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An unannounced Annual, Complaint and
Emergency Preparedness Survey was con-
ducted at this facility from December 1,
2025, through December 4, 2025. The defi-
ciencies contained in this report were based
on ohservation, interview, review of clients'
records and review of other facility docu-
mentation as indicated. The facility census
on the first day of the survey was thirty-four |
(34). The survey sample totaled fifteen (15)
residents.
3201 Regulations for Skilled and Intermediate | No deficiencies were identified at the | 1/18/2026
Care Facilities time of the survey; therefore, no addi-
tional response is required. All applica-
3201.1.0 Scope ble deficiencies and corresponding
Plans of Correction were previously
3201.1.2 Nursing facilities shall be subject to all ap- | identified, implemented, and in effect
plicable local, state and federal code re- prior to the survey. This subrqnssnon is
quirements. The provisions of 42 CFR Ch. IV p.rowded, to formally dOCUIl‘leIlt the
- , cross-reference to the Plan of Correc-
Part 483, Subpart B, requirements for Long | . . I -
by tion associated with the CMS-2567-L
Term Care Facilities, and any amendments s .

0 survey completed on December 4,
or modifications thereto, ae. hereby | 5025, Corrective actions addressing de-
adopted as the regulatory requirements ficiency tags W122, W148, W149,
for skilled and intermediate care nursing | \w (53 W154, W156, W194, W249,
facilities in Delaware. Subpart B of Part 483 | 5,d W259 are fully detailed within that
is hereby referred to, and made part of this | Plan of Correction. Implementation
Regulation, as if fully set out herein. All ap- | and ongoing compliance monitoring
plicable code requirements of the State | have been conducted in accordance
Fire Prevention Commission are hereby | with the approved corrective measures.
adopted and incorporated by reference The Plan of Cerrection and supporting

documentation remain on file and are
Cross Refer to the CMS 2567 -L survey com- | available for review by state licensing
pleted December 4, 2025: W122, W148, | Personnel upon request.
W149, W153, W154, W156, W194, W249
and W259,
i16 Del. Code, Abuse, Neglect, Mistreatment, Financial
| Ch.11 Sub-Chap- | Exploitation, or Medication Diversion of
| terlll Patients or Residents .
§1131 Definitions.
(-
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{12) "Neglect" means the failure to provide
goods and services necessary to avoid
physical harm, mental anguish, or mental
iliness. 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.

Based on interview and record review, it
was determined for seven {C5, C6, C7, C9,
€10, C11 and C12) out of fifteen clients re-
viewed for resident rights, the facility
failed to ensure that clients were free from
| neglect when care and services were not

provided for approximately two or more
| hours. Findings include:

Review of facility documentation and other
facility records revealed the following:

1.3/3/25 - A facility assignment sheet doc-
umented that E12 (CNA) was assigned to
Group five clients which included: C5 and
C6.

3/3/25 - A facility incident repart docu-
mented that £12 did not complete inconti-
nence care rounds every two hours for C6
on 3/3/25 from 8:00 AM to 10:00 AM and
C5 on 3/3/25 at 12:00 PM to 2:00 PM
| rounds during the 6:00 AM to 2:00 PM shift.
| 4/24/25 - The facility investigative packet
[ documented that video surveillance was re-

viewed and determined that assigned care-

giver (E12) on 3/3/25 and revealed that C5
| received one out of four completed rounds
| for incontinence care during the 6:00 AM to
| 2:00 PM shift.

————e——
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| 4/24/25 = A nursing progress note for C5§
documented body checks were completed
with no skin breakdown noted.

5/30/25 - A nursing pregress note for C6
documented body checks were completad
with ne skin breakdown noted.

| 5/30/25 - The facility investigative packet
documented that video surveillance was re-
viewed and determined that assigned care-
giver [£12] on 3/3/25 and revealed that C6
received ene out of four completed rounds
of incontinence care during the 6:00 AM to
2:00 PM shift,

Undated - Facility assignment guidelines
documented that certified nursing assis-
tants (CNAs) were required to provide toi-
leting or incontinence care atapproximately
two-hour intervals during assigned shifts for
all clients in the facility. This included four
expected rounds of care during the 6:00 AM
to 2:00 PM shift and four expected rounds
during the 10:00 PM to 6:00 AM shift.

The aforementioned guideline was pro-
vided for each client and is the expectation
frem all staff to provide incontinence care
every two hours for each client in the facil-

ity.

2, 3/8/25 - A facility incident report docu-
[ mented that E12 (CNA) did not complete in-
continence care rounds every two hours for
C11 and C12 on 3/8/25 on the 6:00 AM to
2:00 PM shift.

5/7/25 - The facility investigative packet
documented that video surveillance was re-
! viewed and deteyrmined that assigned care-
' giver (E12) on 3/8/25 and revealed that C11
received one out of four completed rounds
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and lel ;'eceived zero out of four rounas?
incontinence care during the 6:00 AM to
2:00 PM shift.

5/7/25 - A nursing progress nete for C12
documented body checks were completed
with no skin breakdown noted.

5/7/25 - A nursing progress note for C11
documented body checks were completed
with no skin breakdown noted.

3. 3/9/25 - A facility incident report docu-
mented that E12 (CNA]J did not complete in-
cohtinence care rounds every two hours for
C9Y and C10 on 3/9/25 on the 6:00 AM to
2:00 PM shift.

5/8/25 - The facility investigative packet
decumerted that video surveillance was re-
viewed and determined that assigned care-
giver (E12) on 3/9/25 and revealed that C9
received one out of four completed rounds
and C10 received one out of four rounds for
incontinence care during the 6:00 AM to
2:00 PM shift.

5/8/25 - Anursing progress note for C9 doc- [
umented body checks were completed with
no skin breakdown noted.

5/5/25 - A nursing progress note for C10
documented body checks were completed
with na skin breakdown noted.

4.3/23/25 - A facility incident report docu-
mented that E12 (CNA) did not complete in-
continence care rounds every two hours for
€9 and C10 on 3/23/25 during 6:00 AM to
| 2:00 PM shift.
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5/8/25 - The facility investigative packet
documented that video surveillance was re-
viewed and determined that assigned care-
giver (E12) on 3/23/25 and revealed that C9
received two out of four completed rounds
and C10 received one out of four rounds of
incontinence care during the €:00 AM to
2:00 PM shift.

5/&/25 - A nursing progress note for C9 doc-
umented body checks were completed with
no skin breakdown noted.

5/8/25 - A nursing progress note for C10
documented body checks were completed
with no skin breakdown noted.

5. 3/24/25 - A facility incident report docu-
mented that E12 (CNA) did not complete in-
continence care rounds every two hours for
C9 and C10 on 3/24/25 during the 6:00 AM
to 2:00 PM shift.

4/16/25 - The facility investigative wacket
documented that video surveillance was re-
viewed and determined that assigned care-
giver (E12) on 3/24/25 and revealed that €9
received two out of four completed rounds
and C10 received one out of four rounds of
incontinence care during the 6:00 AM to
2:00 PM shift.

4/16/25 - A nursing progress note for C9
documented body checks were completed
with no skin breakdown noted.

5/8/25 - A nursing progress note for C10
documented body checks were completed
with no skin breakdown noted,

6. 3/28/25 - A facility incident repert docu-
mented that E12 did not complete inconti-
nence care rounds every two hours for C5,
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C6, and C7 on 3/28/25 during the 6:00 AM
to 2:00 PM shift,

5/15/25 - The facility investigative packet
documented that video surveillance was re-
viewed and determined that assigned care-

giver (E12) on 3/28/25 and revealed that C5 |

received two out of four cempleted rounds,
C6 received one out of four rounds, and C7
received one eut of feur rounds of inconti-
nence care during the 6:00 AM to 2:00 PM
shift.

5/15/25 -~ A nursing progress note for CS
documented body checks were completed

| with no skin breakdown noted.

5/15/25 - A nursing progress note fer C6
documented body checks were completed
with no skin breakdown noted.

5/15/25 - A nursing progress note for C7
documented body checks were completed

with no skin breakdown noted.

12/3/25 2:04 PM — During an interview, E2

| (DDD) confirmed that E12 did not complete
| the expected number of rounds for C5, C6,

C7,C9, C10, C11 and C12 on the aforemen-
tioned dales and stated the video surveil-
lance confirmed incontinence care was not
provided, E2 stated £12 was removed from
patient care and then terminated on
7/23/25. E2 also stated that clients were not
adversely affected by the aforementioned
incidents upon assessment by facility staff.

7. 5/21/25 - A facility incident report docu-
mented that E3 (former CNA) did not com-
plete incontinence care rounds every two
hours for C1, C3 and C4 on 5/20/25 during
the 10:00 PM to 6:00 AM shift.
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documented that video surveillance was re-
viewed and determined that assigned care-
giver (E3) on 5/21/25 and revealed that C1

€3 received one out of four rounds, and C4
received twa out of four rounds for inconti-
nence care during the 10:00 PM to 6:00 AM
shift.

5/15/25 - A nursing progress note for C1
was documented sent to hospital related to
swollen leg on 5/27/25 and unable to com-
plete skin check.

5/27/25 - A nursing progress note for C3
documented boady checks were completed
with no skin breakdown noted.

5/27/25 - A nursing progress nate for C4
documented hody checks were completed
with no skin breakdown noted.

12/2/25 11:16 AM - An interview with £2
(DDD) confirmed that €3 did not complete
the expected number of rounds for C1, C3
and C4 on the aforementioned dates and
stated that the video surveillance confirmed
incontinence care was not provided. She
also revealed that £3 was suspended pend-
ing an investigation and they resigned prior
to being terminated on 8/19%/25.

The facility had in-service training and phys-
ical return demonstrations with signatures
for the trainings that began 4/4/25 and
completed 8/17/25. The facility's in-service
training documentatien included: online, in
person and return demonstration trainings
that included incontinence care, gait belt,
lifts, transfers, abuse, neglect, monitoring
for resident safety and culture of care. The
facility also relocated key leadership offices

5/27/25 - The facility investigative pa-El{-e_t-

received two out of four completed rounds, '
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| directly to the units, assigned mandatory
| training to staff in supervisory roles and ini-

tiated monthly perfarmance reviews for
staff with infractions.

Based on the review of the facility's thor-
ough investigation, documented response,
completion of in-service training, au-
dits/monitoring, and staff interviews, the
incidents related to E12 and E3 were deter-
mined to be past non-compliance. The plan
of correction was initiated on 4/4/25 and
completed on 8/17/25 with continued on-
going monitoring.

12/4/25 3:59 PM - Findings were reviewed
with £1 (ED) and E2 {DDD) during the exit
conference.
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E 000 | Initial Comments E 000

An unannounced Emergency Preparedness
survey was conducted at this facility from
December 1, 2025 through December 4, 2025.
The facility census was thirty-four (34) on the first
day of the survey.

In accordance with 42 CFR 483.73, an
emergency preparedness survey was also
conducted by The Division of Health Care Quality,
the Office of Long-Term Care Residents
Protection at this facility during the same time
period. Based on observations, interviews, and
document review, no Emergency Preparedness
deficiencies were identified.

W 000 | INITIAL COMMENTS W 000

An unannounced Annual, Complaint and
Emergency Preparedness Survey was conducted
at this facility from December 1, 2025 through
December 4, 2025. The deficiencies contained in
this report were based on observation, interview,
review of clients' records and review of other
facility documentation as indicated. The facility
census on the first day of the survey was
thirty-four (34). The survey sample totaled fifteen
(15) residents.

Abbreviations/definitions used in this report are
as follows:

ADLs - Activities of Daily Living;

ADON - Assistant Director of Nursing;

CFA - Comprehensive Functional Assessment;
CNA - Certified Nursing Assistant;

COTA - Certified Occupational Therapy
Assistant;

DDD - Developmental Disabilities Director;
DHCAQ - Division of Health Care Quality;

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Koni- Plfooe Povisdliio Executive Director/ Nursing Home Administrator 12/24/2025 | 11:47 AM EST

Ar’\;.d.eﬁmmumwnl ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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DON - Director of Nursing;

DRS - Director of Residential Services;
ED - Executive Director;

IAM - Information About Me;

IG - Instructional Guidelines;

IPP - Individual Program Plan;

ISP - Individual Support Plan;

NHA - Nursing Home Administrator;
PA - Program Administrator;

PCP - Person Centered Plan;

PT - Physical Therapy;,

QIDP - Qualified Intellectual Disability
Professional;

RN - Registered Nurse;

SSA - State Survey Agency;

Abuse - to hurt, injure or damage;

Ceiling Lift - a motorized device that lifts and
transfers a person from point to point along an
overhead frack that is mounted on a ceiling;
Hoyer Lift - sling-type hydraulic lift;

Incontinence - loss of control of bladder &/or
bowel function;

Neglect - the failure of a caregiver to meet a
dependent person’s basic physical and emotional
needs, including the need for shelter, food,
clothing, medical care, and emotional support;
Profound intellectual disability - condition where
individuals are completely dependent on others
for all ADLs and to maintain their physical health
and safety;

Sling - a fabric or mesh cradle that wraps around
a person, used with a mechanical lift, to safely
transfer individuals between surfaces;

Stand and Pivot Transfer - to move from a seated
position (like a wheelchair) to another surface
(like a bed) by standing up, pivoting (turning on
their feet), and then sitting down on the new spot,
using their own strength with some caregiver heip
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W 122 | CLIENT PROTECTIONS W 122 Individual/Resident Tmpacted-Corrective Action Taken: 01/18/2026

CFR(s): 483.420(a)

The facility must ensure the rights of all clients.
Therefore the facility must

This CONDITION is not met as evidenced by:
Based on record review, review of the facility's
investigations, interview, and policy review, the
facility failed to ensure three (C1, C3, and C4) out
of 15 clients reviewed were not neglected by staff
when they were not checked on every two hours
as required. The three clients were not checked
on throughout the night by staff. This had the
potential to cause unmet care needs.

Findings include:

1.The facility failed to ensure family members
were notified when C1, C3, and C4 were
neglected to be checked on every two hours as
required. (Refer to W148).

2. The facility failed to implement their policies
and procedures when C1, C3, and C4 were
neglected to be checked on every two hours as
required by staff. (Refer to W149)

3. The facility failed to immediately report
allegations of neglect when a staff member
neglected to check on C1, C3, and C4 during an
entire night shift. (Refer to W153)

4. The facility failed to ensure allegations of
neglect were investigated thoroughly for C1, C3,
and C4 when it was discovered a staff member
failed to check on the clients throughout an entire
night shift. (Refer to W153)

The identified past practices are not subject to retroactive
correction. Upon identification of incidents in which family/
guardian nolification was not completed within the required
24-hour timeframe, the Executive Director and the DD
Director of Habilitation Services implemented immediate
corrective actions.

On December 4, 2025, an educational flyer titled “Timely
Family/Guardian Notification Requirements - 24-Hour
Rule” was developed and implemented. Beginning that date,
education was reviewed with the Case Manager 11, Facility
Charge, Nurse Charge, Certified Investigators, and
administrative personnel involved in incldent management.
Training emphasized the requirement to notify families/
guardians of any significant incident or change in condition
as soon as possible, but no later than 24 hours; acceptable
methods of communication, including direct phone contact,
voicemail requesting a return call, and email communication
requiring confirmation of receipt; and comprehensive
documentation standards. Staff were instructed to document
the date and time of the incident, each contact attempt, the
method of communication used, confirmation of receipt
when applicable, and efforts to contact alternate emergency
contacts when the primary guardian could not be reached.
Clear accountability for timely notificalion and accurate
documentation was assigned to the Case Manager 11, Facility
Charge, Nurse Charge, Certified Investigators, and applicable
administrative personnel. Education will continue until 100%
of applicable staff have completed tralning and competency
has been verified.

On December 4, 2025, the Standards Control Specialist
completed a comprehensive review of all incident reports
from the previous year to verify that families/legal guardians
were notified as soon as possible and no later than 24 hours
following each significant incident, and that required follow-
up correspondence was completed in accordance with facility
policy. Any identified gaps were addressed immediately by
the DD Director of Habilitation Services.
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reporting are also not subject to retroactive correction.
Certain incidents were initially identified (hrough the review
of surveillance footage during an ongoing investigation and
were reported via email correspondence as part of a
combined investigation. The facility was subsequently
advised by the State Survey Agency (SSA) that each incident
represented a distinct incident type and was required Lo be
entered separately into the reporting system. Upon receipt of
this clarification, the incidents were entered individually into
the reporting system on the next business day.

Further, reporting errors occurred during the
implementation of a new incident reporting system
introduced by DHCQ, for which the facility did not receive
sufficient instruction or guidance to ensure full regulatory
compliance. The issue was identified several months after
system implementation, at which time the facility conducted
a root cause analysis and implemented corrective actions to
address contributing factors and prevenl recurrence.

Additionally, delays in the completion of certain incident
investigations resulted from directives issued by law
enforcement requesting that the facility refrain from
interviewing the alleged perpetrator in order to avoid
interference with potential criminal investigations. The
facility complied with these directives in good faith and in
cooperation with law enforcement authorities, which
resulted in investigations exceeding the five-working-day
internal review timeframe.

Identification of other residents with the potential to be
affected:

The identified past practices are not subject to retroactive
correction. Upon identification of incidents in which family/
guardian notification was not completed within the required
24-hour timeframe, the Executive Director and the DD
Direclor of Habililation Services implemenled immediate
corrective actions.

On December 4, 2025, an educational flyer titled “Timely
Family/Guardian Notification Requirements - 24-Hour
Rule” was developed and implemented. Beginning that date,
educalion was reviewed with the Case Manager I1, Facilily
Charge, Nurse Charge, Certified Investigators, and
administrative personnel involved in incident management.
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W122 Training emphasized the requirement to notify families/
guardians of any significant incident or change in condition
as soon as possible, but no later than 24 hours; acceptable
methods of communication, including direct phone contact,
voicemail requesting a return call, and email communication
requiring confirmation of receipt; and comprehensive
documentation standards. Staff were instructed to document
the date and time of the incident, each contact attempt, the
method of communication used, confirmation of receipt
when applicable, and efforts to contact alternate emergency
contacts when the primary guardian could not be reached.
Clear accountability for timely notification and accurate
documentation was assigned to the Case Manager I, Facility
Charge, Nurse Charge, Certified Investigators, and
applicable administrative personnel. Education will continue
until 100% of applicable staff have completed training and
competency has been verified.

On December 4, 2025, the Standards Control Specialist
completed a comprehensive review of all incident reports
from the previous year to verify that families/legal guardians
were notified as soon as possible and no laler than 24 hours
following each significant incident, and that required follow-
up correspondence was completed in accordance with
facility policy. Any identified gaps were addressed
immediately by the DD Director of Habilitation Services.

Additional identified past practices related to incident
reporting are also not subject to retroactive correction.
Certain incidents were initially identified through the review
of surveillance footage during an ongoing investigation and
were reported via email correspondence as part of a
combined investigation. The facility was subsequently
advised by the State Survey Agency (SSA) that each incident
represented a distinct incident type and was required to be
entered separately into the reporting system. Upon receipt of
this clarification, the incidents were entered individually
into the reporting system on the next business day.

Further, reporting errors occurred during the
implementation of a new incident reporting system
introduced by DHCQ, for which the facility did not receive
sufficient instruction or guidance to ensure full regulatory
compliance. The issue was identified several months after
system implementation, at which time the facility conducted
a root cause analysis and implemented corrective actions
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to address contributing factors and prevent recurrence.

Additionally, delays in the completion of certain incident
investigations resulted from directives issued by law
enforcement requesting that the facility refrain from
interviewing the alleged perpetrator in order to avoid
interference with polential criminal investigations. The
facility complied with these directives in good faith and in
cooperation with law enforcement authorities, which
resulted in investigations exceeding the five-working-day
internal review timeframe.

System Changes-Investigative Processes:

The root cause of the identified deficiency was a
combination of procedural gaps and staff knowledge deficits
related to incident reparting, family/guardian notification,
documentation, and investigative timelines. Specifically, the
facility lacked standardized training and clearly defined
procedures to ensure slaff consistently understood and
complied with regulatory requirements, including the 24-
hour family/guardian notification rule, appropriate
reporting of distinct incident types, acceptable methods of
communication, and required documentation standards,

Additionally, the implementation of a new incident
reporting system without sufficient instruction or guidance
contributed to reporting errors and delayed compliance.
Further contributing factors included reliance on combined
incident reporting practices and necessary coordination with
law enforcement, which at times impacted the facility’s
ability to complete internal investigations within prescribed
timeframes.

Collectively, these factors resulted in inconsistent
application of regulatory requirements, demonstrating the
need for enhanced stalf education, clarified policies and
procedures, and strengthened oversight to ensure sustained
compliance.

To prevent recurrence and ensure ongoing regulatory
compliance, the facility will institute revised invesligative
practices effective immediately, The facility will update its
Incident Reporting Policy to reflect these systemic changes,
including clarified investigative timelines, communication
requirements, and reporting requirements. Policy revisions
will be communicated to all applicable staff to ensure
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W 122

consistent implementation and sustained compliance.

Success Evaluation-Ongoing Monitoring:

The Standards Control Specialist (SCS) will conduct a
comprehensive review of incidents immediately (within the
next business day) following the closure of all investigations.
To determine if past practices followed regulatory
requirements, the Standards Control Specialist (SCS) will
complete the following:

’ The SCS will complete a random sampling of
three residents’ investigative files a week for two weeks for
100% compliance, THEN

. The SCS will complete a random sampling of
three residents’ investigative files every two weeks for one
month for 100% compliance. THEN

. The SCS will complete a random sampling of
three residents’ investigative files a month for two months
for 100% compliance, THEN

. The SCS will complete a comprehensive review
of all residents’ investigative files for 100% compliance
thereafter,

A monthly review meeting with the facility’s Standards
Control Specialist (SCS) and PM46 Coordinator will take
place to review the findings of the reviews, ensure
immediate corrective action on any noted deficiencies, and
ensure proper notification is communicated.

All documentation will be submitted to the Standards
Control Specialist for tracking, review, and retention in the
official records to ensure accuracy, completeness, and
regulatory compliance.
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W 122 | Continued From page 3 W 122
5. The facility failed to ensure the results of an
investigation regarding neglect of C1, C3, and C4
were reported within five days. (Refer to W156)
12/4/25 3:59 PM - Findings were reviewed with
E1 (ED) and E2 (DDD) during the exit
conference.
W 148 | COMMUNICATION WITH CLIENTS, PARENTS W 148| I1dentification of other residents with the potential to be
& affected:
01/18/2026

CFR(s): 483.420(c)(6)

The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes in the client's condition including, but not
limited to, serious illness, accident, death, abuse,
or unauthorized absence.
This STANDARD is not met as evidenced by:
Based on interviews, record review, and policy
review the facility failed to timely notify the family
of an incident of neglect for three (C1, C3 and
C4) out of 15 clients reviewed for abuse/neglect.
This had the potential for the clients to remain in
potential unsafe environment. (Cross Reference
W149)

Findings include:

1. Review of a document provided by the facility
titled "Face Sheet" indicated C1 was admitted to
the facility on 10/27/05 with diagnoses of
profound developmental/intellectual disabilities.

Review of a document provided by the facility
titled "Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect (lack of incontinent care) which involved
E3 (CNA) against C1 was identified on 05/23/25

The identified past practice is not subject to retroactive
correction, Upon identification of an incident in which
family/guardian notification was nol completed within the
required 24-hour timeframe, the Executive Director and
DD Director of Habilitation Services implemented
immediate corrective measures. On December 4, 2025, an
educational flyer titled “Timely Family/Guardian
Notification Requirements - 24-Hour Rule” was developed
to be distributed to the Case Manager II, Facility Charge,
Nurse Charge, Certified Investigators, and administrative
personnel involved in incident management.

Beginning that date, the education was reviewed with the
Case Manager I, Facility Charge, Nurse Charge, Certified
Investigators, and administralive personnel involved in
incident management. Training emphasized the
requirement to notify families/guardians of any significant
incident or change in condition as soon as possible, but no
later than 24 hours, the acceptable modes of
communication (direcl phone contact, voicemail requesling
a call-back, or email requiring confirmation), and thorough
documentation requirements. Staff were instructed to
document the date and time of the incident, each contact
attempt, the method used, confirmation of receipt when
applicable, and attempts to contact alternate emergency
contacts when the primary guardian could not be reached.
Responsibilities for ensuring timely notification and
accurate documentation were clearly assigned to the Case
Manager II, Facility Charge, Nurse Charge, Certified
Investigators, and administrative personnel involved in
incident management. Education will continue until 100%
of applicable staff have been (rained and competency
verified.
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to C1. Per the investigative report the actual date
of the lack of care occurred on 05/21/25 between
the hours of 12:00 AM and 5:16 AM, per video
surveillance. The investigation indicated the
family member of C1 was not notified of an
allegation of neglect until 05/28/25.

2. Review of a document provided by the facility
titled "Face Sheet" indicated C3 was admitted to
the facility on 08/28/68 with diagnoses of
profound development/intellectual disabilities.

Review of a document provided by the facility
titled "Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect (lack of incontinent care) which involved
E3 was on 05/23/25 to C1. Per the investigative
report the actual dated of the lack of care
occurred on 05/21/25 between the hours of 12:14
AM and 5:32 AM, per video surveillance. The
investigation indicated that the family member of
C3 was not notified of an allegation of neglect
until 05/28/25.

3. Review of a document provided by the facility
titled "Face Sheet" indicated C4 was admitted to
the facility on 06/27/12 with diagnoses of
profound developmental/intellectual disabilities.

Review of a document provided by the facility
titled "Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect (lack of incontinent care) which involved
E3 was on 05/23/25 between the hours of 11:36
PM and 5:21 AM, per video surveillance. The
investigation indicated that the family member of
C4 was not notified of an aliegation of neglect
until 05/28/25.
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W 148 | Continued From page 4 W 148 On 12/04/2025, the Standards Control Specialist

completed a comprehensive review of all incident reports
from the previous year to verify whether family/legal
guardians were notified as soon as possible and no later than
24 hours following each significant incident. The review also
confirmed whether appropriate follow-up letters were issued
in accordance with facility policy. Any identified gaps were
addressed immediately by the DD Director of Habilitation
Services.

Identification of other residents with the potential to be
affected:

The identified past practice is not subject to retroactive
correction. Upon identification of an incident in which
family/guardian notification was not completed within the
required 24-hour timeftame, the Executive Director and DD
Director of Habilitation Services implemented immediate
corrective measures. On December 4, 2025, an educational
flyer titled “Timely Famlly/Guardian Notification
Requirements - 24-Hour Rule” was developed to be
distributed to the Case Manager 11, Facility Charge, Nurse
Charge, Certified Investigators, and administrative personnel
involved in incident management.

Beginning that date, the education was reviewed with the
Case Manager II, Facility Charge, Nurse Charge, Certified
Investigators, and administrative personnel involved in
incident management. Training emphasized the requirement
to notify families/guardians of any significant incident or
change in condition as soon as possible, but no later than 24
hours, the acceptable modes of communication (direct phone
contact, voicemail requesting a call-back, or email requiring
confirmation), and thorough documentation requirements.
Staff were instructed to document the date and time of the
incident, each contact attempt, the method used,
confirmation of receipt when applicable, and attempts to
contact alternate emergency contacts when the primary
guardian could not be reached. Responsibilities for ensuring
timely notification and accurate documentation were clearly
assigned to the Case Manager II, Facility Charge, Nurse
Charge, Certified Investigators, and administrative personnel
involved in incident management. Education will continue
until 100% of applicable staff have been trained and
competency verified.
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W 148 On 12/04/2025, the Standards Control Specialist

completed a comprehensive review of all incident reports
from the previous year to verify whether family/legal
guardians were notified as soon as possible and no later than
24 hours following each significant incident. The review also
confirmed whether appropriate follow-up letters were issued
in accordance with facility policy. Any identified gaps were
addressed immediately by the DD Director of Habilitation

Services.

System Changes-Investipative Processes:

The root cause of the identified deficiency was a
combination of procedural and knowledge gaps related to
family/guardian notification. The facility's past practice of

failing to notify families/guardians within the required 24-
hour timeframe resulted from insufficient staff
understanding of the regulatory requirement, acceptable
communication methods, and documentation expectations.
At the time of the incident, staff had not received formal,
standardized training on timely family/guardian
notifications, which contributed to incomplete compliance
with the 24-hour notification rule.

Collectively, these factors indicated a need for enhanced
staff education, clearly defined procedures, and standardized
documentation requirements to ensure consistent
compliance with incident reporting and notification
regulations.

On December 4, 2025, an educational flyer titled “Timely
Family/Guardian Notification Requirements - 24-Hour
Rule” was developed to be distributed and reviewed with the
Case Manager II, Facility Charge, Nurse Charge, Certified
Investigators, and administrative personnel involved in
incident management, Training emphasized the requirement
to notify families/guardians of any significant incident or
change in condition as soon as possible, but no later than 24
hours, the acceptable modes of communication (direct phone
contact, voicemail requesting a call-back, or email requiring
confirmation), and thorough documentation requirements.
Staff were instructed to document the date and time of the
incident, each contact attempt, the method used,
confirmation of receipt when applicable, and attempts to
contact alternate emergency contacts when the primary
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guardian could not be reached. Responsibilities for

W 148| ensuring timely notification and accurate documentation
were clearly assigned to the Case Manager 11, Facility Charge,
Nurse Charge, Certified Investigators, and administrative
personnel involved in incident management. Education will
continue until 100% of applicable staff have been trained and
competency verified.

To prevent recurrence and ensure ongoing regulatory
compliance, the facility will institute revised investigative
practices effective immediately. The facility will update its
Incident Reporting Policy to reflect these systemic changes,
including clarified investigative timelines, communication
requirements, and reporting requirements. Policy revisions
will be communicated to all applicable staff to ensure
consistent implementation and sustained compliance.

Success Evaluation-Ongoing Monitoring:

The Standards Control Specialist (SCS) will conduct a
comprehensive review of incidents immediately (within the
next business day) following the closure of all investigations.
To determine if past practices followed regulatory
requirements, the Standards Control Specialist (SCS) will
complete the following:

. The SCS will complete a random sampling of
three residents’ investigative files a week for two weeks for
100% compliance, THEN

. The SCS will complete a random sampling of
three residents’ investigative files every two weeks for one
month for 100% compliance, THEN

. The SCS will complete a random sampling of
three residents’ investigative files a month for two months for
100% compliance, THEN

. The SCS will complete a comprehensive review of
all residents’ investigative files for 100% compliance
thereafter.

A monthly review meeting with the facility’s Standards
Control Specialist (§CS) and PM46 Coordinator will take
place to review the findings of the reviews, ensure immediate
corrective action on any noted deficiencies, and ensure
proper notification is communicated.

All documentation will be submitted to the Standards
Control Specialist for tracking, review, and retention in the
official records to ensure accuracy, completeness, and
regulatory compliance.
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W 148

W 149

Continued From page 5

During an interview on 12/04/25 at 8:32 AM, E2
(DDD) confirmed C1, C3, and C4 family were not
notified of the allegation of neglect since the
facility reports only on business days and the day
before they actually notified the families was a
holiday and not a business day.

Review of a facility policy titled "Reporting and
Investigation . . . (Abuse, Neglect, Mistreatment,
Review of a facility policy titled "Reporting and
Investigation Procedure For. . . (Abuse, Neglect,
Mistreatment. . .and Injuries of Unknown Source"
dated 05/10/23 indicated ". . . Immediately (within
2 hours) . . . Calls and notifies the family or
Guardian(s) if the RN or Psychiatric Social
Worker Il is unavailable. . . After Hours Family
Guardian Contacts. (A) Determines with the
nurse in charge, who will attempt to make initial
contact with the family/guardian/surrogate
decision maker and ensures the contact is made
immediately (within 2 hours) . .. "

12/4/25 3:59 PM - Findings were reviewed with
E1 (ED) and E2 (DDD) during the exit
conference.

STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(1)

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on interview, record review, and policy
review, the facility failed to implement their
abuse/neglect prevention policy to protect three
(C1, C3 and C4) out of of 15 sampled clients
from abuse/neglect. This failure had the potential
to delay implementation of corrective measures

W 148

W 149

Individual/Resident Impacted-Corrective Action Taken:

The identified past practice is not subject to retroactive
correction. The incidents were discovered l:il'l"lli'l"ﬁ'g the Fevfede
of surveillance footage as part of an ongoing investigation.
Al the time, the facility reported the incidents via email
correspondence and combined them with the existing
investigation. The facility later learned from the State Survey
Agency (SSA) that cach incident must be entered separately
into the reporting system, as they represented distinct
incident types. The incidents were entered into the reporting
system on the next business day following this clarification,

01/18/2026
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W149 Upon identification of an incident in which family/
W 149 | Continued From page 6 guardian notification was not completed within the required
recommended in the investigations. 24-hour timeframe, the Executive Director and DD Director
of Habilitation Services implemented immediale correclive
Findi FeREE: measures. On December 4, 2025, an educational flyer titled
InAdngsiineiide. “Timely Family/Guardlan Notification Requirements - 24-
i . - Hour Rule” was developed to be distributed to the Case
1. Review of a document provided by the facility Manager 1I, Facility Charge, Nurse Charge, Certified
titted "Face Sheet" indicated C1 was admitted to Investigators, and administrative personnel involved in
the facility on 10/27/2005. incident management.
2. Review of a document provided by the facility . Bei‘d“m“g ‘hﬁt ‘L“"’jl,‘heés“““"; Y ’ér'ewe‘i (":““hf‘h;
. o 5 » , 3 ti
titled "Face Sheet" indicated C3 was admitted to S, a lr.YA b g
h . Investigators, and administrative personnel involved in
the facility on 08/28/1968. incident management. Training emphasized the requirement
to notify families/guardians of any significant incident or
3. Review of a document provided by the facility change in condition as soon as possible, but no later than 24
titled "Face Sheet" indicated C4 was admitted to hours, the acceptable modes of communication (direct phone
the facility on 06/27/2012. contact, voicemail requesting a call-back, or email requiring
confirmation), and thorough documentation requirements,
. . I Stafl were instructed to document the date and time of the
Review of a document provided by the facility .
itied "1 tigati R rt of Findi " dated incident, each contact attempt, the method used,
title nV(_as I_ga ivé Report o Ir_] Ings” date confirmation of receipt when applicable, and attempts to
10/21/25 indicated the date of dlSCOVBI’y of contact alternate emergency contacts when the primary
neglect (lack of incontinent care and the lack of guardian could not be reached. Responsibilities for ensuring
checking on clients every two hours) which timely notification and accurate documentation were clearly
involved E3 (CNA) and C1, C3 and C4 was on assigned to the Case Manager II, Facility Charge, Nurse
05/23/25. The facility's investigation revealed that Charge, Certified Investigators, and administrative personnel
X . involved in incident t. Education will conti
the families of each client were not notified of the e, S O ABSRE D SRS R SOnTh
] . until 100% of applicable staff have been trained and
allegation of neglect until 05/28/25, five days e yerHEt]
later. The investigative report included that the
facility initially notified the State Survey Agency On  12/04/2025, the Standards Control Specialist
(SSA) on 05/27/25 which was five days after the completed a comprehensive review of all incident reports
date of discovery of 05/23/25 of the allegation of from the previous year to verify whether family/legal
it ; uardians were notified as soon as possible and no later than
neglect by E3. In addition, there was no evidence 54 R b stenif P dent. Th u
' . : u owi igni t incident. i
that the facility's E1 (NHA) was provided with a e s i e
fthe facility's investigation within five confirmed whether appropriate follow-up letters were issued
summarnyio .y g in accordance with facility policy. Any identified gaps were
days after the allegation was formulated. Included addressed immediately by the DD Director of Habilitation
in the investigation file was an email from E2 Services.
(DDD) dated 05/23/25 that revealed that the
Administrator (E1) was provided with an initial
report of the allegations of abuse/neglect of the
three clients.
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W149 Identification of other residents with the potential to be
affected:

The identified past practice is not subject to retroactive
correction. The incidents were discovered during the review
of surveillance footage as part of an ongoing investigation. At
the time, the facility reported the incidents via email
correspondence and combined them with the existing
investigation. The facility later learned from the State Survey
Agency (SSA) that each incident must be entered separately
into the reporting system, as they represented distinct
incident types. The incidents were entered into the reporting
system on the next business day following this clarification.

Upon identification of an incident in which family/
guardian notification was not completed within the required
24-hour timeframe, the Executive Director and DD Director
of Habilitation Services implemented immediate corrective
measures. On December 4, 2025, an educational flyer titled
“Timely Family/Guardian Notification Requirements - 24-
Hour Rule” was developed to be distributed to the Case
Manager 11, PFacility Charge, Nurse Charge, Certified
Investigators, and administrative personnel involved in
incident management.

On  12/04/2025, the Standards Control Specialist
completed a comprehensive review of all incident reports
from the previous year to verify whether family/legal
guardians were notified as soon as possible and no later than
24 hours following each significant incident. The review also
confirmed whether appropriate follow-up letters were issued
in accordance with facility policy. Any identified gaps were
addressed immediately by the DD Director of Habilitation

Services.

System Changes-Tnvestigative Processes:

The root cause of the identified deficiency was a
combination of procedural and knowledge gaps related to
incident reporting and family/guardian notification. The
facility’s past practice of combining multiple incidents into a
single report occurred because stall were not fully aware thal
each incident type must be entered separately into the
reporting system, as clarified later by the State Survey Agency
(SSA). This procedural gap delayed accurale reporting.
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W149

Additionally, the failure to notify families/guardians
within the required 24-hour timeframe resulted from
insufficient  staff understanding of the regulatory
requirement, acceptable communication methods, and
documentation expectations. At the time of the incident, staff
had not received formal, standardized Lraining on timely
family/guardian  notifications, which contributed to
incomplete compliance with the 24-hour notification rule,

Collectively, these factors reflect a need for improved staff
education, clear procedural guidance, and formal
documentation requirements to ensure consistent compliance
with incident reporting and notification regulations.

On December 4, 2025, an educational flyer titled “Timely
Family/Guardian Notification Requirements - 24-Hour
Rule” was developed to be distributed and reviewed with the
Case Manager II, Facility Charge, Nurse Charge, Certified
Investigators, and administrative personnel involved in
incident management, Training emphasized the requirement
to notify families/guardians of any significant incident or
change in condition as soon as possible, but no later than 24
hours, the acceptable modes of communication (direct phone
contact, voicemail requesting a call-back, or email requiring
confirmation), and thorough documentation requirements.
Staff were instructed to document the date and time of the
incident, each contact attempt, the method used,
confirmation of receipt when applicable, and attempts to
contact alternate emergency contacts when the primary
guardian could not be reached. Responsibilities for ensuring
timely notification and accurate documentation were clearly
assigned to the Case Manager II, Facility Charge, Nurse
Charge, Certified Investigators, and administrative personnel
involved in incident management. Education will continue
until 100% of applicable staff have been trained and
competency verified.

To prevent recurrence and ensure ongoing regulatory
compliance, the facility will institute revised investigative
practices effective immediately. The facility will update its
Incident Reporting Policy to reflect these systemic changes,
including clarified investigative timelines, communication
requirements, and reporting requirements. Policy revisions
will be communicated to all applicable staff to ensure
consistent implementation and sustained compliance.
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. Success Evaluation-Ongoing Monitoring:
W 143 | Continued From page 7 W 149 The Standards Control Ssecialist (SCgS) will conduct a
During an interview on 12/02/25 at 1:58 PM E2 comprehensive review of incidents immediately (within the
stated he/she was unable to resolve the lack of next business day) following the closure of all investigations.
an investigative summary to be provided with the To determine if past practices followed regulatory
Administrator (E1). E2 stated that the facility was requirements, the Standards Control Specialist (SCS) will
required to do a five-day update according to the complete the following;
. The SCS will complete a random sampling of
Delaware Stateq code PM46 anq was aware of three residents’ investigative files a week for two weeks for
the federal requirement to submit a five-day 100% compliance, THEN
summary to the facility's Administrator. E2 stated 5 The SCS will complete a random sampling of
the SSA was notified by an email dated 05/23/25 three residents’ investigative files every two weeks for one
and stated there has been some confusion with month for 100% compliance. THEN
the on-line facility reporting line. . The SCS will complete a random sampling of
three residents’ investigative files a month for two months for
. ! . 100% compliance, THEN
During an |nterwe\{v. on 12/04/25 at 8:32 AM, E2 . p’I‘he SCS will complete a comprehensive review of
confirmed the families of C1, C3 and C4 were all residents' investigative files for 100% compliance therealter.
notified on 05/28/25 instead of 05/23/25. A monthly review meeting with the facility's Standards
Control Specialist (SCS) and PM46 Coordinator will take
Review of a facility p0||0y titled "Reporting and place to review the findings of the reviews, ensure immediate
Investigation . (Abuse, Neglect, Mistreatment, corrective action on any noted deficiencies, and ensure proper
Review of a facility policy titled "Reporting and LIRS
Inyestlgatlon Procedurg FOI‘. . - (Abuse, Neglect, All documentation will be submitted to the Standards
Mistreatment. . .and Injuries of Unknown Source” Control Specialist for tracking, review, and retention in the
dated 05/10/23 indicated ". . . To establish a official records to ensure accuracy, completeness, and
process for reporting, investigating, and taking regulatory compliance.
administrative action . . .cases for alleged or
suspected abuse, neglect, with known or potential
negative impact, mistreatment, financial
exploitation, medication diversion and significant
injury and injuries of unknown source to residents
of [name of facility] . . ."
12/4/25 3:59 PM - Findings were reviewed with
E1 (ED) and E2 (DDD) during the exit
conference.
W 153 | STAFF TREATMENT OF CLIENTS W 153 Individual/Resident Impacted-Corrective Action Taken: 01/18/2026
CFR(s): 483.420(d)(2)
The identified past practice is not subject to retroactive
The facility must ensure that all allegations of correction, The incidents were discovered during the review
mistreatment, neglect or abuse, as well as of surveillance footage as part of an ongoing investigation.
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injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:
Based on record review, interview, and policy
review the facility failed to ensure an allegation of
neglect was reported immediately to the State
Survey Agency (SSA) for three (C1, C3 and C4)
out of 15 sampled clients who were reviewed for
abuse/neglect. This failure had the potential for
continued emotional and physical distress of
clients who reside in the facility. (Cross
Reference W149).

Findings include:

1. Review of a document provided by the facility
titled "Face Sheet" indicated C1 was admitted to
the facility on 10/27/05.

Review of a document provided by the facility
titled "Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect which involved E3 (CNA) against C1 was
identified on 05/23/25 in which was discovered
that E3 had not provided incontinent care to C1
on 05/21/25 between the hours of 12:00 AM and
5:16 AM, per video surveillance. Included in the
facility's investigative file was a checklist and this
checklist indicated the SSA was not notified of the
allegation of neglect until 05/27/25.

2. Review of a document provided by the facility
titled "Face Sheet" indicated C3 was admitted to
the facility on 08/28/68 with diagnoses of
profound development/intellectual disabilities.

Review of a document provided by the facility

investigation. The facility later learned from the State Survey
Agency (SSA) thal each incident must be entered separately
into the reporting system, as they represented distinct incident
types. The incidents were entered into the reporting system on
the next business day following this clarification.

Identification of other residents with the potential to be
affected-

The identified past practice is not subject to retroactive
correction. The incidents were discovered during the review of
surveillance footage as part of an ongoing investigation. At the
time, the facility reported the incidents via email
correspondence and combined them with the existing
investigatlon. The facility later learned from the State Survey
Agency (SSA) that each incident must be entered separately
into the reporting system, as they represented distinct incident
types. The incidents were entered into the reporting system on
the next business day following this clarification,

System Changes-Investigative Processes:

The root cause of the identified deficiency was the
implementation of DHCQ’s new incident reporting system
without adequate instruction or guidance provided to the
facility to ensure a full understanding of regulatory
requirements and internal investigation timelines. This lack of
clear direction resulted in inconsistent application of reporting
and investigation procedures,

To prevent recurrence and ensure ongoing regulatory
compliance, the facility will institute revised investigative
practices effective immediately. The facility will update its
Incident Reporting Policy to reflect these systemic changes,
including clarified investigative timelines, communication
requirements, and reporting requirements. Policy revisions will
be communicated to all applicable staff to ensure consistent
implementation and sustained compliance.
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At the time, the facility reported the incidents via email
W 153 | Continued From page 8 W 183 | correspondence and combined them with the existing
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titled "Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect which involved E3 was on 056/23/25 in
which was discovered E3 had not provided
incontinent care to C3 on 05/21/25 between the
hours of 12:14 AM and 5:32 AM, per video
surveillance. Included in the facility's investigative
file was a checklist and this checklist indicated
the SSA was not notified of the allegation of
neglect until 05/27/25.

3. Review of a document provided by the facility
titled "Face Sheet" indicated C4 was admitted to
the facility on 06/27/12 with diagnoses of
profound developmental/intellectual disabilities.

Review of a document provided by the facility
titled “Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect which involved E3 was on 05/23/25 in
which was discovered not to have provided
incontinent care to C4 on 05/21/25 between the
hours of 11:36 PM and 5:21 AM, per video
surveillance. The investigation indicated that the
family member of C4 was not notified of an
allegation of neglect until 05/28/25. Included in
the facility's investigation file was a checklist and
this checklist indicated the SSA was not notified
of an allegation of neglect until 05/27/25.

During an interview on 12/02/25 at 1:58 PM, the
Development Disabilities Director of Habilitation
Services/Employee (E) 2 stated the facility
notified the SSA by telephone and by fax.

Review of a facility policy titled "Reporting and
Investigation . . . (Abuse, Neglect, Mistreatment,
Review of a facility policy titled "Reporting and
Investigation Procedure For. . . (Abuse, Neglect,
Mistreatment. . .and Injuries of Unknown Source"

Success Evaluation-Ongoing Monitoring:

The Standards Control Specialist (SCS) will conduct a
comprehensive review of incidents immediately (within
the next business day) following the closure of all
investigations. To determine if past practices followed
regulatory requirements, the Standards Control Specialist
(SCS) will complete the following:

. The SCS will complete a random sampling of
three residents’ investigative files a week for two weeks for
100% compliance, THEN

. The SCS will complete a random sampling of
three residents’ investigative files every two weeks for one
month for 100% compliance. THEN

. The SCS will complete a random sampling of
three residents’ investigative files a month for two
months for 100% compliance, THEN

. The SCS will complete a comprehensive
review of all residents’ investigative files for 100%
compliance therealler,

A monthly review meeting with the facility’s Standards
Control Specialist (SCS) and PM46 Coordinator will take
place to review the findings of the reviews, ensure
immediate corrective action on any noted deficiencies,
and ensure proper notification is communicated.

All documentation will be submitted to the Standards
Control Specialist for tracking, review, and retention in
the official records to ensure accuracy, completeness, and
regulatory compliance
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Continued From page 10

dated 05/10/23 indicated ". . . Immediately (within
2 hours) reports the incident to the Division of
Health Care Quality (DHCQ)/Division of
Long-Term Care Residents Protection) by calling
the 24-hour toll free hotline humber at
|-877-453-0012. AND Reporting can be
accomplished through the Executive
Director/Designee or Facility Charge to DHCQ via
the hotline number and email. . ." The facility's
policy failed to address that all abuse/neglect
allegations were to be reported by a website
portal provided by the SSA.

12/4/25 3:59 PM - Findings were reviewed with
E1 (ED) and E2 (DDD) during the exit
conference.

STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(3)

The facility must have evidence that all alleged
violations are thoroughly investigated.

This STANDARD is not met as evidenced by:
Based on record review, policy review, and
interviews, the facility failed to ensure a thorough
and complete investigation on neglect for three
(C1, C3 and C4) out of 15 sampled clients
reviewed for abuse and neglect. This failure
increased the risk of verbal and/or physical abuse
for all clients.

Findings include:

1. Review of a document provided by the facility
titled "Face Sheet" indicated C1 was admitted to
the facility on 10/27/2005.

Review of a document provided by the facility
titted "Investigative Report of Findings" dated

W 153

W 154

Individual/Resident Impacted-Corrective Action Taken:

The identified past practice is not subject to retroactive
correction. The incidents were identified during the
investigation of a separate incident involving the same alleged
perpetrator, at which time law enforcement issued a directive
requesting that the facility refrain from interviewing the alleged
perpetrator so as not to interfere with a potential criminal
investigation. The facility complied with this directive, which
resulted in internal investigations exceeding the five working
days permitted for completion.

These actions were taken in good faith and in cooperation with
law enforcement authorities. Prior to law enforcement granting
clearance to conduct an interview, the alleged perpetrator
voluntarily resigned. Following the resignation, the facility
investigator made documented attemnpts to contact the former
employee to obtain a verbal and/or written statement; however,
no response was received.

The investigation was subsequently closed based on available
evidence, including review of surveillance footage, which
substantiated staff noncompliance with facility protocol related
to the investigative matter.

01/18/2026
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W 154 | Continued From page 1 W 154 | Identification of other residents with the potential to be
10/21/25 indicated the date of discovery of S —
. . . ¢ tdentifie ast practice 1s not subject to retroactive
,negle.Ct which Involveq E3 (CNA) aga_mSt C1was correction. Thepincilzlents were idemiFJled during the
identified on 05/23/25 in which was discovered E3 investigation of a separate incident involving the same alleged
; X X g p g g
had not prowded incontinent care to C1 on perpetrator, at which time law enforcement issued a directive
between the hours of 12:00 AM and 5:16 AM on requesting that the facility refrain from interviewing the alleged
05/21/25 per video surveillance. The investigation perpetrator so as not to interfere with a potential criminal
failed to contain evidence that E3 was interviewed invesngalno'n. The fz?ciliry.con?plied with .this directive, wh.ich
as part of the facility‘s investigation. ;esulted m.tltnt;rfnal mveslu%'auons exceeding the five working
ays permitte or completion.
, . .. These actions were taken in good faith and in cooperation with
2. Review of a document prowded by the fa0|I|ty law enforcement authorities. Prior to law enforcement granting
H " {1 H H
titled "Face Sheet" indicated C3 was admitted to clearance to conduct an interview, the alleged perpetrator
the facility on 08/28/1968 with diagnoses of voluntarily resigned. Following the resignation, the facility
profound deve]opment]inte||ectua| disabilities. investigator made documented attempts to contact the former
employee to obtain a verbal and/or written statement; however,
Review of a document provided by the facility ;: “*_Sp"“:,e V:'f‘“ '“e“’e‘t I N .
. . . . . e investigation was subsequen close ased on available
titled "Investigative Report of Findings" dated ) s posednen’y .
. A evidence, including review of surveillance footage, which
10/2|1 125 mdlcatedlthe date of discovery of . substantiated staff noncompliance with facility protocol related
neglect which involved E3 was on 05/23/25 in to the investigative matter.
which E3 was discovered between the hours of
12:14 AM and 5:32 AM not to have provided System Changes-Investigative Processes:
incontinent care to C3 on 05/21/25, per video The 'nlaot cause ofthe.identiﬁed d.eﬁcie.ncy w'as the facil.ity.’s
surveillance. The investigation failed to contain inability to complete internal incident investigations within the
. . . required timeframe due to compliance with law enforcement
evidence that E3 was interviewed as part of the o . 0 i o
e o directives instructing the facility to refrain from interviewing
faC|I|ty s |nvest|gat|on. the alleged perpetrator during an active criminal investigation.
) ) - This restriction limited the facility’s ability to obtain all
3. Review of a document provided by the facility investigative statements promptly.
titled "Face Sheet" indicated C4 was admitted to
the facility on 06/27/12, A contributing factor was the resignation of the alleged
perpetrator prior to law enforcement clearance to conduct an
i . - interview, which furth ted the collecti f bal
Review of a document provided by the facility L i L et | B
R A 8 N = written statemnent. Although the facility made documented
n n g rY
titled |nV.eStllgatlve Report of FII'.ldIngS dated attempts to contact the former employee, no response was
10/21/25 indicated the date of discovery of received. As a result, the investigation relied on alternative
neglect which involved E3 was on 05/23/25 in evidence, including surveillance footage, which substantiated
which E3 was discovered not to have provided staff noncompliance with facility protocols.
incontinent between the hours of 11:36 PM and
5:21 AM, on 05/21/25 per video surveillance. The
investigation failed to contain evidence that E3
was interviewed as part of the facility's
investigation.
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W 154 | To prevent recurrence and ensure ongoing regulatory
compliance, the facility will exercise due diligence to ensure
investigations are completed within the five working-day
regulatory timeframe based on the evidence available at the
time of review. Investigations will be formally closed within the
required period, even when external investigative limitations
exist. The alleged perpetrator will remain removed from all
resident care responsibilities until final clearance is obtained
from law enforcement and both verbal and written statements
have been collected as part of the investigation.

1f additional information or evidence becomes available
following the conclusion of an investigation, the facility will
submit a comprehensive supplemental report to the appropriale
regulatory licensing and reporting agency. The facility will also
update its investigative processes and Incident Reporting Policy
to reflect these procedural changes and ensure consistent
compliance moving forward.

Success Evaluation-Ongoing Monitoring:

The Standards Control Specialist (SCS) will conduct a
comprehensive review of incidents immediately (within the
next business day) following the closure of all investigations. To
delermine if past practices followed regulatory requirements,
the Standards Control Specialist (SCS) will complete the
following:

. The SCS will complete a random sampling of three
residents’ investigative files a week for two weeks for 100%
compliance, THEN

. The SCS will complete a random sampling of three
residents’ investigative files every two weeks for one month for
100% compliance. THEN

. The SCS will complete a random sampling of three
residents’ Investigative files a month for two months for 100%
compliance, THEN

. The SCS will complete a comprehensive review of
all residents’ investigative files for 100% compliance thereafter.
A monthly review meeting with the facility’s Standards Control
Specialist (SCS) and PM46 Coordinator will take place to
review the findings of the reviews, ensure immediate corrective
action on any noted deficiencies, and ensure proper notification
is communicated.

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID:C3FN11 Facility ID: 08G001 If continuation sheet Page 12 of 24

DoouSigned by:

@-.—9!‘:{@" FownTain  Executive Di rector/ Nursing Home Administrator 12/24/2025 | 11:47 AM EST
BAZAGT380GD243F .

RESPONSE Page 21 of 36




PRINTED: 12/19/2025
FORM APPROVED

CONTINUED

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
03G001 B:'MNG 12/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
STOCKLEY CENTER 26351 PATRIOTS WAY
GEORGETOWN, DE 19947
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
All documentation will be submitted to the Standards
W 154 | Continued From page 12 W 154 Control Specialist for tracking, review, and retention in the
official records to ensure accuracy, compleleness, anc
During an interview on 12/03/25 at 3:26 AM, regulatory compliance.
Certified Nurse Aide/E3 stated he/she was
unaware of the allegations of not providing C1,
C3 and C4 with incontinent care. E3 stated the
facility never asked him/her for a written
statement or for an interview.
During an interview on 12/03/25 at 12:49 PM, E2
(DDD) stated he/she was instructed by the local
police department not to interview E3 since it was
considered an obstruction of law.
Review of a facility policy titled Reporting and
Investigation Procedure For. . . (Abuse, Neglect,
Mistreatment. Financial Exploitation. . .Medication
Diversion. and Significant Injury)
and Injuries of Unknown Source" dated 05/10/23
indicated ". . . Collects written and verbal
statements from all appropriate staff and any
physical evidence. . ."
12/4/25 3:59 PM - Findings were reviewed with
E1 (ED) and E2 (DDD) during the exit
conference. Individual/Resident Impacted-Corrective Action Taken:
W 156 | STAFF TREATMENT OF CLIENTS W 156 The identified past practice is not subject to retroactiv
CFR(S)Z 483,420(d)(4) correction. The error occurred as a result of DHC( 017182026
implementing a new incident reporting system, for which thi
The results of all investigations must be reported facility was not provided with adequate instruction or guidancy
S . ’ to ensure a full understanding and regulatory compliance. Th
to the administrator or designated representative . N . .
. ) ) issue was identified several months after implementation, al
Olj to_ other ofﬂmgls M accordanpe WIth State law which time the facility conducted a root cause analysis tc
within five working days of the incident. identify contributing factors and implement corrective actions.
This STANDARD is not met as evidenced by:
Based on interview and record review, the facility Additionally, delays in the completion of several inciden
failed to ensure the results of an investigation of investigations occurred due to directives (rom law enforcemen
neglect which involved three of three clients (C1, reque:tmg that the facility relframffrom m;]emewmg :he alleged
= t t i i imi
C3 and C4) OUt Of a sample Of 15 rewewed fOF Perpe.ra 9r SO as ncln. to in el" ere 'Wll‘ pot(‘enna‘ cnmlfla
b d lect were reported to the Facilit investigations. The facility complied with these directives, whiclj
abuse and neg P Y resulted in investigations exceeding the five working days
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Administrator within five working days. This
failure had the potential to delay implementation
of corrective measures recommended in each
investigation. (Cross Reference W149). Findings
include:

1. Review of a document provided by the facility
titled "Face Sheet" indicated C1 was admitted to
the facility on 10/27/05.

Review of a document provided by the facility
titled "Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect which involved E3 (CNA) against C1 was
identified on 05/23/25 in which E3 was discovered
not to have provided incontinent care to C1 on
between the hours of 12:00 AM and 5:16 AM on
05/21/25 per video surveillance. The investigation
failed to contain evidence that the facility's
Administrator (E1) was provided with a summary
of the facility's investigation.

b. Review of a document provided by the facility
titled “Investigative Report of Findings"
documented an incident that occurred on 5/21/25,
which recorded a discovery of neglect invalving
C1 who required visual supervision and was left
unsupervised in the unit hallway from 8:03 AM to
8:14 AM. The facility report was dated 5/27/25,
with a follow-up date of 7/3/25 32 days later. The
facility failed to complete the required follow-up
within five (5) days.

2. Review of a document provided by the facility
titted "Face Sheet" indicated C3 was admitted to
the facility on 08/28/68 with diagnoses of
profound development/intellectual disabilities.
Review of a document provided by the facility
titled “Investigative Report of Findings" dated

Y CENTER
SIOCKECCEN GEORGETOWN, DE 19947
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
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W 156 | Continued From page 13 W 156 permitted for internal review. These actions were taken in good

faith and in cooperation with Taw enforcement authorities.

Identification of other residents with the potential to be
affected-

The identified past practice is not subject to retroactive
correction. The error occurred as a result of DHCQ
implementing a new incident reporting system, for which the
facility was not provided with adequate instruction or guidance
to ensure a full understanding and regulatory compliance. The
issue was identified several months after implementation, at
which time the facility conducted a root cause analysis to
identify contributing factors and implement corrective actions.

System Changes-Investigative Processes:

The root cause of the identified deficiency was the
implementation of DHCQ's new incident reporting system
without adequate instruction or guidance provided to the
facility to ensure a full understanding of regulatory
requirements and internal investigation timelines. This lack of
clear direction resulted in inconsistent application of reporting
and investigation procedures.

Another contributing factor was the facility’s compliance with
directives from law enforcement requesting that staff refrain
from interviewing the alleged perpetrator to avoid interference
with potential criminal investigations. Adherence to these
directives delayed completion of internal investigations beyond
the requited five working days. These delays occurred despite
the facility’s intent to comply with both regulatory obligations
and law enforcement instructions.

To prevent recurrence and ensure ongoing regulatory
compliance, the facility will institute revised invesligative
practices effective immediately. The facility will develop a
structured investigative reporting process to ensure continuous
administrative oversight throughout the investigation period.
This process will include submission of an initial report of
findings to the Administrator upon receipt of the allegation,
documented updates throughout the five-day investigation
period, and a final investigative report detailing results and
outcomes,
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10/21/25 indicated the date of discovery of
neglect which involved E3 was on 05/23/25 in
which E3 was discovered between the hours of
12:14 AM and 5:32 AM not to have provided
incontinent care to C3 on 05/21/25, per video
surveillance. The investigation failed to contain
evidence that £1 was provided with a summary of
the facility's investigation.

3. Review of a document provided by the facility
titled "Face Sheet" indicated C4 was admitted to
the facility on 06/27/12.

Review of a document provided by the facility
titled "Investigative Report of Findings" dated
10/21/25 indicated the date of discovery of
neglect which involved E4 was on 05/23/25 in
which E3 was discovered not to have provided
incontinent between the hours of 11:36 PM and
5:21 AM, on 05/21/25 per video surveillance. The
investigation failed to contain evidence that E1
was provided with a summary of the facility's
investigation.

During an interview conducted on 12/03/25 at
12:49 PM, E2 (DDD) confirmed there was no
five-day summary provided to E1 for C1, C3, and
C4.

4, Review of a document provided by the facility
titled "Face Sheet" indicated C8 was admitted to
the facility on 10/24/58.

Review of a document provided by the facility
titled "Investigative Report of Findings"
documented an incident that occurred on
05/12/25 involving an allegation of neglect. The
report indicated CNA/Employee (E8) refused to
assist C8 with a required treatment. A facility

along with the completed final investigative report. The
Administrator will review and formally sign off on the
progressive investigative report, memo of findings, and final
investigative report to document active oversight and ensure
the Administrator remains duly informed throughout the
investigative process.

The facility will also update its Incident Reporting Policy to
reflect these systemic changes, including clarified investigative
timelines, communication requirements, administrative
oversight responsibilities, and coordination with law
enforcement. Policy revisions will be communicated to all
applicable staff to ensure consistent implementation and
sustained compliance.

To further strengthen investigative capacily, the facilily has
hired a casual/seasonal Incident Analyst whose primary
responsibility will be the timely review, investigation, and
documentation of reported incidents in accordance with
regulatory requirements and facility policy.

Success Evaluation-Ongoing Monitoring:

The Standards Control Specialist (SCS) will conduct a
comprehensive review of incidents immediately (within the
next business day) following the closure of all investigations.
To determine if past practices followed regulatory
requirements, the Standards Control Specialist (SCS) will
complete the following:

' The SCS will complete a random sampling of three
residents’ investigative files a week for two weeks for 100%
compliance, THEN

. The SCS will complete a random sampling of three
residents’ investigative files every two weeks for one month for
100% compliance. THEN

. The SCS will complete a random sampling of three
residents’ investigative files a month for two months for 100%
compliance, THEN

[ The SCS will complete a comprehensive review of
all residents’ investigative files for 100% compliance thereafter.
A monthly review meeting with the facility’s Standards Control
Specialist (SCS) and PM46 Coordinator will take place to
review the findings of the reviews, ensure immediate corrective
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W 156 | Continued From page 14 W 156 | memo of findings and the final results of the investigation,
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W 156

Continued From page 15

incident report was submitted to the Division on
05/13/25; however, the five-day follow-up
investigation report was not submitted until
05/30/25, which was 12 days late. The
investigation failed to demonstrate timely
submission of findings to the Facility
Administrator.

Review of a document provided by the facility
titled "Face Sheet" indicated C13 was admitted to
the facility on 07/11/23.

5. Review of a document provided by the facility
titled "Investigative Report of Findings"
documented an incident that occurred on
04/19/25 involving an allegation of verbal abuse.
The report indicated CNA/Employee (E16) used
profanity in the presence of C13. A facility incident
report was submitted to the Division on 04/21/25;
however, the five-day follow-up investigation
report was not submitted until 05/07/25, which
was 11 days late. The facility failed to ensure
timely reporting of investigation results.

6. Review of a document provided by the facility
titled "Face Sheet" indicated C15 was admitted to
the facility on 10/24/58.

Review of a document provided by the facility
titled "Investigative Report of Findings"
documented an incident that occurred on
04/19/25 involving an allegation of verbal abuse.
The report indicated an inappropriate verbal
exchange occurred between Employee (E17),
Unit Manager, and CNA/Employee (E18) in the
presence of C15.

A facility incident report was submitted to the
Division on 03/26/25; however, the five-day

W 156 notification is communicated.

action on any noted deficiencies, and ensure proper

All documentation will be submitted to the Standards Control
Specialist for tracking, review, and retention in the official
records to ensure accuracy, completeness, and regulatory
compliance.
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W 156 | Continued From page 16 W 156
follow-up investigation report was not submitted
until 04/22/25, which was 22 days late.
During an interview conducted on 12/03/25 at
1:35 PM, the Developmental Disabilities Director
(E2) confirmed that the five-day follow-up
investigation reports for clients C1, C8, C13, and
C15 were not submitted within required
timeframes. E2 stated the facility would
implement a process to ensure timely submission
of investigation follow-up reports.
On 12/04/25 at 3:59 PM, findings were reviewed
with the Executive Director (E1) and the
Developmental Disabilities Director (E2) during
the exit conference.
12/4/25 3:59 PM - Findings were reviewed with
E1 (ED) and E2 (DDD) during the exit
conference.
W 194 | STAFF TRAINING PROGRAM W 194 |Individual/Resident Impacted-Corrective Action Taken:
CFR(s): 483.430(6)(4) The Physical Therapist completed an addendum lo the 01/18/2026
Physical Therapy Comprehensive Assessment (C3-DZ on
. Chandler) on 12/3/2025 to resolve the discrepancies identified
Staff I:nUSt be able to demonStrate the S',(IIIS, a,nd regarding the correct sling specified for the resident,
techniques necessary to implement the individual
program plans for each client for whom they are Identification of other residents with the polential Lo be
responsible. affected-Assessment Review:
This STANDARD is not met as evidenced by: The Physical Therapist will conduct a comprehensive review
Based on observation, record review, interview, of all residents’ Physical Therapy Comprehensive Assessments
and facility poIicy review. the facility failed to and person-centered Instructional Guidelines to ensure that
‘ oy i d 5 I
ensure one (C3) out of 15 sampled client's had the correct slmg‘and relat}e .suppf)n neelds are accurately
- | ISP) that th reflected. Any discrepancies identified will be corrected
- .a.ccgrate‘lndldeIJ‘aI Suppqrt Plan ( a ? immediately. All identified changes resulting from Physical
facmty identified as "Information About Me [IAM]- Therapy Comprehensive Assessments and updates to
The facility failed to demonstrate knowledge of Instructional Guidelines will be formally communicated to
the client's transfer requirements. (Cross staff through a2 management-issued email and documented in
Reference W259) the Residential Services Communication Book, These
communication methods will be used to ensure that staff are
Findings include: promptly informed of changes to resident support needs and
9 ' are able to implement the updated directives consistently.
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1. Review of a document provided by the facility
titled "Face Sheet" indicated C3 was admitted to
the facility on 08/28/68.

Review of a document provided by the facility
titted "IAM" under a section titled "
Comprehensive Functional Assessments That
Tell You Who | AM and What | Need to Succeed"
dated 04/08/25 indicated C3 used a yellow sling
during transfers.

During an observation on 12/02/25 at 9:30 AM,
E4 (CNA) and E5 (CNA) entered C3's room. The
two staff members pulled out a black sling with
green piping around the edges. E4 stated the
staff could find out what type of transfer a client
was by looking at their care plan book, located on
a bedside table in the client's room. E4 confirmed
the sling that the two staff members used was
black with green piping. The transfer took place
with a ceiling mechanical lift into C3's wheelchair.

During an interview on 12/02/25 at 12:13 PM E6
(CNA) stated she has used the green sling and
the yellow sling and stated it depended on what
was available. E6 stated she normally used the
black sling with yellow piping.

During an interview on 12/03/25 at 8:44 AM, E10
(Physical Therapist) stated it was important to
use the correct sling since it made a client more
comfortable during a two-person transfer, and
this includes safety. E10 reviewed a document
located in the computer confirmed C3 was to use
a yellow sling. E10 stated the black sling with
green piping was larger than the yellow. E10
stated that using a green sling instead of yellow
would be more of a comfort issue than a safety

review all resident support needs and any identified changes
resulting from Physical Therapy and Occupational Therapy
Comprehensive Assessments. Based on this review, the QIDP
will update the resident’s person-centered plan of care (I AM)
and the Snapshot of Resident Supports to ensure that all
required supports are accurately identified, clearly
documented, and consistently reflected across interdisciplinary
records. This process will ensure alignment between clinical
recommendations and day-to-day support implementation.

Identification of other residents with the potential to be
affected-

Environmental Sweep/Equipment Verification:

On 12/03/2025 during the 3:00 p.m.-11:00 p.m. shift, the
Active Trealment Supervisor conducted a comprehensive
sweep of all residents’ slings to verify that the sling present in
each resident’s room matched the sling specified in the
resident’s person-centered Instructional Guidelines. Any sling
found to be inconsistent with the documented guidelines was
removed immediately, and the correct sling was placed in the
resident’s room without delay.

System Changes-Staff Education:

The root cause of the cited deficiency was staff utilization of
an incorrect mechanical lift sling size during a resident
transfer, despite the resident’s person-centered plan of care
specifying a different sling size and level of support. This
resulted in noncompliance with the resident’s assessed needs
and established care directives. Staff failed to verify and adhere
to the resident’s individualized transfer requirements before
initiating the lift, and the person-centered plan of care did not
effectively guide staff decision-making at the point of service.

To address the identified root cause and prevent recurrence,
the facility corrected an inconsistency for all residents and has
implemented an educational flyer titled “Strictly Follow
Instructional Guidelines for Lifts and Transfers,” which was
developed on December 3, 2025. Beginning the evening of
December 3, 2025, this educational material was reviewed by
the DD Program Administrator with all direct care staff,
including Nursing Supervisors, Program Administrators,
Registered Nurses, Licensed Practical Nurses, Active
Treatment Supervisors, Certified Nursing Assistants, and
Activity staff. Education will continue until all direct care staff
have been instructed and competency has been reinforced.
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As an additional precaution, the facility will implement

W 194 enhanced visual cues for resident-specific equipment labeling,
Mechanical lift remotes will be clearly labeled by the
appropriate color-coded sling identified in the person-
centered plan of care, to assist staff in selecting the appropriate
sling in accordance with the person-centered plan of care. The
Adaptive Equipment Technician II will install the color-coded
identifier to the mechanical lift remotes in each resident’s
bedroom.

The facility is also updating the current Lift, Transfers, and
Gait Belt Competency to reflect the importance of checking
and utilizing the proper equipment as identified in the
resident’s person-centered plan of care.

Success Evaluation-Ongoing Monitoring:

Physical Therapy Assessmenl Monitoring:

The Physical Therapists (PTs) will complete a comprehensive
review of resident support needs and ensure support needs are
reflected clearly and appropriately to cover all residents.

. The PTs will complete a random sampling of
three residents’ Comprehensive Evaluations and Instructional
Guidelines a week for four weeks for 100% compliance, THEN
. The PTs will complete a random sampling of
three residents' Comprehensive Evaluations and Instructional
Guidelines every two weeks for one month for 100%
compliance. THEN

. The PTs will complete a random sampling of
three residents’ Comprehensive Evaluations and Instructional
Guidelines a month for four months for 100% compliance,
THEN

. The PTs will complete a random sampling of
three residents' Comprehensive Evaluations and Instructional
Guidelines once a quarter {or two quarters for 100%
compliance.

A monthly review meeting with the facility’s Quality
Improvement team and Therapy team will take place to review
the findings of the reviews, ensure immediate corrective action
on any noted deficiencies, and ensure proper notification was
communicated.
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W 194

W 194

Qualified Intellectual Disability Professional Person-Centered
Plan of Care Monitoring:

The Qualified Intellectual Disability Professionals (QIDPs) will
complete Program Book Audits for their respective residential
support areas to cover all residents:

. The QIPDs will complete a random sampling of
three residents’ Program Books a week for four weeks for 100%
compliance, THEN

. The QIDPs will complete a random sampling of
three residents’ Program Books every two weeks for one month
for 100% compliance, THEN

. The QIDPs will complete a random sampling of
three residents’ Program Books every month for four months
for 100% compliance, THEN

. The Standards Control Specialist (SCS) will
complete a random sampling of at least a third of the census of
residents’ Program Books every quarter thereafter,

A monthly review meeting with the facility’s Quality
Improvement team and Residential team will take place to
review the findings of the audits and ensure immediate
corrective action on any noted deficiencies occurs.

Day-to-Day Monitoring:

The Active Treatment Supervisors (ATSs) will conduct a
random sampling of six residents each shift to verify that the
sling present in the resident’s bedroom matches the sling
idenlified in the person-centered Instructional Guidelines.
Findings from the sampling will be documented on the Active
Treatment Supervisor’s Shift Monitoring Report. Any
discrepancies identified will be corrected immediately, and all
corrective actions taken will be clearly documented in the
report.

The Therapy Aides (TAs) will conduct a review of each
resident’s equipment needs for their respective residential
support areas to cover all residents to verify that the proper
equipment, especially the sling, is present in the resident’s
bedroom, the equipment is available as required per the
person-centered Instructional Guidelines, and in proper
working order to ensure the safety of the residents:

. The TAs will conduct a review of all therapy
equipment for all residents three times a week for four weeks
for 100% compliance using the Therapy Monthly Equipment
Check form, THEN

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID:C3FN11

DocuSigned by:

Kani- SHofn. Fourdain

BAZAATIBOBD243F

Facility ID: 086001 If continuation sheet Page 18 of 24

Executive Director/ Nursing Home Administrator 12/24/2025 | 11:47 AM EST

RESPONSE Page 29 of 36




PRINTED: 12/19/2025
FORM APPROVED

CONTINUED

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

C
08G0o1 MG 12/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
STOCKLEY CENTER 26351 PATRIOTS WAY
GEORGETOWN, DE 19947
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
‘ . The TAs will conducl a review of all therapy equipment
W 194 | Continued From page 18 W194 for all the residents every week for (our weeks for 100% compliance
issue. using the Therapy Monthly Equipment Check form, THEN
. The TAs will conduct a review of all therapy equipment
. for all the residents every two weeks for bwo months for 100%
DUTing an interview on 12/03/25 at 12:49 PM, compliance using the Therapy Monthly Equipment Check form,
Developmental Disabilities Director Habilitation THEN
Services/E2 stated that there were instructional . MiheiTiAsiwillleanductiaireviewjofiallitherupyiequipment
: . i for all the residents every month thereafter for 100% compliance
images in the plan of care for the clients. E2 using the Therapy Monthly Equipment Check form,
stated that therapy was to ensure that the client's The Nursing Supervisors (RN Sups), Facility Charge (FCs), and
needs were met through the therapy assessment. Active Treatment Supervisors (ATSs) will complete Lift, Transfers,
and Gait Belt Competencies to cover all residents:
. R . The RN Sups, FCs, and ATSs will each complete one
Review of a faC|I|ty pOllcy titled "Person Centered Lift, Transfers, and Gait ’l:slt Competency a week for fourpweeks for
Planning" dated 07/14/24, indicated ". . . Person 100% compliance, THEN
Centered Plan (PCP) = A person Centered plan iS . . The RN Sups, FCs, and ATSs will cach comkpletc one
. Lift, Transfers, and Gait Belt Competency every two weeks for one
o plan deVe'OPed Wlth the perslon i month for 100% compliance, THEN K
receiving services, his/her famlly or guardlan, and . The RN Sups, FCs, and ATSs will each complete ane
other individuals providing support that Lift, Transfers, and Gait Belt Competency every month for four
outlines in detail the individuals' preferences, Eonthslfori0n% complisnce IRIEN
i . " . The RN Sups, FCs, and ATSs will each complete one
support needS, and llfeStyle choices. . . Lift, Transfers, and Gait Belt Competency every quarter thereafter,
All documentation will be submitted to the Standards Control
12/4/25 3:59 PM - Findings were reviewed with Specialist for tracking, review, and retention in the official records to
E1 (ED) and E2 (DDD) during the exit ensure accuracy, completeness, and regulatory compliance.
conference.
W 249 PROGRAM |MPLEMENTAT|ON W 243 | ndividual/Resident Impacled-Corrective Action Taken:
CFR(S) 483.440(d)(1) The lift and transfer method utilized on C9 by EI3 during the 01/18/2026
referenced incident was nat an approved or authorized lift and
. L transfer procedure in accordance with facility policy and did not
As soon as the interdisciplinary team has align with the resident’s identified support needs at the time of the
formulated a client's individual program plan, incident, The resident’s (C9) lift and transfer support needs have
each client must receive a continuous active changed over time; the supports identified at the beginning of 2025
. differ from those required at the end of 2025, reflecting the resident’s
treatment program COHSIStIng of needed evolving functional stalus and individualized care needs
interventions and services in sufficient number
and frequency to Support the achievement of the The Physical Therapist completed a new evaluation und an
: : : : i [T addendum to the Physical Therapy Comprehensive Assessment (C9-
objectlves identified in the individual program TT on McCabe} on 12/22/2025 to resolve the discrepancies identified
plan- regarding the correct sling specified for the resident.
1dentification of other residents with the potential to be affected-
Assessment Review:
i i N The Physical Therapist will conduct a comprehensive review of all
This STANDARD is not met as evidenced by residents’ Physical Therapy Comprehensive Assessments and person-
Based on ObseNation, record reVieW, and centered Instructional Guidelines to ensure that the correct sling and
interview| it was determined that for one (Cg) out related support needs are accurately reflected. Any discrepancies
identified will be corrected immediately. All identified changes
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; resulting from Physical Therapy Comprehensive Assessments
W248 | Continued From page 19 W 249 and updates to Instructional Guidelines will be formally
of fifteen sampled clients, the facility failed to communicated to staff through a management-issued email
implement interventions identified on the and documented in the Residential Services Communication

Book. These communication methods will be used to ensure
that staff are promptly informed of changes to resident
support needs and are able to implement the updated
directives consistently.

individual program plan (IPP) . Findings include:

Review of C9's clinical record revealed:;

8/27/24 - C9 was admitted to the facility with The Occupational Therapist will conduct a comprehensive
diagnoses including, but not limited to, profound review of all residents’ Occupational Therapy Comprehensive
intellectual disability. Assessments and associated person-centered Instructional

Guidelines to ensure that Physical Therapy-related lift and
transfer support needs are not included within Occupational

9/27/24 - The instructional guidelines (I1G)

\ h Therapy Comprehensive Assessments. All lift and transfer
documented that C9 required transfer with a i

determinations and support levels will be documented

universal reQUIar sling and two person assist at all exclusively within Physical Therapy Comprehensive

times. Assessments, as the Physical Therapist is the licensed
professional responsible for establishing care and support

2/14/25 - A physical therapy evaluation requirements related to lifts and transfers. Any identified

documented that C9 was to be transferred with a inconsistencies will be promptly corrected to ensure clarity,

one to two person assist or using a mechanical lift
as needed. The evaluation further documented

role delineation, and alignment across interdisciplinary
documentation. All identified changes resulting from
Occupational Therapy Comprehensive Assessments and

that two people assist is required due to C9's updates Lo Tnstructional Guidelines will be formally
inconsistent weight bearing abilities and communicated to staff through a management-issued email
unpredicatable behavior. and documented in the Residential Services Communication

Book, These communication methods will be used to ensurc
that staff are promptly informed of changes to resident
support needs and are able (o implement the updated
directives consistently.

2/21/25 - An occupational therapy comprehensive
evaluation documented that C9 was
non-ambulatory that requires dependent assist of
one staff member for wheelchair mobility and

dependent assis of two staff for transfer using an System Changes-Staff Education:

overhead mechanical lift. The root cause of the cited deficiency was staff utilization of
an incorrect lift and transfer during a resident transfer, despite

4/15/25 2:56 PM - A facility reported incident the resident’s person-centered plan of care and level of

support. This resulted in noncompliance with the resident’s
assessed needs and established care directives. Staff failed to
verify and adhere to the resident’s individualized transfer

documented an allegation that E12 (CNA)
transferred C9 improperly and did not follow

proper protocol for transfers. requirements before initiating the lift, and the person-centered
plan of care did not effectively guide staff decision-making at
4/15/25 - A facility investigative packet the point of service.

documented a timeline of camera footage for the
date of 3/24/25 where E12 was observed entering
C9's room to complete care and lacked evidence
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. To address the identified root cause and prevent recurrence,
W 248 | Continued From page 20 W249 the facility corrected an inconsistency for all residents and has
of a second person required for proper transfer. implemented an educational flyer titled “Strictly Follow

Instructional Guidelines for Lifts and Transfers,” which was
developed on December 3, 2025. Beginning the evening of
December 3, 2025, this educational material was reviewed by
the DD Program Administrator with all direct care stafl,

12/3/25 2:04 PM - During an interview, E2 (DDD)
stated that the improper transfers were confirmed

by surveillance fOOta_ge when E12 entered C9's to including Nursing Supervisors, Program Administrators,

perform a transfer without a second person. Registered Nurses, Licensed Practical Nurses, Active
Treatment Supervisors, Certified Nursing Assistants, and

12/4/25 12:58 PM - During an interview, E13 Activity staff. Education will continue until all direct care staff

(CNA) stated that C9 had two ways to transfer have been instructed and competency has been reinforced.

properly: stand and pivot or hoyer lift. E13 stated ) ) o

. . . Success Evaluation-Ongoing Monitoring:

that C9 will stand and pIVOt with one to two Physical Therapy and Occupational Therapy Assessment Monitoring:

person assist if she can weight bear but if she is The Physical Therapists (PTs) and Occupational Therapists (OTs)

unable to welght bear then she would require a will complete a comprehensive review of resident support needs and

ensure support needs are reflected clearly and appropriately to cover

hoyer lift transfer.

all residents.
. The PTs and OTs will complete a random sampling of
12/4/25 2:30 PM - During an interview, E14 three residents’ Comprehensive Evaluations and Tnstructional
(COTA) stated that C9 was no |Onger a stand and Guidelines a week for four weeks for 100% compliance, THEN
. . . . The PTs and OTs will complete a random sampling of
pivot transfer and required a two person assist three residents’ . . .
i K ents' Comprehensive Evaluations and Instructional
with hoyer lift. E14 stated that staff had made Guidelines every two weeks for one month for 100% compliance.
concerns related to C9 having difficulty weight THEN
bearing and nursing had requested a physical . ‘ The PTs and O_Ts will con‘\p|ete a random s.ampl'mg of
" three residents' Comprehensive Evaluations and Instructional
therapy evaluation for safety reasons. Guidelines a month for four months for 100% compliance, THEN
. The PTs and OTs will complete a random sampling of
12/4/25 2:40 PM - During an interviewy E10 (PT three residents' Comprehensive Evaluations and Tnstructional

Guidelines once a quarter for two quarters for 100% compliance.
A monthly review meeting with the facility’s Quality
Improvement team and Therapy team will lake place to review

Director) stated that C9 had two ways to transfer
and depended on ability to bear weight but PT

does recommend the hoyer transfer for SafEty' the findings of the reviews, ensure immediate corrective action
on any noted deficiencies, and ensure proper notification was

The facility failed to implement interventions communicated.

identified on C9's IPP when E12 performed a

transfer without two person assist. All documentation will be submitted to the Standards Control

Specialist for tracking, review, and retention in the official
records to ensure accuracy, completeness, and regulatory

12/4/25 3:59 PM - Findings were reviewed with

E1 (ED) and E2 during the exit conference. EompliEaeE
W 259 | PROGRAM MONITORING & CHANGE W 259 1mdividual/Resident Impacted-Corrective Action Taken:
CFR(s). 483.440(f)(2) The Physical Therapist completed an addendum to the 01/18/2026

Physical Therapy Comprehensive Assessment (C3-DZ on
Chandler) on 12/3/2025 to resolve the discrepancies identified

At least annually, the comprehensive functional
regarding the correct sling specified for the resident.
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assessment of each client must be reviewed by
the interdisciplinary team for relevancy and
updated as needed.

This STANDARD is not met as evidenced by:
Based on interview, record review and a review
of other facility documentation as indicated, it was
determined for two (C3 and C9) out of fifteen
sampled clients, the facility failed to update the
comprehensive functional assessment (CFA) to
reflect the client's current needs. Findings
include:

1. Review of C9's clinical record revealed:

8/27/24 - C9 was admitted to the facility with
diagnoses including, but not limited to, profound
intellectual disability.

9/27/24 - The instructional guidelines (IG)
documented that C9 required transfer with a
universal regular sling and two person assist at all
times.

2/14/25 - A physical therapy evaluation
documented that C9 was to be transferred with a
one to two person assist or using a mechanical lift
as needed. The evaluation further documented
that two people assist is required due to C9's
inconsistent weight bearing abilities and
unpredicatable behavior.

2/21/25 - An occupational therapy comprehensive
evaluation documented that C9 was
non-ambulatory that requires dependent assist of
one staff member for wheelchair mobility and
dependent assist of two staff for transfer using an
overhead mechanical lift.

12/4/25 12:58 PM - During an interview, E13

W 259 addendum to the Physical Therapy Comprehensive

Assessment (C9-TT on McCabe) on 12/22/2025 to resolve the
discrepancies identified regarding the correct sling specified
for the resident.

Identification of other residents with the potential to be
affected-

Assessment Review:

The Physical Therapist will conduct a comprehensive review
of all residents’ Physical Therapy Comprehensive Assessments
and person-centered Instructional Guidelines to ensure that
the correct sling and relaled support needs are accurately
reflected. Any discrepancies identified will be corrected
immediately. All identified changes resulting from Physical
Therapy Comprehensive Assessments and updates to
Instructional Guidelines will be formally communicated to
staff through a management-issued email and documented in
the Residential Services Communication Book. These
communication methods will be used to ensure that staff are
promptly informed of changes to resident support needs and
are able to implement the updated directives consistently.

The Occupational Therapist will conduct a comprehensive
review of all residents’ Occupational Therapy Comprehensive
Assessments and associated person-centered Instructional
Guidelines to ensure that Physical Therapy-related lift and
transfer support needs are not included within Occupational
Therapy Comprehensive Assessments. All lift and transfer
determinations and support levels will be documented
exclusively within Physical Therapy Comprehensive
Assessments, as the Physical Therapist is the licensed
professional responsible for establishing care and support
requirements related to lifts and transfers. Any identified
inconsistencies will be promptly corrected to ensure clarity,
role delineation, and alignment across interdisciplinary
documentation. All identified changes resulting from
Occupational Therapy Comprehensive Assessments and
updates to Instructional Guidelines will be formally
communicated to staff through a management-issued email
and documented in the Residential Services Communication
Book. These communication methods will be used to ensure
that staff are promptly informed of changes to resident
support needs and are able to implement the updated
directives consistently.

STOCKLEY CENTER
GEORGETOWN, DE 19947

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
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. The Qualified Tntellectual Disabilities Professional (QIDP) will
W 259 | Continued From page 22 W 259 review all resident support nceds and any identified changes resulting

(CNA) stated that C9 had two ways to transfer
properly: stand and pivot or hoyer lift. E13 stated
that C9 will stand and pivot with one to two
person assist if she can weight bear but if she is
unable to weight bear then she would require a
hoyer lift transfer.

12/4/25 2:30 PM - During an interview, E14
(COTA) stated that C9 was ho longer a stand and
pivot transfer and required a two person assist
with hoyer lift. E14 stated that staff had made
concerns related to C9 having difficulty weight
bearing and nursing had requested a physical
therapy evaluation for safety reasons.

12/4/25 2:40 PM - During an interview, E10 (PT
Director) reviewed the |G and confirmed that it did
not reflect the current transfer status for C9. E10
also stated that the expectation would be after
each quaterly assessment or status change
therapy is responsible to update the IG to reflect
current client's needs. E10 confirmed that current
updates were not reflected in C9's current IPP or
in the CFA (comprehensive functional
assessment).

12/4/25 3:25 PM - During an interview, E15
(QIDP) stated the client's IPP should document
all circumstances in the plan that effect direct
care and should be updated as changes are
made to the CFA. E15 stated the expectation is
for all departments to meet with the QIDP to
discuss any changes and the QIDP is responsible
to ensure changes are reflected in the IPP.

The facility failed to update the CFA to reflect C9's
current transfer status.

2. Review of a document provided by the facility

from Physical Therapy and Occupational Therapy Comprehensive
Assessments, Based on this review, the QIDP will update the
resident’s person-centered plan of care (T AM) and the Snapshot of
Resident Supports Lo ensure thal all required supports are accurately
identified, clearly documented, and consistently reflected across
interdisciplinary records. This process will ensure alignment between
clinical recommendations and day-to-day support implementation,

Tdentification of other residents with the potential to be affected-
Environmental Sweep/Equipment Verification:

On 12/03/2025 during the 3:00 p.m.—11:00 p.m. shift, the Active
Treatment Supervisor conducted a comprehensive sweep of all
residents’ slings to verify that the sling present in each resident's
room matched the sling specified in the resident’s person-centered
Tnstructional Guidelines. Any sling found to be inconsistent with the
documented guidelines was removed immediately, and the correct
sling was placed in the resident’s room without delay,

System Changes-Staff Education:

The root cause of the cited deficiency was staff utilization of an
incorrecl mechanical lifl sling size during a resident transfer, despite
the resident’s person-centered plan of care specifying a different sling
size and level of support. This resulted in noncompliance with the
resident’s assessed needs and established care directives. Staff failed to
verify and adhere to the resident’s individualized transfer
requirements before initiating the lift, and the person-centered plan
of care did not effectively guide staff decision-making at the point of

Service.

To address the identified root cause and prevent recurrence, the
facility corrected an inconsistency for all residents and has
implemented an educational flyer titled “Strictly Follow Instructional
Guidelines for Lifts and Transfers,” which was developed on
December 3, 2025. Beginning the evening of December 3, 2025, this
educational material was reviewed by the DD Program Administrator
with all direct care staff, including Nursing Supervisors, Program
Administrators, Registered Nurses, Licensed Practical Nurses, Active
Treatment Supervisors, Certified Nursing Assistants, and Activity
staff. Education will continue until all direct care staff have been
instructed and competency has been reinforced,

As an additional precaution, the fucility will implement enhanced
visual cues for resident-specific equipment labeling, Mechanical lift
remotes will be clearly labeled by the appropriate color-coded sling
identified in the person-centered plan of care, to assist staff in
selecting the appropriate sling in accordance with the person-
centered plan of care. The Adaptive Equipment Technician 1T will
install the color-coded identifier to the mechanical lift remotes in
each resident’s bedroom.
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Success Evaluation-Ongoing Monitoring:

W 259 Physical Therapy and Occupational Therapy Assessment
Monitoring:

The Physical Therapists (PTs) and Occupational Therapists
(OTs) will complete a comprehensive review of resident
support needs and ensure support needs are reflected clearly
and appropriately to cover all residents.

. The PTs and OTs will complete a random
sampling of three residents' Comprehensive Evaluations and
Instructional Guidelines a week for four weeks for 100%
compliance, THEN

. The PTs and OTs will complete a random
sampling of three residents' Comprehensive Evaluations and
Instructional Guidelines every two weeks for one month for
100% compliance. THEN

. The PTs and OTs will complete a random
sampling of three residenls' Comprehensive Evaluations and
Instructional Guidelines a month for four months for 100%
compliance, THEN

. The PTs and OTs will complete a random
sampling of three residents' Comprehensive Evaluations and
Instructional Guidelines once a quarter for two quarters for
100% compliance.

A monthly review meeting with the facility’s Quality
Improvement team and Therapy team will take place to review
the findings of the reviews, ensure immediate corrective action
on any noted deficiencies, and ensure proper notification was
communicated.

Qualified Intellectual Disability Professional Person-Centered
Plan of Care Monitoring:

The Qualified Intellectual Disability Professionals (QIDPs)
will complete Program Book Audits for their respective
residential support areas to cover all residents:

. The QIPDs will complete a random sampling of
three residents' Program Books a week for four weeks for
100% compliance, THEN

. The QIDPs will complete a random sampling of
three resldents’ Program Books every two weeks for one
month for 100% compliance, THEN

. The QIDPs will complete a random sampling of
three residents’ Program Books every month for four months
for 100% compliance, THEN

. The Standards Control Specialist (SCS) will
complete a random sampling of at
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_ least a third of the census of residents’ Program Books every
W 259 | Continued From page 23 W 259 quarter thereafter.
titted "Face Sheet" indicated C3 was admitted to A monthly review meeting with the facility’s Quality
the facility on 08/28/68. Improvement team and Residential team will take place to
review the findings of the audits and ensure immediate
Review of a document provided by the facility corrective action on any noted deficiencies occurs.
H n n H H
tlt!ed IAM. for C3 datgd 04/08/25 indicated the Day:to-Day Monitaring
client reqwred the assistance of two staff The Active Treatment Supervisors (ATSs) will conduct a
members for mechanical transfers. In addition, random sampling of six residents each shift to verify that the
under a section titled "Comprehensive sling present in the resident’s bedroom matches the sling
Assessment” directed staff to use a medium identified in the person-centered Instructional Guidelines.
(yellow border) universal sling. The document Findings from lhe.san?p]m'g will b'e dqcumented on the Active
also revealed that staff were to use a large sling Treatment Supervisor's Shift Monitoring Report. Any
. i d K discrepancies identified will be corrected immediately, and all
QUrln% meChanlcall transfers. Under a section corrective actions taken will be clearly documented in the
titled "Transfer” directed the staff to use a large report.
sling for all transfers. In addition, the document
also directed staff to use a large sling with green The Therapy Aides (TAs) will conduct a review of each
pip]ng' resident’s equipment needs for their respective residential
support areas to cover all residents to verify that the proper
An observation was conducted on 12/02/25 at equipment, especially the sling, is present in the resident’s
) . . bedroom, the equipment is available as required per the
9'3O.AM' Cemﬂeq Nurse AIdE/Emplloyee (E)4 and person-centered Instructional Guidelines, and in proper
Certified Nurse Aide/E5 entered C3's room and working order to ensure the safety of the residents:
completed a two-person transfer with a black . The TAs will conduct a review of all therapy
sling with green piping (large). equipment for all residents three times a week for four weeks
for 100% compliance using the Therapy Monthly Equipment
During an interview on 12/03/25 at 8:44 AM, . f°"“’T T}H?: A eond _—
= n . L i L
Physical Therapist/Employee (E)10 stated C3 , s rconcuc ajreniow b S CIstEEy
d I lin M erezl Medilin IRGHeE equipment for all the residents every week for four weeks for
e ceailli)::; meshanical I, ES stated & large gling i i L e
] Check form, THEN
was to be used on a mobile mechanical lift. . The TAs will conduct a review of all therapy
equipment for all the residents every two weeks for two
During an interview on 12/03/25 at 2:59 PM months for 100% compliance using the Therapy Monthly
Development Disabilities Director Habilitation Equipment (;:“;f:"“’.h THE;" S
Services/E2 confirmed there was conflicting - 8 T O e O )
inf ti ¢35 figlhereompreheraive equipment for all the residents every month thereafter for
Information P . 100% compliance using the Therapy Monthly Equipment
assessment for C3 and the use of the sling. Check form.
12/4/25 3:59 PM - Findings were reviewed with All documentation will be submitted to the Standards Control
E1 (ED) and E2 (DDD) during the exit Specialist for tracking, review, and retention in the official
conference. records to ensure accuracy, completeness, and regulatory
compliance.
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