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The State Report incorporates by reference
and also cites the findings specified in the
Federal Report.

An unannounced Annual, Complaint and
Emergency Preparedness Survey was con-
ducted at this facility from July 24, 2025,
§ through July 29, 2025. The deficiencies con-
tained in this report are based on observa-
tions, interviews and record review. The facil-
ity census on the first day of survey was 32.
[ The sample totaled was thirteen {13) resi-
dents.

Abbreviations/definitions used in this report
are as follows:
Anxiety Disorder — a mental health condition

that is characterized by persistent excessive
worry, fear, and nervousness;

Cognitive impairment — a decline in a person’s
ability to think, learn, remember, use judge-
ment, and make decisions;

CNA - Certified Nurse’s Aid;

DelVAX Delaware Immunization Registry -
| State of Delaware online registry of the im-
munization status of persons vaccinated
against vaccine preventable diseases;

DON = Director of Nursing;
ED — Executive Director;
Gastroesophageal Reflux Disease - a chronic

condition where stomach contents flow back
up into the esophagus, causing irritation and
inflammation;

Influenza — a contagious respiratory infection
| caused by a virus that affects the nose, throat,

and lungs;

i
i LPN — Licensed Practical Nurse;
l Pneumococcal — refers to streptococcus pneu-

moniae bacteria that can cause lung, blood-

L stream, brg,_in; and spinal cord infections;

e }"‘--V
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NHA = Nursing Home Administrator;
. NP — Nurse Practitioner;
Orthopedic — relating to the branch of medi-
cine dealing with the correction of deformities | ES’s contracting agency was
of bones or muscles. notified of TB testing and regu-
lation by NHA.
| 3201 Regulations for Skilled and Intermediate Care
1 Facilities E5 will receive a 2 step TST (or
l equivalent), with results re-
| 3201.1.0 Scope ported back to NHA.
3201.1.2 Nursing facilities shall be subject to all appli- | A|| contractor records reviewed. | All to be com-
cable local, state and federal code require- | 4 ~ontractor was found to be out | Pleted by
ments. The provisions of 42 CFR Ch. IV Part | ¢ sompliance. Current TST re- 9/12/25
483, Subpart B, requirements for Long Term sults were requested from con-
Care Facilities, and any amendments or mod- tracted agency. If these are not
ifications thereto, are hereby adopted as the available. a 2 s;(ep TST (or
l regulatory requirements for skilled and inter- equivaler;t) will be required. Re-
l’ mediate care nursing facilities in Delaware. sults will be submitted to th'e
' Subpart B of Part 483 is hereby referred to, NHA
and made part of this Regulation, as if fully )
set out herein. All applicable code require- , ;
ments of the State Fire Prevention Commis- COItltIa.Ctoghealjtth fllez will ?e
sion are hereby adopted and incorporated by ir;]fi)l?r:;;in ?:;Iaﬁj:?g Cc;c;?era];n
reference.
TST status. These health files
This requirement was not met as evidenced will be mo_n'tored by the IP
BT nurse/designee.
Cross Refer to the CMS 2567-L survey com- {rpagtlé)rrsefigzﬁ:‘?r}lel(:swﬁglrﬁﬁ C(;g;
pleted July 29, 2025: F882, F883, F887 and TB testing compliance yuntil
F943. . . ’
100% compliance is reached.
Title 16 Audits will then decrease to
quarterly and be ongoing. Re-
Health and Safet . .
ealth and Safety sults of audits will be reported to
| o the QAPI committee. The QAPI
| 3201.5.0 Personnel/Administrative committee will recommend any
; changes to the audit cycles,
| 3201.5.5 The facility shall have written personnel poli- | h3sed on audit results. Audits
i cies and procedures. Personnel records shall will not be discontinued until
be kept current and available for each em- 100% compliance is consistently
ployee, and include the following: demonstrated
, Logish]
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3201.,5.5.1 Results of tuberculosis screening All to be com-
pleted by
This requirement was not met as evidenced 9/12/25

by:

Based on staff record review and interview, it
was determined that for one (E5) out of ten
employees reviewed, the facility failed to have
on file the results of the tuberculin (TB) test-
ing.

3/21/25 — E5 (NP) started to work at the facil-
ity.

7/28/25 11:30 AM- During the review of the
staff training worksheet, E1 (NHA) stated that
she did not have any documentation of E5’s tu-
berculin testing. E1 stated that the facility did
not keep a file on the consultant employees
and relied on their companies to supply that
information. She stated that she had reached
out to the consultant’s [medical practice] and
requested that they send over the documen-
tation of their TB testing.

7/29/25 10:45 AM - E1 supplied the surveyor

| with a printout dated 12/19/2005 at 2:06 PM

from [hospital] that stated ES5 had a negative
purified protein derivative (PPD) (the tubercu-
lin skin test to determine if a person has been
exposed to the bacteria that causes tuberculo-
sis) on 6/11/2004 and 4/28/2005.

It should be noted that these PPD tested oc-
curred 21 and 20 years prior to E5 starting to
work at this facility and were obtained while
she worked for another employer.

7/29/25 2:00 PM - Findings were reviewed
during the £x{t Conference with E1 (NHA), E2

ES’s contracting agency was
notified of requirements for de-
mentia related training by NHA.

ES completed a dementia re-
lated training module on 8/18/25
and provided the NHA with a
certificate of completion.

All contractor education records
reviewed. 1 contractor was
found to be out of compliance.
Completion of a dementia train-
ing was requested from the con
tracted agency. A certificate of
completion will be submitted to
the NHA. Course taken was
from Medscape. See certificate
provided as attachment.

Contractor education files will
be maintained onsite. Staff de-
velopment coordinator/designee
will monitor education files.

Staff development coordina-
tor/designee will audit contrac-
tor education files for dementia
training monthly‘for compliance,
until 100% compliance is
reached. Audits will then de-
crease to quarterly and be on-

going.

All to be com-
pleted by
9/12/25
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3201.5.6
3201.5.6.1

(DON), E3 {Regional Clinical Director) and E4
{(Executive Director) during the Exit Confer-
ence.

Dementia Training

Nursing facilities that direct
healthcare services to persons diagnosed as
having Alzheimer’s disease or other forms of
dementia shall provide dementia specific

provide

training each year to those healthcare provid-
ers who must participate in continuing edu-
cation programs.

This requirement was not met as evidenced
by:

Based on record review and interview, it was
determined that for one (E5) out of ten em-
ployees reviewed for dementia training, the
facility failed to have documentation of the de-
mentia training.

3/21/25 - E5 (NP} started to work in the facil-
ity.

7/28/25 11:30 AM- During the review of the
staff training worksheet, E1 (NHA) stated that
she did not have any documentation of E5’s
dementia training. E1 stated that the facility
did not keep a file on the consultant employ-
ees and relied on their companies to supply
that information. She stated that she had
reached out to the consultant’s [medical prac-
tice] and requested that they send over the
documentation of her dementia training.

7/29/25 10:45 AM — During an interview, E1
stated that she had not received any docu-
mentation regarding E5’s dementia training.

Results of audits will be re-
ported to the QAPI committee.
The QAPI committee will rec-
ommend any changes to the
audit cycles, based on audit re-
sults. Audits will not be discon-
tinued until 100% compliance is
consistently demonstrated.

R7 and R12’s immunizations
have been entered into DelVAX
by unit clerk.

All active resident records were
reviewed. All were compliant.

System for entering immuniza-
tions into DelVAX was found to
be ineffective. New system im-
plemented for DelVAX vaccine
entering. |P nurse will now pro-
vide a weekly vaccination report
to unit clerk, which includes all
newly administered resident
vaccines for that week. Unit
clerk will enter newly adminis-
tered vaccines into the DelVAX
system weekly, based on the
report provided.

Both the IP nurse and unit clerk
have been educated on the pro-
cess by ADON.

All to be com-
pleted by
9/12/25
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The facility failed to provide evidence of E5’s
annual dementia training. IP nurse/designee will audit
each newly administered resi-
] 7/29/25 2:00PM - Findings were reviewed dur- dent vaccination Weekly for up-
ing the Exit Conference with E1 (NHA), E2 | loading to DelVAX status.
| (DON), E3 (Regional Clinical Director) and E4
(Executive Director) during the Exit Confer- | Results of audits will be re-
ence. ported at weekly standard of
care meetings and scheduled
i Vaccine Preventable Diseases QAPI| meetings. This will be
Title 16 monitored by the standard of
Health & “Physicians and other health care providers | care committee weekly, until
Safety De.la- who give immunizations shall report infor- | 100% compliance is reached.
babd Admin- | ation about the immunization and the per- | Once 100% compliance is
istrative Code | o, tg whom it was given for addition to the | reached, auditing will decrease
immunization registry in a manner pre- | to monthly x 2 months, until
::200 :-Iealth scribed by the Division Director or designee.” | 100% compliance is reached.
romot o !
-k OD;::ase _ ) Once this is achieved, the QAPI
. This requirement was not met by: committee will determine and
Prevention o -
recommend additional auditing
Based on record review, it was determined cycles if necessary. All audits
4202 Contr(?l that for two (R7 and R12) out of six residents | \vill be reviewed by the QAP
obeCommun: reviewed for immunizations, the facility failed | .o mmittee in addition to the
cable an - ; ot
to report administered immunizations to the ;
Other Disease DeIVApX Delaware Immunization Registry. Zt;?sn\?vﬁ{?—]g{ g:rg' Cgo??lt::g:%
Conditions Findings include: ; - B i
- ' 100% compliance has been
Control of | 1. R7’s clinical record revealed: consistently demonstrated.
Specific Con-
tagious Dis- | 4/26/2024 — R7 was admitted to the facility
eases with diagnoses including orthopedic aftercare
and mild cognitive impairment.
10/11/24 - R7 was administered an influenza
immunization.
7/29/25 11:30 AM - During an interview, Document?t'o_n of current influ-
£1(DON) accessed DelVAX and printed a cur- enza yaccmatlon for ES was
rent copy of R7’s Patient Administrative Rec- submitted to NHA on 7/30/25.
ord. The current DelVAX record for R7 not _
document an influenza immunization admin- | All contractor records reviewed.
istered on 10/11/24. 1 contractor was found to be out
of compliance. Documentation
2. R12’s clifitval record revealed: of current influenza vaccine was | I
g - ;
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requested from the contracted
1/2/23 - R12 was admitted to the facility with | agency. This is to be submitted
diagnoses including gastro-esophageal reflux | to the NHA.
disease and anxiety disorder.
| Contractor health files will be
| 1/28/25 - R12 was administered a pneumo- | maintained onsite and contain
J coccal immunization. information regarding current in-
! fluenza vaccination status.
| 7/29/25 11:30 AM - During an interview, E1 | These health files will be moni-
-[ accessed DelVAX and printed a current pro- tored by the IP nurse/designee.
‘ vided a copy of R12’s Patient Administrative
Rfecord. The current DelVAX recon.'d for 312 IP nurse/designee will audit
d'|d not df)c_ument a pneumococcal immuniza- | contractor health files monthly
tion administered on 1/28/25. for influenza vaccine compli-
. i ; .
7/29/25 2:00 AM - Findings were reviewed anee, Uil ENIacompllaneels
% during the Exit Conference with E1 (NHA), E2 reac.hed..
: X " : 1 Audits will then decrease to
(DON), E3 (Regional Clinical Director) and E4 )
(Executive Director) during the Exit Confer- quarterly and be ongoing.
: ence. Results of audits will be re-
| Title 16 (b) The facility shall keep on record a signed | POrted to the QAPI committee.
statement from each employee stating that The QAPI committee will rec-
Health and | the employee has been offered vaccination ommend any changes to the
Safety, Part Il | against influenza and has either accepted or audit cyclgs, bgsed ol al'_'d't =
Regulatory declined such vaccination. sults. Audits will not be discon-
Dravicions tinued until 100% compliance is
Concerning This requirement was not met by: consistently demonstrated.
Public Health
Based on record review and interview, it was
Chapter 11 | determined that for one (E5) out of ten sam-
Long-Term pled employees, the facility failed to provide
Care Facilities | documentation of employee signed state-
and Services ments of influenza vaccination acceptance or
Subchapter declination. Findings include:
1V, 1144 Influ-
enza immun- | 7/25/25 2:00 PM — Request for documenta-
izations tion of influenza vaccination status for ES (NP)
was given to E1 (NHA).
7/29/25 11:15 AM — During an interview, E1
stated “I do not have any information regard-
ing influenzayaccines for [ES5].” @ ﬁ/
Provider's Signature %ﬁ{“w/'fm.. Title /L)M Date U -3 -25
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7/29/25 2:00 PM - Findings were reviewed
during the Exit Conference with E1 (NHA}, E2
(DON), E3 (Regional Clinical Director) and E4
{Executive Director) during the Exit Confer-

ence.
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Initial Comments

An unannounced Emergency Preparedness survey was
conducted at this facility from July 24, 2025 through
July 29, 2025. The facility census was thirty-two (32)

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.

INITIAL COMMENTS

An unannounced Annual, Complaint and Emergency
Preparedness Survey was conducted at this facility from
July 24, 2025 through July 29, 2025. The deficiencies
contained in this report are based on observations,
interviews, review of residents' clinical records and
review of other facility documentation as indicated.

The facility census on the first day of the survey was
five residents. The investigative sample totaled five
residents.

Abbreviations/definitions used in this report are as
follows:

Anemia — a deficiency in healthy red blood cells that
are essential in carrying oxygen throughout the body;

CNA - Certified Nurse's Aide;

BIMS - (Brief Interview for Mental Status) — assessment
of the resident’s mental status and cognition. The

total possible BIMS score ranges from 0 to 15. A score
of 0-7 indicates severely impaired cognition, 8-12
indicates moderately impaired cognition, and 13-15
indicates intact cognition;

DON - Director of Nursing;

ED - Executive Director;

Infection Preventionist (IP) — term used for person(s)

E0000

F0000

08/13/2025

08/13/2025

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

participation.
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designated by the facility to be responsible for the
facility infection prevention and control program;

Influenza — a contagious respiratory infection caused
by a virus that affects the nose, throat, and lungs;

Intact cognition — able to make own decisions;

LPN - Licensed Practical Nurse;

MDS assessment — federally mandated comprehensive,
standardized, clinical assessment of all residents in
Medicare/Medicaid nursing homes that evaluates
functional capabilities and health needs;

NHA - Nursing Home Administrator;

NP - Nurse Practitioner;

Pneumococcal — refers to streptococcus pneumoniae
bacteria that can cause lung, bloodstream, brain, and
spinal cord infections;

RN - Registered Nurse;

Traumatic subarachnoid hemorrhage — bleeding into the

area between the brain and surrounding membranes
resulting from a head injury.

F0882 Infection Preventionist Qualifications/Role F0882 | Credentialed Infection Prventionist returned to work on 09/12/2025
SS=F 7/30/25. Corporate credentialed Infection Preventionist
CFR(s): 483.80(b)(1)-(4} nurse provided guidance and support of the infection

prevention program during the absence.
§483.80(b) Infection preventionist
Two full-time RNs are now certified as Infection
The facility must designate one or more individual(s}) Preventionists through an accredited body. Both the
as the infection preventionist(s) (IP)(s) who are ADON and DON have current certifications.
responsible for the facility's IPCP. The IP must:
NHA will audit credentialing annually for compliance,
and ensure the credentials are active.

§483.80(b)(1) Have primary professional training in
nursing, medical technology, microbiology, Results of credentialing will be reported annually to
epidemiology, or other related field; QAPI committee. QAP! committee will determine when to
discontinue auditing, based on audit results. Audits

will not be discontinued until 100% compliance is
§483.80(b)(2) Be qualified by education, training, consistently demonstrated.

experience or certification;

§483.80(b)(3) Work at least part-time at the facility;
and

§483.80(b)(4) Have completed specialized training in

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D11FE-HA1 Facility ID: DE0035 If continuation sheet Page 2 of 8
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Continued from page 2
infection prevention and control.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, the facility failed to designate an
onsite Infection Control Preventionist at the facility
from 6/3/25 to 7/13/25. Findings include:

7/28/25 1:30 pm - During an interview, E2 (DON) stated
“[ET7] is working from home. | started on 7/14/25. |

have a certification for Infection Prevention

tratning.”

7/28/25 1:50 pm — During an interview, E7 (ADON,
Infection Preventionist) stated, “| have been working
from home since 6/3/25. | will be back on 7/30/25."

7/29/25 11:35 am - During an interview, E2 stated, “I
don't know that anyone was here between 6/3/25 and
7/13/25 that has an Infection Preventionist
certification.”

7/29/25 2:00 pm - Findings were reviewed during the
Exit Conference with E1 (NHA), E2 (DON), E3 (Regional
Clinical Director) and E4 (Executive Director) during

the Exit Conference.

Influenza and Pneumococcal Immunizations
CFR(s): 483.80(d)(1)(2)
§483.80(d) Influenza and pneumococcal immunizations

§483.80(d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

(i) Before offering the influenza immunization, each
resident or the resident's representative receives
education regarding the benefits and potential side
effects of the immunization;

(i) Each resident is offered an influenza immunization
October 1 through March 31 annually, unless the
immunization is medically contraindicated or the
resident has already been immunized during this time
period;

(iii} The resident or the resident's representative has
the opportunity to refuse immunization; and

(iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

F0882

F0883

R5 was discharged on 7/26/25. Unable to correct.
Immunization history was documented and maintained for
R5 in the EHR, in the immunization tab.

All active resident records were reviewed for
pneumococcal immunization status. All were compliant.

Education to be provided by DON and ADON to licensed
nurses regarding admission requirements for
immunization review and need to offer immunizations
when immunizations are not current, along with
documentation of acceptance or declination when this
occurs. (complete by 9/18/25).

IP nurse/designee will audit each new admission for
vaccination status. Results will be reported at weekly
standard of care meetings and scheduled QAP| meetings.
This will be monitored by the standard of care

committee weekly, until 100% compliance is reached.
Once 100% compliance is reached, auditing will decrease
to monthly x 2 months, until 100% compliance is

reached. If 100% compliance not achieved, the auditing
will continue monthly until 100% compliance is

achieved. Once this is achieved, the QAPI committee

will determine and recommend additional auditing cycles
if necessary. All audits will be reviewed by the QAPI
committee in addition to the standard of care

09/12/2025
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(A) That the resident or resident's representative was
provided education regarding the benefits and potential
side effects of influenza immunization; and

(B) That the resident either received the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or
refusal.

§483.80(d)(2) Pneumococcal disease. The facility must
develop policies and procedures to ensure that-

(i) Before offering the pneumococcal immunization, each
resident or the resident's representative receives
education regarding the benefits and potential side
effects of the immunization;

(ii) Each resident is offered a pneumococcal
immunization, unless the immunization is medically
contraindicated or the resident has already been
immunized;

(iii} The resident or the resident's representative has
the opportunity to refuse immunization; and

(iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative was
provided education regarding the benefits and potential
side effects of pneumococcal immunization; and

(B) That the resident sither received the pneumococcal
immunization or did not receive the pneumococcal
immunization due to medical contraindication or
refusal.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and interview, it was determined
that for one (R5) out of five residents reviewed for
infection control, the facility failed to offer and

document pneumococcal immunization. Findings include:

The facility policy dated 2023 and titled, "COVID-13,
Influenza, and Pneumococcal Education and Consent for
Residents” included, “... Upon admission the licensed
nurse will obtain consent from the resident or legal
responsible party using the COVID-19, Influenza, or
Pneumococcal Vaccine Consent Form... This form will then
be stored in the residents’ primary care electronic

health record... An immunization history is documented

F0883 | Continued from page 3

committee. Audits will not be discontinued until 100%
compliance is consistently demonstrated for 2
consecutive months.
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and maintained for each resident in the electronic
health record in the immunization section.”

7/8/25 — R5 was admitted to the facility with diagnoses
including traumatic subarachnoid hemorrhage and anemia.

7/21/25 - A comprehensive MDS assessment documented R5

had a BIMS score of 14, indicating intact cognition.

7/29/25 11:40 am - During an interview, E2 (DON) stated
"We don't have any vaccine documentation for [R5]."

7/29/25 2:00 pm - Findings were reviewed during the
Exit Conference with E1 (NHA), E2 (DON), E3 (Regional
Clinical Director) and E4 (Executive Director) during

the Exit Conference.

COVID-19 Immunization
CFR(s): 483.80(d)(3)(i>-(vii)
§483.80 Infection control

§483.80(d)(3) COVID-19 immunizations. The LTC facility
must develop and implement policies and procedures to
ensure all the following:

(i) When COVID-19 vaccine is available to the facility,
each resident and staff member is offered the COVID-19
vaccine unless the immunization is medically
contraindicated or the resident or staff member has
already been immunized;

(ii) Before offering COVID-19 vaccine, all staff
members are provided with education regarding the
benefits and risks and potential side effects
associated with the vaccine;

(i) Before offering COVID-19 vaccine, each resident
or the resident representative receives education
regarding the benefits and risks and potential side
effects associated with the COVID-19 vaccine;

(iv) In situations where COVID-19 vaccination requires
multiple doses, the resident, resident representative,

or staff member is provided with current information
regarding those additional doses, including any changes
in the benefits or risks and potential side effects,
associated with the COVID-189 vaccine, before requesting
consent for administration of any additional doses.

(v) The resident or resident representative, has the
opportunity to accept or refuse a COVID-19 vaccine, and
change their decision; and

F0883

Foes7

R5 was discharged on 7/26/25. Unable to correct.
Immunization history was documented and maintained for
R5 in the EHR, in the immunization tab.

All active resident records were reviewed for COVID-19
immunization status. Two were out of compliance. NP
reviewed and declined ordering the COVID booster at
this time. NP recommends waiting for the 25/26 booster
to be available.

Education provided to licensed nurses by DON and ADON
regarding admission requirements for immunization
review and need to offer immunizations when
immunizations are not current, along with documentation
of acceptance or declination when this occurs.

IP nurse/designee will audit each new admission for
vaccination status. Results will be reported at weekly
standard of care meetings and scheduled QAPI meetings.
This will be monitored by the standard of care

committee weekly, until 100% compliance is reached.
Once 100% compliance is reached, auditing will decrease
to monthly x 2 months, untit 100% compliance is

reached. If 100% compliance is not achieved, the

auditing will continue monthly until 100% compliance is
achieved. Once this is achieved, the QAP| committee

will determine and recommend additional auditing cycles
if necessary. All audits will be reviewed by the QAPI
committee in addition to the standard of care

committee. Audits will not be discontinued until 100%
compliance has been consistently demonstrated for 2
consecutive months.
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(vi) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident representative was
provided education regarding the benefits and potential
risks associated with COVID-19 vaccine; and

(B) Each dose of COVID-19 vaccine administered to the
resident, or

(C) If the resident did not receive the COVID-18
vaccine due to medical contraindications or refusal.

(vii) The facility maintains documentation related to
staff COVID-19 vaccinalion that includes at a minimum,
the following:

(A) That staff were provided education regarding the
benefits and potential risks associated with COVID-19
vaccine;

(B) Staff were offered the COVID-19 vaccine or
information on obtaining COVID-19 vaccine; and

(C) The COVID-19 vaccine status of staff and related
information as indicated by the Centers for Disease
Control and Prevention’s National Healthcare Safety
Networlk (NHSN).

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and interview, one (R5) out of
five residents reviewed for infection control, the

facility failed to offer and document COVID-19
immunization. Findings include:

The facility policy dated 2023 and titled, “COVID-19,
Influenza, and Pneumococcal Education and Consent for
Residents" included, “... Upon admission, the licensed
nurse will obtain consent from the resident, or legal
responsible party, using the COVID-19, Influenza, or
Pneumococcal Vaccine Consent Form... This form will then
be stored in the residents’ primary care electronic

health record... An immunization history is documented
and maintained for each resident in the electronic

health record in the immunization section.”

7/8/25 — R5 was admitted to the facility with diagnoses
including traumatic subarachnoid hemorrhage and anemia.

7/21/25 — A comprehensive MDS assessment documented R5
had a BIMS score of 14, indicating intact cognition.
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CFR(s): 483.95(c)(1)-(3)
§483.95(c) Abuse, neglect, and exploitation.

In addition to the freedom from abuse, neglect, and
exploitation requirements in § 483.12, facilities must
also provide training to their staff that at a minimum
educates staff on-

§483.95(c)(1) Activities that constitute abuse,
neglect, exploitation, and misappropriation of resident
property as set forth at § 483.12.

§483.95(c)(2) Procedures for reporting incidents of
abuse, neglect, exploitation, or the misappropriation
of resident property

§483.95(c)(3) Dementia management and resident abuse
prevention.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and interview, it was determined
that for two (E5 and E6) out of ten employees reviewed
for training, the facility failed to have records of

abuse, neglect and exploitation training for the
contracted employees. Findings include:

7/28/25 11:30 AM- During the review of the staff

training worksheet, E1 (NHA) stated that she did not

have any documentation of E5 (NP) and E6 (MD)'’s abuse,
neglect and exploitation training. E1 stated that the

facility did not keep a file on the consultant

employees and relied on their companies to supply that
information. She stated that she had reached out to

each consultant’s [medical practice] and requested that
they send over the documentation of his
abuse/neglect/exploitation training.
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7/29/25 11:40 am - During an interview, E2 (DON) stated

“We don't have any vaccine documentation for [R5].

7/29/256 2:00 pm - Findings were reviewed during the

Exit Conference with E1 (NHA), E2 (DON), E3 (Regional

Clinical Director) and E4 (Executive Director) during

the Exit Conference.
F0943 Abuse, Neglect, and Exploitation Training F0943 | Abuse training has been completed for E6. Training will 09/12/2025
8S=D be completed by ES.

Contract agencies have been notified of this
requirement and informed of need to complete an adult

abuse training module.

All contractors’ files were audited for documentation
of abuse training. One additional contractor was

missing this requirement. Contractor's employer was
notified of this requirement and need to complete an

abuse training education module.

Staff development coordinator/designee will audit
contractor education files for completion of abuse
education initially weekly, until 100% compliance is
reached. Files will then be audited quarterly for

continued compliance. Results will be brought to QAPI
meetings for review. QAP| committee will determine when
to discontinue auditing, based on audit resuits. Audits

will not be discontinued until 100% compliance has been

consistently demonstrated.
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she had not received any documentation regarding E5 or
E6's training for abuse, neglect and exploitation.

7/29/25 2:00PM - Findings were reviewed during the Exit
Conference with E1 (NHA), E2 (DON}), E3 (Regional
Clinical Director) and E4 (Executive Director) during

the Exit Conference.
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