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) ANTICIPATED DATES TO BE CORRECTED
An unannounced annual and complaint sur- | Section: 3225.9.6
vey was conducted at this facility from July Flu vaccine
c
21,2026, to July 24, 2026, The facility census | | V2N
on the entrance day of the survey was one | 1, Corrective action{s) will be accomplished
hundred four (104) residents. The survey | for residents found to have been affected
sample was composed of twelve (12) resl- | by deficient practice?
dents and a subsample survey of an addi-
tional two (2) resldents. The survey process R 2 refused the flu vaccine at the annual flu
Included observations, interviews, review of vacclne clinic, His POA has been notlfied ad it
resldent clinical records, facility documents ' I )
and facllity poficies and procedures, and has been documented in his medical record..
complaint and incident documentation from | 2. How will other residents be identified
the State Agency. who have the potentlal to be affected by
the same practice and what corrective ac-
Abbreviations/definitions used in this state | _, ) :
tions will he taken?
report are as follows:
o An audit of the 2025 flu clinic records 8/18/26
gﬁg le?ire:tor (;;Holzp'tilgy' ) showed that R2 was the only one who re-
- Jirec Ior © . esident Lare; fused the administration of the vaccine.
ED — Executive Director;
EMR - Electronic Medical Record; 3. What measures will be put in place or
LPN -Licensed Practical Nurse; what systemic changes will be made to en-
NP — Nurse Practitioner; sure that the deficient practice does not re-
PA — Physiclan Assistant; cur.
PDC - Private Duty Companion; ) .
RN — Registered Nurse Nurses were re-inserviced on the need for
documentatlon and POA notlficatlon of any
3225,0 Asslsted Living Facllitles resident refusing the annual flu vaccine. If a 8/18/26
3225.1.0 resident refuses to have the flu vaccine ad-
- Purpose ministered at the time of the Flu clinic, AL
The Department of Health and Social Ser- | residents will be given a declination form to
vices is Issulng these regulations ta prothote | Sin or If the resident resides in memory care
and ensure the health, safety, and well-be- | their POA wiil be notified. A progress note
ing of all residents of assisted living faclli- | Will be written in the resident’s medical rec-
ties. These regulations are also meant to en- | 0rd regardless of location. The DON or de-
sure that service providers will be account- | signee will audit the clinic worksheets within
able to their resldents and the Department, | @ Week of the clinic to assure the refusal was
and to differentiate assisted living care from | correctly documented, that the POA notified
skilled nursing care. The essential nature of | s appropriate, and the clinical record re-
é e flects the refusal. N
./r i Al 14 /—-—'h o Ar
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assisted living is to offer living arrange- | 4. How the corrective action(s) will be moni-
ments to medically stable persons who do | tored to ensure the deficient practice will
not requlre skilled nursing services and su- | ot recur (Quality Assurance program)?
pervision. The regulations establish the ‘ )
minimal acceptable level of services for res- Monthly revlevy of Va?cjlne cc?mpll- Ongoing
Idents of assisted llving facilities, ance at QAA will speclflcally ".]CIUde
acknowledgement by inspection
3225,9.0 Infection Control DOW, ED or designee that physical
3225.9.6 The assisted living facility sh:'all have on flle xzif;:igfﬁ]ofri?e?;ﬂgictuiTg];:dwi.lﬁﬂ:;
oo |l of malvcdraton sgaet v | i for s o
’ 100% compliance Is achieved and re-
by the Immunization Practice Advisory ported to QAA committee, Audit will
Committee of the Centers for Disease Con- include all move-ins (total sample)
trol, unless medically contraindicated. All monthly requiring 100% for those 3
residents who refuse to be vaccinated months.
agalnst Influenza must be fully informed by
the facility of the health risks involved. The The flu vaccination refusals and chart
reason for the refusal shall be documented audit will be reviewed at the QPAI
in the resident’s medical record. meeting following the flu clinic.
This requirement was not met as evidenced | Schedule FLU Clinic with pharmacy:
by:
e May additionally offer PNA, RSV,
Based on record review, interview and re- COVID boosters as recommended by
view of other facility and State documenta- provider/CDC.
tion, it was determined that for two (R2 and e Provide resident education and ‘call
R4) out of twelve sampled residents, the fa- em all’ with clinic information:
cifity failed to provide evidence of the 2025 * Front lobby/Concierge- should have
Influenza vacclne or a declination of such. copy of VIS for resident( responsible
Findings include: party If requested to review and
posted information about vacclne
clinic
1. 6/2/23 - R2 was admitted to the facility. nll. Asslst with obtaining resi-
There was no evidence of a 2025 influenza dent consent forms (may use
vaccination or a declination of such. pharmacy forms, attached
general flu consent for HRA)
7/24/26 8:30 AM — During an interview, E3 2. Maintain a copy of con-
(RN) stated R2 declined the vaccine when of- sent/receipt in resident chart
fered in 2025, E3 stated the documentation and update in YARDI under
of the declination was not In evidence. immunizatlons once vaccina-
//' 4 -tion_s}cornplete nr
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2. 10/6/25 - R4 was admitted to the facility. | Concord Pharmacy: Flu Clinic Set for
There was no evidence of a 2025 Influenza | 10/27/26 at 1pm , per Drugxpert74@ya-
vaccination or a declination of such. hoo.cam , IN October names of residents will
be collected at least a week prior and sent
7/24/26 8:30 AM — During an interview, E3 | back to pharmacy, target date 10/4/26 for
(RN) stated R4's vaccine documentation was | consent(s) and declination(s)
not in evidence, .
ADDENDUM - A Ongoing
7/24/26 - Findings were reviewed with E1 | Section: 3225.11.3
(ED) and E2 (DRC) at the exit conference, be- | Resident Assessment
ginning at approximately 12:50 PM. ) . .
PP Y 1. Corrective action(s) will be
accomplished for residents found to
B225:410" || Resident Assessment have been affected by deficient practice
Nothing can be done for R12’s doctor visit
3225.11.3 | within 30 days prior to admission, a pro-
spective resident shall have a medical eval- | more than 30 days prior to admission.
$/S—D - -
/ uatlon completed by a physician. 2. How will other residents be identi-
fied who have potential to be affected
by: tive actions will be taken ?
Based on record review and review of other | The direction of Sales will audit the admis-
facility documentation, it was determined | sion doctor paperwork for any admission
that for one (R12) out of twelve sampled res- | within the last 30 days to identify any resi-
idents, the facllity failed to provide evidence | dent who may have not been seen by the
that the physician’s medical evaluation was | physician within 30 days of admission.
with!n thirty days prior to admission. Find- 3. What measures will be put in place
ings include: or what systemic changes will be
made to ensure that the deficient prac-
4/28/26 — R12 was admitted to the facillty tice does not recur?
4/6/26 - The medical evaluation form was , )
./ / o The Director of Sales (DOS) were rein-
signed by the physician. On review of the ; ,
. . serviced by the ED or designee about the
evaluation, the physician noted the examina- o
. . need to have proof of a preadmission doc-
tion visit date was on 2/3/26, greater than e : . 7/29/26
. tor visits within 30 days prior to admission,
the 30-days prior to admission,
4, How the corrective action(s) will be
monitored to ensure the deficient
P
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7/24/26 - Findings were reviewed with E1 | practice will not recur (Quality Assur-
{ED) and £2 (DRC) at the exlt conference, be- | ance program) ?
ginning at approximately 12:50 PM,
Due to the volume of potential move-ins
3225.12.0 | Services and greater sample size The ED or de-
signee will audit new admission paperwork
3225.12.1 | The assisted living facility shall ensure that: | t© assure documentation of a doctor visit
within 30 days of all new admission daily x
3225.12.13 | Food service complies with the Delaware | 30 days then weekly x 3 and monthly x1 ‘
Food Code until 100 % compliance is achieved. Ongoing
Findings will be reported during the monthly
S/S-F
BEIS TS FogRNGomE QAPI meeting for review and recommenda-
4-6 CLEANING OF EQUIPMENT AND UTEN- tions. The frequency of the audits and ad-
SILS Justed according to outcomes.
4-601.11 Equipment, Food-Contact Sur- ADDENDUM - B
faces, Nonfood- Contact Surfaces, and
Utenslls. 3225.12.13
(C) NonFOOD-CONTACT SURFACES of | Food Service
EQUIPMENT shall be kept free of an accu- . . .
mulation of dust, dirt, FOOD residue, and Corrective action(s) will be accomplished
other debris for residents found to have been affected
' by deficient practice?
This requirement was not met as evidenced 1. How will other residents be Identlfied
by: who have the potential to be affected by
. the same practice and what corrective ac-
Based on observations it was determined tions will be taken?
that the facility failed to comply with the Del-
aware Food Code, Findings include: These indicated areas were the only ones
Identified at survey and time of correction.
7/23/26 11:00 AM - During the survey of the | Executive Director walked through and in-
facility kitchen, it was observed that exces- | spected with surveyor no other deficiencies
sive debris and plastic food containers were | identified.
I;)ca;[sd :tr;izr e e paraiomtanie) aie uis 2, What measures wlll be put in place or
2l ’ what systemic changes wlll be made toen- | 7/28/26
_ sure that the deficient practice does not re-
7/23/26 ~ Findings were reviewed with E1 | .
(ED) and E5 (DOH) at approximately 11:30
PM.
A W VS il P
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'3225.14.0 Resident Rights Executive Chef and Hospitality Dining Room

Manager were in-setviced on basic expecta-
3225.14.1 | Assisted living facilities are required by 16 | tions of health sanitation and cleanliness

/ Del.C. Ch. 11, Subchapter I, to comply with | {overall kitchen cleanliness) and will continue
S/S-D

the provisions of the Rights of Patients cov-
ered therein.

(81 Del. Laws, c. 206, § 23.)
§ 1121. Resident’s rights.

(b) It is declared to be the public policy of
this State that the interests of the resident
shall be protected by a declaration of a res-
ident’s rights, and by requiring that all facil-
ities treat their residents in accordance with
such rights, which shall include the follow-

Ing:

(1) Each resident shall have the right to re-
celve considerate, respectful, and approprl-
ate care, treatment and services, In compli-
ance with relevant federal and state law
and regulations, recognizing each person’s
basic personal and property rights which in-
clude dignity and individuality.

{13) Each resident shall receive care that
meets professional standards of care,

This requirement was not met as evidenced
by:

Based on record review, interviews, review
of other facllity, hospital and State documen-
tation, It was determined that for one (R8)
out of fourteen sampled residents for falls,
the facility falled to notify R8s POA of a
change In condition, thereby not providing a
professional standard of care for a resident
with dementia. Findings include:

to manage through policy and procedure.

3. How the corrective action(s) will be monl-
tored to ensure the deficient practice will
not recur {Quality Assurance program)?
Hospitality Checklist{s) have incorporated
cleanliness standards and will be utilized for
QAA purposed. Executive Director may also
along with designee as appropriate inspect
randomly during and after mealtimes.

Addendum E

4, How the corrective action(s) will be
monitored to ensure the deficient
practice will not recur (Quality Assur-
ance program) ?

Cleaning and hospitality checklists will be
provided at time of monthly QAA and eval-
uated at quarterly for ongoing compliance,
At minimum random checks (via checklist)
will be made weekly on various mealtimes
and times of day included but not limited to
end of day close. At minimum monthly re-
view will include 4-5 checklists, Executive
Director inspections will not be included in
this monitoring,

Findings will be reported during the
monthly QAPI meeting for review and
recommendations until 100% compliance
is achieved for three months, The fre-
quency of the audits and adjusted ac-
cording to outcomes,

D .
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1/12/24 — R8 was admitted to the facility in
the memory care unit with diagnoses of de-
mentia and history of falls.

1/14/26 4:27 AM - Per EMR entry by E30
(LPN) noted R8 was calling for assistance at
2:45 AM and "found sitting on her bedroom
floor next to the nightstand.” R8 “reported
back and shoulder pain” and was given ox-
ycodone with relief,

1/14/26 3:59 AM — PA1 performed a virtual
exam via telehealth and determined R8
noted her fall striking bedroom furniture
with mid-back and left shoulder pain. PAl
noted no changes in vital signs, including un-
labored respiratory effort and a full range of
motion of left shoulder. Skin assessment per
staff was warm, dry with no rashes or le-
sions. There was no mentlon of any brulsing
in evidence, PA1 indicated to continue sup-
portive care.

1/14/26 3:40 PM — Per EMR entry by E29
{LPN), R8 complained of midback and left
shoulder pain. R8 was given oxycodone with
rellef. E29 noted that NP1 ordered a tho-
racic/spine x-ray at 10:00 AM but had not
been completed as of 3:00 PM.

1/14/26 3:40 PM - per EMR entry E2 noted
that the POA was not notlfied of the fall or
the post-fall plan of care,

1/15/26 11:30 AM — per EMR entry by E2
(DRC), R8's PDC (private duty companion) re-
layed to nurse that R8 was complaining of
pain to her left hip and shoulder, E2 noted
bruising was present. E2 noted that F1 called
and requested R8 be transferred to the ER

pd

Provider's Signak@%

Section: 3225.14,
Resident Rights

1. Corrective action(s) will be
accomplished for residents found to

have been affected by deficient practice!

Nothing can be done for those resident(s) R8
who were not notified timely.

2.How will other residents be identi-
fied who have potential to be affected
by the same practice and what correc-
tive actions will be taken ?

An audit of the incident reports for the past
30 days was conducted by the DRC or de-
signee to assure an RN assessment oc-
curred. Nothing can be done for those resi-
dents who were not notified however of
the 30 day audit no additional incidents
were found.

3, What measures will be put in place
or what systemic changes will be
made to ensure that the deficient prac-
tice does not recur?

Nurses re-Inserviced on reportable inci-
dent(s) and family/physician notificatlon,

More specific content training on specific-
ity of fall(s) in regards to falls and assess-
ment (next cltation) In-service combined.

4, How the corrective action(s) will be
monitored to ensure the deficient
practice will not recur (Quality Assur-
ance program) ?

8/1/26

8/18/26

e VA o

Date f’/.L'DM -
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nurse) and NA (nurse’s alde)/ UAP (unli-
censed  assistive  personnel} Duties

30 days will be conducted by the DRC or
designee to assure an RN assessment oc-

STATEMENT OF DEFICIENGIES ADMINISTRATOR'’S PLAN FOR Compiletion
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES WITH Date
ANTICIPATED DATES TO BE CORRECTED
for evaluation. R8 was transferred via 911 to Findings will be reported during_the
the hospital at 11:15 AM. monthly QAPI meeting for review
The hospital record indicated R8 suffered L re'comrr}endat}ons il 1007
from a laceration of the spleen, multiple rib compliance is achieved for three
fractures, lumbar spinal fractures and a left months. The frequency of the audits Ongoing
pleural effusion. and adjusted according to outcomes,
7/24/26 10:20 AM - In a telephone interview Monthly all incident reports indicated
with F1, F1 confirmed she was not notified will be compared from 24 hour re-
by the facility staff of R8's fall. F1 stated she port, to Yardi interface and Wellsky if
received a call from the PDC with pictures of transfer to higher level of care or in-
the bruising post-fall which appeared sub- jury indicated as well as notification
stantial. F1 stated she called the facility and to physician/family, Sample will in-
asked the staff to transfer R8 to the hospital. clude entirety of incident reports.
7/24/26 12:40 PM~ E2 confirmed the daugh- Should the entirety of those 4 indica-
ter was not called about R8s fall and that F1 tor points not concur the 3 month (90
did request R8 be transferred to the hospital day) audit period will continue until
since the x-ray had not been performed by compliance (100%) met,
that time. E2 stated that NP1 was going to WHeERE el
see R8 once the x-ray was completed. R8
stated the x-ray staff came shortly after R8 3225.16.
was transferred., Staffing
7/24/26 - Findings were reviewed with E1 ) . )
{ED) and E2 at the exit conference, beginning L. Corre(‘:tlve actlon(s.) willsha
at approximately 12:50 PM. accomplished for residents found to .
have been affected by deficient practice
3225.16.0 | Staffing .
Nothing can be done for those residents who
3225.16.2 A staff of persons sufficlent In number and | ¢o not have an RN assessment documented.
adequately tralned, certlfied or licensed to
$/s-D meet the requirements of the residents 2. How will other resi.dents be identi-
shall be employed and shalf comply with ap- fied who have potfantlal to be affected
by the same practice and what correc-
plicable state laws and regulatlons. tive actions will be taken ?
State Of Delaware Board of Nursing- “RN
(registered nurse), LPN (licensed practical An audit of the incident reports for the past 8/1/26

Date M 0/ 'zé
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2024...Post Fall Assessment 8& Documenta-
tion- RN...” Updated 4/10/24,

This requirement was not met as evidenced
by:

Based on record review, intervlew and re-
view of other facility and State documenta-
tlon, it was determined that for two (R2 and
R5) out of fourteen sampled resldents for
falls, an LPN (not an RN as required by the
Delaware State regulation of the Board of
Nursing Scope of Practice) completed a resi-
dent’s post fall assessment. Findings include:
1. 6/2/23 ~ R2 was admitted to the facility. A
review of R2’s fall incident revealed the fol-
lowing post-fall assessment was completed
by an LPN, not an RN as required by the Del-
aware State regulation of the Board of Nurs-

ing.

-5/18/26 at 6:15 AM. There was no evidence
the staff attempted to schedule a telehealth
assessment or an RN evaluation.

2. 6/30/25 — R5 was admitted to the facility.
A review of R5’s fall incident report revealed
the following post-fall assessment was com-
pleted by an LPN, not an RN as required by
the Delaware State regulation of the Board
of Nursing Scope of Practice.

- 3/8/26 at 12:55 AM, Per the EMR entry,
there was an attempt by E30 (LPN) to notify
SHC (Senlority Health Care) to perform a
telehealth visit, however SHC stated R5 was
not In thelr system, so they were unable to
do the telehealth visit. E30 notified E2 {DRC)
of the fall who requested that R5 be trans-
ferred to the hospital for evaluation.

curred. Nothing can be done for those resi-
dents who do not have an RN assessment
documented.

3. What measures will be put in place
or what systemic changes will be
made to ensure that the deficient prac-
tice does not recur?

Nurses were re-Inserviced that an in-per-
son RN or telehealth RN or higher assess-
ment must be documented In the clinical
recard or on the incident report when a
resident does not require transferto a
higher level of care after a fall. The DRC or
designee will audit each Incident report to
determine that the RN assessment has
been documented in the incldent report or
clinical record weekly x4 and monthly x2.

4, How the corrective action(s) will be
monitored to ensure the deficient
practice will not recur (Quality Assur-

ance program) ?

Findings will be reported during the
monthly QAPI meeting for review and
recommendations until 100% compliance
is achieved for three months. The fre-
quency of the audits and adjusted ac-
cording to outcomes.

Audit reporting to include prior defi-
ciency (notification) in addition to docu-
mentation of RN Assessment for all falls.

Monthly all incident reports indicated

will be compared from 24 hour report, to
Yardi interface and Wellsky if transfer to
higher level of care or injury indicated as

IProvlder‘s Signature ,‘;}féw Title /‘VM/,%?—

8/18/26

Ongoing
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R5’s daughter refused to have her mom
transferred to the ER. There was no evidence
that an RN assessment post-fall was then
completed.

7/23/26 3:30 PM — During an interview, E2
(DRC) stated the facility and SHC group have
a contract to complete post-fall assessments
via telehealth. E2 stated that at one point,
the SHC clinician that was called at the time
of the fall found that the resident was “not In
their system” and declined to provide the as-
sessment. E2 stated that was addressed and
corrected so even when a resident is not on
the SHC group’s service, they will perform
the post-fall assessments.

7/24/26 - Findings were reviewed with E1
(ED) and E2 at the exit conference, beginning
at approximately 12:50 PM.

3225.19.0 | Records and Reports

3225.19.6 | Reportable incidents shall be reported Im-

mediately, which shall be within 8 hours of
the occurrence of the Incident, to the Dlvi-
sion, The method of reporting shall be as dI-
rected by the Dlvision.

S/S~-D

3225.19.7 | Reportable incidents include:

3225.19.7,2 | 19.7.2 Neglect as defined in 16 Del.C. §1131.

(12) “Neglect” means the failure to provide
goads and services necessary to avoid phys-
Ical harm, mental angulsh, or mental iliness.

Neglect includes all of the following:

a. Lack of attention to physical needs of the
patlent or resident including toileting, bath-
ing, meals, and safety.

well as notification to physician/family.
Sample will include entirety of incident
reports. Should the entirety of those 4 in-
dicator points not concur the 3 month
(90 day) audit period will continue until
compliance (100%) met.

Addendum C2

3225.19
Record and Reports
Neglect

1. Corrective action(s) will be
accomplished for residents found to
have been affected by deficient practice

No further correction can be made — post
compliance noted in survey

2. How will other residents be identi-
fied who have potential to be affected
by the same practice and what correc-
tive actions will be taken ?

No other residents were impacted by the
isolated incident and correction made im-
mediately,

3, What measures will be put in place
or what systemic changes will be
made to ensure that the deficient prac-
tice does not recur?

5/7/2026

e N7 ES= SIS

Date
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DATE SURVEY COMPLETED: July 24, 2026

SECTION

STATEMENT OF DEFICIENCIES
SPECIFIC DEFICIENCIES

ADMINISTRATOR’S PLAN FOR
CORRECTION OF DEFICIENCIES WITH
ANTICIPATED DATES TO BE CORRECTED

Completion
Date

This requirement was not met as evidenced
by:

Based on a review of medical records, inter-
views and the facility and the Division docu-
mentation, It was determined that for one
(R4) out of twelve residents sampted for re-
portable incidents, the facility failed to re-
port neglect per the State regulation. Find-
ings include:

10/6/25 — R4 was admitted to the facility in
the memory care unit.

4/30/26 —The facility camera footage review
revealed that R4 was left outside for three
and one half hours {two and one half hours
without supervision}. R4 sustained sunburn.
Once it was discovered that R4 was outslde,
she was returned inside, assessed and pro-
vided lunch and hydration.

7/24/26 12:40 PM - per interview with E1
(ED), E1 stated the employee was suspended
and subsequently terminated from employ-
ment. The facility provided re-education, re-
view of and implementation of revised safety
measures to memory care caregivers and ac-
tivity personnel.

The employee termination, the re-education
provided on resident care when outslde, and
the procedure revision and education were
reviewed and confirmed as completed by the
surveyor. Facllity met compliance as of May
7,2026.

7/24/26 - Findings were reviewed with E1
and E2 {DRC) at the exit conference, begin-
ning at approximately 12:50 PM. This is a
past non-compliance

Corrective action was taken regarding
the lack of attention to sun exposure, In-
formation shared at time of survey and
indicated as meeting post compliance

4, How the corrective action(s) will
be monitored to ensure the deficient
practice will not recur

(Quality Assurance program) ?

Findings were reported during the
monthly QAPI meeting for review and
recommendations until 100% compliance
was achieved for three months.

QAA/Best Practices implemented were
shared at time of annual and complaint sur-
vey including inventory of sun bonnets, sun-
screen as well as assignment checklists and
monitoring of hydration stations.

Additional umbrellas were added for shading
fn memory care courtyard,

Past non-compliance

5/7/26
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