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CORRECTIONOF DEFICIENCIES DATE

3201

3201.1.0

3201.1.2

3201.9.0

The State Report incorporates by refer-
ence and also cites the findings speci-
fied in the Federal report.

An unannounced Annual, Emergency
Preparedness and Complaint Survey
was conducted at the above-named
ICF/IID facility from 1/27/26 to 2/2/26.
The facility census was sixty-eight {68)
on the first day of the survey. The survey
sample size was fourteen (14) residents.

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 de-
ficiencies were identified.

Regulations for Skilled and Intermedi-
ate Care Facilities

Scope

Nursing facilities shall be subject to all
applicable local, state and federal code
requirements.

This requirement is not met as evi-
denced by:

Cross reference to the CMS 2567-L sur-
vey report completed on February 2,
2026: W102, w104, w111, W120,
W158, W159, w160, W195, W196,
W198, w224, w225, W318, W320,
W321, and W322.
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SECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR | COMPLETION
SPECIFIC DEFICIENCIES CORRECTIONOF DEFICIENCIES DATE
3201.9.1 Accuracy of records: There shall be a | 3201.9.1 — Accuracy of records: There shall be
separate clinical record maintained on | @ separate clinical recor'd mat:ntained on eaclf
each resident as a chronological history resident as fl chronologtcal ht.sfor:y of the re.s1-
) \ . . dent’s stay in the nursing facility. Each resi-
of the resident’s stay in the nursing fa- dent’s record shall contain current and accu-
cility. Each resident's record shall con- | ras information including the following:
tain current and accurate information | 1. Accurate records for vaccines
including the following:
Section A — Individual(s) impacted.
Based on interview and record review | The facility failed to document accurate
for two (C1 and C12) out of six reviewed Pneumococcal 23 vaccine administration
for infection control, the facility failed to | dates in the Electronic Medical Records
maintain accurate records for vaccines. | (EMRs) for residents C1 and C12.
Findings included: The Infection Preventionist revised C1’s
EMR to reflect the correct administra-
1. Review of Cl’s clinical record re- | tion date for the Pneumococcal 23 vac-
vealed: cine. Resident C12 was discharged from
the facility on 2/5/2026.
8/16/09 - C1 was admitted to the facility
with following diagnoses: profound in- | Section B —Identification of Other
tellectual disability, chromosomal ab- | Residents with the potential to be af-
normalities, and generalized idiopathic | fected by the deficient practice.
epilepsy. All residents have the potential to be af-
fected by the deficient practice. The In-
9/28/19 - A standing physician's order | fection Preventionist or designee will
documented that C1 was to receive the | audit all residents’ EMRs to identify and
pneumococcal vaccine per CDC recom- | cotrect inaccurate Pneumococcal 23
mendation and last dose received | Vaccine administration dates.
12/6/17.
Section C — System Changes
3/21/19 — A review of C1's immuniza- | Resident vaccine orders will be revised
tion electronic record documented that | to reflect the following: Physician orders
C1 received the Pneumococcal 23 vac- | for vaccines will be entered as General
cine on the aforementioned date. orders to alert staff to administer vac-
cines in accordance with CDC guidance.
2/2/26 11:01 AM — During an interview, | (i.e., “Pneumococcal Vaccine per CDC
E33 (IP) confirmed that latest pneumo- | guidelines.”)
coccal data for C1 was not accurate in
the standing order and that did not | At the time vaccines are administered,
match the date on the immunization | the vaccine, dose, route, administration
record. site, vaccine lot number, and expiration
date will be documented in the Preven-
tive Health section of resident’s EMR.
Provider's Signature Zarak /ﬁ%m Title_ Executive Director Date __03/09/2026
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ing

Title 16: Dela-
ware Code
§ 1132. Report-

require-

ments.

2. Review of C12’s clinical record re-
vealed:

4/12/07 - C12 was admitted to the facil-
ity with the following diagnoses: pro-
found intellectual disability and seizure
disorder.

12/10/24 - A standing physician's order
documented that C12 was to receive the
pneumococcal vaccine per CDC recom-
mendation and last dose received
12/6/17.

2/2/26 11:01 AM - During an interview,
E33 (IP) confirmed that latest pneumo-
coccal data for C12 was not accurate in
the standing order and that did not
match the date on the immunization
record.

The facility failed to maintain current
and accurate data in C1 and C12’s clini-
cal record.

2/2/26 4:00 PM - Findings were dis-
cussed with E1 (ED} and E2 (DON) during
the exit conference.

(a) (1) Any employee of a facility or per-
son who provides services to a patient
or resident on a regular or intermittent
basis who has reasonable cause to be-
lieve that a patient or resident in a fa-
cility has been abused, neglected, mis-
treated, or financially exploited or has
been the victim of medication diversion
shall immediately report the abuse, ne-
glect, mistreatment, financial exploita-
tion, or medication diversion to the De-
partment by oral communication. The
employee or person providing services

The Pneumococcal Vaccine Policy has
been revised to include documentation
in the Preventive Health section of the
EMR (Attachment A). The Staff Educa-
tor or designee will train licensed nurs-
ing staff on the revised policy.

Section D — Success Evaluation

The Infection Preventionist or designee
will audit residents’ EMRs weekly to
identify residents who are not in compli-
ance with the vaccine administration
policy. Once audit results are 100% cor-
rect for four consecutive weeks, the In-
fection Preventionist or designee will
conduct monthly audits until 100% ac-
curacy is attained for three consecutive
months. Once monthly audit results are
100% correct, the Infection Prevention-
ist or designee will conduct quarterly au-
dits until 100% compliance is achieved
for two consecutive quarters. Audits will
be conducted annually thereafter. Audit
results will be reviewed quarterly at
Quality Assessment and Assurance
Committee meetings. (Attachment B)

Title 16 1132 reporting requirements

Section A — Individual(s) impacted.
The resident involved (C13) was inter-
viewed immediately after the Mary
Campbell Center was notified about the
incident. The staff member (E35) was
then suspended and, as a result of the in-
vestigation, was terminated from MCC
employment. Staff who witnessed the in-
cident failed to follow the MCC "Preven-
tion of Abuse, Neglect, and Exploitation,

03/19/2026
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to a patient or resident shall file a writ-
ten report within 48 hours after the
employee or person providing services
to a patient or resident first gains
knowledge of the abuse, neglect, mis-
treatment, financial exploitation, or
medication diversion.

Based on interview and record review
for one (C13) out of five residents re-
viewed for allegations of abuse, the fa-
cility failed to report the allegation im-
mediately. Findings include:

Review of C13’s clinical record revealed:

11/3/24 —C13 was admitted to the facil-
ity.

8/19/25 11:00 AM — A facility reported
incident documented that E35 (RCT) for-
cibly placed their hand over C13's
mouth.

8/22/25 7:07 PM — A report was submit-
ted to the State Agency by the facility.

1/29/26 12:10 PM — During an inter-
view, E15 (Policy RN) confirmed that the
facility submitted the report to the State
Agency 76 hours after the incident oc-
curred.

2/2/26 4:00 PM - Findings were dis-
cussed with E1 (ED) and E2 (DON) during
the exit conference.

Investigation and Reporting of Alleged In-
cidents, and Corrective Actions” policy
and procedure. (Attachment C)

Section B — Identification of Other
Residents with the potential to be af-
fected by the deficient practice.

All residents have the potential to be af-
fected by the deficient practice.

Section C — System Changes

The Staff Educator provided "Prevention
of Abuse, Neglect, and Exoloitation, In-
vestigation and Reporting of Alleged Inci-
dents, and Corrective Actions” policy
training in February for MCC staff, con-
sultants, and contract pariners. (Attach-
ment D — Skills Fair training documents)

The Staff Educator or designee will co-
ordinate quarterly mandaory training for
MCC staff, consultants and contract
partner on “Prevention of Abuse, Ne-
glect, and Exploitation, Investigation,
and Reporting of Alleged Incidents and
Corrective Actions” policy and proce-
dure with the first training sessions to
occur on or before March 19, 2026.

The State of Delaware Department of
Justice will provide training on Abuse,
Neglect, and Exploitation in 2027. Rep-
resentatives from the Department of Jus-
tice provided staff training in November
2025. The next available dates were in
2027. (Attachment E)

Section D — Success Evaluation

The Director of Nursing (DON) or de-
signee will audit incidents reported to
the Division of Health Care Quality
since February 1, 2026 tc determine if

Provider's Signature Tarak /QW
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the Center complies with the “Preven-
tion of Abuse, Neglect, and Exploitation,
Investigation, and Reporting of Alleged
Incidents and Corrective Actions” pol-
icy. (Attachment F)

The DON or designee will conduct
weekly audits of DHCQ reportable inci-
dents to assess compliance with ANE re-
porting requirements until 100% success
is reached for four consecutive weeks.
Then, the DON or designee will conduct
monthly audits of DHCQ reportable in-
cidents to ensure compliance with ANE
reporting requirements until compliance
reaches 100% success for four consecu-
tive months. Once success is achieved
for four consecutive months, the DON
or designee will conduct quarterly audits
of DHCQ reportable incidents until
compliance reaches 100% success for
four consecutive quarters. Audit results
will be discussed at quarterly Quality
Assessment and Assurance Committee
meetings.

03/19/2026
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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

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES | D ‘ PROVIDER'S PLAN OF CORRECTION | (X5)
DEFICIENCY) |

E 000 | Initial Comments E 000

An unannounced annual and complaint survey
was conducted at this facility from January 27,
2026 through February 2, 2026. The facility
census was 68 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 January 27, 2026 through
February 2, 2026. The deficiencies contained in
this report are based on observation, interview,
review of clinical records and other facility
documentation, as indicated. The facility census
on the first day of the survey was sixty-eight (68).
The survey sample size was fourteen (14)
residents.

Abbreviations/definitions used in this report are
| as follows:

CNA - Certified Nursing Assistant;
DON - Director of Nursing;
ED - Executive Director;
IPP - Individual Program Plan; ‘
LPN - Licensed Practical Nurse;
| RCT - Resident Care Technician; ‘

RN - Registered nurse;

I . .
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Tarak /QWM Executive Director 03/09/2026 & 4/1/2028

Any deficiency stateméntyending 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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2PYR11 Facility ID: 08G013 If continuation sheet Page 1 of 29
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08G013 S 02/02/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MARY CAMPBELL CENTER 4641 WELDIN RD
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(X4) 1D ' SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY)
! T
| W 000
W 000 | Continued From page 1 W 102 Federal Tag W102-"The facility must ensure that
| Epilepsy - a long term brain disease that causes ‘ specific govemning body and management |
| repeated seizures due to abnormal electrical | requirements are met.
signals produced by brain cells; SECTION A (Individual Impacted)
| : As was evidenced in the findings, it was determined |
IPP - a formal written plan that states specific that The Mary Campbell Center's Governing Body, |
objectives necessary to meet client's needs as | also known as its Board of Directors, failed to
: i ; i ensure sufficient operational directives regarding ‘
identified by the comprehenswe assessment; | active treatment and health care services, failed to
' . . | ensure client records were accurate and updated, ‘
| Medical plan of care - a comprehensive plan that and failed to ensure outside services were
I includes a written plan of care established by a | coordinated. These deficient practices impacted four :
physician' residents (C3, C2, C10, C7).
! 1. Resident C3 - On Fekruary 12, 2028, the facility |
. . . . contacted C3's supervisar at DHSS who stated that
| Profound intellectual disability - condition where | "we feel this request is egainst her rights”. The |
| individuals are completely dependent on others | QIDP continues to work through other ways to |
for all ADLs and to maintain their physical health satisfy the request. The QIDP again contacted C3s |
and safety: supervisor on March 7, 2026 to arrange a site visit, |
Y: no response has been r=ceived to date.
) . . . 2. Resident C2 - Resident behaviors are
| Seizure - abnormal electrical activity in the brain | documented in social support plans and not in the
that temporarily affects consciousness, muscle IPP. Resident C2 has a social support plan for
| control and behavior worrying and anxiety. This information is reviewed |
) | atthe quarterly mental F ealth team meetings.
W 102 | GOVERNING BODY AND MANAGEMENT Resident C2s Electronic Medical Record (EMR) |
CFR(s): 483.410 | does not include documzntation of poor impulse

control, being socially inappropriate or a poor |

I i ; roblem solver.E8 provijed incorrect information to
The facility must ensure that specific governing ‘ tF;w snveyor regarg’ing Ca. It s Tikely EB confused

body and management requirements are met. | C2 with another resident.
| 3. Resident C7 - Resident C7’s IPP Activities goal,
created in September 2025, states “l will engage in
| programs for cognitive end sensory stimulation for
| increased social interaciions”. The intervention for
| this goal was also created in September 2025,

This CONDITION s _nOt met. as evidenced by: | Resident E7 "will engags= in programs using his
Based on record review, facility document communication methods (I-Talk -2, Step-by-step,
review, and interview, the facility failed to meet Switch, eye gaze, efc.) to engage in cognitive
the Condition of Participation: Governing Body for | supportandsensery stimulation difimesjpersession
f f1 le Cli Cli C) 3 c1 (Baseline: 3 prompts; Frequency: 2x/mo; TD:

our of 10 sample Clients (Client (C) 3, C2, C10, 09/23/2026)". E7's inability to communicate why the
and C7). The Governing Body failed to ensure use of the Snoezelen Room assisted the client with
operational directions on policies were provided independence and active treatment is the result of

for active treatment and health care services, DLl R G o il T DL

. . 4. Resident C10 is not r=ferenced in the summary
| |
failed to ensure client records were accurate and | statement of deficiencies. |
|
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CFR(s): 483.410(a)(1)

This STANDARD is not met as evidenced by:
policy review, the facility failed to ensure the
Qualified Intellectual Disabilities Professional

(QIDP) health care services, such as clinical
standards for clients who have seizures. In

their representatives' pneumococcal vaccines.

' diminished quality of life.

The governing body must exercise general policy,
budget, and operating direction over the facility.

| Based on interview, facility document review, and '

Governing Body provided operational direction on
policies for active treatment, qualifications of the

addition, the facility failed to offer clients and/or

This had the potential for all 68 clients to have a

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
08G013 e 02/02/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MARY CAMPBELL CENTER 4641 WELDIN RD
WILMINGTON, DE 19803
(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES | ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EAGH 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)
- | SECTION B (identification of other residents)
W 102 | Continued From page 2 W 102 All 68 residents are impacted by these deficient
updated, and failed to ensure outside services practices.
were coordinated. This had the potential for -
clients not to consistently receive active treatment | SECTION C (System Changes)
that e d d 1)The following is a proposed amendment to the
at meets their assessea needs. | Bylaws of The Mary Campbell Center
. i | Incorporated.
Findings include: “The Board is responsible for ensuring the Center
meets all regulatory requirements of its license as
' 1. The facility failed to ensure that the Governing | an ':I“e;meld[ijatebclare Facil"tg for 'r’:di"id“a's W“:J
’ A . . . ntellectual Disabilities including the provision o
| Body provided operational directions on pol:cnes ‘ Active Treatment.”
fqr active treatment and health care services for 2)The policy and procedure committee policy was
clients. Cross Reference: W104. revised to include a member from the Governing
Body who has final authority regarding policies
2. The facility failed to ensure a client's records and procedures (Attachment Z)
| content Was. gl a;ccurat_e, fqnctlonal " SECTION D (Success Evaluation)
| representation of the client in the facility. Cross The Governing Body representative(s) will review
| Reference: W111. and approve five policies and procedures each
month until all policies have been reviewed. Policy 311912026
3. The facility failed to ensure that outside review progress will be presented at committee
services were coordinated to meet the needs of meetings of The Board of Directors. COMETETED
the client. Cross Reference: W120.
W 104 | GOVERNING BODY W 104

Federal Tag W104

“The governing body must exercise
general policy, budget and operating
direction over the facility.”

Content continues next page
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

08G013

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING COMPLETED
C

B. WING 02/02/2026

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4641 WELDIN RD

: Findings include:
|
| Executive Director (Employee (E) 1), Clinical

Operations Coordinator (E30), the Director of
Nursing (E2), and the lead QIDP/(E5) were

were some clients who had their own checking
account and Amazon accounts and the clients
can access their money at any time. E1 stated

E1 stated he/she would pull active treatment
reports for the governing body to review. E5
stated there was a check list that he/she used

after 90 days of training.

Review of a document provided by the facility
titled "Dashboard for Mary Campbell Center

12/31/25, indicated key performances with
graphs. The key performances included: group
activities, led by skilled therapy and activities;
trips; physical programs; and volunteers. The

title " Long Term Care Evaluations Completed"
which identified several activities that clients
completed during this quarter which were all
identified as client successes. There was no

comprehensive functional assessment (CFA)
which clearly identified what a client can and
cannot do and the skills necessary to prevent

present. E1 stated that the governing body met
on a quarterly basis, E1 stated he/she understood '
what active treatment was and stated that there

there was one client who never met her niece and
the client wrote a book and completed the artwork
and the facility published the book for the client.

when training the new QIDPs. ES stated the new

QIDPs were not given a caseload of clients until

Committee - Active Treatment" dated 09/01/25 to

second page included a report located under the

evidence identified that the facility implemented a

regression. The document failed to address that

| 1.During an interview on 01/30/26 at 1:05 PM, the |

MARY CAMPBELL CENTER
WILMINGTON, DE 19803
(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)
W 104 | Continued From page 3 ‘ W 104

SECTION A (Individual Impacted)

As was evidenced in the findings, it was
determined that The Mary Campbell Center's
Governing Body, also known as its Board of |
Directors, failed to ensure sufficient operational
directives regarding active treatment,

| qualifications for the Qualified Inteflectual

| Disabilities Professicnals, and health care

services, specifically standards for clients who

have seizures and fcr the distribution/

| documentation of pn2umococcal vaccines.

| These deficient prac:ices impacted two

| residents (C1 and C12).

The DON integrated the medical care plan of
treatment into the IP> as a healthcare plan for
seizures for C1. Resident C1 is scheduled to
receive the pneumococcal vaccine on March
10, 2026.

Resident C12 was d scharged from the facility
on February 5, 2026. [

|
The facility failed to ensure E5, E7 and E8 had
the qualification to perform the functions of a
QIDP in a setting that served persons with
intellectual disabilities.
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the CFA lead to the development of Individual

Service Plan (IPP) which served as the basis of

clients to achieve an active treatment program.

| There was no identified direction provided by the

| Governing Body on how to correct this deficient
practice. There was no direction provided by the
Governing Body that addressed the required
background, which was a full year of working with
Individuals with Intellectual Disabilities, prior to

‘ hiring a QIDP. |

Review of a facility policy titled "Organization and
| Purposes” undated indicated ". . . The
mission of MCC shall be to promote the general
welfare of persons with disabilities and other ‘
special needs (mentally, physically, or both)
through the operation of a unique, state of the art |
facilities with a specially trained and committed
| staff employing a broad array of individually |
| designed programs and services for those
| persons involved in the intermediate and skilled ‘
care residential. . ." There was no mention of |
active treatment in the Governing Body policies to
correct potential deficient practice. There was no
‘ direction from the Governing Body policies to I
correct potential deficient practices related to ‘

active treatment, by way of the CFA to IPP
development, or to the QIDP qualifications.

2.1/30/25 10:45 AM - During an interview, E2
(DON) stated that any clients requiring a seizure |

| protocol would be documented in the client's care
plan and IPP, and any medications would be

| under physician's orders. E2 stated that the
facility did not have a seizure protocol established
prior to April 15, 2025. E2 confirmed that seizure |
protocol and education was initiated after the

| aforementioned date.

SECTION B (ldentification of other
residents impacted.)

All 68 residents have the potential to be
impacted by these deficient practices.

SECTION C (System Changes)

The following is a proposed amendment to
the Bylaws of The Mary Campbell Center
Incorporated.

“The Board is responsible for ensuring the
Center meets all regulatory requirements
of it's license as an Intermediate Care
Facility for Individuals with Intellectual
Disabilities(ICF/IID) including the provision
of Active Treatment."

A member of the Governing Body will join
the Policy and Procedure Committee to
ensure policies meet regulatory
requirements.

The following policies have been revised
since the survey team exit date:
(Attachment A, G, and Z) Pneumococcal
Vaccine Policy

IPP Policy

Policy and Procedure Committee

An Active Treatment Policy will be
completed on or before March 19, 2026.
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W 104 | Continued From page 5

| Review of C1 and C12's care plan and IPP lacked ‘
evidence of a seizure protocol. The care plan and |
IPP documented risk of injury related to seizure
and appropriate interventions to prevent.

|
There was no mention of seizure protocol in the |
Governing Body policies to correct potential |
deficient practice. There was no direction from

| the Governing Body policies to correct potential

| deficient practices related to seizure protocols in

| the facility.

' 3.1/29/26 12:10 PM - During an interview, E15
(RN Policy Nurse) stated that the facility follows
the guidance and recommendation of the CDC
and the IP (Infection Preventionist Nurse) will do
a sweep every January to ensure client's are up
to date on vaccines.

| Review of C1 and C12's medical record that both
| client's were not up to date on pneumococcal
vaccine's per the provider recommendation.

| There was no mention of vaccine process in the
Governing Body policies to correct potential
deficient practice. There was no direction from
the Governing Body policies to correct potential
deficient practices related to vaccine
recommendations in the facility. |
CLIENT RECORDS

i CFR(s): 483.410(c)(1)

W 111

The facility must develop and maintain a
recordkeeping system that documents the client's
health care, active treatment, social information,
and protection of the client's rights.

| This STANDARD is not met as evidenced by:

SECTION D (Success Evaluation)

W 104
All new and revised policies will be audited
by the ED to ensure reviewed and sighed
by a Board member weekly until
consistency reaches 100% success for one
month THEN

All new and revised policies will be audited
by the ED to ensure reviewed and signed |
by a Board member monthly until
| consistency reaches 100% success for 3
| months FINALLY.

| All new and revised policies will be audited
by the ED to ensure reviewed and signed
by a Board member quarterly until
consistency reaches 100% success for one
year.Audit results will be shared with the
Governing Body Reoresentaitve at the
quarterly QAA meetngs.

3/19/2026
COMPLETED

W 111 Federal Tag W111

“The facility must develop and maintain a
record keeping system that includes a
separate record for each client and that
documents the client’s health care, active
treatment, social information and protection of
the client's rights."

|
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. | SECTION A (Individual Impacted) |
W 111 Continued From page 6 W 111
| The Interdisciplinary Team completes a Comprehensive

Based on observation, record review, interview, |
and document review, the facility failed to ensure |
a record contained an accurate updated |
comprehensive functional assessment (CFA),
failed to update when the client completed goals,
and failed to carry this update to the clients
Individual Program Plan (IPP). Additionally, the
facility failed to ensure the clients active treatment
program addressed his/her assistance with
nutrition and completion of an educational binder ‘
for self-advocacy for one Client (Client (C) 3) out
of survey sample of 10 clients.

Findings include;

Review of a document provided by the facility for ‘
C3 titled "Resident Face Sheet" indicated the
facility admitted the client to the facility on
06/07/11.

Review of a document provided by the facility for

C3 titled "CFA" dated 02/26/25 indicated that the

client was dependent on staff to be fed. The CFA
indicated that the client was offered a choice to

feed him/her during meals. The adaptive

| equipment that was to be used was an over the
shoulder sling to be applied to the client's right
side and a dignity spoon with two loops for the
client to hold. There was no mention in the client's
CFA that the client was to develop a binder for
self-advocacy.

C3 titled "IPP" dated 03/20/25 indicated the client
was to be provided with a sling and dignity spoon
with finger loops. In addition, IPP identified C3
completed the development of an informational
binder to support the client with self-advocacy
and emergency procedures on 06/19/25. There

Review of a document provided by the facility for }
|
|

Functional Assessment (CFA) annually for each resident.
Assessment findings are used to create the resident's
Individualized Program Plan (IPP), which is person-
centered and includes resident goals and objectives for the
upcoming year. Resident progress in achieving IPP goals
is documented every three months in Quarterly IPP
Progress Updates. The CFA, IPP, and Quarterly PP
Progress Updates are maintained in the residents’
Electronic Medical Record (EMR). IPP Goals can be found
under the Care Plan tab in the residents' EMR.

Program Plans are reviewed at least quarterly and on an
annual basis by the Responsible Party (RP). The RP is a
member of the Interdisciplinary Team and is responsible for
collaborating with residents to create their IPP goals.
(Attachment - G)

The facility failed to follow the Individualized Program Plan
Policy and Procedure, and the IPP Goal/Revision Policy
and Procedure for Resident C. (Attachment — H)

Please note: Attachments G and H reflect policies revised
since the survey exit date.

The deficient practice impacting Resident C3 was
corrected on 3/3/2026 by Occupational Therapy and
Nursing. A new goal was added for this resident.
Occupational Therapy and Nursing — Goal #4 to “Increase
my independence and frequency with my self-feeding
program.” (Attachment — [)

Education — Goal #5 “| will create an informational binder to
help support self-advocacy for use at home and in the
community.” (Attachment — | {2)

Education — Goal #6 “I will successfully complete
Wilmington University coursework, fieldwork, and other
professional projects.” (Attachment — | (4)

Case Management — Goal #7 ‘I will investigate a digital
banking tool to assist with financial

management.” (Attachment — | (3)

SECTION B {ldentlfication of other residents)

All residents have the potential to be affected by the
deficient practice. Using the IPP Program Implementation
Tool, (Attachment J). QIDPs and the Director of Nursing or
designee will review resident records to identify residents
where the facility failed to follow the Individualized Program
Plan Policy and Procedure and the IPP Goal/ Revision
Policy and Procedure.

Interdisciplinary Team members will meet with residents
who are identified as having goals that do not reflect their
annual IPP or are no longer relevant. Team members will
collaborate with residents to revise existing goals and/or
develop new goals. IPP goals will be documented in the
residents EMRs
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(Client (C) 3) out of a survey sample of 10. This
failure had the potential to result in inconsistent
implementation of client programs and
interruption of necessary services.

Findings include:
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| | SECTION G (System Changes)
A |
W 111 | Continued From page 7 W11 The Staff Educator or desigree will train ID Team and
was no mention of a measurable goal to provide | ,nurlsig.g st_aftf on ttr)e re}/itshedhl’w%iyid;:élizedpf’rogrfa;n Pltan, t
: . : [, - including integration of the Medical Care Plan of Treatmen
the client V?ll.th a S“ng and dlgmty spoon with ﬂnger | into Health Care Plans, and PP Goal/Revision
Ioops to utilize dunng dlnlng. | | policies.QIDPs will utilize the IPP Program Implementation
| Tool to audit compliance with the revised Individualized i
. . P PI li d procedure.
Durmg an observation on 01/27/26 at 4:19 PM! | Tt:oeglr)?rmectoarr:)fplc\)l:?;iﬁg ofdes?gll'::; will review the Medical |
Registered Nurse/Employee (E)10 assisted C3 | Care Plan of Treatment (Atachment K), the nursing
with his/her dinner meal. The client was not | | (S::tgzmgg‘tel_;’"a’:g’s::r’;;"f;l:’r':r‘]'g'fs' sﬁzz:::m:“'
observed with a Sllng on orused a dlgmty spoon ‘ (Attachment M). to ensure Health Care Plans are
to feed him/herself. | comprehensive and correct. The Director of Nursing or
| | designee will notify nursing staff when Health Care Plans do
. . . . not accurately reflect the resident’'s medical needs. QIDPs
During an observation and interview on 01/29/26 will notify Inteyrdisciplinary Team members (RPs) when
at 12:30 PM, C3 was assisted with eating by E10. ‘ residents’ goa{j c:jo not reflect theilr annual IIPP. OuTahrtegé |
H i IPP Progress Updates, or are no longer relevant. The RPs
E1 0’ Who_ was also the_ nursing supervisor, ,Stated I will meet with residents within two weeks of being notified by
that C3 did have a splint and stated the splint was Case Managers/QIDPs. RPs will collaborate with residents
not used every day_ E10 confirmed the client did to revise existing goals and/or develop new goals.
| not utilize a dignity spoon. SECTION D (Success Evaluation)
' During an interview on 01/28/26 at 10:50 AM, the | QIDPs and the Director of Nursing or designee will review
] . TR resident records on or before  March 19, 2026, to ensure |
lead ngllﬁed Intellectual_ Disabilities IPP goals and Health Care Plans follow the revised IPP
Professional/E5 stated clients' CFAs and IPPs | Policy and Procedure. Audit results will be documented
i using the IPP Program Implementation Tool. (Attachment
Dol uDdated on an annual basis. | J). Results of EMR reviews will be presented at the next
W 120 | SERVICES PROVIDED WITH OUTSIDE Quality Assessment and Assurance Committee meeting.
SOURCES After March 19, 2026, QIDPs and the Director of Nursing will
. | review five resident records per week to ensure 100%
CFR(S)' 483.41 0(d)(3) | compliance with the IPP Pol cy for twelve consecutive
| weeks. Then, ten resident records will be reviewed monthly |
The facility must assure that outside services | :’f‘t‘e}'r1202/:&‘;"‘&“:{\‘,?r§£ez:°'g;';es \C;’"';Sb““""ie;‘%“‘hs-
R a ; ident re e reviewe:
me'et the needs of 'eaCh client. . | quarterly. The quarterly review reguirement will be ongoing, |
This STANDARD is not met as evidenced by: | with results reported at Quality Assessment and Assurance 3/19/2026
Based on record review and interview, the facility EommifiscimEetings. COMPLETED)
failed to ensure that outside services were '
coordinated to meet the needs of one Client W 120
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Continued From page 8 W 120| that outside services meet the needs of each

Review of a document provided by the facility for
| C3 titled "Resident Face Sheet" indicated that the
facility admitted the client on 06/07/11.

Review of a document provided by the facility for
C3 titled "Comprehensive Functional Assessment
(CFA)" dated 02/26/25 indicated the client had ‘

| employment in the community.

Review of a document provided by the facility for
C3 titled "Individual Program Plan (IPP) dated

! 03/20/25, failed to indicate specific goals with ‘
| measurable outcomes for the coordination of

| community services for the client. ‘

During an interview on 01/29/26 at 3:48 PM, the
Executive Director/Employee (E) 1 stated C3 met
the criteria for admission into an Intermediate
Care Facility (ICF) based on limited mobility, |
expression, and self-care. E1 stated the client |
was his/her own decision maker and gained
employment on his/her own.

During an interview on 01/28/26 at 10:50 AM,
Qualified Intellectual Disabilities Professional
Manager/E5 stated that he/she meets with C3 ‘
| after her work schedule to go over what
' happened during the day.

During an interview on 01/29/26 at 7:52 AM, C3
confirmed he/she had outside employment and
was considered a state employee.

During an interview on 01/29/26 at 3:48 PM, E1 ‘
| stated there was no agreement in place between |
the facility and C3's place of employment since
the client obtained the job on her own.
W 158 | FACILITY STAFFING

W 158

| client.

Section A: Individual/Resident Impacted.
The facility failed to ensure that outside
services met the needs of Resident C3. No
other residents were affected by the deficient
practice. (Attachment AA)

Section B: Identification of other residents
with the potential to be affected.

Resident records were reviewed to identify |
other residents who receive outside services.

No other residents are impacted by this

deficient practice.

Section C: System Changes. QIDPs will
adhere to the QIDP Documentation
Guidelines and coordinate quarterly site visits
to ensure outside services meet the needs of
residents. Additional training for QIDPs will be
conducted on QIDP Documentation
Guidelines by the Staff Educator or designee.
(Attachment EE; formerly Attachment N)

Section D: Success Evaluation.

The QIDP or designee will conduct quarterly
visits to locations where residents receive
outside services to ensure their Active
Treatment needs are being met. The QIDP or
designee will complete the Residents Outside
Services Audit Tool. (Attachment FF; formerly
Attachment O)

The QIDP Manager or designee will report site
visit audit results to the Quality Assessment
and Assurance Committee quarterly until
100% compliance is achieved for four
consecutive quarters.

3/19/2026
COMPLETED
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W 158 | Continued From page 9
CFR(s): 483.430

The facility must ensure that specific facility
staffing requirements are met.

This CONDITION is not met as evidenced by:
Based on observation, interviews, and record
review, the facility failed to ensure that the
Qualified Intellectual Disability Professionals
(QIDPs)/Employee (E)5, E7, and E8 were
qualified, adequately trained, and actively
involved in providing active treatment to assist
three Clients (C)3, C2, and C7) in skill
development and to prevent potential regression.
E5, E7, and EB8 failed to coordinate active
treatment services, which included educational,
vocational opportunities, behavioral support,
health care services, and the active acquisition of
new skills. The had the potential to affect all 68

1. The facility failed to implement an effective

community services, failed to observe interactions
between clients and staff, and failed to
understand their role in developing active
treatment by completing a comprehensive
functional assessment. Cross Reference: W159.

2. The facility failed to ensure staff were qualified
with one year of experience that served
individuals with intellectual disabilities prior to
being employed by the facility. Cross Reference
W160.

W 159 | QIDP

CFR(s): 483.430(a)

Each client's active treatment program must be |

W 158 | SECTION A (Individual Impacted)

clients of the facility. |
Findings include: |

active treatment program, failed to coordinate |

W 159‘ W 159 - REVISED. QUALIFIED MENTAL

The facility failed to ensure that QIDPs were qualified, |
| adequately trained and act vely involved in providing |
| Active Treatment. A current employee who is now a |

Registered Nurse, formally a QIDP, will provide training
| on Active Treatment and tr e role and responsibilities of

QIDPs.

SECTION B (Identification of other residents)
This deficient practice has the potential to affect 68
residents.

SECTION C (System Changes)

1.The QIDP and QIDP Manager job descriptions were
updated to include required experience stating, "At
least one year of work exp2rience working directly with
individuals with intellectual disabilities or developmental
disabilities.” (Attachment F and Q)

2.QIDPs, E5, E7, and E8 r=vised their resumes to
include experience working directly with persons with
intellectual or other develoomental disabilities.
(Attachment R, S, T)
| 3.A current employee who is now a Registered Nurse,
formally a QIDP, will provide training on Active
| Treatment and the role and responsibilities of QIDPs.
| (Attachment U).
4.Provide annual Active Treatment Training for QIDP
staff online or in person.
5.New hire orientation for QIDPs will include training on
Active Treatment and role and responsibilities of a
QIDP. (Attachment V)

| SECTION D (Success Evaluation)

| The QIDPs will be assigned a test on or before March
19, 2026 to evaluate their understanding of Active
Treatment and the roles and responsibilities of a QIDP.

| The results will be reported to the Executive Director.

| Anyone not achieving 100% will receive remedial 3/19/2026
training and be retested until 100% success is
| achieved. COMPLETEL

RETARDATION PROFESSIONAL
Each client’s active treatment program must be
integrated, coordinated, and monitored by a

I qualified mental retarcation professional.
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integrated, coordinated and monitored by a
qualified intellectual disability professional who-
This STANDARD is not met as evidenced by:

| Based on interview, record review, and facility

| document review, the facility failed to ensure the
Qualified Intellectual Disabilities Professional
(QIDP)/Employee (E) 5, E7, and E8 coordinated
and monitored clients' active treatment program
for three of four Clients (C)3, C2, and C7). The
failure to coordinate and monitor the clients'
active treatment program could lead to
fragmented services and a decline in overall

l functional status.

Findings include:

1. Review of a document provided by the facility
titled "Resident Face Sheet" indicated that the
‘ facility admitted C3 on 06/07/11.

During an interview on 01/28/26 at 10:50 AM, E5,
who was the QIDP Manager, stated he/she did
not go to C3's work area to ensure that active
treatment was provided. E5 stated that C3 was

| an independent person and could advocate for
him/herself and has worked in the community
since 2013. E5 stated the client has beenin
his/her current position for the past year. E5 was
asked to define active treatment. E5 stated that
the facility met as an interdisciplinary team (IDT)

‘ over the IPP and goals for the year of the client.
2. Review of a document provided by the facility
titted "Resident Face Sheet" indicated that the

| facility admitted C2 on 08/06/01.

During an interview on 01/29/26 at 12:28 PM
QIDP/EB was asked to define active treatment.

to assess each client. E5 stated that the IDT goes

The facility failed to ensure that each client's
active treatment program was integrated,
coordinated and monitored by the QIDP.
Residents C2, C3 and C7 were affected by this
deficient practice.

The facility failed to ensure that outside services
met the needs of Resident C3. Resident C3 has
an IPP goal for obtaining additional work skills.
(Attachment AA)

Residents C2 and C7 did not receive aggressive,
consistent and individualized active treatment
programs because the facility failed to ensure the
QIDPs were adequately trained. A current
employee who is now a Registered Nurse,
formally a QIDP at The Mary Campbell Center,
will provide training on Active Treatment and the
role and responsibilities of QIDPs

Section B: Identification of other residents
with the potential to be affected. |

This deficient practice has the potential to affect
68 residents. Resident records will be reviewed to
identify residents where the facility failed to follow
the Individualized Program Plan Policy and
Procedure and the IPP Goal/Revision Policy and
Procedure. (Attachment G & H)

Section C: System Changes.

A current employee who is now a Registered
Nurse, formally a QIDP at The Mary Campbell
Center, will provide training on Active Treatment

| and the role and responsibilities of QIDPs.

New hire orientation for QIDPs will include
training on Active Treatment and role and
responsibilities of a QIDP. (Attachment U & V)
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| CFR(s): 483.430(a)(1)

| The qualified mental retardation professional has

| at least one year of experience working directly

| with persons with mental retardation or other

| developmental disabilities.
This STANDARD is not met as evidenced by:
Based on interview, document review, and

i application review, the facility failed to ensure two
Qualified Intellectual Disabilities Professional

| (QIDP)/Employee (E) 5 and E8 had one year of
experience in a setting that served persons with
intellectual disabilities. Since QIDP plays a
significant role in the coordination of active

MARY CAMPBELL CENTER WILMINGTON, DE 19803
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| : DEFICIENCY)
W 159 | Continued From page 11 W 158} gection D: Success Evaluation.
E8 stated active treatment was treatment to a
| client who was open to assistance. When asked QIDPs and the Directcr of Nursing or designee
about providing clients with active treatment E8 l :’Aigr'ci";e;’ E%Zigefg ; ii%rislg’; ‘;fot;?sfoggd
. ] N ' |
Et:é:? his/her goal was to make a person's day | ‘ Heglth Care Plans follow the revised I_F’P ‘
! Policy and Procedure. Audit results will be
. . - | documented using the IPP Program ‘
3. Review of a document provided by the facility Implementation Tool. Results of EMR reviews
titled "Resident Face Sheet" indicated that the ‘ will be presented at the next Quality ‘
facility admitted C7 on 09/13/13. Assessment and Assurance Committee .
meeting.
During an interview on 01/29/26 at 12:12 PM ' . |
QIDP/E7 defined active treatment as all the After March 19, 2026, QIDPs and the Director |
clients were involved in therapy programs based of Nursing will review five resident records per
N . i) . week to ensure 100% compliance with the IPP
on functionality and mobility. E7 stated that clients Policy for twelve consecutive weeks. Then, ten
were not required to participate in all of the resident records will be reviewed monthly until
activities and this was why the clients' have an | 100% compliance is met for three consecutive
individualized IPP. months. After that time, twelve resident records
| will be reviewed quarterly. The quarterly review
| Review of a document provided by the facility requirement will be ongoing, with results
| titled "Active Treatment Training" undated reported at Quality Assessment and
indicated *. . .It is directed, whenever possible, by Assurance Committee mestings. 3/19/2026
the resident and/or the closet advocate (often the (acmEDt P COMPLETED
QiDpP). . "
W 160 | QIDP W160 160

The qualified mental retardation
professional has at least one year
experience working directly with
persons with mental retardation or other
developmental disabilities.
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planning, implementation, and ensure that
oversight of clients' needs were met. This has the
| potential to affect 68 out of 68 residents who
‘ resided in the facility. |

| Findings include:

1. Review of E5's application and resume failed to
contain evidence of one year working with clients

| who were intellectually disabled. The date of hire

‘ for E5 was 01/28/25. i
2. Review of E8's application and resume failed to I
contain evidence of one year working with clients
who were intellectually disabled. The date of hire
for E8 was 06/03/25.

During an interview on 01/30/26 at 8:57 AM, the |
Vice President of Human Resources/Employee
(E) 4 went through the applications for E5 and E7
and confirmed the staff did not have a year of
experience working with the intellectually

disabled. E4 stated that the facility discussed the
one-year experience working with intellectually
disabled in the past but had not updated the job
description.

Review of a job description provided by the facility ‘
titled "Job Description. . . Case Manager/QIDP"

| undated indicated ". . . The Case
Manager/Qualified Intellectual Disability
Professional (QIDP)/Case Manager is

responsible for coordinating active treatment and
related services for residents and ensuring they |
are delivered with a high degree of [quality in a |
| homelike environment where. . .residents live with |
| respect, personal dignity, and independence to |

X4 1D | SUMMARY STATEMENT OF DEFICIENCIES ' ID PROVIDER'S PLAN OF CORRECTION | s
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)
W 1 ‘ ] . ;
60| Continued Fr(?m 'p.age 12 o W 160| section A: Individual Resident
treatment for individuals with intellectual Impacted.
disabilities, the lack of experience could impact ‘

The facility failed to ensure that E5 and
E8 had one year of experience in a setting
that served persons with intellectual
disabilities.

Section B: Identification of other
residents with the potential to be

| affected.All residents had the potential to
be affected by the deficient practice.

Section C: System Changes

*The QIDP and QIDP Manager job
descriptions were revised to include
required experience stating, “At least one
year of working experience working
directly with individuals with intellectual
disabilities or developmental

disabilities.” (Attachment P & Q)

*QIDPs, E5,and EB8 revised their resumes
to include experience working directly with
persons with intellectual or other
developmental disabilities.

(Attachment R & T)

Section D: Success Evaluation

As needed, the Executive Director will
ensure newly hired QIDPs meet the
requirements in the job description.
This information will be reported to the
Governing Body at quarterly
Management and Personnel Committee
meetings. (Attachment W)
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W 160 | Continued From page 13 W 160 3/19/2026
the fullness of their abilities. The Case COMPLETEN
Manager/QIDP acts as the resident’s primary | |
advocate in coordinating services as the . . ‘
-QIDP. . 'ens,urmg an individualized and W 195 | W195 - The facility must ensure that specific active !
com prehenswe active | treatment services requirements are met. |
treatm.ent program appro,pnate .tO each rgs_ldent n | Section A: Individual/Resident Impacted.
an aSS|gned cgselqad. .."The JOb descnptlon Residents C2, C3 and C7 w=re affected by this deficient
failed to contain evidence of the one year of | practice.
P H H H Resident C2; behaviors are documented in social support
_experlence qukmg Uil SR U plans and not in the IPP. Resident C2 has a social support
mte”eCtua"y disabled. plan for worrying and anxiety. This information is reviewed
W 195 | ACTIVE TREATMENT SERVICES [ at the quarterly mental health committee meetings.

CFR(s): 483.440

|
The facility must ensure that specific active
treatment services requirements are met.

This CONDITION is not met as evidenced by:
Based on observations, interviews, record |
review, and policy review, the facility failed to
ensure a continuous active treatment program,
which included the use of adaptive equipment
during meals, behavioral, educational/vocational
training and supporting a client, through clear and
measurable goals to live in the community. This
failure has the potential for clients not to receive
continuous active treatment programs and were

at risk of failing to acquire necessary functional,
adaptive, behavioral, educational, and vocational
skills.

Findings include:

1.Standard W196: The facility failed to ensure
that three Clients’ (C) 3, C2, and C7 treatment
program included consistent implementation of
specialized and generic training, treatment, health

(Attachment X) |

Resident C2s EMR does nat include documentation of

poor impulse control, being socially inappropriate or a

poor problem solver. It appears E8 provided incorrect

information to the surveyor regarding C2.

Resident C3's IPP was revised to include goals in money

management, education, ard working in the community.

(Attachments 13, 14, and 15)

Education — Goal #6 | will successfully complete

Wilmington University coursework, fieldwork, and other

| professional projects.” (Attazhment — | (4) |

Case Management — Goal £7 “| will investigate a digital ‘

|
|

banking tool to assist with fiiancial

management.” (Attachment — | (3)

Case Management — Goal #8 ‘| will receive support to
maintain successful employment in the

community.” (Attachment = | (5)

Resident C7's IPP Activities goal created in September |
2025 states "l will engage ir programs for cognitive and
sensory stimulation for increased social interactions”. The
intervention for this goal was also created in September

| 2025, E7 "will engage in pragrams using his
communication methods (I-Talk -2, Step-by-step, Switch,
eye gaze, etc) to engage ir cognitive support and sensory |
stimulation 3 times per sestion (Baseline: 3 prompts;
Frequency: 2x/mo; TD:

09/23/2026)". The facility's lailure to adequately train E7
resulted in their inability to =ffectively communicate why

the use of the Snoezelen R>om assisted the client with
independence and active treatment.

Section B: Identificatlon cf other residents with the
potential to be affected. Any resident has the potential to
be affected by the deficient practice. Utilizing the IPP
Program Implementation Tool, residents IPP goals will be
reviewed to ensure that specific active treatment services
requirements are met. (Attachment J)
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(i) The acquisition of the behaviors necessary for
the client to function with as much self
determination and independence as possible; and

(i) The prevention or deceleration of regression
or loss of current optimal functional status. ‘

This STANDARD is not met as evidenced by:
Based on observation, interview, record review,
and review of the facility's policies and
procedures, the facility failed to ensure that three
of four Clients (Client (C) 3, C2, and C7)
| treatment program included consistent
| implementation of specialized and generic |
| training, and related services directed toward
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| | l
. | Section C: System Changes. QIDPs will utilize the IPP
W 195 | Continued From page 14 W 195 Program Implementation Tool to audit IPP active
services, and related services directed toward treatn;ent goslsi- Qr:DPS will notify lntfrdisciplinary Team
g e i members (RPs) when residents’ goals do not reflect their
gchleV|ng the client's hlgheSt level of active treatment needs. The RPs will meet with residents
| independence. within two weeks of being notified by QIDPs. RPs will
| collaborate with residents to revise existing goals and/or |
| 2.Standard W198: The facility failed to ensure C3 develop new goals. (Attachment G & J) As mentioned in
| ived ) . W158; E5, E7 and EB will receive additional training on
| received active treatment in money management. | Active treatment and the role and responsibilities of
| | | QIDPs.
{ S.Standaréi \évzztlli The fa.C||Iiy failed to ensure C3 | | Section D: Success Evaluation. QIDPs and the Director
was proviaed with an ?the reatment program of Nursing or designee will review resident records on or
which involved education. | before March 18, 2026, to ensure IPP goals and Health
Care Plans follow the revised IPP Policy and Procedure.
) e . Audit results will be documented using the IPP Program
4.Standard W225: The facility failed to ensure C3 Implementation Tool. (Attachment J). Results of EMR
wa; provided with an a.CﬂV_e treatment prolgram reviews will be presented at the next Quality Assessment
which focused on working in the community. | and Assurance Committee meeting.
After March 19, 2026, QIDPs and the Director of Nursing
W 196 ACTIVE TREATMENT will review five resident records per week to ensure 100%
CFR(s): 483.440(a)(1) compliance with the IPP Policy for twelve consecutive
weeks. Then, ten resident records will be reviewed
ach cli receiv in i monthly until 100% compliance is met for three
tE t l etnt must eh.eha. colntclj e aCtIVSE consecutive months. After that time, twelve resident
rea r_'nen pr°gram- W '9 Includes aggressive, | records will be reviewed quarterly. The quarterly review
consistent implementation of a program of requirement will be ongoing, with results reported at 311912026
speoia”zed and generic training| treatm ent, health Quality Assessment and Assurance Committee meetings.
services and related services described in this COMPLETED
subpart, that is directed toward: '
P W 196
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| W196 - REVISED. Ezch client must receive a

W 196 | Continued From page 15 W 196 | continuous active treatment program, which
achieving the client's highest level of | includes aggressive, consistent
| independence. This failure resuited in C3 not implementation of a program specialized and

| generic training, treatment, health services

| and related services described in this subpart,
that is directed toward:

‘ (i) The acquisition of the behaviors necessary
for the client to function with as much self |
determination and ind=pendence as possible;

receiving essential components of active

| treatment, which had the potential to reduce the

| client's independence and impede progress
toward community readiness. The facility failed to
address C2's emotional outbursts in active

treatment. Finally, the facility failed to address | and (i) The prevention or deceleration of
S S Iyt communlgatlon EnSiNEkISEef | regression or loss of current optimal function
the Snoezelen room (multi-sensory room) as part | SiatiE,

of his/her active treatment program. ‘ |

Section A: Individual/Resident Impacted.
Residents C3, C2 and C7 were impacted by |
this deficient practice.

Findings include:

1. Review of a document provided by the facility
titted "Resident Face Sheet" indicated that the
facility admitted C3 on 06/07/11.

Resident C3's IPP wil be revised to include
goals to support successful employment in
the community and explore options for living

Review of a document provided by the facility for in the community. Case Management — Goal

C3 titled "Comprehensive Functional Assessment #8 1 will receive support to maintain |
(CFA)" dated 02/26/25, indicated that the client successful employment in

was employed. In addition, the CFA indicated that the community.”

the client was to live in the community. Resident C3's IPP 2025-2026 Goal #8 was

. . . . revised (now 2026-2027 Goal #6).
During an interview on 01/28/26 at 10:50 AM, ES5, ‘ (Attachment AA: formarly Attachment I(5)

who was the QIDP Manager, stated he/she did
not go to C3's work area to ensure that active
treatment was provided. E5 stated that C3 was

Case Management — Goal # "l will explore
options for living in the community."

an independent person and could advocate for
. . . (Attachment — | (6)

h.lm/herself UL Worked.m L2l commumty l Resident behaviors are documented in social
el 2013. ES stat'efd the client has been in I support plans and not in the IPP. Resident C2
his/her curre'nt p05|.t|on for the past year. E5 was has a social support glan for worrying and
asked to define actlvg treat_me‘nt.. ES stated that anxiety. This informat on is reviewed at the

| the facility met asi'an interdisciplinary team (IDT) quarterly mental health committee meetings.
to assess each client. ES stated that the IDT goes ' Resident C2's SSP goal and interventions

| over the ‘IPP and goals for 'ghe year of the client | were revised. (Attachment CC; formerly

| and this included C3's continuation of his/her Attachment X)

| education. E5 stated he/she has a performance
‘ plan for C3 and presented this document during
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W 196
‘ the interview.

Review of a document provided by the facility

‘ titled "The State of Delaware Performance Plan”

dated 12/01/24 indicated that the Manager of

| Family Engagement/E26 was the supervisor of
C3. The performance plan addressed
accountability, communication, professionalism,

| leadership, attendance, compliance, and

teamwork. There was no evidence to indicate that |

i the work location was involved in active treatment |

for C3 nor was there information that the QIDP
monitored the client's active treatment.
|

2. Review of a document provided by the facility
titled "Resident Face Sheet" indicated that the
' facility admitted C2 on 08/06/2001

| Review of a document provided by the facility for
C2's "Individual Program Plan (IPP)," dated

1 02/11/25 failed to indicate measurable goals with

a timeline, to address that the client had

behavioral outbursts, had poor impulse contral,

and could be socially inappropriate at times.

Review of a document provided by the facility for
C2 titled "CFA" dated 07/15/25 indicated that the
| client had a history of anxiety and depression.
The CFA indicated the client had poor impulse
control, could be socially inappropriate at times,
and was a poor problem solver.

During an interview on 01/29/26 at 12:28 PM
QIDP/ES stated that C2 has verbal aggression
especially when another person did not
understand what C2 stated. E8 stated the client
had difficulty with not being able to verbalize and
pronounce words. E8 stated that this behavior
could be a barrier for the client to socialize with

documentation of poor impulse control, being
socially inappropriate or a poor problem
solver. It appears E8 provided incorrect
information to the surveyor regarding C2.

Resident C7's IPP Activities goal created in
September 2025 states “l will engage in
programs for cognitive and sensory
stimulation for increased social interactions”.
The intervention for this goal was also
created in September 2025, E7 "will engage
in programs using his communication
methods (I-Talk -2, Step-by-step, Switch, eye
gaze, etc.) to engage in cognitive support
and sensery stimulation 3 times per session
(Baseline: 3 prompts; Frequency: 2x/mo; TD:
09/23/2026)".

Resident C7: IPP Goal 2025- 2026: Goal #2
Activities (Attachment DD)

Section B: Identification of other
residents with the potential to be affected.
This deficient practice has the potential to
affect 68 residents. Resident records will be
reviewed to identify residents where the
facility failed to follow the Individualized
Program Plan Policy and Procedure and the
IPP Goal/Revision Policy and Procedure.
(Attachment G, H, & J)

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 2PYR11

Facility ID: 08G013

If continuation sheet Page 17 of 29




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/05/2026
FORMAPPROVED
OMB NO. 0938-0391

others. E8 was asked why the client's emotional |
outbursts were not incorporated into the IPP and
E8 stated that the IDT has worked with the client
for a while and his/her outbursts were seldom.

3. Review of a document provided by the facility
titled "Resident Face Sheet" indicated that the
facility admitted C7 on 09/13/13.

Review of a document provided by the facility |
titled "CFA" dated 02/26/25 indicated that C7 ‘

used step-by-step communicators, and other low
technology augmentative and alternative
communication (AAC), such as communication ‘
books or picture cards to replace speech. The
CFA specifically identified the use of "ltalk4"
which is an augmentative communication device
to make choices and to engage in communication
opportunities. In addition, there was no
information that the client would benefit from
Snhoezelen room for the reduction of
anxiety/depression and/or to enhance

| communication.

I Review of a document provided by the facility ‘

i titled "IPP" dated 09/02/25 revealed that C7's IPP
goals included: to engage in programs for ‘
cognitive and sensory stimulation and social

| interaction. The IPP was not specific with |

| interventions and failed to have associated

| measurable goals. |

|

During an interview on 01/29/26 at 12:12 PM

QIDP/E7 stated C7 used a communication board |

while in the Snoezelen room and it was used to |

enhance communication, E7 was unable to I

communicate why the use of the Snoezelen room

assisted the client with independence and active

| treatment.

| a. A current employee who is now a
Registered Nurse, formally a QIDP, will

‘ provide training on Active Treatment and the
role and responsibilities of QIDPs.

| (Attachment P, Q, U, V)

| b. Provide annual Act ve Treatment Training
for QIDP staff online or in person.

¢. The QIDPs will be assigned a test to
evaluate and ensure their understanding of
Active Treatment and the roles and
responsibilities of a QIDP. The results will be
reported to the Executive Director. Anyone
not achieving 100% will receive remedial
training and be retested until 100% success
is achieved.

Section D: Success Evaluation.

The QIDP Manager or designee will review
five resident records per week for
compliance with the IPP policy to determine
the QIDPs understanding of Active
Treatment and their role and responsibilities.
Weekly reviews will be conducted until
100% compliance is met for twelve
consecutive weeks, Then, ten resident
records will be reviewed monthly until 100%
compliance is met for three consecutive
months. After that time, twelve resident
records will be reviewed quarterly.

The quarterly review -equirement will be
ongoing, with results reported at Quality
Assessment and AssJdrance Committee
meetings. (Attachment J)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
o]
08G013 ExfING 02/02/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4641 WELDIN RD
MARY CAMPBELL CENTER
WILMINGTON, DE 198€3
(X410 | 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
| DEFIZIENCY)
. Section C: System Changes
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W 198 | ADMISSIONS, TRANSFERS, DISCHARGE W 198

| CFR(s): 483.440(b)(1)

Clients who are admitted by the facility must be in
need of and receiving active treatment services.

This STANDARD is not met as evidenced by: |

Based on observation, record review, and |
| interview, the facility failed to ensure one Client :
(Client (C) 3) out of a survey sample of 10
received active treatment in money management.
Failure to ensure that the client received active
treatment placed the client at risk for functional |
decline and potential mismanagement of money.

‘ Findings include: |
I |

Review of a document provided by the facility
titted "Resident Face Sheet" indicated that the
facility admitted C3 on 06/07/11.

Review of a document provided by the facility for
C3 titled "Comprehensive Functional Assessment
(CFA)" dated 02/26/25, indicated that the client
understood the concept of money and how to
make change up to 10 dollars.

| Review of a document provided by the facility for
| C3 titled "Individual Program Plan (IPP)" dated

03/20/25 failed to contain evidence that the client
| was on a money management program.

| During an interview on 01/28/26 at 10:50 AM, E5,
who was the QIDP Manager, stated that the client
managed his/her own money and this was not
included in the client's CFA or the IPP. E5 stated
that money management was not part of the

| client's IPP but was a case manager's

| responsibility. |

W198 - Clients who are admitted by the
facility must be in need of and receiving
active treatment services. |

Resident C3 was impacted by this deficient
practice. C3s IPP was revised to include

goals in money management.

Case Management — Goal #7 "I will

investigate a digital banking tool to assist

with financial management.”

(Attachment — | (3) ‘

Section A: Individual/Resident Impacted. ‘

Section B: Identification of other
residents with the potential to be affected.
This deficient practice has the potential to
affect 68 residents. The Comprehensive
Functional Assessments were reviewed to
determine which residents can identify
currency. On or before March 19, 2026
Money Management IPP goals will be
implemented for those residents who can
identify currency.

| Section C: System Changes.
The Staff Educator or designee will train ID
Team and nursing staff on the revised
Individualized Program Plan Policy and

| Procedure, which states "Comprehensive

‘ Functional Assessment, is reviewed by the

ID Team at the meeting held prior to the

| resident's scheduled IPP meeting. The RPs

| will make recommendations for the resident's
active treatment IPP goal based on
outcomes of their assessment and
interviewing the resident”.
(Attachment G)
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| . | w198 | Section D:Success Evaluation. The QIDP
W 198 | Continued From page 19 | Manager or designee will review five resident
records per week for compliance with the IPP
During an interview on 01/29/26 at 3:48 PM, the | policy to determine the QIDPs understanding
Executive Director/Employee (E)1 stated that ! of Active Treatment and their role and
active treatment was to provide clients with | responsibilities. Wetoekly reviews will be
access to their money 24/7. E1 stated there were | conducted until 100% compliance is met for
some clients who used a check book and/or had | twelve consecutive weeks. Then, ten resident
an Amazon account. E1 was unable to explain records will be reviewed monthly until 100%
why the IPP failed to contain measurable goals. :noc::\i)}?:n:?t; t'::tt ;‘:;hz\ieeltzn;‘?ggxf |
W 224 | INDIVIDUAL PROGRAM PLAN | i e |
- records will be reviewed quarterly. The
CFR(s): 483.440(c)(3)(v) quarterly review requirement will be ongoing, ‘
with results reported at Quality Assessment |

The comprehensive functional assessment must
include adaptive behaviors or independent living
skills necessary for the client to be able to
function in the community.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one Client (Client (C) 3) out of a
survey sample of 10, was provided with an active
treatment program which involved education. The
clients' Individual Program Plan (IPP) lacked
measurable objectives and/or consistent
implementation addressing identified skill deficits,
and staff were unable to demonstrate how
interventions were systematically provided,
monitored, and adjusted to promote the client's
independence and community functioning.

Findings include:

Review of a document provided by the facility
titled "Resident Face Sheet" indicated that the
facility admitted C3 on 06/07/11.

Review of a document provided by the facility for

C3 titled "Comprehensive Functional Assessment
(CFA)" dated 02/26/25 indicated the client was in

school.

| and Assurance Committee meetings. | 3/19/2026
| (Attachment J) COMPLETEI]

W 224 | \wa24 - Adaptive behaviors or independent
living skills necessary for the client to be able |
to function in the comnunity.

Section A: Individual/Resident Impacted.
Resident C3 was impacted by this deficient
practice. C3's IPP was revised to include an
education goal to ass=2ss support services
needed to complete coursework.

Education — Goal #6 'l will successfully
complete Wilmington University coursework,
fieldwork, and other professional

projects.” (Attachment — | (4)

Section B: Identification of other residents
with the potential to be affected. All resident ‘
records were reviewed. There are no other
residents impacted by this deficient practice.

Section C: System Changes.

The Staff Educator or designee will train ID
Team and nursing staff on the revised
Individualized Program Plan Policy and
Procedure, which stazes "The Comprehensive
Functional Assessment, is reviewed by the ID
Team at the meeting held prior to the
resident's scheduled IPP meeting.
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|
. I The RPs will make recommendations for the
W 224 ‘ Continued From page 20 ‘ w 224‘ resident's active treatment IPP goal based on
‘ | outcomes of their assessment and
Review of a document provided by the facility for | interviewing the resident.” |
C3 titled "IPP" dated 03/20/25 failed to address (Attachment G)
the client's goal of attending college. There were
no measurable short-term goals, no identified skill | Section D: Success Evaluation. ‘
' development, tied to the educational goal. | The QIDP Manager or designee will review
five resident records per week for compliance
| During an interview on 01/29/26 at 7:52 AM, C3 tth 6" poligyjtoldetcrmiinelthe [@IBRS
stated her active treatment did include her ”'}dersg"”d'"g °f.gﬁfve Txatment and the'.lrl
education. C3 stated that he/she completed her g;eczr': durc?tZ%oS:':ill;cl)%;; C:;pﬁ'afge'ei:;g ‘
undergraduate degree in 2024 and tl'wat was the for twelve consecutive weeks. Then, ten
same year he/she began her master's program. resident records will be reviewed monthly until
. . . 100% compliance is met for three consecutive
During an interview on 01/29/26 at 1:07 PM, ‘ months. After that time, twelve resident |
Qualified Intellectual Disabilities Professional records will be reviewed quarterly. The
Manager/Employee (E)5 stated that it was a team | quarterly review requirement will be ongoing,
approach to develop goals for a client. E5 stated with results reported at Quality Assessment
that C3 had goals of graduating with his/her | and Assurance Committee meetings. 3/19/2026
| master's degree gnd when asked about specific ‘ ‘ (Attachment J) COMPLETE
‘ goals developed in the IPP, E5 stated that C3 ‘ f
was able to advocate for him/herself with the I
| completion of her education.
W 225 | INDIVIDUAL PROGRAM PLAN W 225 ‘
CFR(s): 483.440(c)(3)(v) | ‘
‘ The comprehensive functional assessment must
| include, as applicable, vocational skills.
This STANDARD is not met as evidenced by: ‘
Based on record review, interview, and facility |
policy review, the facility failed to ensure one | '
Client (Client (C)3) out of a survey sample of 10,
was provided with an active treatment program |
which focused on working in the community. The
| clients' Individual Program Plan (IPP) IPP lacked | ‘
measurable objectives and/or consistent
implementation addressing identified skill deficits ‘
and successes in his/her current work ‘
environment. '
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W 225 | Continued From page 21

Findings include:

Review of a document provided by the facility
| titled "Resident Face Sheet" indicated that the
facility admitted C3 on 06/07/11.

Review of a document provided by the facility for
C3 titled "Comprehensive Functional Assessment
(CFA) dated 02/26/25 indicated that the client was
employed.

Review of a document provided by the facility for
C3 titled "IPP" dated 03/20/25 failed to address
the client's work. There were no measurable
short-term goals, no identified skill development,
or learning objectives identified, even though the
client indicated he/she was employed and
documentation in the CFA confirmed the client
was employed.

During an interview on 01/29/26 at 7:52 AM, C3
confirmed he/she had no active treatment support
with his/her employment in the community.

During an interview on 01/28/26 at 10:50 AM,
Qualified Intellectual Disabilities Professional
| (QIDP) Manager/Employee (E) 5 stated C3 was a
"Go getter" and likes to speak for him/herself. E5
| stated the client connected to a vocational
| program and worked in the community and this
was an independent decision apart from the
facility. E5 stated that the decision for the client to
‘ gain employment was his/her choice.

| During an interview on 01/30/26 at 1:05 PM, the

| Executive Director/Employee (E) 1 stated that the
client made the decision on his/her own to gain
employment in the community.

applicable, vocational skills.

W 225 W225 - REVISED. The comprehensive
functional assessment must include, as

Section A. Individual/Resident Impacted.
Residents C3 was impacted by this deficient
practice. The Comprehensive Functional
Assessment (CFA) indicated Resident C3 |

IPP Goal 2026 - 2027: Goal #6 Case

formerly Attachment 1(5))

with the potential to be affected.

| | are no other residents impacted by this
| deficient practice.

Section C: System Changes.

The Staff Educator or designee will train ID

Team and nursing staff on the revised
| Individualized Program Plan Policy and
Procedure, which stazes "The

Management & Education. (Attachment AA;

Section B. Identification of other residents |

All resident records were reviewed. There

“has paid employment in the community”.

Comprehensive Functional Assessment, is |
reviewed by the ID Team at the meeting held

prior to the resident's scheduled IPP
meeting. The Resporsible Person (RP)

will

make recommendations for the resident's

active treatment IPP goals based on
outcomes of their assessment and

| interviewing the resident”. (Attachment G)
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functioning.
W 318 | HEALTH CARE SERVICES
CFR(s): 483.460

i The facility must ensure that specific health care |
| services requirements are met. ‘

This CONDITION is not met as evidenced by: '
Based on interviews, record review, and policy
review, the facility failed to ensure that two clients
(C1 and C12) were provided with standard
nursing services for the recognition of

| signs/symptoms of seizures by clinical staff,
seizure management, and control when a client |
has a seizure or a history of seizures. In addition,
the facility failed to follow Centers for Disease

| Control (CDC), a nationally recognized standard
of practice for recommendations for |
pneumococcal vaccination for C1 and C12. This
had the potential for the clients to have unmet

| care needs. Findings include:

1. The facility failed to to integrate the medical

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
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. Section D: Success Evaluation.
W25 | Continued From page 22 W 225 The QIDP Manager or designee will review
| five resident records per week for compliance
Review of the facility's policy titled ". . .IPP. . . | with the IPP policy to determine the QIDPs |
dated 05/20/25 indicated “. . .Each resident living | understanding of Active Treatment and their
in the ICF/IID will have an Individualized Program | role and responsibilities. Weekly reviews will
Plan (IPP) developed by an Interdisciplinary Team be conducted until 100% compliance is met
(ID Team), the resident and/or resident's | for twelve consecutive weeks. Then, ten
| representative, and family members as requested resident records will be reviewed monthly until
| by the resident. Program Plans will be reviewed | 100% compliance is met for three consecutive
on an annual basis; at least quarterly by the months. After that time, twelve resident
Responsible Party (RP). . ." The policy failed to records will be reviewed quarterly.
address that the QIDP was to ensure the IPP had | The quarterly review requirement wil be
measurable, skill-based objectives related to | ongoing, with results reported at Quality 3/19/2026
| identified needs which included vocational el SR neS) COmmItien COMPLETED

| meetings. (Attachment J)

W318- Health Care Services CFR 483.460- The
facility must ensure that specific health care
services requirements are met. |

W318|
|

Section A: Individuals affected.
The facility failed to integrate the medical care
plan of treatment with the IPP for residents C1
and C12. The DON integrated the medical care
plan of treatment into the IPP as a healthcare
plan for seizures for C1. C12 was discharged
from the facility on 2/5/2026. (Attachment Y) The ‘
|

facility failed to follow the pneumococcal vaccine
policy and procedure. Resident C1 is scheduled
to receive the pneumococcal vaccine 3/10/2026.
C12 was discharged from the facility on
2/5/2026. (Attachment A)

Section B: Identification of other residents
with the potential to be affected by the |
| deficient practice. All residents have the |
| potential to be affected by deficient practices.

The Infection Preventionist audited residents
EMR and identified 66 residents who need a
pneumococcal vaccine to comply with the CDC
adult immunization schedule. Sixty-two residents
have consented to receive the vaccine on March
10, 2026. Four residents declined the vaccine.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2PYR11

Facility ID: 08G013 If continuation sheet Page 23 of 29



PRINTED: 03/05/2026
FORMAFPPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
08G013 BoWING 02/02/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MARY CAMPBELL CENTER e
WILMINGTON, DE 19803
(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)
' . Section C: System Changes
W 318 | Continued From page 23 | W 318 Under the direction of the medical provider,
care plan of treatment with the IPP. The facility Registered Nurses will create a medical care
| lacked evidence of the medical care plan being | plan of treatment. The medical care plan of
integrated with the IPP for C1 and C12. Cross L T el
Reference: W321 plans by registered nurses. This will be
) ) reviewed at the IPP annually and quarterly IPP
. . . ] progress update. (Attachment G and K) The
2. The facility failed to PrOV'de preventative and Infection Preventionist or designee will follow
general care. The facility lacked evidence of C1 the updated pneumoccccal vaccine policy and
and C12 being up to date on pneumococcal procedure. (Attachmert A).
vaccination for C1 and C12. Cross Reference:
W322. Section D- Success Evaluation
The DON or designee will review five resident
2/2/26 4:00 PM - Findings were reviewed with E1 re‘imds per week for °°mp"|a”°e W:th {istiPe
) ; : policy to ensure the medical care plan of
‘ (ED) and E2 (DON) during the exit conference. | freatment is integrated into the IPP as a
W 321 | PHYSICIAN SERVICES healthcare plan(s). Weekly reviews will be
CFR(s): 483.460(a)(2) conducted until 100% compliance is met for
twelve consecutive wesks. Then, ten resident
The medical care plan of treatment must be records will be reviewed monthly until 100%
integrated in the individual program plan. compliance is met for three consecutive
| This STANDARD s not met as evidenced by: months. A,ﬁi' that _“me'dtwe"’e “Ias'd‘;“‘
Based on interview and record review for two (C1 iecatels will beeviswediquansiyaTinel
dc12 s el el quarterly review requirament will be ongoing,
ianc - )(?u el S I with results reported al Quality Assessment &
(Indmduahzed Prggram Plan) the facility falled' to Assurance Committee meetings.
integrate the medical care plan of treatment with (Attachment J)
the IPP. Findings include: The Infection Preventionist or designee will
| follow the revised pneumococcal vaccine
1. Review of C1's clinical record revealed: policy to ensure residents are up to date with
the vaccine. The Infeclion Preventionist or
8/16/09 - C1 was admitted to the facility with designee will report pneumococcal vaccine 3/19/2026
- f ) : rates at the QAA meet ngs. Vaccination rates
fQIIO\A{Ihg diagnoses: profound mtgl!ectual will be added to the QAA meeting agenda. COMPLETE
disability, chromosomal abnormalities, and |
generalized idiopathic epilepsy. |
: W 321 W321-Physician Services:
| 2/5/25 - A Individual Program Plan (IPP) The medical care plan of treatment
| documented that C1 was at risk for injuries | must be integrated n the IPP.
| related to seizures and the following interventions | |
were implemented: labs as ordered; maintain
safety during seizure activity; administer | '
anti-seizure activity as ordered; document seizure |
| |
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activity on administration record; notify physician
of any acute changes in client's pattern of seizure
activity; and ensure safety devices are in place.

2/2/26 2:20 PM - During an interview with E1
(ED), E2(DON), E5 (QIDP Manager) and E15
(RN Policy Nurse) stated that the facility does not
review client's for a medical plan of treatment for
any client's who require 24-hour licensed care. It
was also determined that the facility lacked
evidence of integrating the medical treatment
care plan to coordinate C1's IPP due to the IPP
addressing safety concerns and not plan of care
related to seizures.

2. Review of C12's clinical record revealed:;

4/12/07 - C12 was admitted to the facility with the
following diagnoses: profound intellectual
disability and seizure disorder.

8/11/21 - A Individual Program Plan (IPP)
documented that C12 was at risk for injuries
related to seizures and the following interventions
were implemented: assess the frequency,

| duration, and type of seizure activity; labs as
ordered; maintain safety during seizure activity;

| administer anti-seizure activity as ordered;
document seizure activity on administration
record; notify physician of any acute changes in
client's pattern of seizure activity; and ensure
safety devices are in place.

2/2/26 2:20 PM - During an interview with E1

' (ED), E2(DON), E5 (QIDP Manager) and E15 |
(RN Policy Nurse) stated that the facility does not
review client's for a medical plan of treatment for
any client's who require 24-hour licensed care. It

| was also determined that the facility lacked

Section A. Individuals impacted.

1.The facility failed to integrate the medical
care plan of treatment with the IPP for
residents C1 and C12. The DON
integrated the medical care plan of
treatment into the IPP as a healthcare plan
for seizures for C1. C12 was discharged
from the facility on 2/5/2026.

(Attachment Y)

Section B: Residents with the potential
to be affected.

All resident have the potential to be
affected by the deficient practice.

Section C. System Changes:

Under the direction of the medical provider,
Registered Nurses will create a medical

| care plan of treatment. The medical care
plan of treatment will be integrated into the
health care plans by registered nurses.
This will be reviewed at the IPP annually
and quarterly IPP progress update.
(Attachment G & K)

Section D- Success Evaluation:

The DON or designee will review five
resident records per week for compliance
with the IPP policy to ensure the medical
care plan of treatment is integrated into the
IPP as a healthcare plan(s). Weekly
reviews will be conducted until 100%
compliance is met for twelve consecutive
weeks. Then, ten resident records will be
reviewed monthly until 100% compliance is
met for three consecutive months.
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W 321 | Continued From page 25

evidence of integrating the medical treatment
care plan to coordinate C12's IPP due to the IPP

| addressing safety concerns and not plan of care
related to seizures.

The facility failed to integrate a medical care plan

of treatment with the formulation of C1 and C12's

IPP. The IPP lacked evidence of medication use

and addressed safety precaustions related to '
| seizure activity.

2/2/26 4:00 PM - Findings were reviewed with E1

(ED) and E2 (DON) during the exit conference.
W 322 | PHYSICIAN SERVICES

CFR(s): 483.460(a)(3)

|
The facility must provide or obtain preventive and
general medical care.
This STANDARD is not met as evidenced by:
| Based on interview and record review for two (C1 |
and C12) out of six reviewed for infection control, |

the facility failed to provide preventative and |
general care. Findings include: -

A facility policy dated November 2021

documented "Resident's of the Mary Campbell

| Center will be vaccinated with the pneumococcal
vaccine in accordance with the Centers for
Disease Control and Prevention (CDC)

| recommendations.”

5/24/25 - The CDC recommendation documents
“the pneumococcal vaccine recommended for
children and adults at increased risk for
pneumococcal disease."

1. Review of C1's clinical record revealed:

W 321! Section D; (Continued)

After that time, twelve resident records will be
reviewed quarterly. The quarterly review
reguirement will be ongoing, with results
reported at Quality Assessment and
Assurance Committee meetings.
(Attachment J)

3/19/2026
COMPLETEL

W 322 See content page 28-9.
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| 8/16/09 - C1 was admitted to the facility with

I following diagnoses: profound intellectual

| disability, chromosomal abnormalities, and
generalized idiopathic epilepsy.

|

9/28/19 - A standing physician's order

documented that C1 was to receive the

and last dose received 12/6/17.

Policy Nurse) stated that the facility follows the

the IP (Infection Preventionist Nurse) will do a

was completed in 1/2024 and the current IP is

| working on a sweep for 2026 currently.

1/30/26 2:24 PM - During an interview, E32
‘ (Physician) stated that clients are reviewed

who is due for vaccines. E32 stated the

of receiving every five years per CDC
recommendation.

2/2/26 11:01 AM - During an interview, E33 (IP)

vaccine due to age requirements and was not

pneumococcal vaccine on 3/21/19. E33

|
2. Review of C12's clinical record revealed:

1/29/26 12:10 PM - During an interview, E15 (RN
guidance and recommendation of the CDC and

sweep every January to ensure client's are up to
date on vaccines. E15 confirmed the last sweep

annually during the annual physical to determine

expecatation is if a client had already received the
pneumococcal vaccine to continue to the process

 stated that C1 was not due for a pneumococcal

included in the current client sweep to administer.
E33 provided documentation that C1 received a

pneumococcal vaccine per CDC recommendation ‘

|
| confirmed that C1 was not current if following the |
| five year recommendation per E32 expectation.
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4/12/07 - C12 was admitted to the facility with the
following diagnoses: profound intellectual |
disability and seizure disorder. |

12/10/24 - A standing physician's order
documented that C12 was to receive the
pneumococcal vaccine per CDC recommendation
and last dose received 12/6/17.

‘ 1/29/26 12:10 PM - During an interview, E15 (RN
Policy Nurse) stated that the facility follows the
guidance and recommendation of the CDC and
the IP (Infection Preventionist Nurse) will do a

| sweep every January to ensure client's are up to
date on vaccines. E15 confirmed the last sweep

‘ was completed in 1/2024 and the current IP is

| working on a sweep for 2026 currently.

| 1/30/26 2:24 PM - During an interview, E32
(Physician) stated that clients are reviewed
annually during the annual physical to determine |
who is due for vaccines. E32 stated the
expecatation is if a client had already received the |
pneumococcal vaccine to continue to the process
of receiving every five years per CDC
recommendation.

| 2/2/26 11:01 AM - During an interview, E33 (IP)
stated that C1 was not due for a pneumococcal
vaccine due to age requirements and was not
included in the current client sweep to administer.
E33 provided documentation that C12 received a
pneumococcal vaccine on 3/21/19. E33
confirmed that C12 was not current if following
the five year recommendation per E32
expectation.

2/2/26 4:00 PM - Findings were discussed with
| E1 (ED) and E2 (DON) during the exit
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The facility must pravide or obtain
| preventative and general medical care. |

|  Section A = Individual(s) impacted.
The facility failed to follow the
pneumococcal vacc ne policy and
procedure. Residen- C1 is scheduled to

| receive the pneumozoccal vaccine on
March 10, 2026. C12 was discharged from
the facility on 2/5/2026. (Atttachment A)

Section B = Identification of Other
Residents with the potential to be

affected by the deficient practice.

The Infection Preventionist audited |
residents EMR and identified 66 residents |
who need a pneumococcal vaccine to |
comply with the CDC adult immunization
schedule. Sixty-two residents have |
consented to receive the vaccine on March
10, 2026. Four resicents declined the
vaccine,

| Section C = System Changes

| The Infection Preventionist or designee will

| follow the updated pneumococcal vaccine

| policy and procedur=. The revision
includes "The Infection Preventionist or
designee will review residents medical

‘ records to ensure trey are following the
CDC Adult Immunization Schedule for
Pneumococcal Vacceines”. (Attachment A)
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conference. The Infection Preventionist or designee will
follow the revised pneumococcal vaccine
policy to ensure residents are up to date with
the vaccine. The Infection Preventionist or
. . . 3/19/2026
| designee will report pneumococcal vaccine _
| rates at the quarterly QAA meetings. COMPLETE(
|
|
| |
|
|
|
| |
| |
| |
|
|
|
|
|
| |
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2PYR11 Facility ID: 08G013 If continuation sheet Page 29 of 29






