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***REVISED STATE SURVEY REPORT***

An unannounced Annual and Complaint
Survey was conducted at this facility from
August 30, 2023, through September 8,
2023. The deficiencies contained in this re-
port are based on interview, record review
and review of other facility documentation
as indicated. The facility census on the first
day of the survey was twenty-nine (29).
The survey sample totaled eleven (11) resi-
dents.

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

ASC -Administrative Services Coordinator;
Cms (centimeters) - a metric unit of length,
equal to ane hundredth of a meter;

Contract - a legally binding agreement
made between parties involved in a trans-
action for the exchange of goods or set-
vices;

Contusion - a region of injured tissue or
skin in which blood capillaries have been
ruptured; a bruise;

DelVAX - Delaware’s state immunization
registry and serves as a database that con-
tains the immunization records of Dela-
. |wareresidents; R e ——— e b S U

L e I _ e = e i TR

——{-Distal~situated-away from-the-point-of at-— i e | B
tachment or origin or a central point;

ED - Executive Director;

EMR — Electronic medical record;

__FSC@,Services Coordinator;

Provider's Signature W/VVX Title EXCOLA Ve Divvefoll Date H!l'”93

L




DHSS - DHCQ

DELAWARE HEALTH 263 Chapman Road, Ste 200, Cambridge Bldg.
Newark, Delaware 19702

AND SOCIAL SERVICES (302) 421-7400

Division of Health Care Quality

Office of Long-Term Care REVISED STATE SURVEY REPORT

Residents Protection
Page 2 of 40
NAME OF FACILITY: Arden Courts DATE SURVEY GOMPLETED: September 8, 2023
STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES DATE

Hematoma - a solid swelling of clotted
blood within the tissues;
HR — Human Resources;

LPN — Licensed Practical Nurse;
MC — Memory Care;

Metacarpal - the long bones within the
hand that are connected to the wrist bones
and the finger bones;

Metaphysis - the wide portions of long
hones and the regions of the bone whgre
growth occurs;

NP — Nurse Practitioner;

Paravertebral - adjacent to a vertebra or
the vertebral column;

Periorhital - refers to something related to
or surrounding the orbit of the eye;

POA — Power of Attorney;

Resident Assessment — evaluation of a res-
ident’s physical, medical, and psychosocial
status as documented in a Uniform Assess-
ment Instrument (UAl), by a Registered
Nurse;

RC ~ Resident Caregiver;

RSC - Resident Services Coordinator;

SA (Service Agreement) - allows both par-
ties involved ({the resident and the assisted

living facility) to understand the types of
care and services the assisted living pro-
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T

| vides. These include lodging, board, house-
keeping, personal care, and supervision
services;

UAI (Uniform Assessment Instrument) - a
document setting forth standardized crite-
ria developed by the Division to assess each
resident’s functional, cognitive, physical,
medical, and psychosocial needs and sta-
tus. The assisted living facility shall be re-
guired to use the UAIl to evaluate each res-
ident on both aninitial and ongoing basis in
accordance with these regulations.

12/8/23

3225.0 Assisted Living Facilities Assisted Living Facilities

3225.0/3225.7.0/3225.7.1/3225.7.2/3225.7.3/32
25.7.35

3225.7.0 Specialized Care for Memory Impairment

3225.7.1 Any assisted living facility which offers to
provide specialized care for residents with
memory impairment shall be required to
disclose its policies and procedures which
describe the form of care or treatment
provided, in addition to that care and

A, No residents/individuals were impacted
by this deficient practice pursuant to reg-
ulation 3225.7.0 providing specialized
care for memory impairment.

treatment required by the rules and regu- | B. The facility has taken corrective action to
lations herein, ensure each category outlined in the defi-
cient practice is in substantial compliance
3225.7.2 Said disclosure shall be made to the De- with the state-required rules and regula-
partment and to any person seeking spe- tions. All residents have the
cialized care for memory impairment in an potential to be affected by this deficient
assisted living facility. practice. All residents will be protected
v by taking corrective action(s) outlined in
3225.7.3 The information disclosed shall explain

the additional care that Is provided in each he

| of the following areas:

3225.7.3.5 Staffing Plan & Training Policies: staffing Pleats, O RtE oI, SO FERUTAT IS ERvice
plan, orientation, and regular in-service education for specialized care. The facil-
education for specialized care; ity will implement this deficient practice
in marketing-materials with a signature
This requirement was not met as evi- page for the POA/Family to sign with
denced by: signature page at the time of admission
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Based on policy review, interview, and re- specific to the operations and provision
view of other facility documentation, it was of care to the memory-impaired Resident.
determined that the facility lacked some
specific MC policy and procedures pursu- | p, The MCA/Designee will monitor market-
ant to the Memory Impaired resident. Find- ing materials with a signature page/ac-
IngAnCltdes knowledgment of receipt. This will be re-
iewed for 4 k k
9/7/23 — Facility Policy and Procedure man- wew:h, i t'lv‘;.e()%‘; O T.very wez
uals, marketing materials and Resident M N L GO g negandpne;
Agreement packets were reviewed. There portany findings to the QAPI meeting
was evidence of some specific MC Infor-
mation, however the above referenced
regulation 7.3.5 staffing plan and training
policies of the staff were not in evidence.
9/7/23 - Per interview with E1 (ED) at ap-
proximately 3:30 PM, E1 confirmed this el-
ement of memory care staffing and training
were not included in the preadmission or
admission packets. E1 stated she discusses
this information when interviewing fami-
lies prior to admission.
9/8/23 - Findings were reviewed with E1
and E2 (RSC) at the exit conference, begin-
ning at approximately 10:30 AM. Physical Environment 12/8/23
3225.7.3.6 Physical Environment: the physical envi- | 3225.7.3.6
ronment and design features, including
A. R1 alarm did not function properly door

security systems, appropriate to support
the functioning of adults with memory im-
pairment;

This requirement was not met as evi-
denced by:

Based on policy review, interview, tour of
the facility and review of other facility doc-
umentation, it was determined that the fa-
cility lacked safety and security policy and
procedures pursuant to the Memory Im-
paired resident. Findings include:

prompt was opened by staff — the lock
was changed, and the door alarm was re-
paired — see attached — Exhibit A and B.
This was fully investigated by the state
with documentation on what was done.

B. All residents could be potentially affected
by this deficient

C. System changed alarm on door repaired.
Sign-on door is visible to staff. Staff edu-
cation on exit door and door safety, the
physical environment to support the
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8/4/23 ~ R1 was reported being found by
staff at the neighboring facility on the cam-
pus. The Arden Courts staff returned R1 to
his room and R1 was found to have a skin
tear to his left knee and thigh and some dis-

coloration around his right eye. Reported |
camera footage revealed R1 exited the |
buitding at about 9:10 PM and was discov- |

ered by the other facility staff at about 9:30
PM. R1's EMR indicated he exhibited con-
sistent exit seeking behaviors. His room
was located near the door that was left
propped open.

8/30/23 — Per review of the facility policy
and procedures titled Safety and Security
of Residents, page one, section 2 states:

2. RESIDENT/MONITORING/SECURITY
DEVICES

A. Exit doors are secured and linked to the
community’s security system using elec-
tromagnetic door locked connected to
coded keypads and alarm systems, de-
layed egress, and window securement de-
vices. The security objectives of the sys-
tem include:

* Provides continuous (24 Hour/Day)
monitoring of high-risk areas

* Provides controlled access to exits and
doors directly in the path between the

functioning of adults with memory im-
pairment

The BSC will document system tests hy in-
spection and testing of the security sys-
tem. This review should be completed
weekly for the next month until 100%
compliance and any findings reported to
QAPI

| community interior and exterior on other

| hazardous locations within the commu-

nity.

* Provides immediate audible and visual
indication when the system has been acti-
vated and identified the specific point of
activity.

LProvider’s Signature

Title

Date




DELAWARE HEALTH
AND SOCIAL SERVICES

Division of Health Care Quality

Office of Long-Term Care
Residents Protaction

NAME OF FACILITY: Arden Courts

DHSS - DHCQ
263 Chapman Road, Ste 200, Cambridge Bldg.
Newark, Delaware 19702
(302) 421-7400

REVISED STATE SURVEY REPORT

Page 6 of 40

DATE SURVEY COMPLETED: September 8, 2023

SECTION

STATEMENT OF DEFICIENCIES
SPECIFIC DEFICIENCIES

System activation indicators {i.e. alarms)
must be distinguishable during peak pe-
riod of community activity.

System activation (audible and/or visual)
must be distinct from other community
alarm system indicators, provide continu-
ous activation until a formal reset process
is performed.

Incorporates a rest procedure that re-
quires manual rest at the point of activa-
tion (employee must enter code to reset
alarm at activated door),

Deters unauthorized or fandom system re-
leases/override.

Where allowed by state or local code, in-
corporates a better backup system and
emergency generator connection to en-
sure system operability during electrical
power outages, at a minimum, incorpo-
rates a battery backup system to ensure
system memory stays intact during power
outages (i.e. system retains override
code).

' 8/30/23 — Per review of the facility policy

and procedures titled Safety and Security
of Residents, page five, section 7B states:

B. Security Device Readiness

* The Building Services Coordinator {BSC)
is responsible for inspection and testing of
security systems. A documeted system
test should completed weekly.

The facility failed to provide evidence that
inspection and testing of security systems
and with documentation of such were
done weekly prior to this incident.

Provider’'s Signature
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3225.9.0

3225.9.5

3225.9.5.1

8/30/23 - During a tour of the facility with
E1 (ED) at approximately 10:30 AM, the
Surveyor was informed by E1 that the exte-
rior utility door alarm was not in working
order. R1 was able ta exit the building with-
out the door alarming. The inside door
teading into the utility area needing a key
to open, was left propped open by a staff
member. R1 was able to enter the propped
open door and exit the exterior door with-
out a working alarm to leave the facility. E1
stated the alarm was repaired and the lock
to the interior door was changed in which
the key to open was no longer available for
the staff to use. E1 stated she was not able
to confirm which staff propped the interior
door open and there was ho camera sur-
veillance in this area.

9/8/23 - Findings were reviewed with E1
and E2 (RSC) at the exit conference, begin-
ning at approximately 10:30 AM,

Infection Control

Requirements for tuberculosis and im-
munizations:

The facility shall have an file the results of
placed residents.

This requirement was not met as evi-
_denced by:

tuberculin testing performed on all newly |

ADMINISTRATOR’S PLAN FOR COMPLETION
CORRECTION OF DEFICIENCIES DATE
Infection Control 12/8/23

A.

3225.9.0/ 3225.9.5/ 3225.9.5.1

__ducted by the RSC/Designee to ensure all

ﬂasednnmedtca].t&mtdte_yl_em? interview, |

and review of other facility documentation,
it was determined that for seven (R2, R5,
R6, R7, R8, R10 and R11) out of eleven res-
idents surveyed, the facility lacked evi-
dence of a tuberculin test having been
completed prior to admission. Findings in-
clude:

Resident RS, R6, R8, R10, R11 is no longer
a resident of this facility. R7 and R2 cor-
rection action taken to administered 2-
step TB

All residents on admission have the po-
tential to not have a TB test done 30 days
prior to admission. An audit will be con-

—siomrarecompleted-—Al residents-could——

have the potential to be affected.

ED/Designee will in-service MCA/RSC/Li-
cense staff on the requirement for a resi-
dent to have receive‘d a TB test 30 days
prior to admission and place it on their
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3225.9.5.2

1. 3/3/22 — R2 was admitted to the facility.
The tuberculin test was administered on
3/3/22, once R2 was in the facility.

2.5/17/21 - R5 was admitted to the facility.
The facility lacked evidence that tuberculin
testing was done prior to admission.

3.9/23/21 - R6 was admitted to the facility.
The facility lacked evidence that tuberculin
testing was done prior to admission.

4., 8/8/19 - R7 was admitted to the facility.
The tuberculin test was completed on
8/10/19, after R7’s admission.

5.9/3/20 - R8 was admitted to the facility.
The tuberculin test was administered on
9/3/20, once R8 was in the facility.

6.2/17/22 - R10 was admitted to the facil-
ity. The facility lacked evidence that tuber-
culin testing was done prior to admission.

7.7/7/23 - R11 was admitted to the facility.
The facility lacked evidence that tuberculin
testing was done prior to admission.

9/8/23 —Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
tuberculin testing prior to admission.

9/8/23 - Findings were reviewed with E1
(ED) and E2 at the exit conference, begin-
ning at approximately 10:30 AM.

Minimum requirements for pre-employ-
ment require all employees to have a base
line two step tuberculin skin test {TST) or
single Interferon Gamma Release Assay
(IGRA or TB blood test) such as Quanti-
FERON, Any required subsequent testing

record and document in PCC when admit-
ted. Prior to admission the med. eval
form to be reviewed by the MCA/RSC.
The ED/designee will audit all new resi-
dent medical eval form weekly times four
monthly 2 times to ensure TB information
is present for all new admissions.

The ED/Designee will audit all new resi-
dent files to ensure that the TB test has
been completed per regulatory require-
ments weekly times three then monthly
until 100% compliance is achieved. Find-
ings will be reported monthly for 3
months to QAPI

Minimum requirement for pre-employment TB

3225.9.5.2

The facility has a 2-step TB for ali employ-
ees. Any required subsequent testing ac-
cording to risk

12/8/23
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CORRECTION OF DEFICIENCIES

| lacked evidence of a second step Tubercu- |
{_lin test heing completed. e

cordance with the recommendations of
the Centers for Disease Control and Pre-
vention of the U.S. Department of Health
and Human Services. Should the category | g
of risk change, which is determined by the
Division of Public Health, the facility shall
comply with the recommendations of the
Center for Disease Control for the appro-
priate risk category.

This requirement was not met as evi- | -
denced by:

Based on record review, interview, and re-
view of other facility documentation, it was
determined that for five (E2, E8, E9, E11
and E12) out of six employees surveyed,
the facility lacked evidence of a two-step
tuberculin test having been completed.
Findings include:

1.6/23/23 — E2 was hired. The first step Tu-
berculin test was done 6/9/23. The facility
lacked evidence of a second step Tubercu-
lin test being completed.

2.7/19/23 — E8 was hired, The first step Tu-
berculin test was done 3/15/23. The facility
facked evidence of a second step Tubercu-
lin test being completed.

3.5/20/19 ~ E9 was hired. The first step Tu-
berculin test was done 4/30/19. The facility

éafégory shall be in accordance with the
recommendation of regulatory require-
ments

No resident was affected by this practice.
All residents could be affected by this
practice. All current staff reviewed for
current TB results and being provided
with TB if not documented. Employee
health records will be documented

ASC/Designee will present all new hires to
the nursing department to begin the TB
process. The ED will re-educate
ASC/RSC/license staff on the TB process
which includes a second step for all new
hires for pre-employment requirements

As new employees’ complete orientation,
the “Employee general orientation pro-
gram checklist”, will be reviewed and
signed by the ED/designee indication
check off TB results present in the em-
ployee file before orientation com-
mences. The ED will report any findings
to QAPI

4. 3/23/00 - E11 was hired and then re-
hired on 9/12/22. There is no evidence of a
two-step tuberculin testing being com-
pleted.
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3225.9.6

5.6/15/21 — E12 was hired, There is no ev-
idence of a two-step tuberculin testing be-
ing completed.

9/7/23 - Per interview with E3 (ASC) at ap-
proximately 3:00 PM, E3 stated she was
new into the position was unable to locate
some of the employees file information.
9/8/23 - Findings were reviewed with E1
(ED) and E2 (RSC) at the exit conference,
beginning at approximately 10:30 AM.

The assisted living facility shall have on file
evidence of annual vaccination against in-
fluenza for all residents, as recommended
by the Immunization Practice Advisory
Committee of the Centers for Disease Con-
trol, unless medically contraindicated. All
residents who refuse to be vaccinated
against influenza must be fully informed
by the facility of the health risks involved,
The reason for the refusal shall be docu-
mented in the resident’s medical record.

This requirement was not met as evi-
denced by:

Based on record review, interview, and re-
view of other facility documentation, it was
determined that for three (R3, R7 and R8)
out of eleven residents sampled, the facil-
ity lacked evidence of an annual influenza
vaccination being administered or offered
and declined.,

1. 5/24/21 — R3 was admitted to the facil-
ity. The facility lacked evidence of a 2021
annual influenza vaccination having been
administered or offered and declined.

2. 8/8/19 - R7 was admitted to the facility.
The facility lacked evidence of any annual

Annual Vaccination - Resident 12/8/23
3225.9.6

A R3 and R8 are no longer at this facility.
R7 review, influenza pneumonia consent
declination to be reviewed, signed & and
offered. If selected & the desired influ-
enza order for pneumonia will be admin-
istered.

B. All current resident’s records are to be re
viewed, as well as the Delvax database.
Influenza/Pneumaonia consent/declina-
tion is to be reviewed, signed & and of-
fered if selected.

C. Residents would be affected by a change
in management and the transition from
paper to electronic admin records. The
vaccination consent/declination is to be
placed in PCC on RSC/ License staff edu-
cation to offer vaccination and documen-
tation in PCC tab. All are to be reviewed
by the nursing team.

D. New admission & and immunization
forms/PCC will be reviewed by the
RSC/designee prior to admission & and
during flu season. Report findings in
QAPI, and check deficient practices to
consistently meet 100% compliance

Provider's Signhature
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Based on interview, record review and re-
view of other facility documentation, it was
determined that for six (R3, R6, R7, R8, R10
and R11) out of eleven residents sampled,
the facility failed to provide evidence of the

SECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES DATE
influenza vaccination having been adminis- S
tered or offered and declined.

3. 9/3/20 — R8 was admitted to the facility.
The facility lacked evidence of a 2020 or
2021 annual influenza vaccination having
heen administered or offered and declined.
9/8/23 — Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
annual influenza vaccinations.

9/8/23 - Findings were reviewed with E1
(ED) and E2 at the exit conference, hegin-
ning at approximately 10:30 AM.

Vaccination — Pneumococcal pneumonia -Resi- 12/8/23

3225.9.7 The assisted living facility shall have on file | dents
evidence of vaccination against pneumo-
coccal pneumonia for all residents older 3225.9.7
than 65 years, or th?se who received the A Resident R3, R6, R8, R10 & R11 are no
pneumeococcal vaccine before they be- . - .

longer a resident of the facility. Resident
came 65 years and 5 years have elapsed, ) .
and as recommended by the Immuniza- R TigviewediaylRS@inoinegativalorit=
tion Practice Advisory Committee of the comes were identified.
Centers for I‘)iSn'ease Control, u.nless medi- | 5 MCA/RSC to view the UAI assessment or
cally contra:ndnca.ted. All residents who el ToT Evid et
refuse to be vaccinated against pneumo- . !
\ pneumococcal pneumonia vaccine upon
coccal pneumania must be fully informed o .
by the facility of the health risks involved. admission for residents older than 65
The reason for the refusal shall be docu- years of age and Syears have elapsed.
mented in the resident’s medical record. Residents who refuse and will be affected
the documentation will be entered into
- ‘This requirement was not met as evi- PCC for review.
: ._d—e—n—c.eg_tﬂ— st WN%%;.efwmme%mm - £ meé'}ﬁﬁ"wa‘iuﬂtfeﬂ‘ = S ——— Pa——

~ for pneumococcal pneumonia vaccine I
prior to admission, audit for compliance |
per state guidelines & CDC recommenda-
tions. As far as immunization is con-
cerned education for the resident is eligi-

ble to.
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| vaccination against pneumococcal pneu- | D. The ED/Designee will audit resident ad-

monia or a vaccination declination. Find-
ings include:

1.5/24/21 — R3 was admitted to the facil-
ity. The facility lacked evidence of a pneu-
mococcal vaccination or of a declination of
such.

2.9/23/21 - R6 was admitted to the facility.
The facility lacked evidence of a pneumo-
coccal vaccination or of a declination of
such,

3. 8/8/19 - R7 was admitted to the facility.
The facility lacked evidence of a pneumo-
coccal vaccination or of a declination of
such.

4. 9/3/20— R8 was admitted to the facility.
The facility lacked evidence of a pneumo-
coccal vaccination or of a declination of
such.

5. 2/17/22 - R10 was admitted to the facil-
ity. The facility lacked evidence of a pneu-
mococcal vaccination or of a declination of
such.

6.7/7/23 - R11 was admitted to the facility.
The facility lacked evidence of a pneumo-
coccal vaccination or of a declination of
such.

9/8/23 ~ Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
pneumococcal vaccination or a declination
of such. R2 stated she does not have access
to DelVAX but will request it.

mission files weekly x 4 weeks, then 2x
per month x 2 months. The audit will be
ongoing until 100% compliance of all resi-
dents is met. Then we will audit periodi-
cally at the facility's discretion,.

Provider's Signature

Title

Date
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pleted 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 ser-
vices and fees upon completion of the as-
sessment,

This requirement was not met as evi-
denced by:

Based on record review, interview, and re-
view of other facility documentation, it was
determined that for ten (R1, R2, R3, R4, R5,
R6, R7, R8, R10 and R11} out of eleven res-
idents sampled, the facility obtained a
signed contract prior to the service agree-
ment being executed. Findings include:

1.2/28/23 - R1 was admitted to the facility.
The initial UAI was dated on 3/1/23 and the
service agreement was dated on 3/14/23.
The contract was initiated on 2/28/23 and
signed on 3/1/23 prior to the assessment
or service agreement being completed and
executed.

1.2.3/3/22 - R2 was admitted To the facility. |

[ ) STATEMENT OF DEFICIENCIES “ADMINISTRATOR’'S PLAN FOR COMPLETION |
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES | DATE
3225.10.0 9/8/23 - Findings were reviewed with E1

(ED) and E2 at the exit conference, begin-
3225.10.10 ning at approximately 10:30 AM.
12/8/23
Cantracts
Contracts
3225.10.10
No contract shall be signed before a full
assessment of the resident has been com- | A R3, R4, R5, R6, R8, R10, and R11 are no

longer residents of this facility. R1, R2,
and R7, no corrective action can be taken |
on the service agreement being com-
pleted after the facility contract was
sighed.

B. All residents have the potential to be af-
fected by this deficient practice. All resi-
dents will be protected by taking correc-
tive action(s) outlined in #C

(o} ED/designee will provide education re-
lated to regulation 3225.10.10. The
RSC/Designee will review alt resident
medical records to ensure that the UAl is
completed in its entirety and the service
agreement/plan executed prior to the
MCA/Designee initiating a contract/resi-
dent agreement

D. ED/Designee will audit all potential resi-
dent assessment and service agreements
on a continuous hasis to ensure 100%
compliance regarding completion prior to
contract initiation. Based on audit find-
ings, the ED will be res'ponsible(f_o_r direct-

-ing-corrective actionsawhich will include.

| The initial UAI was date on3/2/22andthe | : £ AR
The initi l d 2z2andthe . -educationand-progressive-discipline-te-

service agreement was not in evidence.
The contract was signed on 2/28/23 prior
to the assessments being completed and
executed.

3. 5/24/21 - R3 was admitted to the facil-
ity. The initial UAI was dated on 5/17/21

ensure ongoing compliance

Provider's Signature

Title Date
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SECTION

STATEMENT OF DEFICIENCIES
SPECIFIC DEFICIENCIES

and the service agreement was completed
on 5/22/21, The contract was signed on
5/18/21 prior to the service agreement be-
ing completed and executed.

4.12/29/14 — R4 was admitted to the facil-
ity. The initial UAI was not in evidence and
the service agreement was completed on
12/30/14. The contract was initiated on
12/19/14 and signed on 12/24/14 prior to
the assessments being completed and exe-
cuted.

5. 5/17/21 — R5 was admitted to the facil-
ity. The initial UAI and the service agree-
ment were not in evidence. The contract
was signed on 5/12/21 prior to the assess-
ments being completed and executed.

6. 9/23/21 — R6 was admitted to the facil-
ity. The initial UAI was not in evidence and
the service agreement was completed on
9/22/21. The contract was signed on
9/21/21 prior to the assessments being
completed and executed.

7. 8/8/19 — R7 was admitted to the facility.
The initial UAI and the service agreement
were not in evidence. The contract was
signed on 4/17/19 with the date of 8/7/19
written over the originai date. Either date
signed was prior to the assessments being
completed and executed.

8. 9/3/20 - R8 was admitted to the facility.
The initial UAI was dated 8/29/20 and the
service agreement was completed on
9/2/20. The contract was signed on
7/20/17 with an effective date of 7/17/20
prior to the assessments being completed
and executed.

Provider's Signature

ADMINISTRATOR’S PLAN FOR COMPLETION
CORRECTION OF DEFICIENCIES DATE
Title Date
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COMPLETION
DATE

3225.11.0

3225.11.2

9.2/17/22 - R10 was admitted to the facil-
ity. The initial UA) and the service agree-
ment were not in evidence. The contract
was signed on 2/12/22 prior to the assess-
ments being completed and executed.

10.7/7/23 - R11 was admitted to the facil-
ity. The initial UAI was dated on 7/7/23 and
the service agreement was dated on
7/7/23. The contract was signed on 7/3/23
prior to the assessments heing completed
and executed.

9/8/23 — Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
assessments being completed prior to the
contract signing.

9/8/23 - Findings were reviewed with E1
(ED) and E2 at the exit conference, begin-
ning at approximately 10:30 AM.

Resident Assessment

A resident seeking entrance shall have an
initial UAl-based resident assessment
completed by a registered nurse {RN) act-
ing on behalf of the assisted living facility
no more than 30 days prior to admission.
In all cases, the assessment shall be com-
pleted prior to admission, Such assess-
ment shall be reviewed by an RN within 30
days after admission and, if appropriate,

A,

revised. If the resident requires special-

_ Resident Assessment

3225.11.2

R4, RS, R6, R10, and R11 is no longer a
resident at this facility. R9 is not listed on
your resident roster 8/30/23 — 9/8/2023.
See attached — Exhibit C. R7 UAIl in evi-
dence and signed prior to admission
within 30 days — see attached -Exhihit D.
R1 cannot be changed. The MCA/de-
signee will confirm the initial UAl has

| ized medical, therapeutic, nursing_ser- |

vices, or assistive technology, that compo-
nent of the assessment must be per-

Veritied by the ED. Sl ey

formed by personnel qualified in that spe- B, The MCA/RSC will clonflrm f(h(e. U.AI has
cialty area. been completed prior to admission and
verified with the admission checklist. No
This requirement was not met as evi- move-in affected by this practice
denced by:
Provider's Signature Title Date

12/8/23
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- C. The RSC will perform the initial assess-
Based on record review, interview, and re- ment within 30 days of admission, com-
view of other facility documentation, it was plete, and sign, the initial UAI, and the

determined that for eight {(R1, R4, R5, R6,

ED/Designee will be educated by the

R7, R9, R10 and R11) out of eleven resi- MCA/RSC on this process

dents sampled, the facility lacked evidence

that the pre-admission UAI was completed | D. ED/Designee will conduct an audit of

within 30 days prior to admission. Findings newly admitted resident UAI weekly

include: times three or until 100% compliance.
The findings of the audit will be reported

1.2/28/23 - R1 was admitted to the facility. to QAPI monthly for 3 months to ensure

The initial UAI was dated on 3/1/23 after compliance is obtained and maintained.

R1’s admission.

2.12/29/14 — R4 was admitted to the facil-
ity. The initial UAI was not in evidence.

3.5/17/21 — R5 was admitted to the facil-
ity. The initial UAI was not in evidence.

4. 9/23/21 - R6 was admitted to the facil-
ity, The initial UAI was not in evidence.

5. 8/8/19 ~ R7 was admitted to the facility.
The initial UAI was not in evidence.

6. 7/31/23 — R9 was admitted to the facil-
ity. The initial UAI was dated on 8/1/23 af-
ter R9’s admission.

7.2/17/22 - R10 was admitted to the facil-
ity. The initial UAI was not in evidence.

8.7/7/23 - R11 was admitted to the facil-
ity. The initial UAI was dated on 7/7/23, the
day of R11’s admission.

9/8/23 — Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
above initial UAls being completed or done
within 30 days prior to admission.

Provider's Signature Title Date




——DELAWARE HEALTH e

AND SOCIAL SERVICES

Division of Health Care Quality '

Office of Long-Term Care
Residents Protection

NAME OF FACILITY: Arden Courts

DHSS - DHCQ
-263 Chapman.Road,.Ste-200,.Cambridge Bldg.
Newark, Delaware 19702
(302) 421-7400

REVISED STATE SURVEY REPORT

Page 17 of 40

DATE SURVEY COMPLETED: _September 8, 2023

SECTION L

STATEMENT OF DEFICIENCIES
SPECIFIC DEFICIENCIES

ADMINISTRATOR’S PLAN FOR
CORRECTION OF DEFICIENCIES
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COMPLETION

3225.11.3

9/8/23 - Findings were reviewed with E1
(ED) and E2 at the exit conference, begin-
ning at approximately 10:30 AM.

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

This requirement was not met as evi-
denced by:

Based on record review, interview, and re-
view of other facility documentation, it was
determined that for eight (R1, R2, R4, R5,
R6, R7, R8 and R10) out of eleven residents
sampled, the facility lacked evidence that
the pre-admission Physician’s medical eval-
uation was completed within 30 days prior
to admission. Findings include:

1.2/28/23 - R1 was admitted to the facility.
The Physician’s pre-admission medical
evaluation was completed on 2/28/23, the
day of admissian.

2.3/3/22 — RZ was admitted to the facility.
The Physician’s pre-admission medical
evaluation was not in evidence.

3.12/29/14 - R4 was admitted to the facil-
ity. The Physician’s pre-admission medical
evaluation was completed on 11/18/14,
over 30 days prior to admission.

|4,5/17/21 = R5 was admitted to the facil- |

Medical Evaluation Completed by a physician

3225.11.3

A.

B.

08

—thattheevaluationissignedand dated-in

| Tty. The Physician’s pre-admission medical

evaluation was not in evidence.

5. 9/23/21 — R6 was admitted to the facil-
ity. The Physician’s pre-admission medical
evaluation was not in evidence.

Provider's Signature

... SRS

4.

R2 was admitted on 3/3/22 and the
physical pre-admission medical evalua-
tion was completed on 2/23/22, Resident
R7 completed on the date of admission
cannot be changed - see attached, R5
physical’s medical evaluation was com-
pleted on 5/13/23 according to regula-
tory requirements —see attached. Resi-
dent R1, no corrective action can be
taken for the physician's evaluation was
completed on the date of admission.
Resident R4, R6, R8, and R10 no longer
resides in the community

All residents have the potential to be af-
fected by this deficient practice. All resi-
dents will be protected by taking correc-
tive action(s) outlined in #C

The RSC and MCA were provided an in-
service related to regulation 3225.11.3 by
the ED. The MCA and RSC will review all
physician evaluations to ensure that any
potential admission has a completed phy-
sician evaluation conducted within the
30-day timeframe, prior to admission and

The ED will audit all potential admission
documentation to ensure that 100% of all
physician evaluations are conducted
within the appropriate time frame, within
30 days prior to admission, and are
signed and dated in its entirety. Based on |

12/8/23

A= =

Date
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COMPLETION

3225.11.3

6. 8/8/19 — R7 was admitted to the facility.
The Physician’s pre-admission medical
evaluation was not in evidence.

7.9/3/20 — R8 was admitted to the facility.
The Physician’s pre-admission medical

evaluation was not in evidence.

8.2/17/22 - R10 was admitted to the facil-
ity. The Physician’s pre-admission medical
evaluation was completed on 2/17/22, the
day of admission.

9/8/23 — Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
above listed Physician’s medical evalua-
tions or that the evaluations were com-
pleted within 30 days prior to admission.

9/8/23 - Findings were reviewed with E1
(ED) and E2 at the exit conference, begin-
ning at approximately 10:30 AM.

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

This requirement was not met as evi-
denced by:

Based on record review, interview, and re-
view of other facility documentation, it was
determined that for eight (R1, R2, R4, R5,
R6, R7, R8 and R10) out of eleven residents
sampled, the facility lacked evidence that
the pre-admission Physician’s medical eval-
uation was completed within 30 days prior
to admission. Findings include:

1.2/28/23 - R1 was admitted to the facility.
The Physician’s pre-admission medical

Medical Evaluation Completed by a physician
Duplicate

3225.11.3

audit findings, the ED will be responsible
for directing corrective actions which will
include re-training and progressive disci-
pline to ensure ongoing compliance,

R2 was admitted on 3/3/22 and the
physical pre-admission medical evalua-
tion was completed on 2/23/22, Resident
R7 completed on the date of admission
cannot be changed — see attached, RS
physical’'s medical evaluation was com-
pleted on 5/13/23 according to regula-
tory requirements — see attached. Resi-
dent R1, no corrective action can be
taken for the physician's evaluation was
completed on the date of admission.
Resident R4, R6, R8, and R10 no longer
resides in the community

12/8/23

Provider's Signature

Date
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bl -

evaluation was completed on 2/28/23, the
day of admission.

2.3/3/22 — R2 was admitted to the facility.
The Physician’s pre-admission medical
evaluation was not in evidence.

3.12/29/14 — R4 was admitted to the facil-
ity. The Physician’s pre-admission medical
evaluation was completed on 11/18/14,
over 30 days prior to admission,

4, 5/17/21 — RS was admitted to the facil-
ity. The Physician’s pre-admission medical
evaluation was not in evidence.

5. 9/23/21 - R6 was admitted to the facil-
ity. The Physician’s pre-admission medical
evaluation was not in evidence.

6. 8/8/19 — R7 was admitted to the facility.
The Physician’s pre-admission medical
evaluation was not in evidence.

7.9/3/20 — R8 was admitted to the facility.
The Physician’s pre-admission medical
evaluation was not in evidence.

8. 2/17/22 - R10 was admitted to the facil-
ity. The Physician’s pre-admission medical
evaluation was completed on 2/17/22, the
day of admission.

iately 10:05 AM, E2 confirmed these

9/8/23 — Per interview with E2 (RSC) at ap-

above listed Physician’s medical evalua-
tions or that the evaluations were com-
pleted within 30 days prior to admission.

9/8/23 - Findings were reviewed with E1
(ED) and E2 at the exit conference, begin-

ning at approximately 10:30 AM.

fected by this deficient practice. All resi-
dents will be protected by taking correc-
tive action(s) outlined in #C

The RSC and MCA were provided an in-
service related to regulation 3225.11.3 by
the ED. The MCA and RSC will review all
physician evaluations to ensure that any
potential admission has a completed phy-
sician evaluation conducted within the
30-day timeframe, prior t0 admission and
that the evaluation is signed and dated in
its entirety.

The ED will audit all potential admission
documentation to ensure that 100% of all
physician evaluations are conducted
within the appropriate time frame, within
30 days prior to admission, and are
signed and dated in its entirety. Based on
audit findings, the ED will be responsible
for directing corrective actions which will
include re-training and progressive disci-
pline to ensure ongoing compliance.

Provider's Signature

 Title

Date _
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] Resident Assessment

12/8/23
The resident assessment shall be com- 18/

3225.11.4 pleted in conjunction with the resident. 3225114
This rec}])uirement was not met as evi- A, Resident R1, no corrective action can be
denced by: taken for the UAI completed on 3/1/23

review and POA signed on 10/19/23. Res-
idents R3, R4, R6, R9, R10, and R11 are no
longer residents in our community, Resi-
dent R5 completed with POA sighature

Based on record review, interview, and re-
view of other facility documentation, it was
determined that for nine (R1, R3, R4, R5,
R6, R7, R9, R10 and R11) out of eleven res-

idents sampled, the facility lacked evidence for 2022 - see exhibit E and 2023 is not
that the resident assessments were com- due until 11/22/23(see attached). The ED
pleted in conjunction with the resident or with the RSC told the survey that all 2022
the resident’s family/POA. Findings in- is located on the misc. tab in PCC and all
clude: 2022 original is in the resident’s file.
1.2/28/23 - R1 was admitted to the facility. | B All residents have the potential to be af-
The initial UAl was completed on 3/1/23 fected by this deficient practice. All resi-
and did not contain R1’s family or POA’s dents will be protected by taking correc-
signature. tive action(s) outlined in #c

2. 5/24/21 - R3 was admitted to the facil- C. The ED and RSC conducted an in-service

ity. The initial UAI was completed on to review regulation 3224.11.4 (see at-
5/17/21 and did not contain R1’s family or tached). The RSC will review all resident
POA’s signature. The annual UAI's for 2022 medical records to ensure that all UAIs
and 2023 were not in evidence and the sur- have been signed and dated by either the
veyor was unable to ascertain if these were resident or resident representative as
completed or done in conjunction with the well as the registered nurse who adminis-
family/POA. tered the UAI.

3.12/23/14 — R4 was admitted to the facil- | D. The RSC/Designee will be responsible for
ity. The Initial UAI was not in evidence and completing audits of all new admissions
the surveyor was unable to ascertain if this as well as conducting quarterly audits to
was completed or done in conjunction with verify 100% ongoing compliance. The re-
the family/POA. sults of these audits will be provided to

the ED for review. Based on audit find-
ings, the ED will be responsible for direct-
ing additional corrective actions which

4. 5/17/21 — R5 was admitted to the facil-
ity. The initial UAI, the 2022 and 2023 an-
nual UAls were not in evidence and the sur- = . i
veyor was unable to ascertain if these were will include re-education and progressive

completed or done in conjunction with the discipline of staff that did not properly
family/POA. administer and complete the UAI to en-

sure ongoing compliance

Provider's Signature . Title Date
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5.9/23/21 - R6 was admitted ta the facil-
ity. The initial UAl was not in evidence and
the surveyor was unable to ascertain if this
was completed ar done in conjunction with
the family/POA.

6. 8/8/19 — R7 was admitted to the facility.
The initial UAI was nat in evidence and the
surveyor was unable to ascertain if this was
completed or done in conjunction with the
family/POA.

7.7/31/23 — R9 was admitted to the facil-
ity. The initial UAl was completed on
8/1/23 and did not contain R1’s family or
POA’s signature,

8. 2/17/22 - R10 was admitted to the facil-
ity. The initial UAI was not in evidence and
the surveyor was unable to ascertain if this
was completed or done in conjunction with
the family/POA.

9. 7/7/23 - R11 was admitted to the facil-
ity. The initial UAI was completed on
7/7/23 and did not contain R1’s family or
POA's signature.

8/31/23 — Per interview with E1 {ED), E1
stated the family signs both the UAl and SA
and receives a copy of both. E1 was unable
to provide signed and dated documents ta
the Surveyor.

9/8/23 - Per interview with E2 (RSC) at ap- |

residents’ records lacked evidence of the
above UAIs being completed or done in
conjunction with the resident's fam-
ily/POA. E2 stated the resident’s families
receive a copy of the UAl and service agree-
ment if they request it.

“proximately 10:05 AM, E2 confirmed these |

Provider's Signatu

re

Title

Date'




DELAWARE HEALTH
AND SOCIAL SERVICES

Division of Health Care Quality

Office of Long-Term Care
Residents Protectian

NAME OF FACILITY: Arden Courts

DHSS - DHCQ
263 Chapman Road, Ste 200, Cambrldge Bldg.
Newark, Delaware 19702
(302) 421-7400

REVISED STATE SURVEY REPORT

Page 22 of 40

DATE SURVEY COMPLETED: September 8, 2023

in STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR COMPLETION
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9/8/23 - Findings were reviewed with E1
and E2 at the exit conference, beginning at
approximately 10:30 AM.
The UAI 12/8/23
3225.11.5 The UAI, developed by the Department,
shall be used to update the resident as- | 3225.11.5
sessment. At a minimum, regular updates
must occur 30 days after admission, annu- | A Resident R3, R4, R6, R10, and R11 have
ally and when there is a significant change no correction action as the resident no
In the resident’s condition. lenger resides in the facility. Residents
R1, R2, R5, and R7 cannot be changed.
gz:cerj?;;lzrement st fol ek fas [y B. Nothing can be done to change passed
assessment dates for residents. All resi-
Based on record review, interview, and re- dents have the potential to be affected by
view of other facility documentation, it was this practice.
::’teRrgj ';; dR';f;)a:nfgngllr;eofllzléf ‘:lzév:i' rZ:: C. It wa? determined that ‘fhe completion of
idents sampled, the facility lacked evidence UAls in the 30-day requirement was
that the 30-day post admission or annual missed. The RSC was educated by the re-
UAls were completed. Findings include: gional nurse and then the RSC in service
by the ED on regulation 3225.11.5. Resi-
1.2/28/23 - R1 was admitted to the facility. dent in accordance with regulation
The 30-day post admission UAl was not in 3225.11.5 will be discussed at clinical
evidence. meetings weekly if a new assessment is
needed. Ed or the designee will monitor
2.3/3/22 - R2 was admitted to the facility. the discussion to ensure the review is
Th? 30-day post admission UAI was not in completed prompted. This audit will oc-
evidence. cur weekly times four and twice per
3. 5/24/21 — R3 was admitted to the facil- month to achieve regulatory compliance.
ity. The 30-day post admission UAI was not | p, The ED/Designee will audit 15% of UAI as-
in evidence. The annual UAls due in June sessments to ensure compliance with
2022 and 2023 were not in evidence. state regulations. This will be reviewed
4.12/29/14 - R4 was admitted to the facil- we(.ekly R ereks alnd th?n monthly
ity. The 30-day post admission UAI was not nthg0o% compllanc'e & af:hleved. it
in evidence. frequency of the audits adjusted accord-
ing to cutcomes
5.5/17/21 — R5 was admitted to the facil-
ity. The 30-day post admission UAI was not
in evidence. The annual UAls due in June
2022 and 2023 were not in evidence.
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3225.13.0

.' 3225.13.1

6. 9/23/21 — R6 was admitted to the facil-
ity. The 30-day post admission UAI was not
in evidence.

7.8/8/19 — R7 was admitted to the facility.
The 30-day post admission UAI was not in
evidence.

8. 2/17/22 - R10 was admitied to the facil-
ity. The 30-day post admission UAI was not
in evidence.

9.7/7/23 — R11 was admitted to the facil-
ity. The 30-day post admission UAI was not
in evidence.

9/8/23 — Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
above 30-day or annual UAls being com-
pleted. ' |

9/8/23 - Findings were reviewed with E1
(ED) and E2 at the exit conference, begin-
ning at approximately 10:30 AM.

Service Agreements

A service agreement based on the needs
identified in the UAI shall be completed
prior to or no later than the day of admis-
sion. The resident shall participate in the
development of the agreement. The resi-
dent and the facility shall sign the agree-

i 1
Service Agreement 2/8/23

3225.13.0 and 3225.13.1

A, Residents R3, R4, R6, RS, R10, and R11 no
longer reside in the community and are
unable to correct. Resident R9 is not on
the resident roster 8/30 - 9/8/23 - see
Exhihit C.” Resident R1, Bz,_amnm e

ment, and each shall recéive a copy of thie |

the agreement must be able to compre-
hend and perform their obligations under
the agreement.

This requirement was not met as evi-
denced by:

= and broughtto‘the currenrwrthf—*@ﬂfgrg ——
nature.

B. The RSC will be conducting an audit of
current resident medical records to iden-
tify the need for a signed service agree-
ment. The RSC will incorporate the pro-

cess of initiating a signed agreement with

T

_'1 _gned agreement. Al persons who sign |

Provider's Signature
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Based on record review, interview, and re- each new admission in conjunction with —[
view of other facility documentation, it was the family/POA signature.
determined that for eleven (R1, RZ, R3, R4,
R5, R6, R7, RS, R9, R10 and R11) out of C. The findings of 3225.13.1 will be re-
eleven sampled residents, the facility failed viewed with the RSC. The RSC will review
to provide evidence that the service agree- all resident medical records to ensure
ment was completed in conjunction with that all service agreements have been re-
the resident/POA. Findings include: viewed, signed, and dated by the
POA/family. The ED will provide the RSC
1.2/28/23 - R1 was admitted to the facility. education on the needs identified in the
The initial service agreement was com- service agreement
pleted on 3/14/23, approximately two
weeks after admission and did not contain | D. The RSC/Designee will be responsible for
R1’s family or POA’s signature. completing audits of all new admissions
as well as conducting quarterly audits to
2.3/3/22 ~ R2 was admitted to the facility. verify 100% ongoing compliance. The re-
The .faciiity lacked evidence that an ‘!nitiai sults of these audits will be provided to
service agreement was completed prior to the ED for review. Based on the review
oron admism')n.and the Surveyor was una- the ED will be responsible for directing
ble to ascertain if it was completed or done e ] .
in conjunction with the family/POA. Subse- addut!onal corr?ctlve actions to ensure
quent service agreements completed on ongoing compliance.
5/1/23,11/3/22 and 10/30/22 did not con-
tain the signature of the family/POA.
3. 5/24/21 — R3 was admitted to the facil-
ity. The initial service agreement dated
5/22/21 did not contain the family/POA
signature. Subsequent service agreements
completed on 5/4/23, 11/3/22 and
8/30/21 did not contain the signature of
the family/POA.
4. 12/29/14 - R4 was admitted to the facil-
ity. The initial service agreement was com-
pleted on 12/30/14, one day after admis-
sion and did not contain the family/POA
signature. Subsequent service agreements
completed on 1/27/21, 3/28/20 and
1/7/20 did not contain the signature of the
family/POA.
- B
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5.5/17/21 — RS was admitted to the facil-
ity. The facility lacked evidence that an ini-
tial service agreement was completed prior
to or on admission and the Surveyor was
unable to ascertain if it was completed or
done in conjunction with the family/POA.
Subsequent service agreements completed
on 11/2/22 and 8/5/21 did nat contain the
signature of the family/POA.

6. 9/23/21 - R6 was admitted to the facil-
ity. The initial service agreement was com-
pleted on 9/22/21 and did not contain the
signature of the family/POA. A subsequent
service agreement completed on 11/3/22
did not contain the signature of the fam-
ily/POA.

7. 8/8/19 - R7 was admitted to the facility.
The facility lacked evidence that an initial
service agreement was completed prior to
or on admission and the Surveyor was una-
ble to ascertain if it was completed or done
in conjunction with the family/POA. Subse-
quent service agreements completed on
5/4/23, 8/5/21 and 8/10/20 did not con-
tain the signature of the family/POA.

8.9/3/20 - R8 was admitted to the facility.
The initial service agreement was com-
pleted on 9/2/20 and did not contain the
signature of the family/POA. Subseguent
service agreements completed on 5/4/23
and 1/26/21 did not contain the signature

| of the family/POA. | I B (D R Sy

ity. THe initial service agreement was com-
pleted on 8/1/23, one day after admission
and did not contain R1's family or POA’s
signature.

Provider's STgFr;ature Title Date
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3225.13.3

10. 2/17/22 - R10 was admitted to the fa-
cility. The initial service agreement was not
in evidence and the surveyor was unable to
ascertain if this was completed or done in
conjunction with the family/POA. Subse-
quent service agreements completed on
5/4/23,11/2/22 and 10/29/22 did not con-
tain R1's family or POA's signature.
11.7/7/23 — R11 was admitted to the facil-
ity. The initial service agreement was com-
pleted on 7/7/23 and did not contain R1’s
family or POA's signature.

8/31/23 - Per interview with E1 (ED), E1
stated the family signs both the UAl and SA
and receives a copy of both. E1 was unable
to provide signed and dated documents to
the Surveyor.

9/8/23 — Per interview with E2 (RSC) at ap-
proximately 10:05 AM, E2 confirmed these
residents’ records lacked evidence of the
above service agreements being com-
pleted or done in conjunction with the res-
ident’s family/POA. E2 stated the resident’s
families receive a copy of the UAl and ser-
vice agreement if they request it.

9/8/23 - Findings were reviewed with E1
and E2 at the exit conference, beginning at
approximately 10:30 AM.

The resident’s personal attending physi-
cian(s) shall be identified in the service
agreement by name, address, and tele-
phone number,

This requirement was not met as evi-
denced by:

Based on record review, interview, and re-
view of other facility documentation, it was
determined that for eleven {R1, R2, R3, R4,

ADMINISTRATOR'’S PLAN FOR COMPLETION
CORRECTION OF DEFICIENCIES DATE
Physician’s Information/Service Agreement 12/8/23
3225.13.3
A. The RSC/Designee indicated the physi-
cian's name address and phone number
will added on R1. R2, R5, and R7 to the
service plan. Residents R3, R4, RS, RG, RS,
R10, and R11 are no longer residents of
this community. Resident R9 is not on
the roster for 8/30/23 - 9/8/23.
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&

R5, R6, R7, R8, R9, R10 and R11) out of | B. All residents have the potential to be af-
eleven sampled residents, the facility failed fected by this practice. A notation has
to provide evidence that the service agree- been made on the current service plan of
ment contained the resident’s personal all residents’ attending physician’s
Physician's name, address, and phone names, addresses, and phone numbers by
number. Findings mc|udg: - RSC/Designee.
1.2/28/23 - R1 was admitted to the facility.
The facility lacked evidence that the service | C. It was determined that the RSC/Designee
agreement completed on 3/14/23 con- was not following the regulation related
tained the personal Physician’s address to listing the physician’s contact infor-
and phone number. mation. The RSC will be serviced by the
2.3/3/22 — R2 was admitted to the facility. ED‘on regulation 32.2.4'1.3'3 piL.the pplicy
The facility lacked evidence that the service s R R nam.e, address,
agreements completed on  10/30/22, a-nd phone number on the resident ser-
11/3/22 and 5/1/23 contained the per- vice plan.
sonal Physician’s address and phone num- | The ED/Designee will audit all resident
ber. medical records to ensure the attending
3.5/24/21 ~ R3 was admitted to the facil- pliyelelenis cc?ntact CpER fgec-
ity. The facility lacked evidence that the rareEely t':lmesaweeks'and then
service agreements completed on 5/22/21, monthly until 100% compliance. Based
8/30/21, 11/3/22 and 5/4/23 contained on findings will be I"EpOrtEd during the
the personal Physician’s address and monthly QAPI and reviewed for compli-
phone number, ance.
4,12/29/14 — R4 was admitted to the facil-
ity. The facility lacked evidence that the
service  agreements completed on
12/30/14, 1/7/20, 3/28/20 and 1/27/21
contained the personal Physician’s address
and phone number.
5.5/17/21 — R5 was admitted to the facil-

.ty The facility lacked evidence that the | |

"""" service agreements completed on 8/5/21 | i T N . 1

and 11/2/22 contained the perscnal Physi-
cian’s address and phone number.
6. 9/23/21 ~ R6 was admitted to the facil-
ity. The facility lacked evidence that the
service agreements completed on 9/22/21
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and 11/3/22 contained the personal Physi-
cian’s address and phone number.

7. 8/8/19 — R7 was admitted to the facility.
The facility lacked evidence the service
agreements completed on 8/10/20, 8/5/21
and 5/4/23 contained the personal Physi-
cian’s address and phone number.

8. 9/3/20 - R8 was admitted to the facility.
The facility lacked evidence that the service
agreements completed on 9/2/20, 1/26/21
and 5/4/23 contained the personal Physi-
cian’s address and phone number.

9. 7/31/23 — R9 was admitted to the facil-
ity. The facility lacked evidence that the
service agreement completed on 8/1/23
contained the personal Physician’s address
and phone number.

10. 2/17/22 - R10 was admitted to the fa-
cility. The facility lacked evidence that the
service agreements completed on
10/29/22, 11/2/22 and 5/4/23 contained
the personal Physician’s address and
phone number.

11. 7/7/23 —R11 was admitted to the facil-
ity. The facility lacked evidence that the
service agreement completed on 7/7/23
contained the personal Physician’s address
and phone number.

9/8/23 — Per interview with E1 (ED) and E2
{RSC) at approximately 10:25 AM, E2 con-
firmed the service agreements do not con-
tain the personal Physician’s address and
phone number. E1 stated she will look into
the EMR system to get the fields added to
the electronic version of the service agree-
ments.
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9/8/23 - Findings were reviewed with E1 | h
and E2 at the exit conference, beginning at
approximately 10:30 AM. L . . 12/8/23
Fire and Safety Missing Resident Drills
3225.16.6 The Director/Nursing Home Administrator 3225.16.6/ 3225.16.14/ 3225.16.14.2/
shall have overall responsibility for man-
) ey ] 3223.16.14.2.1
aging the assisted living facility such that
all requirements of state law and regula- | A, The community was unable to find miss-
tions are met. ing resident drill documentation due to
the recent management turnoff of RSC
3225.16.14 Assisted living facility resident assistants and RSS
shall, at a minimum:
B. All residents have the potential to be
3225.16.14.2 Participate in a facility-specific orientation Affected by this deficient practice.
program that covers the following topics:
i ks , ” [ C. The RSC/RSS will be educated on missing
3225.16.14.2.1 | Fire and life safety, and emergency disas- | 7 ; i
ter plans: | resident drills arjd the.safety of all resi
' dents. All new hires will be educated and
X . . in-service on missing resident drills. Miss-
This requirement was not met as evi- ) 3 ; i .
. ing resident drills will be completed with
denced by: .
alternating shifts,
Based on interview and review of other fa- | o The RSC/RSS will perform manthly miss-
cility docur.nentatlon, . V,VE_’S determln?d ing resident drills on all shifts biweekly for
that the facility lacked sufficient staff train- .
ing for life safety of residents. Findings in- thejnextpropmonthe, The ED/DESEnee
clﬁde' Y ’ g will ensure that missing resident drills are
' completed on all shifts. All findings will
9/7/23 ~ Per review of the facility policy be rep.orted monthly to QAPI until 100%
and procedure on page 5, section 7A of the compliance
Safety and Security of Residents states:
Missing Resident Drills — completed with al-
| | ternating shifts. Documentation Drills will o =3
- e completed by RSC o RSS, _ |
Tﬁe facility Iackéd ;\;idence these drills i 5 NNy |
were completed.
9/8/23 — Per interview with E1 (ED) at ap-
proximately 10:25 AM, E1 confirmed
elopement drills should be done monthly,
however E1 confirmed that none were in
Provider's Signature Title Date .
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3225.19.7.1.1

3225.19.7.1.1.2

Physical abuse.

Resident to resident with or without in-
jury.

longer residents in the Facility. R6 inci-
dent on 4/17/23 was reported Web take
#69080

STATEMENT OF DEFICIENCIES | ADMINISTRATOR'S PLAN FOR COMPLETION
| SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES DATE
evidence other than the one drill that was
conducted after the August 4, 2023, elope-
ment of a resident.
12/8/23
. . Records and Report
9/8/23 - Findings were reviewed with E1
and E2 (RSC) at the exit conference, begin- | 3225.19.0/ 3225.19.6/ 3225.19.7/ 3225.19.7.1/
ning at approximately 10:30 AM.
3225.19.7.1.1/ 3225.19.7.1.1.2
3225.13.0 Records and Reports A. Rlincident on 5/20/23 was reported
Web Take #81176 — hibit H. R1in-
3225.19.6 Reportable incidents shall be reported im- e S i
. ; LA cident on 5/27/23 was reported Web
mediately, which shall be within 8 hours K hibi
of the occurrence of the incident, to the teke #81273 - see ex I R? e
Division. The method of reporting shall be veyor notes of Resident to resident alter-
12/22/22. R2 incident on 6/21/23 Notes
3225.19.7 Reportable incidents include: on 2567 has incorrect date. R2 incident
Occur on 6/25/23 and reported with Web
3225.19.7.1 Abuse as defined in 16 Del.C. §1131. take #81554 — see exhibit . R4 and R6 no

B. All residents have the potential to be af-
This requirement was not met as evi- fected by this practice. Repo.rta‘ble inci-
denced by: dents need to be reported within 8 hours

of the occurrence to the Division. Inci-

Based on interview and review of other fa- dents that require reported will be con-
cility documentation, it was determined firmed timely reporting; instances when
that for four (R1, R2, R4 and R6} out of reportable notification within 8 hours of
eleven sampled residents, the facitity failed the occurrence were delinguent will be
to report a resident-to-resident incident. reported immediately.
Findings include:

C. ED/Designee will provide education to all
1.3/3/22 — R2 was admitted to the facility. licensed nurses/Agency nurses regarding
On review of the EMR, an entry on 8/21/22 timely notification of reportable incidents

at 6:.00 PM, indicated R2 was vyell- and identification of reportable incident
ing/screaming and hitting other residents. reports that require timely notification to
This resident-to-resident altercation was the Division and report within 8 hours of
not reported to the State by the facility. the occurrence to the Division.

Provider's Signature Title Date




BHSS ~ DHCQ
——DEFAWARE HEALTH- — - e i Chapman-Road, Ste 200,.Cambridge Bldg.

Newark, Delaware 19702
AND SOCIAL SERVICES (302) 421.7400

Division of Haealth Care Quality

Office of Long-Term Care REVISED STATE SURVEY REPORT
Residents Protection

Page 31 of 40
NAME OF FACILITY; Arden Courts DATE SURVEY COMPLETED: September 8, 2023
cTion | STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PI.AN FOR COMPLETION
SEGHISH SPECIFIC DEFIGIENCIES CORRECTION OF DEFICIENCIES DATE
( On 12/22/22 at 9:00 PM, the EMR entry in- | .  The ED/Designee will audit 100% of inci-
; dicated R2 had an altercation with another dent reports to ensure the community is
resident. 12/23/22 at 1:27 PM, the EMR en- reporting according to regulatory compli-
try indicated R2 was doing better and indi- ance for reportable incident reporting,

cated no injuries from being hit. Per the NP
entry on 12/29/22 at 1:47 PM, the NP
noted late entry that R2 was hit by another
peer. This resident-to-resident altercation
was not reported to the State by the facil-

ity.

state reportable incidents of unknown
origin. The time frame for documenta-
tion will be weekly times three then
monthly till 100% compliance is achieved.
Findings will be reported during the
monthly QAPI meeting for review and

On 6/21/23 at approximately 11:00 PM, R2 recommendation
was in her room. At approximately mid-
night R2 was presumably hit in the face by
R12 who was seen leaving R2’s room. R2
was found sitting on the floor and stated
that a male resident hit her in the face, and
she fell off of her chair. This incident was
not witnessed. On 6/19/23 at 11:51 AM,
the EMR entrﬁ indicated R2 has discolora-
tion around the right eye. The resident-to-
resident altercation was reported to the
State by the facility on 6/26/23, five days
after the incident,

3.12/29/14 - R4 was admitted to the facil- |
ity. Per the EMR entry on 9/19/22 at 8:19
PM, the record indicated that an aide re-
ported to E2 (RSC) that a male resident
slapped R4 in the face resulting in bruising.
R4 was sent to the hospital for evaluation
and seen per the trauma team. Examina-
tion revealed periorhital area/eye bruising
and swelling. This resident-to-resident al-
| tercation was not reported to the State by |

| the facility. ~ e - "
3225.19.7.7 | Significant injurles. 3225.19.7.7/ 3225.19.7.7.1 T
' A. R3 and R4 are no longer a resident in our

3225.19.7.7.1 Injury from an incident of unknown source
in which the initiaf investigation concludes
that there is reasonable basis to suspect

community. R1, R2, and R7 agency and

Provider's Si-g_ nature  Title Date
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that the injury is suspicious, An injury is community RSS did not report incidents
suspicious based on; the extent of the in- of unknown origin to the state.
jury, the location of the injury (e.g., the In-
jury is in an area not generally vulnerable | B- All residents have the potential to be af-
to trauma), the number of injuries ob- fected by this practice. Incident report of
served at one particular point in time or unknown origin needs to be reported
the incidence of injuries over time. within 8 hours of the occurrence to the
Division. Incidents that require reported
This requirement was not met as evi- will be confirmed timely reporting; in-
denced by: stances when reportable notification
. . ) within 8 hours of the occurrence were de-
B_ESEd b record_r.ewew, mtervuew, ar.1d ey linguent will be reported immediately.
view of other facility documentation, it was
determined that for five {R1, R2,R3, R4 and | C. ED/Designee will provide education to all
R7) out of eleven sampled residents, the fa- licensed nurses/Agency nurses regarding
cility failed to report or report timely the timely notification of incidents and identi-
resident injuries of unknown cause. Find- fication of incident reports that require
ings include: timely notification to the Division and re-
1.2/28/23 - R1 was admitted to the facility. f':)‘:to\:cit:;;nns nourso theloreurenselio
Per a facility incident report, R1 was found '
on 7/30/23 at 4:15 PM in the dining room | p, The ED/Designee will audit 100% of inci-
bleeding from his eyebrow and inner left dent reports to ensure the community is
arm. It was unknown how this piUnyocs reporting according to regulatory compli-
curred. The facility failed to report this inci- - -
ance for incident reporting, state reporta-
dent to the State. . R
ble incidents of unknown origin. The
On 8/10/23 at approximately 11:50 AM, R1 time fraltne for documentation will be
was found in his bed bleeding from his weekly times three then monthly till
head from the upper area of R1’s right eye- 100% compliance is achieved. Findings
lid. 1t was unknown how the injury oc- will be reported during the monthly QAPI
curred but there was blood noted on the meeting for review and recommendation
floor next to R1’s bed. R1 had no history of
falls over the previous six months but was
noted to be combative at times. R1 was
also lethargic, unable to form sentences
and unable to stand. 911 was called and R1
was transported to the hospital at 11:55
AM. Per the hospital record on 8/11/23 at
approximately 11:55 AM, R1 had fallen in
the hospital. R1 was returned to the facility
and was noted to have five stitches to his
head, multiple upper extremity bruising,
Provider's Signature Title Date
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combative behaviors and was COVID posi-
tive. The facility reported this incident on
8/14/23, four days after the event.

2.3/3/22 — R2 was admitted to the facility.
On 3/24/23 at 6:20 PM, the EMR entry
noted that R2’s family reported bruising on
R2’s left hand. Per the EMR entry on
3/21/23 at 6:46 AM, R2's left wrist and fin-
gers were swollen with black and blue dis-
coloration. R2 was given lbuprofen for the
pain and swelling. On 3/25/23 at 10:52 AM,
the EMR entry indicated a fluid filled like
swelling was noted on her left wrist. The
Physician and POA were notified, x-rays
were obtained which revealed a fracture of
the distal metaphysis of the fifth metacar-
pal. R2 was sent to the hospital on 4/1/23
for complaints of dizziness and pain to the
left hand. The facility failed to report this
injury of unknown origin to the State.

On 8/27/23 it was noted in R2's EMR entry
of having a bruise under the right eye
measuring 1.8 x 2 cms. On 8/28/23 the NP
noted R2 had right side face swelling and
ordered a facial x-ray. Results were pend-
ing. The facility failed to report this injury
of unknown origin to the State.

3, 5/24/21 — R3 was admitted to the facil-
ity. On 8/6/23 at approximately 1:59 PM,
the EMR entry noted R3 with discoloration
and signs of pain on R3’s right foot. On
| 8/7/23 at 831 AM, x-rays of R¥'’s Fightan- | : e T
1 Kle and foot were ordered. Results were | - ——
pending. The facility failed to report this in-
jury of unknown origin to the State.

On 8/7/23 at 3:52 PM, R3's EMR entry
noted R3 was missing during hourly checks
and was found in the public restroom. Dur-
ing R3’s assessment, it was noted R3 had a
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small mark on her forehead, discoloration
on right shoulder and both hands, and a
bruise on her left buttock and right shin,
The facility failed to report this injury of un-
known origin to the State.

4.12/29/14 — R4 was admitted to the facil-
ity. On 7/12/23 per review of an emer-
gency room record, R4 was evaluated for a
closed head injury after hitting her head.
R4 sustained a hematoma to the left side of
her head. The facility failed to report this
injury of unknown origin to the State.

5, 8/8/19 — R7 was admitted to the facility.
Per R7’s EMR entry on 5/5/23 at 3:40 PM,
the nurse found R7 with a hematoma on
her forehead of unknown origin. The facil-
ity failed to report this injury of unknown
origin to the State.

9/8/23 — Per interview with E1 (ED) at ap-
proximately 10:25 AM, E1 was unable to
provide evidence of the above incidents
being reported to the State.

9/8/23 - Findings were reviewed with E1
and E2 (RSC) at the exit conference, begin-
ning at approximately 10:30 AM.

Injury from a fall which results in transfer
to an acute care facility for treatment or
evaluation or which requires periodic re-
assessment of the resident’s clinical status
by facility professional staff for up to 48
hours.

This requirement was not met as evi-
denced by:

Based on interview and review of other fa-
cility documentation, it was determined
that for two (RS, and R11) out of eleven

R11 incident was reported web intake
#81830 — see attached — exhibit L~ R11 no
No longer reside at our community

All residents have the potential to be af-
fected by this practice. Reportable inci-
dents need to be reported within 8 hours
of the occurrence to the Division. Inci-

12/8/23
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sampled residents, the facility failed to re-
port or report timely resident falls resulting
in an injury. Findings include:

1.5/17/21 - R5 was admitted to the facility.
On 8/5/23 at 5:45 PM it was reported that
staff in the kitchen heard yell for help from
the lounge. Staff found R5 sitting on the
floor in front of the couch. When staff as-
sisted R5 off the floor, RS complained of
back pain. The NP was notified and ordered
R5 to be sent to the hospital. Per R5’s his-
tory, she had sustained one fall within the
last six months which was without injury,
The residents in the lounge were unat-
tended at the time of the incident and the
event was unwitnessed. ER evaluation re-
vealed R5’s lumbar spine was with mild
tenderness to the lumbar-sacral area in the
paravertebral spine muscles. X-rays were
not remarkable for acute injury. Discharge
diagnosis for R5 was listed as a back contu-
sion, The facility reported this incident on
8/14/23 at 1:42 PM, nine days after the oc-
currence.

2.7/7/23 - R11 was admitted to the facility.
Per R11’s EMR entry on 7/21/23 at approx-
imately 12:30 AM, the staff was attending
R11 after a fall to the floor by the
nightstand. On assessment, R11 was noted
to have sustained a hematoma on the right
side of her forehead. R11 was sent to the

_emergency room atll: 48 PM and retumed I

|
L

failed to report this mcndent to the State.

On 8/12/23 at 10:25 AM, it was reported
that R11 was screaming for help after being
assisted to bed. The RC found R11 on the
floor next:to the bed lying in a pool of
blood. On assessment it was noted R11 was

dents that require reported wil! be con-
firmed timely reporting; instances when
reportable nctification within 8 hours of
the occurrence were delinquent will be

reported immediately.

ED/Designee will provide education to all
licensed nurses/Agency nurses regarding
timely notification of reportable incidents
and identification of reportable incident
reports that require timely notification to
the Division and report within 8 hours of
the occurrence to the Division.

The ED/Designee will audit 100% of inci-
dent reports to ensure the community is
reporting according to regulatory compli-
ance for reportable incident reporting,
state reportable incidents of unknown
origin. The time frame for documenta-
tion will e weekly times three then
monthly till 100% compliance is achieved.
Findings will be reported during the
monthly QAPI meeting for review and
recommendation
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bleeding from the right side of her fore-

head. 911 was called and R11 was trans-

ported to the hospital. R11 was returned to

the facility under Hospice care on 8/15/23

via stretcher at 1:50 PM. The hospital dis-

charge record revealed R11 received two

stitches to her right eyebrow. The facility

reported this injury to the State on 8/14/23

at 11:49 AM, two days after incident.

9/8/23 — Per interview with E1 (ED) at ap-

proximately 10:25 AM, E1 confirmed the

above incidents were not reported or re-

ported timely to the State.

9/8/23 - Findings were reviewed with E1

and E2 (RSC) at the exit conference, begin-

ning at approximately 10:30 AM.

. . 16 Delaware Code, Chapter 11, Subchapter il
16 Delaware | Abuse, Neglect, Mistreatment, Financial e
Code, Chapter | Exploitation, or Medication Diversion of A. R3 incident was investigated and em-
11, Subchapter | Patients or Residents. (81 Del. Laws, c. ployee was terminated, and this was
m 206, § 31; 83 Del. Laws, ¢. 22, § 1.) shown to the surveyor. The state investi-
gated this incident and all request infor-

(1) “Abuse” means the infliction of injury, mation sent o QA/State.

unreasonable confinement, intimidation,

or punishment with resulting physical B. All residents have the potential to be af-

harm, pain, or mental anguish and in- fected

cludes all of the following:

a. Physical abuse. — C. Allstaff educated and in service on 4/7/23,

“Physical abuse” means the unnecessary 4/8/23, 4/10/23, and 4/11/23 on Abuse,

infliction of pain or injury to a patient or Neglect, Mistreatment, Financial exploita-

resident, “Physical abuse” includes hit- tion, or Medication Diversion of patients

ting, kicking, punching, slapping, or pulling or residents. For all current residents who

halr. If any act constituting physical abuse reside in our community will be conducted

has been praven, the infliction of pain is in order to identify potential physical

presumed. abuse behaviors and associated behavior

management intervention in order to min-
This requirement was not met as evi- imize risk of such potential behaviors
denced by:
D. The RSC/designee will conduct

Based on interview, record review and re-
view of other facility documentation, it was

weekly audits until compliance 100%
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determined that for four (R1, R2, R4 and
R6) out of eleven sampled residents, the fa-
cility failed to prevent abuse to residents.
Findings include:

1.2/28/23 - R1 was admitted to the facility.
On 5/27/23 an entry into the EMR at 9:22
PM indicated that at approximately 2:30
PM staff responded to shouts for help due
to Rl punching another male resident
(R12). R1 was noted to have sustained a
bump to his right cheek and scratch on the
right side of his forehead.

2. 3/3/22 — R2 was admitted to the facility.
On review of the EMR, an entry on 8/21/22
at 6:.00 PM, indicated R2 was vyell-
ing/screaming and hitting other residents.
On 12/22/22 at 9:00 PM, the EMR entry in-
dicated R2 had an altercation with another
resident, 12/23/22 at 1:27 PM, the EMR en-
try indicated R2 was doing better and indi-
cated no injuries from being hit. Per the NP
entry on 12/29/22 at 1:47 PM, the NP
noted late entry that R2 was hit by another
peer.

0On 6/21/23 at approximately 11:00 PM, R2
was in her room. At approximately mid-
night R2 was presumably hit in the face by
R12 who was seen leaving R2’s room. R2
was found sitting on the floor and stated
that a male resident hit her in the face and
she fell off of her chair. This incident was

is achieved and audit will be com-
pleted monthly and report quarterly as
part of the QA monitor plan

| not witnessed. On 6/19/23 at 11:51 AM,

tion around the right eye.

3.12/29/14 ~ R4 was admitted to the facil-
ity. Per the EMR entry on 9/19/22 at 8:19
PM, the record indicated that an aide re-
ported to E2 (RSC) that a male resident
slapped R4 in the face resulting in bruising.

 the EMR entry indicated R2 has discolora-

Provider's Signature

Tite Date




DELAWARE HEALTH
AND SOCIAL SERVICES

Division of Health Care Quality

Office of Long-Term Care
Residents Protection

NAME OF FACILITY: Arden Courts

DHSS - DHCQ
263 Chapman Road, Ste 200, Cambridge Bldg.
Newark, Delaware 19702
(302) 421-7400

REVISED STATE SURVEY REPORT

Page 38 of 40

DATE SURVEY COMPLETED: September 8, 2023

SECTION

STATEMENT OF DEFICIENCIES
SPECIFIC DEFICIENCIES

ADMINISTRATOR’S PLAN FOR COMPLETION
CORRECTION OF DEFICIENCIES DATE

R4 was sent to the hospital for evaluation
and seen per the trauma team. Examina-
tion revealed periorbital area/eye bruising
and swelling.

4, 9/23/21 — R6 was admitted to the facil-
ity. Per the EMR entry on 4/17/22 at 4:45
PM, the EMR entry indicated that R6 was
aggressively approaching another male
resident (R12) who retaliated and started
throwing punches toward Ré6.

On 9/19/22 at 8:06 PM, the record indi-
cated that an aide reported to E2 (RSC) that
R6 slapped a female resident across the
face.

On 2/4/23 at 3:47 PM the record indicated
R6 was observed slapping another resi-
dent. Residents were separated and re-
moved from the environment.

9/8/23 — Per interview with E1 {ED) at ap-
proximately 10:25 AM, E1 stated some of
these incidents occurred prior to her hire
and E1 was unsure of incident details and
was unable to provide facility documenta-
tion of such.

9/8/23 - Findings were reviewed with E1
and E2 (RSC) at the exit conference, begin-
ning at approximately 10:30 AM.

(12) “Neglect” means the failure to pro-
vide good and services necessary to avoid
physical, harm, mental anguish, or mental
illness. Neglect includes all of the follow-
ing:

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

A. Rlincident was investigated. The state in-
vestigated this incident as well and all re-
quest information sent to QA team at the
state. See attached Exhibit A and B

B. All residents have the potential to be af-
fected

C. All staff will be educated and in service be-
ing present in the day room when resi-
dents are in the day room. For all current
residents who resides in our community

12/8/23
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This requirement was not met as evi-
denced by:

Based on interview, facility tour, medical
records review and review of other facility
documentation, it was determined that for
one (R1) out of eleven sampled residents,
the facility failed to provide good and ser-
vices necessary to avoid physical, harm,
mental anguish, or mental illness. Findings
include:

1. 8/4/23 ~R1 was reported being found by
staff at the neighbaring facility on the cam-
pus. The Arden Courts staff returned R1 to
his room and R1 was found to have a skin
tear to his left knee and thigh and some dis-
coloration around his right eye. Reported
camera footage revealed R1 exited the
building at about 9:10 PM and was discov-
ered by the other facility staff at about 9:30
PM. R1’s EMR indicated he exhibited con-
sistent exit seeking behaviors,

8/30/23 — During a tour of the facility with
E1 (ED) at approximately 10:30 AM, the
Surveyor was informed by E1 that the exte-
rior utility deor alarm was not in working
order. The facility failed to properly mani-
tor the working order of door alarms and
R1 was able to exit the building without the
door alarming The inside door leading into

; Ieftﬁgwgéged g,pegzb,yca_ﬁﬁ__ ...... 31
| was able ta enter the propped open door._ :

and exit the exterior door without a work-
ing alarm to leave the facility. E1 stated she
was not able to confirm which staff
propped the interior door open and there
was no camera surveillance in this area.

. The RSC/designee will conduct weekly au-

will be conducted in order to identify po-
tential lack of attention behaviors and as-
sociated with providing management in-
tervantion in order to minimize risk of to
avoid physical, harm, mental anguish or
mental illness.

dits until compliance 100% is achieved and
audit will be completed monthly and re-
port quarterly as part of the QA monitor
plan.
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9/8/23 - Findings were reviewed with E1
and E2 at the exit conference, beginning at
approximately 10:30 AM.
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