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An unannounced Initial Survey was conducted
at this facility on August 5, 2026. The deficien-
cles contained in this report are based on in-
terviews, recortd review, and review of other
facitity documentation. The facility census on
the first day of the survey was four {4), The sur-
vey sample totaled two {2) residents,

Abbreviations/definitions used in this report
are as follows:

DON ~ Director of Nursing;

FEMA ~ Federal Emergency Management
Agency;

LLAM ~ Limited Lay Administration of Medica-
tions;

0~ Owner;

RCA -~ Resident Care Aide.
Assisted Living Facilities
Purpose

The Department of Health and Social Ser-
vices is issuing these reguiations to pro-
mote and ensure the health, safety, and
well-being of all residents of assisted liv-
ing facilities. These regulations are also
meant to ensure that service providers
will be accountable to their residents and
the Department, and to differentiate as-
sisted living care from skilled nursing
care, The essential nature of assisted liv-
ing is to offer living arrangements to
medically stable persons who do not re-
quire skilled nursing services and super-
vision, The regulations establish the min-
imal acceptable ievel of services for resi-
dents of assisted living facilities.
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Medication Management A. R1and R2 were affected by the missing second-guarter | 8/15/2026
pharmacy-review documentation. The consultant pharma-
Provision for a quarterly pharmacy review | cist compieted a comprehensive pharmacy review for R1,
| conducted by a pharmacist which shall in- RZ, and all curcent residents on August 15, 2026, Written
F ) reporis are maintained in the resident records. Responsi-
i 3225.8.5 gucs: ble: Administrator/DON,
. " :
3225.8.1.5 Raiew of e?Ch gesidentis mfzdscatior? regf- B. The Administrator/DON reviewed 100% of current resi-
men with written reports noting any identi- dents for the same potential deficiency. All current resi-
fied irregularities or areas of concern. dents received the required pharmacy review on August
15, 2026 and were added to the guarterly tracking process.
This reguirement was not met as evidenced
3225.8.1.5.3 by: i . w
v C. Root cause: there was no formal process to verify that
quarterly pharmacist reviews were completed and re-
$/S~D Based on record review, interview, and review | ceived. A quarterly pharmacy-review tracking log was im-

|
|
|

of uther facility documentation, it was deter-
mined that for two {R1 and R2} out of four res-
idents sampled, the facility lacked evidence
that the quarterly pharmacy review of each
resident’s medications was completed for the
second quarter of 2026. Findings include:

1. 1/29/26 - Rl was admitted to the facility.

8/5/26 - Per the review of R1's medical record
and the pharmacy documentation, the 2nd
guarter review was not in evidence,

2.1/29/26 ~ R2 was admitted to the faciiity.

8/5/26 — Per the review of R2’s medical record
and the pharmacy documentation, the 2nd
quarter review was not in evidenca.

8/5/26 10:40 AM - During an interview, E2
{DON/O) confirmed the second quarter phar-
macy review was not in evidence for any of the
active residents. £2 stated the pharmacist is
stheduled to come in August and will be re-
minded that quarterly reviews are required.

8/5/26 - Findings were reviewed with E2 and
E3 {0} at the exit conference, beginning at ap-
prodmately 3:00 PM,

plemented. The Administrator/DON or designee will verify
completion and receipt of each written report at the end
of every quarter and

follow up immediately on any missing review.

D, Goal: 100% of residents will have & documented phar-
macist medication-regimen review sach quarter. The
Adrinistrator/DON or desigree will audit 100% of active
resident records at the end of each quarter using the track-
ing log. Missing reviews will be corrected immediately and
audit resulls retained in QA records,
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to the resident upon admittance o the facility; il
residents currently residing in the facility; and the
authorized representative under § 1122 of this ti-
tle, The long-term care facility shall retain in its
files a statemerst signed by each person listed in
this subsection that the person has received a copy
of § 1122 of this title.

This requirement was not met as svidenced by

Based on record review and interview, it was deter-
mired that for two {R1 and R2) nut of four residents
reviewed for updated resident rights natification,
the facility failed ta ensure that the resident or ras-
ident representative was notified and signed off on
the updated resident dghts forpn, Findings include;

The Resident Rights form {updated Septembar
2023} required sach resident or resident repre-
sentative to sign and date to acknowletlge the re-
ceipt of & copy of the Resident Rights,

1.1/29/26 - R1 was admitied to the facility. The fa-
cility had on file the outdated Resident Rights infor-
mation, not the updated Resident Rights forr.

2. 1/29/26 - 12 was admiited o the facility. The fa-
cility bad on file the outdated Resident Rights Infar-
mation, not the updated Resident Rights farm.

§/5/26 11:30 AM -~ Dring an interview, B2 (DON/O)
confirmed the resident rights version utilized by the

facility was the outdated one, not the updated ver-

sion,

STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR Completion
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES WITH Date
L ) ANTICIPATED DATES TO BE CORRELTED
Resident Rights
. A.Qn August 5, 2026, R1 and R2 were pravided the current 8/5/2026
Assisted living facilities are required by 16 Del.C. | September 2023 DHSS Resident Rights and signed/dated
Ch. 13, Subchapter I, to comply with the provi- | acknowledgments were placed in their records.
slons of the Rights of Patients covered therein, Responsible: Administretor/DON,
B. The Administrator/DON reviewed 100% of current resi-
3225.14.0 Del.C, Ch 11, Subchapter Il - § 1121, Resident’s | dent records. All current residents and/or authorized rep-
tights. resentatives received the current September 2023
3225.14.1 Resident Rights and completed signed/dated acknowledg-
§ 1123. Notice to patient. ments on Augist 5, 2026,
€. Root cause: an outdated form remained in use without
$/S-D (b} Copies of § 1121 of this title shal be furnished | 3 process to verify the current State-issued version. The fa-

cility replaced the obsolete form and added verification of
the current Resident Rights and signed acknowledgment to
the admission checkiist. The Administrator/BON ar de-
signee will verify the current DHSS version when reguiatory
updates are received.

D. Goal: 100% camplisnce. The Administrator/DON or de-
signee will audit 100% of new admission records within 72
hours for the current rights form and signed acknowledg-
ment and will verify the State-lssued version quarterly. Any
deficiency will be corrected fmmediately and documented
an the yesident-record audit tood,

Provider's Signature 4FM Q.0 KN

: S 4 -
Title _ {;;,,.D Date C’t’! D!“’Z;éa




DELAWARE HEALTH
AND SOCIAL SERVICES

DMSS - DHCQ
263 Chapman Road, Suite 200, Cambridge Bldg.
Newark, Delawgre 19702
(302) 421-7400

Division of Health Care Quality
Gffice of Long-Term Care Resldents Protection

STATE SURVEY REPORT

NAME OF FACILITY: The Village at Mount Hope

Page 4 of 9

DATE SURVEY COMPLETED: August 5, 2026

STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR Completion
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES WITH Date
ANTICIPATED DATES TO BE CORRECTED
Environment and Physical Plant
Fach assisted living facility shali comply
with applicable federal, state and local A. The inpacted ares is the facility private-well drinking- 9/8/2026
i laws water system. The facility contacted the Delaware Public
S Heaith Leboratory and a water sample was delivered on
! i Assisted living facilities shali: August 26, 2026, Certified laboratory results are pending.
Responsible: Administrator.
Be in good repair; B. Because the private well supplies the entire facility, all
residents and potable-water areas have the potential to be
Be clean; sffected. The Administrator will review the certified result
facility-wide and promptly implement and document any
Have a hazard-free environment requived corrective measures if a result is outside an ac-
ceptable standard.
Based on interview, it was determined | C Rootcause: there was no formal environmental-compli-
. " . ; ance tracking process to ensure certified private-well test-
that the fac;hty faliec{ o comply with the ing was obtained and retained. The faciity established a
Delaware water quality standards ensur- | water quality compliance file and tracking process. Future
ing potable water for residents. Findings | testing will be through the Delaware Public Health Labora-
include: tory or another appropristely certified drinking-water la-
boratory. Responsible; Administrator or designee,
| ] . " D. Goal: 100% completion and retention of required certi-
/5745 ,1‘2‘30 Pl xDurm\g He ‘sur\ley o fied water-quality testing. The Administrator/designee will
the facility and an interview with E3 (O) | track the pending report until received, document review
[ confirmed the water quality testing had | sndany required corrective action, then review the water-
i (e _ | quatity compliarce file quarterly. The tracking log and la-
| 3225.17.0 not been conducted through a certifled la boratory reports will be the audit tools,
: boratory to ensure the water conforms to
I 3225.17.1

safety standards,

8/5/26 - Findings were reviewed with E2
{DON/OY and E3 at approximately 2:00
P,
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3225.17.2 )
Emergency Preparedness A. The impacted area is the facility fire-protaction system, 8/10/2026
3225.17.2.1 The facility contacted the authority having jurisdiction far
Nursing facilities shall comply with the | clarffication and written direction. Based on the fire-safety
3225.17.2.2 . N récommendation received, an interim fire watch was ime
rules and regulations a;lepted.ané L plemented. Rounds oceurred approximately every 60
3225.17.2.3 forced by the State Fire Prevention Com- | minutes, with designated personnel physically touring and
mission or the municipality with jurisdic- | cbserving all important areas of the building within 45
ok minttes. Rounsds are documented,
S[5—F g Responsible: Administrator,
. 3 \ .. | B. Becauss fire protection affects the entire building, all
Based on c{bsewation and fr:i‘i‘@mgw, it residents, staff, and facility areas have the potential to be
was determined that the facility failed to | affected. The fire watch applies facility-wide. The
comply with sprinkler protection and Del- Administrator/designes ensures all important areas are
aware fir tinguisher r ire te included and sufficient personnel are available to complete
) '_e [ & EXxtinglis equirements. the bullding tour within 45 minutes.
Findings include: C. Root cause: sprinkier-system work was in progress and
' written approval/clarification from the authority having
8/5/26 12:00 PM — During the survey of | jurisdiction was not available at survey, The facility imple-
the facility, an observation of the fire pro- | mented the recommended interim fire-watch procedure
taction SEtem sl Ee T COTRG and Fire Watch/Safety Rounding Log. Fire Marshal corre-
_ Y P spondence, determingtions, inspections, approvals, and
eratian, recommendations will be retained in the life-safety file.
i Manitoring continues unill the sprinkier system is opera-
8/5/26 12:00 PM ~ During an interview, E3 | tional and/or further written Fire Marshal direction is
(O) stated that work was still being com- | received.
leted - t FEE e D. Gozt: 100% completion and documentation of required
3225.18.0 PRSTEC O e, SPAbRRIET SVS' SUES B | interim fire-wateh rounds. The Administrator/designee
the system was not operational, A letter | wiil review the Fire Watch/Safety Rounding Log daily for
3225,18.1 or other documentation of approval from | missed rounds, Incomplete tours, or hazards, Any issue will
. ) . e he addressed Immediately, togs will be retained in the tife-
S/S- F the Fire Marshal he‘lvmg jurisdiction was safery fite until further Fire Marshal direction or sprinkler
not available fﬁr FevIenad, rastoration.
8/5/26 — Findings were reviewad with E2
(DON/O) and E3 at approximately 2:00
P,
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700 Delaware State Fire Prevention Reg-
ulations A, On August 5, 2026, the identified fire extinguishers, in-
703 Installation, Operation, Mainte- ::;?;r;i ;h? kitchen extinguisher rited during survey, were | 8/5/2026
nance, Testing and Sales of Signaling Sys- | Responsible: Administzator,
tems, Fire Protection Systems and Fire | B. The Administrator reviewed all facility portable fire
extinguishers for overdue service, missing seals, improper
Extinguishers placement, and other visible cancerns, Corrective action
. applies to all facility extinguishers.
Chapt&r 1 Operatien, Maintenance, and C. Root cause: there was no farmal tracking process for an-
Testing of Fire Protection Systems nual extinguisher servicing and routine condition checks. A
monitoring process was implemented to track annual ser-
2.0 Servicing or Repair of Portable Fire Ex- | vice dates and routine visual checks for placement, condi-
tingu%shers tion, tamper seals, pressurefstatus, and service documen-
tation.
2.3 Servicing of Fire Extinguishers Responsible: Administrator or designee,
D. Goal: 100% of facility extinguishers will he maintained in
2.3.1 All portable fire extinguishers shall compliant condition with current required servicing. The
: N Administrator/designes will visually inspect 100% monthly
be serviced or maintained on an annual and document findings on a fire-safety checklist. Annual
{every 12 months) basis. prafessienal servicing dates wiil,
§/5~F

Based on interview and documentation
review, it was determined that the facility
failed to maintain the facility fire extin-
guishers. Findings include:

B/5/26 11:.00 AM — During the survey of
the facility, an observation of the fire ex-
tinguisher located in the kitchen revealad
the initial date the extinguisher was as-
sessed was April 7, 2025, In addition, the
tamper seal was missing from the extin-
guisher.

8/5/26 1100 AM — During an interview, E3
(0) revealed this was the date when the
extinguisher was purchased and it had not
completed annual servicing.

875/26 ~ Eindings were reviewed with E2
{DON/O} and E3 at approximately 2:00
P
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STATEMENT OF DEFICIENCIES

guarterly on each shift. Written records
shall be kept of attendance at such driils.

3225.18.2 Based on interview and documentation

review, it was determined that the facility
failed to maintain an attendance record
for the fire drills. Findings include;

§/s-F

8/5/26 10:30 AM -Review of fire drill logs
revealed the attendance was not indi-
cated on the fog.

8/5/26 10:30 AM - During an interview, £2
(DON/O) confirmed attendance was not
taken far the fire driils.

8/5/26 - Findings were reviewed with E2
and E3 (O} at approximately 2:00 PM.

l

ADMINISTRATOR'S PLAN FOR Completion
SECTION SPECIFIC DEFICIENCIES CORRECTION OF DEFICIENCIES WITH Date
ANTICIPATED DATES TO BE CORRECTED
Regular fire drills shall be held at least | A Afire drill was completed on August 5, 2026 and the | 8/6/2026

documantation included the residents and staff
present/participating. Responsible: Administrator/DON.
B. The Administrator/DON raviewed the fire-drill
documaentation process because all residents and staff pre-
sent during drills may be affected by incomplete records.
The revised process requires date, shift, drifl details, resi-
dents present/participating, and staff attendancs,

C. Root causa: the prior fire-drill documentation process
did not ensure attendance was recorded. The process was
revised to require attendance for every deill, Flre drills will
continue at least quarterly on each shift. The Administra-
te/DON ar designee will review each campleted deiil form
hefore fifing.

0. Goal: 100% of required fire drills will have complete
attendance documentation, The Administrator/DON or de-
signee will audit 100% of fire-drill records after each drifl
for date, shift, resident attendance, staff attendance, and
reguired drill,
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completed FEMA training in 1CS-100 and
NIMS-700a in the past 24 months.

This requirement was not met as evi-
denced by:

Based on interview and review of ather fa-
cility documentation, i was determined
that the facility procured only one full
time employee with FEMA certification,
Findings include;

3/13/26 — E5 [RCA/LLAM) was hired.

7/18/26 — E5 FEMA certification was com-
pleted for both 1CS-100 and NiiS-700a,

8/5/26 11:30 AM - During an interview, E2
(DON/O) confirmed only one full time em-
ployee had the FEMA certification. E2
stated she had made attempts to obtain
certification but was having difficulty ac-
cessing the website.

8/5/26 - Findings were reviewed with E2
and E3 {O) at the exit conference, begin-
ning at approximately 3:00 PM.

STATEMENT OF DEFICIENCIES ADMINISTRATOR’'S PLA{?} ngfm-l Completion
‘ . CORRECTION OF DEFICIENCIE! Date
SECHEIN SESEIESRERICIEHSIES ANTICIPATED DATES TO BE CORRECTED
3225.18.6 Each facility shall submit with an applica- | A. On August 6, 2026, a second active full-time employee | 8/6/2026
tion for & license and annual renewal of a completed the required FEMA ICS-100 and NIMS-700a
‘ courses, The facility now maintains documentation for at
license: least two active full-time employees, Responsible:
Adrministrator/DON,
3225.18.6.2 | Coples of the FEMA certificate of achieve- | . the Administrator/DON reviewed the FEMA certifica-
ment which demonstrate that at jeast | tion status of active full-time employees and verified that
two active, full-time employees have at least two currently meet the requirement. Certificates

are maintained in facility file records.

C. Root cause: required FEMA tralning for a second active
full-time employee had not been completed/documented
befare survey. A FEMA training/certification tracking rec-
ord was implernented. The Administrator/DON or de-
signee will monitor certificate dates and employment sta-
tus and identify another eligible fufi-time employee for
training if a designated smployee separates or no longer
qualifies.

D, Goal: 100% compliance with maintaining at least two
active fuli-time employees with current [€$-100 and NIMS-
700a cectificates completed within the preceding 24
months, The Administrator/DON ar designee will audit the
FEMA tracking record quarterly and before annual license
renewal and immediately address any gap.
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