 e

pacted. R3, R4, R6, and R13 have been
discharged from the Facility.

2. All residents have the potential to be
negatively impacted. The records for R2,
RS, R7, R11, R12 and R14 can’t be
changed retroactively.

3. Root cause analysis revealed the
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wasn’t aware of the 3225.11.2 require-
[ ments pertaining to the timing of signa-

tures as related to Resident admission

assessments. ED will provide training to
| Sales/Marketing, HCD and MCD regard-
‘ ing 3225.11.2 compliance.

The initial UAI was not dated. The
contract sighature date was not in
evidence. The Surveyor was unable
to ascertain if the contract was
signed prior to the UAl or SA com-
pletion.

4. The ED or designee will audit new
Resident admission records to ensure
contracts are not signed prior to the
Resident assessments. Audits to be con-
ducted weekly x 3 weeks and monthly x
2 months until compliance is 100%. Au-
dit results will be shared with the QA
Committee.

2.11/15/23 - R3 was admitted to
the facility. The initial UAl was not in
evidence. The SA was completed on
10/31/23 and the contract was
signed on 10/31/23. The Surveyor
was unable to ascertain if the con-
tract was signed prior to the UAI
completion.

3. 4/23/24 - R4 was admitted to the
facility. The initial UAl was not
dated. The first SA in evidence was
dated 4/2/24. The contract was
signed 4/20/24 prior to the SA exe-
cution. The Surveyor was unable to
ascertain if the cantract was signed
prior to the UAI completion.

4, 3/2/24 - RS was admitted to the
facility. The initial UAI was com-
pleted on 1/31/24. The first SA in
evidence was completed 3/26/24.
The contract was signed on 1/29/24,
prior to the UAI completion and the
SA execution.

5.2/29/24 - R6 was admitted to the
facility. The first SA in evidence was
completed 3/15/24. The contract
was signed on 2/29/24, prior to the
SA execution,

Completion date 10/04/2024
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|

3225.11.3
S/S-E

6.3/17/24 - R7 was admitted to the
facility. The first SA in evidence was
completed 4/12/24. The contract
was signed on 3/15/24, prior to the
SA execution.

7. 8/8/23 - R11 was admitted to the
facility. The first SA in evidence was
completed on 8/8/23. The contract
was signed on 8/6/23, prior to the
SA execution.

8.11/30/23 - R12 was admitted to
the facility. The first SA in evidence
was completed on 1/29/24. The
contract was signed on 11/30/23,
prior to the SA execution.

9, 4/3/24 - R13 was admitted to the
facility. The contract was signed on
4/30/24, greater than 3 days after
admission.

10. 5/15/24 - R14 was admitted to
the facility. The initial UAI was not in
evidence. The first SA in evidence
was completed on 6/23/24. The
contract was signed on 5/15/24,
prior to the SA execution.

7/8/24 - Findings were reviewed
with E1 (ED), E2 (HCD) and E3 (MCD)
at the exit conference, beginning at
approximately 4:10 PM,

Resident Assessment

A resident seeking entrance shall
have an initial UAl-based resident

Provider's Signature f%‘ /fd%_,‘
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3225.11.5
S/S-E

Provider's Signature

| assessment completed by a regis-

tered nurse {RN) acting on behalf of
the assisted living facility no more
than 30 days prior to admission. in
all cases, the assessment 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 medi-
cal, therapeutic, nursing services,
or assistive technology, that com-
ponent of the assessment must be
performed by personnel qualified
in that specialty area.

This requirement was not met as ev-
idenced hy:

Based on record review and review
of other facility documentation, it
was determined that for five (R2,
R3, R4, R8 and R14) out of nine sam-
pled residents for the UAI assess-
ments, the facility failed to provide

| evidence that a UAl was completed

within 30 days prior to admission.
Findings include:

1. 2/29/24 - R2 was admitted to the
facility. The initial UA) signed by E2
(HCD) was dated 2/29/24, the day of
admission.

2.11/15/23 - R3 was admitted to
the facility. The initial UAl was not in
evidence,

3. 4/23/24 — R4 was admitted to the
facility. The initial UAI was not dated

1. No residents were negatively im-
pacted by this deficient practice.

2. All residents have the potential to be
negatively impacted by this deficient
practice. Records for R2, R3, R4, R& and
R14 can’t be changed retroactively.

3. Root cause analysis revealed fre-
quent changes in leadership impacted
the auditing of residents who did/did
not have an initial UAI conducted prior
to admission. UAl assessment will be
conducted on all potential residents

| prior to admission and reviewed by RN

HCD.

4. HCD ar designee will audit Initial UAI
assessments audit will be conducted
weekly x 3 weeks upon notice of a pend-
ing admission and maonthly x 2 months

Completion date 10/04/2024
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3225.12.0

3225.12.1

3225.12.1.3
S/S-F

as to when it was completea; so the
Surveyor was unable to confirm it
was done prior to admission.

4. 2/16/24 — R8 was admitted to the
facility. The initial UAl was not dated
as to when it was completed, so the
Surveyor was unable to confirm it
was done prior to admission.

5.5/15/24 — R14 was admitted to
the facility. The initial UAI was not in
evidence.

7/8/24 — Per interview with E2
(HCD) at approximately 4:00 PM, E2
confirmed the initial UAls were not
available or dated as to when com-
pleted.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

Within 30 days prior to admission,
a prospective resident shall have a
medical evaluation completed by a
physician.

This requirement was not met as
evidenced by:

Based on record review and review
of other facility documentation, it
was determined that for five (R2,
R5, R7, R8 and R12) out of twelve
sampled residents, the facility failed
to provide evidence that a Physi-,

DHSS - DHCQ

Cambridge Building

263 Chapman Road Suite 200

Newark, DE 19702
{302) 421-7400
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until compliénce is 100%. Audit results
will be shared with the QA Committee.

Y~
Provider's Signature /W%/ I?M——

The (s fins ok~ Date ﬁ/{ﬁ/f




DELAWARE HEALTH
AND SOCIAL SERVICES

DHSS - DHCQ
Cambridge Building
263 Chapman Road Suite 200
Newark, DE 19702

Division of Health Care Quality

{302) 421-7400

Office of Long-Term Care Residents Protection

NAME OF FACILITY: AL-Harmony at Kent

STATE SURVEY REPORT
Page 19 of 41

DATE SURVEY COMPLETED: July 8, 2024

STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETIONJ
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES DATE
cian’s medical evaluation was com-
pleted within 30 days prior to ad-
mission. Findings include:
1.2/29/24 - R2 was admitted to the
facility. The Physician’s medical 1. No Residents were negatively im-
evaluation visit was on 10/28/23, pacted by this deficient practice.
greater than 30 days prior to admis-
sion. 2. All Residents with medical evalua-
tions greater than 30 days prior to ad-
2.3/2/24 - RS was admitted to the mission have the potential to be im-
facility. The facility failed to provide | pacted by this deficient practice. Rec-
‘ evidence of a Physician’s medical ords for R2, R5, R7 and R8 can’t be
| evaluation completed within 30 changed retroactively.
days prior to admission. .
3. Root cause analysis revealed through
3.3/17/24 - R7 was admitted to the | multiple changes in leadership, the 30-
facility. The facility failed to provide | day requirement for pre-admission
evidence of a Physician’s medical medical evaluation was not completed.
evaluation completed within 30 Evaluations on newly admitted Resi-
days prior to admission. dents were completed timely but with-
out the evidence of a date on the evalu-
4.2/16/24 - R8 was admitted to the | ations there is no way of proving when
facility. The Physician’s medical the evaluations were completed. HCD or
evaluation visit was on 12/29/23, designee will monitor medical evalua- | Completion date 10/04/2024
greater than 30 days prior to admis- | tion dates of all potential residents prior
sion. to admission to ensure compliance.
3225.13.0
5.11/30/23 - R12 was admitted to 4. Healthcare Director or designee will
3225.13.1 the facility. The Physician’s medical | audit Resident records weekly x3 weeks
S/S-E evaluation visit was an 10/11/23, and manthly x2 until compliance is

Provider's Signature

| admission.

greater than 30 days prior to admis-
sion.

| 7/8/24 - Per interview with E2
(HCD) at approximately 4:00 PM, E2
confirmed the Physician’s medical
evaluations were not available or
completed within 30-days prior to

100%, with dating medical evaluations.
Audit results will be reported to QA
Committee.

Title %&z& Date_m. ;
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CORRECTION OF DEFICIENCIES

COMPLETION
DATE

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM

The UAI, developed by the Depart-
ment, shall be used to update the
resident assessment. At a mini-
murm, regular updates must occur
30 days after admission, annually
and when there is a significant
change in the resident’s condition.

This requirement was not met as ev-
idenced by:

Based on record review and review
of other facility documentation, it
was determined that for four (R3,
R4, R8 and R14) out of nine sampled
residents, the facility failed to pro-
vide evidence that a 30-day UAI as-
sessment was completed. Findings
include:

1.11/15/23 — R3 was admitted to
the facility. The 30-day UAI was not
in evidence.

2.4/23/24 — R4 was admitted to the
facility. The 30-day UAl was not in
evidence.

3.2/16/24 — R8 was admitted to the
facility. The 30-day UAI was not in
evidence.

1. No Residents were negatively im-
pacted by this deficient practice,

2. All Residents have the potential to be
impacted by this deficient practice. Rec-
ords for R3, R4, R8 and R14 can't be
changed retroactively.

3. Root cause analysis revealed through
multiple changes in leadership, the 30-
day UAI requirement was overlooked.
The £D will provide education to the
HCD and MCD concerning the UAI re-
guirement. The HCD will ensure the UAI
is completed timely, as per regulatlon

Provider's Signature

Completion date 10/04/2024
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4. 5/15/24 — R14 was admitted to
the facility. The 30-day UAI was not
in evidence.

7/8/24 ~ Per interview with E2
(HCD) at approximately 4:00 PM, E2
confirmed the 30-day UAIs were not
available.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

Services

The assisted living facility shall en-
sure that:

Food service complies with the Del-
aware Food Code.

Delaware Food Code

Delaware Food Code 3-501.12
Time/Temperature Control for
Safety Food, Slacking. Frozen
TIME/TEMPERATURE CONTROL
FOR SAFETY FOOD that is slacked to
moderate the temperature shall be
held: (A) Under refrigeration that
malntains the FOOD temperature
at 50C {410F) or less; or (B) At any
temperature if the FOOD remains
frozen,

This requirement was not met as ev-
idenced by:

STATE SURVEY REPORT

Page 21 of 41

DATE SURVEY COMPLETED: July 8, 2024

~ | ADMINISTRATOR’S PLAN FOR COMPLETION

j CORRECTION OF DEFICIENCIES DATE

for all Residents. HCD will audit admis- |
sions from the last 30 days to ensure UAI
is completed.

4. Healthcare Director or designee will
audit Resident records weekly x 3 and
monthly x2 until compliance is 100%, to
ensure completion of the UAI. Audit re-
sults will be reported to QA Committee.

Fl

_ .
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Based on observations, interview,
and review of other facility docu-
mentation it was determined that
the facility failed to comply with the
Delaware Food Code. Findings in-
clude:

7/2/24 — 11:30 AM - During the sur-
vey of the facility, the walk-in refrig-
erator was unable to consistently
maintain a temperature of 41 de-
grees Fahrenheit or below, which is
required for food safety. The tem-
perature of the walk-in refrigerator
was 50 degrees F when initially
tested at 11:30 AM. The refrigerator
temperature had risen to 51 de-
grees F when tested a second time
at 12:15 PM.

3225.13.3
$/S-E

7/2/24 - 1:30 PM = Interview with
E6 {Director of Dining) revealed that
the outside latch of the fridge was
not working properly resulting in
the door not securely shutting when
staff opened the door to access the
refrigerator. During the interview,
the refrigerator temperature was
tested a third time and was found to
be 45 degrees F.

7/2/24 - Findings were discussed
with E6 (Director of Dining) at 3:10
PM and with E1 (ED) at 4:15 PM.

Service Agreements
A service agreement based on the

needs identified in the UAI shall be
completed prior to or no later than

1. There were no Residents negatively
impacted by this deficient practice,

2. All Residents have the potential to be
negatively impacted by this deficient
practice.

3, Root cause analysis revealed a bro-
ken latch on the refrigerator unit pre-
vented it from maintaining the appro-
priate temperature. There was no sys-
tem in place to submit work orders; as a
result, the broken latch was not re-
paired.

Completion date 10/04/2024

4. The broken latch was repaired during
the survey. A work order system has
been implemented to address physical
plant issues. The ED or designee will add
the work order system to the morning
meeting checklist, ensuring physical
plant issues are discussed and added to
the work order system.

The Director of Dining or designee will
audit watk-in refrigerator temps daily x
3 weeks, weekly x 3 weeks and monthly
X 2 months until compliance is 100%.
Audit results will be reported to the QA
Committee.

Provider's Signature ‘ﬂéﬁw /}(r_,ak——
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the day of admission. The resident
shall participate in the develop-
ment of the agreement. The resi-
dent 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 requirement was not met as ev-
idenced by: 1.

Based on record review, interview
and review of other facility docu-
mentation, it was determined that
for nine (R2, R5, RG, R7, R8, R11,
R12, R13 and R14) out of twelve
sampled residents for SA comple-
tion, the facility failed to provide ev-
idence that the service agreement
was completed within the

pated in the development of the
agreement or was provided a copy.
Findings include:

facility. The first SA in evidence was
completed on 4/2/24, over one
month after admission. The SA was
not signed by the resident/family
and there was no evidence a copy
was given to the resident/family.

2.3/2/24 - R5 was admitted to the
facility. The first SA in evidence was

No residents were negatively im-
pacted by this deficient practice.

2. All residents have the potential to be
negatively impacted by this deficient
practice. Resident records for R2, RS,
Re, R7, R8, R11, R12, R13, and R14 can't
be changed retroactively.

3. Root cause analysis revealed turno-
ver in leadership allowed this require-
timeframe outlined in the regulation | ment to fall through the cracks. The HCD
or that the resident or family partici- | will ensure that upon admission all ser-
vice plans are activated and signed by
resident and/ or POA. Resident and/or
POA will receive a copy of service agree-
ment; this will be documented in the
1. 2/29/24 - R2 was admitted to the | Resident record.

4. ED or desighee will audit Resident
records daily x 3 weeks, weekly x3
weeks and monthly x 2 until compliance
is 100%. Audit results will be reported
to the QA Committee.

- ‘
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completed on 3/26/24, approxi-
mately one month after admission.
There was na evidence a copy was
given to the resident/family.

3.2/29/24 - R6 was admitted to the
facility. The first SA in evidence was
completed 3/15/24, approximately
two weeks after admission. The SA
was not signed by the resident/fam-
ily and there was no evidence a
copy was given to the resident/fam-

ily.

4, 3/17/24 - R7 was admitted to the
facility. The first SA in evidence was
completed 4/12/24. The SA was not
signed by the resident/family and
there was no evidence a copy was
given to the resident/family.

5.2/16/24 - R8 was admitted to the
facility. The SA was completed on
2/19/24, three days after admission.
The SA was not signed by the resi-
dent/family and there was no evi-
dence a copy was given to the resi-
dent/family.

6. 8/8/23 - R11 was admitted to the
facility. The SA was completed on
8/8/23. The SA was not signed by
the resident/family and there was
no evidence a copy was given to the
resident/family.

7.11/30/23 - R12 was admitted to
the facility. The first SA in evidence
was completed on 1/29/24, approxi-
mately two months after admission. |

7 Ve
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4/8/24, approximately five days af-
ter admission. There was no evi-
dence a copy was given to the resi-
dent/family.

9. 5/15/24 - R14 was admitted to
the facility. The first SA in evidence
was completed on 6/23/24, over
one month after admission. The SA
was not signed by the resident/fam-
ily and there was no evidence a
copy was given to the resident/fam-

ily.

7/8/24 — Per interview with E2
(HCD) at approximately 4:00 PM, E2
confirmed the SAs were not com-
pleted within the regulation
timeframe or signatures in evi-
dence. E2 stated a copy of the as-
sessment was not given to the resi-
dent/family.

7/8/24 - Findings were reviewed
with €1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

The resident’s personal attending
physician(s) shall be identified in
the service agreement by name,
address, and telephone number.

This requirement was not met as ev-
idenced by:

SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES DATE
| 3225.16.0 There was no evidence a copy was
given to the resident/family.
3225.16.2 8.4/3/24 - R13 was admitted to the
S/S-E facility. The SA was completed on
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Based on record review, interview
and review of other facility docu-
mentation, it was determined that
for seventeen (R1, R2, R3, R4, R5,
R6, R7, R8, R9, R10, R11, R12, R13,
R14, R15, R16, and R17) out of sev-
enteen sampled residents, the facil-
ity failed to provide evidence that
the service agreement contained
the resident’s personal Attending
Physician(s) name, address and tele-
phone number. Findings include:

1.7/11/22 — R1 was admitted to the
facility. The service agreement com-
pleted on 6/26/24 did not contain
the Attending Physician’s infor-
mation.

2. 2/29/24 — R2 was admitted to the
facility. The service agreement com-
pleted on 4/2/24 did not contain
the Attending Physician’s infor-
mation.

3.11/15/23 — R3 was admitted to
the facility. The service agreement
completed on 3/5/24 did not con-
tain the Attending Physician’s infor-
mation.

4, 4/23/24 — R4 was admitted to the
facility. The service agreements
completed on 4/22/24 and 5/22/24
did not contain the Attending Physi-
cian’s information.

1. No residents were negatively im-
pacted by this deficient practice. R2 is

no longer in the Facility.

2. All Residents have the potential to be
negatively impacted by this deficient

practice.

3. Root cause analysis revealed Facility

leadership was not aware of the re-
quirement of Medical Provider name
and telephone number on the Service
Agreements. Medical Provider names
and numbers will be added to Service

Agreements for R1, R5, R6, R7, R9, R11,

R12, R13, R14, R15, R16, and R17.

4. ED or designee will audit service
plans for Medical Provider names and
contact information weekly x 2 weeks
and monthly x 2 months until compli-
ance is 100%. Audit results will be re-
ported to the QA Committee.

Completion date 10/04/2024
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5.3/2/24 - R5 was admitted to the
facility. The service agreement com-
pleted on 3/26/24 did not contain
the Attending Physician’s infor-
mation.

6. 2/29/24 — R6 was admitted to the
facility. The service agreements
completed on 4/15/24 and 3/15/24
did not contain the Attending Physi-
cian’s information.

7.3/17/24 - R7 was admitted to the
facility. The service agreement com-
pleted on 5/16/24 did not contain
the Attending Physician’s infor-
mation.

8. 2/16/24 — R8 was admitted to the
facility. The service agreement com-
pleted on 2/19/24 did not contain
the Attending Physician’s infor-
mation,

9.4/11/23 — R9 was admitted to the
facility. The service agreement com-
pleted on 1/5/24 did not contain
the Attending Physician’s infor-
mation.

10. 1/16/23 — R10 was admitted to
the facility. The service agreements
completed on 5/16/24 and 2/7/24
did not contain the Attending Physi-
cian’s information.

11. 8/8/24 — R11 was admitted to
the facility. The service agreement

r
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tompleted on 2/5/24 did not con-
tain the Attending Physician’s infor-
mation.

12.11/30/23 - R12 was admitted to
the facility. The service agreements
completed on 4/18/24 and 1/29/24
did not contain the Attending Physi-
cian’s information.

13. 3/30/24 — R13 was admitted to
the facility. The service agreement
completed on 4/8/24 did not con-
tain the Attending Physician’s infor-
mation.

14.5/15/24 ~ R14 was admitted to
the facility. The service agreement
completed on 6/23/24 did not con-
tain the Attending Physician’s infor-
mation.

15. 5/31/24 — R15 was admitted to
the facility. The service agreement
completed on 1/26/24 did not con-
tain the Attending Physician’s infor-
mation.

16, 5/24/23 — R16 was admitted to
the facility. The service agreement
completed on 6/19/24 did not con-
tain the Attending Physician’s infor-
mation.

3225.18.0
17.5/22/23 - R17 was admitted to

the facility. The service agreement
completed on 12/11/23 did not con-
tain the Attending Physician’s infor-
mation.

3225.18.1
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=

3225.18.2
S/S-E

3225.18.4
S/S-E

| mentation - RN i

7/8/24 - Per interview with E1 (ED)
at approximately 4:00 PM, E1 con-
firmed the SA forms do not contain
the Physician’s information.

7/8/24 - Findings were reviewed
with E1, E2 (HCD) and E3 (MCD) at
the exit conference, beginning at
approximately 4:10 PM.

Staffing

A staff of persons sufficient in num-
ber and adequately trained, certi-
fied or licensed to meet the re-
quirements of the residents shall
be employed and shall comply with
applicable state laws and regula-
tions.

Delaware State Board of Nursing -
RN, LPN and NA/UAP Duties 2023
... Post Fall Assessment & Docu-

This requirement was not met as ev-
idenced by:

Based on record review, interview
and review of other facility and
State documentation, it was deter-
mined that for six (R2, R6, R7, R10,
R14 and R15) out of seventeen sam-
pled residents, an LPN, not an RN as
required by the Delaware State reg-
ulation of the Board of Nursing
Scope of Practice, completed a resi-
dent’s post fall assessment. For R2,
this resulted in a delay in care. Find-

| ings include: !

o
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Chapter 11, Sub-chapter IlI

1.2/29/24 — R2 was admitted to the

PM, R2 was found kneeling on the
floor by the doorway. The post fall
assessment was completed by E4

On 4/9/24 at approximately 2:07

called. E2 (RN-HCD) made an entry
into the EMR on 4/9/24 at 2:41 PM,
that R2’s “posterior head injury af-
ter the fall was assessed under 24
hours after the fall.”

5/27/24 - Per State Agency report-
ing system and a telephone inter-
view with F1 (son) on 7/1/24 at ap-
proximately 11:00 AM, R2 sustained
a fall at approximately noon.

5/27/24 - Review of the incident re-
port documented, the post-fall as-
sessment was completed by E21

Cross refer: 16 Delaware Code, 1. No residents were negatively im-
pacted by this deficient practice.

facility. 2. All residents have the potential to be
negatively impacted by this deficient

On 4/9/24 at approximately 3:36 practice.

Delaware State regulation of the sessment in the State of Delaware. All
Board of Nursing Scope of Practice. | post fall assessments will be completed
by the HCD.

AM, R2 sustained an unwitnessed 4. The ED will review all post-fall assess-
fall. Per the nursing entry into the ments to ensure completion by an RN.
EMR system, the post fall assess- Falls to be discussed during morning
ment was completed by E22 (LPN), | stand-up. An audit of post-fall assess-
not an RN as required by the Dela- ments to be completed weekly x 3
ware State regulation of the Board weeks and monthly x 2 months until
of Nursing Scope of Practice. £22 compliance is 100%. All audit results to

noted that R2 refused to have 911 be shared with the QA Committee.

(LPN), notan RN as required by the |

Provider's Signature @c ;‘?ﬁ&‘»—'
/

|
3. Root cause analysis revealed leader- |
ship was not aware of the requirement r
(LPN), not an RN as required by the | for an RN to complete the post-fall as- "
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]

' Delaware State regulation of the
Board of Nursing Scope of Practice.
E2 (RN-HCD) signed the incident re-
port as reviewed but did not date or
time the review.

The facility failed to provide evi-
dence of nursing notes of the fall in
3225,19.0 the EMR system between 4/23/24
and 5/31/24, E2 (RN-HCD) signed
3225.19.6 the incident report as reviewed but
did not date or time the review.

2.2/29/24 - R6 was admitted to the
facility. Per EMR entry by E22 (LPN)
sustained a fall on 4/25/24 at ap-
3225.19,7 proximately 2:00 AM. The post fall
assessment was completed by E22
3225.19.7.7.2 | {LPN), not an RN as required by the
§/5-D Defaware State regulation of the
Board of Nursing Scope of Practice.

3.3/17/24 - R7 was admitted to the
facility in the MC unit. Per EMR en-
try by E4 (LPN), R7 was found on the
floor at approximately 3:00 PM. The
post fall assessment was completed
by E4 (LPN), not an RN as required
by the Delaware State regulation of
the Board of Nursing Scope of Prac-
tice.

4,1/16/23 - R10 was admitted to
the facility in the MC unit. Per the
EMR entry by E4 (LPN}, R10 was
found on the floor at approximately
9:15 AM, The post fall assessment
was completed by E4 (LPN), not an
RN as required by the Delaware

7 ' *
e o 4 :
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State regulation of the Board of
Nursing Scope of Practice.

On 5/2/24 at approximately 6:30
PM, R10 sustained a fall and was
found on the floor in a fetal posi-
tion. The post fall assessment was
completed by E3 (LPN), not an RN as
required by the Delaware State reg-
ulation of the Board of Nursing
Scope of Practice.

5.5/15/24 - R14 was admitted to
the facility in the MC unit. Per the
EMR entry by E21 (LPN) on 6/2/24,
R14 was found on the floor at ap-
16 Delaware | proximately 11:30 AM. The post fall

Code, Chap- | assessment was completed by E21 :
ter 11, Sub- (LPN), not an RN as required by the
chapter Il Delaware State regulation of the
§/5-G Board of Nursing Scope of Practice,

On 6/27/24 at approximately 6:10
PM, R14 was found on the floor by
E23 (LPN). The post fall assessment
was completed by E21 (LPN), not an
RN as required by the Delaware
State regulation of the Board of
Nursing Scope of Practice.

6.5/31/23 — R15 was admitted to
the facility. Per the EMR entry by
E22 (LPN) on 2/13/24, R15 was
found on the floor at approximately
1:30 PM. The post fall assessment
was completed by E22 (LPN), not an
RN as required by the Delaware
State regulation of the Board of
Nursing Scope of Practice,

Tite_E~eatnl fpfe—  Date d‘?«(/ﬁ%
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PM, E22 (LPN) noted in the EMR
that R15 was found on the floor,”
The post fall assessment was com-
pleted by E22 (LPN), not an RN as
required by the Delaware State reg-
ulation of the Board of Nursing
Scope of Practice.

|rm_ ~ Jon 6_/8/24 at approximately 11:54
l
|

On 7/4/24 at approximately 5:00
AM, E15 (LPN) noted R15 sustained
an unwitnessed fall. The post fall as-
sessment was completed by E15
(LPN), not an RN as required by the
Delaware State regulation of the
Board of Nursing Scope of Practice.

7/8/24 - Per interview with E3 (LPN,

MCD) at approximately 4:00 PM, E3

confirmed that the LPN will perform
post-fall assessments. Both E2 (HCD)
and E3 stated they were unaware of
the Scope of Practice.

7/8/24 - Findings were reviewed
with E1 (ED), £2 and E3 at the exit
conference, beginning at approxi-
mately 4:10 PM.

Emergency Preparedness

Nursing facilities shall comply with
the rules and regulations adopted
and enforced by the State Fire Pre-
vention Commission or the munici-
pality with jurisdiction.

S—— — e ———— [
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Regular fire drills shall be held at
least quarterly on each shift. Writ-
ten records shall be kept of attend-
ance at such drills.

This requirement was not met as ev-
idenced by:

Based on interview and review of
other facility documentation, it was
determined that the facility failed to
provide written records of attend-
ance during the conducted fire
drills. Findings include:

The facility had evidence of a fire
drill was conducted by E24 (former
Director of Maintenance) on
3/19/24 at 8:00 AM on the 1st floor
with both nursing staff and resident
participation, however there was
not a written record of who at-
tended the drill.

The facility had evidence of a fire
drill was conducted by E24 (former
Director of Maintenance) on
4/24/24 at 7:43 PM on the 2nd floor
with both nursing staff and resident
participation, however there was
not a written record of who at-
tended the drill.

7/3/24 - Per interview with E1 (ED)
at approximately 11:20 AM, E1 con-
firmed sign in sheets for these drills
was unavailable.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the

1. No residents were negatively im-
pacted by this deficient practice.

2. All residents have the potential to be
negatively impacted by this deficient
practice.

3. Root cause analysis revealed due to
frequent leadership changes records
were not maintained. The current Exec-
utive Director will provide education to
the Director of Maintenance concerning
the requirements for fire drills and
emergency preparedness training. The
Director of Maintenance will conduct
fire drills and emergency preparedness
training as per regulation and document
staff participation. Copies of this docu-
mentation will be kept in a binder for
management access.

4. The ED will review all fire drill and
emergency preparedness training docu-
mentation to ensure compliance. An au-
dit of drill documentation to be com-
pleted monthly x 3 months until compli-
ance is 100%. All audit results to be
shared with the QA Committee.

Completion date 10/04/2024
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——

exit conference, beginngr:g at ap-
proximately 4:10 PM.

The staff on all shifts shall be i
trained on emergency and evacua- | 1. No residents were negatively im-
tion plans. Evacuation routes shall | pacted by this deficient practice. £14
, be posted in a conspicuous place at | and E15 are no longer employed by the
' each nursing station. Facility. E10 and E13 have completed
emergency preparedness training.

This requirement was not met as ev-

idenced by: 2. All residents have the potential to be
negatively impacted by this deficient
Based on interview and review of practice.

other facility documentation, it was
determined that four (E10, E13, E14 | 3. Root cause analysis revealed due to
and E15) out of six employees’ train- | frequent leadership changes records
ing record review, the facility failed | were not maintained. The current Exec-
to provide Emergency Preparedness | utive Director will provide education to
education. Findings include; the Director of Maintenance concerning
the requirements for fire drills and
1.2/9/22 — E10 (LPN) was hired. The | emergency preparedness training. The
facility had no Emergency Prepared- | Director of Maintenance will conduct
ness training in evidence. fire drills and emergency preparedness
training as per regulation and document
2.8/13/22 - E13 (CNA) was hired. staff participation. Copies of this docu-
The facility had no Emergency Pre- mentation will be kept in a binder for | Completion date 10/04/2024
paredness training in evidence, management access.

3.1/15/24 - E14 (CNA) was hired. 4. The ED will review all fire drill and
The facility had no Emergency Pre- | emergency preparedness training docu-
paredness training in evidence. mentation to ensure compliance. An au-
dit of drill documentation to be com-
4.5/8/24 — E15 (LPN) was hired. The | pleted monthly x 3 months until compli-
facility had noc Emergency Prepared- | ance is 100. All audit results to be shared
ness training in evidence. with the QA Committee.

7/2/24 - Per interview with E1 (ED)
at approximately 10:00 AM, E1 con-
firmed that records for most em-
ployees were not accessible. E1

Provider's Signature "//4474(4’ o Title é‘ﬁn/fm‘/ Litdin Date C{-Ag/éy”




DELAWARE HEALTH
AND SOCIAL SERVICES

Division of Health Care Quality
Office of Long-Term Care Residents Protaction

NAME OF FACILITY: AL-Harmony at Kent

DHSS - DHCQ
Cambridge Building
263 Chapman Road Suite 200
Newark, DE 13702
(302) 421-7400

STATE SURVEY REPORT
Page 36 of 41

DATE SURVEY COMPLETED: July 8, 2024

SECTION

STATEMENT OF DEFICIENCIES
SPECIFIC DEFICIENCIES

ADMINISTRATOR’S PLAN FOR | COMPLETION
CORRECTION OF DEFICIENCIES DATE

stated there was no “turn-over” of
information from the previous ad-
ministrative staff to the current
staff.

The facility had evidence a disaster
drill was conducted in the facility by
E24 (former Director of Mainte-
nance) on 3/19/24 at 11:00 PM on
the 2™ floor and nursing staff partic-
ipated, however there was not a
written record of who attended the
drill.

7/3/24 - Per interview with E1 (ED)
at approximately 11:20 AM, E1 con-
firmed sign in sheets for this drill
was unavailable.

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

Records and Reports

Reportable incidents shall be re-
ported immediately, which shall be
within 8 hours of the occurrence of
the incident, to the Division. The
method of reporting shall be as di-
rected by the Division,

Reportable incidents include:

Injury from a fall which results in
transfer to an acute care facility for
treatment or evaluation or which
requires periodic reassessment of

Title _ recsfii h
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the resident’s clinical status by fa-
cility professional staff for up to 48
hours.

This requirement was not met as ev-
idenced by:

Based on record review, interview
and review of other facility docu-
mentation, it was determined that
for one {R2) out of seventeen sam-
pled residents, the facility failed to
report a fall that required periodic
reassessment of the resident’s clini-
cal status. Findings include:

2/29/24 — R2 was admitted to the
facility.

On 4/9/24 R2 sustained an unwit-
nessed fall at approximately 2:07
AM. Per the EMR entry by E22 (LPN)
a 1.5 ¢cm injury to the back of the
head and an abrasion to her right
knee was noted. R2 refused to have
911 called. Nursing staff instituted
neuro checks for R2. The facility
failed to report a fall that required
periodic reassessment of the R2’s
clinical status post fall.

7/8/24 - Per interview with £2 (HCD)
at approximately 4:00 PM, E2 con-
firmed this fall needing periodic re-
assessments was not reported to
the State,

7/8/24 - Findings were reviewed
with E1 (ED), E2 and E3 (MCD) at the
exit conference, beginning at ap-
proximately 4:10 PM.

1. No residents were negatively im-
pacted by this deficient practice.

2. All residents have the potential to be
negatively impacted by this deficient
practice.

3. Root cause analysis revealed lack of
education regarding the requirements
for state reportable, The HCD will edu-
cate all nurses on Facility protocol for
state reportable. HCD or designee will
ensure all falls with injury are reported
timely to the state reportable system.

4. The ED will add falls to the morning
stand up meeting. ED will receive copies
of all reportable incidents to ensure
proper, timely state notification was
made. Anaudit of state reportable to be
conducted weekly x 3 weeks, monthly x
2 months until compliance is 100%. All
audit results to be shared with the QA
Committee.

Completion date 10/04/2024
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Abuse, Neglect, Mistreatment, Fi-
nancial Exploitation, or Medication
Diversion of Patients or Residents.
(81 Del. Laws, c. 206, § 31; 83 Del.
Laws, c. 22, § 1.)

12) “Neglect” means the failure to
provide goods and services neces-
sary to avoid physical harm, mental
anguish, or mental illness. Neglect
includes all of the following:

a. Lack of attention to physical
needs of the patient or resident in-
cluding toileting, bathing, meals,
and safety.

This requirement was not met as ev-
idenced by:

Based on record review, interview
and review of other facility docu-
mentation, it was determined that
for one (R2) out of seventeen sam-
pled residents, the facility failed to
provide appropriate assessment of a
resident after a fall which resulted
in a delay in medical care. Findings
include:

2/29/24 — R2 was admitted to the
facility.

On 4/9/24 at approximately 3:36
PM, R2 was found kneeling on the
floor by the doorway. The post fall
assessment was completed by E4
(LPN), not an RN as required by the
Delaware State regulation of the
Board of Nursing Scope of Practice.
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On 4/9/24 at approximately 2:07
AM, R2 sustained an unwitnessed
fall. Per the nursing entry into the
EMR system, the post fall assess-
ment was completed by E22 (LPN),
notan RN as required by the Dela-
ware State regulation of the Board
of Nursing Scope of Practice. £22
noted that R2 refysed to have 911
called. £2 (RN-HCD) made an entry
into the EMR on 4/9/24 at 2:41 PMm,
that R2’s “posterior head injury af-
ter the fall was assessed under 24
hours after the fall.”

5/27/24 - Per State Agency report-
ing system and a telephone inter-
view with F1 (son) on 7/1/24 at ap-
proximately 11:00 AM, R2 sustained
a fall at approximately noon.

5/27/24 - Review of the incident re-
port documented, the post-fall as-
sessment was completed by £21
(LPN), not an RN as required by the
Delaware State regulation of the
Board of Nursing Scope of Practice.

| E2 (RN-HCD) signed the incident re-
port as reviewed but did not date or
time the review.

The facility failed to provide evi-
dence of nursing notes in the EMR
system between 4/23/24 after a fall
and 5/31/24 when the family transi-
tioned R2 out of the facility. The
Surveyor found no evidence that a
Physician was notified of the
L |spipata.

@w Bl -

Provider's Signature

STATE SURVEY REPORT
Page 39 of 41

DATE SURVEY COMPLETED: July 8, 2024

| ADMINISTRATOR'S PLAN FOR [ COMPLETION
CORRECTION OF DEFICIENCIES | DATE

1. No residents were negatively im«J
| pacted by this deficient practice. R2 has
| been discharged from the Facitity.

2. All residents have the potential to be
negatively impacted by this deficient
practice,

3. Root cause analysis revealed leader-
ship was not aware of the requirement
for an RN to complete the post-fall as-
sessment in the State of Delaware. All
post fall assessments will be completed
by the HCD. The HCD will ensure all as-
sessments are dated and time-stamped.
HCD will provide education to nursing
staff on the requirements of proper
EMR documentation (physician notifica-
tion, signing/dating of notes and RN
post-fall assessments).

4. The ED will review all post-fall assess-
ments to ensure completion by an RN
and appropriate documentation in the

Completion date 10/04/2024

EMR. An audit of post-fall assessments
and documentation to be completed
weekly x 3 weeks and monthly x 2
months ta until compliance is 100%. All
audit results to be shared with the QA
Committee,
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per telephone interview with F1 on
7/1/24 F1 stated that R2’'s “behav-
iors changed drastically after the fall
as she was no longer able to walk
herself, sit up by herself, cannot
stay awake, and has been very le-
thargic.” The Surveyor was unable
to verify if achange in R2's condi-
tion occurred after the fall due to
the lack of data entry by staff into
the facility’s EMR systems. There
was no evidence of a Physician’s
progress note regarding the fall in
the chart.

F1 stated he moved R2to a facility
in a closer locale on 5/31/24. Fi
stated that the receiving facility's
assessment resulted in a transfer to
the ER. The examination and x-ray
reports from that facility on 6/1/24-
revealed right lateral 5th. 7t rib frac-
tures and a probable acute T12 ver-
tebral body fracture with a 6 mm
midportion. Additional L2 vertebral
body compression fracture was evi-
dent but age indeterminant.

The facility failed to provide appro-
priate assessment of a resident after
a fall which resulted ina delay in
medical care.
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