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Based on a State Monitoring Survey completed on 

December 15, 2025, it was determined that Accela 

Rehab and Care Center at Springfield was not in 

compliance with the 28 PA Code, Commonwealth 

of Pennsylvania Long Term Care Licensure 

Regulations related to the health portion of the 

survey process.
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 Responsibility of licensee.

(c)  The licensee through the administrator shall report as 

soon as possible, or, at the latest, within 24 hours to the 

appropriate Division of Nursing Care Facilities field office 

serious incidents involving residents as set forth in §  51.3 

(relating to notification). For purposes of this subpart, 

references to patients in §  51.3 include references to 

residents.

This REGULATION is not met as evidenced by:

Completion 

Date:

01/10/2026

Status:

APPROVED

Date:

01/28/2026

Submitted all outstanding PB22's to 

event report portal

Re-education for NHA and DON on 

timely submission of PB22's

Audit weekly x4 and monthly x3 to 

be completed by corporate team to 

determine timely submission of all 

PB22's 

Results of audits will be submitted to 

monthly QAPI meeting
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Based on review of facility documentation and 

interviews with staff, it was determined that the 

facility failed to submit completed PB-22 forms to 

the Department as required for six of six reported 

events reviewed (Event reports 1037961, 1077343, 

1040270, 1055664, 1051570 and 1096432).

Findings include:

The PB-22 form is used in Pennsylvania for 

reporting allegations of abuse, neglect, or 

misappropriation of property in healthcare facilities. 

Review of facility event report 1037961, submitted 

by the facility to the Department on September 23, 

2024, revealed that a resident made an allegation of 

neglect, stating that proper care was not provided 

after a bowel movement. A nurse aide was identified 

as the alleged perpetrator.

Review of facility reported event 1077343, 

submitted by the facility to the Department on 

March 4, 2025, revealed that a resident made an 
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allegation of abuse, stating that proper care was not 

provided overnight and was found wet with urine. A 

nurse aide was identified as the alleged perpetrator.

Review of facility reported event 1040270, 

submitted by the facility to the Department on 

October 2, 2024, revealed that a resident made an 

allegation of abuse, stating that a verbal altercation 

occurred with the facility van driver.

Review of facility reported event 1055664, 

submitted by the facility to the Department on 

December 10, 2024, revealed that a resident made 

an allegation of abuse, stating that a verbal 

altercation occurred with the Director of Nursing.

Review of facility reported event 1051570, 

submitted by the facility to the Department on 

November 21, 2024, revealed that a resident made 

an allegation of abuse, stating that staff did not 

provide proper care during a bath and that drinking 

water was not provided. Two nurse aides were 

identified as the alleged perpetrators. 
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Review of facility reported event 1096432, 

submitted by the facility to the Department on May 

28, 2025, revealed that a resident made an 

allegation of abuse, stating that staff responded 

inappropriately when requesting pain medication. A 

licensed nurse was identified as the alleged 

perpetrator.

An electronic communications was sent to the 

Nursing Home Administrator on September 24, 

2025, informing that the PB-22 forms needed to be 

completed for the above event reports.

Interview on November 4, 2025, at 1:00 p.m. the 

Nursing Home Administrator confirmed that the 

PB-22 forms for the above event reports had not 

been submitted and stated they would get 

completed. An electronic communications was also 

sent November 4, 2025, informing that the PB-22 

forms needed to be completed for the above event 

reports.
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An electronic communications was sent to the 

Nursing Home Administrator on November 7, 

2025, informing that the PB-22 forms needed to be 

completed for the above event reports.

Interview on November 14, 2025, at 9:51 a.m. the 

Director of Nursing confirmed that the PB-22 forms 

for the above event reports had not been submitted 

and stated they would get completed. An electronic 

communications was also sent November 14, 2025, 

informing that the PB-22 forms needed to be 

completed for the above event reports.

An electronic communications was sent to the 

Nursing Home Administrator and the Director of 

Nursing on November 18, 2025, informing that the 

PB-22 forms needed to be completed for the above 

event reports.

Interview was attempted on November 20, 2025, 

however, neither the Nursing Home Administrator 

nor the Director of Nursing returned calls from the 

Department.
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Further review of facility documentation on 

December 15, 2025, revealed that PB-22 forms 

had still not been completed by the facility for the 

above event reports.

Interview on December 15, 2025, at 9:58 a.m. the 

Nursing Home Administrator confirmed that the 

PB-22 forms for the above event reports had still 

not been completed.
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