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T _ An unannounced Annual and Complaint Sur-
vey was conducted at this facility from
March 1, 2024, through March 6, 2024, The
deficiencies contained in this report are
based on interview, record review, review of
other facility documentation and State re-
ports. The facility census on the first day of
the survey was sixty-four (64). The survey
sample totaled twelve (12) residents.
Abbreviations/definitions used in this state
report are as follows:
ARSD - Assistant Resident Services Director;
ED - Executive Director;
LPN — Licensed Practical Nurse;
RSD — Resident Services Director.
3225.5.0 General Requirements 32255.12
3225.5.12 An assisted living fac':ility that providt?s d- A. No residents were identified as being affected by the
rect healthcare services to persons diag- - .
. ] ) deficient practice. Employees E13 and E16 were
nosed as having Alzheimer’s disease or ) . ) o
) ) provided required Dementia Training.
other forms of dementia shall provide de- B. All residents diagnosed as having Alzheimer’s Disease
mentia specific training each year to those or other forms of dementia, have the potential to be
healthcare providers who must participate affected.
in continuing education programs. The C. An audit was completed for employees who are
mandatory training must include: com- required to have dementia specific annual training to
municating with persons diagnosed as hav- ensure compliance. A review of policies and
ing Alzheimer’s disease or other forms of procedures related to employee education/training
dementia; the psychological, social, and requirements was conducted. No required changes /
physical needs of those persons; and safety modifications were identified but it was determined
meTETies Mibieh negdltolbetker IVIth that the process / syst.em, to verify compliance, needs
those persons. This paragraph shall not ap- to be re.-ad_d.ressed, with management, to‘assure Fhat
- . . . those individuals are completing their required
ply to persons certified to practice medicine ——
under the Medical Practice Act, Chapter 17 D. The ED/designee will conduct audits monthly until
of Title 24 of the Delaware Code. compliance is achieved over three consecutive
This requirement was not met as evidenced evaluations. Finally, the ED/designee will conduct an
by: audit 1 month later. If 100% compliance is achieved,
the community will conclude the deficiency has been
R
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Based on interview and review of other facil-
ity documentation, it was determined that
for two (E13 and E16) out of seven sampled
employee files, the facility lacked evidence
of annual training pursuant to the Memory
Impaired resident. Findings include:

1,11/15/22 - E13 (LPN) was hired. Per the
facility training record, E13 was provided de-
mentia training on 12/28/22. The facility
lacked evidence of E13’s annual training for
the year 2023.

2.8/32/21 - E16 (LPN) was hired. Per the fa-
cility training record, E16 was provided de-
mentia training on 1/20/22. The facility
lacked evidence of E16’s annual training for
the year 2023.

3/4/24 —Per interview with E1 on 3/6/24 at
approximately 12:30 PM, E1 confirmed the
trainings were not in evidence for the above

employees.

3/6/24 - Findings were reviewed with E1, E2
and E3 (ARSD) at the exit conference, begin-
ning at approximately 12:50 PM.

corrected. Results of audits will be reviewed during
the community’s QA meeting.
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