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F 0730 Observe each nurse aide's job performance and give regular training.

Level of Harm - Minimal harm Based on interview and record review the facility failed to ensure annual performance reviews were

or potential for actual harm completed for Certified Nursing Assistants (CNAs) for one of three sampled staff (CNA 1).This failure had
the potential for the facility to be unaware of staffing performance concerns for CNA 1, with the potential for

Residents Affected - Few all resident care to be negatively affected.During a review of CNA 1's current employee file, employee file

indicated, most recent performance review was completed 5/17/2021. File indicated, CNA 1 was hired on
5/1/2018.During an interview on 2/6/26, at 9:22 a.m., with Director of Staff Development (DSD), DSD
stated, the most recent performance review we have documented for CNA 1 is dated 5/17/2021. DSD
stated, performance reviews are supposed to be done annually for all CNAs. DSD stated, the purpose of
the annual performance review is to ensure the staff member is doing their job.During a review of the
facility's policy and procedure (P&P) titled, Competency Evaluation dated 2024, the P&P indicated, It is the
policy of this facility to evaluate each employee to assure they meet appropriate competencies and skills for
performing their job.Subsequent and/or annual competency is evaluated at a frequency determined by the
facility assessment, evaluation of the training programs, and/or job performance evaluations.

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 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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