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An unannounced Complaint survey was con-
ducted a'_: this facility on Ja.nua{’y 16,,2025: B. No resident was impacted by the deficient prac-
The deficiencies contained in this report are | . Upon confirmation of a facility-wide COVID-19
based on observations, interviews, review of | outbreak on January 9, 2026, the facility immedi-
residents’ clinical records and review of | atelyimplemented its Infection Prevention and Con-
other facility documentation as indicated. trol Outbreak Response Plan to mitigate further

, . transmission and ensure resident and staff safety.
The sample totaled fourteen (14) residents. All residents residing in the facility at the time of the

identified outbreak were immediately assessed to

A. Unable to correct deficient practice at this time

Assisted Living Faciliti
3225.0 IS ving hias determine potential exposure risk for signs and
3225.9.0 Infection Control symptoms of COVID-19, including but not limited to
fever, cough, shortnaess of breath, sore throat, fa-
3225.9.8 Specific Requirements for COVID-19: tigue, body aches, new loss of taste or smell, and
changes In baseline condition. Any resident axhibit-
3225.9.8.1 Residents ing signs or symptoms was immediately isolated,

tested per physician order and current CDC/public
3225.9.8.1.4 | Facilities must report all resident testing | health guidance, and appropriate transmission-

and test results to the Delaware Division of | based precautions were implemented. A 100% facil-
S/S-D Public Health ity-wide surveillance process was initiated. Any

staff member exhibiting symptoms or reporting ex-

Based on interview and document review it | POsure was excluded from work, referred for testing,
! and permitted to return only in accordance with

was determined that the facility failed to CDC and public health return-to-work criteria. En-
comply with DPH (Delaware Division of Pub- | hanced environmental cleaning and disinfection of
lic Health) COVID-19 reporting require- | high-touch surfaces and common areas per CDC
ments. Findings include: and manufacturer guidelines. Reinforcement of
hand hygiene compliance monitoring. Review of PPE
1/16/26 — During the survey of the facility at | supply to ensure adequate availabllity. Ongoing
approximately 10:30 AM, a request of Res- communication with residents, responsible parties,

R r list d tati d staff, and the local health department as required.
piratory line list documentation was made. Through the immediate implementation of these

The documentation revealed three residents | ¢orrective actions, 100% of residents and staff were
(R3, R7, & R14) out of 14 reviewed, had con- | assessed for signs and symptoms of COVID-19, and

firmed COVID-19 within a 3-day period. R3 appropriate interventions were initiated without de-

had been diagnosed with COVID-19 on lay. Survelllfance confirmed that no deltl({nfil resi-
. . dents were impacted as a result of the deficient
1/7/26, R7 was diagnosed with COVID-19 on practice.

1/8/26, and R14 was diagnosed with COVID- | ¢. Upon identification of the reporting delay on

19 on 1/9/26. 1/16/26, the facilityimmediately verified that the
COVID-19 outbraak report had been submltted to
Current guidelines from Delaware Public | DPH on 1/14/26. The Executive Director (ED) and Di-
Health (DPH) require three or more con- | "ector of Nursing (DON) reviewed confirmation of

. submission and ensured DPH receipt. All three resi-
firmed cases of COVID 19 among staff and dents (R3, R7, R14) were placed on appropriate

residents within a seven-day period must be | yrangmission-based precautions per current infec-
r ed timely to DPH, tion control guidelines. Families and responsible
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1/16/26 — During an interview and review of
documentation with E2 (Director of Nursing)
at approximately 2:00 PM, nursing commu-
nication documentation revealed that the
facility was notified from the hospital of the
third (R7) COVID diagnosis on 1/9/26.

1/16/26 — During an interview with E1(Exec-
utive Director, ED) & E2 (Director of Nursing,
DON} at approximately 2:00 PM, it was re-
ported that the notification to DPH was sent
on 1/14/26, five days later.

1/16/26 - Findings were reviewed with
E1(ED), E2 (DON), E3 (DON Il}, and E4
(ADON) at approximately 2:30 PM.

parties had previously been notified of positive re-
sults. No additional adverse outcomes related to
the reporting delay were identified. Education pro-
vided by corporate RN to Executive Director, Direc-
tor of Nursing, ADON. Education included: DPH out-
break definitions, Timeliness requirements, Docu-
mentation expectations, Chain of responsibility, all
education documented with signed attendance
sheets.

D. Audit was conducted of all reportable communi-
cable diseases within the past 30 days to ensure no
additional reporting delays occurred. The audit con-
firmed no other reportable outbreaks were submit-
ted outside required timeframes. All current respira-
tory line lists were reviewed to ensure accuracy and
completeness. Resident Care Manager witl conduct
monthly audit to ensure Monitor deficient practice
far each resident to consistently meet 100% compti-
ance. The DON/designee will conduct initiate 100%
audits of: Respiratory line lists, confirmed com-
municable disease cases, reporting logs weekly for
4 weeks until 100% compliance is achleved, then
monthly for 3 months until 100% compliance is
maintained, regular checks will continue to main-
tain compliance. Audits will verify that any reporta-
ble condition is reported within required
timeframes. Results will be reviewed monthlyin
QAPI for three months. Any Identified delay will re-
sult in immediate corrective action and re-educa-
tion.

Completion Date: 1/20/26

Responsible Party: Director of Nursing/Executive Di-
rector
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3225.9.9

3225.9.9.1

3225.9.9.2

S/S—~F

Infection Prevention and Control Program

The assisted living facility shall establish an
infection prevention and control program
which shall be based upon Centers for Dis-
ease Control and Prevention and other na-
tionally recognized infection prevention
and control guidelines.

The individual designated to lead the as-
sisted living facility’s infection prevention
and control program must develop and im-
plement a comprehensive plan that in-
cludes actions to prevent, identify, and
manage infections and communicable dis-
eases. The plan must include mechanisms
that result in immediate action to take pre-
ventive or corrective measures that im-
prove the assisted living facility’s infection
control outcomes.

Based on interview and document review, it
was determined that the facility failed to
comply with DPH and CDC COVID-19 guid-
ance regarding testing procedures, imple-
menting transmission-based precautions,
and the provision of personal protective
equipment for staff, vendors, and visitors.
Findings include:

1/16/26 - During an interview with E2 (DON)
and E4 (ADON) at approximately 1:00 PM, it
was stated that E4 (ADON) was overseeing
the infection prevention and control (IPC)
practices when R3’s case was identified on
1/7/26.

Current guidance from CDC (2026) states:
“Prevent spread - Test residents and
healthcare personnel (HCP) with new respir-
atcﬁ?ﬂlness signs or symptoms. Selection of

A. Unable to correct deficient practice at this
time

B. Noresidentwasimpacted by the deficient
practice. Upeon confirmation of a facility-
wide COVID-19 outbreak on January 9,
2026, the facility immediately imple-
mented its Infection Prevention and Con-
trol Outbreak Response Plan to mitigate
further transmission and ensure resident
and staff safety. All residents residing in
the facility at the time of the identified out-
break were immediately assessed to de-
termine potential exposure risk for signs
and symptoms of COVID-19, including but
not limited to fever, cough, shortness of
breath, sore throat, fatigue, body aches,
new loss of taste or smell, and changes in
baseline condition. Any resident exhibiting
signs or symptoms was immediately iso-
lated, tested per physician order and cur-
rent CDC/public health guidance, and ap-
propriate transmission-based precautions
were implemented. A 100% facility-wide
surveillance process was initiated. Any
staff member exhibiting symptoms or re-
porting exposure was excluded from work,
referred for testing, and permitted to return
only in accordance with CDC and public
health return-to-work criteria. Enhanced
environmental ¢cleaning and disinfection of
high-touch surfaces and common areas
per CDC and manufacturer guldelines. Re-
inforcement of hand hygiene compliance
monitoring. Review of PPE supply to en-
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diagnostic tests will depend on the sus-
pected cause of the infection (e.g., which
respiratory viruses are circulating in the
community or the facility, recent contact
with someone confirmed to have a specific
respiratory infection) and if the results will
inform clinical management (e.g., treat-
ment, duration of isolation). At a minimum,
testing should include SARS-CoV-2 and influ-
enza viruses with consideration for other
causes (e.g., RSV).”

1/16/26 —During an interview with E2 (DON)
and E4 (ADON) at approximately 1:00 PM,
the surveyor asked about additional testing
and precautions that were put in place upon
identification of the COVID-19 virus on
1/7/26. It was reported by E4 that three res-
idents were tested at the facility on 1/7/26.
The testing included R3, R14 and one addi-
tional resident with symptoms which re-
sulted in two positive cases (R3 and R14). It
was also reported that no staff were tested
in house.

1/16/26 — Review of respiratory surveillance
line list revealed an initial COVID 19 virus
was identified in R1 on 12/30/25. It also re-
vealed that ten residents (R2, R4, RS, R6, RS,
R9, R10, R11, R12, & R13) out of ten re-
viewed, had identified symptoms of cough,
cold symptoms or congestion between
1/6/26 and 1/13/26. These residents were
not tested according to the line list docu-
mentation.

Current guidance from CDC (2026) states:
“Ensure everyone, including HCP, residents,
and Wsitors are aware of recommended in-

sure adequate svailability, Ongoing com-
munication with residents, responsible
parties, staff, and the local health depart-
ment as required. Through the immediate
implementation of these corrective ac-
tions, 100% of residents and staff were as-
sessed for signs and symptoms of COVID-
19, and appropriate interventions were ini-
tiated without delay. Surveillance con-
firmed that no additional residents were
impacted as a result of the deficient prac-
tice.

C. Changeinnursing leadership resulted in
the deficient practice. The deficient prac-
tice was determined to be the resultof a
systems failure associated with a recent
change in nursing leadership, rather than
the actions of any single individual, During
the transition in nursing leadership, there
was an interruption in the continuity of
clinical oversight and infection prevention
monitoring processes. The facility did not
have a formalized transition plan to ensure
uninterrupted infection prevention over-
sight during leadership changes. Addition-
ally, there was no structured handoff pro-
cess to clearly assign accountability for
outbreak monitoring and compliance veri-
fication while the new nursing leader was
being oriented. This systems gap contrib-
uted to the deficient practice, as monitor-
ing processes were not consistently au-
dited for completeness during the leader-
ship transition. Upon identification of the
root cause, the facility implemented
measures to ensure sustalned oversight of
infection prevention activities regardless
of leadership changes, including clearly
defined accountability structures, cross-
training of leadership staff. No residents
were harmed as a result of this deficient
practice. On 1/16/26, all residents identi-
fied with respiratory symptoms (R2, R4,
R5, R6, R8, RS, R10, R11, R12, and R13)
were immediately assessed by nursing
staff. Transmission-based precautions
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fection prevention and control (IPC) prac-
tices in the facility. This includes when spe-
cific IPC actions are being implemented in re-
sponse to new infections In the facility or in-
creases in respiratory virus levels in the com-
munity by sharing and posting communica-
tion materials such as posters, mask graphics
and signs.”

1/16/26 — During an interview with E4
(ADON) at approximately 1:00 PM, the sur-
veyor asked what was implemented after
identification of the virus. It was reported
that facility staff were notified of the current
cases. The surveyor asked for the processes
far use of PPE for infection control and the
use of signage to identify transmission-
based precautions. It was reported by E4
(ADQN) that it was a dignity concern to post
signage. In addition, it was reported that
PPE was available, although it was not made
readily available outside of the resident
rooms for any staff, visitor, or vendor to be
able to access.

1/16/26 - Findings were reviewed with
E1(ED), E2 (DON), E3 (DON 1), and E4
(ADON]) at approximately 2:30 PM.

were implemented immediately for con-
firmed and suspected cases in accord-
ance with current guidance from the Cen-
ters for Disease Control and Prevention
(CDC). Appropriate PPE (gowns, gloves,
surgical masks, N95 respirators, and sye
protection) was placed on PPE carts and
stationed outside affected resident rooms.
Transmission-based precaution signage
consistent with CDC guldance was posted
outside affected rcoms. Outbreak notifica-
tion signage was placed at the main en-
trance of the facility and at all visitor entry
points to inform visitors of the presence of
COVID-19in the building. The signage in-
cluded instructions regarding required in-
fection control measures, including symp-
tom screening, hand hygiene, and required
PPE use prior to entry. Visitors were in-
structed not to enter the facllity if experl-
encing symptoms consistent with COVID-
19 and were directed to notify the facility
for further guidance. PPE stations are now
maintained cn each unit and monitored
daily for adequate supply and accessibil-
ity. ADON will monitor monthly of the PPE
supplies for continued comptliance. Al di-
rect and in-direct staff which includas,
Nursing, Dietary, Housekeeping, BOM/HR,
Admissions, Maintenance were/will be re-
educated on transmisslon-based precau-
tions when caring for a resident with Covid
19. Corporate RN educated Executive Di-
rector, Resident Care Manager, and Assis-
tant Resident Care Manager on policy 3.0
Universal Precautions, 5.0 gloves, 6.0
masks, 7.0 goggles, 8.0 gowns.
D. Afacility-wide audit of the respiratory sur-
veillance line list was conducted to identify
any resident with signs or symptoms of
respiratory iltness within the previous 30
days. All residents were assessed for cur-
rent respiratory symptoms. An audit of PPE
placement and transmission-based pre-
caution signage throughout the facility was
completed to ensure accessibility and visi-
bility. PPE stations are now maintained on‘
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each unit and monitored daily for ade-
quate supply and accessibility, Transmis-
sion-based precaution signage templates
were implemented to balance infection
control requirements and resident dignity.
Resident Care Manager will education all
nursing staff, CDC guidance, testing proto-
cols, proper PPE use donning/doffing pro-
cedures, Transmission based precautions.
Resident care manger, or designee will
Audit 100% of new respiratory cases
weekly for 4 weeks, then monthly for 3
months. Conduct weekly PPE availability
audits for 4 weeks, then monthly for 3
months. Audit signage placement weekly
for 4 weeks, then monthly for 3 months un-
til 100% compliance is malntained. En-
sure testing and transmission-based pre-
cautions are implemented promptly ac-
cording to facility policy and CDC guid-
ance. Results of audits will be reviewed at
the monthly Quality Assurance and Perfor-
mance improvement (QAPI) meeting Any
identified issues will result in immediate
corrective action and staff re-education.
Ongoing surveillance data will be trended
and reported to leadership monthly.
Completion Date: 02/4/2026

Responsible Party: Resident Care Manager
& Executive Director
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