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F 0851 Electronically submit to CMS complete and accurate direct care staffing information, based on payroll and
other verifiable and auditable data.

Level of Harm - Minimal harm
or potential for actual harm 43857

Residents Affected - Few Based on record review and interview, the facility failed to submit the Payroll-Based Journal (PBJ) report
correctly for 1 of 4 quarters reviewed.

The findings include:

A review of the PBJ data report submitted into the Centers for Medicare and Medicaid Services (CMS) for

Quarter 1 of 2024, which reports on the period of October 1 to December 31, 2023, revealed excessively low
weekend staffing.

On 5/19/24 at 12:39 pm, the facility's Administrator was interviewed. He stated the facility had not been low
staffed on weekends. He stated that the corporate office did not fill the form correctly.

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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F 0887 Educate residents and staff on COVID-19 vaccination, offer the COVID-19 vaccine to eligible residents and
staff after education, and properly document each resident and staff member's vaccination status.

Level of Harm - Minimal harm or
potential for actual harm 42756

Residents Affected - Few Based on record review, review of immunization records, and facility policy the facility failed to provide
education and offer COVID 19 vaccines in a timely manner for 4 of 5 sampled residents. (Residents #15,
#28, #39, #64)

The findings included:

On 5/20/24, a review of the immunization record of Resident #15 was conducted. The record had an
influenza vaccine dated 10/5/2023. There was no COVID vaccine in the record at the time. On 5/21/24, the
Infection Control nurse was asked to provide proof any additional COVID vaccines not included in the
electronic immunization record along with COVID vaccine consent forms and or declination forms. On
5/22/24, the Director of Nursing (DON) provided proof of COVID vaccines given on 1/4/21, 2/4/21, 3/8/21,
and 6/22/22. The facility did not provide proof of approval or refusal of COVID vaccines after 6/22/22.

On 5/20/24, a review of the immunization record of Resident #28 was conducted. The record had
documentation of the administration of the COVID vaccine dated 1/14/21, 2/14/21, 11/5/21, and 8/1/22. On
5/21/24, the Infection Control nurse was asked to provide proof any additional COVID vaccines not included
in the electronic immunization record along with COVID vaccine consent forms and/or declination forms. The
facility did not provide proof of any of these forms after 8/1/22.

On 5/20/24, a review of the immunization record of Resident #39 was conducted. The record had
documentation of the COVID vaccine on 1/14/21, 2/4/21, and 11/14/21. The facility did not provide proof of
approval or refusal of the COVID vaccine after 11/14/2021.

On 5/20/24, a review of the immunization record of Resident #64 was conducted. The record had
documentation of an influenza vaccine dated 10/5/2023. There was no proof of offering the COVID vaccine
in the record at the time. On 5/21/23, the Infection Control nurse was asked to provide proof any additional
COVID vaccines not included in the electronic immunization record along with COVID vaccine consent forms
and or declination forms. On 5/22/24, the Director of Nursing provided proof of a COVID vaccine given on
11/1/21. The facility did not provide proof of any acceptance or refusal of a COVID vaccine after 11/12/21.

On 5/22/24 at approximately 1:00 PM, the DON provided COVID 2023 Booser Immunization Consent Forms
dated 5/22/24 for Residents #15, #28, #39, #64.

Resident #15's family had been contacted verbally and the resident and his family refused the vaccine.

Resident #28's guardian had been contacted verbally. The guardian wished for the resident to continue the
Pfizer booster but refused the Moderna vaccine.

(continued on next page)
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F 0887 Resident #39's guardian had been contacted verbally. The guardian wished for the resident to continue the
Pfizer booster.

Level of Harm - Minimal harm or
potential for actual harm Resident #64's guardian had been contacted verbally. The guardian wished for the resident to continue the
Pfizer booster but refuses the Moderna vaccine.

Residents Affected - Few
On 5/22/24 at approximately 2:30 PM an interview was conducted with the DON. She was asked when the
COVID 2023 Boosters Immunization Consent forms for the residents were completed. The DON
acknowledged that they contacted the residents and their families earlier in the day. She mentioned that
several residents preferred to receive the covid vaccine from Pfizer. She explained that the facility had a
binder for tracking the immunizations. The binder had been lost the past November when all of the medical
records were being uploaded into the electronic record. The DON was asked who was responsible for
tracking, ordering, providing vaccinations at the facility. She explained that there are three Assistant
Directors of Nursing (ADON) and each ADON is responsible for tracking, ordering providing and following up
on immunizations for residents in their area.

The Facility Administrator indicated that a performance improvement plan (PIP) was initiated that am to track
and update immunizations. A copy of the PIP was provided indicating that the facility had started an audit of
all in house residents covid vaccines and consent forms had been initiated on 5/22/24.

On 5/22/24 a review of the infection prevention and control policy, dated July 2023, was conducted. Page 2
of the policy indicated that residents would be offered the vaccine. Residents and resident representatives
will have the opportunity to accept of refuse a COVID-19 vaccine and changed their decision based on
current guidance.
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